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Perpetual Motion

T

here is a “bridge” that connects our
tem that, when functioning properly, is like
offices in the Mayo Clinic’s Charlton
the sound of a beautiful symphony. Often I
Building to the operating room suite in the
have thought that anesthesiology was the
Methodist Hospital. From the first floor, the
most melodious part, but lately I have come
walkway overlooks two stories to a subway
to believe that we are more like the baritone
waiting area for radiation oncology and a
section. We are there to support the music
walkway to the Gonda Building. The waitaround us, very rarely given a solo part, and
ing room often hosts musical groups, ranging
are overpowered by the more “glamorous”
from full choirs to small chamber groups,
instruments around. What is lacking in
most often at lunchtime. Hearing these proAmerican health care, however, is a conducgrams is one of the pleasures of walking back
tor. While the American Medical Association
to the office between cases.
(AMA) aspires to the role, it has had difficulLate one afternoon, however, a solo
ty convincing baritones, violins and all the
instrument was playing. Deep, resonant
other instruments alike that the symphony is
tones played a song instantly recognizable to
worth their individual input. AMA tries to
Douglas R. Bacon, M.D.,
the ear of any parent of a child studying the
deeply care about all physicians, or members
Editor
Suzuki Method: “Perpetual Motion.” The
of the orchestra, but often cannot respond to
crisp, precise music made me stop and look down. A lad
the needs of each instrument. Because there is no recognized support system for the orchestra, the needs of the
group are often left to chance. Other players come forward
to compete, to fill in gaps as they see fit, and fail to harmo“Anesthesiologists, surgeons and
nize with either the music or the group.
The most telling of these recent competitions in health
internists need to remember that
care is from the American Association of Colleges of Nursthey are physicians — and being a
ing (AACN). AACN plans to convert its advanced-practice
nurse degree from master’s programs to “Doctor of Nursphysician comes with societal
ing Practice” (DNP) by the year 2015. This means that all
advanced-practice nurses, including nurse anesthetists, havexpectations that only we, by eduing been awarded their DNP will earn the right to be called
cation and training, can fulfill.”
“doctor.”
This is a large dissonant note in health care and one that
the House of Medicine needs to address head-on. At the
of no more than eight years was playing his quarter-sized
same time, we will have to proceed cautiously in full
cello. Passersby on their way between the subway levels
accord with past Federal Trade Commission (FTC) dicof Charlton and Gonda had stopped to listen as well.
tates. ASA in the late 1970s and early 1980s came to an
When he finished, his mother and two younger brothers
agreement with the FTC over just such an issue. The FTC
came to his aid, packed the instrument and music away and was concerned that ASA was restricting the practice of
continued waiting for their loved one.
nurse anesthetists. Using its powers and the possibility of
As the father of four sons, all of whom either play or
a lawsuit over restraint of trade, the FTC entered into an
played stringed instruments and learned via the Suzuki
agreement with ASA whereby ASA would not restrict in
Method, this interlude brought back a flood of memories.
any way the relationship between anesthesiologists and
The most recent was that of my youngest son conquering
nurse anesthetists, nor would it regulate the supply of
the intricacies of “Perpetual Motion” and the pride he took either group. Thus, under ASA’s current Bylaws and by
when he moved on to his next musical challenge. I also
this settlement, ASA cannot enter into the health care
remembered the professor of cardiology who taught heart
provider market; nor can it regulate either residency training
sounds to my class in medical school and how he used a
or schools of nurse anesthesia.* Thus ASA is effectively
symphony to show how the different sounds could be
*
teased apart, yet together made a beautiful whole. The
Smith BE. The 1980s: A decade of change. In: Bacon DR, Lema
heart tones, he assured us, were very similar.
MJ, McGoldrick KE, eds.The American Society of Anesthesiologists:
So, dear readers, how does this relate to anesthesiology? A Century of Challenges and Progress. Wood Library-Museum of
Anesthesiology Press. 2005:173-191.
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prohibited from taking any action against members for
their participation in the education of residents or nurse
anesthetist students.
For patients or those listening to the health care symphony, the granting of the DNP to advanced-practice nurses may be as disconcerting as the baritones playing roles
assigned to the violins. Assuming that the quality of care
rendered by individuals with a nurse doctoral degree is not
equivalent to that of a physician and that these health care
providers would identify themselves to patients as “doctors” — thus creating confusion, jeopardizing patient safety and eroding the trust inherent in the true patient-physician relationship — there will be further fragmentation of
care and more resentment against the health care delivery
system. If patients are led to believe that they are receiving
care from a “doctor” who is in reality a DNP rather than a
physician, many of the trust issues in health care could
worsen.
AMA is taking this issue very seriously. At the June
AMA House of Delegates Meeting, there is likely to be at
least one resolution on this topic. It is incumbent upon the
House of Medicine to unite and play the same music if
there will be any guarantee that patient care will not be
adversely affected. Will AMA turn to the ASA delegation
for help and advice? Undoubtedly, for we have had the
longest experience in dealing with advanced-practice nurses. Yet that history clearly demonstrates that it may be
impossible to contain this issue, in much the same way it
has proved difficult to stop advertisements for “nurse anesthesiologists” or to question the qualification of nurse anesthetists to manage pain or intensive care unit patients with
the skill and diagnostic acumen of the anesthesiologist,
despite their protestations to the contrary and the clear limitations of state scope-of-practice laws relating to nursing.
How should we proceed?
With much effort and personal commitment, preserving
the value of quality medical care will be sustained. First
and foremost, we must act like physicians in dress and
decorum. Anesthesiologists, surgeons and internists need
to remember that they are physicians — and being a physician comes with societal expectations that only we, by edu-
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cation and training, can fulfill. Like the orchestra, we must
tune to the concertmaster and play the same music as a
united orchestra, in proper concert attire. We cannot afford
to argue, as many professional athletes have, that we did
not ask for society to hold us in such high regard and
therefore refuse to meet these expectations. For most of
us, we aspired to become physicians and knew that there
would be a lot of hard work, but we persevered because the
rewards, among them the respect for the profession as a
whole, were important. Quite simply the DNP might well
be imitation, the very highest form of flattery and a quest
by the nursing profession to be held in the same esteem as
are physicians with similar responsibilities, including those
related to liability.
Secondly, maintaining the integrity of medicine and
anesthesiology will be costly in many ways, but most
assuredly it will be costly financially. ASA and component
members need to contribute to their political action committees (PACs) heavily over the next few years, both in our
specialty and in the more generic state and national medical society PACs. It is quite likely that the debate will
take place at the state level, and boards of medicine and
nursing will craft regulations that address clinical situations
with DNP-holding nurses. To have input, we need to be a
part of the process — which means both participation and
dollars.
Just as “Perpetual Motion” is one lesson in mastering a
string instrument using the Suzuki Method of instruction,
so we must take to heart the reasons why AMA was
formed in the 1840s — partially as a response to the various sects practicing “irregular” medicine. The triumph of
allopathic medicine owes much to science, but it also is
indebted to the AMA that worked with government to
orchestrate laws and regulations that in the end favored the
allopaths.
Now is the time to come forward and join the symphony — as musicians playing with all our might or as patrons
supporting the musician’s efforts. Without this exhortation,
there may be no beautiful music in medicine in the days to
come.
— D.R.B.
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Simulator-Based Education: The Future of CME
Charles W. Otto, M.D.
Vice-President for Scientific Affairs

S

tion with its members in the simulation
imulation-based health care education
community, is working to expand the
is a field that was pioneered by anesscope of simulator-based learning experithesiologists nearly 40 years ago. Numerence to all members. Two reports in this
ous advances in technology and educaissue of the NEWSLETTER describe
tional organization have occurred since
the early manikin-based models. Simulasome of these activities. The “FAER
tors now use highly sophisticated computReport” on page 43 details the work of
er algorithms to model many different
young investigators using simulators as
medical circumstances and employ multiresearch tools into educational methods,
ple technologies, including virtual reality,
while Jeffrey M. Taekman, M.D. (page 14)
to demonstrate clinical techniques. Simugives a summary of the ambitious activilation centers exist in nearly every state,
ties of the Workgroup on Simulation Edumany firmly anchored in anesthesiology
cation as it develops a program that will
departments of our academic institutions.
allow our members to incorporate simulaSimulation has become an important
tion education into their continuing anesmodality for introducing medical, nursing
thesiology education and lifelong learnand paramedical students to clinical situaing. Please read these reports. In additions. Many anesthesiology departments Charles W. Otto, M.D.
tion you are encouraged to read the workincorporate simulation into residency traingroup’s white paper in its entirety on the
ing, although human resource constraints and clinical work- ASA Web site and provide your feedback on the proposals
load have limited the time available for these experiences.
by completing the brief survey <www.ASAhq.org/ASASim
In spite of these major advances in technology and edu- WhitePaper031506.pdf>.
cation science, only recently has health care simulation
Simulation-based anesthesiology education holds great
promise as a continuing education tool for the practicing
anesthesiologist. It can provide a safe environment to learn
“Simulation-based anesthesiology
new techniques or become exposed to new drugs. It can
provide experience in crisis management of infrequent or
education holds great promise as
rare events such as malignant hyperthermia or sudden tena continuing education tool … ”
sion pneumothorax. Its greatest contribution may be in the
areas of patient safety and professional teamwork in the
begun to develop into the major educational tool that its pro- operating room environment. The simulation center progenitors envisioned. A number of factors account for the vides a place where teamwork and team management skills
increasing popularity of simulator-based education. The can be learned and refined, a program that is difficult to
recent introduction of multiple, new, invasive surgical and teach in the active workplace.
radiological techniques requires innovative methods to train
ASA is excited about the opportunity to help expand simand retrain large numbers of individuals in a relatively short ulator-based anesthesiology education to its members. We
period of time. The widespread introduction of problem- hope that you will make a special effort to attend the simubased learning to the medical education curriculum fosters a lation demonstration to be held on Saturday, October 14,
style of learning that is well-suited to the simulator center 2006, during the ASA Annual Meeting in Chicago. And we
environment. Recent Institute of Medicine reports on encourage you to take advantage of other simulator-based
patient safety stimulated interest in health care simulation educational opportunities as they become available. Watch
because of the success of simulators in improving safety the ASA Web site for further information on the workwithin the airline industry over the past half century. Edu- group’s activities. Simulation-based education can only
cational research is demonstrating the success of simulation- improve your anesthesiology skills.
based learning.
Although simulation appears to have great potential, its
use in anesthesiology education has remained primarily at
the medical student and resident levels. ASA, in conjuncAmerican Society of Anesthesiologists NEWSLETTER
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Medicare Math: Understanding the Budget Climate
Ronald Szabat, J.D., LL.M., Director
Governmental Affairs and General Counsel

I

n preparing for this year’s ASA Legislative Conference, one thing was
clear: Medicine, and anesthesiology in
particular, needed to refocus its energies on near-term or incremental solutions to long-term problems. The reason, once again: The looming federal
budget deficit and the continued conservative push to stem government
spending. So what does this have to do
with our ASA advocacy agenda?
Everything!
Like a good speaker who knows his
or her audience, those who lobby Congress, here in Washington or from
home, need to know the prevailing climate. It’s like checking the weather
before you leave the house to see if you
need an umbrella, snowshoes or sunglasses. As important and familiar as
our major federal and state legislative
and regulatory issues are to us, it pays
to know what the competition is thinking. And it always pays to know what
else is distracting or occupying our
lawmakers.
In late March and early April, for
example, Congress and the nation saw
pitched debate and protests in the
streets over proposed immigration
measures that many regarded as too

harsh. At about the same time, negotiations over a pension reform bill
stalled out. More recently Congress
turned back to the overall budget for
fiscal year 2007 and faced other tough
choices. Fresh on the heels of early
2006 Medicare and Medicaid budget
cuts totaling tens of billions of dollars
over the next decade, and despite a
welcome one-year reprieve from the
Sustainable Growth Rate (SGR) formula under Medicare Part B, Congress
is back at it.
If President Bush were to have his
way, we would again see sharp cuts
across Medicare that would spare
physician services new and added cuts.
This is good news, except that this
same budget plan was silent on how to
address the continuing crisis in
Medicare physician payment that irrationally ties payment increases to medical service and drug utilization
decreases under the SGR.
Continuing discussions in Congress
right now will begin to lock-in whether
or not this same stance will guide its
own deliberations. In other words, it’s
still too early to tell if it will be a good
or bad year for Medicare physician
payment. Once again this year, the
numbers are staggering.
Based on recent calculations by the
Congressional Budget Office (CBO),
even another one-year freeze in the
Medicare conversion factor (CF)
would cost $1.1 billion in 2007 and
some $11 billion over five years.
Some continue to scratch their heads
over such figures. “How can that be?”
they ask. Part of the answer is the
craziness of the SGR formula, which
requires so-called “budget neutrality”
over a five- to 10-year budget window.

In other words, any extra money that is
paid to physicians for medical services
now has to be paid back at a high rate
of interest within a fixed time-frame,
running up the cost of even a shortterm fix.
This point is best illustrated by similar recent CBO calculations which
estimate that it would take more than
$13 billion over five years to offset a
one-year 1-percent CF update increase
(and avert a certain 4.6-percent cut for
2007) and nearly $20 billion over the
same period to offset a two-year freeze.
And what would it take to get rid of the
insanity of the SGR and move to a
more rational update based on the
Medicare Economic Index (MEI), as
the Medicare Payment Advisory Commission has recommended? Hold your
breath. The cost of the fix that needs to
be made is $58 billion over five years
and several times that amount over 10
years. So where does that leave us?
Not surprisingly, the matter is, in large
measure, back at our doorstep.
As you may have noted, our ASA
Web site contains updated Position
Papers for 2006, calling for grassroots
membership advocacy. If you have not
yet done so, please take a few minutes
to read them and send a message to
Congress now. Don’t assume that this
year will be like those of the recent
past in which the SGR was temporarily fixed and Medicare payment cuts
were averted. Congress is under no
requirement to solve this matter without strong voices from back home.
Please do your part and make a call or
send an e-mail or fax today to your
U.S. Senators and Representative on
one or more of our key issues, particularly the need for SGR reform.

ASA Washington Office • 1101 Vermont Ave., N.W., Suite 606 • Washington, DC 20005-3528 • (202) 289-2222 • mail@ASAwash.org
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EMIT
Committee:
Helping ASA Members Stay in Touch With Technology
Keith J. Ruskin, M.D., Chair
Committee on Electronic Media and Information Technology
hen the ASA Committee on Electronic Media and
Information Technology (EMIT) became a standing
committee 10 years ago, the only experience most
anesthesiologists had with computers involved accessing
laboratory values over a computer terminal in the hospital.
Very few ASA members had mobile telephones and even
fewer had access to the Internet. Information technology is
now an important part of health care. From clinical information resources on the Internet to handheld computers and
electronic medical records, computers are now an important
part of all facets of health care. EMIT members are working on many exciting projects that will provide tangible benefits to every ASA member. This special issue of the
NEWSLETTER discusses some of the technology issues that
are beginning to affect our daily practice.

W

Going Mobile
any ASA members report that their medical centers
have policies prohibiting the use of wireless devices
in the operating room and intensive care unit, even
though the risk of using these devices is very small. As part
of its efforts to modernize communication throughout the
specialty, EMIT studied the impact of mobile telephones on
patient safety and found that anesthesiologists who used
mobile telephones instead of pagers made fewer errors in
patient care. This was the first large study of interference
between mobile telephones and medical equipment, and it
also documented that the use of mobile telephones reduces
the incidence of medical errors.1

M

Active Committee
MIT members serve on ASA committees and represent ASA to organizations that create policies related
to health care information technology. For example
members of EMIT work with the Committee on Outreach
Education and the Workgroup on Simulation Education.
EMIT members are called upon to advise the Food and Drug
Administration on how new medical devices should
exchange information. Members of the committee responded to a request for information on the design of a national
health information network. This response was distributed
to the Centers for Medicare & Medicaid Services as an
example of “best thinking.” In these roles, EMIT works to
represent the interests of the entire specialty.

Members of the EMIT committee have a broad expertise
in many areas of health information technology, and the articles in this issue describe their work. In this issue, for example, you can read about the latest technology in patient simulators. Nearly every anesthesiologist has experienced
problems with monitors or drug pumps that simply will not
work together. You can read on page 6 about efforts to create standards which will ensure that new medical devices
can be connected as easily as connecting a printer to a computer. There also are updates on handheld computers (page
8) and podcasting (page 11), the latest trend in Internet
broadcasts. EMIT members are looking for ways to use this
new technology to improve the teaching and practice of
anesthesiology.
Get Connected in Chicago
ne of the best places to meet EMIT members and see
what the committee does is at the ASA Annual Meeting. EMIT members staff a section of the ASA
Resource Center in the exhibit hall at each Annual Meeting.
These members are on hand to answer questions about computers and the Internet. EMIT members also moderate and
serve as faculty in computing workshops that offer lectures
and individual tutorials. Emergency communication will be
the focus of this year’s exhibit at the ASA Annual Meeting in
Chicago. The natural disasters of 2005 left many of us wondering how we would communicate with our colleagues in
the absence of telephone service and electricity. EMIT members will demonstrate simple, readily available equipment

O

Continued on page 13

E
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Medical Device Connectivity
for Improving Safety and Efficiency
Julian M. Goldman, M.D.
Committee on Electronic Media and Information Technology

“Use wireless technologies to eliminate the ‘malignant spaghetti’
of cable clutter that interferes with patient care, creates hazards
for the clinical staff and delays positioning and transport.”
“Synchronize the respiratory cycle of the anesthesia machine ventilator with portable
X-ray exposure so that an X-ray will be triggered at end-expiration, thus avoiding the
need to turn-off the ventilator for an intraoperative cholangiogram.”

