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In the ongoing debate regarding sedation administered

during gastrointestinal (GI) endoscopy, supporters of se-

dation administered by anesthesia providers (AAP) argue

that anesthesiologists best handle complications involving

the airways. Furthermore, the product label for propofol,

the most commonly used sedative for GI endoscopy, states:

‘‘it should be administered only by persons trained in the

administration of general anesthesia.’’ Supporters of non-

anesthesiologist-administered propofol (NAAP) sedation,

specifically nurse-administered propofol administration

under the guidance of the endoscopist, argue that the safety

profile of NAAP is equivalent to AAP while being cost-

effective. For low- and average-risk procedures, over-

whelming worldwide data support the hypothesis that

NAAP has a comparable safety profile to AAP if sedation

is administered after proper training, and according to

implemented guidelines [1].

In this issue of Digestive Diseases and Sciences, Goudra

et al. [2] conducted a comparative meta-analysis evaluating

respiratory complications of AAP- or NAAP-administered

sedation during advanced GI endoscopic procedures. The

authors provide data with regard to 3018 advanced GI

endoscopic procedures carried out using NAAP-adminis-

tered sedation and 2374 AAP-administered procedures.

Regarding non-advanced GI endoscopy, a prior population-

based analysis studying complications of sedation reported

that the use of anesthesiologist services was associated

with a higher complication frequency, specifically respi-

ratory adverse events [3], a finding not supported by the

data reported by Goudra et al. who described similar

pooled hypoxia rates in patients undergoing advanced

endoscopic procedures sedated with propofol, irrespective

of administering provider, although the rate of airway in-

terventions such as jaw thrust, chin lift, mask ventilation,

or endotracheal intubation was higher in the AAP group.

As AAPs administered higher doses of propofol, patient

satisfaction and endoscopist satisfaction were increased if

AAP-administered sedation was used. Satisfaction might

have been further influenced by the observed preference for

co-administration of adjuvants used in AAP sedation,

whereas propofol alone was preferentially administered in

the NAAP group. Nevertheless, higher dosages of propofol

administered during GI sedation usually increase compli-

cation rates [4], particularly hypotension and bradycardia,

which were not evaluated in the study by Goudra et al. It

would have been interesting to see whether the observed

beneficial satisfaction of AAP sedation came at the expense

of higher cardiovascular adverse events.

Limitations to the study of Goudra et al. include the

exclusive selection of non-randomized prospective trials

for analysis as there exist no randomized control trials

comparing hypoxia, airway intervention rates, and patient

satisfaction after endoscopic sedation. Furthermore, po-

tential biases such as differences in baseline patient and

endoscopist characteristics were not analyzed.

While NAAP sedation for GI endoscopy has success-

fully and safely been introduced to countries such as

Germany [5], it remains unlikely that NAAP will be soon

introduced in other countries despite literature supporting

its safety and lower cost, due to financial and political

issues. When moderate sedation is provided by a US en-

doscopist, a separate charge for this service is not permitted
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under Medicare or Medicaid, whereas the commercial

anesthesia fee for colonoscopy is *60 % higher than the

endoscopist’s fee [6]. Therefore, many endoscopists are not

willing to shoulder the added responsibilities and insurance

fees attributable to sedation administration and monitoring

without commensurate compensation.

Meta-analysis of sedation regimens is usually limited by

heterogeneity resulting from varying sedation regimen, the

use of additional anesthetics such as morphine derivatives

or benzodiazepines, and potential bias in that more com-

plex patients are more likely to be referred to an anesthe-

siologist [2]. Although this heterogeneity is also present in

the study by Goudra et al., its results complement and

expand the existing data supporting the general use of

AAP-administered sedation in GI endoscopy.
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