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MONITORED ANESTHESIA CARE  
 
 
Non-Discrimination Statement and Multi-Language Interpreter Services information are located at 
the end of this document. 
 
Coverage for services, procedures, medical devices and drugs are dependent upon benefit 
eligibility as outlined in the member's specific benefit plan. This Evidence-Based Criteria must be 
read in its entirety to determine coverage eligibility, if any. 
 
This Evidence-Based Criteria provides information related to coverage determinations only and 
does not imply that a service or treatment is clinically appropriate or inappropriate. The provider 
and the member are responsible for all decisions regarding the appropriateness of care. Providers 
should provide BCBSAZ complete medical rationale when requesting any exceptions to these 
guidelines. 
 
The section identified as “Description” defines or describes a service, procedure, medical device 
or drug and is in no way intended as a statement of medical necessity and/or coverage. 
 
The section identified as “Criteria” defines criteria to determine whether a service, procedure, 
medical device or drug is considered medically necessary or experimental or investigational. 
 
State or federal mandates, e.g., FEP program, may dictate that any drug, device or biological 
product approved by the U.S. Food and Drug Administration (FDA) may not be considered 
experimental or investigational and thus the drug, device or biological product may be assessed 
only on the basis of medical necessity. 
 
Evidence-Based Criteria are subject to change as new information becomes available. 
 
For purposes of this Evidence-Based Criteria, the terms "experimental" and "investigational" are 
considered to be interchangeable. 
 
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks 
of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and 
Blue Shield Plans. All other trademarks and service marks contained in this guideline are the 
property of their respective owners, which are not affiliated with BCBSAZ. 
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MONITORED ANESTHESIA CARE (cont.) 
 
Description:  
 
Adequate sedation and analgesia are important parts of many diagnostic and therapeutic procedures. 
Various levels of sedation and analgesia (anesthesia) may be used, depending on the individual’s 
condition and the procedure being performed. Monitored anesthesia care (MAC) refers to a set of 
physician services, not a particular level of sedation. The services include the ability to convert an 
individual to general anesthesia (if needed) and to intervene in the event an individual’s airway becomes 
compromised. 
 
This policy only addresses anesthesia services for diagnostic or therapeutic procedures involving 
gastrointestinal endoscopy, bronchoscopy, and interventional pain procedures performed in the outpatient 
setting. 
 
Table PG1. ASA’s Physical Status Classification System 

Class Definition 
ASA I A normal, healthy individual 
ASA II An individual with mild systemic disease 
ASA III An individual with severe systemic disease 
ASA IV An individual with severe systemic disease that is a constant threat to life 
ASA V A moribund individual who is not expected to survive without the operation 
ASA VI A declared brain-dead individual whose organs are being harvested 

  ASA: American Society of Anesthesiologists 
 
Monitored Anesthesia Care 
Monitored anesthesia care (MAC) can be provided by qualified anesthesia personnel with training and 
experience in: 
 
▪ Individual assessment 
▪ Continuous evaluation and monitoring of individual physiologic functions 
▪ Diagnosis and treatment (both pharmacologic and nonpharmacologic) of any and all deviations in 

physiologic function 
 
Monitored anesthesia care (MAC) is a set of anesthesia services defined by the type of anesthesia 
personnel present during a procedure, not specifically by the level of anesthesia needed. The American 
Society of Anesthesiologists (ASA) defined MAC, and the following is derived from the ASA’s statements: 
“Monitored anesthesia care is a specific anesthesia service for a diagnostic or therapeutic procedure. 
Indications for monitored anesthesia care include the nature of the procedure, the individual’s clinical 
condition and/or the potential need to convert to a general or regional anesthetic.  
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MONITORED ANESTHESIA CARE (cont.) 
 
Description: (cont.) 
 
