
 

 

July 8, 2020 
 
Dr. Leith States 

Chief Medical Officer 

Office of the Assistant Secretary for Health 

US Department of Health and Human Services 

 

Submitted Electronically via OASHcomments@hhs.gov 

Subject Line: RFI RESPONSE 

 

Dear Dr. States, 

 

On behalf of the more than 53,000 members of the American Society of Anesthesiologists® 

(ASA), I am pleased to offer the Office of the Assistant Secretary for Health (OASH) our 

perspective on how physician anesthesiologists contribute to a resilient health care system, 

especially under the current pressures of treating a significant increase in COVID-19 patients. 

Physician anesthesiologists are frontline leaders in the fight against COVID-19. Throughout the 

pandemic, they have saved lives, coordinated and allocated local resources, converted 

anesthesia machines for use as ventilators in intensive care units and worked across specialties 

to ensure care coordination and patient care was a team endeavor. The unique education, 

training and skills of anesthesiologists, including their expertise in airway management, 

intubation, and critical care have allowed our physicians to save lives, implement best practices, 

and protect their fellow health care workers from infection. 

 

The RFI acknowledges there is no definition of “health system resilience” that fully 

encompasses the “provisions of direct clinical care, preventive medicine and public health 

activities.” However, the RFI labels resilience as “the capacity of health actors, institutions, and 

populations to prepare for and effectively respond to crises; maintain core functions when a 

crisis hits; and informed by lessons learned during the crisis, reorganize if conditions require it.” 

From a medical association perspective, our responses focus primarily on regulatory burden 

reduction and proactive federal government actions that will mitigate further spread of the virus 

and ensure physician anesthesiologists and their colleagues are protected from infection and 

have the supplies and information necessary to deliver patient care.  

 

Our nation’s response to COVID-19 today and in the future, especially when considering health 

care system resilience, should be grounded in having a skilled, professional workforce. Patients 

are best served when traditional care team models of practice are used. As we have learned in 

the past few months, haphazard efforts and uncoordinated actions made by federal 

policymakers and state governors oftentimes diminished the role of physician-led care in 
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exchange for an “all hands on deck” approach that did not necessarily improve care, reduce 

costs or save lives. We ask that future policies be made with appropriate consultation of medical 

and professional stakeholders that will lead to evidence-based actions, objective assessments 

of health care needs, and physician-led care. 

 

Building a resilient health system with COVID-19 present will require smart regulatory burden 

reduction where the US Department of Health and Human Services (HHS) should remove or 

relax regulations that have been proven to either not improve patient care or do not contribute or 

enhance patient or health care worker safety. HHS should also reevaluate several regulatory 

actions previously implemented as a rapid response to the pandemic – especially those actions 

that could have benefited from a more comprehensive strategy and approach. We offer several 

regulatory solutions in this letter. 

 

The US health care system, hospitals and other facilities, and health care workers witnessed 

many of the core functions of our health care system falter from a number of factors, including a 

less than ideal reaction by policymakers in the early months of the pandemic. We realize that 

policymakers, hospitals and health care workers were each working with incomplete information 

on COVID-19 in March and April of 2020. Each of these stakeholders feared a worst-case 

scenario at the time and we believe that hindsight will provide opportunities for OASH to 

reassess and plan for the next unfortunate surge. Our comments will detail features of this lack 

of preparation, communication, and coordination by federal authorities. 

 

Federal authorities preparing for future health care system needs should recall the medical 

environment immediately before COVID-19 was detected in the United States. By late January 

and early February 2020, physician anesthesiologists were beginning to look to the CDC for 

guidelines on treating COVID-19 patients and protocols to ensure that health care workers were 

adequately protected from transmission. In addition, our members were contacting their 

colleagues in China, Italy and other locations to share and receive information on COVID-19 

patients, including best treatment practices – something that federal authorities could have 

proactively shared and distributed among health care workers. Our members also recognized 

that some states were more effective at organizing a response than other states and they 

contacted their colleagues in those states, primarily Washington state and New York. Common 

protocols for patient treatment, health care worker safety and even a basic understanding of 

how COVID-19 was transmitted was elusive and further undermined by the lack of a single, 

consistent government source.  

