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President’s Message

When Ego Trumps Reason
MICHAEL B. SIMON, M.D.

We live in an evidence-based world. As healthcare
providers, we practice under the watchful eyes of
regulators, administrators, colleagues, and, most importantly, patients.
There is little room for error in today’s healthcare environment. And
while we have made tremendous strides in minimizing many errors, in
comparison to other industries, we lag far behind. Why?
One of the areas we have focused on is wrong site, wrong side, and
wrong patient surgery. The veterans among us will remember The Joint
Commission first publicizing the need for these efforts back in 1998.
One year later, the Institute of Medicine put forth “To Err Is Human,”
which also highlighted the extent of the problem. It wasn’t until 2004
that The Joint Commission promulgated the “Universal Protocol.” The
key elements of the Universal Protocol were, and still are, pre-procedure
verification, site marking, and time out. Since that time, the concept of
time out has grown in many directions. We are all familiar with the work
of Dr. Atul Gwande and the World Health Organization (WHO). The
WHO “checklist” or its derivative probably hangs in the majority of ORs
in the United States and beyond. But is this poster the panacea we want
it to be?
Well over a decade ago, the healthcare industry began to look for
similarities between healthcare and the airline industry. Here was an
industry that had, over the course of 30 years, improved safety to an
all-time high. Through the process of checklists, team training, team
empowerment, and trained decision-making, this industry became
exemplary. And although we all complain about the airlines themselves,
airport delays and lost baggage, catastrophic outcomes are almost
unheard of today. Despite the volume of air travelers each and every day,
we anticipate and expect that we WILL arrive safely.
Making the jump from the cockpit to healthcare — and, specifically, the
surgical suite — what are patients’ expectations when they arrive for
procedures? What should patients rightfully expect and what level of
detail do they deserve? Our patients today are among the most wellinformed we have ever encountered. Thanks to the media and the ease of
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information sharing, many patients come to us knowing all potential
complications and risks. They know the process that should be in place
and expect it. Unlike a patient in an office setting, however, those who
undergo surgical procedures will most likely lose their ability to keep a
watchful eye. These patients will be subject to an anesthetic and will put
their lives in our hands. They will put their faith in us, and oftentimes
will do this after knowing us for only a few minutes. We accept this
responsibility readily.
We have made the practice of anesthesia extremely safe. Thanks to the
efforts of the Anesthesia Patient Safety Foundation as well as quality,
evidence-based research, our profession has seen greater strides than any
other in medicine. We have been criticized for making it so safe, in fact,
that now everyone thinks he/she can do it. But stepping back from the
anesthetic itself, how safe is that patient when it comes to having the
right procedure done on the correct side of the body? Looking back over
the last 10 years, we have done quite well. Numbers of wrong side, site,
or patient surgery have decreased to less than one per 100,000
procedures. This means that a busy hospital might see one of these
catastrophic outcomes once in a four-to-five-year period. It also means
that many surgeons will see one of these cases once in their careers. But
despite these low numbers, have we reached a stage of complacency? Are
we ready to stop there? Do we simply accept the status quo and assume
we’ve done all we can do? Will patients, physicians, hospitals, or
regulators accept that? We all know the answer is NO! These errors are
simply unacceptable, and they are preventable.
There is no magic formula. We have the answer before us and for those
of us who have practiced it for the past decade, we have seen the results.
So why then do we still face resistance to this every day? Why do
physicians, who are some of the most learned scientists, still fail to take
the necessary steps? Very recently I presented a “scripted time out brief”
to a surgeon who responded by telling me that it was very nice, but well
ahead of its time and not practical. A 45-second time out brief was, in his
view, unacceptable.
How did we make these great strides in healthcare? We did so in a
stepwise fashion. The first step was to develop the tools. The second step
was to present these tools and get buy-in from the leaders in healthcare
(whether national or local). The next step was to teach these tools. Until
current times, no one was learning team skills in medical school or
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nursing school. Team skills are not innate to us. They must be taught and
practiced. They must be accepted by all involved, and, most important,
they often necessitate a culture change. That’s easy to say; however,
culture does not change overnight. Changing institutional culture is a
multi-year endeavor, but it’s a journey we must all take.
The culture we see in the operating room has a life of its own. The
dynamics we witness daily — the interactions between surgeons,
anesthesiologists, nurses, AAs, CRNAs, PAs, surgical techs, PCAs,
housekeepers, etc. — are very institution-specific. How many operating
suites have a culture where ANYONE in the suite can “stop the line?”
How many operating suites have a culture where the focus on the patient
is such that every step is aimed at minimizing error, maximizing
efficiency, and maximizing outcomes? I hope the answer is “most,”
although I fear it is not.
Our regulatory bodies have insisted we do a “time out.” And while they
have even given us some tools to accomplish this, we don’t see the
culture change sweeping through our operating suites like we would
expect. And so I ask, “Why does ego still trump reason?” Why are
personalities that stand in the way of doing the right thing still allowed
in our operating rooms? Failure to do a proper time out, to fully involve
and engage the team, to empower everyone to speak up and stop the
line, is to introduce or maintain a level of risk that is simply
unacceptable! Yet we still see this every day. I recently heard a surgeon,
when asked why he wouldn’t participate in a time out, insist that he was
the “captain of the ship” and he knew what he was doing and that’s all
that mattered. While some of us may cringe at this scenario, and think
it’s a scene from 15 years ago, sadly, it still occurs on a daily basis. How
do we get control of this? How do we help these colleagues recognize the
value of instituting culture change? Although a rare occurrence, a wrong
site or wrong side surgery is a career-changing and sometimes lifechanging event for a provider. It is an event that should never happen in
today’s procedural suite.
As mentioned above, the training required to learn team dynamics and
enforce the principles of team interactions must be offered. We cannot
count on healthcare professionals to possess this knowledge and these
abilities without specific training. To that end, many organizations have
emerged that provide this education. Healthcare entities can introduce
team training in so many ways. Some will choose a private firm, while
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others will choose a home-grown program, possibly using the guidance
offered by a government-sponsored curriculum like “TeamSTEPPS.”
Whatever the method, I hope to see all healthcare entities employing one
of them.
Team training, mutual respect, and culture change are subjects of many
books and articles. I can only scratch the surface in this article. What I
will use this precious space to share is simply a few points. The first is
that, if we are to continue to move forward in the realm of patient safety,
we must look to evolve the healthcare culture. The second is that for
culture change to take place, it must be an initiative that is top down.
What does this mean? It refers to the necessity for leadership of an entity
to take the helm. The leaders (C-suite, administration, chairpersons)
MUST embrace this, provide the teaching, insist that it be done. Barring
this insistence, the success rate will dwindle. No one can be exempt from
following the protocols, functioning in the team mode, and demonstrating
mutual respect for team members. Lastly, this training must be done as a
team. To train surgeons separate from anesthesiologists, separate from
nurses, etc., is to set the system up for failure. Team members need to
train together, thereby creating a “TEAM.”
I have always held firm to the belief that anesthesiologists control every
aspect of the operating room environment. There is much responsibility
that goes along with that. We cannot allow patient safety to be put in
jeopardy by huge egos, as in days gone by. Condescending behaviors can
no longer enter into our ORs and procedure rooms. This is easier said
than done, but we must stand strong on this subject. Our role as
guardian of the patient has indeed taken on a new meaning. As the
healthcare playing field evolves, and as the operating room environment
changes, we will find ourselves as the leaders of the “surgical home” or
some semblance of it. As such, anesthesiologists will be tasked with
ensuring well-functioning operating room teams. We will oversee much
of the transition in perioperative medicine. One of the tenets of that
transition will be to put egos aside in favor of well-reasoned, evidencebased, efficient, quality care. m
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Editorial

My Introduction to Twitter
JASON LOK, M.D.

I hope you enjoyed our spring 2013 issue of Sphere,
which was our largest issue ever and sported its first
“perfect bound” spine!
With this issue we showcase Dr. Patrick Knapp’s experience on a medical
mission trip to South Africa. He and Dr. Tim McCall gave a talk at a
NYSSA District 5 meeting in November 2011 that inspired me to use our
quarterly feature articles to highlight our members’ experiences on
medical missions. Tim McCall’s Haitian experience will be featured in the
fall 2013 issue.
Speaking of inspiration, I recently explored the use of my Twitter account
and found a wealth of interesting and useful links. Wikipedia describes
Twitter as “an online social networking service and microblogging service
that enables its users to send and read text-based messages of up to 140
characters, known as ‘tweets.’” In fact, the NYSSA has an account that
can be followed @nyssapga. Currently, it has more than 350 followers
and 530 tweets. The power of Twitter comes from checking out the
“followers” with the same or similar interests. From @nyssapga, I then
started to follow @ASAGrassroots and @ASALifeline. By checking what
was common under “following” and “followers” on these accounts, I
began to follow @kevinmd and @TruthfulDoc.
The Twitter account @kevinmd belongs to Dr. Kevin Pho, who also
publishes KevinMD.com, which is touted as “social media’s leading
physician voice.” His Web site is well maintained and has input from
many practicing doctors. These include anesthesiologists who share our
interests and concerns regarding scope of practice and other issues
affecting our practices. In particular, I know of the Twitter account
@TruthfulDoc, which belongs to Dr. Kenneth Elmassian. He and I serve
on the ASA Committee on Communications. In addition, he is a member
of the ASA Board of Directors as well as the Committee on Governmental
Affairs, and he is currently president of the Michigan Society of
Anesthesiologists. Michigan, Wisconsin and Oregon are key battleground
states in the CRNA scope-of-practice debate. Personally, I have found Dr.
Elmassian’s tweets fascinating and educational.
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I invite you to follow me @jlokmd. I may not tweet much yet but you
may find my “following” in line with yours.
If you have not checked out our Facebook page yet, please browse the
link: www.facebook.com/nyssapga. Please support our Facebook site by
clicking “Like.” We now have more than 600 “Likes.”
Sphere is still accepting personal interest stories. You can review the
helpful guidelines written by Dr. Michael Duffy in the summer 2012
issue. If you don’t have this issue or you misplaced your copy, you can
download the issue, along with other past issues dating back to summer
2009, at www.nyssa-pga.org. Please check them out to see if you can
share your experiences with your fellow members. We welcome your
feedback, whether favorable or not, along with any additional ideas or
suggestions for Sphere. Correspondence should be directed to me at
jlokmd@yahoo.com or Stuart Hayman at stuart@nyssa-pga.org. Thanks
in advance for your interest and consideration. m
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From the Executive Director

Representing Your Interests
Locally and Nationally
STUART A. HAYMAN, M.S.

