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makeup of the APSF Board of Directors, 
which includes anesthesia professionals of 
various training backgrounds, including 
physicians, certified anesthesiologist assis-
tants, and nurse anesthetists.

A map, but no buried treasure
The World Federation of Societies of 
Anaesthesiologists (WFSA) provides an 
interactive world map with a perspec-
tive of anesthesia practice across the 
globe (Figure, with QR code). What do 
Canada, Mexico, Brazil, Australia, China, 
India, Germany, Japan, Israel, the United 
Kingdom, and others have in common? 
Physicians are listed as the only medical 
professionals providing anesthesia care to 
patients! In some countries, it is illegal 
for “nonphysicians” to provide anesthesia 
care (BMC Anesthesiol 2022;22:250; asa-
monitor.pub/30bffPZ). Quantitative data 
suggest that much of the world’s popula-
tion receives anesthesia care solely from 
physicians.  However, in some countries 
there are associated professionals with 
varying levels of official and unofficial 
training, such as assistants and nurses. In 
many places, these individuals do not pro-
vide care without an anesthesiologist in 
continuous attendance (Korean Med Sci 
2016;31:131-8). Several countries have 
mid-level professionals, though the extent 
of training and independence are unclear. 
The survey data presented by the WFSA 
workforce map is from 2015-2016 and 
strictly quantitative. What is less clear is 
how anesthesia is practiced in these coun-
tries, as there is no narrative or informa-
tion on practice roles, independence, or 
training. Further, the data are incomplete 

and now outdated, pending an update 
through 2021. 

I do not propose that we change anesthe-
sia care in the U.S. to reflect the countries 
mentioned above. Our system is a team-
based model involving highly trained phy-
sician anesthesiologists, residents, fellows, 
nurse anesthetists, and certified anesthesi-
ologist assistants. However, patients, ASA, 
and much of the world believe anesthesia 
care should involve anesthesiologists, a 
sentiment paraphrased as “Anesthesiology 
is the Practice of Medicine.” Although pos-
sible, it is unlikely that legislators in other 
countries are being asked to adjudicate or 
eliminate patients’ access to physician-led 
anesthesia care.

Globally relevant philosophical 
and pragmatic concerns
In the U.S., there is a continuous subcur-
rent of opinion that patients do not need 
anesthesiologists, going so far as to suggest 
that student nurse anesthetists can func-
tion alone as qualified practitioners. Has 
anesthesia become sufficiently safe that 
people believe almost anyone can per-
form its requisite functions? Perhaps these 
sentiments arise because our day-to-day 
tasks, procedures, and skills are thought 
to be easily taught and easily mastered. Is 
the formative process and the rite of pas-
sage of a premedical education, medical 
school, and residency necessary for anes-
thesia and, by extension, other medical 
specialties?  

We should reflect on how our spe-
cialty is represented in the world, includ-
ing countries where there are extreme 
shortages of all anesthesia professionals. 
Whereas we have an impressive array of 
anesthesia professionals in the U.S., we 
must continue to educate our legislators 
as to our years of education, hours of train-
ing, subspecialty training, enhanced safety 
and quality metrics, and cost savings. We 
should mention that, as physicians, we 
do not practice to the full extent of our 
“physician license.” Additionally, we 
should educate others regarding the global 
 picture of physician-led anesthesiology. It 

I have just concluded five years of 
chairing the ASA Committee on 
Anesthesia Care Team (CACT), a 
highlight of my time as an active 

ASA member. A group of passionate, 
motivated, and knowledgeable individu-
als, the CACT is committed to the high-
est quality of perioperative medicine and 
anesthesia practice. Reflecting on recent 
work of the CACT, there are numerous 
anesthesia-related political issues in 
the United States, ranging from scope 
of practice to reimbursement. Negative 
sentiments are myriad, including the 
contention that physicians do not bring 
value nor increase safety. We also often 
hear from advanced practice providers 
that “all we want to do is practice to the 
full extent of our license.” The future 
will reveal to us the benefits or concerns 
with any health care professional prac-
ticing to the full limits of their respec-
tive licenses.

