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Executive Summary 

The Under Secretary for Health requested that the Office of the Medical Inspector (OM!) 
investigate a complaint lodged with the Office of Special Counsel (OSC) by a number of staff 
from the Anesthesia Section at the Depmtment of Veterans Affairs (VA) Medical Center, 
Washington, District the Medical . The ~!!£!~~~ 
three anesthesiologists: 

. five certified 
(b)(6) 

one eXI~eI'1!.Q'.h 
Services at the Medical Center. 
center. The complainants Center engaged in gross 
mismanagement, created a substantial and speeitic danger to public health and safety by failing 
to provide adequate staff assistance to anesthesiologists during complicated procedures on eight 
separate occasions, and have instituted policies that do not prioritize the most complex cases. 
The aMI conducted site visits to the Medical Center on December 20,2010, and 
January 6,2011. The aMI also conducted telephone interviews with complainants on 
January 19,2011, and January 24,2011. 

Summary of Couclusions 

The aMI did not find evidence of any violation of law, rule, or regulation. The aMI did not find 
evidence of gross mismanagement or a substantial and specific danger to public health and 
safety. 

The aMI did not substantiate the allegation that there was a failure to provide adequate staff 
assistance to anesthesiologists during complicated procedures On eight separate occasions. The 
aMI did not substantiate that there were any threats to patient safety or unnecessary patient risk 
as a result of anesthesiology scheduling practices. 

The aMI did not substantiate the allegation that scheduling policies do not prioritize the most 
difticult anesthesia cases. The aMI did not substantiate the allegation that some 
anesthesiologists have to work on difticult cases with insutIicient or no help while others are 
assigned to less difficult cases with CRNAs. The aMI did not substantiate the allegation that 
scheduling practices favor certain employees, providing them with adequate help on all their 
cases. The Chief, Anesthesia Section, always supervises a CRNA on her cases, which the aMI 
considers appropriate given her other duties as Chief. 

Summary of Recommeudations 

The aMI makes no recommendations regarding the allegations. 
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Final Report 

I. Summary of Allegations 

The Under Secretary for Health requested that the Office of the Medical Inspector (OMI) 
investigate a complaint lodged with the Office of Special Counsel (OSC) by a number of staff 
from the Anesthesia Section at the Department of Veterans Affairs (VA) Medical Center, 
Washington, District of Columbia the Medical 
three d",o>lI.,,>,vIOglst:si 

(b)(6) and one alli~fliCs"la ie:ctli1lcilai1, 
one are currently employed in the Anesthesia <;p,'t;,m 

Services at the Medical C CRNA, has relocated to another VA medical 
center. The complainants at the Medical Center engaged in gross 
mismanagement, created a substantial and specific danger to public health and safety by failing 
to provide adequate staff assistance to anesthesiologists during complicated procedures on eight 
separate occasions, and have instituted policies that do not prioritize the most complex cases. 
The OMI conducted sitc visits to the Medical Center on December 20, 20 I 0, and 
January 6, 2011. The OMI also conducted telephone interviews with complainants on 
January 19,2011, and January 24,2011. 

II. Background 

In February 2008, after the unexpected death of the Chief, Anesthesia Section, the Medical 
Center hired a new Chief, from the private sector, with the goal of transforming the Anesthesia 
Section into a more effective, efficient, and Joint Commission compliant organization. The new 
Chief initiated a number oftransfonnational changes that included monitoring and enforcing 
duty hour compliance, more effective use of providers to increase efficiencies in the operating 
room leading to improved and decreased overtime costs, and enforcement of Joint 
Commission standards. and_ who had practiced under the 
fonner Chief, new s initiatIves. In response to these the 
Chief of , and the Acting Chief, Surgery <:P"V;"P< 
(hereafter, as have addressed their concerns by meetmg 
complainants on multiple occasions, by convening a Board of Investigation, and by sponsoring a 
National Center for Organizational Development team training workshop within the Anesthesia 
Section. Leadership has reported that the changes implemented by the Chief of Anesthesia have 
resulted in increased effectiveness and efficiencies in thc operating room (OR) including 
improved start times, increased case productivity while decreasing overtime costs, and positive 
citations at the last Joint Commission survey that specifically complimented the Anesthesia 
Section. Leadership has informed the complainants that the new Chief, Anesthesia Section has 
their full support. 

