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Anesthesia support personnel provide direct support 
to anesthesia providers. They bring extra supplies or 
equipment, prepare equipment for the case, main-
tain and clean equipment, and generally function as 
directed by the anesthesia provider. Given the impor-
tance of anesthesia support personnel in maintaining 
equipment essential to safe anesthesia practice, it is 
necessary to ensure that these individuals are properly 
trained and capable of complying with safety stan-
dards. However, the literature describing this popula-
tion is limited and shows variation in the utilization 
and qualifications of these personnel. 

A prospective, descriptive survey of Certified Reg-
istered Nurse Anesthetists was conducted to describe 

the education, training, job functions, and work envi-
ronment of anesthesia support personnel. Results (N 
= 354) indicated that utilization of anesthesia support 
personnel varies by hospital but has a propensity to be 
greater at larger medical centers that have a level I or 
II trauma center. Formal supervision of these person-
nel is limited. Their tasks tended to be more frequently 
directed at equipment management, with a smaller por-
tion of anesthesia support personnel performing tasks 
related to direct patient care. Further research is needed 
to adequately describe this population.
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A
nesthesia support personnel (ASP) serve in 
a role that has the potential to reduce anes-
thetic morbidity and mortality by providing 
support to practicing anesthesia providers. 
For the purposes of this inquiry, ASP are 

defined as any individual who assists an anesthesia pro-
vider with the logistic aspects of his or her job duties. 
Anesthesia support personnel may include anesthesia 
technicians, anesthesia technologists, anesthesia aides, 
certified anesthesia technicians, or certified anesthesia 
technologists, and other individuals providing support 
to licensed anesthesia providers. The broader definition 
of ASP is used to include personnel who may not work 
exclusively with an anesthesia department, such as an 
operating room aide who provides support to operating 
room staff but also changes out the anesthesia dispos-
able products between cases. The role of ASP is clearly 
articulated and endorsed by a professional organization, 
the American Society of Anesthesia Technicians and 
Technologists (ASATT), which is affiliated with both 
the American Society of Anesthesiology (ASA) and the 
American Association of Nurse Anesthetists (AANA). 
The ASATT Standards of Practice state that anesthe-
sia technicians work under the direct supervision of a 
licensed anesthesia provider, provide support for routine 
surgical cases, and maintain equipment.1 

Job duties of ASP may include setting up fluids or 
supplies for cases, changing out the disposables on the 
anesthesia machine and cleaning the anesthesia work area 

between surgical cases, bringing equipment or supplies 
to the anesthetizing location as needed during cases, and 
other duties as directed by the anesthesia provider. In 
some settings, ASP are employed to bring anesthesia pro-
viders extra supplies or equipment, serve as an additional 
pair of hands during intense portions of the case, prepare 
fluid setups or other equipment, maintain and clean 
equipment, and generally function as directed by the 
anesthesia provider. Improperly maintained equipment 
has been correlated to inadequate oxygenation, increased 
infections, pneumonia, and burns.2-6 

The ASA Anesthesiology Patient Safety Foundation 
sanctioned preanesthesia checkout procedure was revised 
in 2008 to include recommendations for the evaluation 
of the anesthesia machine preoperatively.7 The preanes-
thesia checkout procedure includes a clear delineation of 
which tasks must be performed directly by the anesthesia 
provider and which of the tasks may be performed by an 
anesthesia technician. The checkout procedure does not 
specify that the anesthesia technician be certified, nor 
mention any other qualifications for this role.

Anesthesia support personnel serve in a role that has 
the potential to reduce anesthetic morbidity and mortal-
ity and to enhance the efficiency of anesthetic delivery. 
Despite the sanctioned involvement of this group in 
equipment cleaning and maintenance and in preanes-
thesia checkout of the anesthesia machine, there is very 
little information regarding the extent to which ASP are 
utilized nationally. Utilization, education, training, and 
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tasks delegated to ASP need an accurate description. 

