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Introduction
• Non-Operating Room Anesthesia (NORA) continues to expand rapidly as 

procedural care increasingly occurs outside the traditional operating room 
environment. 

• NORA presents unique safety and operational challenges including variability in 
physical environments, limited access to necessary resources, inconsistent 
workflows, and fragmented communication among interdisciplinary teams.

• There remains a lack of structured approaches to measuring clinical performance 
in NORA settings
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We proposed a standardized clinical performance self-assessment tool for 
Non-Operating Room Anesthesia (NORA), based on the American Society of 

Anesthesiologists (ASA) NORA guidelines.
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https://www.asahq.org/standards-and-guidelines/statement-on-nonoperating-room-anesthetizing-locations.
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Advantages of a Structured Approach
• Promotes Standardization and Consistency

• Facilitates Objective, Data-Driven Evaluation
• Identifies Targeted Opportunities for Improvement

• Enhances Stakeholder Engagement and Accountability
• Supports Continuous Quality Improvement Cycles
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Core Areas of Emphasis

• The tool focuses on three key domains: pre-procedure, intra-procedure, and post-
procedure care. This structure enables a comprehensive evaluation of the entire 
NORA process.
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Scoring
• Subcategories are scored on a scale from 1 to 3: a score of 1 indicates an 

early-stage or underdeveloped process, while a score of 3 reflects a well-
established, consistently applied practice.

• A color-coded scheme—light red for 1, yellow for 2, and green for 3—
provides a visual summary of performance, helping to quickly identify 
strengths and areas for improvement.
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BACKGROUND

Non-Operating Room Anesthesia (NORA) continues to expand rapidly as procedural care increasingly occurs outside the traditional 
operating room environment. While this growth has allowed anesthesia services to support a broader range of interventions, it also 
presents unique safety and operational challenges (1). These include variability in physical environments, limited access to necessary 
resources, inconsistent workflows, and fragmented communication among interdisciplinary teams.

Although a growing body of literature has addressed NORA safety hazards and operational concerns—such as scheduling, staffing, 
timeout checklists and resource allocation—there remains a lack of structured approaches to measuring clinical performance in 
NORA settings (3, 4). Quality improvement (QI) initiatives have been proposed, but few tools are available to support systematic, 
data-driven assessment of clinical quality across NORA locations.

To meet this need, internal self-assessment tools based on the American Society of Anesthesiologists (ASA) NORA guidelines can be 
instrumental (2). These checklists are designed to evaluate key phases of anesthetic care: preprocedural evaluation, intraprocedural 
management, emergency preparedness, and postprocedural care. By adopting such tools, NORA leaders can identify strengths and 
areas for improvement, track performance over time, and prioritize targeted QI interventions. Furthermore, benchmarking 
performance across multiple locations within an institution—or even between academic medical centers—can facilitate the 
dissemination of best practices and elevate the standard of NORA care system-wide.

METHODS

We developed a comprehensive NORA clinical performance self-assessment tool in collaboration with experts from multiple 
academic medical centers. The tool evaluates key domains relevant to NORA care, including clinical operations, routine workflows, 
and emergent periprocedural management. It consists of nine main categories, each containing several subcategories. Subcategories 
are scored on a scale from 1 to 3: a score of 1 indicates an early-stage or underdeveloped process, while a score of 3 reflects a well-
established, consistently applied practice. A color-coded scheme—light red for 1, yellow for 2, and green for 3—provides a visual 
summary of performance, helping to quickly identify strengths and areas for improvement.

RESULTS
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We developed a NORA checklist and clinical performance self-assessment tool, grounded in ASA NORA guidelines, to promote safe 
and effective anesthesia practices across the diverse non-operating room settings within Mass General Brigham. Our goal is for this 
tool to be broadly applicable to other NORA environments, including academic medical centers, community hospitals, and 
ambulatory centers. The checklist serves as a practical resource to assess and enhance the quality of anesthesia care across various 
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evolution of NORA care to meet the increasing demands of outpatient and ambulatory settings.
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Figure 1: Checklist and Clinical Performance Self-Assessment QI Tool for Non-OR 
Anesthesia (NORA) Practices Using an Example at a Boston Academic Medical Center

We distributed the NORA self-assessment tool to leadership at three academic medical centers, one community hospital, and one 
outpatient NORA center. Overall, the tool received positive feedback. Respondents noted that the color-coded format provided a 
clear visual representation of areas needing attention, helping to prioritize quality improvement efforts. On average, the tool took 
less than five minutes to complete.

Objective: To develop and implement a standardized clinical performance self-assessment tool for Non-Operating 
Room Anesthesia (NORA) settings based on ASA NORA guidelines, with the aim of improving patient safety, enhancing 
interdisciplinary communication, and promoting adherence to best practices across diverse procedural environments.

