VOLUME 1, ISSUE 1 FEBRUARY/MARCH 2005

THE PROPOFOL DEBATE

HOW SHOULD WE SEDATE PATIENTS FOR ROUTINE PROCEDURES?

By Douglas Rex, MD

By C. Mel Wilcox, MD

By Hillel Tobias, MD, PhD
and Paul Kefalides, MD

AGA Leadership Report

Opportunities for NIH Research Funding

AGA to Form Political Action Committee

Calendar of AGA Events




AGA Executive Committee/
AGA Perspectives
Editorial Board

PRESIDENT
Emmet B. Keeffe

PRESIDENT-ELECT
David A. Peura

VICE PRESIDENT
Mark Donowitz

SECRETARY/TREASURER
lan L. Taylor

COUNCILLOR
Daniel K. Podolsky

Committee Chairs

F. Taylor Wootton, Il
Clinical Practice & Economics
Committee

Anil K. Rustgi
Education & Training Committee

Jerry S. Trier
Ethics Committee

lan L. Taylor
Finance & Operations Committee

Nicholas F. LaRusso
Future Trends Committee

Chung Owyang
International Committee

Bernard Levin
Public Affairs & Advocacy Committee

Fabio Cominelli
Research Policy Committee

Editorial Staff

Jessica W. Duncan
Director of Communications

Vivian C. Hayward
Designer/Production Manager

EXECUTIVE VICE PRESIDENT
Robert B. Greenberg

Support for AGA Perspectives has been provided
by Janssen Pharmaceutica & Esai.

The ideas and opinions ex-
pressed in AGA Perspectives
are those of the authors, and
do not necessarily reflect those
of the American Gastroentero-
logical Association (AGA), or
the editorial staff.

In this Issue

4  Propofol Can Be Used Safely by Trained Registered
Nurse/Endoscopy Teams
By Douglas Rex, MD

4 Conscious Deep Sedation with Propofol for Endoscopic
Procedures: It's Not for Everyone
By C. Mel Wilcox, MD

5 The Medical Need for Anesthesiologist-Administered Propofol
By Hillel Tobias, MD, PhD, and Paul Kefalides, MD

6 Opportunities for NIH Research Funding
By Stephen P. James, MD

7 AGA Convenes Group to Look to the Future of GlI
By Nicholas LaRusso, MD

8 A Political Action Committee Will Enhance the AGA’s Visibility
and Effectiveness in Public Policy
By Bernard Levin, MD

9 Focus on Graduate Medical Education
By Lisa Gangarosa, MD

10 National Commission on Digestive Diseases Becomes Reality
14 AGA Products and Services

15 Calendar of AGA Events

17 News Recap from AGA eDigest

18 Classifieds

Publication of an advertisement or other product mention in AGA Perspectives should not be construed as an endorsement of
the product or the manufacturer’s claims. Readers are encouraged to contact the manufacturer with any questions about the
features or limitations of the product mentioned. The AGA assumes no responsibility for any injury and/or damage to persons or
property arising out of or related to any use of the material contained in this periodical. The reader is advised to check the
appropriate medical literature and the product information currently provided by the manufacturer of each drug to be adminis-
tered to verify the dosage, the methods and duration of administration, or contraindications. It is the responsibility of the treat-
ing physician or other health care professional, relying on independent experience and knowledge of the patient, to determine
drug dosages and the best treatment for the patient.

AGA Perspectives (ISSN) is published monthly by the AGA, 4930 Del Ray Ave., Bethesda, MD 20814.

Copyright © 2005 by the AGA. All rights reserved. No part of this publication may be reproduced or transmitted in any form or by
any means, electronic or mechanical, including photocopy, recording, or any information storage and retrieval system, without per-
mission in writing from the publisher. Printed in the U.S.A. Correspondence regarding permission to reprint all or part of any article
published in this newsletter should include a copy of the author’s written permission and should be addressed to: AGA
Perspectives, 4930 Del Ray Ave., Bethesda, MD 20814.



Dear Colleague,

Letter from
the President

AGA Perspectives

will provide an opinion
forum for noted
gastroenterologists to
debate today’s most
controversial topics.

Sincerely,

AGA Leadership Report

The AGA Governing Board meets via teleconference on a monthly basis.
Following are highlights of recent decisions made by AGA leadership.

CMS five-year review. The AGA will work to aggressively pro-
tect Gl codes during the CMS five-year review of the Medicare
Physician Fee Schedule.

Gl core curriculum. The AGA will begin the process of reviewing
the core curriculum to make it more contemporary.

CT colonography. As part of the commitment to evaluation of
CT colonography, the AGA will explore holding a symposia on CT
colonography in 2005.

Accreditation Association for Ambulatory Health Care Board
(AAAHC). The AGA will expand participation on the AAAHC board,
with Richard D. Baerg, MD, appointed as the AGA’s second repre-
sentative to the board.

Clinical Gastroenterology and Hepatology. A section editor on
genomics will be added to bring to clinicians scholarly reviews in the
application of genetics to the diagnosis and treatment of diseases
of the alimentary tract.

I am pleased to introduce the inaugural issue of AGA Perspectives. As you can see from the
topics listed on the cover, we are tackling hot issues facing the field. On a bi-monthly basis,
AGA Perspectives will provide an opinion forum for noted gastroenterologists to debate to-
day’s most controversial topics in the science and practice of gastroenterology. We will also pro-
vide brief updates on other topics relevant to academic and practicing physicians and scientists.

The topic that we are covering this month is a perfect example of the types of issues on
which we will focus in future editions of AGA Perspectives. We have invited four AGA
members to provide their perspectives on propofol and how to sedate patients for routine
procedures. As you will see, there are a number of issues to consider. Douglas Rex, MD,
discusses how trained nurses working with endoscopists can administer propofol safely,
while Hillel Tobias, MD, PhD, and Paul Kefalides, MD, advocate for administration by
anesthesiologists. C. Mel Wilcox, MD, provides his thoughts on why propofol may not be
for everyone. He notes that safety is the primary concern, and questions if the health-care
system can absorb the incremental costs of having anesthesiologists administer propofol
for routine endoscopy. We hope that this debate will help crystallize your thoughts on this
challenging issue as it relates to your own practice.

It’s important to note that the ideas and opinions expressed in AGA Perspectives are
those of the authors, and do not necessarily reflect those of the American Gastro-
enterological Association (AGA), or the editorial staff.

Hlustrating our commitment to the concept of open discourse on topics for which there
are divergent viewpoints, the AGA Executive Committee serves as the editorial board of
AGA Perspectives. We would like your feedback on the magazine, this month’s articles and
any suggestions you have for future topics. We also accept letters to the editor for publica-
tion in future issues. E-mail us at communications@gastro.org and include “AGA
Perspectives” as your subject line.

Thank you for reading this first edition of AGA Perspectives. I am excited by this new
addition to the menu of AGA communications vehicles. We look forward to your feedback.

Mm%

Emmet B. Keeffe, MD
President, American Gastroenterological Association

The Match. An AGA Task Force has evaluated issues associat-
ed with reinstating gastroenterology in the Match. AGA leadership
is considering options.

Membership expansion. Soon, non-physician providers will have
an AGA membership category. AGA will expand educational offer-
ings to this group, including a course at DDW.

Outcomes Research Awards. These awards are intended to
encourage interest in outcomes research by young investigators.
Of the four awards, preference will be given to fund two in acid-
peptic disorders. TAP Pharmaceutical Products Inc. has commit-
ted to fund the four awards for one year at $35,000 each. More
information is available at www.fdhn.org.

Continued support for the Foundation for Digestive Health and
Nutrition. The AGA will support FDHN operations during 2005.

Service recoghnition. Joel V. Brill, MD was commended for his
thoughtful leadership and advocacy for the entire field of gastroen-
terology on reimbursement. The Governing Board expresses to Dr.
Brill its appreciation and gratitude for his diligence and successes.
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" THE PROPOFOL DEBATE:

Propofol Can Be
Used Safely by
Trained Registered
Nurse/Endoscopy
Teams

BY DOUGLAS REX, MD

Professor of Medicine and Director of
Endoscopy, Indiana University Medical
Center

ropofol offers some potential
advantages as a sedative for
endoscopy. These include
faster onset of sedation, faster
patient recovery, better post-
procedure patient functioning and, in
some studies, better patient satisfaction
(1, 2). A number of programs have
demonstrated that specifically trained
registered nurses under the direction of
trained endoscopists can administer

The endoscopy community
should collectively seek
out solutions to the high
cost of anesthetist-delivered
sedation for endoscopy.

propofol safely for endoscopic pro-
cedures without the direct involvement
of an anesthetist or anesthesiologist (3-
10). Anesthetist specialty societies have
declared the use of propofol by non-
anesthetists inappropriate, citing con-
cerns about safety (11).

