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The U.S. Department of Justice and the Federal
Trade Commission, on September 27, 1994, issued
"Statements of Enforcement Policy and Analytical
Principles Relating to Health Care and Antitrust."
This important document supercedes a similar but
less comprehensive Statement issued the previous
year by two Agencies.

The document covers nine topics, several of
which are of direct interest to nurse anesthetists,
and will affect the way in which anesthetists and
anesthesiologists practice their profession.

Traditionally, nurse anesthetists have invoked
the antitrust laws to secure protection from anes-
thesiologists seeking to eliminate or reduce com-
petition from anesthetists. For this reason, AANA
has consistently opposed efforts by physicians and
other healthcare providers to exempt themselves
from the antitrust laws.

Accordingly, the Statements are a positive de-
velopment for anesthetists because the two federal
agencies responsible for antitrust law enforcement
have committed themselves to traditional antitrust
enforcement in the healthcare field. The State-
ments do not contain any new or radical policies
or analytical principles. What is innovative is that
the Statements relate only to the healthcare field
and explain how the antitrust laws will be applied
in a variety of situations, many of which are perti-
nent to CRNA practice.

Before considering the individual Statements,

it is important to understand the format and the
terminology used throughout the document.

The Statements furnish healthcare providers
with "guidance in the form of 'antitrust safety
zones.' " The various safety zones explain circum-
stances under which the Agencies will not chal-
lenge conduct under the antitrust laws. Conduct
not falling within a safety zone is not necessarily
suspect. Where competitors fix prices or divide
markets, "per se" violations of the antitrust laws
occur. Describing a violation as "per se" means
that the conduct is prohibited and that no excuses
are permitted. The Statements note that "per se"
violations will be the subject of vigorous antitrust
enforcement.

However, most conduct falling outside the
safety zones will be evaluated by the Agencies on a
"rule of reason" standard. A "rule of reason" analy-
sis takes into account all relevant factors and sub-
jects them to a traditional antitrust evaluation to
determine if the conduct is likely to be procompeti-
tive or anticompetitive.

The Statements explain the analytical frame-
work for the "rule of reason" evaluation, which is
divided into four steps. The first step is to deter-
mine the relevant product or geographic market.
The second step is to determine the competitive
impact of the conduct at issue. The third step is to
quantify the efficiencies likely to be generated by
the activity. The final step is to determine if there
are unnecessary collateral agreements which would
reduce competition. The ultimate favorable or un-
favorable evaluation by the Agencies is derived
from this four-step analysis.
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The Statements renew the commitment by the
Agencies to comment on proposed conduct, not in-
volving hospital mergers outside the applicable
safety zone or multiprovider networks, within 90
days "after all necessary information is received."
Statements Eight and Nine are discussed first, be-
cause of their importance to AANA.

Statement Eight-Physician network joint
ventures

Statement Eight deals with physician network
joint ventures such as individual practice associa-
tions (IPAS) and preferred provider organizations
(PPOS). The hallmark of such organizations is phy-
sician control and collective agreement on the
prices to be charged for the marketed services.

Statement Eight grants a safety zone for exclu-
sive physician network joint ventures "comprising
20 percent or less of the physicians in each physi-
cian specialty with active hospital staff privileges
who practice in the relevant geographic market,
and share substantial risk."

The relevant geographic market, according to
the Statement, is usually a local market such as a
city or rural county. Accordingly, in small commu-
nities with fewer than five physicians in particular
specialties, an otherwise complying physician net-
work joint venture may include one physician
from each specialty on a nonexclusive basis.

Nonexclusive physician network joint ven-
tures, by contrast, may comprise 30 percent or
fewer of each physician specialty with active hos-
pital staff privileges, who practice in the relevant
geographic market and who share substantial fi-
nancial risk.

The concept of sharing substantial risk is cen-
tral to the analysis of both physician and multipro-
vider networks. The sharing can be accomplished
by the venture agreeing to provide services at a
capitated rate, or by providing substantial finan-
cial incentives to achieve cost-containment goals
such as withholding a substantial amount of com-
pensation unless and until the cost-containment
goals are achieved.

