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Dear ASA Member:

On behalf of the membership of the Society for Ambulatory Anesthesia (SAMBA), I am pleased to pro-

vide you with this copy of January’s issue of Ambulatory Anesthesia.  For nearly 18 years, this newsletter has

provided SAMBA members with information regarding current issues in ambulatory practice, upcoming

educational programs and other items of interest to our subspecialty. We hope that you enjoy this edition.

We also invite you to visit the SAMBA Web site <www.sambahq.org>, which is extremely user-friendly

and includes an application for membership, online meeting registrations, membership directory, patient

information pages, discussion panels, surveys and much more.  In addition, we have created “SAMBA

Talks,” an electronic newsletter. The most recent version summarizes current articles of interest to our

members, lists information on upcoming meetings and provides news for patients.

I would also like to take this opportunity to invite you to a very special event — SAMBA’s  Annual

Meeting, which will be held in conjunction with the Federated Ambulatory Surgery Association and the

International Association for Ambulatory Surgery on May 8-11 in Boston, Massachusetts.  This “mega-

meeting,” known as the Fifth International Congress on Ambulatory Surgery, is the first of its kind and

brings together ambulatory professionals from around the world for three days of comprehensive pro-

grams from a variety of perspectives in ambulatory surgical and anesthesia care. We invite all ASA mem-

bers involved in ambulatory surgery, be it in a hospital setting, a freestanding surgery center or an office,

to attend what promises to be one of the most exciting educational opportunities of the new year.

SAMBA members receive many benefits that facilitate the sharing of information relevant to our sub-

specialty, which now represents almost 70 percent of all anesthetics administered today. Examples include

opportunities such as subscribing to Anesthesia & Analgesia at a reduced rate. We encourage you to com-

plete the application found on the inside back cover of this newsletter and to become an active participant

in SAMBA.  My colleagues and I look forward to joining with you in the future and to a growing reader-

ship of Ambulatory Anesthesia.

Hope to see you in Boston in May!

Cordially,

Lydia A. Conlay, M.D., Ph.D.

President

520 N. NORTHWEST HIGHWAY • PARK RIDGE, IL 60068-2573 • 847/825-5586 • 847/825-5658



SAMBA and the Federated Ambulatory Surgery Associ-
ation (FASA) have issued a call for abstracts for pre-

sentation at the International Association for Ambulatory
Surgery 5th International Congress on Ambulatory
Surgery to be held May 8-11, 2003, in Boston, Massachu-
setts.  The Congress will be held in conjunction with the
SAMBA 18th Annual Meeting and the FASA 29th Annual
Meeting.

The 5th International Congress will accept only those
abstracts that are submitted through the Congress Web site
<www.iaascongress.org>.  SAMBA members also may
submit abstracts through their Society’s Web site at
<www.sambahq.org>.  To download a copy of the typing
instructions and grading criteria or to submit abstracts and
complete cover letters, visit either of these Web sites.  

Submission is user-friendly and easy to follow.  By
printing out the typing instructions, one is able to prepare
an unblended and blinded abstract on his or her comput-
er.  The instructions will walk one through the entire sub-
mission process by first asking the visitor to complete a re-
quired cover letter.  Once the requested information on the
cover letter is completed, a blinded and unblinded copy of
the abstract is “uploaded” (saved) from the user’s com-
puter.  Instructions will detail how to upload the already
prepared document to the Web site for submission.  Once
this process is completed, the system will ask if another ab-
stract is to be submitted.  If yes, the process begins again
with the cover letter.

Abstracts will be accepted in the following categories:
Surgical Techniques and Clinical Practice Management;
Anesthesia Techniques and Clinical Management; Patient
Safety and Quality Improvement; and Business Opera-
tions Management.  The Business Operations Manage-

ment category encompasses the various topics involved in
running successful facilities and practices, including
human resources, financial and business development as
well as compliance issues.

To encourage resident research in ambulatory anesthe-
sia, SAMBA will issue a limited number of travel awards to
anesthesiology residents whose scientific abstracts submit-
ted in the categories of Anesthesia Techniques and Clinical
Management and Patient Safety and Quality Improvement
are accepted for poster presentation at the Congress.

These travel awards will support residents in training
with a grant of $1,000 each.  Those who receive a travel
grant for their abstracts will remain eligible for cash
awards presented by the White Mountain Research Foun-
dation.  Papers presented at the Congress are eligible for
presentation at other ambulatory surgery and anesthesiol-
ogy conferences.

Individuals need only submit their abstracts once.  In-
dividuals whose abstracts were not properly received will
be contacted.

The deadline for receipt of properly submitted abstracts
to the SAMBA office is February 7, 2003. A properly sub-
mitted abstract consists of an original abstract that has not
been presented at a large anesthesia meeting during or be-
fore 2002, is accompanied by a completed official cover let-
ter (this step must be completed to proceed to the next step
in the electronic submission process) and one blinded copy
of the abstract, which must be included to complete the
submission process.  Abstracts are blinded by deletion of
the author(s) and institution(s) from the original.

Questions regarding abstract submissions may be di-
rected to the SAMBA office by telephone at (847) 825-5586
or by e-mail at < samba@ASAhq.org >.
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Like practice venues within ambu-
latory anesthesia, SAMBA’s mem-

bership and educational programs
continue to grow and prosper.  This
success no doubt reflects the involve-
ment of our members who so dili-
gently fill out the surveys from which
these programs are ultimately
planned.  On behalf of the SAMBA of-
ficers and directors, I would like to
thank each of you for taking the time
to do so.  We read every single com-
ment in an attempt to meet your
needs.  The participation of our mem-
bers plays a vital role in SAMBA’s
continued success.

Boston 2003 — Charting the Course
for Ambulatory Anesthesia

One of the most exciting — and
certainly new — endeavors undertak-
en by SAMBA during the last decade
is the upcoming 5th International
Congress on Ambulatory Surgery to
be held in Boston, Massachusetts, on
May 8-11, 2003.  This “mega meeting”
represents the merger of the annual
meetings of three different interna-
tional societies.  It will no doubt offer
attendees an unprecedented experi-
ence with three days of educational
programs covering a variety of topics
from differing perspectives and types
of ambulatory settings.  In addition to
issues of interest to anesthesiologists,
the program will include a number of
“crossover” topics of interest to sur-
geons and ambulatory administrative

personnel.  SAMBA joins the Federat-
ed Ambulatory Surgery Association
and the International Association for
Ambulatory Surgery in bringing to-
gether these ambulatory surgical pro-
fessionals from around the world and
the more than 200 leading manufac-
turers who will provide access to the
very latest developments in our field.
Watch for the brochure, and join us —
you’ll be glad you did!

