
          
          
 U.S. Allopathic Seniors Other Applicants All Applicants

  NRMP     Percent NRMP      Percent  NRMP       Percent  
 Year Applicants Matched Matched Applicants* Matched Matched Applicants Matched Matched

 1990  16,286   893  5.5%   64     

 1991  13,945   945  6.8%   72     

 1992  14,027   926  6.6%   99     

 1993  14,098   831  5.9%   112     

 1994  14,209   705  5.0%   120     

 1995  14,626   423  2.9%   113     

 1996  14,543   169  1.2%   156     

 1997  14,614   253  1.7%  11,709   244  2.1%  26,323   497  1.9%

 1998  14,616   388  2.7%  11,744   257  2.2%  26,360   645  2.4%

 1999  14,606   425  2.9%  11,856   231  1.9%  26,462   656  2.5%

 2000  14,993   549  3.7%  10,063   252  2.5%  25,056   801  3.2%

 2001  14,455   713  4.9%  9,526   260  2.7%  23,981   973  4.1%

 2002  14,336   904  6.3%  9,123   208  2.3%  23,459   1,112  4.7%

 2003  14,332   927  6.5%  9,633   284  2.9%  23,965   1,211  5.1%

 2004  14,609   897  6.1%  10,637   303  2.8%  25,246   1,200  4.8%

 2005  14,719   916  6.2%  10,629   314  3.0%  25,348   1,230  4.9%

 2006  15,008   1,040  6.9%  11,707   247  2.1%  26,715   1,287  4.8%

 2007  15,206   1,018  6.7%  12,738   268  2.1%  27,944   1,286  4.6%

 2008  15,220   1,070  7.0%  13,495   258  1.9%  28,715   1,328  4.6%

                                                                                     *Other Applicant counts prior to 1997 are not available.

Table 2: U.S. Allopathic Graduating Seniors and Other Applicants Matching Into Anesthesiology 
Compared to the Total Number in the NRMP, 1990 - 2008
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Figure 1: Total Recruitment Into Anesthesiology via the NRMP, 1990 - 2008
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increased from last year, setting a new record. A total of
1,328 candidates were recruited via the Match, an increase
of 42, or 3.2 percent from 1,286 in 2007. The number of
graduating U.S. allopathic seniors matching into anesthe-
siology CA-1 positions declined by 24 to 546 in 2008
[Table 1]. This continues the decreasing trend in U.S. allo-
pathic seniors matching into CA-1 positions from the
recent peak of 606 in 2003.  Programs are slowly shifting
their recruitment from CA-1 to PG-1 years as the popular-
ity of four-year integrated anesthesiology residency pro-
grams grows [Figure 2]. 

Of all NRMP applicants from U.S. allopathic medical
schools, the proportion of current graduating seniors
attracted into anesthesiology was 7 percent, similar to the
6.9 percent in 2006 and slightly up from last year [Table
2].  Historically, this percentage is at its highest since
1990. Two hundred and fifty eight physicians not graduat-
ing from U.S. allopathic medical schools also obtained
NRMP matches, 1.9 percent of non-U.S. seniors.
This percentage has been declining over the last three

years [Table 2 and Figure 2].  There were 102 matches
from osteopathic schools, 116 matches from international
schools, including U.S. citizens, as well as 40 prior U.S.
medical school graduates.   

Positions Offered and Unfilled [Tables 1 and 4]: With
minor fluctuations, the total number of Match positions
offered (PG-1 and CA-1) increased steadily from 946 in
1996 to 1,169 in 2002, reflecting an approximately 4-per-
cent annual growth in Match positions; since 2002, growth
has slowed to about 2 percent annually with 1,364 Match
positions offered in 2008.  Match positions represent only
a fraction of the total anesthesiology training positions
available in the U.S. At the CA-1 level, 81 percent of avail-
able positions were recruited from the NRMP match in
2007 [Table 4, page 24] compared to 78 percent in 2003
and 36 percent in 1997, reflecting the progressive rise in
Match recruiting from its low point and a leveling off trend
in recent years. Total match recruitment (PG-1 + CA-1)
has more than quadrupled since 1996.

The growth in positions offered at the PG-1 level in
2008 increased further to a total of 666. Concomitantly,
CA-1 Match position offers continue to decline more
quickly from their 10-year high of 846 in 2004 to 698 in
2008.  Unfilled Match positions (2.6 percent in 2008)
reflect a new historical low [Figure 3 and Table 1].
Sources of Recruits [Table 2 and Figure 2]: From 1996-
2002, apart from U.S. allopathic seniors, Match recruit-
ment of the other groups (osteopathic, international 
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medical graduates, sponsored graduate and others) aver-
aged 230 ± 37 (SD).  During 2003-08, it reached a peak of
314 in 2005, averaging 279 ± 26 [Table 3]. For the eighth
year in a row, behind only U.S. allopathic graduates, osteo-
pathic graduates contribute the greatest numbers to the
anesthesiology Match; this year’s total of 102 maintains
the 2006-07 levels.  Among the other non-U.S. allopathic
groups, there also is no change since 2004, with Match
recruitment from international medical graduate applicants
remaining low at 116.  This number includes both U.S. and
non-U.S. citizens.
Comment: Total combined NRMP Match recruiting at the
PG-1 plus CA-1 levels was approximately 1,200 in 2003-
05.  It increased to the near-1,300 level in 2006 and has

surged further to 1,328 in 2008. Total recruitment of U.S.
senior allopathic medical students into the specialty fur-
ther increased in 2008 by 52 students, or 5.1 percent, indi-
cating continued and growing interest of the specialty of
anesthesiology.  Residency programs continue to offer
more positions at the PG-1 level and slightly fewer at the
CA-1 level in 2008.  In fact, the number of PG-1 match
positions available (666) is now nearly as high as the num-
ber of CA-1 positions (698).  There were even fewer
unfilled Match positions than last year (36, or 
2.6 percent), thus the overall vacancy rate remains 
quite low.   

Continued on page 25

Source 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

   I      
          
   

  U.S Allopathic 169 253 388 425 549 713 904 927 897 916 1040 1018 1070

 Osteopathic 14 7 17 35 55 107 89 126 133 124 101 105 102

 IMG / U.S. 10 22 34 41 59 50 51 64 53 58 51 51 56

 IMG / non-U.S. 130 213 201 152 133 79 47 53 73 83 49 59 60

 Sponsored Graduate 1 2 2 2 3 15 15 36 40 45 42 49 40

  Fifth Pathway 0 0 0 1 2 4 3 4 0 1 2 0 0

 Canadian 1 0 2 0 0 3 3 1 4 3 2 4 0

 U.S. Physician 0 0 1 0 0 2 0 0 0 0 0 0 0

 Total Recruited 325 497 645 656 801 973 1,112 1,211 1,200 1,230 1,287 1,286 1,328

 Non-U.S. Allopathic 156 244 257 231 252 260 208 284 303 314 247 268 258

Table 3: Sources of the Match Into Anesthesiology, PG-1 and CA-1, 1996 - 2008
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Figure 3: Graduating U.S. Allopathic Seniors Recruited Into Anesthesiology via the NRMP, 1990 - 2008

524

 1,070  

 546  

23

June 2008 ■ Volume 72 ■ Number 6American Society of Anesthesiologists NEWSLETTER



    0

 200  

 400  

 600  

 800  

1,000  

1,200  

1,400  

19
90

 

19
91

 

19
92

 

19
93

 

19
94

 

19
95

 

19
96

 

19
97

 

19
98

 

19
99

 

20
00

 

20
01

 

20
02

 

20
03

 

20
04

 

20
05

 

20
06

 

20
07

 

20
08

 

