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The Year in Review
OUTGOING PRESIDENT SALVATORE G. VITALE, M.D.

I will remember my term as president for many reasons,
including some rather strange legislative events that
occurred.
On a national level, the American public received the long-awaited Supreme
Court decision on the constitutionality of the Patient Protection and
Affordable Care Act (PPACA). The pundits had expected that the Supreme
Court would strike down the individual insurance mandate, but the court
upheld the individual mandate, citing the federal government’s unlimited
ability to tax its citizens.
In Albany the NYSSA lobbied against several NYSANA-sponsored
bills, including:
Title Protection Bill — The NYSSA delegation was present in the Assembly
committee when this legislation was voted on. The bill was unexpectedly
“read out” by the Higher Education Committee, and every committee it
needed to be sent to for approval. This occurred with uncanny speed. It was
unstoppable. The bill created a new title (license) for CRNAs. CRNAs in
New York are licensed as RNs. Their status as CRNAs is through the Health
Code, and is only recognized in (article 28) hospital facilities. The New
York State Association of Nurse Anesthetists (NYSANA) argued that RNs
with improper training were representing themselves as CRNAs. The
current system relies on the hospital credentialing process to recognize the
training and grant privileges deemed necessary for a CRNA to practice. The
NYSSA’s concern was that this bill could have allowed the New York State
Education Department to set the scope of practice for CRNAs. On previous
occasions, the State Education Department has voiced its opinion that it
favored independent practice for CRNAs. The NYSSA was able to insert
language in the bill specifically excluding the State Education Department
from defining scope of practice. The modified bill passed through both the
Senate and the Assembly. Unexpectedly, the bill was vetoed by the
governor’s office for “technical reasons.”
Direct payment to CRNAs by ALL Insurers — This bill was ostensibly
initiated as a result of the workers’ compensation policy that ONLY
reimburses for physician services. CRNAs providing services without a
supervising anesthesiologist cannot claim direct payment. The AANA has
been tracking and promoting this type of legislation throughout the United
States (as well as the “title” bill). This legislation did not get out of committee.
So, for now, NYSANA was unsuccessful at passing any legislation this year.
SPHERE
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Anesthesiologist Assistants Bill
The NYSSA sponsored a bill, introduced into the Senate during the
final days of the session (sponsor-Sen. Hannon), that would allow
anesthesiologist assistants to practice in New York under the supervision
of an anesthesiologist. The session ended before the Assembly bill could
be introduced.

Presidential Election
In an election that was too close to call in advance, President Obama
succeeded in gaining re-election. The overall effect of this election has yet
to be seen, but it is certain that the PPACA will NOT be repealed and may
be accelerated. By January 1, 2013, each state is mandated to have health
insurance exchanges up and running and by January 2014 the individual
mandate takes effect.

Out-of-Network Legislation
There are mounting pressures from insurers to cap out-of-network (OON)
charges to their participants. Most commonly this is tied to a percentage
of Medicare (CMS) rates (usually 120 percent). Whereas the relationship
of CMS payments to most specialties is close to 80 percent, for
anesthesiology services this is closer to 30 percent. Insurers argue that this
legislation is necessary because patients are being presented with high
medical bills and, occasionally, patients are being taken to collection
agencies. On the other hand, without the ability for providers to go out of
network, there is no motivation for insurers to negotiate reasonable fees
with providers. There are ongoing attempts to determine reasonable fees.
The Medical Society of the State of New York has long been in favor of
collective bargaining, something that is currently illegal under antitrust
laws. The governor has proposed using the FAIR Health database as the
standard for rates. For now, there is no legislation in place but we can
expect continued activity.

