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Although anesthesiologists may denigrate the role
of nurse anesthetists, some anesthesiologists are so
concerned about competing with nurse anesthetists that they require their CRNA employees to
agree not to compete. In a recent case in Georgia,
two groups of anesthesiologists found the services
of a group of nurse anesthetists so important to
their ability to provide services at a local medical
center that they ended up in a lawsuit (CarrollAnesthesia Associations, PC. v Anesthecare, Inc., Court of
Appeals of Georgia, October 6, 1998, 1998 W.L.
686248 (Ga. App.)).
Carroll Anesthesia Associates ("Carroll") and
Anesthecare were anesthesiologist-owned anesthesia groups competing in an area that included Tanner Medical Center. Carroll was either Tanner's
exclusive or primary anesthesia provider until
1993. Carroll employed five nurse anesthetists and
had required that the CRNAs agree that they
would not compete with Carroll in a geographic
area that included Tanner for periods ranging from
18 months to 2 years after the termination of their
employment. Anesthecare hired away four of the
CRNAs. Because the CRNAs were concerned about
their agreements not to compete, Anesthecare
agreed to indemnify them. If the CRNAs suffered
any damage as a result of their employment by
Anesthecare, Anesthecare would reimburse them
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for their damages and cost. A fifth nurse anesthetist was also recruited but did not accept Anesthecare's offer of employment and testified against
Anesthecare. According to the fifth nurse anesthetist, the indemnification agreement was aimed specifically at any legal action Carroll might bring
based on the nurse anesthetists' breach of their employment agreements with Carroll. Prior to the
expiration of the agreements not to compete,
Anesthecare assigned the four nurse anesthetists
who had formerly worked for Carroll to work at
Tanner.
Carroll brought suit asking the court to order
the four nurse anesthetists to stop violating their
covenants not to compete by working at Tanner.
The Superior Court of Carroll County, Georgia,
granted the injunctions, determining that the
noncompete agreements were valid and enforceable. Carroll also sued Anesthecare for tortious interference with Carroll's contracts and business relations. Carroll claimed that when Anesthecare
agreed to indemnify the CRNAs for expenses of
litigation and the award of any judgment, Anesthecare was, in reality, inducing these nurse anesthetists to breach their noncompete agreements. This
was wrong, claimed Carroll.
Tortious interference
The trial court held a hearing on the claims of
Carroll that this was tortious interference with contractual relations but found no material factual is-
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sues either in dispute or that would support Carroll's claims. The trial court granted summary
judgment to Anesthecare. Carroll appealed and
the appellate court reversed the trial court. The
appellate court found that there were genuine issues of material fact and summary judgment
should not have been granted.
Carroll claimed that Anesthecare had "tortiously interfered with its contractual relations."
What did Anesthecare do that was wrong? Is the
court saying that any time a competitor succeeds
in taking business away from another competitor it
is guilty of a tort? Is Anesthecare being punished
for winning? Or, was there something about
Anesthecare's conduct that went beyond simple
competition?
To establish a cause of action for wrongful interference with contractual relations, there must
obviously be a valid contract. Beyond that, a plaintiff must show that the defendant:
1. Acted improperly and without privilege.
2. Acted purposely and maliciously with the
intent to injure.
3. Induced a third party not to enter into or to
continue a business relationship with the plaintiff.
4. Caused the plaintiff some financial injury.
"Malice" is assumed if there is unauthorized interference or interference without legal justification
or excuse.
The very nature of competition is that one
competitor tries to take business away from the rest
of its competitors. Unless a business is a public
utility, it spends a great deal of its marketing effort
trying to convince third parties not to enter or
continue business relationships that they may have
with competitors. Does this tort make ordinary
competition illegal? What did Anesthecare do that
was improper and malicious?
Anesthecare had argued that it was entitled to
summary judgment because the facts showed that
this was only ordinary competition coupled with
the hiring of another employer's at-will employees. But the court disagreed. In normal competition, a competitor is merely trying to increase its
business. It is not trying to hurt its competitors.
