VENTILATIONS

Algology – The Next Medical Specialty?

ust prior to our April 2001 Legislative Conference in Washington, D.C., I
was asked by a major pharmaceutical company to moderate a national pain
consultants’ symposium. Presiding over a pain session is not unusual for me.
However, only half of the participants were anesthesiologists, the pharmaceutical company is not an anesthesia drug provider, and the topics would not be
familiar to most anesthesiologists. Rheumatologists, emergency physicians,
internists, physiatrists, neurologists, oncologists and neurophysiologists were
among the other specialties represented. It is also noteworthy that many anesthesiology pain program directors attended.
At the postsymposium reception, all participants agreed that the sessions
were very informative and educational. A diverse group of physicians had discussed issues important to their own practices and suggested treatments spoken
in the new common language of pain. A multimodal, multispecialty discipline
was germinating and threatening to transform these different medical specialists
into a new breed: algologist, or pain specialist.
This evolving discipline of pain management (again, “pain medicine” or
“algology”) has almost exclusively been under the province of anesthesiology.
It was the first specialty to formalize pain fellowship training and offer pain credentialing. However, the specialty’s national political influence is enigmatic.
John J. Bonica, M.D., may have written the first modern pain text, and he
founded the International Association for the Study of Pain (IASP), but the
IASP and the American Pain Society (APS) — not ASA — are mentioned as
the major pain policy-makers when the American Medical Association is contacted. Moreover, anesthesiologists are apparently quiet, humble or apathetic
because this major pharmaceutical company’s executives were shocked to learn
that we comprise about 70 percent of all pain specialists.
ASA addresses many practice issues, including pain medicine. Also, the
American Society of Regional Anesthesia and Pain Medicine (ASRA) has been
aggressively “retrofitting” its mission to become the recognized pain society for
anesthesiologists, attempting to formalize oversight with the ASA’s Committee
on Pain Medicine. However, topical news issues are often handled by that
committee’s members. The two organizations have not officially defined their
respective roles for addressing practical pain issues for anesthesiologists. As
this confusion persists, a considerable number of pain physicians have turned to
other subspecialty pain societies for their education, billing changes and even
lobbying efforts. What makes the pain medicine practice so different that anesthesiologists do not uniformly embrace its own established societies for practice
guidance?
As an anesthesiologist who also has pain management qualifications, I hear
perspectives from both sides and feel everyone’s frustrations. Let us first consider the anesthesiologist/pain specialist’s perspective. As the knowledge from
residency training fades, physicians maintain experience by daily practice activities. Dividing one’s time between two full-time disciplines often means that
twice the amount of reading is required, but with less free time in which to read.

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

Cloudy Forecast Revisited; Partly Sunny With Higher Temps
Thomas H. Cromwell, M.D., Secretary

ast July, I wrote an article on memberour specialty plummeted to a nadir of 745
ship for the ASA NEWSLETTER titled
first-year residents in 1996, a frightening
“Cloudy Forecast but With a Chance for
50-percent drop over the previous year.1
We are now witnessing the downwind
Sun” that dealt with a number of disturbing
effect of that depression as a mere 919 new
trends in ASA membership. While some of
anesthesiologists entered the work force
these trends are still with us (an aging memlast year, compared to a peak of 1,796 four
bership and flat rate of active member
years earlier. Those who may have looked
increase that falls short of the robust growth
favorably on this trend because of decreaswe enjoyed in the early 1990s, for examing competition in the workplace are now
ple), re-evaluation of membership data one
witnessing reduced availability of locums
year later provides considerable room for
coverage and increasing difficulty of filling
optimism.
positions vacated by retiring members in
Data as of March 31, 2001, reveal that
their groups. This situation may be with
ASA membership is at an all-time high of
us for some time as Gifford Eckhout,
36,857! As Table 1 indicates, we have
M.D., and Armin Schubert, M.D., have
added 990 new members in the past year.
projected a deficit approaching 8,000 anesMore importantly, we have witnessed sigthesiologists by 2005.2 As Kevin K. Tremnificant increases in the three most vital cat- Thomas H. Cromwell, M.D.
per, M.D., and Simon Gelman, M.D.,
egories of membership with 286 new active
emphasize, all is not well in academic anesthesia: 91 permembers, 203 new residents and 251 additional medical
cent of departments are currently unable to fill faculty
students.
Make no mistake, this is a tremendous accomplishment positions, and the steady rising percentage of new residents
represented by foreign medical graduates now approaches
for ASA, one at considerable variance to many state and
national medical organizations that are facing membership 58 percent, this after a low of 10 percent in 1990.3
In any event, ASA now enjoys a record membership.
declines of disastrous proportions. You need look no further than the American Medical Association, which now
Continued on page 8
represents some 28 percent of practicing physicians despite
considerable time, expense and effort
devoted to reversing its downward trend.
Table 1
It must also be remembered that anesthesiology suffered a unique indignity in the
3/31/2000
3/31/2001
Difference
Category
mid-1990s that negatively impacted our
membership. Managed care gurus
attempted to convince the American pub23,697
23,983
+286
Active
lic that some 30 percent of surgical pro4,242
4, 445
+203
Resident
cedures were unnecessary and encouraged significant reductions in specialties
Retired
4,419
4,599
+180
in favor of primary care. We now know
228
479
+251
Medical Student
that these predictions were grossly inacLife
32
32
—
curate, but the Accreditation Council for
Graduate Medical Education limited resi3
3
—
Honorary
dencies in anesthesiology, and medical
Affiliate
3, 246
3, 316
+70
school deans joined others in de-emphasizing the specialty. As Alan W. GroTotal
35,867
36, 857
+990
gono, M.D., points out in his November
2000 NEWSLETTER article, interest in
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WASHINGTON REPORT

Thompson Suspends Supervision Rule; Proposes
Restrictions, Outcomes Study
ore than 40 million seniors on
Medicare can rest assured
that they will continue to have a
doctor involved in their anesthesia
care for surgery, now that the Bush
administration suspended a nosupervision rule change put through
by the Clinton administration.
After three years and four
months of sustained effort by ASA
and its members, the Bush Administration rejected the Clinton nosupervision rule as proposed and
has instead signaled its intention to
impose continued restrictions on
independent nurse anesthesia prac-

M

tice. A new rule to replace the
Clinton rule is expected to be introduced, discussed and approved
within six months.
Specifically, the Administration
will propose a new rule that would
retain the long-standing supervision
requirement, but permit state governors to opt out of the national
supervision requirement. To take
this action, a governor first would
have to consult with both the state
boards of medicine and nursing.
Also under the expected Bush rule,
such a step must be permissible
under state law — meaning that if a

state already maintains a physician
supervision or collaboration
requirement, the “opt out” could
not extend further than existing
state legal requirements. Furthermore, the governor will need to
show that it is “in the best interests
of the citizens of the state” that
anesthesia nurses administer anesthesia without physician supervision.
In addition, the new rule is
expected to call for a prospective
study protocol to assess patient outcomes based on different states’
Continued on page 34

Legislative Conference Participants Focus on Supervision Issue
Michael Scott, Director
Governmental and Legal Affairs
eynoted by former Senate Majority Leader Bob Dole, ASA’s
Annual Legislative Conference was
held in Washington, D.C., from April
30 to May 2. More than 350 ASA
members participated, focusing their
attention and efforts on the proposed
Medicare rule that would eliminate
supervision of nurse anesthetists.
Other subjects principally discussed
were the proposed Medicare Education and Regulatory Fairness Act,
several patient protection bills, the
new federal rules relating to privacy
of patient records and the Food and
Drug Administration (FDA) actions
with respect to drug shortages.
In his remarks, Mr. Dole expressed
his personal view that in patient safety terms, overturning the Clinton
Administration’s nurse anesthetist
supervision rule was a “no brainer”
and that despite his normal instinct to

K

Dr. Swissman stresses the need for members’ involvement in the legislative process.
(Photography by Chad Evans Wyatt)
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allow States broad regulatory powers,
clear patient safety considerations
under Medicare required uniform federal minimum standards.
ASA President Neil Swissman,
M.D., also addressed the opening session of the conference, reminding
participants that ASA had until May
18 to convince Health and Human
Services (HHS) Secretary Tommy
Thompson to overturn the Clinton
rule. Later in the conference, he
urged the participants to pursue the
issue with vigor on Capitol Hill. He
specifically urged that they ask their
legislators to write Secretary Thompson, indicating their support for a rollback of the rule pending completion
of a definitive outcomes study. As of
this writing, ASA is aware that 65
Senators and Representatives have
sent such a letter, with more being
delivered each day.
3

The conference was addressed by
several members of Congress who
support ASA’s position. These
included Representative Deborah
Pryce (R-OH), Deputy Majority
Whip in the House, who urged participants to make certain their views were
known on the Hill, and Representative
Richard M. Burr (R-NC), who recommended that these views be
expressed through the Senate confirmation process to Thomas A. Scully,
nominated by President Bush as the
new Health Care Financing Administration (HCFA) administrator.
Representative Greg Ganske,
M.D., (R-IA) a member of the Health
and Environment Subcommittee of
the House Committee on Energy and
Commerce, expressed concerns about
the differences in training of anesthesiologists and nurse anesthetists and
indicated support for the “captain of
the ship” doctrine applicable to the
operating room. Dr. Ganske also
called for the passage of strong
patient protection legislation by the
current Congress.
Representative Donald Manzullo
(R-IL), chair of the House Small
Business Committee and a sponsor of
the Medicare Education and Regulatory Fairness Act (MERFA) (H.R.
868), vigorously criticized administration of the Medicare program by
HCFA and urged participants to support the bill during their visits to the
Hill. In a variety of ways, MERFA
would restrain HCFA’s current punitive approach toward enforcement of
provider reimbursement standards.
Also appearing at the conference
were House Minority Leader
Richard A. Gephardt (D-MO), who
urged adoption of a patients’ bill of
rights and implementation of a drug
4

Team Effort
Former Senate Majority Leader Bob Dole
teams up with ASA
President Neil Swissman, M.D., and the
entire ASA membership to keep patient
safety in the forefront
of all political discussions about whether
anesthesia care should
continue to involve a
physician. Mr. Dole
said overturning the
Clinton administration’s no-supervision
rule is a "no brainer"
because the safety considerations should take
precedence in such
Medicare decisions.

benefit program for seniors, and Representative Fortney H. “Pete” Stark
(D-CA), an original co-sponsor of the
anesthesia study legislation (H.R.
716) supported by ASA. Representative Stark expressed the view that
medical standards for the Medicare
program should be established by scientific principles, not politicians.
Conferees were briefed on the
medical records privacy rules adopted
by HHS this spring under the Health
Insurance Portability and Accountability Act of 1997 by Alan S. Goldberg, a lawyer from Boston specializing in the business of health care
delivery and information technology.
He advised his audience that the new
privacy rules would significantly
affect the practices of all physicians
and urged that participants educate
themselves on the requirements of the
new regulations.
Mark Goldberger, M.D., coordinator of FDA’s efforts to identify and

deal with shortages of various medically
necessary drugs, discussed at length the
recent shortages of fentanyl and other
products used by anesthesiologists.
Briefing on the political climate
for various legislative issues of interest to organized medicine was provided in a point-counterpoint discussion
of the 107th Congress by two ASA
legislative representatives, Tom
Downey and Ray McGrath. Julius
Hobson, Director of Congressional
Affairs for the American Medical
Association (AMA) outlined AMA’s
position on various issues, including
MERFA. Mary Kuffner, also representing AMA, described the new proposed antitrust relief legislation being
drafted by AMA in the wake of failure last year to gain passage of the socalled “Campbell” relief bill.
Alexander A. Hannenberg,
M.D., ASA’s representative to the
AMA-Specialty Society Relative
Value Update Committee (RUC),

American Society of Anesthesiologists NEWSLETTER

described RUC’s action on ASA’s
request for an increase in anesthesia
work values under the Medicare Fee
Schedule. RUC approved values that
would result in an approximate $1
increase in the anesthesia Medicare
conversion factor. HCFA will review
this recommendation later this year.

Senators to Introduce
Patient Protection Bill

n early May, staff members for Senators Bill Frist (R-TN), James M.
Jeffords (I-VT) and John B. Breaux

I

(D-LA) completed work on the draft
of compromise patient protection legislation. The bipartisan bill is expected to be introduced in mid-May. The
bill would afford basic protections to
enrollees in managed care plans, augmenting state laws that have passed
over the last several years. In the
106th Congress, patient protection
bills passed each House of Congress,
but the two chambers were unable to
agree on final terms.
Finding that the new bill essentially meets the patient protection standards previously endorsed by ASA,

From left: Rep.
Deborah Pryce;
Rep. Richard M.
Burr; Rep. Greg
Ganske, M.D.;
Rep. Richard A.
Gephardt; Rep.
Pete Stark

the Society notified bill sponsors of its
support for the new legislation — the
first medical association to have done
so. Major problems are anticipated
with passage of the bill in Congress,
but we understand that the President
has approved the terms of the bill.

