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VENTILATIONS

Eyes Wide Shut, Mouths Open Tight
n October 15, 2002, physicians had to comply with the Health Insurance
Portability and Accountability Act (HIPAA) electronic transmission regulations, or they had to file for a one-year extension. To say that confusion
reigns with respect to exact interpretations of the HIPAA regulations grossly
understates the situation. Moreover, the health information security and privacy
standards simultaneously being developed have many physicians uncertain as to
who specifically is considered a “covered entity.” As a result, less than 200,000
“covered entities” of an estimated 2 million participants had responded as of
October 1. Moreover, the Centers for Medicare & Medicaid Services (CMS)
has not made it clear as to what will happen to “entities” out of compliance.
In the September 2001 NEWSLETTER, I supported the concept of patient
privacy adopted by Congress. However, CMS oversight of the HIPAA legislation will likely serve to further dismantle health care delivery in America.
HIPAA, as being implemented by CMS, is like an electromagnetic pulse
directed across the entire nation, effectively knocking out all medical communication in health care.
Incapacitating doctors’ abilities to expeditiously discuss patients’ conditions
with colleagues is but one in a series of debacles perpetrated on physicians by
government policy. Since the Clintons allowed business to “ride roughshod” on
medicine in the early 1990s, the antimedicine culture in Washington and across
the country has continued to intensify. Consider some of the following policies
and events that have all but uncoupled health care delivery from patient access
and satisfaction:
• Medicare fraud and abuse activity has been scrutinized retroactively with
a vengeance. Because of universal confusion, all physicians are potentially in
violation of the regulations, and stiff penalties are being levied.
• The Attorney General’s office hired more than 200 piranha attorneys to
seek out “violators” of Medicare billing who do all but “extort money.”
• Antitrust laws have prevented physicians from negotiating collectively
as a group with insurers.
• CMS made accounting errors in Medicare/Medicaid payouts, and Congress responded by slashing physician reimbursement in a draconian fashion.
• At a time when the very fiber of the medical educational system is
unraveling, the government continues to withdraw financial support and continues to target academic medical centers for Medicare fraud, further reducing
any financial reserves they might have to rectify educational shortfalls.
• Antikickback regulations are so rigid and contradictory that virtually all
physicians are in violation unless they have never accepted a pen or eaten a
donut supplied by a pharmaceutical representative.
• Tort reform has not been advanced in Congress despite the health care
access crises occurring in dozens of states.
• Trial attorneys have apparently launched a campaign to “Invest in America” by buying (Democratic) congressional politicians. Doctors are consequently leaving “tort-friendly” states in droves. As a result, a woman in
Arizona delivered her baby on the side of the road while attempting to travel
600 miles to visit the nearest available obstetrician.

Mark J. Lema, M.D., Ph.D.
Editor
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ADMINISTRATIVE UPDATE
Power of the People
Candace E. Keller, M.D.
Speaker of House of Delegates (2003)
their legislators and participate in “white
coat” rallies in addition to writing letters
and making telephone calls. Throughout
the first 33 days of a special session called
to deal with the civil justice reform issue,
“Forward, as occasion offers. Never
people answered the cry of physicians for
look ’round to see whether any shall note
help and actively engaged themselves by
it… Be satisfied with success in even the
contacting their legislators in record numsmallest matter, and think that even such a
bers. Indeed, one representative was heard
result is no trifle.”
to say, “I don’t need to hear from any more
Marcus Aurelius,
patients in my district; I know they want
The Power of the People
reform and want it now!” At the end of
the day, the voice and power of “the peos many of you are aware, my home
ple” finally overcame the longstanding
state of Mississippi has been one of
stronghold of the trial lawyer lobby.
several facing a health care crisis of volAll physicians, anesthesiologists in parcanic proportion. A combination of facticular, must become more involved than
tors, including the increasing number of Candace E. Keller, M.D
ever in the political process. The tort
lawsuits, large jury verdicts and the exodus
reform story in Mississippi is but one
of liability insurance carriers from our market, to name a example of the enormous influence that physicians, their
few, have critically reduced both the affordability and
families, coworkers, friends and patients can have in the
accessibility of medical liability insurance coverage for
political arena. No one can express the impact of legislaphysicians. Not only has this situation caused physicians
tion and regulation on the medical profession better than
to leave our state or opt for early retirement, but it has also those directly involved in the practice of medicine. Your
made recruitment of new physicians difficult.
voice must be heard!
The physicians and citizens of my state have responded
Our ASA Political Action Committee (ASAPAC) is
to our crisis in an unprecedented manner urging our state
working diligently to help elect candidates who will underlegislature and governor to act. On October 7, 2002, our stand our issues, listen to our viewpoints and support our
elected state legislators passed a tort reform bill that was
positions. We must increase both the number and amount
signed into law the following day by Governor Ronnie
of our contributions to ASAPAC. We must also increase
Musgrove. While not as comprehensive as we had hoped,
our participation in campaign activities at the local, state
it is a significant step forward.
and national levels. Last and most importantly, we must
Briefly, the bill includes:
go to the polls and VOTE!
• A $500,000 cap on noneconomic damages for medOur government was founded to be one “of the people,
ical malpractice actions filed after January 1, 2003. The
by the people, for the people.” This is possible only if “we
cap increases to $750,000 in 2011 and $1 million in 2017.
the people” make it a reality. Please choose to get
• Limits venue to the county where the alleged act
involved and make a difference. ASA officers and staff
occurred.
stand ready to assist you. Now is not the time to sit idly in
• Mass tort claim protection for physicians who innopassive observation. Your active participation is vital.
cently prescribe an FDA-approved drug.
• Abolishes joint and several liability for noneconomic damages and reduces joint and several for economic damages.
“Remember that what pulls the strings
is the force hidden within: there lies the
power to persuade, there the life — there, if
one must speak out, the real man.”

A

Without any doubt, the passage of this new law was the
direct result of political action by physicians, health care
workers, their patients and citizens from all walks of life.
Hundreds traveled to the state capital to personally lobby

2

American Society of Anesthesiologists NEWSLETTER

WASHINGTON REPORT
Several Health Bills Become ‘Road-Kills’ as 107th Congress
Winds Down
Michael Scott, J.D., Director
Governmental and Legal Affairs
s this column is written in early
October, partisan differences
and election-season politics appear to
have spelled legislative “toast” for a
number of health-related bills widely
supported by organized medicine.
Perhaps the only good news is that
the prospect for a positive Medicare
physician reimbursement update is
still alive, though the vital signs are
unstable.
Principal among the roadside casualties on Capitol Hill are the patient
protection, antitrust relief, professional liability and patient safety bills.
Although both the House and Senate last year passed similar patient
protection bills (S. 889, H.R. 2315),
advocates for the respective versions
have been unable to resolve their differences over sanctions against managed care organizations found to have
improperly denied care.
Legislation providing physicians
with modest antitrust relief (H.R.
3897) gained sponsorship from 59
House members, but the bill was
never marked up in the Judiciary
Committee and was never introduced
in the Senate.
H.R. 4600, modeled after the successful California statute, the Medical
Injury Compensation Reform Act,
and containing significant limitations
on professional liability exposure,
passed the House in September by a
comfortable margin but was acknowledged to be dead on arrival in the
Senate.
Representative Nancy L. Johnson’s (R-CT) patient safety bill (H.R.
4889), under which private organizations such as ASA could collect nondiscoverable medical error data from
providers, is expected to pass the
House this month. Companion legis-

A

lation is not expected to move in the
Senate (S. 2590), and in early October, Senator Edward M. Kennedy (DMA) introduced a competing
Democratic bill (S. 3029).
In summary, only Medicare “modernization” proposals remain on the
congressional radar screens. As previously noted in this column, the House
last June passed its version of the bill,
H.R. 4954, including both a modest
Medicare prescription drug benefit as
well as reimbursement relief for
Medicare providers. For physicians –
whose Medicare conversion factor
will drop another 4.4 percent on January 1 unless Congress acts – the
House bill contemplates a statutory
increase of 2 percent in 2003, followed by estimated increases of 2-4
percent in each of the next two years.
The bill also includes regulatory relief
provisions adopted from H.R. 3391, a
bill broadly supported by medical
associations, including ASA.
In the Senate, nothing was essentially done on the provider issue
while Senators tilted over the terms of
a more generous drug benefit, with
sponsors of four different bills eventually failing to garner the necessary
votes for passage of any of them. In
mid-September, Senators Max Baucus (D-MT) and Charles E. Grassley
(R-IA), Chairman and Ranking
Minority Member of the Finance
Committee, began serious work on a
stand-alone provider package; this
work resulted in development of S.
3018, which they introduced in early
October. Provisions in the bill for a
physician update are essentially identical to those in the House bill.
That’s the good news. The bad
news is that S. 3018 contains virtually
everything on every Senator ’s

Medicare wish list, driving the 10year cost of the legislation to at least
$43 billion and maybe more. That
figure is about $20 billion to $25 billion more than the White House has
made clear it is prepared to spend,
and many observers believe that the
bill died about 10 minutes after it was
introduced. Further complicating the
matter is the fact that Senator
Olympia J. Snowe (R-ME), a strong
proponent of the Medicare drug benefit, has declared her intention to offer
an amendment to S. 3018 in order to
fund such a benefit, thus driving up
the cost exponentially.
Despite these problems it is clear
that most members of Congress and
the White House regard the physician
“fix” as the most pressing issue in the
whole provider complex. In an interview on October 3, Centers for
Medicare & Medicaid Services
Administrator Thomas Scully said:
“Our [the Administration’s] general
strategy is physician payment has to
be fixed…. The SCHIP [State Children’s Health Insurance Program]
…we certainly have to fix that. We
don’t see a driving need for other
things.” By the same token, however,
the official White House position is
that any provider “fixes” must be
budget-neutral, that is, gains by one
provider group must be offset by cuts
to another.
No one knows at this writing the
shape of the legislative “end game” to
deal with at least these issues. Given
the fact that Congress has not sent even
one of the 13 appropriations bills to the
President, it is clear that Congress will
need to pass a series of continuing resolutions to permit operation of the fedContinued on page 10
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The Perioperative Physician
Daniel F. Dedrick, M.D.

ll of medicine evolves as knowledge and skills grow.
The American Board of Anesthesiology (ABA) has
recently changed the structure of its oral examination to reflect
the broadening role of the specialty. ABA has increased its
emphasis on preoperative assessment, perioperative pain control and acute postoperative management by adding time for
these topics to each of the two oral test sessions.
Recently Simon Gelman, M.D., Ph.D., brought these concepts to our faculty at the Brigham and Women’s Hospital
(BWH). He reminded us that the term “anesthesia” was suggested by Oliver Wendell Holmes to evoke the state of senselessness provided by ether. Dr. Gelman further reminded us
how our practice grew deep physiologic roots, how we began
the earliest intensive care units as an outgrowth of our knowledge of ventilation, and how we derived techniques of pain
management from our management in the operating rooms
(O.R.s) and obstetric suites. He suggested that our department be renamed to conform to the reality of our current practice. Thus we became the Department of Anesthesiology,
Perioperative and Pain Medicine.
Through the following articles, members of the BWH faculty were invited to share their vision of the new roles of the
modern anesthesiologist outside the traditional O.R. and
delivery room. We work as preoperative physicians, bringing patients to the most optimal state possible. The anesthesiologist works well in the high-acuity inpatient environment
and may become the ideal “hospitalist” physician. Anesthesiologists can best manage acute postoperative pain by
aggressive approaches because of our knowledge of both
regional techniques and the pharmacokinetics and pharmacodynamics of potent analgesics. Even critical care has
changed, but anesthesiologists remain ideal participants in
the team approach to patient care.
I wish to thank Dr. Gelman for his vision and guidance.

A

Daniel F. Dedrick, M.D., is Assistant
Professor of Anesthesia, Harvard
Medical School, and Director of Residency Education, Department of Anesthesiology, Perioperative and Pain
Medicine, Brigham and Women’s Hospital, Boston, Massachusetts.
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The Anesthesiologist as Perioperative Physician:
The PCP of the Preoperative Period?
David L. Hepner, M.D.
nesthesiologists are becoming accustomed to the concept of the perioperative physician. The concept of the
perioperative physician starts in the preadmission test center.
These centers see the majority of surgical cases since very
few patients are admitted prior to the day of their procedure.
Anesthesiologists review the medical history, perform a
physical examination, order tests as necessary, decide
whether to order consultations with specialists and evaluate
the patient’s readiness for surgery. Outside consultants and
the patient’s primary care physician may give feedback to
the anesthesiologist, but the decision about whether to proceed with an elective case is the anesthesiologist’s.
Primary care providers (PCPs) see patients for routine
visits, order tests and consults as necessary and coordinate
the final disposition of the patient. How does this differ
from the role of the anesthesiologist as a perioperative
physician in the preoperative period? One could argue that
there is little to no difference between what PCPs do and
what we do during the perioperative period. Basically, perioperative physicians must prove that patients are medically
stable and optimized for the proposed surgical procedure.
You may ask yourselves, what then prevents primary
care providers from taking over our job as preoperative
physicians? The answer is quite simple. Anesthesiologists
have specialized training in risk assessment and understand
very well the “black box” of the intraoperative period. We
understand the interactions of anesthetics with disease
processes and the hemodynamic changes and fluid shifts of
different surgical procedures.
Difficulty arises not in being able to do a good job getting patients ready for surgery but in convincing our surgical colleagues and hospital administrators that we can do
this job well. Surgeons have to abandon the idea of ordering consults in order to avoid cancellations by anesthesiologists. In comparing two three-year periods, we reduced the
number of cardiology consultations threefold by instituting
procedural, educational and staffing alterations in our
preadmission test center.1 Patients with coronary artery
disease do not automatically get a cardiology consult. If
the patient is followed closely by a cardiologist, we obtain
existing information and assess the stability of cardiac disease and the need for additional evaluation. According to
current recommendations, if a patient has had a stress test
within the past two years or a coronary artery bypass graft
within the past five years and has no new signs or symptoms of coronary artery disease, no additional cardiac
workup is necessary.2
Support of hospital administrators is as important as the
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“The timing of the preoperative
visit is very important, especially
for patients with complex medical
histories. It is essential that we see
these patients in advance.”
support of our surgical colleagues. Although it is possible
to bill for some of these complex visits, there must be documentation that this was not a routine preoperative evaluation. Brigham and Women’s Hospital currently provides
financial support for two attending anesthesiologists and a
nurse anesthetist. In addition, the hospital pays for the
nurse practitioners who work in our facility. Not too long
ago, I was sitting at a meeting with hospital administrators
and physician representatives of a major insurance carrier
in Massachusetts. Our preadmission test center found that
some of the “complete” packages they were sending to us
had missing information or “patient clearance” of an unstable patient. The medical and surgical representatives of
that insurance carrier, both physicians, acknowledged that
their primary care physicians were not trained in the relatively new field of risk assessment. They agreed to let us
decide which patients needed further workup or consultations and to bill those complex patients as an anesthesia
consult instead of bundling the preoperative assessment in
the subsequent anesthetic reimbursement.
The ordering of blood work, electrocardiograms and
chest X-rays is another area that should be shifted to the
preoperative physician. Shifting the ordering of preopera-

