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PRESIDENT’S MESSAGE

SAMBA on Cutting Edge as President’s Term Ends

By J. Lance Lichtor, M.D.
SAMBA President

This is my last note to you as Presi-
dent of SAMBA. In my initial ad-
dress in May 2000, I spoke about mak-
ing our Society an integral part of the
global community and spreading
SAMBA'’s goal to teach about ambula-
tory anesthesia throughout my year
as President.

At last fall’s Mid Year Meeting, we
recorded the speakers who made slide
presentations and made this material
(audio and slides) available on the
Web. We plan to record the speakers
at the spring Annual Meeting, too.

In the spirit of a global community,
our Web site’s patient information
page has been translated into Spanish,
German and Chinese. If you feel that
translation into other languages is ap-
propriate, please let us know. Our
Spanish version, for example, is not
just for patients in the United States
who speak Spanish but also for Span-
ish-speaking individuals throughout
the world. The goal, ultimately, is to
include professional information in
different languages and then to have
an exchange of information within the
United States and all over the world.
At the beginning of my term, the
translation project seemed simple and
straightforward, but I am amazed at
how long a project can take.

Our Society’s affiliation with the
International Anesthesia Research So-
ciety (IARS) continues to bear fruit.
IARS also is using the Internet to ex-
pand its print offerings. These ex-
panded services are available to mem-
bers of our Society.

Thanks to new online technology,
former static images with degraded
image quality — owing to the photo-
graphic process — have been replaced
by high-quality digital loops that
transmit dynamic images, e.g.,
echocardiographic findings, with
minimal degradation of image quali-
ty. A new subject/keyword tagging
mechanism that assigns articles to
more than one section “tag” (not pos-
sible with the print journal) also will
be implemented soon. For example,
an article on ambulatory anesthesia in
children can be tagged for both the
ambulatory and pediatric sections.

With the new system, the ability of
SAMBA members to track the topics
and articles relevant to their practices
will be enhanced. This feature aug-
ments the capability of online sub-
scribers to track the topics, authors
and articles important to them with
the online CiteTrack service provided
by Anesthesin & Analgesia. CiteTrack
alerts subscribers by e-mail whenever
new content in Anesthesia & Analgesia
or another participating journal is
published that matches the criteria of
topics, authors and articles specified
by the subscriber. The e-mail alerts in-
clude citations (authors, title, journal
name, volume and page) and URLs
for articles.

Information on this useful service
is available on the journal Web site
<www.anesthesia-analgesia.org>.

SAMBA members can also sign up
for e-mail alerts that announce the
availability of new issues online and
the posting of tables of contents in fu-
ture issues. These online services are
provided to any SAMBA member
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who is a subscriber to Anesthesia &
Analgesia. SAMBA members with
questions or suggestions about the
benefits available to online sub-
scribers of Anesthesia & Analgesia can
contact the Anesthesia & Analgesia edi-
torial office at <sleepers@Imi.net>.
SAMBA is a wonderful organiza-
tion. I thank all of you who serve on
its Board of Directors, who are com-
mittee chairs and committee members
or members who participate to make
it one of the preeminent subspecialty
organizations. Thank you for giving
me the honor of being your President.
I hope that we can continue to work
together to foster research, education,
scientific progress and the growth of
ambulatory anesthesia. Sws,




EDITOR’S PAGE

Lots of Issues in This Issue of Ambulatory Anesthesia

The number of surgical procedures
performed in offices increases
yearly. There is growing concern, how-
ever, of increased morbidity and mor-
tality in this setting. It is feared that pa-
tient safety may be at risk because
safety standards followed by hospitals
and ambulatory surgical centers might
be bypassed in offices.

A number of organizations and
agencies have published standards for
office-based surgery and anesthesia.
The American Society of Anesthesiolo-
gists (ASA) has provided detailed
guidelines for administration of anes-
thesia in the office setting (see
<www.ASAhq.org / ProfInfo/ offbased
guide htm>.

While hospitals and their affiliated
ambulatory surgical centers are certi-
fied by the Joint Commission on Ac-
creditation of Healthcare Organizations
(JCAHO), freestanding ambulatory
surgical centers and offices are certified
by agencies such as the Accreditation
Association for Ambulatory Health
Care, Inc. (AAAHC), on which SAMBA
has two Board of Directors representa-
tives In this issue, William Beeson,
M.D., outlines the role of the AAAHC
in improving delivery of care and
maintaining patient safety in offices.

Patient safety also can be improved
by early identification and treatment of
complications. Although rare, malig-
nant hyperthermia (MH) still remains
a major concern for anesthesiologists.
The Malignant Hyperthermia Associa-
tion of the United States (MHAUS) ad-
vises and prepares medical facilities for
prompt diagnosis and treatment of
MH episodes. In an effort to prepare

In addition to quality
of care issues, it is
also important that
we take care of our
personal health.

all the members of the operating room
staff to manage an MH crisis, MHAUS
has proposed guidelines directed to the
ambulatory surgical facility. MHAUS
President Henry Rosenberg, M.D., pro-
vides us with a synopsis of these pro-
posed guidelines.

