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Anaesthesia Indicators Version 5
First Half 2011

Area: 4 Post-operative Period

Topic: Unplanned patient admission to an intensive care unit within 24 hours of a procedure.

4.1 Unplanned patient admission to an intensive care unit within 24 hours of a procedure.

Numerator From: To:

Total number of patients having an unplanned admission to an intensive care unit within 24
hours of a procedure with an anaesthetist in attendance, during the time period under study.

Denominator
Total number of patients receiving anaesthesia care, during the time period under study.

In collecting and reporting the data for this indicator the definitions in the [ Yes [J No
Users Manual were followed precisely

Comments:

08-Feb-2011 14:10 9



Anaesthesia Indicators Version 5
First Half 2011

Area: 5 Management of Acute Pain
Topic: Effective management of acute, post-operative pain

Measurement and documentation of pain intensity scores after major surgery.

51
Numerator From: To:
Total number of surgical patients staying at least one night, with pain intensity scores
regularly recorded by nursing staff, during the time period under study.
Denominator
Total number of surgical patients staying at least one night who receive acute pain
management, during the time period under study.
In collecting and reporting the data for this indicator the definitions in the [ Yes [J No

Users Manual were followed precisely

Comments:

At least daily review by an anaesthetist of patients receiving postoperative epidural

5.2
analgesia, until removal of catheter.
Numerator From: To:
Total number of patients receiving post-operative epidural analgesia that are reviewed at
least daily by an anaesthetist until removal of catheter, during the time period under study.
Denominator
Total number of patients receiving post-operative epidural analgesia, during the time period
under study.
In collecting and reporting the data for this indicator the definitions in the [ Yes [J No

Users Manual were followed precisely

Comments:

08-Feb-2011 14:10 10



Anaesthesia Indicators Version 5
First Half 2011

Area: 6 Qbstetric Anaesthesia Care
Topic: Provision of anaesthesia care to obstetric patients

6.1 Minimisation of post-dural puncture headache.

Numerator From: To:
Total number of obstetric patients who experience a post-dural puncture headache, during

the time period under study.

Denominator
Total number of obstetric patients receiving epidural/spinal analgesia, during the time period

under study.

In collecting and reporting the data for this indicator the definitions in the [ Yes [J No
Users Manual were followed precisely

Comments:

Commencement of surgery within 30 minutes of a request for emergency caesarean

6.2 .
section.
Numerator From: To:
Total number of patients who commence surgery within 30 minutes of request for
immediate lower segment cesarian section (LSCS), during the time period under study
Denominator
Total number of patients requiring immediate lower segment cesarian section (LSCS),
during the time period under study.
In collecting and reporting the data for this indicator the definitions in the [ Yes [J No

Users Manual were followed precisely

Comments:

08-Feb-2011 14:10 11



Anaesthesia Indicators Version 5
First Half 2011

Area: 6 Qbstetric Anaesthesia Care
Topic: Provision of anaesthesia care to obstetric patients

6.3 Provision of patient information regarding risks and benefits of epidural / spinal
analgesia for labour.
Numerator From: To:

Total number of obstetric patients who have documentation of risks and benefits of spinal
analgesia/epidural, during the time period under study.

Denominator
Total number of obstetric patients receiving epidural/spinal analgesia, during the time period

under study.

In collecting and reporting the data for this indicator the definitions in the ] Yes ] No
Users Manual were followed precisely

Comments:

08-Feb-2011 14:10 12
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APPENDIX 2: ICD-10-AM Codes applicable to this indicator set

INDICATOR AREA 3: PATIENT RECOVERY PERIOD

Numerator in ICD-10-AM
Cl Codes that may assist data collection: For consideration:

Any of the following disease codes: Record review required to:

R06.0 Dyspnoea ¢ check whether intervention
J8o Adult respiratory distress was undertaken by
3.1 syndrome anaesthetist N
with/without e check that clinical event
J95.8 Other postprocedural was during the recovery
respiratory disorders period
Record review required to:
" e check whether intervention
oerl Nausea and vomiting was undertaken by
3.2 K91.0 Vomiting following anaesthetist

e check that clinical event
was during the recovery
period

Record review required to:

e determine if type of
complication is
hypothermia

e check whether intervention
was undertaken by
anaesthetist

¢ check that clinical event
was during the recovery

gastrointestinal surgery

T88.5 Other complications of
anaesthesia

3.3 with/without

T68 Hypothermia

period

Indicator Area 6: OBSTETRIC ANAESTHESIA CARE
Numerator in ICD-10-AM

Cl Codes that may assist data collection: For consideration:

074.5 Spinal and epidural
6.1 anaesthesia-induced
' headache during labour
and delivery

Denominator in ICD-10-AM

Cl Codes that may assist data collection: For consideration:

Either of the following procedure codes:

92506-xx [1333] Neuraxial block during
labour

92507-xx [1333] Neuraxial block during
labour and delivery

6.1 procedure
or
Any procedure code from block:
[1340] Caesarean section
with

92508-xx [1909] Neuraxial block

ACHS Clinical Indicator User Manual 2011 22
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16520-03 [1340] Emergency lower Need to refer to RANZCOG
segment caesarean statement* (see definition of
6.2 section terms) for those cases that
meet the definition of
‘immediate’

* Royal Australian & New Zealand College of Obstetricians & Gynaecologists. College
Statement: Delivery Interval for Caesarean Section. C-Obs 14. East Melbourne; RANZCOG:
July 2007. Accessed 12 December 2008 from
http://www.ranzcog.edu.au/publications/statements/C-obs14.pdf
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APPENDIX 3: Working Party Membership

THE AUSTRALIAN AND NEW ZEALAND COLLEGE OF ANAESTHETISTS (ANZCA)

Senior Consultant
Department of Anaesthesia
Flinders Medical Centre

Dr Margie Cowling
(Chairperson)

Director, Department of Anaesthesia and Perioperative
Professor Paul Myles Medicine
Alfred Hospital and Monash University

Senior Staff Specialist

Department of Anaesthetics

John Hunter Hospital

Clinical Lead, Innovation and Reform
Hunter New England Area Health Service

Dr Tracey Tay

CONSUMER REPRESENTATIVE
Ms Janney Wale Consumers’ Health Forum of Australia
NATIONAL CENTRE FOR CLASSIFICATION IN HEALTH

Project Officer, National Centre for Classification in
Ms Julie Rust Health, Faculty of Health Sciences, University of Sydney

AUSTRALIAN PRIVATE HOSPITALS ASSOCIATION

Dr Leon Clark CEO, Sydney Adventist Hospital, NSW

ROYAL COLLEGE OF NURSING, AUSTRALIA

Lecturer in Acute Care, School of Nursing & Midwifery,
Ms Jennifer Rabach Victoria University

HEALTH SERVICES RESEARCH GROUP

Director, Health Services Research Group, University of
A/Professor Bob Gibberd Newcastle

THE AUSTRALIAN COUNCIL ON HEALTHCARE STANDARDS

Clinical Director, ACHS Performance and Outcomes
Dr Chris Maxwell Service

Ms Helen Stark Coordinator, Performance and Outcomes Service
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APPENDIX 4: PUBLISHED EVIDENCE FOR ANAESTHESIA INDICATORS

Cli1

Adequate pre-anaesthesia
assessment by an
anaesthetist prior to
transfer to the operating

theatre or procedure room.