Propofol can indeed induce very seri-
ous respiratory depression, which is why
its use by non-anesthesiologists must
occur only after specific training has
occurred. When such training has been
utilized (as it has in all of the reported
series), more than 80,000 accumulated
patients have been safely sedated using
propofol without the involvement of an
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anesthetist (3-11). There is no compara-
ble data on the safety of narcotics and
benzodiazepines administered by non-
anesthesiologists. Surveys in the 1990s
found that from 1 in 3,000 to 1 in
11,000 patients undergoing endoscopist-
delivered narcotics/benzodiazepine seda-
tion suffered sedation-related mortality
(12-14). After the introduction of mida-
zolam, 73 deaths from oversedation with
this drug were reported to the U.S. Food
and Drug Administration (FDA) (12).
Therefore, the large experience with
propofol cited above indicates that with
proper training, non-anesthesiologists
can use propofol as safely, or more safe-
ly, than narcotics/benzodiazepines.

The large evidence base supporting the
safety of registered nurse-administered
propofol has done very little to facilitate
its expansion. Propofol use is increasing
rapidly for endoscopy, mostly given by
anesthetists. The difference between reg-
istered nurse- or endoscopist-delivered
propofol is that it does not result in
increased costs to patients or insurers,
whereas administration by anesthetists is
associated with the cost of their profes-
sional fees. Such fees raise the overall
cost of endoscopy by an average about
50 percent, and in some instances involv-
ing private payers, by considerably more.
This dramatic increase in total cost
reduces the competitiveness of endoscopy
relevant to other diagnostic procedures
and could create downward pressure on
reimbursement for endoscopic proce-
dures (15). Therefore, the anesthetist
model for endoscopy has profound
implications for endoscopic practice.

The only rationale for not using anes-
thetists to deliver propofol for endoscopy
is the high cost associated with the prac-
tice. However, registered nurse/endo-
scopist-administered propofol turns out
to be a difficult model for most endo-
scopy units to incorporate for several
reasons. First, anesthesiologists are often
opposed to it, and anesthesiologists tend
to set local and institutional sedation
policies. Second, the package insert,

continued on page 11

Conscious Deep
Sedation with
Propofol for
Endoscopic
Procedures: It's Not
for Everyone

BY C. MEL WILCOX, MD
Professor of Medicine, University of
Alabama at Birmingham

se of propofol in the gas-

troenterology community is

a hot topic. Although pre-

viously the exclusive

domain of the anethesiolo-
gist, gastroenterologists have more
recently co-opted this agent for sedation
during gastrointestinal endoscopic proce-
dures. Propofol use has been champi-
oned, after careful study, by several
groups (1, 2) where it is administered by
nurses with oversight by the endoscopist.
Since the published data suggests this
drug results in excellent sedation, does
not hamper nor increase the perforation
rate for colonoscopy and is apparently
safe, why then shouldn’t all gastroen-
terologists use this agent? Is propofol a
wolf in sheep’s clothing?

At most centers, sedation is given by
endoscopists and/or nurses under the
supervision of a physician. Many physi-
cians feel quite comfortable with this
approach and can rapidly titrate the seda-
tion to the patient’s needs. While meperi-
dine or fentanyl in combination with a
benzodiazepine has been the standard
practice for some time, the continued
investigation of varying combinations, as
well as new agents like propofol, suggests
that the holy grail of conscious sedation
has not been found. For any new agent or
combination of agents, these regimens
will have to be benchmarked against our
current armamentarium comparing safety,



satisfaction (both patient and physician)
and efficiency.

Although the benzodiazepine/narcotic
combination has been used for years and
is considered safe, large surveys of car-
diopulmonary complications using cur-
rent monitoring techniques have not been
performed. Prior studies from the mid-
1990s, where oxygen monitoring was not
routine and staffing issues were not as
they are today, have shown mortality
from diagnostic endoscopy of approxi-
mately 1-2,000 to less than 1 in 100,000
(3-5). I think most of us would agree that
standard sedation has a pretty good track
record of safety, but is not fool proof.

Propofol, a potent short-acting anes-
thetic agent, was first released in the late
1970s, and initial reports of its use for
endoscopy surfaced in the mid-1980s.
Much of the published data on its use is
from the United States, but the propofol
craze is global (6). Most frequently, the
drug has been used for colonoscopy with
a bolus method of administration.

Administration is generally by a nurse
under a physician’s supervision (so called
nurse-administered propofol sedation
[NAPS]). It is crucial to appreciate, howev-
er, that this agent results in deep sedation
and has a very narrow therapeutic window
and therefore a trained physician must be
ready to “rescue” the patient should apnea
result. While the definitions of hypoxemia
and reporting of complications were not

Widespread adoption
of propofol for routine
procedures is unwarranted.

uniform among studies evaluating propofol,
in aggregate, these studies show that when
administered in this supervised fashion, it is
remarkably safe. In more than 20,000 re-
ported patients, there have been no re-
ported deaths and need for mechanical ven-
tilation is equally rare. In one study, the
drug was safely administered by general
practitioners who were trained in sedation
(7). Could there be any publication bias for

continued on page 12

The Medical Need
for Anesthesiologist-
Administered
Propofol

BY HILLEL TOBIAS, MD, PHD

Associate Professor of Medicine, New
York University Medical Center

PAUL KEFALIDES, MD

Clinical Assistant Professor of Medicine,
New York Medical Center

ropofol anesthesia represents a

major advance in sedation for

endoscopic procedures. This

innovation has been shown to

improve efficiency, increase
patient satisfaction and has been well
received by many practicing gastroen-
terologists. Additionally, propofol has
proven to be an extremely safe medicine.
Hypnotic propofol administered by anes-
thesiologists has the potential to increase
both tolerability and efficiency of screen-
ing colonoscopy and lead gastroenterolo-
gists closer to achieving the goals of uni-
versal screening for colon cancer.

Emerging efforts to limit the use of

propofol administered by anesthesiolo-
gists for endoscopic sedation have been
propelled in large part by an implied
threat of anesthetic use encroaching on
reimbursement for colonoscopy and
endoscopy. Unfortunately, this gastroen-
terologist backlash against propofol may
prove to be a setback to the development
and wider use of a means of sedation
that is emerging as a key to the provision
of the proper clinical environment for the
performance of high-quality endoscopic
services that continue to grow in number
and complexity. In addition, safety issues
as well as medical legal liabilities must be
considered before community-based gas-
troenterologists are encouraged to take
on the role of an anesthesiologist while
performing their procedures.

In the United States, moderate or deep
sedation is an accepted practice in gastro-
intestinal endoscopy, and is desired by both
patients and physicians. In the future,
implementation of thinner endoscopes,
more flexible instruments, adjustable co-
lonoscopes and wireless technologies may
reduce the need for sedation. However,
these technologies are not yet widely avail-
able. Moreover, deeper sedation will be
increasingly needed for advanced endo-
scopic techniques such as treatments for
GERD, stenting for malignancy and thera-
peutic ERCP and EUS with fine needle
aspiration. Safely administered propofol, as
a sedative-hypnotic, is integral to the prolif-
eration of these techniques that represent

Anesthesia care directed
by an anesthesiologist is
both life-saving and can be
delivered at either a cost
savings or at a cost that is
acceptable to society

the future of gastrointestinal endoscopy.
Meanwhile, the gastroenterology commu-
nity continues to hang on to the outmoded
practice of self-administered sedation with
narcotics and benzodiazepines.

In clinical studies, propofol rates highly
for physician satisfaction (1). More com-
munity gastroenterologists have demon-
strated propofol’s appeal by its increasing
utilization. There is regional variability in
the use of anesthesiologist-administered
propofol with higher rates in Florida and a
steep growth rate in New York. Approxi-
mately one-fourth of the colonoscopies
being performed with propofol are being
done in Florida (2).

Propofol rates highly for patient satisfac-
tion as well (3). In one study by Dr. Law-
rence Cohen of Mount Sinai in New York
(4), adjunctive propofol was administered
to a series of 819 patients for endoscopic
procedures. There were no major adverse
events. In post-procedure questionnaires 86

continued on page 13
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RESEARCH

Opportunities for NIH Research Funding

workshops. Currently, NIDDK has more
than 60 active program announcements,
including many of interest to members

BY STEPHEN P. JAMES, MD
Director, Division of Digestive Diseases and Nutrition,
National Institute of Diabetes and Digestive and Kidney Diseases

of the AGA, such as:

e Innovative and exploratory research
in digestive diseases and nutrition

 Non-invasive methods for diagnosis
and progression of diabetes, kidney,
urological, hematological and diges-
tive diseases

® Proteomics: diabetes, obesity and

Editor's Note: More information about items
in bold type can be found via the Web
links provided in the box below.

Ithough large increases in the

National Institutes of Health

(NIH) budget seem unlikely in

the immediate future, the re-
cently completed doubling of the budget
continues to provide unprecedented op-
portunities for basic and clinical research
to improve the health of the nation. The
diverse research interests of members of
the AGA fall within the missions of many
of the NIH’s 27 institutes and centers.

Under the leadership of NIH Director
Elias Zerhouni, MD, a comprehensive
analysis of opportunities and gaps in
current research led to the NIH Road-
map, a plan which includes a series of
innovative research funding announce-
ments (RFAs) and program announce-
ments*. In fiscal year 2004, a diverse
array of Roadmap projects were funded,
and a further set of initiatives is current-
ly underway. NIH also has a substantial
number of active RFAs and program
announcements in obesity research,
spanning a diverse range from funda-
mental studies of appetite and feeding
behavior, genetics and energy balance to
clinical and behavioral research aimed at
preventing weight gain.

