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Department of Anesthesiology 
Policies and Procedures of Heywood Hospital, Green Street, Gardner, MA 01440 

October 8, 2008 
 

Policy: To guide administration of procedural sedation and analgesia in locations outside the Operating 
Rooms of Heywood Hospital, including the Emergency Department and Obstetric Unit. 

 
Approved by: David C Flemming, MD, Director of Anesthesia.   __________________________ 
 

James Mullen, PhD. RN, Director of Nursing Service. __________________________ 
 
  Dan Moen, President and CEO, Heywood Hospital.  __________________________ 
 
A—Definition of PSA: (Revised from: http://www.medscape.com/viewarticle/568824_2) 
 
The Joint Commission on the Accreditation of Health Care Organizations (JCAHO), the American Society of 
Anesthesiologists (ASA) and a consensus of experienced practicing anesthesiologists describe PSA as a continuum 
having 4 merging levels:  
 
1. Anxiolysis: This term describes a condition in which sedatives are used to reduce anxiety. Since most opiate 

analgesics also have sedative and anxiolytic properties, sedation and anxiolysis using this class of drug may 
associate with analgesia. At this light depth of sedation, the patient is expected to respond normally to verbal 
commands, have normal airway and ventilatory function yet may have impaired coordination, balance and 
cognitive function. While sedative cocktails can provide analgesia, they are inadequate on their own to 
significantly increase tolerance to pain associated with even minor surgical procedures. 

2. Moderate sedation: This term describes a condition more closely resembling deep relaxation, in which a 
person responds purposefully to speech or a light stimulus, with adequate airway control and spontaneous 
ventilation. Moderate sedation does not in itself provide surgical analgesia or anesthesia. 

3. Deep sedation: This term describes a condition in which painful stimulation may cause purposeful response, 
but is associated with a definite potential to impair airway security and ventilation. Again, local anesthesia 
may be required to allow most surgical procedures. 

4. Level 4 represents general anesthesia: This term applies when PSA is deep enough to prevent movement 
response to the painful stimuli associated with surgery. Autonomic responses may continue and even 
exaggerate leading to lability of heart rate, blood pressure, bronchial tone and other functions. Ventilation and 
airway patency will consistently fail. Safety depends on fluent management of these changes, therefore expert 
monitoring and support of all affected functions is an absolute requirement during level 4 PSA. These 
techniques may involve the use of TIVA (item M on page 6) or intramuscular ketamine.  

 
JCAHO and the American Association of Pediatricians (AAP) suggest guidelines for Provision of PSA: 
 
1. The licensed independent practitioner administering sedative medications must be experienced and trained to 

manage rescue from any unintended depth of sedation. 
2. Patients must have a pre-sedation evaluation that includes airway evaluation to confirm that no problems exist 

beyond the capacity of the sedationist to manage. Findings must be confirmed before administration of 
sedation to ensure that no significant change has occurred since the primary evaluation. 

3. The sedationist must be in attendance and immediately available to intervene after initiation of PSA. 
4. The patient must be continuously monitored and not discharged with a responsible adult until pre-established 

criteria are met.  
5. The standard of care for a given level of sedation should be the same no matter where in the hospital the 

sedation occurs.  
6. Detail and interpretation of the above are left to individual hospitals. 
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B—Personnel Requirements: 
 
Anesthesiologists credentialed to practice at Heywood Hospital may practice PSA to any level, including general 
anesthesia 
 
Sedationists who are not anesthesiologists must be credentialed at Heywood Hospital within the specialty of 
intended use and have completed appropriate certifications, including Advanced Cardiac Life Support (ACLS), 
Advanced Trauma Life Support (ATLS) or Pediatric Advanced Life Support (PALS). These personnel are advised 
that sedation to level 3 carries the risk of inadvertent escalation of sedation to level 4 (general anesthesia) and are 
cautioned to take extreme care. 
 
All involved personnel must read, understand and agree to follow these most recent hospital-wide PSA guidelines 
 
There must be a minimum of 2 caregivers in the room attending to patients undergoing PSA during procedures. 
 