Review of the Literature
Despite the important role that ASP serve in modern 
anesthesia practice, the literature describing ASP utiliza-
tion is limited. A survey describing this population in 
the setting of large urban US anesthesiology residency 
training programs was conducted in 1987.8 The results 
indicate that ASP are utilized to varying degrees and with 
varying backgrounds in the nation’s anesthesiology train-
ing programs. Variable results across seemingly similar 
departments were noted. The average department had 6.6 
ASP, or 1 ASP per 3 operating rooms, and 2,000 annual 
cases with nonuniform distribution. The ASP in the 
sample included 83 high school graduates, 16 licensed 
practical nurses, 35 associate degree–prepared individu-
als, 31 bachelor’s degree–prepared individuals, and 28 
registered nurses. The salaries reported were commensu-
rate with educational background. 

Nearly all (90%) of the supervisory responsibility for 
the ASP remained in the department of anesthesia.8 Most 
respondents (97 [88%]) reported on-the-job training of 
their ASP, whereas only 9 (8%) had received training in 
the military, and 4 (4%) had received formal training 
for this role. The responsibilities of the ASP described 
varied, but decreased in numbers as the task became 

more patient focused. Almost all departments reported 
that their technicians were responsible for cleaning 
equipment (97%). Many editorial comments expressing 
concerns regarding the level of training of their personnel 
and the desire for enhanced training were included in the 
responses to open-ended questions. 

A survey of a convenience sample of members of the 
ASATT was published on the organization’s website in 
2011, with no description of how the survey was con-
ducted or what portion of the membership was invited to 
and actually did participate.9 The ASATT offers certifica-
tion as an “Anesthesia Technician” to ASP who have 2 
years’ experience in an anesthesia support role and who 
pass the certification examination.10 Nearly 80% of 238 
respondents were certified. Most ASP who were certified 
reported that certification was a requirement to maintain 
employment (30.3%) and/or was associated with benefits 
of increased pay and promotion (70.2%). Of the respon-
dents, 36.6% worked at teaching hospitals, and 33.6% 
worked at large private hospitals. More than half of 
respondents (52.8%) reported directly to the anesthesiol-
ogy department or a private anesthesiology group (2.1%) 
vs a nursing department (13.5%) or perioperative ser-
vices (21.0%). The results for job responsibilities in the 
ASATT survey indicated that most practicing anesthesia 
technicians (92.4%) assisted with some combination of 

Participant’s role Frequency, no. (%)

Anesthesia support personnel supervisor 6 (1.7)

Anesthesia support personnel supervisor and CRNA who received original survey request 9 (2.5)

CRNA 332 (93.8)

Other 7 (2.0)

Total 354 (100.0)

Table 1. Respondents’ Job Roles 
Abbreviation: CRNA, Certified Registered Nurse Anesthetist.

Table 2.  Trauma Designation of Participants’ Primary Practice Setting
a American College of Surgeons trauma center designation.12
b There was an option to skip the question in the survey, but some chose to not answer the question rather than actively skip it.

Trauma designationa Frequency, no. (%)

Missing responseb 19 (5.4)

Community hospital with no emergency or trauma services 32 (9.0)

Outpatient setting with no emergency or trauma services 35 (9.9)

Level III—resources available to stabilize patient for transport to a higher level center 120 (33.9)

Level II—resources immediately available to treat trauma patient 73 (20.6) 
 in a nonteaching hospital (no surgical residency or research program)

Level I—resources immediately available to treat trauma patient 55 (15.5)

Other 3 (0.8)

I don’t know 13 (3.7)

Skip question 4 (1.2) 

Total 354 (100.0)
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equipment management, workroom management, room 
turnover, and supply stocking. Typical staffing ratios 
were 1 ASP per 4 operating rooms.

Owing to the paucity of literature describing ASP 
and the reference to safety-enhancing activities in which 
they may be involved, additional research is needed to 
describe this group. Therefore, a prospective, descriptive 
survey was conducted to describe the education, training, 
and tasks delegated to ASP.

Methods
An internal review board–approved, national survey was 
conducted using a previously developed and pilot-tested 
survey instrument. A random sample of 2,500 Certified 
Registered Nurse Anesthetists (CRNAs) was selected 
from the AANA membership roster by the AANA. The 
survey was administered according to a Dillman design11 
modified for web-based survey administration. An intro-
ductory email invited survey participation, and a follow-
up email was sent as a reminder every 2 weeks, for a total 
of 4 emails to all participants. 