Monitored anesthesia care includes all aspects of anesthesia care - a preprocedure visit, intraprocedure 
care, and postprocedure anesthesia management. During monitored anesthesia care, the 
anesthesiologist provides or medically directs a number of specific services, including but not limited to: 
 
▪ Diagnosis and treatment of clinical problems that occur during the procedure 
▪ Support for vital functions 
▪ Administration of sedatives, analgesics, hypnotics, anesthetic agents or other medications as 

necessary for individual safety 
▪ Psychological support and physical comfort 
▪ Provision of other medical services as needed to complete the procedure safely 
 
Monitored anesthesia care may include varying levels of sedation, analgesia, and anxiolysis as 
necessary. The provider of monitored anesthesia care must be prepared and qualified to convert to 
general anesthesia when necessary. If the individual loses consciousness and the ability to respond 
purposefully, the anesthesia care is a general anesthetic, irrespective of whether airway instrumentation 
is required.” 
 
Procedural and Individual Risks 
Examples of prolonged endoscopy procedures that may require deep sedation include the following: 
endoscopy in individuals with adhesions after abdominal surgery, endoscopic retrograde 
cholangiopancreatography, stent placement in the upper gastrointestinal tract, and complex therapeutic 
procedures such as plication of the cardioesophageal junction. 
 
The Mallampati score is considered a predictor of difficult tracheal intubation and is routinely used in 
preoperative anesthesia evaluation. The score is obtained by having the individual extend the neck, open 
the mouth, and extend the tongue while in a seated position. Individuals are scored from classes I 
through IV (Table PG2). 
 
Table PG2. Mallampati Scoring System 

Class Definition 
I The tonsils, uvula and soft palate are fully visible 
II The hard and soft palate, uvula and upper portion of the tonsils are visible 
III The hard and soft palate and the uvula base are visible 
IV Only the hard palate is visible 

 
Individuals with class III or IV Mallampati scores are considered to be at higher risk of intubation difficulty. 
While the Mallampati score does not determine a need for MAC, it may be considered in determining risk 
for airway obstruction. Other tests to predict difficult tracheal intubation include the upper lip bite test, the 
intubation difficulty scale, and the Cormack-Lehane grading system. 
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MONITORED ANESTHESIA CARE (cont.) 
 
Criteria:  
 
 The use of monitored anesthesia care for gastrointestinal endoscopy, bronchoscopy, and 

interventional pain procedures when there is documentation by the proceduralist and anesthesiologist 
that specific risk factors or significant medical conditions are present is considered medically 
necessary with documentation of ANY of the following:  

 
1. Increased risk for complications due to severe comorbidity (American Society of 

Anesthesiologists class III, IV, or V [Table PG1]) 
 

2. Morbid obesity (body mass index >40 kg/m2) 
 

3. Documented sleep apnea 
 

4. Inability to follow simple commands (cognitive dysfunction, intoxication, or psychological 
impairment) 
 

5. Spasticity or movement disorder complicating the procedure 
 

6. History or anticipated intolerance to standard sedatives, such as: 
 
▪ Chronic opioid use 
▪ Chronic benzodiazepine use 

 
7. Individuals with active medical problems related to drug or alcohol abuse 

 
8. Individuals younger than 18 years or 70 years or older 

 
9. Individuals who are pregnant 

 
10. Individuals with increased risk for airway obstruction due to anatomic variation, such as: 
 

▪ History of stridor 
▪ Dysmorphic facial features 
▪ Oral abnormalities (e.g., macroglossia) 
▪ Neck abnormalities (e.g., neck mass) 
▪ Jaw abnormalities (e.g., micrognathia) 

 
11. Acutely agitated, uncooperative individuals 
 
12. Prolonged or therapeutic gastrointestinal endoscopy procedures requiring deep sedation 
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MONITORED ANESTHESIA CARE (cont.) 
 
Criteria: (cont.) 
 
 The use of monitored anesthesia care for gastrointestinal endoscopic, bronchoscopic, or 

interventional pain procedures in individuals at average risk related to use of anesthesia and sedation 
is considered experimental or investigational when any ONE or more of the following criteria are 
met:   

 
1. Lack of final approval from the appropriate governmental regulatory bodies (e.g., Food and Drug 

Administration); or 
2. Insufficient scientific evidence to permit conclusions concerning the effect on health outcomes; or 
3. Insufficient evidence to support improvement of the net health outcome; or 
4. Insufficient evidence to support improvement of the net health outcome as much as, or more 

than, established alternatives; or 
5. Insufficient evidence to support improvement outside the investigational setting. 