SAMBA’S Educational Mission — 
Revisited, Revised and Renewed

Efforts continue toward revitaliz-
ing SAMBA’s education mission by
revamping the annual and mid-year

meetings and thus enhancing the
membership’s practice with ambula-
tory patients. Walter G. Maurer, M.D.,
Cleveland, Ohio, has completed a
strategic plan for the annual meetings,
which will be a significant topic for
discussion at the next meeting of
SAMBA’s Board of Directors. Two re-
cent venues, the Mid Year Meeting ad-
dressing “Office-Based Anesthesia,”
organized by Lucinda L. Everett,
M.D., Seattle, Washington, and the

SAMBA Breakfast Panel “Anesthesia
in the Outback,” organized by
Thomas W. Cutter, M.D., Chicago, Illi-
nois, drew record attendances.  From
the apparent interest in these topics as
well as the general “buzz” around the
meeting, it seems clear that such non-
traditional venues represent not only
the most rapidly expanding part of
our businesses but also one of the
most lucrative.

Nontraditional educational venues
are gaining in popularity.  For exam-
ple, the most recent version of
“SAMBA Talks,” our electronic
newsletter, summarizes current arti-
cles of interest to ambulatory anesthe-
siologists, discusses upcoming meet-
ings and provides news for patients.
SAMBA’s other activities also are be-
coming increasingly Web-based and

Lydia A. Conlay, M.D., Ph.D.

By Lydia A. Conlay, M.D., Ph.D.
2002-03 SAMBA President

Continued on page 12

SAMBA is recog-
nized as a cohesive
group that can speak
to issues which benefit
our membership.

L
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EDITOR’S PAGE

A Call for Participation

SAMBA continues its commitment
to education and research in the

fields of ambulatory anesthesia and
office-based anesthesia.  As men-
tioned by President Lydia A. Conlay,
M.D., Ph.D., Philadelphia, Pennsylva-
nia, SAMBA continues to grow and
prosper.  We would like all practition-
ers of ambulatory anesthesia to join
SAMBA in its efforts to influence pa-
tient care and safety.

This newsletter projects the image
and activities of SAMBA, and the
quality and content of the newsletter
are largely influenced by its members.
Therefore, I would request our mem-
bers to please share their ideas and vi-
sion and participate toward the ad-
vancement of the Society.  I would like
to reinforce the request from Commit-
tee on Annual Meeting Chair Walter
G. Maurer, M.D., Cleveland, Ohio, to
provide us with your views regarding
the Annual Meeting by completing a
survey that can be found on the
SAMBA Web site <www.sambahq
.org>; click on “SAMBA CME Pro-
gram Survey.”  

In this issue, Kumar G. Belani,
M.D., Minneapolis, Minnesota, pro-

vides us with an excellent review of
the refresher course on regional anes-
thesia in pediatric patients presented
during the American Society of Anes-
thesiologists (ASA) 2002 Annual
Meeting in Orlando, Florida.  Ba-
batunde O. Ogunnaike, M.D., Dallas,
Texas, and Brian M. Parker, M.D., and
Raymond G. Borkowski, M.D., both
from Cleveland, Ohio, summarize
some of the scientific abstracts related
to ambulatory anesthesia that were
presented during the ASA Annual
Meeting.  These summaries illustrate
recent advances in ambulatory anes-
thesia that allow improvement in out-
comes, particularly with respect to
postoperative pain management, nau-
sea and vomiting.  

We often face ethical dilemmas and
wish we had some guidance with
such difficult situations.  Mary Ann
Vann, M.D., Boston, Massachusetts,
provides us with an excellent article
on various ethical issues with empha-
sis on ambulatory anesthesia practice.  

The SAMBA Sixth Mid Year Meet-
ing held last October in Orlando,
Florida, was a great success.  The pro-
gram covered a number of interesting

topics related to office-based anesthe-
sia practice.  The next SAMBA Annual
Meeting will be held on May 8-11,
2003, in Boston, Massachusetts.  De-
tailed information and the prelimi-
nary program of this meeting will be
available soon.  I look forward to see-
ing you in Boston!  

I wish you all a happy and pros-
perous 2003.  
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T he following is a summary of select
ambulatory anesthesia abstracts pre-

sented during the 2002 Annual Meeting
of the American Society of Anesthesiolo-
gists (ASA), which was held on October
12–16, 2002 in Orlando, Florida. The
ASA abstract numbers are shown in brack-
ets for reference [e.g., A-7].

It is of interest to note that equip-
ment for monitoring the depth of
anesthesia (or hypnosis) occupied a
noticeable share of these presenta-
tions, including the Bispectral EEG
analysis (BIS™), PSA 4000™, which
utilizes processed quantitative EEG to
render a patient state index (PSI)
number and the SNAP™, derived
from the Nicolet numeric spectrum
EEG algorithm.  

Scott F. Cassingham, M.D., Lake
Charles, Louisiana, used the PSA
4000™ to guide propofol administra-
tion and compared this to routine clin-
ical monitoring with respect to propo-
fol usage and the recovery time after
laparoscopic gynecologic procedures
[A-5]. Patients undergoing laparo-
scopic gynecologic surgery were ran-
domized to receive propofol infusion
titrated according to routine practice
or titrated to PSI values between 38-50.
A 32-percent propofol reduction was
obtained in the PSI-guided group.  PSI
also allowed a 25-percent reduction in
time to operating room (O.R.) dis-
charge and a 19-percent reduction in
time for postanesthesia care unit
(PACU) discharge eligibility.

Jun Tang, M.D., University of
Texas Southwestern Medical Center at
Dallas, Texas, compared the sensitivity
and specificity between the PSI and
the BIS with respect to prediction of
the level of consciousness during in-
duction and emergence from general
anesthesia [A-547]. Comparative PSI
and BIS values were obtained at spe-
cific time intervals during induction

and emergence periods, namely,
preinduction, preintubation, preinci-
sion, end-of-anesthesia and eye open-
ing. The association between BIS and
PSI values and probability of uncon-
sciousness were assessed using a lo-
gistic regression analysis procedure.
The authors concluded that the PSI ap-
pears to possess similar sensitivity and
specificity to the BIS in assessing con-
sciousness during induction and
emergence from general anesthesia.  

Cynthia A. Wong, M.D., North-
western University, Chicago, Illinois,
evaluated the relationship between
the SNAP and BIS indices during out-
patient gynecologic surgery.  Patients
undergoing gynecological procedures
(n=14) received balanced general
anesthesia (GA) consisting of propo-
fol, fentanyl or sufentanil and sevoflu-
rane 1 percent to 2 percent, during
which BIS and SNAP values were
recorded every five minutes.  Frequen-
cy distributions of SNAP and BIS val-
ues showed a greater proportion of
patients in the 50-65 range of the
SNAP index during maintenance of
GA and a greater proportion in the >65
range after discontinuation of the in-
haled anesthetic compared to the BIS
[A-553].