Needlestick Standards to
Increase on July 17

n May, the U.S. Occupational Safety and Health Administration
announced that it will begin enforcing
its new needlestick prevention rules,
mandated by Congress last year,
beginning July 17.
The new standards require maintenance of a sharps injury log and that
nonmanagerial personnel be involved
in selecting safer devices. For some
time, employers have been required to
select safer devices as they became
available on the market.

I

Rep. Donald Manzullo said he is “taking
off the gloves” when it comes to doing battle with the Health Care Financing Administration, until the agency improves the
Medicare program.
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High-Severity Injuries Associated with Regional Anesthesia in the
1990s
Frederick W. Cheney, M.D., Director
ASA Closed Claims Project

Figure 1: Regional Anesthesia in the
1990s (n=30)
Death – Associated Factors

t is frequently asked whether the use of regional anesthesia, as compared to general anesthesia, provides a
reduced risk of anesthesia-related patient injury. The ASA
Closed Claims Project database was examined to determine
the types of high-severity injuries (death and permanent
disabling injuries) associated with the use of regional anes-

I

Frederick W. Cheney, M.D., is Professor and Chair, Department of Anesthesiology, University of Washington
School of Medicine, Seattle, Washington.
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Figure 2: Regional Anesthesia in Permanent-Disabling Injury Claims in the 1990s
(n=71) – Associated Factors

thesia for which a claim of malpractice was made and
when the injury occurred in the 1990s.
At the time of this analysis, the ASA Closed Claims
Project database consisted of 4,723 closed malpractice
claims retrieved from 35 insurance organizations that
insured approximately 14,500 anesthesiologists. Of the
total database, 67 percent (3,180) of the claims are associated with general anesthesia and 24 percent (1,133) are associated with the use of regional anesthesia. The factors associated with claims for death where regional anesthesia was
utilized are shown in Figure 1.
Thirty percent of patients died from factors unrelated to
regional anesthesia such as pulmonary embolism, postoperative stroke, postoperative myocardial infarction and
adverse drug reaction. Of the pain management claims,
four were for chronic pain management and three for acute
pain management, usually involving epidural or spinal narcotics. The “Other Block-Related” designation describes
claims that do not fit into the other specific categories.
American Society of Anesthesiologists NEWSLETTER

Figure 3: Deaths Associated with
General vs. Regional Anesthesia

The leading anesthesia-related cause of death (30 percent) is cardiac arrest during spinal or epidural anesthesia
[Figure 1]. Cardiac arrest did not necessarily occur in all
cases, but severe bradycardia and hypotension was presumed to have caused the injuries leading to death. This is
not a new phenomenon as this also is the case for claims
where the injuries occurred in the 1970s and 1980s, where
cardiac arrest during neuraxial block represents 61 percent
and 40 percent respectively of deaths associated with
regional anesthesia. Of the nine deaths in the 1990s, six
patients were in their 60s and three patients were females
in their 20s undergoing obstetric procedures. The standard
of care was viewed as appropriate by the closed claims
reviewer in only two of these cases. Payment was made in
seven of the nine claims, one of which involved appropriate care. Median payment for these deaths was $310,000.
In the permanent-disabling category, the injuries ranged
from loss of an eye to paraplegia, quadraplegia and brain
damage [Figure 2]. A surprising finding from this analysis
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Figure 4: General vs. Regional
in the 1990s Severity of Injury

is that blocks (13 retrobulbar, three peribulbar) for eye
surgery performed by the anesthesiologist were the most
frequent single cause for patient injury [Figure 2]. These
involved vitreous hemorrhage with loss of vision in the
eye. Payment was made in 88 percent of the 16 claims,
with a median amount of $110,000; the highest payment
was $500,000.
Twenty-one percent of the permanent-disabling injuries
were pain management-related [Figure 2], and 14 of these
16 claims were for chronic pain. The most common recurrent themes in the chronic pain claims were the administration of neuraxial narcotics (3 claims) and neurolytic blocks
(3 claims).
The mechanism of injury in the nerve injuries associated with neuraxial/peripheral nerve blocks was usually not
clear, but needle trauma was the presumed damaging event
in most of these claims. Two of the 14 claims associated
with neuraxial block were paraplegia due to anterior spinal
artery syndrome. The epidural hematomas usually
7

“Death is more common among the
claims involving general anesthesia,
while permanent-disabling and
nondisabling temporary injuries are
present in a higher proportion of
claims associated with regional anesthesia.”
involved neuraxial block with heparinization (six claims),
but in two claims there was no anticoagulation involved.
In the total database of 4,723 claims [Figure 3], death
occurred in 36.5 percent of claims associated with general
anesthesia and 16 percent associated with regional anesthesia. Over time, there is a decline in the proportion of
claims for death in both the general and regional anesthesia
groups [Figure 3].
Of claims where the injuries occurred in the 1990s,
death occurred in 25 percent of those associated with general anesthesia and 10 percent of those associated with
regional anesthesia. Focusing on claims where the injury
occurred in the 1990s, claims associated with regional

anesthesia are more likely to be of a lower severity than
those associated with general anesthesia [Figure 4]. Cardiac arrest/circulatory collapse associated with neuraxial
block continues to be the leading cause of regional anesthesia-related death.
The comparative safety of regional versus general anesthesia cannot be determined from Closed Claims data.
Lack of denominator data concerning the relative number
of general and regional anesthetics administered by the
insured during the time intervals precludes any conclusions
about risk of anesthesia-related patient injuries with either
technique. Death is more common among the claims
involving general anesthesia, while permanent-disabling
and nondisabling temporary injuries are present in a higher
proportion of claims associated with regional anesthesia.
These data from the ASA Closed Claims Project database indicate that regional anesthesia-related complications
are a liability hazard for the anesthesiologist. While highseverity, anesthesia-related injuries are more common with
general anesthesia than regional anesthesia, the lack of
denominator data in the Closed Claims Project does not
allow any conclusions to be drawn about the safety of
either technique.

Cloudy Forecast Revisited; Partly Sunny With Higher Temps
Continued from page 2
Many of the trends mentioned previously are clearly on the
rebound. As an ever-increasing membership is not guaranteed, the Committee on Membership continues to focus on
recruitment and retention in an attempt to convince practicing anesthesiologists that ASA represents all of us.
Recruitment currently is focused on groups such as:
African-Americans, Hispanics and other minorities; military personnel; members of large group practices and medical students.
Retention is directed at all members of ASA, especially
our colleagues who practice pain medicine and critical care.
8

References:
1. Grogono A. Update on residency composition 19602000. ASA Newsl. 2000; 64(11):16-19.
2. Eckhout G, Schubert A. Where have all the anesthesiologists gone? Analysis of the national anesthesia worker
shortage. ASA Newsl. 2001; 65(4):16-19.
3. Tremper K, Gelman S. Surviving the perfect storm:
Challenges faced by our training programs. ASA Newsl.
2001; 65(2):22-24.

American Society of Anesthesiologists NEWSLETTER

Office-Based Anesthesia: Lessons Learned from the Closed Claims
Project
Karen B. Domino, M.D.
Committee on Professional Liability

he tremendous growth of office-based anesthesia has
been accompanied by concerns for patient safety.1
This concern has been escalated by poignant media reports
of tragedies that may have been precipitated because the
physician’s office lacked the same resources (i.e., personnel, equipment, drugs, administrative policies and facilities) that are present in an ambulatory surgical center or
hospital. Therefore, we examined ASA’s Closed Claims
Project database to compare closed malpractice claims
against anesthesiologists for adverse events after officebased anesthesia compared to anesthesia and surgery in
other ambulatory surgical settings. Nonoperative pain
management-related claims were not considered for this
analysis.
The Closed Claims Project database consists of standardized summary data on anesthesia malpractice claims
collected from 35 professional liability carriers that insure
about half of the practicing anesthesiologists in the United
States. Claims for dental damage are excluded from the
database. There are currently 5,480 claims in the database
including 753 claims for surgical anesthesia in the outpatient setting (ambulatory anesthesia claims) and 14 claims
for surgical anesthesia in physician’s offices (office-based
claims). Although presently there are only a small number
of office-based claims (due to the three- to five-year delay
for the claim to be resolved and appear in the database),
some interesting trends are described below.

T

Patients and Procedures
Patients filing claims for adverse anesthesia events in
the office-based setting exhibited similar demographic
characteristics to patients filing claims in other ambulatory
settings [Table 1]. Most were middle-aged, ASA Physical
Status 1 or ASA Physical Status 2 women undergoing elective surgery under general anesthesia. Dental and plastic
surgery were the most common procedures performed in
the office-based group. Both ambulatory groups were generally younger and healthier than inpatients in the Closed
Claims database.2
Severity of Injury
The severity of injury for office-based claims was greater
than for other ambulatory anesthesia claims [Figure 1].
Most (62 percent) ambulatory anesthesia claims were for a
temporary and nondisabling injury, compared to 21 percent
of office-based claims (P <0.01). In contrast, 64 percent of
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Table 1: Patient Characteristics
Ambulatory
Anesthesia
(n = 753)

OfficeBased
(n = 14)

Age (mean in years)

41

45

Female (%)

58

64

ASA 1-2 (%)

82

89

Elective surgery (%)

97

100

General (%)

66

71

MAC (%)

10

14

3

21

Plastic surgery (%)

32*

64*

Other (%)

64†

14†

Anesthesia type

Surgical procedure
Dental (%)

*P <0.05 Ambulatory vs. Office-Based
†P <0.01 Ambulatory vs. Office-Based
Percentages do not equal 100% due to rounding

office-based claims were for death, compared to 21 percent
of ambulatory anesthesia claims (P <0.01). Although these
data may reflect decreased patient safety in the office-based

Karen B. Domino, M.D., is Professor
of Anesthesiology, University of Washington, Seattle, Washington.
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setting, the lack of denominator data (e.g., the number of
cases performed in each setting) prevents the estimation of
risk or safety. In addition, the data may reflect a difference
in patient liability profile and propensity to sue in the officebased versus ambulatory care settings.
Mechanism of Injury
The “damaging event” is the particular aspect of anesthesia management that led to patient injury. The most
common damaging events in the Closed Claims database
overall (including inpatient and pain claims) are respiratory
system (22 percent), cardiovascular system (11 percent)
and equipment-related (10 percent) events. The damaging
events in office-based claims involved mostly respiratory
system events (50 percent) and drug-related events (25 percent) [Table 2]. The respiratory system damaging events in
office-based claims included airway obstruction, bronchospasm, inadequate oxygenation-ventilation and
esophageal intubation. The drug-related damaging events
included wrong dose or drug, malignant hyperthermia and
allergic drug reaction. Although there was a trend for an
increase in respiratory system events in the office-based
claims compared to other ambulatory anesthesia claims,
this difference was not statistically significant [Table 2].
The injury in office-based claims against anesthesiologists
occurred through intra-anesthesia in most claims (64 percent), in the recovery phase in 14 percent and after discharge in 21 percent of claims. The location of the damaging event was similar in other ambulatory anesthesia
claims, although there was a trend for fewer injuries occurring after discharge (7 percent of ambulatory claims).
Preventability of Injury
In contrast to injuries in ambulatory anesthesia claims, a
higher proportion of injuries in office-based claims were
judged by the Closed Claims reviewers as being potentially
preventable by better monitoring [Figure 2]. More than 46
percent of office-based injuries were judged to be preventable by better monitoring, in contrast to only 13 percent of ambulatory anesthesia claims (P<0.01). All the
potentially preventable office-based injuries resulted from
adverse respiratory events in the recovery or postoperative
periods, which were judged to be preventable by use of
pulse oximetry. This profile is quite different from injuries
occurring during other ambulatory anesthesia claims.
10