David L. Hepner, M.D., is Assistant
Professor in Anesthesia, Harvard Medical School, and Assistant Director,
Pre-admitting Test Center, Brigham
and Women’s Hospital, Harvard Medical School, Boston, Massachusetts.
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tive tests from surgeons and primary care physicians to
It is important that anesthesiologists as perioperative
anesthesiologists brought a 55.1-percent decrease in physicians develop verbal and nonverbal strategies to comordered tests, translating into a 59.3-percent hospital cost- municate better with patients. Many recent articles in wellreduction, or $112.09 per patient.3
known anesthesia journals have stressed the concept of
Close coordination between the preoperative anesthesiol- communication skills for anesthesiologists.5-6 We cannot
ogist and the intraoperative anesthesiologist is of the utmost evolve into perioperative physicians without first ensuring
importance. Miscommunithat we are developing and
cation between members of
improving our communicaour team causing cancellation skills. Nonverbal forms
“The role of the anesthesiologist as
tions of surgeries may lead
of communication include
to surgeon dissatisfaction
manners, habits, appearances
the perioperative physician encomand a return to the ordering
and interpersonal skills. 6
passes more than just evaluating
of unnecessary tests and
Mark J. Lema, M.D., Ph.D.,
consults in an effort to ward
editor of the ASA
and stabilizing medical issues… It
off the potential of a canNEWSLETTER, received a
celled case.
great deal of criticism when
is essential for the preoperative
The timing of the preophe suggested that we as
clinician to spend time with the
erative visit is very imporanesthesiologists should
tant, especially for patients
dress as professionals whenpatient explaining the anesthetic
with complex medical hisever we are outside of the
tories. It is essential that we
operating room.7-8 I comand postoperative pain control
see these patients in
pletely agree with Dr. Lema,
options.”
advance. At the Brigham
especially when we are seeand Women’s Hospital, we
ing patients in preoperative
recently instituted a policy
test centers.
that all patients should be seen at least 48 hours prior to the
The recent “Practice Advisory for Preanesthesia Evaluasurgical procedure if at all possible. This allows us enough tion” developed by the ASA Task Force on Preanesthesia
time to review the history and any additional information Evaluation states that the preanesthesia evaluation is the
from the patient’s PCP or specialists and decide whether responsibility of the anesthesiologist.9 It further states that
the patient needs any further evaluations. If additional this evaluation includes the history and physical examinaworkup is necessary, we attempt to obtain it without having tion and a review of medical records and tests.9 It also
to postpone the surgery. Our goal is not just to obtain stresses the option of obtaining additional consults and the
enough information to get the patient through the surgery use of information obtained during the preoperative visit to
educate the patient.9 In my opinion, this practice advisory
but to ensure that the patient is medically stable.
The role of the anesthesiologist as the perioperative not only supports the concept of the anesthesiologist as the
physician encompasses more than just evaluating and stabi- perioperative physician but also as the primary care
lizing medical issues. Patients presenting for preoperative provider of the preoperative period.
My former chair, Simon Gelman, M.D., Ph.D., a mentor
workup have significant anxiety about their upcoming procedures. It is essential for the preoperative clinician to to many inside and outside of our department and an
spend time with the patient explaining the anesthetic and insightful and experienced physician, once said that the
postoperative pain control options. In a recent article out- complete transformation from a department of anesthesiollining what outpatients value most during their anesthetic ogists to a department of perioperative physicians will take
care, Fung and Cohen demonstrated that information and time, perhaps even a generation or two of physicians. He
communication were ranked the highest by patients.4 In also stressed that our educational programs will have to be
preoperative care, patients preferred that anesthesiologists expanded in order to achieve this goal. He would be happy
identify and address their concerns.4 Anesthesiologists to read the August 2000 ASA NEWSLETTER article by
underestimated the value placed by patients on information
and communication.4
Continued on page 14
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The Anesthesiologist as Hospitalist:
Covering All the Bases in Perioperative Care
Steven J. Lisco, M.D.
n the last decade, American health care has witnessed
the rise of two distinct but equally important phenomena.
First we have seen a dramatic increase in “generalism”
with an emphasis on primary care. Second, we have witnessed the sweeping reorganization of the inpatient care
model into a more time- and cost-efficient, hospital-based
care system. Unique among hospital-based physicians are
anesthesiologists, experienced at providing direct patient
care in both the inpatient and outpatient setting. In the
operating room (O.R.), we attend to patients for a discreet
period of time; in the intensive care unit, we care for
patients over the course of their critical illness. Of course
in the pain clinic, we see outpatients with chronic problems, often for multiple visits. Currently anesthesiologists
have a wide and ever-expanding range of perioperative
patient responsibility.
As hospital-based physicians, what role will the anesthesiologist play in this new era of medicine? Will our
practice be limited to that of intraoperative providers of
anesthesia services, or will we assume more diverse
responsibilities and lead the evolution of hospital-based
programs as medicine strives for efficient, cost-effective
delivery of medical, surgical and perioperative care?

I

Hospitalists
Traditionally internists or family practitioners follow
their patients in both the outpatient and inpatient settings.
Notably over the last decade, increasing demands on time
dictated by managed care and then subsequently by the
increasing complexity of inpatient medicine have led to the
establishment of a new cadre of full-time, hospital-based
physicians focused primarily upon the care of inpatients.
In 1996, Goldman and Wachter first dubbed this new breed
of hospital-based specialists “hospitalists.”1
These physicians often are internists who dedicate the
majority of their clinical effort to the care of inpatients.
Outpatient responsibilities, if they exist, are negligible.
The defining characteristic of the hospitalist is the “handoff” cycle. This arrangement allows the general internist to
provide uninterrupted outpatient care, “handing off” care of
hospitalized patients to the hospitalist. The hospitalist
would provide inpatient care and then facilitate a seamless
transition back to the outpatient setting upon discharge.2,3
Perioperative Physicians
The complexity of current inpatient care, with increasing acuity of illness in hospitalized patients, suggests that
basic competency in critical care medicine should be an
November 2002
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important component of hospitalist training. Supporters of
hospital-based medicine debate whether those charged with
providing inpatient acute care should be trained classically
as internist/intensivists or undergo new and distinct training
as “hospitalists.” 4 Ironically, anesthesiologists have
recently been discussing an almost analogous situation
with regard to inpatient care of complex surgical patients,
with renewed emphasis upon perioperative medicine.5 It is
interesting that the similarities between these two novel
ideas, developed in parallel, seem to have been missed by
those urging their respective specialties toward increased
involvement in hospital-based care. This being the case,
should we then be asking whether these two roles could be
effectively combined?
Training Perioperative Physicians as Hospitalists2
Recognizing the breadth of training and scope of practice required by hospital-based specialists, a comprehensive training program, including components of internal
medicine and anesthesiology, would seem to be ideal.
General internists believe they are capable of caring for
most medically relevant issues in all patients. However,
their training is lacking with respect to the perioperative
management of complex surgical patients. It is the rare
internist who appreciates the subtleties of preoperative testing, intraoperative management, acute postoperative care
and pain management.
Anesthesiologists, on the other hand, address these issues
on an almost daily basis but lack comprehensive training in
the finer points of inpatient care outside the operating room
and intensive care unit. Hence, training for physicians interested in pursuing hospital-based care as well as perioperative
medicine should sample from both disciplines.
Training in anesthesia would fill the
internist/hospitalist’s void in surgical critical care (unique

Steven J. Lisco, M.D., is Co-Director,
Surgical Intensive Care Unit and
Burn Trauma Intensive Care Unit,
Brigham and Women’s Hospital,
Boston, Massachusetts.
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from medical critical care) and acute and chronic pain man- require a similar commitment. Individuals trained in this
agement as well as expand their experience with surgical fashion will serve to expand the clinical realm of both curpatients, invasive procedures and perioperative physiology. rent and future practitioners as graduates participate in the
Training in internal medicine would create an anesthesiolo- emergence of anesthesiologists as perioperative physicians
gist skilled not only as a hospitalist for medical inpatients and hospitalists across the country. Physicians trained in
but also as the ideal perioperthis manner will be capable,
ative consultant to surgical
both directly and indirectly
colleagues currently forced to
through education of future
“Anesthesiologists have always
rely on multiple medical contrainees, of expanding the
sultants, often poorly coordirole
of anesthesiologists
possessed the knowledge and skills
nated, for management of
outside the operating room.
necessary to function as perioperaacute nonsurgical issues durBy taking the lead in cliniing the perioperative period.
cal research and outcome
tive physicians. Many work in this
One would expect that the
study design, they will be
overuse and possible abuse of
true hospitalists charting a
capacity already, their expertise
the preoperative and postopnew course for both medrecognized by their surgical colerative medical consultant
ical and surgical inpatients
could be obviated by obtainand in academics.
leagues.”
ing a perioperative medical
It is still possible for
consult
from
an
anesthesiologists to become
internist/anesthesiologist
leaders in this new, exciting
capable of performing a dual role, consequently coordinat- and growing field by formalizing resident training in hospiing a complete and efficient care plan for a patient’s entire tal-based, adult inpatient and perioperative medicine. This is
hospital stay. Melding components of internal medicine, where the future of anesthesiology may, or even should, lie
anesthesiology, critical care medicine and pain manage- and where our expertise can and will be recognized by our
ment would create a superb inpatient specialist. Because of colleagues beyond our current participation in the operative
this unique training, such physicians would be identified by portion of the surgical patient’s hospital experience. Until
medical and surgical colleagues, as well as hospital admin- now, internal medicine has taken the lead in defining the speistrators, as the individual best suited to act as an inpatient cialty of hospital-based medicine. However, we are in the
“gatekeeper.”
unique position of possessing a body of knowledge necesAnesthesiologists have always possessed the knowledge sary to care for the surgical patient over the perioperative
and skills necessary to function as perioperative physicians. period. It is this knowledge that our surgical colleagues recMany work in this capacity already, their expertise recog- ognize in the O.R. but may not extrapolate fully to the entire
nized by their surgical colleagues. Some anesthesiologists perioperative period without additional specialized training
have even completed subspecialty training in pain manage- and/or fellowship certification.
ment or critical care medicine and spend a large percentage
We must remember that it is difficult to regain a presof their clinical time outside the O.R. Those currently inter- ence once it is relinquished. While we as anesthesiologists
ested in pursuing hospital-based medicine, however, cur- may view ourselves as capable of managing patients
rently lack an organized subspecialty training program. throughout the perioperative period, we will be unable in
Until a specific fellowship or subspecialty truly emerges, many instances to convince third-party payers, surgeons
the ideal method of training individuals with an interest in and hospital administrators to reimburse us for time and
anesthesiology and perioperative medicine is to use the effort unless our skill/training is quantified in some objecexisting infrastructure and incorporate additional training in tive fashion. In the coming years, the specialty of hospitalinternal medicine into the anesthesia continuum, potentially based medicine will evolve as market forces dictate. If we
as CA-3 rotations or as a subsequent fellowship year. Just do not actively participate in its evolution, we will be left
as a special qualification in critical care or pain management out as other aggressive specialties strive to extend their
now requires an extra year of training, so too might training
Continued on page 20
in perioperative medicine (anesthesia/internal medicine)
8
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The Anesthesiologist as Acute Pain Consultant:
Who Better to Lead This Growing Specialty?
Mercedes Concepcion, M.D.
Sunil Eappen, M.D.
he scope of anesthesiology has expanded to encompass areas outside the operating room, including such
other aspects of patient care as preoperative evaluation,
postanesthetic care, critical care and pain management, just
to mention a few. The anesthesiologist has truly become a
perioperative physician.
At the 31st Emery A. Rovenstine Memorial Lecture
(1993), Nicholas M. Greene, M.D., proposed a change in
the name of our specialty.* Not only is practice so different from when the term “anesthesia” was first coined by
Oliver Wendell Holmes in 1846, but also because the horizons of “anesthesia practice” have expanded beyond the
provision of surgical anesthesia.1
One of the clinical areas in which anesthesiologists are
increasingly involved is postoperative pain management. In
1995, Warfield and Kahn2 assessed “the state of acute pain
management” in American hospitals. Of the 300 hospitals
surveyed, 46 percent had established a pain management
program with “acute postoperative pain management” as a
component in 42 percent of all hospitals. At that time,
another 13 percent of hospitals surveyed had planned to
establish a formal “acute pain management program.”
Eighty percent of the acute pain management programs were
headed by anesthesiologists, and 94 percent had an anesthesiologist as a member of the acute pain management team.
Despite attempts to improve pain management, a significant number of patients continue to experience inadequate
postoperative analgesia. The formation of an acute postoperative pain service leads to establishing standards of care with
resultant improvement in patient satisfaction.3-5 Pain manage* In that year, Dr. Greene proposed changing the specialty’s
name to “metesthesiology” because that word, he felt, better
described the vast changes that the specialty had undergone.

ment is intimately related to the practice of anesthesiology.
Holmes used the word “anesthesia” to describe the state
of “painless surgery” achieved by dentist William T.G.
Morton with the use of ether. The word “anesthesia” is
derived from the Greek prefix “an-” meaning “without” and
the Greek word “esthesia,” which means “sensation.” Thus
a fundamental aspect of the practice of anesthesiology is to
prevent sensation, to prevent pain. Several factors contribute to the increasing involvement of the anesthesiologist
in acute pain management. Profound knowledge of
anatomy (more specifically neuroanatomy), understanding
of pain pathways and the mechanisms and physiology of
pain, knowledge of pharmacology, pharmacodynamics and
pharmacokinetics of analgesic drugs all add to our role in
managing these patients postoperatively. To these we must
add the anesthesiologist’s expertise in regional anesthesia.
The Agency for Healthcare Research and Quality issued
guidelines for acute pain management in 1992. The guidelines emphasized the need for adequate acute pain management, stating that “postoperative pain leads to patient
discomfort, which in turn leads to longer recovery period
and higher health care costs.”
The Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) created standards requiring that
hospitals assess, treat and document patients’ pain.
JCAHO’s 2001 accreditation of health care organizations
was partly determined by how these organizations adhered
to the standards. Hence, an organized acute pain management service is mandatory to fulfill JCAHO requirements.
Intraoperative anesthesia technique as well as postoperative analgesic techniques may significantly affect perioperative morbidity. Morbidity leads to increased cost and
hospital stay. Some studies have demonstrated the benefits
and efficacy of epidural anesthesia/analgesia in reducing
morbidity for some procedures, especially in high-risk
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“The anesthesiologist participating
in an acute pain service must be
committed to patient care, specifically to improving the quality of
postoperative analgesia.”
patient populations. 6-7 Epidural analgesia is just one
modality of pain control. The anesthesiologist’s training
and expertise should lead to the appropriate decision when
choosing treatment modalities for each individual patient.
The anesthesiologist participating in an acute pain service must be committed to patient care, specifically to
improving the quality of postoperative analgesia. Improved
analgesia is associated in many cases with decreased morbidity and shortened hospital stay.8 For an anesthesiologybased acute pain service to succeed, it is tremendously
important that we maintain open communication with surgeons as well as with other members of the team involved
in each patient’s care. We must develop protocols for pain
management that can be individualized easily to each
patient’s needs. Integration of effective analgesia into surgical care must be mandatory to improve outcome.
As Myer H. Rosenthal, M.D., stated: “We must accept
the fact that for the anesthesiologist, perioperative involvement is as important as intraoperative practice.” 9 Becoming a perioperative physician is an opportunity for our
specialty to become more visible within the hospital com-

munity and to patients and their families. This will
increase the patient’s understanding of the role of the anesthesiologist as a member of his/her care team.
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Washington Report: Several Health Bills Become Road-Kills as 107th
Congress Winds Down
Continued from page 3
eral government in the weeks ahead.
The physician and SCHIP “fixes” and
even others could be attached to a continuing resolution. We do not know,
but what we do know is that it is
important to maximize the pressure on
Congress, and ASA — along with the
other specialties — is doing that in
every way that we know how.
10

One final point: By the time the
next issue of the NEWSLETTER is
published, we should know CMS’
decision on whether anesthesia work
values should be increased. Both
ASA and the American Association
of Nurse Anesthetists (AANA),
working together, have generated significant congressional interest in this

issue, and we remain hopeful that
CMS will increase values. At the
same time, if Congress does not act
on the physician update issue, it is
reasonable to expect that CMS is
going to be reluctant further to cut
other physicians’ reimbursement in
order to pay for increased anesthesia
values.
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The Anesthesiologist as Intensivist:
A Critical Link to Improving Critical Care
Nicholas Sadovnikoff, M.D.
iven the opportunity to expound on the reasons that
anesthesiologists are ideally suited to practice critical
care, I find myself in an enviable position. I say this for several reasons. The first is that I did not come to my current
career position by the most direct route. In fact, I trained
initially in internal medicine, followed by an internal medicine-based critical care fellowship and only thereafter
entered a residency in anesthesiology. Despite my officially
becoming a board-certified intensivist during the first year
of my anesthesiology residency, I know now that I was not
truly a qualified intensivist until the completion of that residency. While this is a potentially controversial point of
view, I will undertake to defend it in the following pages
and, at the same time, attempt to outline the reasons why I
believe that the training and practice of anesthesiology are
optimal for practicing critical care. Further, I will argue that
the moment is now ripe as never before for anesthesiology
residents to consider careers in critical care medicine.
Let me first digress briefly into the history of critical care
medicine, whose roots run but some 40 years deep. The initial development of intensive care units occurred in the early
1960s as an extension of the concept of postsurgical recovery
units. Not surprisingly, anesthesiologists, with their knowledge of early mechanical ventilation technology, were
instrumental in the care delivered in these early intensive
care units (ICUs). Over the subsequent decades, however,
economic and lifestyle considerations drove anesthesiologists to focus their activities primarily on the operating room
(O.R.) environment. The resultant ICU vacuum was
repleted primarily by pulmonary medicine specialists with
backgrounds in internal medicine. This trend has persisted
to the present day, which finds anesthesiologists making up
only 12 percent of the 7,800 members of the Society of Critical Care Medicine, with no sign that this percentage is on
the rise. While this might appear to portend a bleak outlook
for critical care anesthesiologists, I fully believe that we are
at a proverbial crossroads and that the moment has arrived
for anesthesiologists to begin to populate and direct critical
care units nationally, particularly surgical ICUs.
Let me begin by enumerating the reasons that I believe
support my contention that anesthesiologists are ideally
suited for the current challenges of critical care medicine.
As hackneyed as it may be, I cannot resist the compulsion
to describe those reasons in terms of the “ABCs.” While
we all recognize the sequence as representing “Airway,
Breathing and Circulation,” I will take a few minor liberties with this paradigm and expand it down the alphabet
slightly to make my point.
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“ …the moment has arrived for
anesthesiologists to begin to populate and direct critical care units
nationally, particularly surgical
ICUs.”
“A,” not surprisingly, still stands for “Airway,” without
the security of which patient survival may be seriously
jeopardized. There is no residency that provides better and
broader training in airway management than anesthesiology. No amount of expertise in critical care physiology
and therapeutics can substitute for the ability to confidently and expeditiously control the airway of patients
with acute hemodynamic or respiratory compromise.
Intensivists without advanced airway management skills
poorly serve their patients in these situations. Failure to
successfully control the airway promptly in such scenarios
can have grave implications for patients in terms of both
morbidity and mortality. I only came to recognize the
extent of this deficit in my own intensivist skills once I
was immersed in the daily airway management activities
that characterize the anesthesiology residency.
“B” still refers to “Breathing,” though I refer here
specifically to the broad experience anesthesiology residents obtain in the realm of mechanical ventilation. While
trainees in other specialties learn about mechanical ventilation during several mandatory months in the ICU, anesthesiology residents employ mechanical ventilation during
much of their time outside the ICU, caring for the full
gamut of patients, from those with normal lungs to those
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with profound pulmonary impairment. By the end of a
three-year residency, the anesthesiology trainee has not
only had a minimum of two months in a critical care setting but has employed mechanical ventilation in the O.R.
on another several hundred patients. This familiarity with
the process and pitfalls of mechanical ventilation cannot be
achieved in any other residency and provides an ideal foundation for learning ventilatory care of the critically ill
patient.
“C” refers, again as is traditional, to “Circulation,” but
here I am referring to the facility in the use of vasoactive
drugs that is developed in the course of three years’ training
in anesthesiology. I use the word “facility” not only to
imply that anesthesiologists are knowledgeable about the
indications for and effects of vasoactive agents but also that
they are singularly trained to use these pharmacologic interventions in a reactive and expeditious manner. One of the
more remarkable changes in my own practice as I trained in
anesthesiology was the comfort I developed in rapidly and
aggressively responding to changes in patients’ physiology
in the operative setting. This became an invaluable asset in
caring for unstable patients in the ICU as well. No other
training focuses on the art of resuscitation as clearly as
anesthesiology, and nowhere outside the O.R. is this training more valuable and germane than in the ICU.
Continuing in the alphabet, I assign “D” to represent
“Drugs.” Anesthesiologists are essentially applied clinical
pharmacologists. Our operative practice consists of employing pharmacologic principles to maintain desirable physiologic conditions in the O.R. No other training program
fosters knowledge of such concepts as pharmacodynamics,
12