“Trigger the portable X-ray at end-inspiration by synchronizing with the ICU ventilator.”
“Why can’t a pulse oximeter be connected to a PCA infusion and automatically
interrupt the infusion and activate an alarm when a patient is hypoxemic?”
“Support the recording of infusion pump data in the electronic anesthesia information
system and permit control of the infusion rate at the anesthesia machine.”

T

hese are only a few examples of clinical scenarios provided by anesthesiologists to articulate their vision of
improvements in clinical care that could be achieved by
interconnecting medical devices.1 The barriers to medical
device connectivity (or “interoperability”) are well known to
those anesthesiologists and clinical engineers who have
tried to install anesthesia information management systems
(AIMS) or to interconnect devices and computers for clinical research. In contrast to the ubiquitous USB memory
devices that support effortless connectivity on all brands and

Julian M. Goldman, M.D., is Assistant
Anesthetist, Massachusetts General Hospital (MGH)/Harvard Medical School,
Physician Advisor, Partners HealthCare
Biomedical Engineering at Massachusetts
General Hospital, Boston, Massachusetts,
and Program Leader, CIMIT/MGH Medical Device “Plug-and-Play” Interoperability Program. He is President of the Society for Technology in Anesthesia.
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types of modern computers, or the Internet browser programs and Web sites that enable secure banking over the
Internet, we have not implemented equivalent secure, ubiquitous connectivity technology to support vendor-neutral
medical device networks. As a result, the cost and complexity of seamless connectivity is interfering with widespread
deployment of AIMS, remote monitoring, use of comprehensive (laboratory + monitor) data to develop clinical decision support systems and smart alarms.
The importance of interoperability to support improvements in health care has been underscored by the establishment of the position of the National Health Information Technology (HIT) Coordinator on April 27, 2004, to provide leadership for the “development and nationwide implementation
of an interoperable health information technology infrastructure to improve the quality and efficiency of health care.”2
The vision includes developing “a nationwide interoperable health information technology infrastructure that:
“2a. Ensures that appropriate information to guide
medical decisions is available at the time and place of care;
2b. Improves health care quality, reduces medical
errors and advances the delivery of appropriate evidencebased medical care;
American Society of Anesthesiologists NEWSLETTER
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2c. Reduces health care costs resulting from inefficiency, medical errors, inappropriate care and incomplete
information; and
2d. Promotes a more effective marketplace, greater
competition and increased choice through the wider availability of accurate information on health care costs, quality
and outcomes.”
Similarly the 2005 Institute of Medicine Report, Building
a Better Delivery System: A New Engineering /Health Care
Partnership, emphasizes the need for a National Health
Information Infrastructure “to support the information-driven practice of contemporary medicine. This infrastructure
would consist of standards for connectivity, system interoperability, data content and exchange, applications and
laws.”3
The absence of effective medical device connectivity has
been due in part to an absence of implemented open standards, the lack of financial incentives for device manufacturers to provide systems to support vendor-independent connectivity, legal and regulatory concerns and unclear clinical
specifications — or “clinical requirements” — for the proposed systems.
The national HIT agenda includes making the interoperability of electronic health care records (EHR) a reality, but
we are concerned that EHRs will be neither complete nor
accurate until the inclusion of medical device data is automated.
There are two distinct, and closely related, facets of medical device interoperability:
• Data communication standards will support accurate
data acquisition by the EHR from monitors, infusion pumps,
ventilators, portable imaging systems and other hospital and
home-based medical devices. Reliable data will support
complete and accurate EHRs and robust databases for continued quality improvement use.
• Medical device control standards will permit the control of medical devices to produce “error-resistant” systems
with safety interlocks between medical devices to decrease
use errors, closed-loop systems to regulate the delivery of
medication and fluids and remote patient management to
support health care efficiency and safety (e.g., remote intensive care unit, management of infected/contaminated casualties).
The Medical Device Plug-and-Play (MD PnP) program
was initiated in May 2004 at the Center for Integration of
Medicine and Innovative Technology, or CIMIT, and Massachusetts General Hospital to identify and implement connectivity standards while ensuring that they remain clinically grounded <www.mdpnp.org>.4,5 The program has convened diverse stakeholders (clinicians, the Food and Drug
Administration, manufacturers, biomedical and clinical
American Society of Anesthesiologists NEWSLETTER

engineers, clinical societies and others) to devel“We will hold an open
op a roadmap for opensession at the ASA
standards-based, vendor2006 Annual Meeting in
neutral medical device
Chicago to gather your
interoperability. The early
clinical requirements
identification of the
importance of basing
for inclusion in the
interoperability solutions
master requirements
on clinical requirements
list, which will guide
led us to begin compiling
national solutions.”
the unique body of clinical
requirements represented
in the examples above.
The clinical requirements were elicited from clinicians and
engineers who were asked to provide examples of connectivity that could a) solve current clinical problems, b) improve
safety or efficiency or c) enable innovative clinical systems of
the future. A major goal is to identify potential solutions to
perceived shortcomings of current clinical practice or ideas
for future innovations that require improved interoperability
for implementation. The MD PnP Lab, scheduled to open in
the second quarter of 2006, provides a vendor-neutral environment in which to evaluate the feasibility of implementing
some of these clinical scenarios, including evaluating connectivity products and standards as they are developed. The
Lab thus provides the protected environment that will enable
latent opportunities for improving patient safety to be
explored and realized.
We will hold an open session at the ASA 2006 Annual
Meeting in Chicago to gather your clinical requirements for
inclusion in the master requirements list, which will guide
national solutions. Feel free to get started now by sending
your ideas to us at <asa@mdpnp.org> or posting your ideas
and initiating discussion on the discussion area of <www
.mdpnp.org> (free registration required to post information).
References:
1. Goldman JM,Whitehead SF,Weininger S. Eliciting clinical requirements for the Medical Device Plug-and-Play (MD PnP) Interoperability Program. Anesth Analg. 2006; 102;S1-54.
2. <www.whitehouse.gov/news/releases/2004/04/print/20040427-4
.html>.
3. Reid PP, Compton WD, Grossman JH, Fanjiang G, eds. Building a
Better Delivery System: A New Engineering/Health Care Partnership.
Institute of Medicine and National Academy of Engineering.
Washington, DC: National Academies Press, 2005.
4. Center for the Integration of Medicine and Innovative Technology, Cambridge, MA.
5. Goldman JM, Schrenker RA, Jackson JL, Whitehead SF. Plug-andplay in the operating room of the future. Biomed Instrum Technol.
2005; 39(3):194-199.
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HANDHELD
COMPUTERS:
8

A Handy Overview
Ravindra V. Prasad, M.D.
Lee S. Perrin, M.D.
Committee on Electronic Media and Information Technology

W

hat, exactly, are “handheld computers”? What can
you do with them? Who uses them? Just a few
years ago, the answers were simple: The Palm company
popularized its handheld computer, the Pilot “connected
organizer.” The Palm Pilot was mostly a glorified electronic version of the daily planner, keeping track of appointments, contacts, to-do lists and quick notes. The only people using them were technology’s early adopters who liked
playing with electronic gadgets. Today nearly everyone,
from physicians and engineers to high school students, relies
on a handheld computer. In addition to managing appointments and telephone numbers, they can be used to check email and read medical textbooks.
Definitions
Handheld computer devices were mentioned in popular
literature as early as 1956 (Isaac Asimov in “The Last Question”). Portable electronic devices with some advanced
functions (e.g., calendars, diary, language translation) were
starting to appear in the mid to late 1970s. These devices
gained functionality during the ensuing 20 years (remember
the Sharp Wizard or Apple’s Newton MessagePad?) Palm’s
1996 release of the Palm Pilot launched a revolution in
handheld computers: a self-powered electronic device that

Ravindra V. Prasad, M.D., is Assistant Professor, University of North Carolina
School of Medicine, Chapel Hill, North
Carolina.
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can be held (and often operated) with just one hand, is capable of running a wide variety of applications, including
built-in personal information management (PIM) tools, and

“Currently anesthesiologists are typically stuck in a site without desktop
computing capability. PDAs excel as
reference tools for such users, with
drug databases and medical synopses likely being the main applications for the average physician.”
can share information with other computers or devices.
These devices are now often called personal digital assistants (PDAs).
“Smart” phones are combination devices: mobile phones
with PDA functions. In 1994, IBM introduced the Simon, a
large (8 x 2.5 x 1.5 inches), heavy (18 ounces) smart phone.
Smart phones are now pocket-sized, and many include full-

Lee S. Perrin, M.D., is Vice-Chair, Department of Anesthesia and Pain Medicine,
and Associate Clinical Professor of Anesthesiology, Tufts University School of
Medicine, Caritas St. Elizabeth’s Medical
Center, Boston, Massachusetts.
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Table 1: Device Comparison
Simple
PDAs

High-end
PDAs

Smart
Phones

Converged
Devices

Calendar . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . .
Address Book . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . .
Memo Pad . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . .
To-Do List . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . .

Ý
Ý
Ý

Ý
Calculator . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý
Games . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý
Medical References . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . — . . . . . . . . . . . . . . . Ý
Other Applications (databases, billing) . . . . . . . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . — . . . . . . . . . . . . . . . Ý
Wireless Connectivity (e-mail, Internet) . . . . . . . . . . . . . . . . . . . . . — . . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . — . . . . . . . . . . . . . . . Ý
Audio (record, playback) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . — . . . . . . . . . . . . . . (some) . . . . . . . . . . . . — . . . . . . . . . . . . . . . Ý
Video (record, view) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . — . . . . . . . . . . . . . . (some) . . . . . . . . . . . . — . . . . . . . . . . . . . . . Ý
Telephony . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . — . . . . . . . . . . . . . . . — . . . . . . . . . . . . . . Ý . . . . . . . . . . . . . . Ý

Choosing a Device
So which handheld should you get? The answer depends
on how you intend to use your device. Most of us would
like some or all of the features shown in Table 1.
Other issues to consider include size, convenience and
battery life. The simple cellular telephone is rapidly disappearing — most modern phones can at least keep track of
telephone numbers; many include a calendar and also may
have a built-in camera. If you already have a cellular telephone that you are happy with and you would just like to run
a few other key applications, choosing a simple PDA may be
your best option. On the other hand, you may find the convenience of a converged all-in-one device truly compelling.

Windows has closed the gap significantly; today, choosing
between the two platforms is a bit easier. Both offer devices
with similar features (PIM, support for wireless connectivity, multimedia and global positioning system), and major
applications are usually available in versions for both platforms. Palms do tend to be somewhat smaller (size) and
easier to use (fewer actions needed to accomplish a task),
have more applications (including freeware and shareware)
and better battery life, and are generally less expensive.
Windows devices often have larger screens (although with
lower resolution, i.e., fewer pixels) and more built-in memory and usually do a better job interfacing with desktop Windows applications. Choosing between them is largely a matter of trying each one to see which is easier for you to use
and which platform supports the specific applications that
you would like to use.

Which Simple PDA Should You Buy?
There are two main types of PDAs, those that run on the
Palm OS platform and those that run on Windows Mobile
(previously Pocket PC). There also are some devices running Linux and other operating systems, but they comprise
a small part of the market and have little medical software.
The Palm was the first of these devices to become widely available. As such it had a significantly larger market
share, and many more software applications were available.

Which Converged Device Should You Buy?
Smart phone market share has been increasing steadily
over the last few years. The most important operating systems powering these smart phones are the BlackBerry OS,
Linux, Palm OS and Windows Mobile.
• BlackBerry: Research In Motion (RIM) was the first
to introduce two-way paging (1996). In 1998 it introduced
the BlackBerry. BlackBerries include basic PIM functions
but are best known for tight integration of e-mail and

featured PDAs; they also can be considered to be handheld
computers.
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Table 2: Smart Phone Operating System Comparison
BlackBerry

Linux

Windows

Palm

E-mail

★★★★

★

★★

★★

Internet

★★

★

★★★

★★★

★

★

★★

★★★

★★

★★★★

★★

★★

★

★★★

★

★★★★

Software (Medical)
Security
Market Share (U.S.)

Stars represent the authors’ interpretation of the strengths of each product.

corporate data (e.g., customer details, pricing and inventory
information and other enterprise applications) with
handhelds. This information is automatically transferred to
the devices, and replies are sent back out immediately.
BlackBerries require a monthly subscription to the RIM
service. The current line also includes devices with built-in
telephones and wireless Internet capability. BlackBerries,
which excel at e-mail, are widely popular in the corporate
world but much less so in health care where e-mail is a less
important means of daily communication. Furthermore,
although the gap is closing, much less software is available
for the BlackBerry.
• Linux: Some call UNIX the “third operating
system,” believing it has the power to dethrone Windows on
desktop computers. It is said to have more features and
better security, and it is completely free. Apple’s Mac OS
is based on UNIX; and Linux, one of the most common
versions of UNIX, already runs on many desktop
computers. Linux also powered 14 percent of smart phones
shipped worldwide in the first quarter of 2005. As is the
case for Linux-powered PDAs, however, the medical
software currently available for these devices is very
limited. While Linux devices will likely become more
important in the future, they are not a significant
consideration today.
• Palm OS, Windows Mobile: Palm was initially a
PDA company, but it entered the smart phone market when
it acquired Handspring. Although other Palm OS phones
are available, Palm’s presence in this market is largely
driven by its flagship product, the Treo. The Treo 650
provides full-featured mobile phone services, e-mail, PIM
functions, Web support, an MP3 player, video capture,
and playback and wireless connectivity (Bluetooth). In
December 2005, it was the highest-rated converged device
in the United States (versus BlackBerry 7100, Samsung
SCH-i730 and UTStarcomm PPC6600 — Strategy
Analytics, a research and consulting firm). In January,
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Palm introduced the Treo 700w, which runs the Windows
Mobile OS. Additional software (e.g., Good Technology’s
GoodLink or Verizon’s Wireless Sync) even gives the Treo
push e-mail similar to the BlackBerry. Other non-Treo
handheld computers also are available in both Palm and
Windows flavors. As is the case for PDAs, the choice
between Palm or Windows depends mostly on personal
preference and specific software needs. You should try each
device and attempt to answer two questions: Which device
is easier to use, and which device supports the software
application(s) that you are most interested in using?
Currently anesthesiologists are typically stuck in a site
without desktop computing capability. PDAs excel as reference tools for such users, with drug databases and medical
synopses likely being the main applications for the average
physician. As desktop computers infiltrate the perioperative
area, however, we will probably find our PDAs being used
less for professional reference and data management. Nevertheless the continued merger of the telephone and the PDA
will secure a place for the combined device as an essential
tool for busy physicians. Most anesthesiologists today
would likely choose either a Palm or a Windows OS converged device. The future should see these converged
devices getting even smaller and more powerful. Who
knows … maybe Apple will resurrect the Newton in a new
form: a phone/PDA/iPod/GPS device that fits in your pocket, has a long battery life and is intuitive and easy to use.
Please see the ASA Web site <www.ASAhq.org/Newsletters/2006/05-06/prasad05_06.html> for an expanded version of this article, including references and additional links.
Editor's Note: The brand-name products mentioned in
this article are trademarks or registered trademarks of the
respective companies identified in connection with each
product. The mention of certain brand-name products is not
intended to be construed as an endorsement by ASA and is
essentially the personal preference of the author.
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PODCASTING:

INFORMATION HOW, WHEN
AND WHERE YOU WANT IT

Gareth S. Kantor, M.B., Ch.B.
Committee on Electronic Media and Information Technology

C

ommuting to the hospital yesterday, my car radio
played National Public Radio’s “Story of the Day,” a
discussion by the Society of Critical Care Medicine on
abdominal compartment syndrome, and finally, the amusing, satirical Onion Radio News. Today I listened to an
interview with Princeton economist Uwe Reinhart about the
American health system, then “Dorktones,” a selection of
music from the 1960s assembled by a Dutch disc jockey.
What may surprise you is that the hospital is in Cape Town,
South Africa, yet I tune in each day to an eclectic mix of
free, up-to-date professional and entertainment programming from the United States and elsewhere. How? A broadband Internet connection at home, lots of podcasts downloaded to my iPod,
and a small plug-in
gadget (iTrip) that
“In 2005 the Oxford
transmits the podAmerican English
casts from the iPod
to my car’s F.M.
Dictionary proclaimed
radio receiver.
‘podcasting’ its ‘Word
Podcasting is a
of the Year.’”
convenient new way
to get information
and entertainment
when, where and how you want it. It blends trendy but relatively inexpensive portable technology with the remarkable
distribution power of the Internet. In 2005 the Oxford American English Dictionary proclaimed “podcasting” its “Word
of the Year.”
What Is Podcasting?
Podcasting has spawned a host of new and sometimes confusing technical terms [Table 1]. The word is an amalgam of
“iPod,” (the enormously successful Apple media player) and
“broadcasting.” You do not need an Apple iPod, though —
other players (or even your personal computer) will do.
Podcasting became popular with the introduction of
RSS,1 software that enables syndication. In traditional
media, individual newspapers or magazines syndicate their
content by allowing the repeat publication of their material in
other newspapers or magazines. Similarly RSS enables content from a Web site to be syndicated to other sites or individual subscribers. When RSS was combined with audio and
video content on the Internet, podcasting was born.
American Society of Anesthesiologists NEWSLETTER

A podcast is analogous to a recorded television or radio
program or series. Subscribing to podcasts allows you to collect these “programs” from a variety of sources for listening
or viewing offline at whatever time and place is convenient.
The information provider, or podcaster, chooses which program files to offer, and you, the subscriber, choose among
them based on your interests and preferences. You save the
podcast to a device, e.g., an iPod, and play when desired.
Continued on page 12
Table 1: The Jargon of Podcasting2
Aggregator — Software that
retrieves syndicated Web content
that is supplied in the form of a
Web feed.
Episode — An individual file,
such as an MP3 audio or MP4
video file, that is posted on a
Webserver and available for podcasting.
Feed — A specially formatted
document with content items with
Web links to longer versions of
those items.
Podcast — A Web feed of audio
or video files placed on the Internet for subscribers.