Conclusion: We developed a comprehensive NORA Clinical Performance Self-Assessment Tool that enables clinical 
leaders to evaluate, improve, and benchmark NORA practices across academic medical centers, community hospitals, 
and outpatient centers, ensuring the continuous enhancement of patient care and safety.
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Non-OR Anesthesia (NORA) Clinical Performance Self-Assessment QI Tool 

 Score 1: Early stages/some 
elements Score 2: In progress Score 3: Strong Score 

Clinical Operations 
Regular meetings between procedural and 
anesthesiology leadership to discuss case 
coverage, patient volume, and related matters 

No regular meetings; 
communication is ad hoc 

Some scheduled meetings, but 
inconsistent follow-up 

Routine, structured meetings with clear 
agendas and action items 3 

Regular evaluation of NORA care delivery concerns 
are discussed with anesthesiology leadership 

No evaluation; concerns are 
handled reactively 

Evaluations occur but lack formal 
structure 

Formal evaluations occurring with regular 
frequency to assess clinical care 3 

Staffing, Teamwork, and Communication 
Streamlined orientation process for new 
anesthesiology team members 

Orientation is unstructured and 
varies by individual 

Some orientation structure exists, 
but mentorship programs are 
inconsistent 

Fully structured orientation with mentorship 
and competency evaluations 1 

Staffing models that ensure adequate coverage 
(e.g., peak vs. off-peak) including anesthesia tech. 

No clear staffing model; frequent 
coverage gaps 

Staffing plans exist but are 
inconsistently followed 

Comprehensive staffing model ensuring 
adequate coverage at all times 2 

Interdisciplinary daily huddles Interdisciplinary huddles are rarely 
performed 

Interdisciplinary huddles are 
performed in an ad hoc manner 

Interdisciplinary huddles occur daily 
3 

Telecommunication capabilities for high-risk 
procedures (e.g., Vocera, Voalte, or traditional 
pagers) 

Basic telecommunication support 
for communication 
(telephone/pagers) 

Some telecommunication 
capabilities are in place, but 
inconsistent use or lack of training 

Fully integrated communication systems with 
clear protocols for use 3 

Preprocedural care and patient selection 
Defined roles in triage process RN performs triage and engages 

anesthesiologist or proceduralist ad 
hoc 

RN performs triage and has 
specified procedures for engaging 
anesthesiologists and proceduralist 

RN performs triage and has guided triggers for 
the engagement of an anesthesiologist, 
proceduralist, or both 

3 

Case selection for RN vs anesthesiologist 
performed NORA 

Triage criteria do not define who 
will perform NORA 

Triage criteria include 
differentiating factors for who will 
perform NORA inconsistently 

Triage criteria have defined factors for RN 
appropriate NORA, MD appropriate NORA, 
and cases requiring multidisciplinary review to 
select protocol 

3 

Pre-procedural shared decision-making protocols 
for managing high-risk DNR/DNI patients 

No formal shared decision-making 
protocol 

Some protocols exist but lack 
consistency in execution 

Standardized shared decision-making with 
clear documentation 1 

Protocols for obtaining consent in patients unable 
to consent for themselves, for example with a 
designated healthcare proxy 

No standardized protocol, leading 
to delays 

Protocol exists but with occasional 
inefficiencies 

Well-defined process ensuring timely and 
appropriate consent 2 

Protocols for obtaining consent in patients unable 
to consent for themselves and without a health 
care proxy 

No formalized approach, leading to 
uncertainty 

Some protocols exist but are 
inconsistently applied 

Clearly established protocol aligned with legal 
and ethical guidelines 

1 

*** See Poster #40 for more details
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Intra-procedural Care 
Intra- procedural pre huddle Multi-disciplinary pre-procedural 

huddles rarely occur 
Specific cases include multi-
disciplinary huddles that include 
identification of patient-specific 
risk factors and contingency 
planning, e.g., bleeding risks 

Multidisciplinary pre-procedural huddle, 
includes identification of patient specific risk 
factors and contingency planning, e.g. 
bleeding risks 

2 

Intra-procedure lab availability Workflows for obtaining intra-
procedure labs are inconsistent 

Workflows for obtaining intra-
procedure labs are available but 
inconsistently applied 

Workflows for obtaining intra-procedure labs 
are established and reliable 2 

Availability of appropriate equipment for 
emergency situations, including ultrasound, video 
laryngoscopes, and airway carts 

Limited availability of emergency 
equipment, requiring frequent 
workarounds 

Essential emergency equipment is 
available but may not always be 
immediately accessible 

All necessary emergency equipment is readily 
available, maintained, and routinely checked 3 

Blood product ordering No standardized process, leading to 
delays or errors 

Standardized ordering process in 
place but occasional inefficiencies 

Efficient, well-structured ordering process 
with minimal delays and clear communication 2 

Emergency response team activation processes No clear process for emergency 
activation; responses are ad hoc 

Defined emergency activation 
process but inconsistent adherence 

Well-established emergency activation 
process with routine drills and team training 2 

Plan in place when non-anesthesiology cases 
require conversion to anesthesiology care 

No formalized process for case 
conversion 

Some guidelines exist but lack 
clarity 

Well-established plan with clear criteria for 
conversion and seamless execution 1 