The Statements contemplate that the sharing
of substantial financial risk can be achieved by
other means, but what they might be is not
specified.

Physician network joint ventures not falling
within a safety zone are evaluated, as noted above,
on a "rule of reason" basis. The principal objective
of this analysis is to determine if the venture "could
raise the price for physician services charged to
health benefit plans above competitive levels, or
prevent the formation of other physician network
joint ventures that would compete with it."

14

Physician nonexclusive network joint ven-
tures with high percentages of physician special-
ties in the relevant geographic market may pass
"rule of reason" scrutiny. This is particularly true
in the case of small communities, for example, with
a population of 25,000 or less, within 35 miles of a
large city. In such markets, two of the three obste-
tricians in the community could be included in a
nonexclusive venture, even though constituting
67% of the obstetricians.

A principal criticism of the physician network
joint venture section is that it applies exclusively
to physicians. A physician network that decided to
include nurse anesthetists could not qualify for a
safety zone under Statement Eight and would be
evaluated under Statement Nine which deals with
multiprovider networks.

Statement Nine-Multiprovider networks
As the name implies, multiprovider networks

can include both healthcare providers who would
otherwise compete with each other, as well as those
providing complementary services. Such networks
can take a variety of forms. Typically they jointly
market their services to health plans and others.

Because such networks are relatively new, the
Agencies concluded that they lacked sufficient ex-
perience with multiprovider networks to grant
any safety zones with respect to them. Conse-
quently the Statement sets forth the analytical prin-
ciples that will be used to evaluate a multiprovider
network's likely effect on competition.

As noted above, the antitrust laws preclude
competitors from entering into agreements to allo-
cate markets or to fix prices. Multiprovider joint
ventures that intend to set the prices at which their
services will be offered must establish that they are
an integrated entity. For example, if one-third of
the competing healthcare providers in a given
community formed the "ABC Network" only to
jointly market their services at specified uniform
prices, this would constitute a "per se" violation of
the antitrust laws, because the essence of the agree-
ment between the competitors would be to fix
prices.

However, if the competitors formed a new in-
tegrated entity in which the participants shared
substantial financial risk, the joint venture network
would be evaluated on a "rule of reason" basis.
Again, as with the physician networks, the Agen-
cies have announced that the requisite integration
and risk sharing can be established by the venture
agreeing to provide services to health benefit plans

at a capitated rate, or the withholding of substan-
tial compensation from providers to insure that
cost-containment goals are achieved.
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If the network is sufficiently "integrated," the
Agencies would analyze the potential effect it
would have on competition between competing
providers and on sellers and buyers who are not
competitors. A unifying principle of such an eval-
uation is to determine if the multiprovider net-
work market share could permit it to "increase the
price of such services in the market." An important
aspect of this evaluation is the ability and willing-
ness of third-party purchasers to switch to differ-
ent provider networks in response to price
increases.

If the providers chose to offer their services
exclusively through the network, they will be sub-
ject to increased scrutiny to determine whether
the arrangement might impede or preclude com-
petition among networks and providers, and if the
exclusivity provisions are necessary for the net-
work to function properly.

Another factor the Agencies will consider is
whether the network has sufficient size or provider
participation, so that the creating of competing net-
works would be unduly difficult.

The other seven Statements also deserve
mention.

Statement One-Mergers of small hospitals
Statement One provides a safety zone for

mergers of small hospitals, over five years old, with
fewer than 100 licensed beds, and an average daily
inpatient census of fewer than 40 patients over the
most recent three years. As is the case with all
safety zones, if there are "extraordinary circum-
stances," the safety zone may not apply.

Mergers outside the safety zone are not neces-
sarily anticompetitive. The Statement notes that
challenges to hospital mergers are rare.

Statement Two-Hospital joint ventures involving
high technology or other expensive healthcare
equipment

This Statement grants a safety zone for hospi-
tal joint ventures to purchase new or existing high
technology or expensive healthcare equipment "if
the joint venture includes only the number of hos-
pitals whose participation is needed to support the
equipment." The inclusion in the joint venture of
a hospital which could purchase the equipment on
its own would preclude reliance on the safety zone.

