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VENTILATIONS

More Aphorisms, Please!
ere is the third installment of the increasingly popular column dealing
with one-sentence “philosophical” musings. Since this is truly the members’ column, I have selected some aphorisms from lists submitted by various
physicians. In addition, dueling aphorisms make their reappearance. I would
like to begin collecting “Berra-isms” for those who remember the New York
Yankees’ catcher Yogi Berra. So, send in those conundrums because “No matter where you go, there you are!”
Aphorisms – Part III
• Halitosis is better than no breath at all.
• Giving a “little” anesthesia is like being “kind of” pregnant.
• If you think you can get away with something, then you’re doing something
that you shouldn’t be doing!
• Experience is what you get when you don’t get what you want.
• Experience is what lets you recognize your mistake the second time you
make it.
• Worry about the blood loss you hear.
• You need more venous access when the surgeon is operating near a blood
vessel you can name.
• When things go wrong, focus on the problem, not the blame.
• The poor surgeon needs good anesthesia, the good surgeon deserves it.

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

The New Yorker Collection (Reprinted with permission)

Continued on page 24

“More aphorisms, please!”
August 2001

Volume 65

Number 8

1

ADMINISTRATIVE UPDATE

Who Is Responsible for the Future?
Orin F. Guidry, M.D., Treasurer

SA President Neil Swissman, M.D.,
practiced briefly in an academic institution,
appointed a Task Force on Graduate
spent more than 20 years in a conventional
Medical Education to study ways that ASA
“private practice” and recently moved to a
can support academic anesthesiology in
multispecialty clinic with an anesthesioloaccomplishing its mission of educating the
gy residency. I put “private practice” and
next generation of anesthesiologists. The
“private practitioners” in quotes because
creation of the task force was partially
these are hard terms to define, and perhaps
prompted by the publication of the Society
their use further divides us. What unites us
of
Academic
Anesthesiology
is that we all care for our patients; the busiChairs/Association of Anesthesiology Proness aspects of that relationship are much
gram Directors (SAAC/AAPD) document
less important. This concept of “private
“Surviving the Perfect Storm: The Finanpractitioners” being active in resident
cial Environment of Academic Anestheteaching either could have or did affect me
sia.” This document provides insight into
at each step.
the challenges facing academic anesthesiolWhen I was a resident, “private practiogy and is available on the SAAC/AAPD
tioners” from “town” would spend time
Web site <www.asahq.org/aapd-saac>.
with us in the operating rooms in the afterWorkforce concerns continue to receive Orin F. Guidry, M.D.
noon. It was enlightening to see another
attention with the April 2001 ASA
approach to problems. The “private practiNEWSLETTER article “Where Have All the Anesthesiolotioners” from “town” offered me a job when I was ready to
gists Gone? Analysis of the National Anesthesia Worker leave academic medicine. They knew me and I knew
Shortage” by Gifford Eckhout, M.D., and Armin Schubert,
them. It was an easy decision and a good match, and I
M.D., available on the ASA Web site at
worked in that group from 1977 until 1999.
<www.asahq.org/NEWSLETTERS/
One of the reasons I decided it was best for me to leave
2001/4_01/eckhout.htm>.
this thoroughly enjoyable “private practice” was my conThe task force, which includes J. Jeffrey Andrews, cern about professional stagnation. Others may be more
M.D., Steven J. Barker, M.D., Alex S. Evers, M.D., Robermotivated than I am, but it is hard to go home and read
ta L. Hines, M.D., Joseph G. Reves, M.D., and Kevin K.
after a long day in the operating room. However, nothing
Tremper, M.D., met and has begun its work. Among the
stimulates learning more than trying to stay ahead of bright
issues considered are the size of the anesthesiologist workyoung anesthesiology residents. Perhaps I would have
force, ways to increase medical student interest in anesthestayed in “private practice” if I had been regularly exposed
siology, factors that determine the number of residency to this sort of stimulation.
positions and ways that the specialty can strengthen acadeNow I am responsible for the education of residents.
mic medicine.
Others from the outside and I bring a different view than
One task force member pointed out that a way anesthethe other teachers here — not necessarily better or worse,
siologists in general could assist academic anesthesiology just different. The residents would be developing natural
would be to voluntarily teach in local residency programs contacts with potential future employers and associates.
on a regular basis. This would have multiple benefits. The The full-time staff would welcome having “private practiacademic staff would have additional nonclinical time; the tioners” in the operating rooms and more nonclinical time
residents would benefit from a more varied approach to for their academic and administrative duties. Why do I not
anesthetic problems, exposure to “real world” issues and have “private practitioners” from New Orleans (my homeanother set of role models; and the visiting anesthesiologist town) involved in teaching our residents? I am embarwould have increased contact with an academic environ- rassed to say that I just did not think of it. We certainly
ment and would be able to closely observe potential new have many excellent anesthesiologists in “private practice”
hires among the residents. It is a “win-win-win” situation.
Continued on page 8
My professional career illustrates all the above points. I
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WASHINGTON REPORT

HHS Issues Proposed Regulation Restoring Physician Supervision
Michael Scott, Director
Governmental and Legal Affairs

onsistent with Health and Human
Services (HHS) Secretary Tommy
Thompson’s May 18 announcement,
the Centers for Medicare & Medicaid
Services (CMS, formerly HCFA)
issued on July 5 a proposed regulation
under which the traditional Medicare
requirement of physician supervision
of nurse anesthetists would be
retained. Comments on the proposed
rule are due by September 4.
In early January of this year, the
Clinton administration issued a final
regulation eliminating the physician
supervision requirement. Promptly on
taking office, President Bush suspended the effectiveness of the regulation
until May 18 in order to permit the
new administration to consider the
wisdom of the regulation. In his
action of May 18, Secretary Thompson further suspended the effective
date of the Clinton regulation for six
months and announced that HHS
would shortly be issuing a proposed
rule restoring the physician supervision requirement.
The July 5 proposed CMS regulation, consistent with Secretary
Thompson’s announced intent, contemplates that the individual state governors would be permitted to “opt out”
of the reinstated physician supervision
rule if they found, after consultation
with their boards of medicine and
nursing, that such action was in the
interest of the state’s citizens. Any
“opt out” action, however, would be
required to be consistent with existing
state law. This means, for example,
that in a state where the law already
required supervision, an “opt out”
action would not be permissible.

C

NOW IS THE TIME!
Please Write Letters Supporting New Rule
We need all ASA members, their colleagues, families and friends to write to
Health and Human Services Secretary (HHS) Tommy Thompson to support the
most recent rule change that reinstates the federal requirement for physician
supervision of anesthesia services for Medicare/Medicaid patients.
Write personal letters (no faxes or e-mails accepted) supporting this patientsafety message to:
Health Care Financing Administration
Attention: HCFA-3070-P
P.O. Box 8013
Baltimore, MD 21207-8013
All letters (one original and three copies) must be received no later than Tuesday, September 4, 2001. NOTE: Monday, September 3, is Labor Day, and no
mail will be delivered on the holiday.
For additional information and communication points to include in your letter,
check the July 23 issue of the President’s Update mailed to all members, or go to
the ASA Web site: <www.ASAhq.org/hhshalts.htm>.
Please do not delay in writing to HHS Secretary Thompson. The previous
proposal for no supervision is unnecessary and not in the best interest of patients.
Make sure that your voice as the patient’s advocate is heard loud and clear in
Washington!
The CMS proposed rule also seeks
comments on a proposal that the HHS
Agency for Healthcare Research and
Quality conduct a prospective anesthesia outcomes study to examine the
results of nurse anesthetist practice, or
in the alternative, to establish some
form of voluntary monitoring system
for reporting adverse outcomes.
Because of retention of the longstanding federal physician supervision

requirement, ASA expects in general
to comment favorably on the proposed
rule. It plans to offer constructive
comments on the mechanism by
which a governor would establish that
the “opt out” requirements have been
met and are reported to CMS and the
public. It is also likely that ASA will
support the conduct of an outcomes
Continued on page 19
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Let’s Restake Our Claim to Critical Care Medicine
Michael J. Murray, M.D., Chair
Committee on Critical Care Medicine and Trauma Medicine
ne year ago, in these pages, I commented that in order
for our specialty to maintain its seminal role in intensive care units (ICUs) and emergency departments, we had
to assume a more active role. Fortunately, many heard that
message. Through the commitment, determination and
hard work of many, the times have never been better for
anesthesiologists to become more involved in the practices
of critical care medicine and trauma medicine that were
developed by our predecessors as offshoots of what we do
daily in operating room suites.

O

What Has Changed?
The Centers for Medicare & Medicaid Services (CMS),
formerly known as the Health Care Financing Administration (though I doubt a name change will alter its bureaucratic mentality), has increased reimbursement for critical
care services. ASA staff, the Committee on Economics
and the American Society of Critical Care Anesthesiologists (ASCCA) continue to work in Washington, D.C., to
ensure there are no rollbacks or encroachment on the services we provide — a task that requires constant vigilance.
ASA also is committed to shaping the environment in
which we practice critical care medicine and trauma medicine. As outlined in their article (page 6), William H.
Montgomery, M.D., and C. William Hanson III, M.D., represent all anesthesiologists on the Pulmonary Artery
Catheter Education Program (PACEP) to ensure that our
interests are protected. As our liaison to the American
Heart Association, Charles W. Otto, M.D., has performed
similar service in the development of the newly revised
advanced cardiac life support (ACLS) guidelines.1
Most importantly, because of the Leapfrog Group report
(see article by Todd Dorman, M.D., page 9), third-party

Michael J. Murray, M.D., Ph.D.,is
Dean, Mayo School of Health Sciences, and Professor and Chair,
Department of Anesthesiology, Mayo
Clinic, Jacksonville, Florida.
4

“Now it is time for all anesthesiologists to deliver — to encourage anesthesiology residents to pursue careers
in critical care medicine and trauma
medicine and to support our colleagues who choose such careers.”

payers recognize the importance of having trained intensivists in ICUs to provide care for critically ill patients.
The need for intensivists and traumatologists will continue
to expand. As the population increases and ages, as more
people become immunocompromised either from disease
or pharmacotherapy and as the use of invasive devices and
therapies continue to grow, there will be an increased number of injured patients and patients who are more susceptible to developing sepsis and its sequelae. The need for our
services will grow, not decrease.
A report from the Committee on Manpower for Pulmonary and Critical Care Societies (COMPACCS)
describes a large vacuum in the number of providers of
critical care services while simultaneously demonstrating a
growing need for such specialists.2 As anesthesiologists
and leaders within our specialty, we must foster changes
that produce more anesthesiologists who provide critical
care medicine and trauma medicine. If we do not fill the
void, other specialties surely will.
The members of ASA’s Committee on Critical Care
Medicine and Trauma Medicine believe strongly that if our
specialty is to survive the current scope-of-practice battles
and if patient outcomes are to improve, anesthesiologists
must be more involved in the practice of critical care medicine and trauma medicine. As David E. Longnecker,
M.D., warned in his insightful 1996 Emery A. Rovenstine
lecture, “Far too often, we have limited our activities to
interoperative care only, and thus have been invisible to
our patients in the pre- and postoperative periods.”3 Academic department chairs and program directors should be
charged not with merely providing ICU rotations for their
American Society of Anesthesiologists NEWSLETTER

residents, but rather lighting a fire in their trainees and fueling an interest and passion for critical care medicine and
trauma medicine.
This passion must extend to research as well. In 2000,
the ARDS (acute respiratory distress syndrome) Network,
funded by the National Institutes of Health (NIH), released
the results of a new study. The Network demonstrated that
the delivery of small tidal volumes by mechanical ventilation of 4-8 mL/kg (compared to the ≥ 10 mL/kg that we
have been taught to deliver in the operating room)
improves outcomes for patients who have ARDS.4 After
many years and many attempts, this study was the first to
conclusively demonstrate a benefit to a new therapy for
ARDS. The fact that NIH was willing to fund such a large
study in ICU patients is in itself notable. However, an
anesthesiologist is the principal investigator in only one of
the 20 centers participating in the ARDS Network’s new
Fluid and Cardiac Catheter Treatment trial — a trial to
establish the utility of pulmonary artery catheters for managing patients with ARDS.
Many of our colleagues believe that it is financial suicide to staff ICUs or to be involved in the care of critically
ill patients outside operating rooms. As commented upon
by Douglas B. Coursin, M.D., Vincent L. Hoellerich, M.D.,
and Gerald A. Maccioli, M.D., (page 11), several independent group practices have not only survived but have
excelled by their commitment to activities outside of the
operating rooms, including the delivery of critical care
medicine and trauma medicine.
ASA has delivered — we have better reimbursement
and better involvement in the national debate on health care
delivered outside the operating rooms. The American
Board of Anesthesiology has delivered — it has increased
the training requirements for all residents in critical care
medicine. Industry and third-party payers have responded
— they want trained intensivists staffing ICUs to improve
the care that their beneficiaries receive.
Now it is time for all anesthesiologists to deliver — to
encourage anesthesiology residents to pursue careers in
critical care medicine and trauma medicine and to support
our colleagues who choose such careers. Many strongly
believe that the success of our specialty depends not on
guarding our turf in the operating rooms but in reclaiming
our position as the physicians best qualified to provide critical care medicine and trauma medicine. The times, to
paraphrase Dr. Dorman, they are indeed a changin’ — a
August 2001
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time for us in the specialty to embrace critical care medicine and trauma medicine and to regain our rightful role in
the delivery of these services.
References:
1. American Heart Association in Collaboration with the
International Liaison Committee on Resuscitation.
Guidelines 2000 for cardiopulmonary resuscitation and
emergency cardiovascular care. Circulation. 2000;
102;(Suppl):1-384.
2. Rainey TG, Shapiro MJ. Critical care medicine for the
21st century. Crit Care Med. 2001; 29:436-437.
3. Longnecker DE. Navigation in uncharted waters. Is
anesthesiology on course for the 21st century? Anesthesiology. 1997; 86:736-742.
4. Acute Respiratory Distress Syndrome Network. Ventilation and lower tidal volumes as compared with traditional tidal volumes for acute lung injury and the acute
respiratory distress syndrome. N Engl J Med. 2000;
342:1301-1308.
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Pulmonary Artery Catheter Education Program: A New
Collaborative Educational Tool
William H. Montgomery, M.D.
C. William Hanson III, M.D.

n a 1996 Journal of the American Medical Association
article, Conners et al. reported increased morbidity and
mortality when patients had pulmonary artery catheters
(PACs) used to guide therapy.1 The accompanying editorial by Dalen called for a discontinuation of the use of PACs
until further data could be obtained with regard to their
safety and efficacy. 2 Multiple professional societies,
including ASA, responded in support of the PAC but also
indicated that interested parties should come together to
study the PAC and its use. This process was facilitated and
promoted by the Food and Drug Administration and the
National Institutes of Health.
The initial Pulmonary Artery Catheter Clinical Outcomes (PACCO) conference attendees were of the opinion
that the PAC was poorly understood and that users were for
the most part uninformed regarding indications for insertion, technique of insertion and management of catheterderived data. The participants could not find good data to
support the use of a PAC in patients with acute respiratory
distress syndrome (ARDS), sepsis or in congestive heart
failure. They recommended that clinical trials be conducted to determine PAC efficacy and safety in these disease
states.
The conference acknowledged that approximately 50
percent of PACs were placed by anesthesiologists and that
there were articles regarding the pros and cons of PAC use
in cardiac and noncardiac surgical cases. The PAC was
introduced in 1970, and at the time of the initial PACCO
conference, industry representatives estimated that 2 million catheters were sold around the world at an annual cost
of approximately $2 billion in the United States alone. The
landmark PAC guidelines published in 1993 by ASA was
cited.3 Other societies subsequently published similar

guidelines regarding the appropriateness of utilization and
competency requirements for the PAC.
The ASA House of Delegates charged the Committee
on Critical Care Medicine and Trauma Medicine in 1997
with actively participating in the evolving activities surrounding the PACCO process. Representatives of professional societies, government and industry have all been part
of this ongoing PACCO project. The PACCO conference
attendees adopted as a goal the development of a program
for “transfer of basic hemodynamic monitoring knowledge.”
The Pulmonary Artery Catheter Education Project
(PACEP) thus evolved; it has been developed and designed
to provide a state-of-the-art Web-based educational tool on
how to use and interpret information obtained from the
PAC in the clinical environment and measure learning outcomes. Topic content has been divided into modules to
facilitate participant progression from novice to expert as
well as to provide the ability to include information on any
new technologies that in the future could be added as
devices or therapies are introduced into practice and as
results of studies become available.