Liability and Payment
There was a trend to judge the anesthesia care as substandard more frequently in the office-based claims than in
other ambulatory claims. Fifty percent of office-based
claims had received care that was clearly substandard compared to 34 percent of ambulatory anesthesia claims (difference not statistically significant). Although anesthesia care
met standards in 36 percent of office-based claims, postoperative care after discharge was substandard in several of
these claims.
Payment was made in a greater proportion of officebased claims than ambulatory claims (92 percent versus 59
percent, respectively [Table 3]). In addition, the payment
amounts were greater for office-based claims (median payment of $200,000) than for other ambulatory anesthesia
claims (median payment of $85,000). This is not surprising since the payment amount correlates with severity of
injury, and office-based claims involved more severe
injuries.3 There was, however, a broad range of payment in
both groups reflecting patient demographics, severity of
injury, standard of care and regional differences (Table 3).
In summary, office-based claims (although few in number due to the delay in entering the database) had a greater

Table 2: Damaging Events
Ambulatory
Anesthesia
(n = 666)*
Type of Event

OfficeBased
(n = 12)

n

(%)

n

(%)

Respiratory

150

(22)

6

(50)

Cardiovascular

67

(10)

1

(8)

Equipment

74

(11)

1

(8)

Drug-related

58

(9)

3

(25)

Block-needle trauma

41

(6)

1

(8)

*Excludes claims with unknown or missing damaging events
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Table 3: Payment in Ambulatory Anesthesia vs. Office-Based Claims
Context of Care

Payment Proportion

Median Payment

Range (Min – Max)

Ambulatory Anesthesia (n = 695)*

59%†

$85,000‡

$34 - $14,700,000

Office-Based (n = 13)*

92%†

$200,000‡

$10,000 - $2,000,000

*Includes only claims where payment data are known
†P <0.01 Ambulatory vs. Office-Based by the Chi Square test with z-test
‡P <0.05 Ambulatory vs. Office-Based by the Mann-Whitney U. rank of payments

severity of injury and higher proportion and amount of
payment than claims from other ambulatory anesthesia settings. In addition, a greater proportion of injuries in officebased claims were judged to be preventable by monitoring,

Figure 1: Severity of Injury in Ambulatory
Anesthesia vs. Office-Based Claims
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especially in the postoperative period. These preliminary
data suggest that safety efforts involving office-based anesContinued on page 15

Figure 2: Prevention of Injury in Ambulatory Anesthesia vs. Office-Based Claims
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Liability Arising From Anesthesiology-Based Pain Management in
the Nonoperative Setting
Dermot R. Fitzgibbon, M.D.

nesthesiologists traditionally have been at the forefront in the management of both acute and chronic
pain by providing the principal leadership in development
of the practice of pain medicine.1 Anesthesia-based chronic pain medicine typically involves patient evaluation, provision and interpretation of diagnostic procedures, clinical
pharmacology, provision of alternative drug delivery methods, provision of temporary or long-term neural blockade
and provision of neuromodulatory techniques. Chronic pain
management techniques aim to optimize pain control, minimize adverse outcomes, enhance functional abilities with
favorable physical and psychological outcomes and enhance
the overall quality of life for patients with chronic pain.
In order to assess the liability associated with the practice of nonoperative pain management, we examined the
ASA Closed Claims Project database for related injuries
occurring between 1970 and 1998. Only claims related to
pain management by anesthesiologists in the nonoperative
setting (nonacute pain) were considered. Pain management
claims were grouped as procedures (blocks and interventions) and miscellaneous care (“medication management,”
“other” and “opinion only”).
A total of 241 out of 5,480 (4.4 percent) claims in the
database were for pain management in the nonoperative
setting. The relative proportion of pain claims to all claims
increased over time. Pain management claims accounted
for 8 percent of all claims in the 1990s, compared to 2.76
percent in the 1980s and 1.95 percent in the 1970s [Figure
1]. Anesthesia procedures (blocks and interventions)
accounted for 98 percent (236 of 241 claims) of pain management claims, with anesthetic blocks accounting for 84
percent of claims [Figure 2]. A breakdown of the specific
blocks, interventions and miscellaneous pain management
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Figure 1: Pain Management
in the Nonoperative Setting

techniques found in the claims is provided in Table 1.
The most common adverse outcome from anesthesia
blocks were nerve injury or paralysis/paraplegia (23 percent), pneumothorax (19 percent), postdural puncture
headache (PDPH) (11 percent), death or brain damage (10
percent), meningitis (6 percent), no pain relief or increased
pain (5 percent) and infection at the injection site (4 percent) [Figure 3].
Of the anesthesia block claims, 120 (55 percent) were
for neuraxial (epidural, intrathecal) blocks, 78 percent of
which (93 of the 120 claims) were associated with injection
of steroids or combination of agents (opioids, local anesthetics) with steroids into the epidural space. Adverse
events associated with the use of epidural steroids (or associated agents) included PDPH (23 percent), nerve injury or
paralysis/paraplegia (22 percent), meningitis (11 percent),
death or brain damage (11 percent), no relief or increased
pain (9 percent), infection at the injection site (6 percent)
American Society of Anesthesiologists NEWSLETTER

Table 1: Number of Claims
Related to Blocks, Interventions and
Miscellaneous Management Care Issues
Pain Management

# claims

% of 241

Blocks
Neuraxial Block
Sympathetic Block
Axial Nerve Block
Other Blocks

202
120
33
31
18

84%
50%
14%
13%
7%

Interventions
Trigger Point Injection
Pump Insertion or Refill
Spinal Cord Stimulator

29
16
10
3

12%
7%
4%
1%

Miscellaneous
Other
Medication Management
Opinion Only

10
5
3
2

4%
2%
1%
1%

and epidural abscess (4 percent) [Figure 4]. Care in the
management of epidural steroid-related complications was
deemed substandard in 30 percent and impossible to assess
in 19 percent. Payment was made in 43 percent of epidural
steroid-related claims. The median payment in these cases
was $27,500 with a range of $2,000-$1,812,500. Substandard care claims were more likely to be paid than standard
care claims (79 percent versus 19 percent, p <0.05) [Tables
2 and 3].
Anesthesia blocks account for the majority of professional liability claims for nonoperative pain management.
The majority of neuraxial block claims involved injection
of epidural steroids and associated agents. Compensatory
payments were made in a substantial number of epidural
steroid-related claims associated with substandard care.
Clearly the practice of nonoperative pain management has
the potential for patient injury and presents an increasing
liability hazard for the anesthesiologist.
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Figure 2: Anesthesia Procedures and
Miscellaneous Management Claims (n=241)

Figure 3: Injuries Associated
With Anesthesia Blocks (n=202)

13

Table 2: Number of Claims, Number of Payments, Number of Cases Deemed
as Substandard in Care and Median Payment Amount in Dollars for Anesthesia Blocks
Type of Block #

# Claims
(n=202)

# Substandard
Care

# Cases Receiving
Compensation

Median
Payment ($)

Neuraxial

120

40

56

38,000

Sympathetic

33

9

18

30,000

Axial

31

7

16

7,000

Upper
Extremity

7

2

3

25,000

Lower
Extremity

2

2

1

15,000

Head or
Neck

4

2

3

1 million

Other

5

2

1

2,000

Table 3: Number of Claims, Number of Payments, Number of Cases Deemed as Substandard in Care
and Median Payment Amount in Dollars for Anesthesia Interventions and Miscellaneous Care Issues
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Type of Care

# Claims
(n=37)

# Substandard
Care

# Cases Receiving
Compensation

Median
Payment ($)

Trigger Point

16

5

11

20,000

Pump Insertion

8

3

5

60,000

Pump Refill

2

2

2

889,000

Spinal Cord
Stimulator

3

0

1

25,000

Medication
Management

3

1

3

15,000

Sedation for
procedures

1

0

0

0

Other

4

1

3

250,000
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Figure 4: Injuries Associated with Epidural
Steroids and Associated Agents (n=93)

“Anesthesia blocks account for the
majority of professional liability
claims for nonoperative pain management. The majority of neuraxial
block claims involved injection of
epidural steroids and associated
agents.”
Reference:
1. Practice Guidelines for Chronic Pain Management. A
report by the American Society of Anesthesiologists
Task Force on Pain Management, Chronic Pain Section.
Anesthesiology. 1997; 86:995-1004.

Office-Based Anesthesia: Lessons Learned from the Closed Claims
Project
Continued from page 11
thesia should focus on improving care in the recovery and
postoperative phases.
References:
1. Stoelting RK. Office-based anesthesia growth provokes safety fears. Anesthesia Patient Safety Foundation Newsletter. 2000; 15(1):1.
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2. Posner KL: Liability profile of ambulatory anesthesia.
ASA Newsl. 2000; 64(6):10-12.
3. Cheney FW, Posner K, Caplan RA, Ward J. Standard
of care and anesthesia liability. JAMA. 1989;
261:1599-1603.
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Addiction in Your Private Practice: Prepare for It
Clarence F. Ward, M.D.
Ad Hoc Committee on Chemical Dependency of the Committee on Occupational Health

he intent of this submission is to share my 10-year
experience of working with a well-being committee
(WBC) for a large (more than 170 members) physicianonly private practice group in San Diego, California. This
WBC consists of 13 physician members plus corporate
counsel, all of whom are protected from discovery during
committee business. Guidelines have been developed and
then continuously refined to deal with both impaired and
disruptive physicians by delineating specific steps to cope
with escalating concerns.
In general, individual physician issues are first
addressed at the local hospital/surgical center level, then
referred to the WBC as required. A notable exception to
this graded response is a specific concern with substance
abuse that has been dealt with by the committee chair with
other members assisting in a tightly compressed time
frame. This has been deemed necessary because of the
critical nature of such occurrences and their relative infrequency. All WBC evaluations or interventions are viewed
as conduits to care, implying responsibility for indicated
referral, never true diagnosis or management.
In brief, the WBC has addressed a significant number of
issues that have increased in recent years, primarily mental
health issues. The spectrum encompasses diagnoses from
mild depression to substance abuse including alcohol and
other mood-altering drugs. The latter category includes
drugs familiar to the operating room, such as sufentanil,
and to the street, GHB, for example. Six individuals have
been diagnosed with operating room-related substance
abuse. Incidences are problematic as the group size has not
been constant over the decade. All have been offered reentry; five have been successful. Relapses have occurred
as long as 13 years after initial recovery. These individuals
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Clarence F. Ward, M.D., is Chair,
Well-Being Committee, Anesthesia
Service Medical Group, Inc., San
Diego, California.
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have been dealt with by further aggressive therapy and
repeat successful re-entry.
Some of the insights from these experiences follow. A
group anesthesia practice would be well served by internal
mechanisms to deal with members’ personal distress.
Physicians historically do not reach out for assistance, and
our experience mirrors this.
A WBC should have consultants identified well in
advance of need, and the comorbidity of substance abuse
strongly suggests that at least one of these consultants
should be a psychiatrist with addiction medicine interests.
The mental anguish involved with severe depression and/or
substance abuse absolutely includes risk of suicide and
should be dealt with accordingly. Disturbingly, phone calls
requesting advice continue to be received about “interventions” done elsewhere that employ the inverse of Vernon
Johnson’s recommended precepts and even general common sense, ignoring this risk entirely. Opioid abuse is usuAmerican Society of Anesthesiologists NEWSLETTER

My Story: A Spouse Relives the Nightmare
Anonymous

T

he call came on a Thursday afternoon. I was home
enjoying that rare quiet time which occurs just before
the kids get home from school and the whirlwind of afterschool activities, homework and meal preparation begins.
My husband Jeff [not his real name], an anesthesiologist,
was still at the hospital finishing with his last patient of the
day. I was looking forward to the evening as we had plans
to go to dinner and a play with some friends.
And then the telephone rang.
It was Jeff, so distraught as to be nearly incoherent. I
closed my eyes to concentrate on what he was saying
because it was so unbelievable. He was calling from a
local hospital and was about to be admitted to their rehab
unit for drug addiction treatment. He was addicted to fentanyl, a drug commonly found in the operating room. His
partners had recognized the symptoms and intervened,
arranging for his immediate hospitalization. He was not
sure when he would be home — perhaps in 30 days, possibly longer. He said he loved me and apologized for the
hurt he was causing our children and me.
I was stunned. How could this happen? How could I
not have seen it? There were so many questions, but he
was in no condition to answer. I told him that I loved him
and that I would handle things while he was gone, that he

ally, but not always, a young person’s disease presenting
within 10 years postresidency. It also is a chronic relapsing
disease, suggesting that relapse should be prepared for and
even expected. Re-entry definitely does work, but it
requires an employment contract, established boundaries
and appropriate oversight. However, psychiatric comorbidity can significantly influence this process, and a diagnosis of personality disorder with limited or absent insight
darkens the prognosis considerably. Lastly, for those
unconvinced, problems do not disappear should the WBC
cease to exist. The problem ends up being “solved” by
another external entity that is generally less benevolent and
much less informed about specialty-specific issues. For
example, urine drug testing obtained by a hospital-based
June 2001
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“ …the telephone rang…It was Jeff,
so distraught as to be nearly incoherent.”
should focus on getting better; there would be time to talk
later. We said our good-byes, then I hung up the telephone and broke down in tears.
Within a few hours, I received a call from one of Jeff’s
partners as well as the wives of two others who had “been
there” before me. In the midst of my confusion and pain,
they answered my questions as best they could, listened
and shared their own experiences with me. They lent me
their strength and wisdom, giving me hope that my family
could survive this and move on.