Utilization of personnel 
 
1. Level 1—the sedationist may perform the procedure. A second caregiver must be present, but not necessarily 

involved with the process of sedation or monitoring.  
2. Level 2—The sedationist may perform the procedure provided a monitor is present to continuously evaluate 

the patient who will report relevant clinical changes to the sedationist.   
3. Level 3—The sedationist must tend exclusively to the sedative process, patient responses and corrective 

actions. Because the potential for loss of airway patency and ventilatory function is high, the sedationist must 
have comprehensive and fluent airway management skills. 

4. Level 4—The sedationist (anesthesiologist) must devote exclusive attention to the process of anesthesia or 
accidental extension of PSA beyond level 3.  

 
C—Annual Competency Requirements  
 
1. Knowledge of pharmacology of medications in relation to the patient and procedures being performed. 
2. Knowledge of the equipment used for patient monitoring, circulatory and airway support. 
3. Knowledge of documentation techniques for depth of sedation. 
4. ACLS, ATLS or PALS as appropriate. 
5. Non-anesthesiologist seditionists must pass an annual competency examination. 
 
PSA to levels 1 and 2 may be administered by nursing personnel under supervision of a credentialed physician who 
have passed the PSA examination.  
 
D—Evaluation and management before PSA: 
 
Before PSA, an evaluation by physician should be undertaken to document the following: 
 
Age, height, weight, gender, blood pressure, heart rate, and temperature, as appropriate. 
Diagnosis, nature and indications for the proposed procedure to confirm that PSA is appropriate. 
History of pre-existing medical conditions, particularly if relevant to PSA. 
Current medications, including analgesics, herbal, complementary and alternative remedies. 
History of adverse reactions to drugs or environmental conditions. 
History of problems with previous anesthesia or sedation, either personally or in immediate family. 
History of obstructive sleep apnea. 
Appropriate radiological, electrocardiographic and laboratory studies, including pregnancy testing when early 
pregnancy may be even a remote possibility.   
 
Risk of Perioperative Cardiac Morbidity is of special concern: 
 
Any of the following suggest a need for cardiac evaluation and optimization by a cardiologist:   
 
1. Severe valvular disease, especially aortic stenosis 
2. Unstable, untreated, new or changing angina 
3. Congestive heart failure, cardiac tamponade 
4. Hazardous rhythm and/or EKG ischemia 
5. Recent PCI and stent placement 
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In addition, known risk factors for PCM include the following: 
 
1. Known coronary artery disease 
2. Age over 60 
3. Hypertension 
4. Diabetes  
5. Peripheral vascular disease 
6. Nicotine use 
7. Anemia, Hb less than 9 gm/100 ml, Cholesterol over 240, Creatinine over 2. 
 
Known coronary artery disease or any 3 of these factors suggest: 
 
1. Implementation of management designed to reduce PCM risk. 
2. PSA should be conducted by personnel specifically trained in PCM reduction risk.    
 
Physical examination should include heart, lungs and include airway evaluation, including length and 
conformation of the mandible, flexibility of the temporomandibular joint, dentition and Mallampati scoring. 
Appendix, Fig. 1.  
Appropriate laboratory, EKG and radiological evaluations, including pregnancy testing in childbearing years 
should be prepared. 
The patient’s Physical Status as defined by the American Society of Anesthesiologists (ASA) should be 
determined and recorded. Table 1 
 
Gastric volume should be minimized by fasting to reduce the risk of pulmonary contamination should regurgitation 
occur, particularly during deeper levels of PSA. Because Levels 1 and 2 may prove inadequate and require 
deepening, and because lighter levels of PSA may accidentally deepen, even light levels of PSA require a period of 
fasting before implementation. 
 
As guidelines, patients should receive nothing by mouth (NPO) for 2 hours after clear liquids, 4 hours after breast 
milk, 6 after solid food and 8 hours after a heavy meal.  
 
E—Consent for Procedure: 
 
After the sedationist discusses sedative and anesthetic options, including benefits and risks of each compared with 
offering no sedative treatment at all, the patient or guardian should consent to selected treatment options in writing.   
 
F—Patient selection: 
 
1. Involved clinical staff will confer on individual patients and decide on the appropriate venue for PSA, be it the  

emergency department, operating room, obstetric department or elsewhere.   
2. They will take into account the nature of proposed procedure, clinical condition and age of the patient. 

Providing the anesthesiologist is able to provide anesthesia to children under age 5 years, PSA may be 
undertaken in that age group in any appropriately equipped and staffed venue. 