Figure 4: Anesthesiology Positions Recruited vs. Positions Available via the NRMP, 1990 - 2008

 1,364  

1,328  All Recruited Positions Available

Table 4: NRMP Recruitment and Total Number of 
Entry-Level Residency Positions, 1991 - 2008       

       
   Total CA-1 CA-1 Positions All CA-1  
  Positions Filled Filled Outside Positions  
  via the Match the Match Available 

 1991  1,015   786   1,801  56%

 1992  1,018   886   1,904  53%

 1993  981   872   1,853  53%

 1994  869   1,004   1,873  46%

 1995  591   845   1,436  41%

 1996  347   726   1,073  32%

 1997  413   719   1,132  36%

 1998  596   629   1,225  49%

 1999  647   740   1,387  47%

 2000  765   688   1,453  53%

 2001  932   534   1,466  64%

 2002  1,069   402   1,471  73%

 2003  1,171   325   1,496  78%

 2004  1,201   238   1,439  83%

 2005  1,205   367   1,572  77%

 2006  1,187   389   1,576  75%

 2007  1,264   302   1,566  81%

 2008  1,240   n/a   n/a  n/a

Percent Filled
Via the Match

Year
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Summary: The 16th annual report on NRMP results for
anesthesiology shows that Match recruiting again
increased in 2008 from 2007. A total of 1,328 candidates
were recruited via the Match, an increase of 
3.2 percent compared to last year.  Furthermore, recruit-
ment of U.S. allopathic medical schools grew 5.1 percent.
The number recruited into the PG-1 year continues 
to rise with a corresponding slight decline at the 
CA-1 level.

Acknowledgments: We would like to express our appreci-
ation to Eric Christiansen, M.B.A., F.A.C.H.E., who assist-
ed substantively with data collation and analysis as well as
with the preparation of this report.

We thank Mr. Philip Szenas at the National Resident
Matching Program for providing 2008 Match data.  
Dr. Grogono’s past NRMP articles in the NEWSLETTER
have appeared in August 1993, May 1994, June 1995, May
1996, May 1997, May 1998, May 1999, May 2000, May
2001, May 2002, May 2003, May 2004, May 2005 and
May 2006. The committee’s 2007 report appeared in June
2007.

Committee on Physician Resources: Armin Schubert,
M.D., M.B.A., Chair, Michael W. Champeau, M.D.,
Daniel J. Cole, M.D., Gifford V. Eckhout, M.D., Kenneth
J. Freese, M.D., Susan L. Goelzer, M.D., Sarah B. Hull,
M.D., Alan D. Kaye, M.D., Ph.D., Joseph J. Kryc, M.D.,
Nagy A. Mekhail, M.D., Ph.D., David A. Nakata, M.D.,
Mary Dale Peterson, M.D. and Julia E. Pollock, M.D.
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Total ASA Membership: 43,217
Active members make up the largest segment (62 percent) of ASA’s total
membership, with resident members comprising 15 percent. 
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Membership by Age
The greatest number of ASA members

(31 percent) are between the ages of

45-54.  The second largest group 

(23 percent) is the

age 35-44.

The number of female anesthesiologists (23 percent)
has been climbing at a slow but steady rate as more
women enter medicine.  In 1996, women accounted

for 19 percent of ASA’s membership.

Membership by Gender



During the ASA Annual Meeting in Orlando, Florida,
the Technical Exhibit Program will be held from Sun-

day through Tuesday, October 19-21. Approximately 300
companies are expected to participate.  

A reception will be held in the exhibit hall on Sunday,
October 19, from 4:30 p.m. to 6 p.m.  Registrants will
receive a complimentary drink ticket.

Exhibits will be open in the Orange County Convention
Center, West Building, from: 

12:30 p.m. to 6 p.m. on Sunday, October 19 
9 a.m. to 4 p.m. on Monday, October 20 
9 a.m. to 3 p.m. on Tuesday, October 21
Annual Meeting attendees are encouraged to visit the

exhibits, which add another dimension to the educational

opportunities of the meeting. All products and services 
displayed are used in the anesthesiologist’s medical 
practice.  Exhibitors also contribute vital support to ASA
and the Annual Meeting.

Registrants for the 2008 Annual Meeting, except
exhibitors and spouses, will be provided with encoded
name badges for information retrieval by exhibitors.
Exhibitors will be able to use the encoded badges to record
names, e-mail (optional) and mailing addresses of regis-
trants who wish to receive further information.  It is, of
course, entirely at the discretion of individual attendees
whether or not they would like to receive further informa-
tion from exhibiting companies.

Technical Exhibit Program:  Come to Sunday’s Reception

The Refresher Course Lectures and Basic Science
Review Program will be presented at the ASA 2008

Annual Meeting, Saturday through Wednesday, October
18-22, 2008.  The lectures will be held at the Orange
County Convention Center.

A registration form will be included with the Annual
Meeting registration book sent this month. The form
allows you to list ticket choices.  The ticket price for
each lecture is $10 for all registrants.  Online registra-
tion will be available at www2.ASAhq.org.

The Annual Meeting Refresher Course Lectures
book will no longer be produced. Instead, all Refresher
Course Lecture summaries will be reproduced on a USB
flash drive and will be available for $20 per drive. 

This flash drive will be available at the Annual Meeting
and through the ASA Publications Department at 
publications@ASAhq.org. Tape recording and photogra-
phy will not be permitted during the lectures.  

The registration area in the Orange County Conven-
tion Center will be open from 3 p.m. to 9 p.m. on Friday,
October 17.  This schedule will enable participants to
purchase additional tickets and the USB drive before the
courses begin on Saturday morning.

Anyone planning to attend any of the Refresher
Course Lectures should register at the earliest possible
date.  Requests will be filled as they are received online
or at the ASA Executive Office.

Regulations Governing Assignment of Tickets

The ASA computerized Placement Service will be
accessible in the lobby of the Orange County Conven-

tion Center in Orlando, Florida, during the ASA Annual
Meeting.  Notices of practice opportunities and positions
being sought are posted on the Internet through ASA’s Web
site.  Users may search by state, type of position or subspe-
cialty.  Physicians can browse the employer information,
and employers can browse applications submitted by mem-
bers seeking a position.

Submission forms may be completed online at 
placement.ASAhq.org. You will be able to complete the
appropriate application form from this address.  

The information may be printed on site using high-
speed laser printers.

Users of this system at the Annual Meeting will be able to
post local contact information. Postings made for the 
Annual Meeting will be available through December 1, 2008.

The Placement Service will operate from 3 p.m. on 
Friday, October 17, through 2 p.m. on Wednesday, October 22.

ASA Placement Service
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The latest honor to come to John W. Severinghaus,
M.D., is the renaming of the ASA Plenary Lecture on

Translational Science in his honor.  Beginning in 2008, the
lecture, delivered at the meeting since 2004, will now be
called the John W. Severinghaus Lecture on Translational
Science in recognition of his contributions to medical sci-
ence. Dr. Severinghaus will deliver his namesake lecture at
the ASA Annual Meeting in Orlando on Tuesday, October 21,
2008, at 11:30 a.m. in the Orange County Convention Center.
His lecture is titled “Gadgeteering for Healthcare.”

ASA honors are not new to Dr. Severinghaus. He received
the first ASA Excellence in Research Award in 1986.

He is Professor Emeritus of Anesthesia at the University
of California in San Francisco (UCSF).  He was a Senior
Staff Member of the Cardiovascular Research Institute there.

Dr. Severinghaus was born in Madison, Wisconsin.
After majoring in physics, he designed radar test equipment
at the Massachusetts Institute of Technology during World
War II.  During medical school, he developed the first elec-
trophrenic respirators.  He published the first measurements
of the rate of uptake of N2O during anesthesia.  He then
became a medical physicist-physician and introduced blood
gas analysis while directing research at the National Insti-
tutes of Health (NIH) from 1953-1958.  He studied the
effects of high altitude on respiration and the brain and
helped to develop noninvasive monitoring of oxygen and
CO2 in patients.  

