
5/25/23

1

Challenges in Starting a 
New Mobile Anesthesia 
Practice for Dental Offices
Anastasios Sakellariou MD DMD

Dental Ambulatory Anesthesia
Saturday 5/20/2023

INSERT 
HEADSHOT 

HERE

1

Nothing to disclose
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Introduction

• Assistant Professor of Anesthesiology at Tufts University School of 
Medicine
• Fellowship in Pain Medicine – Harvard University/Beth Israel 

Deaconess Medical Center
• Residency - Boston University/Boston Medical Center (PGY III OMFS 

residentà Anesthesiology resident)
• MD-University of Athens, Greece
• DMD-University of Athens, Greece
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Categories of Challenges

• Regulatory:
 Lack of regulatory framework

• Equipment: 
Different type than the OR

• Medications:
a. Different concentrations and availability

b. Controlled substances electronic order process
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Challenge #1: Regulatory framework

Google: “dental anesthesia permit Massachusetts”à  
- “Apply for an individual dentist’s anesthesia & sedation permit”
- “Apply for an anesthesia & sedation facility permit”à

234 CMR 6.00: Administration of Anesthesia and Sedation (22 pages 
document)

❖CMR: The Code of Massachusetts Regulations (CMR) is the complete set of 
Administrative Law (regulations) promulgated by state agencies pursuant to 
the Administrative Procedures Act.
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6.01 Scope
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6.08: Facility Permit D-H: Facility Requirements for Dental 
Offices Using Mobile and/or Portable Anesthesia Services
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6.09: Facility Permit D-P: Requirements for the 
Use and Provision of Portable and/or Mobile 

Anesthesia Services
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D-A Facility Permit Equipment
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D-A Facility Permit Equipment (cont’d)
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D-A Facility Permit Equipment (cont’d)
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D-A Facility Permit Drugs
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D-A Facility Permit Drugs (cont’d)
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6.09: Facility Permit D-P: Requirements for the 
Use and Provision of Portable and/or Mobile 

Anesthesia Services

6.09 (1) A qualified dentist anesthesiologist who travels to dental 
facilities or practice sites for the purpose of delivering anesthesia 

services or sedation services at the site must hold a Mobile Facility D-P 
Permit for the use of portable and/or mobile anesthesia equipment, 

supplies and personnel.

What about a physician anesthesiologist?
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Board of Registration in Dentistry

• The Board of Registration in Dentistry has no jurisdiction on 
physicians.

• There is a lack of regulatory framework for portable anesthesia 
services to dental offices by physician anesthesiologists.

• There is no “Medical General Anesthesia License” provided by the 
Dental Board (as in CA).
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Medical Societies?

18



5/25/23

4

Massachusetts Medical Society
CHAPTER I: STATEMENT OF INTENT 

AND GOALS 

“Nothing in these guidelines shall 
supersede the “Rules and Regulations 

for the Administration of General 
Anesthesia, Deep Sedation, Conscious 
Sedation, and Nitrous Oxide Sedation” 

of the Board of Dentistry (CMR 234-
3.00) for those practitioners and 

facilities that qualify for regulation by 
the Board of Dentistry."
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Current Solution?

Each dental office working with a physician anesthesiologist obtains a 
D-A license. A D-H (hosting license) alone would not ensure the 

availability of the necessary anesthetic and emergency equipment.

The necessary office equipment should be provided by the physician 
anesthesiologist’s portable unit.
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Main issues

The D-A application is lengthier and more complex than the D-H 
hosting license.

While the D-P application is similar to the D-A, you have to essentially 
obtain multiple D-A licenses instead of one D-P license.

The dentist can be faced with anesthesia questions that are far beyond 
their expertise and the anesthesiologist can give only a very limited 

input.
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Future Options

• Continue current practice
OR

• Create a new Code of Massachusetts regulations that would allow 
physician anesthesiologists obtain portable anesthesia license similar 

to the dentist anesthesiologist colleagues.
• Ideally, this would require collaboration from both the Dental and 

Medical Boards.
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Challenge #2: Equipment
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Comparison

• High-speed piston ventilator:
- Very short response time
- Decelerating flow control in cases 

of increased inspiratory resistance
- Synchronized volume control with 

adjustable flow trigger that 
decreases the patient’s respiratory 
work 
• Weight: 365 lbs w/o vaporizer and 

gas cylinders
• Price: $15,000-$16,000 

(refurbished, no vaporizers)