1. ANZCA. Safety of Anaesthesia in Australia: A Review

of Anaesthesia Related Mortality, 1997 — 1999.
Australian and New Zealand College of Anaesthetists.

. ANZCA. Safety of Anaesthesia in Australia: A Review

of Anaesthesia Related Mortality, 2000-2002.
Australian and New Zealand College of Anaesthetists.

. Buck N, Devlin HB, Lunn JN. The report of a

confidential enquiry into perioperative deaths.
London: Nuffield Provincial Hospitals Trust, 1987.

. The 2002 Report of the National Confidential Enquiry

into Perioperative Deaths.
www.ncepod.org.au/pdf/2002/02sum.pdf

. Professional Standards Document PS7 :

Recommendations on The Pre-Anaesthesia
Consultation. Australian and New Zealand College of
Anaesthetists.
www.anzca.edu.au/resources/professional-
documents

Cl12

Provision of patient
information regarding risks
and benefits of the
anaesthetic procedure(s).

. Hoehner PJ. Ethical aspects of informed consent in

obstetric anesthesia - new challenges and solutions.
J Clin Anesth 2003; 15(8):587-600.

. Hoehner PJ. Ethical decisions in perioperative elder

care. Anesthesiol Clin North America
2000;18(1):159-81.

. Professional Standards Document PS26 : Guidelines

on Consent for Anaesthesia or Sedation. Australian
and New Zealand College of Anaesthetists.
www.anzca.edu.au/resources/professional-
documents

Cl1.3

Prophylactic anti-emetic
treatment in patients with
a documented history of
post-operative nausea and
vomiting

. Gan TJ, Meyer T, Apfel CC, et al. Society for

Ambulatory Anesthesia Guidelines for the
management of postoperative nausea and vomiting.
Anesth Analg 2007; 105:1615-28.

. Tramér MR. A rational approach to the control of

postoperative hausea and vomiting: evidence from
systematic reviews. Part Il. Recommendations for
prevention and treatment, and research agenda. Acta
Anaesthesiol Scand 2001; 45(1):14-9.

Cl21

Presence of a trained
assistant.

. Professional Standards Document PS8: Guidelines

on the Assistant for the Anaesthetist. Australian and
New Zealand College of Anaesthetists.
www.anzca.edu.au/resources/professional-
documents

. Professional Standards document PS9: Guidelines on

Sedation and /or Analgesia for Diagnostic and
Interventional Medical or Surgical procedures
www.anzca.edu.au/resourses/professional-
documents

Cl22

Compliance of
anaesthesia records with
ANZCA minimum

. Professional Standards Document PS6 : The

Anaesthesia Record. Recommendations on the
Recording of an Episode of Anaesthesia Care.

ACHS Clinical Indicator User Manual 2011
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requirements for
anaesthesia information.

Australian and New Zealand College of Anaesthetists.
www.anzca.edu.au/resources/professional-
documents

Cl31

Avoiding severe
respiratory distress in the
recovery room

The 2002 Report of the National Confidential Enquiry
into Perioperative Deaths.
www.ncepod.org.au/pdf/2002/02sum.pdf.

Vimlati L, Gilsanz F, Goldik Z. Quality and safety
guidelines of postanaesthesia care: Working Party on
Post Anaesthesia Care. Eur J Anaesthesiol 2009 Apr
22.

Cl3.2

Established protocol for
treatment for post
operative nausea and
vomiting in the post
anaesthesia recovery
room

N

. Gan TJ, Meyer T, Apfel CC, et al. Society for

Ambulatory Anesthesia Guidelines for the
management of postoperative nausea and vomiting.
Anesth Analg 2007; 105:1615-28.

. Vimlati L, Gilsanz F, Goldik Z. Quality and safety

guidelines of postanaesthesia care: Working Party on
Post Anaesthesia Care. Eur J Anaesthesiol 2009 Apr
22.

Professional Standards Document PS4
Recommendations for the Post Anaesthesia
Recovery Room

Cl3.3

Inadvertent hypothermia
after surgery.

Kurz A, Sessler DI, Lenhardt R. Perioperative
normothermia to reduce the incidence of surgical
wound infection and shorten hospitalization. N Engl J
Med 1996; 334:1209-15.

Bock M, Muller J, Bach A, et al. Effects of
preinduction and intraoperative warming during major
laparotomy. Br J Anaesth 1998; 80:159-63.

Schmied H, Kurz A, Sessler DI, et al. Mild
intraoperative hypothermia increases blood loss and
allogeneic transfusion requirements during total hip
arthroplasty. Lancet 1996; 347:289-92.

Schmied H, Schiferer A, Sessler D, Meznik C. The
effects of red-cell scavenging, hemodilution and
active warming on allogenic blood requirements in
patients undergoing hip or knee arthroplasty. Anesth
Analg 1998; 86:387-91

Vimlati L, Gilsanz F, Goldik Z. Quality and safety
guidelines of postanaesthesia care: Working Party on
Post Anaesthesia Care. Eur J Anaesthesiol 2009 Apr
22.

National Institute for Health and Clinical Excellence
(NICE) Guidelines on management of inadvertent
perioperative hypothermia in adults.
www.nice.org.uk/CG65

Cl3.4

Established protocol for
treatment of severe pain in
the post anaesthesia
recovery room

NHMRC. Acute pain management: scientific
evidence, 2" ed. 2005

. Aubrun F, Monsel S, Langeron O, et al.

Postoperative titration of intravenous morphine. Eur J
Anaesthesiol 2001 ; 18 : 159-65.

Macintyre PE, Ready LB. Acute pain management: a
practical guide. 2" ed., London; 2001, WB Saunders.

Cl 3.5

Unplanned recovery room
stay of longer than 2 hours

. The 2002 Report of the National Confidential Enquiry

into Perioperative Deaths.
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2):178-82.

Minimisation of post-dural

. Choi PT, Galinski SE, Takeuchi L, etal. PDPH is a

common complication of neuraxial blockade in
parturients: a meta-analysis of obstetrical studies.

Cl6.1 Can J Anaesth 2003; 50(5):460-9.

puncture headache.
. Halpern S, Preston R. Postdural puncture headache
and spinal needle design. Meta-analyses.
Anesthesiology 1994; 81(6):1376-83.
. American College of Obstetricians and Gynecologists.
Optimal goals for anesthesia care in obstetrics.
ACOG Committee Opinion #256. Washington, DC:
Commencement of American College of Obstetricians and Gynecologists,
surgery within 30 minutes 2001.