pharmacokinetics and drug interactions so rigorously
and regularly as an anesthesiology residency. These are
concepts that are applied constantly in the ICU, again
making trained anesthesiologists uniquely suited to
treating the problems of ICU patients.
Finally in my alphabetic construct, “E” stands for
two related entities: “Environment” and “Economics.” By “Environment,” I refer to the current health
care milieu, and with “Economics,” I am alluding to
the manner in which that milieu favors the pursuit
of a career in critical care as at no previous time.
The overall trend of inpatient care over the last 20
years has been toward keeping only the sickest
patients in the hospital. The conjectural description of the hospital of the future as consisting of
only emergency room, O.R. and ICU is probably an exaggerated vision, but it is far closer to reality than even a
decade ago. The ratio of ICU beds to total hospital beds
has been slowly rising, creating a burgeoning demand for
qualified intensivists. In addition, the Leapfrog Group initiative, propagated by a consortium of the country’s largest
corporations to establish priorities in the characteristics of
hospitals at which their employees should be treated, identified the participation of intensivists in the care of ICU
patients as one of the three most important features. This
mandate, compounded by the inexorable aging of the
patient population and the increasing willingness to subject
older patients to aggressive and invasive therapies, has further augmented the number of hospitals seeking intensivists. In particular, it is in surgical ICUs that intensivists
have been especially under-represented. This is, of course,
the ICU environment in which anesthesiologists are most
at home given their familiarity with the surgical patient
population.
To summarize: anesthesiology residency is ideal preparation for further training in critical care medicine. The
demand for intensivists, particularly surgical intensivists, is
at an unprecedented level, meaning that the job market is
favorable and that compensation, long a downside for
intensivists, is on the rise. Anesthesiology now has the
opportunity to raise its purview and its profile in individual
hospitals and in the overall health care delivery structure.
While we may have fled the ICUs 30 years ago, let us not
make the same mistake twice. Anesthesiology has been a
pioneer in patient safety measures leading to improved outcomes in the O.R. Let us put our unique skills to work in
ICUs as well as O.R.s where we can make a difference in
the outcomes of care of critically ill patients.
American Society of Anesthesiologists NEWSLETTER

2003 SEE Program Provides Lifelong Learning Opportunity
Peter L. Bailey, M.D., Editor-in-Chief
Self-Education and Evaluation (SEE) Program
he ASA Self-Education and Evaluation (SEE) program continues to enjoy great popularity among ASA
members; more than 7,000 subscriptions were sold in
2002. The success of the SEE program, which hopefully
reflects the quality of this continuing medical education
(CME) product, also contributes to the
financial health of ASA.
The SEE Editorial Board continues
to strive to improve the product and
enhance its usefulness to ASA members. For example, much effort is
being made to improve the CD-ROM
version, which includes the same
questions contained within the written
program as well as an interactive format to enhance the learning experience.
One goal of the CD-ROM product
is to increase subscribers’ familiarity
with a computer-based technique such
as that currently used by the American
Board of Anesthesiology (ABA) for
the ABA Recertification Examination.
Current questions are indexed according to the ABA-ASA Joint Council on
In-Training Examinations Content Outline as well as the
ABA Recertification Content Outline so that review can be
facilitated for specific topic areas. Electronic copies of
these outlines are provided.
The SEE Editorial Board always reviews subscriber
feedback. Because the SEE program is also popular with
anesthesiologists in training, feedback from residency program directors has also been solicited. It is hoped that a
CME educational process begun during residency training
will continue as a lifelong learning activity for many ASA
members. Subscriber feedback indicates that the program
is very well-received. Common requests are for more editions of the same product and for additional subspecialtyrelated questions. Considerations on how to expand the
SEE product are being examined.
Each of the SEE program’s two volumes is composed of
100 multiple-choice questions and is mailed in two installments. Questions for the SEE program are based on articles appearing in anesthesiology journals, other selected
peer-reviewed medical publications and the ASA Annual
Meeting Refresher Course Lectures book. The group of
anesthesiologists who contribute questions to the editorial
board of the SEE program continues to be augmented. The
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efforts of these individuals are indispensable, and their
expertise helps to identify the best literature and keeps SEE
content and focus contemporary and relevant to clinical
practice.
Each 2003 subscriber will receive both SEE volumes
that will include an answer/critique
section, a list of references from
related medical literature and a copy of
the ASA 2002 Annual Meeting
Refresher Course Lectures book. The
CD-ROM version offers subscribers
immediate feedback with each answer,
or it can be completed choosing the
“rapid-fire” method, which gives an
overall score upon completion. For
CME credit, subscribers record their
answers on the “answer sheet” diskette
that accompanies the CD-ROM. They
then return the diskette to ASA and
keep the CD for future reference. The
CD-ROM version requires no complicated installation and will run on Windows® or Macintosh® platforms.
The names of the SEE program
participants and their scores remain
anonymous. Participants who submit both answer sheets
receive 60 hours of category 1 CME credit and will receive
a Certificate of Participation in the program. ASA designates this continuing medical education program for 60
credit hours (30 hours for each volume) in category 1 of the
Physician’s Recognition Award of the American Medical
Association.
The first installment of the 2003 program, SEE Volume
19A, will be available and distributed to subscribers in January 2003. The second installment, SEE Volume 19B, will
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be mailed to all subscribers in July 2003.
The cost of the 2003 SEE program (both volumes) is
$200 for ASA members and $350 for nonmembers for
either the booklet version or CD-ROM. Individual residents who supply a letter from their program director confirming their residency status may purchase the
examination for $75. Group enrollment is available to residency programs for $35 per resident. Residency program
directors have been sent information regarding purchase of

the program.
A limited quantity of a sampler CD-ROM containing 10
questions from previous versions is available to ASA members. This is a great opportunity to try the SEE product
before purchasing the program.
For more information or for an order form, contact the
ASA Publications Department at (847) 825-5586 or by email at <publications@ASAhq.org>.

The Anesthesiologist as Perioperative Physician
Continued from page 6
Orin F. Guidry, M.D., that mentioned recent discussions
attempting to modify the anesthesia residency in order
to improve its educational content, particularly in subjects outside of the operating room.10 To transform ourselves into a department of perioperative physicians, it
is essential that we train this new generation of anesthesiologists about the crucial value of the preoperative
visit and the vital importance of good communication
skills.
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Residency Composition and Numbers Graduating From Residencies
and Nurse Anesthesia Schools
Alan W. Grogono, M.D.
his is the eighth in a series of fall articles based on
recruitment data provided by the American Board of
Anesthesiology (ABA) and the second to include data from
the American Association of Nurse Anesthetists (AANA).
Recruitment and workforce issues in anesthesiology continue to be of interest. However, the transition from apparent surplus to evident shortage has refocused our attention;
the question now is: how much longer must we wait before
recruitment will meet critical shortages?

T

Recent experience raises questions about the causes and
responses to the apparent surplus of recruits in the early
1990s and invites consideration of the effects and wisdom
of introducing controls on the size of residencies. This article reports the current data and discusses these questions.
Some caution is required when analyzing numerical
data retrospectively. ABA obtains the data from more than
Continued on page 16

Table 1
PG-1

CA-1

Year

AMG

IMG

Total

AMG

IMG

1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002

419
330
352
279
264
425
332
295
283
170
84
246
110
140
166
234
370
500

53
37
52
43
29
54
55
65
97
111
123
334
397
367
297
212
173
138

472
367
404
322
293
479
387
360
380
281
207
580
507
507
463
446
543
638

1,331
1,360
1,285
1,360
1,414
1,452
1,555
1,609
1,489
1,402
1,016
641
493
496
617
811
980
1,119

183
124
133
151
178
204
246
295
364
471
420
432
639
729
770
642
486
352

CA-2
Total
1,514
1,484
1,418
1,511
1,592
1,656
1,801
1,904
1,853
1,873
1,436
1,073
1,132
1,225
1,387
1,453
1,466
1,471

AMG

IMG

1,194
1,334
1,340
1,324
1,396
1,419
1,544
1,533
1,578
1,471
1,215
886
596
435
503
632
776
959

256
162
114
125
145
174
209
248
286
372
392
373
376
566
691
707
598
461

CA-3
Total
1,450
1,496
1,454
1,449
1,541
1,593
1,753
1,781
1,864
1,843
1,607
1,259
972
1,001
1,194
1,339
1,374
1,420

AMG

IMG

374
508
711
1,179
1,324
1,372
1,388
1,512
1,455
1,547
1,358
1,101
792
590
392
471
603
777

121
143
113
102
126
146
177
208
220
324
343
353
315
349
527
634
650
580

Grad
Total
495
651
824
1,281
1,450
1,518
1,565
1,720
1,675
1,871
1,701
1,454
1,107
939
919
1,105
1,253
1,357

AMG

IMG Total

927
984
1,013
708
1,171
1,301
1,328
1,378
1,474
1,511
1,502
1,427
1,127
840
585
393
492
649

274
259
185
116
102
133
140
172
216
230
294
344
356
333
362
526
586
614

1,201
1,243
1,198
824
1,273
1,434
1,468
1,550
1,690
1,741
1,796
1,771
1,483
1,173
947
919
1,078
1,263

The numbers graduating and in each year of anesthesiology residencies 1985-02.
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100 programs, and experience reported last year indicates
that the data can contain anomalies. However, the data are
collected in the same way each year, and the striking recent
changes deserve critical review.

Table 2
Number of nurse
anesthetists graduating (Grad) and
being certified
(Cert) during the
years 1989-01.

Number of Anesthesiologists Graduating [Table 1,
Figure 1]
The results this year contain no surprises. The trend of
the last few years continues, and the number reported as
having completed training from September 2001 to August
2002 (1,263) is essentially the same as the number of CA-3
residents one year before at the start of the year 2001-02
(1,253). The total is greater by 344 (37 percent) than the
low of 919 that occurred in 2000 but smaller by 533 (30
percent) than the high of 1,796 that occurred in 1995.
Number of Nurse Anesthetists Graduating and
Being Certified [Table 2, Figure 2]
During the last 13 years, there has been a wider fluctua-

Year

Grad

Cert

1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001

592
642
730
791
914
990
1054
1079
934
942
948
1075
1159

574
660
943
793
891
1003
1082
703
982
975
881
997
1129

Table 3
The number of
American medical
graduates (AMG)
and international
medical graduates
(IMG) in anesthesiology residency programs 1960-02.
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Year

AMG

IMG

% IMG

Total

Year

AMG

IMG

% IMG

Total

1960
1961
1962
1963
1964
1965
1966
1967
1968
1969
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979
1980
1981

807
775
781
727
746
694
617
624
750
803
810
919
859
968
1,043
1,137
1,236
1,314
1,367
1,484
1,647
2,108

478
427
418
444
524
554
617
636
743
840
894
1,034
1,194
1,249
1,215
1,170
1,138
1,136
1,054
919
875
888

37%
36%
35%
38%
41%
44%
50%
50%
50%
51%
52%
53%
58%
56%
54%
51%
48%
46%
44%
38%
35%
30%

1,285
1,202
1,199
1,171
1,270
1,248
1,234
1,260
1,493
1,643
1,704
1,953
2,053
2,217
2,258
2,307
2,374
2,450
2,421
2,403
2,522
2,996

1982
1983
1984
1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002

2,417
2,773
3,043
3,318
3,532
3,688
4,142
4,398
4,668
4,819
4,949
4,805
4,590
3,673
2,874
1,991
1,661
1,678
2,148
2,729
3,355

872
854
791
613
466
412
421
478
578
687
816
967
1,278
1,278
1,492
1,727
2,011
2,285
2,195
1,907
1,531

27%
24%
21%
16%
12%
10%
9%
10%
11%
12%
14%
17%
22%
26%
34%
46%
55%
58%
51%
41%
31%

3,289
3,627
3,834
3,931
3,998
4,100
4,563
4,876
5,246
5,506
5,765
5,772
5,868
4,951
4,366
3,718
3,672
3,963
4,343
4,636
4,886

American Society of Anesthesiologists NEWSLETTER

tion in the number of nurse anesthetists graduating and being certified than has occurred in the
number of residents graduating.
The numbers of nurse anesthetists
graduating has risen from a low of
592 in 1989 to a high of 1,159 in
2001 (96 percent increase). The
number being certified has risen
from a low of 574 in 1989 to a
high of 1,129 (97 percent
increase).

Figure 1

Residents in Training [Table
1, Figure 1]
This year there are anticipated
increases in the CA-2 group (from
1,374 to 1,420) and CA-3 group
(from 1,253 to 1,357). However,
the number of residents in the critical CA-1 group (1,471) has scarcely
changed from last year (1,466). With
these CA-1 intakes, the number
Graph showing the numbers graduating (Grad) and the composition of all four years (PG-1,
expected to graduate appears likely
CA-1, CA-2, CA-3) of anesthesiology residencies 1985-02.
to plateau, at least for a while, somewhere around 1,400, which is about
20 percent below the high of 1,796 in 1995. The number of 9 percent compared to 12 percent last year and the peak of
residents in the PG-1 year has risen significantly over the last 21 percent for the 1994 CA-1 cohort. The rate of attrition
three years from 446 in 2000 to 543 in 2001, to 638 this year. between the 2001 CA-1 and 2002 CA-2 years shows a similar trend: 3 percent this year compared to 5 percent last
This is the largest PG-1 group recruited in the last 20 years.
year and the peak of 14 percent for the 1994 CA-1 group.
Residency Composition [Table 3, Figure 3]
The number of international medical graduates (IMGs) in Comparison of the Rate of Attrition for AMGs and
anesthesiology residencies has declined to 1,531 (31 percent) IMGs [Figures 4, 5]
The number of AMGs and IMGs leaving residencies durfrom a peak of 2,285 (58 percent) in 1999 [Table 3]. The
trend is more marked in the critical CA-1 year [Table 1] ing the two years between the CA-1 and CA-3 years is comwhere the number of IMGs declined this year to 352 out of pared in Figure 4. This graph of absolute numbers suggests
1,471 (24 percent) from a peak of 770 out of 1,387 (56 per- a relatively large loss of AMGs around 1994, followed a few
cent) in 1999. The PG-1 year also shows a decline in the years later by recovery. The size of the two groups, hownumber of IMGs to 138 out of 638 (22 percent) from a peak ever, is very different. A more meaningful comparison of
of 397 out of 507 (78 percent) in 1997. This is the first year the relative attrition rates is provided in Figure 5 where the
since 1994 that there are more American medical graduates data are normalized to a starting size of 100 percent for both
AMGs and IMGs. Initially attrition was negligible and simi(AMGs) than IMGs in every year.
lar for both groups. Then during 1994 and 1995, the attrition
rate for both groups exceeded 20 percent but remained simiAttrition
Fewer residents are leaving their residency programs. lar. Recently, however, there has been a difference. For the
This year the total attrition during the three years between
Continued on page 18
the 1999 CA-1 year and the 2002 number graduating fell to
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Figure 2

Figure 3

Graph showing number of nurse anesthetists graduating (Grad)
and being certified (Cert) during the years 1989-01.

Graph showing the number of American medical graduates
(AMG) and international medical graduates (IMG) in anesthesiology residencies 1960-02.

last three years, the attrition rate for AMGs has averaged 4
percent while that for IMGs has averaged 13 percent.