Podcatcher — A form of aggregator software that automatically
downloads podcasts and can also
transfer received files to a
portable media player.
RSS, Atom — Forms of Web syndication used by news Web sites,
Weblogs and podcasters.
Syndication — Methods for making a portion of a Web site available to other sites or individual
subscribers.
Vodcast — Emerging term for the
online delivery of “video on
demand” (also: vidcast, video
podcast, vcast)

Gareth S. Kantor, M.B., Ch.B., is Assistant
Professor, University Hospitals of Cleveland, Case Western Reserve University,
Cleveland, Ohio, and Consultant Anaesthetist, Groote Schuur Hospital, Cape
Town, South Africa.
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How Does Podcasting Work?
The podcaster makes a file (e.g., an MP3 audio or MP4
video file) available on the Internet by posting that file on
a Webserver. This file is often referred to as an episode of
a podcast.
The podcaster acknowledges the existence of that file
by referencing it in another file known as the feed. The
feed is a computer-readable list of the Internet addresses
from which episodes of the show may be accessed. In
RSS format, this list provides publication dates, titles and
text descriptions of the series and each of its episodes.
A user enters the feed’s Internet address into a software
program called a podcatcher or aggregator. This program retrieves and processes data from the feed. It determines the location of the most recent episode and automatically downloads it to the user’s computer. Some podcatchers, such as iTunes, also automatically make the
newly downloaded episodes available to a user’s portable
media player.
The downloaded episodes can then be played, replayed
or archived.
What Podcasts Are Available?
Podcasting has been used to communicate from space,
to deliver political messages and to spread the word of God.
Many thousands of podcasts exist on all imaginable topics,
and many are free. The number of medical podcasts will
grow quickly [Tables 2, 3]; before long, expect most major
providers of medical education content to offer them. At
the time of this writing, there are few podcasts specific to
anesthesiology, but ASA is deciding what it should offer in
this format and how to price it. This might someday
include the annual ASA Refresher Course Lectures.
How Do I Get a Podcast?
• Get a device that can play audio files. These are
sometimes known generically as MP3 players, after the
most common audio file format. The newest can play
video, too. Most popular are the Apple iPod family of
devices; alternatives are available from Creative, Dell,
Phillips and others.
• Obtain podcatcher software to download new content automatically and organize the podcasts. Apple’s
iTunes and Juice are both free downloads [Table 4]. iTunes
is available for Mac or PC, but you must have an iPod.
Juice can run on Mac or PC and with any MP3 player.
• Use a broadband Internet connection (e.g., cable
modem or DSL) because the files are large.
• Subscribe to the program of your choice by manually entering the Internet address of a feed into your podcatcher or by clicking a feed link in a Web browser.
• Set your podcatcher software to transfer the podcast
into your media player.
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Table 2: Selected Nonmedical Podcasts
National Public Radio — Many popular podcasts.
<www.npr.org/rss/podcast/podcast_directory.php>.
Nature — Highlights from news and articles published in Nature.
<www.nature.com/nature/podcast/index.html>.
Science — Podcasts built around stories in the journal Science
and on its sister sites. <www.sciencemag.org/about/podcast.dtl>.
This Week in Tech — Entertaining discussion about the latest
trends in technology. <http://thisweekintech.com>.

Table 3: Selected Medical Podcasts3
American College of Cardiology — Discussion between leading
experts in cardiology. <http://conversations.acc.org>
Audio-Digest — Selected programs twice per month with
CME/CE credit. <www.audio-digest.org>
Health Edge (Cleveland Clinic) — Video podcasts of latest medical news. <http://www.clevelandclinic.org/healthedge>
McGraw-Hill’s Access Medicine — Harrison’s Grand Rounds,
lectures and updates. <http://books.mcgraw-hill.com/podcast/
acm>
Medical Edge Radio (Mayo Clinic) — Daily 60-second health
segment covering medical breakthroughs and health information.
<http://phobos.apple.com/WebObjects/MZStore.woa/wa/
viewPodcast?id=80950641>
New England Journal of Medicine — Interviews with authors
from the weekly general medical journal. <http://content.nejm.org/
misc/podcast.shtml>
New York Times Health Update — Health columnist and science
reporter discuss latest health news. <www.nytimes.com/services/
xml/rss/nyt/podcasts/healthupdate.xml>
Society of Critical Care Medicine — Summaries from Critical
Care Medicine and Pediatric Critical Care Medicine plus interviews. <www.sccm.org/publications/syndication/>
SoundPractice.Net — Produced by the Journal of Medical Practice Management. <http://soundpractice.net>
University of California TV Disaster Preparedness — Vodcasts
from the California Preparedness Education Network (Cal-PEN)
and UC-Davis. <www.uctv.tv/podcasts>
University of Virginia: Medicine & Society in Conversation —
Topics in ethics, law, culture, public policy, religion, science
research & arts as they relate to health. <www.healthsystem.
virginia.edu/internet/him/currentmch.cfm>
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Table 4: Selected Podcasting Resources
Audacity — Software for recording audio or video files and podcasts (free). <audacity.sourceforge.net>
Feedburner.com — Automates creation/updating of podcast
feeds (free). <www.feedburner.com>
iTrip — F.M. transmitters connect your iPod wirelessly to any
F.M. radio. <www.griffintechnology.com/products/itrip>
iTunes, iLife — Apple’s software for playing, recording and
organizing audio and video files and podcasts; iTunes interfaces
to the iPod. <www.apple.com/itunes>
Juice — Podcatcher software supporting multiple media players
(free). <juicereceiver.sourceforge.net/index.php>
Odeo.com — Unique web-based podcatcher records podcasts
(free). <www.odeo.com>
Podcast Alley — Podcast portal, software, forum and podcasting information. <www.podcastalley.com>

How Do I Create My Own Podcast?
Traditional broadcasting requires significant resources.
Like the Internet itself, podcasting radically lowers those
requirements, enabling a kind of “homebrewed” approach to
the creation of radio. With a broadband Internet connection,
basic equipment and inexpensive or even free software
[Table 4], you can put out your own talk show, read segments of your new book online or record and distribute lectures for your students.

What’s Next?
Podcasting is revolutionizing radio. TV is probably next.
These new technologies enable small organizations, and
even individuals, to become broadcasters. They offer consumers a highly customized and personalized listening and
viewing experience.
In health care, podcasting creates interesting new possibilities for media production and distribution by and for
providers, educators, publishers and patients all over the
world. The key, as always, will be the quality of the programming offered. Many will embrace podcasting for education and entertainment. The only real limiting factor will
be the size of the appetite for new information and the number of hours in the day.
Editor’s Note: iPod, iLife and iTunes are trademarks or
registered trademarks of Apple Computer, Inc. iTrip is a
registered trademark of Griffin Technologies. The mention
of certain brand-name products is not intended to be construed as an endorsement by ASA and is essentially the personal preference of the author.
References:
1. An abbreviation referring to various standards, including Really
Simple Syndication, Rich Site Summary, and RDF Site Summary.
2. Definitions adapted from Wikipedia <www.wikipedia.org>.
3. A list of medical podcasts is available at <http://kraftylibrarian
.blogspot.com>.

EMIT Committee: Helping ASA Members Stay in Touch With
Technology
Continued from page 5
that will allow physicians to communicate with their colleagues when everything else fails.

any aspect of information technology or an idea about
how to improve our practice, we want to hear from you.

The projects described in this article are just a few of
the things that EMIT members are doing to help ASA
members and advance the specialty. The committee is
always looking for new ideas and people who are interested in how information technology can improve the
practice of anesthesiology. If you have a question about

Reference:
1. Soto RG, Chu LF, Goldman JM, et al. Communication in critical care environments: Mobile telephones improve patient
care. Anesth Analg. 2006; 102:535-541.
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he field of health care simulation, created by anesthesiologists almost four
decades ago, has shown unprecedented
growth in the last five years.1 The reason for
this expanding interest is multifactorial.
Many simulation professionals would cite the Institute of
Medicine publications To Err Is Human2 and Crossing the
Quality Chasm3 as the primary catalyst of this change. Others might say the power of experiential learning better fits
the needs of a 21st century health care learner.4 Regardless
of what you believe, simulation training has arrived in
health care education. The Society for Simulation in
Healthcare <ssih.org> was formed in January 2004. The
first issue of Simulation in Healthcare (a peer-reviewed,
multidisciplinary journal) was published in January 2006
<www.simulationinhealthcare.com>.
The accrediting bodies of undergraduate and graduate
medical education are embracing simulation education
<www.acgme.org/acWebsite/bulletin/bulletin12_05.pdf>.
The National Board of Medical Examiners and the American
Board of Medical Specialties consider simulation an important tool for achieving and assessing clinical competency.
Health care specialty societies, such as the American College
of Surgeons, have already developed “Education Institute”
accreditation methods, which include simulation programs.

Simulation:
It’s for Real

Jeffrey M. Taekman, M.D.
Committee on Electronic Media and
Information Technology

“

Health care is one of the last
high-risk professions to embrace
the use of simulation in training
(and retraining) its workforce.”

Jeffrey M. Taekman, M.D., is Assistant
Professor of Anesthesiology, Assistant
Dean for Educational Technology and
Director, Human Simulation and Patient
Safety Center, Duke University Medical
Center, Durham, North Carolina.
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Workgroup on Simulation Education
The ASA leadership, in response to this burgeoning
interest in simulation (initially through the Continuing
Medical Education [CME] Strategy Committee and then
the Section on Education and Research) sought to create a
process for ASA members to identify and attend high-quality, standardized, simulation-based continuing education
courses while affirming a leadership role in this important
education and patient safety technique.
The Committee on Outreach Education formed the
Workgroup on Simulation Education in December 2004 to
bring this vision to fruition. The 21-person workgroup,
under the leadership of Michael A. Olympio, M.D., consists
of education and simulation experts from ASA and many
major U.S. simulation centers. Members of the workgroup
include ASA Web Administrator Anita Abbatacola, Paul R.
Barach, M.D., ASA Education Specialist Ellen Bateman,
Ed.D., Daniel J. Cole, M.D., Jeffrey B. Cooper, Ph.D.,
David M. Gaba, M.D., Glenn P. Gravlee, M.D., Adam I.
Levine, M.D., Gary E. Loyd, M.D., ASA Director of Information Technology Janice L. Plack, Joseph J. Quinlan,
M.D., Keith J. Ruskin, M.D., John J. Schaefer III, M.D.,
Michael A. Seropian, M.D., Elizabeth H. Sinz, M.D., Randolph H. Steadman, M.D., Jeffrey M. Taekman, M.D., Laurence C. Torsher, M.D., Matthew B. Weinger, M.D., and
David H. Wilks, M.D. The workgroup was further divided
into three- and four-person subgroups charged with the creAmerican Society of Anesthesiologists NEWSLETTER
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ation and development of key components of the new initiative.
The group accomplished much during the past 18
months, including 1) the creation and administration of a
national simulation survey, 2) composition of a white paper
on approval of simulation programs, 3) publication of a
Web-based national simulation registry, 4) conduct of a
“Simulation Saturday” (a nationwide promotional simula-

eagerly anticipated. Such comments will form the basis for
revision of the white paper recommendations to the Board
of Directors in August.
ASA Simulation Registry
The ASA Simulation Registry <simulation.ASAhq.org/
search> is a new Web-based resource developed by the
workgroup to help the ASA membership to locate quality

“The workgroup continues to plan for the Simulation Expo to be held
from noon to 1:30 p.m. on Saturday, October 14, during the 2006 Annual
Meeting in Chicago.”
tion experience for ASA members) and 5) planning for a
Simulation Expo in conjunction with the ASA 2006 Annual
Meeting in Chicago.
Simulation Survey
An “ASA Member Poll on Simulation Education” was
administered electronically to the ASA membership in the
fourth quarter of 2005. Of the 1,350 respondents, 77 percent
felt that simulation offered benefits over lecture-based CME
<www.ASAhq.org/news/MemberPollSimulationStats
111605.pdf>. The majority of respondents felt simulation
CME would enhance their skills in the management of common events, the management of infrequent or difficult
events and their management of teams during crisis events.
Eighty-nine percent stated that they would attend a simulation-based CME course if it was held in a convenient location. Only 9 percent of the respondents were not interested
in simulation-based education. The results of the survey
were integrated into the white paper proposal for approving
simulation programs.
White Paper on Approval of Anesthesiology
Simulation Programs
The most significant achievement of the workgroup’s
activities is the proposal described in the white paper, which
recommends methods to identify, evaluate and approve simulation-based CME and lifelong learning opportunities for
ASA members (see page 16). The white paper will be recommended to the Board of Directors in August 2006. If the
white paper is endorsed, it will be sent to the House of Delegates for approval in October 2006. The document is available for review on the Web at <www.ASAhq.org/
ASASimWhitePaper031506.pdf>. Nearly 200 constructive
and invaluable comments have already been reviewed
through the ASA polling Web site <www.surveyconsole.
com/console/TakeSurvey?id=189751>, and many more are
American Society of Anesthesiologists NEWSLETTER

simulation-based educational activities and resources. The
registry enables an end-user to search for different types of
accredited and nonaccredited educational activities, gives
background information on each course and provides links
to the simulation centers of interest. One intended purpose
of the registry is to identify future “applicants” to the
approval process and reward those distinguished “ASAApproved” programs that have met the high standards set
forth in the white paper.
Simulation Saturday
The workgroup conducted “Simulation Saturday,” a
nationwide simulation event held on March 11, 2006. Simulation centers across the country opened their doors for this
activity, which was free to ASA members. Each center
developed unique course material, and although most had
limited enrollment, the feedback from this activity was overwhelmingly positive. Some centers even awarded free CME
credit for participation. The feedback already has been useful in plotting the immediate needs of this initiative and
future directions of the workgroup.
Simulation Expo
The workgroup continues to plan for the Simulation
Expo to be held from noon to 1:30 p.m. on Saturday, October 14, during the 2006 Annual Meeting in Chicago. The
Expo will feature a televised live simulation demonstration
with an interactive videoconference link to the Center for
Medical Simulation in Boston. The audience will be limited to 1,000 ASA members. Further information and the
Expo’s registration process are actively under development.
Final Thoughts
Health care is one of the last high-risk professions to
Continued on page 27
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White Paper on Simulation:
ASA Proposes Approval of Anesthesiology Simulation Programs
Michael A. Olympio, M.D., Chair
Workgroup on Simulation Education

T

he White Paper on Simulation is the
capstone document of the 21-member Workgroup on Simulation Education,
chaired by Michael A. Olympio, M.D. The
white paper’s context is member interest
in simulation plus the need to create
processes for determining quality simulation-based continuing medical education
experiences. The document is available
on the ASA Web site at <www.ASAhq
.org/ASASimWhitePaper031506.pdf>
and includes a “Comments” section for
feedback. All are encouraged to access
the white paper and respond with comments. An executive summary of the
white paper appears on the right.

T

hrough the ASA Continuing Medical Education (CME) Strategy Committee, the Section on Education and Research, and
the Committee on Outreach Education, a Workgroup on Simulation
Education was convened to create a mechanism to foster ASA
members’ access to high-quality simulation-based CME. This document summarizes the workgroup’s deliberations over the last 14
months; it describes a process by which simulation programs can be
identified, evaluated and approved for this purpose; and, it will
inform ASA leadership as the first step toward the establishment of
the infrastructure and processes necessary to accomplish this goal.
This effort is timely, given the increasing emphasis on the use of
simulation in medical education by the national accreditation bodies and other medical societies. In a recent poll of ASA members,
conducted by the workgroup, 80 percent of 1,350 respondents indicated they were interested in simulation-based CME.
The workgroup recommends that ASA create a standing Committee on Simulation Education that would establish criteria for
simulation program approval and then review and approve interested programs. The workgroup identified nine criteria that it believes
should form the basis of the approval process. These criteria require
the program to establish a mission statement, describe the educational offerings and curriculum, ensure instructor competency, document program leadership, offer CME credit, assess the effectiveness of their courses, and have adequate equipment, facilities, personnel and an established business plan.
To facilitate ongoing discussion, the document defines key terms
(e.g., Simulation, Simulation Course and Program, Program and
Course Director, and Instructor). The workgroup is prepared to provide ASA leadership with additional information as the process proceeds.