The NIH is in the final stages of com-
pletion of a trans-NIH action plan for
liver disease research, which has been de-
veloped under the auspices of the Di-
gestive Diseases Interagency Coordinating
Committee (DDICC), which is led by the
Liver Disease Research Branch of the
Division of Digestive Diseases and Nu-
trition of the National Institute of Dia-
betes and Digestive and Kidney Diseases
(NIDDK). This action plan identifies
areas of scientific opportunity that will
help direct current and future NIH re-
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search resources toward goals in the pre-
vention, diagnosis and management of
liver and biliary diseases. Within the
coming year, the DDICC plans to con-
duct a similar planning effort for non-
liver digestive diseases.

The NIDDK staff solicits information
broadly to consider the development of
new initiatives, including meetings with
professional organizations such as the
AGA, scientific meetings and workshops,
advocacy groups, the DDICC, Congres-
sional report language and the scientific
literature. The NIDDK Advisory Council
also provides oversight and approval of
initiative concepts.

The NIDDK actively encourages re-
search in many areas relevant to diges-
tive diseases and nutrition though a vari-
ety of initiatives, which include program
announcements, RFAs, meetings and

NIH Web Links

NIH Web site
NIH Roadmap
Obesity research

Digestive Diseases Interagency
Coordinating Committee

Action Plan for Liver Disease Research

NIDDK Program Announcements
NIDDK RFAs

Gastroparesis Clinical Research Consortium

NIDDK Advisory Council
NIH Guide to Grants and Contracts

NIDDK Program Staff

endocrine, digestive, kidney urologic
and hematologic diseases

e Small clinical grants in digestive dis-
eases, nutrition and obesity

e Ancillary studies to major ongoing
NIDDK clinical research studies

e Health disparities in NIDDK diseases

e Small grant program for NIDDK
KO08/K23 recipients

* Development of assays for high
throughput drug screening

e Research grants for studies of hepa-
titis C in the setting of renal disease

e Endoscopic clinical research in pan-
creatic and biliary diseases

e Intestinal failure, short gut syndrome
and small bowel transplantation

e Secondary analyses in diabetes,
digestive and kidney diseases

e NIDDK small grants for underrep-
resented investigators

www.nih.gov
www.nihroadmap.nih.gov

www.obesityresearch.nih.gov

www.hiddk.nih.gov/federal/ddicc.htm

www.niddk.nih.gov/fund/divisions/ddn/Idrb/
Idrb_action_plan.htm

www.niddk.nih.gov/fund/fund.htm#2
www.niddk.nih.gov/fund/crfo/rfas.htm#1

www.grants.nih.gov/grants/guide/rfa-files/
RFA-DK-05-004.html

www.niddk.nih.gov/fund/crfo/concepts.htm
www.grants.nih.gov/grants/guide/index.html

www.niddk.nih.gov/welcome/org/tables/ddn_table.htm




Among recently published announce-
ments are solicitations for the NIDDK
Clinical Nutrition Research Unit Core
Centers and the Silvio O. Conte Digestive
Diseases Research Core Centers, and an
RFA for the Gastroparesis Clinical Re-
search Consortium, which will have as its
objective to create a network of clinical
centers and a data coordinating center
that will work cooperatively to conduct
research in this condition.

The recently completed
doubling of the [NIH]
budget continues to

provide unprecedented
opportunities for basic

and clinical research to
improve the health of

the nation.

The examples of initiatives from
NIDDK listed above do not reflect the
numerous initiatives of other NIH insti-
tutes and centers. These can be identified
by searching the Web sites of individual
NIH institutes; links are available on the
NIH Web site. The NIH Guide to Grants
and Contracts lists all published NIH ini-
tiatives and is also available on the NIH
Web site. An easy way to stay up-to-date
as initiatives are published is to subscribe
to the listserv at that site to automatically
receive weekly listings by e-mail.

Finally, investigators are encouraged
to submit applications regardless of
whether there is a specific NIH initiative
for their proposal, since the largest single
category of the NIH budget is still allo-
cated to investigator-initiated research
projects. Further advice about research
initiatives and how to apply for an NIH
grant in digestive diseases and nutrition
can be obtained by contacting the
NIDDK program staff directly through
the NIH Web site.

* RFA (research funding announcement)
means that a pool of money has been set
aside for this grant competition and
grants submitted for the RFA will be
funded until that money is used up. <

FUTURE

AGA Convenes Group to Look

to the Future of GlI

BY NICHOLAS LARUSSO, MD
Chair, AGA Future Trends Comumittee
Chair, Department of Medicine, Mayo Clinic, Rochester, MN

n important innovation in the
revised AGA Strategic Plan is
the establishment of an organi-
zational capacity to study
trends and new technologies that will
significantly impact the field of gastroen-
terology in general and the AGA in par-
ticular. This capacity has been realized
with the establishment of the AGA Fu-
ture Trends Committee, a committee that
I am honored to chair. The committee,
whose members, Juan Malagelada, MD,
Jay Pasricha, MD, Walter McDonald,
Suzanne Rose, MD, Peter Traber, MD,
and Michael Weinstein, MD, have di-
verse professional backgrounds and
areas of expertise, used a simplified
Delphi-like process to determine the
trends on which we will focus in 2003:

(1) the impact of new genetic and elec-
tronic imaging colorectal screening tech-
nologies on gastroenterology practice;

(2) the implications of the aging U.S.
population to digestive disease patterns
and the resulting effect on gastroenterol-
ogy practice and research; and

(3) the application of genomic and
proteomic concepts and techniques to
digestive disease diagnosis and treatment
and the likely impact on gastroenterolo-
gy practice.

For each topic, a comprehensive
report will be prepared that will include:

e a qualitative and quantitative descrip-
tion of the trend or technology;

e an assessment of the overall impact
on gastroenterology clinical practice;

* an assessment of the effect on
patient care and safety;

® an estimate of the time it will take
for practice to be changed;

e the magnitude and character of the
change(s);

e an estimate of the financial implica-
tions to total digestive disease expen-
ditures;

¢ suggested changes that may need to
be made in gastroenterologists’ edu-
cation and training; and

® suggestions for research that could
help the profession manage the trend
or utilize the technology in question.

Outside consultants have been re-
tained to develop analyses of these trends
and submit them to the committee for
review. The committee plans to hold a
session at Digestive Disease Week® to
present our findings and recommenda-
tions. We will also publish a report for
2005 in one of the AGA journals.

Michael Stolar, PhD, senior vice presi-

dent of the AGA, collaborated with Dr.
LaRusso on this article. ¢
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POLICY

A Political Action Committee Will Enhance the
AGA's Visibility and Effectiveness in Public Policy

Professor of Medicine,

BY BERNARD LEVIN, MD
Chair, AGA Public Affairs and Advocacy Committee

Vice President for Cancer Prevention and Population Sciences,
University of Texas MD Anderson Cancer Center

he legend of high-powered lob-

byists delivering bags full of cash

to a Congress member’s office in

return for political favors has
long disappeared from the lore of
Capitol Hill. What hasn’t been entirely
dismissed, however, is the notion that
federal legislators are beholden to the
contributions of special interests and
their Political Action Committees (PACs).

PACs are actually a product of cam-

paign finance reform. Congress passed
the Federal Election Campaign Act

How are PACs regulated?

The AGA is in the final stages of a
corporate reorganization to form a
PAC. Forming a PAC will greatly
increase the AGA’s power of persuasion
on Capitol Hill. A PAC will help the
AGA better advocate for the needs of
gastroenterologists, including increased
reimbursement rates and expanded re-
search funding opportunities.

PACs must operate under strict rules
governing contribution limits and report-
ing requirements. A PAC, also known as
a Separate Segregated Fund (SSF), is just

The Federal Election Commission (FEC), the governmental body that oversees
all federal campaign spending activity, regulates PAC operations.

e PACs must report all contributions made to candidates to the FEC.

* FEC rules limit who the PAC may solicit for contributions to its political fund.

¢ All PAC communications must include information about how the money will be used.

How much can a PAC donate to a candidate?

PACs are required to operate within specific contribution limits. A PAC may donate a
maximum of $5,000 per candidate per election. So, if an AGA PAC wanted to support
John Smith’s candidacy for Congress, the PAC could donate $5,000 to Smith’s primary
election campaign and another $5,000 to the general election campaign. Of course, a
vast majority of PACs do not have the resources to contribute the maximum amount to
all the campaigns it might support during a two-year election cycle. Average contribu-
tions to House and Senate campaigns by PACs during a given cycle are under $1,000

and $2,000, respectively.

reforms in 1974 in response to the large,
unregulated contributions that were
made to the campaign of successful pres-
idential candidate Richard M. Nixon.
Out of these reforms came a highly
restricted and accountable campaign sup-
port mechanism called a PAC.

8 AGA PERSPECTIVES

that: the monies it collects to contribute
to candidates for office must be main-
tained in an account separated from the
operating account of its parent organiza-
tion. These funds are maintained sepa-
rately because only voluntary contribu-
tions from an individual’s personal

account can be used by a PAC to contri-
bute to a candidate’s campaign. Corpor-
ate and association dollars cannot be
used to contribute to the campaign of a
candidate for federal office.