The safety zone applies only to the joint pur-
chase and use of the equipment and not to collat-
eral subjects such as hospital charges to patients.

Joint ventures falling outside the safety zone
will be subject to a "rule of reason" analysis.

Statement Three-Hospital joint ventures

involving specialized clinical or other expensive
healthcare services

No safety zones are granted for hospital joint
ventures involving specialized clinical or other ex-
pensive healthcare services, because the Agencies
concluded that they lacked sufficient expertise in
evaluating such transactions.

Such joint ventures will generally be analyzed
on a "rule of reason" basis. One example provided
gives a good indication of what will not be found
objectionable:

Two hospitals in a rural town of 75,000 popu-
lation propose a joint venture to recruit a team to
establish an open heart surgery program, which
neither hospital could support on its own. The
program, located in one hospital, will have patient
referrals from both. The hospitals will share ex-
penses and revenue, but will not exchange "com-
petitively sensitive information."

Statement Four-The collective provision of
nonfee-related information by providers to
purchasers of healthcare services

This Statement concerns the collective fur-
nishing of nonfee-related information to purchas-
ers by competing healthcare providers. A safety
zone is granted to such activity as a medical society
collecting and disseminating outcome data for a
procedure they believe should be utilized. Addi-
tionally, the Agencies will not challenge, absent
extraordinary circumstances, "providers develop-
ment of suggested practice parameters-standards
for patient management developed to assist pro-
viders in clinical decision making." In the course
of providing the underlying medical data, pro-
viders may engage in discussions with purchasers
about the scientific merit of the data. However,
providers who collectively threaten purchasers "or
refuse to deal with them because of objections to
their administrative, clinical, or other terms gov-
erning the provision of services run a substantial
antitrust risk."

Statement Five-Providers collective provision of
fee-related information to purchasers of health-
care services

Statement Five grants a safety zone for the col-
lective provision of current or historical fee infor-
mation by providers to purchasers of healthcare
services, if specified procedures are adhered to.

The type of fee-related information covered
by the Statement includes fees, other aspects of
reimbursement, discounts, and alternative reim-
bursement methods such as capitated rates and
risk-withhold fee arrangements.

In order to qualify for the safety zone, the
following three conditions must be satisfied:
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1. The collection of the information must be
managed by a third party such as a purchaser, an
academic institution, or a trade association.

2. The fee-related information is more than
three months old.

3. Each reported statistic must reflect data
from not less than five providers; no one provider
may represent more than 25% on a weighted basis
of the reported statistic; and prices charged by any
given provider could not be identified.

In the Statement, the Agencies warn provid-
ers that the safety zone does not extend to collec-
tive fee negotiations between unintegrated provid-
ers and purchasers. Nor does the safety zone
extend to agreements by unintegrated providers
to deal with purchasers only on agreed terms.

The Agencies also caution that providers "may
not collectively threaten, implicitly or explicitly,
to engage in a boycott or similar conduct, or actu-
ally undertake such a boycott or conduct to coerce
any purchaser to accept collectively determined
fees or other terms or aspects of reimbursements."
Indeed, as the Statement notes, such conduct might
be regarded as per se illegal.

The Statement also contains a warning about
the dangers of providing fee-related information.
Prospective fee-related information has no safety
zone, and though evaluated on a "rule of reason"
basis, can be subject to abuse and may lead to
charges of unlawful collective negotiations and
agreements as to price between competitors.

Statement Six-Provider participation in the
exchange of price and cost information

This Statement provides a safety zone for pro-
vider participation in written surveys of (a) prices
for healthcare services, or (b) wages, salaries, or
benefits of healthcare personnel if three conditions
are satisfied:

1. The survey is managed by a third party.
2. The information provided is more than

three months old.
3. At least five providers submit data; no in-

dividual provider's data represents more than 25%
of the data on a weighted basis; and prices charged
or compensation paid by particular providers can-
not be identified.