 
 
Resources:  
 
Literature reviewed 01/17/23. We do not include marketing materials, poster boards and non-
published literature in our review. 
 
Resources prior to 01/17/23 may be requested from the BCBSAZ Medical Policy and Technology 
Research Department.   
 
1. ACOG Committee Opinion Number 284, August 2003: Nonobstetric surgery in pregnancy. Obstet 

Gynecol. Aug 2003;102(2):431. doi:10.1016/s0029-7844(03)00750-6 
 
2. Agostoni M, Fanti L, Gemma M, Pasculli N, Beretta L, Testoni PA. Adverse events during 

monitored anesthesia care for GI endoscopy: an 8-year experience. Gastrointest Endosc. Aug 
2011;74(2):266-75. doi:10.1016/j.gie.2011.04.028 

 
3. American Society of Anesthesiologists (ASA). Position on monitored anesthesia care (Amended 

October 17, 2018). 2018. Accessed October 3, 2022. https://www.asahq.org/standards-and-
guidelines/position-on-monitored-anesthesia-care 

 
4. American Society of Anesthesiologists (ASA). Distinguishing monitored Anesthesia care (MAC) 

from moderate sedation/analgesia (Last Amended October 17, 2018). 2018. Accessed October 2, 
2022. https://www.asahq.org/standards-and-guidelines/distinguishing-monitored-anesthesia-care-
mac-from-moderate-sedationanalgesia-conscious-sedation 

 
5. American Society of Anesthesiologists (ASA). Guidelines for ambulatory anesthesia and surgery 

(Reaffirmed October 2018). 2018. Accessed October 4, 2022. https://www.asahq.org/standards-
and-guidelines/guidelines-for-ambulatory-anesthesia-and-surgery 
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MONITORED ANESTHESIA CARE (cont.) 
 
Resources: (cont.) 
 
6. American Society of Anesthesiologists (ASA). Continuum of Depth of Sedation: Definition of 

General Anesthesia and Levels of Sedation/Analgesia (Last Amended on October 23, 2019). 
2019. Accessed October 1, 2022. https://www.asahq.org/standards-and-guidelines/continuum-of-
depth-of-sedation-definition-of-general-anesthesia-and-levels-of-sedationanalgesia 

 
7. American Society of Anesthesiologists (ASA). Statement on safe use of propofol (Amended 

October 2019). 2019. Accessed September 25, 2022. https://www.asahq.org/standards-and-
guidelines/statement-on-safe-use-of-propofol 

 
8. American Society of Anesthesiologists (ASA). Statement on Respiratory Monitoring during 

Endoscopic Procedures (Amended October 2019). 2019. Accessed September 30, 2022. 
https://www.asahq.org/standards-and-guidelines/statement-on-respiratory-monitoring-during-
endoscopic-procedures 

 
9. American Society of Anesthesiologists (ASA). Statement on anesthetic care during interventional 

pain procedures for adults (Amended October 13, 2021). 2021. Accessed September 21, 2022. 
https://www.asahq.org/standards-and-guidelines/statement-on-anesthetic-care-during-
interventional-pain-procedures-for-adults 

 
10. Bernards CM, Hadzic A, Suresh S, Neal JM. Regional anesthesia in anesthetized or heavily 

sedated patients. Reg Anesth Pain Med. Sep-Oct 2008;33(5):449-60. 
doi:10.1016/j.rapm.2008.07.529 

 
11. Berzin TM, Sanaka S, Barnett SR, et al. A prospective assessment of sedation-related adverse 

events and patient and endoscopist satisfaction in ERCP with anesthesiologist-administered 
sedation. Gastrointest Endosc. Apr 2011;73(4):710-7. doi:10.1016/j.gie.2010.12.011 

 
12. Calderwood AH, Chapman FJ, Cohen J, et al. Guidelines for safety in the gastrointestinal 

endoscopy unit. Gastrointest Endosc. Mar 2014;79(3):363-72. doi:10.1016/j.gie.2013.12.015 
 