Cl1 6.2 | of arequest for . James D. Caesarean section for fetal distress. BMJ
emergency Caesarean 2001;322:1316-7. WPI14 Position Statement on the
section. Provision of Obstetric Anaesthesia and Analgesia

Services 2007
www.anzca.edu.au/resourses/professional-
documents
. Ruppen W, Derry S, McQuay H, Moore RA.
Incidence of epidural hematoma, infection, and
neurologic injury in obstetric patients with epidural
analgesia/anesthesia. Anesthesiology
- . 2006;105(2):394-9.
Provision of patient ,
information regarding risks . Moore RA, Derry S, McQ_uay HJ,_ Paling J Whe_lt do
Cl 6.3 | and benefits of epidural / we know about communicating risk? A brief review

spinal analgesia for
labour.

and suggestion for contextualising serious, but rare,
risk, and the example of cox-2 selective and non-
selective NSAIDs. Arthritis Res Ther
2008;10(1):R20. Epub 2008 Feb 7

. Hoehner PJ. Ethical aspects of informed consent in

obstetric anesthesia - new challenges and solutions.
J Clin Anesth 2003;15(8):587-600.
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Review PS7 (2008)

AUSTRALIAN AND NEW ZEALAND COLLEGE
OF ANAESTHETISTS

ABN 82 055 042 852

RECOMMENDATIONS FOR
THE PRE-ANAESTHESIA CONSULTATION

INTRODUCTION

The terms ‘“‘pre-anaesthesia consultation” and “anaesthesia” in this doument
refer not only to situations pertinent to the administration of general
anaesthesia but also includes those related to regional anaesthesia/analgesia
and sedation. Although this document is primarily directed to Anaesthetists,
these recommendations should be followed by any suitably trained practitioner
responsible for performing anaesthesia (see PS2 Statement on Credentialling
and Defining the Scope of Clinical Practice in Anaesthesia) which involves
the administration of drugs and performing related procedures that have the
potential for alteration of a patient’s:

e conscious state (including all levels of sedation through to anaesthesia)

¢ normal homeostatic mechanisms (particularly cardio-respiratory

physiology)

Consultation by a medical practitioner is essential for the medical assessment
of a patient prior to anaesthesia (see TE6 Guidelines on the Duties of an
Anaesthetist). This pre-anaesthesia consultation should:

* ensure the patient’s state of health has been optimised

e plan the anaesthesia (including pre- and post-) management

» allow appropriate prior discussion with the patient and/or guardian

* obtain informed consent for the anaesthesia and related procedures .

Adequate pre-anaesthesia consultation has been identified as an important
factor in patient safety. Medical practitioners must also be aware of patient
autonomy and a patient’s rights to privacy as set out in the Privacy Act 1993
(NZ), the Privacy Act 1998 (Cth) and the Privacy Amendment (Private Sector)
Act 2000 (Cth). (see also ANZCA Code of Professional Conduct and PS26
Guidelines on Consent for Anaesthesia or Sedation).

These requirements are also reflected in the New Zealand Code of Rights for
patients issued by the New Zealand Health and Disability Commissioner, and
the soon to be introduced Australian Charter of Healthcare Rights,
foreshadowed by the Australian Government.

GENERAL PRINCIPLES



2.1

2.2

2.3

24

2.5

2.6

2.7

The process involved in delivering a safe and effective pre-anaesthesia
consultation will vary with the type of practice and environment in
which the medical practitioner responsible for the anaesthesia works.

Even if a pre-anaesthesia consultation has been performed by some
other person, the medical practitioner responsible for administering the
anaesthesia must be satisfied that all elements of that consultation have
been adequately addressed, and if necessary repeat any elements about
which there may be doubt.

The use of written or computer-generated questionnaires, screening
assessments, documented telephone consultations by medical or
nursing staff as part of a pre-admission process may be used so long as
the requirement of 2.2 is followed.

The consultation must take place at an appropriate time prior to
anaesthesia and the planned procedure in order to allow for adequate
consideration of all factors. This is particularly important where:

e there is significant patient co-morbidity,

® major surgery is planned

e there are specific anaesthesia concerns.

The difficulties inherent in adequately assessing patients admitted on
the day of surgery or medical procedure must be recognised. Ideally
such patients should be assessed prior to admission. Otherwise
admission times, list planning and session times must accommodate the
extra time required for pre-anaesthesia consultations. (see PS15
Recommendations for the Perioperative Care of Patients Selected for
Day Care Surgery).

In some circumstances, early consultation will not be possible (e.g.
emergency surgery, and in emergency and critical care departments)
but the consultation must not be modified except when the overall
welfare of the patient is at risk.

Pre-anaesthesia consultation facilities must include appropriate
equipment, hand washing/disinfecting facilities (see PS28 Guidelines
on Infection Control in Anaesthesia) and space to allow for a
consultation and clinical examination in privacy, as well as support
people if required by the patient. An appropriately equipped
consulting room or single bed hospital room is ideal. For elective
procedures, it is not appropriate for this consultation to occur in the
operating theatre. It may be possible for such consultation to occur in
the holding/waiting bay, anaesthesia room or recovery area as long as
issues regarding patient confidentiality, privacy, the presence of
support people if required, autonomy, religious and cultural
sensitivities are adequately addressed. (see also PS26 Guidelines on
Consent for Anaesthesia or Sedation and the Australian Society of



Anaesthetists PS03 Minimum  Facilities  for  Preanaesthesia
Consultations)

GUIDELINES

The pre-anaesthesia consultation should include:

3.1

3.2

33

34

3.5

3.6

3.7

3.8

Identification and introduction of the medical practitioner responsible
for the anaesthesia to the patient.

Confirmation with the patient of the patient’s identity, procedure (and
side where appropriate) and the proceduralist involved.

An appropriate medical assessment of the patient including medical
history (which may be assisted by a questionnaire and/or review of
available patient notes), clinical examination, review of any
medications, the results of any relevant investigations and arrangement
for any further investigations or therapeutic measures which are
considered necessary. This medical assessment may lead to delay,
postponement or even cancellation of the planned procedure.

Consultation with professional colleagues if required.

A discussion with the patient (and/or guardian) of those details of the
anaesthetic management which are of significance to the patient. This
would usually include the conduct of the anaesthesia/sedation, pain
management (see PS45 Statement on Patient’s Rights to Pain
Management), the relevant potential complications and risks, and
provide the patient with an opportunity for questions and/or provision
of educational material. This educational material may be in the form
of written pamphlets, video recordings or audiotapes but given to the
patient in a timely manner.

Obtaining of informed consent for anaesthesia/sedation and related
procedures. This should include consent regarding the type of
anaesthesia, any invasive procedures, pain management and other
medication plan and, where appropriate, informed financial consent
(see PS26 Guidelines on Consent for Anaesthesia and Sedation).

The ordering of any medications considered necessary.

Contemporaneous written notes documenting the consultation and
informed consent which should become part of the medical record of
the patient. (see also ANZCA Code of Professional Conduct, PS6
Recommendations on the Recording of an Episode of Anaesthesia Care
and also PS 26 Guidelines on Consent for Anaesthesia or Sedation).
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ANZCA Code of Professional Conduct

COLLEGE PROFESSIONAL DOCUMENTS

College Professional Documents are progressively being coded as follows:

TE Training and Educational
EX Examinations

PS Professional Standards

T Technical



POLICY - defined as ‘a course of action adopted and pursued by the
College’. These are matters coming within the authority and control of the
College.

RECOMMENDATIONS - defined as ‘advisable courses of action’.

GUIDELINES - defined as ‘a document offering advice’. These may be
clinical (in which case they will eventually be evidence-based), or non-
clinical.

STATEMENTS — defined as ‘a communication setting out information’.

This document has been prepared having regard to general circumstances,
and it is the responsibility of the practitioner to have express regard to the
particular circumstances of each case, and the application of this document in
each case.

Professional documents are reviewed from time to time, and it is the
responsibility of the practitioner to ensure that the practitioner has obtained
the current version. Professional documents have been prepared having
regard to the information available at the time of their preparation, and the
practitioner should therefore have regard to any information, research or
material which may have been published or become available subsequently.