Exchanges of information falling outside the
safety zone will be tested on a "rule of reason"
standard. The Agencies favor nonprovider initi-
ated surveys and caution that exchanges of future
prices or future rates of compensation "are very
likely to be considered anticompetitive." If the ex-
change of information leads to an agreement
among competitors as to prices for healthcare ser-
vices or compensation to healthcare employees,

the participating parties will have committed a per
se violation of the antitrust laws.

Statement Seven-Joint purchasing
arrangements among healthcare providers

This Statement deals with joint purchasing ar-
rangements among hospitals and other healthcare
providers to secure products and services, such as
laundry, food services, data processing, and phar-
maceutical products.

The Agencies note that joint purchasing is not
apt to raise antitrust concerns unless (1) the ar-
rangements account for so large a portion of the
purchases of a product or service that it can effec-
tively exercise market power in the purchase of
the product or service, or (2) the products or ser-
vices being purchased jointly account for so large
a proportion of the total cost of the services being
sold by the participants that the joint purchasing
arrangement may facilitate price fixing.

The Statement grants a safety zone where two
conditions are present: (1) the purchases account
for less than 35 percent of the total sales of the
purchased product in the relevant market, and (2)
the cost of the products and services purchased
jointly account for less than 20 percent of the total
revenues from all products or services sold by each
competing participant.

The rationale for the two conditions is that
the limitations imposed would preclude buyers
from driving down prices below competitive lev-
els and that joint purchasing would lead to fixed
uniform prices charged to consumers.

Joint purchasing arrangements falling outside
the safety zone do not necessarily raise antitrust
concerns. The Statement discusses steps that par-
ticipants can take to reduce antitrust risk. These
include permitting participants to purchase less
than their total needs for the products or services
from sources other than the joint venture.

Having the purchasing arrangements negoti-
ated by an independent employee, one not em-
ployed by any of the joint venturers, also lowers
antitrust risk. Additionally, keeping confidential
the communication between the purchasing group
and the joint venturers reduces the risk that
anticompetitive communication will take place.

It will of course be necessary to monitor
closely the way that the Statements are adminis-
tered by the Agencies. There is a danger that the
Statements will be utilized by healthcare providers
to justify restrictions on practice by nonphysician -
healthcare providers. Any such conduct should
promptly be brought to the attention of the
Agencies.
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desflurane

Suprane" (desflurane) Volatile liquid for inhalation.
The following is a Brief Summary, please see complete prescribing information before prescribing.
INDICATIONS AND USAGE
SUPRANE* (desflurane) is indicated as an inhalation agent for induction and/or maintenance of
anesthesia for inpatient and outpatient surgery in adults (see PRECAUTIONS).
SUPRANE (desflurane) is not recommended for induction of anesthesia in pediatric patients because of
a high incidence of moderate to severe upper airway adverse events (see WARNINGS). After induction of
anesthesia with agents other than SUPRANE", and tracheal intubation, SUPRANEe is indicated for
maintenance of anesthesia in infants and children.
CONTRAINDICATIONS
SUPRANE (desflurane) should not be used in patients with a known or suspected genetic susceptibility

WARNINGS
Pediatric Use: SUPRANE* (desflurane) is not recommended for induction of general anesthesia via mask
in infants or children because of the high incidence of moderate to severe laryngospasm in 50% of
patients, coughing 72%, breathholding 68%, increase in secretions 21% and oxyhemoglobindesaturation 26%.

