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VENTILATIONS

An Unconscious Decision About Conscious
Sedation

n my capacity as the “ranking anesthesiologist” in our hospital, I have the
privilege of setting the policy and procedures for credentialing physicians
and other doctors who oversee nurse-administered conscious sedation. As
you may know, specially trained nurses (not nurse anesthetists) provide what
amounts to local standby or light sedation analgesia for a wide variety of invasive procedures. To become credentialed, doctors in our institute must read
both the ASA conscious sedation guidelines* and our policy and procedure
manual, which gives doses and antidotes. It is recommended that they know
cardiopulmonary resuscitation.
I happen to work in a state-owned tertiary cancer center where more than
two-thirds of our patients already have metastatic or locally advanced malignancies. Our oncologists and surgeons are quite competent and can quickly
perform routine procedures such as bone marrow aspirations and pediatric
intrathecal chemotherapy on very sick patients using conscious sedation.
Recently, I noticed a subtle departure from the routine signing-off on doctors’ credentialing. An oncologist had granted the collaborating nurse practitioner privileges to perform routine bone marrow biopsies and intrathecal
chemotherapy. This person was now seeking credentials to supervise conscious sedation. Having written the institute-approved policy as a doctors-only
credential, I knew that there was a misunderstanding and rejected the request.
A second, different nurse practitioner request appeared; then came another and
finally a fourth request over the next few months. All were rejected, and I sent
a memo to the medical staff restating the institute’s policy.
A few days later, I had a discussion with the vice-president for nursing who
explained to me that nurse practitioners (NPs) routinely do these procedures at
other cancer centers. She then said that the denial of conscious sedation credentials may jeopardize our ability to recruit newly graduated NPs. I stated that
NPs could perform the procedure, but the physician must take responsibility for
the conscious sedation.
About one month later, one of my medical oncology colleagues called me
to speak in favor of granting his “collaborating” NP conscious sedation credentialing. He argued that these bone marrow and intrathecal procedures were
routine and could be done safely by this NP. I stated that he could practice
medicine with his collaborating NP in any way he felt was acceptable medical
practice, but he was to accept the responsibility for supervising the conscious
sedation.
“You can simply be down the hall in the clinic seeing other patients while
the NP performs these procedures. If there is a cardiorespiratory problem, you
can just run a short distance to attend to the patient,” I said.
“You don’t understand, Mark,” he said. “I’m not always in the clinic when

Mark J. Lema, M.D., Ph.D.
Editor

Continued on page 31
*American Society of Anesthesiologists. Practice guidelines for sedation and analgesia
by non-anesthesiologists. Anesthesiology. 1996; 84:459-71. <www.ASAhq.org/practice/
sedation/sedation.html>.
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ADMINISTRATIVE UPDATE

April in ParisFebruary
James E. Cottrell, M.D., First Vice-President
here you are it is April, but where I
rest of our physician colleagues and even
am it is February — because it takes
our potential patients: the public at large.
a month to get the ASA NEWSLETTER
In addition, if you know any of your ASA
published and mailed. One month is a
district directors or alternate directors, let
commendable turnaround time, but this
them know that you want to help. Or go to
time it leaves me in the predicament of
a meeting and introduce yourself. Rememhaving to guess which way President Bush
ber, before the squeaky wheel gets the oil,
will go on the nurse anesthetist supervision
it has to get rolling fast enough to squeak.
issue. That, or write about a subject not
The next step is becoming a Key Conuppermost on the readers’ minds. My remtact. As explained in a recent letter from
edy was to write two articles, one based on
Roger W. Litwiller, M.D., Chair of the
the assumption that the decision will go in
Committee on Governmental Affairs:
our patients’ favor and the other on the
“ASA Key Contacts provide the vital
assumption that the decision will go against
communications link between our proour patients’ safety.
fession and those elected officials who
While writing the second article and
make the decisions affecting our pracworrying that neither decision would be
tices. The Contacts educate elected
made before the NEWSLETTER deadline, I James E. Cottrell, M.D.
officials about our profession and
realized that the core message of both artiencourage the legislators’ consideration
cles is the same: As long as there are 27,000 nurse anesof solutions to policy problems that are advantageous to
thetists who live for the day when they will be able to play
anesthesiologists. Most often, the Key Contacts are the
doctor without a license, we cannot spend more than a few
bridge between federal legislators and the ASA Office of
minutes celebrating a successful defense or bemoaning a
Governmental Affairs.”
temporary setback. Whether events allow us to move our
defense line forward or force us to retrench, whether the
Two years ago, then President-Elect Neil Swissman,
battles are nationwide or state by state, we need to chant a
M.D., ventured a guess in the NEWSLETTER that only 1
modified version of the realtor’s mantra. Instead of “Locapercent of us “carry” the other 99 percent of component
tion! Location! Location!,” for us it is “Organize! Orgasociety members at the state level. I wish that I disagreed,
nize! Organize!”
but I do not. And even if it is 2 percent, that is not enough
That means participating in the organization to which
to fulfill the moral obligation that follows from our knowlyou already belong. At the very least, it means contacting
edge of who we are and what we do. Put bluntly: Above
government officials when you are asked to do so. Quotall else, anesthesiologists are doctors who keep patients
ing from a recent ASA “Urgent Communication” e-mail:
alive while surgeons do things that would otherwise kill
“To contact your members of Congress, call (202) 255- them. People can understand that, but it is up to us to com3121 and, if your legislator is not available, ask to
municate that understanding.
speak with the legislator’s health aide. Or write to your
Squeakers make noise to prevent an adverse outcome.
Senators at the United States Senate, Washington, DC
Squawkers makes noise after the fact. Let’s make a new
20510; and your Representative at the United States
ASA bylaw: Only squeakers get to squawk.
House of Representatives, Washington, DC 20515. You
can also reach your members of Congress at
<thomas.loc.gov>.”

W

Beyond that, organizing means using ASA resources
(<www.ASAhq.org> is a good place to start) to help elicit
a message from non-ASA members, including first and
foremost our patients, but also our surgical colleagues, the
2

American Society of Anesthesiologists NEWSLETTER

Our Place in American Medicine — and the Public Consciousness
Ronald A. MacKenzie, D.O., Immediate Past President

neglected social features.”
awrence J. Saidman, M.D., recently
called my attention to a fascinating hisI am struck by the relevance of Dr.
torical article titled “The Place of the AnesHaggard’s words in 2001. Our anesthesithetist in American Medicine.” The author
ology profession has been very successful
was Howard W. Haggard, M.D., Director of
in advancing the science of anesthesiology
the Laboratory of Applied Physiology at
through the development of new drugs,
Yale University. Significantly, this article
techniques and knowledge. We have been
was the very first published in the official
eminently successful in improving patient
journal of the American Society of Anessafety. Could it be that anesthesiologists
thesiologists (Anesthesiology. 1940; 1
have not had similar success in educating
[1]:1). The term “Anesthetist” in the article
the public? Could indifference by the pubtitle refers to the 1940 description of a
lic help explain the difficulty we are havphysician specialist known today as an
ing in convincing the government about
“anesthesiologist.”
the merits of our strong argument that
Dr. Haggard emphasizes the importance
anesthesiology is the practice of medicine
of good public relations in the future
and that all anesthetics must have physidevelopment of the new medical specialty
Ronald A. MacKenzie, D.O.
cian involvement?
of anesthesiology.
March 30 was Doctors Day. It provid“As I understand it, the sound, enduring
establishment of any specialty of medicine is predicated ed many anesthesiologists with a wonderful opportunity to
upon three major points: 1) It must be an intellectual do some public education. We must spread the word that
as well as a manual occupation, 2) it must receive the “doctor” in Doctors Day is Crawford W. Long, M.D.,
respect and prestige from the other members of the an early-day anesthesiologist. Throughout the year and at
medical profession. This respect may come primarily every opportunity, anesthesiologists must seriously work at
developing excellent public relations. The public must
from the doctor as it did in surgery, or it may follow
public opinion, 3) it must have public comprehension understand that anesthesiology is a medical specialty and
and must receive public respect and prestige. In short, that all significant advancements have come from anesthesiologists and our Ph.D. colleagues.
it must appeal to the public.”
Read the prescient words of Dr. Haggard:
“Today the public, by and large, believes that the
Many physicians in 1940 apparently failed to grasp the
important decision in anesthesia is what anesthetic they
importance of reaching out to the public and gaining their
will be given, or possibly what method will be used.
support for the advancement of this fledgling medical speWhen, by [public education], you have changed this
cialty.
view to the one in which the important decision is what
“The doctor often looks down upon this shaping of pub[person] shall give the anesthetic, then the problem of
lic opinion; he treats it with indifference, with aloofness,
the place of the [anesthesiologist] in American mediand that in spite of the fact that for him, and for the
cine will be solved.”
public, it is equally as important as medical discovery.”

L

These words were written 61 years ago by the director
of a major university research laboratory.
“The future position of the [anesthesiologist] in American medicine is largely a matter of social change. The
[anesthesiologist] will not establish his position by laboratory and clinical work alone, or by the development
of new anesthetics and new apparatus. He will establish it only when he deals with the important but often
April 2001
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WASHINGTON REPORT

Medicare Fairness Act Filed to Curb Regulatory Abuses
Michael Scott, Director
Governmental and Legal Affairs
n early March, the Medicare Education and Regulatory Fairness Act
(MERFA) of 2001 (H.R. 868/S. 452)
was introduced in both houses of Congress with broad bipartisan support.
The American Medical Associationinspired bill, which ASA and many
other specialties endorsed prior to its
introduction, would place limits on a
wide number of difficult or abusive
practices that have been pursued by
various federal agencies in connection with the treatment of Medicare
beneficiaries.
More specifically, MERFA would
ensure: 1) that physicians are subject
to new Medicare regulations only
when they have become final, and
carriers would be forbidden from
retroactively applying the terms of the
regulation; 2) that physicians are able
to challenge the legality of Health and
Human Services (HHS) statutes or
regulations; 3) that physicians receiving overpayments would be permitted
to enter into progressive recoupment
plans; and 4) that the requirement of
repayment would be stayed pending
completion of an appeal. Carriers
would also be limited in randomly
demanding additional claim documentation without cause.
MERFA would also permit a waiver of patients’ co-payments if financial hardship exists, thereby avoiding
the claim of an illegal kickback.
Physicians also would be given
appeal rights in the event of denial of
an application for enrollment or reenrollment in the Medicare program.
Most importantly to many physicians, they would in most cases under
the bill be permitted to remit any
Medicare overpayments within one

I

year without fear of investigation or
audit, and extrapolation of alleged
overpayment amounts to other nonaudited claims would not occur the first
time a physician is assessed for
claimed overpayment.
The bill would also permit physicians to submit claims to carriers to
determine whether coding, documentation or billing errors have occurred;
in the event of error, claims would be
adjusted appropriately without penalty. Carriers also would be required to
provide written, mailed notice to
physicians within 30 days if they
change their reimbursement policy.
ASA anticipates that the promotion of MERFA principles will represent a major undertaking for participants in the ASA Legislative Conference on April 30-May 2.

HHS Secretary Thompson
Issues 60-Day Rule
Suspension
cting pursuant to President
Bush’s January 20 memorandum with respect to HHS final rules
not yet effective, HHS Secretary
Tommy Thompson on March 19
issued an order suspending for 60
days the effectiveness of the prior
Administration’s regulation eliminating physician supervision of nurse
anesthetists under Medicare. The
Secretary’s action extends the rule’s
effective date to May 18 to permit the
new Administration time to consider
what action to take.
On February 20, ASA President
Neil Swissman, M.D., met with Secretary Thompson to urge that HHS

A

issue a new regulation rescinding the
prior Administration’s regulation and
commissioning a comprehensive
anesthesia outcomes study. Shortly
before the meeting, ASA-supported
bills were introduced in the Senate
and House (S. 332/H.R. 716), calling
for the undertaking of a study. ASA
members are urged to contact their
federal legislators, asking that those
legislators then contact Secretary
Thompson about the inappropriateness of the prior Administration’s rule and that they co-sponsor
the new bills.

ASA Initiates Dialogue on
Anesthetic Shortages
esponding to reports from members about critical shortages of
fentanyl and other drugs regularly
used in connection with anesthesia
care, ASA initiated discussions on
March 2 with the Pharmaceutical
Research and Manufacturers of
America (PhRMA) in an effort to
generate a meeting among industry
representatives, relevant federal agencies and ASA representatives. The
meeting would be designed to attempt
to develop facts concerning the causes of the shortages and to agree upon
both short-term and long-term plans
to deal with them.
Informal surveying among ASA
Board members in December and
again in February disclosed increasingly critical shortages of several
drugs in various parts of the country.
A number of news stories have
appeared focusing attention on the
problem.