13. Chandrasekhara V, Early DS, Acosta RD, et al. Modifications in endoscopic practice for the 

elderly. Gastrointest Endosc. Jul 2013;78(1):1-7. doi:10.1016/j.gie.2013.04.161 
 
14. Cohen LB, Delegge MH, Aisenberg J, et al. AGA Institute review of endoscopic sedation. 

Gastroenterology. Aug 2007;133(2):675-701. doi:10.1053/j.gastro.2007.06.002 
 
15. Coté GA, Hovis RM, Ansstas MA, et al. Incidence of sedation-related complications with propofol 

use during advanced endoscopic procedures. Clin Gastroenterol Hepatol. Feb 2010;8(2):137-42. 
doi:10.1016/j.cgh.2009.07.008 

 
16. de Paulo GA, Martins FP, Macedo EP, Gonçalves ME, Mourão CA, Ferrari AP. Sedation in 

gastrointestinal endoscopy: a prospective study comparing nonanesthesiologist-administered 
propofol and monitored anesthesia care. Endosc Int Open. Feb 2015;3(1):E7-e13. doi:10.1055/s-
0034-1377835 
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MONITORED ANESTHESIA CARE (cont.) 
 
Resources: (cont.) 
 
17. Dhaliwal A, Dhindsa BS, Saghir SM, et al. Choice of sedation in endoscopic retrograde 

cholangiopancreatography: is monitored anesthesia care as safe as general anesthesia? A 
systematic review and meta-analysis. Ann Gastroenterol. Nov-Dec 2021;34(6):879-887. 
doi:10.20524/aog.2021.0650 

 
18. Early DS, Lightdale JR, Vargo JJ, 2nd, et al. Guidelines for sedation and anesthesia in GI 

endoscopy. Gastrointest Endosc. Feb 2018;87(2):327-337. doi:10.1016/j.gie.2017.07.018 
 
19. Enestvedt BK, Eisen GM, Holub J, Lieberman DA. Is the American Society of Anesthesiologists 

classification useful in risk stratification for endoscopic procedures? Gastrointest Endosc. Mar 
2013;77(3):464-71. doi:10.1016/j.gie.2012.11.039 

 
20. Fleisher LA, Pasternak LR, Herbert R, Anderson GF. Inpatient hospital admission and death after 

outpatient surgery in elderly patients: importance of patient and system characteristics and 
location of care. Arch Surg. Jan 2004;139(1):67-72. doi:10.1001/archsurg.139.1.67 

 
21. Higuchi H, Adachi Y, Arimura S, Kanno M, Satoh T. Early pregnancy does not reduce the C(50) 

of propofol for loss of consciousness. Anesth Analg. Dec 2001;93(6):1565-9, table of contents. 
doi:10.1097/00000539-200112000-00050 

 
22. Mazze RI, Källén B. Reproductive outcome after anesthesia and operation during pregnancy: a 

registry study of 5405 cases. Am J Obstet Gynecol. Nov 1989;161(5):1178-85. doi:10.1016/0002-
9378(89)90659-5 

 
23. McCarty TR, Hathorn KE, Creighton DW, AlSamman MA, Thompson CC. Safety and sedation-

associated adverse event reporting among patients undergoing endoscopic 
cholangiopancreatography: a comparative systematic review and meta-analysis. Surg Endosc. 
Dec 2021;35(12):6977-6989. doi:10.1007/s00464-020-08210-2 

 
24. Neal JM, Bernards CM, Hadzic A, et al. ASRA Practice Advisory on Neurologic Complications in 

Regional Anesthesia and Pain Medicine. Reg Anesth Pain Med. Sep-Oct 2008;33(5):404-15. 
doi:10.1016/j.rapm.2008.07.527 

 
25. Poincloux L, Laquière A, Bazin JE, et al. A randomized controlled trial of endoscopist vs. 

anaesthetist-administered sedation for colonoscopy. Dig Liver Dis. Jul 2011;43(7):553-8. 
doi:10.1016/j.dld.2011.02.007 

 
26. Practice guidelines for sedation and analgesia by non-anesthesiologists. Anesthesiology. Apr 

2002;96(4):1004-17. doi:10.1097/00000542-200204000-00031 
 
27. Rizk MK, Sawhney MS, Cohen J, et al. Quality indicators common to all GI endoscopic 

procedures. Am J Gastroenterol. Jan 2015;110(1):48-59. doi:10.1038/ajg.2014.383 
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MONITORED ANESTHESIA CARE (cont.) 
 