T

he next few weeks were a blur as I tried to deal with the
needs of my family and the reality of what had happened. I felt overwhelmed by grief just when my children
Continued on page 18

WBC may well neglect a specific assay for fentanyl or
sufentanil or will not grasp the futility of attempting to
“test” for remifentanil the next day. Further, the re-entry
process for a busy operating room is often a complex puzzle to those who have never worked in one.
There may have been a time when dismissal seemed an
acceptable reflex reaction to these problems, but the annual
report from Alan W. Grogano, M.D., (ASA NEWSLETTER,
May 2001, pages 19-24) suggests that these times are now
long past. Beyond that, I would submit that these are colleague health issues and therefore ask, who is better prepared to face them if we will not? And if we will not, then
why not? These are questions the public may ask as well.
17

needed my strength and reassurance. I was grateful for the
support of friends and family and the wonderful staff at Jeff’s
medical group who aided me in numerous ways. At the
same time, I was angry with Jeff for putting me in this situation and blamed myself for not somehow recognizing the
signs of addiction. It was so hard to believe that my husband,
my best friend and one of the most ethical people I knew,
could have this problem. Although I had heard that anesthesiology was a high-risk medical specialty for addiction, I
never thought it could happen to us.

“It is difficult to say when therapeutic
use became abuse, but I believe a
major contributing factor in the
development of his addiction was
when Jeff decided to treat himself
rather than seeking appropriate medical supervision.”

B

ut it did. Addiction is an insidious disease, finding its beginnings in the most innocuous circumstances. Jeff’s problems
started innocently enough when a colleague suggested that he
try taking vicodin, an opioid, for the migraine headaches that
had plagued him since childhood. It worked, and he continued
to take it on an occasional basis. It is difficult to say when therapeutic use became abuse, but I believe a major contributing
factor in the development of his addiction was when Jeff decided to treat himself rather than seeking appropriate medical
supervision. As his disease progressed, he began using fentanyl,
another opioid drug that was readily available at work and enormously addictive.
At home during this time, Jeff exhibited a confusing array
of symptoms and behaviors that had me deeply concerned.

“He was not sure when he would be
home — perhaps in 30 days, possibly
longer. He said he loved me and
apologized for the hurt he was causing our children and me.”

just the individual but their loved ones as well. In addition,
recovery is not just about achieving sobriety, it is an ongoing
lifelong process of finding balance and restoring a person’s
mental, emotional, spiritual, physical and social health.
Finally, although the work of recovery is the responsibility of
the individual, the family must be committed to the process in
order to achieve their own healing. I learned that forgiveness
and trust, like recovery, are best achieved one day at a time.

J

eff came home on Christmas Eve. It was a time of bittersweet
joy, tears and laughter. We hugged our children tightly and
gave thanks, committing ourselves to healing our family and our
marriage. As time has passed, we have maintained that commitment and have been blessed beyond all expectations. Jeff
has returned to work and continues to focus on his recovery on
a daily basis.
Although it has not been an easy road, we will be forever
grateful that his partners cared enough to make a tough call
and had faith enough to offer a second chance. We trust the
future will prove that their faith was not misplaced.

He attributed them to depression and grief over the recent
loss of his mother after a prolonged illness as well as stress
due to work and financial worries. I believed him as I had no
other explanation. I had no idea what addiction looked like.
As 30 days became 60, I began to educate myself about
the disease of addiction. I read everything I could, spoke
with counselors and attended Al-Anon and other support
groups. I learned that addiction is a chronic, progressive disease of the mind, body and spirit that profoundly affects not
18
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Medem Creates Web Sites for 700 Members
Michelle Esquivel, Society Partners Manager
Medem, Inc.

ow available to all ASA members, Medem’s Your
Practice Online enables you to easily create a customizable Web site for your practice that features credible,
comprehensive clinical information from all of Medem’s
partner societies. ASA has joined the nation’s leading medical societies who founded Medem — representing a collaboration of the nation’s leaders in medicine — to empower the physician-patient relationship.
To date, almost 700 Web sites have been created for
ASA members. The following are answers to some frequently asked questions about Your Practice Online.
Q: What does the Your Practice Online Web site service
include?
A: Everything you need to create a Web site, such as:
• a unique Web site address (URL) for your practice;
• trusted health care information, including patient
education and clinical information, from over 25 partner
medical societies;
• Secure Messaging technology that can help your
practice reduce administrative burdens and improve office
efficiencies;
• a homepage based on a choice of templates and colors with customizable, easy-to-update information about
your practice;
• ability to include digital photos of physicians, staff,
procedures and more;
• ability for each physician in a group practice to create
individual pages with photos, curriculum vitae, training and
specialty information, personal libraries of articles, etc.;
• automatic updating of news, patient and clinical content;
• frequently updated, specialized medical health news;
• fully personalized information delivery for your
patients.
Q: What is Medem’s Secure Messaging?
A: Medem’s Secure Messaging service allows your practice
to communicate online with patients in a safe and private
environment. Accessed through your practice’s Web site,
the service has a number of features that reduce administrative burdens and improve communications and office efficiencies.
Medem’s Secure Messaging is compliant with the proposed Health Insurance Portability and Accountability Act
regulations so your practice can be sure that patient confidentiality is protected. Medem’s Secure Messaging service also
adheres to the eRisk Working Group for Healthcare guidelines, recommended by the nation’s top malpractice carriers.
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Sending traditional e-mail is similar to sending a postcard in the mail: it can be intercepted and read by others as
it travels across the Internet to its intended recipient.
Secure Messaging is encrypted and confidential, so only
the intended recipient can read a message. While e-mail
uses free-flowing, nonstructured messages, Secure Messaging offers structured templates for messages — appointment requests, appointment reminders, prescription
renewals and others — thereby streamlining routine administrative tasks and minimizing time demands on physician
offices.
Q: How do I register for Your Practice Online?
A: Go to <www.yourpracticeonline.com> or call Medem
toll-free at (877) 926-3336. Computer expertise is not
required.
Q: Will there be help if I have problems building the
site?
A: To ask technical questions, call (877) 926-3336 toll-free
or e-mail to <info@medem.com>. There also is extensive
online help.
Q: What are the computer requirements to build a site?
A: The following minimum computer equipment and connectivity are required:
1. IBM-compatible computer with 33 MHz or better
Pentium-class processor or Macintosh computer with a
minimum 68030 processor;
2. Internet modem connection speed of 28.8 Kbps or
more;
3. Access to the Internet via a network or Internet Service Provider (ISP). Some ISPs are fee-based, such as
America Online and Microsoft Network™, while some —
NetZero and Freei.net, for example — are free; and a Web
browser, either Netscape Navigator or Microsoft Internet
Explorer, version 3.0 or higher.
Q: Can I change all of the content I place on my site?
A. You can change only your own content. Articles and
news that come from founding member societies cannot be
changed. However, you can select the articles from societies you want on your practice site, and you can revise
your site at any time.
Q: Who will have access to make changes to my Web
site?
A: We recommend that one person be assigned to manage
your practice site. Your site administrator will be able to
Continued on page 32
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ASA at a Glance

he following figures were compiled by ASA staff
from available membership data as of March 31,
2001. Percentages reflect just less than 1 percent of

T

unaccountable data due to individual member records
with insufficient information.

Total ASA Membership = 36,857

Membership Status
Active members make up
the largest segment (65 percent) of ASA’s total membership with resident members
comprising about 12 percent.

Membership by Age
The greatest number of ASA members (35 percent)
are between the
ages of 35-44. The
second largest
group (27 percent)
includes ages 45-54.
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Primary Modes of Practice
These figures represent 83 percent of ASA active
members who have returned physician demographic surveys and do not include residents
who cannot stipulate practice affiliations. While
the percentages may not reflect the entire ASA
membership, they are indicative of the current
trend toward private group practice.

*Total = 19,837

Membership by Gender
The number of female anesthesiologists (20 percent)
has been increasing at a slow but steady rate but is
expected to climb as more women enter medicine.
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2001 SEE Program Strives for Excellence
Peter L. Bailey, M.D., Editor-in-Chief
Self-Education and Evaluation Program

he ASA Self-Education and Evaluation (SEE) program
continues to enjoy great popularity among ASA members. Growth in the number of subscribers continues; more
than 6,000 subscriptions were sold in 2000. The success of
the SEE program, which hopefully reflects the quality of
this continuing medical education (CME) product, also contributes to the financial health of ASA.
The SEE editorial board continues to strive to improve
the product and enhance its usefulness to ASA members.
The addition of two new editorial positions will augment
the expertise of the SEE editorial board. The CD-ROM
version of the SEE program is being redesigned, in part, in
response to subscribers’ comments. The electronic version
includes many of the features currently contained within
the three-booklet written program as well as an interactive
format to increase subscribers’ interest and enjoyment of
the program. One goal of the CD-ROM product is to
enhance subscribers’ familiarity and ease with a computerbased technique such as that currently used by the American Board of Anesthesiology (ABA) for the ABA recertification examination. The SEE product will also play an
integral role in ASA review by the Accreditation Council
for Continuing Medical Education. Current questions are
indexed according to the ABA-ASA Joint Council on InTraining Examinations Content Outline as well as the ABA
Recertification Content Outline so that review can be facilitated for specific topic areas. Copies of these outlines are
provided to subscribers via the ASA Web site.
Although the SEE program is also popular with anesthesiologists in training, not all program directors subscribe to
the SEE program. A recent edition of the SEE program has
been sent to all nonsubscribing program directors in an
attempt to demonstrate the product to them and entice them
to consider subscribing their residents. It is hoped that a
CME process begun during residency training will continue
as a lifelong continuing education activity for many ASA
members. The SEE editorial board always reviews subscriber feedback. Subscriber feedback indicates that the
program is very well received. Requests for more editions
of the same product and for additional subspecialty-related
questions are common. Considerations on how to expand
the SEE product are being evaluated.
Each of the SEE program’s two volumes is composed of
100 multiple-choice questions and is mailed in two installments. Questions for the SEE program are based on articles appearing in anesthesiology journals, other selected
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peer-reviewed medical publications and the ASA Annual
Meeting Refresher Course Lectures book. The group of
anesthesiologists who contribute questions to the editorial
board of the SEE program continues to be augmented. The
efforts of these individuals are indispensable, and their
expertise helps to identify the best literature and keep SEE
content and focus contemporary and relevant to clinical
practice.
Each 2001 subscriber will receive both SEE volumes
with a set of 100 questions, an answer/critique section, a
list of references from related medical literature and a copy
of the ASA 2000 Annual Meeting Refresher Course Lectures book. The CD-ROM version offers subscribers
immediate feedback with each answer, or it can be completed choosing the “rapid-fire” method that gives an overall score upon completion. For CME credit, subscribers
record their answers on the “answer sheet” diskette that
accompanies the CD-ROM. Then they return the diskette
to ASA and keep the CD for future reference. The CDROM version requires no complicated installation and will
run on Windows® or Macintosh platforms.
The names of the SEE program participants and their
scores remain anonymous. Participants who submit both
answer sheets may claim 60 hours of category 1 CME
credit and will receive a Certificate of Participation in the
program. ASA designates this CME program for 60 credit
hours in category 1 of the Physician’s Recognition Award
of the American Medical Association.
The first installment of the 2001 program, SEE Volume
17A, was distributed to subscribers in January 2001. The
second installment, SEE Volume 17B, will be mailed to all
subscribers in July 2001.
The cost of the 2001 SEE program is $150 for ASA
members and $300 for nonmembers for either the booklet
version or CD-ROM. Individual residents who supply a
letter from their program director confirming their residency status may purchase the examination for $50. Group
enrollment is available to residency programs for $25 per
resident. Directors of residency programs have been sent
information regarding the purchase of the program.
For more information or for an order form, contact the
ASA Publications Department at (847) 825-5586 or by email at <publications@ASAhq.org>.
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WHAT’S NEW IN …

…Best Practices: Risk Management on the Internet
illions of consumers turn to the Web for answers to
their medical questions. Research studies, news stories, opinion polls and surveys all indicate that patients
want to get online health care information from their doctors and communicate with their offices online. Just a few
findings from a recent Cyber Dialogue study confirms that
the Internet is playing an important role in the physicianpatient relationship:
• 33.6 million online adults would like to access information through their doctors’ Web site;
• 14.8 million online adults are likely to switch doctors to
gain Web site access;
• 11.9 million online adults would change to a doctor who
communicates with patients via e-mail.