Anesthesiology Services for Endoscopy
In August of this year, several upstate carriers announced plans to no
longer pay for some anesthesiology services delivered in endoscopy suites.
The leadership of the NYSSA, along with MSSNY, conferenced with
carriers and succeeded in delaying implementation of these policy
changes. We continue to look at long-term strategies.
I was involved in numerous PGA-related activities as the NYSSA
president, including:
Promotional Activities — As president I was involved in a number of
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promotional activities, including manning the PGA booths at symposiums
around the world and distributing materials. Locations included:
The World Congress of Anaesthesiologists (WCA) — We had a PGA
exhibit booth in Buenos Aires, Argentina. We noted considerable interest
from Spanish- and Portuguese-speaking anesthesiologists. Internally, the
PGA committee is considering foreign language sessions and simultaneous
translation services.
We also noted that various societies received promotional support from
their respective governments. This led the NYSSA to seek out support
from New York City officials.
The European Society of Anaesthesiology (ESA) — We sponsored a PGA
exhibit booth in Paris, France. The ASA and the NYSSA booths were side
by side for the first time in an attempt to pool resources. Also for the first
time, we received support from NYC & Company (New York City’s official
tourism organization) in the form of promotional activity and a Frenchspeaking staff member for the NYSSA booth.
The Canadian Anesthesiologists’ Society — The PGA has significant
attendance from Canada. The Canadian dollar is relatively strong, so the
U.S. (even New York) is a relative bargain. I attended the Canadian
Society’s annual meeting as a guest of the Canadian Society and
distributed brochures and interacted with the leadership of the Society.
In turn, the Canadian Society will send representatives to the PGA and
distribute literature.
NYC & Company — NYC & Company provided printed postcards
and pamphlets for distribution at various booths, as well as staff and
promotional material for the booth at the ESA meeting. The company
will also provide staff at the PGA to assist with NYC tourism activities.
I served as a liaison to other organizations:
As the NYSSA president, I served as the organization’s ambassador
to the California Society of Anesthesiologists (CSA), the Canadian
Anesthesiologists’ Society (CAS), and the European Society of
Anaesthesiology (ESA). Attending the PGA in return are: From the CSA,
Dr. Jonathan Pregler; from the CAS, Dr. Susan O’Leary; and from the ESA,
Professor Dr. Eberhard Kochs.

Hurricane Sandy
The New York metropolitan area was devastated by Hurricane Sandy. The
damage was so extensive and the cleanup effort was so time-consuming
that even the NYC Marathon had to be canceled. The superstorm
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reminded us of the constant external threats to the PGA. If an extreme
weather event or other disaster were to occur during the PGA, the
Society’s potential uninsurable loss is considerable. By continuously
monitoring the Society’s finances, the leadership has been able to keep the
organization financially solvent and capable of fulfilling its educational
mission, even in the face of such threats.

NYSSA Changes
p There will be one Reference Committee instead of three.
p Changes have been made to the NYSSA Web page, including the
addition of an online career center and the discontinuation of online
CME due to low utilization and high costs.
p NYC travel information is now provided by NYC & Company.
p NYAPAC — Members are no longer required to print and fax the form.
Contributions can be made directly from the NYAPAC Web page.
p CAPWIZ — Allows members to communicate quickly with legislators.

Works in Progress
Co-Branding
The NYSSA is undertaking a two-year experiment. In 2012 the NYSSA

Incoming President Dr. Michael Simon presents a plaque to
outgoing President Dr. Salvatore Vitale.
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co-branded the NYU meeting and in 2013 we will co-brand with NYU and
the Hospital for Special Surgery. Currently there are no plans for 2014, at
which time we will re-evaluate the effects of the program.
Recognizing Our Place in the History of the Specialty
ASA Web Site — The NYSSA will facilitate the addition of historical
information to the ASA Web site. The information, among other things, will
cite the role New York physicians have played in the ASA’s history.

PGA Committee
The ACCME reaccreditation this year was received with commendation. This
means that the certification is valid for six years. I would like to extend
congratulations to everyone involved, particularly Drs. Yudkowitz, Gevirtz,
Rosenberg and Wlody, and staff members Debbie DiRago and Denise ONeill.
MOCA Credits — For the first time, the PGA will be offering MOCA® credits
for nine sessions this year. m

President’s Message

Inaugural Address to the
NYSSA House of Delegates
MICHAEL B. SIMON, M.D. — DECEMBER 10, 2012