 

We believe that OASH and the federal government has the ability to set in motion appropriate 

and necessary actions that will build a resilient US health care system and better prepare 

federal, state and local officials for the next pandemic. Such actions to ensure resilience will, of 

course, need to be prepared for either a sustained level of COVID-19 patients or a “second 
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wave” of COVID-19 infections later this year. Our responses demonstrate our trust in federal 

authorities to make needed improvements to build a resilient health care system. 

 

Our recommendations include: 

 

• The federal government should ensure testing kits for any pandemic are widely 

distributed early on, including stockpiling and distributing of sampling systems, 

such as nasal swabs. 

• Regulatory and executive agencies, including OASH, should encourage drug 

manufacturers and suppliers to effectively address and solve the preexisting drug 

shortage crisis. Action should ensure that medical supply chains have increased 

capacity for domestic advanced manufacturing of critical drugs and medical 

supplies. 

• OASH should compel regulatory agencies to remove regulations that require 

unnecessary and wasteful use of Personal Protective Equipment (PPE) and 

medical supplies. 

• OASH should convene stakeholders from the Office of the Assistant Secretary for 

Preparedness and Response (ASPR), Centers for Disease Control and Prevention 

(CDC), National Institute for Occupational Safety and Health (NIOSH), the Food 

and Drug Administration (FDA) and other government entities and non-

government entities to develop reprocessing guidance for PPE, ventilator 

equipment, single-use laryngoscopes and other appropriate items. 

• The Strategic National Stockpile should be fully stocked and include adequate 

supplies of ventilators, anesthesia machines, airway management consumables, 

PPE and drugs used for the care and treatment of COVID-19 patients. 

• Supplies held in the Strategic National Stockpile should be appropriately 

distributed in a timely fashion based upon objective criteria. 

• OASH should ensure that temporary waivers of supervision requirements be 

rescinded at the end of the Public Health Emergency. 

• Executive agencies should preserve a US workforce that includes international 

physicians. 

• Federal and state governments should implement systems to help facilitate the 

communication of equipment inventory and availability in geographic regions. 

• Federal agencies should immediately incentivize community-based, multi-

stakeholder dialogue, research and action to improve access to care and quality 

of care among communities disproportionately affected by COVID-19. 
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Barrier and Opportunities for Health System Resilience 

 

ASA has chosen to respond to Question #2 in this section. 

 

2. What policies and programs can be improved to mitigate the risk of COVID–19 and 
avoid negative impacts on patient outcomes? 

 

The regulatory recommendations listed below will improve patient outcomes and health system 

resilience by ensuring health care workers have the tools, supplies and workflow capabilities to 

provide meaningful care to patients. These recommendations and actions will stabilize the 

anesthesia professional workforce, improve physician and health care worker wellness, and 

increase trust among health care professionals in federal and state authorities.  

 

The federal government should ensure testing kits for any pandemic are widely 

distributed early on, including stockpiling and distributing of sampling systems, such as 

nasal swabs. 

 

Because reliable testing was not available from federal authorities and data on asymptomatic 

patients was spotty at best, physician anesthesiologists and their colleagues were treating 

nearly every patient who displayed even the mildest of symptoms as COVID-19 positive or a 

person under investigation (PUI) for COVID-19. This scenario led many anesthesiologists and 

hospitals to require PPE for nearly all patients and to cancel non-essential surgeries. The lack of 

diagnostic supplies by the federal government and incomplete information on the risk of COVID-

19 transmission wasted necessary resources, delayed care and most likely led to increased 

morbidity and mortality among patients who delayed or canceled their essential surgical 

procedures. 

 

Regulatory and executive agencies should encourage drug manufacturers and suppliers 

to effectively address and solve the preexisting drug shortage crisis. 