Although competitors may be hurt as a byproduct
of the competition, that is not the goal. However,
when Anesthecare tried to hire all of Carroll's
nurse anesthetists and encouraged them to breach
their noncompete agreements, Anesthecare engaged in conduct designed more to hurt Carroll
than help Anesthecare. There was testimony that
Anesthecare lured Carroll's employees by assuring
them that after Carroll was destroyed, Anesthecare
would bring them back to work at Tanner.
Anesthecare had an absolute right to set up a
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competing business to Carroll, but it is not acceptable for a competitor to destroy a competitor or
inflict substantial injury by attracting away all of
its personnel. Anesthecare could have hired five
unrelated nurse anesthetists and tried to win the
Tanner contract. Instead, the testimony showed
Anesthecare attempted to persuade Carroll's entire nurse anesthetist staff, upon whom Carroll depended, to leave in a group. Anesthecare was not
hiring for its needs, it was hiring to deprive Carroll of its ability to perform. If this testimony was
believed, this was not ordinary competition; it was
an attempt to drive Carroll out of business.
Since there was testimony which if believed
would have justified a verdict in Carroll's favor,
the appellate court ruled that if this evidence was
believed, Anesthecare would not be entitled to
judgment so the trial court's grant of summary
judgment was improper. A jury must decide
whether by hiring the CRNAs as a group and indemnifying them against any judgment obtained
by Carroll, Anesthecare interfered with the contracts and encouraged the CRNAs to breach the
post-termination terms. The trial court's entry of
judgment on this issue must be reversed.
Covenants not to compete
Although the real issue in the Carroll case was
the interference with contract, the case arose because Carroll had asked the CRNAs to sign covenants not to compete. As the number of anesthesiologists has increased, we have seen an increase in
anticompetitive behavior, including an increased
usage of covenants not to compete. Since I am
sometimes asked about these contracts, let me try
to provide information in this column. Before beginning, I must point out that employment and
other laws vary greatly from state to state. This
article is not intended as legal advice, it is merely a
discussion to make nurse anesthetists more aware
of the topics. A nurse anesthetist finding himself
or herself in a position of being asked to sign any
contract including a contract that contains a covenant not to compete should seek competent advice
from an attorney familiar with the laws that apply
to the employment relationship.
Covenants not to compete whose purpose is
only to keep someone from working are often not
enforced by the courts. Courts do not like putting
people out of work. If the covenant is being used to
protect some lawful aspect of the employer's business, such as a trade secret, a covenant not to compete is much more likely to be enforced. In anesthesia, it is hard to imagine what trade secret or
confidential information an employer might have
that would justify protection by a covenant not to
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compete. As we know from the Carroll case, some
courts will, nonetheless, enforce them. If you find
yourself forced into a covenant not to compete, see
if you can get the employer to state why it is being
required. The lack of a valid purpose might help
make it unenforceable.
Assess your bargaining power. Although there
may be some circumstances when agreeing to a
covenant not to compete would not be harmful, it
is never helpful. Will you still be able to keep or
get the job if you refuse to sign a covenant not to
compete? Even if the covenant not to compete is
unenforceable, it can still cause a lot of trouble.
Unlike Anesthecare, many employers do not want
to hire someone who is subject to a covenant not to
compete. Moreover, to get a court to declare the
clause unenforceable, you have to go to court. This
can be expensive and time consuming even if you
win. To many people, the emotional burden of
being involved in litigation can be very difficult.
Litigation need not be avoided, but it is not a pleasant process and should always be a last option. The
expense and other negative aspects of litigation
must have been the reason the nurse anesthetists
got Anesthecare to indemnify them.