“Politics are too serious a matter to be left to the politicians.”
— Charles de Gaulle, 1962
I have spent the vast majority of my career working on behalf of
physicians. This has included time at two county medical societies in two
states and nearly five years representing the NYSSA. My time in medical
association management has been extremely rewarding as well as a bit
frustrating. The rewarding times include working with the physician
members to represent your interests at various house of delegates
meetings, in state legislatures, and in the halls of Congress. The
frustrating times occur when we are unable to prevent misguided
legislators or regulators from hurting the interests of patients, physicians,
and our healthcare system.
Over the years, those of us who staff medical associations have asked our
physician members to take a greater role in the legislative process. We
have asked you speak out — to your patients, to the media, to your
legislators — about the negative forces that threaten the future of your
profession. For many of you, this has not been an easy task. It has
required sacrificing valuable time away from your practices while also
compelling you to step out of your comfort zones. The reality for those
who have practiced medicine over the last 20-plus years, however, is that
it’s no longer enough to be dedicated and skillful physicians; you must
also be savvy businessmen, eloquent spokesmen, and outspoken lobbyists.
As you will see in the numerous pictures in this issue of Sphere, your
fellow anesthesiologists have been working hard for you throughout the
winter and spring. Many volunteers have given their time to accompany
me and/or Chuck Assini, Esq., Bob Reid and Shauneen McNally to
political or regulatory activities and events in Albany, Westchester, New
York City and Washington, D.C. Our volunteers have met with
regulators, legislators, political staffers, and physicians from other
specialties. They have discussed issues ranging from patient safety and
scope of practice, to medical personnel misrepresenting themselves, to
the inadequacy of Medicare funding and reimbursement.
SPHERE
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I have no doubt that those practicing medicine over the next 10 years
will continue to see the transformation of the healthcare delivery
paradigm that is already under way. The rate of innovation in drug
therapy, diagnostic and surgical procedures, and electronic information
sharing is driving this change. However, change is also being hindered by
financial resource restrictions and the effort to tie resource expenditures
to outcomes. With each passing day, healthcare professionals are being
forced to work harder and smarter. As we move forward, my greatest
hope is that medicine’s leaders see beyond the day-to-day obstacles and
challenges that all physicians face in order to guide the profession into a
new era of healthcare delivery.
By choosing medicine, you have chosen a profession that, by its very
nature, will always be a focal point for change. Whether tomorrow’s
discussion is about the inherent advantages of electronic medical records
or the effectiveness of mid-level providers, physicians will be at the
center of the debate. You have the ability to shape that debate and its
outcome. Those of us who work on your behalf will continue to demand
that your views are heard. As the physician’s advocate, we will continue
to fight to maintain your role as the patient’s advocate. It has truly been
my pleasure to work with so many of you to that end.
Please see the pictures on pages 30 through 39 in this issue. Below, you
will find a synopsis of a few of the events where your colleagues have
represented you.

MSSNY’s 2013 Annual House of Delegates Meeting
More than 300 member physician “delegates” took time away from their
families and their practices to represent organized medicine by attending
the House of Delegates (HOD) of the Medical Society of the State of New
York (MSSNY). In keeping with MSSNY’s fundamental mission,
physicians acting on behalf of their county medical societies, specialty
societies, medical colleges and hospitals met from April 11 through April
14 to discuss, debate, and set policy that corresponds with the interests
of patients and physicians and works to ensure quality healthcare services
for all. The NYSSA submitted four resolutions, of which three were
passed. These resolutions call for: expanding “any willing provider” via
legislation; developing legislation that calls for the use of a fair
reimbursement database when insurers determine reasonable and
customary rates out of network; and promoting legislation that would
require the proper identification of medical personnel in a medical
setting. The New York State Society of Anesthesiologists was skillfully
represented at the HOD by the following members:
10
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Michael Simon, M.D., NYSSA president and MSSNY’s 9th district
delegate; Steven Schwalbe, M.D., NYSSA delegate; Lawrence Routenberg,
M.D., Schenectady County Medical Society delegate; Sandhya Malhotra,
M.D., president of Queens County Medical Society and delegate;
Lawrence Epstein, M.D., resolution author and provided testimony at the
reference committee; Rose Berkun, M.D., resolution author and provided
testimony at the reference committee; Anjali Dorga, M.D, resident
delegate; and Stuart Hayman, NYSSA executive director.

New York Coalition of Specialty Physicians
On April 22 and April 23, we attended the New York Coalition of
Specialty Physicians Legislative Day in Albany. This was the first year
the NYSSA joined with this group of specialty organizations. Several
members of the NYSSA participated with physicians from eight other
state specialty associations. On the evening of April 22, NYSSA members
attended a reception for multiple legislators. The next morning the
Coalition kicked off the day with opening remarks from the leaders of
each of the nine specialty associations participating. Dr. Michael Simon,
NYSSA president, addressed the Coalition regarding safe anesthesia
legislation. Participants then walked the halls of Albany’s legislative
buildings, meeting with legislators and lobbying on behalf of each
organization’s scope-of-practice issues. NYSSA members were represented
at this meeting by Drs. Michael Simon, Lawrence Routenberg, Michael
Jakubowski, and Salvatore Vitale, as well as Chuck Assini, Esq., and
Stuart Hayman.
NYSSA Physicians Attend a Successful Legislative Conference in
Washington, D.C.
From April 29 through May 1, I accompanied 16 dedicated NYSSA
members to Washington, D.C., as they joined with other anesthesiologists
from around the country for the ASA’s Legislative Conference. This
enthusiastic group of volunteers spent a full day on Capitol Hill advocating
for the NYSSA membership and for their patients. The NYSSA members
met with the staff representatives for 16 congressmen and two senators
regarding the key issues impacting anesthesiologists on the national level.
Issues included problems with drug shortages, ensuring fair Medicare
payments, empowering patients with accurate health information, and
expanding the rural pass-through. It was extremely inspiring to witness
the way your colleagues presented the issues to congressional staff and
how well they lobbied on your behalf. I was also happy to see that your
colleagues, for the most part, received positive feedback from their
meetings. On behalf of the membership of the NYSSA, I would personally
like to thank Drs. Rose Berkun, David Bronheim, Alan Curle, Michael
SPHERE
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Duffy, Lawrence Epstein, Bruce Hammerschlag, Vilma Joseph, Amit Patel,
Scott Plotkin, Michael Simon, Alan Strobel, Salvatore Vitale, Paul
Willoughby, David Wlody, Rebecca Twersky, and Sean Neal, as well as
Chuck Assini, Esq.

NYSSA Physicians Attend a Successful Legislative Day in Albany
The NYSSA’s annual Legislative Day was held on Tuesday, May 21, and
began with breakfast presentations at the Ft. Orange Club. More than 35
of your colleagues attended from around the state, with every district
represented. The physicians heard presentations in the morning before
visiting with key legislators and their staffs. All in all, the day was a
rousing success. m

The New York Academy of
Medicine to Hold Residents’ Night
The Anesthesia Section of the New York Academy of Medicine will hold
the Annual Residents’ Night on September 25 at 6:00 p.m. All residents
who plan to present posters or make presentations at the annual meeting
of the American Society of Anesthesiologists or the PostGraduate
Assembly are invited to preview their work on this evening. Prizes will be
awarded for the best presentations. In addition, all participants will be
given a gratis one-year associate membership in the Academy, which
affords invitations to special events, access to the world-class library, and
a subscription to several healthcare publications. A reception will be held
immediately prior to the meeting. Come and represent your department.
The Academy is located at 1216 Fifth Avenue, New York, New York
(at 103rd Street).
Elizabeth A. M. Frost, M.D., Section Chair
elizabeth.frost@mountsinai.org
Farida Gadalla, M.D., Secretary
fgadalla@med.cornell.edu

The Places You’ll Go
PATRICK W. KNAPP, M.D.

There aren’t too many people who know where to find Lesotho on a map,
and fewer still who have visited there. It is a mountainous, landlocked
country surrounded by the Republic of South Africa. There really is no
good reason to visit there, unless you are on a medical mission and three
of your fellow volunteers convince you that an eight kilometer (4.97 mile)
hike up to a pass at 9,400 feet would be a good Saturday adventure. The
reward is beer at the highest pub in Africa!
Early in my career I thought that I would like to share some of my
anesthesia experience and knowledge on an overseas medical mission. But
with family and work, the time was never quite right until about 10 years
ago. Our children were grown and I was cutting back my time at work.
Looking through the AMA listing of volunteer opportunities, I discovered
Health Volunteers Overseas.

A roller on the side of the main road in the Mandela hospital complex
slowly sinks into the ground while the roads wait for repairs.
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Health Volunteers Overseas is a non-profit organization that sends 500
volunteers to 80 different programs in 25 countries every year. Twelve
medical specialties are represented, along with nurses, physical therapists,
dentists and oral surgeons. Volunteer assignments can last from two weeks
to six months and the focus is on education. The educational angle was a
bonus for me because I did miss some aspects of teaching since leaving the
faculty of SUNY Upstate in 1986.
My first two assignments were in Peru. The 1,500 bed hospitals I visited in
Lima were a little bigger than I expected. But the basics of anesthesia are the
same everywhere and I spent most of my time working with residents in the
OR. I did spend a week in Arequipa, a city in the Andes surrounded by
inactive volcanoes. While there I worked with the residents and also gave
daily lectures from my laptop propped up on a bed in the recovery room.