1,119 out of 1,471 (76 percent). The number graduating
from anesthesiology residencies increased moderately this
year, but for the next three years, the total completing training is anticipated to be almost steady around 1,400.
The average output for the last 14 years is 1,402. The
numbers graduating fell below this level in 1998. The average output for the years 1989-97 was 1,582, and the average
for the years 1998-02 was 1,079; that is, there was a relative
excess production of 1,620 during the years 1989-97 and a
relative deficiency of 1,605 during the years 1998-02. A
steady output of 1,402 for the last 14 years would have
resulted in the numbers we now have. One conclusion must
be that if this level of output has resulted in a shortage, then
a continuation of the average output of 1,402 per year cannot correct the current deficit.
If there was a temporary excess output from the residencies, it would have been approximately 1,620 by 1997.
This calculated “surplus” is hard to reconcile with estimates today of a deficit of the same order of magnitude.
Moreover employment opportunities were already reappearing before the numbers graduating had significantly
declined, that is, even when the average number graduating
was still well above the average of 1,402 per year.

Discussion
In 2001 the number of nurse anesthetists graduating
(1,159) and being certified (1,129) was at the highest levels recorded in the last 14 years. Both figures have risen
since last year from 1,075 and 997, respectively. The
number certified was only 30 fewer than the number graduating. In the previous two years, the difference was
greater (67 in 1999 and 78 in 2000). At present, there is no
sign that these increases are leveling off.
This year, the number of anesthesiology residents in the
PG-1 year has risen again. In the last two years, the total
number has increased by 43 percent to 638 and the number
of AMGs has more than doubled to 500 (78 percent of the
total). The total in the PG-1 year is approaching half of the
total recruitment into the CA-1 year. The growth is probably explained by an increased availability of primary care
internship positions due to declining enthusiasm for primary care. By contrast, the number entering the anesthesiology CA-1 year is almost constant, although there has
been a 14-percent increase in the proportion of AMGs to
18

American Society of Anesthesiologists NEWSLETTER

The “surplus” was exacerbated and might actually have
been caused by changes in recruiting behavior. In the early
1990s, anesthesiology departments were concerned about
the effects of managed care and also expected a more-thanadequate supply of anesthesiologists. Instead of recruiting
early to ensure adequate staffing for the future, groups
delayed recruitment until the need was pressing. A change
in behavior by employers combined with anxiety by graduating residents almost certainly explains the extraordinary
transition from “surplus” to deficit.
High rates of attrition disrupt the lives of the affected residents and inconvenience the residency programs. The very
high rates of attrition experienced by both AMGs and IMGs
for the 1994 and 1995 CA-1 groups occurred well before
the greatest shortage of applicants. AMGs and IMGs
appear to have been similarly affected, and the residents
made the decision to leave in comparable proportions. The
likely motive was the growing anxiety in residency programs about the availability of employment opportunities.
In the late 1990s, however, when the shortage of applicants was greatest, the attrition rate for IMGs was greater

than for AMGs. This implies a difference between the
groups due either to a change in selection made by the candidates, the programs or both. There was certainly a striking increase in the number of IMGs seeking anesthesiology
residency positions, and at the same time, residency programs were faced with a relative shortage of AMGs. Presumably, either the choices made by IMGs or the selection
of IMGs by the programs caused the higher incidence of
attrition. The data alone do not indicate which is the explanation.
Entry into anesthesiology happens primarily via training
in U.S. residency programs with, as of now, negligible
recruitment of trained graduates from other countries. In
the early 1990s, concern about over-recruitment resulted in
the requirement that anesthesiology programs obtain
approval before increasing their size. Prior to that time,
increasing availability of applicants was usually followed
by an even greater increase in the capacity of residencies.
In addition, recruitment was supplemented with fully
trained IMGs. Current growth in residency size appears to
have stalled well short of the previous maximum due, pre-

Figure 4

Figure 5

The change in size of each group of residents between CA-1 and
CA-3 years by year of starting training. The gray dots indicate
the change in size of the total group AMG plus IMG.

The size of each group of residents between CA-1 and CA-3 years
as a percentage of its starting size by year of starting training.
The gray dots indicate the percentage size of the total group
AMG plus IMG.
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sumably, to the controls. There is still a shortage. The
anticipated output is unlikely to overcome it.
One possible strategy is a prompt increase in the size of
the CA-1 group. However, any such increase now involves
requests, committee activity and approvals before recruitment. The effect of such delays will worsen the problem
and necessitate a larger correction with the risk of an oversupply some years later. If this occurs, the marketplace
will, once again, intervene and control recruitment.
A second strategy would be to examine the training programs in other countries and accept graduates from countries whose training programs have been approved. This
strategy might result in a more rapid solution to the current
deficit. Radiology is an example of a specialty that has
implemented this policy. It warrants consideration.
Hindsight invites us to examine the role played by our
current controls on residency size and overseas recruitment.
Reducing or eliminating such controls would increase the
rapidity of response. A happy side effect would be eliminating the dilemma of whether our duty is to provide sufficient

anesthesiologists for communities throughout the country or
to ensure employment opportunities for anesthesiologists.
Speed, convenience, simplicity and elimination of this awkward ethical question are powerful arguments in favor of
facilitating the role played by the marketplace.
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The Anesthesiologist as Hospitalist
Continued from page 8
spheres of influence.
The hospitalist movement is changing the way that
physicians care for inpatients. This movement is still in
its seminal stages, and the definition of a hospitalist is
still in flux. Anesthesiologists have the opportunity to
establish themselves as the ultimate inpatient specialist,
well versed in inpatient medicine and care of the sickest patients. We have gained the trust of our surgical
colleagues, we understand the changes that occur
throughout the perioperative period, and we are the
only physicians who can care for surgical patients
throughout their entire perioperative course. Innovative programs are being developed to train anesthesiologists as hospitalists. Our specialty should seize this
opportunity and establish anesthesiologists as the ultimate inpatient specialists.

20

References:
1. Wachter RM, Goldman L. The emerging role of
“hospitalists” in the American health care system. N
Engl J Med. 1996; 335:514-517.
2. Gropper MA, Lisco SJ. The hospitalist movement: Is
there a place for anesthesiologists? Anes Clin N
America. 1999; 17:445-452.
3. Shea JA, Wasfi YS, Kovath KJ, et al. The presence
of hospitalists in medical education. Acad Med.
2000; 75:S34-S39.
4. Kelley MA. The hospitalist: A new medical specialty? Ann Intern Med. 1999; 130:373-375.
5. Alpert CC, Conroy JM, Roy RC. Anesthesia and perioperative medicine: A department of anesthesiology
changes its name. Anesthesiology. 1996; 84:712-715.

American Society of Anesthesiologists NEWSLETTER

Assessing Competence
Ronald A. Gabel, M.D., Chair
Committee on Performance and Outcomes Measurement
ost physicians recognize a competent (or an incompetent) colleague when they interact with one. However, measuring competence (or incompetence) is
considerably more difficult than recognizing it. First, we
must understand what competence is.
Epstein and Hundert have recently offered the following
definition:
“Professional competence is the habitual and judicious
use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily
practice for the benefit of the individual and community
being served. Competence builds on a foundation of
basic clinical skills, scientific knowledge and moral
development. It includes a cognitive function — acquiring and using knowledge to solve real-life problems; an
integrative function — using biomedical and psychosocial data in clinical reasoning; a relational function —
communicating effectively with patients and colleagues;
and an affective/moral function — the willingness,
patience and emotional awareness to use these skills judiciously and humanely. Competence depends on habits of
mind, including attentiveness, critical curiosity, selfawareness and presence. Professional competence is
developmental, impermanent and context-dependent.”1

M

In contrast with the complex definition above, the ASA
Committee on Performance and Outcomes Measurement
has defined “clinical performance” simply as “the
processes a physician applies when rendering clinical care
and the intermediate results and outcomes resulting from
applying those processes.” Measuring performance is difficult enough, in part because the science of measuring
clinical outcomes is in its infancy. Measuring competence
must be at least an order of magnitude more difficult.
Assessing competence appears to encompass not only
determining whether one uses good processes and achieves
good outcomes but also identifying how one goes about
doing those things “habitual and judicious use of communication, knowledge, technical skills, clinical reasoning,
emotions, values and reflection.” In real life, someone who
is not particularly competent might actually be able to perform reasonably well. Anesthesiologists who are responsible for safely running clinical services know very well that
a judicious scheduler can effectively compensate for an
anesthesia provider’s weak clinical skills by placing that
clinician in a relatively safe “context” — either only doing
easy cases or always working with a competent partner on
an anesthesia care team, or both.
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The first group of physicians who will be required to
assess the competence of other physicians according to a
rigorous set of criteria will be residency program directors.
The Accreditation Council for Graduate Medical Education
(ACGME) has developed a set of competency requirements for residents [see page 22] in six clinical areas:
• Patient care;
• Medical knowledge;
• Practice-based learning and improvement;
• Interpersonal and communication skills;
• Professionalism;
• Systems-based practice.2

Assessing competence is a challenge that will have to be
met incrementally over time. The current state of the art is
primitive. The multifaceted definitions of ACGME and of
Epstein and Hundert form a solid foundation as well as a
good starting point. In their recent review of current methods for assessing professional competence, Epstein and
Hundert pointed out that reliable methods have been developed for measuring core knowledge, abstract problemsolving and basic clinical skills. They suggest that the next
step will be to develop valid measures of competence that
“encompass the qualities that define a good physician: the
cognitive, technical, integrative, contextual, relational,
reflective, affective and moral aspects of competence.”1
Stay tuned!
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ACGME GENERAL COMPETENCIES

Patient Care

Interpersonal and Communication Skills

Residents must be able to provide patient care that is compassionate, appropriate and effective for the treatment of health problems and the promotion of health.
Residents are expected to:
• communicate effectively and demonstrate caring and respectful
behaviors when interacting with patients and their families;
• gather essential and accurate information about their patients;
• make informed decisions about diagnostic and therapeutic
interventions based on patient information and preferences,
up-to-date scientific evidence and clinical judgment;
• develop and carry out patient management plans;
• counsel and educate patients and their families;
• use information technology to support patient care decisions
and patient education;
• perform competently all medical and invasive procedures
considered essential for the area of practice;
• provide health care services aimed at preventing health
problems or maintaining health;
• work with health care professionals, including those from
other disciplines, to provide patient-focused care.

Residents must be able to demonstrate interpersonal and communication skills that result in effective information exchange and teaming
with patients, their patients’ families and professional associates.
Residents are expected to:
• create and sustain a therapeutic and ethically sound relationship
with patients;
• use effective listening skills and elicit and provide information
using effective nonverbal, explanatory, questioning and writing
skills;
• work effectively with others as a member or leader of a health
care team or other professional group.

Medical Knowledge
Residents must demonstrate knowledge about established and
evolving biomedical, clinical and cognate (e.g., epidemiological and
social-behavioral) sciences and the application of this knowledge to
patient care.
Residents are expected to:
• demonstrate an investigatory and analytic thinking approach
to clinical situations;
• know and apply the basic and clinically supportive sciences
which are appropriate to their discipline.

Practice-Based Learning and Improvement
Residents must be able to investigate and evaluate their patient
care practices, appraise and assimilate scientific evidence and
improve their patient care practices.
Residents are expected to:
• analyze practice experience and perform practice-based
improvement activities using a systematic methodology;
• locate, appraise and assimilate evidence from scientific
studies related to their patients’ health problems;
• obtain and use information about their own population of patients
and the larger population from which their patients are drawn;
• apply knowledge of study designs and statistical methods to the
appraisal of clinical studies and other information on diagnostic
and therapeutic effectiveness;
• use information technology to manage information, access
online medical information and support their own education;
• facilitate the learning of students and other health care
professionals.

22

Professionalism
Residents must demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles and sensitivity to a diverse patient population.
Residents are expected to:
• demonstrate respect, compassion and integrity; a responsiveness
to the needs of patients and society that supercedes self-interest;
accountability to patients, society and the profession; and a
commitment to excellence and ongoing professional development;
• demonstrate a commitment to ethical principles pertaining to
provision or withholding of clinical care, confidentiality of patient
information, informed consent and business practices;
• demonstrate sensitivity and responsiveness to patients’ culture,
age, gender and disabilities.

Systems-Based Practice
Residents must demonstrate an awareness of and responsiveness
to the larger context and system of health care and the ability to effectively call on system resources to provide care that is of optimal value.
Residents are expected to:
• understand how their patient care and other professional
practices affect other health care professionals, the health care
organization and the larger society and how these elements of
the system affect their own practice;
• know how types of medical practice and delivery systems differ
from one another, including methods of controlling health care
costs and allocating resources;
• practice cost-effective health care and resource allocation that
does not compromise quality of care;
• advocate for quality patient care and assist patients in dealing
with system complexities;
• know how to partner with health care managers and health care
providers to assess, coordinate and improve health care and
know how these activities can affect system performance.
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An Army of Anesthesiologists
Robert E. Johnstone, M.D.
SA members know they practice in a democratic work elsewhere where nurse anesthetists have predominated.
country with many individual freedoms. Defending As a senior anesthesiologist, I have brought balance to these
these freedoms requires dedicated citizens and a powerful departments, in addition to clinical skills, and offered permilitary. Anesthesiologists support their country and its spectives to surgical chiefs and hospital commanders.
ideals in many ways. I have chosen service in the United
I usually carry teaching slides with me and present a
States Army Reserve.
couple of lectures during annual training. I learn a great
I work 12 days each year in an Army hospital. This deal, too. Military hospitals treat relatively healthy
time, known as annual training, is fun and differs from my patients, work under less production pressure than other
usual academic practice. In
systems and generally do
many ways, it feels like an
not bill for care. This envieducational vacation. I find
ronment
encourages the
“Since government programs may
reserve work easier today
acquisition of new clinical
than during the two years I
techniques. Thus I placed
influence future national health
spent on active duty in the
my first laryngeal mask aircare delivery systems, anesthesioloArmy Medical Corps in the
way and performed my first
early 1970s. I still feel
mask induction with
gists who join reserve programs
patriotic, but escape bureausevoflurane in military hosmay help the specialty as well as
cratic entrapments.
pitals. I administer more
This year I trained at Fort
regional anesthetics than in
their country.”
Hood in Killeen, Texas, and
my civilian practice. I have
two years ago at Fort Bliss
used the portable anesthesia
in El Paso, Texas. Fort
machine developed for miliHood has 43,000 soldiers, hundreds of tanks and 39 horses tary field use, which now serves as the prototype for officeand is the home of the Army cavalry, which is now mecha- based anesthesia. Seeing how patient safety programs such
nized and airborne. Fort Bliss trains the air defense as protection from wrong-site surgery have developed in
artillery. Each post possesses a unique history and culture, the large military health care system has helped me to
something I would never have known except for my implement similar programs in my civilian practice.
Reserve experiences. Previous assignments have included
Through the Army Reserve, I have met many uniquely
Fort Campbell with its war-fighting infantry and Fort Gor- accomplished anesthesiologists. Paul C. Reynolds, M.D., an
don with the academic Eisenhower Army Medical Center.
anesthesiologist I met one summer at Fort Bliss, now comThe Army needs more anesthesiologists. In addition to mands the NATO hospital in Belgium. Paul J. Teiken, M.D.,
active surgical and obstetric suites in Army hospitals, anes- an anesthesiologist I worked with another summer at Fort
thesiologists would constitute a wartime priority for trauma Campbell, won a Bronze Star for meritorious service during
care. Active-duty anesthesiologists train for such possible Desert Storm. Also, I have discovered a commonality with
deployments, and this interferes with staffing and practice many civilian anesthesiologists who formerly served in the
efficiency. At present, the Army has only about 60 activeduty anesthesiologists and 220 nurse anesthetists. A decade
ago, the number of anesthesiologists exceeded 100. Recruitments by private practices that can pay more than the military services have been the primary cause of this decrease.
To help support military anesthesiologists, ASA decided
recently to form a separate military component and to reduce
fees for reservists called to duty (see article by Thomas H.
Cromwell, M.D., in the July 2002 NEWSLETTER).
Robert E. Johnstone, M.D., is ProfesMany active-duty army anesthesiologists work at Walter sor and Chair, Department of AnesReed Medical Center in Washington, D.C., or Brooke Med- thesiology, West Virginia University,
ical Center in San Antonio, Texas, both of which have resi- Morgantown, West Virginia. He is
dent training programs. Thus the Army has needed me to ASA Director for District 28.

A

November 2002

Volume 66

Number 11

23

military. For instance, Eugene P. Sinclair, M.D., (2003) First
Vice-President, worked in the hospital at Fort Campbell;
Thomas H. Cromwell, M.D., (2002) Secretary, served in the
Navy during Vietnam.
At home, I wear my university identification card in an
Army holder, and patients and their families comment on it
nearly every day. Many older men served in the military
during World War II or the Korean War and quickly connect with someone now serving. It may help that West Virginia has the highest state percentage of citizens who are
retired from the military as well as the highest percentage
of its citizens serving on active duty.
During my annual training, I take a physical fitness test
consisting of push ups, sit-ups and a two-mile run.

Because I am competitive, I train hard for it. I have always
been a runner, but I would have ignored strength training if
not for this test. This annual ritual has kept me healthier.
The Army reimburses travel expenses, provides lodging
and compensates for Reserve work. Other programs more
involved than the one I signed up for offer retirement pay.
The Navy and Air Force offer a similar diversity of programs. If interested, the Web sites and recruiters for each
branch can provide information. I often hear anesthesiologists with previous active-duty experience talk about joining the Reserves. Since government programs may
influence future national health care delivery systems,
anesthesiologists who join reserve programs may help the
specialty as well as their country.