Michael A. Olympio, M.D., is Professor, Department of Anesthesiology, Wake Forest University
School of Medicine, Winston-Salem, North Carolina.
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Voice Over IP:
The Future Is Calling
Eric Werner, M.D.
Committee on Electronic Media and Information Technology

V

oice over Internet Protocol (VoIP) is a technology that
allows your voice to be digitized and transmitted over
the Internet, and is an inexpensive way to make both longdistance and local telephone calls. An estimated 5 million
people will be using VoIP as their primary telephone service by the end of this year.
Why is VoIP cheaper? Historically, telephone conversations are carried over the Public Switched Telephone Network (PSTN) using a
dedicated
two-way
“An estimated
“circuit” between the
parties in a telephone
5 million people
conversation. Because
will be using VoIP
a given pair of wires
could only carry a sinas their primary
gle conversation, long
telephone service
distance calls could be
very expensive. In fact,
by the end of this
the price of long-disyear.”
tance telephone service
has dropped significantly because conversations are usually carried over VoIP networks during part
of their transmission.
A VoIP telephone call begins by converting sounds from
an analog signal to a digital signal using a process similar
to that used to create a CD from a studio recording. The
digitized voice information is then separated into packets
that traverse the Internet. When the packets reach their destination, they are reassembled into the correct order and the
process is reversed, yielding an analog audio signal that the
person receiving the call hears.
There are three different ways to make VoIP calls:
1. By using an analog telephone adaptor (ATA). The ATA
is a box that provides the hardware and software that allows
you to connect a traditional telephone to your Internet connection and, thereby, connect to a VoIP provider. VoIP
providers frequently include ATAs with their service.
2. By using an “IP phone.” This device has everything
built in that it needs to make an IP call. The IP phone conAmerican Society of Anesthesiologists NEWSLETTER

nects to an Ethernet network router, or it may connect using
a wireless network (Wi-Fi).
3. The cheapest way to use VoIP is via a computer-tocomputer connection, otherwise known as a “softphone.”
There is no telephone hardware to buy, and software is either
free or very inexpensive. All you need is the VoIP software,
a computer, microphone and speakers and an Internet connection. Other than your monthly ISP fee, all calls, both
local and long-distance, are free. The downside of computer-to-computer connections is that your call recipient needs
to be at their computer and online in order for a call to be
placed. There is no answering machine service, either, on
the no-cost plan. Service providers such as Skype
<www.skype.com>, for example, do allow you to pay a
service fee for the ability to connect to a traditional telephone. You also can pay a fee to have answering machine
and voicemail services for this type of connection.
VoIP Advantages
The major advantage to VoIP is the consolidation of data
and voice transmission into a unified IP network. For service providers, this encourages standardization, simplifies
equipment needs, allows further processing of voice data,
and improves efficiency, thereby saving money. For endusers, voice communication now has the same range as the
Internet or IP network. For a business, its central, branch and
home employees can share voice communication networks

Eric Werner, M.D., is Staff Anesthesiologist and Secretary/Treasurer, West Central Anesthesiology Group, Ltd., Central
DuPage Hospital, Winfield, Illinois.
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and resources such as corporate address books and advanced
telephony features. For the home user, there can be significant improvement in telephony features as well.
Flexibility
With VoIP, your telephone number travels with your telephone, much like a cellular telephone number does. Generally you can make or receive a telephone call from anywhere
in the world that you have broadband Internet access on
your own IP phone, ATA or softphone. With WiFi IP phones,
you can enjoy this benefit wirelessly.
Some providers allow you to choose the area code for
your telephone number or purchase a second “virtual” number (for a fee) in a different area code. This arrangement
allows your contacts in that area code to call you using local
rates.
Quality
Whereas sound quality of VoIP services was initially
inferior to standard telephone services, today its sound quality is equal to or superior to that of traditional telephones.
Price
Some providers, primarily those with computer-to-computer service, offer their services for free. Typically this is
only for calls to other subscribers to the service.
Most providers offer minute-rate packages for a monthly
fee similar to cellular telephone plans. Most of these plans
allow you to call same-service subscribers for free. Some
providers charge for a long-distance call outside your calling area much like traditional telephone providers do. Others permit you to call anywhere at a flat rate. Rates are usually less expensive than cellular or traditional telephone
plans.
Features
VoIP providers include various features in their subscriptions, many of which are unavailable or cost extra with traditional service providers. These services typically include
Caller I.D. With Name, Call Waiting, Call Forwarding, Call
Transfer, Three-Way Calling, Repeat Dial and Return Call.
You can check your voicemail via telephone or Web
browser. Voicemail also can be sent to you via e-mail (as an
attachment), which you can retrieve on your computer or
handheld. You can store these files on your computer, e-mail
them to someone else or listen to them through your computer’s speakers.
More specialized services often are available, such as
giving a list of specific callers a busy signal, playing a “not
in service” message or immediately sending a caller to
voicemail. These actions occur before your telephone rings
and are a handy way to deal with unwanted callers.
VoIP systems also can track your incoming and outgoing
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“Whereas sound quality of VoIP
services was initially inferior to
standard telephone services, today
its sound quality is equal to or
superior to that of traditional telephones.”
call history via your softphone. You may find it easier to
search the call history for a recently used number than to
look it up in the address book.
Videophones and Teleconferencing
VoIP also provides the ability to videoconference and
teleconference without expensive proprietary solutions, as
both audio and video streams can be transported over an IP
network.
Presence
Presence software can identify — via a network device
(e.g., computer, cellular telephone or IP phone) — whether
an employee is available, away or working, while also noting how best to contact him/her. In more advanced applications, presence can indicate what project an employee is
working on and where he/she is located.
Instant messaging is a good example of simple presence
software. You can use this software to have a typed, on-line
conversation with any number of different people. You have
control over whether others can contact you by setting a status indicator letting them know whether or not you are available.
More powerful presence solutions detect the users automatically and can use logic to identify what they are doing,
either by their proximity to other people, or by their usage
of network resources such as computers or telephones.
Presence could be very useful in helping to speed communication within an organization or between an organization and its customers. Vocera <www.vocera.com> has a
presence solution whereby voice commands allow a handsfree, wireless connection to be established between individual employees or groups of employees. This system does not
only respond to human responses, however. In hospitals,
alarms from patient monitoring systems, for example, can
be routed through these devices and sent to a specific nurse.
If this nurse is unavailable, then an alternate nurse or group
of nurses could be contacted.
Application Integration
Application integration is the connection of a networked
American Society of Anesthesiologists NEWSLETTER

19

computer and an IP phone via appropriate software such that
the computer can interact with the telephone. A simple, yet
practical, application is to look up a telephone number from
an address book program such as Outlook and then automatically place the call. Many VoIP service providers offer such
a software add-on.
Calendar software also can be integrated with a softphone and presence software to manage incoming calls
based upon the recipient’s schedule. In this way, telephone
calls can be routed within an organization based upon the
scheduled activity of the recipient.
VoIP Disadvantages
Reliability: VoIP is dependent on wall power and the
reliability of the broadband connection. Unlike traditional
telephone service, which is powered by the telephone company, if you lose power at your location, you will lose the
use of the VoIP phone. Likewise if the broadband service is
disrupted, telephone service will stop.
A solution to this problem is to keep a traditional telephone line active, but with minimal features. Then if a VoIP
service interruption occurs, you can use the call-forwarding
feature to send telephone calls to your backup location.
Security: VoIP is susceptible to the same attacks as any
other IP network-based activity: viruses, worms and denial
of service attacks can all effectively render VoIP inoperable.
Encryption measures are being developed to counteract this
threat. Network firewalls also are evolving to be able to handle large volume of VoIP traffic.
Quality: VoIP signal quality is degraded by factors that
slow down packet transmission, including small network
capacity, high network traffic levels, interfaces between
local and wide area networks and translation between realtime protocol formats.
For computer-to-computer VoIP users, the number and
activity of programs currently running on the computer can
interfere with the processing necessary to support VoIP.
9-1-1 Service: When you call the enhanced 9-1-1 system, it provides an emergency dispatcher with your telephone number and the associated address even if you cannot
talk to the operator. This information is then routed to the
police, fire and ambulance departments in your area.
Unfortunately the network address of an IP phone, which
is linked to its telephone number, has no relationship to the
physical location of the device. Therefore there is no reliable
way to identify the geographical location of an IP phone.
VoIP providers also have had instances where 9-1-1 calls
were mistakenly routed to 9-1-1 administrative offices
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“VoIP also provides the ability
to videoconference and teleconference without expensive proprietary solutions, as both audio and
video streams can be transported
over an IP network.”
instead of emergency dispatchers. Some of these resulted in
property loss.
As a result, the Federal Communications Commission
now requires that local telephone carriers guarantee access
to 9-1-1 services to VoIP providers. VoIP service providers
are mandated to make their customer’s location and telephone number information available to the customer’s local
9-1-1 operator. The process for doing this requires the customer to update the location information when the telephone
location changes and requires the VoIP service vendors to
provide a mechanism to allow these changes to be made.
Other Considerations
• Digital television subscription services, some home
satellite systems and home security systems, among others,
require a standard telephone line in order to function. Currently these products have not been altered to easily use
VoIP.
• VoIP providers may not offer white page listings.
VoIP holds great potential to improve communication.
Telephone companies currently use VoIP to route long distance calls, and VoIP is becoming more popular among businesses as they are learning how to use it and leverage its efficiencies. Eventually VoIP or other packet-switching technology will replace circuit-switched telephone service.
VoIP disadvantages are not insignificant, however, and it
may not yet be time to replace your traditional telephone
service with VoIP.
You may, however, want to see how it works. If so then
download some of the available VoIP software from the
Internet. It only takes a few minutes to set up. Get a friend
elsewhere to do the same, and you can be talking in a very
short period of time.
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Board of Directors Interim Meeting Summary

T

he ASA Board of Directors held its interim meeting in
Chicago, Illinois, on Saturday and Sunday, March 4-5,
2006. Steven J. Barker, M.D., Ph.D., Director, Academic
Anesthesiology, announced to the Board that the Society of
Academic Anesthesiology Chairs/Association of Anesthesiology Program Directors (SAAC/AAPD) have amended
their bylaws to require that all members of SAAC/AAPD
also be active members of ASA.
The Board committees on Administrative Affairs,
Finance, Legislative Review and Scientific Affairs met as
Review Committees on Saturday to review reports for consideration by the Board of Directors on Sunday. Among the
actions taken by the Board of Directors were the following:

Hurricane Katrina Disaster Relief
ASA members were commended for their efforts in
assisting those affected by the Hurricane Katrina disaster in
the Gulf Coast states since last August. Contributions totaling $301,243 were collected and have since been distributed
to donor-designated charities and to the Anesthesia Foundation for grants and loans to anesthesiology residents who
were devastated by Hurricane Katrina.
Bylaws Amendment for Disaster-Related Delays
Subject to House of Delegates ratification, amendments
to the ASA Bylaws were approved that would 1) allow ASA
to suspend or cancel the Annual Meeting Scientific Program
and postpone the ASA House of Delegates and elections in
the event of a natural or manmade disaster and 2) permit
ASA officers to serve continuously between annual meetings of the House.
2006 Budget
The Board approved an amended 2006 budget to provide
for income of $23,824,925 and expenses of $24,425,890 and
approved a recommendation from the Section on Fiscal
Affairs that Blackman Kallick Bartelstein, LLP be approved
as ASA’s auditor for 2006.
Statement on Deep Sedation Credentialing by
Nonanesthesia Professionals
A proposed statement on credentialing nonanesthesia
professionals who provide deep sedation was referred back
to the Executive Committee. The Board has asked that
revised guidelines be developed with clear criteria 1) that
differentiate between credentialing and privileging; 2) that
can be used by medical facilities who privilege and credential nonanesthesiologists to administer anesthetic drugs for
deep sedation; and 3) that can be used by a department of
anesthesiology for practice oversight and review of the sedaVolume 70
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tion practices throughout a medical facility. These revised
deep sedation credentialing guidelines are to be presented to
the Board in August.
ASA Position on Changes in Residency Program
Requirements
The Board approved an Administrative Procedure that
would have the Committee on Academic Anesthesiology
study changes proposed by the Accreditation Council for
Graduate Medical Education (ACGME) and recommend a
position to the Board. The Board will consider and may
modify the response submitted in the committee report. The
Board-approved response will be considered ASA’s position
on the proposed changes and will be submitted to ACGME.
This will allow ASA to make meaningful comments within
a reasonable time frame.
ASA Representatives to Other Organizations
The Board approved a number of appointments, including nomination of James P. Rathmell, M.D., and renomination of Audrée A. Bendo, M.D., to terms on the ACGME
Anesthesiology Residency Review Committee starting January 1, 2007
House of Delegates Reference Committee
Appointments
The Board heard a report from an ad hoc Committee on
House Reference Committee Appointments and approved
“Guidelines for the Appointment of Reference Committees.”
Anesthesiologist Assistant Education and Practice
Subject to House of Delegates ratification, the Board
approved the following statement proposed by the Committee on Anesthesiologist Assistant Education and Practice
regarding the scope of practice of anesthesiologist assistants
(AAs):
“The policy of ASA regarding the performance of
regional anesthesia is governed by the ASA Statement on
Regional Anesthesia. In their practice, anesthesiologists
should be given the discretion to determine the extent of
participation of AAs in the performance of regional anesthesia and invasive monitoring in accordance with their
hospital’s policies and state’s regulations. In this regard,
ASA encourages component societies to support this concept when helping state regulators either to draft new or
to modify existing rules and regulations regarding AA
practice.”
The Board, however, disapproved a second proposal
American Society of Anesthesiologists NEWSLETTER
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ASA officers and directors met on March 4-5, 2006, in Chicago during the Board of Directors interim meeting.

from the committee that ASA initiate discussions between
the leadership of the Ohio Society of Anesthesiologists and
the Ohio Academy of Anesthesiologist Assistants related to
a scope-of-practice case currently pending before the Ohio
Supreme Court.
Intraoperative Awareness Registry
The Board approved a recommendation from the Committee on Professional Liability to begin work on creating a
registry for patients who have experienced awareness under
general anesthesia, provided that such a Web-based registry
could include technological features to ensure anonymity of
registrants. The goal is to gather detailed and relevant information with the aim of increasing our knowledge about
intraoperative awareness and its risk factors.

opposition to physician participation in legally authorized
executions, either by direct action or by performing ancillary functions. The matter has been referred to the Committee on Ethics for a report to the Board in August.
Conflict-of-Interest Form
ASA is creating a new conflict-of-interest form with
more specific questions than ASA’s past form so that individuals more readily can identify those personal, business or
individual affiliations that might constitute material conflicts of interest with their ASA responsibilities. The disclosure statement was referred to the Administrative Council
with suggestions for improvement, and a revised form will
be presented to the Board of Directors in August. Signed
conflict-of-interest forms are required of officers, committee
members and key staff members.

Physician Participation in Executions
The Board referred a resolution from the California Society of Anesthesiologists which asks that ASA declare its
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2006 Annual Meeting Plenary Session: John B.West, M.D., Ph.D.

J

ohn B. West, M.D., Ph.D., Distinguished Professor of have been conducted on four spacelabs in orbit, with a curMedicine and Physiology at the University of California, rent experiment on the International Space Station. Because
San Diego (UCSD) School of Medicine,
the lung is arguably the organ most vulSan Diego, California, will speak on
nerable to gravity, the basic question is
“Vulnerability of Pulmonary Capillaries
how lung function is altered by both
in Health and Disease” at the ASA 2006
short-term and long-term exposure to
Annual Meeting Plenary Session. The
weightlessness.
presentation is scheduled for Tuesday,
Dr. West has been on the faculty of
October 17, from 11:30 a.m. to 12:20
UCSD since 1969. His research has
p.m. at McCormick Place in Chicago.
ranged over a wide field, including an
Born in Australia, Dr. West studied in
extensive study of ventilation-perfusion
both Australia and London. While in
inequality in the lung. He continues to
London, he became involved in studies on
have an interest in pulmonary circulation
the effects of gravity on the lung, includand in the dilemma of the blood-gas baring regional differences of ventilation, gas
rier, which has to be both extremely thin
exchange and alveolar size.
and immensely strong. When the presIn 1960, he became one of a small
sure in pulmonary capillaries becomes
group of physiologists who joined Sir
high or the lung is inflated to large volEdmund Hillary’s Himalayan Scientific
umes, stress failure of the walls of the
and Mountaineering Expedition, wintercapillaries occurs. This phenomenon is
ing at 19,000 feet to carry out an extensive John B. West, M.D., Ph.D.
important in a variety of lung diseases.
physiological program.
Subsequent
He is addressing the basic biological
measurements were extended up to 24,400 feet on Mt. question of how the blood-gas barrier of the lung is regulatMakalu. Thus began a long interest in high-altitude medi- ed so that it is sufficiently thin for efficient gas exchange yet
cine and physiology, culminating in Dr. West leading the strong enough to avoid stress failure.
1981 American Medical Research Expedition to Mt. EverDr. West’s little red book, Respiratory Physiology: The
est, during which five people reached the summit and the Essentials, has been translated into 13 languages and is used
first physiological measurements on the summit were made. around the world. His strong interest in the history of medThese studies addressed this basic scientific question: How icine has led him to write several books on the subject. His
can humans survive the extreme oxygen deprivation of these monograph, High Life, is a standard history of high-altitude
great altitudes, which are right at the limit of human toler- physiology and medicine. He has developed an archival colance? His interest in the field continues to this day with a lection of material in high-altitude medicine and physiology
project on oxygen enrichment of room air at high altitude, for the special archival library at UCSD.
His many honors include serving as president of the
which promises to be important for commuters who need to
work at very high altitudes. He also edits a new journal, American Physiological Society, foreign member of the
High Altitude Medicine & Biology.
Russian Academy of Sciences, founding fellow of the
His interest in the effects of gravity on the lung led him American Institute for Medical and Biological Engineering,
to take a sabbatical leave to study the lung in weightlessness honorary doctorates from the universities of Barcelona and
at the National Aeronautics and Space Administration Ferrara, fellow of the American Academy of Arts and Sci(NASA) Ames Research Center in 1967-68. During that ences and member of the Institute of Medicine of the
time, he submitted a proposal to NASA to study pulmonary National Academies.
function in astronauts. This study was funded the following
year, and NASA has supported it ever since. Experiments
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National Resident Matching Program Results for 2006:
Recruitment Shifts to PG-1 Year
Alan W. Grogono, M.D., F.R.C.A.

T

he 14th annual report about the anesthesiology
results of the National Resident Matching Program
(NRMP) shows a change in the pattern of recruitment.

There is a significant increase in 1) the number recruited
to the PG-1 year and 2) the number of U.S. senior medical students recruited.