Vivian Oei-Lim, M.D., Ph.D., Uni-
versity of Amsterdam, Holland,
Netherlands, investigated the correla-
tion between BIS values and surgical
quality [i.e., movement (>5 or none),
asleep (continuous or not), talking (yes
or no), need for encouragement (many
or none) and cooperation (poor or
good)] during propofol-induced seda-
tion (using an effect site target-con-
trolled infusion system) for ophthalmic
surgery [A-7]. The authors report that
the BIS values significantly correlate
with surgical quality.

Postoperative nausea and vomiting
(PONV) and postoperative analgesia,
which have always been of great re-
search interest to ambulatory anesthe-
siologists, also were featured promi-
nently.  Daniel T. Goulson, M.D.,
University of Kentucky, Lexington,
Kentucky, hypothesized that aggres-
sive prophylaxis of high-risk patients

and minimal prophylaxis of low-risk
patients should reduce the incidence
of PONV with the fewest adverse con-
sequences [A-34].  Data were collected
on prophylactic antiemetic drug usage
and the incidence of PONV in a two-
month period. After this period, prac-
tice guidelines for prophylaxis of
PONV were implemented that utilized
dolasetron, droperidol and dexam-
ethasone based on risk stratification.
Patients were stratified into minimal
risk (no prophylaxis administered),
low risk (one prophylactic antiemetic),
moderate risk (two prophylactic
antiemetics) and high risk (three pro-
phylactic antiemetics).  The authors
found no significant difference be-
tween the control (i.e., preimplementa-
tion period) and study groups (i.e.,
after implementation of guidelines)
with regards to the incidence of pro-
longed PACU stay due to PONV or se-
dation.  They concluded that their
guidelines were effective and may im-
prove antiemetic prophylaxis.

Evan G. Moore, F.R.C.A., Wirral
Hospitals, United Kingdom, com-
pared the incidence of PONV between
anesthetic techniques in an adult day-
case surgery [A-22].  More than 1,000
patients undergoing day-case gyneco-
logic or orthopedic surgery were ran-
domized to one of four groups, 1)

Highlights From the Ambulatory Anesthesia Abstracts

Continued on page 6

By Babatunde O. Ogunnaike, M.D.
University of Texas Southwestern

Medical Center at Dallas
Dallas, Texas

Babatunde O. Ogunnaike, M.D.
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Highlights From the Ambulatory Anesthesia Abstracts

propofol induction and maintenance
(TIVA), 2) propofol induction with
isoflurane/N

2
O maintenance, 3)

propofol induction with sevoflu-
rane/N

2
O maintenance and 4) sevoflu-

rane induction and sevoflurane/N
2
O

maintenance.  No antiemetic prophy-
laxis was administered.  The sevoflu-
rane/N

2
O group resulted in the high-

est incidence of PONV. Propofol TIVA
resulted in the lowest incidence but
was not statistically significantly lower
than the propofol induction with
volatile maintenance groups. 

Gotaro Shirakami, M.D., Kyoto
University Hospital, Kyoto, Japan, in-
vestigated the effect of the omission of
fentanyl on the incidence of PONV
during sevoflurane anesthesia when
compared with propofol TIVA in pa-
tients undergoing breast cancer
surgery [A-18].  Patients were ran-
domized to one of three maintenance
groups, 1) sevoflurane (no opioids), 2)
sevoflurane-fentanyl or 3) propofol-
fentanyl.  All patients were induced
with propofol 2 mg/kg intravenously
(I.V.) and laryngeal mask airway
placed for airway maintenance.  The
incidence of PONV and the need for
antiemetic medication in the first 24
hours postoperatively in the sevoflu-
rane-fentanyl group (68 percent and
46 percent, respectively) were signifi-
cantly higher than in the sevoflurane-
only group (19 and 4 percent, respec-
tively) and propofol group (5 and 0
percent, respectively).  The authors
concluded that omission of fentanyl
during sevoflurane anesthesia de-
creases the incidence of PONV, which
is similar to that after propofol TIVA.

Harry J. Lemmens, M.D., Ph.D.,
Stanford University Medical School,
Stanford, California, determined the
antiemetic prophylaxis rate and the in-
cidence of PONV in an ambulatory
surgical center staffed by both private-
practice and university anesthesiolo-
gists [A-21].  Although private-prac-
tice anesthesiologists administered
prophylactic antiemetics more often
than the university anesthesiologists

(66 percent versus 50.5 percent), no
difference was found in the incidence
of PONV between private-practice
and university anesthesiologists.
However, significantly more PONV
occurred in patients who received pro-
phylaxis when compared to patients
who did not receive prophylaxis,
which may indicate that patients at
risk more often receive prophylaxis
because of their known high risk.   

Three of the posters presented [A-
20, A-28, A-29] were part of a multicen-
ter study that assessed the efficacy and
safety of oral valdecoxib and its intra-
venous prodrug congener, parecoxib.

T. J. Gan, M.D., Duke University
Medical Center, Durham, North Car-
olina, assessed the impact of a single
dose of I.V. parecoxib preoperatively
followed by oral valdecoxib on post-
discharge experience and return to
normal activity after laparoscopic
cholecystectomy [A-20].  The analgesic

technique reduced PONV, improved
oral intake and resulted in faster re-
turn to normal activity when com-
pared to placebo/standard of care.  

Eugene Viscusi, M.D., Jefferson
Medical College, Philadelphia, Penn-
sylvania, assessed the impact of pre-
operative I.V. parecoxib on resource
utilization before discharge from the
hospital [A-28].  Preoperative parecox-
ib resulted in reduction of opioid re-
quirements and improved maximum
pain levels and reduction in resources
to manage pain.  Length of hospital
stay also was shorter, concluding a fa-
vorable clinical and economic benefit
of using parecoxib compared to the
standard of care.  

Girish P. Joshi, M.D., University of
Texas Southwestern Medical Center at
Dallas, Texas, assessed the impact of

the parecoxib/valdecoxib analgesic
regimen on postdischarge pain and
patient symptoms experience.  The
analgesic regimen resulted in reduced
opioid consumption, better pain relief
and improved patient satisfaction
when compared to the placebo/stan-
dard of care group.  

Margarita Coloma, M.D., Universi-
ty of Texas Southwestern Medical
Center at Dallas, Texas, examined the
pre-emptive analgesic effect of rofe-
coxib compared to ibuprofen and ke-
torolac when administered prior to
outpatient anorectal surgery [A-35].
Patients were divided into four
groups: control (vitamin C by mouth
[PO] and saline I.V.), ibuprofen group
(ibuprofen PO and saline I.V.), ketoro-
lac group (vitamin C PO and ketorolac
I.V.) and rofecoxib group (rofecoxib
PO and saline I.V.).  Oral medications
were administered 30-60 minutes pre-
operatively while I.V. medications

were administered immediately prior
to induction.  Need for pain medica-
tion, quality of recovery and patient
satisfaction with analgesia were evalu-
ated at 24 and 72 hours postoperative-
ly.  The time to first pain-rescue med-
ication was significantly longer in the
ketorolac group compared to the other
groups.  The ibuprofen group needed
more oral analgesics while the rofecox-
ib group reported less pain at home
compared to the control group. The au-
thors concluded that ketorolac was
more effective in the predischarge peri-
od while rofecoxib was more effective
after discharge from the hospital when
compared to saline and ibuprofen.