R
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Should Regional Blockade Be Performed on Anesthetized Patients?
Terese T. Horlocker, M.D., Chair
Annual Meeting Subcommittee on Local Anesthesia and Pain
Robert A. Caplan, M.D.
Committee on Patient Safety and Risk Management

he performance of regional blockade on anesthetized
patients theoretically increases the risk of perioperative neurologic complications since these patients are
unable to respond to the pain associated with needle- or
catheter-induced paresthesias or intraneural injections.
There are few data in the peer-reviewed literature, however, to support these concerns.
The recent report of a series of cervical spinal cord
injuries associated with interscalene block performed under
general anesthesia has renewed interest in this controversy.1
In each of the four cases, the patient was undergoing
arthroscopic or open rotator cuff repair. An interscalene
block was performed using a 5.0 cm insulated needle
(nerve stimulator technique) in three cases and a 3.75 cm
needle that was “walked off” the C6 transverse process in
the remaining case. One patient moved during injection of
the local anesthetic. In all four cases, the performance of
the interscalene block was followed by total spinal anesthesia and extensive permanent loss of bilateral cervical cord
function. Magnetic resonance imaging demonstrated syrinx
at the cervical level resulting from intracord injection of the
local anesthetic solution. Although each of the patients initiated a malpractice suit, the actual medicolegal outcomes
were not reported.
These cases present a conundrum to the anesthesiologist: Do they exemplify bad luck or bad judgment? What
actions should be taken to reduce the occurrence of subsequent similar cases of nerve injury? Are these recommendations based on objective data or the need to “just do
something” when catastrophic events such as these are
reported? For example, in the four cases of spinal cord
injury following interscalene block, Benumof concluded
that the presence of general anesthesia is a relative con-

T

Volume 65

Nerve Injury Associated With Anesthesia
Cheney et al. examined the ASA Closed Claims Project
database to determine the role of nerve damage in malpractice claims filed against anesthesia care providers.2 Of the
4,183 claims reviewed, 670 (16 percent) were for anesthesiarelated nerve injury. The most frequent sites of injury were
the ulnar nerve (190 claims), brachial plexus (137 claims),
lumbosacral roots (105 claims) and spinal cord (84 claims).
Regional anesthesia was more frequently associated with
nerve injury claims. With the exception of spinal cord
injury, the actual mechanism of injury was not apparent for
most claims. However, spinal cord and lumbosacral nerve
root injuries having identifiable etiology were associated
predominantly with a regional anesthetic technique and
were related to paresthesias during needle or catheter
placement or pain during injection of local anesthetic.
Auroy et al. performed a prospective investigation of
serious complications following regional anesthesia in
103,730 adults.3 The authors reported 32 cardiac arrests
(seven of which were fatal) and 34 neurologic complications, including caudal equina syndrome, radiculopathy
and paraplegia. Although not stated, it is presumed that the
majority of regional techniques were performed on conscious patients. Patients with a persistent paresthesia/radiculopathy experienced pain during needle place-

Robert A. Caplan, M.D., is a Clinical
Professor of Anesthesiology, University of Washington, Staff Anesthesiologist, Virginia Mason Medical Center,
Seattle, Washington.

Terese T. Horlocker, M.D., is Associate Professor of Anesthesiology,
Department of Anesthesiology, Mayo
Clinic, Rochester, Minnesota.
April 2001

traindication to interscalene block and recommended
appropriate needle length and insertion angle to minimize
the risk of intracord injection.1 A review of the patient, surgical and anesthetic risk factors for neurologic injury are
starting points to determine under which circumstances, if
any, it is safe to perform regional techniques in a heavily
sedated or anesthetized patient.
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ment or local anesthetic injection. In addition, the persistent
paresthesia was in the same topographical distribution as the
paresthesia elicited during the regional technique. Needle
trauma and local anesthetic toxicity were determined to be
the primary etiologies of neurologic complications. The
studies by Cheney et al. and Auroy et al. demonstrate that
although serious complications following regional anesthesia are rare, perioperative nerve injury remains a significant
source of anesthesia-related claims.2,3 Furthermore, there is
a tendency to assume that poor outcomes are a result in
deviation from the standard of care. Thus, the controversy
of regional techniques performed under general anesthesia
is amplified by medicolegal issues.
Regional Anesthesia in Anesthetized Children
The majority of children who undergo regional anesthetic techniques are either heavily sedated or under general
anesthesia. Therefore, studies involving regional anesthesia
in the pediatric population are one strategy for evaluating
the risk of neurologic complications in anesthetized
patients.
The largest prospective study evaluating the morbidity
of regional anesthesia in children was performed by
Giaufre et al.4 There were 24,409 regional blocks; 89 percent were performed under general anesthesia, 6 percent
were performed in the presence of sedation. Approximately half of the blocks were performed in patients between 3
and 12 years of age. Neuraxial blocks, the majority of
which were caudal blocks, accounted for 15,013 (> 60 percent) of all regional anesthetics. However, there were 506
spinals (75 percent of which were performed in premature
infants) and 135 thoracic epidural anesthetics. Catheters
were placed in only 1,026 of 2,396 (43 percent) epidural
patients. Peripheral nerve blocks were performed in 5,251
(21 percent) cases. The remaining 5,306 (22 percent)
regional techniques involved local infiltration/field, intravenous regional and tracheal block. All 23 complications
occurred after neuraxial block. More than half of the 23
reported complications (four total spinals, six intravascular
injections complicated by convulsions in two cases and
cardiac arrhythmias in two cases, and two transient paresthesias) may have been influenced by the patient’s alertness
during the performance of the neural blockade. None
resulted in long-term sequelae.
The study by Giaufre et al. suggests that the conduct of
regional anesthesia in anesthetized children carries a rela6

tively small risk for serious complications. This may be
due to several factors. The specific regional techniques
performed on pediatric patients are somewhat limited: typically, caudals, epidurals and field blocks. Moreover, these
blocks are often performed by “specialists.” Lower concentrations and doses of local anesthetics may be utilized
because the regional blocks are more often performed to
provide postoperative analgesia rather than intraoperative
anesthesia. In addition, small children are unlikely (or
unable) to report transient minor deficits. The lack of
sequelae may be in part due to the timing of events: Nearly
all complications were noted in the operating room or
postanesthesia care unit where immediate and skilled
resuscitation was possible. Alternatively, neural injuries
may resolve more rapidly and completely in children,
resulting in a lower incidence of neurologic complications
following regional anesthetic techniques. The theory that
children are at lower risk for nerve injury is supported by
the database of the ASA Closed Claims Project, which contains a striking paucity of claims for pediatric nerve injury
(1 percent of all claims) in comparison to claims for nerve
injury in adults (16 percent of all claims, p ≤ 0.01). A related finding that also suggests a lower risk for children is the
complete absence of claims for ulnar neuropathy in patients
less than 16 years of age.2,5 The decreased incidence of
neurologic complications in children, regardless of etiology, makes extrapolation of the pediatric literature to adult
patients problematic.
Regional Anesthesia in Anesthetized Adults
Although the risk of nerve injury associated with
regional anesthesia in the anesthetized adult has not been
formally evaluated, several studies have investigated the
safety of neuraxial techniques for spinal drainage or postoperative analgesia in these patients. Grady et al. assessed
the frequency of neurologic complications in 478 patients
undergoing transphenoidal surgery in conjunction with
intraoperative spinal drainage. 6 Cerebrospinal fluid
drainage was accomplished with a 19-gauge malleable needle or 16- or 20-gauge intrathecal catheters. All malleable
needles and catheters were placed after tracheal intubation.
Patients were therefore turned from the lateral to supine
position with the needle/catheter indwelling. The drains
were used intraoperatively for air injection or cerebrospinal
fluid removal in 265 (55 percent) and 202 (42 percent)
patients, respectively. There were no neurologic deficits
American Society of Anesthesiologists NEWSLETTER

attributable to spinal drainage. Gwirtz et al. prospectively
evaluated the safety of intrathecal opioid injection in 5,969
surgical patients.7 In most patients (98 percent), preservative-free morphine (with or without fentanyl) was administered at the L3-4 or L4-5 interspace at the end of surgery
while the patient was still anesthetized. A local anesthetic
was included in the injectate in 2.5 percent of patients. No
neurologic complications were noted. Abel et al. reported
similar results in 4,392 patients who underwent lumbar
epidural catheter placement under general anesthesia upon
completion of abdominal or thoracic procedures.8 A solution containing opioids alone was infused in 98 percent of
patients. These three studies suggest that lumbar needle
and catheter placement under general anesthesia without
the injection of local anesthetic may not represent a significant risk for neurologic complications.6-8 Perhaps it is the
combination of needle trauma and neurotoxicity that result
in nerve injury.
Peripheral and plexus blocks represent additional risk in
the anesthetized patient. The larger dose of local anesthetic
given as a single bolus over a relatively short interval
increases the risk of systemic toxicity, while heavy sedation
or general anesthesia diminishes the patient’s ability to
report early signs of rising local anesthetic blood levels. In
addition, although some peripheral techniques are performed as a field block, most require that the nerve or
sheath be formally identified by eliciting a paresthesia or
nerve stimulator response or by locating an adjacent vascular structure. The use of a nerve stimulator does not
replace the patient’s ability to respond to the pain of needle
trauma or intraneural injection.
Urmey et al. performed interscalene blocks on 10
unpremedicated patients using the paresthesia technique
with an insulated needle.9 Paresthesias were elicited with
the nerve stimulator power “off.” Upon elicitation of the
paresthesia, the nerve stimulator was turned “on” and the
amperage slowly increased to a maximum of 1.0 mA.
Only one patient had a motor response, yet all patients had
surgical anesthesia after injection of the local anesthetic.
Similar results were reported using a noninsulated needle.
Since it is possible to have sensory nerve contact and not
elicit a motor response, the use of a nerve stimulator does
not prevent nerve injury in the anesthetized patient. In
addition, the elicited motor response does not distinguish
between stimulation of a peripheral nerve, a plexus, spinal
root or spinal cord.1,10 Only patient feedback during injecApril 2001
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tion of the local anesthetic will provide early recognition of
incorrect needle placement.
What can we definitively conclude from these large
series and case reports? First, the safety of regional anesthesia performed on anesthetized pediatric patients is not
readily applied to adults. Needle and catheter placement
associated with administration of neuraxial opioids at the
lumbar level only appears safe. However, techniques performed above the termination of the cord or injection of
local anesthetics, which have the potential for neurotoxicity, should be avoided until proven safe. Few data exist on
the relative risk of peripheral techniques. It may be that the
cases of intracord injection following interscalene block
reflect the number of neural structures present within needle contact and that other plexus of peripheral blocks are
not as dangerous when performed in the presence of heavy
sedation or general anesthesia. The increasing popularity
of lower extremity techniques will no doubt be associated
with subsequent case reports of neurologic complications.
We must be honest in reporting these cases in order to evaluate the risks and benefits.
Major complications after regional anesthetic techniques are rare but can be devastating to the patient and the
anesthesiologist. Prevention of regional anesthesia-related
complications begins during the preoperative visit with a
careful evaluation of the patient’s medical history and an
appropriate discussion of the risks and benefits of the available anesthetic techniques. In adult patients, administration
of conscious sedation levels of anxiolysis and injection of 1
percent lidocaine should allow most procedures to be performed with the patient both awake and comfortable.
Although it may be customary in some settings to perform
regional anesthesia in the anesthetized patient, the anesthesiologist should carefully consider whether the benefits of
this approach are greater than the risk of a rare catastrophic, but potentially preventable, outcome.
References:
1. Benumof JL. Permanent loss of cervical spinal cord
function associated with interscalene block performed
under general anesthesia. Anesthesiology. 2000;
93:1541-1544.
2. Cheney FW, Domino KB, Caplan RA, Posner KL.
Nerve injury associated with anesthesia. A closed
Continued on page 19
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Outpatient Applications of Continuous Local Anesthetic Infusions
F. Kayser Enneking, M.D.
Annual Meeting Subcommittee on Local Anesthesia and Pain

ontinuous regional analgesia has been extensively utilized over the last decade as physicians have come to
appreciate the important role of analgesia in rehabilitation
and patient satisfaction following surgery. Coincidentally,
the number and complexity of procedures performed on an
ambulatory basis has increased dramatically. Continuous
perfusion of wound beds with local anesthetics and continuous peripheral nerve blocks for analgesia following ambulatory surgery are natural extensions of these phenomena.
Continuous peripheral nerve blocks have been utilized
successfully for several surgeries that are commonly performed on outpatients including arthroscopically assisted
anterior cruciate ligament reconstruction, foot and ankle
surgery and shoulder surgery.1-3 Common to all of these
reports are reductions in opiod consumption and opiodrelated side effects when compared to patients not receiving
the therapy or receiving a placebo. Borgeat and colleagues
reported higher patient satisfaction, lower additional opiod
usage and improved rehabilitation following major open
shoulder surgery when comparing patients who received
postoperative patient-controlled interscalene blocks to
patient-controlled intravenous opiods.4 They felt that the
major difference between the groups was the ability to participate in physical therapy. These same benefits can be
safely extended to outpatients who will require intensive
physical therapy following procedures such as open rotator
cuff repairs and shoulder releases.
The concept of at-home use of a continuous nerve block
was first introduced by Rawal et al.5 They reported on 60
patients who utilized balloon pump technology to administer local anesthetic into a catheter placed in a wound bed or
peripheral nerve sheath. The design of the system allowed
the patient to self-administer intermittent boluses of local

C
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Table 1: Tips on Catheter Placement for
Continuous Regional Anesthesia
Orient the bevel of the introducing needle along the
same axis as the nerve. Approach the nerve at the
least acute angle.
With the needle ideally placed, inject a mass of local
anesthetic or normal saline to open up the fascial compartment. This idea can also be tried if the catheter is not
threading easily after passing the tip of the needle. Place the
adapter on the end of the catheter and inject 3 cc of fluid
through the catheter to open up the space; then try again
to advance the catheter.
Introduce the catheter firmly. However, if it does not
thread, do not force and kink the catheter. Instead, try
to lower the angle of the introducing needle or change the
orientation of the bevel of the introducing needle.
After the catheter has been successfully threaded,
secure it! You may remove the prep solution with sterile
saline, swab the area with a clear adhesive, attach steri-strips
to the skin and catheter, cover the catheter with a sterile
gauze dressing and then cover the catheter with a clear
occlusive dressing.
Make sure to inject additional fluid (you may prefer a
local anesthetic solution) through the catheter after it is
placed to ensure its patency. It is much easier to adjust the
catheter when you first put it in than to adjust it later.
The patient should be given an appropriate loading
bolus of local anesthetic to initiate the block.
The continuous infusion is usually started 2-4 hours
after the initial loading bolus, depending on the initial
local anesthetic used. For outpatient applications, you may
use 0.2 percent ropivacaine. These solutions are then infused
at a rate of 4-6 cc/hour with a 2 cc patient-controlled bolus
every 30 minutes. If patient-controlled bolus mode is not
available, a higher basal infusion rate will be required.