Whilst the College endeavours to ensure that professional documents are as
current as possible at the time of their preparation, it takes no responsibility
for matters arising from changed circumstances or information or material
which may have become available subsequently.

Promulgated: 1984
Reviewed: 1989, 1992, 1998, 2003
Date of current document: August 2008

© This document is copyright and cannot be reproduced in whole or in part without
prior permission.

College Website: http://www.anzca.edu.au/



AUSTRALIAN AND NEW ZEALAND COLLEGE OF ANAESTHETISTS
ABN 82 055 042 852

Review PS26 (2005)

GUIDELINES ON CONSENT FOR ANAESTHESIA OR SEDATION

INTRODUCTION

Consent should be obtained for all medical treatment. It is a basic tenet of our society that everyone has a right
to determine what is done to his/her own body, and is entitled to know the implications of any treatment before
it is administered and to seek clarification of any issues that may be of concern.

GENERAL PRINCIPLES

The standard for consent in Australia is established by the common law. In New Zealand it is embodied in the
Code of Health and Disability Services Consumers’ Rights.

Consent for treatment provided by an anaesthetist is different from a statement as to the necessity for
anaesthesia (which may form part of the consent for an operative procedure).

Although legal processes that test the validity of consent differ, both Australian and New Zealand law state that
the provision of information is an integral part of obtaining consent for a medical procedure.

The process of obtaining consent for medical treatment involves discussion in which both the patient and the
doctor participate actively, and which is open, honest and effective.

The statements below are a general guide, and do not take precedence over local legal requirements.
- In 1.3-4.7, the word “patient” means “the patient, or the person giving consent on behalf of the patient”.
1. THE ELEMENTS OF CONSENT

1.1 Consent must be given voluntarily and without coercion; refusal or withdrawal of consent must
be a realistic option. The environment, and timing of the consent process, and presence of
support people (if so desired by the patient), are important in this regard.

1.2 Consent may only be given by a person capable of doing so.

1.2.1 All persons are presumed to be competent to give consent, unless there are reasonable
grounds for believing otherwise. A judgement that the patient is incapable of giving
consent must be supported by appropriate evidence, such as that of very young age, lack
of mental capacity, unconsciousness or presence of sedative medication.

1.2.2 The age at which a young person is able to consent independently to medical treatment
depends not only upon their age, but also the nature of the proposed treatment and local
legislative requirements. To be able to give consent, the young person should be able to
understand the nature, purpose and possible consequences of the treatment, as well as the
consequences of non-treatment. (Currently there is variation across the Australian States
and Territories and New Zealand with respect to the details of consent to medical
treatment by young persons, and local legislation must be consulted). If in any doubt,
consult appropriate management representatives or legal or other advisers.



1.3

1.2.3

1.2.4

[.2.5

1.2.6

1.2.7

2

In the absence of capacity to give consent, another person can give consent on behalf of
the patient in certain legally defined circumstances, such as the parent or legal guardian
of a child. In such circumstances, the person giving consent has a legal duty to always act
in the best interests of the person for whom consent is being given.

If no person is able to give consent, then treatment can only proceed if it is in the
patient’s best interests, reasonable steps have been taken to ascertain the views of the
patient, the doctor believes that it would have been chosen by the patient if he/she was
competent to do so, or the doctor takes into account the views of other suitable persons
who are interested in the welfare of the patient, and that further delay is likely to be
detrimental to the patient. It may be necessary to arrange for a legal guardian to be
appointed. In these cases, it is strongly recommended that appropriate legal or other
advice be obtained.

If the situation is so urgent that immediate intervention is necessary to preserve life or
prevent serious harm, it may not be possible or sensible to obtain full consent. In such
cases, there must be provision of information and discussion of the treatment undertaken
with the patient, or other suitable persons, as soon as possible.

In some circumstances, statutory bodies, such as a Guardianship Board, may give
consent or authorise others to give consent.

It must be recognised that the patient can change her/his mind, and withdrawal of consent
must be respected (e.g. during multiple attempts at regional blockade).

Consent must be informed.

1.3.1

13.2

1.3.3

1.34

The patient should be provided with the information that a reasonable patient in the
position of that patient might wish to know, and to which she/he might attach
significance. It is necessary to provide information about all material risks inherent in
any proposed treatment.

Basic information about the proposed treatment should be provided, even if the patient
requests no information. Where the patient clearly does not wish for further information,
and states this wish, information should still be firmly offered and if still refused, that
fact should be documented, and no further information forced on the patient.

The discussion of risks and benefits should include those associated with the proposed
treatment, alternative treatments, or no treatment at all.

In considering risks to be discussed with the patient, ask:-

L. Would a reasonable person, in the position of the patient, be likely to attach
significance to the risk?

2. Are you aware, or should you be reasonably aware, that this particular patient
would be likely to attach significance to that risk?

In other words, is it possible that the patient, if informed of that risk, would change their

mind about having the procedure?

ANZCA Professional Document PS26 (2005)



1.3.5 Risks:

1.3.5.1 Discussion of risks should be based on the provider’s assessment of the proposed
treatment, the seriousness and nature of the patient’s condition, the complexity of
the proposed treatment, the questions asked by the patient, and the patient’s
attitude and apparent level of understanding.

1.3.5.2 Known risks should be explained when an adverse outcome is rare but the
detriment severe, and an adverse outcome common but the detriment slight.

1.3.5.3 The uncertainty of adverse outcomes/events should be explained, as should the
difficulty of relating the incidence of such events to the patient. (see appendix)

1.3.5.4 Where bloed products may be required, discussion should take place concerning
the advantages, disadvantages and alternatives to blood products.

1.3.5.5 The risk of doing nothing should be discussed.

1.3.6 Opportunity must be given to discuss the nature and risks of the treatment, and the
alternative treatment(s), and to have questions answered honestly and accurately.

1.3.7 Where appropriate, the financial implications of the proposed treatment should be
discussed.

1.3.8 Information should be provided in a form the patient is likely to understand. This may
include the option of presenting information in the printed form or via computer or other
electronic means (e.g. by video). Printed and visual aids are useful. Prepared
information sheets or “consent forms” can help understanding, but are not a substitute for
the required discussion with the patient.

DOCUMENTATION OF CONSENT

The extent of documentation may be dictated by local legislation and practice but it is wise to record
significant details of the consent as part of the patient’s notes, including reference to the discussion of
relevant material risks and the agreement by the patient to undergo the treatment.

In order to defend claims that “informed consent” information was not given or was inadequate, it is
highly recommended that detailed notes of the discussion and all risks considered are kept by the
provider.

STANDARD CONSENT FORMS AND INFORMATION SHEETS

The use of standard “consent forms” and information sheets will not necessarily be sufficient to
maintain “informed consent”. Standard information forms are useful, but are no substitute for
information to an individual patient. Under the requirements of “informed consent”, the information to
be given to a patient must be specific to the particular patient. It must take into account the particular
circumstances, and requirements, of the patient,

Similarly, a simple form signed by a patient is not conclusive proof that valid consent has been
obtained.

Prepared consent forms and prepared information sheets certainly can have their place and can be used
as an aid or educational tool, as well as a prompt or checklist for the discussion that must take place
between doctor and patient. They are also useful for the patient to take away after the discussion as a
reminder of some of the issues that have been considered. However, they are not, in themselves,
adequate to ensure that informed consent has been obtained.
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PERSONNEL

4.1

4.2

4.3

4.4

4.5

4.6

4.7

Disclosure of information and discussion must be performed by a person who understands and is
able to discuss the risks and benefits of the proposed treatment and the alternative treatments,
which includes no treatment.