Good morning, fellow delegates, officers,
distinguished guests, ladies and gentlemen. It gives me immense pleasure
to deliver this address. Let me start by thanking you all for your trust,
camaraderie, and for allowing me to share my vision for the future of our
NYSSA and the practice of anesthesia in our fine state of New York.
It was just a mere 16 years ago when I attended my first NYSSA board
meeting. I had risen within the ranks of our Resident Section and was
invited to give a report to the board. I was truly in awe of our society’s
leaders, their insights, and their dedication to our specialty. Many of them
have been role models and mentors, and have nurtured the younger
members of our specialty. This guidance has an immense value. In the
words of John Quincy Adams, “If your actions inspire others to dream
more, learn more, do more and become more, you are a leader.”
We must be mindful of issues both within our state and issues being
vetted on a national scale. We must be mindful of anesthesia-specific
issues, and those that affect the entire house of medicine. Our partners
in the ASA, MSSNY, and the AMA are valuable ones. These relationships
need to be fostered and strengthened at every opportunity.
In setting an agenda for the coming year, I seek input from all sources.
Our committees on government and legislative affairs, our economics
committee, and our representatives to the ASA and MSSNY will all help
us to set the stage for the coming year and beyond.
Within New York we are all well aware of the issue of CRNA independent
practice. We have fought this fight for the past 30 years and will continue
to do so. We are continually reminded of those who want the right to
practice medicine based on legislation, not education. The battleground
has become more interesting over the past few years as members of the
New York State Association of Nurse Anesthetists have tried many
different routes to achieve their end goal. They have tried to buck the
legislative process and gone right to the State Education Department. They
have tried to push their issue to the forefront of Gov. Cuomo’s Medicaid
Redesign Team. They have tried to beat us at a senatorial roundtable
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debate. They have tried the “access argument” and claimed that they are
the only providers in rural settings. None of these arguments has yet
prevailed. And let me be very clear as to why they have not yet succeeded.
The NYSSA has always taken the high ground. We have stood up for the
patients of New York state, always arguing for patient safety and quality.
We have debunked the myths and untruths and have been tireless in our
efforts. Our lobbying efforts have been top notch. The combined work
that is done on our behalf by Mr. Assini; Weingarten, Reid, & McNally;
and our PAC, led by Dr. Bruce Hammerschlag, is well orchestrated and
deserves our recognition. We must be ready to do battle again this year.
We need to be ever vigilant and ready to engage our legislators whenever
necessary. We must keep our members engaged and enlist their help at
every opportunity.
We outnumber the CRNAs of New York by more than 3-to-1. We need to
make our influence exceed theirs by the same factor. The fight becomes
more difficult every year, especially when 15 other states have opted out
of physician supervision of nurse anesthetists. Supporting our PAC and
district fundraisers must be the norm for us all. With approximately 3,000
members, just $100 from each member would catapult our PAC to
$300,000. If everyone gave at the $1,000 level, we would exceed national
PAC levels. We need the help of the grass roots for our PAC to grow to
where it needs to be.
Twenty-eight years ago, then-NYSSA President Dr. Lee Binder spoke of the
changing environment for physicians. Could he have ever envisioned a
world where the need for a physician would be questioned; a time when
influential groups would advocate for allied health professionals to take on
the role of the primary clinician; a system set up for medical homes to
exist where the physician would not be the leader of the healthcare team?
If you haven’t read the famed Institute of Medicine report, or the Robert
Wood Johnson report, I urge you to do so. Both of these call for advanced
practice nurses to practice to the full extent of their licensure, to abolish
all hierarchical silos within healthcare, and to remove all scope-of-practice
barriers.
These concepts are quickly being embraced by our federal government
leaders, by CMS, by The Joint Commission, and by our state leaders as
well. CMS has made this clear this past year. The newly issued conditions