William H. Montgomery, M.D., is
Assistant Professor of Anesthesiology,
University of Hawaii School of Medicine, Straub Clinic and Hospital, Honolulu, Hawaii.

C. William Hanson III, M.D., is Professor of Anesthesia, Surgery and
Internal Medicine, University of Pennsylvania Medical Center, Philadelphia, Pennsylvania.
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Primary Purpose of PACEP
It was a consensus of the participating societies that a
permanent structure was necessary to continue to do the
work of PACCO and to complete the PACEP. A Board of
Directors is being created, and any professional society that
wants to become more involved is encouraged to join. The
goal is to be one of inclusiveness, with some basic criteria
for membership.
The overall goal of PACEP is to provide efficient transformation of useful hemodynamic information with Web-

American Society of Anesthesiologists NEWSLETTER

based technology to allow clinicians to practice in a safe
and competent fashion. Participating organizations include
the following: ASA; the American College of Chest Physicians; the Society of Critical Care Medicine; the American
Association of Critical Care Nurses; the American Association of Nurse Anesthetists; the American Thoracic Society;
and the National Heart, Lung and Blood Institute. For the
purpose of simplicity, all participating organizations with
PACEP will be referred to as the “PACEP Collaborative.”
This educational resource is intended for physicians-intraining, physicians practicing critical care medicine and
anesthesiology, critical care nurses, nurse anesthetists and
others who routinely care for patients requiring advanced
hemodynamic monitoring of fluid levels and cardiac function. The benefits of using Web-based technology include
the following:
• Users can access the information at their leisure.
• Users can proceed to each lesson at their own pace and
repeat lessons as necessary.
• Information can be updated more economically, and
information can be provided that is considered the most
current to medical practice.
• Users can evaluate their own level of understanding
with the use of pretests, post-tests and case studies.
• A collective database can determine how effective the
use of Web-based technology is in educating those targeted for using the information.
PACEP Collaborative Structure
The PACEP Collaborative consists of a Board of Directors that has representation from each society participating
with PACEP. This group is intended to help in facilitating
the development of the project and in monitoring its implementation. All educational content related to the PACEP
project will be copyrighted solely by the PACEP Collaborative and not be owned by one specific organization or
society. In addition, this copyright will be applicable to
any new formats or platforms that are decided upon by the
PACEP Collaborative as determined by educational need
and available financial resources. All decisions will be
made by a majority consensus of the PACEP Collaborative.
In return for a society’s participation, recognition of its
participation will be included on the PACEP Web site, and
participating societies will receive all information collected
from the PACEP that users have provided as they access
and participate on the PACEP Web site. There will be a
August 2001
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two-way hyperlink from the ASA Web site to the PACEP
Web site and from the PACEP Web site to the ASA Web
site.
Development of the PACEP and Timeline
Module I is currently under development with an implementation date on the PACEP Web site of July 2001. Module I has been designed with a pretest, followed by a PowerPoint™ presentation that is moderated by an expert in the
field, and then a post-test. Certain lessons within the module have three to five mini-case studies that are utilized in
preparing the user for the more complicated case studies
presented in Modules II and III. The development of Level
I and II educational content in Module I has been subdivided for the beginner versus the more advanced practitioner.
Module I: Level I — Fundamental Hemodynamic Information
• Lesson A: Physiologic concepts of hemodynamic monitoring (Part I of II)
• Lesson B: Interpretation of hemodynamic information
(Part I of II)
• Lesson C: Therapeutic interventions (Part I of II)
• Lesson D: Hemodynamic waveform analysis and interpretation (Part I of II)
• Lesson E: Technical aspects of hemodynamic monitoring (Part I of II)
• Lesson F: Complications of hemodynamic monitoring
• Lesson G: Assembly of pressure monitoring system

Module I: Level II — Advanced Hemodynamic Information
• Lesson A: Physiologic concepts of hemodynamic monitoring (Part II of II)
• Lesson B: Interpretation of hemodynamic information
(Part II of II)
• Lesson C: Therapeutic interventions (Part II of II)
• Lesson D: Hemodynamic waveform analysis and interpretation (Part II of II)
• Lesson E: Technical aspects of hemodynamic monitoring (Part II of II)
• Lesson F: Insertion of the PAC

Module II — Currently under development with an
implementation date on the PACEP Web site of October
2001. The format includes a pretest, followed by a Power7

Point presentation that is moderated by an expert in the
field, and then a post-test. Certain lessons in Module II
also have three to five mini-case studies.

Module III — “Case Studies for Interpretation of the
PAC Usage.” Module III will include all case-based questions that build upon the content learned from Modules I
and II. It is scheduled for implementation on the PACEP
Web site in February 2002.

Module IV — “Interactive Pulmonary Artery Waveform
Troubleshooting Program.” This program is scheduled for
implementation on the PACEP Web site in July 2002.
• Lesson A: Right arterial waveforms
• Lesson B: Pulmonary arterial waveforms
• Lesson C: Pulmonary capillary wedge waveforms
• Lesson D: Tutorials

Module V — “Other Forms of Hemodynamic/Technology.” This module is reserved to educate and/or
test knowledge of new therapies or new technologies that
could be additive to PACEP. Some technological advances
could be items such as the HemoSonic™ 100 echo-doppler
probe for determining key hemodynamic parameters, the
PiCCO continuous pulse contour cardiac output device as
well as many others. An actual implementation date for
this module has not yet been determined.

CME and Other Continuing Education Units
Continuing medical education (CME) credit will be
offered on a lesson-by-lesson basis for each module. Other
continuing educational units for critical care nurses and
nurse anesthetists will be offered through AACN and
AANA, respectfully.
The permanent PACEP structure represents an opportunity to participate with other professional societies in the
development of a strong educational product for the practice of perioperative medicine. ASA members have been
involved from the beginning with this educational product.
PACEP represents an opportunity for our specialty to be
involved with and influence other societies as this and
potentially other educational instruments and methodologies evolve.
References:
1. Connors AF Jr, Speroff T, Dawson NV, et al. The effectiveness of right heart catheterization in the initial care
of critically ill patients. JAMA. 1996; 276:889-897.
2. Dalen JE, Bone RC. Is it time to pull the pulmonary
artery catheter? JAMA. 1996; 276:916-918.
3. Practice Guidelines for Pulmonary Artery Catheterization. Anesthesiology. 1993; 78:380-394.

Who Is Responsible for the Future?
Continued from page 2
in this area, and I just have not gotten around to asking.
What do the teaching programs need to offer in
return to the “private practitioners?” A sincere invitation to participate, minimal credentialing and administrative hassles, a good parking spot, a first-rate didactic
program, access to audiovisual services and the medical
library, respect for different ideas and viewpoints, invitations to Journal Club and, most importantly, the
8

opportunity to spend time with bright residents.
This concept has great potential. Every training program in the country should consider how it could be
implemented in their respective, unique environments.
Every anesthesiologist should be receptive to the invitation to teach.
The responsibility for teaching future generations
rests with all of us.
American Society of Anesthesiologists NEWSLETTER

Critical Care: The Times They Are a Changin’!
Todd Dorman, M.D.
nesthesiologists have played a pivotal role in the formation, ongoing development and maturation of critical care medicine. Anesthesiology-based critical care
practitioners were among the founding members of the
Society of Critical Care Medicine more than 27 years ago.
In 1987, the American Board of Anesthesiology was the
first to offer a special qualification examination process in
critical care medicine. However, as of 2000, there were
twice as many surgeons (~1,800) and almost eight times as
many internists (~6,800) carrying special qualifications in
critical care medicine than anesthesiologists (~900).1
Reversing this trend is of vital importance to anesthesiology. Market forces, both internal and external to anesthesiology, were once inhibiting many physicians from
choosing critical care medicine. However, the November
2000 release of the Leapfrog Group’s standard regarding
Intensive Care Unit Physician Staffing (IPS) has essentially removed the external constraints, leaving the door wide
open for anesthesiologists to rush in and fill the supplydemand void.2 The opportunities are great, if we anesthesiologists will remove our self-imposed internal constraints.

A

Supply and Demand
Only five years ago, residents were somewhat reluctant
to go into critical care medicine fellowships following their
anesthesiology residencies because of concerns about finding a job afterward. Since health care enterprises were not
clamoring for more intensivists, supply and demand
seemed to already be matched. In fact, there were many
examples of anesthesiology practices forcing members to
abandon the practice of critical care medicine. The decision to focus on intraoperative care was made under the
guise of fiscal responsibility, as many practices viewed the
provision of critical care as unprofitable. This retraction
from critical care created the vicious cycle of fewer jobs,
and so fewer residents were interested, leading to fewer
providers forcing more groups to withdraw because of staff
shortages.
External to anesthesiology, the market did not seem
ready to accept intensivists. The critical care community
failed to educate patients, physicians, administrators and
payers regarding the benefits of physician-led critical care
services. Consequently, it appears that less than 30 percent
of adult patients in intensive care units have access to a
full-time intensivist.
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The Leapfrog Group
Fortunately, the external market decided to look at the
data regarding the value of intensivists. The Fortune 500
companies and other large health care purchasers, committed to a common set of purchasing principles to drive leaps
in patient safety, founded the Leapfrog Group. The
Leapfrog Group’s goal is to mobilize employer purchasing
power to initiate breakthrough improvements in the safety
and overall value of health care to American consumers.
The group meticulously reviewed the literature on the
impact of an intensivist on both the quality and cost of
intensive care unit (ICU) care. The result of that review
was the IPS standard. A brief summary of that literature is
quite informative.
A systematic review of the literature demonstrates that
critical care specialists reduce mortality. The studies by Li,
Pollack, Reynolds, Brown, Carson, Manthous, Multz,
Ghorra, Pronovost and Rosenfeld demonstrate a median
absolute risk reduction of 10 percent, or a number needed
to treat of 10. 3-13 The studies by Ghorra, Hanson,
Pronovost and Rosenfeld demonstrate a reduction in complications.10-14 In the Pronovost study of all abdominal aortic aneurysm surgery in Maryland over a three-year period,
there was an odds ratio of 1.8 for septicemia, 2.0 for reintubation, 2.2 for acute renal failure and 2.9 for cardiac
arrest when a critical care specialist was not involved in
the postoperative management of the patient. These major
complications clearly affect patient mortality and the cost
of care. The studies by Brown, Manthous, Multz, Hanson,
Pronovost and Rosenfeld demonstrate reduced ICU length
of stay, and this reduction in length of stay persisted
through to hospital discharge in the three studies that followed patients for that outcome variable.7-14 Four studies
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by Li, Pollack, Carson and Multz demonstrate reduced use
of ICU resources for those patients at low risk. This
improved throughout by establishing appropriateness of
admission and lowering the cost of care for a population of
patients who did not require ICU services, but without
which the intensivist-led team would have indeed consumed those resources.3,4,7,9 Two studies demonstrated that
a critical care specialist reduced patient charges, and two
demonstrated a reduction in consultation and professional
fee charges.9,12,14 In addition, we are aware of two additional studies similar to the statewide study by Pronovost et al.
that examine outcomes in patients undergoing esophageal
resections or hepatic resections. These manuscripts are
under peer review but appear to demonstrate the identical
findings as the seminal work done with aortic aneurysm
surgery. In summary, the body of scientific literature that
exists strongly supports a model of ICU care that includes a
critical care specialist-led process.
The Leapfrog Group IPS standard is scheduled for full
implementation by December 31, 2003. You might be
wondering if health care is going to pay attention to this
standard. The early impression is absolutely yes. Many
institutions have already contacted the Leapfrog Group and
asked for assistance in establishing the standard in their
institution. In addition, I am aware of a conversation
between the head of a major timber firm that called its local
health care facility asking if they met the standard now and,
if not, would they meet the standard by the implementation
date. Furthermore, this CEO went on to state that if the
facility did not meet the standard by the implementation
date, his corporation would no longer support its employees seeking health care at that institution.
How anesthesiologists respond to this opportunity is
vitally important. Critically ill patients require our expertise in airway management skills, physiology, pharmacokinetics and pharmacodynamics and pain management. One
of the hottest topics currently in health care is the avoidance of errors and the creation of safe systems. Anesthesiologists are leaders in the science of safe systems in health
care, and our expertise in this domain is directly transferable to the ICU environment. The anesthesiologist’s proactive mindset is essential to the practice of anesthesiology
and critical care medicine. While reactionary care will
always be a part of critical care practice, proactive pattern
recognition and intervention produce far greater patient
benefits. This message must be transmitted clearly and
10

effectively to all anesthesiologists, administrators and the
public. As a specialty, we should not permit our postoperative role to become restricted to postanesthesia care units.
The fear of a negative financial impact that drove many
groups from providing critical care services must be surpassed. The relative value unit (RVU) for critical care services was recently reinstated to 4.0 for 99291 and 2.0 for
99292. The definition of critical care services has been
clarified to include both treatment and prevention of major
organ dysfunction. Inclusion of time for family conferences that address major decision-making is now permitted. Inclusion of time for documentation is also permitted.
The RVU for placement of a CVP has just increased, and it
appears likely that the RVU for placement of an arterial
catheter will increase as well. For those anesthesiologists
who fear the murky waters of the older critical care codes,
the Office of the Inspector General released a report on
critical care services during this past year stating that they
found no major problems with critical care billing. The
times they are a changin’!
The demand is clearly there and growing. It has been
estimated that 35,000 critical care physicians will be
required to staff all adult ICUs. The supply, on the other
hand, falls short, as there are less than 9,500 critical care
medicine-certified physicians in this country! Industry,
based on the literature, is pushing health care centers to
make a commitment to full-time ICU services. At the
same time, financial rewards from ICU services are
improving. Now is the time for all anesthesiologists to
help advance the role of the anesthesiologist/intensivist.
There will not be a better time for practice diversification!
We must put away old prejudices immediately because if
we do not seize this opportunity quickly, then others (i.e.,
pulmonologists and surgeons) will surely do so.
References are available from the ASA Executive Office
or on the ASA Web site <www.ASAhq.org/NEWSLETTERS/
homepage.html>.
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Critical Care and Private Practice: It’s the Right Thing to Do
Vincent L. Hoellerich, M.D.
Gerald A. Maccioli, M.D.
Douglas B. Coursin, M.D.