Due to an increasing number of el-
derly patients presenting for ambulato-
ry surgery, there needs to be height-
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ened awareness of the various chal-
lenges posed by this rapidly expand-
ing surgical population. Mary Ann
Vann, M.D., Boston, Massachusetts,
summarizes the discussion of a panel
on ambulatory anesthesia for the geri-
atric patient presented during the ASA
Annual Meeting last October in San
Francisco, California.

In addition to quality-of-care is-
sues, it is also important that we take
care of our personal health. Since our

Continued on page 12

AmB,

Subcommittee on
Publications

Chair and Editor
Girish P. Joshi, M.D.

Hernando De Soto, M.D.
Adam F. Dorin, M.D.
Andrew Herlich, M.D.
Michael L. Kentor, M.D.
Brian M. Parker, M.D.
Doris W.L. Tong, M.D.
Mary Ann Vann, M.D.

2

April 2001 — Ambulatory Anesthesia



AAAHC to Study Ambulatory Practices

By William Beeson, M.D., President
Accreditation Association for
Ambulatory Health Care, Inc.

In recent months, there has been sig-
nificant concern over the quality of
ambulatory care delivered outside the
hospital setting. Calls for increased
regulation have come from a variety of
sectors. Medical errors and quality of
medical care have been a frequent
topic in various national publications
over the past six months.

Recently, the Accreditation Associa-
tion for Ambulatory Health Care, Inc.
(AAAHC) was notified by the U.S. De-
partment of Health and Human Ser-
vices that the Inspector General is con-
ducting a study of quality oversight of
ambulatory surgery. According to the
study design, the purpose of the study
is to “assess the quality oversight of
ambulatory surgery in the Medicare
program performed in hospital outpa-
tient departments, ambulatory surgery
centers and physician offices.” This
study will be ongoing for the next 12
months and will take place in a num-
ber of venues. It will be an important
study; previous reports from the Office
of Inspector General have led to con-
gressional hearings and regulatory
changes.

The American Society of Anesthesi-
ologists (ASA) and SAMBA each have
two representatives serving on the
AAAHC Board of Directors.

Considerable national attention has
been focused on the medical commu-
nity following the November 1999 re-
lease of the Institute of Medicine’s re-
port dealing with medical errors. Once
again, public attention is focused on
the medical community and the ambu-
latory care setting in particular. Nu-
merous states are looking at medical
errors in the ambulatory setting and
are contemplating increased regula-
tions and/ or accreditation as a prereg-
uisite for performing procedures out-
side of the hospital setting. AAAHC
governmental affairs staff has reported
that no less than nine states currently
require or accept accreditation for am-
bulatory surgical centers (California,

Delaware, Florida, Montana, Nevada,
New Jersey, New York, Pennsylvania
and Utah). For office-based surgical
procedures requiring certain levels of
anesthesia, Pennsylvania and Rhode
Island require accreditation; California
and Florida require state certification
or accreditation; Texas exempts accred-
ited outpatient facilities from anesthe-
sia standards; and New Jersey has
adopted anesthesia standards. Other
state licensing boards and health de-
partments are contemplating such reg-
ulations. A recent moratorium on of-
fice-based surgery imposed by the
Florida Board of Medicine in response
to an increased number of deaths asso-
ciated with office-based surgical proce-

...within a relatively
short time period,
many states will im-
plement rules and reg-
ulations affecting am-
bulatory surgery.

dures serves to highlight the gravity of
this issue.

Risk management and continuous
quality improvement are two particu-
larly important areas drawing attention
from outside groups that may benefit
from mandatory accreditation. Risk
management is extremely important to
medical liability insurers. Insurers real-
ize that accredited organizations have
developed effective risk management
programs which significantly reduce
the likelihood of litigation or increase
the likelihood that the entity will pre-
vail should litigation take place. The
accreditation requirements dealing
with oversight might also serve to de-
crease medical errors as well as provide
excellent documentation to reflect the
high quality of care delivered. Such
documentation is recognized to be po-
tentially valuable in litigious circum-
stances.

Third-party carriers also realize that
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continuous quality improvement is
important in any organization. They
realize that accredited organizations
have implemented ongoing programs
and systems that help identify problem
areas which require continuously
monitored, corrective-action plans. In
a cost-conscious environment, insur-
ance companies are concerned that
budget cuts do not result in decreased
quality of care. As a result, it is antici-
pated that various health care net-
works may require accreditation as a
condition for participation within their
network in the near future. This action
would help persuade the general pub-
lic of the network’s interest in quality
of care and would demonstrate that a
nationally recognized accrediting or-
ganization is providing oversight in
this area. It could also mean that large
third-party payers would be able to re-
duce overhead by eliminating or sig-
nificantly reducing their in-house
physician quality care monitoring pro-
grams. At the present time, AAAHC
has had several discussions with high-
ranking officials in various insurance
plans regarding these activities.