of participation call upon hospitals to begin to allow advanced practice
nurses access to all medical staff privileges, even in circumstances where
that access would violate current medical staff bylaws. CMS has also
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recently deemed it acceptable for CRNAs to perform and bill
independently for pain procedures. I ask you, what could be more
insulting to physicians? What could be more potentially harmful to the
patients of America? How many patients will need to be harmed before
our regulators recognize the absurdity of their rules?
We are also cognizant of the fact that the American Association of Nurse
Anesthetists has made it mandatory that all graduates of CRNA schools
work toward the DNP — doctor of nursing practice. What is it? I’m still
trying to figure that out! But what I do know is that CRNA DNPs will
walk around hospitals introducing themselves as doctors and failing to
make it clear to patients that they are not physicians. We cannot tolerate
this. We need to push for more truth in advertising and proper
identification of all healthcare providers.
We have also begun the process of trying to bring anesthesia assistants to
New York. We have bills that have been introduced in both houses of the
New York Legislature. It should come as no surprise that the biggest
opponent to the passage of this legislation is the New York State
Association of Nurse Anesthetists. I am confident we will prevail in
bringing AAs to New York in the not-too-distant future. We are already
working on setting up clinical rotations for AAs who are training in
schools outside New York, as well as helping to establish schools within
New York. The introduction of anesthesia assistants in New York will
allow us to enhance the anesthesia care team, adding another type of
extender to our practices — an extender who practices under the constant
supervision of a physician.
There are many more challenges we face on a daily basis. Drug shortages
are now so common that many of us begin the day by taking stock of
what may be available within our armamentarium. We have actually
reached the point where we must alter our daily practices in order to get
through the day. Our patients deserve better. Our government has done
little to rectify or even understand the issue. While the FDA has mandated
more timely notice of impending shortages, very little has been done to
help those in the trenches. There are some places where induction agents
have become impossible to get. Paralytics are now at critical levels.
Narcotics are harder and harder to get, as are benzodiazepines. We have
proven ourselves to be resilient and resourceful once again. We have not
canceled cases but have learned how to use what is at our disposal.
However, this can only go so far. Drug shortages need to be addressed and
abated now. This is a true patient safety issue, and may soon become a
patient access issue.
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And as history repeats itself, we are reminded of the battle approximately
five years ago when a major insurer stated that it would no longer pay for
anesthesia for endoscopy. We didn’t give in. We enlisted the assistance of
multiple societies, and, with MSSNY’s help, together we convinced this
insurer that it would not be in the best interest of its insureds to follow
through with this policy. The insurer indeed saw the light and reversed
this decision. That threat has once again become a major issue for our
specialty and for the patients of New York. At least two major insurers
have threatened to stop covering anesthesia for endoscopy. Despite all the
evidence that an anesthesia provider increases patient satisfaction,
increases patient safety, exponentially increases the likelihood that a
patient will go for colon cancer screening, and that a gastroenterologist is
more likely to find polyps when he or she can focus on the actual exam,
these companies are putting their bottom lines above the health of our
patients.
We will continue to make all the right arguments. We will enlist the help
of legislators whenever possible, and, if need be, the patients themselves.
For what better advocate than the potential victims of a policy gone awry?
We are all very familiar with the latest terms being thrown around in our
brave new world of medicine. We hear of medical homes and ACOs and
bundled payments, etc. We’ve even learned of the “surgical home” concept
as being proffered by the ASA and the American College of Surgeons. For
those of you not familiar with the model, I urge you to go to the ASA’s
Web site and read up. It’s a concept that may very well see us into the
future. This takes me to the next concept I’d like for the NYSSA to