If you have no choice but to sign a covenant
not to compete or lose the job or the offer, you
then have to weigh the likelihood of finding a new
job against the damage that a covenant not to compete can cause. This analysis has to apply to you in
your individual situation. While I can mention
some things that you might want to consider, every
case will differ. In the end, you, and you alone,
will have to make the decision.
Be practical. Does the employer have an exclusive contract at the hospitals where you will be prohibited from competing. If the employer already
has an exclusive contract, and only the employer
can hire nurse anesthetists to administer anesthesia
at the hospital, then the noncompetition agreement
probably will not have a material effect. You would
be unable to work at the hospital anyway. The only
issue would be whether the corporation is likely to
keep its exclusive contract during the period when
you would be prohibited from competing. If the
corporation has an exclusive contract and is likely
to keep the contract, you appear to be giving up
very little when you agree not to compete.
What is the practical effect of being unable to
work at the hospitals covered by the noncompete?
If the noncompete covers a relatively small number of hospitals in your area and there will be other
employment opportunities available to you, it
might be easier to agree not to compete than if the
noncompete would prohibit you from holding any
of the anesthesia positions in your area. In many
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states, covenants not to compete are enforceable
only if they are appropriately limited as to time
and geography. The more limited the area or term,
the more likely it is that the contract will be enforced. The term of a noncompete is usually 2 years
or less, but there could be circumstances when a
longer term would be enforceable.
Note that there are frequently different formulations of the description of the area in which
you cannot compete. A standard frequently found
in the commercial world such as a salesperson
would enter prohibits competition with the former
employer in an area described as a radius of a
certain number of miles from the employer's principal office. Alternatively, a covenant not to compete might prohibit an employee from working at
certain listed hospitals. Watch out for clauses that
prohibit you from working for a hospital for which
the employer provided services "at any time during the employee's employment with the employer." If you are a long time employee and the
employer has not provided anesthesia services at a
hospital for many years, there seems little reason
why you should be prohibited from providing services at that hospital. Sometimes these agreements
contain a provision that if the agreement is deemed
to be too broad the court may reduce it to a period
of time or geographic area which the court determines is enforceable.
If you have bargaining power with the employer you might ask for a difference in treatment
depending on how your employment is terminated. If you voluntarily terminate your employment with the employer, then it is your choice and
you can consider the noncompete as one more factor in your decision. However, if you are fired, you
will need to seek other employment and perhaps
you should be able to seek employment at a hospital covered by the noncompete. Alternatively, if
your employment is terminated and your employer wishes you not to compete, maybe the employer should continue your salary during the period of the noncompete. Asking for this type of
provision may be helpful even if it is refused.
Covenants not to compete must be supported
by consideration; that is, your promise not to compete must be matched by something of value given
you by the employer. If the consideration for the
covenant not to compete is your continued employment, courts have disagreed as to whether continued employment is sufficient consideration. By
asking, even unsuccessfully, for additional consideration in the form of salary during the period
that you are prohibited from competing, you may
improve your ability to claim that this covenant
was not supported by consideration.
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Miscellaneous clauses
Often, covenants not to compete are accompanied by miscellaneous clauses which are also objectionable. These may include a provision in
which the employee represents that the covenant

will not deprive him or her of earning a living.
Obviously, this stems from one of the ways in which
covenants not to compete are attacked. A court may
be willing to grant relief in a situation where the
parties have unequal bargaining power and where
one party uses this unequal power to get the other

to agree to something which could interfere with
the ability to earn a living. It has always seemed
one of the more ridiculous sides of the law that in
the limited circumstances when a court will actually step in and grant relief, lawyers force the victim to agree that a covenant not to compete will
not affect them. Obviously, a covenant not to compete does affect the employee's ability to find a job,
and the representation that it does not is just one
more example of the employer's misuse of superior bargaining power.
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Desflurane should not be used as the sole agent for anesthetic induction inpatients with
coronary artery disease or patients where increases inblood pressure are undesirable.
During induction insuch patients, desflurane should be used with other medications,
preferably intravenous opiods and hypnotics.