In 1958, he joined UCSF in the Cardiovascular Research
Institute and a new anesthesia department. While on sab-
batical in Copenhagen, Dr. Severinghaus designed a blood
gas slide rule relating oxygen pressure to hemoglobin satu-
ration and solving acid base and altitude problems. With the
help of numerous colleagues, he published the standard
human oxygen dissociation curve, with a simple equation,
and accurate corrections for temperature and pH effects.

Dr. Severinghaus held an NIH Research Career Award
from 1963 to 1991.  His 350-plus published articles range
from physiology of respiration and pulmonary and cerebral
circulation, location of the medullary ventral surface 
CO2 chemoreceptors, physiologic effects of anesthetics, of
high and low Pco2 and Po2, of high altitude on natives and
newcomers on the lung, on cerebral blood flow, brain acid
base balance and respiratory control. He developed and
tested instruments such as pulse oximeters, brain and trans-
cutaneous blood gas electrodes, introduced multiplexed
mass spectrometry for multi-patient monitoring in surgery,

and pioneered the introduction of
computers in clinical anesthesia. 

He served as NIH liaison to the
National Research Council of the
National Academy of Sciences
(1953-58), as member of an NIH
study section (1961-66), and as 
respiration section editor of the
Journal of A pplied Physiology
(1964-66).  He continues to serve as
referee for physiology, medicine
and anesthesia journals.  His recent
interest is Lavoisier’s plagiarism,
Priestley’s role and Scheele’s long-
neglected role in the discovery of
oxygen.

Dr. Severinghaus applauds ASA’s
decision to elevate translational 
science to its deserved role in steadily
improving the specialty of anesthesi-
ology.  He will be introduced at the
Annual Meeting by longtime 
colleague and friend Thomas F.
Hornbein, M.D., an anesthesiologist
and respiratory physiologist.

John W. Severinghaus Lecture 
on Translational Science

John W. Severinghaus, M.D.



I am humbled to occupy even a small portion of the month-
ly “Practice Management” column to introduce myself.  I

have read several of the prior articles and have found them
well-researched and of great value to the ASA membership.
Thus, while I am unconvinced of the value of writing a col-
umn to introduce myself, I have been persuaded that it is
necessary.

At the end of March, I joined the Washington, D.C.-
based ASA Office of Governmental and Legal Affairs as the
new Associate Director of Practice Management and Quality
Initiatives.  The title is embarrassingly long, and I am still
attempting to formulate an acronym so that I do not have to
recite it each time someone asks me what I do for ASA 
(I welcome all suggestions).  Suffice it to say that I will
work in the areas of practice management and quality, which
I see as becoming increasingly connected
with the advent of pay-for-performance ini-
tiatives and increased emphasis on perform-
ance measurement.  More importantly, these
areas are critical to the mission of anesthesi-
ologists and ASA.  

When I elected to transition to ASA, I
must confess that my knowledge of anesthe-
siology was, at best, vague.  I liken it to my
hypothetical knowledge-base shortly after
waking from deep sedation.  My impression
was that you all were every patient’s
favorite doctor — you sweep in, administer some narcotics,
and your patient experiences an enjoyable “ride.”  In my
short time with ASA thus far, I have already gained a much
better appreciation for the complex practice of anesthesia,
and I look forward to continuing to augment this apprecia-
tion.  In the meantime, I think Jerry A. Cohen, M.D., Chair
of the Section on Professional Standards, has provided my
favorite quotation about the practice when he recently

wrote, “It’s moments of terror and hours of waiting for
moments of terror; a much more agitated state that keeps us
alert at all hours.”

My prior experiences include two membership associa-
tions.  Most recently, I served as Associate Director,
Quality Alliances at the American College of Cardiology
(ACC), where I managed and led quality-improvement pro-
grams. The most notable program with which I was involved
was D2B: An Alliance for Quality, an international quality
improvement effort of more than 1,000 hospitals focused on
reducing door-to-balloon times in patients treated with 
primary percutaneous coronary intervention. Previously, I
worked with the United Network for Organ Sharing, where
I helped to develop national organ allocation and distribu-
tion policies for kidneys and pancreata.  

On the practice management side, I have worked as a
Senior Health Care Consultant for LW Consulting, where I
provided financial, analytical and compliance consultation
to a variety of clients, including hospitals and physician
practices.  I also served as Senior Attorney for AHC, Inc.,
where I represented hospitals in third-party reimbursement
claims.  I am excited to return to some of my practice man-
agement roots and have the opportunity to learn the varied,
particular aspects of an anesthesia practice.

Through my experiences and years of working with a
variety of physicians, I have noticed a consistent thread —
physicians are passionate about their patients, profession
and practices. From far-flung meetings in such “glamorous”
destinations as Chicago, Atlanta, Dallas and Phoenix,  I have
sensed there is a deeper calling that explains all the time
spent away from families and practices.  I wish the general
public could get a glimpse into the worlds I have seen and
witness these true passions from physicians.  

My first ASA committee meeting, the Committee on Per-
formance and Outcomes Measurement (CPOM) in April,
showed me that anesthesiologists possess these passions as

The New Face of Practice Management and Quality at ASA
Jason R. Byrd, J.D.
Associate Director of Practice Management and Quality Initiatives

Jason Byrd, J.D. is the Associate Director
of Practice Management and Quality
Initiatives for ASA in its Washington, D.C.
office.
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“Through my experiences and years of 
working with a variety of physicians, 
I have noticed a consistent thread — 
physicians are passionate about their
patients, profession and practices.”



well.  Members of the committee were engaged and com-
mitted; however, the central tenets of the weekend meeting
were whether the recommendations of the committee were
the best thing for the patients, profession and practice. 
 I appreciate the CPOM members for so generously welcom-
ing me to the ASA family.  

Now that I have shared enough about me, let me offer
some of the highlights in terms of projects and activities that
will be the focus of our quality and practice management
efforts during the next year and beyond.

Performance Measurement, Future Reporting 
and Alphabet Soup

First, the concept of transparency and providing more
information to consumers, including physician-level report
cards, is a constant drumbeat.  Recently, a number of organ-
izations endorsed or supported an effort by the Consumer-
Purchaser Disclosure Project titled, “The Patient Charter for
Physician Performance Measurement, Reporting and Tiering
Programs.”1 The Patient Charter is a national agreement
between consumer, employer and labor organizations on one
side and physician groups and health insurers on the other
regarding principles to guide how health plans will measure
physician performance and report the information to con-
sumers.  This is merely one example in the rising sea of
patient-centered health reform in which the ultimate design is
providing patients with reliable information they can use to
make informed choices with respect to their health care.

With some hard work, anesthesiologists stand to benefit
from this movement.  While I was recently talking with my
neighbor, who happens to be an anesthesiologist, she stated
the most critical issue facing anesthesiologists is that the
majority of the public does not understand the practice or
role of anesthesiologists.  While reporting performance
measurement alone will not close this gap in knowledge, it
could illuminate some of the issues and further demonstrate
the safety and quality of the practice.  

Speaking of performance measurement, my responsibili-
ties will also include monitoring the alphabet soup of quali-
ty and performance measurement organizations and pro-
grams, including the Physician Consortium for Performance
Improvement, Physician Quality Reporting Initiative
(PQRI), AQA (which used to stand for Ambulatory Care
Quality Alliance but now stands for nothing since its scope
was broadened), the Surgical Quality Alliance and the
National Quality Forum.  One of our goals is for ASA to
continue the development of anesthesia measures that can

be adopted under PQRI and allow for increased payment to
participating anesthesiologists.   