The introductory email for this study included in-
structions for the primary recipient to forward the email 
to the ASP supervisor in his or her area. The ASP super-
visor population was unknown. The introductory email 
contained instructions for the CRNA and ASP supervi-
sor, and both entered the same survey. The participants 
were directed to appropriate questions based on prior 
responses. Additionally, the CRNA entered a self-created 
code in the forwarded email subject line that linked the 
2 respondents. Both respondents were asked to enter the 
code in response to the second question of the survey. 

Results
A total of 449 participants accessed the survey, which 
represented almost 18% of the original CRNA sample. 

Of that total, 95 (3.8%) elected not to participate in the 
survey by not agreeing to the opening assent question. 
The total number of actual respondents was 354, yielding 
an actual response rate of 14.2%. The respondents re-
ported their job role (Table 1) and the American College 
of Surgeons trauma center designation12 of their primary 
practice setting (Table 2). They also reported the number 
of anesthetizing locations of their hospital, number of an-
esthetics administered daily, type of ASP utilized in their 
department (Table 3), title of ASP (Table 4), and type of 
ASP supervisor (Table 5). The data were evaluated using 
Statistical Program for Social Sciences (SPSS) version 
16.0 for Windows (SPSS) statistical software.

• Analysis of Anesthesia Support Personnel Type by 
Practice Demographic. Review of the descriptive statistics 
of the demographic data reported in the survey revealed 
that there are differences between who performs anesthe-
sia support by type of primary practice setting (trauma 
designation; P < .001), mean number of annual cases (P < 
.001), mean number of sites (P < .001), and mean number 
of off-site anesthetizing suites (P = .001). These relation-
ships were grossly apparent on initial review of the data 
and were further evaluated statistically to determine their 
significance. The frequency count, expected count, and 
adjusted residual within each designation are presented 
in Table 6 by grouping of staff performing anesthesia 
support tasks and by reported trauma center designation. 

Table 3.  Staff Performing Tasks Related to Anesthesia 
Support
a Subset of “other” that included written comments indicating 
both type of staff are used.

 Frequency, 
Type of staff no. (%)

Missing response  15 (4.2)

No support staff; anesthesia 78 (22.0) 
 providers share responsibilities

General operating room support staff 86 (24.3)

Other 6 (1.7)

Other—both operating room staff and 14 (4.0) 
 anesthesia support personnela 

Support staff dedicated to anesthesia 155 (43.8) 
 department

Total 354 (100.0)

 Frequency,  
Title no. (%)

Anesthesia technician 183 (70.1)

Anesthesia technologist 6 (2.3)

Care partner 3 (1.1)

Nurse’s aide 3 (1.1)

Operating room aide 13 (5.0)

Operating room orderly 5 (1.9)

Other (nonspecified) 11 (4.2)

Other (write-in comments) 

 Anesthesia aide 8 (3.0)

 Anesthesia attendant 2 (0.8)

 Operating room technician 3 (1.1)

 Patient care assistant 1 (0.4)

 Patient care technician 1 (0.4)

 Registered nurse or licensed practical nurse 3 (1.1)

 Multiskilled worker 2 (0.8)

 No anesthesia support staff 17 (6.5)

Total 261 (100.0)a

Table 4.  Job Titles of Anesthesia Support Personnel
aDoes not total to 100% because of rounding.
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The mean number of annual cases, anesthetic suites, and 
off-site anesthetizing locations by type of support staff 
are presented in Table 7. Although these are incidental 
findings, analysis of ASP type by practice demographic 
offers an indication of where ASP are utilized and what 
types of practice settings have found it beneficial to con-
tinue incorporating them into the anesthesia department. 