Desflurane is not recommended for induction of general anesthesia ininfants and children because
of high incidence of moderate-to-severe laryngospasm, coughing, breath-holding, secretions and
oxyhemoglobin desaturation.
Please see brief summary of Prescribing Information.

S uprane®(desflurane

Eightpatients receivingSUPRANE(desflurane, USP)were compared to six patients receivingisoflurane,all with
chronic hepatic disease (viralhepatitis, alcoholic hepatitis, or cirrhosis). No differences in hematological or
wereseen.
biochemical
tests, includinghepaticenzymes and hepaticfunctionevaluation,
Carcinogenesis,
Mutagenesis,
Impairment
of Fertility
(desflurane, USP).In vitro and in vivo
Animalcarcinogenicity studies have not been performed with SUPRANE®
or chromosomal damage by SUPRANE.Testsforgenotoxicity
genotoxicity
studies did not demonstrate mutagenicity
assay
and the mouse micronucleus
assay, the metaphase analysisofhumanlymphocytes,
includedtheAmesmutation
for males and
Fertilitywas not affectedafter 1 MAC-Hourper day exposure (cumulative63 and 14 MAC-Hours
and reducedweightgain)was observed which
Athigherdoses, parentaltoxicity(mortalities
females,respectively).
couldaffectfertility.
exposures
10and 13cumulativeMAC-Hour
Teratogenic
Effects:Noteratogenic effectwas observed at approximately
per day during organogenesis in rats or rabbits. Athigher doses increased incidences of postat 1 MAC-Hour
cumulativeexposurein rats,about
implantation
loss and matemal toxicitywereobserved. However,at 10 MAC-Hours
6%decrease in the weightof malepups was observed at preterm caesarean delivery.
Pregnancy Category B:There are no adequate and well-controlled studies in pregnant women. SUPRANE®
(desflurane,USP)should be used duringpregnancyonlyifthe potentialbenefitjustifiesthe potentialriskto the fetus.
per dayfrom gestation day 15 to lactationday 21, did not show signs of
Rats exposedto desfluraneat 1 MAC-hour
dystocia.Bodyweightof pups deliveredbythese dams at birthand duringlactationwere comparable to that of control
changes werereported in these pups duringlactation.
pups. Notreatment relatedbehavioral
and Delivery:
Thesafetyof desflurane duringlaboror deliveryhas not beendemonstrated.
Labor
NursingMothers:The concentrations of desflurane in milkare probablyof no clinicalimportance 24 hours after
anesthesia. Becauseofrapidwashout, desfluraneconcentrations in milkare predictedto be belowthose foundwith
other volatilepotent anesthetics.
(desflurane,USP)in a 70year old patientistwo-thirdsthe MACfora
Geriatric
Use:TheaverageMACfor SUPRANE®
ANDADMINISTRATION).
20 yearold patient(see DOSAGE
(desflurane, USP)is not recommended for inductionof general anesthesia via mask in
PediatricUse: SUPRANE®
and
infantsorchildrenbecause of the high incidenceofmoderate to severelaryngospasm, coughing,breathholding
increasein secretions and oxyhemoglobin
desaturation (see WARNINGS).
in
cerebrospinal
fluid
increase
USP)
may
produce
a
dose-dependent
(desflurane,
Neurosurgical
Use: SUPRANE
pressure (CSFP)when administered to patients with intracranialspace occupying lesions. Desfluraneshould be
(hypocapnia)
administeredat 0.8 MACor less, and in conjunctionwitha barbiturateinductionand hyperventilation
untilcerebraldecompression in patients with knownor suspected increases in CSFP.Appropriateattentionmust be
paidto maintaincerebralperfusionpressure (see CLINICAL
STUDIES,
Neurosurgery).
