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The Miracle That Was Atlanta
t was a “normal” Annual Meeting. The
ing and help to drive the development of
meeting rooms were full, registration proideas to solve such a dilemma.
ceeded without very long lines, and the techClearly a decision had to made and neednical displays were their usual grand selves.
ed to be made quickly. Then President
The House of Delegates met, and there was a
Eugene P. Sinclair, M.D., drove to the ASA
Rovenstine and a Wright lecture, and for all
headquarters in Park Ridge, Illinois, from his
the world, the meeting seemed to be “norhome base in Milwaukee, Wisconsin, to
mal.” Registration was down slightly at just
assess the situation. By Friday, September 2,
over 14,000, yet not to the levels seen after
the day Dr. Sinclair arrived in Park Ridge,
September 11, 2001. So why should our
Director of Scientific Affairs Jill A. FormeisAnnual Meeting in Atlanta be considered a
ter and her staff had already contacted several
“miracle”?
possible cities to host the meeting. Not
Seven weeks before the Annual Meeting
unlike Dwight D. Eisenhower in planning the
was scheduled in New Orleans, Hurricane
invasion of Europe during World War II, Dr.
Katrina slammed into the Crescent City,
Sinclair needed options. And, as a good
Douglas R. Bacon, M.D.,
making landfall at 6:10 a.m. on Monday,
commander, he had set priorities and limits
Editor
August 29. The storm surge broke the levees
on the job at hand. The meeting had to occur
and flooded the city. Devastation on a scale seen only in
on the same dates as planned for New Orleans. As time
war was all over New Orleans and the entire Gulf Coast of away had already been allocated, and it would be impossible
the United States. Canal Street in New Orleans had
for many of the active participants to reschedule. Also, Dr.
become one, and the lobby of one of the ASA headquarters Sinclair said the educational sessions had priority over meethotels was under water. We watched in horror as the
ing space and staff time, and the House of Delegates had to
scenes of unrest and violence erupted in shelters, watched
be held; social events, though, and other collegial activities
helicopters transport stranded people and the desperately ill that competed for ASA staff time would not be held.
out of watery prisons. Acts of heroism and tales of terror
Given these parameters, and while the president was at
bombarded those outside the region; we prayed for the
ASA headquarters, calls went out to the Atlanta Convention
people trapped, sent money and supplies and did what we
and Visitors Bureau (CVB) and the larger hotels. There
could to lessen their burdens. We waited for contact from
was space available where it was needed most. Like Eisenfriends and relatives to be assured of their safety, and we
hower on June 5, Dr. Sinclair made the call. The meeting
realized each time we heard in the affirmative that there
was on. The job now rested with ASA Executive Director
would be many who would never hear that reassuring
Ronald A. Bruns, Assistant Executive Director Denise M.
voice or receive the comforting e-mail that loved ones
Jones, Ms. Formeister, Director of Information Services
were alive and safe.
Janice L. Plack and ASA Annual Meeting Chair Susan L.
In the midst of all the human tragedy, a decision had to
Polk, M.D., and Vice-President for Scientific Affairs
be made about our Annual Meeting. It was clear, within
Charles W. Otto, M.D. Seven weeks is not a long time to
72 hours of the breaching of the levees, that New Orleans
plan and execute such a move — how did they do it?
would be incapable of hosting the meeting. The ASA
The answer is simple and two-fold. First, divide the
Bylaws stipulate that only the House of Delegates needs to responsibilities among the available staff. Second, let
meet annually. The choice was between simply canceling
good people run with their area of expertise, and be ready
the meeting and scheduling the House of Delegates at a
to help solve problems that arise. The story of our Atlanta
convenient time and place, or trying to move as much of
success is bound up in these simple management principles.
the meeting as was possible to a new location.
But the ASA staff needs to be recognized for its efforts.
Why bother with this seemingly Herculean task? The
Allow me to hopefully put a name to the job well done.
reasons were clear. Far from being only a business meetCris L. Sutter worked with the CVB to identify space in
ing, this was the opportunity for anesthesiologists to attend the Georgia World Congress Center (GWCC) and nearby
to the continuing medical education needs of their specialhotels. Calls were placed before Dr. Sinclair’s arrival, and
ty. When gathered together en masse, the opportunities to
a spreadsheet sent of the space available, both at the conlearn, debate and discuss are far greater than any computvention center and at the major downtown hotels. Once
er-generated learning opportunity. To speak with the leadthe green light was given, Cris arranged for the housing
ing experts in the field about a problem, and know that
bureau to confirm ASA’s housing agreements with the
there is no clear solution at this moment, can be comforthotels. Once completed, the hotels and their rates went
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online. As the downtown hotels filled up, the CVB and
housing bureau found more hotels to accommodate those
wishing to attend the meeting. Cris was also responsible
for promotion of the new location for the meeting. Partnering with the CVB, the critical information on Atlanta, such
as airport transportation and more mundane things such as
computers and copying machines, were made available.
Once the sleeping rooms were secured, the next question was how to get the attendees to the meeting. Jeff R.
Schulz took responsibility for the shuttle bus transportation. While this sounds neither exciting nor extraordinary,
it is one of the key pieces of infrastructure that makes the
meeting work. Jeff needed to know which hotels would
house those attending the meeting, and further, which
hotels would have educational sessions. As the hotels continued to fill up, others in more distant areas were added,
and routes needed to be revised. At first there were 11
hotels, but by the start of the meeting, there were 23
involved, and thus the bus routes were revised and three
additional routes added. Working closely with the shuttle
bus company, optimum numbers of buses on each route
were determined to ensure that ASA members and their
guests made it to the meeting sessions in a timely fashion.
Inside the Georgia World Congress Center (GWCC)
and in the hotels, space needed to be allocated to educational sessions. Once the sessions were assigned to new
space, Judy K. Jacobson did an outstanding job entering
the new rooms in the database, communicating with workshop presenters, exhibitors who were loaning equipment
for the workshops and other speakers and members.
Audiovisual needs were addressed next, and signs were
created to help direct attendees to the correct rooms.
Refunds for those who had changed plans were handled by
Betty Davis and Karen L. Caracci.
The technical and scientific exhibits were another major
challenge to match as closely as possible to the floor space
at the Morial Convention Center in New Orleans that had
been allocated. A plan was devised for Atlanta and sent to
the exhibitors. Changes had to be made to accommodate
differences in the conventions centers, and refunds were
issued for those who had corner booths in the old floor
plan but could only be accommodated with in-line booths
in Atlanta. Despite these changes, the vast majority of the
exhibitors stayed with the meeting. Carol L. Klemm made
the new assignments and ably dealt with exhibitors’ questions and needs generated by the change in venue as well
as working with problem-based learning discussions and
the ASA Art Exhibit.
Program books had already been received at the Freeman Decorating Company warehouse in New Orleans. For
a time, Freeman could not get near the warehouse to ascertain damage to the building or its contents. Eventually
they found that the many boxes of ASA programs were
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undamaged, and the books were shipped to Atlanta. Now
the Atlanta room assignments were needed by the attendees. The program supplement is usually a small piece,
but it was greatly expanded to include revised grids for
each session type, a list of other sessions and meetings and
other information specific to Atlanta. Ms. Formeister and
Lake County Press produced this document in one week,
and it arrived on time for distribution in Atlanta.
ASA contracted this year with a new registration company, Convention Data Services (CDS). Jill, Cris, Janice and
Betty had worked with CDS in planning on-site registration
and printing of badges and tickets for New Orleans. These
plans had to be revised with the change of venue. From
this came the idea of the self-print kiosks for preregistrants,
something that was very well received in Atlanta and will
be expanded in Chicago for the 2006 Annual Meeting.
Several of ASA’s suppliers were unsung heroes and
were key to the meeting’s success. ASA’s general contractor, Steve Schulz, and Fred Stone spent many hours visiting the GWCC and reviewing floor plans and other
arrangements. A new exhibit floor plan was needed, additional directional signs were ordered, and many signs
already in production for New Orleans had to be scrapped
and then revised for Atlanta. Dan Gutierrez from Audio
Visual Headquarters weathered Hurricane Katrina in New
Orleans and then had limited time to finalize equipment
and staffing requirements.
Both Dan and Steve could not finish their arrangements
until they received ASA’s set-up instructions to the GWCC
and the Hyatt Regency Atlanta. The information was
delayed while ASA staff finalized the meeting space available to us, reassigned proper space for sessions and meetings and checked for conflicts. Once ASA’s educational
sessions were accommodated (President Sinclair’s top priority), remaining space was assigned to regional and state
caucuses, foundations, components and subspecialty societies. Each step of the process was checked, doublechecked and often triple-checked by Jill with constant
updates to and feedback from Ron Bruns and the ASA
leadership.
Communication was another trial by fire for the ASA
staff. Dee Jones and Janice Plack, with Director of Communications Gina A. Steiner, crafted frequent updates for
the Web site and blast e-mails to members. They also
responded to members’ incoming e-mails offering input
about the meeting as well as offering help to the victims of
the hurricane. The switchboard and the membership
department, headed by Robert M. Wallace, handled an
increased number of calls from members and exhibitors
working out the problems associated with the move. Pat
R. Fitzpatrick and Kathy M. Laurino also handled many of
Continued on page 5
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The Next Chapter in the Sedation Story
Orin F. Guidry, M.D., President
tuart Hart walked into my office a few
• “Practice Guidelines for Sedation
days before Thanksgiving. He started
and Analgesia by Nonanesthesiologists”
the conversation with: “You’re a good
• “Practice Guidelines for Preoperapolitician, and I need some help.” He didtive Fasting and the Use of Pharmacologn’t have to tell me the subject, because
ic Agents to Reduce the Risk of PulStuart is Ochsner’s point person on sedamonary Aspiration: Application to
tion issues and represents our department
Healthy Patients Undergoing Elective
in that regard. His concern was the conProcedures”
tinuing pressure to expand the number
• “Continuum of Depth of Sedation:
and type of providers allowed to adminisDefinition of General Anesthesia and
ter sedation as well as ongoing demands
Levels of Sedation/Analgesia.”
by others to use drugs traditionally
viewed as “anesthetics.” His concerns are
This is not a new issue. Our “Practice
the same as those of other anesthesioloGuidelines for Sedation and Analgesia by
gists across the country as well as of ASA.
Nonanesthesiologists” were first pubAs individuals, as departments and as
lished 10 years ago.
a specialty, we are inextricably tied to
The 2004 House of Delegates mandatthe issue of sedation administered by Orin F. Guidry, M.D., President
ed that ASA develop credentialing guideothers. Centers for Medicare & Mediclines for individuals to be privileged to
aid Services (CMS) regulations contain the following:
administer anesthetic drugs to produce moderate or deep
sedation. An ad hoc committee developed an extensive doc“If the hospital furnishes anesthesia services, they
ument and presented it to the 2005 House as directed.
must be provided in a well-organized manner under
This report was clearly the most controversial issue disthe direction of a qualified doctor of medicine or
cussed at the most recent Reference Committee meetings —
osteopathy. The service is responsible for all anesthenothing else came close. Much of the controversy centered
sia administered in the hospital [emphasis added].”
on the concept of credentialing others to administer deep
sedation. ASA developed (and the Joint Commission on
But wouldn’t we feel a commitment to protect all Accreditation of Healthcare Organizations adopted) a continpatients regardless of a mandate?
uum of sedation that recognizes that deep sedation may likely become general anesthesia, and those who administer deep
The issues are who can administer sedation and to what sedation need to be prepared to rescue patients whose deep
level and what drugs others can use for sedation. When you sedation becomes general anesthesia. Should we give our
throw in the variety of settings — all the way from unregu- stamp of approval for deep sedation to anyone who has not
lated offices to tertiary care institutions — the number of had formal training in administering anesthesia? Conversely,
questions seems endless.
if we don’t set these credentialing standards, then there likely
ASA has seriously grappled with this issue for a good won’t be any standards. Not an easy choice, is it?
while, as evidenced by the following list of documents it has
The House consistently acts in wise ways, and it
produced on the different aspects of sedation by others:
approved a much modified document that addresses only
• “Guidelines for Delineation of Clinical Privileges in moderate sedation. It has a real tongue twister of a title:
Anesthesiology”
“Credentialing Guidelines for Practitioners Who Are Not
• “Statement on Qualifications of Anesthesia Providers Anesthesia Professionals to Administer Anesthetic Drugs to
in the Office-Based Setting”
Establish a Level of Moderate Sedation.”
• “Statement on Safe Use of Propofol”
This document, along with all of ASA’s statements,
• “Guidelines for Office-Based Anesthesia and Surgery” guidelines and standards, is on the Internet at: <www
• “Guidelines for Ambulatory Anesthesia and Surgery” .ASAhq.org/publicationsAndServices/sgstoc.htm>. It is
• “Outcome Indicators for Office-Based and Ambulato- easy to find because it has the longest title on the page. It
ry Surgery”
was created to give you a starting point when your institu• “AANA-ASA Joint Statement Regarding Propofol
Continued on page 12
Administration”
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A New Year, a New Resolve?
Ronald Szabat, J.D., LL.M., Director
Governmental Affairs and General Counsel

third of the U.S. Senate is up for
re-election in 2006. The entire
House of Representatives will face the
voters. Polls indicate that the president’s popularity is woefully low.
Sobering economic forecasts continue,
driven by ballooning energy costs.
Federal deficit spending remains out of
control. Uncertainty fills the air.
These disparate but related realities are
converging this year, setting the stage
for the continuing drama surrounding
the future financing of our nation’s
health care, especially for those
patients treated under Medicare.
Same old Washington? Not really.
A surprising dynamic or struggle continues to play out in the halls of Congress and to some extent within the
Administration, exacerbated by highprofile investigations into alleged
wrongdoing. What is at stake is the
ability of a majority party to govern,
both from within Congress and nationally. The key players are emerging
blocks of conservative and moderate
Republicans in the House who have
decided there will be little in the way
of “party discipline” until their side is
accommodated.
The unexpected

A

defeat of a FY 2006 House LaborHealth and Human Services Appropriations bill late last November, as well
as the difficulty that the GOP has had
in setting a true course on deficit
spending reduction, exemplifies the
current governance problems. Democrats see their prospects improving.
Strange? Perhaps. Unusual? No,
except that no clear winners have yet
been declared. History, as always, is
instructive: Throughout the 1970s and
1980s, and until roughly 1995 when
former Representative Newt Gingrich’s “Contract with America” catapulted the GOP and him to power,
Democrats had long ruled the House
by regular compromise with their
Southern “Blue Dog” members and
other loose coalitions to ensure that
votes went their way. Now, with a

relationships, win new allies and
advance agendas. Despite the many
friends that ASA has made on both
sides of the aisle in Congress, the
White House and state capitals across
the land, physicians in general, many
of whom have voted and supported
Republicans, cannot take for granted
that one party sees the world as they
do. A few large health plans have
established a major foothold with the
advent of new Medicare Advantage
plans this year, and employers continue to demand more accountability of
the growing health care insurance premium dollars that they pay. All this
makes for a continued squeeze on payments to physicians, especially under
Medicare where artificially contrived
conversion factors fail to reflect market
costs by larger and larger margins

“Please make it your New Year’s resolution
to reach out to a state or federal legislator
on a regular basis, to stay involved in at least
one major public policy issue facing anesthesiology and to open your wallet to help
finance good government.”
transformed southern Republican base
and 10 years of near lockstep uniformity, the present House majority is experiencing adolescent growing pains that
will determine if it retains its grip on
power beyond this decade or not.
Politically involved anesthesiologists — as you all should be — please
take note. Times of change provide
wonderful opportunities to cement old

annually. Particularly for anesthesiology, the Medicare reimbursement system is broken.
What lies ahead? Much depends on
you. Throughout 2006 there will be
new opportunities to educate and work
to re-elect or elect legislators at the
state and federal levels who need better
to understand anesthesia medical care;
anesthesiology research and its financ-
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ing; the importance of scope-of-practice laws that tie licensure to education,
skills and training; and the need to provide greater funding to educate future
generations of anesthesiologists as perioperative, pain medicine and critical
care specialists. At the same time, an
informed electorate needs to challenge
those whose views are antithetical to
good patient care and medical practice.
ASA is committed to keeping its
members informed of legislative and
regulatory events on the national level.

We also continue to lend strong support, as requested, to our state component societies when the need arises for
more localized action. But organizational involvement can only take us so
far. Grassroots opportunities abound.
All of us working together must take
the time to become and stay involved
so that the issues of today and the
future are decided based on facts and a
clear vision of the road ahead. To do
less is to abandon the call to serve
patients to the best of one’s ability.

Please make it your New Year’s resolution to reach out to a state or federal legislator on a regular basis, to stay
involved in at least one major public
policy issue facing anesthesiology and
to open your wallet to help finance
good government. These are not only
civic responsibilities, they are professional duties. By answering the call to
active involvement, you can and will
set the course of future patient care
with sound financing.