Kevin W. Klein, M.D., University
of Texas Southwestern Medical Center
at Dallas, Texas, compared the anal-
gesic efficacy and associated costs of

Continued from page 5

Postoperative nausea and vomiting (PONV) and
postoperative analgesia, which have always been of
great research interest to ambulatory anesthesiolo-
gists, also were featured prominently.
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rofecoxib, celecoxib and aceta-
minophen when administered prior to
outpatient ear, nose and throat
surgery. Patients were assigned into
one of four groups to receive two oral
doses of any of the four study medica-
tions (placebo, acetaminophen 200
mg, celecoxib 200 mg or rofecoxib 50
mg). The first oral dose was taken 30
minutes before induction and the sec-
ond oral dose on the morning after
surgery. Peak postoperative pain
scores, requirements for rescue fen-
tanyl and overall costs were lower in
the celecoxib and rofecoxib groups

when compared to acetaminophen
and placebo [A-36].  

Janet J. Pavlin, M.D., University of
Washington School of Medicine, Seat-
tle, Washington, compared postopera-
tive pain in patients who received
triple preincisional analgesic therapy
(rofecoxib 50mg PO, postoperative
field block with 0.25 percent bupiva-
caine mixed with 0.5 percent lidocaine
and ketamine 0.2mg/kg I.V.) versus a
control group that received none of the
above.  All patients received 10 ml of
local anesthetic wound infiltration at
the end of surgery, and pain in the

PACU was treated with I.V. fentanyl
and then with oral acetaminophen-
oxycodone combination before and
after discharge.  Maximum pain scores
were lower and analgesic use less in
the treatment group in the first 24
hours after discharge, concluding that
this combination therapy employed
before incision diminished pain and
analgesic requirements in the first 24
hours after outpatient hernia repair
when compared to a control group
that did not receive preincisional anal-
gesic therapy [A-27].  

By now, every member of
SAMBA should be aware that a

strategic review is under way to de-
termine the direction of future annu-
al meetings.  The SAMBA annual
meetings are, without a doubt, the
largest financial effort that our Soci-
ety embarks on every year.  With the
changing face of continuing medical
education (CME) throughout the
medical community, it is important
that our Society develop a detailed
strategic plan for this most critical of
our educational efforts.

The Annual Meeting survey
“SAMBA CME Program Survey”
can be found on the SAMBA Web
site at <www.sambahq.org>.  Pre-
liminary results from the nearly 200
members completing the survey
show that although 37 percent have
been SAMBA members for more
than 10 years, a nearly equal per-
centage (36 percent) have been to
only one SAMBA Annual Meeting.  

The majority of those who do go
to the annual meetings prefer to
learn by going to the traditional

meeting lectures (86 percent).  Al-
though there is quite a great deal of
interest in online and CD-ROM
learning media, the vast majority (72
percent) would wish to pay less than

$25 per CME credit hour.  Office-
based anesthesia continues to be the
most frequently requested topic (55
percent) with geriatrics, pediatrics,
practice management, regional anes-
thesia and pharmacology also very
popular.

Those taking the survey still pre-
fer to see the Annual Meeting held in
early May (59 percent) on the tradi-
tional Friday, Saturday and Sunday
weekend dates.  The most popular

locations requested are San Francis-
co, San Diego, Scottsdale, Washing-
ton, D.C., and Chicago.  Advanced
cardiac life support continues to be
the most frequently requested pre-
meeting course (43 percent).  The
most important considerations in
determining meeting attendance are
1) availability of time off from work,
2) lecture topics and 3) overall meet-
ing content.  The social event is still
very popular (74 percent), and Sat-
urday is the preferred day (74 per-
cent).  The Mid Year Meeting also
has attracted interest with availabili-
ty of time off work and the desire to
attend the ASA Annual Meeting as
the most frequent reasons to influ-
ence a decision to attend this meet-
ing.  Forty eight percent felt that the
Mid Year Meeting should cover a
broad variety of “update” topics.

The survey instrument was de-
veloped by J. Lance Lichtor, M.D.,
and it is hoped that more SAMBA
members will complete this survey
so as to guide the Committee on An-
nual Meeting in formulation of the
strategic plan and presentation to
the Board of Directors at its next
meeting.  

PPrreelliimmiinnaarryy  RReessuullttss  ooff  SSAAMMBBAA  AAnnnnuuaall  MMeeeettiinngg  SSuurrvveeyy

Walter G. Maurer, M.D., Chair,
Committee on Annual Meeting

“meeting atten-
dance…” depends on
“…1) availability of
time off from work,
2) lecture topics and
3) overall meeting
content.”
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Multimodal approaches to the care
of pain allow patients to recover

comfortably without the high inci-
dence of nausea and vomiting associ-
ated with opioid use.  One option to
decrease the use of opioids is to utilize
regional nerve block techniques that
have been shown in several studies to
be effective in adults and children. 

At the American Society of Anes-
thesiologists (ASA) 2002 Annual
Meeting last October in Orlando,
Florida, Santhanam Suresh, M.D., As-
sistant Professor of Anesthesiology at

Northwestern University Medical
Center, Chicago, Illinois, reviewed the
anatomy of peripheral nerves around
the head and neck. He summarized
the use of regional analgesia proce-
dures that may be used in pediatric
patients. While caudal and ilio-in-
guinal nerve blocks are commonplace
in this age group, blocks around the
head and neck, although new, are sim-
ple to perform and may be utilized in
ambulatory pediatric surgical patients
and in those with headaches related to
sinusitis, craniotomy or other causes.
Because pediatric patients are not like-
ly to cooperate when they are awake,
these blocks are usually performed
with the child under deep sedation or
general anesthesia. 

Peripheral Blocks Around the Ear
The Great Auricular nerve supplies

the mastoid and the external ear. As
seen in Figure 1, it is easily accessible
just posterior to the sternocleidomas-
toid at the level of the cricoid cartilage.

This is a simple block to perform and
effective in relieving pain following
mastoid surgery and otoplasty. 

Blocks Following Palate and Nasal
(Rhinoplasty and Sinus) Surgery

This involves blocking of the infra-
orbital plexus of nerves emerging via
the infraorbital foramen. Although an
external approach can be used, Dr.
Suresh recommended approaching
the infraorbital nerve via an intraoral
approach in the anesthetized child.