explore.
We have listened to the arguments time and again: that nurse anesthetists
are capable of doing what we do every day. They tout their training and
skill set as equivalent to ours. Our assertion has been and continues to be
that anesthesia is the practice of medicine. Many, if not all, of our
physicians do much more than deliver anesthetics. We are the experts in
preoperative evaluation and preoperative optimization. We determine if a
patient is an increased cardiac risk. We are the experts at placing invasive
lines, complex nerve blocks, and even transesophageal echocardiography.
We care for the patient in the postoperative period. We see our patients
from their entrée into the preoperative process all the way through to their
discharge from the hospital. Yet we often miss the opportunity to highlight
these strengths and abilities. We forget that our field is not just anesthesia
but perioperative medicine. We need to capitalize upon these abilities and
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skills. We need to begin to incorporate this concept into all of our
discussions. To that end, I will be appointing an ad hoc committee
immediately following this meeting. The committee will be charged
with investigating the ramifications of changing the name and focus of
our society to that of the “New York State Society of Anesthesia and
Perioperative Medicine.” The committee will look in depth and weigh
the benefits to the membership as well as any unintended consequences.
There is a huge opportunity out there. When Medicare was first
introduced, the AMA took a hardline stance against it. Some will
remember the famous speech delivered by Dr. Edward Annis at Madison
Square Garden to an empty arena. The year was 1962. Dr. Annis predicted
the top-down government controls, the rules and regulations, the giant
bureaucracy, and even the fiscal insolvency that looms large today. But the
train left the station in 1965 with Medicare’s passage, and, in 1983, the
AMA jumped on board — for money and the promise of control with
something called current procedural terminology, or CPT.
For years, physicians failed to play ball and fell victim to the evolving
system. We need to seize upon every opportunity for reform and play a
role in driving the process. We may become victims and change may
occur that we resent, but it should not come about secondary to our
inertia. We need to take the opportunity to be a driving force.
Physicians must understand and embrace new concepts and terms faster
than ever before. Who would have ever thought “pay for performance,”
“pay for quality,” “value-based purchasing,” or “HCAPHS scores” would
become part of our healthcare vernacular. But these concepts are probably
here to stay. Who better to take control of these measures and be a leading
force? I submit to you that anesthesiologists are better equipped to do this
than anyone. We intersect with patients, surgeons, primary care clinicians,
administrators, and nurses more than most anyone. We have unique
perspectives that many others don’t, and we have the ability to make big
differences.
We are in an age where the consumer is constantly checking scorecards
on quality of care and outcomes. Hospitals may come to depend on their
anesthesia departments to make them profitable, to make them compliant,
and to make them superior to the next place down the road. Regulators
should view anesthesia societies as the force to turn to for innovation.
We need to demonstrate our value and we need to do that now.
Patient safety and quality are at the forefront of every discussion in
healthcare. They are the concepts that should guide all policies and
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reform. There is no other group more geared toward embracing safety and
quality than anesthesia. We understand the metrics that count and have
the ability to impact them.
We need the support of our hospital partners. Presently there are some
hospitals and hospital groups that think it may be advantageous to have
independent CRNA practice. They see doctors as expensive and
unnecessary. They need to have their eyes opened. They need to realize
that the metrics that will make a difference to their bottom lines can all be
influenced or controlled by their anesthesia and/or perioperative groups.
We have the ability to make a difference. Let’s embrace it and capitalize
upon it, not for us but for the patients we serve.
There will be many more challenges coming our way, be they new
healthcare exchanges or some new restriction on our ability to practice
medicine. Rest assured that our NYSSA will be there fighting on our
behalf.