 

Many facilities are experiencing shortages of vital anesthetic and critical care drugs that are 

used in operating rooms, procedural areas, and ICUs. These drugs are critical to treating 

COVID-19 patients. Given that institutions ceased elective surgery during the pandemic, we 

have recommended that anesthesiologists work to conserve vital drugs for use in the intensive 

care units for COVID-19 patients. Shortages of particular concern include propofol, 

dexmedetomidine, midazolam, and neuromuscular blocking agents such as cisatracurium. 

Shortages of opioids, such as morphine, fentanyl, and hydromorphone are also problematic; 

therefore, ASA urges rapid increase in federal production quotas to ensure increased availability 

when necessary. 
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ASA has published a list of drugs that are critical to the care and treatment of COVID-19 

patients.1 

 

ASA has been a leading voice advocating for solutions to the drug shortage crisis. The FDA 

Drug Shortages Task Force released a comprehensive report in October 2019, Drug Shortages: 

Root Causes and Potential Solutions,” which includes recommendations for government and 

industry. ASA encourages regulatory bodies to immediately implement several strategies 

outlined in the FDA Task Force report. Specifically, ASA supports recommendations compelling 

stakeholders to (1) create a shared understanding of drug shortages’ impact and the contracting 

practices that may contribute to them; (2) create a rating system to incentivize drug 

manufacturers to invest in quality management system maturity; and (3) promote sustainable 

private sector contracts. 

 

ASA also supports immediate action in carrying out the Mitigating Emergency Drug Shortages 

(MEDS) Act included in the CARES Act. Provisions within that bill will strengthen reporting 

requirements of manufacturers to disclose causes and duration of shortages to the FDA, extend 

reporting requirements to active pharmaceutical ingredient (API) manufacturers, require 

manufacturer contingency plans, and bolter interagency coordination. 

 

OASH should explore regulatory solutions to ensure that medical supply chains have 

increased capacity for domestic advanced manufacturing of critical drugs and medical 

supplies.  

 

We support the Pharmaceutical Accountability, Responsibility, and Transparency (PART) Act, 

S.3781, which would address drug shortages by identifying vulnerabilities in the medical supply 

chain and increase capacity for domestic advanced manufacturing of critical drugs and medical 

devices in the United States. Regardless of Congressional action, we ask that OASH explore 

interim solutions to protect these supply chains and encourage the domestic production of drugs 

and medical supplies used to treat COVID-19 patients. The PART Act would identify the extent 

of US reliance on foreign drug and medical supply manufacturers and encourage investments in 

domestic manufacturing by expanding reporting requirements for manufacturers and require 

quarterly disclosures to the FDA on critical data such as which medications and the amount, 

including active pharmaceutical ingredients, are produced domestically and abroad. 

Manufacturers would also be required to report any increased demand or export restriction to 

proactively address potential shortages. The FDA would be required to share the data with the 

Department of Defense and the Assistant Secretary for Preparedness and Response (ASPR).  

 
1 American Society of Anesthesiologists. Critical Care Drug Recommendations for COVID-19 During 
Times of Drug Shortages. June 25, 2020. https://www.asahq.org/about-asa/newsroom/news-
releases/2020/06/critical-care-drug-recommendations-for-covid-19-during-times-of-drug-shortages. 
Accessed July 6, 2020.  

https://www.asahq.org/about-asa/newsroom/news-releases/2020/06/critical-care-drug-recommendations-for-covid-19-during-times-of-drug-shortages
https://www.asahq.org/about-asa/newsroom/news-releases/2020/06/critical-care-drug-recommendations-for-covid-19-during-times-of-drug-shortages
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OASH should compel regulatory agencies to remove regulations that require 

unnecessary and wasteful use of PPE and medical supplies. 

 

For several years, ASA has been critical of regulations that defer to guidelines or arbitrary 

recommendations that are based on little to no evidence. Such regulations often promote the 

increased adoption of single-use equipment in medicine, which is wasteful and makes our 

health care systems less resilient and dependent on supply chains. We have consistently 

expressed our consternation at regulations and accreditation elements that required the wasting 

of equipment and supplies, like those that arbitrarily required health care workers to change 

their mask when moving from one operating room to another. Physician anesthesiologists for 

several years have also expressed concern with regulations and accrediting policies that 

constrain reprocessing of reusable laryngoscopes, thus promoting the use of single-use 

laryngoscopes. Millions of dollars have been spent, without any measurable effect upon 

infectious outcomes, on compliance with unnecessary regulations and the purchase of single-

use equipment. Each of these regulations, in some form or another, was relaxed or modified 

during the COVID-19 pandemic.  