n the 21st century, society has come to recognize the
benefits of intensive care. As Michael J. Murray, M.D.,
Todd Dorman, M.D., and others outline in this issue, our
specialty must realize our legacy and potential in this
important arena. Major insurers, governmental agencies
and regulatory organizations are increasingly demanding
that medicine provide comprehensive critical care that
meets positive outcome benchmarks at responsible costs.
Anesthesiologists previously recognized and supported the
acute and intensive care paradigm since the inception of the
prototypical “respiratory care units” established during the
1950s’ polio outbreak. Historically, anesthesiologists
played pivotal roles in the establishment of state-of-the-art
neurologic and cardiopulmonary monitoring, support and
resuscitation. Our specialty was also a driving force in the
development of intensive care unit (ICU) organization,
management and the inauguration of the Society of Critical
Care Medicine (SCCM).
Logistical factors, economic forces and clinical preference, however, resulted in preoperative assessment, intraoperative management and pain therapy being the predominant modes of contemporary anesthesia care. Many physicians are of the opinion that critical care is not worth the
time and effort. We beg to differ! As discussed elsewhere,
the need for quality critical care is now recognized, and
reimbursement is improving. In our practices, the benefits
go beyond the monetary by facilitating patient care,
enhancing our practice profile and allowing us a greater
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role in institutional policy and politics. Current and future
anesthesiologists must re-establish their natural role as
intensivists and acute care physicians.
Members of ASA, the American Society of Critical
Care Anesthesiologists (ASCCA) and the anesthesiology
section of SCCM have called for the resurgence of training
and participation in the care of the critically ill by anesthesiologists. Such training requires a recommitment to the
provision of an appropriate comprehensive critical care
experience within residency training. Attempts in the past
to unite training programs and the private sector have fallen
short due to the current focus on operating room management of patients and the lack of well-established perioperative anesthesia practices that include hospital-based acute
care and critical care.
Recent articles call for well-rounded anesthesiologists
with experience in critical care, ICU and systems management and the ability to provide acute hospitalist care.1,2 Such
individuals will be able to provide the level of care required
by the Leapfrog Group and others. In the forthcoming 2nd
edition of the ASCCA-sponsored textbook, Critical Care
Medicine – Perioperative Management, we provide an outline of our growing private critical care practice.3
A template for integrating critical care practice into a
community hospital anesthesiology group is well-established at the Rex Hospital in Raleigh, North Carolina. The
Rex group has wide-ranging expertise with a significant
number of subspecialty-certified intensivists and pain med-
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icine physicians to provide expertise and consultation
across a number of diverse practitioners. One of the
group’s members is the chief of critical care, another is the
past chief of the hospital system’s medical executive committee, while other members direct perioperative and acute
pain services. The Rex group applies state-of-the-art information technology to communicate among themselves and
organize their practice, assign cases, manage pain and critically ill inpatients and provide acute hospitalist care. The
Rex model allows an anesthesiologist to act as a perioperative physician and perform numerous important tasks within the group as a preoperative consultant, intraoperative
anesthesia director and postoperative intensivist and pain
manager. The physician is able to enhance hospital-based
acute care by interfacing with emergency department
physicians, intervening on behalf of out-of-hospital primary care doctors and providing a continuity of care from the
operating room through the ICU stay.
Maintaining preoperative interaction between the
patient and anesthesiologist is necessary to preserve the
physician-patient relationship, facilitate patient education,
optimize the use of appropriate laboratory assessment,
identify high-risk patients and provide timely subspecialty
evaluation and preparation. Preoperative meetings assure
quality patient management and may prevent medical complications. Versatile anesthesiologists can eliminate the
need for some specialist consultation by the implementation of practice guidelines, enumeration of potential problems and proactive management of high-risk patients.
Members of the Rex anesthesia group assume primary
care responsibilities in the intraoperative setting by providing or directing anesthetic and analgesic treatment while
simultaneously assessing and managing the patient perioperatively. In the past, anesthesiologists were thought to
have played their most important roles in the intraoperative
setting, but the evolution of medicine and acute and critical
care management demonstrates the need for anesthesia to
move into a comprehensive and perioperative process.
Consistent and efficient pre- and intraoperative preparation
and care aid in the successful transition to postoperative
pain management and critical care.
Community hospitals often differ from academic centers, especially with regard to critical care management.
Academic hospitals frequently have a number of subspecialty units that focus on specific care of the neurologic,
coronary, surgical or cardiac surgical patients. Their com12

munity hospital counterparts, however, are known for the
amalgamation of these units into a larger, more versatile
medical-surgical ICU. Academic centers also more commonly operate their units in a closed fashion. The primary
physician relinquishes control of his or her patient after
admittance by critical care doctors. Community hospital
ICUs, however, are usually open or semi-open, with voluntary consulting balanced between the primary physician
and the intensivists. At Rex, the critical care physicians are
anesthesiologists who provide the majority of medical
direction or consultative intensive care at the request of the
primary physician or surgeon. This is facilitated by strong
physician communication, timely availability and in-house
service, and stratified levels of care.
Providing physicians with broader experience in acute
and critical care and greater perioperative responsibility
allows them to go beyond the limits of operating room
management and increase their clinical profile and institutional value. This will allow physicians to be better suited
to participate in hospital programs, development, resource
utilization and management.
Comprehensive perioperative care requires a synthesis
of classical operating room techniques with contemporary
concepts of acute hospitalist and intensivist training.
Future anesthesiologists will receive more extensive training that includes broader clinical instruction in conjunction
with lessons in business, computer science and more specific scientific topics. Physicians in a critical care setting
must evolve with the concepts surrounding management of
ICU and similar environments. It is essential that we anesthesiologists work to promote a dialogue between the specialized academic center and the practicing community
physician in order to expand our role and presence in acute
and critical care. The Rex model may be applied or modified to fit various practice paradigms.
References:
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David C. Warltier, M.D., Ph.D., to Receive 2001 Excellence in
Research Award
John P. Kampine, M.D.
he 2001 recipient of the ASA Excellence in Research Pharmacology and Internal Medicine and, within a year,
Award is David C. Warltier, M.D., Ph.D. Dr. Warltier was Director of the Cardiovascular Research Training
is Professor of Anesthesiology, PharGrant in Cardiology (1983-89).
macology and Medicine (Cardiology)
Three years after receiving his
at the Medical College of Wisconsin,
M.D., Dr. Warltier decided that resiMilwaukee, Wisconsin. For more than
dency training was needed and entered
20 years, he has been making novel
the anesthesiology residency training
and important contributions in both
program (1985-88). During his trainclinical and basic sciences, focusing
ing, he continued to develop a suclargely on the physiology and pharmacessful and productive research labocology of the coronary circulation and
ratory. Two years after completing his
alterations in ventricular function in
residency, he was promoted to Profesischemic heart disease. His earliest
sor of Anesthesiology, Pharmacology
investigations helped to dispel the idea
and Medicine and was appointed Vicethat isoflurane caused significant coroChair for Research in the Anesthesiolnary steal and was therefore conogy Department at the Medical Coltraindicated in patients with coronary
lege of Wisconsin. In 1995, he was
artery disease. His investigations of
appointed as Adjunct Professor of
coronary angiogenesis and genetic
Biomedical Engineering at Marquette
control of angiogenic factors have
University, Milwaukee, Wisconsin, in
resulted in recognition from far
recognition of his work with Marbeyond the specialty of anesthesioloquette’s bioengineering students —
gy. His work on ischemic precondi- David C. Warltier, M.D., Ph.D.
research that has contributed to the
tioning and the ability of potent
Ph.D. research thesis requirements for
volatile anesthetics to provide proteca number of bioengineering graduate
tion from coronary ischemia through activation of K+ATP students. In 2000, he was appointed Director of the Medchannels has resulted in a new understanding of the interac- ical Scientist Training Program (the M.D., Ph.D. program)
tion of anesthetics and ischemic myocardium at the cellular at the Medical College of Wisconsin.
level.
Dr. Warltier’s contributions to the specialty of anesthesiDr. Warltier received his B.S. with honors in biology ology are numerous. He has been a member of the editorial
and chemistry from Carroll College in Waukesha, Wiscon- board of Anesthesiology for the last six years, after three
sin in 1969. (Twenty-two years later, Carroll College
Continued on page 21
awarded him an honorary D.Sc. degree for his achievements in the biological sciences.) In 1971, he entered the
graduate program in pharmacology at the Medical College
of Wisconsin. He completed his Ph.D. in 1976, and then
completed American Heart Association- and National Science Foundation-sponsored postdoctoral fellowships. He
received his first National Institutes of Health (NIH)-funded grant in 1979, but at almost the same time, he then
became convinced that a medical degree was important to
the continuation of his career. Hence, he completed his John P. Kampine, M.D., Ph.D., is ProM.D. degree at the Medical College of Wisconsin in 1982, fessor and Chair, Department of
earning election to Alpha Omega Alpha (and continuing Anesthesiology, and Professor of
his NIH funding at the same time!). Following graduation, Physiology, Medical College of Wishe was immediately promoted to Associate Professor of consin, Milwaukee, Wisconsin.
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Estimating Staffing Requirements: How Many Anesthesia Providers
Does Our Group Need?
Amr E. Abouleish, M.D.
Mark H. Zornow, M.D.

recurring issue for most anesthesia groups is the need
to estimate accurately how many providers need to be
recruited in order to meet current and future clinical obligations. When this estimate is not met or is miscalculated,
the anesthesia group may be put in a position where it has
to make compromises on staffing guidelines, cancel vacations or force members of the group to work additional
days. In this article, we provide a simple methodology for
estimating staffing needs. We have also made available on
the ASA Web site a downloadable Excel™ workbook that
we developed which facilitates calculation of personnel
needs.1

A

Limitations
The example described below and the Excel workbook
accompanying this article on the Web were created for a
staffing model of a single-shift operating room (O.R.) coverage and a single on-call shift for after-hours coverage. A
discussion of alternative staffing models, cost-effectiveness, O.R. utilization or scheduling efficiency is beyond the
scope of this article, but references related to more complex
analyses are noted.2-5
Based on a hypothetical academic anesthesiology
department, the example detailed below illustrates one way
to handle nonclinical time and multiple clinical settings,
including pain management clinics and critical care services.
Staffing Assumptions
In order to estimate staffing needs, several assumptions
must be made regarding the number of clinical sites staffed
daily, the medical direction ratio, the amount of vacation
and meeting time allotted for each provider and the amount
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of nonclinical time allocated to each provider. Furthermore, an estimate of potential new hires and departures
should be included.
An Example Group Practice
Group A is an academic anesthesiology department currently staffed with 30 full-time faculty anesthesiologists, 36
residents (12 in each of the clinical anesthesia [CA] years)
and 10 nurse anesthetists and anesthesiologist assistants
(AAs). The group provides clinical care for a 21-room
O.R. suite (Main O.R.), a labor and delivery suite (L&D)
with two O.R.s, a day-surgery preoperative clinic (Preoperative Clinic), a surgical intensive care unit (SICU) and an
acute and chronic pain management clinic with consult service (Pain Management). In addition to the sites in the
O.R. suite, anesthesia care is usually delivered to at least
one remote site per day.
Although the group has members who take specialty
call from home (pediatric, cardiac, critical care and pain
management), the group also has two faculty members who
are in-house every night and on weekends — one for the
Main O.R. and one for the L&D. In addition, six residents
take in-house call, with three in the Main O.R., two in the
L&D and one in the SICU. All in-house call providers are
dismissed the next morning after call without any clinical
obligation to provide care on the post-call day. Nurse anesthetists and AAs do not take call.
Because the group is involved in training residents, it
has chosen a 1:2 faculty-to-provider ratio for medical direction. The anesthesiologist in charge of scheduling on a
given day (i.e., the schedule runner) is usually assigned to
one medical-direction O.R. Because there may be cases
where the faculty must be one-on-one with the resident/nurse anesthetist/AA due to the complexity of the
surgery or status of the patient (e.g., neonatal surgery), the
scheduling template allows for one room to handle one-onone cases. Rooms that cannot be staffed by residents, nurse
anesthetists or AAs are assigned as a faculty room where
the faculty anesthesiologist personally performs the anesthesia care.
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Table 1. Final Estimation of Staffing Needs for Standard Academic Anesthesiology Department.

Number of
ORs covered

Faculty

Residents

Nurse
Anesthetists/AAs

18.0
1.0
2.0
1.0
22.0

9.0
1.0
2.0
1.0

13.0
1.0

5.0

1.0
1.0
1.0
1.0
2.0
19.0

1.0
3.0
2.0
3.0
6.0
29.0

6.0

0.75
0.25
6.5

0.89
0.11
4.0

0.80
0.20
1.5

1.15
2.31
1.00
4.46

0.21
1.38
1.00
2.59

0.19
0.77
0.50
1.46

29.96

35.59

8.96

30
5
6
31

36
12
12
36

10
1
0
9

1.04

0.41

0.04

Clinical FTEs needed
Medical direction main OR (includes Remotes)
One-on-one rooms
Faculty rooms in main OR
Schedule runner main OR
Total OR sites covered
Preoperative clinic
Labor and delivery
Pain management clinic and consults
Critical care services
Post call
Daily Clinical FTEs needed

1.0

Nonclinical FTEs needed
Average Clinical FTE
Average Nonclinical FTE
Total non-Clinical FTEs needed

Away FTEs needed
Meeting
Vacation
Sick
Total Away FTEs needed

Total FTEs needed
Total FTEs available (total faculty and staff members)
Current employees
Departures
Hires
Total FTEs available