Quality Institute: ASA’s Role in 
Performance Measurement

Among my primary tasks will be development of a busi-
ness plan for the “ASA Quality Institute,” the anesthesiology
data registry.  ASA believes that the development of a registry
for anesthesiology is necessary to demonstrate the profes-
sion’s dedication to quality and performance measurement.
In addition, programs and entities are increasingly linking
payment to registry participation. For instance, PQRI allows
for physicians to submit information to particular registries as
a means to participation in the program.  Further, various
health plans are increasingly linking registry participation to
either payment or recognition programs. ASA wants to con-
tinue to lead in the areas of quality and performance measure-
ment and believes the Quality Institute will poise the organi-
zation to do so.

While detailed plans for the Quality Institute are currently
in their infancy stages at this point, you will certainly hear
more information over the course of the next year.  If you
have thoughts on the registry, please feel free to send them
to me at j.byrd@asawash.org.  

Practice Management Conference
I also have the privilege of helping to develop the

esteemed annual ASA Conference on Practice Management.
I have heard such positive remarks about the conference and
know that, through the leadership of Amr E. Abouleish,
M.D., M.B.A., the conference in 2009 will be the best one
yet.  It will be held from January 30 to February 1, 2009, in
Phoenix, Arizona, so save the dates!

Coding and Reimbursement
As many of you know, I am truly blessed to work with

the knowledgeable and multi-talented ASA Coding and
Reimbursement Manager Sharon Merrick, CCS-P.  She is a
true anesthesia coding guru and will continue working hard
to represent anesthesiologists in arenas such as the Relative
Value Scale Update Committee and Current Procedural Ter-
minology.  She also helps spearhead the many terrific annu-
al resources and publications, such as CROSSWALK®,
Reverse CROSSWALK® and the Relative Value Guide®.2

I look forward to working with Sharon, but mostly trying to
stay out of her way as she does what she does best!

31

June 2008 ■ Volume 72 ■ Number 6American Society of Anesthesiologists NEWSLETTER

Continued on page 32



ASA Is Working Hard for You
When I arrived at ASA, I quickly learned of the

incredible work my colleagues have done and continue
to do each day.  For instance, the efforts of many result-
ed in the historic 32-percent work increase under the
2008 Physician Fee Schedule.3 In times of decreasing
proverbial pies, this increase stands as a real achieve-
ment.  No other medical specialty saw such a buffer to
counterbalance the 10-percent sustainable growth rate
cut set to take effect this year unless Congress intervenes
(another issue on which ASA continues to work tireless-
ly).  This is just one example, though an enormous one,
of the great and dedicated work of ASA staff and mem-
bers, and I look forward to additional substantial
achievements in the future.

Finally, I am delighted to join ASA in this new posi-
tion, which combines two of my professional passions
— practice management and quality. I look forward to
the challenge of promoting and championing the med-
ical specialty of anesthesiology and working with the
many dedicated ASA volunteers.

References:
1. healthcaredisclosure.org/docs/files/PatientCharter

DisclosureRelease040108.pd. Accessed on April 30, 2008.
2. To order any of these resources:

www2.asahq.org/publications/c-2-practice-manage-
ment.aspx.

3. Update: 2008 Physician Fee Schedule: 32 percent 
increase to anesthesia work! November 6, 2007,
www.asahq.org/news/asanews110607.htm. 
Accessed on April 30, 2008.
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Continued from page 31 Have you 
been selected to 

participate in the 
Physician Practice   

Information Survey?

AMA and more than 70 other organiza-
tions are conducting a comprehensive   
multi-specialty survey of America’s 

physician practices. The results will be used
to positively influence national decision-
makers to ensure accurate and fair represen-
tation for all physicians and patients and to
articulate the challenges of running a practice
that provides expert patient care while operating
a sustainable business. Of particular importance
is the section of the study pertaining to practice
expenses and the amounts that are attributable
to you. The Centers for Medicare & Medicaid
Services has indicated that it will use the results
of this study to help determine physician
payment. The survey firm, dmrkynetec, will
contact randomly selected physicians and
practice managers to collect responses. 
All responses will remain confidential.

Please alert your staff regarding your 
willingness to participate in this survey and 
the importance of accepting incoming calls, 
faxes or e-mails from dmrkynetec.

If you have been selected to participate in
this important effort and have any questions
about this survey, please call toll-free 
(877) 816-8940 and ask to speak with 
one of dmrkynetec’s executive interviewers
about the 2008 physician information and
practice expense survey.



Oklahoma became the 12th state to license anesthesiol-
ogist assistants (AAs) after both houses of the Oklahoma

Legislature passed licensure legislation. The House unani-
mously passed the legislation; the Senate bill passed by a
vote of 31-14.  

An anesthesiologist must file a written protocol with the
medical board upon entering into a supervisory relationship
with an AA.  The protocol will include, among other things,
the address of the AA’s primary practice location and other
locations where the AA may practice. The protocol will 
outline the AA’s duties and functions and the conditions or
procedures that require personal provision of care by an 
anesthesiologist.  

Under the direct supervision of an anesthesiologist, AAs
may obtain a comprehensive patient history and present the
history to the supervising anesthesiologist.  AAs may pretest
and calibrate anesthesia delivery systems and monitor,
obtain and interpret information from those systems and
monitors. AAs may assist the anesthesiologist with the 
performance of epidural and spinal anesthetic procedures as
well as assist with the implementation of monitoring tech-
niques.  The AA may place special peripheral and central
venous and arterial lines for blood sampling and monitoring,
as appropriate.

The supervising anesthesiologist shall only delegate
tasks and procedures that are within the anesthesiologist’s
scope of practice.  The AA may work in any setting that is
within the scope of practice of the supervising anesthesiolo-
gist’s practice and must record in the anesthesia record any
changes in supervisor.  Under S.B. 1577, AAs must carry
malpractice insurance or demonstrate proof of financial
responsibility.  

Congratulations to the Oklahoma Society of Anesthesiol-
ogists and American Academy of Anesthesiologist Assis-
tants, who worked together to accomplish this legislative
victory. This law becomes effective November 1, 2008.

Indiana’s office-based surgery rules have been signed by
the governor and will take effect on May 24, 2008.  The
Indiana Society of Anesthesiologists has done an outstanding
job in its efforts to improve patient safety in the office setting.
Details of the regulation can be found at www.asahq.org/
Newsletters/2007/09-07/stateBeat09_07.html. 

Oklahoma Legislature Passes Anesthesiologist Assistant 
Licensure Legislation
Lisa Percy Albany, J.D.
Manager, State Legislative and Regulatory Issues

“Oklahoma became the 
12th state to license 
anesthesiologist assistants 
(AAs) after both houses of 
the Oklahoma Legislature 
passed licensure legislation.”
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Lisa Percy Albany, J.D., manages state
affairs for ASA in its Washington, D.C.
office.   
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I also want to highlight the following change in the
track session submission process, which will be NEW
for next year’s 2009 Annual Meeting:  The ASA Annual
Meeting educational track online submission site will
open on September 1, 2008, for the 2009 Annual Meet-
ing for those invited by track chairs to submit sessions.
The Committee on Annual Meeting Oversight (AMOC)
has learned that we should have all of the relevant infor-
mation for the following year’s potential sessions when
our track committees meet at the prior year’s Annual
Meeting. With the busy schedules of our volunteer
physician members who comprise the Track Commit-
tees, it is definitely best if they can accomplish major
portions of their selection work the prior October, as was
done in the paper-process days.  An additional benefit of
12-month advance selection of educational sessions is to
help AMOC reach the former standard expectation that
speakers can receive their invitations to speak in January
of the year of the meeting.  This timeline is needed so
speakers can plan their fall calendar and also because
Refresher Course lecturers are expected to write 
summaries for the Refresher Course publication.  