A qualified interpreter (not a family member) should be used wherever necessary.

Disclosure of information and discussion is best performed by the anaesthetist who will be
conducting the treatment.

Ideally, consent should be obtained by the anaesthetist who will be conducting the treatment.
(The treating anaesthetist may be liable if inadequate consent is obtained by another person on
the anaesthetist’s behalf).

When the procedural anaesthetist can only see the patient immediately prior to anaesthesia, a
separate anaesthetist may interview the patient and provide information for the elements of
consent noted above.

The procedural anaesthetist must still discuss the proposed treatment with the patient to ensure
that all appropriate preparation has occurred. The need for this interview must be considered
when sedative premedication is to be given.

Those involved with the consent process are individually responsible for apptropriate
documentation.

APPENDIX

Examples of risk which might be discussed with the person giving consent include:

2)

b)
¢)

d)

Common adverse effects of general anaesthesia, which include fatigue, altered mental state, sleep
disturbance, nausea, vomiting, sore throat, bruising from venepuncture

Less common but not rare adverse effects such as spinal headache and dental trauma

Rare adverse effects which are unpredictable, such as anaphylaxis, awareness, neurological damage
or death in healthy people

Adverse effects which are related to pre-existing disease, such as death in a patient with recent
myocardial infarction undergoing emergency surgery.

The information provided in these Guidelines should be considered in conjunction with the following College
Professional Documents:

PS6  Recommendations on Minimum Requirements for the Anaesthesia Record
Recommendations on the Pre-Anaesthesia Consultation
PS20  Responsibilities of the Anaesthetist in the Post-operative Period

PS7
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Review PS8 (2008)

AUSTRALIAN AND NEW ZEALAND COLLEGE OF

ANAESTHETISTS

ABN 82 055 042 852

RECOMMENDATIONS ON THE ASSISTANT FOR THE

ANAESTHETIST

The presence of a trained assistant for the anaesthetist during the conduct of anaesthesia
IS @ major contributory factor to safe patient management. The assistant must have
undertaken appropriate training in order to provide effective support to the anaesthetist.
The recommendations that follow establish both the practical and educational
responsibilities of a competent assistant to the anaesthetist.

1. PRINCIPLES

11

1.2

1.3

14

These recommendations apply wherever general anaesthesia, regional
anaesthesia, local anaesthesia and/or sedation are administered by an
anaesthetist. Henceforth, these activities are referred to as “anaesthesia”.

The presence of a trained assistant for the anaesthetist is essential for the
safe and efficient conduct of anaesthesia:

1.2.1 during preparation for and induction of anaesthesia. The assistant
must remain under the immediate direction of the anaesthetist until
instructed that this level of assistance is no longer required.

1.2.2 atshort notice if required during the maintenance of anaesthesia.
1.2.3 at the conclusion of anaesthesia.

Facilities in which anaesthesia is administered must provide a service
which ensures that anaesthetic equipment is available, properly
maintained, checked before use and appropriately cleaned, as per College
Professional Documents T1 (2006) Recommendations on Minimum
Facilities for Safe Administration of Anaesthesia in Operating Suites and
Other Anaesthetising Locations and PS31 (2003) Recommendations on
Checking Anaesthesia Delivery Systems.

Staff employed for these roles must be properly trained, as defined below.

2. DEPLOYMENT OF ASSISTANTS

2.1

The assistant to the anaesthetist is an essential member of the staff
establishment in all locations where anaesthesia is administered.



2.2

2.3

2.4

2.5

2.6

Management must ensure that staff establishments and rostering practices
allow the allocation of an assistant to the anaesthetist for every case where
anaesthesia is administered.

The number and status of assistants in the staff establishment will be
determined by the number and types of procedures undertaken by the
anaesthesia service at each facility.

The duties of the assistants in each location must be specified in an
appropriate job description.

Where a number of assistants are employed, an appropriately trained and
experienced senior member of the group should be designated as the
supervisor.

Whilst assisting the anaesthetist, the assistant must be wholly and
exclusively responsible to that anaesthetist.

EDUCATIONAL REQUIREMENTS FOR ASSISTANTS

An adequately trained assistant to the anaesthetist must have completed a training
course which has met, as a minimum, the following criteria:

3.1

3.2

Eligibility

3.1.1 Those without previous health sector experience must have the
Higher School Certificate or its equivalent.

3.1.2 Those with nursing experience must hold a certificate as a
Registered Nurse (Registered Nurse Division 1) or as an Enrolled
Nurse (Registered Nurse Division 2), or their equivalents.

3.1.3 Registered Nurses, Division 1 or 2 or their equivalents, must be in
current clinical employment or have been so employed within one
year of acceptance into a training course.

Course of Instruction

The course should be developed and administered by an appropriate
institute of learning. Courses may include a distance learning component
where appropriate, and may be provided full-time, part-time or as a
combination of full-time and part-time. There should be continuous
employment of trainee anaesthesia assistants during any part-time
components of the course.

As a minimum, the course must include:

3.2.1 A course of lectures of at least 150 hours duration.



3.3

3.2.3

3.2.4

3.25

3.2.6

Supervised practical experience in anaesthetising locations, which
should be documented in a log book describing the type of
instruction received and the competencies demonstrated.

Successful completion of assignments appropriate to the
curriculum that are suitable for presentation to trainees and
supervisors.

Successful completion of internal assessments, including
demonstrated competencies and designated examinations.

Input from anaesthestists in curriculum development, preparation
and delivery of lectures, practical supervision and assessments. The
minimum curriculum content for courses is outlined in the
Addendum.

Duration of the Course

3.3.1

3.3.2

3.3.3

Those without previous hospital experience must complete three
years of full-time employment comprising study and work as a
trainee anaesthesia assistant.

Those with Registered Nurse Divison 2 qualifications or similar
must complete two years of full-time employment comprising
study and work as a trainee anaesthesia assistant.

Those with Registered Nurse Division 1 qualifications must
complete one year of full-time employment comprising study and
work as a trainee anaesthesia assistant.

CONTINUING EDUCATION OF ASSISTANTS

Anaesthesia assistants must maintain and upgrade their knowledge and skills with
regular continuing education activities. Management must ensure that staff
establishments and rostering practices allow for continuing education of
anaesthesia assistants.



ADDENDUM

RECOMMENDED CONTENT OF TRAINING COURSES
FOR THE ASSISTANT TO THE ANAESTHETIST

1. Basic Sciences

Instruction must include appropriate elements of the following basic sciences as they
apply to anaesthesia:

Physics

Chemistry
Pharmacology
Anatomy

Physiology

Clinical Measurement
Microbiology

2. Anaesthesia

In-depth understanding of the following topics is necessary and must be reinforced by
appropriate practical experience obtained while providing assistance to anaesthetists.

(@) Anaesthetic Equipment
(i)  The care, use and servicing of equipment

Anaesthesia delivery systems and ventilators
Monitoring equipment including ultrasound devices
Airways devices including fiberoptic instruments
Intravascular devices

(i)  Cleaning and sterilisation of equipment
(iii) Infection control issues for staff, equipment and patients
(iv) Pollution prevention

(b) Safety
Electrical safety
Gas cylinders and pipelines
Hazards in anaesthetising locations
Patient safety
Staff safety

(c) Anaesthetic techniques
including all areas of perioperative practice (preparation, monitoring,

induction, securing the airway, maintenance, recovery) in both theoretical and
practical terms.