For these and other reasons, it is ex-
pected that within a relatively short
time period, many states will imple-
ment rules and regulations affecting
ambulatory surgery. AAAHC has had
multiple discussions with representa-
tives of the American Medical Associa-

Continued on page 12
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MHAUS Offers Surgery Procedure Manual and Videotape

By Henry Rosenberg, M.D., President
Malignant Hyperthermia Association
of the United States

The Malignant Hyperthermia Asso-
ciation of the United States
(MHAUS) has developed a malignant
hyperthermia (MH) Ambulatory
Surgery Procedure Manual and Train-
ing Videotape to help all members of
the ambulatory surgery staff effective-
ly manage MH. MH is an uncommon,
genetically determined and potentially
lethal syndrome that is triggered in
susceptible individuals by commonly
used general anesthetics. Unfortunate-
ly, MH is still claiming several lives
every year in the United States —
MHAUS's goal is to completely elimi-
nate the incidence of MH deaths. Dar-
lene Mashman, M.D., Assistant Profes-
sor of Anesthesiology at Emory
University School of Medicine, At-
lanta, Georgia, initially developed the
concept of this program for hospital
settings. Carolyn P. Greenberg, M.D.,
Professor of Clinical Anesthesiology at
the Cornell Weill College of Medicine,
New York, New York, revised it for
ambulatory surgical settings.

Dr. Mashman explains: “I first
used a multitask approach of proce-
dures to manage critically ill patients
while working in our Level I trauma
center. This is an effective approach
when many procedures must be ac-
complished at the same time. I felt
this approach could be adapted to the
treatment of MH. I analyzed and pri-
oritized the tasks that needed to be
done and divided them among the
medical staff. This system, which in-
corporates the MHAUS MH protocol,
flowchart and worksheets, was then
found to be efficient and effective in re-
ducing response time to mock MH
events in our institution. I have also
found that periodic mock drills for the
medical staff reinforce a smooth imple-
mentation of the MH response plan.”

Dr. Greenberg adds: “In adapting
the manual, we identified the roles and
responsibilities that different individu-
als have in the ambulatory surgery
center and assigned specific tasks to

each category of individual. Everyone
on the ambulatory surgery team needs
to be fully prepared to treat an MH cri-
sis in any surgical setting: Standard
guidelines for managing MH should
be consistent. The MHAUS MH proto-
col should be followed, and all equip-
ment and medications that are neces-
sary to manage an MH crisis need to be
readily available.”

The manual contains a flowchart,
staff worksheets, recommended MH
cart/kit supplies and checklist, event
drill form, MHAUS poster, various
MHAUS brochures and an adverse
metabolic reaction to anesthesia
(AMRA) report to be filed with the
North American MH Registry (Direc-

Unfortunately, MH is
still claiming several
lives every year in the
United States —
MHAUS’s goal is to
completely eliminate
the incidence of MH
deaths.

tor, Barbara Brandom, M.D., Chil-
dren’s Hospital of Pittsburgh, 3705
Fifth Avenue at DeSota Street, Room
7449, Pittsburgh, PA  15213-2583).
The accompanying instructional
video enacts the MH response plan.
The MH response plan should be re-
viewed, customized by each site and
practiced before it is used for an actu-
al MH event.

The successful treatment of a pa-
tient with MH depends on several key
factors, including early recognition of
the signs and symptoms. This can be
accomplished by educating and up-
dating staff about the syndrome and its
treatment. In the MH response plan,
tasks are outlined and assigned to each
team member in a checklist format on
a worksheet. This response tool en-
sures that multiple therapies are insti-

Henry Rosenberg, M.D.

tuted simultaneously and efficiently
during the MH crisis so that the anes-
thesia care provider can focus on pa-
tient treatment and minimize the risk
of complications associated with MH.
As outlined in the manual, basic sup-
plies, emergency drugs and 36 vials of
dantrolene should be in an MH
cart/kit and centrally located in the
operating room area. Medical staff
should all be aware of the location of
the MH cart/kit.

There are several key points worth
mentioning when using the response
plan included in the manual.

1. The anesthesia care provider
must recognize the early warning
signs of MH: hypercarbia, tachycardia,
tachypnea, cardiac arrhythmia, unsta-
ble blood pressure, rigidity, mottling,
mixed respiratory and metabolic aci-
dosis, myoglobinuria and fever (often
late).

2. A method of alerting staff to initi-
ate the plan and getting the MH
cart/kit to the room must be deter-
mined and tested before an MH emer-
gency arises.

3. Multiple tasks need to be per-
formed simultaneously, quickly and
efficiently.

4. Used supplies and dantrolene
must be restocked.

5. The patient and family should re-
ceive counseling, a letter describing the

Continued on page 6
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Grandma Enters New Age: A Report from the ASA Annual Meeting

By Mary Ann Vann, M.D.

Staff Anesthesiologist

Beth Israel Deaconess Medical Center
Instructor, Harvard Medical School
Boston, Massachusetts

The American Society of Anesthesi-
ologists (ASA) Committee on
Geriatric Anesthesia presented the
panel “Ambulatory Anesthesia for the
Elderly Patient: Grandma on the
Move” at the ASA Annual Meeting last
October in San Francisco, California.
The committee’s panel focused at-
tention on a rapidly expanding surgi-
cal population. Jeffrey H. Silverstein,
M.D., West Nyack, New York, cov-
ered the “Preoperative Evaluation and
Preparation of the Elderly Patient.”
He remarked that age is not a disease,
and that if no disease state is present,
the patient will have the same risk
profile regardless of age. He empha-
sized that preoperative identification
and management of pre-existing con-
ditions and medications is vital. He
orders testing based on physiologic
age, not chronological age. Anesthesi-
ologists need to be cognizant of elder-
ly patients” hearing loss and social is-
sues. Specifically, the elderly have
decreased sound sensitivity, derange-
ment of loudness perception, im-
paired sound localization and slower
processing of information. He ad-
vised the audience to address the pa-
tient face-to-face at a distance of three
to six feet, speak slowly and deliber-
ately and avoid shouting. Written in-
structions should be simple and ex-
plicit, and the font size should be
greater than 12 point. Social issues
should be considered, such as the ex-
istence of living wills or do-not-resus-
citate orders, the patient’s home envi-
ronment, nutrition and independence.
Sheila R. Barnett M.D., Newton,
Massachusetts, addressed “Periopera-
tive Adverse Events and Discharge
Criteria for the Elderly.” She cited the
Warner study in the Journal of the
American Medical Association (1993;
270(12):1437-1441), which determined
that elderly patients undergoing out-