Table 1: Match Results for Anesthesiology 1990-06
PG-1 Positions

CA-1 Positions

Sum of PG-1 + CA-1

Year

Students

All

Available

Students

All

Available

1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006

251
247
244
199
163
93
43
80
118
137
171
237
307
321
322
326
451

264
266
273
235
191
136
113
197
246
255
291
332
375
415
414
439
539

321
329
352
325
297
241
234
317
347
376
349
371
392
431
443
463
552

642
698
682
632
542
330
126
173
270
288
378
476
597
606
575
590
589

693
751
752
708
634
400
211
300
399
401
510
641
737
796
786
791
748

822
963
1,020
1,094
1,022
902
712
677
661
671
656
733
777
833
846
820
759

Students
937
937
926
832
705
423
169
253
388
425
549
713
904
927
897
916
1,040

All

Available

Unfilled

957
1,017
1,025
930
825
536
324
497
645
656
801
973
1,112
1,211
1,200
1,230
1,287

1,143
1,292
1,372
1,419
1,319
1,143
946
994
1,008
1,047
1,005
1,104
1,169
1,264
1,289
1,283
1,311

186
275
347
456
470
607
622
497
363
391
204
131
57
53
89
53
24

"Students" are graduating seniors from U.S. allopathic medical schools. "All" includes every category listed in Table 3. "Available" represents the number of positions offered via the NRMP. "Unfilled" represents the difference between "Available" and "All."

Introduction: The 14th annual report about the anesthesiology results of the National Resident Matching Program
(NRMP) shows a change in the pattern of recruitment.
There is a significant increase in 1) the number recruited to
the PG-1 year and 2) the number of U.S. senior medical students recruited.
NRMP Results [Table 1 and Figure 1]: This year a
total of 1,287 were recruited via the Match, an increase in
recruitment of 4.6 percent. This is the greatest total recruited into anesthesiology via the Match and exceeds the 2003
American Society of Anesthesiologists NEWSLETTER
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Figure 1: Total Recruitment Into Anesthesiology
via the NRMP During the Years 1990-06

Figure 2: Graduating U.S. Seniors Recruited Into
Anesthesiology During the Years 1990-06

The three columns represent the numbers recruited into
the PG-1 year, the CA-1 year and the total.

The three columns represent the numbers recruited into
the PG-1 year, the CA-1 year and the total.

Figure 3: Recruits Other Than U.S. Allopathic
Seniors Matching Into Anesthesiology During the
Years 1990-06

Figure 4: Number of Places Available Versus Total
Number Recruited During 1990-06

The three columns represent the numbers recruited into
the PG-1 year, the CA-1 year and the total.

The total number of unfilled positions decreased from 53
in 2005 to 24 in 2006, the fewest unfilled positions ever
recorded.

peak by 76 and the 1992 peak by 261. The number of graduating U.S. allopathic seniors matching into anesthesiology
had changed little from 2002-05 [Figure 2]. This year
[Table 2] saw a 13.5-percent increase of 124, from 916 to
1,040. Anesthesiology attracted 6.93 percent of the total
candidates in the Match, the largest number ever and the
largest percentage ever.
From 1996-2002, apart from U.S. allopathic seniors, the
sum of the other groups who were matching into anesthesiology averaged 230 ± 37 (SD). Then from 2003-05, the
number rose to 284, 303 and 314. In 2006 this number
diminished to 247, not far from the previous average [Table
3 and Figure 3].
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Positions Offered and Unfilled: With minor fluctuations, the last 11 years have seen a fairly steady increase in
the total number of positions offered, from 946 in 1996 to
1,311 this year. More striking this year is an increase in the
number of positions offered at the PG-1 level, up by 89 from
463 to 552. Moreover this is larger by 203 than the average
of 349 for the years 1990-2005. The total number of
unfilled positions decreased again, this time from 53 to 24,
a 55-percent decrease and the fewest unfilled positions ever
recorded [Figure 4 and Table 1].
Distribution of Recruits [Table 3]: For the seventh
year in a row, behind only U.S. allopathic graduates, the
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Table 2
Year

Students

NRMP

Percent

1990

937

16,286

5.75%

1991

937

13,945

6.72%

1992

926

14,027

6.60%

1993

832

14,098

5.90%

1994

705

14,209

4.96%

1995

423

14,626

2.89%

1996

169

14,543

1.16%

1997

253

14,614

1.73%

1998

388

14,616

2.65%

1999

425

14,606

2.91%

2000

549

14,993

3.66%

2001

713

14,464

4.93%

2002

904

14,336

6.31%

2003

927

14,331

6.47%

2004

897

14,609

6.14%

2005

916

14,719

6.22%

2006

1,040

15,008

6.93%

osteopathic graduates contribute the greatest numbers to the anesthesiology Match; this year’s total of 101 shows a slight reduction. Among the
other non-U.S. allopathic groups, the only other significant change is a
reduction in the number of international medical graduates (IMG)/nonU.S. recruits from 83 to 49 [Figure 5].
Regional Distribution [Table 4]: The NRMP data has again been
compiled by state and ranked by the number recruited into each state’s
residencies via the Match. For eight years now, the top six positions
have been occupied by the same six states (California, Illinois, Massachusetts, New York, Pennsylvania and Texas). For the last four years, the
number recruited by each of these states has changed little with the
exception that the number recruited by California has risen from 121 to
134. Between them the top two states recruited 316 (25 percent), the top
five states recruited 579 (45 percent), and the top 10 recruited 827 (64
percent).
Comment: For the three years 2003-2005, the number of residents
recruited into anesthesiology via the Match showed relatively minor
changes in the overall numbers recruited (1,211, 1,200, 1,230). This
year the number rose to 1,287. Accompanying this was a major increase
in recruitment in the number of U.S. senior medical students (14 percent) and a shift to recruitment at the PG-1 level.
A number of programs appear to have shifted their strategy to recruiting at the PG-1 level. It would be tempting to think this may have been
well-received and to associate the increase of 89 positions offered with
the recruitment of 100 more PG-1 recruits. Only a few programs, however, have made this change, and so the number of unfilled positions
diminished at both the CA-1 and PG-1 levels. It would appear that U.S.

The number of U.S. allopathic medical students
matching into anesthesiology compared to the
total number in the NRMP for each year.

Continued on page 27

Table 3: Distribution via the Match 1996-2006
1996

1997

1998

1999

2000

2001

2002

2003

2004

2005

2006

U.S. Allopathic
Osteopathic
IMG/U.S.
IMG/non-U.S.
Sponsored Graduate
Fifth Pathway
Canadian
U.S. Physician

169
14
10
130
1
0
1
0

253
7
22
213
2
0
0
0

388
17
34
201
2
0
2
1

425
35
41
152
2
1
0
0

549
55
59
133
3
2
0
0

713
107
50
79
15
4
3
2

904
89
51
47
15
3
3
0

927
126
64
53
36
4
1
0

897
133
53
73
40
0
4
0

916
124
58
83
45
1
3
0

1,040
101
51
49
42
2
2
0

Total
Non-U.S. Allopathic

325
156

497
244

645
257

656
231

801
252

973
260

1,112
208

1,211
284

1,200
303

1,230
314

1,287
247

This table shows the distribution into anesthesiology residencies from various sources during the last 11 years. This year the most significant changes
were an increase in the numbers of U.S. allopathic students and a fall in the numbers of osteopathic students and IMG/non-U.S. graduates.
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Table 4: Positions Matched and Available by State for 2002-2006
2003

2002
State
NY
CA
TX
PA
MA
IL
OH
FL
NC
MD
MO
WI
MI
CT
GA
WA
IN
MN
KY
TN
VA
LA
AL
DC
CO
KS
AR
IA
UT
AZ
NE
MS
SC
NJ
NM
OK
OR
PR
WV
ME
VT
NH
N=42

M

Av

State

136
114
77
76
65
58
43
42
38
32
32
28
27
24
22
21
20
20
19
19
19
18
15
15
12
12
11
11
10
9
8
7
7
6
6
6
6
5
5
4
4
3

151
115
79
81
67
58
50
42
38
32
32
28
33
24
22
21
20
21
20
21
23
18
15
15
12
12
11
11
10
9
8
7
7
12
6
6
6
7
5
4
4
6

NY
CA
MA
TX
IL
PA
OH
FL
NC
MD
MI
WI
MO
MN
WA
CT
GA
IN
TN
KY
AL
LA
VA
AR
DC
NJ
CO
IA
KS
UT
AZ
NE
MS
PR
SC
NM
OK
OR
NH
ME
VT
WV

1,112 1,169

N=42

2004

M

Av

State

177
122
80
80
68
67
52
50
39
36
34
30
24
23
23
22
22
20
18
17
16
16
16
14
14
13
12
12
11
10
9
8
7
7
7
6
6
6
5
4
4
4

182
122
86
83
68
68
54
52
39
36
36
30
33
23
23
27
22
20
23
19
16
18
23
14
15
14
12
12
11
10
9
8
7
7
7
6
6
6
5
4
4
4

NY
CA
MA
TX
IL
PA
OH
FL
NC
MI
MD
MO
WI
CT
IN
MN
VA
GA
TN
AL
LA
WA
AR
KY
IA
KS
NJ
CO
UT
AZ
NE
DC
MS
NH
NM
OR
SC
OK
PR
VT
ME
WV

1,211 1,264

N=42

2005

M

Av

State

162
118
89
81
73
68
51
47
40
36
32
26
26
25
23
23
22
21
19
16
16
16
14
14
13
13
13
12
10
9
8
7
7
7
7
7
7
6
6
4
3
3

186
119
96
83
74
76
55
49
41
36
32
35
26
25
23
23
22
25
20
16
18
24
14
16
13
13
18
12
10
9
8
12
7
7
7
7
7
6
6
4
4
5

NY
CA
MA
PA
TX
IL
FL
OH
NC
MI
MO
WI
MD
WA
GA
MN
IN
CT
KY
TN
NJ
VA
AL
LA
AR
KS
AZ
DC
CO
UT
IA
NE
OK
OR
MS
NH
SC
ME
VT
NM
WV

1,200 1,289

N=41

2006

M

Av

State

172
121
89
79
79
65
50
50
40
39
30
28
26
24
23
23
22
21
21
21
19
18
16
16
14
13
12
12
10
10
9
8
8
8
7
7
7
4
4
3
2

179
121
94
82
79
68
50
57
40
39
36
28
26
24
23
23
22
25
22
21
25
22
16
17
14
13
12
12
10
10
13
8
8
8
7
7
7
4
4
4
3

NY
CA
MA
PA
TX
IL
OH
FL
MI
NC
MO
MD
NJ
IN
WI
GA
MN
WA
CT
VA
TN
AL
AZ
AR
LA
DC
KS
KY
IA
CO
UT
OR
NE
OK
MS
NH
SC
NM
WV
ME
VT

1,230

1,283

M

Av

182
134
95
87
81
70
57
52
35
34
30
29
26
25
25
24
23
23
22
22
20
16
15
14
14
12
12
12
11
10
10
9
8
8
7
7
7
6
5
4
4

184
135
95
87
81
72
58
53
35
34
35
30
26
25
25
24
23
24
23
22
20
16
15
14
14
12
12
19
13
10
10
9
8
8
7
7
7
6
5
4
4

N=41 1,287 1,311

For each year, the data is ranked by the number matched. This year, of the total matching into anesthesiology, 25 percent went to the top
two states, 45 percent to the top five and 64 percent to the top 10. Key: M = Total positions matched, Av = Total positions available.
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Figure 5: Distribution of people
recruited via the Match, 1996-2006
This graph is based on the four largest
categories in Table 2. There is a marked
increase in recruitment from U.S. allopathic students; a fall in IMG/non-U.S.
graduates and osteopathic students.

medical students, in particular, are currently judging anesthesiology to be an attractive specialty.
At a time when a shortage of anesthesiologists still
affects many programs, this Match should be regarded as a
welcome trend.
Web Site: This article, previous articles and additional
information about the numbers of students recruited into
anesthesiology from each school and the numbers recruited
into and graduating from each residency program are available at <www.grogono.com/nrmp>.
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the rapid production of this article.
Dr. Grogono’s past NRMP articles have appeared in
August 1993, May 1994, June 1995, May 1996, May 1997,
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May 2003, May 2004 and May 2005.

Simulation: It’s for Real
Continued from page 15
embrace the use of simulation in training (and retraining)
its workforce. With the momentum and success that your
Workgroup on Simulation Education has already
enjoyed, we hope that the ASA membership will support
those efforts and become a team player in this exciting
initiative.
References:
1. Gaba DM.The future vision of simulation in health care. Qual
Saf Health Care 2004; 13(suppl 1):i2-10.
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2. Kohn LT, Corrigan JM, Donaldson MS, eds. To Err Is Human:
Building a Safer Health System. Washington, DC: National
Academies Press; 2000.
3. Institute of Medicine. Crossing the Quality Chasm: A New
Health System for the 21st Century.Washington, DC: National
Academies Press; 2001.
4. Friedman CP. The marvelous medical education machine or
how medical education can be unstuck in time. Acad Med.
2000; 75(10):137S-142S.
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Donation After Cardiac Death: Practical Issues and Ethical
Dilemmas
Kerri M. Robertson, M.D.
Committee on Transplant Anesthesia

A

national conference on organ donation after cardiac
death (DCD) was convened in Philadelphia, Pennsylvania, on April 7-8, 2005, with the goals of sharing DCD
experience and garnering a consensus on the medical and
ethical propriety of organ donation after cardiac death. Conference participants represented a broad spectrum of health
care professionals, including transplant specialists, critical
care intensivists, neuroscientists and ethicists. Six working
groups were assembled to deliberate on specific DCD issues
and fulfill the conference objectives: 1) to define cardiopulmonary criteria for the determination of death, 2) to establish predictive criteria for circulatory arrest within one hour
of withdrawal of donor life support, 3) to establish protocols
for DCD organ recovery (kidney, liver, pancreas and lung)
and transplantation, 4) to
develop strategies to initiate and increase DCD in
donation service areas, 5)
to discuss the allocation
of DCD organs for transplantation and 6) to examine perceptions of DCD
held by the media and the
public.
As a representative of the ASA Committee on Transplant
Anesthesia with 20 years of experience as a liver transplant
anesthesiologist and a recognized expert in donor management, I was invited to serve as a member of the Executive
Committee and participate in Group 3, led by Tony D’Alessandro, M.D., and Bob Gaston, M.D. A complete summary of the discussion, findings, recommendations and list
of participants in each group has been published (Am J
Transplantation. 2006; 6:281-291).

Given that DCD is an evolving science in the field of
transplant medicine, anesthesiologists should be positive,
knowledgeable and informed of the major practical and ethical issues surrounding DCD and organ retrieval.
Practical Issues
Most anesthesiologists are confused about their role in
DCD and have legitimate concerns regarding participation.
Typically withdrawal of intensive care support and extubation of these donors occurs in the operating room (O.R.),
followed by an observation period of up to two hours during
which time the criteria for cardiac death must be met
(absence of responsiveness, heart sounds, pulse and respiratory effort). After circulatory cessation and a waiting period

“Efforts to increase organ donation have been met
with resistance from anesthesiologists who are concerned about being coerced into morally, legally
and professionally compromising situations.”

Kerri M. Robertson, M.D., F.R.C.P. (C), is
Associate Clinical Professor, Chief of
General, Vascular, High-Risk, Trauma,
Transplant and Surgical Critical Care
Medicine, Chief of Transplant Services,
Department of Anesthesiology, Duke
University Medical Center, Durham,
North Carolina.
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that varies (at least two minutes of observation, with more
than five minutes not recommended), declaration of death is
then made by a physician who is not a member of the surgical or anesthetic care team. The transplant surgeons will
then initiate cold flushing of the organs with preservation
solution and proceed with the donor operation. As the lungs
require re-inflation before retrieval, the anesthesiologist may
be asked by the surgical team to re-intubate the donor or to
provide patient care during a bronchoscopy, which is necessary to assess suitability of the lungs for donation prior to
withdrawal of support. It is important that anesthesiologists
are familiar with their institutional DCD protocol and the
following key points:
• The care of DCD patients should not be transferred to
anesthesiologists in the O.R. for withdrawal of life support. Provision of quality end-of-life care for patients and
their families is the absolute priority of care and must not
be compromised by the donation process. Managing withdrawal of nonbeneficial treatments is not within the expertise or practice of all anesthesiologists, and as such, continuity of care for patients presenting for DCD optimally
should be provided by the donor patient’s own physician.
American Society of Anesthesiologists NEWSLETTER
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• Determination of death is made using cardiopulmonary
criterion (for DCD), which does not require evidence of
irreversible brain injury (for donation after brain death, or
DBD).
• We should be respectful of the wishes of donor patients,
their families and their physicians when they are in the
O.R. setting.
• Anesthesiologists should have an active role in the formation of DCD protocols within their own hospitals for
the provision of ethical terminal care for living donors
and their families.
Increasing the donor pool is crucial for providing a sufficient number of organs to accommodate the more than
90,000 patients currently wait-listed for transplantation in
the United States. As such the U.S. Department of Health
and Human Services recently initiated the Organ Donation
Breakthrough Collaborative in a strategic attempt to establish organ donation best practices and implement highly
effective organ donation systems nationwide. Since 2002
the total number of deceased donors has increased from
6,190 to 7,152 (2004) as a result of an increase in the total
number of brain-dead donors and an acceleration in DCD
organ recovery.
Prior to 1999, there were 345 DCD, of which more than
98 percent were kidney donors. From 1999-2004, the total
number of DCD increased to 1,224, with the most dramatic
increase from 270 cases in 2003 to 391 cases in 2004 (Organ
Procurement and Transplantation Network/Scientific Registry of Transplant Recipients Annual Report 2005). DCD
now accounts for more than 5 percent of all deceased organ
donors. Approximately 79 percent of all intra-abdominal
organs recovered from DCD donors are transplanted, which
compares favorably with non-DCD (89 percent). Current
data show equivalency in graft and patient survivals of DCD
and DBD primary kidney transplants despite higher delayed
graft function rates in DCD organs. The risk of graft failure
for DCD livers is higher compared with non-DCD livers
(relative risk, 1.85).
Ethical Dilemmas Resolved
Efforts to increase organ donation have been met with
resistance from anesthesiologists who are concerned about
being coerced into morally, legally and professionally com-
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promising situations. The major ethical issues in DCD
organ donation and procurement are held in the balance
between the doctrines of beneficence (doing good for the
patient and society as a whole) and nonmaleficence (do no
harm). This national conference overwhelmingly affirmed
the ethical propriety of DCD as not violating the dead-donor
rule in that the retrieval of organs for transplantation does
not cause the death of a donor. A prospective organ donor’s
death may now be determined by either cardiopulmonary
(DCD) or neurologic criteria (DBD). Based on a cardiopulmonary criterion, DCD donor death occurs when respiration
and circulation have ceased and cardiopulmonary function
will not resume spontaneously.
Protocols for DCD organ recovery routinely include the
prerecovery administration of anticoagulants, vasodilators
and drugs designed to minimize ischemia-reperfusion
injury. The issue that remains unresolved concerns timing
of administration. In addition it is mandatory that drug therapy must not hasten the death of the donor unless there is a
direct benefit to the patient (double effect). An example of
this would be administration of opiates for pain relief, which
has the inherent risk of respiratory depression. Rapid core
cooling of perfusable organs is essential to limit the warm
ischemic insult, but informed consent of the patient or family is necessary for any premortem cannulation of large
arteries and veins or other interventions (i.e., extracorporeal
membrane oxygenation or chest incision for open cardiac
massage). As the risk of graft failure is greater for DCD livers, recipients will be asked if they are willing to accept
DCD liver offers. Obtaining final consent for transplant
should include a discussion of transplantation of organs
from donors with varying degrees of risk of failure versus
the mortality risk of waiting for the next available ideal
donor.
The National Conference on Donation After Cardiac
Death affirmed DCD as an ethically acceptable practice of
end-of-life care capable of increasing the number of
deceased-donor organs available for successful transplantation. The public message to be conveyed is that DCD honors donor wishes in the continuum of quality end-of-life
care, it can provide comfort and support to donor families,
and it saves lives.