Simple Peripheral Nerve Blocks in the Head and Neck Area Can
Offer Significant Pain Relief in Ambulatory Pediatric Patients

Kumar G. Belani, M.D.
JJ Buckley Professor
Interim Head
Department of Anesthesiology
Professor of Pediatrics
University of Minnesota
Minneapolis, Minnesota

Kumar G. Belani, M.D.

Figure: Anatomical distribu-
tion of the peripheral nerves in
the head and neck area. Sites
for performing peripheral
nerve blocks are indicated by
the numbers 1 through 4 (1 =
site for greater auricular nerve
block; 2 = site for greater oc-
cipital nerve block; 3 = site for
infraorbital nerve block; 4 =
site for supraorbital and
supratrochlear nerve block)
Modified from: Gray H.
Anatomy of the Human
Body. Philadelphia: Lea &
Febiger, 1918. <www.bartleby
.com/107/>. [May 2000].

Figure 1 Because pediatric
patients are not likely
to cooperate when
they are awake, these
blocks are usually per-
formed with the child
under deep sedation or
general anesthesia.



Thus, no external needle marks will
be evident. With a finger placed exter-
nally over the infraorbital foramen, a
27-gauge needle is inserted and guid-
ed through the buccal mucosa approx-
imately parallel to the second maxil-
lary molar and directed to end up
close to the infraorbital foramen where
the local anesthetic is deposited. 

Blocks for Frontal and Occipital
Headaches

The supraorbital and supra-
trochlear nerves may be blocked for
children with frontal headaches sec-
ondary to chronic sinusitis, cranioto-
my surgery or other causes. The
supraorbital foramen is palpated, and
with the help of a 27-gauge needle,
the supraorbital nerve is blocked as it
exits the foramen. The supratrochlear
nerve is injected by directing the nee-
dle medially close to the foramen. 

For occipital headaches, the
greater occipital nerve is blocked at
the nuchal line just medial to the
artery. In a study reported by Dr.
Suresh and associates at the ASA
2002 Annual Meeting, the authors re-
ported on the success rate of these
blocks.  Sometimes serial injections
may be necessary to break the cycle
of neuropathic pain. 

References: 
1. Suresh S.  Practical pediatric re-

gional anesthesia. Fifty-third Annual
Refresher Course Lectures, Clinical
Updates and Basic Science Reviews
Program. American Society of Anes-
thesiologists. 2002; No. 154.

2. Suresh S, Patel AS, Dunham M, et
al. A randomized double-blind con-
trolled trial of infraorbital nerve
block versus intravenous morphine

sulfate for children undergoing en-
doscopic sinus surgery: Are post-
operative outcomes different?
Anesthesiology. [serial on CD-ROM].
2002; 97:A-1292.

3. Suresh S, Wheeler M, Patel AS, Coté
CJ. Persistent frontal headaches in
children, adolescents and young
adults: Is there a role for serial
supraorbital and supratrochlear
nerve blocks?  Anesthesiology. [serial
on CD-ROM]. 2002; 97:A-1206.   
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Table 1

Nerve Block

Great Auricular

Infraorbital plexus

Supraorbital and
supratrochlear
nerve blocks

Greater occipital
nerve

Agent and Volume

2-3 ml 0.25 percent 
bupivacaine with 
1:200,000 epinephrine

0.5-1 ml 0.25 percent 
bupivacaine with 1:200,000
epinephrine

1-2 ml 0.25 percent
bupivacain with 1:200,000
epinephrine

2 ml 0.25 percent 
bupivacaine with 1:200,000
epinephrine

Indications

Otoplasty and mastoid surgery,
external ear procedures

Endoscopic sinus surgery;
rhinoplasty, including septal
reconstruction; cleft palate
surgery

Frontal headache (secondary
to sinusitis, craniotomy, other
causes)

Occipital headaches (e.g., 
following VP shunt placement)

Problems/Remarks

Erythema at injection site;
Horner’s syndrome;
phrenic N block;
subarachnoid block

Ecchymoses is a 
possibility

Ecchymoses is a 
possibility

Accidental intra-arterial
injection

Peripheral nerve blocks (performed with a 26- or 27-gauge needle) and their indications for postoperative pain control in infants and 
children.  One must always aspirate prior to injection to prevent unwanted intravascular injection.
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ASA 2002 ANNUAL MEETING SUMMARY II

The following is a summary of scientific
abstracts that were presented at the

2002 American Society of Anesthesiolo-
gists (ASA) Annual Meeting in Orlando,
Florida.  The ASA abstract numbers are
shown in brackets for reference [e.g., A-31]. 

In two separate prospective, placebo-
controlled double-blind studies, investi-
gators administered preoperative benzo-
diazepines to assess patient satisfaction,
anxiolysis and the effect on postopera-
tive nausea and vomiting (PONV).

Kevin P. Baurer, M.D., et al., from
the University of Virginia, Char-
lottsville, administered intravenous
(I.V.) midazolam or placebo to patients
scheduled for surgery using a variety
of anesthetic techniques approximately
20 minutes prior to their entrance to the
operating room [A-32]. The researchers
found that overall patient satisfaction
was high and that patients who re-
ceived I.V. midazolam had significant-
ly less postoperative nausea (p=0.038).

Jorg Lessman, M.D., et al., from
Mulheim, Germany, administered ben-
zodiazepines both orally (on the
evening before surgery) as well as by
I.V. (on the day of surgery) to patients
scheduled for peripheral surgical pro-
cedures under general anesthesia [A-
33]. They found the rate of PONV was
significantly less at 30, 60 and 90 min-
utes after arrival in the postanesthesia
care unit (PACU) (p<0.05) in the benzo-
diazepine group, while anxiety scores
did not differ significantly.

Karen C. Nielsen, M.D., and col-
leagues from Duke University Medical

Center, Durham, North Carolina, ex-
amined the use and success of regional
anesthesia in obese patients compared
to patients with a normal body mass
index (BMI) [A-3]. Of the 7,161 patients
studied, only 34.7 percent had a normal
BMI. The authors stated that, as expect-
ed, patients with a BMI >40 kg/m

2
had

a higher incidence of failed regional
block (p<0.0001) compared to those
with a normal BMI. In addition, acute
block complications were similar be-
tween patients with a BMI<25 kg/m

2

and those with a BMI>35 kg/m
2
.

However, the authors did not define
what specifically these acute block
complications were.  Despite obvious
potential difficulties, the authors rec-
ommend regional anesthesia as a safe
modality for obese patients in the am-
bulatory setting.