A residential neighborhood in the Mthatha hospital complex.
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My third assignment was to St. Lucia. The hospital at the south end of the
island had one anesthesiologist and he had been on call every day and
night for three months. There were a few medical students on rotation,
but most of my time was spent providing care in the OR.
My two most recent assignments were in South Africa. The city of
Mthatha in the Eastern Cape was one of the “homelands” during
apartheid. It is also where Nelson Mandela and several other freedom
fighters grew up. Except for the modern Nelson Mandela Hospital and
Walter Sisulu University, it is an area that the rest of South Africa’s robust
economy has left behind. Unemployment is between 40 percent and 50
percent and the prevalence of HIV may be as high as 25 percent. The
referral hospital serves more than five million people and has one boardcertified orthopedic surgeon but not a single certified neurosurgeon,

The author next to a larger-than-life statue of Nelson Mandela
outside the Nelson Mandela Hospital.
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plastic surgeon or thoracic surgeon. The types of surgery are limited but,
like Peru, the basics of anesthesia are the same.
I lived in a house within the hospital compound and had a 10-minute
walk to work. A typical day started with a morning report, followed by
ICU rounds, and then a few hours in the OR. On most days there was a
lecture for the medical students at noon, a couple more hours in the OR,
and then a late afternoon small group session with the interns, community
service officers, and/or house officers.
The days were full, but I did have some time to explore on the weekends.
The Indian Ocean, East London and the Elephant National Park were only
a few hours away. Next time I hope to get to Cape Town and the wine
county or, someday maybe, Victoria Falls in Zimbabwe and the Okavango
Delta in Botswana.

Health Volunteers Overseas participants (left to right) Patrick Knapp, M.D.;
physical therapist Kory Collins; Litisha Deal, M.D., an anesthesia resident from the
University of Florida; and orthopedic surgeon Bill Laney, M.D.

It is hard to gauge how effective my trips have been. I am sure that I have
learned much more than I’ve taught. None of the five consultants, the
highest-ranking anesthesiologists on the staff of Nelson Mandela Hospital,
are from South Africa. My hope is that one of the current medical students
or interns will be inspired to become an anesthesiologist and return some
day to Mthatha.
More information on volunteer opportunities can be found at
jamacareercenter.com/volunteer_opportunities.cfm. To learn more about
Health Volunteers Overseas, go to hvousa.org.
For more pictures, visit my blog at knapperdoc.blogspot.com. m

The highest pub in Africa: Sani Top Chalet at Sani Pass, Lesotho.
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Distinguished Service Award

The New York State
Society of Anesthesiologists, Inc.

Distinguished Service
Award
Each year the House of Delegates of the New York State Society
of Anesthesiologists bestows The Distinguished Service
Award on an outstanding member of our Society. The award
recognizes significant contributions to anesthesiology and the
NYSSA and is the highest honor that our Society can give to any
member.
As outlined in the NYSSA Bylaws:
1. The recipient must be an anesthesiologist who has been an
Active member in good standing of the NYSSA for a
minimum of 10 years.
2. The recipient must have provided significant service to the
NYSSA by playing an active role in anesthesia education
and/or an active leadership role in the NYSSA.
3. The award must not be given posthumously.
4. Serving members of the Judicial and Awards Committee and
officers of the NYSSA are not eligible to receive the
Distinguished Service Award.
Any member of the NYSSA may submit a nomination. There is
no nomination form. We request only a letter from you
indicating why you believe your candidate deserves this honor.
Please stress his/her significant contributions to anesthesia
education, research, or political/administrative activities. The
candidate’s current curriculum vitae should also be included.
Please send your nomination to Alan E. Curle, M.D., at NYSSA
headquarters before July 15, 2013.
Only by your active participation in the nominating process can
we be assured that the most deserving will receive their due
consideration.
Alan E. Curle, M.D., Chair
NYSSA Judicial and Awards Committee

Anesthesiologist Assistants: Highly Qualified
Mid-Level Providers
SARAL PATEL, AA-C
AMERICAN ACADEMY OF ANESTHESIOLOGIST ASSISTANTS

Anesthesiologist assistants (AAs) are highly educated, skilled mid-level
anesthesia providers who promote patient safety and superior care. An
AA has completed undergraduate premedical coursework and earned a
bachelor’s degree prior to admission to an accredited AA program. The
Commission on Accreditation of Allied Health Education Programs
(CAAHEP) accredits AA training programs, which meet the criteria of the
Accreditation Council for Graduate Medical Education (ACGME) or
equivalent sponsorship.
Anesthesiologist assistant programs are 24 to 28 months long and must
be based at, or run in collaboration with, a university with academic
anesthesiologist faculty and a medical school. They are directed by boardcertified anesthesiologists and anesthesiologist involvement is integral to
all levels of AA education. Post-graduate master’s degrees are earned by
completing robust academic coursework, more than 2,500 clinical hours,
and laboratory stimulation exercises. Graduates are competent in securing
airways and inserting invasive monitoring and lines, as well as inserting
and managing regional anesthetics under the direction of an
anesthesiologist.
The National Commission for Certification of Anesthesiologist Assistants
(NCCAA) is the certifying body for all anesthesiologist assistants. Boardcertified anesthesiologists serve on the NCCAA as commissioners,
providing critical input to the certification process. An AA is required to
successfully complete a comprehensive examination to gain initial
certification. To maintain certification status, an AA must successfully
complete 40 hours of continuing medical education every two years as
well as a Continued Demonstration of Qualifications recertification exam
every six years. The National Board of Medical Examiners administers the
AA board examination.
Anesthesiologist assistants work exclusively under the Anesthesia Care Team
model. An AA’s function and scope of practice is usually defined by the
anesthesiologist, the hospital credentialing body, the state board of medicine,
or by state statutes or regulations. AA supervision ratios range between 1:2
and 1:4, depending on individual state statutes and regulations. AAs serve
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the same function and have identical job descriptions within the Anesthesia
Care Team as other non-physician anesthesia providers; however, most
importantly, AAs may not practice without the medical direction of an
anesthesiologist.
Fourteen jurisdictions currently allow AAs to practice by registration,
certification, or license by the state medical board: Alabama, the District of
Columbia, Florida, Georgia, Kentucky, Missouri, New Mexico, North
Carolina, Ohio, Oklahoma, South Carolina, Vermont and, most recently,
Colorado and Wisconsin. Four states have determined that AAs can work
under physician delegatory authority: Texas, Michigan, West Virginia and
New Hampshire. Delegatory authority is the recognition and action by the
state board of medicine to grant a physician the authority to delegate
certain tasks and duties to qualified individuals. AAs are recognized by the
Centers for Medicare & Medicaid Services and by TRICARE.
The Anesthesia Care Team (ACT) statement was originally approved by
the American Society of Anesthesiologists (ASA) House of Delegates in
1982. Since then, the statement has been revised and updated through the
ACT Committee. The most updated version, from 2009, can be found at
www.asahq.org/For-Members/Standards-Guidelines-and-Statements.aspx.
The statement clearly endorses anesthesiologist assistants as “core
members” of the team. Since 2001, AAs have supported anesthesiologists
and anesthesiologist-motivated issues by joining the ASA as educational
members. In 2012, more than 50 percent of AAs certified in the U.S. were
educational members of the ASA. AAs sit on multiple ASA committees,
including, but not limited to: Committee on Anesthesia Care Team,
Committee on Communications, and Committee on Governmental Affairs.
The American Academy of Anesthesiologist Assistants (AAAA) has had the
honor of appointing a representative to the ASA board as well as to the
ASA Political Action Committee (ASAPAC) board. Collectively, AAs
contributed more than $26,000 to the ASAPAC in 2012. The AA
participation rate in the PAC was more than 37 percent, which is greater
than the participation rate for physicians. In 2011, the ASA’s House of
Delegates declared its full support of AA practice promotion.
Founded in 1975, the AAAA is the only national organization dedicated to
the ethical advancement of the AA profession and to excellence in patient
care through education, advocacy, and promotion of the Anesthesia Care
Team. Membership has grown by 110 percent in the past six years to
more than 1,100 members. The AAAA has become a pillar in the
anesthesia community and representatives of the organization have been
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invited to key stakeholder meetings and events held by the ASA, the APSF,
the CDC, the FDA, the National Institute for Occupational Safety and
Health, and the Institute of Medicine. The NYSSA invited the AAAA to
exhibit during the 2012 PostGraduate Assembly and has met with AAAA
leaders on numerous occasions.
On a personal note, I grew up in North Chili, New York, where my father
worked for Kodak for most of my formidable years. With the mass layoffs
in the late 1980s, we moved to the Albany area and my parents became
local business owners. Upon graduating from Shaker High School in
Latham, I wanted to stay local. I decided to attend Union College in
Schenectady due to its strong reputation as a springboard to an advanced
degree in healthcare. I worked my way through Union as a phlebotomist
at Ellis Hospital and earned my biochemistry degree. I loved the hospital
setting and knew that medicine/allied heath was in my future. I researched
the allied health field and decided that the AA profession was the perfect
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balance of patient care and laboratory type science. It was a relatively new
profession, in existence for less than 25 years, with only two AA training
programs nationwide in 1998. With the best intentions to return home to
New York with my master’s degree from Emory University in Georgia, I set
off to further my education.
As a student I assumed that returning to New York would be a guarantee.
I had no knowledge of the amount of time, effort and legislative hurdles
that would have to be overcome to allow licensure in New York. Upon
graduation, I quickly became active in the only professional organization
for AAs, the American Academy of Anesthesiologist Assistants. Through my
volunteer work for the AAAA, I have committed myself to gaining practice
rights for AAs nationwide. In the past 13 years, I have seen six AA training
programs open as well as two additional programs matriculating students
this summer. I have witnessed more than 10 states welcome AAs. I, myself,
was the first AA to be hired and work in Washington, D.C., in 2002. Now,
13 years post graduation, the opportunity to work in and move home to
New York is a potential reality with the introduction of bill S2945, which
would license AAs in New York state.
Being the president of the AAAA has afforded me many opportunities and
taught me many lessons on how to successfully gain practice rights for
AAs. Strong organized state component societies are generally the most
successful when pursuing practice authority.
The ACT model would allow greater access to healthcare for the citizens
of New York. New York anesthesiologists should have the choice to utilize
AAs as their extenders within the ACT. The NYSSA has been working
tirelessly to give its members the right to choose their preferred mid-level
providers, including working with the AAAA to bring AAs to the great
state of New York. To that end, my colleagues and I have donated to the
NYAPAC and I urge you to consider donating to the NYAPAC or the
AAAA’s Legislative Fund. I also urge you to support bill S2945/A6646 by
contacting your local legislators.
Please visit the AAAA’s Web site at www.anesthetist.org for additional
information regarding the anesthesiologist assistant profession. m
Saral Patel, AA-C, is president of the American Academy of Anesthesiologist
Assistants.
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Physician Legal Alert: “I-STOP” Mandates Severe
Penalties for Noncompliance
MICHAEL J. SCHOPPMANN, ESQ.