May 2006

■

Volume 70

■

Number 5

30

C

ompliance with Medicare’s
amount of time with patients in the
payment policies is not
presurgical area. The audit was
always easy even with the best
expanded to determine the reason
intentions. Many of the rules that
why. Dr. X would start the anesanesthesiologists must follow in
thesia time clock running after he
order to submit claims for payment
initially saw a surgical patient in
Medicare,We Have a
have very little to do with quality
the O.R. suite and then go to peror efficiency. They don’t even
form a pain medicine procedure on
Fraud Problem
seem logical when applied to ceranother patient before inducing his
tain scenarios: Why, for example,
first patient, all the while running
Karin Bierstein, J.D., M.P.H.
is it legitimate to bill for a labor
the anesthesia time clock on the
Associate Director of Professional Affairs
epidural while one is medically
surgical case. This form of overdirecting a surgical case but not for
billing, we should note, was partica postoperative pain epidural?
ularly difficult to detect because
The point of this month’s colthere were no concurrency issues,
umn is not to lead the way through
and the pain procedure did not
the Medicare payment rules, other
involve billed time.
than to remind readers that the objective of the rules that parThe group continued to plow through information and
ticularly trouble anesthesiologists is to prevent Medicare came to the conclusion that the systematic billing for anesfrom paying you twice for the same time. Working in the thesia time while Dr. X was performing services for other
care team mode, it may be safe for an anesthesiologist to patients was not a mere administrative error. The overbilling
perform preoperative evaluations, for example, while super- seemed willful, and the compliance team was forced to convising the care of an anesthetized patient in an operating sider that it might amount to fraud. Dr. X left the group and
room (O.R.) with an anesthesiologist assistant 30 feet away, hired his own legal counsel.
but the Medicare system isn’t about maximizing the number
Choosing the ‘Voluntary Disclosure’ Option
of services you can provide simultaneously.
Once a practice has determined that one or more of its
Rather, the point to be made here is that even anesthesiology groups that diligently enforce serious compliance pro- members may have committed Medicare fraud (knowingly
grams may not be able to avoid filing claims for more than filing a false claim), damage control becomes the issue. Is it
the amount allowed by Medicare. When the overbilling a good idea to use the OIG’s formal voluntary disclosure proappears systematic and more than a few hundred dollars are tocol? If you do, and the overbilling has been intentional,
involved, the practice needs to consider whether reporting financial liability is certain. That is the only guarantee —
itself to the Department of Health and Human Services protection from disclosure is a serious risk, since the pracOffice of the Inspector General (OIG) is the best strategy. tice’s information is potentially available to the Department
One large group in the Pacific Northwest did successfully of Justice and private litigants. A whistleblower, for instance,
self-report last year and told the story through a presentation might have access. Exclusion from the Medicare and Medby their chief executive officer at the annual Medical Group icaid programs is a possibility, and even if the dollar loss
Management Association (MGMA) Anesthesia Administra- would be tolerable, loss of hospital privileges would not.
On the other hand, there are considerable advantages to
tion Assembly (AAA) meeting held in Tampa, Florida, in
bringing the problem to the OIG. The group described above
March 2006. A summary follows.
felt first and foremost that going to the OIG was the right
Discovering the Error
thing to do. The group also believed that the advantages outAs part of its billing compliance program, the 200-physi- weighed the risks and also that the government might uncovcian group had begun conducting internal audits of its er the excess amounts billed without the group’s help. The
billing at 17 practice locations in 2000. In 2001 the group amount of the overbilling was large ($240,000 by agreement
developed its own audit check list and trained its first physi- with the OIG), and it could have triggered much greater
cian compliance officer. The role of this anesthesiologist penalties than the $120,000 fine imposed. This was the minwas to become critical in managing a major excess-billing imum fine that the OIG was permitted to collect, and it reflectsituation several years later: As a peer, he was very effective ed the group’s cooperation. It also was covered by the group’s
in helping his fellow physicians in the group make and Errors and Omissions insurance policy.
The group knew that it could show a strong commitment
implement difficult decisions.
In 2002 the internal audit process identified Dr. X as an to compliance based on the rigorous program that it had had
outlier. It appeared that he was reporting an unusually large in place for several years, even though one physician managed
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to avoid discovery for some time. Both its existing program
and its actions and attitude throughout the OIG investigation
contributed to its ability to avoid the imposition of a “Corporate Integrity Agreement” (CIA), a very onerous, ongoing
self-auditing and reporting program mandated by the OIG to
prevent future instances of the form of fraud that gave rise to
the CIA.
Following the OIG’s “Provider Self-Disclosure Protocol”
is itself a serious commitment. It begins with a letter to the
Assistant Inspector General for Investigative Operations
describing in some detail the problem being disclosed. It
involves an internal investigation that satisfies OIG guidelines for spelling out the nature and extent of the problem
billing as well as the circumstances of its discovery and the
practice’s response. The amount of overbilling must be estimated through a self-assessment for which the practice submits a work plan to the OIG, who will work with the practice
to define the sample design and estimation methodology.
The group in question conducted its investigation and
financial self-assessment with guidance from the OIG and
as a result obtained a “Certificate of Compliance” from the
OIG — the only provider ever to do so. The certificate
required 1) continued implementation of the group’s compliance program, 2) reporting and repayment of overpayments made by federal governmental programs and 3) continued cooperation with the OIG.
It is possible that the group’s attempts to refund money to
private payers for improper claims submitted by Dr. X influenced the OIG not to impose greater penalties. The Medicare
authorities cannot require physicians to follow Medicare payment policies in doing business with private payers. Any obligation to follow the Medicare concurrency rules, for example,
or to stop the clock if the anesthesiologist engages in other
activities while providing an anesthesia service would have to
be in the participation contract between the anesthesiology
group and the payer. This group’s voluntary efforts to make
refunds to its private payers — which did not even have a
mechanism for accepting the money — may nevertheless
have made a material difference to the outcome of the investigation conducted with the OIG.
Joy Ketchum, the group’s CEO who spoke at the Tampa
meeting, noted that many of the anesthesiologists expressed
satisfaction at seeing that their investment in a superb compliance program had paid off.
Lessons Learned by the Group
• Before there is any problem on the horizon, have a
good compliance program in place, and document everything, including the group anesthesiologists’(and other clinical and administrative staff’s) compliance education.
Spend the time to train a physician auditor.
• In any focused audit, and especially one that may lead
to self-reporting to the OIG, separate out the acts of the
American Society of Anesthesiologists NEWSLETTER

OIG Is Interested in ‘Visits’ Billed
as ‘Consultations’

A

nesthesiologists are accustomed to thinking of
their evaluation and management services to
patients as “consults.” There are important differences, however, in that consults pay more and also
require more, i.e., a report back to the referring physician as opposed to simple acceptance of a patient
referred for treatment. Knowing when to bill a visit
rather than a consult is of particular importance to
physicians performing pain medicine services. For
details, see <www.ASAhq.org/Newsletters/1999/
02_99/PractMgmt_0299.html>. (ASA NEWSLETTER. 1999; 63(2):27-28).
According to a recent review of a random 400case sample, the OIG found that, in 2001, Medicare
allowed $1.1 billion in improper payments for services billed as consultations. That means about 75 percent of services billed as consultations did not meet
all applicable program requirements.
The OIG states that because in 2001 reimbursement for follow-up inpatient consultations was lower
than other types, it is likely that many of these billing
errors were unintentional. Still, because of this significant discrepancy, they have placed the Centers for
Medicare & Medicaid Services on alert to educate
physicians about the billing requirements for all types
and levels of consultations.
See the OIG’s full report, Consultations in
Medicare: Coding and Reimbursement (OEI-09-0200030), at <www.oig.hhs.gov/oei/reports/oei-09-0200030.pdf>.

problem physician(s) from those of the practice. The practice
wants the OIG to focus on its overall compliance program and
efforts. The physician may be seeking vindication or otherwise inviting the OIG to treat him or her as an adversary.
• Be prepared to find and pay for expert legal advice.
The group discussed in this column spent $200,000 on
lawyers and $60,000 on its internal audit, not including hundreds of hours of staff time. The actual costs were this high
even though the group was sophisticated enough to realize
the perils of trying to reinvent the wheel, as shown in one of
Ms. Ketchum’s slides:
• “There are many cases available for review, which are
publicly listed, with similar enough fact patterns that the
path to resolution should be fairly clear.
Continued on page 32
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• “Do not allow professional advisors to fritter away your
time or your resources with ‘new’ approaches to these
regulatory interactions.”
The voluntary reporting protocol is not simple, and there
may be other parties to whom the practice owes refunds.
Involve experienced legal counsel from the beginning. They
can help you to make an informed decision whether to talk
to the OIG, and ideally they are on good enough terms with
prosecutors to seek their informal opinions on whether and
where the practice should report its own possible violations,
without revealing the identity of the practice.
Concluding the presentation, Ms. Ketchum added some
overall strategic advice:
• Always tell the full truth.

• Act on your initiative to both find your problems and design
a plan of corrective action.
• Execute your plan and be serious about it.
• Be prepared to be fully cooperative … no time for games.
That said, we hope that you will never need to refer back
to this column.

Source Material:
•

OIG’s Provider Self-Disclosure Protocol. 63 Fed Reg 58399
(October 30, 1998), <www.ASAhq.org/Washington/selfdisclosure
.pdf>. (accessed 4/21/06)

MHAUS to Offer Two Writing Awards

T

he Malignant Hyperthermia Association of the United States (MHAUS) is pleased to announce the
availability of awards in the amount of $2,000 and
$1,500 to the first-place and second-place authors,
respectively, of manuscripts related to malignant hyperthermia (MH).
MH is an inherited disorder of muscle that is “triggered” by commonly used anesthetic agents and may lead
to death or disability. Early diagnosis and prompt treatment is the key to reducing morbidity and mortality related to MH. MH may occur at any time during an anesthetic whether in a hospital, ambulatory surgery center or an
office-based setting. A large variety of programs have
been developed by the scientific panel at MHAUS in
order to increase awareness of the syndrome and its manifestations, including procedure manuals for recognizing
and treating MH applicable to the hospital or to the ambulatory surgery center, a continuing medical educationaccredited slide show and a variety of publications.
In order to promote awareness of MH and its various
manifestations and to encourage continued study of the
syndrome, Mr. George Massik, a founding member of
MHAUS, has graciously offered to support two writers’
awards. The Daniel Massik Fund at The Foundation for
Jewish Philanthropies in Buffalo, New York, was established by Mr. Massik in memory of his son who died
from MH. These awards will provide a stipend of $2,000
for first place and $1,500 for second place to an anesthesiology resident/fellow or an anesthesiologist who is
within five years of ending his/her training to attend the
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ASA Annual Meeting or, in special circumstances,
another meeting of similar merit.
Award Details
The awards will be given to the primary author of the
best manuscript concerning malignant hyperthermia.
The format may be a case report, literature review or
original study.
• The document should address a significant issue
related to the problem of malignant hyperthermia.
• Those participating must currently be a resident/
fellow in anesthesiology or an anesthesiologist
who is within five years of ending his/her training.
• The paper must be a minimum of three doublespaced typed pages and a maximum of 10 pages.
The author’s curriculum vitae should be included.
• The paper must not be in any stage of publication.
Deadline for receipt of the manuscript in the MHAUS
office is August 1, 2006.
The award will be presented at the annual MHAUS
Recognition Reception at the ASA Annual Meeting in
Chicago, Illinois, this October 2006.
Winners will be notified by August 31, 2006, to allow
for coordination of travel plans.
For further information regarding the application
process for this award, please contact Gloria Artist,
MHAUS, at P. O. Box 1069, Sherburne, NY 13460, by fax
at (607) 674-7910 or by e-mail at <gloria@mhaus.org>.
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State Legislatures Enact Medical Liability Reform Legislation
Lisa Percy, J.D., Manager
State Legislative and Regulatory Issues
emocratic governors of Washington and Wisconsin
signed medical liability reform legislation. In Washington, Governor Christine Gregoire negotiated an agreement between the medical community, insurance industry
and trial attorneys resulting in H.B. 2292. The medical
community and trial attorneys sponsored ballot initiatives
last year that were rejected by voters. The legislation
includes reforms in the areas of patient safety, insurance and
civil procedure.
H.B. 2292 provides that certificates of merit must be filed
by a qualified expert attesting to a reasonable probability
that the defendant did not meet the required standard of care.
The certificate must be filed when the suit is filed. Statements of apology or fault made by health care providers
within 30 days of an injury or adverse event are inadmissible. Medical facilities (hospitals and ambulatory surgical
centers) must report serious “adverse events” to the Department of Health; reporting for less serious “incidents” that
could have injured the patient is discretionary. Prescriptions
must be hand-printed, typed or electronically generated.
With respect to insurance reforms, insurers and claimants
must report closed claims to the insurance commissioner
who will prepare anonymous summaries of the data
acquired. H.B. 2292 establishes a voluntary arbitration system once the suit is filed and subject to a $1 million cap on
damages. Evidence of collateral source payments (past and
present) is admissible. H.B. 2292 extends the amount of
notice a physician must receive before a medical malpractice insurer cancels coverage to 90 days. The insurance
commissioner must approve new malpractice insurance
rates. Insurers must submit proposed rate increases 30 days
in advance. While H.B. 2292 does not include periodic payment or elimination of joint and several liability, the medical
community continues to seek such reforms.
Governor Jim Doyle of Wisconsin signed legislation that
provides a $750,000 cap on noneconomic damages recoverable for personal injuries. The cap does not apply to wrongful death actions. A.B. 1073 was introduced in response to
a decision of the Wisconsin Supreme Court that invalidated
a 10-year-old $350,000 ($445,775 adjusted for inflation)
cap on noneconomic damages. Governor Doyle previously
vetoed a bill that would have capped noneconomic damages.
Because the bill provided separate caps for adults and children, Governor Doyle contended that it violated the equal
protection clause. The legislature concluded that a $750,000
cap would accomplish the goal of affordable and accessible
health care and would provide a reasonable response to the
medical liability situation facing Wisconsin.

D
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Idaho Governor Dirk Kempthorne signed H.B. 634,
which makes statements of apology, condolence and sympathy made by health care professional or their employees
inadmissible.
Office-Based Surgery
Kansas becomes the 21st state to regulate office surgery.
Temporary regulations became effective on March 17, 2006.
The rules provide that a physician must evaluate and record
the patient’s condition, morbidities that complicate operative and anesthesia management, intrinsic risks and invasiveness of the planned surgery or procedure. The physician
or registered nurse anesthetist administering anesthesia must
be physically present during the intraoperative period and
available until the patient has been discharged from anesthesia care. Each office-based surgery and special procedure
must be within the scope of practice of the physician. The
duration and complexity of the surgery or procedure must
reasonably be expected to be completed, with the patient
discharged, during normal operational hours. Patients must
not be discharged until the discharge criteria have been met.
Any surgery or special procedure using general anesthesia or a spinal or epidural block must be equipped with medications and equipment available to treat malignant hyperthermia when triggering agents are used. The office must
have a supply of dantrolene sodium adequate to treat each
patient until the patient is transferred to an emergency facility. Qualified and trained personnel must be available and
dedicated solely to patient monitoring. As of July 1, 2006,
such offices must meet one or more of the standards established by the American Association for Accreditation of
Ambulatory Surgery Facilities, the American Osteopathic
Association, the Joint Commission on Accreditation of
Healthcare Organizations, the Institute for Medical Quality
and the Accreditation Association for Ambulatory Health
Care.
Anesthesiologist Assistants
As introduced, Kentucky S.B. 175 would have eliminated the dual physician assistant/anesthesiologist assistant
(AA) certification requirements so that applicants for AA
licensure would only be required to complete an AA program. The version passed by the legislature directs the Legislative Research Commission to conduct a study that would
compare the certification and scope-of-practice requirements
of AAs in Kentucky to other states that license or certify
Continued on page 35
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The Anesthesia Machine: What’s New Besides the Name?
Russell C. Brockwell, M.D.
Committee on Equipment and Facilities

T

he anesthesia machine, or as it has come to be referred
to in recent years, the “Anesthesia Workstation,” has
gone through a remarkable process of evolution over the
past 25 years. These changes have led us from the simple
pneumatic appliance that was the early anesthesia machine
to the fully integrated, multifunctional computer-controlled
workstation we know today. Today’s systems may now
incorporate everything from gas/vapor mixing to generating
an electronic anesthesia record while simultaneously
retrieving and displaying high-definition imaging results
from your hospital’s computer system.