Thus, for 2009:  ASA committees and ASA members
who may also wish to submit suggested speakers and
topics for the 2009 Annual Meeting for any of the track
topic categories or any of the types of educational offer-
ings within a track should visit the ASA Annual Meeting
online submission site as soon as possible after 
September 1, 2008, in the “Members Only” section of
the ASA Web site.  Be prepared with the full lecture titles
of each topic of the suggested educational offering, along
with all speakers’ names, professional titles, institutions
and contact information, including accurate telephone
numbers and accurate e-mail addresses.  The goals and
objectives of the session must be included as well.
Exceptions are: 1) breakfast panels, which are submitted
directly by the ASA-affiliated subspecialty societies, and
2) Problem-Based Learning Discussions, which have a
separate online submission process.

Starting with the 2009 Annual Meeting, the submis-
sion site will not allow the suggested session “submit”
command to go through if there are any incomplete
fields. ASA headquarters’ staff and your dedicated fellow
volunteer physician members of the track committees
cannot do the exhaustive re-work of chasing down
incomplete submissions or inaccurate e-addresses.  If
sufficient information is still lacking even after the
online site allowed a “submit” to go through, the track
committees may choose other suggested sessions that do
have complete and accurate information.

Therefore, in advance of September 1, 2008, organize
your ideas and contact potential 2009 speakers for any
suggested sessions you wish to submit for the 2009
Annual Meeting.  The submitter needs to confirm with
the suggested speakers that they will agree to speak and
have each speaker’s detailed lecture title and complete
contact information before going onto the submission
site.  With these caveats in mind, your suggestion will
have a higher likelihood of being considered by AMOC
for inclusion in the ASA 2009 Annual Meeting program.

Educational Tracks for 2008 Annual Meeting — 
Truly ‘Something for Everyone’
Continued from page 8



For many years, physicians have moonlighted as a way to
increase their income during residency. Present-day 

residents have an ever-increasing financial burden that creates
added pressure to augment their incomes in order to “make
ends meet.”  Examples of financial hardships include a rise
in medical education costs with the inability to defer loan
payments without penalty until after completing residency,
and also the cost of supporting a family with today’s ever-
rising daily costs of living.  This article will discuss the pros
and cons for both residents and anesthesiology residency
programs for the creation of an internal moonlighting poli-
cy.  For our purposes, internal moonlighting will be defined
as working within current clinical sites of a training program
with supervision and hours worked counted toward resident
duty hours. 

Residents may find an internal moonlighting option
appealing for numerous reasons. As mentioned previously,
internal moonlighting allows residents the ability to earn
additional dollars, while living on a fixed income, to not
only afford the daily costs of living but also unforeseen,
emergent expenses.  It is these unexpected costs that could
force residents to borrow additional dollars at high interest
rates.  Residents also benefit by continuing to work in their
daily training environment and be supervised by their anes-
thesiology attendings as opposed to externally moonlighting
in another specialty such as emergency medicine or family
practice. Working within these other medical disciplines
would add additional liability expenses and exposures for
the resident. Lastly, remuneration for working longer hours
would lead to an improvement in morale with residents
receiving an added incentive for working additional hours. 

There are possible downsides for residents in a program
that has an internal moonlighting policy.  The old saying
“time is money” is not necessarily true with the current gen-
eration of residents, for whom time is often more valuable
than money.  In some programs, internal moonlighting may
not be a privilege but a mandate to cover the clinical vol-
ume.  Therefore, the added dollar incentive may not make
up for time away from study, research, sleep, family or
recreation. In addition, it can be assured that there would be
additional paperwork associated with the monitoring of duty
hours, maintaining compliance with resident duty hours and
completing all other program prerequisites.

Despite the cost to pay moonlighters, chairs and program
directors may find that there are benefits for allowing inter-
nal moonlighting.  One of the major benefits is that it may
be cheaper to pay residents to work late rather than pay
anesthesiologists, nurse anesthetists or anesthesiologist

assistants to stay and fill that void. Another benefit is that a
program’s recruitment may be enhanced once prospective
residents know that there is an opportunity to moonlight and
augment their income.  Further, as mentioned previously,
resident morale may improve.  Lastly, the opportunity to
moonlight is often treated as a privilege granted by the pro-
gram; therefore, the program may impose requirements for
moonlighting eligibility.  Those requirements set forth by
the program may insist that residents be up to date on case
logs, duty hours and score in a set percentile on the annual
in-training examinations or anesthesia knowledge tests. 

A residency program may be against internal moonlight-
ing for several reasons, including the idea that residents are
“double dipping.”  In essence, they are being paid extra for
doing the same work they normally do.  Also, moonlighting
may get in the way of needed rest, family time, research
projects or preparation for examinations.  Some may argue
that working long hours without increased pay is part of
being a “professional” and not being a “clock in and clock
out” employee and that this should be taught to residents
while they are in training. Finally, a funding source will
need to be identified.

In conclusion, internal moonlighting programs are being
utilized in residency programs across the nation.  While the
above discussion of pros and cons may not be all-inclusive,
it does allow us to ask, “Would this be a viable option for
our program?”  While the answer may be different for every
department, an informed decision can only be made by
weighing the opportunity costs and taking into account the
perspectives of all interested parties.

Internal Moonlighting Pros and Cons
Todd R. Gleaves, M.D., Co-Editor
“Residents’ Review”
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Todd R. Gleaves, M.D., is a CA-2 
resident, Department of Anesthesiology,
University of Oklahoma College of
Medicine, Oklahoma City.



Wallace R. Aderhold, M.D.
Alexandria, Louisiana
April 19, 2008

Oliver K. Agee, M.D.
Maryville, Tennessee
December 15, 2007

Stanley Antosh, M.D.
Spartanburg, South Carolina
February 21, 2008

Frederic L. Bernard, M.D.
Sarasota, Florida
March 28, 2008

Richard J. Bjerke, M.D.
Mt. Lebanon, Pennsylvania
April 12, 2008

Jiri J. Bozdech, M.D.
St. Petersburg, Florida
March 12, 2008

Bertram W. Coffer, M.D.
Raleigh, North Carolina
April 10, 2008

John C. Devers, M.D.
Gaithersburg, Maryland
March 8, 2008

Wayne J. Hanish, D.O.
Lansing, Michigan
April 6, 2008

Michael W. Kemplin, M.D.
Sarasota, Florida
February 21, 2008

Kevin L. Lewis, M.D.
Spokane, Washington
January 8, 2008

Ann S. Lofsky, M.D.
Santa Monica, California
March 3, 2008

Alexander Paspa, M.D.
Longboat Key, Florida
March 29, 2008

Steven T. Pugh, M.D.
Englewood, Colorado
February 26, 2008

Victor J. Soloniuk, M.D.
Loma Linda, California
March 9, 2008

In Memoriam
Notice has been received of the deaths of the following ASA members.

Arecognized international patient
safety leader, ASA member Peter

J. Pronovost, M.D., Ph.D., has been
named one of the “most influential
people” of 2008 by Time magazine.

The annual Time list recognizes the
100 people who are significantly influ-
encing the world or “whose power tal-
ent of moral example are transforming
our world.” A professor of anesthesiol-
ogy, critical care and surgery in the
Johns Hopkins University School of
Medicine, Dr. Pronovost was recog-
nized by Time for his work to advance
patient safety and improve the way
medical care is delivered worldwide.