ADVERSE
REACTIONS
Adverseeventinformationisderivedfromcontrolledclinicaltrials,the majorityofwhichwereconducted in the United
States. Thestudies were conducted usinga varietyofpremedications, other anesthetics, and surgicalprocedures of
varyinglength.Mostadverse events reportedwere mildand transient, and may reflectthe surgicalprocedures, patient
characteristics (includingdisease) and/or medicationsadministered.
Of the 1,843 patients exposed to SUPRANE®
(desflurane,USP)in clinicaltrials,370 adults and 152 childrenwere
inducedwith desfluranealoneand 687 patients were maintainedprincipallywith desflurane.The frequencies given
reflectthe percentof patientswiththe event.Eachpatientwas counted onceforeachtype ofadverse event.Theyare
presentedin alphabetical
order accordingto bodysystem.
Incidencegreaterthan1%.
PROBABLY
CAUSALLY
RELATED:
(use as a maskinhalation
agent):
Induction
30%,apnea 15%,increased secretions*,
Coughing34%, breathholding
Adultpatients(N=370):
desaturation (Sp02< 90%)*,pharyngitis*.
laryngospasm*, oxyhemoglobin
68%, laryngospasm 50%, oxyhemoglobin
Coughing72%, breathholding
Pediatricnatients(N=152):
desaturation (Sp02<90%) 26%, increasedsecretions 21%,bronchospasm*.
(See WARNINGS)
Maintenance
or Recovery
Adultand pediatricnatients(N=687):
Headache.
Bodyas a Whole:
tachycardia.
nodalarrhythmia,
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hypertension,
Cardiovascular
Nausea27%, vomiting16%.
Digestive:
IncreasedSalivation.
Nervoussystem:
cough increased*,laryngospasm*, pharyngitis.
Apnea*,breathholding,
Respiratory:
hyperemia)
Conjunctivitis
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SpecialSenses:
*Incidenceofevents:3% - 10%
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of everiy
(N1,843)
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abnormalelectrocardiogram
Arrhythmia,
bigeminy,
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Agitation,
dizziness.
NervousSystem:
Asthma,dyspnea,hypoxia.
Respiratory:
ofseverity
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UNKNOWN:
Incidence
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USP)

(desflurane,USP)VolatileliquidforInhalation.
Suprane®
beforeprescribing.
Thefollowingisa BriefSummary, pleasesee complete prescribinginformation
INDICATIONS
ANDUSAGE
SUPRANE®
(desflurane, USP)is indicatedas an inhalationagent for inductionand/or maintenance of anesthesia for
inpatientand outpatient surgery inadults (see PRECAUTIONS).
SUPRANE(desflurane,USP)is not recommended forinductionofanesthesia in pediatricpatients because ofa high
Afterinductionof anesthesia with
incidenceof moderate to severe upper airwayadverse events (see WARNINGS).
isindicatedformaintenance of anesthesia in infants
and trachealintubation,SUPRANE®
agents other than SUPRANE*,
and children.
CONTRAINDICATIONS
to
(desflurane, USP)should not be used in patients with a knownor suspected geneticsusceptibility
SUPRANE®
malignanthyperthermia.
WARNINGS
PediatricUse: SUPRANE(desflurane,USP)is not recommended for inductionof general anesthesia via mask in
infantsorchildrenbecause of the high incidenceof moderate to severelaryngospasm in 50% ofpatients,coughing
desaturation 26%.
72%,breathholding
68%, increase in secretions 21%and oxyhemoglobin
SUPRANE®
(desflurane, USP)should be administered only by persons trained in the administration of general
of
formaintenance
designed and designated foruse withdesflurane.Facilities
anesthesia, usinga vaporizerspecifically
oxygenenrichment, and circulatoryresuscitation must be immediatelyavailable.
a patentairway,artificialventilation,
is deepened.
Hypotension
® and respiratorydepression increaseas anesthesia
SUPRANE(desflurane, USP)may present an increased risk in patients with a knownsensitivityto halogenated
anesthetic agents.