The Centers for Medicare & Medicaid 
Services (CMS) is clear in its definitions 
of who qualifies as an anesthesia pro-
fessional and what constitutes medical 
direction. Less clear is what constitutes 
medical supervision. The terms are confus-
ing. Retrospective CMS data suggest that 
approximately one-third of anesthetics 
in the U.S. are physician-only (modifier 
AA), one-third are anesthesia care team 
(modifiers QK, QY), and the remain-
ing third are CRNAs without physician 
direction (modifier QZ)  (asamonitor.
pub/47jXCda). A lack of clarity in the def-
inition of QZ is illuminating. Does 100% 
of QZ coding truly reflect zero physician 
involvement? CMS data tell us that an-
esthesiologists are involved in two-thirds 
of anesthetics (asamonitor.pub/3dpa9Wz). 
Certainly, there is a percentage of billing 
with physician involvement that is not 
designated on the medical record, insur-
ance submissions, or other documenta-
tion. It is imperative for our specialty to 
reflect accurately the extent of physician 
involvement for the purposes of billing, 
evaluating quality and safety, and optimiz-
ing patient outcomes. 

Frankly, our system is flawed. Modifiers 
should be accurate. If anesthesiologists are 
truly not involved then, yes, use QZ. If, 
however, we have some involvement, then 
a modifier should reflect this, and the physi-
cian anesthesiologist of record should have 
his or her name in the chart. When physi-
cians are involved, present, or available, but 

not necessarily supervising,  perhaps there 
should be a new, less confusing modifier, 
“QI” – physician-involved care.

Learning from global 
colleagues
Following the theme of this month’s ASA 
Monitor, let us turn from the U.S. to the 
realities of perioperative care elsewhere on 
our planet. We are fortunate to have some 
of the most prestigious, sought-after health 
care institutions in the world. However, 
U.S. metrics for quality, safety, morbidity, 
and mortality are not reassuring, revealing 
a complex picture of health that extends 
beyond anesthesia.  Perioperative care is 
an integral component of global health 
and should be examined to ensure the 
U.S. is not also ranked below other coun-
tries in this domain.

In February 2019, the Anesthesia 
Patient Safety Foundation (APSF) 
Newsletter ran a lead article titled 
“International Standards for a Safe 
Practice of Anesthesia” (Anesth Analg 
2018;126:2047-55). In step with the 
World Health Organization, it recom-
mends a standard: “wherever and when-
ever possible anesthesia care should be 
directed by a physician anesthesiologist.” 
Based upon this article, one of two major 
APSF supporters withdrew their support. 
The APSF, founded in 1985 as a nonprofit 
corporation, has the vision that “no pa-
tient shall be harmed by anesthesia.” Its 
quarterly newsletter is the largest circulat-
ing anesthesia publication in the world. It 
is perplexing why support would be with-
drawn for an organization whose goal is 
patient safety, especially considering the 
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Table: Key Global Critical Care Articles in 2023

Article Key Messages

Global critical care: A call to action
(Crit Care 2023;27:28)

Global critical care is underprioritized, but the burden is likely increasing.

Outside ICUs, foundational essential emergency and critical care are missing, complicating 
epidemiology, increasing the need for advanced-level ICU care, and worsening mortality due to failed or 
late presentations.

Education and training are solutions, and context-specific research is needed.

Technical innovation in critical care in a 
world of constraints: Lessons from the 
COVID-19 pandemic 
(Am J Respir Crit Care Med; 2023; 207:1126-33)

COVID-19, although devastating, created an environment of learning and innovation.

Constraints affect all health care systems, not exclusively those in low- and middle-income countries.

Frugal innovation may better serve the majority of the critically ill patient population due to economic 
and access considerations.

Hospital readiness for the provision of 
care to critically ill patients in Tanzania 
– an in-depth cross-sectional study
(Research Square 2023)

Resource constraints may result from a lack of equipment. However, it is more common that equipment 
is present but inaccessible.

A health systems approach to critical 
care delivery in low-resource settings:  
A narrative review
(Intensive Care Med 2023;49:772-84)

The six World Health Organization (WHO) health system building blocks can be applied to critical care as 
a guide to health system strengthening.