Through his research, Dr. Pronovost
has worked to develop simple tools 
to improve patient safety and care and
has been widely recognized for a study 
conducted in intensive care units in
Michigan. The project implemented a
five-step checklist developed by 

Dr. Pronovost to prevent infections
during insertion of central venous
catheters. Routine application of the
checklist reduced catheter-related
bloodstream infections by 66 percent
in just three months.

Dr. Pronovost is also Medical
Director for the Center for Innovation
in Quality Patient Care, which sup-
ports quality and safety efforts at Johns
Hopkins Hospitals. In 2003, he estab-
lished the Quality and Safety Research
Group to “advance the science of safety.”

In addition, he chairs The Joint
Commission ICU Advisory Panel for
Quality Measures, the ICU Physician
Staffing Committee for the Leapfrog
Group, and advises the World Health
Organizations’ World Alliance for
Patient Safety and is leading WHO
efforts to improve patient safety, safety
measurement, evaluation and leader-
ship capacity globally.

Already recognized by ASA for his
efforts, Dr. Pronovost was the inaugural
recipient of the ASA Presidential 
Scholar Award in 2003 for his work 
and research on the systemization of
patient safety.

Time Magazine Recognizes Patient Safety 
Pioneer Peter J. Pronovost, M.D., Ph.D.
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Individual artists may enter a total of six pieces. This
year’s fee will be $10 per entry with a maximum for any
one artist of $40.  Junior exhibitor fees will remain at $1 per
entry.

As in the past, professional art and literature critics will
judge the exhibit entries. Marcia Day Childress, Ph.D., will
again judge the entries in the Literature category.  Dr. Childress
is an Associate Professor of Medical Education and 
Associate Director of the Center for Humanism in Medicine
at the University of Virginia.

Guidelines for the exhibit appear on the ASA Annual
Meeting Web site. It is very important to carefully read
these guidelines. For example, all entries must have a wire
suspended on the back with two hooks in order for us to
safely hang them. Entries without this hanging system will
not be displayed due to concerns about potential damage
from falls. 

Works (except literature) can be hand-delivered or
shipped to the show. Instructions can be found on the ASA
Web site under “Annual Meeting.” 

Artists who send their application forms to ASA before
June 1 will be listed in the Annual Meeting program book.
All applications received after that date will be accepted
but not listed in the program book. We do accept last-
minute (walk-in) entries at the Annual Meeting if they
arrive prior to 9 a.m. on Saturday, October 18. One excep-
tion is that all literature entries must be received by ASA no
later than July 1 to facilitate judging in advance of the 
Annual Meeting.

Although there will not be a separate Art Exhibit 
reception this year, all art exhibitors and their families are
welcome to enjoy the Technical Exhibitors Reception that
will be held in the Exhibit Hall on Sunday, October 19 from
4:30 p.m. to 6 p.m.

The Committee on Art Exhibits invites and looks 
forward to all entries.  This should be an exciting meeting,
and we are happy that we are able to enhance the meeting
with this popular exhibit.

2008 Art Exhibit:

Continued from page 12
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Awareness Interest Heightened

T he release of the movie “Awake” on November 30, 2007,
spurred renewed interest in the topic of anesthesia aware-

ness. Several ASA members served as spokespeople, present-
ing the facts of this rare occurrence to the media and public. 

ASA President Jeffrey L. Apfelbaum, M.D., Daniel  J. Cole,
M.D., James E. Cottrell, M.D., Susan Dobbs Curling, M.D.,
John F. Dombrowski, M.D., Michael H. Entrup, M.D., 
Orin F. Guidry, M.D.,  Alexander A. Hannenberg, M.D.,  Roger
Moore, M.D., Peter S. Sebel, M.D., and John M. Zerwas, M.D.,
all provided information on awareness in a variety of media,
including “Good Morning America,” “World News Tonight,”
WBBM-TV (Chicago), USA Today, “The Star Jones Show,” 
NBC News, CNN, The Boston Globe, Los Angeles Times and
The New York Times. 

Life-Saving Surgery Recognized

Jeffrey A. Rosenberg, M.D., was featured in the 
December 23 Democrat and Chronicle (Rochester, New

York) for his participation in emergency surgery to save the
life of a patient who had an aortic aneurysm rupture in the
abdomen.

Member Interviewed on Cancer Pain

Beth H. Minzter, M.D., participated in a live interview 
segment focused on pain management for cancer patients

on the December 31 WKYC (Cleveland, Ohio) “Good Company
Today.”

Dr. Dombrowski Plays Hardball 
With ESPN.com

In the wake of steroid use allegations, New York Yankees
pitcher Roger Clemens claimed he never took steroids, but

was injected with lidocaine and vitamin B-12. ASA 
member John F. Dombrowski, M.D., was interviewed by
ESPN.com “Page 2” for a January 7 article to comment on the
uses of lidocaine and provide medical background for Clemen-
s’ claims.

Political Seat in Iowa

The January 8 Quad-City Times profiled James A. Stewart,
M.D., who recently campaigned for and was elected to the

city council of Bettendorf, Iowa. 

Member Interviewed on Cancer Pain

Lynn M. Rusy, M.D., explained the use of acupuncture to help   
relieve pain in children in a January 29 WAVE (Louisville,

Kentucky) health segment. Dr. Rusy commented that she
believes some patients rely on traditional medicine for too
long before trying alternative pain treatments.

Cell Salvaging

Jonathan H. Waters, M.D., discussed the benefits of using cell
salvaging systems to “recycle” a patient’s blood during 

surgery in the February 5 The News Journal (Wilmington,
Delaware).

Amputee’s Race Against Pain

ASA member Christopher Chisholm, M.D., appeared on XETV
(San Diego), Fox 6 “News in the Morning” on February 21

to discuss pain management and how amputee race car 
driver Michael Roman is “winning his race against pain,”
working to one day race in the Indianapolis 500.

Hep C Incident in Desert

On February 27, 2008, the Southern Nevada Health District
announced that six cases of hepatitis C were identified in

the Las Vegas area, all stemming from procedures that involved
anesthesia at the Endoscopy Center of Southern Nevada.
40,000 patients were urged to be tested for infectious disease.

Several ASA members participated in interviews related to
the outbreak, including Jonathan R. Zucker, M.D., president of
the Nevada State Society of Anesthesiologists, Christopher G.
Millson, M.D., and Past ASA President Neil Swissman, M.D.
Interview results appeared in the Las Vegas Review Journal,
Las Vegas Sun, Anesthesiology News, OR Manager and on
KDWN-AM (Reno).

ANESTHESIOLOGY     NEWSIN
THE
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Lech Walesa Surgery

On February 29, The Associated Press reported
on the participation of Zbigniew J. Wojciechowski,

M.D., as anesthesiologist and Polish translator for
former Polish President Lech Walesa during 
surgery to implant a pacemaker at Methodist
DeBakey Heart and Vascular Center in Houston.

Raising Kain at UC-Irvine

The March 9 Daily Pilot (Newport Beach, California)
announced the appointment of Zeev N. Kain, M.D.,

as the new chair of the Department of Anesthesiol-
ogy at the University of California- Irvine. Dr. Kain
will also serve as UC Irvine Medical Center’s anes-
thesiologist in chief and as associate dean for 
clinical research in the school of medicine.

Anesthesia Guidebook Published

A new book, Before You Go Under, by Benjamin          
Taimoorazy, M.D., was featured in The 

Pantagraph (Bloomington, Illinois) on March 10.
Dr. Taimoorazy wrote the book to help answer 
common questions patients have before undergoing
anesthesia.

Prez Addresses BIS

ASA President Jeffrey L. Apfelbaum, M.D., 
participated in several interviews following the

March 12 release of a New England Journal of Med-
icine study of the use of BIS monitors to lower the
risk of anesthesia awareness. Dr. Apfelbaum was
quoted in The Associated Press, MedPage Today,
Wall Street Journal and the Washington Post
regarding the results of the study.