patient surgery had no higher mor-
bidity or mortality than nonsurgical
patients. Older patients suffer more
cardiovascular and central nervous
system (CNS) events perioperatively
than young patients but experience
less postanesthesia care unit (PACU)
events such as nausea, shivering,
drowsiness or dizziness. The inci-
dence of postoperative CNS dysfunc-
tion or delirium is high. Early CNS
dysfunction occurs more frequently in
patients with greater age or lower lev-
els of education, those undergoing re-
peat operations or those suffering
from infectious or respiratory compli-
cations. Advanced age is the only risk
factor associated with late CNS dys-

There is a decreased re-
sponse to beta-receptor
stimulation and con-
nective tissue changes
associated with aging.

function, which can occur in 10 per-
cent of elderly patients.

Unanticipated admission of the el-
derly after ambulatory procedures is
primarily due to medical events in the
PACU rather than nausea and vomit-
ing or pain. Dr. Barnett mentioned
that there are few studies that specifi-
cally looked at adverse outcomes in
elderly patients after ambulatory
anesthesia. Age predicted the location
of return visits for the elderly, but
there was no greater rate in the fre-
quency of return. She also remarked
on the significance of social issues in
the care of elderly patients. They may
suffer greater disability after minor
procedures and cognitive and sensory
problems. The lack of a spouse may
require the commitment of several
family members for assistance with
transportation and recovery.

G. Alec Rooke, M.D., explained
“Why Hemodynamic Stability Is Dif-
ficult in the Elderly Patient.” There is a

Mary Ann Vann, M.D.

decreased response to beta-receptor
stimulation and connective tissue
changes associated with aging. The
stiffening of arteries leads to systolic
hypertension, and rigid veins limit the
buffering of changes in blood volume.
Stiff ventricles predispose the patient
to diastolic dysfunction. Cardiac out-
put depends on late filling, atrial kick
and adequate preload. The basal out-
put of the sympathetic nervous sys-
tem increases with age, and patients
display an exaggerated response to
stimuli. Sympathetic blockade is ad-
visable to prevent swings in blood
pressure. Dr. Rooke added that since
volume loading may be ineffective pro-
phylaxis or treatment of hypotension
during spinal anesthesia, more aggres-
sive vasopressor therapy should be
used. Larger doses of ephedrine or
phenylephrine infusions may be re-
quired; however, alpha agonists may
compromise cardiac output.

Talmage D. Egan M.D., Salt Lake
City, Utah, outlined the “Clinical Phar-
macology of Opioids and Sedative-
Hypnotics — Does Age Matter?” He
described alterations in remifentanil
dosage for the elderly. The pharmaco-
kinetic differs secondary to decreased
central clearance and distribution vol-
ume. Equilibration is slowed, which
alters its pharmacodynamics. The
clinical implication is a markedly

Continued on page 6
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Grandma Enters New Age: A Report from the ASA Annual Meeting

Continued from page 5

lower effective concentration and a 50-
to 70-percent lower dosage require-
ment. Propofol requires a similar sub-
stantial dosage reduction. Other intra-
venous (I.V.) agents should be
administered in decreased dosages,
but the pharmacologic bases for the
reduction is variable. Diminished car-
diac output is a mechanism to explain
observations of higher peak levels.
Raymond C. Roy M.D., discussed
“Postoperative Analgesia for the Elder-
ly Outpatient.” He advocated alterna-

tive methods of pain control. He rec-
ommends the pre-emptive use of N-
methyl-D-aspartate (NMDA) antago-
nists to prevent spinal cord wind-up
and acute opioid tolerance and to de-
crease postoperative analgesic require-
ments. The drugs he utilizes are: mag-
nesium dosed at 30 mg/kg, ketamine
dosed at 15 mg/kg, a combination of
magnesium and ketamine, methadone
and dextromethorophan. Dr. Roy stat-
ed that intraoperative use of aggressive
beta blockade lowers the need for post-
operative analgesics, but the use of opi-
oids for intraoperative cardiac stability

may lead to acute opioid tolerance.
Systemic local anesthetics, adminis-
tered by L.V. or topical anesthetic cream
may provide postoperative analgesia.