From the Crow’s Nest: The Miracle That Was Atlanta
Continued from page 2
the telephone calls and assisted with the mailings.
Press coverage also had to be changed. The carefully planned list of New Orleans media contacts was put
aside, and a new list was constructed for Atlanta. CNN
was suddenly at the meeting’s back door, which called
for a different kind of “pitching.” Editors for some
national publications, who had already assigned
reporters to cover the meeting, assigned different
reporters based on the new location — each of whom
had to be put through a process to receive press credentials. Meanwhile the communications staff needed to
create a new press kit, add alerts about meeting changes
to the NEWSLETTER and re-vamp the photography
schedule based on the changes to the program.
Finally Gary W. Hoormann and his staff had to move
those subspecialty societies that wished to hold their
annual meetings in Atlanta. With some flexibility on all
parties, the meetings went off almost as if there had
been no move at all.
While this beehive of activity was going on, Dee
Jones led a group that developed a tax-deductible fund
to help those residents displaced by Katrina from the
Ochsner Clinic and Tulane University whose need was
acute. Charles W. Otto, M.D., was appointed to chair
the Task Force on Hurricane Katrina Disaster Relief.
Partnering with the Anesthesia Foundation,1 ASA
donated $30,000 from the Centennial Fund to establish
the Anesthesia Foundation-ASA Disaster Relief Fund.
Director of Finance Rick Barwacz researched and
organized the technical details of setting up the fund so
that it would meet all necessary requirements. As I

American Society of Anesthesiologists NEWSLETTER

write these lines, through the generosity of our members and others, total donations to the fund have
reached an astounding $298,000!
Oftentimes as ASA members we wonder what our
dues money buys. The Atlanta meeting proved that our
dues help fund the best support staff a specialty could
have. While not everyone who contributed to the move
has been mentioned here, ASA staff spent many hours
and days putting their lives literally on hold so that we
could hold the Annual Meeting in Atlanta. From the
commitment of our then President, Dr. Sinclair, through
the entire ASA staff pulling in a united direction, a miracle was accomplished.
The movement of the Annual Meeting from New
Orleans to Atlanta is a lesson for all of us in leadership—first and foremost to make a decision and set
clear parameters. Second, to have faith in the people
who know the job to do it best. And finally to celebrate
and praise those who made it happen. To those I have
named, and others whom I have not, I salute your
efforts on my behalf, not only in moving the meeting to
Atlanta but every day as you strive to put ASA forward
in the best light possible. From the membership, our
thanks.
— D.R.B.
Reference:
1. Moyers JR. The Anesthesia Foundation: Aiding anesthesiology residents since 1956. ASA Newsl. 2005; 69(12):28-29.
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Giants Among Us — Past, Present and Future
Eugene P. Sinclair, M.D., Immediate Past President

The following address was given by Dr. Sinclair on
October 22 at the 2005 House of Delegates meeting
during the ASA Annual Meeting in Atlanta, Georgia.

adam Speaker, fellow members of the House of Delegates and guests, it is truly an honor on this unique
occasion to commemorate 100 years of advancing patient
safety.
Dedication to improving care and safety for our patients
was evident from the outset when A. Frederick Erdmann,
M.D., convened the first meeting of ASA’s predecessor, the
Long Island Society of Anesthetists, consisting of eight
physicians and one medical student. Incidentally, the presence of a medical student demonstrates that mentoring
bright, interested students into our specialty has been a value
from the beginning.
Although the records of the Long Island Society were
lost in a fire, it is known that the members met quarterly to
share techniques, hear papers and observe demonstrations.
“Safety First” protection for all patients receiving anesthesia was the theme of a 1923 meeting. Actions suggested
to improve safety included preoperative determination of
surgical risk and recording the blood pressure every five
minutes during the entire operation. The goal of the “Safety First” campaign was to prevent those instances in which
“the operation was a success, but the patient died.”
The World War II battlefield experience was a compelling demonstration of the excellence and value of physician involvement in anesthesia. One account mentions a 12fold decrease in mortality in the Mediterranean Theater of
Operations from one in 450 cases to one in 5,500. A specific example was the work of U.S. Army Captain Samuel L.

M

Eugene P. Sinclair, M.D., is Chief of Anesthesia Service, Orthopaedic Hospital of
Wisconsin, Milwaukee, Wisconsin.
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Lieberman, who received the Legion of Merit for his exemplary work in a forward unit in the South Pacific. Under his
care, patient mortality from intra-abdominal wounds
decreased from 46 percent to 12.5 percent. A documentary
about his career is available in the Wood Library-Museum.
The 1944 ASA meeting in Houston highlighted the value
of then modern anesthesia techniques in reducing complications and improving pain control for transport in combat
zones with regional nerve blocks.
As our Society moved toward its second half century, we
saw our specialty begin to undertake a systematic approach
toward identifying major risk factors and developing strategies to safeguard patients from them.
In the mid-50s, Henry K. Beecher, M.D., and Donald P.
Todd, M.D., studied the deaths associated with anesthesia
and surgery in approximately 600,000 anesthetics over a
four-year period at 10 university hospitals. The significant
point learned in their study was that the anesthesia death rate
increased five- to six-fold when muscle relaxants were used.
In the 1980s, Ellison C. Pierce, Jr., M.D., Frederick W.
Cheney, M.D., and Richard J. Ward, M.D., integrated the
findings of the ASA Closed Claims Project, the work of the
Anesthesia Patient Safety Foundation and a specialty-wide
educational initiative so effectively that our specialty has
received national acclaim for its contributions to improved
patient care and safety.
Others of a past era made contributions peripheral to the
practice of anesthesia that made enormous differences in the
practice of medicine and in our patients’ lives:
• Virginia Apgar, M.D., the first woman at Columbia
University College of Physicians and Surgeons to be named
a full professor, designed and introduced the first standardized method for evaluating a newborn’s transition to life outside the womb, the Apgar Score.
• Peter Safar, M.D., who devoted his life to cheating
death, was a pioneer in CPR, ICU and modern ambulance
service and the only United States citizen nominated for a
Nobel Prize by Russia.
At times I hear wistful or nostalgic conversations of the
days when giants and heroes walked among us. These days
are not gone. They are now. Giants and heroes are still in
our midst. Some examples are:
• Lee A. Fleisher, M.D., is the first noncardiologist to
chair the American College of Cardiology/American Heart
Association committee on the update for the “Guidelines on
Perioperative Evaluation for Noncardiac Surgery.”
• Debra A. Schwinn, M.D., Ph.D., has been appointed
American Society of Anesthesiologists NEWSLETTER
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“We are the doctors who will meet our
patients at the most frightening, vulnerable times of their lives, when they are facing surgery … Their families call us into
their midst at the two most sacred times of
their lives to relieve the pains of childbirth
and dying. This is who we are and what
we do. It is our calling.”
Director of Cardiovascular Genomics at Duke University’s
Institute for Genome Sciences and Policy.
• John P. Kampine, M.D., Ph.D., is leading a project to
establish bionanotechnology research resources at the Medical College of Wisconsin.
The work of these giants will make a difference in all of
medicine and in our patients’ lives.
Also, anesthesiologists continue to serve our nation with
valor and distinction, as reported in the July 2005
NEWSLETTER article regarding the service of our members
in the war on terror. I quote:
“Mortality was decreased by more than 35 percent when
an anesthesiologist-intensivist who was assigned in a nurse
anesthetist position directed team-managed ICU patient
care.”
And, closer to home, at least two anesthesiologists were
among the first to volunteer to provide emergency medical
care for the victims of Hurricane Katrina as members of
Disaster Medical Assistance Teams, part of the National
Disaster Medical System:
• Thomas H. Cromwell, M.D., of Belvedere, California, and
• Legion of Merit recipient James S. Hicks, M.D., of
Portland, Oregon.
Looking back through the years, it is unmistakable that
our practice today bears little resemblance to that of the pioneers in our specialty. Daily we care for patients who would
not have been acceptable risks in their era. We guide them
in comfort and safety though procedures that often would be
unimaginably complex for our predecessors. Research,
innovation and new knowledge have brought about these
profound changes.
Yet, although the circumstances of our practices are everchanging, there are two qualities that have defined us in the
past, define us now and will define us in the future. They are
the bonds that link our past and our future.
American Society of Anesthesiologists NEWSLETTER
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Our patients’ welfare has always been and will continue
to be foremost in all our actions.
We are the doctors who will meet our patients at the most
frightening, vulnerable times of their lives, when they are
facing surgery. We calm their fears and guide them through
the experience in comfort and safety. Their families call us
into their midst at the two most sacred times of their lives to
relieve the pains of childbirth and dying. This is who we are
and what we do. It is our calling.
In closing, I apologize to the many anesthesiologists
whose service and noteworthy achievements I did not mention.
It is an honor to have served as your President. I thank
you for that privilege. I am also indebted to the ASA staff
and to my fellow officers for their tireless dedication. I owe
my family and friends an apology for having paid less attention to them than they deserved.
Lastly, my most sincere gratitude goes to my wife, Jean.
Without her patient and thoughtful support, the last three
years would not have been the “labor of love” that they
turned out to be.
Madam Speaker, thank you for the privilege of the floor.
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Setting Sail Into a New Year
Orin F. Guidry, M.D., President

The following address was given by Dr. Guidry on
October 22 at the 2005 House of Delegates meeting
during the ASA Annual Meeting in Atlanta, Georgia.

n a crystal clear night in 1912, the Titanic struck a
massive iceberg and sank with the loss of 1,500 lives.
For almost a century, this story has remained alive. There
continues to be discussion about the causes of the disaster,
such as the number of lifeboats, the strength of the steel and
the behavior of the crew.
The question that is seldom addressed is why the highly
skilled crew on the most sophisticated commercial vessel of
its time drove their ship into an iceberg. Conventional wisdom is that the crew spotted the obstruction too late to take
effective corrective action. Was that really the case? Was
this catastrophe inevitable? Why did the officer of the watch
fail to take timely corrective action?
This disaster was thoroughly investigated by the American and British governments, but some of the factual information seems to have been ignored. Unfortunately the key
person, the officer of the watch, failed to survive.
I submit that there were a series of errors that led to this
disaster. Those of you who regularly attend conferences that
discuss complications will quickly recognize the pattern.
The first error was ignoring the prevailing conditions.
The Titanic did not take ice warnings from nearby ships seriously. To one such warning, just before the Titanic struck
the berg, the Titanic’s wireless operator responded, “Shut
up. I am busy.” The officer of the watch and the captain
failed to appreciate the significance of the danger that lay in
their path and did not reduce speed.
The second was inadequate preparation. The lookouts
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were not equipped with binoculars.
The third was inadequate communication. The Titanic
had telephone circuits from the lookouts to the bridge, but
the officer of the watch conned the ship from the bridge
deck. The bridge deck was separated from the bridge by a
closed door. The only direct communication that the officer
of the watch had with the lookout was the warning bell. The
Titanic’s bridge and its communication was an anachronism
caught in a maelstrom of technological development.
The fourth error was erroneous prioritization. Part of the
investigation included testimony of an able seaman, Joseph
Scarrott. His testimony indicated that the lookout saw the
iceberg and sounded the alarm five to eight minutes before
the contact, plenty of time to alter course. Why would the
officer of the watch wait that long before altering course?
Before the advent of electronic navigation, conventional
magnetic compasses were extremely important. The standard compass was the most accurate compass onboard. It
was meant to be the standard that all other compasses were
to be compared to throughout the voyage. As such, the standard compass was isolated as much as possible from magnetic influences. The Titanic’s standard compass was located 230 feet aft of the bridge on a wooden platform raised 15
feet above the deck and illuminated by an oil lamp to eliminate inaccuracies. Every 30 minutes, a junior officer
climbed onto the compass platform to steady the ship on the
proper course using the standard compass by communicating with a one-way bell system. This was happening when
the lookout spotted the iceberg. The officer reading the
compass was adjusting the oil lamp and, therefore, slow in
reporting the steering corrections to the officer of the watch.
The officer of the watch heard the alarm bell but likely
delayed his steering response to the presence of the iceberg
to allow the officer reading the compass to send his corrections. Danger lay three miles ahead, but the officer of the
watch continued to carry out his written instructions to make
the every-30-minute steering correction.
The fifth error was that the corrective action was wrong.
He ordered a change in course — obviously correct. But he
also ordered the engines to be put into reverse. The turning
effect of a ship’s rudder is caused by the flow of water across
the rudder surface — the faster the flow, the greater the
force. His action to reverse the engines decreased the effectiveness of the rudders and actually delayed Titanic from
steering away from the berg.
What is the relevance to anesthesiology? The relevance
is that there are hazards and obstacles in our path to the
future. The health of the specialty and the care we deliver
American Society of Anesthesiologists NEWSLETTER
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“How does anesthesiology measure
up to the traps that caused the
Titanic to strike the iceberg?
Please note that the question did
not speak to ASA but to the specialty as a whole because, without
pushing this analogy too far, we are
all in the same boat.”
will be determined by how effectively we see obstacles and
change course.
Let us review the Titanic’s errors:
1. failure to be prudent during uncertain times
2. inadequate efforts to look ahead
3. poor internal communication
4. misplaced priorities
5. hasty action with adverse consequences.
How does anesthesiology measure up to the traps that
caused the Titanic to strike the iceberg? Please note that the
question did not speak to ASA but to the specialty as a
whole because, without pushing this analogy too far, we are
all in the same boat.
Many of us know that we are in uncertain times. I hope
that we remain prudent and vigilant.
The Foundation for Anesthesia Education and Research
started our process of looking into the future. Eugene P. Sinclair, M.D., has set in place the tools for our lookouts. ASA
is making a genuine effort to ascertain what lies ahead.
However, we have failed in some instances to clearly
communicate. The problems encountered with the residency curriculum changes clearly show that we need to do a
better job talking to one another.
It is important that our priorities improve patient care in
the long run. The House of Delegates will be asked to complete a priority assessment to help the leadership steer the
right course.
And finally, we must be savvy in our actions and ensure
that they are driven by facts and not emotion.
As we have talked more about the future, many anesthesiologists have asked me what they or their groups ought to
be doing to prepare for the future. I do not claim to be a
prophet but I have given this matter some thought. My
advice is to do everything possible to be a good physician
and anesthesiologist and become invaluable to your patients
and institutions.
I bet that each of you could come up with what that is,
and it’s probably the same as my list. This is my list:
American Society of Anesthesiologists NEWSLETTER
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• Preanesthetic evaluation that minimizes cost and
delays and maximizes anesthetic safety
• Efficient operating room care that maximizes institutional efficiency
• Electronic medical record
• Provision of sedation and anesthesia services throughout the institution
• Postanesthesia care both in PACU and elsewhere
• Critical care
• Acute pain
• Chronic pain
• Operating room management
• Protocol development and implementation such as
beta blockade and glucose control
• Institutional management.
Anesthesiologists who do all these things well and
remain flexible to accept new challenges will be invaluable
and in the best position to face the future.
Hurricane Katrina was another lesson in preparation,
flexibility and doing the right things for the right reasons.
Let us make sure that we collectively and individually
remember these lessons.
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2005 Annual Meeting House of Delegates Summary
he 57th ASA House of Delegates of the American Society of Anesthesiologists met during its Annual Meeting
in Atlanta, Georgia, on October 22-25, 2005. Among the
significant actions of the House of Delegates were the following:

T

Officer Elections
President — Orin F. Guidry, M.D.
President-Elect — Mark J. Lema, M.D., Ph.D.
Immediate Past President — Eugene P. Sinclair, M.D.
First Vice-President — Jeffrey L. Apfelbaum, M.D.
Vice-President for Scientific Affairs —
Charles W. Otto, M.D.
Vice-President for Professional Affairs —
Alexander A. Hannenberg, M.D.
Secretary — Gregory K. Unruh, M.D.
Assistant Secretary — Arthur M. Boudreaux, M.D.
Treasurer — Roger A. Moore, M.D.
Assistant Treasurer — John M. Zerwas, M.D.
Speaker of the House of Delegates —
Candace E. Keller, M.D., M.P.H.
Vice-Speaker of the House of Delegates —
John P. Abenstein, M.S.E.E., M.D.
Special Awards
Jerome H. Modell, M.D., of Gainesville, Florida, was
named as the recipient of the 2005 Distinguished Service
Award.
David S. Warner, M.D., Ph.D., of Durham, North Carolina, was presented with the 2005 Award for Excellence in
Research.
Budget
The 2006 Budget was approved, which includes total
income of $23,824,925 and expenses of $24,264,390.
Dues
The following 2006 membership dues (unchanged from
2005) were approved:
Active members
$450
Affiliate members
$225
Educational members
$225
Educational student members
$ 25
Resident members
$ 25
Medical student members
$ 10
ASA Participation in Anesthesiologist Assistant
(AA) Accreditation
The Commission for the Accreditation of Allied Health
Education Programs (CAAHEP) recently mandated an
update of AA Accreditation Standards. Although ASA was
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not an AA sponsor, ASA reviewed and endorsed the
changes.
Approved a recommendation that ASA become the
physician organization involved in future AA accreditation
and appointed four members to the Accreditation Review
Committee on Education for the AAs.
Reduced SEE and ACE Costs
Approved a recommendation that all required participants who attend the House of Delegates be offered a 50percent reduction for one-year’s subscription to either the
Self-Education and Evaluation (SEE) or the Anesthesiology
Continuing Education (ACE) Program. This would include
officers, members of the Board of Directors and their alternates, members of the House of Delegates, chairs of the
Society’s sections, chair of ASA’s delegation to the American Medical Association (AMA), past presidents, members
of the Committee on Credentials, tellers and members of
Reference Committees.
ASA-American Association of Nurse Anesthetists
(AANA) Meetings
Disapproved prior Board action and approved the following:
RESOLVED, That the leadership of the American Society of Anesthesiologists immediately withdraw from any
further meetings with the leadership of AANA facilitated by
ThoughtBridge. Dialogue with AANA may continue at the
discretion of the Executive Committee.
Appropriate Nomenclature for Anesthesiologists
and Nurse Anesthetists
Approved a resolution relating to appropriate use of practitioner nomenclature as follows:
RESOLVED, That ASA advocate for specific terms consistent with definitions of the Centers for Medicare & Medicaid Services that would clearly identify the training and
educational background of an anesthesia practitioner, and be
it further
RESOLVED, That ASA advocate for terminology clearly differentiating physicians in an anesthesiology residency
program from nursing students training to be CRNAs.
Testimony indicated that “title creep” may become a concern to other specialties. Legislative action at the individual
state level may be needed to codify patients’ and families’
“right to know” in order to prevent confusion as to the type
of education and training of their caregivers.
Relative Value Guide
Received information from the Committee on Economics regarding the additions and revisions for the 2006 RelaAmerican Society of Anesthesiologists NEWSLETTER
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tive Value Guide. (Copies of the 2006 Relative Value Guide
are now available through the ASA Publications Department.)
Practice Parameters
Approved the updated “Practice Guidelines for Perioperative Blood Transfusion and Adjuvant Therapies,” first published in 1995. Also approved the following new advisories
and guidelines: “Practice Advisory for Perioperative Visual
Loss Associated With Spine Surgery,” “Practice Advisory
for Intraoperative Awareness and Brain Function Monitoring” and “Practice Guidelines for the Perioperative Management of Patients with Obstructive Sleep Apnea.”
Also approved a recommendation from the Committee
on Practice Parameters that a task force be appointed for the
development of a practice advisory for operating room fires.
Currently the committee also is working on an update for
the “Practice Guidelines for Obstetrical Anesthesia” and
will begin to review the existing cancer pain, chronic pain,
preoperative fasting and transesophageal echocardiography
guidelines as well.
The Committee on Standards of Care and the Committee
on Practice Parameters have been combined to form the
Committee on Standards and Practice Parameters.
Standards, Guidelines and Statements
Approved or ratified previous Board action revisions in
the following documents:
“Basic Standards for Preanesthesia Care”
“Credentialing Guidelines for Practitioners Who Are Not
Anesthesia Professionals to Administer Anesthetic Drugs to
Establish a Level of Moderate Sedation”
“Guidelines for Minimally Acceptable Continuing Medical Education in Anesthesiology”
“Guiding Principles for Management of Performance
Measures by the American Society of Anesthesiologists”
(formerly known as “Guidelines for Database Management
by the American Society of Anesthesiologists”)
“Educational Mission Statement”
“Standards for Basic Anesthetic Monitoring”
“Statement on Intravascular Catheterization Procedures”
“Statement on Transesophageal Echocardiography”
“Position on Monitored Anesthesia Care”
All current standards, guidelines and statements are
available on the ASA Web site at <www.ASAhq.org/
publicationsAndServices/sgstoc.htm>.
American Society of Anesthesiologists NEWSLETTER

Organ Donation After Cardiac Death
Approved a resolution relating to organ donation after
cardiac death, as follows:
RESOLVED, That patients presenting for organ donation
after cardiac death optimally should receive end-of-life care
by the donor patient’s own physician; and be it further
RESOLVED, That anesthesiologists, while they should
not be required to administer care to patients presenting for
organ donation after cardiac death, nevertheless should be
respectful of the wishes of donor patients, their families and
their physicians when they are in the operating room setting;
and be it further
RESOLVED, That the Committee on Transplant Anesthesia, with further input from the Committee on Ethics and
the Committee on Critical Care Medicine, should educate
members and assist them in developing guidelines and protocols; and be it further
RESOLVED, That anesthesiologists should help to
develop protocols within their own hospitals, with the assistance of guidelines developed by the Institute of Medicine
and the United Network for Organ Sharing, for the provision
of ethical terminal care for organ donor patients and their
families.
ASA Resident Component
Approved the establishment of a program of ASA grants
for locally organized resident practice management seminars cosponsored by the host-state anesthesiology society.
The first year would be limited to offering two grants of up
to $1,000 each in two separate ASA caucus regions.
Governmental Affairs
The Committee on Governmental Affairs announced that
Ervin Moss, M.D., of Verona, New Jersey, was the recipient
of the committee’s second annual Excellence in Government Award. The award for a non-ASA member was given
to Senator Bill Frist, M.D. (R-TN).
Support of Military Anesthesia Personnel
Ratified the Board of Directors previous approval of the
following resolution:
RESOLVED, That Active and Affiliate Members of the
American Society of Anesthesiologists, upon the member’s
request, have American Society of Anesthesiologists’ membership dues waived once for one year following a period
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of Active Duty (90 days or longer) in support of Operation
Enduring Freedom, Operation Iraqi Freedom and/or the
Global War on Terror*; and therefore be it further
RESOLVED, That the start date for this benefit be September 11, 2001, and the first dues cycle for this benefit
begin in 2006.
*Annual training and civilian contracting with military
practices would not qualify for this benefit. Copies of orders
must be submitted with the member’s request for this benefit.
ASA strongly supports and commends our military
anesthesiologists for their service and dedication to our
country and their excellent care of our wounded military
personnel.
Annual Meeting Moved to Atlanta From New
Orleans
The ASA staff was congratulated for their efforts in moving the ASA Annual Meeting from New Orleans to Atlanta
on such short notice.

ASA’s 100th Anniversary
The Gala Dinner to celebrate ASA’s 100th Anniversary
will be held during the 2006 Annual Meeting in Chicago. The
four foundations of ASA (Wood Library-Museum of Anesthesiology, the Foundation for Anesthesia Education and
Research, the Anesthesia Patient Safety Foundation and the
Anesthesia Foundation) had planned this Gala. Please check
the FAER Web site as details and plans become available.
Board of Directors
Following adjournment of the House of Delegates on
October 25, 2005, the Board of Directors met in Atlanta,
Georgia. Board members were elected to serve on the
Board of Directors committees on Administrative Affairs,
Finance, Legislative Review and Scientific Affairs.
Media Awards
This year’s winners were Thomas Hayden of U.S.
News & World Report, and producers Susan Kroll, Jane
Derenowski and Tammy Filler of NBC’s “Today” show.

Administrative Update: The Next Chapter in the Sedation Story
Continued from page 3
tion asks you to develop sedation credentialing policies.
It represents the collective wisdom of ASA at this point
but will likely undergo revision with time. The question
of deep sedation credentialing remains unresolved, and
I encourage you to e-mail your thoughts to me.
The next issue is our position on the use of specific
drugs by others. There is a petition before the Food and
Drug Administration (FDA) to remove the following
sentence from the propofol label: “For general anesthesia or monitored anesthesia care (MAC) sedation,
DIPRIVAN ® Injectable Emulsion should be administered only by persons trained in the administration of
general anesthesia and not involved in the conduct of
the surgical/diagnostic procedure.” ASA has opposed
the petition by submitting extensive written comments
as well as by having Immediate Past President Eugene
P. Sinclair, M.D., testify before the FDA Anesthetic and
Life Support Drugs Advisory Committee on November
10, 2005. Both of these documents are available at
<www.ASAhq.org/news/news111705.htm>.
The issue of drug labeling and restricting the use of
“anesthetic drugs” to anesthesia providers also is a
tricky one. I think we all know in our heart of hearts that
an overdose of midazolam or meperidine will result in a
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patient that is just as dead as a patient given too much
propofol. But to me, the best argument against weakening the package insert is this sentence from ASA’s comments: “Removal of the warning label from the propofol
package insert may encourage the use of propofol by
practitioners with inadequate training and experience in
nonaccredited facilities where credentialing is not
required, such as private offices.”
A third sedation issue is an economic one. Many
endoscopists prefer for anesthesiologists to sedate or
anesthetize their patients while others prefer to administer
the sedation themselves. Insurance companies are insinuating themselves into this process by denying payment
for anesthesiologist sedation for endoscopy. This subject
is too complex for this short update but definitely injects
a very emotional element into the sedation controversy.
You or your partners will likely get embroiled in this
discussion in your institution if you aren’t already. Your
first step is to become familiar with all the documents
listed above to become educated and armed. Your second and most important step is to make all your decisions based on patient safety, keeping in mind that
where patients need our care, we must find ways to be
available to provide it.
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On With the Show:

2005 ASA Art Exhibit

William P. Arnold III, M.D., Chair
Committee on Art Exhibits
urricane Katrina failed in her
attempt to blow away the 2005 Art
Exhibit and its theme, “Centennial Celebration,” even though the storm moved
the display from New Orleans to Atlanta.
John T. Bonner, M.D., an Atlanta resident
and former chair of the Committee on Art
Exhibits, was instrumental in assisting
with the last-minute change of venue.
The exhibit was situated between the
two entrances of the exhibit hall and
could easily be seen from the middle of
the hall. This location provided incredible visibility.
Kudos go to Martin Grogono for his
creation of the “logo” for the exhibit,
which he based on a 1943 advertisement
for a sedative that appeared in an issue of
the American Journal of Surgery. The ad
is now on display at the Wood LibraryFigure 1: Jenna E. Black, M.D., a hard-working member of the 2005 Committee on
Museum of Anesthesiology. T-shirts disArt Exhibits, models the T-shirt while standing next to the artwork by Martin Grogono
playing the logo [Figure 1] became big
that was this year’s Art Exhibit logo.
items at the display, selling out within two
days.
For a second year, the committee owes
Viewer’s Choice Award
its sincere appreciation to Dave Alpern, a member of the Norma A. Jones — “100 Years Ago”
office staff of the Department of Anesthesiology at the Uni(from the theme category)
versity of Virginia, who again worked tirelessly to make the [This artwork is featured on the back cover of this issue of
exhibit a success.
the ASA NEWSLETTER.]
Art judges were Corinne Adams, an Atlanta-based artist
who works in fine art photography and mixed media, and
Continued on page 14
Jerry Cullum, Senior Editor of Art Papers magazine and
art critic for the Atlanta Journal-Constitution. Marcia Day
Childress, Ph.D., co-director of the Humanities in Medicine Program at the University of Virginia, judged the
entries in the literature category. Tragically, Ben Apfelbaum, a noted art curator and enthusiastic champion of
developing Atlanta artists, died unexpectedly shortly after
his selection as a referee.
The judges selected the following winners.

H

Best of Show
John T. Bonner, M.D. — “Polaroid Transfer”
(from the color photography category)
American Society of Anesthesiologists NEWSLETTER
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Theme: Centennial Celebration
1st: Norma A. Jones — “100 Years Ago”
(from the crafts category)
2nd: Maurice S. Albin, M.D., and Kamara Savage —
“A Threnody for Pain (Parts I and II)”
(from the graphic works category)
Junior Exhibitor
1st: Taylor Boysen — “The Green Man” (sculpture)
2nd: Alexander J. Janelle — “Firey” (digital photography)
3rd: Sabrina Rebuck — “Pine Needle Basket” (craft)
Honorable Mention: Tara Rebuck — “What a Purdy Bird”
(graphic works)
Painting: oil and acrylics
1st: Charlene Thomas — untitled
2nd: Martha J. Beebe — “Hilo Home”
3rd: James A. Thomas, M.D. — untitled
Honorable Mention: Robert A. Veselis, M.D. —
“Chloe Pop!”
Painting: watercolor, tempera and gouache
1st: Ku-Mie Kim, M.D. — “Magnolia”
Photography: color
1st: John T. Bonner, M.D. — “Polaroid Transfer”
2nd: Taehyung Han, M.D. — “Winter Mountain”
3rd: Ray J. Defalque, M.D. — “Con Song”

Photography: digital
1st: Anne E. Dickinson, M.D. — “Where Have All the
Tourists Gone?”
2nd: Faranack Benz — “Welcome to Buffalo”
3rd: David H. Rebuck, D.O. — “Serenity”
Honorable Mention: Daniel J. O’Brien, M.D. — “Trier,
Shadow and Light”
Graphic works on paper: drawings, prints and
pastels
1st: Druscilla Defalque — “Window Dressing”
Crafts: including needlework, weaving, pottery,
stained glass, jewelry, construction and metal work,
etc.
1st: Frederic A. Berry, M.D. — “Reflections”
2nd: Jerry A. Dorsch, M.D. — “Up, Up, and Away”
ASA Literary Awards
1st: John E. Forestner, M.D. — “Brickler’s”
2nd: Tabitha Washington, M.D. and Jaimene Nichols —
“It’s Surgery Day”
3rd: Adolph H. Giesecke, M.D. — “For a January
Sunday”
Honorable Mention: James D. Beeson, M.D. —
“Cosmic Spark”

Photography: black and white
1st: Gregory M. Janelle, M.D. — “Convergence”

Nominations Sought for Award for Excellence in Research
he annual ASA Award for Excellence in Research
recognizes an individual for outstanding achievement in research that has or is likely to have an important
impact on the practice of anesthesiology.
The individual’s work must represent a body of original, mature and sustained contribution to the advancement of the science of anesthesiology. The nominee
need not be a physician, an anesthesiologist or a member
of ASA but must be presently engaged in research related to anesthesiology.
In 2005, the award was presented to David S. Warner,
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M.D., at the ASA Annual Meeting in Atlanta, Georgia,
on Monday, October 24, 2005, immediately preceding
the Emery A. Rovenstine Memorial Lecture.
Dr. Warner is Professor of Anesthesiology, Neurology
and Surgery at Duke University Medical Center in
Durham, North Carolina.
The deadline for nominations for the 2006 Award for
Excellence in Research is March 30, 2006. Guidelines
for nominations are available from the ASA Executive
Office, 520 N. Northwest Highway, Park Ridge, IL
60068-2573 or e-mail <J.Jacobson@ASAhq.org>.
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Media Storm at 2005
Annual Meeting
Gina A. Steiner
Director of Communications
n a typical year, the Annual Meeting is probably the most
important publicity opportunity for ASA. By pitching stories about the most universally appealing or uniquely illuminating research to the media, we can keep the specialty of
anesthesiology in the minds of reporters and, through them,
the public. In this way, we seek to educate and inform our
audience about issues of importance to patients and to the
medical community while reinforcing ASA’s reputation as
one of the largest and most respected organizations of physicians, researchers and patient advocates.
2005, however, was more than just a typical year. In
addition to new research, ASA’s communications team
focused on our centennial celebration as a vehicle for bringing the good news about patient safety to the world. We also
were preparing to communicate the outcome of the House of
Delegates vote on one of the most closely followed practice
parameters in our history.