M

Clearly, the Internet is playing a critical role in the
delivery of health care. In this digital era, a strong Web
presence is fundamental to building and maintaining a successful practice, so harnessing the power of the Internet can
benefit a physician’s practice as well as benefiting patients.
Although physicians generally have been slow to adopt
Internet technologies, the use of the Internet for practice
Web sites and online communications with patients is
expanding rapidly. A member physician survey of five
national medical societies revealed that 70 percent have
Internet access in their offices (Physicians’ Use of the
Internet, Medem, June 2000). More than half of the physicians surveyed reported having practice Web sites.
While the benefits of the Internet for physicians’ practices are numerous — increased efficiencies, time and
money savings, patient education, improved patient communications, and more — there are also potential risks and
liabilities associated with its use, including but not limited
to:
• Liability for online malpractice;
• Liability associated with the expansion of the physician’s office and the patient-physician relationship onto
the Internet;
• Liability for misuse, inappropriate disclosure or inappropriate access to patient information (including issues
of the Health Insurance Portability and Accountability
Act and other regulatory compliance).
In order to ensure that physicians and patients both are
protected, all physicians should adopt guidelines associated
with the use of the Internet for patient-to-physician (P2P)
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communications. Following are a few basic recommendations to consider:
• P2P communications should occur within the context of
an existing physician-patient relationship;
• P2P communications should not be used for emergency
purposes or situations;
• P2P communications must be private, confidential and
secure;
• The physician is responsible for assuring that diagnosing, prescribing or educating online is medically and
ethically appropriate and, where necessary, strongly recommending face-to-face evaluation in an appropriate
setting;
• The physician should establish and convey clear ground
rules with patients governing the use of the Internet for
P2P communications either in the form of a notification
on the physician’s Web site or preceding online messages;
• It is the primary responsibility of the physician’s office
to maintain a record of all P2P communications;
• All participants in P2P communications should use the
best reasonably available techniques to authenticate
their identity;
• The physician should make every effort to use the best
and most authoritative clinical information to supplement P2P communications.

While other issues relevant in the P2P communications
environment exist, these recommendations can serve as a
foundation for harnessing the power of the Internet to
enhance quality health care and empower the patient-physician relationship. In addition, physicians can refer to standards and guidelines of the American Medical Informatics
Association, American Health Information Management
Association and other groups that are involved in examining these issues.
Further work is now under way in the form of a collaborative effort between many of the nation’s medical societies
and the majority of the nation’s medical malpractice carriers to address additional issues and standards for P2P communications.
Information for this article was provided by Medem,
Inc. <info@medem.com>.
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PRACTICE MANAGEMENT

our of the “Top 10 Pain MediThe seventh component is:
cine Risk Areas” listed in the
• time.
April 2001 “Practice Management” column related to evaluaTime is a decisive factor when
tion and management (E&M) serselecting a level of service if more
vices. This month features an inthan 50 percent of the encounter
depth explanation of the correct
involves counseling or coordinause of E&M codes in a pain medition of care. Most often, the three
cine practice. Why should an
key components will indicate the
anesthesiologist providing pain
level of service.
management services become an
Sharon Merrick, ASA’s coding
Karin Bierstein,
expert in E&M coding? There are
and
reimbursement analyst who
Assistant Director of Governmental
two principal reasons. First, docsupervised
billing for a busy
Affairs (Regulatory)
umentation must support the level
physiatry practice before joining
of service billed. E&Ms make up
ASA’s Washington staff, prepared
the largest percentage of services
the descriptions and tables below
paid by carriers — they can and
from the published guidelines.
do review your notes. Second, you do not want to undercode for your services. If you perform and can document a Key Components of an E&M Service
level 3 visit Current Procedural Terminology™ (CPT) code
99203, that is what you should bill. Do not bill a 99202 just 1. History
because you are not familiar with what is required and want
“History,” for purposes of E&M coding, consists of a
to be “safe.”
chief complaint (CC), the history of the present illness
Selecting the appropriate level of service depends upon (HPI), the review of systems (ROS) and a past, family and
documenting the components of an E&M service according social history (PFSH).
to the “Documentation Guidelines for Evaluation and ManThe CC is, quite simply, the reason for the encounter. It
agement Services” developed by the American Medical should always be part of your documentation no matter
Association and the Health Care Financing Administration what the level of service.
(HCFA). HCFA released two sets of these guidelines, one
The HPI describes how the patient’s signs/symptoms
in 1995 and the other in 1997. Physicians may follow either developed. There are four levels of HPI: problem-focused,
set (or neither, since they are guidelines, not rules). As is expanded problem-focused, detailed and comprehensive.
the case with any medical or surgical service, documentation only serves to prove that the physician provided the ser- The guidelines list eight elements of an HPI:
vice claimed; it is not a condition of filing the claim but
rather protection against liability for refunds. A third ver1. Location
Where on the body (left/right,
sion of the guidelines is currently in the draft stage.
distal/proximal)
There are seven E&M components in the Documentation Guidelines system. The three key components of an
2. Quality
Description of the sign/symptom
E&M service are:
(shooting pain, crushing pain)
• history
• examination
3. Severity
The degree or intensity
• medical decision-making.
(scale of 1-10/moderate)

F

What Pain Doctors
Should Know About
Evaluation and
Management Codes

Contributory components are:
• coordination of care
• the nature of the presenting problem.
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4. Duration

How long the patient has been
experiencing the problem
(for two days, last month)
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5. Timing
6. Context
7. Modifying
Factors

8. Assoc. Signs/
Symptoms

Frequency — within duration
(five times a day/constant)

Surrounding circumstances
(during exercise/insidious onset)

What makes it better/worse (worse
when standing/not affected by …)

Any other conditions (nausea, loss
of consciousness)

For example, the HPI for a patient presenting with low
back pain (LBP) could read: “LBP (location), for about
two weeks (duration). Individual rates it most often as a 34 (severity) but reports that it is worse after sitting for a
long time (modifying factor).” This would constitute an
extended HPI because it includes four elements.
The ROS helps the physician focus on the problem and
provides information needed when considering treatment
options. CPT recognizes 14 systems in the ROS. They
are: constitutional, eyes, ears/nose/mouth/throat, cardiovascular, respiratory, gastrointestinal, genitourinary, musculoskeletal, integumentary, neurological, psychiatric,
endocrine, hemotologic/lymphatic and allergic/immunologic. Positive and negative findings should be
noted in the medical record. The physician reviews one or
more organ systems based on the HPI. LBP “after a recent

fall” differs from “LBP for the past six months with no precipitating events.”
The levels of the ROS are:
None
No systems reviewed and
documented
Pertinent to
Problem

One system reviewed
and documented

Complete

>10 systems reviewed
and documented

Extended

2-9 systems reviewed
and documented

PFSH includes review of the patient’s previous illnesses
or injuries, the medical history of the patient’s relatives and
the patient’s employment, educational and other demographic information.
Table 1 summarizes the requirements for each level of
the “History.” A CC should always be included.
2. Examination
The two sets of Documentation Guidelines differ the
most in their treatment of the physical examination. The
1995 guidelines are based upon body areas or organ systems examined and documented. The 1997 guidelines

Table 1: Documenting the Level of ‘History’
HPI

ROS

PFSH

Problem-Focused History

Brief
(1-3 elements)

None

None

Expanded ProblemFocused History

Brief
(1-3 elements)

Problem Pertinent

None

Detailed History

Extended
(4 elements)

Extended

1 or more areas

Comprehensive History

Extended
(4 elements)

Complete

Established Pt-2 areas;
New Pt-3 areas
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Table 2: 1995 Body Areas/Organ Systems vs. 1997 ‘bullet’ List of Systems Examined
1995

1997

Body Areas

Organ Systems

Exams

Head and Face

Constitutional

General Multisystem

Neck

Eyes

Cardiovascular

Chest (including breasts and axillae)

Ears, Nose, Throat, Mouth

Ear, Nose and Throat

Abdomen

Cardiovascular

Eye

Genitalia, Groin, Buttocks

Respiratory

Genitourinary

Back (including spine)

Gastrointestinal

Hematologic/Lymphatic/Immunologic

Each Extremity

Genitourinary
Musculoskeletal
Skin
Neurological
Psychiatric
Hematologic, Lymphatic, Immunologic

Musculoskeletal
Neurological
Psychiatric
Respiratory
Skin

count the number of “bullet items” performed and documented from either the General Multi-System Exam or
from one of 10 Single-System Exams. A physician may
choose either the 1995 or the 1997 guidelines. Table 2
compares the two guidelines.
The types of exams and their documentation requirements are set forth in Table 3.

For the specific number of bullet items that must be present for each level of exam under the 1997 guidelines, consult <www.hcfa.gov/medlearn/emdoc.htm>. The 1995
comprehensive exam also requires specific bullet items.
3. Medical Decision-Making (MDM)
The level of MDM is defined by the combination of

Table 3: Documentation of the Examination
1995 Guidelines
Problem-Focused Exam
Expanded Problem-Focused Exam
Detailed Exam
Comprehensive Exam
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1997 Guidelines

One body area/system
2-7 body areas/systems
Extended exam of 2-7 areas/systems
8 or more areas/systems

As specified
in each exam
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three elements: 1) the number of diagnoses or treatment
options, 2) the amount and/or complexity of the data
reviewed and 3) the risk of complications and/or morbidity
or mortality.
Points are assigned for the diagnoses/treatment options
and the amount and complexity of the data reviewed as
illustrated in Table 4.
The risk of complications and/or morbidity or mortality
is derived from the Risk Table [Table 5, page 28]. The section with the highest level determines the level of risk. For
example, minor surgery with identified risk factors puts

risk at the moderate level even if the presenting problem
and diagnostic procedures ordered are low or minimal.
As stated, MDM involves all three categories. Once
each category has been defined, the MDM can be assigned
using Table 6 on page 29 (two out of the three levels must
be met or surpassed).
Additional Items to Consider
In addition to documenting the key components to an
appropriate level, there are a few other items to keep in
mind when choosing an E&M code. You must differenti-

Table 4: Establishing the Level of Medical Decision-Making

Number of Diagnoses or Treatment Options
Self-limited or minor (stable, improved or worsening), maximum of 2
Established problem (to examiner): stable or improved
Established problem (to examiner); worsening
New problem (to examiner) no additional workup planned, maximum of 1
New problem (to examiner) additional workup planned

Points
1 X
1 X
2 X
3 X
4 X

# of
Problems

Total
=
=
=
=
=

TOTAL POINTS
Amount and/or Complexity of Data Reviewed
Review and/or order clinical lab tests
Review and/or order tests in radiology section of CPT
Review and/or order tests in medicine section of CPT
Discussion of test results with the performing physician
Decision to obtain old records and/or obtain history from someone other than patient
Review and summarize old records and/or obtain history from someone
other than patient and/or discuss case with another health care provider
Independent visualization of image, tracing or specimen itself
(not simply review of report)

Points
1
1
1
1
1
2
2

TOTAL POINTS
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Table 5: Risk Table
Presenting Problem(s)

Management Options
Selected

MINIMAL

One self-limited or minor problem,
e.g., cold, insect bite, tinea corporis

Laboratory tests requiring
venipuncture, chest x-rays,
KOH prep, EKG/EEG, urinalysis,
ultrasound, e.g., echo

Rest
Gargles
Elastic bandages
Superficial dressings

LOW

Two or more self-limited or
minor problems;
One stable chronic illness,
e.g., well-controlled hypertension
or non-insulin-dependent diabetes,
cataract, BPH;
Acute uncomplicated illness or
injury, e.g., cystitis, allergic rhinitis
or simple sprain

Physiologic tests not under
stress, e.g., pulmonary function
tests;
Noncardiovascular imaging
studies with contrast, e.g., barium
enema;
Superficial needle biopsy;
Clinical lab tests requiring
arterial puncture;
Skin biopsies

Over-the-counter drugs;
Minor surgery with no identified
risk factors;
Physical therapy;
Occupational therapy;
Intravenous fluids without additives

MODERATE

One or more chronic illnesses with mild
exacerbation, progression or side
effects of treatment;
Two or more stable chronic illnesses;
Undiagnosed new problem with
uncertain prognosis, e.g., lump in
breast;
Acute illness with systemic symptoms,
e.g., pyelonephritis, pneumonitis, colitis;
Acute, complicated injury, e.g., head
injury with brief loss of consciousness