(d) Invasive Techniques
including insertion of peripheral, central venous and pulmonary artery
catheters and arterial lines, as well as their ongoing management; intercostal
tube drainage; red cell salvage, and endoscopy of the airways.
(d) Regional and Local Anaesthesia
including all commonly used techniques for regional and local blockade.
(e) Ultrasound
including use for nerve and vascular localisation.
(f)  Therapeutics
including the storage, preparation and use of all drugs, fluids and other
therapeutic substances administered during anaesthesia.
(o) Emergency Care
including knowledge of appropriate algorithms for crisis management,
assistance to the anaesthetist, and provision and care of necessary equipment
for:
Cardiopulmonary resuscitation
Management of the difficult airway and failed intubation
Cardiac defibrillation and cardioversion
Massive blood transfusion
Anaphylaxis
Malignant hyperthermia
() Postoperative Pain
including management and equipment required.
Management
Rostering
Budgets

Anaesthesia standards and protocols

Incident monitoring

Workplace, Occupational Health & Safety Regulations
Communication

Privacy Protection

Interfaces with other healthcare workers

Legal responsibilities

Human resources management



COLLEGE PROFESSIONAL DOCUMENTS
College Professional Documents are progressively being coded as follows:

TE Training and Educational
EX Examinations

PS Professional Standards

T Technical

POLICY - defined as ‘a course of action adopted and pursued by the
College’. These are matters coming within the authority and control of the
College.

RECOMMENDATIONS - defined as ‘advisable courses of action’.

GUIDELINES - defined as ‘a document offering advice’. These may be
clinical (in which case they will eventually be evidence-based), or non-
clinical.

STATEMENTS - defined as ‘a communication setting out information’.

This document is intended to apply wherever anaesthesia is administered.

This document has been prepared having regard to general circumstances, and it
is the responsibility of the practitioner to have express regard to the particular
circumstances of each case, and the application of this document in each case.

Professional documents are reviewed from time to time, and it is the responsibility
of the practitioner to ensure that the practitioner has obtained the current version.
Professional documents have been prepared having regard to the information
available at the time of their preparation, and the practitioner should therefore
have regard to any information, research or material which may have been
published or become available subsequently.

Whilst the College endeavours to ensure that professional documents are as
current as possible at the time of their preparation, it takes no responsibility for
matters arising from changed circumstances or information or material which
may have become available subsequently.
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Guidelines on Sedation and/or Analgesia for Diagnostic and
Interventional Medical or Surgical Procedures

This document is intended to apply wherever procedural sedation and/or analgesia

for diagnostic and interventional medical and surgical procedures are administered,

especially where sedation and/or analgesia may lead to general anaesthesia. The
Australian and New Zealand College of Anaesthetists recognises that practitioners

with diverse qualifications and training are administering a variety of medications to
patients to allow such procedures to be performed. This document addresses pertinent

1.

issues for all practitioners involved in such activities.

DEFINITIONS

1.1 Procedural sedation and/or analgesia implies that the patient is in a state of

drug-induced permissiveness of uncomfortable or painful diagnostic or
interventional medical or surgical procedures. Lack of memory of distressing
events and/or analgesia are desired outcomes, but lack of response to painful
stimulation is not assured.

1.1.1 Conscious Sedation is defined as a drug-induced depression of
consciousness during which patients are able to respond purposefully to
verbal commands or light tactile stimulation. No interventions are usually
required to maintain a patent airway, spontaneous ventilation or
cardiovascular function. Conscious sedation may be achieved by a wide
variety of techniques including propofol, and may accompany local
anaesthesia. All conscious sedation techniques should provide a margin of
safety that is wide enough to render loss of consciousness unlikely.

1.1.2 Deep levels of sedation, where consciousness is lost and patients only
respond to painful stimulation, are associated with loss of the ability to
maintain a patent airway, inadequate spontaneous ventilation and/or
impaired cardiovascular function. Deep levels of sedation may have similar
risks to general anaesthesia, and may require an equivalent level of care.

1.1.3 Analgesia is reduction or elimination of pain perception, usually induced by
drugs which act locally (by interfering with nerve conduction) or generally
(by depressing pain perception in the central nervous system).



1.2 General Anaesthesia is a drug-induced state characterised by absence of
response to any stimulus, loss of protective airway reflexes, depression of
respiration and disturbance of circulatory reflexes. General anaesthesia is
sometimes indicated during diagnostic or interventional medical or surgical
procedures and requires the exclusive attention of an anaesthetist (see College
Professional Document T1 — Recommendations on Minimum Facilities for Safe
Administration of Anaesthesia in Operating Suites and Other Anaesthetising
Locations).

2. AIMS AND RISKS OF PROCEDURAL SEDATION AND/OR ANALGESIA

The aims of procedural sedation and/or analgesia are to ensure patient safety and
comfort, and to facilitate completion of the planned procedure. In order to achieve
these aims, a range of sedation options may be required during any one procedure,
with a continuum from no medication, through conscious sedation and deep
sedation, to general anaesthesia. While no sedation or conscious sedation with
small doses of drugs such as benzodiazepines and opioids are options for some
patients and proceduralists, many patients and proceduralists want deep levels of
sedation or general anaesthesia to be an option during each procedure.

Practitioners authorised or credentialled to administer procedural sedation and/or
analgesia should be aware that the transition from complete consciousness
through the various depths of sedation to general anaesthesia is a continuum and
not a set of discrete, well-defined stages. The margin of safety of drugs used to
achieve sedation and/or analgesia varies widely between patients and loss of
consciousness with its attendant risk of loss of protective reflexes may occur
rapidly and unexpectedly. Therefore practitioners who administer sedative or
analgesic drugs that alter the conscious state of a patient must be prepared to
manage the following potential risks:

2.1 Depression of protective airway reflexes and loss of airway patency.
2.2 Depression of respiration.

2.3 Depression of the cardiovascular system.

2.4 Drug interactions or adverse reactions, including anaphylaxis.

2.5 Individual variations in response to the drugs used, particularly in children,
the elderly, and those with pre-existing medical disease.

2.6 The possibility of deeper sedation or anaesthesia being used to compensate
for inadequate analgesia or local anaesthesia.

2.7 Risks inherent in the wide variety of procedures performed under procedural
sedation and/or analgesia.



3.

2.8 Unexpected extreme sensitivity to the drugs used for procedural sedation

and/or analgesia which may result in unintentional loss of consciousness,
respiratory or cardiovascular depression.

Over-sedation, airway obstruction, respiratory or cardiovascular complications
may occur at any time. Therefore, to ensure high standards of patient care, the
following guidelines are recommended.

PATIENT PREPARATION

3.1

3.2

The patient should be provided with written information which includes
the nature and risks of the procedure, preparation instructions (including
the importance of fasting), and what to expect during the immediate and
longer term recovery period, including after discharge.

Informed consent for sedation and/or analgesia and for the procedure
should be obtained (see College Professional Document PS26 -
Guidelines on Consent for Anaesthesia or Sedation).