Excess (or deficit) expected

See text for details of the department. Results based on calculations found in the Excel workbook that can be downloaded from the ASA Web site. Initial estimates utilized no faculty rooms, but results showed a deficit in residents and nurse anesthetists/AAs. Final estimates include two faculty rooms. OR = operating
room, FTE = full-time equivalent, AA=anesthesiologists assistant.
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Faculty anesthesiologists have a variety of clinical as
well as nonclinical commitments. Although all are 1.0 fulltime equivalent (FTE), the clinical FTE is calculated by
dividing the number of days scheduled to provide clinical
care per week by five.5 The average clinical FTE for the
faculty is 0.75. Nurse anesthetists and AAs work four 10hour days per week and hence have a clinical FTE of 0.8.
All the residents work five days a week, but there are
always four residents on rotation outside the department;
hence, the average clinical FTE for residents is 0.89.
To estimate the number of providers who are nonclinical
on any given day, one must calculate the nonclinical FTEs
needed. Based on the total clinical FTEs estimated, the
total number of FTEs needed is calculated by dividing the
total clinical FTEs by the average clinical FTEs. In this
example, the clinical FTEs needed for faculty is estimated
at 19.0. If the average clinical FTE is 0.75, then a total of
25.5 FTEs are needed. To estimate nonclinical FTEs, clinical FTEs are subtracted from the total FTEs — in this case
resulting in 6.5 FTEs. This means that, on any day, it is estimated that 6.5 (six to seven) faculty members are nonclinical.
Meeting time availability for faculty, residents and nurse
anesthetists/AAs is two weeks, 0.33 weeks and one week
per year, respectively. Vacation time is four weeks, two
weeks and four weeks, respectively. These values are used
to calculate the average number of faculty, residents and
nurse anesthetists/AAs away from the department in any
given week. For this example, this results in averages of
3.46, 1.59 and 0.98, respectively [Table 1].
Final results of the calculations for Group A are found in
Table 1. The initial estimates were done based on no faculty rooms. When this was completed, the calculations
showed an excess number of faculty but an inadequate
number of residents and nurse anesthetists/AAs available.
Hence, adjustment of coverage in the Main O.R. was done
to arrive at the results shown in Table 1.
If the results had shown deficits in any of the provider
categories without a surplus in other categories, then
staffing guidelines (discussed above) and the estimates of
the hires and departures would have needed adjustment so
that no deficit in staffing was estimated. Interestingly, the
staffing guidelines and the recruitment and retention of
providers are the variables that anesthesiology groups must
manipulate to meet clinical obligations when a group finds
itself facing staffing shortages.
16

To utilize a similar methodology for your group, you
will need to download the Excel file. Detailed instructions
appear on the first worksheet. Clearly, the Excel file will
need to be customized to your group, and the instructions
should address most adjustments.
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Update on Office-Based Anesthesia: Caveats on the Professional
Finger-Pointing
Rebecca S. Twersky, M.D., Chair
Committee on Ambulatory Surgical Care and Task Force on Office-Based Anesthesia

he term “office-based anesthesia,” or OBA, should no
longer leave anesthesiologists pondering its meaning
or its implications. ASA has taken center stage in establishing its “Guidelines for Office-Based Anesthesia” — adopted by state medical boards, accreditation organizations and
surgical specialty societies as the foundation for officebased anesthesia care. In addition, through the efforts of
the ASA Committee on Ambulatory Surgical Care and the
Task Force on Office-Based Anesthesia, a manual titled
“Office-Based Anesthesia: Considerations for Anesthesiologists in Setting Up and Maintaining a Safe Office Anesthesia Environment” was published by ASA.* This manual
serves as a resource to ASA members who currently practice or plan to practice in the office setting.
Nevertheless, contentious issues have thrust anesthesiology into the middle of what is perceived as professional
finger-pointing between dermatologists and other specialists, primarily anesthesiologists and plastic surgeons. Several articles have been published by dermatologists in their
journals and most recently in the Journal of the American
Medical Association (JAMA).1 Brett Coldiron, M.D., of the
Departments of Dermatology and Otolaryngology, University of Cincinnati, published a Research Letter in the May
23/30th issue of JAMA reporting on the “first” prospective
analysis of verifiable data of mandatory reporting of
injuries from surgical procedures performed in medical
offices in the state of Florida.
Dr. Coldiron contacted the offices that reported surgical
incidents or deaths during the 12-month period starting in
February 2000 when the reporting became mandatory.
There were 31 procedure-related complications or deaths.
He concludes by stating that there is “greater risk of death
from office procedures performed under general anesthesia.” However, careful scrutiny of his summary spreadsheet fails to support his conclusions. There were seven
deaths: One patient died from an anaphylactic reaction to
contrast media; the other six involved procedures performed
under general anesthesia. Although there were complications, some of which required hospital admission, no deaths
were associated with local anesthesia, regional block or
intravenous (I.V.) sedation. So what may readers conclude
from this? That general anesthesia is dangerous and was
implicated in the six deaths, of course! But this is not true!

T
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Upon reviewing the details of those six deaths, three
deaths occurred during abdominoplasty/liposuction — two
died several days later from pulmonary embolism; the third
patient died during the night after discharge, probably the
result of procedure-related problems rather than an unfortunate outcome of general anesthesia. Another patient died
from bleeding several days after “endotracheal intubation”
for a tonsillectomy. The article suggests a possible linkage
between postoperative bleeding and anesthesia! Two of the
deaths were related to general anesthesia: one acute bronchospasm and the other due to unexplained bradycardia and
asystole. Since the total number of procedures in the office
is unknown, it is also difficult to compare the incidence rate
with hospitals or ambulatory surgical facilities. An anesthesiologist or nurse anesthetist administered all general
anesthesia in these incidents.
In addition to his conclusion that there is a greater risk
of death from office procedures performed under general
anesthesia, Dr. Coldiron states that liposuction under general anesthesia may deserve closer scrutiny since many of the
most serious complications occurred with this procedure.
Would it not have been more correct to state what the data
do support? That is, any liposuction surgery causes relatively more adverse incidents in office practice than other
cosmetic procedures.
For the record, dermatologists rarely, if at all, conduct
tumescent liposuction under general anesthesia. Is it that
Dr. Coldiron is trying to misrepresent the data to support
his contention that liposuction under general anesthesia, as
preferred by plastic surgeons, somehow is less safe than
liposuction under tumescent anesthesia, as is favored by
dermatologists? It should not surprise us since this has
been the party line of the American Society for Dermato-
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logic Surgery (ASDS), as noted on its Web site <www
.asds-net.org>.
In 1999, Coleman et al. published an article that reviews
the database of the Physicians Insurance Association of
American (PIAA) Data Sharing Project for claims from
1995-97 to determine who should perform liposuction and
where it should be performed.2 The data showed that dermatologists who perform small-volume liposuction under
tumescent local anesthesia accounted for only two out of
the 257 claims. The PIAA claims data did not even include
specifics about anesthetic techniques or the use of general
anesthesia for liposuction! Nevertheless, in quoting Dr.
Coleman, ASDS concluded that the primary predictor of
complications after liposuction was the use of general anesthesia! “The practice styles of dermatologists who perform
smaller volume liposuction with true tumescent local anesthesia results in less injury and, consequently, fewer lawsuits than surgeons who perform large-volume liposuction
using general anesthesia often combined with the tumescent technique, a risky combination,” noted Dr. Coleman, a
clinical professor of dermatology at Tulane University
School of Medicine, New Orleans. ASDS listed “the use of
general anesthesia” as being among the three biggest concerns patients should have when considering treatment and
selecting a physician.3 Based on this data, however, there
is no conclusive evidence that one anesthetic technique is
safer for liposuction than another. Alternative analysis of
the same database by plastic surgeons supports this.4
It is unclear whether the dermatologic surgeons are
inadvertently or deliberately confusing the risks of general
anesthesia with allowing an increase in the extent of surgical procedures. One can only speculate that the political
intention of the dermatologists is to remove tumescent liposuction from office-based surgery regulation or accreditation since it is done purely under local anesthesia with minimal, if any, sedation. “Ninety-eight percent of adverse
liposuction-related malpractice decisions were surgeons
who traditionally rely upon systemic anesthesia.” (Carl
Johnson, M.D., April 25, 2001, testifying to the South Carolina Board of Medicine).
It is more appropriate to look at the standards the cosmetic and plastic surgeons have established for liposuction
when combined with I.V. sedation or general anesthesia.5
Indeed, the official journal for the American Society of
Plastic Surgeons recently published on the safety of general
anesthesia in the office in more than 23,000 consecutive
18

office-based procedures, and no deaths were reported.6
True, there are specific considerations of which anesthesiologists must be aware when providing care for the patient
undergoing cosmetic surgery, specifically liposuction.7 The
perioperative complications associated with liposuction
have included pulmonary embolism, lidocaine toxicity, pulmonary edema, organ perforation, inappropriate sedation
and hypothermia. For example, 60-70 percent of the
tumescent solution may be absorbed, thereby altering the
administration and replacement of fluids by the anesthesiologist. When lidocaine is infiltrated for tumescent anesthesia, it is used in doses far in excess of the 7 mg/kg used
in regional anesthesia. While these doses of 35 mg/kg or
greater have been promoted as “safe” since it is highly
diluted and combined with epinephrine, the anesthesiologist should confer with the surgeon on the mixture to avoid
fatal lidocaine toxicity.
The purpose of this discussion is not only to raise
awareness within our specialty of the risks and hazards of
the procedures for which we provide anesthesia, but also
the risks and hazards of the politics of office-based surgery
and anesthesia. Responses have been written to the editor
of JAMA, ASPS and ASA are looking closely at the Coldiron
data, and dialogue continues between ASA and ASDS leadership. If nothing else, this finger-pointing strengthens the
case for supervision of office-based surgery and anesthesia.
References are available from the ASA Executive Office or
on the ASA Web site <www.ASAhq.org/
NEWSLETTERS/homepage.html>.
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Washington Report
Continued from page 3
study — since it has for many years
advocated such a study while opposing the Clinton initiative.
If the new CMS proposed rule is
finalized in its present form, it will
mean that the long-standing Medicare
rule for hospitals and ambulatory surgical centers requiring supervision of
a nurse anesthetist by either the operating practitioner or an anesthesiologist will remain in place, as will the
rule requiring that anesthesiologist
assistants be supervised by an anesthesiologist.

Senate Passes Patient
Protection Bill; House
Debate to Begin After
Recess
n June 29, the Senate adopted by
a wide margin strong patient bill
of rights legislation (S. 1052) containing a variety of protections against
managed care abuses and a host of
legal remedies not previously available to beneficiaries. The Senate
action represented a political defeat
for President Bush, who promised to
veto the measure if passed by Congress, and for Senate Republicans
who either opposed passage of any
patient protection bill or supported a
somewhat more modest bill (S. 889).
Both Senate bills contained the
fundamental patient protections that
ASA supported as a member of the
Patient Access Coalition. Most
recently, ASA has endorsed S. 889,

O

August 2001

Volume 65

principally authored by Senator Bill
Frist (R-TN), because President Bush
had advised that, if passed, he would
sign such a bill.
With the Senate action, the patient
protection scene now shifts to the
House, where debate on the issue is
expected to begin in late July. On
June 26, the GOP House leadership
bill (H.R. 2315) was introduced by
Representative Ernest Lee Fletcher
(R-KY), a family physician serving on
the Committee on Education and the
Workforce. Representatives of the
Patient Access Coalition were extensively consulted on the specific terms
of patient protections contained in this
bill, including ASA and a number of
physician specialty groups that have
endorsed the bill. The President has
said that he would sign this bill if it
came to his desk. On July 11, ASA
President Neil Swissman, M.D.,
attended a White House meeting
along with several other specialty
society leaders to brief the President
on specialist access issues.
The House GOP bill contains
somewhat stronger legal remedies for
beneficiaries than the Frist bill in the
Senate, particularly in that it permits
some lawsuits to be brought in state
courts rather than federal courts.
Those remedies still fall short of the
provisions of the Senate-passed bill,
and the principal question is whether
the bill can gain sufficient Republican
votes for passage. At least some
Republicans and virtually all House
Democrats are expected to favor the
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competing bill (H.R. 526) introduced
by Congressmen Greg Ganske (R-IA)
and John D. Dingell (D-MI) and
recently endorsed by Congressman
Charles Norwood (R-GA).
In the end, the question remains
whether the two congressional bodies
can agree on the bill that the President
will sign. Patient protection legislation now looms as one of the principal
tests of political will in the 107th Congress. Its chances for passage appear
greater than at any time since the original bills were introduced six years
ago, but the issue of defining appropriate legal remedies remains the
sticking point — just as it did in the
last Congress.

Medicare Parts A and B
Spending Up for First
Eight Months of FY 2001
n a likely precursor of disappointing
things to come, the Treasury
Department reported in late June that
Medicare spending for the first eight
months of FY 2001 has increased by
7.6 percent — 6.6 percent under Part
A and 9.1 percent in Part B. This
increase is radically higher than in the
past two fiscal years and will make
Congress’ willingness to further “give
back” spending cuts effected by the
Balanced Budget Act of 1997
extremely problematical. For physicians, it could also spell a negative
update for calendar year 2002 under
the Medicare Fee Schedule.

I
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NPSF Awards $5,000 to APSF in Honor of Ellison C. Pierce, Jr., M.D.
Robert K. Stoelting, M.D.
APSF President
n recognition of his exhaustive and successful efforts more so than any other organization, APSF is recognized
toward the improvement of patient safety, the National as having had the most profound impact on the dramatic
Patient Safety Foundation (NPSF) has
improvements in reducing anesthesia risk
awarded $5,000 to the Anesthesia Patient
and adverse outcomes during the last 20
Safety Foundation (APSF) in honor of
years. APSF today remains as active and
Ellison C. “Jeep” Pierce, Jr., M.D.
vital in the realm of patient safety as it
Although there is no question that the
was during its inception.
incredible gains in patient safety
Dr. Pierce’s efforts did not wane in the
achieved in the past two decades are due
years after APSF gained prominence. In
to a collective effort in the anesthesiolothe late 1990s, he was instrumental in the
gy community, it would not be unrealisdevelopment of NPSF. Dr. Pierce has
tic to say that Dr. Pierce was the driving
served on the NPSF Board of Directors
force behind that collective effort.
and its Executive Committee and has
As ASA President in 1983, Dr Pierce
been a selfless guide and mentor who
set an important precedent in anesthesiolhelped shape NPSF’s vision and mission.
ogy by creating the Committee on
And so the organization that might
Patient Safety and Risk Management. It
not have existed were it not for his wiswas the first of its kind in any health care
dom offers this award to a tireless pioorganization and has been credited with Ellison C. Pierce, Jr., M.D.
neer: Dr. Jeep Pierce, a name synonycoining the now ubiquitous term “patient
mous with patient safety, advancement
safety.”
and achievement.
In 1985, under Dr. Pierce’s leadership, the APSF was
born and represented another patient safety “first.” Perhaps

I

APSF Offers 11 Web-Based Videotapes
he Anesthesia Patient Safety Foundation (APSF)
has posted 11 ASA Patient Safety Videotapes to the
APSF Web site since its last report in the March 2000
ASA NEWSLETTER. The high-quality, streaming
videos are available through the GASNet™ Web site at
< w w w. g a s n e t . o r g / s o c i e t i e s / a p s f / c l i n i c a l /
video/video.html>. To view the videotapes, access the
above URL and click on the RealNetworks link that
appears at the top of the page. From the RealNetworks
Web site, one can download RealPlayer 8 for free by
clicking on the words “RealPlayer” that appear on the
banner near the top of the homepage. From there, just
click on the link “RealPlayer 8 Basic” and follow the
ensuing instructions.
The videos are available exclusively through the
Internet and are no longer available in VHS videotape

T
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format. The new videos listed on the Web site are as
follows:
• Crisis Management
• Drug Errors in Anesthesia
• Fatigue: Implications for the Anesthesiologist
• Crisis Management in Anesthesiology
• Drug Errors in Anesthesia
• Infection Control in Anesthesia Practice
• Safety in Pediatric Anesthesia
• Perioperative Nerve Injury
• Production Pressure in Anesthesiology
• Anesthesia in Remote Locations
• Practice Guidelines for Sedation and Analgesia by
Nonanesthesiologists
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David C. Warltier, M.D., Ph.D., to Receive 2001 Excellence in
Research Award
Continued from page 13
years on the Associate Board. He also serves as an editor
for Cardiovascular Drug Reviews and The American Journal of Physiology — Heart and Circulatory Physiology
and has been an editorial consultant and reviewer for 16
journals. He is editor of the book Ventricular Function
(Williams & Wilkins, Baltimore, 1995). Dr. Warltier is a
member of many medical and scientific organizations and
societies and has been a visiting professor at many academic programs in the United States as well as other countries.
He has published more than 275 original articles, book
chapters and reviews and has held numerous NIH, Veterans
Administration and pharmaceutical grants. He currently is
the principal investigator of an NIH ROl, in its 15th year of
funding. The Anesthesiology Research Training Grant has
been funded for 16 years.
Other than his work, David has three important loves:
his family, his golden retriever, Chili, and pre-Columbian
art (of which he has an impressive collection). David is a
loving husband to his wife, Lynn, and father to four children, Candice, Charles, Kristin and Karin. His extended
professional family consists of approximately 40 fellows
and students who have worked in his laboratory. Countless

other medical students, graduate students, residents and fellows have received a significant part of their education and
training from him in the classroom and in the operating
room. He also epitomizes the clinician/investigator: when
he is not in the laboratory, classroom or lecture hall, he can
usually be found providing anesthesia care for patients
undergoing cardiac and major vascular surgery.

