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ASRA Looks To Push
Ultrasound in Pain
Management

Iready firmly entrenched in the operating
A room, ultrasound is finding its way into virtu-
ally every tributary of anesthesiology.

One of the newer areas into which ultrasound
has penetrated is pain medicine. In recognition of
the increasingly impor-
tant role of ultrasound in
treating chronic pain, a
leading anesthesia soci-
ety has established a spe-
cial working group to
guide the development of
this growing subspecialty,
from training and educa-
tion to best practices.

see SIG page 10
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Model Contract Gives Momentum To
Interoperability Movement

Coding Mistakes for Facet
Joint Injections Waste Millions
In Medicare Payments

edicare overpays physicians by $96 mil- #
lion each year for facet joint injections, ’f

the result of inappropriate billing codes f

and insufficient documentation for the services, a
new report has found.

The report says physicians fail to appropriately
bill for facet joint injections more than 60% of the
06 | GUEST EDITORIAL
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time—an error rate pain specialists fear could lead
to a government crackdown on the field.
the broom.
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“This report puts [pain specialists] even more so
on the radar screen,” said Paul Dreyfuss, MD, presi-
dent of the International Spine Intervention Society
(ISIS).“It confirms that there may be inappropriate
billing and, potentially, abuse of these procedures.”

see facet page 26

he movement to create
“plug-and-play” interoper-
ability between medical

devices is edging toward the long-
sought goal of linking the plethora
of proprietary equipment, sensors
and other electronic technologies
to increase patient safety, reduce
costs and improve efficiencies in
the operating room and other clini-
cal settings.

Among the recent developments,
three major health care delivery
organizations have drafted and
agreed to incorporate interoperabil-
ity requirements in their contracts
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with equipment vendors and med-
ical device suppliers. In addition,
officials at the FDA,Veterans Admin-
istration and other federal agencies
are evaluating various plug-and-play
standards for possible promulga-
tion. One such set of draft standards
is being evaluated for possible dis-
semination internationally as early
as next spring.

“We take plug-and-play func-
tionality for granted when we con-
nect a printer or digital camera to
a personal computer. We need that
kind of functionality in health care
and the operating room where it’s
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Arrow® StimuCath®
Continuous Nerve
Block Kits, from Teleflex
Medical, see page 48.

almost nonexistent or, if it exists, is
proprietary,”’ said Julian M. Goldman,
MD, director of MD PnP, an interop-
erability collaboration based at Mas-
sachusetts General Hospital and the
Center for Integration of Medicine
& Innovative Technology (CIMIT), a

see plug page 58
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The Use of Metaxalone in the
Treatment of Low-Back Pain,
see insert at page 34.

APS opioid guidelines inch closer to publication.
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Building Blocks: What’s best for knee surgery.
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MRSA study makes case for antibiotic cycling.
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Antismoking efforts must look past discharge.
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Lesson 277: PreAnesthetic Assessment
Of the Patient With Undiagnosed
Obstructive Sleep Apnea Syndrome
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health care technology consortium of
Boston-area hospitals and engineering
schools.

Although many medical device man-
ufacturers create networked solutions
for their own equipment, most prod-
ucts cannot be linked to other equip-
ment used in the OR. The benefits
of doing so are tantalizing: The abil-
ity to synchronize an x-ray with the
breathing of an anesthetized patient
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in surgery can produce better-quali-
ty images; an interoperable plug-and-
play network could automatically shut
down a laser used in airway surgery if
sensors detected oxygen sufficient to
pose a combustion threat (Anesthesiol-
ogy News, January 2007, page 1).
Device integration and interopera-
bility could also help physicians make
sense of disparate patient data. Sen-
sors and devices from a patient in the
intensive care unit can generate up to
350 data elements, said James Fackler,

News.
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MD, associate professor of anesthesiol-
ogy and critical care medicine at Johns
Hopkins University School of Medi-
cine in Baltimore, and an MD PnP par-
ticipant.“We ignore most of these data
elements because cognitive psychol-
ogy has demonstrated that humans
can only handle up to seven things
at once. Frankly, it’s insanity for us to
pretend that we have a comprehen-
sive understanding of all that data,” Dr.
Fackler said.

At the 2008 American Society of
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all that data.’

Anesthesiologists (ASA) annual meet-
ing in October, Dr. Goldman and his
colleagues unveiled a white paper
including model contracting language
for use by hospitals, clinics, insurance
companies and other health care orga-
nizations. The document, called MD
FIRE (Medical Device Free Interopera-
bility Requirements for the Enterprise),
urges manufacturers and vendors cre-
ate or adopt open interoperability
standards and interfaces when they
become available.