Adverse outcomes after ambulatory
anesthesia were examined by Lyna
Atiyeh, M.D., and Beverly K. Philip,
M.D., from Brigham and Women’s
Hospital in Boston, Massachusetts [A-
30]. Patients were interviewed in both
phase I and phase II recovery and
questioned regarding various adverse
postoperative events. The authors
noted a high incidence of pain (29 per-
cent) and nausea (21 percent) after cen-
tral neuraxial block as well as high in-
cidences of pain (31 percent) and
drowsiness (58 percent) after local
anesthesia and monitored anesthesia
care (MAC).  After peripheral nerve

blockade, a high rate of pain (27 per-
cent) and drowsiness (60 percent) also
were noted. The observed high rate of
occurrence of pain postoperatively was
attributed to inadequate continuing
analgesia after neuraxial block, inade-
quate local anesthesia administration
by the surgeon during MAC and inad-
equate peripheral nerve block masked
by intraoperative sedation. Despite the
higher than anticipated postoperative
adverse outcome rate, the overall rates
of delayed discharges and admissions
seen during the study were compara-
ble to what has previously been report-
ed in the literature.

Mark A.Warner, M.D., et al., from
the Mayo Clinic, Rochester, Minnesota,
performed a case-matched (age, gen-
der, BMI, surgical procedure and anes-
thetic technique) retrospective medical
record review of ambulatory surgery
patients [A-31]. Those with either
symptoms of disturbed breathing pat-
terns during sleep or a diagnosis of ob-
structive sleep apnea (OSA) were com-
pared to patients without either
diagnosis. Neither the incidence of dif-
ficult/fiberoptic intubation nor the rate
of unplanned hospital admission (re-
lated to surgical issues and postopera-
tive pain control) differed significantly
between the two study groups. Also,
the incidence of adverse perioperative
events did not differ significantly be-
tween the two matched patient groups.
The authors concluded that OSA was

Brian M. Parker, M.D. Raymond G. Borkowski, M.D.

Ambulatory Anesthesia Abstracts From Around the World
By Brian M. Parker, M.D.
Staff Anesthesiologist

and

Raymond G. Borkowski, M.D.
Staff Anesthesiologist

Department of General Anesthesia
Cleveland Clinic Foundation
Cleveland, Ohio
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not an independent risk factor for
unanticipated hospital admission or
adverse periopertive events related to
anesthesia.

Lee A. Fleisher, M.D., and col-
leagues from Johns Hopkins University,
Baltimore, Maryland, analyzed avail-
able data on 783,483 outpatient proce-
dures performed in New York since
1997 to determine the risk of hospital
admission and/or death following am-
bulatory surgery [A-38]. A total of nine
independent predictors were identified,
including age >85, operating room du-
ration of 60-119 minutes, operating
room duration >120 minutes, cardiac
disease, peripheral vascular disease,
cerebrovascular disease, malignancy,
HIV-positive and general anesthesia. By
allowing one point to be assigned to
each risk factor, a cumulative index
score was calculated to predict adverse
outcome in the ambulatory surgical set-
ting. Dr. Fleisher proposed that this
index could be used to identify high-
risk patients who might benefit if the
surgery is performed in ambulatory
surgical centers from which prompt ad-
mission and emergency treatment is fa-
cilitated. However, validation of this
index is needed before definitive recom-
mendations can be made. 

Outcome in geriatric patients with
aortic stenosis following hip fracture
repair was investigated by Gary Hey-
burn, M.B.B.S., et al., from the Royal
Group of Hospitals, Belfast, Northern
Ireland [A-42]. They examined 52 pa-
tients with known aortic stenosis and
divided them into groups based on
type of anesthetic provided. There was
no significant difference in mortality at
30 days or three months postoperative-
ly between those patients who re-
ceived subarachnoid block alone or
general anesthesia with or without
nerve blockade in select patients based
upon echocardiography findings.
However, those patients who received
nerve block alone for hip fracture re-
pair had the highest mortality at three
months (60 percent). Although the
number of patients in this subgroup
was small, the authors attributed this
finding to several factors, including

higher ASAphysical status, higher gra-
dient across the aortic valve and an in-
creased duration between time of in-
jury to surgical repair.

Elmer Cheah, M.D., and colleagues
from Kaiser Permanente Medical Cen-
ter, Baldwin Park, California, investi-
gated postanesthesia care unit (PACU)
bypass and patient home readiness
after 992 cataract surgeries during a
one-year study period [A-24]. The three
anesthetic techniques used included
general anesthesia, retrobulbar block or
topical anesthesia.  Criteria for both
PACU bypass and home-readiness
were established with the need for any
therapeutic intervention during the
patient’s recovery phase being consid-
ered a PACU bypass failure. The au-
thors stated that no patient receiving

general anesthesia bypassed the PACU,
illustrating their standard for recovery
of the elderly patient. Those patients
who received either retrobulbar block
or topical anesthesia had PACU bypass
rates of 88.69 percent and 96.58 percent,
respectively (p<0.05). In addition,
home readiness was achieved fastest in
the topical anesthesia group followed
by the retrobulbar and general anesthe-
sia groups. According to the authors,
age, gender and ASA physical status
did not appear to be related to the re-
covery profile of any of the patients
having cataract surgery.

Shireen Ahmad, M.D., et al. from
Northwestern University, Chicago, Illi-
nois, demonstrated that unassisted
transfer from the operating room table
to the gurney is one simple test to help

determine patient fast-track eligibility
after outpatient gynecologic surgery
[A-23].  All 99 enrolled patients in this
prospective, nonrandomized study re-
ceived a standardized general anes-
thetic for gynecologic laparoscopy.
Within 10 minutes of completion of
surgery and emergence from anesthe-
sia, patients were required to have a
modified Aldrete score of nine or
greater to be eligible for fast-track sta-
tus and to bypass the PACU. Three pa-
tients were withdrawn from the study
while four had a modified Aldrete
score less than nine and required trans-
fer assistance. The remaining 92 pa-
tients were eligible for fast-track status,
and all were able to transfer to the gur-
ney from the operating table without
assistance. The authors state that unas-
sisted patient transfer was demonstrat-
ed to be both simple and reliable for
determining PACU bypass eligibility
in this particular patient population.

Ralf E. Gebhard, M.D., and col-
leagues from the University of Texas,
Houston, Texas, investigated 520 am-
bulatory surgical patients to determine
postoperative pain scores within 24
hours of discharge [A-25]. Patients
were asked to rate their greatest post-
operative pain level since discharge on
a pain intensity scale of 1-10. A total of
97 (18.7 percent) patients had orthope-
dic procedures performed with 35 of
those patients undergoing a peripheral
nerve block technique for surgery. On
questioning, 40 percent of all ambula-
tory surgical patients had pain scores
between four and 10 during the first 24
hours after discharge. Those patients
who received peripheral nerve blocks
for orthopedic surgery had significant-
ly lower pain scores than those pa-
tients having similar procedures with-
out regional anesthesia. The authors
stated that overall postoperative pain
was not optimally managed in this
study. However, in a subgroup of or-
thopedic surgery patients, the authors
concluded these individuals appeared
to benefit the most through decreased
pain scores during the first postopera-
tive day when peripheral nerve blocks
were utilized.  