 

Policies regarding the use of PPE and other critical equipment must be based upon scientific 

evidence that is valid, relevant, unbiased, and all-inclusive. Policies that are not evidence-based 

must be reevaluated so that resources are preserved for use at a time when their use will 

protect patients and health care professionals. For example, the emphasis in recent years on 

several features of surgical attire that did not contribute to a decrease in surgical site infection 

was promulgated by regulators and accreditors. Prior to the pandemic, human and financial 

resources were diverted to fulfill these requirements with no impact upon patient outcomes. 

These resources could have gone a long way towards preparing health care facilities for 

demanding circumstances by reinforcing reserves. 

 

As another example, ASA has petitioned NIOSH to remove oxytocin, ergonovine and 

methylergonovine from its list of hazardous drugs (HD List). Hospitals often use this list to set 

policy for the donning and doffing of PPE by certain health care workers. The occupational 

hazard to health care workers administering those drugs is extremely small and the NIOSH 

decision to include those drugs on the list lacks evidence that would support the use of PPE. 

Hospitals are nonetheless requiring health care workers to use PPE during a time that supplies 

should be dedicated to protecting health care workers from COVID-19 exposure. Over the last 

few months, several accreditation agencies have shifted their priorities from overly cautious 

regulations to conserving PPE for strictly COVID-19 patient interactions. ASA believes there are 

lessons to be applied after COVID-19, proving that some regulatory practices are wasteful of 

PPE and time consuming for health care workers. OASH should encourage a critical review of 

government-issued recommendations, like the NIOSH HD list, to ensure that PPE is not 

inappropriately required for procedures that pose little to no occupational hazards.  
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OASH should convene stakeholders from the Office of the Assistant Secretary for 

Preparedness and Response (ASPR), Centers for Disease Control and Prevention (CDC), 

National Institute for Occupational Safety and Health (NIOSH), the Food and Drug 

Administration (FDA), and other government entities and non-government entities to 

develop reprocessing guidance for Personal Protective Equipment (PPE), ventilator 

equipment, single-use laryngoscopes, and other appropriate items. 

 

The COVID-19 pandemic has exposed several shortcomings of government coordination and 

private business planning. Our members have routinely experienced PPE, drug, and device 

shortages that have required health care workers to develop workarounds and other creative 

solutions to maintain the quality of care delivered to patients and protect health care workers. It 

is within the interests of physician anesthesiologists, other anesthesia professionals, and health 

care workers, in general, to ensure that the federal government facilitates robust public-private 

partnerships and encourages industry to produce efficient and quality products for our frontline 

physicians. 

 

During the pandemic, the CDC and NIOSH released guidance regarding “best practices” for 

reusing PPE and refined the information over a period of several weeks. Some original 

equipment manufacturers also developed and published instructions for reprocessing PPE. The 

federal government should require manufacturers to include specific information on appropriate 

use and reuse of PPE and other equipment. 

 

Physician anesthesiologists and other anesthesia professionals also encountered acute 

shortages in single-use laryngoscopes. The current trend in the private sector is to produce 

disposable laryngoscopes that, because they are single-use devices, fail to include instructions 

on how to reprocess that equipment. Our members and infection prevention experts 

encountered manufacturers not providing any guidance on reprocessing those items. Clearly, 

the inclusion of instructions for reprocessing equipment will be a very effective feature of the 

strategy securing the availability of various consumables. 

 

Such instructions for re-use of disposable or single-use equipment should include: 

• The circumstances under which reuse of PPE is acceptable. 

• Device-specific instructions on how to effectively reprocess (clean, disinfect and/or 

sterilize) each PPE item. Information would include the safety for both patients and 

health care workers when the device or equipment is reused; the efficacy of reused 

equipment to prevent infectious transmission; and how often equipment can be 

reprocessed before the equipment loses its effectiveness. 