The burden of critical illness among 
adults in a Swedish region – a population-
based point-prevalence study
(Eur J Med Res 2023;28:322)

10% of hospital patients are critically ill.

90% of critically ill patients are actually found outside ICUs.

Development and delivery of a higher 
diploma in emergency medicine and 
critical care for clinical officers in Kenya
(Afr J Emerg Med 2023;13:225-9)

There are considerable shortages in the trained critical care provider workforce.

Novel approaches such as training nonphysician providers are being explored.

Challenges, obstacles, and unknowns 
in implementing principles of modern 
intensive care medicine in low-resource 
settings: an insider’s perspective
(Intensive Care Med September 2023) 

Highly trained intensivists are often unrecognized, prone to burnout, and prone to emigrate from 
resource-constrained settings.

It is the responsibility of political and health care authorities to recognize and retain highly trained 
specialists.

International professional societies play a key role in global critical care capacity-building.

Critical care in Sub-Saharan Africa – 
where are we? A review
(Adv Med Educ Pract 2021;12:237-43)

Despite having a disproportionate burden of critical illness, Sub-Saharan Africa lacks adequate capacity 
to care for these patients.

Greater spending and governmental support are needed, as is insurance coverage for critical care.

Corruption is a problem in many countries, limiting the procurement of adequate and appropriate 
equipment.

recognizing and caring for life-threatening 
conditions using basic equipment and fun-
damental skills that should be universally 
available. Professional bodies should en-
courage and advocate vigorously for review 

of the curricula in earlier stages of training. 
This should occur even outside times of 
crisis. 

Global critical care is facing significant 
challenges and changes. The importance of 
critical care is not just in ICUs, but every-
where a critically ill patient is found. Aging 
populations, diseases, conflicts, and uneven 

access to more advanced health care add 
to the pressure. Even in wealthy  countries 
like the U.S., we have seen vulnerabil-
ities during events like the pandemic. 
Anesthesiologists must lead critical care 
capacity efforts by expanding their training 
to provide better care and also by learning 
from resource-constrained countries about 

efficient and cost-effective ways to care for 
patients. Collaboration between health 
care organizations worldwide is essential to 
finding solutions that work for everyone. 
It is encouraging that global critical care is 
evolving and gaining greater priority, but 
we must work together to improve care for 
critically ill patients around the world. 

Global Critical Care: Articles You’ve Missed
Continued from page 17

is possible that a global perspective might 
encourage more support for integrated, 
physician-led care. Further, physician-led 
care must be advocated for in other coun-
tries, underscoring that the involvement 
of highly trained nurses and assistants 
enhances care, especially as global de-
mands for perioperative care continue to 
increase.

In closing, I return to the state of affairs 
in the U.S. with food for thought. All of us 
in health care are familiar with the amal-
gamated term “provider.” Professionals 
in other fields would never accept such 
a designation. In medicine, despite a sig-
nificantly greater breadth and depth of 
knowledge and training, we seem to have 
acquiesced to our designation as provid-
ers. In our specialty, we have progressed 
from “anesthesia will come to talk to 
you” to “your anesthesia provider will be 

coming to speak to you.” For generations, 
patients have known what the title “doc-
tor” means. They may be unaware of the 
details of our education and training, yet 
it is clear to them and their families what 
a doctor’s role is; they know that doctors 
are the most highly trained health profes-
sionals. Physicians are the best trained to 
make life-and-death decisions for patients 
and their families. 

Soon, every advanced practice pro-
fessional may be granted diplomas, 

 titled as “doctor.” In the coming years, 
the public, our patients, and our leg-
islators will grow more confused and 
troubled, with everyone being labeled 
“a doctor.” It is likely this confusion 
could be the stimulus for patients, even 
legislators, to request and demand phy-
sician-led care for themselves and their 
families. We hope to see all of this play 
out in the safest and best outcomes 
for patients in the U.S. and across the 
oceans as well. 

Global Perioperative Care
Continued from page 18
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