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I.  C
urrent Issues Facing        

H
ealthcare in A

m
erica 

A
ccess to H

ealth Insurance ≠ A
ccess to M

edical C
are 

 



Status of  U
.S. H

ealth C
are System

 

 IO
M

 R
eport:  last 35 years have 

been an �era of B
row

nian m
otion in 

health care
� system

 reform
. 

IO
M

 2001 
H

ealth care delivery is an underlying disease  
of current system

: 
It�s a largely disorganized and fragm

ented delivery system
 

characterized by lack of coordination, poor com
m

unication, 
uneven quality, and rising costs.  
(G

oodm
an and Fisher N

EJM
 2008) 

H
ealthcare delivery in the U

.S. is a series of regionally 
influenced sectors, based on a M

edicare business m
odel 

that favors paym
ent for procedures and not patient contact 

tim
e.  It com

pels physicians to em
phasize expensive 

procedures over office visits in order for the physician to 
rem

ain in practice. (Lem
a 2008) 



Issues D
riving H

ealthcare R
eform

 
! U

.S. healthcare spending is tw
ice that of the rest of     

 industrialized w
orld – 17.6%

 of G
D

P in 2009. 
◦ A

verage em
ployer health insurance prem

ium
 (2009) 

◦ $13,375 yearly per fam
ily (27%

 of U
.S. m

edian 
incom

e) 
◦ A

m
ericans receive only 55%

 of recom
m

ended care 
for com

m
on conditions w

hen com
pared w

ith other 
countries.  
◦ Every 30 seconds,  som

eone in the U
.S. files for 

bankruptcy as a result of a serious health problem
 

(1: 5 bankruptcies). 
! A

m
ericans think that death is optional - $130 billion 

spent on care in the last tw
o years of life. 

w
w

w
.nchc.org/facts/cost.shtm

l 



TH
E 

C
O

M
M

O
N

W
EALTH

FU
N

D

International C
om

parison of Spending on H
ealth, 1980–2007

N
ote: $U

S PPP = purchasing pow
er parity.

Source: O
rganization for Econom

ic C
ooperation and D

evelopm
ent, O

E
C

D
 H

ealth D
ata, 2009

(Paris: O
EC

D
, N

ov. 2009).
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It�s A
ll A

bout C
aring For T

he E
lderly 
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B
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M
E and 70 m

illion B
oom

ers 

40 m
illion G

en Xers 



Factors C
ontributing to M

D
 Shortage 

! By 2030,  70 m
illion  w

ill be over age 65. 
! D

octors are aging w
ith their patients and are 

nearing retirem
ent: 

◦ 1975 – 51,000 M
D

s over age 65 
◦ 2006 – 177,000 M

D
s over age 65 

! Life-style issues for the new
 generation of M

D
s 

w
ill reduce their productivity by 15%

 - 25%
. 

! 1990 – 2006:  54%
 decrease in prim

ary 
care  practitioners.  

 
D

avis R. U
SA Today 2/26/08 p.1-2;  Rubin R. U

SA Today 12/3/08 p.9D
;  

N
uckols T et al., N

EJM
 360:2202, 5/21/2009 



II.  Future of A
nesthesiology 

– T
he Peripatetic P

ractice 

C
onnected to the operating room

 m
eans 

you m
ay go dow

n w
ith the ship…

  
or  

W
hat you learned during training w

ill not 
apply in the future 



SU
R

G
IC

A
L T

R
E

N
D

S SIN
C
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M
ID

-90
�s C

H
A

N
G

IN
G

 T
H

E
 

LA
N

D
SC

A
P

E
 

! M
inim

ally invasive surgery blurred lines 
betw

een invasive radiology and surgery 
! R

obotic and Telesurgery                      
(R

adical P
rostatectom

y) 
! Transgastric Surgery (A

ppendectom
y) 

! R
adiologic procedures (G

am
m

a K
nife) 

! �M
edicalization

� of surgery                 
(U

rology – B
rachytherapy, horm

one therapy) 
! O

ffice-based procedures rem
oving 

traditional surgery aw
ay from

 hospitals 



�M
inim

ally Invasive
� A

nesthesia 
C

hanging P
ractice Landscape – Safer and E

asier 

O
ld Techniques 

N
ew

 Techniques 
A

rterial B
lood G

as A
nalysis  

C
olor of B

lood  
C

ontinuous E
nd T

idal C
o

2  M
onitors 

P
ulse O

xim
etry 

Pallor,  C
om

plete B
lood count 

C
ontinuous H

em
oglobin/P

ulse 
O

xim
etry 

E
lectroencephalogram

 
C

erebral O
xim

etry (T
issue O

xygen 
Saturation in B

rain) 