Residents’ Research Award Recipients Honored
ichael K. Cahalan, M.D., Chair, Committee on
Research, has announced that the committee will
award prizes for the following three entries in the 2001
ASA Residents’ Research Essay Contest:

M

First Prize
Carsten Bantel, M.D., Wake Forest University, WinstonSalem, North Carolina, for: “The Paradoxical Role of
Adenosine Receptors in Spinal G-Protein Activation Following Peripheral Nerve Injury.”
Second Prize
Markus W. Hollmann, M.D., University of Virginia,
Charlottesville, Virginia, for: “Inhibition of M3 Muscarinic
Acetylcholine Receptors by Local Anesthetics.”
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Third Prize
Esther M. Pogatzki, M.D., University of Iowa, Iowa
City, Iowa, for: “Peripheral and Central Sensitization After
Plantar Incision in the Rat Hindpaw.”
Recipients receive a plaque and cash award to acknowledge their achievement and will present their papers at the
awards ceremony and oral scientific poster presentation
during the ASA Annual Meeting in New Orleans on Sunday, October 14, at 9 a.m. at the House of Delegates meeting in the New Orleans Marriott.
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WHAT’S NEW IN …

…Anesthesiology Demographics:

Woman Physicians’ Changing Specialty
Choices and Implications for Anesthesiology’s Workforce Shortage
Selma H. Calmes, M.D.

he increasing number of women physicians since
1970 represents one of the most dramatic changes in
American medicine. There were 25,401 women physicians
in 1970 — 7.6 percent of the total physician population. In
1999, the most recent data year, there were 186,606 women
physicians — 23 percent of the total physician population.1
This is a staggering increase of 635 percent. This trend
will continue because women medical students now make
up 45 percent of the medical student population, and
women applicants to medical school continue to increase
yearly.2,3 Obviously, the specialty choices of women physicians will now be an important factor in specialty worker
output. This article briefly discusses this situation and
some factors that may be important.
This increase in total women physicians is reflected in
anesthesiology as well. When I finished anesthesiology
residency in 1969, only 1,516 women were practicing
anesthesiology, representing 14 percent of anesthesiologists
at that time. Now, there are 7,080 women anesthesiologists, or 20 percent of the anesthesiology workforce 4
[Graph 1]. Numerically, it might seem there are plenty of
women anesthesiologists. But as is so often the case,
things are not what they seem. There could actually be
many more women anesthesiologists if women had continued to choose anesthesiology as frequently as they did in
the past.
The April 2001 ASA NEWSLETTER article “Where
Have All the Anesthesiologists Gone? Analysis of the
National Anesthesia Worker Shortage” on the current and
future anesthesiology workforce, by Gifford Eckhout,
M.D., and Armin Schubert, M.D., led me to reanalyze data
on this subject. The percent of this increasing pool of
women who actually enter our specialty is falling. (See
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“ …there are now more women residents in general surgery… than in
anesthesiology (1,097 in 1999)!”
Graph 1, especially the information under “Percent of all
women M.D.s in anesthesiology”). The falling percentage
of women physicians choosing anesthesiology has been
noted previously.5,6 The decrease continues at the low level
of 3.8 percent as predicted. The percent of the male physician population found in anesthesiology has increased and,
for the first time since 1970, exceeds the percent of women
physicians entering anesthesiology [Graph 2].
It was also predicted that women in all surgical specialties would exceed women in anesthesiology in 2000 if
these trends continued.7 This has indeed happened, with
8,849 women physicians in surgery and its subspecialties
in 1999, compared to 7,080 women in anesthesiology.4
Even more striking news is that there are now more women
residents in general surgery (1,640 in 1999) — a field that
has traditionally had very few women — than in anesthesiology (1,097 in 1999)!8 This situation (the attractiveness of
other specialties, even surgery, to women compared to
anesthesiology) has important implications for our ability
to meet worker needs. This situation needs attention,
analysis and action if we are to meet our future growth
needs.
From the earliest times of professional anesthesia, anesthesiology attracted a surprising number of women.8 Even
after World War II, when large numbers of men entered
anesthesiology, it continued to be a relatively popular
choice for the small number of women physicians available, ranking as the fifth most common specialty choice in
1970. Anesthesiology now ranks sixth in female specialty
choice, well below the fifth choice, psychiatry (1999 data:
11,266 women physicians in psychiatry; 7,080 in anesthesiology).4
The recent NEWSLETTER article by Drs. Eckhout and
Schubert on worker needs based predictions on a 1-percent
increase per year in women’s entry into anesthesiology.
Clearly that will not happen, and the shortage will be worse
than projected. We need to ask why anesthesiology is not
as attractive a specialty choice as it was in the past, and we
American Society of Anesthesiologists NEWSLETTER

Graph 1: Women in Anesthesiology 1970-1999

Graph 2: % Women and Men M.D.’s in Anesthesiology 1970-1999

need to try to fix this. The increasing pool of women physicians represents our best and largest potential workforce reserve source to
meet the situation described by Drs.
Eckhout and Schubert.
Possible actions include, most
importantly, tracking residency
matching data by gender. By tracking at the entry point into the specialty, we can detect changes more
quickly. Also, it is especially critical to look at international medical
graduates (IMGs) by gender during
residency. Female IMGs represent
an important but often overlooked
part of the increase in women
physician population. 10 Have
female IMGs been filling anesthesia residency slots, while U.S.
female graduates are not even
applying? Surveys of residents
might be possible to determine why
anesthesiology is not as popular a
choice for women as it has been.
Previous surveys found that male
and female residents had similar
reasons for choosing anesthesiology, but perhaps this area has
changed.11
Drs. Eckhout and Schubert documented a serious workforce gap in
the future. If we are to fill at least
part of this gap, we need to have
more women physicians choosing
anesthesiology as their specialty —
as they did in the past.
References are available from the
ASA Executive Office or on the ASA
Web site <www.ASAhq.org/
NEWSLETTERS/homepage.html>.
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More Aphorisms, Please!
Continued from page 1
• Patients do not know or really do not care about your
job description.
• There may be some tasks too big (or risky) for you, but
there are none too small.
• Safety first, but patient comfort and good will immediately behind.
• Never promise a patient anything that is not in your
power to provide.
• A patient is not always right but is never wrong (perhaps uninformed, uneducated or ignorant, but not
wrong). Wrong implies punishment.
• Most physicians derive a large portion of personal satisfaction from status, when they should be getting it from
service.
• Every action works either for you or against you.
Watch carefully what you do.
• Don’t build your future on promises. People can
change their word.
• One’s professional life is not measured in years but in
achievements.
• Function before beauty (or style).
• The lesser the indication, the greater the complication.
• There is always a good side and a bad side in every person. To have him or her on your side, bring out the
good side.
• Abouleish’s Equation: Complaining is inversely proportioned to Productivity.
• Forget what you lost, concentrate on what you have.
• Knowledge comes from study; wisdom comes from
showing up for life’s tasks.
• Work is my prayer. My relationship with people is
sacred.
A few members answered the two questions posed in
the Dueling Aphorisms game.
Rote: It’s the tallest rose that is cut down first.
Foul: The first shall be last and the last shall be first.
Foul: The bowed head misses the sweep of the sword.
Rote: A bird in the hand is worth two in the bush.
Foul: Nothing ventured, nothing gained.
Foul: [A bit too risqué to print!]
24

Finally, additional Dueling Aphorisms were submitted
by a few members:
Rote: Many hands make light work.
Foul: Too many cooks spoil the broth.
Rote: Wise men think alike.
Foul: Fools seldom differ.
Rote: Haste makes waste.
Foul: A stitch in time saves nine.
Rote: Winning isn’t the most important thing, it’s the
only thing.
Foul: It’s not whether you win or lose, but how you play
the game.
Rote: It’s better to be a live coward than a dead hero.
Foul: The coward dies a thousand deaths, the brave
man dies once.
Rote: Might makes right.
Foul: The meek shall inherit the earth.
In closing, W. Jerry Merrell, M.D., offered a series of
aphorisms that help him maintain a certain humility and
gratefulness when in the operating room.
• The patient is the most important person in the operating room.
• Treat every patient as you would like to be treated.
• There, but for the grace of God, go I.
• Always be mindful of the “person” in the patient.

I would like to thank the following physicians for sending in the aphorisms printed in this issue. For those who
sent many aphorisms, I selected a few due to space limitations: Drs. E. Abouleish, R. Appleyard, D.R. Bacon, N.R.
Connelly, J.M. Cox, B.C. DeLeo, G. Fiasconaro, T.M.
Leverone, V. Malhotra, T.T. McGranahan, Sr., W.J. Merrell, L. Misuraca, L.F. Redick, J.R. Smolko, S. Tirer, and
yes, Dr. Kramer, your offering was filed in Dr. Dunbar’s
folder.
— M.J.L.
American Society of Anesthesiologists NEWSLETTER

PRACTICE MANAGEMENT

ow Many Anesthesia
have practiced in the facility for
Practices Have Exclusive
more than 10 years.
Contracts?” was one of the most
With respect to the price of an
popular subjects published in this
exclusive contract, the “tying” or
column (July 1997). We asked
linking of anesthesiologists’ privithe authors of the 1997 survey,
leges to the term of the contract,
Shena J. Scott, M.B.A., CMPE,
the situation has improved for
and Genie G. Blough, M.B.A.,
anesthesiologists over the last four
CMPE, to update the survey for
years. In 1997, 53 percent of
the Conference on Practice Mangroups with exclusive contracts
Karin Bierstein,
agement held in February 2001 in
reported that their privileges were
Assistant Director of Governmental
La Jolla, California.
tied to the contract. That number
Affairs (Regulatory)
The new survey yielded data
has decreased to 44 percent. Most
from 153 respondents reporting
contracts are for at least two to
on 192 distinct facilities, includthree years, and more than threeing some ambulatory surgical
fourths are automatically renewcenters. This represented a 30-percent response rate from able. If, however, they contain clauses allowing the hospiamong the more than 500 members of the Anesthesia tal to terminate without cause without going through the
Administration Assembly of the Medical Group Manage- normal due process procedures contained in the medical
ment Association and of several ASA committees surveyed staff bylaws, those contracts are only good for 90, 180 or
— largely the same sample as in 1997. One-third of the 360 days, whatever the agreed notice period might be.
respondents were from the Southeast, but the remaining Ninety percent of those anesthesia practices whose memtwo-thirds were evenly distributed across the country. Pri- bers’ privileges are tied to the exclusive are entitled to at
vate practices outnumbered academic practices four to one. least a 90-day notice before the contract may be terminatMore than one-half of the responses came from metropoli- ed. Thirty-four percent of this group also have other forms
tan areas with populations in excess of 250,000. Twenty- of protection in addition to notice such as initial grace perisix percent were from suburban and mid-size locations, and ods before formal notice may be given, arbitration or other
18 percent came from service areas with populations of third-party review and liquidated damages (payment of a
less than 100,000. One-third of responding practices predetermined penalty).
counted 10 to 30 providers (anesthesiologists and nurse
Ms. Scott and Ms. Blough make the interesting observaanesthetists), another one-third had totals of between 31 tion that most of the groups with tied privileges and no
and 60, and the remainder had either fewer or more additional contract protection are relatively large with at
providers.
least 30 providers, and are either “physician-only” or have
a high ratio of anesthesiologists. “Perhaps groups in these
Exclusive Contracts
categories are more secure that they are difficult to replace
The great majority of anesthesia groups (87 percent) and therefore feel less threatened by a contract of this
responding to the survey work in an exclusive arrangement nature.”
with their hospitals. The arrangement usually takes the
form of a written contract (54 percent of all respondents), Stipends
but de facto exclusives are common as well (33 percent).
Eighty-eight out of the 153 practices responding (58
These proportions are virtually identical to those reported percent) receive a total of 164 individual stipends. Table 1
in 1997. Although nearly 40 percent of groups without a shows the different types of stipends paid, the percentage
contract in 1997 anticipated signing one within two years, of all respondents receiving the associated type and the
the ratio of written contracts did not increase significantly. amount or dollar range reported by the largest set(s) of
There is a fair amount of stability in hospital arrangements, respondents. Percentages add up to more than 100 because
with nearly 60 percent of the groups indicating that they some practices have negotiated multiple stipends.