As AGA moves forward with forming
a PAC, some might ask: Will a PAC tar-
nish the professional reputation or aca-
demic mission of the AGA? No.
Actually, PACs are educational tools. A
well-run PAC will serve as an excellent
political education tool for members. It
encourages members to become involved
in the democratic process, to follow leg-
islative issues important to gastroenterol-
ogy and to join with colleagues to com-
municate important messages to legi-
slators. Once a PAC is formed, it will be
incorporated into the organization’s
political and advocacy needs. The AGA’s
educational initiatives will continue
unchanged. More than 25 medical spe-
cialties have PACs while preserving their
educational and academic missions.

Formation of an AGA PAC will
strengthen a high-priority effort for the
AGA — our rapidly growing member-
advocacy grassroots program. PACs,
which rely on the voluntary financial
contributions of an organization’s mem-
bership, help to identify those who are
committed to the political process. Con-
tributors are much more likely to be
involved in local grassroots advocacy
with their legislators than those who do
not contribute.

PAC contributors are also more likely
to write to their members of Congress on
issues critical to their profession and to
take the time to meet with legislators to
discuss these concerns. A PAC can
strengthen ties between an AGA member
and their legislator. When an organiza-
tion’s PAC contributes to a legislator, it is
very effective if the PAC contribution is
delivered by a member at the local level.
This process helps to solidify the rela-
tionship between the organization’s rep-
resentative and the member of Congress.
The legislator recognizes that the person
delivering the contribution is interested
in his or her campaign and is, therefore,
more likely to listen to the concerns of
the constituent.

A good example of the assistance that
PACs and political contributions provide
to a legislative effort can be demonstrat-
ed in the AGA’s successful lobbying of
Congress on the Digestive Diseases



Research Commission legislation. While
the AGA does not currently have a PAC,
AGA staff and lobbyists have longstand-
ing relationships on Capitol Hill that
have been enhanced through the support
of legislators’ campaigns over the past 10
years or so. Also, individual gastroen-
terologists have become active in political
giving to key members of Congress.
While many of our Congressional cham-
pions philosophically and intellectually
support a Digestive Diseases Research
Commission, their leadership on this ini-
tiative was facilitated through the devel-
opment of political relationships.

Will a PAC guarantee successes on the
legislative front? No. The AGA continues
to need a robust and active grassroots
program to show legislators that many of
their GI constituents support or oppose a

If gastroenterologists
don’t let their members
of Congress know what
issues are of concern to

them, no one else will do
that job for them.

specific position. Expectations for success
need to be realistic and measured. We will
continue to compete with other health
groups for clinical and research dollars in
what will likely be a shrinking federal pie.
However, we simply won’t be visible to
legislators if we don’t have a political
presence in Washington, DC. A PAC can
provide that political presence. While
there is no guarantee that a PAC will
secure legislative victories, the current lack
of a PAC puts the AGA in a difficult situ-
ation in terms of gaining the attention of
lawmakers (relative to other medical
organizations) and ensuring a fair hearing
on our issues.

If gastroenterologists don’t let their
members of Congress know what issues
are of concern to them, no one else will
step in and do that job for them.
Congress has a significant and direct
impact on our profession and we need to
use whatever appropriate tools are avail-
able to convey our message.

Michael Roberts, AGA’s vice president of
public policy, collaborated with Dr.
Levin on this article. <

Focus on Graduate Medical Education

BY LISA M. GANGAROSA, MD
Assistant Professor of Medicine, University of North
Carolina, Chapel Hill

hortly after returning from my
first American Association of
Medical Colleges (AAMC) an-
nual meeting as the AGA repre-
sentative to the Council of Academic
Societies, I received this invitation: The
AGA Executive Committee invites you
to contribute an article on the current
issues related to graduate medical educa-
tion. (And by the way, do it in 750
words or less!) Several issues associated
with this complicated topic immediately
came to mind: our field’s disassociation
with the National Resident Matching
Program (NRMP) or “the match,” new
Accreditation Council of Graduate
Medical Education (ACGME) regula-
tions for training programs and the myr-
iad ways of securing funding for fellows.

The Match

Gastroenterology began participation in
the National Resident Matching
Program (NRMP) in 1986 with 145
participating programs. In 1986, 290
positions were offered and 271 were
filled in the match. Participation peaked
in the early 1990s with 173 programs
offering 399 positions in 1993.

However, participation declined until
only 11 programs participated in the
match in 1999. With such low numbers,
it’s not surprising that gastroenterology
chose to withdraw from the NMRP in
2000. Recent controversy associated
with the match began in 2002, when
residents filed a class-action lawsuit
Resident Physicians Antitrust Litigation,
claiming that the NMRP violated anti-
trust laws. In August 2004, U.S. District
Court Judge Paul Friedman dismissed
the lawsuit, an action hailed as a major
victory by the AAMC and ACGME.
With the match back on sound legal
footing, it could be time for gastroen-
terology to reassess our participation in
the program. Leadership of the AGA is
examining this issue and a report and
recommendations will be available in a
subsequent issue of AGA Perspectives.

New Training Program
Requirements

New ACGME program requirements
for fellowship education in the subspe-
cialties of internal medicine and in gas-

continued on page 16
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POLICY

National Commission on

Digestive Diseases Becomes Reality

n late 2004, President Bush signed

into law AGA legislative language to

create a National Commission on

Digestive Diseases. President Bush’s

signature signaled the National
Institutes of Health (NIH) to convene a
commission to focus on the needs of gas-
troenterology and our patients. Years from
now, when we look back on the National
Commission on Digestive Diseases, this
commission will be considered a landmark
event in the advancement of the science
and practice of gastroenterology.

As is widely recognized, gastroenterolo-
gy researchers are literally on the brink of
major scientific advances in several key
areas of digestive disease science. In other
areas, even a basic understanding of the
cause and transmission of disease is lack-
ing. For these reasons, the AGA worked
with our champions in Congress to pro-
pose the National Commission on Di-
gestive Diseases. We hope the commission

will provide the funds and focus needed to
increase the rate of discovery and to trans-
late advances into clinical practice.

The National Commission on Diges-
tive Diseases will update the findings of
the original commission, which was con-
vened in the late 1970s. The contempo-
rary commission will be composed of sci-
entists and physicians, patient advocates
and representatives of federal agencies.

The National Commission on
Digestive Diseases is charged with the
following tasks:

¢ studying the incidence, duration and
mortality rates of digestive diseases,
as well as their economic impact;

e evaluating facilities and resources for
the diagnosis, prevention and treat-
ment of such diseases; and

e developing a long-range plan for the
use and organization of national
resources to effectively deal with
digestive diseases.

Thank you...

ON BEHALF OF AGAS GOVERNING BOARD, the
editors wish to thank Janssen Pharmaceutica and
Fisai for sponsorship of AGA Perspectives.

It is now important for the AGA to
encourage the Department of Health
and Human Services and the NIH to
place the National Commission on Di-
gestive Diseases among its highest prior-
ities for 2005. AGA leaders have con-
ferred with key policymakers to lay the
groundwork for the establishment of
the commission and the scope of its
deliberations.

This major victory is the culmination
of an intensive and multifaceted advoca-
cy campaign by the AGA. Congratula-
tions to all who worked with the AGA
to advocate for the National Commis-
sion on Digestive Diseases.

The AGA would like to thank the Public
Affairs and Advocacy Commiittee, the
Research Policy Committee and the ef-
forts of Advocacy Day attendees for
their roles in shaping the commission
concept and their personal commitment
to move this initiative forward. The suc-
cess of our advocacy efforts would not
have been possible without their insight
and dedication. %

Thanks to an unrestricted educational grant from our sponsor, the AGA
can send this unique publication to all members at no cost. Read AGA
Perspectives to keep up with the trends that will affect the future of the
science and practice of gastroenterology.
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...THE PROPOFOL DEBATE

Propofol Can Be Used Safely

continued from page 4

which dates to 1989 and is no longer in
line with evidence, states that those
administering propofol should be trained
in general anesthesia. Although the FDA
essentially never confines the use of a
drug to a given specialty, this language
has been widely interpreted as meaning
that one must be an anesthesiologist or
nurse anesthetist to use the drug. Per-
haps most importantly, the American
Society of Anesthesiologists and Ameri-
can Academy of Nurse Practitioners
issued a joint statement against the use
of propofol by non-anesthesiologists,
although the only evidence cited was the
package-insert language (11). The pack-
age insert and anesthesiologists” opposi-
tion combine to create an atmosphere of
medical-legal risk. Finally, there are
about 12 states in which nursing practice
statutes forbid the administration of
propofol in non-ventilated patients (16).
Under ideal circumstances, the Ameri-
can Society of Anesthesiologists will ac-
knowledge the large safety database that
has developed for nurse-administered
propofol sedation (NAPS) and assist the
gastroenterology societies in developing
training protocols for nurses and gastro-
enterologists to learn NAPS. However,
as an alternative, gastroenterology soci-
eties can create such training recommen-
dations and perhaps even certify regis-
tered nurses and endoscopists to deliver
propofol, but the impact will be less
than if such programs are endorsed by
the anesthesia community.
Nurse-administered propofol is not the
only solution to the high cost of anes-
thetists. For example, propofol can be
given in combination with low doses of
narcotic and benzodiazepine and then
titrated to moderate sedation (6), which
might satisfy the safety concerns of anes-
thesiologists. Alternatively, the reimburse-
ment for administration of propofol by
anesthesiologists could be lowered to
some reasonable level such as that provid-
ed by Medicare, which would make the
cost of anesthetist use more acceptable to
insurers and less likely to threaten endo-
scopic reimbursement. A safe substitute
for propofol, with many propofol-like
properties, is expected to be approved by

the FDA for non-anesthesiologists’ use in
the next year or two (17). If this drug
proves safe and effective, it could make
issues regarding propofol use in many
areas moot. Finally, FDA approval of
“smart machines” that sedate patients
with low doses of propofol, in combina-
tion with low-dose narcotics and/or ben-
zodiazepines, may also occur.