Ventilations: Eyes Wide Shut, Mouths Open Tight
Continued from page 1
• Physicians are retiring, nursing personnel is dwindling, nonphysician extenders are burning out, and the
population is aging. As one analyst stated, “If you think
things are bad now, you ain’t seen nothing yet.”

Ironically, the Institute of Medicine (IOM) has identified part of the problem in its monograph Crossing the
Quality Chasm.* It states that a paradigm change in
medical practice is required. Advances in medical
informatics, genomics and immunotherapy coupled with
evidence-based diagnostic and treatment algorithms will
significantly alter the delivery of medical care. Firstline primary-care practitioners may no longer need to be
physicians. Specialists will be used for effective consultation only after the second or third algorhythmic iterations of therapy have been implemented. However,
IOM needs $2 billion and 10 years just to define the
strategies for the new practice of medicine. To my
knowledge, Congress has not seriously acknowledged
IOM’s recommendations.
Taken together, it is obvious that the U.S. government is having difficulty identifying possible solutions
for these gargantuan problems. Quick solutions will not
solve shortages of medical specialists or nurses — both
require strategic planning and years of educational training. Raiding other countries’ health care personnel does
24

not seem to me to be a wise foreign policy strategy.
Finally, the population has “wised up” to the disconnect
between seeing the latest breakthroughs in health care
on network news and realizing that little more than
aspirin is available to them when they become ill. They
will eventually start to vote out of office those legislators who are perceived as being part of the problem.
Congress and the Executive Branch cannot proceed
with an “eyes-wide-shut and mouths-open-tight” policy.
Assaulting the health profession with myopic policymaking and officious rhetoric simply serves to further reduce
the work force of some of society’s most highly trained
professionals. Many physicians had hoped that a concerted effort to strategize and prioritize medicine’s needs
would be forthcoming by now. Instead, no one in government has, ostensibly, given serious thought as to what
might be the solution — except, of course, the IOM.
But who in Congress cares about what IOM has to
say? To what political action committee does IOM
belong, and how much has it given to campaigning
politicians?
*<www.nap.edu/books/0309072808/html>

— M.J.L.
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Ambulatory Surgical and Office-Based Care: Demonstrating Quality
Beverly K. Philip, M.D., Committee Chair
Rebecca S. Twersky, M.D., Task Force Chair
Committee on Ambulatory Surgical Care and Task Force on Office-Based Anesthesia
he duties of the Committee on Ambulatory Surgical
Care are to:
1. Devise and review standards for ambulatory surgical
facilities as they pertain to anesthesiology.
2. Develop and periodically review guidelines for the
practice of anesthesiology in ambulatory surgical facilities.
3. Keep the membership informed of developments in
this field that are of significance to anesthesiologists.
4. Maintain liaison with other organizations in this field.
(ASA Bylaws 5.5452)

T

Patient education is a cornerstone of safe, successful
ambulatory surgical care. This year the committee prepared
a revision of the patient information brochure, “Anesthesia
for Ambulatory Surgery,” with valuable input from the
Committee on Communications. A subcommittee led by
Walter G. Maurer, M.D., updated the material present in the
existing brochure and added sections on “Special Considerations for Children” and on “Your Rights as a Patient.”
This revised brochure will go into print in late 2002 and will
appear on the ASA Web site then.
The major issues in the ambulatory setting are maintaining the quality of care and demonstrating this quality of
care to potential patients and to potential payers. Many
ambulatory facilities approach this by obtaining accreditation. In the United States, three national organizations are
largely responsible for accrediting ambulatory surgery
facilities. These are the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), the Accreditation Association for Ambulatory Health Care (AAAHC)
and the American Association for Accreditation of Ambulatory Surgery Facilities (AAAASF).
The committee represents the interests of anesthesiologists at each of the three accrediting organizations, and
much is happening. ASA has representation on the
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Accreditation Association for Ambulatory Health
Care (AAAHC) is represented by ASA delegate Jeffrey L.
Apfelbaum, M.D., and alternate Thomas L. Joas, M.D.
SAMBA representatives are Beverly K. Philip, M.D., and
alternate Raafat S. Hannallah, M.D. AAAHC is undergoing a major revision of the anesthesia standards. Due to
diligent efforts begun by past ASA representative Dr.
Twersky and continued by the present ASA and SAMBA
representatives, the AAAHC anesthesia standards are consistent with ASA’s practice standards, guidelines and stateContinued on page 36
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JCAHO Ambulatory Professional and Technical Advisory
Committee (PTAC), through our delegate Rebecca S.
Twersky, M.D., and alternate Dr. Maurer. Additional anesthesiology presence is provided through the Society for
Ambulatory Anesthesia (SAMBA) representatives Kathryn
E. McGoldrick, M.D., and alternate J. Lance Lichtor, M.D.
In the past year, topics that were addressed included medication use standards as well as safety and error reduction
standards. In the near future, JCAHO is planning a revision of all its standards in a step-wise fashion, for ambulatory care as well as behavioral health care, home care,
hospitals, long-term care and laboratories. The objectives
of this intensive standards review are to generate fewer
standards requirements, clarification of standards requirements and an attendant reduction in documentation requirements. JCAHO expects that the product of this ambitious
reorganization will be implemented in January 2004. Also,
JCAHO has accepted the invitation to become a formal
collaborative member of the Leapfrog Group, a consortium
of large business health care consumers. The group’s focus
has been on improving patient safety and quality of care
and reducing medical errors.
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PRACTICE MANAGEMENT

nesthesia and pain medicine
practices will see some
important coding changes in 2003.
These new and revised codes are a
product of the ongoing efforts of
the Committee on Economics.

appear in the RVG but not CPT.
Anesthesia for open repair of
pelvic acetabular fractures,
01175, will be submitted to CPT
in November and, if approved,
will appear in the 2004 book.
Daily management of patientNew Codes
controlled analgesia, 01997, has
Anesthesia codes are pubbeen rejected twice. With these
lished in both the ASA Relative
two exceptions, the anesthesia
Value Guide (RVG) and in the
codes in the RVG are CPT codes.
Karin Bierstein, J.D.
AMA’s Current Procedural TerThis is important because the
Assistant Director of Governmental
minology™ (CPT). For the last
Health Insurance Portability and
Affairs (Regulatory)
couple of years, the Committee
Accountability Act of 1996
on Economics has worked to
(HIPAA) limits the code sets that
make sure that every code
will be used in electronic claims
adopted by ASA is also in CPT.
to the official national sets such
Table 1 shows eight anesthesia codes that have now com- as CPT or the Health Care Financing Administration
pleted the CPT acceptance process and will be in both the Common Procedure Coding System (or HCPCS,
CPT and RVG books next year. Only two codes now Medicare’s system that encompasses the CPT procedural

A

Anesthesia and
Pain Medicine
Coding Changes
for 2003

Table 1
2003 ASA
Base Units

Established RVG Codes Newly Included in 2003 CPT
00326

Anesthesia for all procedures on the larynx and trachea in children less than 1 year of age
(Not to be used with 99100)

8 + time

Anesthesia for tracheobronchial reconstruction
(Code 00548 in 2002 RVG. 2003 RVG descriptor revised to correspond with CPT)

18 + time

Anesthesia for thoracotomy procedures involving lungs, pleura, diaphragm and mediastinum
(including surgical thoracoscopy); utilizing one-lung ventilation

15 + time

00640

Anesthesia for manipulation of the spine or for closed procedures on the cervical, thoracic or lumbar spine

3 + time

00834

Anesthesia for hernia repairs in the lower abdomen not otherwise specified, under 1 year of age
(Not to be used with 99100)

5 + time

Anesthesia for hernia repairs in the lower abdomen not otherwise specified, infants less than 37 weeks
gestational age at birth and less than 50 weeks gestational age at time of surgery (Not to be used with 99100)

6 + time

Anesthesia for diagnostic or therapeutic nerve blocks and injections (when block or injection is performed by
a different provider); other than the prone position (Code **02100 in 2002 RVG)

3 + time

Anesthesia for diagnostic or therapeutic nerve blocks and injections (when block or injection is performed by
a different provider); prone position (Code **02101 in 2002 RVG)

5 + time

00539
00541

00836
01991
01992
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codes and also the Medicare “Level II” modifiers, including those for medical direction). See the related article on
page 29 for some important information about the use of
those modifiers by private payers.
New to both CPT and the RVG are codes that differentiate between a single shot and a continuous infusion for
brachial plexus, sciatic and femoral nerve blocks. The continuous block codes have a 10-day global period. They
include both the catheter insertion and the subsequent daily
management. Anesthesia for vasectomies has been moved
from the lower abdomen section to the perineum section
and renumbered as new code 00921. The old code 00869
has been deleted. Please see Table 2 for a complete listing.
Revised Codes
The descriptors for a number of codes have been
revised. Table 3 (page 28) shows the changes through
deletions and underscoring of the text. Diagnostic arthroscopic procedures are different than surgical arthroscopies,
and the applicable codes now reflect the distinction. One
of the thoracotomy codes (00541) henceforth specifically

applies to one-lung ventilation. The trigger point codes
will refer to the number of muscles injected, not muscle
groups. The number of muscles involved dictates the use
of either 20552 or 20553. The code for epidurolysis
(62263) describes a service encompassing multiple adhesiolysis sessions over two or more days. New code 62264
will denote one-day epidurolysis procedures.
Availability of the 2003 RVG and CROSSWALK “
Thanks to the considerable efforts of Committee on Economics members Norman A. Cohen, M.D., Annette
Fitzgerald, Jan Gillespie, M.D., Craig M. Johnson, M.D.,
James P. McMichael, M.D., Stanley W. Stead, M.D., R.
Lawrence Sullivan, Jr., M.D. and Chair Alexander A. Hannenberg, M.D., and of Sharon Merrick, CCS-P, ASA’s Coding and Reimbursement Analyst, the 2003 RVG and
CROSSWALK™ books are expected to be available before
the end of this year. As always, we recommend that anesthesia practices obtain the updated books each year because
of the steady stream of revisions and improvements.

Table 2
2003 ASA
Base Units

New Codes
00921

Anesthesia for procedures on male genitalia (including open urethral procedures); vasectomy, unilateral/
bilateral (Code 00869 has been deleted)

3 + time

01829

Anesthesia for diagnostic arthroscopic procedures on the wrist

3 + time

62264

Percutaneous lysis of epidural adhesions using solution injection (e.g., hypertonic saline, enzyme) or
mechanical means (e.g., catheter) including radiologic localization (includes contrast when administered),
multiple adhesiolysis sessions; 1 day (10 day global)

14

64416

Injection, anesthetic agent; brachial plexus, continuous infusion by catheter (including catheter placement)
including daily management for anesthetic agent administration (10 day global)

13

64446

Injection, anesthetic agent; sciatic nerve, continuous infusion by catheter (including catheter placement)
including daily management for anesthetic agent administration (10 day global)

12

64447

Injection, anesthetic agent; femoral nerve, single

7

64448

Injection, anesthetic agent; femoral nerve, continuous infusion by catheter (including catheter placement)
including daily management for anesthetic agent administration (10 day global)

12
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Table 3

Revised Codes

2003 ASA
Base Units

00320

Anesthesia for all procedures on esophagus, thyroid, larynx, trachea and lymphatic system of neck; not
otherwise specified, age 1 year or older . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 + time

00540

Anesthesia for intrathoracic procedures excluding procedures on the heart, great vessels, trachea
thoracotomy procedures involving lungs, pleura, diaphragm and mediastinum (including surgical thoracoscopy);
not otherwise specified . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12 + time

00541

Anesthesia for intrathoracic procedures excluding procedures on the heart, great vessels, trachea thoracotomy
procedures involving lungs, pleura, diaphragm and mediastinum (including surgical thoracoscopy); utilizing onelung ventilation (New to CPT for 2003) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15 + time

00542

Anesthesia for intrathoracic procedures excluding procedures on the heart, great vessels, trachea
thoracotomy procedures involving lungs, pleura, diaphragm and mediastinum (including surgical thoracoscopy);
decortication . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15 + time

00546

Anesthesia for intrathoracic procedures excluding procedures on the heart, great vessels, trachea thoracotomy
procedures involving lungs, pleura, diaphragm and mediastinum (including surgical thoracoscopy); pulmonary
resection with thoracoplasty . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15 + time

00548

Anesthesia for tracheobronchial reconstruction thoracotomy procedures involving lungs, pleura, diaphragm
and mediastinum (including surgical thoracoscopy); intrathoracic procedures on the trachea and bronch . . . . . . . . . . . 17 + time

00640

Anesthesia for manipulation of the spine or for closed procedures on the cervical, thoracic or lumbar spine . . . . . . . . . . 3 + time

01214

Anesthesia for open procedures involving hip joint; hemi or total hip arthroplasty . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8 + time

01382

Anesthesia for diagnostic arthroscopic procedures of knee joint . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 + time

01400

Anesthesia for open or surgical arthroscopic procedures on knee joint; not otherwise specified . . . . . . . . . . . . . . . . . . . 4 + time

01464

Anesthesia for arthroscopic procedures of ankle joint and/or foot . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 + time

01622

Anesthesia for diagnostic arthroscopic procedures of shoulder joint . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4 + time

01630

Anesthesia for open or surgical arthroscopic procedures on humeral head and neck, sternoclavicular joint,
acromioclavicular joint and shoulder joint; not otherwise specified . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5 + time

01732

Anesthesia for diagnostic arthroscopic procedures of elbow joint . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 + time

01740

Anesthesia for open or surgical arthroscopic procedures of on humerus and the elbow; not otherwise specified . . . . . . 4 + time

01830

Anesthesia for open or surgical arthroscopic/endoscopic procedures on distal radius, distal ulna, wrist or hand
bones joints; not otherwise specified . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 + time

Continued on page 29
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Table 3, continued
20550

Injection(s); tendon sheath, ligament, ganglion cyst . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

2003 ASA
Base Units

Revised Codes
20552

Injection(s); single or multiple trigger point(s), one or two muscle(s) groups . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

20553

Injection(s); single or multiple trigger point(s), three or more muscle(s) groups . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

20600

Arthrocentesis, aspiration and/or injection; small joint or bursa or ganglion cyst (e.g., fingers, toes) . . . . . . . . . . . . . . . . . . . . . . 3

20605

Arthrocentesis, aspiration and/or injection; intermediate joint or bursa or ganglion cyst (e.g., temporomandibular,
acromioclavicular, wrist, elbow or ankle, olecranon bursa) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

62263

Percutaneous lysis of epidural adhesions using solution injection (e.g., hypertonic saline, enzyme) or mechanical
means (e.g., spring wound catheter) including radiologic localization (includes contrast when administered),
multiple adhesiolysis sessions; 2 or more days (10 day global) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20

64415

Injection, anesthetic agent; brachial plexus, single . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8

HIPAA Code Sets and Modifiers

nder the new rules set forth in the Health Insurance
Portability and Accountability Act (HIPAA), electronic claims may include only “standard medical code
sets,” e.g., the ICD-9 diagnostic codes, CPT codes and
Medicare’s own “HCPCS” codes. The HCPCS codes
incorporate the CPT codes and also specific Level II codes
for clinical lab tests, medical supplies, radiology services,
and the two-character modifiers that trigger particular payment policies. ASA’s concern here is with the QK (medical
direction), AA (personal performance) and AD (medical
supervision) series of modifiers that govern Medicare payments to anesthesiologists, as well as with the GC (teaching) modifier.
Until recently, most commercial payers did not require
that claims distinguish between personally performed or
medically directed or teaching cases. Some payers are now
demanding the Medicare Level II modifiers in order to
reduce payment to anesthesiologists, particularly in teaching cases, as discussed in several “Practice Management”
columns earlier this year. A purported justification com-
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monly given is that HIPAA requires the use of these modifiers. HIPAA does not (although individual payer contracts may). In an e-mail message to Karin Bierstein dated
October 8, Gladys Wheeler, M.A., CPC, of the HIPAA Project Staff in the Office of Operations Management at the
Centers for Medicare & Medicaid Services, wrote the following:
“The combination of HCPCS and CPT-4 (including codes and modifiers) is the HIPAA adopted standard for reporting physician services and other
health care services on standard transactions.
“HIPAA does not mandate the use of modifiers.
According to the adopted HIPAA implementation
guide for the ASC X12N 837 professional claim, use
of modifiers is not required. Their usage is “situational” meaning that the use of a modifier is required
only when a modifier clarifies or improves the
reporting accuracy of the associated procedure
code.”
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STATE BEAT
Texas and Missouri Decline to Opt Out
S. Diane Turpin, J.D., Assistant Director
Office of Governmental Affairs (State)
overnor Rick Perry (R-TX) and Governor Bob
Holden (D-MO) have indicated that they do not
intend to opt out of the Medicare requirement for physician
supervision of nurse anesthetists. The opt-out issue has not
been considered by the Boards of Medicine and Nursing in
Texas and Missouri. In a letter to the Texas Society of
Anesthesiologists, Governor Perry stated, “Although federal policies currently allow states to opt out of certain
supervision requirements for anesthesia, Texas presently
has no plans to avail itself of this option.” Governor
Holden stated in a letter to the Missouri State Medical
Association, “My number-one concern is patient safety,
and after meeting with both anesthesiologists and nurse
anesthetists on this issue, I have determined it is in the best
interest of our citizens that our supervision requirements
are left in place. This rule has worked well protecting
patients during the critical administration of anesthesia, and
I am confident that it will continue to do so.”
The debate over the opt out continues in Alaska,
Kansas, Kentucky, New Mexico, North Dakota,
Oregon, Washington and Wisconsin.