I

Sophisticated Approaches
In the past several years, reporters — from trade and lay
press alike — have become increasingly sophisticated in
their approach, due in part to the information explosion on the
Web. Therefore it is no longer enough just to “spin” a story to
present your organization’s best face. Today’s reporters know
spin when they hear it (and sometimes think they detect it
even when it is not there). If you are a communications professional, you have to give them a story with some depth, have
the facts to back it up and have interview sources ready to talk
about it. And to wrap it all up, there had better be an action
item or at least a strong takeaway message for the public.
Meanwhile, during the Annual Meeting, other organizations with their own agendas are busy positioning themselves to the media regarding their research, products and
issues. Their public relations and marketing folks are busy
trying to get their share of ink or air time. So getting one’s
name out there in a positive light requires plenty of homework and preparation.
Teamwork
As with any successful endeavor, teamwork is key. About
two months before the meeting, ASA communications staff,
with help from numerous committees and our public relations consultants, were preparing the traditional media kit
filled with news releases about selected scientific presentations, awards and lectures. The radio program, AudioLine,
American Society of Anesthesiologists NEWSLETTER

which is recorded from the Annual Meeting press room each
year, was lined up, and two newspaper features — one on a
century of advancing patient safety and the other on intraoperative awareness — were slated for distribution to community newspapers around the country. We also were
preparing materials in support of the practice advisory on
intraoperative awareness in anticipation of its being passed
by the House of Delegates during the Annual Meeting.
At the same time, ASA staff and the Ad Hoc Committee
on ASA’s 100th Anniversary were in the later stages of creating a video celebrating the big event, which was to be shown
at the gala celebration in New Orleans. Special abstract presentations, lectures and events with historical significance
were selected for inclusion in the media kit, and we crafted a
news release about the centennial, which linked to the special
area of the ASA Web site devoted to this most treasured celebration <www.ASAhq.org/centennial/index.html>.
Calm Before the Storm
At this stage in the Annual Meeting publicity planning
each year, the team customizes its list of media to pitch with
the featured research and events that we hope they will
cover. There are numerous trade publications that can be
counted on to send reporters to our meeting, but capturing
the interest of the lay press is more challenging. I felt fortunate to have good working relationships with several
reporters based in New Orleans, and this year in particular
we had many offers of help from members who have media
connections in that city. They were hopeful that the festivities surrounding the centennial would give mainstream
reporters even more incentive to visit the meeting than in
other years. So our list was looking great, and our public
relations consultants were poised to help us pitch just as soon
as the media kits landed. This was planned to occur just under
a month before the meeting, with general notifications about
the meeting having already gone out to our entire media list.
The Storm
And then — stop the presses. Along came Hurricane Katrina and the flooding of New Orleans, which quickly put
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ASA’s meeting plans on a completely different track. Suddenly we had a slew of plans that needed to be changed or
put on hold. News releases needed new dates and locations,
and media kits could not be printed until these details became
clear. Our plans to pitch New Orleans media had to shift, and
trade publications that had already assigned reporters to the
Big Easy had to re-evaluate their situations.
Also we had a whole new media story to which to
respond, as it seemed every business reporter in the country
followed up on the economic angle of the tragedy. They
needed to know what would happen to ASA’s meeting, one
of the largest planned for New Orleans in the ensuing weeks
and, it soon became clear, the largest to be relocated for the
exact same week.
Relocation
But you know the rest of the story if you were able to
come to Atlanta. The communications team welcomed 12
reporters to the press room, visited with Atlanta-area
reporters in person and by telephone once on location, and
held the first-ever press briefing at an Annual Meeting,
which featured incoming ASA President Orin F. Guidry,
M.D., fielding questions about intraoperative awareness.
Considering the late-breaking curve ball of relocating the
meeting, plus competing news stories such as avian flu, the
war in Iraq and the CIA identity leak, we received remarkable coverage. Various online searches and clip services
turned up hundreds of placements, among them medical or
med-tech Web sites too numerous to mention. Thanks to a
largely positive and well-researched article by the Associated Press, which was picked up all over the country, the tone
of the coverage of the awareness issue was balanced, and it
pointed to ASA as a leader on this issue.
A particularly visible television placement was that of
ASA past president James E. Cottrell, M.D. (2003), who,
after flying in to New York from the Annual Meeting late
the night before, appeared bright and early on the “Today”
show with host Katie Couric to explain the issue of intraoperative awareness. “Good Morning America” also covered
the story.
The Audience
Following is a list of media that covered the “Practice
Advisory on Intraoperative Awareness and Brain Function
Monitoring” immediately following its adoption by the
House of Delegates. Other trade press followed up on the
story in the month following the meeting. Total audience
for print coverage alone is 5,650,000. Audience numbers
for network and local television programs are not available,
but “Good Morning America” and the “Today” show com-
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bined have an estimated audience of more than 11 million
viewers. Also covering the story were:
Associated Press
Wall Street Journal
U.S. News & World Report
Boston Herald
Washington Post
Forbes
Tucson Citizen
ABC Network, including “Good Morning America”
CBS Network
NBC Network, including the “Today” show
CNN
Fox News
Canadian Broadcast Network
Fifty-one local television stations, including various
major markets, also ran news segments.
The following topics from the press kit were covered by
the media, including Doctor’s Guide, Web MD, Reuters
Health and others:
• “Beta Blockers May Prevent Heart Attacks, Death
During and After Surgery”
• “Anesthesia May Diminish Positive Effects of
Acupuncture”
• “New Study Shows Sedation Extremely Safe for Children”
• “Race-Based Designer Drugs, a Help or a Hindrance?”
• “Lavender Aromatherapy May Reduce Need for Pain
Relief in Surgical Breast Biopsy Patients.”
Placement of ASA-Produced Features
ASA produced two camera-ready print features and a
series of radio interviews in conjunction with the ASA centennial and the Annual Meeting.
The print features, distributed by News USA, ran in 824
community newspapers, including the widely read Pioneer
Press newspapers and the Daily Herald, both in the Chicago
area. Total estimated audience is 9,417,000.
The radio features, produced and distributed by News
Broadcast Network, were placed in the hometowns of the
doctors who were interviewed. These features were used in
an estimated 2,466 broadcasts representing 1,676 radio stations, with a total estimated audience of 16,533,000.
Note: The author wishes to thank ASA’s public relations
counsel, Newell & Matthews, for their help with placing our
stories in the print and broadcast media.
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Are Patients With Obstructive Sleep Apnea Syndrome Suitable for
Ambulatory Surgery?
Girish P. Joshi, M.D.
bstructive sleep apnea (OSA) is an increasingly common sleep disorder, which is of particular concern to
anesthesiologists because it is associated with increased
perioperative morbidity and mortality. Because OSA is
undiagnosed in an estimated 80 percent of patients, it is necessary that anesthesia practitioners have adequate knowledge of the clinical presentation and diagnosis of OSA. The
concerns in patients with OSA include potential upper-airway obstruction, difficult tracheal intubation and postoperative respiratory depression and airway obstruction.

O

“Development of protocols for
adequate preoperative evaluation of patients with suspected OSA is important.”
With increasing numbers of surgical procedures performed on an outpatient basis, there are an increasing number of patients with OSA scheduled for ambulatory surgery.
The suitability of ambulatory surgery in OSA patients
remains controversial, however. The scientific literature
regarding the perioperative management of OSA patients is
sparse and of limited quality. Recently the Clinical Practice
Review Committee of the American Academy of Sleep
Medicine published its recommendations on perioperative
management of the adult patient with OSA.1 Most of the
recommendations, however, such as high degree of suspicion, control of the airway throughout the perioperative period, judicious use of medications and appropriate monitoring, are too broad and vague to help the anesthesia practitioner.
At the ASA 2005 Annual Meeting in Atlanta last October, the ASA House of Delegates approved “Practice Guidelines for the Perioperative Management of Patients with
Obstructive Sleep Apnea” <www.ASAhq.org/publications
AndServices/sleepapnea103105.pdf>. These practice
guidelines emphasize that patient selection for ambulatory
surgery should depend upon the severity of OSA, coexisting
diseases, invasiveness of surgery, type of anesthesia, anticipated postoperative opioid requirements and adequacy of
postdischarge observation. In addition the ability of the
facility to manage such patients should be taken into consideration. The facility should have emergency difficult airway
American Society of Anesthesiologists NEWSLETTER

equipment and respiratory care equipment (e.g., nebulizers,
continuous positive airway pressure [CPAP] device, ventilators) as well as radiology facilities (e.g., for portable chest
X-ray) and laboratory facilities (e.g., for blood gas and electrolyte analysis). Furthermore, transfer arrangements with
an inpatient facility should be in place.
The ASA practice guidelines propose the following scoring system, which may be used to estimate whether a patient
is at increased perioperative risk of complications from
obstructive sleep apnea. It must be emphasized that this
scoring system is not yet validated and is meant only as a
guide, and clinical judgment should be used to assess the
risk of an individual patient.
A) Severity of sleep apnea based on sleep study (i.e.,
apnea-hypopnea index) or clinical indicators if sleep
study not available (i.e., presumptive diagnosis):
None=0; 1=Mild OSA; 2=Moderate OSA; 3=Severe
OSA. One point may be subtracted if a patient has
been on CPAP or bi-level positive airway pressure
(BiPAP) prior to surgery and will be using his/her
appliance consistently during the postoperative period. One point should be added if a patient with mild
or moderate OSA also has a resting PaCO2 > 50
mmHg.
B) Invasiveness of surgical procedure and anesthesia.
Type of surgery/anesthesia: 0=superficial surgery
under local or peripheral nerve block anesthesia without sedation; 1=superficial surgery with moderate
sedation or general anesthesia or peripheral surgery
with spinal or epidural anesthesia (with no more than
moderate sedation); 2=peripheral surgery with general anesthesia or airway surgery with moderate seda-

Girish P. Joshi, M.D., is Professor of Anesthesiology and Pain Management, University of Texas Southwestern Medical
Center, Dallas, Texas.

January 2006

■

Volume 70

■

Number 1

18

tion; 3=major surgery under general anesthesia or airway surgery under general anesthesia.
C) Requirement for postoperative opioids: 0=none;
1=low-dose oral opioids; 3=high-dose oral opioids or
parenteral or neuraxial opioids.
D) Estimation of perioperative risk is based on the overall score = A + the greater of B or C points (0-6).
Patients with overall score of 4 or greater may be at
increased perioperative risk from OSA. Patients with
a score of 5 or greater may be at significantly
increased perioperative risk from OSA.
Patients who are at significantly increased risk of perioperative complications (score ≤ 5) are generally not good candidates for ambulatory surgery. It is well accepted that
patients with mild OSA undergoing superficial or minor surgical procedures under local, regional or general anesthesia
as well as expected to have minimal postoperative opioid
requirement may undergo ambulatory surgery.
Preoperative Assessment and Preparation
Development of protocols for adequate preoperative
evaluation of patients with suspected OSA is important.
Although polysomnography remains the gold standard in
the diagnosis of OSA, it may not be always available. A presumptive diagnosis of OSA can be derived from abnormal
breathing during sleep (i.e., loud snoring and witnessed
apnea), frequent arousals (i.e., periodic extremity twitching,
vocalization, turning and snorting) and excessive daytime
sleepiness as well as a body mass index of >35 kg/m2,
increased neck circumference (>17 inches for males and
>16 inches for females) and presence of comorbidities (e.g.,
systemic hypertension, pulmonary hypertension, cardiomegaly). These symptoms and signs, however, do not
reliably predict presence or severity of OSA. Therefore it is
essential to treat patients with presumptive diagnosis of
OSA as if they have severe OSA.
Preoperative optimization with CPAP or BiPAP therapy
should be considered, particularly if OSA is severe.2-4
Patients who use CPAP devices at home should be advised
to bring their devices to the facility for postoperative use. In
addition to CPAP, other treatment modalities such as corrective surgery, mandibular advancement devices and oral
appliances should be considered when feasible. It is recommended that a patient who has had corrective airway surgery
should be assumed to remain at risk for OSA complications
unless the sleep studies and symptoms have normalized.
Intraoperative Management
Although the type and extent of surgery and the need for
postoperative opioids — rather than the choice of anesthetVolume 70
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ic technique — appear to be more important determinants of
postoperative complications,5 local or regional anesthesia
should be preferred whenever possible. For patients requiring moderate sedation, ventilation should be continuously
monitored using capnography. In patients using CPAP preoperatively, use of CPAP during moderate sedation may be
beneficial. If deep sedation is required, general anesthesia
(with a secure airway) may be preferable, particularly for
procedures that might mechanically compromise the airway.
Although OSA patients are at an increased risk of difficult tracheal intubation, “awake” tracheal intubation may
not always be necessary. Optimal head and neck positioning (using shoulder stacking) improve the ease of tracheal
intubation. The decision to perform an “awake” tracheal
intubation may depend upon prior history of difficult airway,
the presence of comorbidities, increased neck circumference
(>17 inches for males and >16 inches for females) and signs
of difficult intubation (e.g., Mallampati classification III or
IV). If an “awake” tracheal intubation is planned, sedatives
and opioids must be utilized judiciously.
Because opioids may be associated with pronounced respiratory depression, patients with OSA benefit from prophylactic multimodal analgesia techniques using nonopioid
analgesics including local/regional analgesia, acetaminophen, nonsteroidal anti-inflammatory drugs/COX-2-specific
inhibitors, NMDA antagonists (e.g., ketamine), steroids and
alpha-2 agonists. Of note, even minimal residual muscle
relaxants can affect the airway muscles and result in airway
obstruction. Therefore residual muscle relaxation should be
reversed.
Extubation should be performed in a semi-upright position when possible. Importantly, coughing, reflex movements of the hand moving toward the tracheal tube and
patient sitting up should not be confused with purposeful
movements. The decision to keep the trachea intubated in
the immediate postoperative period depends upon the severity of OSA and presence of cardiopulmonary comorbidities
and the site (e.g., airway surgery) and length of surgery as
well as the difficulty in tracheal intubation and the intraoperative course.
Postoperative Care
Postoperative complications include airway obstruction,
oxygen desaturation and the need for reintubation as well as
hypertension, dysrhythmias and need for admission.
Although supplemental oxygen may be beneficial for most
patients, it should be administered with caution as it may
reduce hypoxic respiratory drive and increase the incidence
and duration of apneic episodes. Recurrent hypoxemia may
be better treated with CPAP along with oxygen rather than
oxygen alone. It is recommended that patients who use
CPAP preoperatively should use CPAP postoperatively, as it
may reduce the risk of airway obstruction and respiratory
American Society of Anesthesiologists NEWSLETTER
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depression.5 CPAP, however, should be used only after
patients are awake and alert. It is necessary that anesthesiologists familiarize themselves with the use of CPAP
devices, as determination of optimal CPAP setting may be
difficult in patients who
have not previously used
CPAP.
Prior to discharge, the
oxygen saturation on room
air should return to baseline, and patients should
not become hypoxic or
develop airway obstruction
when left undisturbed in
the recovery area. It is
observed that most significant postoperative complications in OSA patients
usually occur within two hours after surgery.6 The ASA
“Practice Guidelines for the Perioperative Management of
Patients with Obstructive Sleep Apnea” suggest that OSA
patients be monitored for a median of three hours longer
than their non-OSA counterparts before discharge from the
facility. In addition, the monitoring should continue for a
median of seven hours after the last episode of airway
obstruction or hypoxemia while breathing room air in an
unstimulated environment. These longer postoperative stays
may be the major limitation of performing ambulatory surgery in a stand-alone ambulatory surgery center or office
setting. It is important that the postdischarge instructions
emphasize the use of CPAP at home for patients who use it
preoperatively.

ment should be guided by the awareness of the potential
complications based on the severity of OSA, invasiveness of
diagnostic or therapeutic procedure and requirement of postoperative analgesia. Nevertheless development of policies

“Although the type and extent of surgery and the
need for postoperative opioids — rather than the
choice of anesthetic technique — appear to be
more important determinants of postoperative
complications, local or regional anesthesia should
be preferred whenever possible.”

Summary
Patients with OSA are at a high risk of perioperative
complications and pose several challenges to the anesthesiologist, including difficult tracheal intubation and increased
postoperative complications (e.g., respiratory obstruction
after extubation or respiratory depression after opioid
administration). Because undiagnosed OSA is common, a
focused history and physical examination can help to identify patients with OSA.
There is uncertainty regarding scheduling and management of OSA patients for outpatient surgery. With limited
understanding of their postoperative course, any recommendations remain speculative. Prudent perioperative manage-
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and procedures for acceptable outpatient surgery candidates
that take into consideration the special problems and risks of
OSA are crucial for improved postoperative outcome.
Ambulatory surgical patients with OSA may not meet criteria for safe home discharge in some instances. Therefore
probable options of admission should be discussed with the
patient prior to surgery.
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Informing the Misinformed About ICDs
Marc A. Rozner, Ph.D., M.D.
any anesthesiologists, surgeons, and cardiologists
wrongly believe that all implantable cardioverter-defibrillators (ICDs) work, although most devices actually perform
as designed and programmed. Most physicians also believe
that a magnet will always suspend tachy therapy (such as
shock). In fact misinformation about cardiac generator issues
gets published all too frequently,1 and these articles often generate comments submitted after publication, suggesting that
the review process is lacking as well.2 This area is ripe for
patient injury, since many cardiac events get misinterpreted in
patients with devices.3-6 At least part of the problem is the lack
of training, especially among cardiologists.7
In reality, most ICDs will suspend shock therapies upon
magnet placement. Some ICDs can be programmed to ignore
magnet placement (St. Jude Medical, Syl Mar, California;
Guidant Medical, Indianapolis, Indiana; Angeion Corporation, St. Paul, Minnesota). When a magnet mode is present
and enabled, often there is no good way to confirm appropriate magnet placement, since only ICDs from Guidant provide
unambiguous feedback of correct magnet placement and,
therefore, suspension of tachy therapies. It is interesting to
note that some pacemakers also can be programmed to ignore
magnet placement, yet many physicians wrongly believe that
all pacemakers convert to some continuous, asynchronous
pacing behavior with magnet placement.2
The notices in early 2005 by both Medtronic8 and
Guidant9-11 regarding premature battery failure in some
defibrillators should serve as a wake-up call to insist on a
preoperative evaluation of any device in any patient having
an elective surgery. Even more alarming, Guidant issued a
notice regarding malfunction of the magnetic reed switch in
a number of their ICDs used in patients with severe cardiomyopathies, and Guidant recommends that magnet function be permanently disabled by programming in these
ICDs.12 Also Medtronic announced recently a problem with
some Sigma pacemakers.13 And, unknown to most practi-
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“Following the course of action
recommended in the ‘ASA Practice Advisory for Perioperative
Management of Patients With
Cardiac Rhythm Management
Devices’ should prevent any untoward events that might arise …”
tioners, some ICD leads “chatter,” creating electrical noise
on the ventricular channel that can lead to inappropriate
shock therapy without warning, especially in the setting of
mild tachycardia (heart rates 90-100 bpm).
Following the course of action recommended in the ASA
“Practice Advisory for Perioperative Management of Patients
With Cardiac Rhythm Management Devices” <www
.ASAhq.org/publicationsAndServices/CRMDAdvisory.pdf>
approved by the ASA House of Delegates in October 2004
and published in the journal Anesthesiology,14 should prevent any untoward events that might arise, since the advisory recommends comprehensive generator evaluation both
preoperatively and postoperatively. Although some authors
and societies might consider this strategy unnecessary,15 it
certainly provides the highest level of safety for our patients.
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Filling the Chairs at SAAC/AAPD Meeting
John E. Tetzlaff, M.D.
he 2005 Society of Academic Anesthesiology Chairs/
Association of Anesthesiology Program Directors
(SAAC/AAPD) Annual Meeting on November 4-6, 2005, at
the Mandarin Oriental Hotel in Washington, D.C., began
with a repeat of the popular “New Chairs” workshop, which
was highly appropriate given that there are more than 20 new
chairs in the 2004-05 year, and several others are open at this
time. This workshop is run by experienced chairs, hospital
administrators and medical school leaders
and is offered to all new chairs and those
considering positions in the immediate
future.
The Friday afternoon session focused on
economics with reports from Steven J.
Barker, Ph.D., M.D., about the potential
benefits of consultants, Kevin K. Tremper, M.D., Ph.D.,
about the economic health of academic departments and
Alexander A. Hannenberg, M.D., about how academic anesthesiology is attempting to change the Medicare teaching
rule. The decision of the Centers for Medicare & Medicaid
Services (CMS) not to reverse the teaching rule (which currently reimburses teaching anesthesiologists at 50 percent
for concurrent cases when teaching surgeons are reimbursed
100 percent for both concurrent cases) was received with
concern. In a separate presentation, Dr. Hannenberg
reviewed the interface between anesthesiology and the
resource-based relative value system. Norman A. Cohen,
M.D., presented a detailed description of how Current Procedural Terminology™ codes are created and used.
Saturday morning began with a session that focused on
the future of anesthesiology and issues that could influence
anesthesiology education to adapt to these changes. David
A. Lubarsky, M.D., presented this subject from the business
perspective, Mark A. Warner, M.D., from the academic perspective and Michael “Monty” Mythen, M.B., from the
international view. This was followed by a session that
focused on participation of academic anesthesiology in
organized medicine. Jeffrey L. Apfelbaum, M.D., presented
the role of ASA in advocacy for academic anesthesiology.
Jane C.K. Fitch, M.D., presented information on the activities of the American Medical Association on behalf of academic anesthesiology. Dr. Warner made a strong case for
participation in the American Board of Anesthesiology
(ABA) and the Accreditation Council for Graduate Medical
Education (ACGME) via the Residency Review Committee
for Anesthesiology.
The luncheon speaker was ASA 2006 President Orin F.
Guidry, M.D., and he focused on how academic anesthesiology needed to work with ASA to achieve goals that were in

T

American Society of Anesthesiologists NEWSLETTER

the interest of both. Dr. Guidry’s talk was followed by a
panel about faculty development. Margaret Wood, M.B.,
presented the role of mentorship in junior faculty development. Roberta L. Hines, M.D., presented the idea that
recognition of excellence in clinical care and education can
advance academic development. Thomas K. Henthorn,
M.D., discussed the needs of departments to encourage clinical and basic science research.