The solutions to high costs might vary
on a regional basis. For example, nurse

fees to endoscopic practice in all settings
would likely seriously threaten endoscop-
ic reimbursement and the diagnostic
competitiveness of endoscopy.

In conclusion, propofol administration
by properly trained registered nurses
supervised by endoscopists has already
been proven safe. However, endoscopists
should not take up this practice without
establishing a policy for deep sedation
endorsed by their local anesthesia special-

Under ideal circumstances, the American Society of

Anesthesiologists will acknowledge the large safety data-
base that has developed for nurse-administered propofol
sedation (NAPS) and assist the gastroenterology societies
in developing training protocols for nurses and gastroen-
terologists to learn NAPS. — Dr. Rex

administered propofol sedation is more
feasible in areas where state laws are not
restrictive and the medical-legal climate is
more favorable. Similarly, the situation in
office practices in the New York area de-
serves special consideration. Office-based
endoscopy is highly prevalent in New
York City, Long Island, New Jersey and
Philadelphia. If office-based endoscopy is
substantially less expensive than endo-
scopy in hospitals or ambulatory surgery
centers (ASC), then the additional charges
for an anesthetist in the office practice
may render the total cost of office-based
endoscopy (with anesthetist) in the same
range as hospital or ASC costs without an
anesthetist. This would generally be the
case with Medicare fees for anesthesia, but
with private payers charges are often
much, much higher.

Given the level at which anesthetists
are already ingrained into office practices
in the New York, New Jersey and Phila-
delphia areas, negotiation of more rea-
sonable fee schedules for anesthetists
would be a solution that would lower
costs and at the same time allow endo-
scopists in office practices in these areas
to continue their association with anes-
thetists. Whether such a fee reduction
can be achieved is, of course, another
issue. Looking across the country, how-
ever, widespread addition of anesthetist

ists, or without proper training. Unfor-
tunately, efforts to establish these policies
are often resisted, and training is hard to
obtain. This conundrum usually makes
registered nurse-administered propofol not
feasible. Endoscopists should understand
the long-term risks to endoscopic practice
of expanding the role of anesthetists in
endoscopy. The endoscopy community
should collectively seek out solutions to
the high cost of anesthetist-delivered seda-
tion for endoscopy.
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...THE PROPOFOL DEBATE

Propofol: Not for Everyone

continued from page 4

these remarkably consistent safety results?
It should be noted that there have been
deaths with this agent in the GI community.
A number of randomized trials have
compared propofol to standard conscious
sedation, usually midazolam with or with-
out a narcotic such as meperidine. These
studies show propofol to be consistently
safe; however, a significant preference by
patients has not been uniformly demon-
strated nor has there been a convincing
difference detected in patient satisfaction
when critically examined (8). Important
end points favoring propofol include faster
induction, faster time to endoscope inser-
tion, more rapid post-procedure recovery,
subjectively better sedation when assessed

this study. First, the general practitioner,
who was trained in propofol administra-
tion, was competent to give the drug with a
low prevalence of side effects. In addition,
if in Australia the risk of anesthesia-related
endoscopy deaths is approximately 1 in
64,000, an enormous trial would be
required to truly show if there is a differ-
ence in mortality when comparing any
sedation regimens.

Even if attractive given its pharmacolo-
gy and the wealth of data reported to date,
I have real concerns regarding the potential
for complications including respiratory
depression, apnea and even death, which
may result from widespread propofol
administration (11). Data has been pub-
lished from expert centers, so like any new
“procedure,” we don’t know if they are
equivalent in a community setting. As

Safety must always be the primary concern.

by nurses and equivalent physiological
parameters. When using neuropsychiatric
testing, the data show that patients are
awake much faster following propofol
administration and confirms a better re-
turn toward baseline in mental function as
compared to a narcotic/benzodiazepine
combination (9,10). These are all advan-
tages of this agent. As noted above, these
reports also suggest there is no increased
risk for colonic perforation for those given
propofol for colonoscopy. This has been of
concern as patients may be unable to com-
plain of pain when deeply sedated. As with
any published study, one may not be able
to extrapolate these excellent results to
your practice, especially safety.

Clarke et al. (7) reported their experi-
ence from two endoscopy centers in
Australia where propofol was administered
either by general practitioners or anes-
thetists. In the 28,472 procedures per-
formed over a five-year period ending in
December 2000, a total of 185 sedation
related adverse events (6.5 per 1,000) with
174 airway ventilation problems and 77
hypotensive episodes were reported. Inter-
ventions were recorded in 234 patients
with 123 to maintain ventilation and 111
for intravenous infusions, presumably for
hypotension. No patient required endotra-
cheal intubation and there were no deaths.
Two important points are apparent from
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— Dr. Wilcox

noted, the current practice of a narcotic
plus benzodiazepine for conscious sedation
has yielded an extraordinarily low rate of
respiratory complications so there should
be substantive advantages to making a
change to something new. One death with
any regimen is one too many.

Who should get propofol and by
whom? Difficult-to-sedate patients clearly
benefit from propofol, but who should
administer it? Widespread adoption for
routine procedures is unwarranted, espe-
cially if the decision is motivated strictly by
economic rather than patient-based rea-
sons. Our society also cannot afford the
cost of having anesthesiologists administer
this drug just for routine cases. Since some
units are now employing trained nurses to
give propofol, it is unlikely that adoption of
a nurse anesthetist strategy, given the addi-
tional cost over a nurse alone, would be
widely embraced. Importantly, each state
has different rules for nursing responsibili-
ties, i.e., ability to give sedation. Therefore,
one must determine the specific state regu-
lations for nurses before embarking on any
new method of nurse-administered seda-
tion. Further studies comparing its use in
difficult-to-sedate patients as well as its
safety when given by trained personnel
especially in a community setting will shed
more light on its applicability for more
widespread use for sedation in the endo-

scopy unit. Because of this rapid adoption
of use by gastroenterologists, guidelines
have been published regarding the require-
ments for propofol administration (12).
Safety must always be the primary concern.
To summarize, all would agree that to
administer propofol, proper training is crit-
ical; adequate patient supervision is essen-
tial; and administration by nurses and/or
gastroenterologists is optimal. While there
was initial eagerness for use of this agent to
increase endoscopy throughput and there-
fore reimbursement, this has been discour-
aged by the main advocates for use of this
agent. Furthermore, as noted, administra-
tion of this agent by your anesthesiologist
dramatically increases costs to society and
ultimately will come back to haunt all of
gastroenterology as pointed out by my col-
league (13). I applaud the innovation and
thoughtful research on this agent undertak-
en by Rex and other colleagues. I believe at
the end of the day, use of this agent should
be cautious and calculated, so that endo-
scopic procedures become less, rather than
more, risky. Perhaps by adopting this phi-
losophy, the sheep will remain just that. «*
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The Medical Need for Propofol

continued from page 5

percent felt they had received “adequate”
sedation and 90 percent rated the experi-
ence as “excellent.” Of the 53 patients in
the series who had a history of a previous
GI procedure and could recall the experi-
ence, 60 percent said their experience with
propofol was better. Propofol’s rapid onset,
deeper sleep and fast recovery are likely
responsible for its popularity with patients.
Thus, propofol’s greatest advantage may be
when it is used as a single agent without
concurrent narcotics and benzodiazepines.
In this manner, the “hangover” of the con-
ventional agents is avoided.

Propofol offers key advantages in effi-
ciency. Among 26,500 patients who
received propofol in an ambulatory surgi-
cal center and in three hospitals in Oregon,
propofol administration was associated
with improved patient memory at dis-
charge, a faster discharge, a more favorable
patient tolerance and more efficient utiliza-
tion of limited recovery space (5). In New
York City, where competition, cost and
space limitations combine to create greater
incentives for efficiency as well as patient
safety and satisfaction, an increasing num-
ber of gastroenterologists are shifting to
anesthesiologist-administered propofol for
outpatient endoscopies.