G

Nurse Anesthetists
The District of Columbia Department of Health has
proposed regulations to expand the scope of practice of
nurse anesthetists by eliminating the existing requirement
that nurse anesthetists practice in collaboration with an
anesthesiologist, other physician or dentist and practice
pursuant to a written protocol agreement. Under the proposed regulations, nurse anesthetists would interact collaboratively with “other health professionals.” The scope of
practice defined in the proposed regulations includes ordering and administering general and regional anesthesia;
inhalation agents and techniques, intravenous agents and
techniques; and techniques of hypnosis. In addition, nurse
anesthetists would be permitted to recognize and take
appropriate corrective action for abnormal patient
responses to anesthesia, adjunctive medications or other
forms of therapy and to recognize and treat cardiac arrhythmia. The District of Columbia Society of Anesthesiologists and the Medical Society are opposing the proposed
regulations.
Office-Based Anesthesia
The New Jersey Board of Medical Examiners has
finally adopted regulations to establish a mechanism by
which physicians who do not hold hospital privileges can
become “privileged” by the board to administer and super30

vise anesthesia in the office setting. The regulations must
be approved by the Division of Consumer Affairs and
Department of Law and Public Safety by November 19.
Upon final adoption, a physician who does not hold hospital privileges must apply for board privileges no later than
one year after the effective date of the rule.
This alternative privileging process defines the requirements a physician must meet to be approved by the board.
A physician who administers or supervises the administration of general anesthesia must, during every consecutive
three-year period, complete at least 60 category 1 hours of
continuing medical education (CME) in anesthesia. A
physician privileged to administer or supervise regional
anesthesia must, during every consecutive three-year
period, complete at least eight category 1 hours of CME in
anesthesia exclusively or as it relates to the physician’s
field of practice. A physician privileged to administer or
supervise conscious sedation must, during every consecutive three-year period, complete at least eight category 1
hours of CME in any anesthesia services, including conscious sedation exclusively, or in anesthesia as it relates to
the physician’s field of practice. Nurse anesthetists must
be supervised by qualified physicians.
Minor conduction blocks, with the exception of retrobulbar blocks, shall be administered only by a physician or
podiatrist, a nurse anesthetist, a certified nurse midwife,
advanced practice nurse or physician assistant who has
training and experience in the administration of minor conduction blocks. Retrobulbar blocks shall be administered
only by a physician.
The Ohio Board of Medicine has finalized the proposed
language for office-based surgery regulations and voted to
take the rules into the formal rule-making process. It is
expected that the final rules will be approved by the end of
the year. The rules provide for accreditation of office settings and reporting of adverse incidents. The proposal
would require the supervising nonanesthesiologist physician to develop expertise based on CME or training. For
moderate sedation/analgesia, a nurse anesthetist must be
supervised by a physician who holds privileges to provide
moderate sedation/analgesia in a local hospital or ambulatory surgical center or by a physician who has completed at
least five hours of category 1 CME relating to the delivery
of moderate sedation/analgesia during the current or most
recent past biennial registration period. For general anesthesia, a nurse anesthetist must be supervised by a physiContinued on page 38
American Society of Anesthesiologists NEWSLETTER

WHAT’S NEW IN …
PULSE: Finding Cardiac Resuscitation Strategies, Interventions That
Save Lives
Richard J. Traystman, Ph.D.
his short article is meant to inform ASA members of a
recent research initiative called the “Post-resuscitative
and Initial Utility in Life-Saving Efforts,” otherwise known
as PULSE. Each year, some 500,000 Americans will suffer
cardiac arrest and require cardiopulmonary resuscitation
(CPR). One-half of these arrests result in immediate death,
and of the remaining, only about 5 percent are successfully
resuscitated to the extent that they are returned to productive
lives. Neurological and neuropsychological deficiencies
remain prevalent in the remaining 95 percent of patients.
The chance of survival after cardiac arrest decreases 7
percent to 10 percent for each minute of no flow, and for
cardiac arrests longer than 12 minutes, only 2 percent to 5
percent of patients achieve long-term survival. Good neurological outcomes occur even less frequently. These dismal results persist despite 50 years of work attempting to
improve outcome from cardiac arrest.
Accordingly, a PULSE Workshop was convened in June
2000 in recognition of the grave public health consequences resulting from poor cardiopulmonary and trauma
resuscitation outcomes. The purpose of the PULSE Workshop was to provide an interdisciplinary forum on promising and novel life-saving therapies in settings of cardiac,
asphyxial and traumatic arrest and to identify the most
promising new directions in cardiopulmonary and trauma
resuscitation research. The PULSE Workshop was organized under a multiagency initiative with participation by
the National Heart, Lung and Blood Institute (NHLBI), the
National Institute of Child Health and Human Development (NICHHD), the National Institute of General Medical
Sciences (NIGMS) and the National Institute of Neurological Disorders and Stroke (NINDS) of the National Institutes of Health (NIH) together with the Food and Drug
Administration (FDA) and the Department of Defense
(DOD). This workshop provided a unique opportunity to
convene national and international experts to chart a new
course for future CPR research.
The PULSE Workshop sought opportunities for major
improvements in clinical outcomes after CPR and after
resuscitation from serious traumatic injury. The panel of
experts focused on scientific research that would yield
major advances in life-saving care, including measurable
increases in survival and functional recovery. However,
unless research support is prioritized to address CPR, it is
unlikely that these opportunities will soon be realized. The
basic science of resuscitation medicine has promise of
evolving in parallel with major medical advances, but additional focus on resuscitation is required. Resuscitation
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should therefore be prioritized for appropriate funding of
research by federal and voluntary organizations. The
PULSE leadership attempted to implement a consortium of
societies for resuscitation research. At the PULSE Workshop, the participants discussed funding resuscitation
research and even attempted to prioritize this research in
the area of resuscitation from clinical to basic science.
The workshop participants unanimously felt that we
stand at the verge of new therapies and technologies that,
when implemented, could save thousands of lives currently
lost following circulatory arrest. Two broad strategies
should be aggressively pursued. First, the participants
identified the need for focused basic and applied research.
Second, many existing therapies that are known to save
lives can be refined so that they can be implemented more
rapidly, thereby reducing the duration of global ischemia.
Earlier and better CPR, rapid defibrillation and early control of hemorrhage will lead to improved survival. There
was great optimism that new resuscitation strategies and
therapeutic interventions will be life-saving for patients
who fall outside the “effectiveness window” of current
interventions. Human data from survivors of intractable
ventricular fibrillation and demonstration that cell survival
could be extended following previously lethal ischemia
suggest that novel therapies will increase the number of
lives saved. The participants applauded earlier emphasis
on focal or regional ischemia, including myocardial infarction and stroke, but recognized the increasing need to
address global ischemia involving multiple regions and,
actually, the entire body.
New therapeutic interventions are likely to come from
the frontiers of molecular medicine, basic cardiovascular
sciences, neurosciences, pharmacology, epidemiology, new
diagnostic techniques and technological advances, including miniaturization of devices. Diverse disciplines, the

Richard J. Traystman, Ph.D., is Distinguished University Professor,
Senior Vice-Chair for Research, Anesthesiology and Critical Care Medicine, and Director of Anesthesiology
and Critical Care Medicine Laboratories, Johns Hopkins Medical Institutions, Baltimore, Maryland. He
received the ASA Award for Excellence in Research in 1997.
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basic sciences, clinical sciences and biotechnology should
be integrated to improve understanding of resuscitation
physiology and the translation of new insights into life-saving medical practices. PULSE defined resuscitation science as the study of the epidemiology, pathophysiology,
mechanisms and improved management of the sudden
states of illnesses or injuries that result in impending or
actual cessation of oxygen delivery. Resuscitation science
especially addresses mechanisms, diagnoses and management of clinical and experimental pathophysiological states
of whole-body oxygen consumption. These clinical events
typically occur without prior warning, and they affect age
groups ranging from neonates to senior adults. Thus, resuscitation research encompasses investigations of mechanisms with a focus on conditions that initiate, mediate and
result from whole-body hypoxia and multiorgan ischemia.
This research will require basic laboratory investigations,
utilization of animal models, clinical trials and epidemiological investigations. The goal, of course, is to decrease
mortality and morbidity in both human and monetary costs
of cardiopulmonary arrest and traumatic injuries such as to
significantly improve individual and public health.
The PULSE leadership attempted to prioritize research
initiatives. There were eight working groups convened that
considered the following: acute myocardial rescue, neurological preservation, pharmacotherapeutics, ventilatory
management, mechanical circulatory adjuncts and bioengineering of new devices, epidemiology and trauma care.
During and after the PULSE Workshop, five areas of resuscitation research were identified, including: mechanisms,
pharmacology, translational studies, bioengineering and
clinical evaluative research. The PULSE group made specific recommendations to NIH for implementation of the
PULSE Strategic Plan. To summarize:
1. Develop a national center for resuscitation research represented by a broad-based initiative among institutes and
partnering with other governmental agencies. NHLBI,
NICHHD, NIGMS, NINDS, FDA and DOD have
already demonstrated effective collaboration in their
support of the PULSE initiative.
2. Recognize the need for and implement programs that
prioritize support for resuscitation research. This should
include grants and/or contracts as support to consortia of
investigators who collaborate throughout the spectrum
from basic science, applied and bioengineering research
and clinical investigations and preferably all three.
3. Prioritize the development of a multicenter network to
support clinical trials. To the extent that it is possible,
32

4.
5.
6.

7.

8.

both basic and translational research deserve priority
consideration.
Prioritize specific programs of support for the development of strategies and devices in support of biosensor
technology to guide diagnoses, monitoring and response
to resuscitation intervention.
Support the development and maintenance of registries
of clinical cases on resuscitation. Current registries
should be expanded to include trauma and cardiac arrest,
especially in the prehospital/emergency medical setting.
Extend education and training opportunities for both
laboratory and clinical researchers on resuscitation,
including fellowships and developmental support for
junior faculty. Focused training grants and institutional
research training awards in resuscitation medicine are
recommended.
Ensure that organized panels of qualified experts on
resuscitation, and/or ensure the appropriate inclusion of
reviewers from such panels, participate on Study Sections to which applications are directed. Clinical investigators who have experience and expertise in the
conduct of clinical trials, including federal regulations,
should be enlisted.
Direct appropriate agencies of government to promote
public education and enhance public awareness of acute,
life-threatening conditions and therapies and to
acknowledge the need of support for research and development on resuscitation. NIH would best take a leadership role in addressing the current state of resuscitation
research and identify opportunities for supporting novel
initiatives.

The bottom line idea of the PULSE initiative is to convince funding agencies that resuscitation research deserves
a high priority because resuscitation represents such a poor
outcome in the community. For those who would like to
read the full PULSE initiative, please refer to Circulation
2002; 105:2562-2570. We have already seen fruits of the
PULSE initiative in the request for applications (RFA) for
cardiopulmonary resuscitation research, which had a deadline due date of February 2002. I urge all individuals interested in resuscitation science to be aware of these initiatives
and to look carefully for these RFAs as they are produced
through NIH. They represent important funding programs
and have the potential to resolve many problems in resuscitation research from the gene and molecular level to the
bedside to epidemiological studies.
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WHAT’S NEW IN …

Stress Management: Communicating With the Lion and the Lamb
Jessie A. Leak, M.D.
“Human speech is like a cracked kettle on which we tap
crude rhythms for bears to dance to, while we long to make
music that will melt the stars.”
Gustave Flaubert
Madame Bovary
ne of the most frequent remarks that I hear people say
in the context of their day-to-day lives, both in and
outside of work, is: “He/she just doesn’t understand me. I
feel helpless to make changes in my life because I
don’t/can’t communicate with the people that I work with
and/or those I love.” Communication in this context comes
in many forms, but ultimately, it implies caring relationships between people who share a common work goal that
when activated, actually produces energy that is communicated through metaphors, analogies and body language.
Communicating today is in theory easier than it has ever
been because of cellular telephones, car telephones, simultaneous computer chatting, etc. Ironically, with the advent
of these techniques, we have become increasingly more
isolated, hurried and disconnected from one another. Our
leaders are not available to us for mentoring and advice,
and we feel disconnected from those around us who may
potentially be our greatest allies and sources of direction.

O

“There may be no single thing more important in our
efforts to achieve meaningful work and fulfilling relationships than to learn and practice the art of communication.”
Max DePree
Leadership Is an Art
This has occurred for a multitude of reasons, but the sad
reality is that when we are stressed, communication with
others becomes more difficult, and we regress to our preprogrammed, sometimes old communication styles learned
in childhood. They served us poorly then, and these antiquated skills can perpetuate the breakdown in our already
ineffective efforts to connect.
If we review the etiology and meaning of stress, “any
mental or physical tension or strain,” then we clearly have
in this context a loss of control, the manifestation of which
is stress. Connection breakdown or lack of effective communication can be one of the greatest stressors that we face
daily. Impaired communication includes inability to listen
as well as to express ourselves effectively. Equally lost are
the abilities to read and to react to our own and other’s
body language and cues. The unstated message is often
more powerful than any verbal attestation.
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“Words fitly spoken restore and rejuvenate; so does
quiet rapt listening.”
Clifford Williams
With All That We Have, Why Aren’t We Satisfied?
Mastering the art of effective, positive communication
both with yourself and with others is perhaps the most
important skill that we need to feel connected to the world
around us and to ultimately manage our stress.
With this skill set, we are then able to identify and effectively demand reasonable changes in our relationships as
well as in our work and home environments to minimize
stress. It is important to remember that ongoing and positive self-talk is as imperative as succinct communication
with others. Only with maximizing all of these skills will
you receive the results that you desire.
What Is the Difference Between a Lion (Leader)
and a Lamb (Follower or Employee)? What
Communication Skills Are Needed to Effectively
Function in Either or Both Positions?
Perhaps the most integral part of leading a group is the
ability to listen raptly. Lions (leaders) love to hear themselves talk; they enjoy listening to their own great pearls of
wisdom and insights. In order to lead effectively, you must
listen. There are many barriers to meeting this goal: too little
time, too many people in your group, pressure from above,
too much knowledge, pride and, at times, physical distance.
In these instances, it becomes critical to communicate
core values and goals, provide a context for growth and
mentoring and to be accountable to those whom you lead.
As a lamb (employee), it is imperative that you demand
to know what the expectations are of those for whom you
work, have leaders who are willing to explain and to help
implement their vision, to expect that you will not be left in
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Professor of Anesthesiology, University of Texas MD Anderson Cancer
Center, Division of Anesthesiology
and Critical Care, Houston, Texas.
33

isolation and that you will be heard, trusted and encouraged
to meet the tenets of the leader’s goals and mission.
So What Do I Do if There Is a Disconnect Between
Myself and My Boss?
One of the greatest sources of stress that we face is such
a disconnect. If you are part of a team led by an individual
unable to meet your needs, you must immediately seize
this as an opportunity to create your own vision and direction for your future.
“I am a dreamer. Some men see things as they are, and
ask why; I dream of things that never were, and ask why
not?”
George Bernard Shaw