A new law1 has been passed by the New York Legislature and signed by
Gov. Cuomo that would “exponentially enhance the effectiveness of New
York’s existing PMP to increase detection of prescription fraud and drug
diversion.”2 This legislation was introduced by New York State Attorney
General Eric T. Schneiderman.
The Internet System for Tracking Over-Prescribing (I-STOP) Act
establishes an online, real-time controlled substance reporting system that
requires prescribers (including physicians) to consult the prescription
monitoring registry prior to prescribing or dispensing Schedule II, III or
IV controlled substances. In addition, as a result of the legislation,
pharmacists, who previously did not have access to the registry, will now
be able to review the controlled substance history of an individual who
presents one or more prescriptions for controlled substances to the
pharmacist.

“I-STOP”:
p Requires the New York State Department of Health (DOH) to
establish and maintain an online, real-time controlled substance
reporting system to track the prescribing and dispensing of
controlled substances;
p Requires practitioners to review a patient’s controlled substance
prescription history on the system prior to prescribing;
p A practitioner may authorize a designee to consult the registry on
his or her behalf, provided that the practitioner takes reasonable
steps to ensure that the designee is sufficiently competent to use the
registry, and the practitioner remains ultimately responsible for
ensuring that the registry is used for authorized purposes and is
used in a manner that protects the confidentiality of the information
obtained from the registry;
p A practitioner is not required to consult the registry prior to
administering a controlled substance.
p There are a number of exceptions whereby the duty to consult the
registry does not apply, such as: (A) it is not reasonably possible to
access the registry in a timely manner; (B) no other practitioner or
designee who is authorized to access the registry is reasonably
available; and (C) the quantity of the controlled substance
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prescribed does not exceed a five-day supply (regulations of the
DOH will provide more specific information regarding the
exceptions);
p The duty to consult the registry does not apply to Schedule V
controlled substances.
Unbeknownst to most physicians, DOH already maintains an online
database, accessible to the 49,000 DEA-licensed practitioners throughout
New York, known as the Prescription Monitoring Program (PMP). In fact,
only 3,600 prescribers have ever accessed the PMP to obtain patient
information. Moving forward, DOH will update the current PMP in an
attempt to increase participation; however, compliance with I-STOP is not
being delayed pending that update to the PMP.
What is being overlooked by most practicing physicians who seek to
comply with I-STOP, however, is that they must first have an active
“Health Commerce System” account with DOH’s Health Commerce
System. Physicians seeking to establish such an account must go to
https://hcsteamwork1.health.state.ny.us/pub/top.html.
Given the fact that electronic prescribing will be mandatory for all
physicians as of December 31, 2014, and given the incredible magnitude
of this issue (termed an “epidemic” by Gov. Cuomo and Attorney General
Schneiderman), every physician throughout New York should take
immediate note of his/her prescribing protocols and begin whatever
process is necessary to comply with the law and maintain that compliance
without fail or exception.
Painkiller overdoses nationwide killed nearly 15,000 people
in 2008. In New York, the number of prescriptions for all
narcotic painkillers has increased from 16.6 million in 2007
to nearly 22.5 million in 2010 — prescriptions for
hydrocodone have increased 16.7 percent, while those for
oxycodone have increased an astonishing 82 percent. In
New York City, the rate of prescription pain medication
misuse among those age 12 or older increased by 40 percent
from 2002 to 2009, with nearly 900,000 oxycodone
prescriptions and more than 825,000 hydrocodone
prescriptions filled in 2009.
Report of the New York State Office of the Attorney General, “Internet
System for Tracking Over-Prescribing (I-STOP)”
Of significant note, the duty of physicians to comply is strict and
mandatory, potentially carrying severe penalties for any failure to comply,
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including, but not limited to, loss of license, civil penalties, and/or
criminal charges. To avoid the possibility of such dire consequences, plans
for compliance with I-STOP must be implemented and adhered to
immediately, and without fail, by every physician throughout New York. m
Kern Augustine Conroy & Schoppmann, P.C., is General Counsel to the
NYSSA and is solely devoted to the representation of healthcare professionals.
The firm has offices in New York, New Jersey, Pennsylvania and Illinois and
can be found on the Web at www.drlaw.com. Mr. Schoppmann may be
contacted at 800-445-0954 or via e-mail at mschoppmann@drlaw.com.
NOTES
1. Chapter 447 of the laws of 2012 became effective August 27, 2012. The duty
of physicians and other practitioners to consult the prescription monitoring
program registry is found at Public Health Law 3343-a, and becomes effective
August 27, 2013.
2. Report of the New York State Office of the Attorney General, “Internet System
for Tracking Over-Prescribing (I-STOP).”

67th Annual

PostGraduate Assembly in

Anesthesiology
Call for Posters, Medically Challenging
Case Report Posters, and Scientific Exhibits
Join us in New York City December 13-17, 2013.
Network with colleagues, present your ideas at the conference.
Enjoy New York City – Broadway! Shopping! The holiday season!
Submit your Poster, Medically Challenging Case Report Poster, or
Scientific Exhibit by August 15, 2013.
For details, go to www.nyssa-pga.org
WE DO NOT ACCEPT PAPER SUBMISSIONS.

Joseph P. Giffin Wall of Distinction Award

The New York State
Society of Anesthesiologists, Inc.

Joseph P. Giffin
Wall of Distinction Award
The House of Delegates of the New York State Society of
Anesthesiologists will bestow The Joseph P. Giffin Wall of
Distinction Award on an outstanding member of our
Society. The award recognizes significant contributions to
anesthesiology and the NYSSA.
As outlined in the NYSSA Bylaws:
1. The recipient must be an anesthesiologist who had been
an Active member in good standing of the NYSSA for a
minimum of 10 years.
2. The recipient must have provided significant service to the
NYSSA by playing an active role in anesthesia education
and/or an active leadership role in the NYSSA.
3. The Wall of Distinction award can only be conferred
posthumously and is not required to be awarded annually.
Any member of the NYSSA may submit a nomination. There
is no nominating form. We request only a letter from you
indicating why you believe your candidate deserves this
honor. Please stress his/her significant contributions to
anesthesia education, research, or political/administrative
activities. If available, the candidate’s current curriculum
vitae should also be included. Please send your nomination
to Alan E. Curle, M.D., at NYSSA headquarters before July 15,
2013.
Only by your active participation in the nominating process
can we be assured that the most deserving will receive their
due consideration.
Alan E. Curle, M.D., Chair
NYSSA Judicial and Awards Committee

Simple Solution for Avoidable Fires in the
Operating Room
OMAR I. AHMED, M.D., GABRIELA SANCHEZ, B.A., KATHLEEEN MCALLISTER, P.A.,
AND MICHAEL GIRSHIN, M.D.
DEPARTMENT OF ANESTHESIOLOGY, METROPOLITAN HOSPITAL CENTER

Operating room (OR) fire is considered a sentinel event in today’s practice
of medicine. Despite the safety guidelines that are currently in place at
most hospitals, OR fires still occur anywhere from 50 to 200 times per
year. Recent literature suggests that there is poor communication about,
and preparedness for, such events on the part of OR staff. Furthermore,
the lack of accurate air-oxygen delivery systems has been cited as an
additional problem.
OR fires traditionally require three components, known as the “fire triad”: (1)
an oxidizer, (2) an ignition source, and (3) fuel.1 Oxidizers, usually supplied
by the anesthesiologist, include oxygen and nitrous oxide, and are especially
hazardous when an oxidizer-enriched atmosphere exists within a closed or
semi-closed system. Ignition sources are usually the responsibility of the
surgeon, and include electrosurgical or cautery devices, lasers, and heated
probes. Fuel sources are usually supplied by the nurse or scrub technician,
and include sponges, drapes, alcohol-containing solutions, gowns, and a
number of other flammable items.2,3 The ASA Practice Advisory on OR fires
states that prevention involves three components: (1) minimizing an
oxidizer-enriched atmosphere near the surgical site, (2) managing ignition
sources, and (3) managing fuels.1
The anesthesia provider has a pivotal role in OR fire prevention with regard
to oxidizer supply. Current oxygen delivery systems allow for delivery of an
inspired FiO2 of 0.24 to 0.90, depending on the oxygen flow rate, via
systems such as simple or Ventimasks, non-rebreather face masks, or nasal
cannulae.4 Since 2003, The Joint Commission has recommended the use of
air or FiO2 <30% for open delivery systems to prevent surgical fires.5 The
common auxiliary ball-in-tube O2 flowmeter mounted to most anesthesia
machines delivers 100% O2, which, when used with the above delivery
systems, is not ideal, according to Joint Commission recommendations.
An air-oxygen blender can easily be mounted on most modern anesthesia
machines via a universal mounting bracket and appropriate gas delivery
hoses. The blender has a large control dial, which allows users to deliver a
precise FiO2 between 21% and 100%, with a 3% error. Gas blends can safely
be delivered to infant, pediatric, and adult patients. After being mounted and
connected to oxygen and air lines, this device is also attached to a metering
device and an oxygen analyzer. A bleed collar vents the air-oxygen mixture to
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the atmosphere to maintain FiO2 accuracy. Air-oxygen blenders offer a
simple solution for anesthesia providers to control delivery of accurate
oxygen concentrations, particularly at lower FiO2s. Such a solution allows
for improved patient safety, greater compliance with Joint Commission
recommendations, and better prevention of OR fires. m
Figure 1

Figure 2

Air-oxygen blender mounted on the
anesthesia machine.