1.
2.
3.
4.
5.
6.
7.
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anesthetic for a specified amount of time. In this pilot
study, they reported no complications and low opiod-related side effects with this therapy.
The choice of equipment and infusion are critical in the
success of continuous peripheral nerve blocks in the outpatient setting. There are advantages and disadvantages for
each type of infusion device. Balloon pump technology is
simple and easy to explain to the patient. The main disadvantage of this technology is the inaccuracy of the infusion
rates and the inability to give patient-controlled boluses.6
Battery-powered mechanical pumps that allow patient-controlled boluses are more complicated to explain to patients

but have inherently more safety because of the lower infusion rates.7 Continuous infusion of peripheral nerve blocks
at a high basal infusion rate can lead to higher local anesthetic blood levels when compared to intermittent boluses
that use the same mass of drug.8 The preferred mode of
infusion is low basal infusion with intermittent patient controlled boluses.
Singelyn has studied the mode of infusion delivery in
patients following shoulder, hip and knee surgery. He has
found increased patient satisfaction and decreased local
anesthetic consumption when the low-dose basal infusion
with patient-controlled bolus mode is compared to high

Table 2: Instructions for At-Home Continuous Catheter Patients*
1) You are receiving local anesthetic through a small
catheter near your nerves to help with your pain after
surgery. This may not take away all of your pain but should
help greatly. You may take your pain medicines as prescribed
by your doctor. The nurse will review this with you. The local
anesthetic will initially make your arm or leg very numb. Over
time, this degree of numbness will decrease, but usually your
arm/leg is not normal until the catheter is removed. Because
your arm or leg will not function normally, YOU SHOULD
NOT DRIVE.
2) The doctors and nurses will review the pump instructions with you. If you have any problems with the pump, call
the technical support number or the number the doctor has
given you.
3) Complications that could potentially occur include:
• The catheter may fall out. If this occurs, make sure
to take some of your pain medicine and turn the pump
off.
• Fluid may leak around the catheter. You can
change or reinforce the dressing if necessary. This is
usually not a problem.
• The catheter may migrate into a blood vessel and

cause high levels of local anesthetic. Symptoms of
high levels of local anesthetic may include:
• Drowsiness
• Dizziness
• Blurred vision
• Slurred speech
• Poor balance
• Tingling around lips/mouth
• Other
4) If you have a leg catheter, you should:
• not walk without crutches or someone helping you.
• keep your immobilizer or splint on unless doing
therapy.
5) If you have an arm catheter, you should keep your
arm in a sling unless doing therapy.
6) Call your physician for medical assistance if any of the
following symptoms occur:
• Unusual drowsiness
• Uncontrollable pain
• Uncontrollable vomiting

*Based on University of Florida-Gainesville program for at-home continuous peripheral nerve analgesia.
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basal infusion rate or patient
Included in these instruccontrolled intermittent
tions are absolute prohibi“Continuous peripheral nerve block is
boluses with no basal infutions about driving. Unassion modes.9-11 The lower
sisted ambulation is prohiban exciting area of analgesia in its
local anesthetic consumpited for patients with lower
infancy.… The improvement in
tion is particularly imporextremity catheters. They
tant for outpatient therapy
are given several telephone
patient satisfaction, rehabilitation and
where the length of therapy
numbers for any problems
is frequently determined by
that may arise. Postoperalow complication rates should
the local anesthetic contively they are contacted on
encourage continued development of
sumption rate. It is impracthe evening following
tical for patients to carry
surgery and then daily therethese techniques.”
volumes greater than 500 cc
after. The patients can be
because of weight coninstructed over the telestraints. Therefore, a patient receiving 10 cc per hour will phone to remove the catheter or they can return to the
only have enough infusate to last for two days as compared ambulatory center for removal. Documentation of the
to four days for a patient receiving 5 cc per hour.
daily telephone contacts are kept in the patients’ charts in
The choice of local anesthetic for outpatient continuous the ambulatory facility.
peripheral nerve blocks is also important. Recently,
Continuous peripheral nerve block is an exciting area of
Borgeat compared the use of 0.2 percent ropivacaine to analgesia in its infancy. There have been remarkably few
0.15 percent bupivacaine for infusion after major shoulder complications attributed to these techniques.18,19 This may
surgery.12 He found that infusions of low-dose ropivacaine be related to the relatively small number of practitioners
preserved hand strength better than infusions of low-dose currently using the techniques. The improvement in
bupivacaine. This confirms a previous study comparing patient satisfaction, rehabilitation and low complication
epidural ropivacaine to epidural bupivacaine in volunteers. rates should encourage continued development of these
In this study, motor strength of the lower extremity was techniques.
preserved in the ropivacaine group as compared to the progressive motor block observed in all the bupivacaine References are available from the ASA Executive Office
groups.13
or on the ASA Web site <www.ASAhq.org/NEWSLETTERS/
Many of the blocks that are commonly performed as homepage.html>.
single-shot blocks are amenable to continuous catheterization, including axillary approaches, interscalene, popliteal
and lumbar plexus.2,14-16 Several “tips for success” are listed in Table 1 (page 8). Emphasis on sterile technique and
low-stimulation amperage are keys to successful application of these techniques. Direct application of a catheter
into a wound bed also has been shown to provide effective
analgesia following iliac bone crest harvesting.17 Although
marketed heavily, no studies to date have been published
on the use of intra-articular catheter placement for outpatient analgesia.
At the University of Florida-Gainesville, we have a program for at-home continuous peripheral nerve analgesia
that emphasizes patient education and close follow-up.
Patients are given detailed instructions about both the
pump and the potential side effects [Table 2, page 9].
10
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Regional Anesthesia for Office-Based Surgery
Richard W. Rosenquist, M.D.

ffice-based surgery has experienced a dramatic ics. Knee surgery may be performed with lumbar plexus,
growth in the past 10 years. This has been driven by a femoral or femoral/sciatic nerve block combinations. Foot
number of factors, including managed care, cost, reim- and ankle surgery may be performed using femoral/sciatic,
femoral/popliteal, saphebursement, and patient and
nous/popliteal, ankle block
surgeon convenience. The
or metatarsal block.2 Each
transition to office-based
“The choice of regional anesthetic
technique should be caresurgical settings has not
fully chosen to cover the
been without problems.
technique, local anesthetic and adjuentire area involved in the
The issues of adequate
vant drugs must take into consideraplanned surgical procedure.
facilities, equipment, staff
It should also be planned in
expertise and transfer of
tion the location of the planned
accordance with the
care to a local hospital in
surgery as well as the goals of the
expected duration of the
the event of complications
procedure so that the
have been challenging.
surgery and postoperative period. ”
inability to move or the
The occurrence of patient
need to void does not affect
death during office-based
the technical success of the
surgery has led to a growth
in facility certification and guidelines for provision of care regional anesthetic.
In the hands of capable and experienced practitioners
and types of surgical procedures to be performed. All of
these circumstances have resulted in a search for the ideal using paresthesia or nerve stimulator techniques, performeans of providing anesthesia for office-based surgical mance time is minimal and the success rate of regional
procedures. The objectives of this search are safety, effica- anesthesia is high.3,4 However, even in the most expericy, minimal side effects and adequate postoperative analge- enced hands, success rates are not 100 percent. This can be
directly affected by the time allotted for the block to set up
sia.
In patients undergoing extremity surgery, regional anes- after delivering the local anesthetic. Failure to allow adethesia meets many of these goals, including satisfactory quate time is a means of ensuring failure. A contingency
operating conditions, maintenance of spontaneous respira- plan for failed or incomplete blocks must be available for
tion, decreased nausea and vomiting postoperatively, and each patient. This plan must allow for supplementation of
prolonged analgesia facilitating rapid postoperative recov- the block or a seamless and uncomplicated transition to
ery and discharge.
general anesthesia if needed.
The choice of regional anesthetic technique, local anesRegional anesthesia provides its most dramatic benefits
thetic and adjuvant drugs must take into consideration the in the recovery room. The need for minimal amounts of
location of the planned surgery as well as the goals of the centrally acting drugs to provide sedation decreases recovsurgery and postoperative period. Is there a need for rapid
recovery to facilitate neurologic evaluation or prolonged
analgesia? Will the affected limb be required for ambulation?
Regional anesthesia techniques are particularly suited to
providing anesthesia and analgesia for extremity surgery.
In patients undergoing shoulder or upper arm surgery,
interscalene block is an extremely useful technique.1 In
patients undergoing surgery of the elbow, forearm or hand, Richard W. Rosenquist, M.D., is Assoanesthesia may be provided using a Bier block or supra- ciate Professor of Anesthesia and
clavicular, infraclavicular, axillary or mid-humeral Director of the Pain Medicine Diviapproaches to the brachial plexus. Patients undergoing sion, University of Iowa, Iowa City,
lower extremity procedures may receive neuraxial anesthet- Iowa.
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“It is in the recovery room that regional anesthesia provides its most dramatic benefits. The need for minimal
amounts of centrally acting drugs to
provide sedation decreases recovery
time.”
ery time. The absence of pain upon arrival to the recovery
room may reduce or eliminate the need for opioid analgesics and minimize the risk of side effects such as nausea
and pruritus. This facilitates the meeting of discharge criteria and shortens the time spent in the recovery room. In
some cases, patients may be sent home with infusion
pumps that allow continuous or intermittent infusion of
local anesthetic along a nerve plexus to provide postoperative analgesia.5,6
The patient with ongoing anesthesia/analgesia at the time
of discharge must be educated regarding the potential risks
associated with loss of position sense and sensation such as
pressure on the affected limb or inadvertent trauma that
might go unnoticed in the presence of persistent blockade.
All patients should be monitored during performance of
regional anesthesia techniques in accordance with ASA
standards. In addition, all blocks must be performed in a
facility capable of treating potential complications such as
intravenous injection with resulting seizure, cardiac toxicity, hypotension or pneumothorax.
One example of the successful utilization of regional
anesthesia in the office-based setting may be seen at the
Fox Valley Orthopaedic Institute in Geneva, Illinois. This
large orthopedic group performs the majority of its outpatient surgical procedures in two operating rooms located
within its office facility. Regional anesthesia is used for
approximately 98 percent of the surgical procedures.
Under the direction of Linda S. Gregg, M.D., the safe and
reliable performance of regional anesthesia in combination
with its inherent benefits has led to widespread acceptance
among the patients and the surgeons. In addition, Dr.
Gregg has given a number of informational lectures in the
community outlining the benefits of regional anesthesia.
12

The institute is well known in the Fox Valley area of Suburban Chicago, and the surrounding community has come
to expect regional anesthesia for surgical procedures performed at the institute.
These techniques provide a safe and effective means of
providing anesthesia for office-based surgical procedures
of the extremities. Regional anesthesia provides unique
benefits and should be strongly considered for routine use
in the office-based surgical setting.
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Lower Extremity Nerve Blocks – An Update
Admir Hadzic, M.D.
Jerry D. Vloka, M.D.
fter a relatively dormant period of several decades,
there is a significant resurgent interest in peripheral
nerve blockade.1 This has been accompanied by research
in the field as well as availability of better equipment for
regional anesthesia. Peripheral nerve blocks are ideally
suited for lower extremity surgery because of the peripheral
location of the surgical site and the potential to block pain
pathways at multiple levels. Properly conducted peripheral
nerve blocks avoid hemodynamic instability and pulmonary complications, and facilitate postoperative pain
management and timely discharge. This short overview
provides an update on recent developments in lower
extremity neuronal blockade.

A

Lumbar plexus block
This technique consists of inserting an insulated needle
attached to a nerve stimulator 4 cm lateral to the midline at
L3/L4 level. Upon contacting the transverse process, the
needle is “walked off” the process to elicit twitches of the
quadriceps femoris muscle. Once the twitches are obtained
at approximately 0.5 mA, 25-30 ml of local anesthetic is
injected.2 This results in layering of local anesthetic within
the sheath of the psoas muscle and blockade of the entire
lumbar plexus.I The resulting block confers anesthesia to
the hip, antero-lateral and medial thigh and medial skin
below the knee. A combination of lumbar and sacral
plexus blocks can be advantageous over neuraxial anesthesia for a wide variety of lower extremity procedures in
patients in whom hemodynamic stability is important.

Lumbar and lower thoracic paravertebral block
Paravertebral block is commonly accomplished through
four to five injections of local anesthetic alongside the
para-vertebral space. The technique consists of inserting
the block needle 2.5 cm lateral to the midline at T11
through L3 levels. Upon contacting the transverse
process, the needle is “walked off” the process and
advanced 1 cm deeper to inject 5 ml of local anesthetic at
each level.
Complete anesthesia and postoperative analgesia is a
norm for inguinal hernia repair when a combination of
lumbar and lower thoracic paravertebral blocks are used.
In a study by Klein and colleagues, surgical anesthesia
occurred 15-30 minutes after injection of 5 ml of 0.5 percent bupivacaine with 1:400,000 epinephrine. With this
technique, 75 percent of patients were pain-free more than
10 hours after surgery.3 However, the same precautions
with regard to hemodynamic monitoring should be used
with lumbar paravertebral block as with epidural
anesthesia.