It is important to set aside time to think about the future.
Concurrently, you should perform a “vision audit,” an honest appraisal of the organization of which you are a member. This might include an inventory of the strengths,
weaknesses, highest priorities and the barriers to effective
future advancement that the core of the group feels embody
the energy and direction of the organization.
If the leadership has failed to set a mission or vision for
the future, you as a lamb (member) have every right to
develop such a statement, either for your own personal use
or in the context of the group participating in the process.
Clarification of purpose and direction and ground rules for
communication both in and outside the group will greatly
enhance your feeling of control (decreased stress).
Additionally if there are no clear-cut long- and shortterm strategic goals set by leadership, it is important to
establish a set of fluid strategies for the next year or term of
your work year. This can be done alone or within the group.
If you are not clear about where you should be heading,
take the time to read and study future trends and to talk to
experts in your field. It is important to gather objective data
to think about and to personally design your own mission,
vision and goals.
What Is “Self-Talk” and Why Is It So Important
When We Are Trying to Communicate With
Others?
It is imperative that you trust your best instincts. Some
call it your intuition; others might know this part of you as
your Wise Self. Dialoging with yourself is an important
tool to form a basis for presenting your true, authentic self
to the world. Without such insights, your ability to com34

municate effectively with others in all facets of your life
may be impaired and may decrease your chances of happiness. There are seven steps to moving toward a better relationship with yourself.
1. It is essential to put yourself first. Journaling can be
an extremely effective way of “self-talking” without judgment. By doing so, you enable yourself to connect your
head with your heart and genuinely “feel” the experiences
with which you long to connect.
2. One of the first tasks to be addressed in your journal
should be an accurate picture of your day-to-day commitments and a truthful assessment of how to build a more
balanced life. With a shift in your time priorities, you may
find more time to connect with those who are important to
your sense of well-being.
3. With honest self-talk, you must identify what is
draining you and immediately reprioritize.
4. Acknowledge to yourself what your financial
resources are, and give yourself the message, “I’ll do whatever it takes to restore my financial health.” Amazingly
when you “self-talk” yourself into financial health, you
attract more money (generally a goal for most individuals).
5. Recognize what “fuels” you. A life run on adrenaline
(junk fuel) is not a healthy life. Healthier fuel sources (premium fuel) can include exercise, nutritious food and the
love and support of great friends. Positive “self-talk” can
make the transition from one to another easy.
6. Honestly assess the relationships in your life and
determine which drain you and which enrich your life.
Life-enriching relationships include those with people who
are proactive, appreciative, communicative, attentive, honest and accountable. Qualities in draining relationships can
include those who blame, complain, drain, shame, discount
or gossip. It is up to you, through honest self-dialogue, to
choose those with whom your life is enriched, not drained.
7. Take the time to strengthen your connection to your
Wise Self and search for your “brand” of connection with a
powerful divine force, your spiritual self; this will enable
you to live a life based on your inner truth, your gut
instinct. This does not necessarily imply connection with a
particular religious sect or set of beliefs but rather a sense
of connectedness.
Surprisingly, by aggressively pursuing these many
aspects of “self-talk” and personal exploration, you immediately open yourself up to a new way of communicating on
your own terms and increase your chances of being happy.
Continued on page 40
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Going Home at Any Price
Sherri B. Ross, D.O.
s long as I have been interested in medicine, I have
always wanted to return to my home state of West Virginia and practice. It is not a popular choice or a glamorous
one, but it is the place where I grew up and love, and I cannot imagine living anywhere else. Even as I am writing this
article, I am in negotiation for a job back in my hometown,
and hopefully by the time you read this, the ink will be dry
on the contract.
It is a rare thing, especially now, for a physician to want
to practice in West Virginia. In fact, anyone who has
knowledge of medical politics might think I am crazy for
returning. Over the last year, my state’s medical profession
has taken a beating in malpractice liability coverage. We
are down to one commercial insurance carrier, and now the
state is having to provide insurance for its physicians, or
hospitals are having to become self-insured. The estimated
cost of my full malpractice insurance premium is $36,000 a
year. No, that is not a misprint: $36,000. This would not
be so shocking to me if it were not for the fact that just nine
miles down the road from where I will be practicing is the
Virginia state line where anesthesiologists pay approximately $6,000 in malpractice insurance. Why is there such
a big difference? It is tort reform… my state does not have
any. We also do not have any physicians in the state legislature. Eight physicians, however, are running for office
this year to try to implement tort reform.
Currently the rate of physicians leaving our state is so
high that in our capital of Charleston, the level 1 trauma
center, Charleston Area Medical Center where a part of
West Virginia University’s medical students and residents
train, has now had to drop back to a level 3 trauma center.
Since the year 2000, 12 percent of the anesthesiologists
have left the state. I think another issue that deters physicians is that West Virginia is not a specialty-friendly state.
If you did a primary care residency, you can get loan forgive-
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ness or help repaying your loans; otherwise it is assumed that
you will make so much money that you won’t need help. In
this era of malpractice fees and Medicare/Medicaid cutbacks,
that just is not true. Today the cost of getting a medical education is so expensive that it will take me years to pay back
my student loans and to begin reaping the financial benefit
for all the years of hard work.
So what am I going to do? The same thing I would
encourage every graduating senior to do — take action and
get involved! We have to realize that most of the problems
that face the medical profession and our specialty are state
issues and can no longer just be addressed on a national
level. Therefore, it is imperative that each one of us gets
involved in our state component society as soon as we know
where we are going to practice, and we need to ask what we
can do for them and find out the most pressing issues facing
our state. I have already contacted the West Virginia Society
of Anesthesiologists, and recently, while in Chicago at the
ASA Board of Directors meeting, I sat in on the MidAtlantic Caucus meeting and met several representatives
from my area. We need to know who our elected state officials are, where they stand on issues that affect us and then
start writing letters and go see them in person. I also have
called the state insurance commissioner about the malpractice situation and spoke with its legal counsel and plan to
keep calling them until this issue gets resolved or at least
until a better solution is found. We can no longer afford to
sit back and let someone else take care of things that affect
us. It is unacceptable not to belong to ASA and not to be
active in your state component society. You cannot sit back
and reap rewards while not contributing yourself.
Of course I am sure while you are reading this, you are
thinking, “Then why would you ever go home? Find
Continued on page 36

Erratum
n the September 2002 NEWSLETTER, it was mistakenly reported in the “Residents’ Review” section that Carlos O. Viesca, M.D., was a pain
medicine fellow at the University of Texas at San
Antonio, Texas. He is in fact a pain medicine fellow
at Texas Tech University Health Sciences Center at
Lubbock, Texas.
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Component and Fellows Section Delegate, and a CA-3 resident at the University of North Carolina-Chapel Hill,
North Carolina.
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Residents’ Review: Going Home at Any Price
Continued from page 35
somewhere else to practice.” If I do not go back there, who
will? If you did not grow up there, the state probably does
not hold much appeal for a young physician. Who will be
there to take care of my friends and family? For all that
West Virginia does lack, it makes up for in other ways. It
has beautiful, four-season country weather, and many outdoor activities can be found there. We have many hidden
treasures such as The Greenbrier Hotel, the “wild and won-

derful” New and Gauley Rivers for rafting, some great little ski slopes — they are not Vail, but they are still nice.
Our most important asset is not found in our coal mines; it
is in our people. You won’t find a friendlier or more caring
group anywhere than inside its borders. I guess John Denver summed it up best in a song: “Country roads, take me
home to the place I belong…West Virginia.” And that is
where I am heading home…no matter what the cost.

Ambulatory Surgical and Office-Based Care
Continued from page 25
ments. Issues addressed this year include the qualifications
and availability of the personnel responsible for patient
resuscitation. Personnel qualified in advanced resuscitative
techniques (e.g., advanced cardiac life support or pediatric
advanced life support) must be present or immediately
available until the patient has been medically discharged.
The standards committee is working to develop a practical
definition of what is “immediately available” for resuscitation. Also added was a requirement for the presence of
second qualified individual in addition to the operator when
a patient receives moderate sedation in addition to deep
sedation and general anesthesia. The AAAHC Standards
Committee and Board of Directors voted not to accept recommendations for removal of the physician supervision
requirements.
AAAHC Institute for Quality Improvement subsidiary
continues to develop and publish best-practice performance
measurement initiatives. In the past year, it published “Knee
Arthroscopy and Meniscectomy 2001,” “Cataract Extraction
With Lens Insertion 2002” and “Asthma Management in
College Health.” Colonoscopy, student health, patient satisfaction and two liposuction initiatives are ongoing.
In 2002, AAAHC finalized a cooperative accreditation
agreement with JCAHO. Under this agreement, ambulatory care components of organizations surveyed under
JCAHO are hospital-tailored, or network programs can use
AAAHC accreditation decisions to satisfy JCAHO accreditation requirements. This option does not extend to hospital outpatient services included under the hospital’s
Medicare provider number.
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The AAAHC Office-Based Surgery Accreditation Program is now active. AAAHC is also considering developing a credentialing/privileging program for office-based
physician practices.
American Association for Accreditation of Ambulatory Surgery Facilities (AAAASF) is represented by Dr.
Apfelbaum. New this year, the standards require that the
administering or supervising physician be physically present in the operating room suite throughout the conduct of
all anesthetics. Also, the qualified physician who is
responsible for supervising the administration of anesthesia
must “demonstrate knowledge in anesthetics and resuscitative techniques appropriate for the type of anesthesia being
administered.” This education requirement parallels similar efforts in progress by ASA in collaboration with the
American College of Surgeons.

The Task Force on Office-Based Anesthesia has
responded to inquiries from ASA members regarding officebased anesthesia standards, and regulatory initiatives in their
respective states. S. Diane Turpin, J.D., from the ASA
Washington Office further provides assistance to members.
The National Patient Safety Foundation convened a workshop in June 2002 with Dr. Twersky representing ASA.
Several items for enhancing patient safety were recommended with project completion expected within the next
12 months. Committed to further expanding our knowledge
and education in this area, ASA conducted a Workshop on
Office-Based Anesthesia in July 2002 in San Francisco.
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Society of Cardiovascular Anesthesiologists: Heartfelt Thanks for
25 Years
Roger A. Moore, M.D., President
Society of Cardiovascular Anesthesiologists
he year 2002 has been another banner year for the Society of Cardiovascular Anesthesiologists (SCA). Our
membership now tops 7,000 with growth in our U.S., international and resident memberships. Since the primary mission of SCA remains the promotion of education and
research in cardiovascular and thoracic anesthesia, our continued membership expansion is gratifying and bodes
well for increased safety and excellence in the care
of future patients requiring cardiovascular and
pulmonary interventions.
SCA is rapidly approaching its 25th
anniversary. The founding fathers’ original vision was a Society that allowed
for the active collaborative exchange of
new ideas and techniques between an
international and inclusive membership. Their idea was to develop a Society where interested anesthesiologists
could have a venue for continued discussions, exchanges and presentations of new
ideas and research. I believe this vision has
been realized, and our 25th anniversary in April
2003 should be one of celebration and pride.
For those unfamiliar with SCA, educational endeavors
are highlighted during three major meetings in North
America on a yearly basis. In April 2002, our Annual
Meeting was held in New York, New York, and was
attended by 900 anesthesiologists from around the world.
This was an especially poignant meeting considering the
devastation that had occurred in the city’s recent past. The
camaraderie shown by the meeting’s international attendees, however, helped to strengthen friendships between
nations and emphasized our similarities in desiring better
patient safety and higher quality care. Our 2003 Annual
Meeting will be held in Orlando, Florida, on April 26-30,
2003, and will certainly be an exceptional meeting with a
major celebration of our Silver Anniversary.
Another educational effort of SCA is the Update on Cardiopulmonary Bypass meeting. This year it was held in
March in Snowmass, Colorado, and was attended by more
than 240 registrants, including anesthesiologists, perfusionists and cardiac surgeons. The 2003 Cardiopulmonary
Bypass meeting also will be held in Snowmass, Colorado,
on March 16-21, 2003. The third major meeting of our
Society is the annual Comprehensive Review of Transesophageal Echocardiography. This outstanding meeting
was held in Orlando, Florida, in February 2002 with more
than 1,100 registrants. The perioperative echo meeting is
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oriented toward practitioners of all specialties interested in
increasing their knowledge and preparing for certification in
transesophageal echo. This weeklong meeting provides a
totally immersive experience in transesophageal echo
through the combination of didactic lecturers and a handson wet laboratory. The next meeting will be held in San
Diego, California, on February 10-15, 2003. SCA
cosponsored an international meeting with the
Israel Society of Anesthesiologists on November 10-13, 2002.
SCA is focusing considerable effort
toward gaining approval for accreditation
of fellowship programs in cardiovascular
anesthesiology. Our goal is to obtain
accreditation of fellowship programs
only, not certification of individual anesthesiologists. The recognition of cardiac
anesthesia as a subspecialty by the
Accreditation Council for Graduate Medical
Education (ACGME) is a major commitment
of SCA. Our interest is to ensure that minimum
training requirements, applied to all cardiac fellowship training programs, are standardized to guarantee that the
highest level of care will be given by practitioners emerging
from cardiovascular fellowship training programs. Universal
quality education for our cardiac fellows is so important that
SCA is willing to continue to battle for ACGME recognition
no matter how long it takes.
Through active involvement with other national societies, SCA has been setting the standards for transesophageal echo as well as the development of guidelines
governing the perioperative care of cardiac patients. SCA
has a significant voice in the National Board of Echocardiography, which prepares the certifying examination in
perioperative echocardiography. We also have been

Roger A. Moore, M.D., is Chair,
Department of Anesthesiology, Deborah Heart and Lung Center, Browns
Mills, New Jersey, and Clinical Associate Professor of Anesthesiology,
University of Medicine and Dentistry
of New Jersey. He also is ASA Assistant Treasurer.
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involved with the American College of Echocardiography,
the American Heart Association and many other organizations in providing guidelines for the standardization of care
to patients with cardiovascular disease. The results of many
of these efforts can be seen on the SCA Web site
<www.SCAhq.org>. Recent standards that have been
approved include training standards in transesophageal
echo, standardized forms used in providing echocardiographic reports and specific guidelines for performance of a
standardized transesophageal echo examination.
SCA actively supports research by providing direct
grants as well as grants through the Foundation for Anesthesia Education and Research. Our commitment to
research stems directly from our belief that new knowledge
is key for the progress of anesthesiology and for the continued success of cardiac anesthesiology as a subspecialty.
Our goal is not only to obtain new knowledge but also to
encourage the development of academically oriented cardiovascular anesthesiologists who will be the future teachers for anesthesiologists interested in cardiac anesthesia.
Many of the innovations of the Society can be viewed
through our Web site. The Web site provides not only

meeting dates and locations but also general information
about SCA, job opportunities, case reports and a wealth of
other information. The education of patients also is being
addressed by a frequently asked questions page developed
by our electronics communication committee.
SCA also provides many publications to our membership. On a yearly basis, a monograph is published based
upon a panel provided at the SCA Annual Meeting. This
year’s monograph was titled “Regional Anesthesia for Cardiothoracic Surgery” by Mark A. Chaney, M.D. We also
have a bimonthly newsletter that includes a pro/con section
as well as a literature review. The official journal of SCA
is Anesthesia & Analgesia. Through a series of ongoing
negotiations, SCA is seeking to have a greater role in our
section within Anesthesia & Analgesia. With the active
support and help from the International Anesthesia
Research Society, a “journal within a journal” concept will
be realized in the coming year.
SCA is a vigorous, active organization that is continuing
to grow in many directions. If you are not already a member, please join and get involved!!

State Beat: Texas and Missouri Decline to Opt Out
Continued from page 30
cian who holds privileges to provide general anesthesia in a
local hospital or ambulatory surgical center or by a physician who has completed at least 20 hours of category 1
CME relating to the delivery of general anesthesia during
the current or most recent past biennial registration period.
Anesthesiologist Assistants (AAs)
The Ohio Anesthesiologist Assistant Advisory Committee (AAAC), a group formed by the Ohio Board of Medicine to develop the initial proposed regulations, has issued
its final report to the board. The board has finalized the
proposed regulations and begun the formal rules process.
The proposed rules require supervising anesthesiologists to
establish a written practice protocol with AAs and to provide direct supervision in the immediate presence of the
AA. During the first four years of an AA’s practice, the
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supervising anesthesiologist shall provide “enhanced
supervision.” “Enhanced supervision” requires regular,
documented, quality assurance interactions between the
supervising anesthesiologist and the AA. An AA shall be
required, during the first two years of practice, to file
monthly a separate record of cases of anesthetic management in which he or she participated. The record shall be
reviewed by a supervising anesthesiologist who shall file a
report of each quality assurance interaction.
AAs are permitted to practice only in hospitals and
ambulatory surgical facilities and are prohibited from performing epidural and spinal anesthetic procedures and
invasive monitoring techniques such as pulmonary artery
catheterization, central venous catheterization and all forms
of arterial catheterization with the exception of brachial,
radial and dorsalis pedis cannulation.
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2003 Membership
Dues Announced
he membership dues for 2003
will be as follows:
Active
$450
Affiliate
$225
Resident
$25
Educational
$225
Educational (student)
$10

T

As in the past, this information is
being provided for those who wish to
renew their membership in December.

ABA Announces …
Critical Care
Medicine
Examination for
Certification and
Recertification
he American Board of Anesthesiology (ABA) will administer its critical care medicine
examination via computer at more
than 350 test centers on Saturday,
September 13, 2003. ABA will
inform candidates of the test sites
when the list becomes available.
All applicants for initial certification in the subspecialty must satisfactorily complete one year of
training in a critical care medicine
program accredited by the Residency Review Committee for Anesthesiology by August 31, 2003; they
also must be certified in anesthesiology by ABA or scheduled for ABA
oral examination in 2003.
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The 2003 dues statements will be
mailed to the membership in December 2002, although members may
soon renew their dues online through
the “Members Only” section of the
ASA Web site <www.ASAhq.org>.
Dues payments should be
deductible by members as an ordinary
and necessary business expense; in the
case of membership dues paid to a
section 501(c)(6) organization such as
ASA, this means the “business
expense” deduction will be denied to
the extent that membership dues are
spent by the organization on lobbying.
Physicians previously certified in
critical care medicine by ABA may
apply to recertify in the subspecialty.
After December 14, 2002, applicants
may use the ABA Web site <www.
ABANES.org> to submit their application for the critical care medicine
examination electronically, download
the application from the ABA Web
site or request the form by fax (919)
881-2575 or by writing ABA at 4101
Lake Boone Trail, Suite 510,
Raleigh, NC 27607-7506.
The standard application deadline is February 15, 2003. The
ABA will consider late applications
received by March 15, 2003.