He warned that prophylactic use of
nonsteroidal anti-inflammatory drugs
might result in unforeseen responses
or cause greater antiplatelet effects.
Ketorolac doses should not exceed 15
mg in the elderly. Also, pro-drugs,
which need to be converted to an ac-
tive form, may not be as effective in
the elderly. These drugs include
codeine, hydrocodone and the COX-2
inhibitor pareoxib. Sws,

MHAUS Offers Surgery Procedure Manual and Videotape

Continued from page 4

event, information on the MHAUS
Medical Identification Tag Program,
and a referral should be made to
MHAUS by calling (800) 98-

dedicated to reducing the morbidity
and mortality of MH by: 1) improving
medical care related to MH, 2) provid-
ing support and information for pa-
tients and 3) improving the scientific

ber of Hotline calls has grown from ap-
proximately 170 calls per year to 2,500
calls in 2000. Calls ranged from ques-
tions about acute and suspected cases
of MH, drug safety and follow-up care

of MH patients to what advice

MHAUS (800-986-4287) or
through the Web site at
<www.mhaus.org>. The chart
should be clearly marked
“avoid succinylcholine and
volatile anesthetic gases,” and
an AMRA report should be
filled out.

6. A member of the anesthe-
sia staff should be assigned to
keep the team updated on MH.
That person should also main-
tain the MH response plan, pe-

For more information
on MHAUS, visit:

www.mhaus.org

should be given to MH-sus-
ceptibles and their families.
MHAUS advocates that body
temperature should be moni-
tored in all surgical patients
undergoing general anesthe-
sia, adequate supplies of
dantrolene be stocked nearby
and thorough family histories
be obtained prior to surgery.
MHAUS operates solely
by voluntary tax-deductible
contributions. These contri-

riodically check it for accuracy,
make changes as appropriate and con-
duct periodic drills.

The MH Ambulatory Surgery Pro-
cedure Manual and Training Video-
tape was produced in cooperation
with Organon, Inc.

MHAUS also would like to ac-
knowledge and thank SAMBA repre-
sentatives for reviewing the materials
and releasing this statement: “SAMBA
supports the activities of MHAUS and
commends the Association on its ef-
forts to develop a Malignant Hyper-
thermia Procedural Manual.”

MHAUES is a nonprofit organization

understanding and research related to
MH and other kinds of heat-related
disorders.

The MH Hotline is available 24
hours a day to help health care profes-
sionals obtain immediate access to
anesthesiologists who volunteer their
expertise in managing MH or to an-
swer pre-, post- or intraoperative anes-
thesia-related questions. Sponsored by
MHAUS, the MH Hotline numbers are
(800) MH-HYPER (800-644-9737) in the
United States and (315) 464-7079 in
Canada and internationally.

Since its inception in 1982, the num-

butions come from individu-
als, corporations and professional so-
cieties.

The MH Ambulatory Surgery Pro-
cedure Manual and Training Video-
tape is available for $175. Contact
MHAUS, Box 1069, Sherburne, NY
13460, (800) 98-MHAUS (800-986-
4287) or visit the MHAUS Web site at
<www.mhaus.org>. Also from the
Web site, you can obtain information
about the entire spectrum of MHAUS
educational materials, research, pro-
grams, MHAUS membership and to
make tax-deductible contributions.

Sme,
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Stress: What You Don’t Know Can Hurt You

By Michael A.E. Ramsay, M.D.
Chief of Anesthesiology

Baylor University Medical Center
Dallas, Texas

Professor of Anesthesiology
University of Texas

Southwestern Medical Center
Dallas, Texas

tress occurs on a regular basis, and

when it is under control, it can be a
good motivator that mobilizes adrena-
line and improves performance. It can
mobilize us into action and can be a
positive force that drives us to suc-
ceed. Many people with too little
stress in their lives will actively seek
risk in such activities as skydiving, or
simply going to Imax® movies, to
bring excitement into their lives. It is
when our coping mechanisms become
overloaded that stress becomes dis-
tress, reduces efficiency and becomes
harmful to our well-being. This may
occur acutely from a single traumatic
event or, as is common in the physi-
cian’s practice, it occurs insidiously
over a longer period of time. The ac-
cumulation of stressors eventually re-
sults in impairment and burnout. The
key to surviving or even thriving on
stress is to control it.

Stress Factors for Physicians

There are many stress factors in a
physician’s life. Type A behavior
(tense, aggressive, action-oriented) is
prevalent among physicians, both
male and female, and this may lead to
self-induced stress. The demands of
the hospital or practice may conflict
with the demands of the home. In the
workplace, constant demands from a
changing practice and reimbursement
issues are increasingly prevalent.
Quality patient care and malpractice
litigation are being focused upon more
intensely. The physician must cope
with life-and-death decisions and deal
with bad outcomes when they occur.

The drive to increase performance
and efficiency results in an increased
workload and often in a less-than-an-
ideal work environment. The anesthe-
siologist is often under increasing

pressure to move cases along even
though all the appropriate information
may not be available or has only just
become available minutes before in-
duction. Therefore, a rapid decision-
making process has to be entertained
without the luxury of a discussion
with a colleague — often, life-and-
death consequences are based on your
thought process. This results in an in-
creased stress level that may be com-
pounded by fatigue. In addition, anes-
thesiologists must attempt to keep
pace with changing financial factors.
One strategy for combating adverse
health care economics is a growth pol-
icy, but increasing volume to make up
for reduced reimbursement usually re-
sults in longer working hours. The

Learn to manage your
emotions. Emotional
intelligence is far more

important for a suc-
cessful life than a high

1Q.

outcome of this modern-day anesthe-
sia practice has caused an increase in
both stress and fatigue. If we are not
vigilant, a decrease in performance
will occur.