The current FDA-approved package
insert carries an admonition that only per-
sons trained in the administration of gen-
eral anesthesia should administer propofol
and these physicians should not also be
involved in the conduct of the surgical/
diagnostic procedure, so that patients can
be continuously and properly monitored.
No large set of data exists regarding the

safety of propofol administered by non-
anesthesiologists in a community practice.
Moreover, no study has compared out-
comes of anesthesiologist-administered
propofol to nurse-administered propofol
or gastroenterologist-administered propo-
fol. Outcomes studies do support, howev-
er, that anesthesia care directed by an anes-
thesiologist is both life-saving and can be
delivered at either a cost savings or at a
cost that is acceptable to society (6).

The gastrointestinal professional soci-
eties’ position statement on sedation short
circuits the scientific progress at hand by
declaring that patients undergoing routine
upper endoscopy and colonoscopy should
not receive hypnotic propofol by an anes-
thesiologist. Gastroenterologists are unique
in taking this initiative as neither surgeons
nor interventional radiologists routinely
deliver general anesthesia with the poten-
tial for cardiorespiratory depression with-
out anesthesiologists.

Many who were involved with the
drafting of the statement admit that cost
concerns influenced the final set of recom-

them should not be determined by man-
dates that restrict their utilization for
shortsighted financial reasons.

Now that endoscopic procedures are
recognized by the medical community and
public for their ability to diagnose and
treat complicated problems that previously
required major surgical intervention, it is
essential that we discard the earlier
approaches of substandard sedation with
narcotics and benzodiazepines and estab-
lish an appropriate practice standard that
allows a board certified anesthesiologist to
carefully monitor the patient while the gas-
troenterologist can focus completely on
performing the procedure at hand. As we
move forward, it is essential for the med-
ical and gastroenterology community, the
insurance providers and government to
move forward with us and support the
best level of care for our patients, even if it
requires two board certified physicians
instead of one. In the end, we believe qual-
ity, safety and efficiency are the paramount
goals that will support the use of propofol
for gastrointestinal endoscopy. %

Propofol is improving satisfaction, safety and efficiency
in endoscopy and allows more patients to receive diag-
nostic and screening colonoscopy.

mendations. They apparently fear that
growth in the use of propofol administered
by anesthesiologists for gastrointestinal
procedures might have a negative effect on
the current professional reimbursement for
the endoscopist. However, cost concerns
about an early rise in expenditure should
not be an impediment to the dissemination
of superior medical technology and care.
By this reasoning, earlier innovations such
as X-ray, CT scan, MRI and laparoscopy
might never have been pursued and dis-
tributed widely. There is clear evidence
that the use of propofol is improving satis-
faction, safety and efficiency in endoscopy
and allows more patients to receive diag-
nostic and screening colonoscopy. As more
physicians and patients experience the ad-
vantages of anesthesiologist-administered
propofol, its use for endoscopy will un-
doubtedly grow. The proper role of new
drugs and the doctors who administer

— Drs. Tobias and Kefalides
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AGA PRODUCTS & SERVICES

New Units! Gastroenterology Teaching Project

There’s no better source for high quality Gl images than AGA’s
Gastroenterology Teaching Project (GTP). The GTP’s newest units
include Gastrointestinal and Liver ClipArt: A Gallery of images
from the GTP, Barrett’s Esophagus, the Genetic and Molecular
Basis of Gastrointestinal and Liver Diseases and a Spanish ver-
sion of Pancreatitis. These state-of-the-art units present the latest
information in an outstanding graphic format. Units are available
on CD-Rom in their entirety or can be downloaded in their entirety
or in pre-defined sections. View sample slides for all units or order
online at www.gastroslides.org.

AGA is the sole developer of these units. Partial support provided
by AstraZeneca LP (Barrett’s Esophagus and, IBD Pathology);
Roche Laboratories Inc. (Viral Hepatitis); and Solvay Pharma-
ceuticals, Inc. (Irritable Bowel Syndrome).

Looking for units published prior to 2003? Call Milner-Fenwick at
(800) 432-8433 (US/Canada) or (410) 252-1700 (International) or
go to www.milner-fenwick.com.

New fourth edition! DDSEP IV

Assess and update your knowledge with the most current and com-
prehensive self-education and self-assessment multimedia program
created for gastroenterologists and Gl trainees. DDSEP IV has been
completely updated and includes over 300 all new self-assessment
questions. Earn up to 64 CME credits. Package includes syllabus,
question book, answer and critique book and CD-ROM. To order, call
Kendall Hunt Publishing Company at (800) 338-8290 (US/Canada)
or (563) 589-1000 (International) or, download an order form from
the educational resources section of www.gastro.org.

New! AGA CME Cafe Case Studies
Workshop Series

The AGA invites you to experience the CME Cafe in a completely
new way, through a series of nationwide breakfast workshops on
GERD (Barrett’s esophagus), Evolving Aspects of Colorectal Cancer
Carcinoma and Transforming Gastroenterology: New Devices, New
Procedures and Radical Endoscopy. The workshops will explore
these compelling topics with case studies presented by the very
best experts. The two-and-a-half-hour workshops will provide a
unique opportunity for attendees to interact with experts in
dynamic, small group settings and earn up to 2.5 CME credits. For
more information about the workshops, and other CME Cafe pro-
grams, visit the educational resources section of www.gastro.org.

The CME Cafe Case Studies Workshop Series is a program of the
AGA Education Committee and is sponsored through an unrestrict-
ed educational grant from TAP Pharmaceutical Products Inc.

Medical Position Statements

These informative guidelines are designed to educate and assist
you in patient care decision-making. Position statements can be
accessed at no charge in their entirety from the clinical resources
section of www.gastro.org. Hard copies may be purchased for $10
by calling AGA Member Services at (301) 941-2651 or e-mailing
member@gastro.org.

For more information on AGA products, services

14 AGA PERSPECTIVES

UpToDate® in Gastroenterology
and Hepatology

Get useful, expert answers to your clinical questions when you
need them most — at the point of care. This clinical resource tool
provides gastroenterologists with a current synopsis of the latest
medical findings in a quick and easy-to-use format. Available on
CD-ROM, Pocket PC or online, this unique subscription service
gives you instantaneous access to a synthesis of current clinical
information and expert opinion. Subscriptions include the entire
UpToDate® library with in-depth coverage of the other subspecial-
ties of medicine, all included in the same database. Order online
at www.uptodate.com or call (800) 998-6374 (US/Canada) or
(781) 237-4788 (International).

AGA Conversations Series

The AGA Conversations Series is designed to facilitate peer-to-
peer discussions on varying topics of interest to the GI communi-
ty. The timely “Conversations” consist of the most compelling
issues within gastroenterology - from irritable bowel disease to
short bowel syndrome to hepatitis. The programs examine recent
publications, data presented at medical meetings, hot topics in
patient management and new guidelines. Find a list of upcoming
“Conversations” and access archived programs at www.gastro.
org/conversations.

AGA Conversations is supported through unrestricted educational
grants from Elan and Biogen ldec, Gilead Sciences Inc., Nestle
Nutrition Institute, Proctor & Gamble Pharmaceuticals Inc. and
Serono Inc.

AGA Center for GI Practice Management
and Economics

An all-inclusive resource for meeting the practice management
needs of private practice and clinical academic gastroenterolo-
gists, the AGA Center for Gl Practice Management and Econo-
mics provides a comprehensive offering of Gl-specific practice
management products and services. For more information, visit
www.gastro.org/center or contact Cecile Katzoff, director of the
center, by phone at (301) 941-2639 or by e-mail at ckatzoff@
gastro.org.

New! Gastroenterology Training Exam (GTE™)

The GTE is the first national exam for training programs and fel-
lows designed to promote quality and consistency across Gl train-
ing nationwide. This assessment tool enables both program direc-
tors and fellows to evaluate training progress, identify areas for
additional study and compare program and individual fellow per-
formance on a national level. The price is $250 per fellow. For
more information about the GTE, visit the career development
section of www.gastro.org or contact Ingrid Thomas by phone at
(301) 941-2624 or by e-mail at ithomas@gastro.org.

Funded by an unrestricted educational grant from Janssen
Pharmaceutica.



Calendar of AGA Events

Therapeutic Advances in Gastrointestinal
& Liver Diseases

Jointly sponsored by the AGA and the Portuguese Society of
Gastroenterology

March 31-Apr. 1, 2005
PORTO, PORTUGAL

This state-of-the art symposium will provide current informa-
tion on the management of common gastrointestinal disorders.

Gl Division Chiefs’ Workshop
April 8-10, 2005
FORT LAUDERDALE, FL

The second annual GI Division Chiefs’ Workshop is designed to
provide GI Division Chiefs the opportunity to reunite with their
peers to further discuss the issues involved in developing a suc-
cessful gastroenterology program. Attendees will hear from sen-
ior Division Chiefs and discuss how they have addressed key
issues in training, research and practice management. Topics to
be addressed include budgeting, personnel management, finan-
cial and funding opportunities, faculty mentoring, best practices
and more.

Hepatitis C Virus: Clinic - Basic Interface
Jointly sponsored by the AGA and the Japanese Society of
Gastroenterology

April 16-17, 2005
Tokyo, JAPAN

Digestive Disease Week® (DDW®)
May 14-19, 2005
CHICcAGO, IL

Medical research and practice are constantly evolving, and
so are you. Join your colleagues and expand your profes-
sional knowledge at the world’s most distinguished educa-
tional forum for digestive disease researchers, clinicians and
health professionals.