“H

Hospital
Contracts,
Four Years
Later
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As Ms. Scott and Ms. Blough state,
“Medical director stipends remain the
Table 1: Stipends Paid by Hospitals
most common (60 percent of groups
receiving stipends, 31 percent of total
stipends provided), but have become
Type
% Receiving
Amount & % Reporting
the least financially rewarding of
stipends offered. Nearly 75 percent of
Medical Director
60%
<$50,000 & nearly 75%
medical director stipends today were
less than $50,000 per year, with the
majority of those being less than
OR Manager
40%
>$50,000 & 33%
$25,000. In 1997, 66 percent of medical director stipends exceeded $50,000
Trauma
16%
>$100,000 & 65%
per year, with over half of those (onethird of total medical director stipends)
OB Coverage
11%
>$100,000 & 42%
exceeding $100,000.”
<$25,000 & 37%
The second most common stipend
covers managing the operating room
General
6%
>$100,000 & N/A
suite, for which 33 percent of the survey respondents reporting stipends are
ICU Management,
<10%
<$25,000 & N/A
paid more than $50,000.
Cardiac Services,
The number of practices paid a
Acute Pain Medicine
stipend greater than $100,000 for providing obstetrical anesthesia coverage
has decreased from 75 percent to 42
percent, and the minimum stipend has dropped below Pain Clinics
$50,000. That may explain why a full third of the practices
Ms. Blough and Ms. Scott also note that, “Two-thirds of
in the process of negotiating new stipends (21 percent of anesthesia groups in the current survey reported involvesurvey sample) are focused on obstetrical anesthesia.
ment with a chronic pain clinic. More than 90 percent
In general, stipends are more prevalent in urban areas have been providing this service for over three years. Only
than in suburban or rural communities. Eighty percent of 7 percent have entered into this line of service in the last
academic practices receive stipends, compared to fewer three years. The expectation of significant financial benefit
than half of the private groups. Smaller and larger groups for this service has not been realized… Many hospitals and
are more likely to be paid stipends (75 percent and 90 per- anesthesia groups are finding that the additional capital and
cent of responses, respectively) than mid-size practices (44 overhead associated with providing this service are more
percent). Sixty-three percent of the trauma centers repre- suited to an office setting and are not necessarily a natural
sented grant stipends to anesthesiologists, often in addition extension of traditional hospital-based anesthesia services.
to a specific stipend for trauma coverage.
“Groups that have provided this service to the commuThe authors speculate that the lack of stipends for in- nity for a number of years are having difficulty determining
house coverage may account for the decline in the propor- the best way to make this transition. Nearly 80 percent of
tions of groups required to keep an anesthesiologist in- pain clinics currently report being hospital-based. Only 20
house 24 hours a day (from 65 percent in 1997 to fewer percent currently pay rent to the hospital for administrative
than 50 percent today: “Perhaps this evolved from physi- space in the clinic.” [If the hospital is giving the anesthesician groups approaching hospitals for stipends to offset the ologists a perk in the form of free rent, there may be anticost of providing this service in a tighter market of anesthe- kickback legal issues. The “rent” may legitimately take the
siologists and limited reimbursement for these services.”
form of service to the hospital, though. For a discussion of
the antikickback issues, see “Rent Charged by Hospitals
26
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for Office Space Raises Legal Issues” in the April 2000
issue of the NEWSLETTER.]
“[R]oughly half of respondents anticipate changes as a
result of declining facility reimbursement. Most of the
groups anticipating change (70 percent) expect to either
pay rent where it has not previously been paid, open their
own facility or do less chronic pain altogether. The
responses were evenly divided among these three alternatives. With physician reimbursement for pain services also
declining, many groups will be unable to absorb this costshifting.”
Conclusion
Anesthesiologists are in a better negotiating position
today than they were several years ago. Many have found
that they are able to obtain favorable contract terms and
reject onerous clauses, and in some cases groups have successfully called the hospital’s bluff when the hospital
threatens to find another group that will accept an objectionable contract. Ms. Scott and Ms. Blough conclude: “If
we could offer one piece of advice, it would be to develop
and maintain relationships with hospital administration and
surgical staff such that any benefit that you are able to
accrue now will be upheld on the basis of that relationship
in less favorable times.”
Source Material
• Bierstein K. How many anesthesia practices have exclusive contracts? ASA Newsl.
1997; 61(7):29-31.
• Scott S, Blough G. Exclusive Contracts:
Survey of Hospital Contracts. In: 2001 Conference on Practice Management. (Order from
<publications@ASAhq.org>.)
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NEW MEMBER SERVICE:
The e-PM Letter
n order to provide members with more practice
management information, ASA has produced a
new electronic practice management publication.
The e-PM Letter will appear quarterly and will supplement the NEWSLETTER’s “Practice Management” column. It will also contain a regular contribution by members of the Anesthesia Administration
Assembly of the Medical Group Management Association. The e-PM Letter will be available exclusively through e-mail or the ASA Web site.
To download Vol. 1, No. 1, go to <www.asahq
.org/washington/newsletters/e-pmletter.pdf>. To
subscribe, send an e-mail to <e-pm-l-request@
listserv.asahq.org> with no subject and only the
word SUBSCRIBE in the body of the message.

I

Errata
n the June 2001 “Practice Management” column, “What
Pain Doctors Should Know About Evaluation and Management Codes,” two errors occurred that may have caused
confusion for some readers.
On page 24, the seven evaluation and management
(E&M) components in the Documentation Guidelines system were not complete as listed. Under “contributory components,” the component “counseling” is missing. Thus
the seven E&M components in the Documentation Guidelines system are: history, examination, medical decisionmaking, counseling, coordination of care, the nature of the
presenting problem and time.
Also, the table that appears on page 28, which should
have been labeled “Table 7” in the article, was inadvertently omitted.

I
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Table 7: Varying Levels of Service for E&M Codes Commonly Used in Pain Medicine

Inpatient

Office Outpatient

CPT

History

Exam

MDM*

Time Typically Spent

Consultation (3 of 3 required)
99241
Problem Focused
99242
Exp Problem Focused
99243
Detailed
99244
Comprehensive
99245
Comprehensive

Problem Focused
Exp Problem Focused
Detailed
Comprehensive
Comprehensive

Straightforward
Straightforward
Low
Moderate
High

15 min
30 min
40 min
60 min
80 min

New Patient (3 of 3 required)
99201
Problem Focused
99202
Exp Problem Focused
99203
Detailed
99204
Comprehensive
99205
Comprehensive

Problem Focused
Exp Problem Focused
Detailed
Comprehensive
Comprehensive

Straightforward
Straightforward
Low
Moderate
High

10 min
20 min
30 min
45 min
60 min

Established Patient (2 of 3) required
99211
99212
Problem Focused
99213
Exp Problem Focused
99214
Detailed
99215
Comprehensive

“Nurse Visit”
Problem Focused
Exp Problem Focused
Detailed
Comprehensive

Straightforward
Low
Moderate
High

5 min
10 min
15 min
25 min
40 min

Consultation (3 of 3 required)
99251
Problem Focused
99252
Exp Problem Focused
99253
Detailed
99254
Comprehensive
99255
Comprehensive

Problem Focused
Exp Problem Focused
Detailed
Comprehensive
Comprehensive

Straightforward
Straightforward
Low
Moderate
High

20 min
40 min
55 min
80 min
110 min

Admission (3 of 3 required)
99221
Detailed/Comprehensive
99222
Comprehensive
99223
Comprehensive

Detailed/Comprehensive
Comprehensive
Comprehensive

Straightforward/Low
Moderate
High

30 min
50 min
70 min

Subsequent (2 of 3 required)
99231
Problem Focused Interval
99232
Exp Prob Focused Interval
99233
Detailed

Problem Focused
Exp Problem Focused
Detailed

Straightforward/Low
Moderate
High

15 min
25 min
35 min

Addendum to “What Pain Doctors Should Know About Evaluation and Management Codes.” ASA NEWSLETTER, June
2001, page 29. *MDM = medical decision-making
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STATE BEAT

States Address Issues of Anesthesiologist Assistants, Office-Based
Anesthesia
S. Diane Turpin
Assistant Director of Governmental Affairs (State)
Anesthesiologist Assistants
ouisiana
H.B. 1828, legislation that would prohibit anesthesiologists from delegating any tasks or
duties to anesthesiologist assistants (AAs), passed both the
House and Senate but was vetoed by the Governor on July
6. This legislation, strongly supported by the nurse anesthetists, would have prohibited AAs from practicing in the
state and would have derailed Louisiana State University’s
plans to open an AA training program next year. The Governor not only vetoed H.B. 1828, but stated that he will
form a commission to draft “legislation to be considered
and adopted at the next special session of the legislature” to
license AAs to practice in the state. The next special session will be held in October. Members of the Louisiana
Society of Anesthesiologists (LSA) spent a significant
amount of time and energy to defeat this onerous legislation
and are to be commended for their efforts. LSA was also
successful in defeating legislation this session that would
have allowed nurse anesthetists to practice independently.

L

New Jersey S.B. 1811 would license anesthesiologists’ assistants (AAs) in New Jersey. AAs would be permitted to assist anesthesiologists in developing and implementing an anesthesia care plan for a patient pursuant to a
written practice protocol developed by the supervising
anesthesiologist. AAs would be permitted to perform the
following procedures in a hospital or ambulatory surgical
setting: 1) obtain a patient history and present it to the
supervising anesthesiologist; 2) pretest and calibrate anesthesia delivery systems; 3) monitor, obtain and interpret
information from anesthesia delivery systems and monitoring equipment; 4) assist the supervising anesthesiologist
with the implementation of medically accepted monitoring
techniques; 5) establish basic and advanced airway interventions including intubation of the trachea and performing
ventilatory support; 6) administer intermittent vasoactive
drugs; 7) start and adjust vasoactive infusions; 8) administer anesthetic drugs, adjuvant drugs and accessory drugs; 9)
assist the supervising anesthesiologist with the performance of epidural anesthetic procedures and spinal anesthetic procedures; 10) administer blood, blood products
and supportive fluids; 11) participate in administrative
activities and clinical teaching activities; 12) participate in
research activities; 13) provide assistance to cardiopulmonary resuscitation teams in response to life-threatening
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situations; and 14) perform such other procedures suitable
for discretionary and routine performance by an AA as designated by the Medical Board. The supervising anesthesiologist shall develop a written practice protocol that delineates the services that the AA is authorized to provide and
the manner in which the anesthesiologist will supervise and
provide medical direction. A supervising anesthesiologist
shall not have more than two AAs under his or her supervision and medical direction at any one time. An AA Advisory Committee would be created under the Board of Medical Examiners.
Ohio The Ohio Society of Anesthesiologists continues
to work with the Board of Medical Examiners to develop
regulations for AAs practicing in Ohio. Licensure legislation was signed into law last year.
Office-Based Anesthesia
Mississippi The Board of Medical Licensure has
proposed regulations for the office-based surgical setting.
The proposed regulations classify surgeries as level I, level
II and level III. Level I surgeries are minor procedures performed under topical or local anesthesia not involving
drug-induced alteration of consciousness other than minimal preoperative tranquilization of the patient. Level II
surgeries are those in which perioperative medication and
sedation are used intravenously, intramuscularly or rectally; this includes any surgery in which the patient is placed
in a state that allows the patient to tolerate unpleasant procedures while maintaining adequate cardiorespiratory function and the ability to respond purposefully to verbal command and/or tactile stimulation. For these procedures, the
surgeon must have a written transfer agreement from a
licensed hospital “within reasonable proximity to the
office” if the surgeon does not have staff privileges at a
hospital “within reasonable proximity to the office” to perform the same procedure as that being performed in the
office. The surgeon must have privileges at a “local” hospital to perform the same procedure as that being performed in the office or must be able to document satisfactory completion of surgical training such as board certification or board eligibility. An anesthesiologist, nurse anesthetist or registered nurse may be utilized to assist with the
Continued on page 32
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RESIDENTS’ REVIEW

Call for Resident Component Governing Council Candidates
Tripti C. Kataria, M.D., Chair
Resident Component Governing Council

s the ASA Annual Meeting approaches, now is the
time to start thinking about how to get involved in the
Resident Component. This year, the Resident Component
House of Delegates will convene on Saturday, October 13,
2001. During this meeting, delegates from across the United States will address issues important to resident training
and will elect three new Governing Council members:
Chair-Elect, Alternate Delegate and Secretary.

A

Chair (one-year position):
The ASA Resident Component Chair-Elect assumes the
duties of Chair at the conclusion of the ASA Annual Meeting. Responsibilities of this position include leading the
annual ASA Resident Component House of Delegates
meeting (held in conjunction with the ASA Annual Meeting) as well as running the March and August Resident
Governing Council meetings that occur at the time of the
ASA Board of Directors meetings in Chicago, Illinois. In
addition to these leadership roles, the Chair also organizes
communication between the Resident Component Governing Council, the ASA Board of Directors and residency
programs nationwide. Past projects by the Chair have
focused on recruiting quality medical students for our residency programs, attending national medical recruiting conferences on behalf of ASA, retaining ASA members as residents transition into the workforce, organizing resident
components in state societies that lack one and running the
annual ASA-American Medical Student Association Airway Workshop.

Elect often undertakes special projects in conjunction with
the Chair. Only individuals with more than 18 months of
residency/fellowship remaining are eligible for election.
(* Following the one-year term as Chair-Elect, the individual holding this office assumes the position of Chair of the
Governing Council for the following year.)
Delegate (one-year position):
The individual who assumes this position serves as the
representative of the ASA Resident Component to the
American Medical Association Resident Physicians Section
House of Delegates, which meets twice a year in December
and June. Additionally, this person represents the Resident
Component as an ex-officio member of the ASA Board of
Directors and is the only resident voting member of the
ASA House of Delegates.
Alternate Delegate (two-year position**)
During the first year of this term, the Alternate Delegate
becomes familiar with the role of Delegate and attends all
meetings with the current Delegate. Again, only individuals with at least 18 months of residency/fellowship remaining are eligible for election. (** The position of Alternate
Delegate is similar to that of Chair-Elect in that the individual who is elected to this position advances to the position
of Delegate after serving a one-year term.)

Chair-Elect (two-year position*):
Following election as Chair-Elect, this individual
becomes familiar with the duties of the Chair. The Chair-

Secretary (one-year position):
The individual elected to this office is responsible for the
transcription and distribution of the minutes of all meetings
of the Resident Component Governing Council and the
Resident Component House of Delegates as well as the credentialing of delegates for the House of Delegates meeting.

Tripti C. Kataria, M.D., is a cardiac
anesthesia fellow at Mount Sinai Medical Center, New York, New York.