Anesthesia Workstation Self Tests
The importance of using an appropriate pre-use workstation check list has been taught to anesthesia care providers
(ACPs) for many years. In fact, even today, the somewhat
outdated 1993 Food and Drug Administration (FDA) Anesthesia Apparatus Checkout Recommendations continue to
be taught and used by many clinicians. Unfortunately,
despite the availability of such check lists, some ACPs do
not always perform a complete and appropriate daily preuse workstation checkout procedure. As a result, patient
mishaps continue to occur and appear with some frequency
in our literature. In an effort to improve user compliance
with pre-use checkout procedures for the anesthesia workstation, manufacturers are increasingly including self tests
on their newer systems. These tests are usually semiautomatic and require some limited user intervention at various
times during the testing.
Workstations equipped with such self-testing systems
typically have an electronic display that shows which workstation subsystems are being tested. The self-test systems
instruct the user what to do when a user intervention is
required to complete a component of the self tests (e.g.,
occluding the y-connector, adjusting the APL setting, etc.).

Russell C. Brockwell, M.D., is Associate
Professor, University of Alabama-Birmingham Department of Anesthesiology
and Chief of Anesthesiology, Birmingham VA Medical Center, Birmingham,
Alabama.
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If all the workstation’s components pass these self tests, a
notice is displayed, the workstation’s internal log is updated,
and the system is ready for use. Complications arise when
the self-diagnostics detect a problem and the ACP does not
heed the warnings generated by them; or worse yet, the self
tests are “bypassed” or skipped entirely. In the case of the
latter, no safety advantage is gained by having these systems
available.
It is vitally important for ACPs using workstations that
have self-test features to be aware of exactly what their system’s self tests do and do not evaluate. Users should not
assume that the self tests alone are entirely adequate for preuse workstation preparation. For example, with some selftested systems that have add-on vaporizers, the automatic
leak tests may not routinely test for internal vaporizer leaks
(which can result in awareness during anesthesia). As a
result, these leaks can go undetected if the automated self
tests are run with the vaporizer’s dial set to the “OFF” position. On such systems, the “leak test” portion of the
machine self test should be repeated with each vaporizer
individually, while the vaporizer control dial is set to the
“ON” position.
The ASA Committee on Equipment and Facilities (in
conjunction with the FDA, representatives from the American Association of Nurse Anesthetists [AANA] and anesthesia workstation manufacturers) is in the final stages of developing a revised set of guidelines to replace the 1993 check
list. Because of the recent divergence in anesthesia workstation designs, the revised guidelines will focus primarily on
what the minimum standard should be for what is checked
during your pre-use workstation assessment, not on exactly
how each check is to be performed. This was a necessary
change from the 1993 recommendations since many newer
anesthesia workstations possess unique designs that mandate make/model-specific tests. Unfortunately the days of
having a “one-checklist-fits-all” type of approach for educating ACPs will no longer work. The new apparatus preuse check list guidelines will provide a framework for individual institutions to develop their own specific pre-use protocols that may or may not incorporate the use of self-testing features. The new pre-use check list guidelines are
expected to be adopted within a year or so.
Integrating ICU-Style Ventilation Features
Over the past two to three years, anesthesia workstation
manufacturers have placed a great deal of emphasis on
improving the design of anesthesia ventilators, making them
capable of delivering advanced ventilation techniques such
American Society of Anesthesiologists NEWSLETTER
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as synchronized intermittent mandatory ventilation (SIMV),
pressure-controlled ventilation (PCV) and pressure support
(PS) ventilation. These features have been available in our
intensive care units (ICUs) for many years, but due to limitations of previous ventilator designs, they have heretofore
not been readily available to the anesthesiologist using a traditional workstation. The flexibility that these ventilation
modes offer the clinical anesthesiologist is significant. PCV
may allow more effective, less traumatic ventilation strategies for our sickest patients, potentially helping us to avoid
or prevent worsening of ventilator-associated lung injury.
Ventilation features such as PS and SIMV + PS also may be
helpful with our everyday cases.
Take, for example, a patient who needs a little respiratory assistance when spontaneously breathing through an
endotracheal tube (ETT) or a supraglottic airway (such as a
laryngeal mask airway) to prevent atelectasis and to achieve
adequate minute ventilation. The use of SIMV with or without PS can provide the patient with assisted breaths in synchrony with their respiratory efforts. The synchronization of
the mechanical breath with the patient’s own respiratory
efforts may reduce the need for skeletal muscle relaxants
and deep anesthesia to prevent “bucking.” The addition of
PS by itself can help to overcome added resistance experienced when the patient breathes spontaneously through the
anesthesia circuit and the airway device (either an ETT or
supraglottic airway). Since adding PS functionally reduces
this resistance, it allows the patient to breathe larger tidal
volumes with less effort and could possibly reduce development of perioperative atelectasis.

Monitoring Carbon Dioxide Absorber
Temperatures
With much recent attention regarding reports of fires in
the breathing system related to inhaled anesthetic interactions with CO2 absorbent materials, devices that allow ACPs
to monitor absorber canister temperatures are sure to be seen
on upcoming anesthesia workstations. The topic of breathing system fires related to absorbent/anesthetic interactions
sparked a consensus conference that was held by the Anesthesia Patient Safety Foundation in April 2005. The conference highlighted the hazards of inhaled anesthetic interactions with desiccated “strong base” absorbent materials and
the risks they pose for our patients. The early detection of
excessive heat production in the absorber assembly was
identified as one key to preventing serious patient injury.
The use of sensors that can monitor temperatures within the
absorber assembly may help to provide early warning of
potential problems. One thing is for sure, these sensors likely will be one of the hottest new machine safety devices to
appear.
As we know, the only thing that is certain in life, and
indeed in the future of our specialty, is change. As our anesthesia workstations continue to change with advances in
technology, we must each do our individual best to take
advantage of these new developments so that we can continue to give the highest quality care to our patients.

State Beat: State Legislatures Enact Medical Liability Reform
Legislation
Continued from page 33
AAs. The study also would compare the training, certification or licensure requirements and scope of practice
of AAs and nurse anesthetists. The commission would
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AUA: An Academic Anesthesiology Organization Learning to
Grow and Growing to Learn
David L. Brown, M.D., President
Association of University Anesthesiologists

M

embers of the Association of University Anesthesiologists (AUA) will participate in the 2006 AUA Annual
Meeting in Tucson, Arizona, from May 11-13. The meeting’s host is the University of Arizona
Department of Anesthesiology. Steven J.
Barker, M.D., Ph.D.,
and his faculty have
created a wonderful
mixture of science and local interests to stimulate discussions and fellowship for the members during the meeting.
This meeting remains one of the true highlights of the
academic year, and I have been honored to serve as AUA
president over the last two years. One of our primary goals
of these last two years has been to make the election of AUA
members more objective, and with the leadership of Immediate Past President Donald S. Prough, M.D., on this issue,
I believe the AUA Council and its members are well-served
with the new, more explicit criteria for member election.
These criteria can found on the AUA Web site at
<www.auahq.org> and also are outlined in the Winter 2005
AUA Update, the Society’s quarterly newsletter. It is my
belief that academic anesthesiology needs a larger number
of young and energetic faculty seeking to advance the specialty, and AUA serves as an excellent catalyst for these
needed advances. During 2005, AUA elected to membership the largest number of new members in the history of the
organization, and we are hopeful that this trend will continue in 2006.
It is my sincere hope that the faculty mentoring presentation provided in the 2006 President’s Panel at our Annual
Meeting will stimulate many departments across the country

to seek to understand how best to nurture faculty interests in
academics, both in short-term and, more importantly, over an
entire career. Though remaining speculative at this point,
data suggest that the
presence of fellows in
a department stimulates both frequency
of faculty publications
and National Institutes
of Health award totals.
We need to better understand the survey data that led to
recognition of these associations. The survey was carried out
specifically to create a baseline for our discussion on mentoring at this year’s AUA Annual Meeting. Probably as important to me in developing the survey was the response rate for
our academic departments: of 127 letters sent requesting survey completion, only 39 percent of our academic departments responded. Though acceptable for most surveys, this
rate of return does shed some light on the challenges we face
as a group focused on improving academic anesthesiology
practice.
We also heard about the 2007 AUA Annual Meeting in
Chicago at the Sheraton Hotel and Towers. Jeffrey L. Apfelbaum, M.D., and colleagues at University of Chicago are
busily planning for a welcoming and interesting meeting in
one of our members’ favorite cities on April 26-28, 2007.
With my last year as AUA President behind me, I have
great confidence that Roberta L. Hines, M.D., and the AUA
Council will continue to push in all the right places to create
a vision and develop plans to move academic anesthesiology forward during the later half of this decade. Finally, all
of us on the AUA Council want to thank Nicole C. Bradle
for the wonderful administrative support she provides for
AUA. Without her attention to detail, our work would be
much more difficult.

David L. Brown, M.D., is Edward Rotan
Distinguished Professor and Chair,
Department of Anesthesiology and Pain
Medicine, M.D. Anderson Cancer Center,
Houston, Texas.
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ASA Medical Student Delegation: 3 Amazing Years
Emmett E. Whitaker, Immediate Past Co-Chair
ASA Medical Student Delegation

A

t last October’s Annual Meeting in Atlanta, the ASA
Medical Student Delegation (MSD) convened for its
first official gathering as a part of ASA. It could not have
been more fitting that the inaugural meeting of the ASA
MSD fell on the centennial of its parent organization. 2005
truly was an amazing year for ASA!
When I first met then-ASA President Roger W. Litwiller,
M.D., at the New York State Society of Anesthesiologists
Postgraduate Assembly in 2003, I could not have imagined
how involved medical students could become in ASA in
such a short time. We had the unwavering support of ASA
administration, including, but not limited to: Immediate Past
President Eugene P. Sinclair, M.D., President Orin F.
Guidry, M.D., and Ronald L. Harter, M.D., Chair, Committee on Residents and Medical Students. We also had the
dedication and hard work of medical students across the
country. Thus a goal that seemed so abstract at that time has
become a reality. The MSD is now an official part of ASA
under the auspices of the Resident Component. I am proud
to share with you just a few of the many things we have
accomplished over the past three years. We have:
• Recruited and retained more than 200 medical student
members;
• Organized our delegation and elected our own officers;
• Become an official, recognized, participating part of
the Resident Component;
• Written and submitted our own resolutions and annual reports;
• Attended Annual Meetings and voted as part of the
Resident Component;
• Developed our own Web site; and
• Arranged to author an ASA-sponsored book geared
toward medical students interested in anesthesiology.
Of course just as important as what we have accomplished to date is what we hope to accomplish in the future.
In the future, the MSD hopes to:
• Develop its own bylaws and constitution;
• Elect its officers in an open forum similar to that conducted by the Resident Component;
• Develop a mentorship program through which interested medical students can get information about electives,
residency and anesthesiology practice;
• Create a community service program such that any
interested medical student has resources to give back to the
community in which they live;
• Expound upon the above program by eventually
American Society of Anesthesiologists NEWSLETTER

enacting community service programs that will have nationwide ramifications; and
• Become its own autonomous, self-governed component within ASA.
Medical students are now involved in ASA and in anesthesiology like never before. A few people have been instrumental in making this happen, and as immediate past cochair of the MSD, I would like to extend my sincerest gratitude to the first governing council of the MSD:
Cheri A. Camacho, Co-Chair, University of Rochester;
Mark A. Hoeft, Chair-Elect, University of Vermont; Mary
M. Casciano, Secretary, University of Medicine and Dentistry of New Jersey; Paul A. Rookard, Member-at-Large,
Texas Tech University Health Sciences Center; Alla
Tauber, Alternate, University of Buffalo; Matthew E.
Ockander, Alternate, Arizona College of Osteopathic Medicine; Robert McGraw, Alternate, Texas Tech University
Health Sciences Center; and Kent D. Burr, D.O., Senior
Advisor, Kirksville College of Osteopathic Medicine.
This list represents eight amazing people who made
many sacrifices to see the idea of a Medical Student Delegation come to fruition. Without their hard work and diligence, the MSD may have remained just that: an idea.
I look forward to seeing the MSD grow and prosper in
upcoming years. I consider it a privilege to have had the
chance to see it develop as a fledgling organization. Helping medical students to grow and become involved early is
one of the things that will help ASA and anesthesiology as a
whole to continue to be on the forefront of medicine.

Emmett E. Whitaker is in his fourth year
of medical school at the University of
Rochester School of Medicine, Rochester,
New York.
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ACGME honors ASA
Member D. David
Glass, M.D., with
Gienapp Award

D

. David Glass, M.D., who chaired
the subcommittee that oversaw
the initial implementation of the
Accreditation Council for Graduate
Medical Education (ACGME) duty
hour standards for residents in all
accredited programs, has been chosen
to receive ACGME’s John C. Gienapp
Award. The award, which recognizes
individuals for outstanding contributions to graduate medical education, is
named after ACGME’s first executive
director, John C. Gienapp, Ph.D.
“Dr. Glass sets high standards for
those interested in community and
professional service,” said David C.
Leach, M.D., ACGME Executive
Director. “He has devoted decades to
the improvement of graduate medical
education through extensive volunteer
work with the certifying boards, residency review committees and the
ACGME itself. He is very committed
to patient safety, quality education and
bringing professional values into the
new world. His substantial intellect

and practice approach to improvement
have inspired us all.”
Under the leadership of Dr. Glass,
the ACGME’s duty hour subcommittee advised the board on the implementation of the duty hour standards,
which had been developed by the
ACGME Work Group on Resident
Duty Hours and the Learning Environment. The standards limit resident duty
hours to 80 hours a week, averaged
over four weeks, and set other restrictions on duty hours. The standards
were widely viewed in the academic
medical community as a milestone in
graduate medical education because
they marked the first time that residents in all specialties had restrictions
on their duty hours, and they have been
a catalyst for a paradigm shift in the
structuring of residency programs.
Dr. Glass, who is board-certified in
anesthesiology and critical care medicine, is Professor of Anesthesiology
and Medicine at Dartmouth Medical
School, and Chair of the Department
of Anesthesiology at DartmouthHitchcock Medical Center, Lebanon,
New Hampshire.
Dr. Glass received his award at a
February 13 dinner held during the
ACGME’s Winter Meeting in Rosemont, Illinois.

AMA Meeting to
Include Issues for
Section Council

O

fficials from the Society’s Section Council on Anesthesiology
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 June 10-14, 2006, in Chicago.
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 meeting.
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, e-mail
address and reason for attendance to
Denise M. Jones at the ASA Executive
Office, 520 N. Northwest Highway,
Park Ridge, IL 60068; or fax (847)
825-2085.

In Memoriam
Notice has been received of the deaths of the following ASA members.
John C. Artman, M.D.
Hays, Kansas
December 21, 2005

Frank K. Kan, M.D.
Robbinsdale, Minnesota
February 24, 2006

Patrick G. Schafer, M.D.
Salt Lake City, Utah
March 18, 2006

James E. Downs, M.D.
Knoxville, Tennessee
January 30, 2006

Burt W. Richardson, M.D.
Larkspur, California
January 9, 2006

Christine Z. Shoub, M.D.
Venice, Florida
March 10, 2006
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Anesthesiology in the News
Lethal Injection Q & A

I

n its February 23 issue, the Orange County Register
featured a Q&A on lethal injection with Peter H.
Breen, M.D.
ASA President Orin F. Guidry, M.D., was quoted in an
April 13 New York Times article regarding use of brain
function monitors in a North Carolina lethal injection
case. The Associated Press (AP) also quoted Dr. Guidry
in its April 13 wire story on the same subject. In
response to the AP story, ASA submitted a letter to the
editor to clarify that the “Practice Advisory for Intraoperative Awareness and Brain Function Monitoring”
is meant to provide guidance for anesthesia in surgery
and other medical procedures, not lethal injection.
A quote from Richard J. Pollard, M.D., president of the
North Carolina Society of Anesthesiologists, also was
included in the AP story noted above and in the April 14
issue of The Sun-News, Myrtle Beach, South Carolina.

Dale Peterson, M.D. In the letter, Dr. Peterson thanked
her anesthesia colleagues for providing “life-saving and
pain-relieving therapy to our soldiers in Iraq and
Afghanistan.”
On March 30, the Dominion Post newspaper in Morgantown, West Virginia, ran a Doctors Day commentary by
Robert E. Johnstone, M.D. In it Dr. Johnstone focused
on the selfless actions of Morgantown physicians who
reach out to those in need, both locally and internationally, to provide medical care.