P
ulm

onary A
rtery H

em
odynam

ic 
M

onitors 
N

on-Invasive C
ardiac O

utput M
onitors 

(From
 E

T
 tube) 

N
erve Stim

ulation,  A
ntim

uscarinic/
A

nticholinesterases 
Selective N

eurom
uscular R

elaxant 
B

inding A
gent (Sugam

m
adex

®) 

A
rterial Line B

lood P
ressure M

onitoring 
C

ontinuous N
on-Invasive B

lood P
ressure 

M
onitoring 

A
natom

ic Landm
arks,  

B
lind N

eedle Insertion 
U

ltrasound G
uided N

eedle P
lacem

ent 
W

ith N
erve Stim

ulation 

Fiberoptic Intubation, 
A

w
ake, Sedated Intubation 

G
lidescope

®,   
Laryngeal M

ask A
irw

ay
® 



Future P
ractice P

redictions 
! M

egatrends in anesthesia practice 
◦ Intense C

om
petition 

" 
O

utsourcing  A
broad – loss of surgical cases and revenue 

" 
H

ospital C
losures – less sites, less job options 

" 
C

R
N

A
 Independence – threat as cost, not safety, is driving force 

" 
C

om
plim

entary M
edicine – rem

oves patients from
 surgical options 

◦ D
ecreasing Paym

ents 
" 

Vanishing Stipends – H
ospital C

EO
s retaliate to preserve m

argins 
" 

Expanding Entitlem
ent Program

s – M
edicare/caid, SC

H
IP pay less 

" 
Paym

ents N
ot Keeping Pace w

ith O
perating C

osts – less m
argin 

◦ C
om

plex G
roup Interactions 

" 
Pow

er Struggle w
ith C

EO
 – M

D
 shortage vs. controllable C

R
N

A
s 

" 
Lifestyle  - �w

ork less,  pay m
ore� concept – less days/hours 

W
eiss, M

.F.,JD
  Sum

m
it H

M
R

 The R
esource, #61,7-8/06,  #68,11-12/07, #70,3-4/08 



O
ther M

egatrends in A
nesthetic P

ractice 

! D
isruptive Technologies 

U
nexpected advances in anesthetic drugs or 
delivery system

s – m
aking anesthesia 

accessible to m
any specialties                            

– threatens volum
e of routine cases. 

! E
xpansion of M

inim
al Surgery  

Further reduces need for anesthesia specialists. 
– com

petition from
 non-anesthesia providers. 

! P
hysician P

roceduralists  
E

xpand oversight of conscious sedation nurses 
or em

ploy C
R

N
A

s/C
SN

s to give office 
anesthetics                                                          
– loss of case volum

e and personnel. 



C
hanges In H

ospital P
ractice A

re 
Inevitable and Im

m
inent 

! P
ractice – lesser trained personnel w

ill dom
inate 

routine health care delivery to reduce costs – 
higher supervisory ratios. 

! H
ospitals – inpatient IC

U
 facilities w

here surgical 
and m

edical care are fused. E
R

, IC
U

, H
ospitalist 

and Surgicalist physicians already collaborate for  
continuity of  hospital care –                               
need to becom

e a player again. 
! Paym

ent – reduced paym
ent for expensive 

surgical and hospital-based services w
ill challenge 

M
D

s� ability to provide solo care w
ithout 

accepting hospital em
ploym

ent or C
E

O
 subsidy – 

higher supervisory ratios or perioperative care. 
 



III.  Leadership – P
lanning the            

Future of A
nesthesiology  

Lead, follow
 or get out of the w

ay  
 

 
 

 vs.  
Fools rush in w

here w
ise m

en fear to tread 
 



R
adically R

ethinking W
hat W

e D
o 

A
nesthesiologists vs. N

urse A
nesthetists 

�…
M

idw
ives m

anage uncom
plicated 

deliveries under protocols providing for 
physician com

pensation…
W

hy does our 
specialty�s view

 of the care of low
 risk 

anesthetics differ so dram
atically from

 the 
obstetrician

�s view
s of the care of low

 
risk deliveries?�  

                       - R
on D

. M
iller M

.D
. 

                         A
SA

 N
ew

sletter 2005 



A
 W

aste of O
ur Skills? 