Resources: (cont.) 
 
28. Shen XC, Ao X, Cao Y, et al. Etomidate-remifentanil is more suitable for monitored anesthesia 

care during gastroscopy in older patients than propofol-remifentanil. Med Sci Monit. Jan 1 
2015;21:1-8. doi:10.12659/msm.891183 

 
29. Sieg A, Beck S, Scholl SG, et al. Safety analysis of endoscopist-directed propofol sedation: a 

prospective, national multicenter study of 24 441 patients in German outpatient practices. J 
Gastroenterol Hepatol. Mar 2014;29(3):517-23. doi:10.1111/jgh.12458 

 
30. Silvestri GA, Vincent BD, Wahidi MM, Robinette E, Hansbrough JR, Downie GH. A phase 3, 

randomized, double-blind study to assess the efficacy and safety of fospropofol disodium injection 
for moderate sedation in patients undergoing flexible bronchoscopy. Chest. Jan 2009;135(1):41-
47. doi:10.1378/chest.08-0623 

 
31. Singh H, Poluha W, Cheung M, Choptain N, Baron KI, Taback SP. Propofol for sedation during 

colonoscopy. Cochrane Database Syst Rev. Oct 8 2008;2008(4):Cd006268. 
doi:10.1002/14651858.CD006268.pub2 

 
32. Treeprasertsuk S, Rerknimitr R, Angsuwatcharakon P, et al. The safety of propofol infusion 

compared to midazolam and meperidine intravenous bolus for patients undergoing double 
balloon enteroscopy. J Med Assoc Thai. May 2014;97(5):483-9.  

 
33. Vargo JJ, Cohen LB, Rex DK, Kwo PY. Position statement: nonanesthesiologist administration of 

propofol for GI endoscopy. Gastrointest Endosc. Dec 2009;70(6):1053-9. 
doi:10.1016/j.gie.2009.07.020 

 
34. Whippey A, Kostandoff G, Paul J, Ma J, Thabane L, Ma HK. Predictors of unanticipated 

admission following ambulatory surgery: a retrospective case-control study. Can J Anaesth. Jul 
2013;60(7):675-83. doi:10.1007/s12630-013-9935-5 
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MONITORED ANESTHESIA CARE (cont.) 
 
Non-Discrimination Statement: 
 
Blue Cross Blue Shield of Arizona (BCBSAZ) complies with applicable Federal civil rights laws 
and does not discriminate on the basis of race, color, national origin, age, disability or sex. 
BCBSAZ provides appropriate free aids and services, such as qualified interpreters and written 
information in other formats, to people with disabilities to communicate effectively with us. 
BCBSAZ also provides free language services to people whose primary language is not English, 
such as qualified interpreters and information written in other languages. If you need these 
services, call (602) 864-4884 for Spanish and (877) 475-4799 for all other languages and other aids 
and services. 
 
If you believe that BCBSAZ has failed to provide these services or discriminated in another way 
on the basis of race, color, national origin, age, disability or sex, you can file a grievance with: 
BCBSAZ’s Civil Rights Coordinator, Attn: Civil Rights Coordinator, Blue Cross Blue Shield of 
Arizona, P.O. Box 13466, Phoenix, AZ 85002-3466, (602) 864-2288, TTY/TDD (602) 864-4823, 
crc@azblue.com. You can file a grievance in person or by mail or email. If you need help filing a 
grievance BCBSAZ’s Civil Rights Coordinator is available to help you. You can also file a civil 
rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights 
electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health 
and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 
20201, 1–800–368–1019, 800–537–7697 (TDD). Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html 
 
Multi-Language Interpreter Services: 
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MONITORED ANESTHESIA CARE (cont.) 
 
Multi-Language Interpreter Services: (cont.) 
 

 