III. Facility Profile 

The Medical Center is a full-service health care facility providing comprehensive primary and 
specialty care in medicine, surgery, neurology, and psychiatry. The Medical Centcr has 171 
acute care beds, 30 residential rehabilitation treatment beds, and an adjacent 120-bed Community 
Living Center. The Medical Center serves Veterans and their families in metropolitan 
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Washington, DC, including parts of Maryland and northern Virginia. Working closely with the 
Walter Reed Army Medical Center, the Medical Center is the Veterans Integrated Service 
Network (VISN) 5 designated site for poly trauma. 

The Anesthesia Section, Surgical Services consists ofthe Chief, five general anesthesiologists, 
two cardiothoracic anesthesiologists, six CRNAs, an anesthesia techn and student nurse 
anesthetists (SRNAs) on rotation. During our investigation, one ~"."c,. 
extended sick leave. A CRNA was hired in November 20 I 0 to r~"lo", 
CRNA who had transferred to another VA facility. The Anesthesia 
surgery in the five ORs and for procedures in the gastrointestinal suite, the cardiac 
catheterization laboratory, and interventional radiology. Anesthesia staff provided support for a 
total of2,849 surgeries and procedures in 2008,3,077 in and in 2010. Two 
cardiothoracic anesthesiologists~ support surgical 
cases involving the use of a car~ss in 2009 and 100 
in 2010. Table I provides detail on the anesthesia cases done during 2008 through 2010. 

Table 1: Number and Types of Anesthesia Cases Done at the Medical Center 

Type of Nu r of Cases Done Number of Cases Done 
Anesthesia Case 2008 2009 2010 

OR 2612 2779 2753 
(Non-Cardiac) 

OR 142 102 100 
(Cardiac) 
Non-OR 

Interventional Radiology 21 32 18 
Procedures 

Cardiac Catheterization 
Lab Unkno\vn 53 39 

Procedures 

Gastrointestinal SU~_~ ~ 
Procedures 

74 111 154 

Total Cases I 2,849 , 3,077 3,064 

IV. Conduct of the Iuvestigation 

. visits to the Medical Center. A team consisting 0iU.... 
Deputy M~dicallns ector for Professional Services;a 

Im'estig;ator;, • , Clinical Program Manager, and 
the VA Consultant m Anest eSlO ogy, conducted II interviews on 

second visit took place on ,"num'V 

the Medical Inspector, 
an seven interviews 

conducted separate telephone interviews 
The team members also reviewed policies, an(~stllesia ":neau .• ,,s, 
list of documents reviewed by the OMI is in Attachment A. On both site visits, the OMI held 
entrance and exit conferences with Medical Center leadership. 

The OMI team interviewed the following individuals, either in person or via telephone. Some 
individuals were interviewed more than once. All complainants were interviewed at least once. 
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The OMI's protocol for investigation is to address allegations as follows. The OMI did 
substantiate allegations when the facts and findings supported that the alleged events or actions 
took place. The OMI did not substantiate allegations when the facts showed that the allegations 
were unfounded. The OMI could not substantiate allegations when there was no conclusive 
evidence to either sustain or refute the allegations. 

V. Summary of Evidence Obtained from the Investigation 

Allegation #1 

The schednling policies create a significant, nnnecessary risk for the patients receiving 
anesthesia from any of the disfavored providers. Eight cases were provided as examples. 

Findings 

The Medical Center has policies for the Anesthesia Section, Surgical Services describing the 
expectations for time and leave, duties, responsibilities, and work schedules. Per Medical Center 
policy, clinical and administrative assignments are made based upon assessment of the service 
needs ofthe Anesthesia Section, and are based upon patient acuity, predetermined basic staffing 
requirements, and the experience and expcltise of the anesthesia provider. The guidance on 
work assignments provides that the Chief, Ancsthesia Section" ... recommends a sufficient 
number of qualified and competent providers to deliver the highest quality of care and 
services." 1 

The VA Consultant in Anesthesiology , reported that facilities seldom 
have specific scheduling policies for guidance from national 
organizations and professional practice suggest that schcduling practices for anesthesia staff 
usually include the assignment of one anesthesiologist to cover at least two to four active ORs, 
with CRNAs managing the case in each OR. Cardiac cases are managed by a cardiothoracic 
anesthesiologist and usually include an assigned CRNA or SRNA. The OMI found that, in most 
cases, anesthesia staffing at the Medical Center consisted of an anesthesiologist and CRNA in 
each room, whether the case was simple or complex. 