Macaire P. Lumbar plexus block. <www.nysora.com> guest
contributors, 2000.

Ilioinguinal and lateral femoral cutaneous nerve
of thigh blocks
Ilioinguinal blocks provide effective analgesia after
inguinal hernia repair. Injections of 0.25 ml/kg ropivacaine result in safe plasma concentrations of ropivacaine
that peak at 30-45 minutes. It should be remembered that
a femoral nerve block may occur after ilioinguinal field
infiltration for inguinal herniorrhaphy. The mechanism
likely involves the tracking of local anesthetic in the plane
between the transversus abdominus muscle and the transversalis fascia laterally to the tissue plane deep to the iliacus fascia that contains the femoral nerve. Involvement of
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the femoral nerve has important implications, particularly
in the day-surgery environment and when long-acting
local anesthetics are used.

provide better consistency and to allow its use in patients
who cannot assume the prone position. A study comparing
the posterior to lateral approach to the popliteal block confirmed the comparable efficacy of both techniques in
Femoral nerve block
patients undergoing lower extremity surgery.9 While the
Femoral nerve block is an excellent anesthetic option lateral approach may be technically more demanding,
advantages are a more
for many outpatient proceconvenient patient posidures.4 A precise location
of the femoral nerve with a
tioning and ease of
“In the practice of peripheral nerve
nerve stimulator and a precatheter placement. Inserdictable relationship of the
tion
of
continuous
blocks, significantly higher doses and
femoral nerve to the
catheters and infusion of
volumes of local anesthetics than in
femoral artery at the
local anesthetics are useful
femoral crease level allows
in patients undergoing
neuraxial anesthesia are typically
an almost 100-percent sucextensive foot surgery.
cess rate for surgical anesused.
Consequently,
the
issue
of
systhesia.5
New long-acting local
temic toxicity of local anesthetics is of
anesthetics in lower
Sciatic nerve block
extremity
blocks
special concern.”
The anterior approach
In the practice of
to the sciatic nerve block
peripheral nerve blocks,
has several important
significantly higher doses
advantages over the posterior or lithotomy approaches. It and volumes of local anesthetics than in neuraxial anesthecan be performed with the patient in the supine position. In sia are typically used. Consequently, the issue of systemic
the anterior approach, the needle is inserted through the toxicity of local anesthetics is of special concern. The
antero-medial thigh, inferior to the inguinal ligament and industry has focused on the development of long-acting
advanced posteriorly toward the sciatic nerve that lies local anesthetics with a wider margin of safety. It is reladirectly behind the femur. A modification of Beck’s anteri- tively well-established that ropivacaine is less potent than
or approach to sciatic nerve block using simplified land- bupivacaine when used in epidural and spinal anesthesia.
marks may significantly facilitate nerve localization.6 However, ropivacaine and bupivacaine seem to be equipoInternal rotation of the leg in the hip joint may further facil- tent over a wider range of concentrations when used in
itate the ability to reach the sciatic nerve through this peripheral nerve blockades. For instance, in patients
approach.7 Both the parasacral and posterior approaches to undergoing total knee arthroplasty under lumbar plexus
sciatic nerve blocks can be used to provide analgesia reli- /sciatic blocks, Greengrass et al. compared 0.5 percent
ably through a continuous infusion of local anesthetics ropivacaine with 0.5 percent bupivacaine and found that
after insertion of an indwelling catheter.
the onset times and success rates were identical. However,
the sensory block with bupivacaine lasted four hours
Popliteal block
longer.2 When used for 3-in-1 blocks, 20 ml of ropivacaine
Popliteal block (block of the sciatic nerve in the (0.5 percent) or bupivacaine (0.5 percent) result in similar
popliteal fossa) is an excellent anesthetic choice for foot sensory onset times and quality of blockade.
and ankle surgery. When used as the sole anesthetic,
The lower potential for serious cardiotoxicity after an
popliteal block provides superb anesthesia and prolonged inadvertent intravascular injection is an important advanpostoperative analgesia; it allows the use of a calf tourni- tage of ropivacaine over bupivacaine in peripheral nerve
quet and is devoid of the systemic or local complications blockade.10 Other advantages are a more rapid clearance,
seen with general, spinal or epidural anesthesia.8
more predictable duration of blockade, faster block onset
Recently this technique has been revised significantly to and less pain on injection. Future studies are needed to dis14
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cern the effects of epinephrine and increasing concentrations of ropivacaine on block onset, quality and duration.
The opportunity to interrupt pain pathways at multiple
anatomic levels and the ability to provide excellent operating conditions without undue sedation or obtundation make
specific peripheral nerve blocks ideally suited for surgery
of the lower extremity. A low incidence of perioperative
complications, superb postoperative analgesia and
increased operating room efficiency have accounted for the
substantial resurgence of interest in these techniques. Consequently, many traditional nerve block techniques have
been significantly modified to better fit the domain of modern surgery. The introduction of long-acting local anesthetics with better safety profiles and better equipment for continuous techniques have further expanded the utility of
peripheral nerve blocks. These developments, coupled
with an increased emphasis on teaching of regional blocks
by anesthesiology residency training programs and organized anesthesiology societies, are likely to result in a
wider use of these techniques in the years to come.II
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Where Have All the Anesthesiologists Gone? Analysis of the
National Anesthesia Worker Shortage
Gifford Eckhout, M.D.
Armin Schubert, M.D.
nyone who has tried to recruit a new anesthesiologist
lately has experienced part of a nationwide phenomenon: Both physician and nonphysician anesthesia personnel are in short supply. As a result, starting salaries are on
the increase, recruiting specialists are working overtime,
and department chairs are struggling with recruitment and
retention of anesthesia personnel.

A

How did we get here?
In 1994, ASA commissioned a report by Abt Associates
on future employment needs in anesthesiology. The report
made several assumptions, which in hindsight were not
accurate. This included operating room utilization of 90
percent, no growth in surgical procedures (despite an aging
population and surgical advances) and unabated use of
physician extenders. Based on different scenarios of physician intensity, Abt predicted an oversupply of anesthesiologists for the foreseeable future. At the same time, the Clinton Administration started discussions of large-scale health
reform and the Accreditation Council for Graduate Medical
Education in 1994 recommended limiting the total number
of residents to 110 percent of the previous year’s U.S. medical graduates and limiting specialist training to 50 percent
of all positions. Medical school deans, seeing the writing
on the wall, discouraged graduating students from pursuing
specialties such as anesthesiology.
As a result, CA-1 positions decreased dramatically from
1,873 in 1994 to 745 in 1996. Moreover, the number of
American medical graduates (AMGs) entering anesthesiology began a precipitous decline. The percentage of graduating anesthesiology residents from U.S. medical schools
dropped from 87 percent in 1994 to 43 percent in 2000. In
the same time frame, the number of accredited anesthesiol-
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ogy programs decreased substantially.
It is no wonder, then, that the number of actively practicing anesthesiologists in the United States is increasing at
a snail’s pace. Government and American Medical Association (AMA) statistics indicate a substantial slowing of the
growth rate of anesthesiologists’ labor supply from approximately 3.6 percent in the early 1990s to 0.6 percent during
1998.1,2 This sluggish growth rate is echoed in the membership growth rate of ASA, with only 256 new active
members added in 1999. Simultaneously, advances in surgical health care and an aging population ensured a substantive increase in operative procedures. The number of
people in the United States over 65 increased by 11 percent
in this time period, and those above age 85 increased by an
astounding 34 percent! The inpatient procedure rate in the
elderly population is approximately three times that of the
general population (4,469 versus 1,519 per 10,000 population).3 As a result of such powerful trends, operative procedures have increased substantially and have grown out of
proportion to the increase in active anesthesiologists.
Where do we stand now?
A curtailed supply of anesthesiologists and the evergrowing demand for surgical health care have brought
about the current national anesthesiologist shortage. We
have attempted to quantify this shortage and predict the
extent of the shortfall over the next five years.
In order to quantify current supply and demand, we
assembled information about the requirements for anesthesiologists during the past decade from several sources. The
workforce was estimated using published health demographic data from federal agencies and AMA as well as
membership data from ASA. Federal statistics on the num-
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ber of practicing anesthesiologists are only available until
1998; we estimated anesthesiologist supply in 2001 based
on the number of graduating residents and fellows, adjusting for trainees with J-1 status.
We assumed that neither a shortage nor an oversupply
existed in 1994. Demand for anesthesiologists was indicated by the number of inpatient nonfederal, short-stay hospital “procedures” reported by federal agencies. We extrapolated demand using a hypothetical 2 percent or 3 percent
yearly growth rate after reviewing procedure growth rates
in the mid 1990s, procedure rates for the elderly and population aging trends.
We based our estimate of anesthesiologist supply for
2001-03 on the estimated current supply and by the projected graduation rates of residents currently in training.

We assumed that the attrition rate during residency, recently estimated to exceed 10 percent, would decline to its historical level of 3 percent over the next five years.4. We reasoned that the number of pain fellows trained each year
will not increase from current levels and that about half
will be available to provide anesthesia care. Each year
after, AMGs were assumed to increase by 15 percent and
international medical graduates (IMGs) to remain at 500
trained each year.
We believe the fraction of female anesthesiologists in
the labor force will grow by about 1 percent each year,
which approximates the gender composition of current
medical school classes. A proportion of this component of
the labor force may be lost because of part-time status.5
Currently, women account for about 20 percent of ASA

Figure 1: Current and predicted physician anesthesiologists available in the workforce compared

Figure 1: Current and predicted
physician anesthesiologists
available in the workforce compared. Available in the Workforce compared with estimated
demand for anesthesia services,
based on 2 percent or 3 percent
growth rate of demand (see text).
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members, 28.6 percent of all anesthesiology residents in
19996 and 46 percent of entering medical students in 2000.7
We estimated retirement rates based on the assumption
that anesthesiologists will generally retire at age 65 and on
the age distribution of active ASA membership, which
shows that loss due to retirement will increase from 300
per year currently to about 800 per year in 10 years.
Our model [Figure 1] indicates a current 4- to 12- percent shortage of anesthesiologists, depending on the
assumption of a 2- or 3-percent increase in annual demand.
The current shortfall amounts to approximately 1,4004,000 anesthesiologists nationwide. If demand continues,
the shortfall could increase to 9-22 percent by 2005, representing a shortage of at least 3,500 and as many as 7,900
anesthesiologists.
Are these estimates reasonable?
A survey conducted last fall by the Massachusetts Society of Anesthesiologists found 16 of the 55 responding
anesthesia departments delayed elective surgery due to
worker shortages, while eight had delayed urgent and
emergent surgery. Twenty-one departments had limited or
discontinued pain management services. Eighty percent of
departments were recruiting, with a total of 86 vacant positions, of which 90 percent had been vacant for more than a
year. In Massachusetts, a 10-percent shortage has been
estimated, which would amount to about 3,500 anesthesiologists when extrapolated nationwide.
Anesthesiology position advertisements in Anesthesiology have increased from 42 monthly in 1995 to 137 per
month in 2000. A survey of academic anesthesiology
departments conducted by the Society of Academic Anesthesiology Chairs (SAAC) and the Association of Anesthesiology Program Directors last August showed an average
of 3.8 anesthesiologist and 4.0 nurse anesthetist positions
vacant per department alone; this translated into a combined
deficiency of nearly 900 positions in academic
departments.8 Since academic anesthesiologists make up
less than 25 percent of the total workforce, an estimate of
the total shortage of 2,000-2,500 based on the SAAC data
might be reasonable.
Extenders, such as nurse anesthetists and anesthesiologists’ assistants, are seen by some as a remedy for the
shortage. We see this as unlikely for the following reasons.
Nursing as a profession is experiencing increasing difficulties with recruitment. Nurse anesthesia programs have
18

decreased, and the proportion of nurse anesthetists close to
retirement age is increasing. Of all nonphysician clinicians
studied, nurse anesthetists were the only group projected to
decline in the next two decades.9 Anesthesiologists’ assistants are only a small group and still labor under licensing
issues and a dearth of training programs.
Our model indicates that the cumulative shortage of
anesthesiologists is now 1,400-4,000, depending on
assumptions about growth. Based on the supporting information discussed, these estimates are likely to bracket the
“true” shortage.
Several factors could change this analysis. These
include the potential limitation of growth in surgical activity from lack of personnel (anesthesia and other providers),
changes in economic climate that could decrease demand
for certain elective surgery, and global changes in the
health care environment limiting access to surgical procedures — otherwise referred to as “rationing.”
Where do we go from here?
Our analysis of the current supply and demand of anesthesiologists led us to conclude that the present short supply of anesthesiologists will continue well into the next
decade. It supports the notion of a protracted shortfall of
anesthesia “providers” so aptly portrayed in a recent ASA
NEWSLETTER editorial.10
Data from the National Resident Matching Program
indicate that more physicians will become available during
the next five to 10 years. Since physicians work more
hours per week and provide a wider variety of services
(e.g., pain management, intensive care, postoperative care),
it is anticipated that physician anesthesiologists will predominate in the anesthesia workforce in the foreseeable
future.
Given the dramatic market forces in anesthesia worker
supply, economic incentives alone should draw significant
numbers of AMG applicants to anesthesiology. We need to
encourage the best and brightest medical students to choose
our specialty. We need to embrace the diversity offered by
interested and qualified IMGs in pursuing anesthesiology
training. We need to examine the number of anesthesiology
training positions to ensure that anesthesiologists will continue to meet the astounding needs of our growing elderly
population. Based on the anesthesiologist workforce model
we have developed, we project a need to graduate more than
three times the number of current residents by 2005 to keep
American Society of Anesthesiologists NEWSLETTER

up with demand for and attrition of anesthesiologists!
In conclusion, we see a current and sustained shortage
of anesthesiologists. Only by planning systematically for a
steady, substantial and sustainable rebound in anesthesiologist supply will we be able to avoid another debacle of
failed workforce predictions and supply-and-demand
imbalances that have so severely affected the lives of our
colleagues and leaders in anesthesiology.
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The City That Time Won?t Forget
The 2001 ASA Annual Meeting will be held in New
Orleans, Louisiana, October 13-17. To acquaint newcomers and seasoned veterans with New Orleans, we present
this historical synopsis of the city.
y all intents and purposes, New Orleans shouldn’t even
exist. After all, it’s built on mud, it’s been ravaged by
floods, beaten with hurricanes, swept by fires and decimated by wars and plagues. And since its first days, New
Orleans has embraced a steady influx of varying ethnic
influences that, seemingly, would threaten a city’s identity.
But it was all those vastly different influences that gave
New Orleans its identity. It was those floods, hurricanes,