• Tasks Delegated to Anesthesia Support Personnel 
Working With Nurse Anesthetists. Tasks delegated to 
ASP working with CRNAs were presented as a series of 
questions in which 249 participants responded whether 
or not their ASP completed this task as part of their role. 
Table 8 depicts the number and percentage of CRNAs 
who reported delegating a given task to their ASP. The 
tasks are presented from most to least frequently reported 
by CRNAs as being delegated to ASP.

• Educational Backgrounds and Training of Anesthesia 
Support Personnel. Of the 354 survey responses received, 
only 15 self-identified as “ASP supervisor” or “ASP su-
pervisor and the CRNA who received the original email.” 
These participants were directed to questions regarding 
education level and anesthesia-specific training of support 
staff. On-the-job training as an anesthesia technician was 
indicated as the primary anesthesia-related training of 
the ASP by 14 supervisors (all of the supervisors who re-
sponded to this question). Highest education level of ASP 
was reported by 13 supervisors. Two (15.4%) of the 13 
reported “other” (1 wrote PhD in Chemical Engineering 
and 1 wrote certification as an anesthesia technician), 4 
(30.8%) reported having a bachelor’s degree, 3 (23.1%) 
reported some college, 1 (7.6%) reported some nursing or 
other healthcare-related degree, and 3 (23.1%) reported 

a high school diploma or GED (General Educational 
Development) high school equivalency test. This portion 
of the survey yielded such a small number of responses 
that generalizations should be limited.

Discussion
The survey yielded an actual response rate of 14.2% (N 
= 354). The respondents were from largely community-
based hospitals, outpatient centers, or nontrauma centers. 

Type of Frequency,  
supervisor no. (%)

Missing 85 (24.0)

Anesthesiologist 7 (2.0)

Nurse anesthetist 43 (12.1)

OR nurse supervisor 65 (18.4)

Anesthesia technician in supervisory role 66 (18.6)

Lead or head care partner 4 (1.1) 

Support staff supervisor 18 (5.1)

Housekeeping supervisor 4 (1.1)

Orderly supervisor 2 (0.6) 

Very small staff with no direct 54 (15.3) 
 supervisor—overseen by OR 
 or anesthesia staff

Other 6 (1.7)

Total 354 (100.0)

Table 5.  Supervision of Anesthesia Support Personnel
Abbreviation: OR, operating room. 

 Frequency of staff performing anesthesia support tasks
Trauma  General No support staff; Support staff  
center operating room anesthesia providers  dedicated to  
designationa support staff share responsibilities anesthesia department Total

Level I—resources immediately 6 (13.7) 2 (12.5) 46 (27.9) 54 (54.0) 
 available to treat trauma patient −2.6 −3.7 5.4  

Level II—resources immediately 27 (18.2) 5 (16.6) 40 (37.2) 72 (72.0) 
 available to treat trauma patient in 2.7 −3.7 0.8   
 a nonteaching hospital

Level III—resources available to 34 (30.4) 34 (27.7) 52 (61.9) 120 (120.0) 
 stabilize patient for transport to 1.0 1.7 −2.3   
 higher level trauma center

Community hospital with no 5 (8.1) 9 (7.4) 18 (16.5) 32 (32.0) 
 emergency or trauma services −1.3 0.7 0.6

Outpatient setting with no 7 (8.6) 22 (7.8) 5 (17.5) 34 (34.0) 
emergency or trauma services −0.7 6.1 −4.6

Total 79 (79.0) 72 (72.0) 161 (161.0) 312 (312.0)

Table 6.  Staff Performing Anesthesia Support Tasks by Trauma Center Designation
Data are presented as frequency count, with expected count in parentheses and adjusted residual on the line below. Residual is the 
measure of the discrepancy between observed and predicted values taking sample size and distribution into account.
a American College of Surgeons trauma center designation.12
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Of those respondents, most indicated CRNA as their role 
(93.8%; Table 1). Additional respondents included ASP 
supervisor (1.7%), ASP supervisor and the CRNA who 
received the original request (2.5%), and “other” (2.0%). 
The 7 respondents who indicated “other” wrote in as an 
additional follow-up comment that they were in some 
way administrative—chief CRNA, nursing supervisor, 
and so on. They further indicated that they were involved 
in supervising the ASP in their area; however, they did 
not self-identify as the ASP supervisor. This suggests that 
these staff may serve in multiple roles and that ASP super-
vision may be less well defined than previously hypoth-
esized, which is consistent with other research findings.8,9