Eight cases were cited in the OSC complaint as specific examples of significant and unnecessary 
risk posed to Veterans receiving anesthesia care as a result of scheduling policies. For each of 

1 Anesthesia Section of Surgical Services, Policy2-#2: Organization and Personnel, July 2010, Veterans Affairs Medical Center, 
Washington, DC, p. 3. 
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the cases cited, staffing included both an anesthesiologist and a CRNA or SRNA present in the 
OR, The cases each involved care by "disfavored" providers. 2 During OMI interviews, each 
complainant described the unnecessary risk as perceived potential safety issues based upon the 
premise that "something may go wrong." When specifically queried, no complainant could 
provide an example of an adverse event, close call, or reportable safety event involving any 
Veteran in the eight cases cited 3

. 4, 5 In addition, when specifically queried, no complainant 
could provide any example of an adverse event, close call or satety problem for any Veteran due 
to anesthesia scheduling practices. 

The American Society of Anesthesiology (ASA) recommends a preliminary assessment of each 
patient within 30 days prior to the case, except in emergencies. During the preliminary 
assessment the anesthesiologist will assess the individual for risks associated with his or her 
general state of health and the risks associated with administration of anesthesia. 

The commonly accepted method to assess the general health ofthe individual is the ASA 
Physical Status Classification, commonly referred to as ASA class or simply ASA. Using age, 
tunctional capacity, medical status and a review of body systems, an ASA class is assigned from 
1 to 6, with 1 indicating that the patient is generally healthy and has few medical risk factors. An 
ASA of5 indicates the patient may be near "dying" or death is imminent, and an ASA of6 
describes a brain dead patient. Any patient undergoing an emergency procedure has an 
additional indicator designated by the suffix "E." 

There are different ways to assess a patient's risk for anesthesia, and these assessments may 
influence the type of anesthesia, route of administration, and medication. The literature suggests 
that some methods are more reliable than others, but none is completely reliable. An acceptable 
method to determine the adequacy ofthe individual's airway for induction of general anesthesia 
is to conduct an evaluation ofthe oral cavity and throat, resulting in the Mallampati score. 6 The 
score, from Class I to Class IV, represents the competency of the airway, with Class I and II 
indicating that the induction of an airway should be relatively uncomplicated. Class III 
represents a moderately complicated airway, and Class IV may indicate a difficult airway. 

Additional tools to assess risk for induction of general anesthesia include measurements taken 
from the chin to the neck, noted in centimeters (cm) or tingerbreadths (FB). The thyromental 
distance (TMD) is used to predict difficult intubation and measures from the chin to the thyroid 
notch on the neck. Normal measurements are greater than 3 FBs or 6 cm in adults, with lower 
numbers indicating more difficult airway induction. The mandibulo-hyoid (MH) distance 

2 "Disfavored"~ term the complainants used to describe themselves. 
3 Adverse events are untoward incidents, therapeutic misadventures, iatrogenic injuries, or other adverse occurrences directly 
associated with care or services provided within the jurisdiction of a medical center, outpatient clinic, or other Vetenms Health 
Administration (VI-lA) facility. VHA Directive 2008~()02, January 18, 2008, Disclosure of Adverse Events to Patients. 
4 A close call is an event or situation that could have resulted in an adverse event, but did not, either by chance or through timely 
intervention. Such events have also been referred to as "near miss" incidents. VHA Handbook 1050.01, May 23, 200S, VHA 
National Patient Safety Improvement Handbook. 
S A reportable safety event, also called a sentinel event, is a type of adverse event defined by the Joint Commission as unexpected 
OCCUlTences involving death, serious physical or psychological injury, or risk thereof...The phrase "risk thereof' includes any 
process variation for which a recurrence would carry a significant chance of serious adverse outcomes. VHA Handbook 1050.01, 
May 23, 2008, VHA National Patient Safety Improvement Handbook. 
6 Induction is the process of introducing a scope into the patient's mouth and throat in order to insert an airway for breathing 
management and medication administration during general anesthesia. 
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measures from the chin to the hyoid bone in the neck, with a score of less than 4 FB or 8 em 
indicating a potentially difficult airway induction. 
Another risk for difficulty in anesthesia induction is obesity or body mass index (BMI) as 
calculated through height and weight measurement. A normal BM! is considered to be 18.5 to 
24.9. A BM! of greater than 30 is labeled as "obesity." A systematic review of the literature on 
airway management (Drolet, 2009) indicated that one study showed a body weight of greater 
than 110 kilograms (kg), or 242 Ibs, may predict greater difficulty in airway management. Only 
one study done on BM! suggested a relationship between a BM! of greater than 35 and more 
difficult direct laryngoscopy. Direct laryngoscopy is induction with a simple laryngoscope. 
Airway management tools, such as guided laryngoscopes, allow induction with visual real-time, 
on-screen assistance (GlideScope®). The Medical Center has GlideScope® available for use by 
anesthesia staff. 

