
	 Association of Nurse Anesthetists (AANA)

4.	 Assess factors that contribute to patient safety throughout 

	 OBA procedures. 

5.	 Discuss the ef�cacy of the Quick Reference Guide (QRG) in 

	 contributing to optimal OBA patient safety outcomes

Introduction
 Office-based surgery (OBS) has grown exponentially in the past thirty 

years due to advancements in diagnostic procedures and non-invasive 
surgical techniques.1 It was estimated that 10 million office-based procedures 
were performed in 2005, which was double the amount estimated 10 years 
prior. It is now estimated that 17-24% of all elective ambulatory surgeries are 
performed in an office-based setting.2



Thought Box 1.





Thought Box 2.

1.	 When reviewing these standards, how comparable are they to standards of anesthesia suggested for tertiary and ambulatory care settings?
2.	 How should these standards be incorporated into CRNA education?
3.	 Should standards of OBA and OBS be incorporated into certification exams?
4.	 To what extent did you learn OBA and OBS in your basic CRNA program?

Major focus on OBA
A major objective for our considerations is to identify factors that impact safety during OBA procedures. The focus here will be on OBA in different contexts, 

as opposed to OBS, and will provide a practical framework for OBA procedures. The synthesized findings and resulting conceptual model will be used to inform 
and develop a quick reference guide for providers and administrators that categorizes, highlights, and briefly describes the associated OBA safety factors.  
The overall goal is to inform providers about safety factors associated OBA procedures in the hope of assuring optimal outcomes for patients undergoing 
OBA procedures.

What Does the Evidence Indicate?
 In terms of the nature of the evidence, no randomized controlled trials 

were found that comparatively evaluated OBA safety (e.g., anesthesia-related 
morbidity and mortality) across the spectrum of accredited surgical facilities. A 
potential reason for this may be attributed to the rapid expansion of office-
based anesthesia – an expansion that has outpaced the process of discovery. 
There are, however, explorative analyses, retrospective studies, and expert 
opinions related to office-based anesthesia safety that are pexpe17o]TJpyn toble a2 
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Table 2: Studies Related to OBS Safety

Studies on Office-Based Anesthesia Safety

Study Key Findings Strength of Evidence21

Failey et al.16

A plastic surgery office utilizing TIVA (conscious and deep sedation) for their patients retrospectively studied 
the outcomes of 2006 consecutive patients. Chart reviews were completed for surgeries from 2003-2011. 
There were no deaths, cardiac events or transfers to the hospital reported.

4

Vila et al.8 A comparative analysis using required adverse reporting data from ASCs and offices in Florida during 2000-
2002. The authors concluded that complication rates were 10x higher in office-based settings versus ASCs. 

3b

Starling et al.6

This comparative analysis expands on an earlier study by Vila et al. The authors used same data as Vila et 
al. and additional data from Florida (10 years) and Alabama (6 years) adverse events reporting system. The 
authors determined that the inferences from the previous article were inaccurate and that office-based surgery 
is safe.

3b

Rosenberg et al.17

This is a prospective comparative analysis regarding the use of a safety checklist perioperatively on outcomes 
in office-based surgery. The authors suggest a statistically significant difference in outcomes when a safety 
checklist is used but suggest it is not clinically significant

3b

Pollock et al.4 A retrospective review of 1400 plastics cases safely performed in an office-based setting utilizing anesthesia. 
Patient selection, types of cases, monitoring and types of anesthesia are discussed. 

4

Blake15 A retrospective analysis of 4800 office-based anesthesia cases performed safely with only 3 complications 
noted. This study speaks to the lack of overall anesthesia training for the office-based location.

4

Hoefflin et al.18 A retrospective view of over 23,000 consecutive office-based anesthetics for plastic surgery with no significant 
anesthetic complications.

4

Fleisher et al.19

A comparative analysis of 564,267 Medicare outpatient surgeries performed in office-based, ASC and hospital 
locations. One-week mortality and inpatient admission within 7 days rates were lowest in the office-based 
place of service.

3

Keyes et al.20 A retrospective review of 1,141,418 cases performed in AAAASF accredited outpatient facilities. 23 deaths 
were observed and 13 being due to pulmonary embolism. 1 death was caused by an intraoperative event.

4

20

4



Conceptual Model Development
Based on evidence discussed above, the recurrent themes (factors) that 

were associated with OBA safety were conceptualized into a model below.  
The evidence did not provide, however, a basis for determining the relative 
weight of each factor and their effects on safety-related outcomes.  As a 
result, the model gives equal weight to each of the factors included.

Quick Reference Guide Development
Besides organizing the key findings from the evidence, this model was 

used as the foundation for the development of the namely the Quick 
Reference Guide (QRG). The QRG was developed for distribution to specialists 
and CRNAs that are interested in providing OBA. The model is featured on 
the front of the QRG to highlight the six recurrent associated factors derived 
from the synthesis of evidence. The six factors are then briefly described and 
explained by using bullet points on the reverse side. At the end of the QRG, 
references are offered that will further assist providers in developing a safe 
OBA service.

Thought box 3.

1.	 Which of these factors or concepts of the model could be 
omitted and patient safety still be assured?

2.	 Are there factors that are not present that you consider 
important in assuring optimal safety outcomes for patients 
undergoing OBA procedures?

3.	 What weigh of importance would assign to each factor?

Key Findings
Perhaps the most impressive finding of this exploration is the lack of 

formal OBA training for CRNAs and other anesthesia providers. CRNAs are 
required from the Council on Accreditation (COA) to have formal didactic and 
clinical training in specialties such as cardiac, neurology, and obstetrical care. 
These specialties have unique bodies of knowledge and skill sets needed to 
ensure positive patient outcomes. In the same regard, OBA is a specialty that 
demands a unique knowledge and skill set to ensure the same outcomes. 
Despite this assertion, currently there are no published didactic or clinical 
requirements from the COA for OBA even though it is estimated that 12% of 
CRNAs provide OBA.23

Implications for Anesthesia Education, Practice, and Research
While the specialty of OBA has grown rapidly, the study of associated 

factors that make OBA safe have not kept pace. Furthermore, many 
specialists and CRNAs lack formal education in the provision of office-based 
care, and, as a result, lack a general understanding of the factors that 
potentially contribute to OBA safety. It is recommended that the COA address 
the lack of both didactic and clinical requirements for OBA education and 
implement core requirements for CRNA education.  Furthermore, evaluating 
the effects of formal OBA training on patient safety-related outcomes would 
be a suitable target for future research.

The AANA developed and published guidelines for CRNAs providing 
OBA, and, as a result, provided some organization for clinical decision-making 
despite the lack of formal OBA training for providers. The purpose of the 
QRG developed in this capstone project is to provide an easily understood 
reference that will support clinical decision-making by highlighting, 
organizing, and explaining the current knowledge about factors associated 
with the safe delivery of OBA.

Conclusion
 OBA is growing exponentially due to economic and social factors, 

surgical technologic advances, and improved anesthetic agents and 
monitoring.14 Despite this rapid expansion in OBA care, providers remain largely 
uninformed about factors associated with improved safety.  In response, this 
capstone project included a synthesized review of existing evidence that 
identified key factors associated with OBA-related safety.  For the purposes of 
clarification and informed provider decision-making, these factors were 
organized into a conceptual model and a Quick Reference Guide.  Other 
recommendations were offered that address the lack of formal provider 
education in OBA care, as well as for the creation of OBA-related didactic 
and clinical content in the nurse anesthesia core curriculum.  
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