• No ventilator
• Single vaporizer
• Flowmeters
• Alarm module
• Weight: 26 lbs w/o the 

vaporizer
•   Price: $11,000-$12,000 

(new, vaporizer included)

Hospital Office

25

Office Equipment
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1.Pipeline inlets (3)
2.Flowmeters
3.Single vaporizer
4.O2 flush valve
5.Common gas outlet
6.Switch
7.Visual indicator for low 

system pressure
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My anesthesia practice had to change
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Ø Manual leak test
Hospital Machine Portable machine
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Ø APL valve w/o pressure indication
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Ø Scavenging interface vacuum adjustment

Scavenging 
hose

Vacuum 
hose

Adjustable
 valve
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Ø Lack of a ventilator

• Spontaneous breathing is the ventilation mode of choice.

• Apnea is occasionally unavoidable after induction or when remifentanil is used.

• Hand-assisted ventilation is the only option.

• This can complicate things when the patient is unstable:

ØI assign this task to one of the dental staff members, always reminding them not 
to over-deflate the reservoir bag.
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Familiarize yourself with the new equipment

Shadow a colleague.

Confirm appropriate setup with the machine’s company biomedical 
engineer (Facetime, send pictures).

After setting up the machine, test it out before your first patient by 
hand-ventilating a reservoir bag (test lung) connected to the Y piece. 
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Challenge #3a: drug concentrations

• Selecting the drug, dose of administration, procuring the medication 
and ultimately administering the medication is a multi-step process.
• Medical errors constitute the third leading cause of mortality in the 

United States (1).
• Medication errors are commonly implicated in adverse medical 

events (19.4% of all events) (2).
• Reported anesthesia-related medication errors range widely from 

0.0075% to 4.17% (3).
• Pediatric dosing calculations can only complicate the medication 

administration process. 
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• One common strategy to 
reduce the incidence of 
medication errors is the 
standardization of drug 
dilutions and prefilled 
syringes of commonly used 
medications.
• It’s costly.
• Available for OR pharmacies 

that order in bulk.
• Early expiration date

Hospital medications concentrations
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Changes in the dental office setting
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Challenge #3b: Controlled Substances Ordering System (CSOS)
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CSOS Step 1: Form DEA-251

• DEA-251: Form for DEA 
registrants requesting a 
CSOS digital certificate
• Photocopies of:
- 2 IDs (one government 

ID)
- DEA registration 

certificate
The form has to be 
notarized and mailed.
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CSOS step 2: Signing certificates

The DEA registrant will receive:
• One CSOS signing certificate that can be activated after  receiving:
- an E-mail activation notice which contains a unique access code.
- A postal mail activation notice that contains the access code 

password.
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Postal mail activation notice
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CSOS step 3: digital certificate retrieval

It requires Internet Explorer or Mozilla Firefox. 
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CSOS step 3: digital certificate retrieval 
(cont’d)

It is a multi-step process that includes:
- Installation of 2 certificates (Root CA and SubCA)

- Use of a certificate import wizard
- Security settings change

The certificate installation, will allow you to use the 3rd party service 
that the supplier uses, verifies your credentials and sends the 
transaction information to the DEA.
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What if you make an error?
Request new activation codes and passwords, causing a significant 

delay in the controlled substances ordering process.

What happens with DEA renewal?

Start from the beginning.
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Questions?

43

References

1: Makary MA, Daniel M. Medical error—the third leading cause of 
death in the US. Br Med J 2016. http://dx.doi.org/10.1136/bmj.i2139.
2. Leape LL, Brennan TA, Laird N, et al. The nature of adverse events in 
hospitalized patients: results of the Harvard Medical Practice Study II. N 
Engl J Med 1991;324:377–84.
3. Leahy IC, Lavoie M, Zurakowski D, Baier AW, Brustowicz RM. 
Medication errors in a pediatric anesthesia setting: Incidence, 
etiologies, and error reduction strategies. J Clin Anesth. 2018 
Sep;49:107-111. doi: 10.1016/j.jclinane.2018.05.011. Epub 2018 Jun 
15. PMID: 29913393.

44

http://dx.doi.org/10.1136/bmj.i2139