ASA 2002 ANNUAL MEETING SUMMARY II

“… unassisted transfer
from the operating room
table to the gurney is one
simple test to help deter-
mine patient fast-track el-
igibility after outpatient
gynecologic surgery.”
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Leading the Way

include online meeting registration
and calls for abstracts.  

One of the most interesting ideas for
revitalizing educational programs
comes to SAMBA from the American
Society of Anesthesiologists (ASA).  In
an attempt to enhance its relationship
with subspecialty societies, ASA has
suggested that the subspecialties (in-
cluding SAMBA) consider the possible
merits of incorporating the Friday be-
fore the ASA meeting into a subspe-
cialty track, which could conceivably
include other ambulatory programs
throughout the meeting.  Such a track
could reduce the likelihood of conflicts
within ASA’s educational program
and offer other benefits to subspecialty
anesthesiologists as well.  SAMBA was
one of the first groups to explore this
relationship through its Committee on
Affiliations, chaired by Jeffrey L. Apfel-
baum, M.D., Chicago, Illinois. While
this idea is very intriguing, it remains
in its infancy at this time.

Are Outcomes in Ambulatory 
Anesthesia Related to the Location
of Care?

Two years ago, SAMBA funded the
Outcomes Research Award in an ef-
fort to expand knowledge regarding
the practice of ambulatory anesthesia.
The recipient of the award, Lee A.
Fleisher, M.D., Baltimore, Maryland,
presented the keynote address at the
2002 Mid Year Meeting in Orlando,
Florida.  Using a database of more
than 500,000 surgical procedures, Dr.
Fleisher demonstrated that ambulato-
ry surgery is very safe.  However, pa-
tients over age 85, those who have
been admitted to the hospital within
the previous six months or those who
have serious comorbidities may be
predisposed to the need for an
overnight stay.

SAMBA is honored to have played
a role in this work and continues to
work toward structuring the Out-
comes Research Award in a manner
that will guarantee future funding. 

Money for the Mission
Two years ago, a treasurer’s task

force was formed to evaluate and rec-
ommend strategies for management
of the Society’s finances.  The good
news is that after interviews and de-
liberations, this group recommended
the engagement of a professional
manager from Merril Lynch to man-
age SAMBA’s assets.  While we have
not been immune to the recent down-
turn in the market and interest rates,
the organization has fared significant-
ly better than it would have under its
previous investment strategy, and we
have fared better than some of our
peers.  

Now for the bad news:  Given es-
calating costs, educational programs
such as SAMBA’s are increasingly
challenged to break even, and
SAMBA is no exception to this rule.
This is a good time to extend thanks
to our sponsors, whose generosity
makes many of SAMBA’s efforts pos-
sible.  Special recognition goes to our
Grand Patron Sponsors Abbott Labo-
ratories, AstraZeneca Pharmaceuti-
cals and the Baxter Health Care Cor-
poration.  

SAMBA:  Speaking With One Voice
At a recent leadership gathering of

another organization, it was acknowl-
edged that SAMBA was one of the
largest subspecialty societies.  As I
mentioned in my last “President’s
Message,” our Board strives to be for-
ward-thinking and always consider-
ate of providing value to our mem-
bers, many of whom are in private
practice. With that in mind, I have sig-
nificantly increased the representa-
tion in leadership within the organi-
zation from the private sector.  Jeffrey
Brand, M.D., an anesthesiologist from
Salem Hospital in Salem, Massachu-
setts, has been appointed Chair of the
Committee on Finance, and Meena S.
Desai, M.D., an office-based practi-
tioner from Philadelphia, Pennsylva-
nia, was appointed Vice-Chair of the
Committee on Office-Based Practice.
In addition, Frederick W. Ernst, M.D.,
from Dothan, Alabama, has gracious-

ly agreed to chair an ad hoc commit-
tee to examine ways that SAMBA can
better serve private physicians.  

We also are approaching the time
of year when members are appointed
to SAMBA’s committees for the fol-
lowing year.  This is the duty of Presi-
dent-Elect Frances F. Chung, M.D.,
Toronto, Ontario, Canada.  When I ap-
pointed the committee members last
year, I was fortunate to be able to
honor every request that was re-
ceived, and I am sure that Dr. Chung
would be delighted to do the same.
The Society greatly benefits from the
inclusion of individuals interested in
ambulatory anesthesia and is always
looking for new talent willing to work
on our behalf.  If you would like to
participate in a committee or would
like to recommend a colleague, please
contact Dr. Chung at <frances.chung
@uhn.on.ca>.

SAMBA is recognized as a cohesive
group that can speak to issues which
benefit our membership.  As presi-
dent, I have done so on two occasions
within the past month.  First, I re-
sponded to senators on behalf of
SAMBA and at the request of ASA to
support the effort to correct the
Medicare update for physicians.  Ear-
lier this month, I expressed SAMBA’s
support to the American Board of
Anesthesiology for an appeal to the
Educational Commission for Foreign
Medical Graduates regarding spon-
sorship of J-1 visas for noncertified
anesthesiology fellowships.  Repre-
senting you as SAMBA President is an
honor indeed.  Also, in my opinion, it
is important that the interests of anes-
thesiologists be expressed publicly,
and I thank you for the opportunity to
be such a spokesperson.

Once again, please accept my most
sincere gratitude for the opportunity
to serve you as SAMBA’s president.
And please join us in Boston.  It
should be an extraordinary educa-
tional experience and a lot of fun!  

Continued from page 3
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Ethical Practices in Ambulatory Anesthesia

Ethical dilemmas can arise in any
anesthesia practice. The principles

of medical bioethics can guide ambu-
latory anesthesiologists in their man-
agement of these situations. Respect
for a patient’s autonomy and thereby
their rights to adequately informed
consent, privacy and accommodation
of their values or beliefs cannot be ne-
glected in the haste of the ambulatory
surgery schedule. 

Even during a time-limited patient
interview, the physician who is con-
scious of ethical issues will more read-
ily recognize them and promptly re-
spond to the patient’s needs.

A basic right of all patients is in-
formed consent.  Ethicists Tom
Beauchamp and James Childress
wrote: “… From the fact that actions
are never fully informed, voluntary or
autonomous, it does not follow that
they are never adequately informed,
voluntary or autonomous.” The ethi-
cal guideline for disclosure is the sub-
jective person standard.   This model
specifies that each patient requires a
different amount of information based
on his or her personal beliefs and med-
ical history. Thus, the anesthesiologist
should ascertain each patient’s need
for certain information. This may be
more difficult to discern durinq a brief
interview with a patient already on a
stretcher compared to a relaxed visit in
a preoperative clinic. 