All Images are copyright New Orleans Metropolitan Convention and Visitors Bureau, Inc.
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wars and its precarious perch on a swamp that ultimately
made New Orleans so alive.
The city’s identity was not given to it by the French, the
Spanish, Creoles, Africans or Cajuns. New Orleans’ identity represents something larger than ethnic groups or the
devastating effects of a natural disaster. New Orleans is
synonymous with the human spirit, the propensity for people to persevere. But even more important than persevering is to persevere while having fun. And that’s just what
the City That Care Forgot has done. For the visitor to New
Orleans, that indomitable spirit and endless diversity can
make for a colorful and memorable time.
The Flow of Time
New Orleans owes its existence to the Mississippi
River. In the early 1700s, the French realized that control
of the Mississippi was crucial for controlling much of the
economics of North America. Early French engineers
thought the idea of putting a city on a swamp at the very
mouth of the mighty Mississippi was foolish, but the Scottish Minister of Finance for France, John Law, got his way,
and the city was born on a tract of muddy and temperamental land hitherto home only to alligators and mosquitoes.
Critics scoffed, of course, but the city grew, and the seeds
of determination were planted.
One of the first tests of that determination was the great
fire of 1788. It was in that year that night winds spread
relentless flames which engulfed the city, leaving almost
nothing standing. After the fire, New Orleans became
something of an unwanted orphan. But the citizens rebuilt,
and what started out as an almost comical gathering of mud
huts and inhospitable swamplands turned quickly into one
of the most glamorous and richest cultural centers in the
world.
Before the rebuilding, Louis XV of France gave
Louisiana to Charles III of Spain due to France’s monetary
problems. New Orleans was then rebuilt with a strong
Spanish flair that exists today. But soon after, the city was
given back to France in 1800, then was sold to the United
States for $15 million in 1803. Amazingly, New Orleans
was the wealthiest city in the United States by 1860.
During its rise in the early- and mid-1800s, the city
began to get something of a reputation for leisure, loose
inhibitions and, well, fun. Bordellos and gambling houses
were common, and people arrived in droves to do business
and partake of the action. There were more catastrophes,
American Society of Anesthesiologists NEWSLETTER

of course: Yellow fever killed thousands, hurricanes and
floods destroyed lives and architecture, and the city’s economy went sour after the Civil War. But the city’s spirit
would never be seriously shaken. The spirit that was New
Orleans was much bigger than any flood, fire or disease.
New Orleans’ citizens took every change in stride.
This is where, in the modern age, New Orleans differs
from every city in the nation, and possibly the world.
Progress has come to New Orleans: It continues to be a
major economical and technological force in the world
economy. There is a timelessness in this city, however, that
makes it unique. Hundreds of years of diversity and adversity have given New Orleans a character that it is not willing to give up. It’s almost as if the city itself has learned
something through the years, something about how life
should work. People in New Orleans know how to live,
and that’s why people continue to come here. The visitor
to modern-day New Orleans will find history, friendly culture and a sense of joy and fun unparalleled in any other
city.
Things You Don’t Want to Miss
In a sense, the French Quarter is New Orleans. Constant media and tourist attention makes the French Quarter
one of the most popular attractions in the world. This relatively tiny section of the city certainly is like no other place
in the world. Worn and narrow streets are lined with twoand three-story French- and Spanish-inspired businesses
and homes. A casual walk down any French Quarter street
gives the visitor the impression of being in a movie set or
place where time has slowed down or even stopped. One
would be hard-put to wander more than a block in the
French Quarter without coming upon a bakery selling
bread, a restaurant dishing up its own recipe of gumbo or a
shop selling original Creole folk art.
Then, of course, there is always Bourbon Street. Twenty-four hours a day, seven days a week, Bourbon Street
bustles with tourists of all ages, vendors, street hawkers,
musicians and anyone looking to cut loose or just ogle
those cutting loose. The choice is up to you in the
French Quarter — one can have a quiet, romantic
stroll or partake in rowdy 24-hour celebration.
One thing hardly anyone can avoid in the French
Quarter is music. Jazz was born here in the early
1900s — and never left. Some of the most
famous and respected jazz and blues clubs in
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the world call New Orleans home. The celebration that is
jazz can be heard on every street corner where someone is
willing to play and someone is willing to listen. In New
Orleans, someone is always willing to do either or both.
Food in New Orleans is a celebration. The city is home
to some of the most highly regarded restaurants on earth.
Everyone, rich or poor, has to eat, and in New Orleans
everyone eats well. Entire books could be written about
which ethnic group contributed what ingredient to the vast
New Orleans palate. Native Americans brought herbs and spices,
West Indians peppers and allspice, Germans brought bread,
Croatians oysters, and the
Acadians brought Cajun
cooking. But the visitor
should not concern him
or herself with history: Food is to be enjoyed in
New Orleans. Whether dining at a
five-star, world-class restaurant or
eating a po-boy with the
locals, the culinary
delights in this city
might just be the
highlight of
your trip.

Although
the
French
Quarter, for good
r e a s osymboln ,
oftentimes
izes what New
Orleans is all
about, there is
plenty to do out-
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side its boundaries. For $1.25 you can observe a beautiful
and historic 13-mile swath of the city in a movable museum. The city’s famous olive-green St. Charles Streetcar
line is the oldest continuously operating street railway system. The slow, rumbling, clanking route along St. Charles
Avenue offers some of the most gorgeous sights in the city.
Huge, ancient oak trees line a street that meanders between
row after row of colorful antebellum mansions.
Despite its vibrancy and joie de vivre, New Orleans is
also famous for its dead. At the Metairie and St. Louis
cemeteries, visitors can witness one of the more unique
burial traditions. Because of the city’s inhospitably wet
location, the dead were frequently buried above ground, as
conventional coffins had a tendency to float back to the
surface. This rather morbid fact eventually led to the building of elaborate above-ground graves dubbed “cities of the
dead.” Tours of some of New Orleans’ 42 cemeteries are
very popular activities in the city. Plantation and swamp
tours are also popular and go a long way toward elucidating just how much of an oasis New Orleans really is in the
midst of uncharted wilderness.
Perhaps the essence of what New Orleans is can be
summed up by its annual Mardi Gras celebration. “Celebration” doesn’t even begin to describe what takes place
during Mardi Gras. There are some interesting numbers,
though: A recent study released by the University of New

Orleans estimated that Mardi Gras generates more than
$840 million annually. For one day out of the year, revelers dress in gaudy regalia, watch an endless stream of
parades and eat and drink, often in
excess. But the spirit of Mardi Gras
is alive every minute in this city.
Mardi Gras is a celebration of life,
a tribute to the joys of living.
Mardi Gras is an attitude, a positive affirmation that life will go on,
and go on with a bang. That attitude and positive affirmation
never leaves New Orleans,
even during the other
364 days of the year.
What else would you
expect from a prosperous, worldclass city that
wasn’t even
supposed to
exist?

Plans Under Way for 2001 ASA Annual Meeting in New Orleans
he 2001 ASA Annual Meeting will be held October 13-17 in New Orleans, Louisiana. ASA members and their spouses or guests are invited to attend.
Registration and hotel reservation forms will be mailed
to ASA members in June.
The New Orleans Hilton and the New Orleans Marriott will serve as co-headquarter hotels for the ASA
Annual Meeting. All meetings of the House of Delegates and reference committees will be held at the Marriott. Breakfast panels also will be held at the Marriott.
The Morial Convention Center is the location for the
52nd Annual Refresher Course Lectures that will be presented on Saturday and Sunday, October 13-14. The sci22

entific papers, panels, Clinical Forum, the Emery A.
Rovenstine Memorial Lecture and the Lewis H. Wright
Memorial Lecture also will be held at the Morial Convention Center. All scientific, technical and art exhibits will
be open from Sunday through Tuesday, October 14-16,
at the Morial Convention Center.
Spouse activities will be held at the convention center
and Hilton Hotel. Hospitality rooms, where coffee and
soda will be served throughout the day, will be located at
the center and Hilton. Tickets for social activities will be
sold in the registration area at the Morial Convention
Center.
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WHAT’S NEW IN …

…The Wood Library-Museum of Anesthesiology: WLM Dedicates
Curator’s Room in John Lundy’s Honor
Douglas R. Bacon, M.D., Trustee
Wood Library-Museum of Anesthesiology
he Wood Library-Museum of Anesthesiology (WLM)
and ASA dedicated the curator’s office in a ceremony
presided over by President Neil Swissman, M.D., at ASA
headquarters on Friday, March 2, 2001. The late John W.
Pender, M.D., who died February 18, 2001, made a most
generous gift this past December to endow the room in
memory of his mentor, John S. Lundy, M.D., and to recognize the Mayo Clinic’s contribution to anesthesiology. The
donation was also intended to help maintain the WLM’s
Living History Collection, named in Dr. Pender’s honor.
“We will remember John W. (Bill) Pender for the many
things that he did to make the field of anesthesiology better
for all of us,” said friend Elliott V. Miller, M.D.*
Dr. Lundy arrived at the Mayo Clinic in 1924 at the invitation of William Mayo to teach regional anesthesia and
anatomy. Dr. Lundy seized this opportunity and turned the
department of anesthesiology at the Mayo Clinic into one of
the few centers of postgraduate education in anesthesiology
before World War II. In the late 1920s, Dr. Lundy described
and popularized the use of barbiturates in anesthetizing
patients. Dr. Lundy was also a founding member of the
American Board of Anesthesiology (ABA) and the president of the Section on Anesthesiology of the American
Medical Association for the first 14 years of its existence.

T

From left, ASA President Neil Swissman, M.D., is joined by Mark
A. Warner, M.D., and Alan D. Sessler, M.D., in hanging the
plaque to commemorate the late John S. Lundy, M.D.

Many other distinguished anesthesiologists have trained
and taught at the Mayo Clinic. Seven of these physicians
have become presidents of ASA, 10 have been or are directors of ABA, three have been awarded the ASA Distinguished Service Award and two have received the ASA
Excellence in Research Award. Nine members of the
Mayo department have served on the editorial board of
Anesthesiology, including one editor-in-chief, while five
have served on the editorial board of Anesthesia & Analgesia, with one of the five being named editor-in-chief.
These physicians will be commemorated in the Mayo Clinic Room with a plaque bearing their names.
Dr. Pender ’s obituary appears with this article at
<www.ASAhq.org/NEWSLETTERS/>.
*

Immediate Past President Ronald A. MacKenzie, D.O. (left), Alan
D. Sessler, M.D. (center), and Adolph H. Giesecke, M.D., during
the dedication of the Mayo Clinic Room. Photography by The
Apple Group.
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Douglas R. Bacon, M.D., is Associate
Professor of Anesthesiology, Mayo
Clinic, Rochester, Minnesota.
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PRACTICE MANAGEMENT

oth anesthesia and pain medione or two times per hour
cine present particular billing
will be adequate.
ambiguities that raise red flags for
Medicare and some private pay4. Billing for initiation of veners. Hal Nelson, vice president of
tilation settings (94656) for
anesthesia compliance in Per-Se’s
patients who have undergone
Atlanta office, is a senior member
bypass surgery (00562). Iniof the anesthesia staff and has
tiation of vent settings is part
compiled “top 10” lists of billing
of the anesthesia service and
errors, based on his own experithus not billable.
ence and the types of questions
Karin Bierstein,
received from carriers. Per-Se
5. Billing for fiberoptic intubaAssistant Director of Governmental
Technologies counts more than
tion as a separate line item
Affairs (Regulatory)
2,500 anesthesiology providers
(codes 31575, 31622). Intunationwide in its client base and
bation is included in the base
bills nearly 2 million anesthesia
units for the anesthesia service
patient encounters per year. The
regardless of the method used.
author agrees that the 20 items listed below merit ASA
members’ attention.
6. Billing for nasogastric tube placement (91105) separately from the anesthesia service. Again, this is not
separately
billable since it is an included service.
Top 10 Anesthesia Risk Areas

B

Top Medicare
Billing Risks For
Anesthesiologists
in 2001

1.

2.