PRECAUTIONS
Duringthe maintenance of anesthesia, increasing concentrations of SUPRANE(desflurane, USP)produce dosemaybe relatedto depthofanesthesia
ecreases
in bloodpressure
dependent decreases in bloodpressure.Excessive
of SUPRANE®.
and in such instances maybe correctedbydecreasing the inspiredconcentration
an
increasedheartratemay not be a
heart
rate.
Thus
of desfluraneexceeding1 MACmay increase
Concentrations
signof inadequateanesthesia.
(desflurane,
USP)should be administered at
In patients with intracranial space occupying lesions, SUPRANE®
Appropriate
measures
(hypocapnia).
witha barbiturateinductionand hyperventilation
0.8 MACor less, in conjunction
STUDIES,
Neurosurgery).
should be takento maintaincerebralperfusionpressure (see CLINICAL
In patients with coronary arterydisease, maintenance of normalhemodynamics is important to the avoidanceof
myocardial ischemia. Desflurane should not be used as the sole agent for anesthetic induction in patients with
coronary arterydisease or patientswhereincreases in heartrateor bloodpressure are undesirable.It shouldbe used
Cardiovascular
STUDIES,
with other medications, preferably intravenous opioids and hypnotics (see CLINICAL
Surgery).
to patients,
(desflurane,
USP)greater than 12%havebeensafelyadministered
Inspiredconcentrations of SUPRANE®
particularlyduring induction of anesthesia. Such concentrations willproportionately dilute the concentration of
oxygen;therefore,maintenance ofan adequate concentrationofoxygenmay requirea reductionof nitrousoxideor air
ifthese gases are used concurrently.
The recoveryfrom general anesthesia should be assessed carefullybeforepatients are discharged from the post
anesthesia careunit(PACU).
anesthetics, can reactwithdesiccated carbondioxide(CO2)
SUPRANE®
(desflurane,USP),likesome other inhalational
in some patients.
absorbents to produce carbon monoxidewhichmayresultin elevatedlevelsof carboxyhemoglobin
Case reports suggest that bariumhydroxidelimeand soda limebecome desiccated whenfresh gases are passed
through the CO2absorber cannister at high flowrates over manyhours or days. Whena cliniciansuspects that CO2
USP).
(desflurane,
ofSUPRANE®
absorbent maybe desiccated, it should be replacedbeforethe administration
DrugInteractions
No clinicallysignificant adverse interactions with commonly used preanesthetic drugs, or drugs used during
anesthesia (muscle relaxants, intravenous agents, and local anesthetic agents) were reportedin clinicaltrials.The
effectofdesflurane onthe disposition ofother drugs has not beendetermined.
Likeisoflurane,desfluranedoes not predispose to premature ventriculararrhythmiasin the presence of exogenously
infusedepinephrine
in swine.
(MACReduction):
and OPIOIDS
BENZODIAZEPINES
Benzodiazepines (midazolam 25-50 pg/kg) decrease the MACofdesflurane by16% as do the opioids (fentanyl
ANDADMINISTRATION).
3-6 pg/kg)by50% (see DOSAGE
BLOCKING
AGENTS:
NEUROMUSCULAR
Anestheticconcentrations of desfluraneat equilibrium(administered for 15 or more minutes beforetesting)reduced
50%
30% and that of atracuriumand pancuroniumby approximately
by approximately
the EDs of succinylcholine
neuromuscular blockade
anesthesia. The effectof desfluraneon durationofnondepolarizing
compared to N2O/opioid
has not been studied.