Continued on page 34
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In addition to the above individual responsibilities, the
Resident Component Governing Council is responsible for
coordinating resident events at the ASA Annual Meeting,
appointing the resident who serves as the ASA NEWSLETTER “Residents’ Review” editor, nominating residents to
ASA committees and nominating the Resident Representative to the Accreditation Council for Graduate Medical
Education Residency Review Committee. The above
descriptions are outlines and are certainly not inclusive of
all duties, responsibilities or activities of the Resident Com-
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SUBSPECIALTY NEWS

The Future of Anesthesiology in Critical Care
Robert N. Sladen, M.B., Ch.B., President
American Society of Critical Care Anesthesiologists
n 2001, the future of anesthesiology in critical care is in
jeopardy. Never before has there been so much interest
among anesthesiologists in joining their parent society —
ASA now boasts more than 36,000 members, of whom
24,000 work in the United States. Never before, however,
has there been so little interest among anesthesiologists in
joining the American Society of Critical Care Anesthesiologists (ASCCA). In the last two years, our active membership has declined from 650 to 550 members. In part, this
reflects the minuscule involvement of anesthesiologists in
critical care in the United States today. Of 24,000 ASA
members, only about 850 are actively engaged in the practice of critical care — that is, less than 4 percent of American anesthesiologists. Through continued dialogues with
the leadership of ASA, the American Board of Anesthesiology (ABA) and the Residency Review Committee
(RRC), ASCCA is striving to enhance the recognition,
standing and attractiveness of critical care as an integral
component of anesthesiology practice.
ASCCA is urging ABA and RRC to develop a rational
and progressive program of critical care training within the
clinical base year and through the CA-3 year. ASCCA
believes that an increase in the overall exposure to critical
care for graduating residents from the current two months
to perhaps five or six will better prepare them to work
alongside their colleagues in surgery or pulmonary medicine. By providing increased supervisory responsibility at
a senior level during the CA-3 year, residents may better
appreciate the intellectual satisfaction of intensive care unit
medical direction and more likely consider doing a fellowship in critical care. ASCCA believes that the best hope for
achieving a revitalized role for anesthesiologists in critical
care is to increase recruitment of excellent residents into
anesthesiology critical care fellowships.
In March 2000 and 2001, ASCCA officers presented the
above-mentioned issues to two Leadership Conferences
with the ASA President and officers and the presidents of
ASA subspecialty societies. One outcome of these conferences is a special article on critical care anesthesiology
titled “Critical Care Medicine: Past, Present and Future,”
which will be published in the September 2001 issue of
Anesthesiology. The article is authored by C. William Hanson III, M.D., Philadelphia, Pennsylvania; Charles G.
Durbin, Jr., M.D., Free Union, Virginia; Gerald A. Maccioli, M.D., Raleigh, North Carolina; Peter J. Pronovost,
M.D., Ellicott, Maryland; Luciano Gattinoni, M.D., Milan,
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Italy; and Robert N. Sladen, M.B., Ch.B., New York, New
York.
ASCCA also was well represented on the recent ASA
Task Force on the Future of Anesthesiology, chaired by
ASCCA Past President Philip D. Lumb, M.B., Pasadena,
California. The task force will soon submit a white paper
to ASA that will emphasize the importance of anesthesiology involvement in critical care. Michael J. Murray, M.D.,
Jacksonville, Florida, also an ASCCA Past President, is
Chair of the ASA Committee on Critical Care Medicine
and Trauma Medicine. This ASA standing committee provides an ongoing mechanism to promote critical care medicine among anesthesiologists.
ASCCA’s Delegate to the ASA House of Delegates,
Vincent L. Hoellerich, M.D., Raleigh, North Carolina, and
our Alternate Delegate, Michael W. Russell, M.D.,
Philadelphia, Pennsylvania, have been outstanding representatives for ASCCA. They have brought to the attention
of the ASA House of Delegates the impending changes in
market forces that will create an increased demand for
intensivists in the face of a diminishing supply.
ASCCA is continually engaged in liaison with ASA and
the Society of Critical Care Medicine (SCCM) to oppose
the Centers for Medicare & Medicaid Services (CMS) (formerly known as HCFA) in the progressive erosion of reimbursement levels for the application of critical care. In this,
we are very well represented on the ASA Committee on
Economics by ASCCA President-Elect Neal H. Cohen,
M.D., San Francisco, California. Dr. Cohen is currently
working with ASA President Neil Swissman, M.D., to
develop a joint response to the recommendation of the Relative Value Update Committee of the American Medical
Association that postoperative critical care services be bun-

Robert N. Sladen, M.B., Ch.B., is
Vice-Chair, Department of Anesthesiology, Columbia Presbyterian Medical Center, New York, New York.
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dled into the surgeon’s global fee. Todd Dorman, M.D.,
Baltimore, Maryland, Chair of the ASCCA Task Force on
Billing and Documentation, has been indefatigable in communicating up-to-the-minute changes in reimbursement
guidelines and in getting the word out to our colleagues in
ASA and SCCM.
ASCCA, which was founded in 1986, provides for the
specialized needs of intensivists as well as the broader

needs of practicing anesthesiologists. All ASA members
are encouraged to join ASCCA and to support its efforts to
promote the role of anesthesiologists in providing critical
care services. We ask that you visit our Society’s Web site
at <www.ascca.org> to learn of the benefits and services an
ASCCA membership has to offer. You may also e-mail us
at ascca@ASAhq.org for more information.

State Beat: States Address Issues of Anesthesiologist Assistants,
Office-Based Anesthesia
Continued from page 29
anesthesia if the surgeon is certified in advanced cardiac
life support. Level III surgeries are those that involve or
reasonably should require the use of general anesthesia or
major conduction anesthesia and preoperative sedation.
ASA physical status I, II or III may be appropriate for level
III surgery. For ASA physical status III patients, the surgeon must document in the patient’s record the justification
and precautions that make the office an appropriate forum
for the procedure. The surgeon must have privileges at a
“local” hospital to perform the same procedure as that
being performed in the office. An anesthesiologist or nurse
anesthetist must administer the general or regional anesthesia. For level III surgery, the office “in terms of general
preparation, equipment and supplies, must be comparable
to a freestanding ambulatory surgical center including, but
not limited to, recovery capability and must have provisions for proper record keeping.”
For all office procedures, the surgeon is required to
report any adverse incidents within 15 days of occurrence
to the Mississippi Board of Medical Licensure. The surgeon must maintain a log of all level II and level III procedures that must include a confidential patient identifier, the
type of procedure, the type of postoperative care and any
adverse incidents. The log and all surgical records must be
provided to the Board of Medical Licensure upon request.
The regulations shall become effective on September 1,
2001.
Rhode Island The Rhode Island Department of Health
has proposed amending regulations adopted last year
32

regarding office-based surgery. The existing regulations,
challenged by nurse anesthetists, require a board-certified
anesthesiologist to be responsible for developing certain
policies and procedures in the office setting and require the
operating physician and a board-certified anesthesiologist
to concur in writing prior to the surgery that an ASA physical status III patient is an acceptable candidate for a surgical procedure in the office setting. The proposed regulations would require both a board-certified anesthesiologist
and a certified registered nurse anesthetist (if the facility
uses nurse anesthetists to administer anesthesia) to be
responsible for developing the policies and procedures in
the office setting. The proposed regulations would require
the operating physician and a board-certified anesthesiologist to concur in writing prior to the surgery that an ASA
physical status III patient is an acceptable candidate for a
surgical procedure in the office setting only if the procedure requires “types of anesthesia that may fail mid-procedure necessitating the use of general anesthesia or procedures for which general anesthesia is planned.” ASA has
provided comments to the Department of Health objecting
to the proposed change that would require a nurse anesthetist to develop policies and procedures for the office setting in conjunction with an anesthesiologist. ASA
explained that anesthesiologists have this responsibility in
hospitals and that nurse anesthetists, as nonphysicians, are
ill-suited for making such policy decisions. Meanwhile,
the litigation on this issue continues.
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Online Workshop on
Regional Anesthesia
and Pain Medicine
Techniques Offered
his continuing medical education
(CME) program is the first ASA
workshop to be offered in an electronic format. It is the product of a collaborative effort between ASA and the
American Society of Regional Anesthesia and Pain Medicine (ASRA).
This program is designed for any
anesthesiologist who performs neural
blockade for the management of pain
in his/her practice. The material is
designed for all practitioners regardless of their level of prior expertise
with the techniques described. This
workshop will utilize video clips,
patients and cadavers to present evidence-based pain management techniques such as proper positioning and
needle placement techniques. The
three topics to be discussed are: thoracic epidural analgesia, neurolytic

T

ABA Announces …
Critical Care Medicine Examination
for Certification and
Recertification
he American Board of Anesthesiology (ABA) will administer
its critical care medicine examination via computer at more than 350
test centers on Saturday, September

T
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blocks for cancer pain and sympathetic blocks. For each technique, patient
selection, current information regarding outcomes and the relevant anatomy are described. Selected techniques
are demonstrated, including the use of
fluoroscopic guidance.
The speakers for this program are:
James P. Rathmell, M.D., Program
Chair, Associate Professor of Anesthesiology, University of Vermont
College of Medicine, and Director,
Pain Management Center, Fletcher
Allen Health Care, Burlington, Vermont.
Joseph M. Neal, M.D., Staff
Anesthesiologist, Virginia Mason
Medical Center, Seattle, Washington.
Sunil J. Panchal, M.D., Director,
Division of Pain Medicine, Assistant
Professor of Anesthesiology, Weill
Medical College, Cornell University,
New York, New York.
Those who wish to participate may
access the program through the ASA
Web site at <www.ASAhq.org> under
the “Continuing Education” link on
the homepage. On the workshop
14, 2002. The ABA will inform
candidates of the test sites when the
list is available. All applicants for
initial certification in the subspecialty must satisfactorily complete one
year of training in a critical care
medicine program accredited by the
Residency Review Committee for
Anesthesiology by August 31, 2002;
they also must be certified in anesthesiology by ABA or scheduled for
an ABA oral examination in 2002.
Physicians previously certified in
critical care medicine by ABA may

Number 8

page, the participant will find a
description of the workshop, faculty
listing and a section on frequently
asked questions as well as learning
objectives for each of the three onehour sessions. After filling out a basic
registration form (name, address, etc.)
and submitting credit card information, the session begins. After viewing the session, there is a brief fivequestion quiz and an evaluation form
that must be completed to receive
CME credit. A CME certificate will be
mailed to each participant after the quiz
and evaluation form are completed.
One hour of category 1 credit is available for each of the three sessions.
ASA is approved by the Accreditation Council for Continuing Medical
Education (ACCME) to sponsor CME
programs for physicians. ASA designates this educational activity for a
maximum of three hours in category 1
credit toward the American Medical
Association’s Physician Recognition
Award. Each physician should claim
Continued on page 34
apply to recertify in the subspecialty.
Applicants may use the ABA Web
site <www.ABANES.org> to submit
their application for the critical care
medicine examination. They also
may download the application from
the ABA Web site or request the
form by fax (919) 881-2575, or they
may write ABA at 4101 Lake Boone
Trail, Suite 510, Raleigh, NC
27607-7506. ABA must receive
completed critical care medicine
applications by March 1, 2002.
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only those hours of credit he or she
actually spent in the activity.
This program will be available on
the ASA Web site for one year. Registration fees are $35 per one-hour session for ASA and ASRA members and
$75 per one-hour session for nonmembers.
This is an affordable and convenient opportunity to advance your
knowledge and expertise in the area of
regional anesthesia and pain management.

ASA Posts Video
News Release on Pain
Medicine on Web

s part of its 2001 Doctors Day
promotion, which focused on the
growing specialty of pain medicine,
ASA distributed a video news release
(VNR) on pain medicine to more than
700 television stations nationwide.
“The Top 5 Myths About Pain” features Carol Warfield, M.D., Beth

A

Israel Deaconess Hospital, Boston,
Massachusetts, and ASA President
Neil Swissman, M.D., and explores
some of the most common misconceptions about pain and pain medicine.
This video is the third in a series of
VNRs produced by the ASA Committee on Communications in conjunc-

tion with Doctors Day in March. Previous videotapes addressed herbal
medications and office-based anesthesia <www.ASAhq.org/unr2.htm>.
“The Top 5 Myths About Pain” can be
viewed on the ASA Web site at
<www.asahq.org/vnr1.htm>.

In Memoriam
Notice has been received of the death of the following ASA members:
Scott A. Latshaw, M.D.
East Hampton, Connecticut
June 8, 2001

Vladimir Shkilnyk, M.D.
Akron, Ohio
July 3, 2001

Garfield B. Russell, M.D.
Hershey, Pennsylvania
July 1, 2001

Rimma Yekhilevich, M.D.
Vestal, New York
May 27, 2001

Richard L. Nutt, M.D.
Hahira, Georgia
May 10, 2001

Richard C. Thompson, M.D.
San Mateo, California
October 8, 2000

Call for Resident Component Governing Council Candidates
Continued from page 30
ponent Governing Council. The newly elected Governing
Council members will assume their duties at the conclusion of the 2001 ASA Annual Meeting and will continue
their roles through the Annual Meeting at the end of their
one-year (Delegate and Secretary) or two-year (ChairElect and Alternate Delegate) terms. Current officers and
points of contact can be found on the resident section of
the ASA Web site at <www.asahq.org/asarc>.
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Candidates interested in running for office should submit a one-page candidate statement and curriculum vitae
by September 13, 2001, to Ronald A. Bruns, ASA Executive Office, 520 N. Northwest Highway, Park Ridge, IL
60068-2573.
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LETTERS TO THE EDITOR

I

Mind Your P’s and Q’s — and PA’s

am a physician assistant (PA) in a New York City Anesthesia Department. I would like to respond to your “Ventilations” in the February ASA NEWSLETTER, “In Case You
Haven’t Heard … There Are No Available Anesthesia
Providers.”
For a while, I was working with anesthesiologists in the
same capacity as a resident. I was assigned cases with a
supervising anesthesiologist. The chief of service believed
this to be legal as he interpreted the New York State Education Department’s scope of practice which states, “Medical
acts, duties and responsibilities performed by a physician
assistant must be: assigned to the physician assistant by the
supervising physician; within the scope of practice of the
supervising physician; appropriate to the education, training, and experience of the physician assistant to whom they
are assigned, and; in a facility setting, must be carried out
in accordance with the privileges granted by the hospital.”
However, I discovered that the New York State Department of Health has a code that states, “Anesthesia shall be
administered in accordance with their credentials and privileges by the following: anesthesiologists, physicians granted anesthesia privileges, dentists, oral surgeons, or podiatrists who are qualified to administer anesthesia under the
state law; [nurse anesthetists] and [nurse anesthetist] students.” Everyone is included except PAs or AAs [anesthesiologist assistants]. I would like to see this code changed
to allow PAs to practice and so would our attending anesthesiologists, as they have expressed an interest in giving
me more responsibilities
You mention in your editorial that AAs should be considered as an alternative to ease the shortage of anesthesia
providers. I believe that PAs should also be considered as
alternatives in this field. It is true that PAs and AAs are
very distinct professions; however, the pre-clinical and
clinical training of PAs parallel that of physician’s.
Although PAs cannot practice anesthesia at the completion
of their PA training, neither could a physician upon completion of medical school. PAs obtain on-the-job training

from their supervising physicians, and the broad medical
training that PAs receive, I believe, make them qualified to
administer anesthesia, as permitted by New York regulation.
Kathleen McAllister, RPA-C
Mount Vernon, New York

Editor’s Note – This issue is of critical importance both
from a clinical practice and a political perspective. Even if
anesthesiologists and nurse anesthetists were to miraculously resolve their differences, are enough people going
into nursing to fill the spots in nurse anesthesia schools?