The back of the anesthesia machine,
showing oxygen/air connections.

Table 1: OR Fire Prevention1,2,3
Oxidizer
p discontinue nitrous oxide
p FiO2 <30% or use of air
p discontinuation of higher
FiO2 for several minutes prior
to ignition source usage
p use of sealed gas delivery
systems if deeper sedation is
needed
p use of pulse oximetry and
oxygen delivery
measurement to minimize
FiO2
p careful configuration of
surgical drapes (no tenting)
p use of suction to scavenge
and reduce oxidizer
enrichment

28

Ignition
p minimal use of
electrocautery and lasers
near oxidizer-enriched
atmospheres
p keep cautery unit in
holster when not used
p put laser on standby
when not in use
p minimize cautery to
prevent sparks
p prevent fiberoptic cable
contact with flammable
materials
p never use cautery to
enter trachea
p do not clamp laser fibers
to drapes
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Fuel
p appropriate drying
time for alcohol-based
skin prep
p wet sponges/gauze
rather than dry
p avoid petroleumbased eye ointments
p use fire-retardant
surgical drapes
p laser-resistant tracheal
tubes, cuff filled with
saline and methylene
blue dye

REFERENCES

1. Practice advisory for the prevention and management of operating room fires.
Anesthesiology 2008; 108(5):786-801.
2. Stuart RH, Yajnik A, Ashford J, Springer R, Harvey S. Operating room fire
safety. The Ochsner Journal 2011; 11(1):37-42.
3. Daane SP, Toth BA. Fire in the operating room: principles and prevention.
Plast Reconstr Surg 2005; 115:73e-75e.
4. Bateman NT, Leach RM. ABC of oxygen. Acute oxygen therapy. BMJ 1998;
317(7161):798-801.
5. Lampotang S, Gravenstein N, Paulus DA, Granvenstein D. Reducing the
incidence of surgical fires: supplying nasal cannulae with sub-100% O2 gas
mixtures from anesthesia machines. Anesth Analg 2005; 101:1407-12.

Have you seen the scrolling banners on the
NYSSA Web site?
The banners link you to up-to-date information that will further
expand your understanding of current practice and help you improve
patient outcomes.
Help shape future PGAs by completing the survey question at the
bottom left corner of the NYSSA Web page. This space is dedicated to
important and controversial issues in anesthesiology. If you have
experienced a unique dilemma in your practice, we want to hear from
you. Send an e-mail to HQ@nyssa-pga.org.
Go to www.nyssa-pga.org to learn more.
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Working for You in Albany

(Left to right) Stuart Hayman, Michael Simon, M.D., Senate Majority Leader
Dean Skelos, Chuck Assini, Esq., and Bob Reid.

The California Society of Anesthesiologists (CSA)
Annual Meeting

CSA President Jonathan Pregler, M.D.,
and Michael Simon, M.D.
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CSA President-elect Peter Sybert, M.D.,
and Michael Simon, M.D.
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NYSSA Members Attend Fundraisers

From left, David Wlody, M.D., Bob Reid, Committee on Health
Chairman Sen. Kemp Hannon, and Lawrence Epstein, M.D.

Senate Majority Leader Dean Skelos (left) with
David Wlody, M.D., and Lawrence Epstein, M.D.
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Medical Society of the State of New York (MSSNY)
House of Delegates Meeting

Reference
Committee
presentations
during the
MSSNY House
of Delegates
meeting.

Sandhya Malhotra, M.D., an anesthesiologist
and president of Queens County Medical
Society, participates at the MSSNY HOD.
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NYSSA President Michael Simon, M.D.,
takes time out at the MSSNY HOD to take a
picture with Hilary Fairbrother, M.D., and
Anjali Dogra, M.D.
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Michael Simon, M.D., addresses the MSSNY HOD
on one of the four NYSSA resolutions.

Steven Schwalbe, M.D., delegate to the
MSSNY HOD, (left) and Stuart Kessler, M.D.,
listen to the deliberations.

Michael Simon, M.D., confers with
Andrew Kleinman, M.D., president-elect
of the Medical Society of the State of
New York, during the MSSNY House of
Delegates meeting.
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New York Coalition of Specialty Physicians
Legislative Day in Albany

NYSSA President Michael Simon, M.D., addresses the members of the New York
Coalition of Specialty Physicians. On the left is Frank Dowling, M.D., representing the
New York State Psychiatric Association, and on the right is Michael Parks, M.D.,
president of the New York State Society of Orthopaedic Surgeons.
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From left, ophthalmologist Roger Husted, M.D., Michael Simon, M.D.,
NYSSA
— The
New
York
StateGipson,
SocietyChuck
of Anesthesiologists,
Inc.Stuart Hayman.
New York
state
Sen.
Terry
Assini, Esq., and

Stuart Hayman, Salvatore Vitale, M.D., Shauneen McNally, Michael Jakubowski, M.D.,
Michael Simon, M.D., and Chuck Assini, Esq., attend the Specialty Coalition Legislative Reception.

Michael Simon, M.D., Chuck Assini, Esq., Assemblyman
Kieran Michael Lalor, and Stuart Hayman.

Salvatore Vitale, M.D., and
Michael Simon, M.D., with
Assemblywoman Deborah Glick,
chair of the Higher Education
Committee.
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Highlights of the ASA Legislative Conference

From left, Scott Plotkin,
M.D.; Meghan Taira,
senior legislative
assistant for Sen.
Charles Schumer;
Michael Duffy, M.D.;
Lawrence Epstein, M.D.;
Michael Simon, M.D.;
and Rose Berkun, M.D.

(Left to right) Rose
Berkun, M.D.; Scott
Plotkin, M.D.; Laura
Koontz, Ph.D.,
Congresswoman
Louise Slaughter’s
public policy fellow;
and Alan Curle, M.D.,
at the ASA
Legislative
Conference in
Washington, D.C.

Scott Plotkin, M.D.,
(left) and Rose
Berkun, M.D., with
Theodore Alexander,
legislative assistant
for Congressman
Chris Collins.
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From left, Salvatore Vitale, M.D.;
Chris Bigelow, legislative director for
Congresswoman Nita Lowey; and
Alan Strobel, M.D.

Michael Duffy, M.D., and Lawrence Epstein, M.D.,
in front of the U.S. Capitol.

(Left to right) Salvatore Vitale, M.D.; Alan Curle, M.D.; Rose Berkun, M.D.; Chimso Okoji, legislative
assistant for Congressman Brian Higgins; Scott Plotkin, M.D.; Lawrence Epstein, M.D.; and Alan Strobel, M.D.
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NYSSA’s Annual Legislative Day
in Albany

Michael Simon, M.D., and David Wlody, M.D.,
address the Legislative Day participants.

Michael Simon, M.D., discusses issues with
Sen. Kenneth LaValle in the senator’s Albany office.

Bruce Hammerschlag, M.D., (left) and
Sen. John DeFrancisco.

Lawrence Epstein, M.D., (left) and Michael
Simon, M.D., (right) talk with Sen. Kemp Hannon.

Assemblyman Michael Benedetto
and Vilma Joseph, M.D.

John-Robert LaPorta, M.D., with
Timothy Dowd, M.D., (top left) and Sen. George
NYSSA
— The
New York
Inc.(seated) Michael Simon, M.D., and
38his father,
Robert
LaPorta,
M.D.State Society of Anesthesiologists,
Latimer with
Lawrence Epstein, M.D.

Assembly Speaker Sheldon Silver (front row, center) poses for a picture
with many of the physicians attending NYSSA’s Legislative Day.

(Left to right) Alan Strobel, M.D., Lee Winter, M.D., Salvatore Vitale, M.D.,
Bruce Hammerschlag, M.D., Michael Simon, M.D., Timothy Dowd, M.D.,
Robert LaPorta, M.D., Dan Bosshart, M.D., and Joseph Marino, M.D.

Sen. Kemp Hannon (sixth from left) with physicians from the NYSSA.
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In Memoriam

Erwin Lear, M.D.
January 1, 1924 - February 7, 2013
Dr. Erwin Lear was born in Bridgeport,
Connecticut, in 1924. He served in the United
States Navy from 1942 to 1945. After his
military service, Dr. Lear graduated from New
York University and received his medical
degree from SUNY Downstate Medical Center.
He performed an internship at Long Island
College Hospital and his residency training at Jewish Hospital in Brooklyn.
Dr. Lear served the NYSSA in numerous capacities, including: district
director, editor of Sphere, chairman of several committees, advisor to the
PostGraduate Assembly, delegate to the House of Delegates, member of
the Board of Directors and the Executive Committee, and president. In
recognition of his many years of service to the NYSSA, Dr. Lear was
honored in 1996 with the NYSSA’s very first Distinguished Service Award.
Dr. Lear also held a variety of positions in the ASA, including serving as
editor of the ASA NEWSLETTER and ASA president.
Dr. Lear passed away on February 7, 2013. He is survived by his wife
Arlene, children Stephanie and Samuel, and grandchildren Jessica and
Alexander.
The following tribute to Dr. Lear was provided by NYSSA member James
Cottrell, M.D.
I was lucky enough to recruit Dr. Lear as our vice chairman when
I first started at Downstate. He was subsequently recruited to be
chair at Beth Israel in Manhattan and ran an excellent residency
training program. He was a wonderful mentor to me and a great
teacher for our medical students and residents. He was director of
our district and started a great CME program, which was attended
by most anesthesiologists in Brooklyn and Staten Island. He was a
strong advocate for physician-provided anesthesia care. This and
many other issues were clearly articulated in his editorials in
Sphere when he served as the publication’s editor. He made great
contributions to patient safety during anesthesia care and to the
anesthesia community at large. m
James E. Cottrell, M.D.
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MLMIC Update
GARY P. ANDELORA
MEDICAL LIABILITY MUTUAL INSURANCE COMPANY