Dr. Salvatore Vitale turns over the president’s gavel to Dr. Michael Simon.
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I want to tell you just how proud I am to be a member of this
organization. Under the guidance of my good friend Mr. Stuart Hayman,
this organization has flourished and will continue to do so.
I’m going to thank you all ahead of time, with a warning that I will be
calling upon you. The success that we achieve will be as a result of many
efforts, many hands and heads working together; and we will achieve
great things together.
In the words of Robert Francis Kennedy: “It is from numberless diverse
acts of courage and belief that human history is shaped. Each time a man
stands up for an ideal, or acts to improve the lot of others, or strikes out
against injustice, he sends forth a tiny ripple of hope.” m

Dr. Michael Simon shares a moment with family members Michaela Simon (front),
Gail Simon, and Christian Simon. The gavel he is holding was handmade by Michaela.
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Editorial

Weathering Whatever
Storm May Come
JASON LOK, M.D.

The historic Superstorm Sandy had a major impact
on our colleagues at NYU Langone Medical Center and Bellevue Hospital.
The story of their ordeal, and how they bravely coped, is included in this
issue. As we read about how our fellow members weathered this natural
disaster and its aftermath, we need to think about another “storm” that is
brewing.
There are those who want to expand their scope of practice through
legislation rather than medical school education and the experience gained
during residency and/or fellowship training. This foray now extends
beyond the delivery of anesthesia to include pain medicine as well. We
cannot be complacent. We must be proactive by investing our time and/or
our money in response to this ongoing threat. Specifically, we can
participate in the upcoming Legislature Day, we can solicit our colleagues
who have not yet joined the NYSSA or the ASA, and we can contribute to
NYAPAC and ASAPAC. Our efforts will help to safeguard our practices
and, more importantly, our patients’ quality of care.
As a member of the ASA Communications Committee, I am involved
with the ASA’s Patient Awareness and Public Affairs Campaign 2013.
The challenge is to determine the main message for our audience. At
our recent NYSSA Communications Committee meeting, held during
PGA 66, our president-elect, Dr. Lawrence Epstein, suggested that our
audience should be stratified into three main groups: general public,
other physicians, and legislators. To effectively promote the value of
anesthesiologists to the medical community, I personally feel that the
main message should be that the anesthesiologist is the best collaborator
with the surgical team to ensure the optimal care of the patient.
Hopefully, we will soon see stories in the media that include the
testimony of both physicians and patients about the positive outcomes
that can be attributed to the experience, knowledge, and skills of the
anesthesiologist — outcomes that may not have occurred with an
independently practicing CRNA.
In the next issue of Sphere we will resume our feature articles from
members who donate their time and talents to care for those less
fortunate. These articles serve as a counterbalance to our regular articles
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on scope of practice and reimbursement issues. We continue to call for
submissions from those who can share their memorable experiences and
the tough challenges they have faced, along with detailed photos of the
location served. In addition, Sphere seeks personal interest stories from
members with unique or interesting hobbies. We are still developing the
pros/cons of anesthesia-related issues and perhaps a feature article on the
intraoperative use of acupuncture.
If you have not done so recently, please check out the NYSSA Facebook
page (www.facebook.com/nyssapga). Our “likes” have continued to grow
from 329 to 487 since our last issue. Currently, you will find information
on how to claim your PGA 66 CME credits and print your certificate.
Also, there are numerous photos of the PGA 66 art exhibit, the Speaker’s
Reception, and the posters and medically challenging case report
presentations.
On the public relations front, Dr. Venkata Sampathi has taken over the
responsibility of promoting the NYSSA’s presence at the New York State
Fair, to be held August 22 to September 2, 2013. Dr. Donna-Ann Thomas,
who previously handled this responsibility for the NYSSA, deserves our
gratitude for her many years of service. She is currently at Yale serving as
the director of the chronic pain division. If you are interested in
volunteering your time at the 2013 New York State Fair in Syracuse,
please note the dates now and contact the NYSSA headquarters for more
information.
If you have any additional ideas or suggestions for Sphere, please feel free
to e-mail me at jlokmd@yahoo.com or Stuart Hayman at stuart@nyssapga.org. Thanks in advance for your interest and consideration. m

67th PGA Resident Research Contest
If you are interested in submitting an abstract at the upcoming 67th
PostGraduate Assembly in Anesthesiology — December 13-17, 2013,
please contact NYSSA headquarters for information:
NYSSA | 110 East 40th Street, Suite 300 | New York, New York 10016
Phone 212-867-7140

Fax 212-867-7153

Deadline for submissions is May 1, 2013.

e-mail: hq@nyssa-pga.org

Riding Out the Storm: Doctoring During
Hurricane Sandy
KIRI MACKERSEY, M.D., SUZANNE VAN VALKENBURGH, M.D., JUNG KIM, M.D.,
AND MITCHELL LEE, M.D.

On October 29, 2012, Superstorm Sandy devastated parts of the East Coast,
bringing death and destruction to those in its path. In New York City, the storm
surge flooded streets, tunnels, subway lines, homes and businesses, and plunged
millions into darkness. The following synopsis was provided by physicians in the
Department of Anesthesiology at NYU Langone Medical Center who found
themselves at the center of the storm.