Post-procedure care 
Care Coordination Identified process for anticipated 

post-procedure admissions but no 
consistent process for unexpected 
admissions 

Identified process for anticipated 
post-procedure admissions and 
variable application of contingency 
plans for unexpected admissions 

Identified process for anticipated post-
procedure admissions and well-developed 
and followed contingency plans in place for 
unexpected admissions 

2 

Error reporting and regular review of QA reports, 
fostering a culture of transparency 

No formal error reporting system; 
culture of blame exists 

Reporting system in place but 
underutilized, with limited 
transparency 

Transparent culture with routine error 
reporting, review, and process improvement 3 

Workflow Optimization 
Streamlined workflows for managing urgent and 
emergent cases 

No standardized workflow, leading 
to delays 

Some workflows in place but 
inconsistently applied 

Well-established workflows that optimize 
efficiency and patient safety 2 

Protocol for urgent and emergent add-on cases No clear protocol, leading to 
inefficiencies 

Protocol exists but is inconsistently 
applied 

Clear, standardized protocol ensuring efficient 
case management 2 

Protocol for same-day add-on cases (“last-minute 
cases”)  

No clear protocol, leading to 
inefficiencies 

Protocol exists but is inconsistently 
applied 

Clear, standardized protocol ensuring efficient 
case management 2 

Anesthesiology Support 
Support from anesthesia technologists for 
equipment readiness checks, extra support, and 
stocking supplies 

Anesthesia technologist support is 
available ad hoc, but not dedicated 
to the area 

Anesthesia technologist presence 
is consistent but understaffed 

There is dedicated anesthesia technologist 
support available during working hours 

2 
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Patient Safety and Risk Mitigation 
Availability of cognitive aids for managing high-risk 
clinical situations, such as airway difficulties, 
coagulopathies, prone cases, ICU cases, and other 
emergency situations 

No formalized protocols for high-
risk scenarios 

Protocols exist but are 
inconsistently applied or lack 
team-wide awareness 

Standardized protocols widely known, 
routinely practiced, and updated based on 
feedback 2 

In-situ simulation training Simulation training has been 
developed and is sometimes used 

Simulation training is used for 
emergency responses consistently 

Simulation training is consistently applied for 
emergencies, escalation of concerns and pre-
procedure preparedness 

3 

Interprofessional M & M Case Discussion/Review Case reviews rarely occur or are 
siloed by NORA care area 

Case reviews occur, but 
identification of types of case for 
review is variable 

Standardized expectations for cases that 
should undergo review are disseminated and 
cases from across NORA care locations are 
reviewed to ensure shared learnings are 
disseminated 

1 

Quality Improvement/Health Equity 
Formal process to evaluate workflows and 
implement quality improvement programs 

No formal processes in place. 
workflow evaluation and QI is 
performed ad-hoc 

Processes for evaluation and QI 
implementation are in place but 
not followed consistently 

Processes for evaluation and QI 
implementation are in place and consistently 
followed 

1 

Diversity, Equity and Inclusion: Health Equity Measures of health equity are 
limited 

Measures of health equity have 
been identified, and data is 
reviewed on a regular basis 

Measures of health equity have been 
identified, data is reviewed and a process for 
collaborative review exists 

1 

Patient and Family-Centered Care 
Post-procedure follow-up calls or surveys to assess 
satisfaction and overall patient experience 

There is no formal process for post-
procedure follow-up; follow-ups are 
inconsistent and lack 
standardization 

Follow-up calls or surveys are 
conducted occasionally but not 
consistently for all patients; patient 
feedback is limited in its use for 
quality improvement 

A structured, standardized follow-up process 
with routine calls or surveys; patient feedback 
is consistently reviewed and integrated into 
quality improvement initiatives 

1 

Vulnerable NORA Patient Population Care i.e. 
ESRD, neuromuscular disease (ALS), developmental 
delay  

Few vulnerable patient populations 
have been identified 

Vulnerable patient populations are 
consistently identified, but no 
protocols exist for care and 
outcome assessment 

Vulnerable patient populations are 
consistently identified, and protocols exist for 
care and outcome assessment 3 
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Goals for Implementation
• Continuously improve the tool through feedback from pilot sites, stakeholder 

input, and expert review, ensuring that the checklist remains relevant, 
comprehensive, and aligned with evolving ASA NORA guidelines.

• Deploy the tool across additional academic hospitals, ambulatory surgery centers, 
and community-based NORA sites to promote broader adoption and facilitate 
benchmarking across the health system.

• Expand involvement from key stakeholders—including anesthesiologists, nursing 
leaders, proceduralists, and administrators—to foster shared ownership, 
strengthen implementation, and integrate the tool into existing QI frameworks.
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Conclusions
• We developed a comprehensive NORA Clinical Performance Self-Assessment Tool 

that enables clinical leaders to evaluate, improve, and benchmark NORA practices 
across academic medical centers, community hospitals, and outpatient centers, 
ensuring the continuous enhancement of patient care and safety.
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Questions or Comments?

Thank you!
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