Informed consent must be volun-
tary and independent of influence.
One may consider whether a patient
who is gowned and awaiting immi-
nent surgery can make a fully volun-
tary and uninfluenced decision. These
patients have already committed
themselves by taking time off work
and arranging escorts and baby sitters.
A study by David B. Waisel, M.D., and
Robert D. Truog, M.D., showed that
for parents of children having day
surgery, “the decision to proceed with
surgery appears to be a function of the

desire for surgery itself and is not af-
fected by external considerations such
as the anesthesia preoperative discus-
sion.”  Their decisions also were
swayed by the fact that many practical
details of preparation had been ac-
complished.  Some anesthesiologists
believe that the patient who agrees to
and presents for surgery and then
changes his or her clothes gives im-
plied consent for an anesthetic proce-
dure. However, often the anesthesia
has greater risks than the surgery itself
and requires the full process of in-
formed consent.

Therapeutic privilege is invoked
when a caregiver withholds informa-
tion from a patient because he or she
thinks this would be harmful to them
in some way. Does this allow an anes-
thesiologist to avoid discussing the
risk of serious injury or death with a
nervous 20-year-old patient minutes

away from a hernia operation? The
patient should direct the discussion if
the preoperative interview follows
the subjective person standard. A
study done in 1977 revealed that pa-
tients receiving more detailed infor-
mation on anesthesia risks did not
have significantly different anxiety
levels at the time of surgery. Howev-
er, these patients had their preopera-
tive interview conducted the night
preceding surgery, not immediately
before.

The anesthesiologist also must as-
sess the patient’s capacity to under-
stand the information and make an in-
dependent decision. In a surgical
center, consultations on decision-mak-
ing ability may not be available. In ad-
dition, surrogates or legal guardians
should be provided with adequate in-
formation when the patient is unable

to consent to prevent a “rubber-stamp”
type of approval for a procedure. 

A “Patient’s Bill of Rights” seeks to
assert a patient’s autonomy through
the rights of confidentiality and priva-
cy.  Confidentiality refers to the protec-
tion of the information provided by
the patient to the caregivers, and priva-
cy concerns the patient’s right to con-
trol who may obtain access to his or
her life. Respect for privacy should
guide policy on the posting of sched-
ules, preparing, labeling and storing of
patient charts, obtaining medical his-
tory and protecting modesty. This is
especially important in ambulatory fa-
cilities that allow family members
greater access to patient care areas. 

The autonomous patient has the
moral right to veto familial involve-
ment. The patient may not want fami-
ly members present during a preoper-
ative interview or details about him or
her discussed with family during a
preoperative telephone call. Unless
granted permission to do so, a family
member should not be asked to pro-
vide personal or medical information
about the patient or be given instruc-
tions or details about the procedure. 

Another scenario concerning pri-
vacy may arise when an escort is re-
quired to participate in discharge in-
structions and home care as well as
accompany the patient to his or her
residence.  Some patients feel that this

Mary Ann Vann, M.D.

By Mary Ann Vann, M.D.
Beth Israel Deaconess Medical Center
Boston, Massachusetts

Ethical teaching re-
quires that the patients’
interests take priority
over others’ interests.
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violates their right to privacy, especial-
ly if they are concealing their surgery
from coworkers or family or are new in
town and do not know anyone well
enough to ask them to bear this respon-
sibility.  Perhaps a professional escort,
home care service or recovery center
could replace the “responsible escort”
in this circumstance. 

As more patients with complicated
pre-existing diseases present to ambu-
latory surgical facilities, there will be
greater attention focused on the issues
of resuscitation and advance direc-
tives. The American Society of Anes-
thesiologists publishes “Ethical Guide-
lines for the Anesthesia Care of
Patients with Do-Not-Resuscitate Or-
ders or Other Directives That Limit
Treatment” for these special situations
in addition to “Guidelines for the Ethi-
cal Practice of Anesthesiology,” which
addresses the daily practice of anesthe-
sia. Advance directives indicate the pa-
tient’s wishes to accept or limit care,
and a health care proxy designates a per-
son to make medical decisions when
the patient is unable. A process to es-
tablish the existence and content of
these documents is a standard of the
Joint Commission on Accreditation of
Healthcare Organizations.  When ad-
vance directives limit some aspects of
care, a discussion on how to reconcile
these wishes with the realities and lim-
itations of ambulatory anesthesia
should occur between the surgeon,
anesthesiologist and patient. 

While regarding the spiritual beliefs
and ethnic or moral values of the pa-
tient are paramount to an ethical practi-
tioner, one must also consider the value
system of the caregivers. A replacement
may be necessary for an employee who
has moral objections to caring for cer-
tain patients or participating in specific
procedures (e.g., Jehovah’s Witness or
therapeutic abortion). With limited
staffing in ambulatory centers, it is help-
ful to know about these principles early
to prevent last-minute delays. 

Anesthesiologists practicing in the
ambulatory setting are subject to ex-
treme production pressures with the
potential to affect their judgment.  Eth-
ical teaching requires that the patients’
interests take priority over others’ in-
terests. However, many anesthesiolo-
gists are pressured to do cases regard-
less of nothing-by-mouth status, poorly
managed comorbid conditions, abnor-
mal electrocardiograms, etc., so as not
to lose business or anger patients or
surgeons. 

Ethical dilemmas, defined as two
options with competing moral obliga-
tions or values, occur in the daily prac-
tice of ambulatory anesthesia. Practi-
tioners who are cognizant of these
concepts will recognize and handle eth-
ical situations as they arise. The envi-
ronment of care will improve for pa-
tients and staff when they practice at a
higher level of ethical awareness.  

Ethical Practices in Ambulatory Anesthesia

Continued from page 13
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18th Annual Meeting
Presented in conjunction with the

International Association for Ambulatory Surgery

5th International Congress
on Ambulatory Surgery

Boston, Massachusetts, U.S.A.

May 8-11, 2003

Meeting Highlights:

• More than 50 educational sessions
• Optional workshops, including ad-

vanced cardiac life support 
preconvention workshop

• More than 200 exhibitors
• Network with international leaders in

ambulatory surgery
• Scientific poster-discussion sessions
• Interactive breakout sessions

• Nicoll Lecturer Burton S. Epstein, M.D.,
“Exploring the World of Ambulatory
Surgery”

• Distinguished Service Award presented
to Rafaat S. Hannallah, M.D.

• “ASA Update” by ASA President James
E. Cottrell, M.D.

• SAMBA Resident Research Travel Award
• Congress celebration

Cohosted by:

SAMBA and the Federated
Ambulatory Surgery Associ-
ation

Plan to attend the 5th Inter-
national Congress on Am-
bulatory Surgery, being held
in the United States for the
first time and presented in
conjunction with the SAMBA
18th Annual Meeting and
the FASA 29th Annual Meet-
ing.

Photos courtesy of the American Society of Anesthesiologists

For more information or to
register online, visit:

www.iaascongress.org