Pain Medicine
Examination for
Certification and
Recertification
he American Board of Anesthesiology (ABA) will administer
its pain medicine examination via
computer at more than 350 test cen-
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At the time of the distribution of
the dues statements for the coming
year, ASA is required (in order to
avoid paying a proxy tax) to provide
members with an estimate of what the
nondeductible lobbying percentage
will be for that year. This percentage
will be included on your 2003 dues
statement, which will be mailed in
mid-December 2002.
Anesthesiology groups paying
association membership dues on
behalf of an employee (e.g., nurse
anesthetist) should bear in mind that
they must include in the employee’s
ters on Saturday, September 20, 2003.
ABA will inform candidates of the
test sites when the list is available.
All applicants for initial certification in the subspecialty must satisfactorily complete one year of training in
a pain medicine program accredited
by the Residency Review Committee
for Anesthesiology by August 31,
2003; they also must be certified in
anesthesiology by ABA or scheduled
for ABA oral examination in 2003.
Physicians whose ABA pain
medicine certificate soon will expire
may apply to recertify in the subspecialty. After December 14, 2002,
applicants may use the ABA Web
site <www.ABANES.org> to submit their application for the pain
medicine examination electronically, download the application
from the ABA Web site, or request
the form by fax (919) 881-2575, or
by writing ABA at 4101 Lake
Boone Trail, Suite 510, Raleigh, NC
27607-7506. The standard application deadine is February 15, 2003.
ABA will consider late applications
received by March 15, 2003.
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taxable income on Form W-2 that portion of the association’s dues that the
association reports to the IRS as attributable to lobbying expenses.

AMA Section Council
Requests Names of
House of Delegate
Attendees

fficials from the Society’s Section Council on Anesthesiology

O

of the American Medical Association
(AMA) would like to know the names
of the ASA members planning to
attend the AMA’s House of Delegates
on December 7-11, 2002, in New
Orleans, Louisiana.
The Section Council is open to all
anesthesiologists who attend the AMA
House of Delegates meeting. The
Section Council meets to discuss resolutions and other issues of importance
to anesthesiologists. Meetings usually
take place on Saturday and Monday of
the AMA House of Delegates meet-

ing. If you are attending the House of
Delegates meeting, the Society would
welcome your participation.
To be placed on the mailing list to
receive information on the Society’s
AMA Section Council meetings,
please send your name, address, telephone number, fax number and reason
for attendance to Ronald A. Bruns,
ASA Executive Office, 520 N. Northwest Highway, Park Ridge, IL 600682573; fax (847) 825-1692; e-mail
<R.Bruns@ASAhq.org>.

Stress Management: Communicating With the Lion and the Lamb
Continued from page 34
How Can I Enhance Communication With
Others?
It is important to remember that we communicate
with both verbal and nonverbal cues. More often than
not, we innately understand body language but choose
to ignore what we know instinctively. Posture, facial
expressions and even silences are great keys to understanding others.
The other great axiom that we must live by to have
optimal communication with others is to realize that
relationships in our lives are not an option — they are a
part of who we are as humans. It is imperative in the
long run to let go of our self-protective rituals long
enough to care for each other. Once we are able to do
so, healthy communication usually follows.

40

Caring relationships (enhancing good communication) have many advantages: 1) they are good for us; 2)
they are contagious; 3) they generate a power of their
own that can be a source of energy, both for the individual as well as the group or organization; and 4) most
importantly, they make work more fun.
“Change comes from small initiatives which, imitated, become the fashion. We cannot wait for great
visions from great people, for they are in short supply at
the end of history. It is up to us to light our own small
fires in the darkness.”
Charles Handy
The Age of Paradox
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Guidelines for Sedation and
Analgesia by Nonanesthesiologists Have Gone Too Far!

I

t is not surprising that gastroenterologists do not offer regular training seminars on colonoscopy to physicians of other
specialties. Plastic surgeons would be appalled if the American Society of Plastic Surgeons were to create guidelines for
the performance of facelifts by noncosmetic surgeons. The
reason why these efforts do not occur is because the flag of
specialty sovereignty flies tall, perhaps as high as that for
patient safety.
We do not wield scalpels or manipulate long endoscopes. Rather, the tools of our trade are quite different —
a propofol-filled syringe, the correct use of an acquired
skill, etc. When ASA, component societies or individual
anesthesiologists write and rewrite guidelines that validate
the practice of anesthesiology by nonanesthesiologists, it
corrupts the integrity of our specialty.
The ASA “Guidelines for Sedation and Analgesia by
Nonanesthesiologists” describe the administration of “rapidacting induction agents…” and note that the practitioners
administering this deep sedation should be skilled to rescue a
patient from inadvertent general anesthesia. The skill level
required to rescue someone from inadvertent anesthesia,
according to the guidelines, is successful completion of an
advanced cardiac life support course. We take umbrage with
this, insofar as this serves to diminish the years of training
every one of us has applied in order to become an anesthesiologist. A trained anesthesiologist is much less likely to produce such a situation, but if it occurs, would be able to
provide the necessary airway management and support the
patient until the danger passes. A syringe filled with propofol
must be backed up by these hard-earned skills.
Protection of professional independence is an important
consideration in defining who should be permitted to provide
anesthesia. What motivates us to teach others our specialty?
Anesthesiologists should consider avoiding the curious urge
to imbue interlopers with a sense of knowledge, confidence
and clinical expertise as it relates to those core skills that distinguish us. We are creating competitors. A little knowledge

is dangerous, and no useful purpose is served by partially
training someone to provide anesthesia. Many physicians
will still try to learn anesthesia by trial and error. Collateral
damage, therefore, in terms of patient outcomes, should not
be taken lightly. Nonetheless, its effect on underscoring the
importance of our service cannot be disregarded.
The damage may already be done. Some nonanesthesiologists have already started dabbling into the use of
propofol. Going forward, it is important to consider strategies that promote our specialty’s interests rather than those
that will have a long-term negative impact on our specialty
and on patient care. The value of an anesthesiologist must
be heralded not diluted.
Robert C. Goldstein, M.D.
Marc E. Koch, M.D.
New Rochelle, New York

R

Response from Dr. Gross

obert C. Goldstein, M.D., and Marc E. Koch, M.D., raise
valid concerns regarding the safety of rapidly acting
sedatives like propofol and methohexital in the hands of
nonanesthesiologists. The purpose for including guidelines
for their safe use in the 2001 update of the ASA “Guidelines
for Sedation and Analgesia by Nonanesthesiologists” was
not to encourage the use of these potentially dangerous
medications. Rather, our goal was to offer guidance to
those practitioners who were already using propofol as well
as to those anesthesiologists who were involved in developing institution-wide credentialing procedures for moderate and deep sedation.
By way of background, ASA developed its original
“Guidelines for Sedation and Analgesia by Nonanesthesiologists” in response to requests from its members for guidance in the hospital accreditation process: Specifically, in
the examples under Standard TX.2, the Joint Commission
on Accreditation of Healthcare Organizations (JCAHO)
suggests that the department of anesthesia monitor and
evaluate sedation practices “throughout the organization.”
The original guidelines, adopted by the ASA House of Delegates in 1995, only addressed moderate (conscious) seda-
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tion while specifically excluding deep sedation. The use of
rapidly acting sedatives such as propofol was not mentioned since the package insert specifically suggests that
they only be used by practitioners trained in the administration of general anesthesia.
In the intervening years, many nonanesthesiologists,
including gastroenterologists, emergency physicians and
dentists, have begun to administer propofol with the intent
of producing a state of moderate sedation. Additionally, in
1999, the ASA House of Delegates adopted a formal definition of the “Continuum of Sedation,” which includes a
description of the state of “deep sedation.” Furthermore,
the 2001 revision of the JCAHO standards specifically
apply to both moderate and deep sedation. As a result, in
developing the 2001 revision of the guidelines, the task
force felt that rapidly acting sedative medications, which
have the potential for producing deep sedation or even general anesthesia, should be specifically addressed.
During the guideline development process, the task
force reviewed more than 40 scientific papers dealing with
the administration of rapidly acting sedative agents by
nonanesthesiologists. Based on this review as well as the
opinions of our expert consultants and task force members,
we recommended that “even if moderate sedation is
intended, patients receiving propofol or methohexital by
any route should receive care consistent with that required
for deep sedation.” In adopting the revised guidelines,
ASA recognized the fact that these medications are already
used by nonanesthesiologists and that it is our Society’s
goal to maximize the safety of the affected patients.
In developing the guidelines, the task force had no
intention of implying that following their recommendations
was in any way equivalent to completing a residency in
anesthesiology. Any licensed physician can legally administer sedatives, opioids and even anesthetic agents. Therefore, a statement proscribing the use of propofol by
nonanesthesiologists would have been doubly counterproductive. First, it would have made the guidelines irrelevant
to those individuals and institutions where propofol is
already used by nonanesthesiologists. More importantly,
however, it would have prevented us from using the guidelines as a means to educate practitioners regarding steps
they can take to improve the safety of those patients who
are sedated on a daily basis by nonanesthesiologists.
Jeffrey B. Gross, M.D., Chair
ASA Task Force on Sedation and Analgesia by
Nonanesthesiologists
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Gauging Patient Care

ecently I needed to have a diagnostic spinal tap. My
neurologist wanted it done under fluoroscopy by a radiologist. I was not happy about this decision. I had two spinal
taps before, one done by an anesthesiologist with a 25-gauge
needle without getting a headache and the other by an emergency department physician with a 22-gauge needle that
resulted in a wicked spinal headache necessitating an anesthesiologist to perform a blood patch.
I spoke with the radiologist before the procedure, and he
agreed that the smaller gauge needle had a lower incidence
of spinal headache, but since he had never used a 25-gauge
needle before now, he did not want to try it. We talked
some more and agreed that if he was unsuccessful with the
25-gauge spinal needle that he could use the 22-gauge needle. Not only did he not have any trouble obtaining spinal
fluid, he had no trouble obtaining more than enough fluid.
After the procedure, he was very pleased and stated he was
very happy that he had learned something new that day
which would especially benefit the cancer patients whom
he takes care of by using a smaller gauge needle so they
would have a lower risk of developing a spinal headache
post-tap.
I realize that with time constraints on everyone’s practices that it would be hard to have interspecialty meetings,
but I think that we could all learn tips from each other that
could provide better care for all of our patients.
Name withheld upon request

JCAHO’s a Joke, But No Laughing
Matter

I

cannot help but to agree with Thomas H. Cromwell, M.D.,
in his July 2002 “Administrative Update.” The Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) has become a monstrosity looking for an excuse to
further its existence.
Look at pain management. JCAHO took a few sentences of its stated goal and turn it into reams of regulations. I urge the ASA leadership that we as an organization
stand up to JCAHO and protest and denounce its intrusion
into clinical practice.
We have experienced an audit that apparently included
an “anesthesiologist.” The operating room supervisor was
given specific dose limitations to preoperative midazolam.
American Society of Anesthesiologists NEWSLETTER

They now essentially believe these doses are written in
stone regardless of the situation.
We also were told all anesthesia carts need to be “locked
up.” This is despite the fact that no controlled substances
are in them at all. Similar requirements were made of our
emergency line placement and trauma carts. Apparently
abuse of intravenous saline solution, lidocaide and anectine
have become a national problem known only to JCAHO.
This requirement to lock up anesthesia carts in a secure
area like the O.R. is, to put it bluntly, a joke. Let’s be honest:
unless they are actually inspecting the institution, does anyone
do this? I have yet to see this done at any of the many O.R.s I
have visited. The practice is at the very least an inconvenience
and potentially dangerous. (Imagine not being able to open a
cart when you come in for a sudden emergency!)
At the very least, we as an organization should inform
them that this is not a standard of care.
Eddy Fraifeld, M.D.
Danville, Virginia

D

Pat Yourself on the Back

r. Lema’s July “Ventilations” column on aphorisms
included this one: “Regional anesthesia is like a lazy cheetah: it can be spotty and may not work.” That reminded me of
something Kenneth Drasner, M.D., told me during my CA-1
year: “Regional anesthesia is like regional television — of variable quality but always entertaining!” He’s the same guy who,
every time we left the O.R., would yell “Nice job, anesthesia!”
Telling me “if you want a compliment, you have to say it —
no one else will.”

Norm Aleks, M.D.
San Francisco, California

T

he July 2002 “Practice Management” discussed methods
for increasing anesthesia reimbursement rates from thirdparty payers. We describe our department’s downfall and loss
of its anesthesiology residency program after departicipation
with a third-party payer.
The anesthesia department at Allegheny General Hospital, which was affiliated with the Medical College of Pennsylvania and Hahnemann Medical College, followed a
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You Can Call Me Al, But Don’t
Call Me Colleague

Hazards of Departicipation

November 2002

private practice/academic department model. In light of
the current anesthesia provider shortage, recruitment and
retention costs of anesthesia professionals soared. To
maintain 40 anesthesia locations, we initially sought but
failed to obtain financial help from the parent institution.
After notification to the medical center, we elected departicipation with one insurance carrier who had maintained
the same reimbursement rate to us for the past seven years.
The medical center terminated our anesthesiology provider
contract and replaced our department with a smaller,
across-town competing anesthesiology group. Shortly after
notice of our termination, the Residency Review Committee (RRC), citing a catastrophic loss of departmental academic faculty, terminated the medical center’s anesthesiology
residency program.
Unless the parent institution is fully supportive, proceed
with departicipation with extreme caution. Education of
medical center administrators to departmental financial
realities is imperative for engendering support. Educational assistance on the necessity of financial support can
be provided by our national organizations such as ASA and
the Society of Academic Anesthesiology Chairs.
Of final note is the powerful message the RRC sent to
leaders of medical centers with anesthesiology residencies:
support your anesthesiology department or run the risk of
losing your residency. For the administrators at medical
centers who want to maintain their residencies, this is a
message that they will hopefully receive.

Number 11

I

am responding to a letter in the August 2002 NEWSLETTER by Martha W. Daly, M.D. Treat all with respect, but
please grant colleague status sparingly! A nurse anesthetist’s colleague is, by definition, another nurse. Watch
it, or you will be calling the phlebotomist and the I.V. nurse
your “professional” colleagues soon enough!
Mark J. Rubin, M.D.
Scottsdale, Arizona
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Personnel Changes Across the Board: New Board Members, Part 2
t its August meeting, the ASA Board of Directors confirmed the appointments of nine new directors to the
Foundation for Anesthesia Research and Education Board
of Directors with terms beginning in October 2002. The
following information was provided by the new directors.
The remaining directors will be featured in December.

A

John P. Kampine, M.D., Ph.D., Medical College of
Wisconsin, Milwaukee, Wisconsin
John P. Kampine, M.D., Ph.D., is Professor and Chair of
the Department of Anesthesiology, and Professor of Physiology at the Medical College of Wisconsin. He earned his undergraduate
degree, M.D. and Ph.D. in physiology
from Marquette University. He completed his internship at the Milwaukee
County General Hospital and residency in anesthesiology at Marquetteaffiliated hospitals. He was a U.S.
Public Health Service Post-Doctoral
Research Fellow at Marquette University School of Medicine and an NIH
Research Associate at the National Institutes of Neurologic
Disease and Blindness. He is certified by the American
Board of Anesthesiology (ABA) and was an ABA examiner
for 25 years.
He is Past President of the American Heart Association
— Wisconsin Affiliate, the Association of University
Anesthesiologists and the Society of Academic Anesthesiology Chairs. His contributions to research were recognized by the American Heart Association Award for
Excellence in Research and in 1992 he received the ASA
Excellence in Research Award and was elected to the Institute of Medicine of the National Academy of Science.
Mark J. Lema, M.D., Ph.D., Roswell Park Cancer
Institute, University at Buffalo, SUNY, New York
Mark J. Lema, M.D., Ph.D., is Chair, Department of
Anesthesiology and Pain Medicine, Roswell Park Cancer
Institute, and Professor and Chair, Department of Anesthesiology, University at Buffalo (UB), State University of
New York, School of Medicine and Biomedical Sciences.
Dr. Lema received his medical training at SUNY Downstate Medical Center in Brooklyn followed by an internship
at Staten Island Hospital and residency at Brigham and
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Women’s Hospital/Harvard Medical School in Boston,
Massachusetts. Dr. Lema holds a Ph.D. in physiology from
UB, is Associate Research Professor
of Experimental Pathology in the UB
School of Graduate Studies and
served as Medical Chief of Cancer
Pain Service for Roswell Park from
1988-1999.
He is a diplomate of the National
Board of Medical Examiners and the
American Board of Anesthesiology
including added qualifications in pain
medicine; Vice President of the
American Society of Regional Anesthesia and Pain Medicine; Alternate Director, District 4, to the ASA Board of
Directors; and Immediate Past President of the New York
State Society of Anesthesiologists.
He has authored or co-authored more than 200 papers
and has served on eight editorial boards.
Ronald G. Pearl, M.D., Ph.D., Stanford University,
Stanford, California
Ronald G. Pearl, M.D., Ph.D., is Professor and Chair,
Department of Anesthesia, and Associate Medical Director
of the Intensive Care Unit and the
Medical Transport Program, Stanford
University and Hospital. After
obtaining his medical degree from
the University of Chicago, Dr. Pearl
completed a residency in internal
medicine, a residency in anesthesiology and a fellowship in critical care
medicine at Stanford. He has served
as President of the American Society
of Critical Care Anesthesiologists
and the California Chapter of the Society of Critical Care
Medicine. He is a Fellow of the American College of Critical Care Medicine and is board certified in internal medicine, anesthesiology and critical care.
Dr. Pearl serves on the editorial board of Current Opinion in Critical Care and is a member of the American Thoracic Society, the American Medical Association, the
American Association for the Advancement of Science and
the American College of Physicians. He has published
more than 150 articles, abstracts and book chapters.
American Society of Anesthesiologists NEWSLETTER