The final panel of the day was chaired by Berend Mets,
M.B., Ph.D., and focused on the ACGME core competencies. John Bingham, Director of the Center for Clinical
Improvement, Vanderbilt University Medical Center, discussed the Institute of Medicine “Aims for Improvement.”
Doris Quinn, Ph.D., presented an approach to the linkage of
the competencies to outcome measures. The session ended
with a brief update on the status of the four-year curriculum.
Sunday morning began with an update from ACGME
and RRC by Judith S. Armbruster, Ph.D., and Mark A.
Warner, M.D. They discussed new program rules for core
residency and anesthesiology pain medicine. This was followed by a panel by John A. Ulatowski, M.D., Ph.D., and
Dr. Fitch, about residency accreditation issues. Glenn P.
Gravlee, M.D., presented an update from the ABA-ASA
Joint Council on In-Training Examinations, and Steven C.
Hall, M.D., presented an update from ABA.
Presiding over the SAAC/AAPD Annual Meeting in
addition to serving as moderators and lecturers were AAPD
President Daniel M. Thys, M.D., and SAAC President Lydia
A. Conlay, M.D., Ph.D.
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2006 PBLD Program — Open Call for Case Submissions
Meg A. Rosenblatt, M.D., Chair
Committee on Problem-Based Learning Discussions
he 2005 Problem-Based Learning Discussion (PBLD)
Program consisted of 149 cases selected from more
than 400 submitted during the open-selection process.
Each was offered twice at the Annual Meeting in Atlanta,
thus allowing attendees more opportunities to be involved
in the PBLD program. Nearly every available session was
filled. The Committee on PBLD wishes to continue the
open-call process, which has led to the vibrant nature and
ultimate success of the PBLD program.
Any active member of ASA is invited to submit a PBLD
case to the committee for review and possible selection for
the 2006 Annual Meeting in Chicago, Illinois. Please
remember that since last year the instructions for submission have changed. It is requested that the case discussion
not be in outline form but be a more scholarly discourse.
We are asking for not only a list of references to accompany the discussion but also for a second, focused “short list”
of specific references that will help to guide the attendee in
his/her preparation for the case discussion. Lastly, we are
limiting the number of times that a case can be presented
to three consecutive sessions.

T

Based on recommendations from the ASA Task Force
on Annual Meeting Opportunities, the Committee on
Annual Meeting Oversight will be continuing the critical
care medicine, obstetric anesthesia, neuroanesthesia and
cardiac anesthesia tracks in 2006. Additionally, regional
anesthesia, pain medicine, ambulatory anesthesia and
pediatrics will be added. Members of each of the scientific content subcommittees will be included in the review
process, along with the members of the PBLD committee
in evaluating cases for relevance, content, scholarship,
conformity to the guidelines that appear on the ASA Web
site and clarity of presentation. Of course, the committee
is looking for general cases and ones in any of the nontrack specialties. We are continually seeking new and controversial topics and those that contain diagnostic and
treatment enigmas and fill areas where content gaps exist
in the current program.
All cases must be submitted online in the Annual Meeting section of the ASA Web site at <www2.ASAhq.org>.
The deadline for submission for PBLD cases is midnight CST on February 1, 2006.

Nominations for Distinguished Service Award
he House of Delegates has established policies governing the selection of a recipient for ASA’s Distinguished Service Award. Procedures for the submission
of nominations and selection of a candidate for 2006 will
be as follows:
1. Any member of ASA or a component society may
submit the names of individuals for consideration for this
award.
2. Nominations must be submitted on the nomination
forms, which may be obtained from the ASA Executive
Office, together with a current curriculum vitae.
3. Nomination forms should be submitted to:
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Roger W. Litwiller, M.D.
Committee on Distinguished Service Award
American Society of Anesthesiologists
520 N. Northwest Hwy.
Park Ridge, IL 60068-2573
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4. Nomination forms must bear a postal mailing date
prior to August 1, 2006.
5. The committee will review the names of nominees
submitted and recommend to the House of Delegates the
name of no more than one candidate. Selection of a candidate shall require a two-thirds vote of the full committee. The Distinguished Service Award may be given to
an ASA member for outstanding clinical, educational or
scientific achievement or contributions to the specialty
and/or exemplary service to the Society.
6. No officer of ASA shall be eligible for selection.
7. Should the committee select a candidate to enter
into nomination in the House of Delegates, the name of
the candidate shall not be disclosed until placed in nomination before the House of Delegates.
8. Final selection of the recipient of the Distinguished
Service Award shall be made by the House of Delegates
by secret ballot and shall require a two-thirds vote of
those seated in the House of Delegates.
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Residents Invited to Enter Research Essay Contest
SA resident members are reminded that April 1, 2006,
is the deadline for receipt of entries in the Residents’
Research Essay Contest. Three prize winners will be invited to present their papers at the ASA Annual Meeting in
Chicago, Illinois, in October 2006. The rules for entry are:

A

Eligibility
1. The entrant must be a member of ASA at the time
of submission. Any co-entrant(s) may or may not be a
member of ASA.
2. The work reported should have been completed during residency or research fellowship training. Research performed as a student may be considered.
3. Papers should be submitted during or within one year
following completion of the training.
4. A previous entry or award does not preclude eligibility.
Submission of Entry
1. A letter from the residency program director confirming eligibility must accompany each submission.
2. Concurrent submission of an abstract of the work for
presentation as a regular scientific paper at the ASA Annual Meeting is required. That submission should be prepared
using the ASA abstract submission material in accordance

with the rules and deadlines for submission of regular ASA
scientific abstracts and submitted independently of the
essay contest application.
3. Manuscripts should follow the format provided in the
“Guide for Authors” of the journal Anesthesiology. The
work should not have been presented, published or submitted to any other meeting, journal or residents’ essay contest
prior to this submission. A limit of 25 double-spaced pages,
including all figures, tables and references, will be enforced;
manuscripts that exceed the page limit will not be reviewed.
The original and 21 copies of the manuscript must be
received by April 1, 2006, by the office of the Chair of the
Committee on Research, Michael K. Cahalan, M.D.,
Department of Anesthesiology, University of Utah, 30 N.
1900 E., Room 3C444, Salt Lake City, UT 84132.
Complete guidelines for application are available from
residency program directors or from the ASA Executive
Office, 520 N. Northwest Highway, Park Ridge, IL 600682573. Guidelines for the submission of ASA Annual Meeting scientific papers are also available from the ASA Executive Office and the ASA Web site. The “Guide for
Authors” for the journal Anesthesiology can be found in the
January issue of the journal.

32nd National In-Training Exam Set for July 8, 2006
he American Board of Anesthesiology-ASA Joint
Council on In-Training Examinations encourages all
trainees in anesthesiology to participate in the 32nd
National In-Training Examination to be given July 8,
2006.
The examination last year was challenging and stimulating to trainees and rewarding to program directors.
The 2006 examination will be identical in format. Keyword feedback will be supplied to examinees and program directors, and scores will be provided to enable the
examinees to compare their performances to that of all
other residents at the same training level and to track
their own growth in knowledge. Each program director
will receive a summary of the performance of all trainees
in that program, including every year each trainee has
participated.

T
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A roster of residents who took the In-Training Examination in 2005 will be sent to program directors for
updating. Instructions will be included with the rosters.
Canadian trainees and their program directors will follow
the same procedures. The updated roster and fee of $100
per examinee must be received by the ASA Executive
Office on or before May 1, 2006.
Application information related to the In-Training
Examination is available to program directors from the ASA
Executive Office, 520 N. Northwest Highway, Park Ridge,
IL 60068-2573; or contact <J.Jacobson@ASAhq.org>.
Any other questions may be directed to Glenn P.
Gravlee, M.D., Ohio State University Medical Center,
Department of Anesthesiology, 410 W. 10th Ave.,
Columbus, OH 43210; <gravlee.l@medctr.osu.edu>.
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2006 ASA Scientific Papers: Call for Abstracts
he submission procedure for the 2006 ASA Annual
Meeting scientific papers is the same as that used in
2005. For 2006 ASA has once again partnered with
Marathon Multimedia, which specializes in online abstract
submissions.
The abstract submission program will be accessible on the
Annual Meeting section of ASA’s Web site <www.ASAhq.org
/AnnMtg> by clicking on the “Submit an Abstract” link. All
accepted abstracts will be published in their entirety in electronic format, and a summary of the abstract will be published in the 2006 Annual Meeting program book. Submission instructions are available on the ASA Web site and will
not be mailed to authors. It will not be necessary to request
a packet of abstract submission material.
The following outlines the 2006 Scientific Papers submission process:
• The submission Web site will be available beginning January 6, 2006. The deadline for submitting all
abstracts is Friday, April 1, 2006, at 11:59 p.m. Central
Standard Time.
• To submit your abstract using the online submission form, you must be using Netscape Navigator or
Communicator, version 7.0 or higher, or Microsoft
Internet Explorer, version 5.2 or higher.

T

• All submission instructions will be available on the
ASA Web site and accessible from any point during the submission process. No separate submission packet will be
mailed.
• Authors may input and revise submissions until the
deadline or until the abstract is officially submitted by clicking the “Submit” button. Entries will be checked automatically for completeness once officially submitted. After the
closing deadline, entries that are not in compliance with all
of the submission requirements will be assumed to be in draft
format and will not be considered by the graders.
• A brief summary of the study must be included with
the submission and, for abstracts that are accepted, will be
published in the 2006 Annual Meeting program book. The
summary will not be considered when the abstracts are graded. The September supplement to Anesthesiology will consist of a CD-ROM containing the full text and graphics of all
accepted abstracts.
• The use of scientific characters and common style elements such as bold, italic and underline will be permitted.
Font specification, with some limitations, will be available.
The ASA Web site will contain more complete information regarding the process for submitting abstracts.

Informing the Misinformed About ICDs
Continued from page 20
7. Rozner MA. Pacemaker misinformation in the perioperative
period: programming around the problem. Anesth Analg.
2004; 99(6):1582-1584.
8. ICD recall. Available at <www.medtronicinfo.com/overview
.asp>. Published February 10, 2005. Accessed on December 8, 2005.
9. Important medical device safety information and corrective
action (Insignia, Nexus). Available at <www.guidant.com/
physician_communications/insignia-nexus.pdf>. Published
September 22, 2005. Accessed on December 8, 2005.
10. Urgent medical device safety information and corrective
action (Contak Renewal failure). Available at <www
.guidant.com/physician_communications/RENEWAL_
RENEWAL2.pdf>. Published June 23, 2005. Accessed on
December 8, 2005.
11. Urgent medical device safety information and corrective
action (Prizm failure). Available at <www.guidant.com/
physician_communications/PRIZM2_DR.pdf>. Published
June 23, 2005. Accessed on December 8, 2005.
12. Urgent medical device safety information and corrective
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action (magnet issue). Available at <www.guidant.com/
physician_communications/RENEWAL3_RENEWAL4.pdf>.
Published on June 23, 2005. Accessed on December 8, 2005.
13. Important Patient Management Information. Available at
<www.medtronic.com/crmLetter.html>. Accessed on
December 8, 2005.
14. Practice advisory for the perioperative management of
patients with cardiac rhythm management devices: pacemakers and implantable cardioverter-defibrillators: A
report by the American Society of Anesthesiologists Task
Force on Perioperative Management of Patients With Cardiac Rhythm Management Devices. Anesthesiology. 2005;
103(1):186-198.
15. Stevenson WG, Chaitman BR, Ellenbogen KA, et al. Subcommittee on Electrocardiography and Arrhythmias of the
American Heart Association Council on Clinical Cardiology
in Collaboration With the Heart Rhythm Society. Clinical
assessment and management of patients with implanted cardioverter-defibrillators presenting to nonelectrophysiologists. Circulation. 2004; 110(25):3866-3869.
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ll of us sometimes use “law,”
“legislation,” “rule” and
other names for norms interchangeably. The label we choose
may identify the source of a particular requirement or prohibition,
however, and also the manner in
which it might be changed.
Choosing with discernment will
enhance the credibility of a
speech, article, letter, slide presentation or even an oral inquiry to a
government official. Some of the
words are blanket terms and many
of them can be either specific or
generic depending on the context.
How do you perform on the quiz
below?

well as agency interpretations,
instructions, etc.

A

Laws, Legislation,
Regulations: What’s
in a Name?
Karin Bierstein, J.D., M.P.H.
Associate Director of Professional Affairs

Select only one answer for each of the following questions. Compare your answers with those below.
1. What is the correct definition of the word “law?
a) An Act of Congress.
b) A statute enacted by our elected representatives.
c) The whole set of laws, regulations and other norms
by which the government determines much of our
behavior.
d) A regulation.
e) All but d).
2. Isn’t a law the same thing as legislation?
a) Yes
b) No
c) Sometimes
3. Are “law” and “regulation” synonymous?
a) Yes
b) No
c) So what?
4. One of the following answers is incorrect. Which one?
a) Changing a regulation usually requires a new law
(statute) or regulation.
b) A law can be changed by the court.
c) A law can be changed by another law (statute).
d) A regulation can be changed only by a law (statute).
5. Is “regulation” synonymous with anything?
a) “Regulation” is synonymous with “statute.”
b) “Regulation” is synonymous with “rule.”
c) “Regulation” means any rule published by a government agency following public notice and comment as
American Society of Anesthesiologists NEWSLETTER

6. What do you mean, agency
“interpretations, instructions,
etc.?”
a) The agency issues an interpretation or instruction to a
party making the request for
clarification.
b) Interpretations and instructions are nonbinding regulations.
c) They contain rules adopted
without notice or comment.
d) They are the same thing as
“guidelines.”