SUPRANE* (desflurane) should be administered only by persons trained in the administration of
general anesthesia, using a vaporizer specifically designed and designated for use with desflurane.
Facilities for maintenance of a patent airway, artificial ventilation, oxygen enrichment, and circulatory
resuscitation must be immediately available. Hypotension and respiratory depression increase as
anesthesia is deepened.
SUPRANE" (desflurane) may present an increased risk in patients with a known sensitivity to
halogenated anesthetic agents.
PRECAUTIONS
During the maintenance of anesthesia, increasing concentrations of SUPRANE" (desflurane) produce dose-
dependent decreases in blood pressure. Excessive decreases in blood pressure may be related to depth of
anesthesia and in such instances may be corrected by decreasing the inspired concentration of SUPRANE*.
Concentrations of desflurane exceeding 1 MAC may increase heart rate. Thus an increased heart rate
may not be a sign of inadequate anesthesia.
Inpatients with intracranal space occupying l SUPRANE (desions, S E flurane) should be administered at
0.8 MAC or less, in conjunction with a barbiturate induction and hyperventilation (hypocapnia).
Appropriate measures should be taken to maintain cerebral perfusion pressure (see CLINICAL STUDIES,
Neurosurgery).
In patients with coronary artery disease, maintenance of normal hemodynamics is important to the
avoidance of myocardial ischemia. Desflurane should not be used as the sole agent for anesthetic
induction in patients with coronary artery disease or patients where increases in heart rate or blood
pressure are undesirable. It should be used with other medications, preferably intravenous opioids and
hypnotics (see CLINICAL STUDIES, Cardiovascular Surgery).
Inspired concentrations of SUPRANE (desflurane) greater than 12% have been safely administered to
patients, particularly during induction of anesthesia. Such concentrations will proportionately dilute the
concentration of oxygen; therefore, maintenance of an adequate concentration of oxygen may require a
reduction of nitrous oxide or air if these gases are used concurrently.
The recovery from general anesthesia should be assessed carefully before patients are discharged from
the post anesthesia care unit (PACU).
Drug Interactions
No clinically significant adverse interactions with commonly used preanesthetic drugs, or drugs used
during anesthesia (muscle relaxants, intravenous agents, and local anesthetic agents) were reported in
clinical trials. The effect of desflurane on the disposition of other drugs has not been determined.
Like isoflurane, desflurane does not predispose to premature ventricular arrhythmias in the presence of
exogenously infused epinephrine in swine.
BENZODIAZEPINES and OPIOIDS (MAC Reduction):
Benzodiazepines (midazolam 25-50 g/kg) decrease the MAC of desflurane by 16% as do the opioids
fentanyl 3-6 g/kg) by 50% (see DOSAGE AND ADMINISTRATION).
EUROMUSCULAR BLOCKING AGENTS:

Anesthetic concentrations of desflurane at equilibrium (administered for 15 or more minutes before
testing) reduced the EDg5 of succinylcholine by approximately 30% and that of atracurium and
pancuronium by approximately 50% compared to N20/opioid anesthesia. The effect of desflurane on
duration of nondepolarizing neuromuscular blockade has not been studied.

DOSAGE OF MUSCLE RELAXANT CAUSING 95% DEPRESSION IN NEUROMUSCULAR BLOCKADE

Desflurane Mean ED95 pg/kg
Concentration Pancuronium Succinylcholine

0.65 MAC 60% N2 O/02  26 123
1.25 MAC 60% N2 0/0 2  18 91
1.25 MAC 02 22 120 362

Dosage reduction of neuromuscular blocking agents during induction of anesthesia may result in delayed
onset of conditions suitable for endotracheal intubation or inadequate muscle relaxation, because
potentiation of neuromuscular blocking agents requires equilibration of muscle with the delivered partial
pressure of desflurane.
Among nondepolarizing drugs, only pancuronium and atracurium interactions have been studied. In the
absence of specific guidelines:
1. For endotracheal intubation, do not reduce the dose of nondepolarizing muscle relaxants or

succinylcholine.
2. During maintenance of anesthesia, the dose of nondepolarizing muscle relaxants is likely to be

reduced compared to that during N20/opioid anesthesia. Administration of supplemental doses
of muscle relaxants should be guided by the response to nerve stimulation.