There is a considerable amount of change occurring in healthcare today and
this change can result in increased expenses and/or lower reimbursements.
As the leading professional liability insurer of physicians, hospitals and
dentists in New York state, we know the pressure our insureds feel to
manage the cost of their professional liability insurance. There are several
things you can do to manage this expense:
1. See if you qualify for our claims-free discount. MLMIC offers a 7.5
percent discount for physicians who have been in practice continuously
for a minimum of five years and have no open or closed claims within
the past five years. About half of our insured physicians currently receive
this discount. Some who haven’t received it may soon qualify. Others
who meet the criteria and are currently not insured by us could qualify
for the discount if they became insured by MLMIC. For more
information, please visit the “Underwriting” section of MLMIC.com.
2. Take full advantage of MLMIC’s online risk management course. This
course can be completed in just a few hours from a home or office
computer. It offers CME credits and a 5 percent premium discount upon
successful completion. Many physicians have taken advantage of this
course. Are you one of them? For more information, please visit the
“Risk Management” section of MLMIC.com.
3. Request a risk management survey for your group. MLMIC’s team of risk
management professionals works with our insureds to identify causes of
loss and ways to mitigate them. This can help lower professional liability
insurance costs over time. For more information, please visit the “Risk
Management” section of MLMIC.com.
4. Be wary of professional liability insurance quotes that are materially
lower than your current premium. This can occur when the proposed
coverage is not as comprehensive as your existing coverage. For example,
switching coverage from occurrence to claims made initially triggers a
substantial reduction in premiums, but it may also create the need for
tail coverage when the policy is canceled. If you are comfortable with
this, we can make this switch for you at MLMIC. We stand ready to help
you compare quotes as well as to discuss coverage options, and explain
the key differences between them. For more information, please visit the
“Underwriting” section of MLMIC.com.
5. Monitor the financial condition of your insurer. If the insurer is weak, it
may have difficulty honoring its policyholder obligations. Some insurers
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may not be protected by the New York state guaranty fund, which
protects insureds in the event of an insurer’s insolvency. Also, strong
insurers are better able to reduce rates or declare dividends when
actuarially indicated. Financial statement information is often available
on insurer Web sites (please visit the “About Us” section of
MLMIC.com). It also may be obtained independently from the National
Association of Insurance Commissioners at www.naic.org.
MLMIC recognizes that change can present challenges and opportunities.
As a mutual insurer, we are committed to meeting the professional liability
insurance needs of our policyholder owners, as we have since our
founding in 1975. If you have specific questions, please contact me at
716-648-5923. m

Anesthesia Care:
Are Your Practices Safe?
Find Out With This Online CME Course: FREE for NYSSA Members
Infection control training is mandatory for anesthesiologists and other
healthcare providers in the state of New York.

Anesthesia Care and Infection Control: Keeping Your Patients Safe
This online CME program — created by and for anesthesiologists — is specifically
designed to provide anesthesia professionals with the information they need to
decrease the risk of healthcare-associated transmission of pathogens.

To complete this online course, go to nyssa-pga.org.
Scroll down to the course listing and click on the NYSSA MEMBERS graphic.
Accreditation | Medcom, Inc. is accredited by the Accreditation Council for Continuing Medical Education to
provide continuing medical education for physicians.

Albany Report

Legislative Updates
CHARLES J. ASSINI, JR., ESQ.

Legislative Day in Albany – May 22, 2013
Although the publication of this Albany Report will occur after our
annual Legislative Day in Albany, I would like to invite you to go to the
NYSSA Web site and review our position papers and related documents
on pending legislation. We have attempted to streamline our
memorandums in an effort to make these messages more efficient. We
have also developed a PowerPoint presentation on the basics of meeting
with lawmakers. The PowerPoint presentation is also on the NYSSA Web
site. We encourage you to reach out to your legislators about issues of
importance to your specialty. It is our hope that the PowerPoint
presentation will make the task easier for you. For our full-length
position papers, please go to the NYSSA Web site tab “Professional &
Practice Issues,” click on “Legislative/Regulatory Issues” and look under
NYSSA’s annual Legislative Day in Albany 2013 list of documents:
http://members.nyssa-pga.org/Scripts/4Disapi.dll/4DCGI/members/
legislative.html.
Below you will find “snapshots” of the legislation that is of most interest to
the NYSSA. Under the direction of Dr. Michael Simon (NYSSA president),
Dr. David Wlody (GLAC chair), Dr. Alan Strobel (EAC chair), and the
entire NYSSA Executive Committee, our team stands ready to assist you
with making appointments with your legislators in your local districts.

Support
Safe Anesthesia – CRNA Scope of Practice
S.4572 (DeFrancisco)/A.6696 (Morelle)
A bill backed by the NYSSA to define CRNA scope of practice, which
will improve upon and clarify the existing standard of anesthesia care,
including the role of the anesthesiologist and CRNA, in a manner wholly
consistent with existing standards of care and New York state health code.
Support
Anesthesiologist Assistants (AA) Bill
S.2945-A (Hannon)/A.6646 (Schimminger)
A bill to amend the Education Law in order to create the licensed
profession of anesthesiologist assistant (AA).
SPHERE

Summer 2013

47

p Anesthesiologist assistants (AAs) are highly skilled professionals who
work under the direction of licensed anesthesiologists and exclusively
within the Anesthesia Care Team environment to design and implement
anesthesia care plans. With the growth of managed healthcare, AAs have
an increasingly viable role in the delivery of anesthesia care.
p This legislation will codify practice and education requirements and
provide safe and cost-effective delivery of anesthesia care through the
medical direction of an AA by an anesthesiologist.
p AAs are currently recognized in 18 states and play an integral role in the
delivery of anesthesia.
p AAs are recognized by the Centers for Medicare & Medicaid Services
(CMS) and currently practice in Veterans Administration hospitals in
New York state. Enactment of this licensure bill will allow AAs to work
throughout the state.
Support
Prevent Misleading Health Plan Out-of-Network Payment Policies
S.2551 (Hannon)
Some health insurance companies are implementing policies to drastically
limit their obligation to provide coverage for out-of-network (“OON”)
care. Patients and employers who pay for the right to see the physician of
their choice are unable to avail themselves of this right.
This bill prohibits health plans from selling policies to consumers that
purport to provide coverage for treatment by their out-of-network
physicians but, in fact, are so limiting that patients are left with huge and
unexpected out-of-pocket costs. The bill:
(1) defines usual and customary costs as 80% of all charges for
health services performed by a provider in the same or similar specialty
and provided in the same geographic area as reported by a benchmarking
database maintained by a nonprofit (FAIR Health);
(2) requires insurers that provide coverage for OON services to
provide significant coverage of the usual and customary costs of OON
services; and
(3) requires insurers that provide coverage for OON services to
offer at least one policy or contract option in each geographical region
covered that provides coverage for at least 80% of the usual and
customary OON services after the deductible. By calculation, this would
be 64% of the rates contained in the database maintained by a nonprofit
(FAIR Health).
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The bill also includes provisions addressing disclosures by physicians and
hospitals and excessive emergency medical services fees.
If the OON problem is not fixed by the state Legislature and/or the
governor, it could have severe consequences for patients’ ability to obtain
the specialized care they need. Patients and employers who pay for the
right to see the physician of their choice should be able to avail
themselves of this right.

Support
Health Care Professionals Photo ID Badge Bill
The NYSSA supports introduction of a bill to:
(1) require clear and accurate advertisements, including
identifying the type of license held by the health care professional; and
(2) establish requirements for clear, unambiguous photo
identification name badges to include professional titles and to be worn
by health care professionals in order to prevent patient confusion.
Recent studies confirm patient confusion regarding the many types of
health care providers. Accurate information about whether a provider is
a medical doctor empowers patients. While some non-physicians call
themselves “doctor” by virtue of a doctoral (non-medical) degree, nine
out of 10 patients believe only a medical doctor should be able to use
the title “doctor.”

Oppose
Independent Practice of CRNAs
S.3328 (Hassell-Thompson)/A.4382 (Gottfried)
A bill backed by NYSANA to define the CRNA scope of practice that
would allow CRNAs to practice independently. This bill does NOT
(1) require compliance with existing state regulations; (2) refer to the
authority of the commissioner of health, who currently regulates the
administration of anesthesia in the hospital and ambulatory surgical
setting; (3) require the physician to provide for the medical management
of the patient; (4) define the roles of the anesthesiologist or the operating
physician.
Oppose
CRNA Prescription Writing Authority
A.4383 (Gottfried)
A bill backed by NYSANA to amend the Education Law to permit CRNAs
to prescribe during the “peri-anesthetic period” (term is not defined). This
bill is unnecessary and poses patient safety issues.
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Oppose
Mandate Direct Payment to Independently Employed CRNAs
A.2239 (Crouch)
A bill to amend the Insurance Law to mandate health insurance
companies to directly reimburse independently employed CRNAs without
defining the CRNA’s scope of practice consistent with current standards,
to ensure the continued delivery of safe anesthesia to all New Yorkers.
Additionally, under Medicaid policy (effective 01/01/2011) the
anesthesiologist must medically direct the CRNA.
p Providing insurance reimbursement by law to CRNAs without defining
their legal scope of practice provides patients and insurers with unclear
information and creates possible financial incentives contrary to patient
safety regarding the practice of anesthesia delivery in hospitals and
physicians’ offices.
p The language of this bill is totally inadequate because it fails to define
the CRNA’s scope of practice consistent with the current standards that
mandate physician supervision of CRNAs in hospitals and ambulatory
surgical centers.
p New York state Medicaid policy for reimbursement (effective
01/01/2011) mandates that the anesthesiologist medically direct a CRNA
who is employed by the anesthesiologist, self-employed, or employed by
the hospital. To be consistent with New York state Medicaid policy for
reimbursement, the language in this bill should reflect that CRNAs be
medically directed by an anesthesiologist.
“Medical direction” requires that the following seven conditions be met.
The physician must perform the following activities: (1) perform a preanesthesia examination and evaluation; (2) prescribe the anesthesia plan;
(3) personally participate in the most demanding procedures of the
anesthesia plan, including induction and emergence; (4) ensure that any
procedures in the anesthesia plan that the physician does not perform are
performed by a qualified anesthetist; (5) monitor the course of anesthesia
administration at frequent intervals; (6) remain physically present and
available for immediate diagnosis and treatment of emergencies; and
(7) provide indicated post-anesthesia care.