3.
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Failure to document exact minutes spent with critical
care patients (Current Procedural Terminology™
[CPT] codes 99291, 99292). The Office of the
Inspector General (OIG) announced last year that this
would be a subject of special interest in 2001. The
time for this service should not include the time that it
takes to perform a surgical procedure time such as
placement of an arterial catheter.
Failure to document physician presence at “induction” and “emergence” for medically directed cases,
where applicable. This is a common documentation
omission.
Failure to document frequent physician monitoring
for medically directed cases. Not documenting monitoring at intervals is another common omission. Many
practices establish a timeline on the anesthesia record
on which the anesthesiologist can record monitoring
by marking and initialing the times that he or she was
in the room. Such a timeline can also serve to document intraoperative substitutions of one anesthesiologist for another (as long as they are members of the
same group). In many cases, documenting monitoring

7.

Rounding of minutes to nearest 0- or 5-minute increment. Medicare (unlike most commercial payers)
requires exact reporting of minutes and divides the
total by 15. Fractional time units are the result.

8.

Billing for lithotripsy with water bath (00872; 7 base
units) instead of without water bath (00873; 5 base
units). Few hospitals still use water baths for
lithotripsies.

9.

Billing for lines placed by nurse anesthetists who are
not employees of the anesthesiologist. If the procedure is performed by the nurse, it is billed separately
from the anesthetic with a “surgical” code such as
36489 (CVP) or 62319 (epidural). The anesthesiologist may not bill for supervising that surgical service.

10. Use of the locum tenens modifier (-Q6) for independent contractors who supplement rather than replace
anesthesiology staff. A locum tenens physician is a
“place holder” who can be billed in lieu of an absentee
group member for a maximum of 60 consecutive days.
The OIG is focusing on the misuse of provider numbers in 2001.
American Society of Anesthesiologists NEWSLETTER

Top 10 Pain Medicine Risk Areas
1.

A high proportion of high-level Evaluation and
Management (E&M) codes. According to Medicare
agents, documentation normally supports E&M
codes one or two levels lower than the code actually
billed. This year, the OIG is targeting codes 99233
(subsequent hospital care; “detailed interval history
and examination; medical decision-making of high
complexity”) and 99214 (established patient, office or
outpatient, “detailed history and examination; medical
decision-making of moderate complexity). [Note: A
future “Practice Management” column will feature the
correct use of E&M codes in a pain medicine practice.]

2.

Billing E&M codes (99212-99215) for established
office patients when a procedure is also performed.
A history and physical examination performed for a
scheduled procedure on an established patient does
not normally qualify for separate E&M billing.

3.

Billing “freestanding office” as the site of service
when the anesthesiologist is in fact performing the
service in a hospital or ambulatory surgical center
(ASC). Medicare pays significantly more for pain
procedures billed with the office code (11) since
physicians who own or lease an office and pay for
supplies, equipment and personnel have greater overhead costs than physicians working in hospitals or
ASCs. The hospital or ASC separately submits its
own claim for a facility fee.

4.

Billing for injection of contrast (62284) separately
from spinal injection procedure and fluoroscopy.
Interpretation is not billable separately from the pain
procedure.

5.

Billing for hospital admit codes 99221-99223 in
error. Codes 99221-99223 are limited to the admitting physician. The anesthesiologist who does not
admit the patient, but who sees the latter for the first
time in the inpatient setting, should use the subsequent hospital visit codes (99231-99233) or the inpatient consultation codes (99251-99255).

April 2001

Volume 65

Number 4

6.

Failure to document the surgeon’s request for acute
postoperative pain management. Payment for routine postoperative pain control is already included in
the surgeon’s global fee. The anesthesia record or
order sheet should show a transfer of care “after discussion with surgeon.”

7.

Misuse of “follow-up” inpatient consult codes
99261-99263. These codes are used only when the
physician cannot complete the assessment of the
patient at the first visit (because test results may take
longer) or when there is a second request from the primary physician for an opinion. The inpatient consult
codes should not be used to denote a routine visit after
a consult.

8.

Billing for “duramorph rounding” as 01996 instead
of 99231. According to the ASA Relative Value
Guide (RVG), code 01996 applies to “continuous”
drug administration and requires an indwelling
catheter. The official descriptor for 01996 in the CPT4 system omits the word “continuous.” Medicare
generally follows CPT. Thus, in the absence of a contract with the payer specifying the use of the RVG, it
may be acceptable to use 01996. Alternatively,
duramorph rounding may be reported with code
99231 beginning the day after injection. Anesthesiologists should note carefully the documentation
requirements for this visit code.

9.

Billing for intradiscal electrothermal therapy (idet)
with a code other than 64999. The American Medical Association recommends use of the “unlisted
code” 64999; any other codes entail risks since carriers may be induced to pay in error for a noncovered
service.

10. Billing Medicare for intravenous patient-controlled
anesthesia (PCA). Do not use either code 01997,
which has never been adopted by the CPT Editorial
Panel, or an E&M code. Medicare considers PCA to
be a hospital nursing service, not a physician’s professional service.
Continued on page 26
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Epidurography and Fluoroscopy Billing
he following is a recurring question:

T

Is it appropriate to bill both 72275 (epidurography,
radiological supervision and interpretation) and 76005
(fluoroscopic guidance and localization of needle or
catheter tip) with a caudal epidural steroid injection (CPT
code 62311)?
ASA’s newest staff member in the Washington Office,
Sharon Merrick, who is a Certified Coding Specialist-

Physician Based, offers the following answer:
Code 72275 should not be billed with 76005, as 72275
refers to a formal study that would include the fluoroscopy.
A hard copy of the epidurogram and a formal written report
must be available in order to bill 72275. If these are not
available, you should bill 76005 with the injection.
If you own/lease the fluoroscope, you may bill both the
professional and technical components. If not, the physician bills only the professional component of 76005 using
modifier -26.

Compliance Corner
My question revolves around the documen-

required for labor epidurals. I run
Q. tation
the obstetrical anesthesia services for a
large teaching hospital, and my colleagues feel that
the staff anesthesiologist needs to document that he
or she was present for all critical portions and the
emergence of the anesthetic. When this is applied
to obstetrics, we are unclear as to the following:
“What are the critical components of a labor
epidural?” and “What is the anesthesia stoptime?”
First of all, the “teaching rules” directly
apply only to Medicare patients, few of
whom are receiving obstetric services.
Some states — Ohio, for instance — have
exercised their prerogative and extended the
Medicare rules to Medicaid patients. Private
patients are subject to rules or principles spelled
out in the contract with the payer or in the anesthesia group’s own compliance program.
The Medicare teaching rules explicitly require
that the attending physician “document in the
medical records that he or she was present during
all critical (key) portions of the procedure including
induction and emergence.” (Section 15016
Medicare Carrier Manual, similar to the rules for
medical direction in Section 15018 and in the

A.
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Code of Federal Regulations). There is no definition of “critical” or “key” portions in the rules
themselves. Based on the requirement that the
medically directing anesthesiologist “personally
participate in the most demanding portions of the
procedure including, if applicable, induction and
emergence,” the teaching anesthesiologist should
likewise make sure that he or she “participates” in
the placement of the epidural catheter through, at a
minimum, presence in the room (if Medicare rules
apply). This is no different than the participation
required of an anesthesiologist who, for example,
is medically directing regional anesthesia for hip
surgery.
The attending should also personally check on
the obstetric patient at intervals indicated by her
risk level.
Anesthesia time ends when the anesthesiologist
has turned the patient over to recovery room personnel. Many practices define the end of a labor
epidural as coinciding with delivery. The anesthesiologist is of course required to provide indicated
postoperative care, which generally involves a visit
after the patient has recovered from the effects of
the epidural.
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STATE BEAT

State Legislative Report: AL, CT, MD, NM, RI, SC
S. Diane Turpin
Assistant Director of Governmental Affairs (State)

umerous bills of interest to anesthesiologists have
been introduced in the state legislatures. The following bills, which are related to nurse anesthetists’ scope of
practice, the licensure of anesthesiologists’ assistants (AAs)
and the regulation of office-based surgery and anesthesia,
are only some of the bills currently pending. Future
columns will address additional bills and will report on the
progress of the following bills.
Alabama H.B. 161, H.B. 233 and S.B. 73 define the
practice of nurse anesthetists as “the performance of or the
assistance in any act involving the determination, preparation, administration, or monitoring of any drug used to render an individual insensible to pain for surgical and other
therapeutic or diagnostic procedures.” Under these bills,
nurse anesthetists would be required to function “under the
direction of a physician licensed to practice medicine, or a
dentist, who is immediately available in the same facility.”
Connecticut H.B. 6727 requires the accreditation of
physician offices where moderate sedation/analgesia, deep
sedation/analgesia or general anesthesia, as defined by
ASA, are administered.
Maryland H.B. 1356, advocated by the nurse anesthetists, states: “The Board of Nursing shall adopt and
enforce regulations that conform to the intent of federal
Health Care Financing Administration regulations governing the administration by nurse anesthetists of anesthesia in
hospitals and ambulatory surgical centers.” The sponsor
amended the bill during the committee hearing to give the
Board of Nursing complete control over the scope of practice of nurse anesthetists. The bill is not expected to pass.
New Mexico H.B. 337 eliminates the requirement that
nurse anesthetists function under the direction of and in
collaboration with a licensed physician, osteopathic physician, dentist or podiatrist and requires only that nurse
anesthetists work in collaboration with a licensed physician, osteopathic physician, dentist or podiatrist. A physician remains responsible for the medical management of
the patient. “Collaboration” is a process in which a nurse
anesthetist functions jointly with a licensed physician,
osteopathic physician, dentist or podiatrist. Collaboration
includes “systematic formal planning and evaluation
between the professionals involved in the collaborative
practice arrangements.” The bill also would allow nurse
anesthetists to “prescribe, administer and distribute therapeutic measures, including dangerous drugs and controlled
substances included in Schedules II through V of the Con-
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trolled Substances Act within the emergency procedures,
perioperative care or perinatal care environments.” This
prescriptive authority expressly includes the ordering of
X-rays, laboratory tests and electrocardiograms. Formularies are to be developed jointly by the Board of Nursing in
collaboration with the Board of Medical Examiners.
New Mexico S.B. 370 provides for the licensure of
AAs. An AA is defined as “a skilled person certified by
the board as being qualified by academic and practical
training to assist an anesthesiologist in developing and
implementing anesthesia care plans for patients under the
supervision and direction of the anesthesiologist who is
responsible for the performance of that anesthesiologist
assistant.” The scope of practice is set forth in the bill.
The bill was amended in committee to allow anesthesiologist’s assistants (AAs) to practice only in universities with a
medical school. Anesthesiologists may supervise no more
than two AAs at one time and may supervise no more than
three nonphysician providers if at least one provider is an
AA. The governor had until April 6 to sign the bill into law.
Rhode Island H.B. 5774 would amend legislation
passed last year directing the Department of Health to issue
regulations for physician office settings providing surgical
treatment. Last year’s law stated that:
(a) [t]he director shall determine through regulation categories of patients that shall be permitted to receive surgical services in freestanding ambulatory surgical facilities
and physician office settings providing surgical treatment based upon criteria including, but not limited to:
1) Risks related to patient characteristics;
2) The type of and risks associated with the anesthesia
required; and
3) As appropriate, the complexity of the surgical procedure
and the expected duration of the surgical procedure.

(b)Further, the director shall determine through regulation
categories of patients that are prohibited from receiving
surgical services in freestanding ambulatory surgical
facilities, physician office settings providing surgical
treatment and physician offices not licensed under this
chapter based upon criteria including, but not limited to:
1) Risks related to patient characteristics;
2) The type of and risks associated with the anesthesia
required; and
3) As appropriate, the complexity of the surgical procedure.
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The proposed amendment as set forth in H.B. 5774 states:
(c) In making the determinations required by this section,
the director may require through regulation that a qualified anesthesia provider, which is an anesthesiologist or
nurse anesthetist, participates in aspects of surgical or
anesthesia services, such as development of anesthesia
service policies and procedures and the determination of
a patient’s suitability for surgical services. If such a
requirement is adopted through regulation, the requirement may not specify which type of qualified anesthesia
provider, or combination of providers, must provide a
particular service. The choice of type of qualified anesthesia provider, or combination of providers who provide a surgical or anesthesia service, shall be determined
by individual ambulatory surgical facilities and physician office settings providing surgical treatment.

As reported in the February 2001 “State Beat,” the
Rhode Island Association of Nurse Anesthetists has filed a
lawsuit challenging the regulations adopted by the Rhode

Island Department of Health that require a board-certified
anesthesiologist to be responsible for developing certain
policies and procedures in the office setting and requires
the operating physician and a board-certified anesthesiologist to concur in writing prior to the surgery that an ASA
Physical Status 3 patient is an acceptable candidate for a
surgical procedure in the office setting. The Rhode Island
Society of Anesthesiologists and ASA have filed amicus
briefs on behalf of the Department of Health.
South Carolina S.B. 343 provides for the licensure of
AAs and defines the scope of practice of AAs. The bill
also defines the role and responsibilities of the supervising
anesthesiologists.
The following state legislatures have adjourned their
regular sessions for the year: Arkansas, Georgia, Kentucky, New Mexico, South Dakota, Virginia, Wisconsin
and Wyoming.
Copies of these bills are available upon request from the
ASA Washington Office.

Study Supports Importance of Physician Web Sites

edem, the physician-patient e-health network founded by the American Medical Association (AMA) and
the nation’s leading medical specialty societies, is now
helping ASA members to harness the power of the Internet.
With this free member benefit, ASA is able to offer a
tremendous opportunity for its members, their practices and
their patients. Each physician’s Web site acts as an extension of his or her practice and offers patients the opportunity to learn more about their health and wellness. Unlike
commercial Web sites, Medem’s “Your Practice Online”
actually strengthens the patient-physician relationship.