• An identification of who assumes the liability for an adverse outcome (either for the 

patient or the health care worker) related the failure of a reprocessed single-use device.  
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The use of PPE can be further enhanced by a greater understanding of how COVID-19 is 

transmitted and in which environments the spread is most acute. Among the many scientific 

inquiries currently underway, ASA encourages research to better understand droplet and 

airborne transmission of viral particles. Investigations of outbreaks, such as the recent CDC 

publication of transmission rates following a choir practice, and various scientific studies have 

suggested that virus-containing liquid particles can be suspended in air currents and become 

airborne.2 Such research questions may include whether this is a clinically important means of 

transmitting the virus person-to-person and the importance of understanding if the new 

coronavirus, SARS-CoV-2, is primarily spread by droplet or airborne transmission or both. 

Scientific inquiries on these questions will help the health care community better clarify our 

current understanding of droplet and airborne disease transmission. Strategies to mitigate the 

spread of COVID-19 and other diseases are based upon a clear understanding of the primary 

means of infectious transmission. 

 

The Strategic National Stockpile should be fully stocked and include adequate 

ventilators, anesthesia machines, airway management consumables, PPE, and drugs. 

 

In early June, ASA submitted comments in response to the HHS Request for Information (RFI) 

on specific strategies to ensure supply security of the Strategic National Stockpile (SNS). In that 

request, we noted that thousands of anesthesia machines were converted from operating room 

use to use in the ICU. We requested that the SNS include anesthesia machines as well as 

ventilators. The separate devices often require different materials and equipment for their proper 

use and maintenance, especially when an anesthesia machine is used in an ICU. For the SNS, 

ICU ventilators, anesthesia machines and non-invasive ventilators will require similar equipment 

supplies. These supplies often have the same name, but the individual products are most likely 

unique to the type of equipment that requires their use: 1.) Breathing circuit filters; 2.) Breathing 

circuit tubing; 3.) CO2 Absorbents such as soda lime (anesthesia machines only); 4.) Circuit 

humidifiers; 5.) Disposables to support monitoring respiratory gases; and 6.) High efficiency viral 

filters (minimum rating of 99.99%) for breathing circuits in adult and pediatric sizes. 

 

We also encouraged ASPR to explore technologies that will aid in the delivery of patient care 

and reduce opportunities for health care workers to contract COVID-19. In a short amount of 

time, many health care workers have used technology that provides care remotely, such as 

using ventilators that can be controlled by a panel outside of the patient’s room. This 

technology, however, is not ubiquitous. A recent article in Anesthesia & Analgesia described a 

custom-built method for controlling two types of anesthesia machines from outside the patient’s 

room. These types of systems for ventilators and intravenous infusion pumps should be 

 
2 Hamner L, Dubbel P, Capron I, et al. High SARS-CoV-2 Attack Rate Following Exposure at a Choir 
Practice — Skagit County, Washington, March 2020. MMWR Morb Mortal Wkly Rep 2020;69:606–610. 
DOI: http://dx.doi.org/10.15585/mmwr.mm6919e6. 

http://dx.doi.org/10.15585/mmwr.mm6919e6
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developed and stockpiled, especially for use with patients who would benefit from limited 

exposure to health care workers (and vice versa). In addition, we recommended that the SNS 

include long infusion lines with three-way connectors and stopcock mechanisms to ensure the 

set-up and continued use of such technology can occur. 

 

Regarding airway management consumables, we recommended that the SNS include 

supraglottic airways, video laryngoscopes and non-invasive ventilation supplies such as 

BIPAP/CPAP masks, machine tubing, circuit filters, and humidification devices, including HMEF. 

As previously noted, we are concerned that industry reliance on single use devices and 

equipment has had a detrimental effect on procurement and re-use processes, especially 

related to video laryngoscopes. We have also learned that manufacturers have little to no 

information about how to safely reprocess devices, including the number of times a device can 

be reused. 