Attachment B provides a table of the cases mentioned in the OSC letter. Information for each 
case was obtained by an OMI review ofthe medical record. The table provides information on 
the Veteran, the type of surgery, the ASA and Mallampati scores, and the TMD or MH score, if 
it was noted in the anesthesia records. The pre-operative anesthesia notes were written by the 
anesthesiologist and provide his or her evaluation of the Veteran's risk assessment for anesthesia. 
The type of anesthesia administered and post-operative anesthesia comments are noted, if found 
in the record. 

Of the eight index cases, one Veteran had an ASA score of2, five had ASA scores of3, one was 
4 and one was 5E (the surgery was palliative in nature). For all eight index cases cited by the 
complainants, no Veteran received an assessed Mallampati score greater than Class III. Of the 
eight index cases, six reported MH assessments; all six were "more than 3 FB," with none 
described as abnormal. Three Veterans had BM!s greater than 35. No post-operative anesthesia 
concerns were reported for any ofthe index cases. No adverse events, close calls, or safety 
issues were identified in any ofthe cases. Each case, independent of complexity, was attended 
by an anesthesiologist, with 7 of 8 cases co-attended by a CRNA or SRNA. Cases 6 and 7 
(greater complexity) were attended by cardiothoracic anesthesiologists. 

All anesthesiologists are similarly privileged, with the exception of the cardiothoracic 
anesthesiologists. All CRNAs have similar privileges. 

Conclusion 

The OMI could find no evidence in the index cases that "disfavored" providers were assigned 
cases of greater complexity or assigned cases outside their scope of practice. With one 
exception, all index cases were attended by two anesthesiology providers, including cases of 
minor complexity. For one hernia repair, the case was attended by an anesthesiologist without a 
CRNA or SRNA. There was no evidence that case scheduling posed a risk to the Veteran or 
presented an undue safety risk. 

The OM! did not substantiate the allegation. 
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Recommendation 

The OMI makes no recommendations regarding this allegation. 

Allegation #2 

Scheduling policies do not prioritize the most difficult anesthesia cases. As a result, some 
anesthesiologists have to work on difficult cases with insufficient or no help while others 
are assigned to less difficult cases with CRNAs. Scheduling practices favor certain 
employees, providing them with adequate help on all their cases. 

'Findings 

The Anesthesia Section of Surgical Services is staffed by eight anesthesiologists and six CRNAs, 
who must provide anesthesia care under the supervision of an .. The 
team ofthe Anesthesia Section consists of (1) the 
M.D., (2) the Assistant Chief, (3) the 
Coordinator. Anesthesia Chief CRNA, Anesthesia 
Section,~ CRNA. management team are considered to be 
"supervi~' within the Anesthesia Section; they are the only personnel with the 
authority to approve or disapprove leave, to direct clinical and administrative assignments, and to 
assign on-call duties. 

The Chief provides leadership, direction, and support for anesthesia services delivered 
throughout the hospital. The Chief is responsible for establishing the type and scope of services 
delivered within the Anesthesia Section, and develops and implements policies and procedures to 
guide and SUppOlt the provision of those services. The Chief is responsible for overseeing the 
clinical privileges of all anesthesia staff, along with monitoring quality and professional conduct. 
The Assistant Chief assists the Chief in these efforts, and acts as the Chief of Anesthesia as 
assigned. As such, both the Chief and Assistant Chief are heavily involved with hospital 
committees and are tasked with ensuring that the Anesthesia Section operates in compliance with 
national guidelines. 

The Clinical Coordinator is tasked with the assignment of clinical and administrative duties of 
anesthesia providers on a day-to-day basis in consultation with the Chief. The Clinical 
Coordinator assigns coverage for the anesthesia cases that occur in the OR as well as those that 
occur in other procedural areas within the hospital, such as gastroenterology. The environment 
ofthe OR is dynamic, thus the service needs of the Anesthesia Section must be flexible. The 
clinical and administrative assignments must be fluid and modified as necessary throughout the 
course of the day. 