The title used by the support staff, as reported by 
practicing CRNAs, was somewhat better defined than 
their supervisory structure (Table 4). Of the respondents, 
183 (70.1%) reported “anesthesia technician” as the title 
their ASP used. The remaining titles were much less fre-
quently utilized: anesthesia technologist (6 [2.3%]), care 
partner (3 [1.1%]), nurse’s aide (3 [1.1%]), operating 
room aid (13 [5.0%]), operating room orderly (5 [1.9%], 
and “other” (11 [4.2%]). Despite the use of skip-logic to 
guide the participants to appropriate survey questions 
based on previous response, 17 (6.5%) of the respon-
dents to this question indicated in written comments that 
their primary practice setting had no support staff.

The overall descriptions of the staff serving in the 
ASP role revealed interesting findings based on practice 
size and type. There was an inordinate concentration of 
dedicated ASP in some areas, particularly level I trauma 
centers and those centers performing a higher number of 
annual cases (16,000 to 18,000). A significantly higher 
number of respondents (P < .001) who reported working 
at small community hospitals, outpatient centers, or non-
trauma centers were much more likely to report that “no 

support staff” or “general operating room staff” provided 
ASP-type functions. The mean number of cases conduct-
ed annually at hospitals where the CRNAs reported “no 
support staff” and “general operating room support staff” 
were 5,643 and 8,652, respectively.

Findings of nonuniform concentrations of ASP are 
important because they corroborate previous research 
and offer target populations for more focused sampling 
in future studies. These findings are consistent with 
the previous survey of dedicated support staff utiliza-
tion in residency training programs.8 The findings also 
mirror the descriptions of practice settings described in 
the convenience-sampled 2011 ASATT practice survey.9 
Practice setting types typically have organizations that 
set standards and serve as resources in that practice com-
munity such as the Society for Ambulatory Anesthesia. 
These types of organizations may create sources for sam-
pling to conduct further research regarding the type of 
ASP utilized in each setting type. Based on these results, 
segmented sampling may be equally valid compared with 
sampling on a national scale based on provider type.

• Tasks Delegated to Anesthesia Support Personnel. 
Table 8 presents the tasks delegated to ASP working 
with CRNAs, as reported by the CRNAs. The tasks most 
commonly delegated include those that are less directly 
associated with patient care. These trends may reflect a 
tendency of most anesthesia departments to limit tasks 
performed by ASP to those that they may deem less risky 
or less complicated because most tasks do not involve 
direct patient care.

These results and trends are similar to those reported 
in the survey by McMahon and Thompson8 of chairmen 
of residency training programs in anesthesiology. The re-
spondents to this survey reported that the responsibilities 
of their ASP varied, but decreased in number as the task 

   Off-site 
Type of   Anesthetizing anesthetizing 
support staff Annual cases suites locations

No support staff; anesthesia 5,643.4 ± 5,089.3 (73) 6.7 ± 7.2 (70) 5.2 ± 6.1 (57) 
 providers share responsibilities

General operating room support staff 8,652.4 ± 7,959.8 (79) 13.5 ± 11.1 (81) 7.0 ± 7.4 (73)

Other—both operating room staff and 18,660.0 ± 13,020.4 (13) 22.2 ± 8.7 (13) 11.1 ± 7.0 (13) 
 anesthesia support personnel

Support staff dedicated to  16,146.4 ± 11,883.3 (138) 21.4 ± 12.7 (149) 9.8 ± 9.8 (131) 
 anesthesia department

Other 22,750.0 ± 17,397.7 (6) 15.5 ± 10.4 (4) 16.4 ± 8.3 (5)

Mean for all types of ASP staff  11,983.1 ± 10,986.7 (309) 16.1 ± 12.6 (317) 8.3 ± 8.7 (279)