�…
w

e have excellent anesthesiologists w
ho m

arkedly 
restrict their full potential to provide a positive 
im

pact on [patient] safety by delivering one-on-one 
care to [low

 risk patients and procedures that]  do 
not w

arrant such physician-intensive, inefficient, and 
cost-ineffective care.� 

                         - M
ark W

arner M
.D

. 
                           44

th R
ovenstine Lecture 2006 

                           A
SA

 President –Elect 
 Is it tim

e to follow
 the IC

U
 physician care m

odel of 
supervision by protocol of 8-10 operating suites? 

 



T
he G

auntlet H
as B

een D
ropped 

! Patient A
ccess v. Patient Safety v. 

Physician Paym
ent v. G

overnm
ent C

ost 
C

ontainm
ent 

! �H
ow

 m
any people can w

e get through 
the system

 as safely and efficiently and 
as cheaply as possible?� 

! H
ealthcare reform

 is N
O

T
 about 

patient safety or access, but about cost 
containm

ent. 



N
o G

ood D
eed G

oes U
npunished 

  O
ver the past 35 years, w

e have convinced 
the public that anesthesiology very safe.  It is 
now

 in jeopardy of being relegated by 
legislators and payers to a technical 
perioperative endeavor m

anaged by 
technicians w

ithout close physician 
supervision. 

It�s so easy, even a  
cavem

an can do it. 

  



Four A
reas to C

hange 
! D

iversifying of our practices beyond the 
operating room

 (critical care, pain m
edicine) 

! Expanding of our adm
inistrative leadership 

capabilities (am
bulatory surgery directors) 

! R
estructuring resident training program

s so 
future physicians are prepared for the changes 

! C
onducting relevant research to show

 safe 
short-term

 and long-term
 patient outcom

es 
O

ur strategies m
ust  focus on expansion of 

perioperative care, critical care and pain 
m

anagem
ent services that m

ake us valuable and 
essential to those w

ho are in need of our 
m

edical services. 
adapted from

 K
apur, P SA

A
A Lecture 2009 



A
ccepting the R

esponsibility 
! R

educe overall m
orbidity and m

ortality by: 
◦ R

educing the incidence of postoperative infection 
◦ R

educing postoperative ischem
ic events 

" C
ardiovascular 

" Peripheral 
" H

epatorenal 
◦ R

educing postoperative cognitive dysfunction 
◦ Elim

inating intra-operative aw
areness and its resultant 

psychotraum
a 

◦ R
educing the developm

ent of chronic pain  
◦ R

educing postoperative pulm
onary com

plications 
◦ R

educing tum
or recrudescence 



L
eadership – A

m
erican Style 

 Six R
ules for 

Successful Leadership 
from

 Jack W
elch     (ex-

C
E

O
 of G

E
) 

 !
 

C
ontrol your destiny, or 

som
eone else w

ill.  
!
 

Face reality as it is, not as it 
w

as or as you w
ish it to be.  

!
 

Be candid w
ith everyone.  

!
 

D
on
�t m

anage,  lead.  
!
 

C
hange before you have to.  

!
 

If you don't have a 
com

petitive advantage, 
don't com

pete. 



IV.   H
ealth R

eform
 

M
edical A

rm
ageddon  

or  
A

 Tem
pest in a Teapot 



H
ealthcare R

eform
  - 

G
overnm

ent C
oncerns 

! N
ational D

ebt: 13.6 Trillion dollars or $44,000 
per A

m
erican 

! 42%
 of adults (19-64) are un/underinsured 

! R
ecent C

ensus Bureau Statistics - 47 m
illion 

uninsured A
m

ericans (10%
 m

ake over $75,000/
year) 

! C
BO

 D
irector estim

ates w
asteful healthcare 

spending to be $700 Billion 
! M

edicare Insurance Fund exhausted by 2017 
! M

edicare pay cut for physicians is 21%
 in 2010 

! C
M

S is using R
and C

orporation to study cost-
effective outcom

e data for highest paying C
PT

 
codes (Pain) 



Lem
a
�s 6 E

ssential Q
uestions 

For U
.S. H

ealthcare R
eform

 
1. 

H
ow

 do you get every A
m

erican into a healthcare 
netw

ork w
ithout rationing care (access or quality)? 

2. 
H

ow
 do you pay for it w

ithout bankrupting businesses 
or over-taxing the m

iddle class? 
3. 

W
here are you going to find the necessary health 

providers to deliver tim
ely care w

ithout stratifying the 
quality into M

D
 vs. non-M

D
 delivered care? 

4. 
W

ho
�s going to pay the educational costs of the 

doctors already practicing in the current system
 once 

practice restrictions and paym
ent caps are legislated? 