MD FIRE was crafted earlier this year
by experts from Massachusetts Gener-
al Hospital/Partners HealthCare, Johns
Hopkins and Kaiser Permanente. The
three organizations have agreed to
incorporate these requirements into
their own contracts and requests for
proposals.

Kaiser, the nation’s largest private
nonprofit health care system, has been
a leading proponent of interoperabili-
ty, pushing for standards in electronic
medical records and other technolo-

The IntubaidFLEX is there when you need it.
No searching. No cleaning. No downtime.
Justgrab itand go.

Use the IntubaidFLEX by placing it inside an endo-
tracheal tube or laryngeal mask to enable video
assisted visualization.

gies for the past several years.

“Our goal is plug-and-play. We want
a seamless interconnection and data
flow from biomedical devices to and
from clinical information systems,” said
Zachary A.Zimmerman, MS, MD, chief of
anesthesia at Kaiser Vallejo and chair of
the chiefs of anesthesia for the Perma-
nente Medical Group of Northern Cal-
ifornia. Since 2006, Kaiser, with more
than 8.7 million members and 14,000
physicians nationwide, has required
its vendors to comply with medical
device and equipment interoperability
standards when they are created.

« Fully portable system is ideal for first
responders, off-site locations, crash carts and
emergency situations.

The IntubaidFLEX features a flexible tip
S0 you can control what you're seeing
anytime during the procedure.

« Integrated light source
« Provides live video and stills

- Displays video on TVs, OR monitors and
PC/laptops

FIRE and ICE

The counterpoint to MD FIRE is
MD ICE—Integrated Clinical Envi-
ronment—a set of interoperability
standards being developed by ASTM
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International, one of the world’s larg-
est voluntary standards development
organizations. Dr. Goldman, who is
past president of the Society for Tech-
nology in Anesthesia (STA), chairs the
ASTM subcommittee on new specifi-
cations for equipment in the integrat-
ed clinical environment. Balloting on
provisions of MD ICE closed Nov. 15
and the results will be available in the
spring, he said.

Although the FDA does not regu-
late hospitals, it does oversee medical
devices, so any interoperability system
would likely need to pass regulatory
muster or at least have gained the agen-
cy’s tacit approval. In June 2007, the
FDA took part in a two-day workshop
on interoperability to “engage with aca-
demia, industry and clinicians in decid-
ing how future medical device users
might benefit from increased automa-
tion and information sharing,” agency
officials said.

“We have had expressions of inter-
est from several health care organiza-
tions to collaborate on the MD FIRE
shared interoperable medical device
procurement terms, and we also
expect similar interest from the fed-
eral government,” said Dr. Goldman,
a member of the editorial advisory
board of Anesthesiology News.

If medical device interoperabili-
ty becomes mandatory, it will be a
big business. Companies will need to
write new software for their equip-
ment to meet plug-and-play standards.
In December 2007, an earlier version
of Dr. Goldman'’s standards failed to be
approved by the Swiss-based Interna-
tional Organization for Standardization
and its affiliated International Electro-
technical Commission.

One person familiar with the situa-
tion said major device makers feared
that adopting the standards would cut
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into their profits by forcing them to
cooperate with smaller companies.
MD PnP is not the only group push-
ing for interoperability standards. How-
ever, the majority of such efforts have
revolved around electronic medical
records. For example, 51 vendors and
more than 74 clinical information sys-
tems participated at the Healthcare
Information and Management Systems

Society annual conference last March.

And of the approximately 80 exhib-
its displayed at CIMIT’s Innovation
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Congress in October, fewer than five
focused on medical device and equip-
ment interoperability, Dyke Hendrick-
son, a spokesman, said.

Still, progress continues; six clin-
ical societies so far have endorsed
medical device interoperability. In
October, the ASA and STA adopted a
position statement noting that “inter-
communication and interoperability
of electronic medical devices could
lead to important advances in patient
safety and patient care, and that the
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standards and protocols to allow such
seamless intercommunication should
be developed fully with these advanc-
es in mind.”

Additional endorsements have come
from the Anesthesia Patient Safety Foun-
dation, the Society of American Gastro-
intestinal and Endoscopic Surgeons,
the Massachusetts Medical Society and
the World Federation of Societies of
Anaesthesiologists.

—Ted Agres
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