 

We support the routine purchasing and rotation of SNS supplies. For instance, PPE can be 

cycled through the national stockpile and stored until its use and distribution is needed. As the 

expiration date on those supplies nears, federal authorities may wish to distribute or sell such 

supplies to hospitals and other stakeholders and then replenish those supplies with fresh 

supplies. Such an effort would prevent PPE from deterioration. 

 

Supplies held in the strategic national stockpile should be appropriately distributed in a 

timely fashion based upon objective criteria. 

 

Our members were frustrated with the slow distribution of SNS supplies. This was not the first 

option for our members or their facilities but rather a necessary mechanism to receive needed 

equipment when private businesses could not meet health care demands. For example, the 

federal government should have developed and distributed COVID-19 testing kits, including 

those produced by the World Health Organization (WHO). The federal government also should 

have stockpiled and distributed sampling systems, such as nasal swabs. Regardless, any SNS 

supplies should be distributed based upon objective criteria. The decision to distribute 

equipment and to whom should be strategic, data-driven, and made in an apolitical fashion. 

Physician anesthesiologists work in all US jurisdictions and treat patients regardless of political 

affiliation. 

 

OASH should ensure that temporary waivers of supervision requirements be rescinded 

at the end of the Public Health Emergency. 

 

The most significant and unnecessary action by the federal government was the 

Administration’s waiver of the supervision requirements of physician led care. The waiver 

paused the rule requiring that anesthesia for Medicare and Medicaid beneficiaries be 
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supervised by a physician contained in the Conditions of Participation (42 CFR 482.52(a)(5),42 

CFR 485.639(c)(2), and 42 CFR 416.42 (b)(2)). The waivers were not necessary – the 

discontinuation of elective surgeries freed many anesthesiologists and nurse anesthetists to join 

their critical care colleagues. These anesthesiologists were available to serve as critical care 

physicians, while nurse anesthetists became available to serve as intensive care nurses. The 

waivers disrupted the health care system and caused confusion within state governments and 

state leadership.  

 

The waivers created discord among members of the anesthesia care team and threatened 

patient safety culture within the very environments that were supposed to focus on and treat 

COVID-19 patients. In general, the waivers were an “all hands-on deck” sledgehammer to a 

situation that needed thoughtful, deliberate and strategic actions. Instead, the administration 

should have recognized that anesthesiologists are lending their medical expertise to the COVID-

19 patients in the ICU and nurse anesthetists, with their critical care training and experience, 

could and are serving an important role in the ICU, as well. 

 

There are multiple examples demonstrating the importance and effectiveness of the care team 

model in caring for COVID-19 patients. Whether a patient needs an emergency intubation, 

surgery resulting from COVID-19 infection complications, or prone positioning to give the patient 

optimal ventilation, the care team is essential. For an emergency intubation, two anesthesia 

providers must work together— the most experienced anesthesiologist in airway management 

and another anesthesia provider to assist with rapid and successful intubation. Prone 

positioning of a COVID-19 patient can require up to eight providers to successfully ensure the 

patient is maneuvered into a position that gives them optimal ventilation and gas exchange. This 

requires a combination of purposely placed pillows, foam pads, and face cushion secured 

in place via 45 degree turns of the patient both left and right, passing three layers of tightly 

rolled sheets under and above the patient, while the anesthesiologist protects the safety of the 

airway. These movements also put the tracheal tube at risk of migration resulting in extubation 

or movement deeper into the trachea interfering with oxygenation. When turning the patient, the 

coordination is provided by the anesthesiologist who ensures that the endotracheal tube 

remains in proper position. The turning requires vigilance to maintain the head and neck in 

neutral position with a stable grip to prevent injury or extubation. All lines must also be 

continuously monitored to ensure that they remain in proper position.  