7. Does a proposed rule matter?
a) Yes
b) No
8. How does “ruling” fit in here?
a) It doesn’t.
b) A “ruling” is the content of a rule.
c) A “ruling” is generally the decision of a court — or of
an administrative law judge, or of an arbitrator —
applying the law to the parties to the proceeding.
9. How do I find out whether there is some law or rule
or any other &$@*?$! governmental requirement that
affects me as an anesthesiologist?
a) Learn your way around the Medicare Web site
<www.cms.hhs.gov>.
b) Add the Government Printing Office <www.gpoaccess.gov> to your list of favorite Web sites.
c) Read the ASA NEWSLETTER assiduously and check
the “What’s New” items at <www.ASAhq.org>.
d) All of the above.
10. Bonus question: Do anesthesiologists care about
civics and administrative law?
a) Yes
b) No
Answers:
1. e) A law is an Act of Congress, which is a statute, but
it is never “a regulation.” “The law” means the totality of
laws and rules.
In our system, the two houses of Congress or both houses of the state legislature must agree to adopt a new “Act of
Congress” or “law” or “statute.” “The law” usually means
the whole set of governmental rules — generally, or by subJanuary 2006
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ject, e.g., “the HIPAA law” or “the antitrust law.” For why anesthetists or anesthesiologist assistants know that the
“a regulation” is the wrong answer, see Question 3.
Medicare rules prevent them from involvement in concur2. c) A law is sometimes the same thing as legislation. rent activities other than additional surgical anesthesia cases,
When a bill is proposed in Congress, it is “legislation,” and or labor epidurals, or any of the other so-called “permissible
when it is passed, it becomes a law, i.e., a statute. Some- sins.” Those rules do not appear in the medical direction
times, however, we will
regulation; they are instrucrefer to a specific law as
tions to the local Medicare
“the HIPAA legislation” or
carriers and are published
ASA Annual Practice Management
the “Medicare legislation.”
in the Centers for Medicare
Conference and from the Certificate
This often indicates that the
& Medicaid Services
speaker remembers the lob(CMS) Claims Processing
in Business Administration Program:
bying and the process by
Manual. Billing for servicLeadership for Anesthesiologists
which
the
legislation
es that do not conform to
became law.
the instructions can lead to
3. b) “Law” and “reguan investigation by the
Friday, January 27-Sunday, January 29, 2006
lation” are not synonymous.
Office of the Inspector GenLake Buena Vista (Orlando)
Congress or the state legiseral (OIG) or even the
lature passes a law, which
Department of Justice.
Last Chance to Register!
the president or governor
As for CMS interpretasigns, and then typically the
tions, consider the medicaDownload program and registration form from <www
relevant agency of the Exection security/locked carts
.ASAhq.org/Washington/2006pmbrochure.pdf>
utive Branch implements
issue. The regulation says
that law through more speonly, “All drugs and biologcific regulations (although
icals must be kept in a
some laws are self-executlocked storage area.” The
ing). Example: Congress added a provision to the Social “Interpretive Guidelines” contain all the details on who must
Security Act directing the Secretary of Health and Human be in the operating room with an anesthesia cart that is
Services (HHS) to pay for Medicare medical services using unlocked. As appended to the CMS State Operations Mana relative value-based Physician Fee Schedule, beginning in ual, they are couched merely as instructions to agents or
1992. Each year since then, HHS has published a hefty reg- Joint Commission on Accreditation of Healthcare Organizaulation describing, changing and updating the Physician Fee tions surveyors checking hospitals for compliance with the
Schedule.
Conditions of Participation. Is there an anesthesiologist
4. d) A regulation can be changed by a law or by a sub- whose hospital has received or been threatened with a citasequent regulation or by a court decision.
tion who does not see the Interpretive Guidelines as enforceThus a) and c) are correct. Answer b) is correct because able, inflexible rules — not just as “guidelines?”
courts can tell legislatures how they must fix a law, but they
7. a) A proposed rule matters a great deal. The agency
cannot rewrite the statute themselves — unless they are gives notice that it plans to issue or update a regulation by
declaring part of a law unconstitutional, which changes that publishing a proposed rule in the Federal Register (“Notice
law automatically by excising the unconstitutional portion.
of Proposed Rule-Making,” or NPRM). Publication triggers
5. c) “Regulation” means a formally adopted rule, but it a 30-, 60- or 90-day period running for interested parties to
also covers standards that appear without notice in agency file comments urging the agency either to adopt the proposal
interpretations and instructions.
or to modify it. Many members of the Society of Academic
Technically, regulations are norms adopted after they Anesthesiology Chairs/Association of Anesthesiology Prohave been published in proposed form, commented upon by gram Directors recently submitted extensive comments in
any interested parties and reconsidered by the agency. Give response to the 2005 proposed rule on the Physician Fee
yourself half a point if you answered that “regulation” is Schedule, as did ASA. We were all very disappointed in the
synonymous with “rule” because that is the truth, just not final rule that once again denied teaching anesthesiologists
the whole truth. If you are reaching the conclusion that all parity with teaching surgeons.
of these terms have fluid meanings — but within definite
Another proposed rule of great interest was the one pubbounds — give yourself a full bonus point.
lished in March last year indicating that CMS intended to
6. c) “Interpretations” and “instructions” issued by an make the necessary changes to the medication security reguagency contain rules and are ignored at your peril.
Continued on page 29
Anesthesiologists who bill for medical direction of nurse
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Looking Ahead to 2006
Lisa Percy, J.D., Manager
State Legislative & Regulatory Issues
006 will be a busy year at the state level, where 36 gubernatorial races and 46 state legislatures have open seats in
either the House, Senate or both. Eleven of the gubernatorial races are in states that have opted out on the Medicare
rule for physician supervision of nurse anesthetists. This
creates an opportunity to elect governors who would oppose
an opt-out, and at the same time, ASA and state
component societies must remain vigilant in preventing current governors from opting out as their
terms expire.
With respect to legislative activity, 46 state legislatures are in regular session. Arkansas, Montana, Nevada, North Dakota, Oregon and Texas
will not convene for a regular session; however,
committees will conduct studies on particular
issues during this time. A handful of states passed
medical litigation reform legislation in 2005, and
in response, a flurry of scope-of-practice bills
could be introduced in 2006. The American Medical Association has identified 20 states that are experiencing a medical liability crisis, and legislation to address the
crisis may be introduced in those states (Arkansas, Connecticut, Florida, Georgia, Illinois, Kentucky, Massachusetts, Mississippi, Missouri, Nevada, New Jersey,
New York, North Carolina, Ohio, Oregon, Pennsylvania,
Rhode Island, Washington, West Virginia and
Wyoming). As in prior years, legislation can move quickly
as most state legislatures adjourn by mid-year. Therefore it
is imperative to frequently contact the sponsor of a particular bill for its status. The only states expected to adjourn
after June are California, Delaware, Massachusetts,

2

Michigan, New York, North Carolina, Ohio, and Rhode
Island as well as the District of Columbia (no date set).
In addition to legislative activity, ASA and state component societies monitor activity proposed by the state medical
boards and nursing boards. Contact information and the URL
for each state medical board and nursing board can be found

“While ASA’s Washington office tracks
legislation and regulations at the
state level, please keep us updated on
the developments in your state by
contacting us at (202) 289-2222 or
<l.percy@ASAwash.org>.”
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at <www.fsmb.org/directory_smb.html> and <www.ncsbn
.org/regulation/boardsofnursing_boards_of_nursing_board.
asp>.
Proposed office-based surgery regulations are currently
before the state medical boards in Arizona, Kansas and
Oregon.
Additionally the state medical societies are another
source of information in order to monitor state activities.
While ASA’s Washington office tracks legislation and regulations at the state level, please keep us updated on the
developments in your state by contacting us at (202) 2892222 or <l.percy@ASAwash.org>.
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Obstetric Anesthesia: It’s Not Just About Epidurals!
William R. Camann, M.D., President
Society for Obstetric Anesthesia and Perinatology
he Society for Obstetric Anesthesia and Perinatology
(SOAP) is a subspecialty organization of ASA whose
mission is to promote excellence in research and the practice
of obstetric anesthesiology. SOAP is an active society, and
obstetric anesthesiology issues are some of the most frequently encountered questions among ASA members. What
are some of the current issues that the specialty of obstetric
anesthesiology has encountered?

T

What Can SOAP Do for You? The society has many
resources that a practicing anesthesiologist may find useful.
On our homepage <www.soap.org>, one can utilize a feedback option that allows one to submit any question to the
SOAP office. These questions are initially screened by
Lawrence C. Tsen, M.D., our society’s secretary, and then
answered by either Dr. Tsen or in consultation with other
appropriate persons within the SOAP Board of Directors
and various committees. Some of the more frequent questions include issues related to “policy” or “guidelines.” For
example, what should one do with regard to fetal monitoring in the pregnant patient undergoing nonobstetric surgery? What should patients be allowed to eat or drink during labor? What constitutes appropriate fasting guidelines
before elective cesarean delivery? When is the appropriate
time and anesthetic technique for a postpartum tubal ligation? And there are many more! If you have a question
about obstetric anesthesiology, SOAP can find an answer
for you!
Additional resources include publication of a “What’s
New in Obstetric Anesthesia” article annually in both Anesthesiology1 and the International Journal of Obstetric Anesthesia.2 These comprehensive reviews, always written by an
expert in obstetric anesthesiology, provide an up-to-date
summary of the recent literature that influences our practice.

William R. Camann, M.D., is Associate
Professor of Anesthesia, Harvard Medical School and Director of Obstetric
Anesthesia, Brigham and Women’s Hospital, Boston, Massachusetts.

Volume 70

■

Number 1

■

January 2006

Society for Obstetric Anesthesia and Perinatology

At present, a task force has been assembled to revise the
ASA “Practice Guidelines for Obstetric Anesthesia” <www
.ASAhq.org/publicationsAndServices/obguide.html>. This
document, first introduced in 1999, will provide practitioners with guidelines to help with many of the more common
and even uncommon clinical situations that arise. The foundation for the guidelines is always evidence-based to as
great a degree as possible, and the input of expert consultants is utilized from both within and outside the specialty of
anesthesiology. Moreover SOAP and ASA place tremendous value on the input of our members. Hence, as part of
the process for the practice parameters revision, we will
hold open forums at various national meetings, and we welcome and actively encourage all interested ASA members to
contribute.
Integration With Other Specialties: Obstetric anesthesiology has become a mature and respected subspecialty in
the arena of the care of the pregnant patient. Obstetric anesthesiologists now regularly appear as faculty speakers and
panelists at national meetings of the American College of
Obstetricians and Gynecologists, Society for Maternal-Fetal
Medicine and the North American Society of Obstetric
Medicine (NASOM). It is now de rigeur that obstetric anesthesiologists are included in all aspects of the multidisciplinary care and management of the high-risk pregnant patient.
SOAP’s annual meeting now will regularly feature an
“obstetric medicine” specialist to deliver a lecture on what is
new in that specialty; the inaugural lecture was given last
year by NASOM President Raymond Powrie, M.D., and
met with enthusiastic and positive reviews.
Controversies Continue: One of the most interesting
aspects of obstetric anesthesiology is the passion created by
the various controversial topics related to pain relief during
labor. Over the last decade, there has been no more controversial topic than the effect of regional analgesia on the
progress and outcome of labor. It has now been shown to a
reasonable degree of certainty that regional analgesia may
be “associated with,” but does not “cause,” a higher rate of
cesarean deliveries due to failure to progress in labor. An
American Society of Anesthesiologists NEWSLETTER
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additional wrinkle was addressed in an important randomized, controlled trial published in the February 17, 2005
issue of the New England Journal of Medicine, wherein it
was shown that early institution of regional analgesia, compared to later in labor, does not necessarily lead to an
increased incidence of cesarean delivery.3 This study
received widespread media attention in many national newspapers, magazines and television. The principal author of
the study, Cynthia A. Wong, M.D., from Northwestern University in Chicago, and myself as author of an editorial4 that
accompanied the article, were interviewed on the “Today”
show to discuss the implications of this study. This segment,
which aired February 17, 2005, was the recipient of the
2005 ASA Media Award for television, presented at the
ASA Annual Meeting in Atlanta last October.
Considering that a very common methodology for billing
labor analgesia services includes a ceiling on allowable time
units, the Wong study may have implications for the economics of obstetric anesthesiology. If, as a result of the
study, labor analgesia is initiated earlier, the duration of
anesthetic care increases and the fraction of physician time
recognized under time unit ceilings falls. Put another way,
early analgesia may increase service demands without a corresponding expansion of payable units. Readers can be sure
that both SOAP and the ASA Committee on Economics will
be watching this issue closely.

The next SOAP Annual Meeting will take place on April
26-30, 2006, in Hollywood, Florida. Details are available at
<www.soap.org>. We hope to see a large crowd!
References:
1. Tsen LC. Gerard W. Ostheimer. What’s New in Obstetric Anesthesia. Lecture. Anesthesiology. 2005; 102(3):672-679.
2. Tsen LC. What’s new and novel in obstetric anesthesia? Int J
Obstet Anesth. 2005; 14(2):126-146.
3. Wong CA, Scavone BM, Peaceman AM, et.al.The risk of cesarean delivery with neuraxial analgesia given early vs. late in labor. N
Engl J Med. 2005; 352:655-665.
4. Camann WR. Pain relief in labor. N Engl J Med. 2005; 352:718720.

Erratum
n the November 2005 “Subspecialty News” article
“ASCCA: A Defining Role in Future Improved
Outcomes,” Susan K. Palmer, M.D., was incorrectly
listed as a member of a group that met during a United Network for Organ Sharing conference. The person listed should have been Susan M. Mandell, M.D.

I

Practice Management: Laws, Legislation, Regulations
Continued from page 26
lation. (Changing the regulation itself, and not just the
Interpretive Guidelines, would give more permanence to
the new standard.) Unfortunately, although the comment
period ended in May, we do not know when the final rule
is likely to appear in the Federal Register.
8. a) The term “ruling” does not really fit in here,
although c) is the correct definition. Judges issue rulings, lawmakers issue legislation and government agencies issue regulations. One way to complicate the simple answer is to compare a ruling to an “advisory opinion” from an agency enforcement unit such as the OIG.
An advisory opinion is a formal response to a request for
an interpretation. It applies only to the party or parties
who requested it, but it often takes on a normative life of
its own. For an illustration, see the discussion of the
OIG’s advisory opinions on gainsharing in the “Practice
Management” column in the October 2005 NEWSLETTER.
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9. d) The Medicare, Government Printing Office
and ASA Web sites are among the top resources for laws
and rules affecting the practice of anesthesiology, as is
the NEWSLETTER.
10. a) Some anesthesiologists do care about civics
and administrative law.
An ASA member recently sent an e-mail asking for
an update on the status of the proposed rule on medication security and on postanesthesia evaluations, stating:
“We have reviewed the comments on the CMS Web
site and were pleased to find general support for both
these proposed changes [medication security and
postanesthesia evaluation requirements]. However, we
have not been able to find any further information in the
Federal Register or on the CMS Web site to identify if
this has now been published as a final rule. This is probably a reflection of our lack of knowledge about the
process by which proposed rules become final rules.”
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SCA: Creating a New Breed of Subspecialists
James G. Ramsay M.D., President
Society of Cardiovascular Anesthesiologists (SCA)
n October 2005, the Accreditation Council for Graduate
Medical Education (ACGME) posted proposals for training program requirements in cardiothoracic anesthesiology
on its Web site for comment. This was a momentous
achievement for cardiothoracic anesthesiologists
nationwide. It was the culmination of many
years of effort by SCA and many individuals related to our subspecialty.
SCA’s mission is to promote “excellence in patient care through education
and research in perioperative care for
patients undergoing cardiothoracic and
vascular procedures.” What could be
more important or relevant to this mission than ensuring a core program of
knowledge, case-type exposure and specific expertise for subspecialist cardiothoracic anesthesiologist trainees? To this end,
more than eight years ago, Richard Davis, M.D.,
then president of SCA, appointed a task force under
the leadership of past president Alan Jay Schwartz, M.D., to
create a proposal for submission to ACGME. Dr. Schwartz
and his task force created the “criteria document,” also found
at the ACGME Web site. (Go to <www.ACGME.org>,
click on “Program Requirements” then “Adult Cardiothoracic Anesthesiology.”)
This document presents the very persuasive and complete case in favor of establishing subspecialty training
requirements. While this document reflects a large component of the work of the task force, Dr. Schwartz and his task
force also have expended a major effort to elicit support
from leaders in anesthesiology and in other specialties who
provide care for the cardiothoracic surgery patient. Once the
proposed training requirements have been accepted, this will
lead to ACGME accreditation of training programs, placing
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James G. Ramsay, M.D., is Professor of
Anesthesiology, Emory University School
of Medicine, Atlanta, Georgia.