Consequences of Stress

The human being is a complicated
physiological machine that is prone to
error, and the incidence of these
human errors is increased by stress.
As performance decreases, errors of
omission appear with increasing fre-
quency. This may be demonstrated by
minor errors, or “slips.” These slips
may be exhibited in recording errors
or recent memory loss and rarely lead
to a major event. As performance fur-
ther deteriorates, however, errors of
commission occur: these are “mis-
takes” where the planning process it-
self is flawed. This may lead to techni-
cal or judgmental errors such as

Michael A.E. Ramsay, M.D.

selecting a wrong or inappropriate
technique that results in an adverse
outcome (e.g., administering succinyl-
choline to a paraplegic). These mis-
takes, of course, can have devastating
results.

The results of unchecked stress will
eventually lead to poor performance,
an increase in human error or medical
mistakes, dysfunctional behavior and
then to failure, either on the homefront
or in the workplace. Sexual dysfunc-
tion and marriage problems leading to
separation and divorce may result at
home. Reliance on alcohol or drugs
may result in catastrophic events in
the home and workplace. Dysfunc-
tional behavior in the workplace may
result in actions taken by partners,
peers or administration. Tolerance for
this type of behavior is now vanishing
due to courts recognizing the vicarious
liability of the employer when a hos-
tile work environment is not ad-
dressed. The impaired physician is a
major loss to society but is also a
threat. Clearly, the result of uncon-
trolled stress is a dysfunctional physi-
cian who is a risk to patients, col-
leagues and family.

Signs of Stress

The key to stress management is to
recognize it and the insidious way that
it can creep up on you. The acute

Continued on page 8
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Stress: What You Don’t Know Can Hurt You

Continued from page 7

stressful event may be obvious, such
as the death of a spouse, but there are
many other triggers that, though we
are exposed to them, we may not rec-
ognize. The acute response to stress is
that of an alarm or arousal reaction.
This may result in an excess of cate-
cholamines, with symptoms of palpita-
tions, headache, tension, anxiety, irri-
tability, insomnia, lack of concentration,
phobias, fatigue, eating disorders and
eventually a potential for reliance on
medication or alcohol.

If the stress continues, and if we are
to survive, we enter a stage of resis-
tance or energy conservation. This
may present as social withdrawal, tar-
diness, apathy, cynicism, decreased
sexual desire and resentment of the
workplace. If a coping mechanism is
not instituted, a stage of exhaustion or
burnout is eventually reached. Symp-
toms may include depression, mental
and physical fatigue, the desire to
“quit” (whether it be work or family)
and most ominously, suicidal and ad-
dictive tendencies.

Managing Stress

It is impossible, and probably un-
healthy, to avoid stress. The key is to
cope with stress so that negative con-
sequences are avoided. The first step

is to take care of yourself, both physi-
cally and mentally. Take the time to
exercise regularly, get enough sleep
and eat right. Exercise is a great way to
dissipate stress, relieve anxiety, elevate
mood and clear the mind. Pamper
yourself. Take time to play: “All work
and no play” is a recipe for disaster.
Learn to manage your emotions.
Emotional intelligence is far more im-
portant for a successful life than a high
IQ. This will lend itself to conflict res-
olution skills and will improve com-
munication at home and in the work-
place. Interpersonal conflict is a very
potent stress producer, whether it is
family- or colleague-related. Learning
to communicate effectively, under-
standing the other point of view and
being empathetic even in disagree-
ment are skills that need to be learned.
Learn to listen. It will also help with
the second step in managing stress:
controlling your reactions to stressors.
An important step in handling stress is
to ignore those factors out of your con-
trol and only attempt to control those
factors that you can realistically con-
trol. Try to avoid overreacting; do not
fret over things that you cannot con-
trol. Become realistic about your goals
and what you can reasonably accom-
plish. Take “time out,” whether it is a
week off or just a deep breath. Look
for some humor in unpleasant situa-

tions, and discuss events with a confi-
dant. Do not avoid the truth; if you are
in the wrong, deal with it. Do not use
avoidance tactics. Utilize emotional
intelligence skills to understand and
subsequently defuse your emotions.

Control the amount of stress that
you are exposed to by being realistic
about work assignments. Learn to
say “no.” Develop a group, practice
or department policy that provides
ground rules on work hours, behavior
patterns and conflict resolution so
that fatigue is reduced and dysfunc-
tional behavior is dealt with, early on,
by peer intervention.

Finally, take care of each other. If
you see a buddy demonstrating the
signs of stress, help out. Often simple
talking can bring issues back down to
manageable levels. The impaired
physician is not only a great waste of
investment but is also a significant
risk to him /herself and others. Sug,

Suggested Reading:
Hanson PG. The Joy of Stress. Kansas
City: Andrews and Mcmeel; 1986.
Powell T. Stress Free Living. New York:
DK Publishing; 2000.