Our Docs Top PQRI Participant List

Alexander A. Hannenberg, M.D., was quoted in a
March 17 American Medical News article

reporting on physician participation in the 

Physician Quality Reporting Initiative. Anesthesiol-
ogists have been among the most frequent PQRI 
participants.

Awareness Detailed

John H. Eichorn, M.D., participated in a March 19
WTVQ-TV (Lexington, Kentucky) segment on

anesthesia awareness. Dr. Eichorn explained how
patients will respond differently to anesthesia and
the need to correctly dose and monitor a patient
throughout procedures.

MH Tragedy in Florida

Stephanie Kubela, an 18-year old Florida high
school student, died on March 22, reportedly

after suffering a case of malignant hyperthermia
(MH) during breast reconstruction surgery. 
Jeffrey Jacobs, M.D., provided information on MH
to several media outlets and was quoted in result-
ing articles in The Palm Beach Post and South
Florida Sun-Sentinel. David Lubarsky, M.D.,
appeared in a taped segment looking at the case on
the March 26 “Today” show.

Press Given to New CPR Technique

John W. Blenko, M.D., demonstrated “compression
only CPR” on an April 1, WJZ-TV (Baltimore) seg-

ment on an American Heart Association policy
change to CPR guidelines. Compression-only CPR
calls for uninterrupted chest presses and skips
mouth-to-mouth technique in resuscitation.

Anesthesiologist Is Interim 
Vanderbilt Dean

An April 21 The Tennessean announced that 
Jeffrey R. Balser, M.D., Ph.D., associate vice

chancellor for research for Vanderbilt University
School of Medicine, has been named interim dean
of Vanderbilt School of Medicine.



Road to Riches:  Tip-Toeing
Around Gender Issue?

In his analysis of the recent surge of interest in anesthesi-
ology as a specialty choice, Mark J. Lema M.D., Ph.D.,

points out that young medical students and undergraduate
pre-meds are seeking high-income careers that allow for
structured lifestyles and more personal and family time
(March 2008 ASA NEWSLETTER).  He suggests that this
is a demographic characteristic of generations X and Y.
This may well be true, but Dr. Lema is tip-toeing very
carefully around the obvious corollary explanation that 
the majority of medical students are women. 

Steven S. Kron, M.D.
New Britain, Connecticut

Dr. Lema Responds

I’ve never been accused of “tip-toeing” around an issue. 
I would just like to clarify my position on gender trends

since I am unsure what Dr. Kron’s intent might be for 
raising it as a corollary to our current recruiting successes.
Gender equalization in medicine was stalled for decades
and is now beginning to develop, as 50 percent of medical
school classes graduate female students.  Clearly, lifestyle
issues are paramount for both males and females, as the
next generation seeks to restore some balance to the stresses
of medicine and the essential need for emotional/physical
restoration.  Female physicians may have the added 
responsibility for coordinating the completion of domestic
tasks and balancing child-raising with their spouses. 

With these realities in mind, workforce productivity for
both genders will likely drop off from the current heavy
workloads being experienced by most anesthesiology groups.
Studies in the U.K., mentioned to the ASA officers by our
British colleagues, suggest that the reduction may be as
much as 25 to 35 percent.  In other words, groups that
functioned well with six M.D.s will statistically need eight
to nine M.D.s to accomplish the same workload.  

The above forecast may not materialize, but the trends
suggest that medicine (and anesthesiology) is going in 
that direction.  To be aware of the possibility of this trend
occurring is to be forearmed by future planning for increas-
ing staff.  This entire productivity concept now opens up a

completely different dialogue on topics such as commensu-
rate salary reductions (less work, less pay), mandating on-
call duties, encouraging more part-time work from those
wishing to retire, etc.  These are topics for future articles.

The trouble with trends and forecasts is that people
sometimes view them as a fait accompli and begin to either
worry about the “collapse” of the specialty as we know it
(Chicken Little Syndrome) or embark on immediate “knee-
jerk” action to rectify the problem.  

It is important for our members to be aware that all of
medicine is changing, and we, too, must watch for antici-
pated changes in our practice.  This last sentence is the
mantra for what our elected ASA officers deliberate every
time they meet.  It behooves everyone to keep abreast of
current issues and support their state and national societies
in bringing about the kind of change that benefits most, 
or harms the fewest.

— M.J.L.

Viet Nam Vet Gives High Praise
for Military Issue

Iam delighted to see you dedicate the March 2008
NEWSLETTER to military anesthesiology.  These men

and women are performing with distinction in the field,
and their management of severely traumatized servicemen
and women, as part of the surgical team, is unprecedented,
resulting in salvage rates that create their own problems
when maximally injured patients must look forward to
extensive periods of recuperation, rehabilitation and, in
many cases, diminished function.

It is a source of great satisfaction to me to see the 
outstanding equipment available to these teams today.
When I was sent to a Marine Field Hospital in Danang,
Viet Nam, in 1968 during the Tet Offensive, with 48 hours
notice, the anesthetic equipment was sparse and left a lot 
to be desired.  There were a few Foregger Eiffel Tower
machines and a few Ohio Heidbrink machines ― no 
ventilators.  With the judicious use of conduction 
anesthesia, we were able to augment our capability.  
I remember once trading an old X-ray machine with an
adjacent Army unit for six field model Ohio Machines,
which had a methoxyflurane vaporizer with a heating 
element.  Anyone who was not familiar with this poorly
vaporized, but extremely potent, agent would have trouble

The views and opinions expressed in the “Letters to the Editor” are those of the authors and do not necessarily reflect the views of ASA or the
NEWSLETTER Editorial Board.  Letters submitted for consideration should not exceed 300 words in length.  The Editor has the authority to
accept or reject any letter submitted for publication.  Personal correspondence to the Editor by letter or e-mail must be clearly indicated as “Not
for Publication” by the sender.  Letters must be signed (although name may be withheld on request) and are subject to editing and abridgment.
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with overdoses using this vaporizer with added heat.  
We never used it.

This Viet Nam relic thanks you again for such 
thoughtful coverage of the military anesthesiologists.

CAPT Clyde W. Jones, MC, USN, (Ret)
San Diego, California

Perioperative Medicine Issue
Causes Déjà vu, Hallucinations 
in Concerned Member

Whoa!  I’ve read this issue (“Perioperative Medicine,”
April 2008) of the NEWSLETTER before, I think!  

Oh, my mistake ― maybe I was thinking of the July
1996 issue (Ronald G. Pearl, M.D., Ph.D.) or the October
1996 issue (Karl E. Becker, Jr., M.D., and Robert E. 
Johnstone, M.D.) or perhaps the September 1999 issue
(Phillip O. Bridenbaugh, M.D., and Roger W. Litwiler,
M.D.) or the May 1999 issue (Donald S. Prough, M.D.,
and Jeffrey H. Silverstein, M.D.) or maybe even the
November 2002 issue (David L. Hepner, M.D.).

Talk about “driving forces” and the “natural fit” for 
anesthesiologists to practice perioperative medicine has
revealed more about dreams than about realities.  One
might just as well speak of the manifest destiny for the
specialties of orthopedics and internal medicine to evolve
quickly to embrace all the insights and procedures of 
anesthesiology and subsume our specialty into theirs!

Both proposals are extremely unlikely to mature for 
the simple reason accurately articulated almost 10 years
ago by Dr. Silverstein: “being a perioperative physician is 
a different job than being an anesthesiologist.”  It is very
hard work keeping up to date in one specialty. It is almost
impossible to be fully up to date in two. Sure, we can 
read most findings on EKGs ― and we could teach the
orthopods to do spinals and the internists to do a credible
pre-anesthetic evaluation.  But make them into anesthesiol-
ogists?  Or make anesthesiologists into comprehensively
competent perioperative physicians?