Last Words

T

he April 12 issue of the Journal of the American
Medical Association featured a poignant article
about the last words of patients. The piece, written by
Robert E. Johnstone, M.D., appeared in the section of
the journal called “A Piece of My Mind.”

No Such Thing
Pain Relief for Childbirth

E

asy Labor, a new book on childbirth pain relief
options by William R. Camann, M.D., was featured
in a March 21 Newsweek article. In it Dr. Camann
answered questions regarding pain management
options for pregnant women.

Medical Options for Needle Phobics

M

ichael H. Entrup, M.D., was quoted in a March 28
Wired News story on alternatives to the hypodermic needle for administering medication. Dr. Entrup
advised patients to share any concerns they may have
regarding any aspect of their anesthesia with their
anesthesiologist prior to the procedure.

Doctors Day Letters Get Into Print

E

ric P. Greenblatt, M.D., sent an e-mail to National
Public Radio in response to an “All Things Considered” report about an American medical facility in Iraq.
In the report, one member of the O.R. team was mistakenly described as a “nurse anesthesiologist.” In his email, Dr. Greenblatt pointed out that there is no such
thing as a “nurse anesthesiologist” and explained that
the woman was a nurse and would be properly called a
“nurse anesthetist.” He then went on to offer an explanation of the difference between a nurse anesthetist
and an anesthesiologist.

The ASA Communications Department is interested in
hearing from members who have been quoted in the
media. To let us know that you have been interviewed,
or for assistance with media relations, contact Donna
Habich in the ASA Communications Department at
(847) 825-5586 or e-mail <d.habich@ASAhq.org>.

T

he March 29 issue of the Corpus Christi CallerTimes included a letter to the editor from Mary
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Dr. Lema’s D-Day Analogy Off
the Mark

Finally, it was my visit to the Duxford Air Museum and
the American Cemetery that inspired me to write this editorial. I guess we just see things differently on this issue.

I

Mark J. Lema, M.D., Ph.D., ASA President-Elect
East Amherst, New York

am writing in response to the February 2006 “Administrative Update” column written by Mark J. Lema, M.D.,
Ph.D.
Dr. Lema compares the current ASA membership roster, some 40,000 members, to the soldiers of the United
States Army who landed at Omaha Beach on D-Day.
At first I dismissed this as another example of the
hyperbole one expects to find on the editorial pages of specialty newsletters. In this case, however, the analogy
exceeds the limits of decency.
Dr. Lema sets forth a number of ongoing issues facing
the ASA membership, most of them pecuniary in nature.
How dare he compare this to the D-Day mission faced by
our military. The dangers they faced and the gravity of
their mission has no parallel, not even in military annals.
Dr. Lema should visit Pointe-du-Hoc and then the American Cemetery nearby that overlooks the beachhead. More
than 9,000 American soldiers, most of them teenagers, are
buried there. He should enter the hallowed ground of the
chapel at Colleville-sur-Mer and then the Caen Memorial.
After a tour of those sites, Dr. Lema would be welladvised to return to his desk and compose an apology to
the memory he desecrated with his silly article.
Mark H. Stein, M.D.
New Brunswick, New Jersey

Dr. Lema Responds

D

ear Dr. Stein:

While I appreciate your comments and respect your
views, my analogy is both sound and does not desecrate
the memory of those who fought in battle. There are many
analogies between warfare and business, including Sun
Tzu’s Art of War being required reading for M.B.A. students.
Our constituents have ranked socioeconomic issues as their
number-one priority. Thus discussion of these issues by the
leadership is of paramount importance to the membership.
I encourage you reread the “Administrative Update” for
the intended message it conveys — that each of us needs
to actively advance our practice and not rely on someone
else to do it.

Reader Looks for Guidance on
Hot Issue

A

false alarm last week has prompted us to review the
protocol for evacuating our ambulatory surgical center during a fire (or other disaster). How timely in light of
the content of the episode of “Grey’s Anatomy” referred to
in the letter from ASA President Orin F. Guidry, M.D., to
the show’s producer
<www.ASAhq.org/news/news020606.htm>. The safety
and security officer who responded to our false alarm was
astounded that all of our personnel were not evacuating. It
was clear he had no clue that you could not just leave an
anesthetized patient behind because there might be a fire.
Maybe he has been watching too much television.
The fire code for health care facilities is very specific,
including decibel level of the alarms, placement of sensors
near sterilizers and other equipment and who has the
authority to shut off the alarm in the event of a false alarm.
They are very serious about timely evacuation. Are there
any standards for how to deal with evacuating those
patients who are anesthetized or still recovering from anesthesia? I would assume that as the head of the anesthesia
care team, it would be my responsibility to care for the
safety of my patients and their families as well as my personnel. Obviously this would entail a great deal of responsibility and potentially exceedingly difficult decisions. As
Mark A. Warner, M.D., would say, “who better to do this
than an anesthesiologist!” The idea that when the bell
rings everyone leaves and returns only after someone gives
the all clear is unacceptable.
ASA should have a standard for this. It would not be
the first time unsafe regulations were forced upon us, like
locking up life-saving medications. Please enlighten me if
such guidelines exist. If not, perhaps we should work on
some!
Glenn A. Fromme, M.D.
Medical Director, St. John’s Surgery Center
Springfield, Missouri

The views and opinions expressed in the “Letters to the Editor” are those of the authors and do not necessarily reflect the views of ASA or the
NEWSLETTER Editorial Board. Letters submitted for consideration should not exceed 300 words in length. The Editor has the authority to
accept or reject any letter submitted for publication. Personal correspondence to the Editor by letter or e-mail must be clearly indicated as “Not
for Publication” by the sender. Letters must be signed (although name may be withheld on request) and are subject to editing and abridgment.
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Sedation Debate Goes ‘Round
and ‘Round

Doc Waves Yellow Flag at G.I.
Industry

M

A

any have purported that for sedation to be safely
practiced, someone formally trained in anesthesia
must be providing the related care. Sedation by nonanesthesiologists, however, has been a long-standing practice.
Many reports totaling more than 200,000 patients document that nonanesthesiologists can and do provide safe and
effective sedation with propofol. The absence of any
reported deaths (or even tracheal intubations) in peerreviewed journals concerning patients sedated with propofol by nonanesthesiologists stands in dramatic contrast to
the early experience with midazolam.
Propofol has some common and unique attributes and
disadvantages. All drugs typically do. We all know that
patients can suffer significant respiratory depression and
associated negative outcomes after receiving fentanyl and
midazolam just as well.
It is intuitive and largely recognized, even by nonanesthesiologists, that deep sedation requires a greater degree
of care than moderate sedation and that the use of propofol
should be consistent with standards of deep sedation care.
This includes a trained individual dedicated solely to monitoring the patient. This is where the petition to the Food
and Drug Administration that was submitted by three gastroenterological societies was wrong. Their petition “bundled” into their request both the notion that propofol could
be used nonanesthesia-trained practitioners and that there
was no need for a trained individual dedicated solely to
monitoring the patient. While I agree with the first request
(under proper conditions of education, training, competency and quality improvement), I disagree with the second,
as do even some of the gastroenterological publications on
this issue. It is how a drug is used, not which drug is used,
that largely determines outcome.
The reality of sedation practice is that there are far more
sedations required than could ever be staffed by anesthesiatrained individuals. And it is my belief that it is time for
all parties concerned, including patients, to form a process
whereby we can all work together toward resolving controversies and defining how to best guide all care that requires
sedation. It seems that it is time for a national board
and/or certifying organization to be formed and that this
organization is empowered and charged with the responsibility to standardize, direct and oversee sedation in health
care for all practitioners and patients.
Peter L. Bailey, M.D.
Rochester, New York
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fter reading the erudite and provocative articles written by John P. Abenstein, M.D. (December 2005 and
February 2006) and Keith M. McLendon, M.D. (February
2006) concerning the use of propofol by our friends in the
G.I. industry, it is with great trepidation that I offer this
Humble Hoosier advice to the latter (with apologies to the
television commercial folk):
“Closed course, professional driver. Do not attempt this
at home.”
Kenneth R. DeVoe, M.D.
Greenwood, Indiana

Frodo, Dude,Was a Liberal

Y

our discussion of the import of our Society and those
who serve it as “willing to make the sacrifices necessary to advance the specialty” (February 2006 “From the
Crow’s Nest”) reminded me of a distinction I find between
ASA and some other physician groups: the scientific society versus the guild.
The distinction is found in the essence of each association’s raison d’etre. Our Society exists to advance the science and the practice of anesthesiology. Several other
groups exist solely to protect the economic welfare of their
memberships.
While ASA obviously is a strong force in Washington
and in the various states in the effort to make sure our
members are appropriately compensated, that very important work surely does not comprise more than 25 percent
of the activities of the Society’s officers. Rather I think the
majority of the work they do is that to which you alluded:
creating bridges to other organizations, creating practice
parameters and promoting safety and the appropriate environment for sustained research.
On the other hand, physician organizations abound
that work to promote only the economic welfare of their
members, to make certain that the status quo is maintained. No real boundaries of science are challenged, and
no impetus exists to change the way they practice other
than to improve income. They are not much different
from the medieval guildhalls, the chandlers and the cobblers.
ASA, on the other hand, is very much a liberal organization, in the nonpolitical sense that a “liberal” approach is
one that favors reform and is open to new ideas. ASA is
aimed squarely at change — at improvements in practice
techniques, in safety, in accountability and in patient outcomes.
May 2006
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So, thanks to you (and your sons) for making me think
of all this again: the liberals, the conservatives, the hobbits
and the heroes.
Like Gandalf, heroic or not, it is good to be both grayhaired and “liberal!”
Douglas G. Merrill, M.D.
Seattle, Washington

Hobbits and Wizards and Bears,
Oh My!

I

forced myself to wade through two pages of questionable Tolkien similes (February 2006 “From the Crow’s
Nest”) to just see where you were going. Bacon, grow up!
The Lord of the Rings is fantasy. It is indeed unfortunate
that you analogize pretend stuff written for children with
our specialty. Then again it is not surprising, for in that
very same issue, we also learned that, thank heaven, the
bears are back (Doctors Day 2006) to help us celebrate.
Yesiree, “Doctors Care!” Not only is that sentence the ultimate banal cliche, it’s poor English. “Doctors care!” I can
hear my fifth grade teacher exclaim, “care about what?”
Let’s go the whole way: Doktrz Kar. If you can’t lick ’em,
join ’em!
Steven S. Kron, M.D.
Avon, Connecticut

In Praise of Disruptive
Anesthesiologists

The medical specialty of anesthesiology is inherently
disruptive. This is not to say that we have a propensity
toward losing our tempers and lashing out at our colleagues inappropriately. Rather we are disruptive in the
sense of “disruptive technology.” Unlike the physicians
who require our services, we do not generally (outside of
pain management) intervene positively to improve our
patients’ lives directly. Instead we disrupt the processes of
pain, hypotension, hypoxia and death that would otherwise
afflict our patients during procedures in our absence. We
are seen as disruptive physicians when we say “no.” When
we identify patients who are unready to survive a procedure due to inadequate medical work-up, we disrupt the
operating room schedule and the surgeon’s income (and
primate alpha status). When we state that a patient with
sleep apnea needs to be admitted overnight postop, we disrupt the patient’s plans for “in and out” surgery. When we
aver that our sickest patients deserve evidence-based transfer to a facility with a higher level of care, we are seen as
obstructionistic.
Every day, anesthesiologists around the world are subjected to verbal abuse, complaints to administration and/or
career-ending reprimands for doing our jobs as we understand them: to act as “disruptive” perioperative physician
consultants whose key role is to ensure optimal patient
care. For our specialty to survive and flourish, we need to
continue to act as the crucial brakes on the ever-accelerating surgical vehicle. I plan to remain a constructively “disruptive” perioperative physician in the interest of both
patient safety and the rational practice of my beloved specialty.
Robert C. Jones, M.D.
Edgewater, Maryland

I

n response to the February 2006 “Practice Management”
column describing disruptive physicians, I would like to
go on record as praising constructive disruption. The day
we become “nondisruptive” is the day our specialty dies.
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A Role for Simulators: The ‘E’ in FAER

T

he role of simulation-based education is an important
topic in anesthesiology circles, and members of our
Society are playing a seminal role in the development of
simulation as an emerging education modality for residents,
medical students, nurses and many other groups in health
care. Evidence suggests that experience with simulation
has a positive impact on patient safety and overall quality
of care, and its use is believed by many to be an important
tool for attaining, assessing and maintaining clinical competence.

Despite study in the field for several decades, simulation
education suddenly appears to be an overnight success.
While its role in education and testing remains to be
defined, a number of faculty members of anesthesiology
departments have been working for years in this area.
Much of this work has been carried out in relation to patient
safety and has been presented at Society for Technology in
Anesthesia (STA) meetings. In 2003 the Foundation for
Anesthesia Education and Research (FAER) funded a
study, “Virtual Reality for Regional Anesthesia: A Pilot
Study Utilizing the Popliteal Fossa Block,”1 which examined the use of virtual anatomy and was an important step
forward in improving patient care, especially procedural
outcomes. The premise is that this approach to teaching
regional analgesia will provide better training of residents
and lead to increased use of these valuable techniques in
practice. More recently FAER has received a number of
Research in Education Grant applications on the use of simulators in education. FAER currently has five funded projects in progress focusing on simulation:
• David D. Grimes, D.O., University of Rochester
School of Medicine, for his study “Designing a Virtual
Reality Airway Simulator and Testing It on Residents.”
• Alice Edler, M.D., M.A., Stanford University School
of Medicine, for her study “The Use of Discussion Questions to Foster Critical Thinking Skills in Human Patient
Simulator Education.”
• Gail I. Randel, M.D., Northwestern University Feinberg
School of Medicine, for her study “Effectiveness of a Difficult
Airway Program Using the Intranet and a High-Fidelity
Human Patient Simulation for Departmental Training.”
• David J. Murray, M.D., Washington University
School of Medicine, for his study “Acute Care Skills in
American Society of Anesthesiologists NEWSLETTER

Anesthesia Practice: A Simulation-Based Performance
Assessment.”
• Brian D. Sites, M.D., Dartmouth Hitchcock Medical
Center, for his study “The Design and Validation of a Training Intervention Which Accelerates the Novice to Expert
Performance and Limits Risk to Patients for UltrasoundGuided Regional Anesthesia.”
We believe the outcomes from these FAER research
grants will help to ensure that future generations of physicians acquire timely experience and proficiency before performing patient interventions during their training. Simulation is an investment in patient safety and complements
overall patient care.
We cannot emphasize too strongly the message in the
March 2006 ASA NEWSLETTER by ASA Immediate Past
President Eugene P. Sinclair, M.D., “Our Past, Present and
Future Are Tied to Science.”2 The article discusses challenges, past and present, facing physician scientists who
desire to translate basic science into clinical practice.
Among them, he includes financial pressures facing academic anesthesiology departments, a reduction in faculty
numbers and restricted time for pursuit of scholarly activities. Studies examining the role for and benefits of simulator education are examples of the innovative thinking necessary to balance the availability of limited resources while
seeking continuous quality improvement.
Thanks to your generous support of FAER, we are able
to continue to invest in these pioneering activities in anesthesiology education and training.
“In the long run, our best investment in the future of
anesthesiology is our commitment to the science of anesthesiology.”3
— James E. Cottrell, M.D., 2003 ASA President
References:
1. Terese T. Horlocker, M.D., Mayo Clinic and Foundation, Rochester,
Minnesota: “Virtual Anatomy for Regional Anesthesia: A Pilot
Study Utilizing the Popliteal Fossa Block.” Mentor: David O.Warner, M.D. ASA Newsl. 2004; 68(2):40.
2. Sinclair EP. Our past, present and future are tied to science. ASA
Newsl. 2006; 70(3):3,5.
3. Cottrell JE. Anesthesiology and public outreach – But who is the
public? ASA Newsl. 2004; 68(3):3,7.
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FAER Research Councils Seeking Applications
FAER Pain Research Council Request for
Applications

I

n anticipation of the August 15, 2006, and February 15,
2007, application deadlines for FAER Research Grants,
the Foundation for Anesthesia Education and Research,
through its Pain Research Council, is encouraging research
funding applications in the following area(s):
• Frameworks to evaluate safety, efficacy, competency,
and outcomes in patient populations with pain from
preclinical to clinical settings.
• Studies in the area of physician education in pain
medicine.
Although applications for all categories of FAER grants
are welcome, applications for Research Starter Grants are
especially encouraged. Applications will be evaluated and
scored through the same process as other FAER grant applications. The deadlines annually for FAER applications are

February 15 and August 15. Information regarding FAER
grant guidelines and application materials can be viewed at
<faer.org/grants.php>.
FAER Geriatrics Research Council Request for
Applications

T

hrough its Geriatrics Research Council, FAER is seeking applications for research funding for studies that
will identify factors associated with or predictive of perioperative complications in geriatric patients.
Although applications for all categories of FAER grants
are welcome, applications for Research Starter Grants are
especially encouraged. Applications will be evaluated and
scored through the same process as other FAER grant applications. The deadline for receipt of grant applications is
August 15, 2006. Information regarding FAER grants and
application materials are available at <www.faer.org>.

ASA Centennial Educational Contest Winner

F

AER would like to congratulate
Dario A. Grisales, M.D., an ASA
member residing in Tampa, Florida, on
winning the ASA Centennial Educational Contest. Dr. Grisales successfully completed the ASA Centennial
Crossword Puzzle and was randomly
picked from thousands of entries.
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Dr. Grisales worked for many years alongside pain management physicians, and in May 2005, opened a pain management private practice in Tampa. Dr. Grisales is married
to Dr. Gloria Grisales, and they have one daughter.
Congratulations, Dr. Grisales!

Dario A. Grisales, M.D.
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