PATIENT ASSESSMENT

4.1

4.2

All patients should be assessed before procedural sedation and/or
analgesia. Assessment should include:

4.1.1 Details of the current problem, co-existing and past medical and
surgical history, history of previous sedation and anaesthesia,
current medications (including non-prescribed medications),
allergies, fasting status, the presence of false, damaged or loose
teeth, or other evidence of potential airway problems.

4.1.2 Examination, including that relevant to the current problem, of
the airway, respiratory and cardiovascular status, and other
systems as indicated by the history.

4.1.3 Results of relevant investigations.

This assessment should identify those patients at increased risk of
cardiovascular, respiratory or airway compromise during procedural
sedation and/or analgesia, as in such cases, an anaesthetist should be
present to care for the patient. These patients include the elderly, those
with severely limiting heart, cerebrovascular, lung, liver or renal disease,
morbid obesity, significant obstructive sleep apnoea, or known or
suspected difficult endotracheal intubation, acute gastrointestinal
bleeding with cardiovascular compromise or shock, severe anaemia, the
potential for aspiration of stomach contents (which may necessitate
endotracheal intubation), previous adverse events due to sedation,
analgesia or anaesthesia, and patients in ASA Grades P 4-5 (see
Appendix 1). See also College Professional Document PS7 -
Recommendations on the Pre-Anaesthesia Consultation.



STAFFING

5.1

5.2

5.3

5.4

5.5

5.6

There must be a minimum of three appropriately trained staff present: the
proceduralist, the practitioner administering sedation and monitoring the
patient, and at least one additional staff member to provide assistance to the
proceduralist and/or the practitioner providing sedation as required.

The assistant to the practitioner administering sedation/anaesthesia must be
exclusively available to the practitioner at induction of and emergence from
sedation/anaesthesia, and during the procedure as required. If general
anaesthesia is intended, and especially in emergency situations where
endotracheal intubation is planned, a fourth person to specifically assist the
practitioner throughout the procedure is required. (See College Professional
Document PS8 Guidelines on the Assistant to the Anaesthetist)

The practitioner administering procedural sedation and analgesia requires
sufficient training to be able to:

5.3.1 Understand the actions of the drugs being administered, and be able
to modify the technique appropriately in patients of different ages, or
in the case of concurrent drug therapy or disease processes.

5.3.2 Monitor the patient’s level of consciousness and cardiorespiratory
status.

5.3.3 Detect and manage appropriately any complications arising from
sedation.

A medical practitioner who is skilled in airway management and
cardiopulmonary resuscitation must be present whenever procedural
sedation and/or analgesia are administered.

Techniques intended to produce deep sedation or general anaesthesia must
not be used unless an anaesthetist is present (see College Professional
Documents PS1 Recommendations on Essential Training for Rural General
Practitioners in Australia Proposing to Administer Anaesthesia, PS2
Statement on Credentialling in Anaesthesia, PS8 Guidelines on the Assistant
to the Anaesthetist, PS16 Statement on the Standards of Practice of a
Specialist Anaesthetist, TE3 Policy on Supervision of Clinical Experience
for Trainees in Anaesthesia, T1 Recommendations on Minimum Facilities
for Safe Administration of Anaesthesia in Operating Suites and Other
Anaesthetising Locations).

In situations other than those when an anaesthetist must be present (noted in
4.2 and 5.5), administration of sedation and/or analgesia and monitoring of
the patient should be performed by an appropriately trained medical
practitioner other than the proceduralist.



5.7

If an appropriately trained medical practitioner is not present solely to
administer sedation and/or analgesia and monitor the patient, there must be
an assistant to the proceduralist present during the procedure, who is
appropriately trained in observation and monitoring of sedated patients, and
in resuscitation, and whose sole duty is to monitor the level of
consciousness and cardiorespiratory status of the patient. This person may,
if appropriately trained, administer sedative and/or analgesic drugs under
the direct supervision of the proceduralist, who must have advanced life
support skills and training (see 5.4). If loss of consciousness, airway
obstruction or cardiorespiratory insufficiency occur at any time, all staff
must devote their entire attention to monitoring and treating the patient until
recovery, or until such time as another medical practitioner becomes
available to take responsibility for the patient’s care.

FACILITIES AND EQUIPMENT

The procedure must be performed in a location which is adequate in size, and
staffed and equipped to deal with a cardiopulmonary emergency. This must

include:

6.1 Adequate room to perform resuscitation should this prove necessary.

6.2 Appropriate lighting.

6.3 An operating table, trolley or chair which can be tilted head down readily.

6.4 An adequate suction source, catheters and handpiece.

6.5 A supply of oxygen and suitable devices for the administration of oxygen to
a spontaneously breathing patient.

6.6 A means of inflating the lungs with oxygen (e.g. a self-inflating bag)
together with a range of equipment for advanced airway management (e.g.
masks, oropharyngeal airways, laryngeal mask airways, laryngoscopes,
endotracheal tubes).

6.7 Appropriate drugs for cardiopulmonary resuscitation and a range of
intravenous equipment and fluids (See Appendix I1).

6.8 Drugs for reversal of benzodiazepines and opioids.

6.9 A pulse oximeter.

6.10 A sphygmomanometer, or other device for measuring blood pressure.

6.11 Ready access to an ECG and a defibrillator.

6.12 A means of summoning emergency assistance.



6.13 Within the facility there should be access to devices for measuring expired
carbon dioxide.

(See College Professional Documents T1 Recommendations on Minimum
Facilities for Safe Administration of Anaesthesia in Operating Suites and Other
Anaesthetising Locations, PS15 Recommendations for the Perioperative Care of
Patients Selected for Day Care Surgery.)

TECHNIQUE AND MONITORING

7.1 Reliable venous access should be in place for all procedures when
procedural sedation and/or analgesia are used.

7.2 As most complications of sedation are cardiorespiratory, doses of sedative
and analgesic drugs should be kept to the minimum required for patient
comfort, particularly for those patients at increased risk.

7.3 Monitoring of the patient’s response to verbal commands must be routine.
Loss of patient response to verbal commands indicates that loss of airway
reflexes, respiratory and/or cardiovascular depression are likely.

7.4 All patients undergoing procedural sedation and/or analgesia must be
monitored continuously with pulse oximetry and this equipment must alarm
when appropriate limits are transgressed.

7.5 There must be regular recording of pulse rate, oxygen saturation and blood
pressure throughout the procedure in all patients.

7.6 According to the clinical status of the patient, other monitors such as ECG
or capnography may be required (see College Professional Document PS18
Recommendations on Monitoring During Anaesthesia).

OXYGENATION

Hypoxaemia may occur during procedural sedation and/or analgesia without
oxygen supplementation. Oxygen administration diminishes hypoxaemia during
procedures carried out under sedation /or analgesia, and must be used in all
patients. Pulse oximetry enables the degree of tissue oxygenation to be monitored
and must be used in all patients during procedural sedation and/or analgesia.

MEDICATIONS

A variety of drugs and techniques are available for procedural sedation and/or
analgesia. The most common intravenous agents used are benzodiazepines (such
as midazolam) for sedation and opioids (such as fentanyl) for analgesia. Even
small doses of these drugs may result in loss of consciousness in some patients.
Special care is required when local anaesthesia of the larynx and/or pharynx has
been administered to facilitate the procedure.



10.

11.

12.