Oppose
Authorizes Payment by Insurance Companies to CRNAs
S.903 (Grisanti)/A.6619 (Jacobs)
A bill to amend the Insurance Law to authorize health insurance
reimbursement for CRNAs providing services at the discretion of
insurance companies.
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The language of this bill is flawed because it makes an incorrect
assumption that a nurse anesthetist is authorized to administer anesthesia
without physician supervision.
Crain’s Health Pulse
Following is an article from the New York State Association of Nurse
Anesthetists’ Web page:
Crain’s Health Pulse Features NYSANA Study: “State Charts CRNA
Supply”
New York is the only state in the U.S. that does not license
certified registered nurse anesthetists. SUNY-Albany’s Center for
Health Workforce Studies is surveying the state’s CRNAs to find
out whether CRNAs face barriers that discourage them from
working in New York. Preliminary data suggest these nurses “are
important providers of anesthesia services in rural areas of the
state,” a Center spokeswoman said. Nationally, the field is among
the highest-paying specialties in nursing. A U.S. Census report
released last month looked at the growth of men in nursing and
found that while about 9.6% of the nurses in the U.S. are men,
41% of the nation’s CRNAs are male. Nationally, CRNAs earn
$162,900 a year, on average. New York has about 1,050 CRNAs,
30% of them male, compared with about 6% male nurses in all
nursing jobs.
We will closely monitor, analyze, and address (as needed) the study to be
prepared by the Center for Health Workforce Studies, which was
commissioned by the New York State Association of Nurse Anesthetists
(according to NYSANA’s counsel). Some preliminary thoughts:
1.
Nurse anesthetists have specific recognition in accordance with
§700.2 of the New York Codes, Rules and Regulations-Health
Department.
10 NYCRR 700.2
Chapter V. Medical Facilities; Subchapter C. State Hospital Code;
Article 1. General Provisions; Section 700.2. Definitions
(22) A certified registered nurse anesthetist or registered nurse
anesthetist or nurse anesthetist shall mean a registered
professional nurse licensed and currently registered with the New
York State Education Department who:
(i) has satisfactorily completed a prescribed course of study in a
school of nurse anesthesia accredited by the Council on
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Accreditation of Nurse Anesthesia Education Programs/Schools or
other accrediting body which the commissioner finds to be
substantially equivalent;
(ii) has passed the national certifying examination given by the
Council on Certification of Nurse Anesthetists or other certifying
examination which the commissioner finds to be substantially
equivalent; and
(iii) is currently certified by the Council on Certification of Nurse
Anesthetists or by the Council on Recertification of Nurse
Anesthetists or other accrediting body which the commissioner
finds to be substantially equivalent.
A registered professional nurse licensed and currently registered
with the New York State Education Department who does not
meet the requirements as set forth in subparagraphs (i), (ii) and
(iii) of this paragraph, shall be permitted to continue the practice
of nurse anesthesia only under the supervision of a qualified
anesthesiologist until one year after the effective date of these
regulations.
2.
Currently, nurse anesthetists practice in all licensed healthcare
facilities, hospitals, ambulatory surgical centers, and accredited officebased surgical centers.
New York State Association of Nurse Anesthetists’ “Title” Bill
NYSANA continues to pursue the passage of a “title” bill. Outlined below
is a short review of this bill. For our full position paper in opposition,
please go to the NYSSA Web site tab “Professional & Practice Issues,”
click on “Legislative/Regulatory Issues” and look under NYSSA’s annual
Legislative Day in Albany 2013 list of documents:
http://members.nyssa-pga.org/Scripts/4Disapi.dll/4DCGI/members/
legislative.html

Oppose
CRNA Title Bill
S.3277 (Young)/A.4228 (Paulin)
A bill backed by NYSANA to amend the Education Law to provide for the
certification by the Education Department of certified registered nurse
anesthetists (CRNAs). The same bill was vetoed by Gov. Cuomo last year
because the bill “… fail[s] to clearly address critical issues such as scope of
practice, supervision, and the oversight role and regulatory jurisdiction of
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the affected agencies, namely the State Education Department and the
Department of Health. These omissions create a risk of inconsistent
standards and confusion to consumers. The administration will work with
the sponsors to address these issues of public concern, but for the abovestated reasons, I cannot approve [the bill] …” We agree with the
governor’s assessment. m
Charles J. Assini, Jr., Esq.
NYSSA Board Counsel and Legislative Representative
Higgins, Roberts & Suprunowicz, P.C.
1430 Balltown Road
Schenectady, NY 12309-4301
Our website: www.HRSLaw.us.com
Phone: 518-374-3399 Fax: 518-374-9416
E-mail: CJAssini@HRSLaw.us.com
And cc: GKCarter@HRSLaw.us.com

From the NYSSA Resident and Fellow Section

Publish Your Case Report in

Sphere
p If you have an interesting case
p If you are ready to share your experience
p If you are interested in building your CV
You can submit your case report for publication in Sphere.
All cases will be reviewed and the most interesting published.
Submit your case report via e-mail to maryann@nyssa-pga.org.
Subject: Article for Sphere
If you have questions, call MaryAnn Peck at NYSSA headquarters: 212-867-7140.

Case Report

A Neonate With Pallister-Hall Syndrome and
Arrhythmia
JEREMY J. FREDERICK, M.D., JOHN G. PAPPAS, M.D., JOSEPH M. BERNSTEIN,
M.D., JUNG T. KIM, M.D., AND ILYA Z. KREYNIN, M.D.
NEW YORK UNIVERSITY LANGONE MEDICAL CENTER, NEW YORK, NEW YORK

Abstract
We anesthetized a full-term male infant with a history of supraventricular
tachydysrhythmias on three occasions: days-of-life 6, 30, and 131. The
patient initially carried a diagnosis of VACTERL syndrome but because of
intraoperative findings and subsequent genetic study, was diagnosed with
Pallister-Hall syndrome. Cardiac arrhythmias have not previously been
reported with this syndrome. We further review known aspects of
Pallister-Hall syndrome that may complicate anesthetic management and
may alert clinicians to subclinical cases.
Introduction
Pallister-Hall syndrome (OMIM # 146510) is a rare complex of congenital
abnormalities: polydactyly, imperforate anus, hypopituitarism, hypothalamic
hamartoblastoma, renal anomalies, and bifid or shortened epiglottis.1,2 Other
reported abnormalities associated with Pallister-Hall syndrome (PHS) include
colonic aganglionosis,3 epilepsy,4 renal abnormalities,5 hypopituitarism,6 and
stenosis of the cricoid cartilage.7 PHS has not been previously associated with
significant or life-threatening arrhythmia, although an association with
congenital cardiac defects has been reported at least once.8 We report the
anesthetic management of a neonate with the novel combination of PHS and
supraventricular tachyarrhythmia (SVT).
Case Report
A male infant was born at term weighing 3.5 kg. He had been intubated for
respiratory distress at birth with a 3.5 mm cuffed oral endotracheal tube.
Shortly after birth, polydactyly (six fingers bilaterally) was also noted, along
with an imperforate anus, which was surgically corrected on postnatal day 3
without complication. As VACTERL syndrome was suspected (a relatively
common sequence of vertebral anomalies, anal atresia, cardiac defects,
esophageal atresia, renal defects, and limb malformations), the patient was
diagnosed with a single atrium by screening echocardiogram. On the fourth
day of life, the patient developed two episodes of pallor and hypotension
secondary to SVT, lasting over two minutes each. The arrhythmias did not
require cardioversion and were responsive to amiodarone. The patient was
thereafter maintained on an amiodarone infusion (7 µg/kg/hr).
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The patient was scheduled for direct laryngoscopy and insertion of a
Broviac catheter at 6 days of age. He was transported to the OR with a
continuous amiodarone infusion and with defibrillator pads attached.
Anesthesia was induced with two boluses of propofol (5 mg/kg each) and
fentanyl, 3 µg/kg, and maintained with sevoflourane in 100% oxygen.
The Broviac catheter was placed in the right subclavian vein without
complication. The patient was extubated to permit diagnostic direct
laryngoscopy and bronchoscopy by otolaryngologists. Anesthesia was then
maintained with a propofol infusion at 100 µg/kg/min. Bronchoscopy
revealed diffuse mild inflammation of the trachea and carina while
laryngoscopy showed a shortened, malformed epiglottis (Figure 1). The
patient was re-intubated with a 3.5 mm cuffed oral tube and transported
back to the neonatal ICU without further SVT. At that time, the diagnosis
of PHS was considered and a genetics consult was obtained.
We were requested to anesthetize this patient again at 30 days of age for
tracheostomy and gastric tube placement. Both procedures proceeded
without complication. The patient remained ventilated and dependent on
partial parenteral nutrition, with appropriate weight gain. At the 131st
day, he was diagnosed with ureteropelvic-junction obstruction, consistent
with the known renal abnormalities associated with PHS. He was
anesthetized for bilateral nephrostomy tube insertion under general
anesthesia in the prone position, again without complication.