Goleman D. Working With Emotional
Intelligence. New York: Bantam
Books; 1998.
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Bylaws Amendments Proposed for Membership, Research

By Grover R. Mims, M.D., Chair
Committee on Bylaws

t its October 2000 meeting, the
SAMBA Board of Directors ap-
proved proposed Bylaws amend-
ments to the Society’s Bylaws that will
better state the functions of the Com-
mittee on Membership and the Com-
mittee on Research. The amendments
also formally add the function of com-
mittee appointments to the responsi-
bilities of the President-Elect.
In accordance with the procedures
to amend the Bylaws, the proposed
amendments must be distributed to

every member of the Society at least
two weeks prior to the SAMBA Annu-
al Membership Meeting to be held on
May 6, 2001, at the Renaissance Es-
meralda Resort in Indian Wells (Palm
Springs), California. At the Annual
Membership Meeting, the proposed
amendments will be read a second
time followed by a vote. A two-thirds
affirmative vote of the active voting
members present is necessary for the
proposed amendment to become ef-
fective.

The proposed amendments to the
Bylaws are as follows (additions are
noted by underlining; deletions are
noted by strikethroughs):

Grover R. Mims, M.D.

ARTICLE III
MEMBERSHIP
Section 3.1. MEMBERSHIP.

a. Membership in the Society is a privi-
lege and not a right and is contingent
upon compliance with the require-
ments specified in these Bylaws. No
person shall be accepted or continued
as a member unless he/she is of good
moral character and adheres to the
ethical standards of the medical pro-
fession and is practicing in accor-
dance with the principles of this Soci-
ety as set forth in these Bylaws.

=

. An application for membership shall
be made upon an official membership
application form.

Section 3.3. RESIGNATION. Any
member in good standing may resign
from the Society by submitting a written
communication addressed to the Secre-
tary. Suehrestenation—shalt-beaecepted
by-the Board-of Directorsat-the nextreg-

| o followinetl hiel
he—eoriitneation—s—terreads There

shall be no prorated reimbursement of
dues for the remaining period of the
paid-up year of resignation.

BERS:

. Leationt bershinshall
be—tade—tpon—the—othetaltember-

Section 3.4. DURATION OF MEM-
BERSHIP.

Section 3.5. MEETINGS.
ARTICLE 1V
ASSESSMENTS

Section 4.1. ANNUAL ASSESSMENT
(DUES).

a. By the first day of December in each
year, each member shall be sent a no-
tice of the per capita dues levied by
the Board of Directors after approval
of the membership at the Annual
Membership Meeting.

b. Payment of these annual dues for
each calendar year shall be forwarded

to the Treasurer of the Society not
later than five (5) days before the 31st

of December. efthe-preeeding—year

c. Such per capita dues shall apply in
the same manner immediately upon
the admission or reinstatement of

members. Eora-new-member-admi-

His—Seeieb—toriv—embers  Ducs
for new members admitted after Sep-
tember 1 of any calendar year shall be
applied to the upcoming year; mem-
bership will become effective imme-
diately.

Section 7.8. COMMITTEE ON BY-
LAWS.

a. Composition. The Committee on By-
laws shall consist of six (6) members
and a Chair. The Vice-President shall
serve as the Board advisor to the
Committee.

Section 7.9. COMMITTEE ON FI-
NANCE AND BUDGET.

a. Composition. The Committee shall

Continued on page 10
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Continued from page 9

consist of six (6) members and a

Chair. The Treasurer shall serve as
the Board advisor to the Committee.

Section 7.15.
MEMBERSHIP.

COMMITTEE ON

a. Composition. The Committee on
Membership shall consist of a chair
and six (6) members. The Secretary
shall serve as the Board advisor to
the Committee.

b. Functions. The Committee on Mem-

bership shall make every effort con-

sistent with required standards to in-
crease the numerical strength of the

Society. The Committee shall inves-

tigate why former members fail to
renew membership in the Society. #-
sesteate—the—sthical—perenal—and

Committee shall have access to accu-

rate records of past-and—present the

Society membership. Fhre-Commit-

ree—shatmalee—evren—elfer—eonsis
. . ’

. ] T | Lot

Seetetr

Section 7.16. COMMITTEE ON RE-
SEARCH.

a. Composition. The Committee on
Research shall consist of a chair, six
(6) members and a board advisor.

b. Functions. The Committee on Re-
search shall establish guidelines for
research grants presented by the So-
ciety, send notification of grant appli-
cations to anesthesiology residency
training program chairs, announce
availability of grant applications to
the SAMBA membership either in
the form of a letter to the member-
ship or as an announcement in the
Society’s newsletter, receive applica-
tions for research grants, grade all ap-
plications for research grants and de-
termine whether or not research
grants should be awarded. The Com-
mittee on Research shall not be
bound to present research grants at

the end of each grading period should
the Committee concur that no appli-
cation worthy of funding was re-
ceived. by-the-eommnittee: The Com-
mittee shall submit any grant to be
funded to the Board of Directors for
its approval prior to the awarding of
the grant.

Section 8.5. PRESIDENT-ELECT.
The President-Elect shall perform the
duties of the President during absence or
disability and shall be an ex-officio
member of all committees but shall
serve on the Nominating Committee as
a consultant member. The President-
Elect shall select those members of the
Society for appointment to committees

at the beginning of their term. The Pres-
ident-Elect shall serve as Chair of the

Judicial Committee and as the Vice-
Chair of the Committee on Affiliations.
The President-Elect shall oversee the
operations of the Society’s administra-
tive committees and subcommittees and
shall have purpose to maintain contact
with the Board advisors to these com-
mittees. The President-Elect shall ad-
vance to the office of President without
the process of nomination and election.