M

Why is having a Web site important?
As an increasing number of people turn to the Internet
for medical information, it is now more important for
physicians to have a strong online presence. In fact,
patients confirm that online access to a physician’s practice
is one of the driving forces in physician selection. A recent
report from Jupiter Research, a worldwide authority on
Internet commerce, found that 63 percent of consumers
would switch to a physician with a Web site that offered
credible content, appointment-scheduling capabilities or
28

secure communication channels.
When it comes to accessing and using health information online, Jupiter found that consumers are most frustrated with irrelevant hits (46 percent) and content credibility
(36 percent). Some consumers (41 percent) surveyed were
so concerned with their privacy that they would not submit
personal information at a commercial site. For ASA members, “Your Practice Online” makes it easy for you to
include your care philosophy, subspecialties, procedures,
curriculum vitae, practice announcements, office contact
information, staff photos and insurance information; and
customize your site with your own patient education materials, office forms, Web links, preoperative information and
other messages to patients using Medem’s secure messaging
technology.
ASA members can now take advantage of this innovative member benefit. If you have any questions or would
like to have a Web site built, please contact Medem Member Services toll-free at (877) 926-3336 or e-mail
<info@medem.com>.
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RESIDENTS’ REVIEW

Preparing for the ABA Written Examination – In Search of the Most
Efficient Approach
Mohammed A. Khan, M.D.
usy anesthesiology residents are always in a crunch for
time, especially since most programs are either downsized or operating with a less-than-full complement of residents. Also, educational reading and board examination
citation preparation are not always at the top of our priority
list, as there are many other fun activities awaiting our
attention. So, when and how do we start preparing for the
American Board of Anesthesiology (ABA) written examination? That was the question I found many CA-3s were
faced with just a few months ago. We were perplexed by
the myriad of different (and often contrasting) approaches
described by our seniors, each backed by a “success story.”
Summarized below is the “directed reading/group study”
approach that the CA-3 class at my institution adopted.
We started off by considering traditional and wellknown options. Given that the written board examination
is designed to test for breadth and depth of knowledge,
there is no substitute for regular reading from a major, comprehensive textbook. Unfortunately, like most residents,
we were either too busy to go through a larger text or were
slacking off for other reasons during our CA-1 and CA-2
years. With only a few months left before the examination,
this strategy was unlikely to work for us now. A good compromise would be to study from a detailed review book
such as Anesthesiology Review by Ronald J. Faust, M.D., or
Basics of Anesthesia by Robert K. Stoelting, M.D., and
Ronald D. Miller, M.D. These books provide pertinent and
sufficient details about most of the key words that are covered in the examination. The problem encountered in
studying from these books, however, is that we do not
know how the actual exam will test us on a particular fact
or concept. For instance, under the heading “complications
of central venous canulation,” “nerve damage” may be listed as a possible complication in most review books; but in
the actual examination, a bunch of named nerves in the
neck may be listed as possible choices to a question asking
about “the most frequently” damaged nerve during the procedure. Familiarity with aspects of a topic or concept commonly alluded to in the examination is an important part of
effective preparation.
Therefore, it seemed logical to do practice questions
from the several quality question books on the market. The
problem is that coverage of and questions pertaining to certain topics are similar to that of ABA, while coverage of
most other topics is very different from that of the actual
examination and may prove to be misleading. Besides,
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studying from question books often proves to be insufficient because it seldom provides the breadth and depth of
knowledge expected for the examination.
We therefore devised a plan that utilized the retired
ABA in-training examination questions sold by the ASA
Publications Department. These are questions that were
actually used in examinations a few years ago and provide
an idea about how questions are designed around key
words and what aspects of a concept are emphasized. Our
CA-3 class formed a weekly study group. At the beginning
of each week, a selection of questions on a particular topic
was compiled and distributed to the group. One group
member was responsible for researching and “fishing out”
(a task that involves searching in several different textbooks) the explanations to questions on that particular
topic. For example, someone presented “anesthesia
machines” during the first week, followed by another participant presenting “induction agents” the next. The rest of
the group members study on their own and come prepared
for discussion that weekend. Excellent faculty support was
also available, and a faculty member knowledegable about
the particular topic served as a moderator for the discussion.
So far, this approach has proved to be a fun and efficient
way to prepare for the examination. Most group members
agree that reading speed and retention have improved
tremendously since we are now actively looking for the
answers rather than passively reading around a topic without knowing what might be asked. Group members
encourage and pace each other. It is a true team effort. A
few motivated juniors have also joined the group and will
Continued on page 34

Mohammed A. Khan, M.D., is a CA-3
resident in anesthesiology at the
Brigham & Women’s Hospital, Harvard Medical School, Boston, Massachusetts.
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SUBSPECIALTY NEWS

ASRA Offers 2 New Educational Opportunities in Spring 2001
Lynn Broadman, M.D., President-Elect
American Society of Regional Anesthesia and Pain Medicine
he American Society of Regional Anesthesia and Pain
Medicine (ASRA) is offering two entirely new educational opportunities in spring 2001. Both of these programs should be of interest to many members of ASA.
The first educational offering is the result of a collaborative effort involving both ASA and ASRA. It is an electronic media pain management program that will become
available on the Internet by May 2001. Three one-hour
sessions will be offered; these can be viewed individually.
One hour of Category 1 credit has been designated for each
session, which includes a brief quiz and an evaluation
form. The participation fee is $35 per session for ASRA
and ASA members and $70 per session for nonmembers.
James P. Rathmell, M.D., of the University of Vermont
is the program chair; filming and editing will be handled by
SeminarSource™ of San Diego, California. The following
material will be presented by the following speakers in this
three-hour intensive workshop: “Thoracic Epidural Analgesia” by Joseph M. Neal, M.D., of the Virginia Mason
Medical Center; “Neurolytic Blocks for Cancer Pain” by
James P. Rathmell, M.D., of the University of Vermont;
and “Sympathetic Blocks” by Sunil J. Panchal, M.D., Cornell University.
Each lecture will be structured around a PowerPoint™
presentation containing approximately 30 slides. Each presentation will include a general introduction, a discussion
of the scientific evidence supporting the use of each technique, a description of patient selection and a discussion of
the salient techniques involved in the performance of each
procedure. Each of the sessions will be enhanced through
the use of video sessions involving live models, cadavers
and fluoroscopy.
The workshop was filmed on Saturday, March 10, 2001,
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at the University of Vermont Medical Center. The completed project will be available through the ASRA and
ASA Web sites.
The second educational offering is an intensive fourhour workshop on the “Brachial Plexus.” It is being
offered as a part of the 26th Annual Meeting of ASRA.
The meeting will take place at the Vancouver Convention
Center, Vancouver, British Columbia, Canada, and the
workshop will be held on Thursday, May 10, 2001, from 8
a.m. to 12 noon. The cost of the workshop is $200, and
registration is limited to 28 persons. One must be registered for the meeting to attend the workshop.
The organizer of this project is Quinn H. Hogan M.D.,
of the Medical College of Wisconsin. He will be assisted
by John C. Gerancher, M.D., Dr. Neal, M.D., and James R.
Hebl, M.D. Registration is limited to seven students for
each instructor. The program is special in that it will offer
two hours of conventional lecture using PowerPoint material. This block of material will cover anatomy, physiology,
pharmacology, the presentation of alternative techniques,
outcomes and complications. The second two hours will
rely upon anatomic material to demonstrate blockade methods. This material will involve cadaveric parts and plastinated sections. The lecture notes for this workshop will be
in CD-ROM form. They will include text and citations
meant to be an exhaustive reference resource, images from
all of the lectures and an anatomy portfolio.
Information on both of these projects can be obtained by
writing or calling the American Society of Regional Anesthesia and Pain Medicine, P.O. Box 11086, Richmond, VA
23230-1086, (804) 282-0010.

Lynn M. Broadman, M.D., is Professor
of Anesthesiology and Pediatrics, West
Virginia University School of Medicine, Morgantown, West Virginia.
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Ventilations: An Unconscious Decision About Conscious Sedation
Continued from page 1
the NP is doing the procedure. Besides, these are very routine procedures. Hardly anything happens!” he said.
I began to experience déjà vu. I recalled that almost 20
years ago, I taught lumbar epidurals to my “nurse practitioners” so that they could provide better care for our anesthetized patients. After all, I was the physician, the intensivist, the diagnostician and the resuscitator. Surely,
patients and lawmakers do not judge the difference
between nurse and doctor based on who performs the
epidural? That is simply a technical procedure; hardly anything ever happens!
Then I recalled a previous discussion with our supervising nurse anesthetist during a nurse anesthetist shortage
about a decade later. In trying to strategize how to attract
newly graduated nurse anesthetists, she said that allowing
nurse anesthetists to insert central venous lines and pulmonary artery catheters would attract those who wanted to
keep their technical skills sharp.
Surreptitiously, it seemed that advanced-practice nurses
learned the strategy of the nurse anesthetists quite well:
Look interested, stroke the physician’s ego, declare that
maintaining one’s skills is paramount and then file legislation for independent practice. If I granted nurse practitioners the credentials to supervise conscious sedation nurses,
an interesting scenario would soon develop. A sick cancer
patient receiving active chemotherapy for, let us say
leukemia, could arrive at our facility, be greeted by an
admissions officer, the clinic secretary, the clinic nurse, the
circulating nurse, the conscious sedation nurse, the nurse
practitioner, the recovery nurse, the clinic nurse (again) and
be discharged without ever seeing a cancer physician. Is
this what our patients want when they are afflicted with
life-threatening diseases? I certainly don’t think that’s
what they expect — or deserve.
I explained the similar past experiences that anesthesiologists had suffered and cautioned the physician from relaxing his guard.
“Many low-incident, high-risk procedures appear routine, as we perform hundreds of these procedures annually,” I said. “I imagine that pilots, nuclear reactor engineers,
neurosurgeons and cardiac surgeons believe that their daily
tasks involve much repetition. It’s called experience, and
that’s what patients want from their oncologists. If you
board an airplane or undergo plastic surgery, your level of
comfort rises in direct proportion to the confidence and
experience of these professionals.
April 2001
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“Besides, when everything is all right, does that mean
that nothing ever goes wrong? There’s a cost for maintaining safe practice. It’s called knowledge and experience.”
He said: “It never occurred to me that ‘delegating’ routine procedural duties to collaborating nonphysician
providers was akin to taking me out of the medical equation.”
“Remember, use it or lose it,” I replied.
Is it not interesting that our medical colleagues are
awakening to the subtle advances in practice responsibilities that NPs (and physician assistants) are making in the
name of an enthusiastic desire to provide better care for
patients. The American Medical Association and state
medical societies are no longer regarding this nurse anesthetist independent practice issue as solely the anesthesiologist’s problem. With the advent of advanced practice nursing and physician assistant care, it is now a debate for safe
practice involving all of medicine.
For those anesthesiology chiefs who set conscious sedation policies in hospitals and ambulatory centers per Joint
Commission on Accreditation of Healthcare Organization
mandates, please consider the ramifications of allowing
nonphysician providers to supervise conscious sedation
nurses. Even though our medical colleagues may not fully
appreciate the fallout, we know painfully well that if one
gives an inch, the other will take a mile.
— M.J.L.
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NEWS

Nominations Sought
for Media Award
ach year ASA accepts entries for
the ASA Media Award, a distinction given to one or more outstanding
media presentations that effectively
inform and educate the public about
the practice of anesthesiology.
The Committee on Communications encourages members to submit
or nominate local media presentations
from broadcast (television or radio)
and print (newspaper or magazine)
media and Web-based news site articles. The more interest generated in
this award will result in a greater number of presentations on the subject of
anesthesiology.
The winner receives a plaque and
the opportunity to attend the presentation ceremony during the ASA Annual

E

Meeting. The 2001 Media Award will
be presented on Sunday, October 14,
at the ASA Annual Meeting in New
Orleans, Louisiana.
Deadline for the submission of
entries is June 1, 2001, for media presentations released between June 1,
2000, and May 31, 2001. Any entries
received after the deadline will be carried over to the next year.
Last year’s Media Award recipients
were Thomas C. Shives, M.D., for his
radio program segment “All About
Anesthesia,” Meryl Lin McKean for
her television report “Herbal Medicines
and Surgery,” and Denise Grady for
her article published in the New York
Times titled “What’s Missing in Childbirth These Days? Often the Pain.”
All entries should be sent to R.
Lawrence Sullivan, Jr., M.D., Chair,
Committee on Communications,
American Society of Anesthesiolo-

gists, 520 N. Northwest Highway,
Park Ridge, IL 60068-2573.

Announcement of
Candidates for
Elected Office
he ASA Board of Directors has
approved regulations for the
announcement of candidates for elected ASA office. The regulations are as
follows:
1. On or before August 1, 2001,
any candidate for ASA office may
send to the Executive Office a notice
of intent to run for a specific office.
2. The Executive Office shall prepare a list of candidates submitted to
be published in the September
NEWSLETTER and the Handbook for
Delegates. Additionally, each candi-

T

Task Force for Conscious Sedation to Hold Open Forums
he Task Force for Conscious
Sedation is in the process of
revising the “Guidelines for Sedation and Analgesia by Nonanesthesiologists.” As part of the guideline
development process, the task force
will be holding two open forums at
which the draft guidelines will be
discussed:
Saturday, May 5, at 3 p.m. at
the annual meeting of the Society for
Ambulatory Anesthesia (SAMBA)

T
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in Indian Wells, California. The
meeting will take place in the Crystal D meeting room at the Renaissance Esmeralda Resort. Also during the SAMBA meeting, the ASA
Task Force on Recovery Care will
present an Open Forum on May 4
from 3 p.m. to 5 p.m. in the Crystal
F meeting room.
Tuesday, May 22, at 6 p.m. at
the meeting of the American Society of Gastrointestinal Endoscopy

in Atlanta, Georgia. The meeting
will take place in the Bonn Room at
the Atlanta Marriott Marquis.
Although the forums are being
held in conjunction with society
meetings, it will not be necessary to
register for the meetings to attend
the open forums. All interested
practitioners are encouraged to participate.
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date may submit a brief curriculum
vitae and letter for posting on the Web
site.
3. The announcement of candidacy does not constitute formal nomination to an office nor is it a prerequisite
for being nominated.
4. Nominations shall be made at
the Annual Meeting of the House of
Delegates for all candidates as prescribed by the Bylaws.