 

An “all hands on deck” strategy, if the federal government seeks to continue this approach, 

should be focused on maximizing team functions rather than dismantling the team. Effective 

staff resource allocation in hospitals and within healthcare systems also demonstrate resilience, 

smart planning, and a commitment from health care workers to deliver patient care based upon 

their skills and medical training. In the ICU, anesthesiologists work alongside their critical care 

medicine colleagues and create response teams to ensure safe and efficient intubations and the 
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placement of special monitoring lines. We likewise support the deployment of nurse anesthetists 

to contribute to patient care as critical care nurses when called upon.3 Pediatric ICU nurses, as 

well as nurse anesthetists, are familiar with ventilator-based care and management of 

vasoactive infusions – skills that benefit and enhance team-based care. Our nation’s response 

to COVID-19 today and in the future, especially when considering health care system resilience, 

should be grounded in having a skilled, professional workforce. Patients are best served when 

traditional care team models of practice are used.   

 

These critical care examples of anesthesia providers working together highlight the level of 

training and education necessary to ensure the safety and wellbeing of COVID-19 patients. The 

physician anesthesiologist provides leadership on the care team and works with their 

anesthesia colleagues. OASH should work across HHS agencies to ensure that temporary 

waivers of supervision requirements be rescinded at the end of the Public Health Emergency. 

 

Executive agencies should preserve a US workforce that includes international 

physicians. 

 

ASA has been contacted by practicing anesthesiologists and residents in training in the United 

States who are at risk of losing their ability to care for patients because of federal immigration 

regulatory delays and obstacles. Expiration of visas and loss of employment authorizations 

because of factors outside of the control of these physicians could result in the loss of valuable 

members of the US health care workforce at a time of critical need. ASA has asked the 

administration to expedite necessary immigration reviews and approval, including expediting of 

“Green Card” processing, and consideration of relief for physicians with visas tied to 

employment that may be lost. This will ensure that international physicians already practicing in 

the United States may continue to provide medical services. The international physician 

workforce in some states may be as high as 1 in 4 physicians. Many of these physicians work in 

medically underserved areas and their potential loss would disproportionately affect care in 

areas with scarce physician resources. Building a resilient health care system to confront a 

pandemic requires that international or immigrant physicians and health care workers who are 

delivering care and treating patients should not unnecessarily worry about their work status or 

their family’s future in the United States.   

 

Key Indicators & Data Sources of Health System Resilience 

 

We are responding to Questions #1, #2, and #4 in this section. 

 
3 American Society of Anesthesiologists. Statement on the Utilization of Nurse Anesthetists During the 
COVID-19 Pandemic. May 1, 2020. https://www.asahq.org/about-asa/newsroom/news-
releases/2020/05/statement-on-the-utilization-of-nurse-anesthetists-during-the-covid-19-pandemic. 
Accessed July 6, 2020. 

https://www.asahq.org/about-asa/newsroom/news-releases/2020/05/statement-on-the-utilization-of-nurse-anesthetists-during-the-covid-19-pandemic.
https://www.asahq.org/about-asa/newsroom/news-releases/2020/05/statement-on-the-utilization-of-nurse-anesthetists-during-the-covid-19-pandemic.
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1. What is your definition of health system resilience within the context of your 

organization? Does the definition of resilience need to be defined differently based 

on geographic region and/or the domain of healthcare being assessed? 

 

As a medical society, ASA does not have a common definition for “health system resilience” but 

our members may interpret resilience to mean how local health systems and facilities must plan 

for unusual circumstances that may impact a community’s health and their ability to continue to 

deliver care to all patients. Lessons learned from the early months of the COVID-19 pandemic 

should contemplate how different geographic regions of the country were acutely affected while 

other areas were left waiting in limbo for a COVID-19 surge to occur. COVID-19 disrupted 

elective surgeries and patient care even in areas where there was little community spread – 

leading, in part, to a false sense of safety when restrictions were relaxed. We believe that local 

communities, public health authorities, facilities, and health care professionals must work 

together to tailor their efforts to implement features of a resilient health care system that meet 

their local or regional needs.  

 

At the same time, resilient health care systems must be flexible and nimble enough to 

coordinate and gather resources within a regional area. A health care system in a metropolitan 

or suburban area, including those that span multiple state and city jurisdictions, most likely has 

a different set of needs and available resources than small cities, towns, and rural communities. 