3. The hospital may not be equipped to provide in-patient care to children under age 1 year, therefore PSA 
should only be provided to this patient group after specific and conservative consideration of risk and benefit 
to this population. 

4. Patients with physical status 1 and 2 are appropriate candidates for PSA managed by a non-anesthesiologist 
sedationist. 

5. Patients with physical status 3 to 5 should receive evaluation and PSA by anesthesiology personnel.  
 
G—Preparation for PSA including monitoring: 
 
1. IV access is considered essential. In the event a vein cannot be secured, the anesthesiologist may be able to 

find an alternate enteral, parenteral or inhaled route for administration, then secure a vein as needed for the 
remainder of the procedure. Note: Inhaled and other non-IV techniques may require equipment found only in 
the OR. 

2. Dentures, eyeglasses and oral jewelry should be removed. 
3. Explanation of procedures to the patient should be undertaken. 
4. The time-out process before PSA or anesthesia is administered ensures correct patient and operative site and 

allows the patient to confirm statements. Confirmation that appropriate equipment is present should include 
examination of that required for performance of both PSA and surgery. 
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H—Monitoring During the Procedure: 
 
1. Pulse oximetry, EKG, automatic blood pressure measurements, oxygen flow rate and IV infusion rate.  
2. Vital signs, including blood pressures and heart rate should be determined not less than every 3-minutes and 

documented not less than every 5 minutes. 
3. End tidal CO2 monitoring is recommended, and is mandatory if the sedationist/monitor will be separated from 

the patient as may be necessary during Computerized Axial Tomography (CAT) or Magnetic Resonance 
Imaging (MRI) under PSA.  

4. The operator/sedationist may use discretion on selection of monitoring process if PSA is limited to level 1. 
5. Measurement and documentation of the depth of sedation is required. The ‘Ramsey’ score provides a precise 

method for this determination and relates to the more-familiar Aldrete score. Appendix Table 2. 
 
I—Criteria for discharge from post-PSA care: 
 
1. The sedationist must continue care until handover in an appropriately staffed and equipped post anesthesia 

care environment (PAC). This area may be in any suitably equipped and staffed area of the hospital. The 
sedationist must fully appraise PAC staff of the patient’s clinical state, PAC staff has performed an evaluation, 
the patient found to be stable and secure in terms of ventilation, circulation and cerebral function. The 
sedationist must continue care until PACU staff is confident and secure with the clinical situation. 

2. If the ER is unable to provide post-sedation care, this should be provided in suitable areas of the hospital by 
PACU or ICU staff. 

3. If PSA has used only agents with short duration of action, PACU care may be discontinued approximately 30 
minutes of procedure’s end, provided discharge criteria have been met. 

4. If longer acting agents have been used such as midazolam, fentanyl, ketamine or inhaled anesthetic agents, this 
care may be continued for a full hour after end of procedure, or until discharge criteria are met.  

5. Because agents used to reverse sedative actions my have a shorter life than the sedatives themselves, patients 
receiving reversal agents should be monitored for the expected duration of the sedative used for the procedure. 

6. Dressings need to be checked for unexpected drainage of blood or other fluid. 
7. Post sedation care is usually provided in the PACU or ICU for procedures taking place in the operating room 

(OR) or endoscopy suite. Procedures in the ER may be followed within that unit provided recovery is expected 
to be short and that reversal of improvement will absolutely not occur. The ER supervisor may declare the 
department too busy to undertake this type of care, in which case the patient will be transferred to PACU or 
ICU for recovery.  

8. PACU/ICU care may be bypassed if criteria are met for ‘Fast-Track’. Appendix, Table 3. 
 
J—Criteria for discharge to home. Appendix, Table 3: 
 
1. After PSA, patients may be discharged home accompanied by a responsible adult who has no other 

commitments that would interfere with care.  
2. The patient must be brightly alert, orientated and able to stand and walk with stability. The patient must be 

able to stand upright unaided with eyes closed.  
3. Sufficient time must have elapsed to confirm that relapse of drowsiness is improbable.  
 