Physiologic test under stress, e.g.,
cardiac stress test, fetal contraction
stress test;
Diagnostic endoscopies with no
identified risk factors;
Deep needle or incisional biopsy;
Cardiovascular imaging studies
with contrast and no identified
risk factors, e.g., arteriogram
cardiac catheterization;
Obtain fluid from body cavity, e.g.,
lumbar puncture, thoracentesis,
culdocentesis

Minor surgery with identified risk factors;
Elective major surgery (open, percutaneous
or endoscopic) with no identified risk
factors;
Prescription drug management;
Therapeutic nuclear medicine;
Intravenous fluids with additives;
Closed treatment of fracture or
dislocation without manipulation

HIGH

One or more chronic illnesses with
severe exacerbation, progression or
side effects of treatment;
Acute or chronic illnesses or injuries
that may pose a threat to life or
bodily function, e.g., multiple trauma,
acute MI, pulmonary embolus, severe
respiratory distress, progressive
severe rheumatoid arthritis, psychiatric
illness with potential threat to self or
others, peritonitis, acute renal failure;
An abrupt change in neurological
status, e.g., seizure, TIA, weakness
or sensory loss

Cardiovascular imaging studies with
contrast with identified risk factors;
Cardiac electrophysiological tests;
Diagnostic endoscopies with
identified risk factors;
Discography

Elective major surgery (open, percutaneous
or endoscopic) with identified risk factors;
Emergency major surgery (open, percuta
neous or endoscopic);
Parenteral controlled substances;
Drug therapy requiring intensive monitoring
for toxicity;
Decision not to resuscitate or de-escalate
because of poor prognosis

care
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Diagnostic Procedures
Ordered
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Table 6: Assigning the Level of Medical Decision-Making
Medical Decision

Straightforward

Low Complexity

Moderate Complexity

High Complexity

Points for number of
diagnoses or treatment options

1
Minimal

2
Limited

3
Multiple

4
Extensive

Points for amount and
complexity of data

1
Minimal/Low

2
Limited

3
Moderate

4
Extensive

Highest risk

Minimal

Low

Moderate

High

ate between a new patient and an established patient. A
new patient is defined as one who has not received an E&M
service from you or from another member of your group
practice who belongs to the same specialty within the past
three years. (Before HCFA issued a clarification in January
2001, a new patient was one who had not received any professional services from the group in the last three years.
That is, having been anesthetized would have made the
patient an established patient for purposes of a pain visit.)
Equally important is the distinction between a consult
and a referral. A consult involves a request from another
physician for your advice and/or opinion on his or her
patient. After you see the patient, you send a report of your
findings back to the requesting physician. It is permissible
for you to initiate diagnostic or therapeutic treatment during the encounter. It is not appropriate to bill a consult if
the patient is sent to you with the intent of your assuming
care; a new or established patient visit would be the correct
code. Finally, code choice is affected by the place of service. E&M codes are grouped together by locations such
as office/outpatient locations and hospital in-patient settings.
Table 6 summarizes the varying levels of service for the
E&M codes that would be most commonly used in pain
medicine.
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Putting It All Together
Claims can be subject to pre- or postpayment review.
Focused or comprehensive practice audits are increasingly
common. Knowledge of the E&M documentation requirements offers protection in these situations. It also can help
you document in a more efficient and cost-effective manner; transcription can be expensive. A three-page narrative
of the patient encounter does not automatically support a
99214. Some practices have purchased or designed templates that help to ensure that their documentation is succinct yet sufficient for the level billed. Coding has become
more complex, but one rule remains unchanged: Not documented, not done.
Source Material

• The full texts of the 1995, 1997 and 2000
draft Documentation Guidelines are available
at <www.hcfa.gov/medlearn/emdoc.htm>.
• The Introduction to the E&M section in Current Procedural Terminology: CPT 2001
(AMA, 2000) provides a good summary.
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STATE BEAT

Component Societies Prepare to Advance Standards for
Office-Based Anesthesia
S. Diane Turpin
Assistant Director of Governmental Affairs (State)
n April 21 and 22, 2001, ASA held a second OfficeBased Anesthesia Issue Briefing in Phoenix, Arizona,
for component society representatives from seven states
including Alabama, California, Georgia, Maine, New Mexico, Oregon and Utah. A similar briefing was held in January 2000 for participants from Arizona, Connecticut, Illinois, Maryland, Ohio, South Carolina, Tennessee and
Washington. A component society is selected to participate
based upon its interest in advancing activities to promote
patient safety in the office setting.
The program is designed to give participants an introduction to the substantive issues related to office-based surgery
and anesthesia as well as to the political issues involved in
advocating for the regulation of surgery and anesthesia in
the office. The remainder of the program focuses on how
to engage the press and the public in these issues.
S. Diane Turpin, J.D., Assistant Director of Governmental Affairs (State), discussed the states that have regulated
the office setting (including California, Florida, New Jersey, New York, Pennsylvania, Rhode Island and Texas) and
provided copies of current statutes and regulations. She
also addressed the importance of working with other physician specialties to develop a consensus on the issues that
should be included in any regulation. Ms. Turpin advised
participants on contentious issues that will need to be
resolved in developing any regulations or guidelines.
Hector Vila, Jr., M.D., President of the South Carolina
Society of Anesthesiologists (SCSA), discussed the development of guidelines in South Carolina. SCSA organized a
working group of all physician specialties that would be
affected by guidelines for the office setting as well as nurse
anesthetists and members of the Board of Medicine. Within a year’s time, the working group developed a set of
guidelines for surgery and anesthesia in the office setting
that will be presented to the Board of Medicine for review.
Dr. Vila provided not only substantive information, but also
encouragement for participants who want to work in this
area.
Rebecca S. Twersky, M.D., Chair of the ASA Committee on Ambulatory Surgical Care, discussed the development of the “ASA Guidelines for Office-Based Anesthesia,” the workings of the three accrediting agencies for the
office setting and the development of the New York guidelines for office surgery. Dr. Twersky provides a unique perspective as she has been intimately involved in each of
these three areas.

O
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Denise M. Jones, Director of Communications, and
Philip S. Weintraub, Public Relations Manager, presented a
program related to public affairs. Johnna Matthews and
Morrie Newell, of Newell & Matthews Public Relations,
advised participants on a variety of public affairs activities,
including how to develop a message, how to approach the
media, how to approach legislators, how to become a more
effective speaker and how to involve public opinion to gain
support for regulating the office setting. Ms. Jones
unveiled a new program that will be made available to
component societies on how to run an advertising campaign that targets specific issues.
Neil Swissman, M.D., President, and Michael Scott,
J.D., Director of Governmental and Legal Affairs, welcomed the participants and encouraged component societies to continue to work on this issue. Dr. Swissman
emphasized that ASA is dedicated to assisting component
societies who desire to work with their legislators and regulators to ensure that patients are as safe in the office setting
as they are in the hospital and ambulatory surgical setting.
Component societies are asked to keep the Washington
Office informed of their progress with this issue.
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RESIDENTS’ REVIEW

An Update on Resident Member Activities
Carlos L. Moreno, M.D., Chair-Elect
Resident Component Governing Council
ast October, I was elected Chair-Elect of the Governing Council for the
Resident Component Section of ASA. I promised to support efforts to
organize our membership for establishment of one collective voice, to actively
promote the medical specialty of anesthesiology and support efforts that spotlight our professional role in the health care team, keep resident members
aware and up-to-date on issues pertinent to our professional careers and to promote and encourage all members to get involved in shaping the direction of our
profession. What has happened since then?
Efforts to organize membership are exemplified on the ASA Web site at
<www.ASAhq.org>. The Web site offers up-to-the-minute news on issues such
as the nurse anesthetist no-supervision rule and anesthesia drug shortages.
ASA staff is currently retooling the ASA homepage so that members will be
able to quickly locate e-mail addresses and telephone numbers to their state and
local legislators. Contacting lawmakers about issues pertinent to anesthesiology will be as simple as the click of a button — there will be no reason not to get
involved! Sending such correspondence allows legislators to hear the voices of
their constituent anesthesiologists. These messages are effective, and it is the
responsibility of each and every ASA member to support all efforts that aim to
increase patient safety. I encourage every resident and active ASA member to
logon if they have not already done so. Remember that the ASA homepage is
also an excellent source for a number of links related to the practice of anesthesiology. Thanks to all who have made this effort a reality.
Promotion of our medical specialty and recruitment of medical students into
the profession continues to be a success at the American Medical Student Association (AMSA) National Convention. At the 51st AMSA convention, the ASA
Resident Component conducted a basic airway management workshop for
those attending and also staffed the ASA display (see <www.ASAhq.org/
asarc/AMSA2001.html> for highlights). The workshops allowed students
direct hands-on experience with pulse oximeters, laryngoscopes and laryngeal
mask airways while reviewing practice guidelines for airway management in
the emergent situation. Moreover, the students had an opportunity to speak
with anesthesiology residents from Brigham and Women’s Hospital, the University of Michigan, the University of Southern California, Stanford, King-
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Drew, the University of California-Irvine. Also on hand
were ASA representatives Thomas B. Bralliar, M.D., and
Peter L. Hendricks, M.D. The workshops were well
attended, and positive feedback from the students made the
event a huge success for the second year in a row. Next
year, the AMSA national meeting will be in Houston,
Texas, and we will be asking for help from the local anesthesiology residents to make this effort a continued success.
Are you looking for information on an anesthesia-related topic? Resident updates on a variety of topics in anesthesiology can be found on the ASA Web site, and if you
want the most up-to-date information on legislative issues,
this site is a must. Do not forget that there are a number of
helpful links on this site. These links can assist your
research efforts and even direct you to sites that contain
simulated board questions. To access these links, go to the
ASA homepage at <www.ASAhq.org>, click on “Related
Organizations,” then select “Resident Component” from
the pop-up menu. This will take you to the ASA Resident
Component page where information awaits.
Finally, I would like to extend an open invitation/challenge to each and every member of ASA to get

involved and participate in the management and guidance
of our professional organization. There are a number of
ways to accomplish this. If you have no desire to actively
participate in local, state or national meetings, financial
support of ASA and the ASA Political Action Committee is
crucial. Contributions in any amount will be accepted. If
you desire to attend meetings and assume hands-on responsibility, there are several ways to get involved. Just showing up is a great start. Express your interest to members
and leaders of your state society.
Residents too can attend and support their state society
meetings. Residents can also attend ASA national meetings as a resident delegate or participate on an ASA committee. If any resident has specific questions regarding
participation or involvement within ASA, members of the
Resident Component Governing Council can be reached at
locations noted on the ASA Web site. I can always be
reached at my e-mail address <clmoreno@umich.edu> if
additional information is required.
I enthusiastically look forward to working with all of
you in the months to come and openly encourage suggestions and feedback from all members.

