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			Mini Review

			The exponential growth of sedation and analgesia procedures (PSA) out of the operating room to relieve anxiety, discomfort and pain, during diagnostic and therapeutic procedures all over the world, has created a lot of controversy in each one of the of the great scientific societies; 2018 was a very important year within the academic output, since some of the most recognized research community as the American, the European and the Canadian, offered management guidelines based on the patient safety´s topic. It is essential to be clear, how this anesthetic technique is defined, Canadian guides define it as: “technique of safely administering short-acting sedative or dissociative agents, with or without analgesics, to reduce discomfort, apprehension, and potentially unpleasant memories while minimizing cardiorespiratory depression of patients during diagnostic and therapeutic procedures”[1]. The vast majority of these procedures are not performed in surgery rooms, and it is the responsibility of the anesthesiologist and his team to move the operating room´s safety to the place where the procedure is performed; Reason why it is very important to define the scenario and for this I suggest the following classification (Table 1). Intraoperative sedation: Procedures performed within surgery rooms used as a single or combined technique.

			a)	Sedation outside the operating room: Procedures performed outside the operating room with the standards required by each institution according to the legal regulations of each place.

			b)	In-hospital´s sedation outside the operating room: Procedures performed outside the operating room but within a hospital setting. (gastroenterology unit, diagnostic imaging, intensive care unit, emergency room).

			c)	None-hospital sedation outside the operating room: Procedures performed outside the operating room and outside a hospital setting (medical offices, dental offices, fertility centers, urology centers, aesthetic procedures, etc.)

			Table 1: Classification of the procedural sedation and analgesia.
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			This classification offers a real approach to the type of scenario where each procedure is developed and helps accordingly to the recommendations of the guides, following the specific requirements for the safe realization of the procedural sedation and analgesia. Since 2010 Helsinki declaration, (initiative of several European societies) dictates recommendations regarding the patient´s safety in anesthesiology within which there is a specific one, regarding the sedation issue that quotes: “All institutions providing sedation to patients must comply with anesthesiology recognized sedation standards for safe practice” [2]. This recommendation highlights the importance of security in each process for the high quality in its performance from all its implementors. The current classification of sedation levels by the American Society of Anesthesiologists (ASA) of: minimal, moderate, deep and general anesthesia [3]; can be the source of a misconception, about a clear limit between each of the states, but sedation is a continuum and in many cases, although, there is a clear objective about the type of sedation that the professional wants to obtain, this may not be achieved, being below or above it, which is where the qualified anesthesiologist can face a series of adverse events that, in inexperienced hands and with inadequate monitoring, could lead to persistent neurological damage or death .This information that is being collected after the creation of the Closed Claims database by the ASA in 1985 to know the lesions caused by anesthesia to improve patient safety [4]; This data brings us closer to real reports of malpractice that leads to definitive damage to patients, where in most cases were preventable.

			Security is definitely an issue that goes hand in hand with the specialty, we are recognized as the leaders in this area and that is why it is so important to take sedation out of the operating room to the highest standards in the 3 scenarios of our actions: pre-sedation, sedation and post-sedation. Monitoring is one of the most important aspects at the time of sedation, warn in advance that the patient´s clinical condition is deteriorating, allows preventive measures to be taken to improve the patient’s clinical condition in the event of an unnoticed change from one level to another of sedation. One of these tools is the use of capnography and this is demonstrated in the recommendations given by the latest guidelines and some systematic reviews. The ASA in its 2018 guide for performing procedures under moderate sedation recommends: “monitoring patient ventilation and oxygenation, including ventilatory function, by observation of qualitative clinical signs, capnography, and pulse oximetry” Based on Meta-analysis of RCTs indicate that the use of continuous end-tidal carbon dioxide monitoring (i.e., capnography) is associated with a reduced frequency of hypoxemic events (i.e., oxygen saturation less than 90%) when compared to monitoring without capnography (e.g., practitioners were blinded to capnography results) during procedures with moderate sedation (category A1-B evidence) [5-7]. On the other hand, European guidelines recommend the use of capnography, not only for moderate sedation, but also in all scenarios where sedation is the chosen technique and refers to the following: “facilitating early detection of ventilation problems: should be used in all patients undergoing procedural sedation (very good consensus: level of evidence A: grade of recommendation strong) In addition to continuous monitoring by visual observation, NIBP, ECG and pulse oximetry, capnography should be used for continuous evaluation of ventilation; the addition of capnography to standard monitoring for propofol sedation in adult emergency care reduced, and improved early detection of, hypoxic events” [8-10].

			Canadian guides also mention capnography in cases of mandatory use for deep sedation and a useful resource for minimal and moderate sedation stating: “that continuous monitoring of end-tidal carbon dioxide (waveform capnography) is mandatory during general anesthesia and for moderate or deep procedural sedation. For minimal sedation, capnography may be a useful adjunct to detect progression to an unintended deeper level of sedation with associated respiratory depression and is therefore recommended. Capnography is useful in monitoring patient ventilation when it cannot be directly observed (e.g., during magnetic resonance imaging), when multiple sedative agents are utilized, and when the pre-procedural assessment identifies an increased clinical risk for respiratory depression or airway obstruction (e.g., morbid obesity, OSA) [1,11]. It is clear the security approach that is delivered in the latest guides of the different anesthesiology societies in the world, the use of capnography is one of the monitoring tools that shows us the example of this; That is why the importance of raising awareness of the “OUGHT TO BE”, sedating is an art, and the anesthesiologist its artist. Every time a sedation procedure is performed outside the operating room, there is a great responsibility regarding meet the minimum safety standards in anesthesia to enforce the principles of bioethics, autonomy, non-maleficence, beneficence and justice in each of the patients that are treated. The invitation is to continue the growth of performing procedures outside the operating room safely and responsibly, to continue developing and training in this field, to continue, at the vanguard as experts in this area.
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