K—Anesthetizing locations and equipment requirements: 
 
Areas designated as suitable for PSA are equipped with: 
 
1. Monitoring equipment described  in Section H above.  
2. Oxygen delivery equipment including oxygen source, nasal oxygen and mask delivery systems, Self-inflating 

bellows with appropriate size masks. 
3. Oro- and nasopharyngeal airways. 
4. Laryngoscopes and appropriate sized endotracheal tubes. 
5. Medications to facilitate emergency intubation, including succinylcholine and appropriate non-depolarizing 

muscle relaxants. 
6. Equipment for use in case emergency, such as cardiac arrest. 
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L—Administrative Issues.  Transfer of Care:  
 
1. The ER may declare itself unable to handle PSA because of clinical load, space availability and staffing ratios. 

PSA will be conveyed to the OR if the ER is unable to accommodate the process.  
2. The attending anesthesiologist, surgeon and Emergency Department manager will consider, decide and carry 

responsibility for choice of postoperative routing.  
 
M—Total Intravenous Anesthesia—TIVA 
 
TIVA is a form of PSA resulting from combinations of intravenous agents such as propofol, etomidate, ketamine, 
opiates and/or methohexital. These agents offer a profound depth of sedation equivalent to general anesthesia 
(Grade 4 PSA) coupled with extreme brevity of action. Because of anticipated depth of anesthesia, loss of airway, 
ventilatory function and circulatory instability may be anticipated. TIVA can facilitate surgically intense 
procedures without the expectation of a prolonged recovery time, however rapid awakening will be followed by a 
period of sedation. Discharge from PSA care and to home may follow guidelines described above. TIVA is 
expected to require fluent airway management and ventilation skills. Administration by non-anesthesiology 
personnel is not advised. 
 
N—Flexibility of guidelines: 
 
Medical decisions require complex interpretation of clinical information. Policies and procedures cannot embrace 
complexity, therefore these policies should be taken for guidance only.  
 

—oo— 
 
 

Appendix: 
 

Fig. 1:  Mallampati Score 
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Physical Status Description Examples 

1 Normal good health No evidence of medical or psychological. illness 

2 Mild systemic disease, no functional limitation Controlled hypertension, mild anemia, well 
controlled diabetes 

3 Moderate systemic disease imposing functional 
limitation and posing mild clinical risk 

Moderate to severe asthma, poorly controlled 
seizures or hypertension, coronary artery disease, 
poorly controlled diabetes,  

4 Severe systemic disease threatening life Unstable angina, advanced pulmonary, cardiac, 
hepatic, renal, or endocrine disease 

5 Moribund patient, at risk of death with our 
without completion of the procedure 

Septic shock, severe trauma, ruptured aortic 
aneurism 

E Designates emergency procedure. Delay will 
increase clinical risk 

GI bleeding, dislocated joint, D&C for 
uncontrolled uterine bleeding. 

Table 1:  Physical Status, as adopted by the American Society of Anesthesiologists 

Ramsey Sedation 
Score 

 Aldrete equivalent 

1 Fully awake and alert 2 

2 Drowsy but awakens spontaneously  
 
1  3 Asleep but arouses and responds appropriately to 

simple verbal commands 

4 Asleep, unresponsive to commands, but arouses to 
shoulder tap or loud verbal stimulus 

5 Asleep and only responds to firm facial tap and loud 
verbal stimulus 

 
0  

6 Asleep and unresponsive to both firm facial tap and 
loud verbal stimulus 

Table 2:  Sedation Score 

   Required to Fast 
Track 

Required for 
discharge home 

1 Level of 
Consciousness 

0 = Unrousable 
1 = Awake drowsy, rapid alerting anticipated 
2 = Brightly alert 

1 2 

2 Activity level 0 = No active movement 
1 = Limited but purposeful movement 
2 = Normal movement, balance with eyes closed and gait 

1 2 

3 Ventilation 0 = Needs constant ventilatory support 
1 = Inconsistent airway, poor volition 
2 = Secure airway, good ventilation, no OSA 

2 2 

4 Circulation 0 = Needs complex management 
1 = Needs simple management 
2 = Circulation posturally stable and within Pt’s normality 

2 2 

5 Oxygenation 0 = O2 Sat less than 94 with O2 supplement 
1 = O2  above 94 with O2 supplement 
2 = O2 above 94 on room air (RA) 

2 2 

6 Pain 0 = Pain requires complex management 
1 = Pain requires only simple management 
2 = Insignificant pain 

1 1 

7 Nausea & Vomiting 0 = N & V requires complex management 
1 = N & V requires only simple management 
2 = No nausea or vomiting 

1 2 

Table 3:  Fast-Track and discharge home criteria 