Malignant Hyperthermia: In susceptible individuals, potent inhalation anesthetic agents may trigger a
skeletal muscle hypermetabolic state leading to high oxygen demand and the clinical syndrome known as
malignant hypertermia. In genetically susceptible pigs, desflurane induced malignant hyperthermia. The
clinical syndrome is signalled by hypercapnia, and may include muscle rigidity, tachycardia, tachypnea,
cyanosis, arrhythmias, and/or unstable blood pressure. Some of these nonspecific signs may also appear
during light anesthesia, acute hypoxia, hypercapnia, and hypovolemia.
Treatment of malignant hyperthermia includes discontinuation of triggering agents, administration of
intravenous dantrolene sodium, and application of supportive therapy. (Consult prescribing information
for dantrolene sodium intravenous for additional information on patient management.) Renal failure may
appear later, and urine flow should be monitored and sustained if possible.
Renal or Hepatic Insufficiency
Nine patients receiving SUPRANE" (desflurane) (N=9) were compared to 9 patients receiving isoflurane,
all with chronic renal insufficiency (serum creatinine 1.5-6.9 mg/dL). No differences in hematological or
biochemical tests, including renal function evaluation, were seen between the two groups. Similarly, no
differences were found in a comparison of patients receiving either SUPRANE" (desflurane) (N=28) or
isoflurane (N=30) undergoing renal transplant.

Eight patients receiving SUPRANE* (desflurane) were compared to six patients receiving isoflurane, all
with chronic hepatic disease (viral hepatitis, alcoholic hepatitis, or cirrhosis). No differences in hematological or
biochemical tests, including hepatic enzymes and hepatic function evaluation, were seen.
Carcinogenesis, Mutagenesis, Impairment of Fertility
Animal carcinogenicity studies have not been performed with SUPRANE* (desflurane). In vitro and in
vivo genotoxicity studies did not demonstrate mutagenicity or chromosomal damage by SUPRANE.
Tests for genotoxicity included the Ames mutation assay, the metaphase analysis of human
lymphocytes, and the mouse micronucleus assay.
Fertility was not affected after 1 MAC-Hour per day exposure (cumulative 63 and 14 MAC-Hours for
males and females, respectively). At higher doses, parental toxicity (mortalities and reduced weight
gain) was observed which could affect fertility.
Teratogenic Effects: No teratogenic effect was observed at approximately 10 and 13 cumulative MAC-
Hour exposures at 1 MAC-Hour per day during organogenesis in rats or rabbits. At higher doses
increased incidences of post-implantation loss and maternal toxicity were observed. However, at 10
MAC-Hours cumulative exposure in rats, about 6% decrease in the weight of male pups was observed
at preterm caesarean delivery.
Pregnancy Category B: There are no adequate and well-controlled studies in pregnant women.
SUPRANE* (desflurane) should be used during pregnancy only if the potential benefit justifies the
potential risk to the fetus.
Rats exposed to desflurane at 1 MAC-hour per day from gestation day 15 to lactation day 21, did not show
signs of dystocia. Body weight of pups delivered by these dams at birth and during lactation were comparable
to that of control pups. No treatment related behavioral changes were reported in these pups during lactation.
Labor and Delivery: The safety of desflurane during labor or delivery has not been demonstrated.
Nursing Mothers: The concentrations of desflurane in milk are probably of no clinical importance 24
hours after anesthesia. Because of rapid washout, desflurane concentrations in milk are predicted to be
below those found with other volatile potent anesthetics.
Geriatric Use: The average MAC for SUPRANE (desflurane) in a 70 year old patient is two-thirds the
MAC for a 20 year old patient (see DOSAGE AND ADMINISTRATION).
Pediatric Use: SUPRANE* (desflurane) is not recommended for induction of general anesthesia via mask in
infants or children because of the high incidence of moderate to severe laryngospasm, coughing,
breathholding and increase in secretions and oxyhemoglobin desaturation (see WARNINGS).
Neurosurgical Use: SUPRANE (desflurane) may produce a dose-dependent increase in cerebrospinal
fluid pressure (CSFP) when administered to patients with intracranial space occupying lesions.
Desflurane should be administered at 0.8 MAC or less, and in conjunction with a barbiturate induction
and hyperventilation (hypocapnia) until cerebral decompression in patients with known or suspected
increases in CSFP. Appropriate attention must be paid to maintain cerebral perfusion pressure (see
CLINICAL STUDIES, Neurosurgery).
ADVERSE REACTIONS
Adverse event information is derived from controlled clinical trials, the majority of which were conducted in
the United States. The studies were conducted using a variety of premedications, other anesthetics, and
surgical procedures of varying length. Most adverse events reported were mild and transient, and may
reflect the surgical procedures, patient characteristics (including disease) and/or medications administered.
Of the 1,843 patients exposed to SUPRANE" (desflurane) in clinical trials, 370 adults and 152 children
were induced with desflurane alone and 687 patients were maintained principally with desflurane. The
frequencies given reflect the percent of patients with the event. Each patient was counted once for each
type of adverse event. They are presented in alphabetical order according to body system.
PROBABLY CAUSALLY RELATED: Incidence greater than 1%.
Induction (use as a mask Inhalation agent):
Adult patients (N=370): Coughing 34%, breathholding 30%, apnea 15%, increased