Every state should be coordinating with their hospital systems to understand current capacity 

and surge capacity, if needed. An example of this occurred in March and April when several 

New York City hospitals were approaching or exceeding capacity when there was bed and 

physician capacity available an hour or so away. A comprehensive approach to coordinating 

and moving resources from one facility to another, including transferring or diverting patients as 

needed to hospitals which have not reached capacity, would allow for continued care of non-

COVID patients, including elective surgery.  

 

2. What key indicators or data sets are being used within your organization to assess 

health system resilience? 

 

Physician anesthesiologists often work with hospital administrators on contingency planning and 

resource allocation. Our members contribute to hospital decision-making, especially as facility 

administrators assess community spread, testing protocols, policies and procedures for treating 

patients and, unfortunately, preparing locations and equipment within the hospital for increased 

numbers of COVID-19 patients. Although the data that our members use varies from location to 

location, common elements should include staffing priorities, bed availability, PPE supplies, 

supplies of other critical equipment, and drugs that are used to deliver care to COVID-19 

patients.  
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Our members also experienced obstacles to sharing equipment and supplies between hospitals 

within regions. For example, patients in one facility may be receiving care via older anesthesia 

machines at the same time that newer and more effective anesthesia machines might be 

available at another facility nearby. Motivated people found ways to help each other out, but 

there is no reliable process or mechanism for sharing inventory information and supplies 

between institutions in our siloed health care system. We believe the federal and state 

governments should implement systems to help facilitate the communication of 

inventory and availability in geographic regions. 

 

4. What selected health conditions should be used as indicators of health care 
availability, access, timeliness, and quality, in terms of treatment and preventive 
services? 

 

We recognize the impact that disparities in health care have had with regard to COVID-19 

infection and mortality rates, access to care and a patient or caregiver’s understanding of 

treatment options. Physician anesthesiologists are acutely aware how underlying health issues 

in patients, such as diabetes, high blood pressure and obesity, can have on patient outcomes 

regardless of a COVID-19 diagnosis. Multiple studies have shown that a lack of access to 

affordable and quality care negatively impacts the outcomes of a COVID-19 patient and 

disproportionately affects communities of color. Disparities in health care affect all COVID-19 

patients and the public, either directly or indirectly, in hospitalizations, financial costs and trust in 

our health care system. Understanding and acting to assess and address disparities in health 

care should be an immediate priority of federal agencies and can be coordinated between 

public-private partnerships, the health care industry and academic institutions. In addition, 

federal agencies should assess and immediately deploy additional resources, as necessary, to 

the Indian Health Services and community-based groups to address the crisis that many Native 

American communities are facing in the wake of COVID-19. Health system resiliency is 

dependent upon the well-being of and care delivered to all patients affected by COVID-19. 

Federal agencies should immediately incentivize community-based, multi-stakeholder 

dialogue, research and action to improve access to care and quality of care among 

communities disproportionately affected by COVID-19.  

 

Public/Private Data Sources 

 

As a specialty medical association, ASA has not developed internal data sources or a 

framework to assess the resilience of the health care system. We believe that local or 

geographic initiatives to collect such data, with common data elements, are beginning the 

process of objectively assessing health system resilience and local needs. Our experience in 

operating a clinical data registry outside of COVID-19 has demonstrated quite a divide between 

individuals and groups that may have access to seamless reporting and data capture via 
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electronic resources and those who are unable to procure or use such technologies. Public and 

private entities seeking data on health system resilience should take into consideration how 

resources will vary between different geographical environments and even health care facilities 

within metropolitan areas.  

 

Public-Private Partnerships 

 

ASA does not have any specific recommendations on public-private partnerships that could be 

used to assess and monitor health system resilience and population health outcomes. Likewise, 

we do not have specific recommendations on the direction the public sector should take on 

collaborating with private entities on data collection or population health assessments.  

 

****** 

 

We thank you for considering our comments. For additional discussion, please contact Matthew 

Popovich, ASA Director of Quality and Regulatory Affairs at m.popovich@asahq.org or 202/591-

3703. 

 

Thank you, 

 
Mary Dale Peterson, M.D., FASA 

President, American Society of Anesthesiologists 
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