5. 
H

ow
 are you going to convince the �best and 

brightest� to enter m
edicine during this transition to 

nationalized style of healthcare? 
6. 

H
ow

 can you expect cost containm
ent w

hen tort 
reform

 is not even being considered? 



Som
e W

ashington Politicians� 
Solution to H

ealthcare C
osts 



V.  Final T
houghts on 

A
nesthesiology

�s Future 

It�s not about O
bam

aC
are or H

ealthcare R
eform

.   
 

It�s all about the evolution of m
edical practice 



W
hat W

ould I W
orry A

bout 
! Endoscopy/O

phthalm
ology paym

ents w
ill be capped 

or elim
inated. 

! Im
pact of anesthesiologists becom

ing hospital 
em

ployees. 
! M

edicare/caid cuts - C
M

S dem
ands R

BRV
S paym

ent 
structure. 

! Im
pact of m

ega-group takeovers on anesthesia 
training program

s. 
! H

ow
 do you transform

 an O
R

-based residency 
program

 to a non-O
R

 based training? 
! W

ill C
R

N
A

 m
ega-groups displace M

D
 based groups 

and how
 m

ight that im
pact training applications? 

! LM
A

/propofol replaced by Sedasys system
s and 

conscious sedation nurses. 





O
nly T

hree W
ays to G

et Paid 
Paym

ent  
System

 
K

ey  
E

lem
ent 

Im
pact  

Incentive 
R

isks 
C

orrection 

Salary 
Paid a certain 
am

ount per 
w

eek 

M
ore tim

e to see 
patients, lim

its 
num

ber of patients 
seen, less concerned 
about volum

e 

Too m
uch care 

given to one 
patient and not 
enough to the 
com

m
unity 

C
linic controls 

appointm
ents and 

hours and 
schedules them

 
to increase 
productivity. 

C
apitation 

Paid based on 
num

ber of 
patients in panel 

A
dd m

any pts to 
panel for high paym

t/
m

em
ber; reduce 

hours 

U
nder  utilization 

of M
D

 services 
leads to poor 
care 

System
 lim

its 
num

ber of 
patients/panel 

Fee for Service 
Paid for every 
service 
provided 

Encourages 
providing expensive 
procedures or 
extends contact 

O
veruse of 

services and 
costs is hallm

ark 

M
onitoring of 

services or 
reducing paym

t.  
P4P, transparency 

B
rook R

H
. JA

M
A

(2010), 304(7):795-796 



W
hat W

ould I W
orry A

bout 
! Endoscopy/O

phthalm
ology paym

ents w
ill be capped 

or elim
inated. 

! Im
pact of anesthesiologists becom

ing hospital 
em

ployees. 
! M

edicare/caid cuts - C
M

S dem
ands R

BRV
S paym

ent 
structure. 

! Im
pact of m

ega-group takeovers on anesthesia 
training program

s. 
! H

ow
 do you transform

 an O
R

-based residency 
program

 to a non-O
R

 based training program
? 

! W
ill C

R
N

A
 m

ega-groups displace M
D

 based groups 
and how

 m
ight that im

pact on training applications? 
! W

ill LM
A

/propofol be replaced by Sedasys system
s 

and conscious sedation nurses. 



M
cSleepy m

eets D
aV

inci 
! In a w

orld first, a com
pletely robotic surgery and anesthesia has 

been perform
ed at the M

cG
ill U

niversity H
ealth C

entre. 
!  R

obots w
ill not replace doctors but help them

 to perform
 to the 

highest standards [w
ith less personnel]. 

                      Julie R
obert 10/18/2010  (http://m

uhc.ca) 



U
.S. H

ealthcare R
eform

 – 
P

robable 2011 D
irections 

  U
.S. governm

ent w
ill use clinical outcom

e studies to 
redistribute paym

ents by restricting or elim
inating 

fees on services that dem
onstrate little benefit in 

im
proving a patient�s w

ell-being or hastens 
convalescence (vertebroplasty for those over age 
65). 

   R
eform

 w
ill likely increase the cost of goods, 

increase federal and state taxes, reduce paym
ents to 

hospitals and physicians, and m
andate perform

ance 
m

easures. 
   G

overnm
ent w

ill dum
b dow

n care by expanding the 
role of non-M

D
 providers.  M

ake everyone a doctor 
and the perception of care is unchanged. 

   



R
eal Solutions to Im

prove 
H

ealthcare in A
m

erica 
! C

hange the current paym
ent system

 from
 �paym

ent 
dictates practice� to �practice guides paym

ent�. 
! Better access to healthcare m

eans having an 
adequate supply of doctors and other providers. 