Volume 70

■

Number 1

■

January 2006

the subspecialty of cardiothoracic anesthesiology on the
same educational foundation as cardiothoracic surgery and
cardiology.
The criteria document and the proposed program
requirements define what SCA and ACGME
believe “make” a cardiothoracic anesthesiologist. These documents indicate the broad
range of experience, as well as the type of
environment required, for the creation of
a subspecialist. A year of training in
adult cardiothoracic anesthesiology
will be expected to provide, among
many other experiences, adequate
exposure and training in transesophageal echocardiography (TEE) to
enable the fellow to be eligible for certification in perioperative TEE by the National Board of Echocardiography (NBE). This
reflects the reality that TEE is an integral part of
cardiothoracic anesthesiology practice.
One of the issues surrounding the creation of a new subspecialty is, what happens to the old guys like me? We need
to be very clear on this point: Creation of a subspecialty with
program requirements and ACGME accreditation of training
programs does not mean certification of individuals. The
practice of cardiothoracic anesthesiology will continue as in
the past, and those individuals currently providing this care
should continue to call themselves cardiothoracic anesthesiologists. In addition to staying abreast of new procedures
and developments in our field, those of us who trained
before the widespread adoption of TEE need to advance our
knowledge of this powerful tool to provide the expert care
and guidance expected by our surgical colleagues. With
recognition of the subspecialty of cardiothoracic anesthesiology and accreditation of training programs, the professional prestige for those of us currently in practice will be
enhanced, as we will be recognized as the pioneers and mentors of the new breed of subspecialists.
The process of creating the new subspecialty of cardiothoracic anesthesiology, with ACGME accreditation of
training programs, appears to be “on track” to become a
reality within the next two years. For more than 10 years,
successive presidents and boards of SCA have strongly supported the cause. Thank you and congratulations to Dr.
Davis, who had the vision, to Dr. Schwartz and his task
force, who have guided the process to date, and to all those
within and outside of anesthesiology who have helped in the
realization of this important goal.
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Killing Two Birds With One Stone: ASA Offers $1,000 Grants for
Resident Leadership and Education
Benjamin D. Unger, M.D., President
Resident Component Governing Council
like to consider myself of the generation of doctors whose
practice is evidence-based and data-driven. When I think
about what qualifies an ASA Resident Component meeting
as successful, I search for benchmarks and things I can
quantify. On one level, the ASA Resident Component is
doing well. At the 2005 ASA Annual Meeting in Atlanta last
October, every Resident Component election was contested,
with 11 excellent candidates running for four positions.
Moreover we raised $3,093 at a resident fundraiser for Hurricane Katrina Disaster Relief. Many residents attended our
seminars on practice management, regional anesthesia and
communications and provided very positive feedback.
Still, vast opportunities for improvement exist. Eleven
candidates vying for four spots leaves seven resident-leaders
without an outlet to cultivate their leadership skills. Likewise, while the hundreds of residents who attended the
Annual Meeting benefited greatly from the seminars they
attended, thousands of residents throughout the country
remain without access to that information.
Fortunately the ASA House of Delegates passed a resident initiative at this year’s Annual Meeting that will address
both of these issues. The approved resolution allows ASA
to offer two $1,000 grants to sponsor resident-organized
regional meetings as a pilot project. Should the program
succeed, it will be expanded to five grants next year.
These grants were modeled on the “Regional Meeting
Grants” offered by the of the American Medical Association
Medical Student Section (AMA-MSS). For more than a
decade, AMA-MSS has offered $1,000 grants to groups of
medical students organizing meetings in each of AMA’s
seven regions. According to AMA-MSS Program Administrator Danielle Bauer, “The goal of the Regional Meetings is
to reach out to those members who cannot attend our national meetings and get them involved in the AMA-MSS. The
regional meetings provide an educational and social program, but more importantly, an opportunity to strengthen
chapters and… build cohesiveness within a region.”
Ms. Bauer notes that the meetings offer an educational
component focused on a theme. “These topics are typically
issues important to students, such as student debt or international health, and the speakers are usually local leaders in
these fields. The [goal] is to not only educate the members
on the topic, but inspire them to get involved and organize
grassroots activities.”
AMA-MSS tries to stay flexible to help better meet the
needs of medical students. For instance, AMA Region 7
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“ … [W]hile the hundreds of residents
who attended the Annual Meeting
benefited greatly from the seminars
they attended, thousands of residents
throughout the country remain without access to that information.”
(New York and New England) divides its grant in two to
support meetings in the spring and fall. Ms. Bauer also says
that socializing plays an important role in these meetings.
“Students naturally plan some innovative social events. In
some cases, they try to theme the social event around the
location (for example, a country-and-western bar in Texas
and a casino in Las Vegas). Others have organized more
elaborate events, such as a formal sit-down dinner at an art
museum with a senator providing the keynote address.”
I asked Ms. Bauer about students active at the regional
level going on to serve at the national level. She responded
by saying, “We have many students who were involved at
the regional level, either as region chair or meeting coordinator and have gone on to hold national leadership positions
on our Governing Council, AMA Councils, MSS Committees, etc. For instance, our current Governing Council
includes two members who formerly served as their region
chairs. Also, many of our representatives on the AMA Councils and other organizations like the NBME, NRMP and
LCME, served in leadership roles within their region.”
Ms. Bauer points out that a critical aspect is fostering
Continued on page 32

Benjamin D. Unger, M.D., is a CA-3 resident at the University of Pennsylvania,
Philadelphia, Pennsylvania.
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‘Simulation Saturday’ on March 11 to Introduce a New
ASA-Sponsored Educational Opportunity
Keith J. Ruskin, M.D., Chair
Committee on Electronic Media and Information Technology
igh-fidelity medical simulation has become an important part of graduate medical education around the
globe. Medical simulators make it possible to practice the
management of both common clinical problems and rare,
but potentially fatal critical events such as malignant hyperthermia.
Traditionally simulation education in anesthesia has been
limited to training programs at medical schools and teaching
hospitals. As a result, many anesthesiologists in clinical
practice have not yet experienced this valuable training
experience. In order to introduce ASA members to simulator education, ASA, in cooperation with simulator centers
around the country, has developed a “Simulator Saturday”
that will occur on March 11, 2006.
The goal of this program is for simulation training centers in each state to offer a one-day training session for practicing clinicians. These programs will typically include a
tour and introduction to the facility and a very enjoyable,
dynamic and interactive learning session. Individual programs will vary according to each center’s expertise. The

H

sponsoring institution, subject to Accreditation Council for
Graduate Medical Education and institutional guidelines,
may grant continuing medical education credit. Space at
individual centers will be limited, so anesthesiologists who
wish to participate should enroll as quickly as possible.
Simulation centers maintain strict confidentiality and do not
report anyone’s performance to any organization or body
without prior acknowledgement and permission.
The goal of Simulator Saturday is to provide ASA members a complimentary and enjoyable introduction to simulator-based education. It is hoped that Simulator Saturday and
other planned promotions will ultimately raise awareness
and increase the demand for simulation-based training. The
success of Simulator Saturday depends upon the support of
all ASA members to either become an enthusiastic participant or to spread the word to other interested anesthesiologists. Each participating center will provide the program
free of charge.
For more information, follow the “Sim Saturday” link on
the ASA Web site <www.ASAhq.org>.

Residents’ Review: Killing Two Birds With One Stone
Continued from page 31
leadership skills. “I think that there is no doubt that the
key to students’ involvement at the national level is early
involvement at the regional level. These positions provide a stepping stone for leadership roles within the
national AMA and MSS.”
While I am very happy about the current state of
affairs within the ASA Resident Component, I also see
great opportunities to expand opportunities for resident
leadership and education. I am very excited that ASA
has chosen to initiate a program of regional meeting
grants that has been so successful at AMA-MSS.
How to Apply for a Grant
E-mails with the application information should be
sent to ASA Resident Component President Benjamin
D. Unger, M.D., at <gthunger1@hotmail.com> by February 15, 2006. Application information should
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include primary resident contact name, list of other residents involved with meeting planning, along with their
institution and e-mail addresses, description of meeting
location and logistics, budget proposal, proposed date(s)
of event (should be before October 6), proposed agenda
and speakers, attached letter from state society (which
should express support and hopefully pledge of matching funds), attached copies of proposed event flier that
mentions ASA and, if applicable, state society sponsorship. Information about the geographical location that
the event is expected to draw from as well as plans for
getting information to target residents also is useful.
Using the money to expand on already existing resident meetings is allowed. Weight will be given to programs that include resident leadership and attendance
from multiple institutions. Residents should feel free to
contact Dr. Unger with any questions.
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Announcing 2006
Meeting Dates
for ASA Governing
Bodies
SA President Orin F. Guidry,
M.D., has announced that the
Interim Meeting of the Board of
Directors will be held in the Chicago
area on March 4-5, 2006. The Annual Meeting of the Board of Directors
will be held in the Chicago area on
August 19-20, 2006. The deadline for
submitting reports for the March
meeting of the Board is Friday, February 3. The deadline for submitting
reports to the August Board meeting
is Friday, July 21.
The first meeting of the House of
Delegates will be held in Chicago on
Sunday, October 15.
The Speaker of the House of Delegates has provided regulations in the
Rules of Order to provide that all
reports and resolutions for the House
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of Delegates must be in the hands of
the Executive Director no later than 5
p.m. Tuesday, August 29, 2006.
When possible, all individuals are
requested to submit their reports by
August 15 to provide sufficient time
for the Executive Office to prepare the
reports for distribution. This is also the
deadline for receipt of reports from
directors. Director reports will be
included in the first mailing of the
House of Delegates on September 1.
The 2006 House of Delegates will
not consider reports or resolutions
received after 5 p.m. Tuesday, August
29.

ABA Announces…
ASA Solicits
ABA Directorate
Nominations

the Directorates now held by Steven C.
Hall, M.D., and Mark W. Warner,
M.D., end with the Annual Meeting of
the Board in fall 2006. Drs. Hall and
Warner are eligible for re-election.
In accordance with the policy established by the ASA representatives to
the Joint Committee at the ASA Annual Meeting on October 20, 1961, the
component society secretaries and
directors of ASA have been notified
regarding the procedure to be followed
in submitting the name(s) of a candidate or candidates for the guidance of
the ASA representatives to the Joint
Committee.
These names must be mailed to the
ASA Executive Office, 520 N. Northwest Highway, Park Ridge, IL 600682573, with a postal mailing date prior
to March 1, 2006.

he American Board of Anesthesiology (ABA) has announced that

T

Erratum
n the caption under the photo
of the ASA 2005 Annual
Meeting First-Place Scientific
and Educational Exhibit Award
Winners, which appeared on
the back cover of the December
2005 NEWSLETTER, John A.
Dilger, M.D., second from
right, was incorrectly identified
as Mark W. Pagnano, M.D.
The NEWSLETTER Editor
regrets this error and offers his
sincerest apologies to Drs. Pagnano and Dilger. Committee
on Scientific and Educational
Exhibits Chair Andrew D.
Rosenberg, M.D., is third from
left.
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The Facts on Substance Abuse in
Anesthesiology

fornia7 that follow physicians in all specialties for several
years found that the “relapse rates” for anesthesiologists is
not higher than for nonanesthesiologists.

n the April 2005 ASA NEWSLETTER, Michael Scott,
J.D., provided an excellent and timely report on the
complex issue of legal aspects of drug testing. However, a
few points need some clarification. Mr. Scott states that
anesthesiologists and anesthesiology residents are “among
those at greater risk to become chemically dependent on
alcohol or drugs.”1 There is no evidence that anesthesiologists are at greater risk of becoming dependent on alcohol
than physicians in other specialties of medicine.2
The author mentions a commonly cited observation
that anesthesiologists are represented in drug addiction
recovery programs at three times the percentage that anesthesiologists exist in the physician population. This higher percentage was observed in a few subspecialized, tertiary care, referral treatment programs in the early 1980s,
not at “any given time” across all treatment facilities.
Paris et al.3 reported that, in the New Jersey Physician
Health Program, 6.1 percent of the physicians were anesthesiologists. An Illinois program reported that 4.6 percent of physicians in its study were anesthesiologists.4
Hughes et al.2 found a prevalence of any abuse or dependence among anesthesiologists to be 7.8 percent, while that
of emergency medicine physicians was 12.4 percent and
psychiatrists 14.3 percent.
Mr. Scott discusses data from a study by Booth et al.
stating that “almost 20 percent of chemically dependent
anesthesiologists die or require resuscitation.” Booth
reported that 18 percent of individuals died or almost died
“before any substance abuse was suspected.” I suspect
that in many of these cases, there were other symptoms
prior to the identifying event. Another finding in Booth’s
study, stating that 24 percent of faculty in anesthesiology
residency programs did not receive any education on
addiction in anesthesiologists, would partially explain how
the diagnosis could be delayed or missed.
The article also touches on the very complicated issue
of recidivism. The author states, “Among those addicted
anesthesiologists who do not die, I understand, the recidivism rate is very high.” The results from 1995’s ASA
COOHORP Study published an overall relapse rate of
about 14 percent per year for residents and practitioners.6
This may be considered too high, but studies by the state
physician monitoring programs for New Jersey2 and Cali-

Jerry S. Matsumura, M.D.
Reno, Nevada
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Awakening Laryngospasm
Debate in Pediatric Patients
his letter is in response to a comment made in the
August 2005 ASA NEWSLETTER (letter to the editor
titled “Laryngospasm: A Preventable Cause of Cardiac
Arrest”) regarding laryngospasm as a preventable cause of
cardiac arrest. The authors of this letter suggest that intravenous access should be obtained on all pediatric patients
and, furthermore, should be obtained prior to induction of
anesthesia. Their concerns were that this would reliably
prevent cardiac arrest, as neuromuscular blockers could be
readily given in case laryngospasm were to occur.
I have two comments to make regarding this issue. As a
practicing pediatric anesthesiologist for over eight years, I
can attest that it is extremely rare to have such a severe
laryngospasm in a patient where there is no intravenous
(I.V.) access. The final point I want to state concerns the
last comment made by the authors: “If our specialty is truly
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interested in minimizing the risks of anesthesia in all
patients, is it not time to reassess the issue of intravenous
access in pediatric anesthesia?” I wonder if the authors perform awake fiberoptic intubation in all of their patients,
regardless of age, as to avoid that “can’t intubate, can’t ventilate” scenario that may occur after induction of general
anesthesia.
Yashesh R. Savani, M.D.
Grand Rapids, Michigan

Reply to Dr. Savani From Drs.
Norman and Daley
e agree entirely with the letter from Yashesh R.
Savani, M.D., that laryngospasm leading to cardiac
arrest is very rare. Indeed, cardiac arrest from any cause
during an anesthetic is rare, and we anesthesiologists are
privileged to work in a field with such good outcome rates.
We must not, however, become complacent with these rates
and should be continually striving to explore ways to
improve the safety of anesthesia.
The real questions regarding this issue are: Will adequate
intravenous (I.V.) access prevent cardiac arrest due to laryngospasm, and is it practical to obtain I.V. access on all pediatric patients? The answer to the first question is a definite
“yes.” The answer to the second may be less clear. One
needs to look at the reasons for avoiding or delaying (until
after induction) I.V. access in pediatric patients and then
decide if this outweighs the benefit. Having trained as residents at the major pediatric hospital in Canada, we have
seen routine I.V. access pre-induction in action and know
that it is both practical and acceptable.
If our own children were to undergo general anesthesia
of any kind, we would insist on an I.V. being inserted prior
to induction. Is it not better to stay out of trouble than to
get out of trouble?

W

Peter H. Norman, M.D.
M. Denise Daley, M.D.
Houston, Texas

The Price of Privilege
he August 2005 “From the Crow’s Nest” describing
ASA’s ongoing congressional lobbying efforts contained two incongruous statements that speak volumes
about the current American political process. The first
inspires a sense of national pride: “[W]e as individual citizens have the right to directly contact our representatives
and express our opinions without penalty… a privilege that
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most of the world still dreams about.”
The second, however, revealed the repulsive reality
about our current democratic process: “[M]oney in the
form of contributions to campaigns… means access to
politicians who will hear the message about an important
issue.” The bottom line is that the Golden Rule — he who
has the gold, makes the rules — is alive and well in American politics. This may explain why there are not more regulations unfavorable to anesthesiologists, yet there are over
45 million Americans without health insurance because
they do not have the “means” to access their representatives. I feel privileged … do you?
Sam R. Sharar, M.D.
Seattle, Washington
Editor’s Note: As Dr. Sharar has noted the oft-quoted
“Golden Rule” — he who has the gold rules — he has
inadvertently given the best reason for contributing significantly to ASAPAC. It is our PAC’s contributions that often
get the attention of the elected official, candidate or staffer
who gives access for our message to be heard. If we don’t
speak with our elected officials, more and more regulations
will come down that adversely affect anesthesiology. Each
year, each ASA member ought to write a check to the
ASAPAC. I’ve written mine — Dr. Sharar, have you written yours?
— D.R.B.