Intravenous anaesthetic agents such as propofol must only be used by a
second medical practitioner trained in their use because of the risk of
unintentional loss of consciousness. These agents must not be administered
by the proceduralist.

DOCUMENTATION

The clinical record should include the names of staff performing sedation and/or
analgesia, with documentation of the history, examination and investigation
findings. A written record of the dosages of drugs and the timing of their
administration must be kept as a part of the patient's records. Such entries should
be made as near the time of administration of the drugs as possible. This record
should also note the regular readings from the monitored variables, including
those in the recovery phase, and should contain other information as indicated in
the College Professional Document PS6 Recommendations on the Recording of
an Episode of Anaesthesia Care.

RECOVERY AND DISCHARGE

11.1 Recovery should take place under appropriate supervision in a properly
equipped and staffed area (see College Professional Document PS4
Recommendations for the Post-Anaesthesia Recovery Room).

11.2 Adequate staffing and facilities must be available in the recovery area for
managing patients who have become unconscious or who have suffered
complications during the procedure.

11.3 Discharge of the patient should be authorised by the practitioner who
administered the drugs, or another appropriately qualified practitioner. The
patient should be discharged into the care of a responsible adult to whom
written instructions should be given, including advice about eating and
drinking, pain relief, and resumption of normal activities, as well as about
making legally-binding decisions, driving, or operating machinery.

11.4 A system should be in place to enable safe transfer of the patient to
appropriate medical care should the need arise.

TRAINING IN PROCEDURAL SEDATION AND/OR ANALGESIA FOR
NON-ANAESTHETIST MEDICAL PRACTITIONERS

It is recommended that non-anaesthetist medical practitioners wishing to provide
procedural sedation/analgesia should have received a minimum of 3 months full
time equivalent supervised training in procedural sedation and/or analgesia and
anaesthesia. They should participate in a process of In-Training and Competency
Assessment. Training should include completion of a crisis resource
management simulation centre course.

It is recognised that there will be non-anaesthetist medical practitioners who
have had many years experience in procedural sedation and/or analgesia, but
who may not have had a period of formal supervised training as described. Such



longstanding clinical experience may be deemed equivalent to a formal period of
training as described.

Credentialling, training and clinical support of such medical practitioners should
receive close cooperation from nominated anaesthetists in the hospital or centre.

Annual certification in advanced cardiac and life support, and evidence of
relevant Continuing Professional Development, are required for credentialling.
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All College Professional Documents must be complied with, but particular note
should be taken of the following:

PS1 Recommendations on Essential Training for Rural General Practitioners in
Australia Proposing to Administer Anaesthesia

PS2 Statement on Credentialling in Anaesthesia
PS4 Recommendations for the Post-Anaesthesia Recovery Room

PS6 The Anaesthesia Record. Recommendations on the Recording of an Episode
of Anaesthesia Care

PS7 Recommendations on the Pre-Anaesthesia Consultation
PS8 Guidelines on the Assistant to the Anaesthetist

PS15 Recommendations for the Perioperative Care of Patients Selected for Day
Care Surgery

PS16 Statement on the Standards of Practice of a Specialist Anaesthetist
PS18 Recommendations on Monitoring During Anaesthesia
PS26 Guidelines on Consent for Anaesthesia or Sedation

T1 Recommendations on Minimum Facilities for Safe Administration of
Anaesthesia in Operating Suites and Other Anaesthetising Locations

TE3 Policy on Supervision of Clinical Experience for Vocational Trainees in
Anaesthesia



APPENDIX |

The American Society of Anesthesiologists’ classification of physical status:

P1

P2

P3

P4

P5

P6

E

A normal healthy patient

A patient with mild systemic disease

A patient with severe systemic disease

A patient with severe systemic disease that is a constant threat to life

A moribund patient who is not expected to survive without the operation

A declared brain-dead patient whose organs are being removed for donor
purposes

Patient requires emergency procedure

Excerpted from American Society of Anesthesiologists Manual for Anesthesia Department Organization
and Management 2003-04. A copy of the full text can be obtained from ASA, 520 N Northwest Highway,
Park Ridge, Illinois 60068-2573

APPENDIX 11

Emergency drugs should include at least the following:

adrenaline
atropine

dextrose 50%

lignocaine
naloxone
flumazenil

portable emergency O, supply
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APPENDIX I

Personnel for Procedural Sedation and Analgesia

Scenario 1: Three practitioners — Sedation by Proceduralist

Medical practitioner proceduralist with airway
and resuscitation skills, and training in sedation
Practitioner with training in monitoring sedation
Assistant to assist both

Conscious sedation in ASA P 1-2 patients
Propofol, thiopentone and other intravenous
anaesthetic agents must not be used

Scenario 2: Three practitioners — Sedation by Medical Practitioner

Proceduralist

Medical practitioner with airway and
resuscitation skills, and training in sedation
Assistant to assist both

Conscious sedation in ASA P 1-2 patients
Propofol, thiopentone and other intravenous
anaesthetic agents may only be used by a medical
practitioner trained in their use

Scenario 3: Four practitioners — Sedation by Medical Practitioner

& & @ @ .
' ' ' .
Scenario 4: Three practitioners — Sedation by Anaesthetist
Scenario 5: Four practitioners — Sedation by Anaesthetist

Proceduralist

Medical practitioner with airway and
resuscitation skills, and training in sedation
Assistant to assist each*

Conscious sedation in ASA P 1-3 patients *
Propofol, thiopentone and other intravenous
anaesthetic agents may only be used by a
medical practitioner trained in their use

Proceduralist

Anaesthetist

Assistant to assist both

Conscious, deep sedation or general anaesthesia
in all patients

All approved anaesthetic drugs may be used

Proceduralist

Anaesthetist

Assistant to assist each*

Conscious sedation, deep sedation or general
anaesthesia in all patients

All approved anaesthetic drugs may be used

* Recommended if assistance is likely to be required for the majority of the case (e.g. complex or

emergency patients)

# Please refer to Section 4.2
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COLLEGE PROFESSIONAL DOCUMENTS
College Professional Documents are progressively being coded as follows:

TE Training and Educational
EX Examinations

PS Professional Standards

T Technical

POLICY - defined as ‘a course of action adopted and pursued by the
College’. These are matters coming within the authority and control of the
College.

RECOMMENDATIONS - defined as “‘advisable courses of action’.

GUIDELINES - defined as ‘a document offering advice’. These may be
clinical (in which case they will eventually be evidence-based), or non-
clinical.

STATEMENTS - defined as ‘a communication setting out information’.

This document has been prepared having regard to general circumstances, and
it is the responsibility of the practitioner to have express regard to the particular
circumstances of each case, and the application of this document in each case.

Professional documents are reviewed from time to time, and it is the
responsibility of the practitioner to ensure that the practitioner has obtained the
current version. Professional documents have been prepared having regard to
the information available at the time of their preparation, and the practitioner
should therefore have regard to any information, research or material which
may have been published or become available subsequently.

Whilst the College endeavours to ensure that professional documents are as
current as possible at the time of their preparation, it takes no responsibility for
matters arising from changed circumstances or information or material which
may have become available subsequently.

Promulgated (as P9): 1986
Reviewed: 1991, 1996, 2001, 2005
Date of current document: April 2008

© This document is copyright and cannot be reproduced in whole or in part without

prior permission.
College Website: http://www.anzca.edu.au/
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