Medem Creates Web Sites for 700 Members
Continued from page 19
make changes to all sections and pages of the Web site
including all physicians’ sections.
Q: What if I already have a Web site?
A: You can maintain that site or use Your Practice Online
instead. You also may opt to do both.
Q: Can I use the Your Practice Online database of
patient and clinical information from the medical societies on my current site?
A: No. Society-provided information is available only for
Your Practice Online-created sites.
Q: Can I link my current site to the Your Practice
Online site?
A: You can create a hyperlink from your existing site to the
site that you build with Your Practice Online.
Q: Do I get an individual Web site or is it part of a
group practice Web site?
A: A Web site for each practice is created with space and
32

customization options for physicians within the practice to
build their own Web pages and display their own material.
Individual physicians will have his or her own URL within
the practice’s domain name.
Q: How will new patients find my site?
A: A Web site on the Medem network can help your practice grow. As health plans are now linking their physician
finders to physician Web sites on the Medem network,
health plan members get online access to expanded and upto-date physician information, increasing your exposure to
new, insured patients when they are choosing a physician.
Many partner medical society physician finders are also
including links to physician Web sites on the Medem network. In addition, you can register your site with various
search engines.
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Ventilations: Algology – The Next Medical Specialty?
Continued from page 1
Long periods of time away from a clinical practice dulls
one’s clinical judgment and slows one’s rote actions. Thus,
pain specialists who work in a clinical environment are
finding it more difficult to “switch gears” and blend into an
anesthesia on-call role at 4 p.m. Pain as a multidisciplinary
and multispecialty endeavor requires that all physicians
know other specialists’ skills in order to compete and refer.
Anesthesiologists engaged in full-time pain practice must
master history-taking and neuromuscular examinations.
Neuroanatomy, neurophysiology and molecular medicine
are paramount areas of study if one is to be competitive
clinically. (Have you read about molecular neurosurgery
for pain relief?) Rapid advancements in pain mechanisms
demand that specialists keep abreast of evolving theories in
order to treat the “untreatable” pain maladies. Casual pain
specialists (the needlers) are quickly falling behind the
practice curve! Since pain practice has evolved after many
of us trained, it is often viewed as a nuisance — the hospitals insist on it, the health maintenance organizations refuse
to pay for it, and essential operating room personnel must
practice it. Thus, the tired pain specialist is often treated by
his or her colleagues with mild disdain or trite tolerance for
taking this monkey off the group’s back. However, “pain
doesn’t pay,” so when the pain specialist is in the operating
room, the group extracts its “pound of flesh.” Difficult
cases, undesirable surgeons, extra cases and last-out scheduling greet the pain specialist on his or her operating room
day. It is no wonder that many pain specialists feel closer
ties to neurologists, physiatrists, internists and oncologists
exclusively practicing pain medicine than anesthesiologists. As a direct result of their frustrations, an interesting
phenomenon is occurring: the mushrooming of pain societies such as APS, the American Academy of Pain Medicine, American Academy of Pain Management and now
American Society of Interventional Pain Physicians. Each
society speaks on behalf of all pain practitioners, not just
anesthesiologists or medical doctors. Scientists, psychologists, pharmacists, nurses and social workers all bring
important practice concepts to their annual meetings for
amalgamation into this evolving specialty. Today, knowing
how to do the nerve block only helps 10-15 percent of all
pain patients. It is this multimodal approach that succeeds
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when practicing pain medicine — and that is not what pain
specialists learn at the current anesthesiology meetings.
From the operating room anesthesiologists’ perspectives, pain management is a necessary endeavor best performed by another specialty. Hiring pain specialists
reduces their available work force and diverts a portion of
their operating room collected dollars to cover pain salaries
and resources. With an acute and profound shortage in
operating room personnel, the operating room anesthesiologists work longer, harder and view the clinic environment
as a “country club” practice. They are reluctant to cover
pain service calls because they were not trained in that
area. With malpractice premiums rising, billing fraud
looming, reimbursement low and prescribing becoming
increasingly government regulated, why bother? They are
already providing an essential hospital/community service.
Moreover, they do not feel guilty for failing to enthusiastically support pain practice and those who opted for pain
fellowship training.
There are serious philosophical issues separating the
factions, and both camps have justifiable arguments. ASA
and ASRA are traditional anesthesiology organizations that
serve many of the ASA’s 37,000 anesthesiologists well.
However, this multispecialty pain practice presents many
dilemmas for ASA and ASRA board of directors. As an
example, nonanesthesiologist pain physicians are either
excluded from active membership or play a very minor role
in these societies. Multimodal therapies are not widely presented at annual meetings to the extent that they are treated
in societies devoted exclusively to pain. Because of low
reimbursement for diagnostic pain workups and office visits, coding rate increases are quintessential issues for pain
physicians paying for rent, supplies and support personnel.
The ASA Committee on Economics has lobbied effectively
for pain coding changes. Nonetheless, many pain physicians perceive that these focused pain societies provide
everything from pain education to office business strategies, as evidenced by a large anesthesiologist membership
in multiple pain societies.
As physicians evolve from anesthesiologists to algoloContinued on page 34
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gists, their memberships in traditional anesthesiology societies often lapse. While this decision may save money, it
may not be wise. Challenges such as nurse anesthetists
introducing independent pain practice bills require a concentrated effort by established groups whose reputations
and lobbyists are respected by congressional legislative
aides. Fractionating efforts may become inefficient and
counterproductive as evidenced by a certain pain society
that spent $100,000 in political action committee monies to
lobby against the Health Care Financing Administration
ruling from a pain specialist’s perspective. It might have
been more strategically sound to interact with ASA, which
is spending thousands of dollars on this same topic and lobbying the same legislative people. Their dollars may have

had greater “value” in the halls of Congress because of
ASA’s influence.
From the pain specialists’ perspective, the maxim voiced
to ASA leadership is “play us or trade us.” From the operating room anesthesiologists’ perspective, their motto may
be “don’t bite the hand that feeds you.” From ASA’s perspective, it is “united we stand, divided we fall.”
This is definitely the era of free agency, and pain specialists are the current franchise players. The next decade
is critical, and organized anesthesiology must think outside
the box if it wishes to remain the key society guiding this
multispecialty/multimodal/metamorphic practice. No (or
slow) decision to change constitutes a decision against
actively overseeing the concerns of pain specialists.

Washington Report: Thompson Suspends Supervision Rule
Continued from page 3
nurse-anesthesia practices. ASA has consistently favored
the conduct of a federal outcomes study and is pleased
that this was included in the May 18 notice.
“This is a great day for seniors everywhere,” said
ASA President Neil Swissman, M.D. “For over three
years, ASA has been arguing that patient safety was at
stake, but the Clinton Administration would never listen. Finally, someone has listened.”
Regarding the possible involvement by the states, Dr.
Swissman said, “We are absolutely confident that when
the new rule takes effect and when the facts about
improved patient safety with a physician’s involvement
are known to the individual governors, the overwhelming majority will decide to retain the supervision
requirement for their senior citizens. Consistently, over
80 percent of seniors have said they want a physician
involved in their anesthesia care — and I know the governors will heed that message.”
After the revised rule is published, members of the
public and the medical (and nursing) communities will
again have an opportunity to comment on the proposed
rule change. The ASA membership as well as the members of Congress, medical and specialty societies,
patient safety advocates and senior citizen groups will

34

be kept informed about publication of the new rule and
the comment period. It remains a big job to convince
the Department of Health and Human Services (HHS) to
finalize its stated intentions, but this is a giant step forward.
On behalf of the Society, Dr. Swissman wishes to
express appreciation to the thousands of ASA members,
plus their colleagues, families and friends, who actively
expressed their views in support of patient safety to
President George W. Bush, HHS Secretary Tommy
Thompson and their representatives and senators in
Congress. These untiring efforts contributed to the successful results achieved thus far, but they may again be
necessary during the upcoming comment period.
In the meantime, the long-standing supervision
requirement thus remains in effect, and Medicare and
Medicaid beneficiaries will continue to be guaranteed of
a physician’s involvement in their care unless the state
decides to opt out.
“The nation’s seniors owe this Administration a big
vote of thanks for looking out for their safety,” Dr.
Swissman said.
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ABA Announces …
ABA Recertification
Examination Dates
ll certificates awarded by the
American Board of Anesthesiology (ABA) on or after January 1,
2000, expire at the end of the 10th
year following the year in which the
candidate passes the certifying examination. The ABA recertification program is voluntary for ABA diplomates
whose certification is not time-limited.
ABA diplomates may take the examination by computer at more than 350
test centers during a two-week period,
May 4-18, 2002. ABA will inform
applicants of the test sites when the
list is available. Diplomates may
obtain an application after July 1,
2001, either on the ABA Web site

A

<www.ABANES.org> or by writing
the ABA at 4101 Lake Boone Trail,
Suite 510, Raleigh, NC 27607-6507.
Applicants may submit their application to ABA directly from the Web
site or by mail. The ABA must
receive completed recertification
applications by November 15, 2001.

AMA Meeting to
Include Issues for
Section Council

fficials from the Society’s Section Council on Anesthesiology
of the American Medical Association
(AMA) would like to know the names
of ASA members planning to attend
the AMA’s House of Delegates meeting on June 17-21, 2001, in Chicago,
Illinois.
The Section Council is open to all

O

anesthesiologists who attend the
AMA House of Delegates meeting.
The Section Council meets to discuss
resolutions and other issues of importance to anesthesiologists. Meetings
usually take place on Saturday and
Monday of the AMA House of Delegates meeting. If you are attending
the AMA House of Delegates meeting, the Society would welcome your
participation.
To be placed on the mailing list to
receive information on the Society’s
AMA Section Council meetings,
please send your name, address, telephone number, fax number and reason
for attendance to Ronald A. Bruns at
the ASA Executive Office, 520 N.
Northwest Highway, Park Ridge, IL
60068, fax (847) 825-1692 or e-mail
R.Bruns@ASAhq.org.

In Memoriam
Notice has been received of the death of the following ASA members:
Mark A. Batson, M.D.
Houston, Texas
April 7, 2001

Jay H. Brown, M.D.
St. Paul, Minnesota
February 8, 2001

Macario O. Chan, M.D.
Frankfort, Indiana
January 28, 2001

John L. Fox, M.D.
Charlotte, North Carolina
January 6, 2001
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Masao Fujita, M.D.
Tokyo, Japan
December 16, 2000

Richard D. Price, M.D.
Presque Isle, Maine
April 9, 2001

Paula R. Kaiser, M.D.
Chevy Chase, Maryland
March 4, 2001

Mavis Yacoub, M.D.
Clifton, New Jersey
October 31, 2000

Frank Giuffra, M.D.
Essex Fells, New Jersey
February 24, 2001

Irineo M. Nacino, M.D.
Fremont, California
January 24, 2001
Number 6

Robert R. Wahl, M.D.
Louisville, Kentucky
March 17, 2001
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LETTERS TO THE EDITOR

I

Correcting a PC Problem

enjoyed the article on PC-Based Computers by J. Kent
Garman, M.D., in the January 2001 ASA NEWSLETTER.
However, there is one caveat that should be mentioned to
those considering upgrading to Windows 2000® or Windows ME®. For those who still utilize any DOS programs,
such as myself (and I cannot believe that I am the only one),
Windows 2000 and Windows ME do not support DOS.
Barrie Hiern, M.D. (retired)
Rome, Georgia

I

Res Ipsa Loquitor!

t is clear that many of our nonanesthesia care providers, socalled leaders of health care and government, have not
heard the message that Mark J. Lema, M.D., so eloquently
presented in the February 2001 ASA NEWSLETTER. We do
not represent a bottomless pit of care providers. A number
of my acquaintances in the prime of their academic and
nonacademic careers gave up and went into biotech industries such as pharmaceuticals or E-commerce. Despite an
increasing number of American medical students and quality nurses becoming interested in anesthesia careers, it truly
may take years to fill the gap.
These future care providers are not foolish. They see
the turnover among anesthesia educators: Academic anesthesia chairs lasting less than a year in many cases because
their marching orders from the top, whoever or wherever
“the top” is, are impossible to fulfill with current budgetary
constraints and dwindling numbers of clinicians/educators/
researchers. They quickly move from department to
department in order to partake of the few scraps that are
left to consume. As I have heard at a number of meetings
in recent years, “as the pie gets smaller, the table manners
get worse!”
The administrators of hospitals and medical schools in
many a locale have not heard this message. We are

stretched to the limits, and we are not in collusion with
nurse anesthetists. To paraphrase the ’60s folk ballad, “We
May Not Overcome Someday.” If the message is not heard
by those on high in the near future, we may just go away.
But wait a minute, my ethnic guilt tugs at my heartstrings.
Who will take care of my children or my children’s children? We need to continue as leaders, both anesthesiologists and nurse anesthetists, to care and educate the future
generations of anesthesia care-givers and to care for our
patients.
Whoever and wherever you are on high, please listen to
us. By the way, Dr. Lema, your editorial struck such an
emotional cord that I responded to it the day I received it in
the mail.
Andrew Herlich M.D.
Philadelphia, Pennsylvania

Death in a Droplet Averted With
an Ounce of Prevention

I

read your editorial in the March ASA NEWSLETTER.
You do ventilate in the most interesting way!
One could conclude from your “Death in a Droplet”
editorial that the only way not to suffer the effects of nerve
gas or bacterial horror is to prevent it. Since there is no
way to keep people from making various chemicals (that
is, no way to supervise the people who make drugs or work
on bacteria), the only way to prevent such action is to
somehow help people to think that there is no need to do
such a foolish thing. After all, to the “terrorist,” such an
act is heroic and often considered politically useful.
Therefore, it follows that we should look at terrorism in
a general and psychological way. For example, the United
States military has enough nuclear bombs to terrorize the
whole planet. Taking nuclear bombs off high-alert status
would reduce the feeling of millions of people that we are
all being terrorized.
Another example: Big corporations make huge profits

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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partly by depressing economic conditions in developing
countries so that people will work for slave-like wages.
Anger is an important result. A few people might get
together and organize their hostility. Some of these people
can be quite clever and are quite worthy of our respect,
even our fear. Getting large corporations under sufficient
control so that people are not impoverished by their activities would be a possible way to prevent terrorist activity.
I worked for a year teaching in southern Iran in the
1960s and had the “opportunity” to care for three patients
with inhalation anthrax. Horrible strangling from the
edema in the neck and airway. They were intubated and
ventilated while the antibiotics took effect. One pulled out
his tube while confused by the sedation and recent hypoxia. He died. All three were compelling cases I will not forget. I am not suggesting that we set up more facilities for
resuscitation. The system would be overwhelmed, just as
Hiroshima’s was after its bombing.
Thanks for your stimulating “Ventilations.” I agree that
nuclear war is probably not much of a threat right now, but
as long as nuclear weapons exist, they will sooner or later
be used. Nuclear accident is still very much a threat.
PEACE!