BLOCKADE
INNEUROMUSCULAR
CAUSING
95%DEPRESSION
OFMUSCLE
RELAXANT
DOSAGE
Desflurane
MeanED=(pg/kg)
Succinvlcholine
Atracurium
Pancuronium
Concentration
123
26
0.65 MAC60% N2O/O
91
18
1.25 MAC60% N2/O
120
362
22
1.25MAC02
Dosagereductionof neuromuscular blockingagents duringinductionof anesthesia may resultin delayedonset of
conditions suitable for endotracheal intubation or inadequate muscle relaxation, because potentiation of
ofmuscle withthe deliveredpartialpressure ofdesflurane.
neuromuscular blockingagents requiresequilibration
drugs, onlypancuronium and atracuriuminteractionshavebeen studied. Inthe absence of
Amongnondepolarizing
specificguidelines:
muscle relaxantsor succinylcholine.
1. Forendotrachealintubation,do not reducethe dose ofnondepolarizing
2. Duringmaintenance of anesthesia, the dose of nondepolarizing muscle relaxants is likelyto be reduced
of supplemental doses of muscle relaxants
anesthesia. Administration
compared to that during NO0/opioid
should be guidedbythe response to nervestimulation.
potent inhalationanesthetic agents maytrigger a skeletalmuscle
Insusceptible individuals,
Malignant
Hyperthermia:
In
hypermetabolic
state leadingto high oxygendemand and the clinicalsyndrome knownas malignanthyperthermia.
genetically susceptible pigs, desflurane induced malignant hyperthermia. The clinicalsyndrome is signalled by
tachypnea, cyanosis, arrhythmias, and/or unstableblood
hypercapnia,and may includemuscle rigidity,tachycardia,
pressure. Some of these nonspecificsigns mayalso appear duringlightanesthesia: acute hypoxia,hypercapnia,and
hypovolemia.
Treatmentof malignant hyperthermia includes discontinuation of triggering agents, administration of intravenous
for dantrolenesodium
dantrolene sodium, and applicationof supportive therapy. (Consultprescribinginformation
on patientmanagement.) Renalfailuremayappear later,and urineflowshould
intravenous for additionalinformation
be monitoredand sustained if possible.
RenalorHepaticInsufficiency
allwithchronic
isoflurane,
USP)(N=9)werecomparedto 9 patientsreceiving
SUPRANE®
(desflurane,
Ninepatientsreceiving
renal
or biochemical
tests, including
in hematological
(serum creatinine1.5-6.9mg/dL).No differences
renalinsufficiency
werefoundin a comparisonofpatients
no differences
were seen betweenthe twogroups. Similarly,
functionevaluation,
renaltransplant.
(N=30)undergoing
USP)(N=28)orisoflurane
eitherSUPRANE
(desflurane,
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Fever.
Bodyas a Whole:
Hemorrhage,
myocardialinfarct.
Cardiovascular:
creatininephosphokinase.
Increased
MetabolicandNutrition:
System:
Myalgia.
Musculoskeletal
Pruritus.
SkinandAppendages:
regardingpediatricuse and malignanthyperthermia.
forinformation
See PRECAUTIONS
Findings:Transient elevations in glucose and whiteblood cell count may occur as withuse ofother
Laboratory
anesthetic agents.
OVERDOSAGE
In the event of overdosage, or suspected overdosage, take the followingactions: discontinue administration of
(desflurane, USP), maintain a patent airway, initiateassisted or controlled ventilation with oxygen,
SUPRANE®
and maintain adequate cardiovascular function.
SAFETY
ANDHANDLING
(desflurane, USP).
Caution:Thereis no specific work exposure limitestablished for SUPRANE®
Occupational
However,the NationalInstitute for Occupational Safetyand HealthAdministration has recommended an 8-hr,
time-weighted average limitof 2 ppm for halogenated anesthetic agents in general (0.5 ppm when coupled with
exposure to N2O).
(desflurane, USP) includeheadache,
The predicted effects of acute overexposure by inhalation of SUPRANE®
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. Althoughresults 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 WAGsis 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 wellmaintained scavenging system, work practices to minimizeleaks and spills whilethe anesthetic agent is in use,
and routine equipment maintenance to minimizeleaks.
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