secretions', laryngospasm*, oxyhemoglobin desaturation
(Sp0 2 < 90%)*, pharyngitis*.

Pediatric oatients (N=152): Coughing 72%, breathholding 68%, laryngospasm 50%,
oxhemoglobin desaturation (Sp02 90%) 26%, increased secretions
21%, bronchospasm*.
(See WARNINGS)

Maintenance or Recovery
Adult and pediatric patients (N=687):
Body as a Whole: Headache.
Cardiovascular: Bradycardia, hypertension, nodal arrhythmia, tachycardia.
Digestive: Nausea 27%, vomiting 16%.
Nervous system: Increased Salivation.
Respiratory: Apnea*, breathholding, cough increased*, laryngospasm*,

pharyngitis.
Special Senses: Conjunctivitis (conjunctival hyperemia)
* Incidence of events: 3% - 10%
PROBABLY CAUSALLY RELATED: Incidence less than 1% and reported in 3 or more patients,
regardless of severity (N.1,843)
Cardiovascular: Arrhythmia, bigeminy, abnormal electrocardiogram myocardial

ischemia, vasodilation.
Nervous System: Agitation, dizziness.
Respiratory: Asthma, dyspnea, hypoxia.
CAUSAL RELATIONSHIP UNKNOWN: Incidence less than 1% and reported in 3 or more patients,
regardless of severity (N.1,843)
Body as a Whole: Fever.
Cardiovascular: Hemorrhage, myocardial infarct.
Metabolic and Nutrition: Increased creatinine phosphokinase.
Musculoskeletal System: Myalgia.
Skin and Appendages: Pruritus.
See PRECAUTIONS for information regarding pediatric use and malignant hyperthermia.
Laboratory Findings: Transient elevations in glucose and white blood cell count may occur as with use
of other anesthetic agents.
OVERDOSAGE
In the event of overdosage, or suspected overdosage, take the following actions: discontinue
administration of SUPRANE® (desflurane), maintain a patent airway, initiate assisted or controlled
ventilation with oxygen, and maintain adequate cardiovascular function.
SAFETY AND HANDLING
Occupational Caution: There is no specific work exposure limit established for SUPRANE* (desflurane).
However, the National Institute for Occupational Safety and Health Administration has recommended an
8-hr, time-weighted average limit of 2 ppm for halogenated anesthetic agents in general (0.5 ppm when
coupled with exposure to N9O).
The predicted effects of acute overexposure by inhalation of SUPRANE® (desflurane) include headache,
dizziness or (in extreme cases) unconsciousness.
There are no documented adverse effects of chronic exposure to halogenated anesthetic vapors (Waste
Anesthetic Gases or WAGs) in the workplace. Although results of some epidemiological studies suggest
a link between exposure to halogenated anesthetics and increased health problems (particularly
spontaneous abortion), the relationship is not conclusive. Since exposure to WAGs is one possible factor
in the findings for these studies, operating room personnel, and pregnant women in particular, should
minimize exposure. Precautions include adequate general ventilation in the operating room, the use of a
well-designed and well-maintained scavenging system, work practices to minimize leaks and spills while
the anesthetic agent is in use, and routine equipment maintenance to minimize leaks.
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