! Pay adequately for com
plex cognitive m

edical care 
and doctors w

ill return to prim
ary care. 

! D
evelop healthcare algorithm

s guided by evidence – 
based practice w

ith favorable outcom
es. 

! M
ake the patient responsible for paying som

e 
healthcare costs through health savings plans or 
other reim

bursable accounts. 
! Engage all stakeholders in the reform

 process and 
let them

 know
 that their second choices are m

ore 
likely to be considered (truly a com

prom
ise).  

! H
ealth reform

 w
ill not happen w

ithout tort reform
. 



W
hy A

nesthesiologists A
re W

ell-
P

repared for C
hanging T

im
es 

! Efficiently m
anage O

R
 activities 

! Provide subspecialty care to im
prove 

m
arketability 

! D
eliver care w

hen it m
atters m

ost and w
hen 

unexpected crises occur 
! Supervise or personally deliver the full 

spectrum
 of cost effective anesthesia care  

! Perioperative and critical care m
edicine have 

alw
ays been fundam

ental part of our 
training.  



R
eal Solution for A

nesthesiologists to 
T

hrive (Survive) 
! G

et out of the O
R

 and back to the IC
U

s. 
! R

un perioperative care services for the 
surgeons. 

! Take on a greater adm
inistrative role in the O

R 
(business degree). 

! Becom
e indispensible to those w

ho w
ould use 

your services (preoperative w
ork-ups). 

! Prepare for m
edical direction (up to10:1) and 

supervision of sedation nurses. 
! Start figuring out how

 w
e can save 1.5%

 yearly 
on healthcare w

ithout hurting our bottom
 line. 

! D
em

onstrate that w
e are safer, cheaper and 

m
ore versatile than C

R
N

A
s. 



Future A
nesthesia P

ractice/Paym
ent O

pportunities 

! H
igh-A

cuity Intraoperative A
nesthesia C

are  
! Supervision of M

ultiple A
nesthetic Locations  

! M
edical C

are of Surgical Patients 
◦ P

reoperative E
valuation 

◦ Surgical A
ntibiotic P

rophylaxis 
◦ Perioperative G

lucose C
ontrol 

◦ Perioperative B
eta B

lockade 
◦ A

cute Pain M
anagem

ent 
◦ Surgicalist or Perioperativologist 
◦ (Postoperative C

ognitive D
ysfunction?) 

! M
edical-Surgical-Pediatric Intensive C

are 
! C

hronic Pain C
are 

! E
nd-of-Life &

 H
ospice C

are 
! O

perating R
oom

 M
anagem

ent 
! O

versight of P
rocedural Sedation 

! O
versight of Perioperative Services 

 
R

VG
 – E/M

 C
odes – H

ospital Paym
ent 

From
 A

. H
annenberg 
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! V.  Final T
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A
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 Future 



U
.S. H

ealthcare vs. T
he W

orld 



A
nesthesiology Shortages M

ay H
asten   

Transition to M
id-Level P

roviders        

! Expansion of anesthesia services into offsite/unusual 
anesthetizing locations creates greater solo M

D
 

dem
and w

ith reduced w
ork force efficiency. 

! Pain m
edicine subspecialty prevents m

ost physicians 
from

 providing O
R

 coverage depleting supply. 
! R

ise of preoperative testing sites w
ill rem

ove 
another M

D
 from

 O
R

 coverage each day. 
! Earlier retirem

ent by M
D

s- reduces w
orkforce 

! Q
uality of life pursuits and gender issues w

ill  likely 
reduce clinical productivity of next generation. 



Troponin, β-type natriuretic 
peptide and C

-reactive protein 
rem

ain elevated 5 days after 
surgery and indicate potential 
adverse effects on m

yocardial 
perform

ance.   

Troponin 

β - N
P

 

C
R

P
 

A
ugust 
2009 



H
ow

 M
ight A

nesthetic P
ractice 

E
volve O

ver the N
ext D

ecade? 
! Inpatient hospital care only for the sickest 

patients (one large IC
U

). 
! Safer drugs w

ith keen target specificity and 
w

ith m
inim

al or no side effects. 
! C

om
puter-driven dosing w

ith physiologic 
feedback com

pensation. 
! M

inim
ally-invasive but tiresom

ely-long 
surgeries and anesthetic m

anagem
ent.  

! Telem
edicine, R

obotics, Pharm
acogenetics 

A
dapted from

 K
apur, P. SA

A
A lecture 2009 