WANTED: Distinguished Service Award Nominees 2002

ouis A. Freeman, M.D., Fresno,

California, Chair of the Committee
on Awards, advises that the commit-
tee is seeking nominations for the
SAMBA 2002 Distinguished Service
Award. The award will be presented
during the SAMBA 16th Annual Meet-
ing on May 2-5, 2002, at the Hilton
Hotel, Walt Disney World Village.

The award, which represents the
highest honor SAMBA can bestow
upon an individual, is presented in
recognition of outstanding achieve-
ment in ambulatory anesthesia.

Past Distinguished Service Award
Recipients are: Mary-Louise Levy,
M.D., (1994) Chevy Chase, Maryland;

Bernard V. Wetchler, M.D., (1995)
Chicago, Illinois; Stanley Bresticker,
M.D., (1996) Somerset, New Jersey;
Harry C. Wong, M.D., (1997) Salt
Lake City, Utah; Burton S. Epstein,
M.D., (1998) Bethesda, Maryland;
Surinder K. Kallar, M.D., (1999) Rich-
mond, Virginia; and Wallace A. Reed,
M.D., (2000) Phoenix, Arizona. Paul
F. White, M.D., Ph.D., Dallas, Texas,
is the 2001 recipient.

Members interested in submitting
a nomination for the SAMBA 2002
Distinguished Service Award should
contact the SAMBA office for a nomi-
nating form. You may request a form
by e-mail at <samba@asahq.org> or

by telephone at (847) 825-5586. A
form also appears on the following
page. The nominating form requires,
in addition to the name of the nomi-
nee, a brief curriculum vitae and a
short description of the person’s ac-
complishments. References are re-
quested as well as the name and tele-
phone number of the person
submitting the nomination.

The deadline for nominations for
the 2002 Distinguished Service
Award is August 1, 2001. Sius,

10
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Sj‘ﬁ”‘fﬁ’mmw Distinguished Service
AETER - Award Nominating Form

(Deadline: August 1, 2001)

I wish to submit the name of the following individual for consideration by the Committee on Awards as a possible
recipient of the 2002 SAMBA Distinguished Service Award.

Name of Nominee:

Brief Curriculum Vitae and Accomplishments:

References (Please list up to four references):

1. e

3. 4.

Name of Person Submitting Nomination:

Telephone Number of Submitter:

RETURN TO: Society for Ambulatory Anesthesia
520 N. Northwest Highway, Park Ridge, IL 60068-2573
Fax: (847) 825-5658
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AAAHC to Study Ambulatory Practices

Continued from page 3

tion, various state medical licensing
boards and other accrediting bodies re-
garding these implications. SAMBA
leaders agree with AAAHC and other
groups that voluntary, peer-reviewed
accreditation is preferable to mandated
accreditation. Rather than attempting to
“reinvent the wheel,” several states
have incorporated many of the AAAHC
standards into their rules and regula-
tions dealing with ambulatory care.

In anticipation of the resulting in-
creased demand for accreditation in the
office-based setting, AAAHC is taking
several steps. At the present time,
planning has begun for the formation
of a special task force to review anes-
thesia standards, including those for
conscious sedation that would be used
in an office-based setting. It is noted
that anesthesia is an area of concern for
many state regulatory bodies as it per-
tains to office surgery, and it has been
the stimulus for many states to seek
regulation of office-based procedures.
This task force will ensure that
AAAHC has appropriate, up-to-date,

clinically based anesthesia standards
that are not only practical but appro-
priate.  AAAHC Past President Mar-
garet Bridwell, M.D., is currently chair-
ing another task force charged with
reviewing the entire AAAHC accredi-
tation process with an eye on stream-
lining accreditation and making it
more “user friendly,” while still ensur-
ing its integrity.

Finally, AAAHC’s two subsidiaries,
the Institute for Quality Improvement
(IQI) and Healthcare Consultants Inter-
national, Inc. (HCI), are poised to pro-
vide support services to organizations
interested in accreditation. HCI is cur-
rently developing tools for organiza-
tions that desire guidance with the ac-
creditation process. The tools will
serve as educational aids, assisting or-
ganizations in complying with accredi-
tation standards. In addition, the IQI is
working with a number of specialty so-
cieties to develop monitoring and as-
sessment programs pertaining to med-
ical errors in the office setting. The IQI
is also engaged in several clinical qual-
ity improvement studies in various
specialty areas. Simg,

Lots of Issues in This Issue of Ambulatory

Anesthesia
Continued from page 2

specialty can be extremely stressful, it
is important to pay particular atten-
tion to our mental and emotional
health. Therefore, in this issue, we
discuss stress management. Michael
A E. Ramsay, M.D., Dallas, Texas, dis-
cusses the various aspects of stress
management, including recognition of
stress and the steps we can take to
minimize and cope with stress.

Of note, the Discussion Board on the
SAMBA Web site has been very active;
a number of practitioners are using this
forum to present their questions and
concerns. Some of the topics of discus-
sions will be summarized in future is-
sues of this newsletter.

Finally, I would like to remind you
to attend the SAMBA 16th Annual
Meeting to be held at the Esmeralda Re-
sort in Indian Wells (Palm Springs),
California, on May 3-6, 2001. Saus,
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