The Chief CRNA functions under the direction of the Chief, Anesthesia Section, by supporting 
scheduling needs, e.g., assigning CRNAs to work with anesthesiologists. The Chief CRNA 
works with the Clinical Coordinator to establish CRNA anesthesia coverage throughout the 
hospital. 

(b (6) 
The five non-administ~onsist of two cardiothoracic anesthesJ..~ 

and ___ and three general anesthesiologists;_ 
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The two cardiothoracic 
cardiotllm'acicanesthesia and are, 

therefore, trained, credentialed, and privileged to provide anesthesia care for cardiac bypass 
cases. In addition, they provide general anesthesia care. All anesthesiologists are trained, 
credentialed, and privileged to provide care for difficult airways. 

Cardiac bypass cases, which are more complex than other anesthesia cases, require the expertise 
of a cardiothoracic anesthesiologist; general anesthesiologists are not assigned these cases. 

A review of a representative case sample of anesthesia case assignments in FY 20 I 0 indicated 
that, due to their administrative duties, the Chief and Assistant Chief were assigned 2 percent and 
8 percent, respectively, of all anesthesia cases. The Clinical Coordinator assigned herself20 
percent of the anesthesia cases, often simultaneously providing anesthesia care in two or more 
ORs with a CRNA. The non-administrative general anesthesiologists provided anesthesia care 
for 14 percent, 14 percent, and 15 percent of the surgical cases. The two cardiothoracic 
anesthesiologists provided anesthesia care for 12 percent and 15 percent of the anesthesia cases, 
including coverage of all cardiac bypass cases. When compared to all of the anesthesiologists, 
the Clinical Coordinator assumed a higher percentage of the clinical cases, despite her 
administrative responsibilities. Figure I contains a pie chart indicating the distribution of case 
assignments as described above. 

Figme 1. \VashingtOiL DC Ane-stlle-sill Case Assignments by Anesthf"siologist 
November- December 2010 

Chief, Anesthesia 

Clillicnl Coordinator 
20%, 

(flrdiothof<l-(."1( 

300'oofthes€ 
case:-:,o afe 

cardiofhofncic 
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A review of the anesthesia case complexity at the Medical Center indicates that 35 percent ofthe 
general, non-cardiac cases were scored as Mallampati II, ASA 3; 20 percent were scored as 
Mallampati II, ASA 2; and 14 percent were scored as Mallampati Ill, ASA 3 for a total of 69 
percent of all anesthesia cases. When case complexity is reviewed by assigned anesthesia 
provider, there is similar distribution amongst providers. The exception is the increased 
complexity of cases assigned to cardiothoracic anesthesiologists. Attachment C (Figure 2) 
contains a line graph indicating tbe distribution of anesthesia cases, by complexity and anesthesia 
provider. 

A review ofthe 350 non-cardiac cases indicated that CRNAs or SRNAs were assigned to 58 
percent of the cases. There was a greater likelihood to assign both an anesthesiologist and CRNA 
to complex cases; however, CRNAs were also assigned to less complex cases. The Chief, 
Anesthesia Section, always has a CRNA on her cases; all other anesthesiologists are assigned 
both independent cases and cases where they supervise CRNAs or SRNAs. 

Conclusion 

Scheduling policies do prioritize the most difficult anesthesia cases. The Clinical Coordinator 
evaluates all cases prior to surgery using the scoring methods described above. Fifty-eight 
percent of the cases were assigned both an anesthesiologist and CRNA; the remaining cases were 
assigned to an anesthesiologist only. The Chief, Anesthesia Section, always supervises a CRNA 
on her cases, which the OMI considers appropriate given her other duties as Chief. 

The OMI did not substantiate the allegation. 

Recommendation 

The OMI makes no recommendations regarding this allegation. 

VI. Summary Conclusion 

The OMI did not find evidence of any violation of law, rule, or regulation. The OMI also did not 
find evidencc of gross mismanagement or a substantial and specific danger to publ ic health and 
safety. 
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American Society of Anesthesiologists, Inc. (2002). Practice guidelines for postanesthetic care: 
A report by the American Society of Anesthesiologists Task Force on postanesthetic care. 
Anesthesiology, 9(3). 742-752. 

American Society of Anesthesiologists, Inc. (2008). Statement on documentation of anesthesia 
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