Table 7.  Mean Number of Annual Cases, Suites, and Off-Site Locations by Type of Staff Performing Anesthesia 
Support Tasks
Data are presented as the mean ± SD, with the number of responses in parentheses. Differences were analyzed using 1-way analysis 
of variance (ANOVA).
Abbreviation: ASP, anesthesia support personnel. 
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became more patient focused. This may also substanti-
ate the editorial comments by the department chairmen 
expressing concerns regarding their technician’s qualifi-
cations. Almost all departments reported that their tech-
nicians were responsible for cleaning equipment (97%). 
Monitor setup and calibration was a technician respon-
sibility in 80% of departments. Machine maintenance 
was performed in 67% of departments, while only 35% 
expected technicians to run blood gas analyses. Almost 
none of the departments surveyed had technicians who 
prepare drugs (3%), whereas 6% reported arterial line in-
sertion as a technician role. Starting intravenous lines was 

a function of the technician in 14% of the departments.
The ASATT survey of its membership revealed a 

similar type of task distribution.9 Most practicing anes-
thesia technicians (92.4%) assisted with some combina-
tion of equipment management, workroom management, 
room turnover, and supply stocking. Specific tasks most 
frequently reported by members of the ASATT (each 
greater than 87% of 238 respondents) included trouble-
shooting anesthesia machines, assisting with difficult 
intubations, conducting room turnovers, assisting with 
blood warming equipment, and performing machine 
checkout. The trends toward a slightly higher frequency 
of performing more direct patient care tasks than in the 
present survey may be attributed to the sampling of this 
group including only ASATT members. As such, it would 
be expected that the ASATT cohort, which included 189 
(79.4%) certified anesthesia technicians and technolo-
gists, may include a disproportionately higher represen-
tation of anesthesia departments that have clearer role 
and training delineation with concomitant increased ex-
pectation of responsibility. In both the present study and 
previous evaluations of ASP, the tasks performed tended 
to vary widely across practice settings. 

• Educational Background and Training. In the current 
study, more than half (57.3%) of CRNAs work without 
ASP entirely or work with ASP with no one in a super-
visory role. This suggests that not only did the coding 
procedure not work in this survey but also pairing with 
ASP supervisors in future studies may yield poor results.

Despite the low number, the responses of these 15 ASP 
supervisors regarding educational background and train-
ing of their ASP were similar to the findings of previous 
work. On-the-job training as an anesthesia technician 
was the primary anesthesia-related training of 14 ASP 
(100%), as reported by the supervisors. Highest educa-
tion level of ASP was reported by 13 supervisors. Two 
(15.4%) reported “other” and wrote in PhD in Chemical 
Engineering and certification as an anesthesia technician, 
4 (30.8%) reported a bachelor’s degree, 3 (23.1%) re-
ported a high school diploma or GED, 3 (23.1%) reported 
some college, and 1 (7.7%) reported some nursing or 
other healthcare-related degree.

These responses correspond with those identified 
in previous work. McMahon and Thompson8 found 
that 58% of their sample of 112 respondents were high 
school graduates, 8% held an associate degree, 6% had 
a bachelor’s degree, and 28% were registered nurses or 
licensed practical nurses. Most respondents (88%) re-
ported on-the-job training as the main vehicle for train-
ing their anesthesia technicians, whereas only 8% had 
received training in the military and 4% had received 
formal training for this role. The ASATT survey of its 
membership revealed a similar breakdown in educa-
tional background.9 The ASATT participants reported 
their highest level of education: high school for 35.3%, 

 Frequency, 
Task No. (%)

Retrieve equipment 232 (93.2)

Order supplies 213 (85.5)

Change disposable equipment during 211 (84.7) 
OR turnover

Cleaning and maintenance of specialty 204 (81.9) 
 anesthesia equipment (fiberoptic 
 bronchoscopes, transesophageal 
 echocardiography probes, ultrasound 
 machines, rapid infusers, fluid 
 warming devices)

Prepare pressure lines for patient monitoring 152 (60.1)

Prepare equipment for anesthetic procedures 138 (55.4) 
 off-site from main

OR (eg, MRI, ECT, CT scan, interventional 
 radiology, PET)

Prepare fluid lines 127 (51.0)