‘Calendars for
Meetings’ Booklet
Entries Invited
wice each year, in January and
T
July, ASA publishes a “Calendars
for Meetings” booklet that serves as an

aid to all ASA members by providing
information about continuing education courses, seminars and meetings in
anesthesiology over the next five years.
The booklet further helps to provide
department chairs, program directors
and component society officers with
information that could prevent overlaps and conflicts in meeting schedules.
The next edition of “Calendars for
Meetings” will be distributed in July
2002. The deadline for submissions
for the booklet is June 1, 2001.
Entries must be submitted in writing
and received at the ASA Executive
Office by the deadline. Submissions
will not be taken by telephone. The
“Calendars for Meetings” booklet
now includes e-mail addresses and
Web sites, if available, with the contact information.
For further information or to obtain
submission forms, contact the ASA
Communications Department.
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Workshop on
Transesophageal
Echocardiography
Planned
he Workshop on Transesophageal
Echocardiography is intended as
an introductory course on intraoperative echocardiography. The program
will be held on June 9-10, 2001, at the
Hilton Cleveland East/Beachwood
Hotel in Beachwood, Ohio, just outside of Cleveland.
This workshop will introduce a
number of topics that provide the
basics on the physics of ultrasound, the
use of the echocardiography machine
and the components of a complete
transesophageal examination, along
with the corresponding anatomical
views and the pathophysiology of
valvular heart disease and its intraoperative assessment.
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Robert M. Savage, M.D., is one of
the program’s three co-chairs. He will
speak on “Basic Cardiac Anatomy and
Imaging Planes,” “Anatomy Wet Lab”
and “Valve Workshop.” Michael G.
Licina, M.D., another program cochair, will speak on “Physics of Ultrasound” and “Hemodynamics Workshop.” Program co-chair Michael K.
Cahalan, M.D., will speak on “Abbreviated Examination,” “Assessment of
Left Ventricle and Right Ventricle Systolic Function and Regional Wall
Motion,” “History of TEE,” “Anatomy
Wet Lab” and “Valve Workshop.”
The other faculty and their topics
are:
• Solomon Aronson, M.D., “Artifacts and Pitfalls”;
• Charles Hearn, D.O., “Aortic
Valve,” “Anatomy Wet Lab” and
“Valve Workshop”;
• Colleen G. Koch, M.D., “Mitral
Valve” and “Valve Workshop”;
• Steven N. Konstadt, M.D., “Tri-

Component Society News: NYSSA Elects
Officers for 2001
The New York State Society of Anesthesiologists (NYSSA) has elected:
Mark J. Lema, M.D., Ph.D. . . . . . . . . . . . . . . . . . . . . . . . . . . . President
Phillip N. Fyman, M.D. . . . . . . . . . . . . . . . . . . . . . . . . . . President-Elect
Thel G. Boyette, Jr., M.D. . . . . . . . . . . . . . . . . . . . . . . . . Vice-President
Kenneth J. Freese, M.D. . . . . . . . . . . . . . . . . . Immediate Past President
Kenneth J. Abrams, M.D. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Secretary
Steven S. Schwalbe, M.D. . . . . . . . . . . . . . . . . . . . . . . . . . . . . Treasurer
Michael H. Mendeszoon, M.D. . . . . . . . . . . . . . . . . . Assistant Treasurer
Robert S. Lagasse, M.D. . . . . . . . . . . . . . . . . . . First Assistant Secretary
Paul H. Willoughby, M.D. . . . . . . . . . . . . . . Second Assistant Secretary
Jared C. Barlow, M.D. . . . . . . . . . . . . . . . . . . . . . . . . . . . . Director, ASA
Kenneth J. Freese, M.D. . . . . . . . . . . . . . . . . . . Alternate Director, ASA
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Continued from page 33

cuspid and Pulmonic Valve” and “Thoracic Aorta”;
• Erik J. Kraenzler, M.D., “Knobology — Improving the Image”;
• Ivan S. Salgo, M.D., “Common
Platforms and Knobs” and “Knobology
— Improving the Image”;
• Jack S. Shanewise, M.D., “Intraoperative Examination: Indications, Contraindications, Safety, Comprehensive
Examination,” “Cardiac Hemodynamics” and “Hemodynamics Workshop.”
ASA is approved by the Accreditation Council for Continuing Medical
Education to sponsor continuing medical education programs for physicians.
ASA designates this educational
activity for a maximum of 14 hours in
category 1 credit toward the American
Medical Association Physician’s
Recognition Award. Each physician
should claim only those hours of credit that he or she actually spends in the
activity.
Registration is suggested by May
9, 2001. Registration fees are $300

for ASA active members, $125 for
resident members and $650 for nonmembers.
A block of rooms is being held at

the Hilton Cleveland East/Beachwood
Hotel until May 18, 2001. Reservation information will be sent to registrants upon receipt of registration.

In Memoriam
Notice has been received of the death of the following ASA members:
Joseph M. Dondanville, M.D.
De Witt, Iowa
January 11, 2001

Paul E. Otton, M.D.
Mt. Tremblant, Quebec, Canada
February 9, 2001

Curtiss B. Hickcox, M.D.
West Hartford, Connecticut
February 26, 2001

David I. Rees, M.D.
Dallas, Texas
February 3, 2001

Glenn F. Gordon, M.D.
La Canada, California
January 18, 2001

Philip B. Myers, M.D.
Yorkville, Illinois
February 28, 2001

John W. Pillon, M.D.
Fort Myers, Florida
February 11, 2001

Robinson I. Ughwusuena, M.D.
New London, Connecticut
November 29, 2000

Preparing for the ABA Written Examination – In Search of the Most
Efficient Approach
Continued from page 29
receive valuable feedback about their preparation via the
ABA-ASA in-training examination reports. In many ways,
this approach is similar to what is offered by most of the
commercial examination preparation courses offer, except
that it costs much less and we do the reading ourselves over
a longer period of time instead of having the information
passively crammed into us within a few days.
Finally, it is important for us to realize that, as individuals, we are all different and no one study method will suit
34

everyone. I have not attempted to describe the “best” or
“most effective” approach. I have just described one way
of preparing for the written board examination that seems
to be working for our group. Please feel free to contact me
at <makhan@zeus.bwh.harvard.edu> if I can be of assistance in your individual board preparation efforts or if you
have any questions about the ABA written examination.
Best of luck to all!
American Society of Anesthesiologists NEWSLETTER

LETTERS TO THE EDITOR

I

Ventilations Make Me Happy

wanted to congratulate you on your continued persistence
in writing about the image of our profession. I read your
December “Ventilations” editorial with keen enthusiasm.
Your first commentary on this topic came to my attention
during my first year of anesthesiology training. At that time,
I was one of the blue jean/sweater-wearing types. This distressed me a great deal since I had completed a medicine
internship and had very much enjoyed the professional
respect given to even the most lowly of the medicine housestaff. I had no role models in anesthesiology, and since everyone seemed to arrive dressed in casual wear, I did as well.
After reading your article in 1998, I had my salvation.
Since that time, I and a number of my resident colleagues
have taken it upon ourselves to dress more in accord with
our perceived status. Reading your most recent editorial
inspired me even more to “spread the gospel according to
Mark.” (Lema, that is).
I encourage you to keep writing and challenging the
older generation of anesthesiologists since, at the same
time, you are having a profound effect on the newest generations.
Jason A. Campagna, M.D.
Arlington, Massachusetts

January PC Article Does Not
Compute

significant oversimplification. If your “legacy” system is
doing what you need it to do, it is not obsolete.
The vast majority of users do not need a 1 GHz computer system unless they are hard-core game players or using
graphics-intensive, digital multimedia applications. Purchasing a system with a processor running at anything
higher than 600-700 MHz is a waste of money, as most
users will not notice a significant difference in performance. To improve performance and stability, install additional memory (RAM), not a faster processor. The newest
operating systems and office productivity suites perform
better on systems with more RAM.
Windows 98™ is far from obsolete. Computer industry
information indicates that Windows ME™ is a feeble
upgrade of Windows 98. Most experts would recommend
sticking with Windows 98 or moving to Windows 2000™
rather than upgrading to Windows ME. I would recommend waiting for Windows XP™, due out later this year.
Windows XP should provide better performance and stability than Windows 98 or Windows ME.
Finally, I agree that having a home network to permit
sharing of a high-speed Internet connection between computers is a very useful feature. However, installing a wireless network may well prove to be a frustrating experience
for most home networking novices.
Raymond C. Oakes, M.D.
Microsoft Certified Professional
San Clemente, California

I was interested to read the article “What’s New in PCBased Computers” by J. Kent Garman, M.D. in the January
2001 issue of the ASA NEWSLETTER. Although he provides a great summary of the “latest” in PC technology, I
must take exception with some of his comments.
Computers become obsolete when they no longer effectively perform the tasks that users need them to accomplish. Dr. Garman suggests that computers more than two
to three years old are obsolete. This statement represents a
The views and opinions expressed in the “Letters to the Editor” are those of the authors and do not necessarily reflect the views
of ASA or the NEWSLETTER Editorial Board. Letters submitted for consideration should not exceed 300 words in length. The
Editor has the authority to accept or reject any letter submitted for publication. Personal correspondence to the Editor by letter
or e-mail must be clearly indicated as “Not for Publication” by the sender. Letters must be signed (although name may be
withheld on request) and are subject to editing and abridgment.
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FAER REPORT

FAER: For the Future of the Practicing Anesthesiologist!
Carol L. Lake, M.D., Assistant Secretary-Treasurer
Foundation for Anesthesia Education and Research
any American anesthesiologists do not even know
what the initials F-A-E-R stand for, much less know
about the organization they represent. Why should anesthesiologists in private community practice care about
FAER, let alone contribute their hard-earned money to it?
The reason is that the Foundation for Anesthesia Education
and Research promotes and encourages the development
of physician scientists to improve and perfect the practice
of anesthesiology.
As anesthesiologists work to provide safe, effective and
compassionate care to thousands of Americans each day,
they are beset by production pressures, keeping up with
scientific literature, legislative and regulatory mandates,
evaluating new drugs and equipment and, often last, family
obligations. Where does FAER fit into this milieu?
The truth of the matter is that our place as a medical
specialty now and in the future depends solely upon FAER
and similar organizations. Without research in basic sciences, clinical practice and educational methods, the specialty of anesthesiology would not have achieved the
recognition that it enjoys at the present time, nor would it
be able to reinvent itself continuously to meet the challenges and opportunities of the future.
Although each member of ASA indirectly contributes a
small amount to FAER through his or her dues, those
amounts are insufficient to fund the basic science, clinical
and educational research to the extent necessary to maintain and provide growth of research in the specialty. As
academic departments, traditionally the source and site of
most anesthesia research in America, face ever-increasing
pressures for clinical service, a black “bottom line,” changing hospital demographics and the inability to “cost shift”
to provide research time, equipment and space have
become more acute. The pharmaceutical and medical
equipment industry have been the targets of mergers,
acquisitions, takeovers and downsizing — all of which has
reduced their ability to fund research that cannot be shown
to directly impact their profit. The results of these changes
were fewer researchers with less National Institutes of
Health (NIH) grant funding in American anesthesiology
departments.
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At this particular time, however, NIH has a growing
budget, has introduced new grant opportunities for new
investigators and offers the best chance in years for anesthesiology investigators to obtain funding. Would you not
like to see some of your tax dollars being directed to the
advancement of our specialty?!
FAER itself is changing the way it does business and,
indeed, is changing its core business to match these
changes. In addition to providing grant funding, it is
attempting to mold the way research is conducted in our
academic and community medical institutions through
requirements for quality mentorship of young investigators,
focus on educational and clinical projects, changes in grant
durations, increases in grant award amounts, encouragement of collaborative research with departments other than
anesthesiology and consideration of changes in matching
funds/indirect costs. It is also continuing to aggressively
build its endowment (currently at $12.4 million) so that the
Foundation can operate and award grants in perpetuity,
independent of outside funding at some time in the future.
FAER operating expenses remain at 10 percent of income
so that the majority of the gift income is used for foundation charitable purposes, not overhead expenses.
Finally, FAER continues to forge partnerships between
the academic anesthesia community and the pharmaceutical/
medical equipment industry to ensure an appropriate balance between the goals of industry and the values of practicing anesthesiologists.
If you, the practicing American anesthesiologist, want
your specialty to continue to diversify, adapt and forge into
new frontiers of medical science that will change your
worklife and ensure the position of anesthesiology as a
medical specialty in the challenging health care future, it is
essential that you support the research in education, clinical practice and the basic sciences today. Your specialty
society dues are not enough to advance this vital work. Do
you want to look back in the year 2020 and say, “If only
we had given more…things would be different?”
Please feel free to contact the FAER office at (507) 2666866, fax (507) 284-0120, email <sessler.alan@
mayo.edu> or Web site <www.faer.org>.
American Society of Anesthesiologists NEWSLETTER