Better Living Through
Preparation

I

always enjoy the wisdom of your “Ventilations” and the
comments they draw. As to the biological agents (e.g.,
anthrax) you mentioned in the March 2001 NEWSLETTER,
it is true that anesthesiologists have a negligible presence in
strategizing for catastrophe deployment (other than being
at extreme exposure risk in the emergency setting).
Conversely, and it is worth reiterating, anesthesiologists
should be prime movers in managing chemical agent catastrophes. Recall that nerve agents are ACh inhibitors and
act very much like a whopping dose of succinylcholine.
Prompt ventilation, atropine (and perhaps 2-PAM) can
restore life. Still, as you point out, scarce time is given
over to the topic. I believe, as you do, that our country is
woefully unprepared to handle chemical mass casualties.
As a terrorist tool, chemicals are “ideal” for immediate
panic and killing effect in closed spaces: subway, airplane,
sports stadium, etc. Biologicals, conversely, are slower in
onset but persevere longer. Either one can be an effective
weapon that is almost impossible to detect.
Rudolph H. de Jong, M.D.
Columbia, South Carolina

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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I

Code Wars

am an anesthesiologist who is board-certified by the American Board of Anesthesiology (ABA). I have received the
certificate in critical care issued by ABA and am a member of
a group that performs anesthesia and critical care for our
patients following open heart, vascular and pulmonary
surgery. For many years, our anesthesia/critical care group,
other ASA members and even ASA itself through its Relative
Value Guide has attempted to establish fair “benchmarks” for
coding and billing.
Over the past 20 years, anesthesiologists have made
great strides so that we are treated as other critical care
physicians who care for patients — similar standards, types
of orders, progress notes and THE ABILITY TO BILL
FOR APPROPRIATE CARE. The good news is that overall we have been successful in showing payers (including
Medicare) that we are critical care physicians, every bit as
much as others who might have initially trained in internal
medicine, surgery or pediatrics.
Anesthesiologists appreciate the work of ASA’s Office
of Governmental Affairs in our behalf over many years.
However, the reason for this letter is my disagreement with
a consultant’s statement, listed under Karin Bierstein’s
report from the Office of Governmental Affairs in the April
ASA NEWSLETTER. This statement concerns code
94656—“Ventilation assist and management, initiation of
pressure or volume preset ventilators for assisted or controlled breathing; 1st day” (actual Current Procedural Terminology [CPT™] language).
The consultant’s statements (reprinted in the following
sentences) from page 24 of the April NEWSLETTER
appear to undermine anesthesiologists’ efforts. The article
in question, “Top Medicare Billing Risks,” states the following: risk area # 4: “Billing for initiation of ventilation
settings (94656) for patients who have undergone bypass
surgery (00562).” Note: the words the consultant uses are
NOT those of the actual CPT code. Then, he proceeds to
erroneously state: “Initiation of vent [sic] settings is part of
the anesthesia service and thus NOT billable.” (My
emphasis added.)
To be sure, this consultant might be correct in stating
that 94656 does occasionally represent a somewhat
increased “billing risk,” necessitating further evidence of a
physician’s orders, progress notes and other documentation. Certainly, some payers contest paying for 94656! To
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say that it is “not billable” might be the consultant’s view,
but as a House of Delegates’ member for many years, I do
not recall his view as being the position of ASA or as
reflecting language contained in the CPT book.
One issue needs to be clear. Members of our group do
not bill 94656 when we simply “drop off” our patients in
the intensive care unit, nor do we bill 94656 for a couple of
minutes in the postanesthesia care unit. We would agree
that 94656 is not appropriate in those instances. However,
when we provide the actual care of postoperative patients
according to the CPT book, the use of the 94656 code is
appropriate. The consultant’s interpretation is incorrect and
unfortunate.
Perhaps the wording of this statement, due to its brevity,
did not truly reflect the consultant’s knowledge of the issue,
but this error needs to be retracted before further harm is
done to ASA members. Our group looks forward to a formal, appropriate clarification from the Office of Governmental Affairs and ASA leadership.
Under the guidance of Mark J. Lema, M.D., the ASA
NEWSLETTER is a fine publication. He has done an excellent job with editorial tone and content. Thank you for this
opportunity to comment.
Steven R. Young, M.D.
Indianapolis, Indiana

Cracking the Code: Ms. Bierstein
Responds

I

have discussed Dr. Young’s letter with both L. Charles
Novak, M.D., Chair of the ASA Committee on Economics,
and Hal Nelson, the consultant who supplied the lists of
billing risk areas for my article. They both believe that the
published statement: “4. Billing for initiation of ventilation
settings (94656) for patients who have undergone bypass
surgery (00562). Initiation of vent settings is part of the anesthesia service and thus not billable,” is accurate and consistent
with the views in Dr. Young’s letter. “Initiation of vent settings is part of the anesthesia service and thus not billable” is
an explanation of why billing 94656 with 00562 can be a
problem and not an independent policy pronouncement. In
many instances, the extent of the anesthesiologist’s involvement in postoperative ventilation is to order an initial set of
ventilation parameters. A respiratory therapist initiates those
American Society of Anesthesiologists NEWSLETTER

parameters with continuing management by another physician. Dr. Novak used the phrase “set it and forget it” to
describe this activity. Dr. Young understands that this
handoff is not a separately billable service.
All of us agree that postoperative management of the
ventilation is a separate service and that the specialty of the
physician providing the care is irrelevant. That is the clear
intent of the Correct Coding Initiative, which lists 94656 as
a component code of 00562 but allows the use of the – 59
modifier to denote a separately billable procedure.
I can see that the published statement may have been
ambiguous, and I hope that I have eliminated any confusion.

Karin Bierstein
Assistant Director of Governmental Affairs (Regulatory)
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Image Is Everything

his letter is in reference to the article published in the
April 2001 NEWSLETTER by Gifford Eckhout, M.D.,
and Armin Schubert, M.D. Every year ASA undergoes an
analysis of the supply-and-demand aspects of the anesthesia realm. It seems to me that this undertaking is essentially futile. We are not in a shortage of anesthesiologists currently. In fact, this is essentially the proper amount needed
to keep the market competitive. Many of the groups that
today complain of not being able to hire anesthesiologists
were the same groups that were taking advantage of the
‘glut’ of recent graduates five to seven years ago. I remember when a new anesthesiology graduate was getting paid
less than a nurse anesthetist and doing twice the work.
Almost every one of my friends in residency has changed
jobs at least once. Some went back to complete a fellowship and not because they disliked the hospital or staff.
They changed jobs because they were not given partnership
or raises and were overworked.
Dr. Eckhout and Schubert believe that it was ASA and
the anesthesiology programs that reduced the number of
residents. On the contrary, it was the fact that medical students who were considering anesthesiology saw that the
residents were having trouble finding jobs. This is why the
number of American graduates has declined. What highly
qualified American graduate wanted to go into a field
where you were not getting offered partnerships and were
getting paid next to nothing? My anesthesiology class was
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20 people, with 15 of them being American-trained doctors. Now my same residency is almost all foreign-trained
doctors. Many groups that I talk to do not complain about
not being able to find anesthesiologists; they complain
about not finding anesthesiologists who meet their standards of care.
Our future as physicians depends on how others perceive
our specialty, the quality of our residents and the desire of
American medical school graduates to enter our field.
Scott M. Haufe, M.D.
Santa Rosa Beach, Florida

Workforce Prediction
Predilections

I

read with interest and reflective thought the article by Gifford Eckhout, M.D., and Armin Schubert, M.D. in the
April 2001 issue of the ASA NEWSLETTER. I compliment
the authors for their content analysis of the present anesthesia workforce. I would, however, counsel caution, dialogue
and continuous trend analysis to develop an iterative model
for action. We need a systematic process for adjustment
over time so we do not repeat past mistakes. The proposal
of increasing graduates by three times by 2005 seems to be
an overstatement, i.e., goes beyond the data. I do not see
this as attainable nor should it be.
Having served as an academic chair (University of
North Carolina at Chapel Hill; 1983-91), as Chair of the
Committee on Physician Resources (1994-96) and on several national ASA task forces over the last 20 years, I have
come to appreciate the need for comprehensive dialogue
before adjusting the anesthesia workforce. Predictions are
not possible. We can, however, use forecasting to generate
scenarios with probabilities. Only by using the concept of
multivariate discriminate analysis for scenario planning can
one hope to incorporate the confounding and intervening
variables plus wild cards that are part of such a complex
workforce analysis.
Most of these socioeconomic trends are outside the control of anesthesia but must be included in any model. For
example, the authors are incorrect about the timing of
health care for the age wave effect, i.e., before 2005. The
first baby boomers (a cohort of 78 million born between
1946-1964) will not turn 65 until 2010. Although the
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American population is graying, it is aging quite slowly.
Not until 2030, when the youngest baby boomer has
reached 65 years and the entire demographic cohort is subsidized by Medicare, will the nation’s health care system
feel the true social and economic impact. Moreover, the
age wave issue is not about procedures and acute, episodic
care but rather a new eldercare system focused on chronic
diseases. The latter represents the true “astounding needs
of our growing elderly population.”
Finally, I can agree with the authors that systematic planning using data from inside, but especially outside, of anesthesia will be fundamental to informed decision-making.
I applaud the efforts by the authors to challenge all of us
— the young and the older debacle group.
Robert W. Vaughan, M.D.
Tucson, Arizona

An Unconscionable Decision
About Conscious Sedation

I

have just finished your April “Ventilations” column and
was reminded of a book I recently finished by Noah Gordon called The Physician. This was the story of a young
boy who was orphaned and placed with a barber-surgeon,
learned the trade, but yearned to do more for his patients.
His quest led him to the Middle East to become a Hakim
— a physician.
Throughout the book, a difference is made about two
levels of care. One was administered by barber-surgeons
who were very good at setting broken limbs and amputations but not much else, and physicians who knew as much
medicine as there was at that time (1100 C.E.) My questions to you: Are we creating a class of barber-surgeons
for an evolving two-tiered health care system by using
nurse-practitioners/free-practicing nurse anesthetists/ and
midwives for many patients, and physicians for those few
who can afford or demand personalized care?
And do we wish to return to the time of the Battle of
Hastings?
Thanks for the thought-provoking articles!
Paul B. Karas, M.D.
Cheektowaga, NewYork
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The Mirror Doesn’t Lie
just visited a series of disconcerting American Association
of Nurse Anesthetists links supplied in a message from
ASA. I doubt that a milligram of epinephrine could have further raised my blood pressure or anxiety. I am deeply offended at the desperate accusations that the authors of these ads
make. I know from my own practice that they are irrational
and untrue. There is no question in my mind that more than a
few of our “care team” colleagues intend to transform a medical specialty into a nursing discipline. Then I got to thinking,
do the nurse anesthetists have an accomplice in all of this? If
so, could this accomplice be closer to us than we realize?
ASA leadership urges us to fight back with pen, telephone and monetary contributions. Though I have never
supervised a nurse anesthetist in my life, I have complied.
As you follow suit, I wonder if it would not be worthwhile,
perhaps while your own nurse anesthetists may be “practicing” medicine on your behalf, to take an honest, self-scrutinizing look in the mirror. Will you be comfortable with
what you see?
Steven R. Lagman, M.D.
Madison, Wisconsin

Reader Likes the Way Editor
Tells It

I

have read half a dozen of your editorials, and I like your
attitude. You are more in touch with the frustration experienced by the folks on the frontlines than are many of your
peers who continue to preach how noble it is to be an anesthesiologist.
Our efforts to keep sick people alive during surgery
have been devalued by the American public. Price seems
to be more important than quality. Nurse anesthetists think
of us as the enemy, not their colleagues.
You are telling it like it is.
Douglas J. Martin, M.D.
San Francisco, California
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FAER REPORT

Summary of New Grant Programs
he Foundation for Anesthesia Education and Research
(FAER) Board of Directors recently announced significant changes in its grant programs. The table below summarizes the specifics of each grant. Please refer to the Web
site at <www.faer.org> to download the application. Those
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who are interested can contact the FAER office at (507)
266-6866 or e-mail Kerry Todd at todd.kerry@mayo.edu
with questions or comments. Please note the next deadline
for submission of applications is August 15, 2001.

New Grant Program Summary
Program

Research Starter
Grant (RSG)

Research Training
Grant (RTG)

Research Fellowship
Grant (RFG)

Purpose

Research Education
Grant (REG)

Support to initiate project for which investigator will seek further
support.

Allow applicant to
become independent
investigator. Preliminary data needed.

Provide significant
training in research
techniques and scientific methods.

Improve quality and
productivity of education and research in
anesthesiology.

For whom

Assistant Professor
(AP) within 5 years of
appointment

Assistant Professor
level or lower

Anesthesiology Resident after CA-1 training
and 6 months of Clinical Scientist Track

Anesthesiology Resident or Faculty

% Research Time

40%

80%

80%

20%

Award Duration

2 years

2 years

1 year

2 years

Award Amount

Year 1 $35,000,
Year 2 $50,000

Year 1 $75,000,
Year 2 $100,000

$50,000

$25,000

Deadlines

February 15 or
August 15

February 15 or
August 15

February 15 or
August 15

February 15 or
August 15

Announcement of Recent Recipients

e are pleased to announce the most recent FAER
grant recipients. Their projects began July 1, and the
FAER Board of Directors congratulates them on excellent
proposals and is excited to follow their progress. The
Foundation is grateful for the generous contributions of
many that allow for the funding of these awards. In partic-
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ular, we want to thank the following corporations and subspecialty societies for their major gifts in support of 2001
investigators: Abbott Laboratories, Arrow International,
Aspect Medical Systems, AstraZeneca Pharmaceuticals,
Baxter Healthcare Corporation, Datex-Ohmeda North
America, Dräger Medical, Pharmacia Corporation, Pre39

Report (continued)
ferred Physicians Medical, Smiths Industries Medical Systems; American Society of Regional Anesthesia and Pain
Medicine, the Association of University Anesthesiologists,
the Society for Ambulatory Anesthesia, the Society of Cardiovascular Anesthesiologists, the Society for Obstetric
Anesthesia and Perinatology–Obstetric Anesthesia and
Perinatology Endowment Fund and the Society for Pediatric Anesthesia. The descriptions of the projects were provided by the investigators.
New Investigator Award – Basic Science
Timothy Angelotti, M.D., Ph.D., Stanford University,
Stanford, California: “Genetic Manipulation of Mice for
the Analysis of In Vivo Adrenergic
Receptor Pharmacology and Physiology.”
During anesthesia, beta-adrenergic receptors (b-AR) are important drug targets for treatment of
patients with poor cardiac function
(with inotropes and chronotropes)
as well as being important mediators of cardiac protection (with
beta-blockers). To overcome the
lack of subtype-specific drugs for in
vivo experimentation, I will manipulate the mouse genome
to create a “gene exchange” mouse where the normal
expression pattern of various b-AR genes has been altered
at the cellular and subcellular levels. Detailed analysis of
the intracellular signaling cascades in heart cells will then
be correlated to in vivo measurements of cardiac performance and response to various adrenergic drugs in these
mice. Advances in genomics and their application to the
study of complex physiological systems will enable us to
gain insight into the etiology of cardiac enhancement by
drugs and cardiac failure from disease, which will be of
importance to anesthesiologists and critical care specialists.
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Hong Liu, M.D., University of California Davis Medical Center, Sacramento, California: “Volatile Anesthetic
Preconditioning: Effects of pH,
NA+ and CA++ in Newborn Hearts
During Ischemia and Reperfusion.”
Pediatric open-heart surgery is
increasing, and the mortality rate is
still high. In order to improve the
quality of care for newborns during
open-heart surgery, it is necessary
to determine the basics of cell damage and to design treatment based
on this knowledge.
This study tests lack of blood
flow in newborn hearts (ischemia) that occurs during
surgery, causing an acid (H+) buildup within the cells and
causing a protein in the cell membrane to allow H+ to leave
the cell as sodium (Na+) enters. Too much Na+ causes
another protein to let Na+ out while calcium (Ca++) enters.
This results in too much Ca++ inside the cell, causing cell
damage. We use NMR to measure Na+ and Ca++ inside the
cells of a beating heart and to test volatile anesthetic treatment before ischemia to determine the mechanism by which
it protects the heart.
We hypothesize that sevoflurane will prevent Na+ and
++
Ca accumulation inside the cell. This will provide a better understanding of volatile anesthetics in preventing newborn heart injuries and lead to the development of new
interventions for reducing morbidity and mortality in pediatric open-heart surgery.
[More award recipients will be featured in the next
“FAER Report.”]
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