Lawrence D. Egbert, M.D.
Baltimore, Maryland

Private Practice Physician Gives
an Academic Lesson

A

s an anesthesiologist in private practice since 1986, the
comments by Roy G. Soto, M.D., about private practitioners in the March NEWSLETTER are less boastful of
their talents and more boastful of the orthopedic surgeons’
talents with whom they work. The residents who select
academic medicine must know that anesthesia for knee
arthroscopies will not routinely define their best anesthesiologic skills.
In addition, Dr. Soto’s job opportunities outside of academia must have been limited by either geographic or personal preferences if his only choices were “supervising
nurses for the next 20 years” or leaving academic environs
“…where I have flourished for the past umpteen years.”
Having practiced 16 years of one-on-one anesthesiology, I
attest that there are more situations in private practice than
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simply supervising nurses. Repetition, boredom and stagnation are often the practitioner’s fault regardless of the
mode of practice.
I made my choice of practice location for two reasons. I
did not want the ethical and professional compromises
incumbent in the nurse supervision practice mode. Moreover, the last sentence in the article is the discouraging factor for staying in most academic departments: “Do not tell
my chairman, but I think my income is just fine!” Salary,
practice selection, case mix, research opportunities and
everything else one does depend in large part on the whims
of the department chair. In turn, the chair’s future is in the
hands of the medical school dean.
I recall the dissatisfaction of some of the faculty at the
program where I trained. Within five years of my departure in 1985, the chair and many of the faculty left. They
certainly did not leave because they were bored with a
steady diet of arthroscopies, nor were they all of retirement
age! I have yet to see similar wholesale departures in the
private sector.
Our practice of 29 physicians has had only three members leave since my arrival. Each departure was for specific personal reasons, not for professional dissatisfaction.
There will be a shortage of anesthesiologists in all areas
in the foreseeable future, as mentioned in the February editorial of Mark J. Lema, M.D. Certainly there are attractions to both academic and private practice anesthesiology.
A balanced view of what each entails will allow residents
to make a realistic decision that they will look back on after
their career — hopefully with the satisfaction of having
made the correct choice.
Gregory M. Somerville M.D.
Fort Wayne, Indiana
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FAER REPORT

Anesthesiologists Need to Stay in School
Carl C. Hug, Jr., M.D., Ph.D., President
Foundation for Anesthesia Education and Research
he primary mission of the Foundation for Anesthesia
Education and Research (FAER) is to facilitate the
training of the next generation of investigators and teachers
who will discover and disseminate new knowledge needed
by all anesthesiologists in the care of their patients. The
training and much of the current laboratory and clinical
investigation in anesthesiology is actually done in academic anesthesiology departments.
Since the mid-1990s, all academic anesthesiology
departments, including those with a long history of excellence, have been struggling to fulfill their multipronged
missions of education, research and clinical service.
Because of the well-known and widespread problems of
payment to anesthesiologists for services actually delivered, the financial structures of academic departments have
been undermined, and many, if not most, have substantial
budgetary deficits. In the same time period, there have
been substantial shortages of anesthesiologists to meet the
ever-increasing clinical demands in all types of practice
settings. These shortages will not soon be rectified
because of the sharp downturn in the number of graduating
medical students entering anesthesiology training programs
in the 1990s. This problem is only slowly recovering.
These facts represent a very substantial risk to the future
of our speciality. Academic anesthesiologists’ salaries
have traditionally been lower than those available in private practice settings. Good clinicians have been willing to
forego higher salaries in exchange for time to pursue inter-
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ests outside of clinical service, particularly teaching and
research. Now, however, the discrepancy between academic and private practice incomes is growing at the same
time that clinical demands in academic institutions are
increasing. There exists a large number of unfilled anesthesiology faculty positions — more than 350 by some
estimates. The consequence is that nonclinical time has
diminished dramatically. In many academic departments,
anesthesiologists are providing exactly the same clinical
services as those in private practice, and they have no time
available for other pursuits. What does one say to the
spouse who asks: “Why are you working for less money
when you are doing the same work? Why don’t you take
that much higher paying opportunity presented by the private practice group across town?” If the shortages in the
numbers of anesthesiologists are not rectified, the private
practice group across town will have no one to attract into
their group no matter how much money they offer. If academic anesthesiology is not supported adequately, the
shortages will not be rectified.
FAER is attempting to contribute some solutions to the
problems facing academic anesthesiology departments.
The best and brightest medical student graduates are
attracted to residency programs that offer exciting challenges in research and clinical care. Many find anesthesiology clinical care to be very challenging indeed. However, anesthesiology is near the bottom of the list among
medical specialties in terms of research funding. The good
news is that funding of the National Institutes of Health
(NIH) has been on a steady track, doubling over five years
with the support of both houses of Congress and the White
House. If we can only attract young anesthesiologists to
undertake research training and become competitive for
peer-review funding from NIH and other sources, we can
build an exciting and challenging research environment for
anesthesiology that will be attractive to the best and brightest medical school graduates.
What is FAER Doing About all This?
First of all, four modifications of the FAER research
grant program will be considered by the FAER Board of
American Society of Anesthesiologists NEWSLETTER

Directors at their May 17 meeting. They include: 1)
Increasing the dollar amounts of the awards substantially.
2) Providing a stipend approaching that allowed by NIH
and proportioned to the awardee’s mandated research time.
This would reduce the anesthesiology department’s burden
of funding both the investigator and another clinician to
cover the investigator’s absence from clinical service. This
can be accomplished by reducing the amount of annual
contributions to FAER going into the endowment, at least
for the next few years. 3) Doubling the duration of the
awards from one to two years in order to allow more extensive and intensive training in research principles. This pattern of research training has been widely used by virtually
all other specialities of medicine. 4) Mandating each applicant to recruit an established scientist with current peerreviewed funding in laboratory and/or clinical research to
serve as his/her mentor and to be responsible for building a
solid base of research principles in the awardee over a twoyear period. The incentives for the mentors would be that
they will have a “free,” intelligent brain and a pair of hands
to help them accomplish the objectives of their own
research program.
FAER is also striving to interest bright young residents
and junior faculty members in pursuing a career in academic anesthesiology. At the next ASA Annual Meeting in
New Orleans, Louisiana, the first FAER Honorary Lecture
will be presented by Debra A. Schwinn, M.D., who has
clearly demonstrated the achievements possible in an academic career when a bright, young and enthusiastic resident
is turned on by the challenges of research and supported by
her or his academic department and university, FAER or
other awards leading to substantial NIH and other peerreviewed funding. Not only is she a wife and proud mother of two daughters, she is also a practicing clinical anesthesiologist, respected teacher of clinical residents and outstanding mentor of new investigators and recipient of coveted honors not only from anesthesiology organizations but
from entities outside the realm of anesthesiology. She will
speak on “Thinking Out of the Box — Anesthesiology
Research in the 21st Century.”
With funding from Abbott Laboratories, FAER will
again be able to underwrite the travel expenses for promising anesthesiology residents nominated by their department to attend the ASA Annual Meeting in New Orleans.
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This provides an opportunity for the Resident Scholars to
witness the professional and political activities of ASA as
well as to see the educational and scientific potential for
our speciality.
Another recognition of career development possibilities
and achievement will be the presentation of the 16th Annual ASA Excellence in Research Award at the plenary session of the Annual Meeting on Monday morning, prior to
the 2001 Emery A. Rovenstine Memorial Lecture.
When considering our appeals for continuing, indeed
increasing, support from ASA, anesthesia practice groups
and individual anesthesiologists, as well as state, subspeciality and academic societies and medical industries, it is
important for our contributors to understand the determination of FAER to be fiscally responsible and to measure outcomes.
In terms of fiscal responsibility, it should be noted that
the members of the FAER Board of Directors receive no
stipend or travel reimbursements and in fact are expected
to contribute at least $1,000 annually to FAER. The operating expenses of the FAER office, including all of the
expenses of promoting, processing and monitoring applications and grant awards, total less than 10 percent of
FAER’s annual income.
In terms of outcomes, FAER conducted an initial survey, the results of which were published in Anesthesiology
(1998; 88:519-524). The highlights of the survey were
that: 96 percent of FAER award recipients remain very
productive members of academic anesthesiology departments, the return on ASA and FAER dollars awarded to
grant recipients was $17.4 to $1 (that is, for each dollar
awarded, the recipient raised an additional $17.4 from
other sources), and the average FAER recipient served as a
mentor to four new investigators in anesthesiology. FAER
conducted the survey in 1995 and will conduct another survey in 2002.
Your continuing support of FAER programs in terms of
both service and dollars contributed is requested, will be
appreciated and undoubtedly will enhance the attractiveness of anesthesiology to the best and brightest graduating
medical students.
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Report (continued)
Funding Changes Allow New Opportunities for
Academic Anesthesiologists
he Foundation for Anesthesia Education and Research
(FAER) was established in 1986 to support the education and training of young academic anesthesiologists in
basic and clinical research and education. Several grant
categories were created to provide the training opportunities and initial funding to assist young investigators in gaining research experience. This experience and the accumulation of preliminary research data should provide the credibility to enable them to compete successfully for peerreviewed research grants such as those awarded by the
National Institutes of Health. The principal funding for
this effort was and continues to be from ASA, with substantial contributions from the medical industry, subspecialty societies, the Association of University Anesthesiologists, academic anesthesiology departments, state societies and individual anesthesia groups and anesthesiologists. All of these components are essential to the success
and continuation of this effort.
Since awarding its first grant in 1988, FAER has distributed approximately $9 million among more than 275 anesthesiologists. A 1995 survey of FAER grant awardees indicated that 96 percent of respondents were still in academic
positions and had successfully competed for more than
$100 million in research funding.
The FAER Board of Directors has re-evaluated the
research grant structure, the objectives of these awards and
the logic behind the different awards criteria. Much discussion and thought have taken place regarding the time
expectations for awardees to reach the goals of FAER
grants as well as the necessity for quality research mentoring and financial support. As a result of considerable
deliberation, FAER has restructured its research grant
awards to emphasize the awardee’s time commitment, the
requirement for strong, meaningful, dedicated mentors and
the development of a new financial support structure.

T

New Grant Structure
The four awards for research will be designated as: 1)
Research Training Grant (RTG), 2) Research Starter Grant
(RSG), 3) Research Fellowship Grant (RFG) and 4)
Research Education Grant (REG). Although not separately
identified, FAER will accept and evaluate both basic labo40

ratory and clinical science proposals for these designations.
Both the RTG and RSG will last for two years and require
a 12-month report and evaluation of progress and productivity. Second-year funding will be dependent upon this
evaluation. Continuous meaningful involvement of a mentor is essential for development of successful independent
investigators. Similar mentoring requirements will be
expected for the RFG award, which will be for 12 months
and must immediately follow six months of research in the
clinical scientist track of the residency program, thus providing 18 months of continuous research training. The
requirements of the REG remain unchanged, but the time
to complete the project will be increased from one to two
years.
Funding and research time commitment of these awards
effective with the August 15, 2001, deadline will be as follows:
RTG:
RSG:
RFG:
REG:

$75,000 for the first year and $100,000 for the
second year with 80 percent of the awardee’s
time devoted to research
$35,000 for the first year and $50,000 for the
second year with a minimum 40 percent time
commitment
$50,000 for the 12-month fellowship with an
80-percent time commitment
$25,000 for two years with a 20-percent time
commitment.

Each of the awards has specific criteria regarding the
academic status of the applicant, time commitment for the
research activity, reporting activity and the expectations for
the applicant’s anesthesiology department, the mentor and
the applicant.
It is expected that the additional time and funding coupled with the clearly defined expectations for mentoring
will fulfill the goals of FAER in developing a highly productive and successful cadre of research scientists in anesthesiology who will themselves serve as the future
researchers and mentors to further the scientific and educational underpinnings of our specialty.
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