In 2005, DDW takes over one of North America’s finest
convention facilities, Chicago’s state-of-the-art McCormick
Place on the shores of scenic Lake Michigan. Chicago is a
diverse and vibrant city with world-renowned shopping, din-
ing, museums, architecture and music.

www.ddw.org

AGA 2005 Spring Postgraduate Course: Tough
Clinical Issues in Gastroenterology: Practical
Advice and its Scientific Basis

Held in conjunction with DDW®

May 14-15, 2005

CHICAGO, IL

In order to manage the day-to-day complexities of diagnos-
ing and treating digestive diseases, it is important to periodi-
cally review the major concepts within the field. This two-
day, multi-topic course will examine the science underlying
the common, yet difficult, issues in gastroenterology and uti-
lize that scientific information to formulate rational patient
management strategies. The course will offer practical “take-
home” advice for clinicians while providing up-to-date
information on the science behind the major developments

in the field.

AGA/British Society of Gastroenterology
Sept. 8-9, 2005
OXFORD, UNITED KINGDOM

AGA 2005 Fall Postgraduate Course:
Evidence-based Gastroenterology:
Translating Evidence into Practice
Sept. 10-11, 2005

MONTREAL, CANADA

For more information on learning objectives, faculty, regis-
tration and CME, please visit www.gastro.org/meetings.

Clinical Congress
Dec. 9-11, 2005
Horrywoop, FL

The first-annual AGA Clinical Congress is designed to pro-
vide a plethora of practical solutions for today’s treatment
challenges. The program includes general sessions covering
a variety of topics such as Barrett’s esophagus, biliary imag-
ing, Crohn’s disease, IBS and NAFLD. Special components
addressing endoscopy and practice management issues will
also be available. Smaller group sessions covering a variety
of relevant topics will also be offered, enabling attendees to
customize their meeting based on topics of relevance to
their practices.

and events, visit the AGA Web site at www.gastro.org.
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EDUCATION

Focus on Graduate Medical
Education

continued from page 9

troenterology will become effective in
July 2005. The current guidelines have
been in place since 1999. The new pro-
gram requirements can be found on the
ACGME Web site at http://www.acgme.
org/acWebsite/RRC_140/140_prIndex.
asp. One change that should be helpful
to many training programs is the revi-
sion in continuity clinic requirements.
The new requirements state that fellows
must have a continuity ambulatory clinic
experience a half-day each week to
develop a continuous healing relation-
ship with patients for whom they pro-
vide subspecialty care. This continuity
experience should expose fellows to the
breadth and depth of the subspecialty.
This may be accomplished by either: a
single continuity clinic for the length of
the accredited fellowship, or blocks of at
least six months duration for the length
of the accredited fellowship. Each fellow
should, on average, be responsible for
four to eight patients during each half-
day session. Over the course of accredit-
ed training, each fellow’s panel of pa-
tients must include at least 25 percent of
patients from each gender.

Fellowship Funding

Funding for gastroenterology fellowship
positions is a very complex matter that
is widely misunderstood. Different re-
sources are available to different pro-
grams. Programs affiliated with a Ve-

who are pursuing basic or epidemiologi-
cal research training as part of their fel-
lowship. The current PGY-4 stipend
provided is $43,428.

Another possible source of funding
for clinical GI fellows is Medicare.
Medicare makes two payments each
year to teaching hospitals. The first is
the direct GME (DGME) payment,
which partially compensates for resident
education costs. The second is the indi-
rect GME payment, which partially
compensates for the higher costs of care
associated with the teaching mission.

The formula to determine the annual
DGME payment is quite complicated:
Each institution counts its number of
full time equivalent (FTE) residents.
That number is multiplied by the hospi-
tal-specific, per-resident amount (which
varies by institution). The product is
then multiplied by Medicare’s share of
inpatient days.

However, arriving at the number of
residents is not as simple as counting
each person. Full-time residents in their
respective initial-residency period are 1.0
FTE each. After an initial-residency peri-
od, a full-time resident can count only as
0.5 FTE. Thus, each gastroenterology
fellow (having already completed an
internal medicine residency) counts as
0.5. To illustrate for a 0.5 FTE resident:
if a hospital’s per-resident amount is
$75,000 and Medicare’s share of inpa-
tient days is 30 percent, the payment for
that resident would be $11,250 (perhaps
a quarter of that person’s salary). Time
spent at other institutions also reduces
each resident’s FTE. In addition, the

With the match back on sound legal footing,
it could be time for gastroenterology to reassess our
participation in the program.
— Dr. Gangarosa

terans Affairs (VA) medical center
typically have some fellow salaries paid
by the VA. According to Deborah
Proctor, MD, program director for the
Yale GI training program, the VA pays
for 5.7 of 16 positions. Programs associ-
ated with the National Institutes of
Health National Research Service
Award (NRSA) Institutional Training
Grants (T32) receive support for fellows
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Balanced Budget Act of 1997 capped the
total number of positions at each institu-
tion. Institutions over the cap have to
prorate payments accordingly.

The Medicare reform law passed last
year created a redistribution program to
move Medicare-funded resident posi-
tions from hospitals with resident
counts below their 1996 caps to hospi-
tals above their caps. Aggregate cap

increases cannot exceed cap reductions
and for institutions applying for an
increase in cap, only individual residen-
cy programs including specific subspe-
cialty programs that were listed on the
1999 roster can be included now for
purposes of cap increase.

Whether or not the DGME funds are
actually passed to GI divisions is anoth-
er variable among programs. The bot-
tom line is that many GI programs fund
most of their costs with clinical revenue.
As reimbursements decline, this be-
comes more difficult. To sustain the
availability and quality of GI training
programs, new funding mechanisms
should be explored. <

Propofol Can Be Used Safely

continued from page 11
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“"AGA eDigest

A weekly e-mail newsletter with the latest news
affecting the science and practice of GI

» Major Victory: AGA’s National Commission on % NIH Posts Web Site for New Investigators

Digestive Diseases Signed into Law
On Dec. 8, 2004, President Bush signed into law an omnibus
appropriations measure that included AGA legislative language
creating a National Commission on Digestive Diseases. President
Bush’s signature signals the National Institutes of Health to con-
vene a commission to focus on the needs of gastroenterology and
patients with digestive health problems. The National Commission
on Digestive Diseases is charged with the following tasks:
studying the incidence, duration and mortality rates of
digestive diseases, as well as their economic impact;
evaluating facilities and resources for the diagnosis, preven-
tion and treatment of such diseases; and
developing a long-range plan for the use and organization of
national resources to effectively deal with digestive diseases.

» CMS Announces Five-Year Review of Work Values
All specialties likely to be affected.

When CMS published the 2005 Physician Fee Schedule Final
Rule in November, the agency announced the beginning of its
five-year review of CPT codes. Law mandates that CMS
review the relative value units (RVUs) for all CPT codes at
least every five years and make any needed adjustments. This
is the third iteration of the five-year review process. CMS will
publish the list of codes to be surveyed by the five-year review
process in February 2005. Societies will then have the oppor-
tunity to indicate which codes they plan on surveying for the
five-year review, which occurs in August 2005. The AGA’s
RUC Advisor, Joel V. Brill, MD, will coordinate efforts with
ACG and ASGE regarding this process. Any changes in fees
will be effective Jan. 1, 2007.

» New Books Available From the AGA

The AGA is pleased to offer two commemorative books, Gastrin
in the New Millennium, edited by Juanita L. Merchant, MD,
PhD; Alison M.]. Buchan, PhD; and Timothy C. Wang, MD, and
Gut-Brain Peptides in the New Millennium: A Tribute to John
Walsh by his Collaborators, edited by Yvette Taché, PhD;
Yoshiaki Goto, PhD; Gordon Ohning, MD, PhD; and Tadataka
Yamada, MD. These books have been made available due to the
generous support of Eisai Inc./Janssen Pharmaceutica in the form
of an educational grant.

>

>

The National Institutes of Health (NIH) Office of Extramural
Research recently launched a Web site focusing on the needs of
new investigators. The Web site provides information for first-
time investigator support from the various NIH agencies, includ-
ing the National Institute of Diabetes and Digestive and Kidney
Diseases (NIDDK). Web site address: http://grants.nih.gov/
grants/new_investigators/index.htm

AGA to Host Postgraduate Course at WCOG

The AGA is sponsoring Evidence-Based Gastroenterology:
Translating the Evidence into Practice, its postgraduate course to
be held Sept. 10-11, 2005, during the 2005 World Congress of
Gastroenterology meeting in Montreal, Canada. Designed for
practicing gastroenterologists and clinical investigators, this one-
and-a-half-day, multi-topic, evidence-based program will offer
clear recommendations about the management of patients with a
variety of GI disorders.

AGA Clinical Congress Planned for Dec. 2005

In response to a recent survey of AGA clinician members, the
AGA is developing a new educational offering for GI clinicians
— the AGA Clinical Congress. The Congress will be held Dec.
9-11, 20085, at the award-winning Westin Diplomat Resort and
Spa in Hollywood, FL.