Prepare invasive line kits 114 (45.8)

Laboratory sample pickup and delivery 107 (43.0)

Provide support to anesthesia providers 101 (40.6) 
 in specialty rooms (eg, neurology, 
 cardiac, thoracic, transplant, vascular)

Assist anesthesia providers during 99 (39.8) 
 difficult intubations

Assist with insertion of invasive lines 81 (32.5)

Perform preoperation checkout of 73 (29.3) 
 anesthesia machine

Assist with patient transport of stable patients 66 (26.5)

Assist anesthesia provider with patient 59 (23.7) 
 transport of unstable/ICU patients

Initiate IV access 9 (3.6)

Table 8.  Tasks Delegated to ASP as Reported by 
CRNAs With Whom They Work (n = 249)
Abbreviations: ASP, anesthesia support personnel; CRNA, Certi-
fied Registered Nurse Anesthetist; OR, operating room; MRI, 
magnetic resonance imaging; ECT, electroconvulsive therapy; CT, 
computed tomography; PET, positron emission tomography; ICU, 
intensive care unit; IV, intravenous.
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a college-based anesthesia technician program for 7.6%, 
and college completion for 34.5% (total did not equal 
100% in the ASATT report). The ASATT practice survey 
also was interested in whether the respondents were 
certified (79.4%) as anesthesia technicians or technolo-
gists by the ASATT. There was also a question regarding 
the benefits of certification, which were reported to be 
increased pay (47.9%), promotion (22.3%), requirement 
to maintain employment (30.3%), or no benefit (23.5%). 
These findings of variable educational background and 
predominant on-the-job training are consistent with the 
present study and the previous literature regarding ASP. 

• Response Rate. The study was hindered by a low 
response rate of 14.6%. The web-based format offered 
a unique opportunity for participants to contact the re-
searcher with questions regarding the study by simply 
responding to the introductory or follow-up email. Sixty-
one participants contacted the researcher in this fashion. 
Sixteen of these were concerned that they should not 
participate in the study because they did not have ASP 
in their primary practice setting. This provided an op-
portunity for additional explanation and recruitment of 
CRNAs with no ASP. However, it begs the question of 
how many individual CRNAs opted not to participate 
because they saw no relevance to their anesthesia prac-
tice. Of the email responses, the remaining 45 CRNAs 
wanted their names removed from further follow-up. 
One CRNA reported that she was in education and 
therefore the survey was not germane to her practice, 
and 1 CRNA wanted to know why the study was being 
conducted and the funding source.

• Recommendations for Future Research. Recom-
mendations for future research include targeted sampling, 
describing inquiries as practice surveys, and using the 
term anesthesia technician. Targeted sampling to deter-
mine ASP utilization in specific types of practice settings 
is appropriate and may yield more relevant information 
since the distribution ASP was found to be nonuniform. 
Using the term practice survey instead of anesthesia 
support survey would have eliminated the bias toward 
CRNAs who had no ASP believing that they should not 
participate in the survey. Anesthesia technician is the term 
used by 70% of the respondents to describe their ASP. As 
such, this term seems accurate and is consistent with the 
term used by the ASATT. However, this author recom-
mends incorporating opportunities for future respondents 
to write in other titles for ASP who may be employed.

Summary
Existing sources of information regarding ASP represent 
unique groups: anesthesia residency training programs 
and the ASATT practice survey representing its member-

ship. This limits what is known about the staff providing 
support to anesthesia providers in nonresidency training 
programs and in situations where staff may “cross-cover” 
multiple disciplines. The Anesthesiology Patient Safety 
Foundation’s anesthesia machine checkout and equip-
ment management, as outlined in the ASATT standards 
of practice, have been identified as appropriate domains 
of ASP. Certified anesthesia technicians who participate 
in education and the certification examination by the 
ASATT likely have the knowledge and skill to compe-
tently perform these tasks. Other ASP may have a more 
variable background and may be less qualified to perform 
these tasks. Given the important role of this group in 
anesthesia practice, additional research and evaluation of 
the types of qualifications possessed by ASP is warranted.
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