I am seeing images of flying pigs emanating from my,
uh, CO2 absorber...

Thomas J. Poulton, M.D., F.A.A.P., 
F.A.C.P., F.C.C.P., F.C.C.M.
Huntington, West Virginia
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Last October, while many of us were attending the ASA
2007 Annual Meeting, a momentous event occurred in

our nation’s history ― the first baby boomer applied for
Social Security retirement benefits. Although this may seem 
relatively unimportant, the implications are actually quite
significant.  

Over the next two decades, nearly 80 million Americans
will reach the age at which they are eligible for Social Secu-
rity benefits at a rate of more than 10,000 per day.  The first
wave of this “silver tsunami,” 3.2 million baby boomers,
will turn 62 in 2008.  Over the next 22 years, 80 million
Americans will qualify for Social Security and Medicare. 

The aging of the U.S. population will have a tremendous
impact on the ability of the government to pay for these 
programs, but this trend also has major significance for our 
medical specialty. The elderly are more likely to use surgical
services and have a greater rate of perioperative complications
than younger individuals. Currently, about 12 percent of the U.S.
population is over the age of 65, but these elderly patients
account for almost 40 percent of surgical procedures.

As life expectancy increases and the number of elderly
patients steadily grows, anesthesiologists’ practice will
include a larger proportion of geriatric patients. We will pro-
vide care for more elderly individuals requiring anesthesia
for diagnostic and surgical procedures, acute and chronic
treatment in ICUs, management of chronic pain conditions,
and end-of-life care.   

Recognizing the significance of these national trends
about three years ago, FAER established a Geriatrics
Research Council, which is composed of FAER directors
and members from the geriatric anesthesia community.  The
council’s work is consistent with FAER’s mission to pro-
mote the generation of new knowledge in anesthesiology

that advances patient care and to foster career development
of anesthesiologists dedicated to research and education in
perioperative medicine, critical care and pain medicine. 

The Geriatrics Research Council has tried to address several
pertinent issues: the need for increased funding for geriatric
research, the need for the career development of anesthesiolo-
gists interested in research pertaining to the perioperative care of
elderly patients, and the need for improving education on 
geriatric-related topics.  In its activities, the geriatrics council has
worked closely with the ASA Committee on Geriatric 
Anesthesia and the Society for the Advancement of Geriatric
Anesthesiology (SAGA). Within the specialty of anesthesi-
ology, there have been significant scholarly accomplishments
that work to improve the anesthetic care of elderly patients. Two
multi-authored textbooks on geriatric anesthesiology have
recently been published, and a “Geriatric Anesthesiology 
Curriculum” was developed through the collaboration of the

Aging of the Baby Boomers: 
Implications for Anesthesiologists
Arnold J. Berry, M.D., M.P.H., Chair 
Foundation for Anesthesia Education and Research Geriatrics Research Council
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members of the ASA Committee on Geriatric Anesthesia and
SAGA. To review the curriculum, visit www.asahq.org/ 
clinical/geriatricanesthesiologycurriculum_123007.pdf.

There is ongoing research by anesthesiologists in the
areas of postoperative cognitive dysfunction and delirium,
the effect of aging on the heart and vascular system, the opti-
mal care for geriatric patients undergoing ambulatory sur-
gery, and the effects of sedatives and opioids in the elderly.
Because of the significance of geriatric issues, the FAER
panel to be held Monday afternoon at the ASA 2008 
Annual Meeting will be on a related topic, “Anesthesia and
the Elderly Brain:  What the Anesthesiologist Needs to
Know.”  Presentations will cover the epidemiology of the
aging U.S. population, changes that occur in the elderly
brain, and current information on postoperative cognitive
dysfunction and delirium.

Other work of the geriatrics council includes identifying
charitable foundations with an interest in geriatrics, and ini-
tiating discussions regarding partnerships with FAER for
funding research, training and education.  Recognizing that
there are pressing needs for more anesthesiologists with
expertise in the care of elderly patients and for more
research and education devoted to the requirements of the
geriatric population, the council is exploring strategies to
establish a series of geriatric anesthesia fellowships to train
anesthesiologists to become leaders in clinical care, educa-
tion and research in geriatric-related areas.  

Members of the council have submitted a grant applica-
tion to the American Geriatrics Society for funding to create
educational modules on geriatric anesthesia topics suitable
for inclusion in existing ASA continuing medical education
programs and applicable for meeting Maintenance of 
Certification in Anesthesiology requirements.

FAER and the Geriatric Research Council will continue
to seek opportunities to promote the generation of new
knowledge and foster educational research in areas related
to the anesthetic care of elderly patients. 
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“The aging of the U.S. population will have a tremendous impact on 
the ability of the government to pay for these programs, but this trend 
also has major significance for our medical specialty.  The elderly are 
more likely to use surgical services and have a greater rate of 
perioperative complications than younger individuals. ”



44

American Society of Anesthesiologists NEWSLETTERVolume 72 ■ Number 6 ■ June 2008

are rich with issues and decision points, with wide appli-
cability.  Ideally, more than one approach to the problem
is feasible, which leads to the most interesting discus-
sion. Although a particular patient may be the inspira-
tion for a PBLD submission, the submitted case should
not be so specific or unusual that it is clear that a partic-
ular patient is being described.  Similarly, a case that is
a “fascinoma” with only one possible line of 
decision-making is not the best option for a PBLD as it
does not promote discussion, but rather tends to turn the
moderator into the expert lecturer.  This type of case
may be better suited for submission to the Medically
Challenging Cases section of the Annual Meeting.  Only
one author/moderator is allowed per case, and residents

are encouraged to attend PBLD sessions but are not
allowed to serve as moderators. Authors are encouraged
to carefully read the instructions for submission that are
available on the ASA Web site regarding the appropriate 
format for the cases.  In general, it is preferable to inter-
sperse questions into the case material, much as one
develops a case plan in assessing a patient preoperatively.

I encourage your participation in future PBLDs,
either in creation of cases for submission or participa-
tion in a PBLD offering at the Annual Meeting.  The
PBLD committee looks forward to a robust and exciting
program in Orlando this fall.

PBLDs: More Opportunity Than Ever Before
Continued from page 11

Wednesday’s sessions bring the week’s education to
its peak. Risk and the Pediatric Patient is jointly spon-
sored by the Society for Pediatric Anesthesia and the
American Academy of Pediatrics Section on Anesthe-
siology and Pain Medicine.  Led by moderator Con-
stance S. Houck, M.D., attendees will learn about
“Measuring quality in pediatric anesthesia,” “Risk of
adverse events in children: Arrest, aspiration, asthma
and more” and “Preoperative evaluation and risk
avoidance.”  Rounding out the morning is the Society
for Technology in Anesthesia panel Pay for Perform-
ance, Quality Assurance and Decision Support: Are
Our Information Systems Ready? Four aspects are
addressed: “AIMS general overview,” “Information
systems and decision support,” “Pay for using AIMS for

pay-for-performance” and “Using data for quality
assurance.”

As usual, ASA advises you to purchase tickets for
your Breakfast Panel selections as soon as possible.
You can register online at www2.ASAhq.org, or you
can purchase these tickets using your registration book
that is being mailed to members this month. These pop-
ular sessions can sell out long before the meeting starts.

So many sessions, providing options for so much
education!  In Orlando, you’ll even have an easy time
getting to the meeting’s other educational sessions,
since they’re next door in the convention center.  See
you there!

Breakfast Panels: Start Your Day With Education and Food
Continued from page 9