Topics to be addressed during the general sessions include:
Colorectal Cancer: New Screening Methods;
Barrett’s Esophagus;
Achieving and Maintaining Remission in Crohn’s Disease;
NAFLD;
The Scope of Biliary Imaging: ERCP vs. MRCP vs. EUS; and
Bench to Bedside in IBS.

Gastroenterology Editor Request for Applications
The AGA is accepting applications for the position of editor of
Gastroenterology. The current editor, David A. Brenner, MD, will
complete his five-year term in May 2006. The new editor and
associate editors will begin transitioning into their new roles in
January 2006. To obtain more information or to request an appli-
cation for the position, contact Erin Loughran, AGA Director of
Editorial Services at (301) 654-2055 or eloughran@gastro.org.
Completed applications are due April 1, 2005.

FOR MORE INFORMATION ON ANY OF THESE TOPICS, VISIT WWW.GASTRO.ORG.

If you do not receive AGA eDigest, make sure the AGA has your e-mail address. Sending the AGA your e-mail address is simple:

* Log onto www.gastro.org/membership

* Click on “Update your member profile”

* Provide your membership ID number and last name. Call AGA Member Services at (301) 941-2651
if you need your ID humber.

AGA eDigest is supported by a grant from TAP Pharmaceutical Products, Inc.




CLASSIFIEDS

Advertising Rates Per Month/ No Confidential With Confidential
Per Ad (100-word limit) Box Box

Position available $165 $180

Position wanted:

Members Free $15
Non-Members $25 $35
Activity Announcement $165 NA

Make your ad stand out: A shaded box is available
for an additional $50 per ad.

Activity Announcements

Airway Diseases — A Shared Approach to Management.
University of York, York, United Kingdom. April 6-8, 20035.
Three-day multi-disciplinary approach to the management of
airway diseases. This conference is intended for gastroenterol-
ogists, otolaryngologists, pulmonologists, paediatricians, sci-
entists, speech language therapists and physicians. Among the

Photodynamic Therapy (PDT):

Appllcations In Oncology -
A one-day CHE event

Friday, April 1, 2005

Enoxville Marriott
Krnoaville, Tennesssees

Course Directors:

Bergein F Overholt, M.,
Masoud Panjehpour, Ph.D.

Attend a clinical symposium provided by leading
authaorities on FDT for: Barrett's esophagus,
esophageal cancer, lung cancer, headieeck

cancers, skin cancer, brain cancer and
chlangicsarcama, as swell as trainingg
in POT physics.

Registration fee is 5200 for physicans and £100
for nursesiothers. Fee includes meals, breaks and

course mmaterial, ©ME amd CEW credits available.

For more infoermation:
Mary &nn Whittaker
(BE5) 541-1433
Mawhitak@covhith.com
httpdanw thompsoncancerconutosclase.cfm

=51 THOMPSON CANCER
| SLIRVIVAL CENTER

TITL0

Covvenant
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Deadline for the April/May issue is March 25.
To respond to a confidential ad, mark the box number on the
outside of the envelope.

Ads can also be placed in AGA eDigest, AGA’s weekly e-newslet-
ter. For only $82.50, you can place an ad of 100 words or less in
two consecutive issues and for $165 in four consecutive issues. If
you place ads in both AGA Perspectives and AGA eDigest, you
will recieve a 10 percent discount. Ads submitted each Monday
will be placed in the upcoming Thursday issue.

Send all ads and responses to: Vivian Hayward, 4930 Del Ray
Ave., Bethesda, MD 20814, fax to (301) 652-2099 or e-mail
vhayward@gastro.org with credit card information. For more
information on classifieds, call (301) 941-2650. AGA policy on
acceptance of classifieds prohibits publication of any words or
phrases that implicitly or explicitly indicate an illegal requirement
or preference based on race, religion, ethnicity, age or gender.

keynote speakers are: Jonathan Aviv, USA; Martin Birchall,
UK; Donald Castell, USA; Alvin Ing, Australia; Janusz
Jankowski, UK; Serhat Bor, Turkey; Jamie Koufman, USA;
and Alyn Morice, UK. Abstract submission deadline: Jan. 31,
2005. Early registration deadline: Jan. 31, 2005. Contacts:
+44 (0) 1482 382 860, +44 (0) 1482 382 869 (fax),

info@technostics.com, www.airwaydiseasesyork2005.com.

Current Concepts in the Multidisciplinary Manage-
ment of Colorectal Cancer -— Mark your calendar,
March 31-April 1, 2005. Turner Auditorium, Johns
Hopkins Medical Institutions, Baltimore, Md. Spon-
sored by The Sidney Kimmel Comprehensive Cancer
Center at Johns Hopkins and the Johns Hopkins
Colon Cancer Center, this course is for gastroenterolo-
gists, surgeons, medical oncologists, radiation oncolo-
gists, radiologists, pathologists, nurses, physician assis-
tants and social workers who are involved with the
diagnosis, treatment and follow-up of patients with, or
at risk for, colorectal cancer. This activity has been
approved for AMA PRA credit. Physicians: $345;
Residents/Fellows/Allied Health: $245. Contact the
Office of Continuing Medical Education to register or
receive a brochure when available: (410) 955-2959;
cmenet@jhmi.edu. Visit our Web site, www.
hopkinscme.net.

Positions Available

Florida

100-percent GI group seeks BC/BE gastroenterologist for
busy practice in Florida. Excellent comp package and part-
nership track available. Must be skilled in endoscopy proce-
dures, including therapeutic ERCP. Send CV to Lisa
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Saunders, Practice Administrator at mfsq@bellsouth.net or

fax (561) 439-6357.

lowa

Iowa Health Physicians, Iowa’s largest primary care physi-
cian group, is seeking a BC/BE gastroenterologist to join an
established multi-specialty internal medicine group. Must be
well-trained in endoscopic procedures as well as biliary
endoscopy. The clinic is located in a family-friendly commu-
nity with a referral base of 60,000. The clinic is located
adjacent to a hospital with easy access to a newly renovated
outpatient procedure area. Well-established hospital-based
endoscopy lab including an APC. This position offers a com-
petitive compensation package and benefit plan. For more
information please contact Jessica Gitch at (888) 343-4912
or via e-mail at gitchj2@ihs.org.

Minnesota

Rochester — Director of Gastroenterology. Over 100-physi-
cian multi-specialty group seeks a BC/BE gastroenterologist.
The practice offers a built-in referral base, the opportunity
to participate in clinical research and a shared call arrange-
ment of 1:3. Olmsted Medical Center is an integrated, not-
for-profit community health system. They have an excellent
business relationship with Mayo Clinic. In this position you
will establish a new gastroenterology practice within the
group. Responsibilities include consultation, chronic condi-
tion management and performing a significant volume of
upper and lower GI scope procedures annually. There is also
opportunity to perform ERCPs. The group has referred out
over 400 gastroenterology consultations in the past year. A
competitive compensation and benefits package is being
offered. Rochester consistently ranks at, or near the top, of
listings of the nation’s “Most Livable Cities.” Contact
Danise Cooper at (800) 678-7858, ext. 3006 or dcooper@
cejkasearch.com; www.cejkasearch.com. ID#24938DK.

New York

New Hartford — Gastroenterologist/Therapeutic ERCP. Join
a 60-physician, multi-specialty group in the foothills of the
beautiful Adirondack Mountains. This is a physician-owned
and operated practice, representing 25 different specialties.
We seek a BE/BC specialist who is a team player, one who is
flexible and supportive of the collegiality that currently
exists among colleagues. This is a professional, stimulating
practice that offers a predictable work schedule, competitive
compensation and a comprehensive benefit package. It has
been recognized by MGMA the last three years for out-
standing management, and it has achieved AAAHC’s highest
accreditation. Call 1:4. Contact Bob Bregant at bbregant@
besmith.com or call (800) 467-9117.

Oregon

Portland — Northwest Permanente, PC, a stable, physician-
managed multi-specialty group providing care to over 450,000
Kaiser Permanente members, has an excellent opportunity in
our suburban Portland medical offices for a BC/BE gastroen-
terologist (100-percent GI) with therapeutic ERCP skills. Will
join 10 full-time colleagues in the department. Ours is a collegial
and professionally stimulating practice in one of the most suc-
cessful managed care programs in the country. In addition to a
quality lifestyle inherent to the beautiful Pacific Northwest, we
offer a competitive salary/benefit package which includes a com-
prehensive pension program, professional liability coverage, sab-
batical leave and more. For additional information please for-
ward your inquiry and CV to Judy Parmenter, Prof. Staff
Recruiter, Northwest Permanente, PC, 500 NE Multnomah,
Portland, OR 97232; (800) 813-3763; nw.perm.careers@kp.org;
http://physiciancareers.kp.org. We are an equal opportunity
employer and value diversity within our organization.

Pennsylvania

Philadelphia and suburbs — Join three gastroenterologists in
35-year-old private group. Practice in group’s endoscopy cen-
ter on hospital campus. Partnership offered with no buy-in.
Wonderful benefits complement strong salary. Live in Phila-
delphia or immediate environs. Enjoy top lifestyle with top
practice! Contact Roberta Margolis at (800) 365-8900, ext.
211 or e-mail rmargolis@comphealth.com. Ref. #614330.

New Hampshire
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