Helping Pain Patients Bear Their
Burden
“Men need the truth dinned into their ears over and
over again.”
— Rene Laennec
heartily support Stephen P. Long, M.D., on the issue of
opioids (September ASA NEWSLETTER). The articulate
landscape you put forth is indeed a remarkable journey of
our collective failure to provide relief for the suffering.
From the early days of John J. Bonica, M.D., of
beloved memory, we were and still are the guardians of the
gates of pain.
Unfortunately, as Dr. Long clearly points out, we have
been weakened on all sides.
The never-ending horde of referrals to pain clinics
unfortunately reflects sadly on the lack of teaching and
understanding of the patient in pain. The element of fear
of “Big Brother” looking over their shoulders is without
question a major incentive to be rid of the patient in pain.
Our hospice involvement over many years and the
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ongoing care of patients in pain could not have been
accomplished without the beacons of knowledge and compassion. The tragedy of the pain patient reflects our mainstay of teaching over the past 40 years. The easiest pain to
bear is someone else’s.
Keep up the good work, Stephen.
Sheldon L. Burchman, M.D.
Milwaukee, Wisconsin

One Vote for All
must confess that I have come to anticipate the arrival
of the ASA NEWSLETTER as it has become more interesting and informative. This impression was confirmed in
the September 2005 issue when I read the announcement
of the candidacy of 13 ASA members running for elected
office. Evidently, August 1 was the deadline for those
planning to run to announce their intention.
My joy was elicited as I remembered that about 10
years ago, I submitted a letter of concern noting that every
November issue the portrait of the president-to-be
appeared in page 2 of the NEWSLETTER announcing that
he/she had moved from the president-elect to the presidency for the next 12 months. A short biography followed.
On page 4, we were notified of who was to be the president-elect; an even shorter biography followed. The
membership had not been informed how they stood on the
issues that bewildered us then (some of which still remain
a threat today). In other words, we knew very little how
they performed in the administrative positions they held,
nor was their intended agenda announced. I received
some excuse, and my letter was never published.
If this information was given to the House of Delegates,
they failed to pass it on to their respective state society
memberships, in detail and before the election. The result
has been that our presidents function as “responding executives,” only acting on the issues that threaten our practice,
our Society or our position in the medical forum. Seldom
have we heard “I am going to change this” or “I am going
to look into that,” and only recently we heard, “I’m going
to form a commission that will study … ” No platform or
plan had been announced so the membership could make a
selection of our leaders. This form of election and the lack
of responsive representation have resulted in apathy among
the membership and an undetermined number of anesthesiologists who deserted ASA.
We, the Membership, would like to:
• Have clarity and transparency in the organization’s
functions;
• Change the electoral process;
• Hear from each of the candidates running for office,
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before the election, and hear what their position is in
every issue that affects our practice;
• Know, in advance, what plans candidates have for
their tenure; and
• Have one-member-one-vote.
Hopefully we will be able to elect the one candidate
who has new ideas, original proposals and sound judgment
while facing adversity with sufficient knowledge of the
issues and able to express him/herself well enough to
debate them with other candidates.
We not only want to know who is running, we also
want to know why we should give him/her our vote. Using
Internet communication, after posting the candidates’ profile, a debate can be conducted nationwide; some members
could ask questions to them. Every active member could
then vote, having been well-informed and without having
to leave their homes. The democratic dream of one-member-one-vote will come true. May the best candidate win.
J. Antonio Aldrete, M.D.
Birmingham, Alabama

Miller Time
he article by R. Dennis Bastron, M.D., in the October
2005 ASA NEWSLETTER on “Albert Miller: Anesthesiology Pioneer,” evoked the words of the immortal Yogi
Berra, “It’s like déjà vu all over again.”
It was some 53 years ago that my mentor, Meyer
“Mike” Saklad, M.D., escorted me from the Rhode Island
Hospital to the then Providence Lying-In Hospital to witness an anesthetic administered by this same Dr. Albert
Miller for an emergency cesarean section. Despite the
fact that a half century has elapsed, that scenario in time is
as vivid today as then. There a 70-something-year-old
physician demonstrated the use of his (unpatented!) Miller
ether cone. With his head close to the patient’s ear, sotto
voce, he induced anesthesia with no indication of the
excitement phase we were accustomed to. The procedure
continued to be uneventful, not the usual complaints from
the surgeon about relaxation. The baby screamed at birth,
and if we had had the Apgar Score available, it would
have been at least a “10.”
At a meeting of the so-called “Friday Night Club,” Dr.
Miller discussed his proposed use of “Constant Pressure
Nitrous Oxide-Oxygen Anesthesia.” He subsequently used
it successfully in a series of diaphragmatic hernias heralded in the press at the time as the “upside down stomach.”
One seldom finds reference to his many original anesthesia contributions, ranging from probably the first
detailed anesthesia record to, and including, his descrip-
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tion of the ascending intercostal muscle paralysis that
develops as the depth of anesthesia increases.
The anesthesiologist of this era often found him/herself
in the incongruous and frustrating position of, despite
being at the head of the (operating) table, seldom receiving
the respect or the recognition usually accorded this position. When Albert Miller sat at the head of the table, there
was no question as to who was the “captain of the ship.”
Dr. Saklad, mentioned in the article, was one of the
early directors of the American Board of Anesthesiology.
He was a pioneer in respiratory physiology and developed
a ventilator with the capability of supplying CPAP and
PEEP.
One can only surmise that if both these men, these
icons, had chosen that Mecca of Medicine, Boston, some
45 miles away, as their milieu of practice rather than the
hinterlands of Providence and Fall River, their undertakings, their innovations, would not have been relegated to
obscurity and antiquity.
Herbert Ebner, M.D.
Grand Cayman

Who Will Pay the Price for P4P?
Our Patients
t the Annual Meeting in Atlanta, ASA leadership
expressed its perceived obligation, despite reservations, to participate in the process to define performance
targets for anesthesiologists to protect its members from
being excluded from future positive updates to Medicare,
as threatened by some in Congress. Many ASA members
articulated a distrust of the motivations of those who have
created this pay-for-performance (P4P) monster and see it
as a misguided attempt by well-intentioned intellectuals
and a brilliant strategy by savvy businessmen to reign in
medical spending. P4P may well provide a ruse for Congress and/or the Centers for Medicare & Medicaid Services to institute essentially nonpayment for bureaucratic
performance (“NP4BP”).
The Institute of Medicine has recognized the specialty
of anesthesiology for its seminal contributions to patient
safety. Medical liability insurers have corroborated this
with their lowering the insurance risk class for the specialty. Despite all this, Medicare persists in treating our specialty egregiously concerning payment for services, both
with a preposterously low conversion factor and an oppressive teaching rule. If we are treated like this in the face of
recognition for our improved performance, until these evils
have been redressed, how can we as a specialty possibly
participate in Medicare P4P?
All around us there is discussion concerning P4P: in our
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hospitals, in our other medical societies, in our newspapers. It does not seem possible to push this evil genie back
into the bottle, but we may and we must, if we make
enough noise, change the framework of the debate concerning how P4P might be applied to our specialty. As the
one specialty that has proven its commitment and success
in improving performance, we need to demand that we
lead the way: Give us the tools (i.e., the funding) to measure performance, allow ASA to mine the data in a scientific manner, and then have ASA set goals that facilitate
patient care. We must refuse to take the intellectually dishonest route of producing check-off boxes that facilitate
nothing except a justification for Medicare and then private
insurers to pay less for what really may not be less at all.
We must not abdicate our professional scientific responsibility to do what is logical, coherent and beneficial for our
patients and our profession.
Moreover, Medicare is unique in prohibiting any payment (even payment to the patient) for noncontracting
physician services. If payment for noncontracted commercial services is to be preserved, as it must be to prevent private insurers from just setting the payment rates
(as they basically do in Massachusetts and other states that
prohibit so called “balance billing”), consider what will
happen if payments to physicians are reduced by P4P and
patients are then left with a larger share of cost. There are
repercussions here that go far beyond trying to include
anesthesiologists in some nebulous future potential
Medicare rate updates. This is so important that we must
now contemplate, if we cannot derail this train and if we
are unable to change its course, laying down on the tracks
in a way that the American Medical Association will not
and cannot do, when push comes to shove, because of its
basic principles to protect patient access to care at all
costs, no matter what.
Kenneth Y. Pauker, M.D.
Laguna Niguel, California

NEWSLETTER Editor Needs to Be
More Agreeable
t is always wonderful to open the ASA NEWSLETTER
each month and see your smiling face! But, increasingly, these “Ventilations” are becoming more and more difficult to read.
First, may I recommend a book to you? It is titled The
Four Agreements, written by Don Miguel Ruiz. It is somewhat kitschy, but well meaning.
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The first agreement: Be impeccable to your word.
The second agreement: Don’t take anything personally.
January 2006

■

Volume 70

■

Number 1

38

The third agreement: Don’t make assumptions.
The fourth agreement: Always do your best.
Now, I cannot tell you how these simple statements can
be applied to your life, but I can tell you how they can be
applied to your editorial in November 2005. First, the
Chair of the SUNY at Buffalo Department of Anesthesiology (where we both trained), John I. Lauria, M.D., was a
formidable presence both in and out of the operating room.
No, he was not the author of any well-known texts of anesthesiology nor did he have a National Institutes of Health
grant, but he took several independent, struggling, lackluster anesthesia programs within the city of Buffalo and
combined them into a powerful training entity. He
empowered every resident who trained in the program to
not be a faceless entity at the head of the operating table.
Believe me, no one then or since has referred to Dr. Lauria
or myself as “Hey, Anesthesia.” John Lauria was and still
is a true mentor to many of us who trained with him. Also
our training program did have tenured professors, examiners for the ASA boards and a member of the Association of
University Anesthesiologists. Even in the early to mid1980s when we trained, graduates of our program were
given all the tools they needed to become perioperative
physicians.
That brings us to the third agreement … the assumption
that anesthesia should always be on the lookout to expand
its role in and outside of the operating room. Has anyone
thought about the fact that the majority of anesthesiologists
actually enjoy being in the operating room passing gas, left
to the sole pursuit of caring for a single patient at a time?
Frankly I never felt that I became an anesthesiologist to
supervise nurse anesthetists or otherwise spend my day. A
naïve thought, but what if anesthesiologists only delivered
anesthesia themselves …would we then be on the lookout
to grab another piece of the pie? Maybe the operating
rooms would only run the amount of rooms that anesthesiologists themselves could cover.
Doug, I have known you since you began your residency in anesthesia. I know you always do your best and
always have. I also know your heart is in the right place,
but please take a look at The Four Agreements and see how
you can apply it to all that you do!

‘Hey, Anesthesia’ and Proud of It
am writing in response to your “From the Crow’s Nest”
in the November 2005 ASA NEWSLETTER. While anesthesiology does tend to be an anonymous specialty, I am
not convinced that wholesale changes in our specialty are
warranted merely to prevent being addressed as “Hey,
Anesthesia.”
I was never referred to as “anesthesia” when I practiced
primary care or as a hands-on anesthesiologist at a small
community hospital. While I cannot say the same is true
in my current academic anesthesiology position at the University of Pittsburgh, my experience as a comparatively
high-profile physician in my past practice has made my
current name, “anesthesia,” while not optimal, certainly
tolerable.
The truth of the matter is that anesthesiologists tend to
possess the following characteristics: an interest in shortterm critical care, desire for immediate gratification as a
result of our interventions, fondness of performing interventional procedures and enough self-assuredness so as not
to require outside recognition for our abilities. These characteristics contribute to our being occasionally addressed
in generic terms.
While I agree with the vision of Ronald D. Miller,
M.D., of our specialty in managing the perioperative experience, and believe we should take a greater role in preoperative and postoperative care, I have not seen much interest in making the transition to hospitalist. The number of
empty critical care anesthesiology slots speaks volumes.
The bottom line is that anesthesiology is a great profession as is: We perform an invaluable service that nobody
else is remotely qualified to provide, we make a difference
in our patients’ lives (whether they realize it or not), and
we have colleagues who can competently carry on when
we go home (a huge perk, although we are loathe to admit
it). If occasionally being addressed as “Hey, Anesthesia” is
the price we have to pay, I will pay it happily.
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Joseph F. Talarico, D.O.
(a.k.a. Anesthesia)
Pittsburgh, Pennsylvania

Amy B. Alvarez, M.D.
Buffalo, New York
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ASA Annual Meeting Wrap-Up
hanks to many people, the ASA 2005 Annual Meeting
in Atlanta was a success on all fronts. The Foundation
for Anesthesia Education and Research (FAER) is most
appreciative of the extra efforts made by the ASA staff as
well as FAER’s own sponsors and supporters for their
patience and flexibility. With the help of our Board of
Directors, Research Councils and many ASA Members, the
2005 Annual Meeting allowed FAER to continue executing
its strategic plan while enhancing the scope and impact of
its programs. In 2005, FAER committed to invest more
than $2 million in the FAER/ASA Research Program,
expanded the opportunities for residents to partake in the
Annual Meeting and sponsored the first Medical Student
Anesthesia Research Fellowship program. FAER could not
have done so much without the time and talents of our supporters.
Unfortunately the Centennial Gala had to be postponed
until the next ASA Annual Meeting. The Gala will be held
on October 16, 2006, in Chicago. Please visit <www
.FAER.org> for details.
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Resident Scholars Program
FAER and Abbott Laboratories again sponsored the
FAER/Abbott Resident Scholar Program at the 2005 Annual Meeting. For the second year, 20 resident scholars also
participated in the Society for Education in Anesthesia
scholar program. These programs acquaint residents with
advances in the specialty and increase their awareness of
current educational, scientific and political issues. By
attending the Annual Meeting early in their careers, residents meet ASA leadership and see the value of their
involvement with the Society and specialty. The Resident
Scholar Reception included 15 Medical Student Anesthesia
Research Fellows and featured an announcement of the
2006 FAER/Abbott-Volwiler and Tabern Resident Scholar
Program, in honor of Ernest H. Volwiler, Ph.D., and Donalee
L. Tabern, Ph.D., developers of the anesthetic Pentothal®.
Medical Student Anesthesia Research Fellowship
Program
Last year at the ASA 2005 Annual Meeting, FAER inaugurated a medical student symposium where 12 students
presented results from their FAER fellowship experience.
More information about this exciting program is available
in FAER’s January 2006 update, which will be included in
the January ASA mailing or on our Web site at <faer.org/
medicalstudents.php>.
Celebration of Research
The Celebration of Research luncheon was held on Monday, October 24. Opening comments from Michael M.
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Todd, M.D., preceded presentations by ASA award recipients. Debra A. Schwinn, M.D., Program Director, Cardiovascular Genomics Center for Genomic Medicine at Duke
University Medical Center, introduced the Excellence in
Research Award recipient, David S. Warner, M.D. Carl
Lynch III, M.D., Ph.D., introduced the third annual Presidential Scholar Award recipient, Zhiyi Zuo, M.D., Ph.D.
Winners of the Residents’ Research Essay Contest awards,
as determined by committee review of full-length manuscripts, were introduced: Edmund H. Jooste, M.B., Ch.B.,
Columbia University, New York, New York; Peter Nagele,
M.D., Medical University of Vienna, Vienna, Austria; and
Bettina Jungwirth, M.D., Klinikum Rechts der Isar der
Technischen Universität München, München, Germany.
Fifth Annual FAER Honorary Research Lecture
Alex S. Evers, M.D., presented the Fifth Annual Honorary Research Lecture following the Celebration of
Research Luncheon. FAER created this annual lectureship
as a means of recognizing outstanding scholarship by an
anesthesiologist to encourage young anesthesiologists to
undertake careers in research and teaching, which are crucial if anesthesiology is to improve its reputation as a medContinued on page 40

FAER Geriatrics Research
Council Request For
Applications: Factors
Predicting Outcome in the
Geriatric Surgical Patient
hrough its Geriatrics Research Council, FAER is
seeking applications for research funding for
studies that will identify factors that are associated
with or predictive of perioperative complications in
geriatric patients.
Although applications for all categories of FAER
grants are welcome, applications for Research Starter
Grants are especially encouraged. Applications will
be evaluated and scored through the same process as
other FAER grant applications. The deadlines for
FAER applications are February 15, 2006 and
August 15, 2006. Information regarding FAER
grants and application materials are available at
<www.faer.org>.
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ical specialty contributing innovation and excellence in
patient care. Dr. Evers was formally recognized for his
novel and important contributions in basic science investigations, most notably in the mechanisms of anesthesia. The
topic of Dr. Evers’ lecture “Understanding Anesthetic
Steroids: Sites and Mechanisms of
Action” is a result of his earlier
research focusing on anesthetic
steroids (also referred to as neurosteroids) and the use of biochemical
methods to study their binding to
protein targets in the brain. Specifically his work has identified
detailed mechanisms of biophysical action, delineated structure-activity relationships and
demonstrated the existence of two distinct sites of anesthetic steroid action on the GABAA receptor. Dr. Evers’
research has shed considerable light on the interactions of
the anesthetic steroids with their principal protein target, the
GABAA receptor. His group most recently has identified
antagonists of anesthetic steroid action and is narrowing in
on the precise binding sites for anesthetic steroids.
FAER Panel
The FAER Panel “Clinical Research in Anesthesiology:
Who Should Do It, How to Do It, How to Fund It, and How
to Publish It” was held immediately following Dr. Evers’
lecture. Attendees were presented with an opportunity to
understand the importance of clinical research to anesthesiology, pathways for a career in clinical research, funding
opportunities for clinical research, issues related to publication of clinical research and issues related to multidisciplinary, translational research. Ronald G. Pearl, M.D., Ph.D.,
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Professor and Chair of Anesthesia at Stanford University
Medical Center, moderated the panel. Panelists were:
David O. Warner, M.D., Professor of Anesthesiology, Mayo
Clinic, Rochester, Minnesota, “Clinical Research: Why It’s
Difficult and Why It’s Important”; Alison Cole, Ph.D.,
Deputy Assistant Director for
Research Training, National Institute of General Medical Sciences,
Bethesda, Maryland, “Funding
Opportunities and Career Development Pathways for Clinical
Research in Anesthesia”; Michael
M. Todd, M.D., Editor-in-Chief of
Anesthesiology and Professor and
Chair of Anesthesiology, University of Iowa, Iowa City,
Iowa, “Publishing Clinical Research”; and David J. Clark,
M.D., Ph.D., Associate Professor of Anesthesia, Stanford
University Medical Center, Stanford, California, “Pharmacogenetics and Anesthesia.”
Academy of Anesthesia Mentors
Due to the abbreviated meeting format for the ASA 2005
Annual Meeting, the FAER Academy of Anesthesia Mentors Committee, chaired by John P. Kampine, M.D., Ph.D.,
did not meet. It will, however, meet in May at the Association of University Anesthesiologists Annual Meeting to be
held on May 11-13, 2006, in Tucson, Arizona.
The FAER staff is looking forward to a year of progress
while fulfilling our mission and providing key resources to
the ASA membership for expanding and reinforcing the
scope and impact of anesthesiology. We look forward to the
ASA Annual Meeting in Chicago in 2006.
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