Discussion
PHS has some phenotypic overlap with features of the VACTERL
sequence. VACTERL has sporadic inheritance, but PHS is an autosomal
dominant, monogenetic disorder resulting from a frameshift deletion in
the zinc-finger transcription factor Gli3.9 It has been suggested that PHS
is indistinguishable from congenital hypothalamic hamartoblastoma
syndrome,10 CAVE (cerebral-acro-visceral early lethality) multiplex
syndrome,11 and should replace the diagnosis of polydactyly-imperforate
anus-vertebral anomalies (PIV) syndrome in most cases.12 PHS shares
some features of Grieg cephalopolysyndactyly syndrome (GCPS), although
it has been determined to be clinically distinct.13 Interestingly, both PHS
and GCPS are known to result from errors at the Gli3 gene. One point of
distinction is that PHS is due to a dominant-negative loss-of-function
frameshift or nonsense mutation in the gene product, whereas GCPS is
usually due to haploinsufficiency of functional protein.9,13
The genetic diagnosis of this patient was based on the pattern of the
congenital anomalies and genetic testing. The anomalies included anal
atresia, undescended testes, ureteropelvic junction obstruction, extra
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lumbar vertebrae, postaxial polydactyly of the hands, single atrium, and
shortened malformed epiglottis. PHS is the only described syndrome
associated with all these abnormalities. Chromosome analysis including
FISH for DiGeorge syndrome was reported as normal [46,XY, ish22q11.2
(HIRAx2)]. Affymetrix version 6.0 whole genome chromosome SNP/CN
microarray (CSM) copy number analysis was normal. Based on these tests,
segmental aneusomy is an unlikely cause of the baby’s abnormalities.
Genetic testing of Gli3, the gene associated with Pallister-Hall syndrome,
was not performed. According to the genetics consultation, a negative
result in Gli3 testing would not change the diagnosis of PHS in this baby.
Only the absence of hypothalamic hamartoma could cast doubt on this
diagnosis in the future.
Anesthetic management of PHS patients has been previously reported
once,14 and was successful because difficult laryngoscopy was anticipated.
Interestingly, in the reported patient, the hypoxia and extreme difficulty
with intubation experienced before he was 3 years of age were not seen
later; laryngoscopy was easy at 5 1/2 years of age. This suggests that these
patients may outgrow the problems in their airway management; but,
obviously, only further procedures under general anesthesia will
demonstrate this. Difficult airway management is not certain; in fact, our
case raises another possibility to which anesthesiologists should be alert:
If an adolescent or adult patient presents with low to normal intelligence,
but with polydactyly and imperforate anus or a history of surgical
correction, we should consider the possibility of asymptomatic PHS and
even of associated SVT. Another case series from 200015 discussed elective
laryngoscopy of 40 patients with either PHS or GCPS, ages 1 day to 74
years, and found a broad range of severity in those with PHS. These
patients are often term infants of normal weight (as in this case) and,
when surviving to childhood, can have normal intelligence with an
asymptomatic malformed epiglottis, which was seen in 15 of 26 PHS
patients in this series. The authors also noted another important
distinction of PHS from GCPS beside the genetic one: none of the 14
probands with GCPS had a cleft epiglottis.
SVT has never been previously reported concomitantly with PHS.
Although both are rare, the possibility that they were coincidental cannot
be entirely excluded. SVT is the most common arrhythmia of neonates,16
occurring as frequently as one in 250-1,000 infants. Most cases are
sporadic, although 7% have a first-degree relative with a known incident
of SVT.17 There is also a familial variant of Wolf-Parkinson-White
syndrome that can present with SVT.18 This suggests that SVT, on at least
some occasions, may have a genetic basis. One group who reviewed SVT
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in 217 infants concluded that medical treatment should continue for at
least one year even after spontaneous resolution, suggesting that our
management could have been further optimized.19 Whether the association
of SVT with PHS we propose has a genetic basis or is secondary to
structural defects in these patients, anesthesiologists should be prepared.
Our anesthetic management of this patient was successful because of
preparation for further arrhythmias, and, once the diagnosis of PHS was
made, because of preparation for difficult airway management with a
fiberoptic bronchoscope if needed. Extra steps should be taken to confirm
endotracheal placement under anesthesia when a misshapen epiglottis is
encountered or when a diagnosis of PHS is suspected. We also propose
that clinicians now beware of a possible association with SVT and PHS,
requiring preparation with intravenous amiodarone or adenosine, pacer
pads in place for anesthesia and transport, and possible direct current
cardioversion. m
Figure 1

Shortened epiglottis of a 6-day-old infant with
imperforate anus and polydactyly. Pallister-Hall
syndrome (PHS) is a rare collection of such anomalies.
This patient had a single atrium and episodes of
supraventricular tachyarrhythmia, which have not
been previously reported in a patient with PHS.
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Membership Update

New or Reinstated Members
January 1 – March 31, 2013
Active Members
DISTRICT 1

Khaja Ahmed, D.O.
Keisha Benjamin, M.D.
Monica Cash, M.D.
Laura Chesoni, M.D.
Robert Dingeman, M.D.
Dov Ginsburg, M.D.
Baiping Lei, M.D.
Naila Mammadova, M.D.
Daniel McDole, M.D.
Rajesh Patel, M.D.
Tashelle Samuels, M.D.
Victoria Shapiro, D.O.
Pawel Starzyk, M.D.
Monica Taneja, M.D.
Elliot Yung, M.D.
DISTRICT 2

Caroline Buhay, M.D.
Joy Cai, M.D.
Edgar Celis, M.D.
David Furgiuele, M.D.
Kimberly Gratenstein, M.D.
Maryam Jowza, M.D.
Michael Kiselev, M.D.
Boleslav Kosharskyy, M.D.
Shreyajit Kumar, M.D.
Yan Lai, M.D.
Sarah Leavitt, M.D.
Christine Lennon, M.D.
Narendra Majithia, M.D.
Jennifer Mascarenhas, M.D.
Edward Mathney, M.D.

Shivani Mukkamala, M.D.
Eric Nielsen III, M.D.
Sheldon Opperman, M.D.
Minda Patt, M.D.
Rhonda Press, M.D.
Neal Reich, M.D.
Jennifer Sandadi, M.D.
Vaishali Shah, D.O.
Amaresh Vydyanathan, M.B.B.S.
Philip Wagner, M.D.
Matthew Warrick, M.D.
DISTRICT 3

Michael Putter, M.D.
Arun Uthayashankar, M.D.
DISTRICT 4

Farzanaf Afroze, M.D.
Yazen Karadsheh, M.B.B.S.
DISTRICT 5

Bhupinder Bolla, M.D.
DISTRICT 6

Peter Bailey, M.D.
Stuart Sacks, M.D.
DISTRICT 8

Eva Chrysanthopoulos, D.O.
John Clagnaz, M.D.
Batul Deesawala, M.D.
John Kafel, M.D.
David Palilla, M.D.
Mark Slomovits, M.D.
Heather Stuart-King, M.D.
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Membership Update

New or Reinstated Members
January 1 – March 31, 2013
Resident Members
DISTRICT 1

Prameela Konda, M.D.
Mila Velikovich, M.D.
DISTRICT 2

Rocco Addante, M.D.
Hina Aslam, M.D.
Zafeer Baber, M.D.
Craig Belon, M.D.
Michelle Carley, M.D.
Martin Chen, M.D.
Timothy Cheng, M.D.
Felicia Chiu, M.D.
George Christolias, M.D.
Susan Cosgrove, M.D.
Vanessa Cowan, M.D.
Jing Cui, M.D.
Jennifer Danielsson, M.D.
Bobby Das, M.D.
Anjalee Dave, M.D.
Shivang Desai, M.D.
Anzea Dukes, M.D.
Lisa Eisler, M.D.
Macdale Elwin, M.D.
Brandon Esenther, M.D.
Jacob Evers, M.D.
Allen Friedman, M.D.
Cosmin Gauran, M.D.
Katherine Gelber, M.D.
Adam Gerber, M.D.
Seth Glodowski, M.D.
Antonio Gonzalez-Fiol, M.D.
Kamilla Greenidge, M.D.
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Anthony Habib, M.D.
M. Lee Haselkorn, M.D.
Bradley Hayward, M.D.
Michael Hershey, M.D.
Maung Hlaing, M.D.
Daewha Hong, M.D.
Amy Huah, M.D.
Yolanda Huang, M.D.
William Jackson, M.D.
Bahram Jahanbakhsh, M.D.
Katherine Kalmanek, M.D.
Namrata Khimani, M.D.
Meghan Kirksey, M.D.
Matthew Kohler, M.D.
Robert Kong, M.D.
Victor Lan, M.D.
Giang Le, M.D.
Susie Lee, M.D.
Angela Lee, M.D.
Jennifer Lee, M.D.
Emily Lin, M.D.
Rajivan Maniam, M.D.
Julia Menshenina, M.D.
Marc Meyer, M.D.
Zachary Miller, M.D.
Asif Mohammed, M.D.
Hussein Musa, M.D.
Robert Nampiaparampil, M.D.
Clyde Niles, M.D.
Obinna Orji, M.D.
Kristoffer Padjen, M.D.
Nisheeth Pandey, M.D.
Neha Dinesh Patel, M.D.
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Resident Members

continued

Issa Toure, M.D.
Lumei Tuomala, M.D.
John Van Driest, M.D.
Lana Volz, M.D.
Meredith Wagner, M.D.
Risa Wolk, M.D.
Peter Yim, M.D.

DISTRICT 2 continued

Alexander Pekurovsky, M.D.
Tzevan Poon, M.D.
Meghan Prin, M.D.
Sascha Qian, M.D.
Edward Requenez, M.D.
Lance Retherford, M.D.
Nicole Robinson, M.D.
Maricela Sanchez, M.D.
Irvin Sanchez, M.D.
Vikram Saxena, M.D.
Jacob Schaff, M.D.
David Shi, M.D.
Brandon Sorensen, M.D.
Nicole Spence, M.D.
Rachel Stahl, M.D.
Audrey Tan, M.D.
Margaret Tejani, M.D.
Elrond Teo, M.D.
Pfeiffer Thomas, M.D.
Bryan Tischenkel, M.D.

DISTRICT 5

Behnam Jafarpour, M.D.
Anthony Lebario, M.D.
DISTRICT 7

Ravi Alluri, M.D.
John Cilnyk, M.D.
Mahmoud Hassan, M.D.
Maximilian Hsia, M.D.
Olga Vornovitsky, M.D.
DISTRICT 8

Wesam Andraous, M.B.B.Ch.
Sherin Azmy, M.B.B.Ch.
Ahmed Haque, M.D.

Recently Retired Members
DISTRICT 1

DISTRICT 7

Long Vo, M.D.

Farida Barodawala, M.D.

DISTRICT 3

Bharatee Sharma, M.B.B.S.
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