Friday, October 26 – Saturday, October 27: A State of
Emergency Is Declared in New York – the Quiet Before the
Storm
In New York, quiet is sacrilege; “quiet before the storm” is an anathema.
At NYU Langone Medical Center, we were inundated with hospital
updates and e-mails with recommendations for personal and professional
storm preparedness. All elective cases were canceled, and patients who
were safe for discharge were sent home. Unfortunately, our storm
expectations were largely based on our underwhelming experience during
Hurricane Irene. We were constructed to withstand a storm surge of 12
feet with our backup generators several floors above the flood zone.
However, when the flood surge eventually came, it rose above 13 feet,
shattering a century-old Manhattan record, along with the basement doors
and the sense of security that comes with assuming we know what is
coming next.

Sunday, October 28: Mandatory Evacuation of Lower
Manhattan
The most difficult thing about preparing for a tropical storm is that
preparations and decisions need to be made when the skies are blue and
the air is clear (by Manhattan standards). A few people filled their
bathtubs, but most just visited their local deli for a few bottles of water
and snacks for late-night storm watching. Some cell phones were left only
half-charged — an unfortunate state when the cell phone became the sole
line of communication during the blackout.
Many faculty and residents live in “flood zone A” — unlike grade school,
“A” is not where you want to be. On Sunday, when the evacuation of
high-risk flood zones was ordered, a large number of residents and faculty
redistributed themselves across the city. Even before the storm reached the
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region, it was difficult to ascertain everyone’s whereabouts. During recent
New York disasters — 9/11, the 2003 blackout, the 2010 blizzard — the
hospital depended on the staff members who lived closest to the facility.
For Hurricane Irene and Superstorm Sandy, the staff members who lived
closest to the facility were the most affected.

JANNIS TOBIAS WERNER / SHUT TERSTOCK .COM

On the darkened streets of lower Manhattan after Superstorm
Sandy, the only lights that could be seen belonged to cars.
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It is a great testament to a group of people who work together that, when
the need arises, they call each other family. People willingly agreed to lastminute changes in call schedules, allowing those outside of Manhattan to
stay at home; the call team came in early to relieve the day shift so that
they could reach home safely before the storm; many people within the
city opened up their homes, inflated airbeds, and invited in colleagues
who had no power, no water, and no desire to walk up 32 flights to get
home.

Monday, October 29: The Superstorm Hits Manhattan
No elective procedures were conducted and any remaining patients were
relocated to concentrated areas with an emergency power supply: ICUs,
the ambulatory surgery PACU, and the main OR PACU. Emergency
equipment was checked and rechecked.
At 6:50 p.m., the first signs of flooding were reported. The call team
noticed the rising water through a set of windows overlooking the river.
Dr. Daniel Betterly recalls, “I had the feeling that we were being
surrounded by water, like a moat.” At 7:00 p.m., power went out at the
hospital; the lights faded in and out until the backup generators took over.
At 7:03 p.m., the fire alarm sounded; fourteen minutes later, the backup
power was lost. With the lights failing and the alarm sounding, the call
team went to recheck the emergency OR equipment: Ambu bag, oxygen
cylinders, airway bag, and emergency medications. Questions were
thrown around: How long does the machine function on battery power?

KOBBY DAGAN / SHUT TERSTOCK .COM

Superstorm Sandy caused unprecedented flooding in New York City.
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Thirty minutes. What will not work without electricity? Wall suction.
And the external suction does not have battery backup. If the medicationdispensing machine loses power, where is the key for manual override? It
is a situation described in films and oral board exams. We now know that
the second power loss was due to the failure of the backup generators,
and that they were not about to restart. That night, standing in the dark, it
was different. Most imagined only a temporary inconvenience. Dr. Betterly
explains: “We never imagined that the backup generators could fail; we
were expecting normal power to return at any moment … we are in a
huge modern hospital complex.”
As the reality of complete blackout set in, the anesthesia call team
redeployed from our command center. The art of our profession is acting
decisively during the unexpected. Through intermittent cell phone contact
with the outside, the call team was alerted to the fact that the phone and
paging system was not working. Without airway/code blue pagers, the
residents had to rely on runners. The team informed leaders in all patient
care areas how, and where, to reach the anesthesia team — distributing
cell phone numbers and directions to our command center among the
nurses. The team made sure this designated area was always attended.
While the LEDs on our fancy Wi-Fi-enabled devices stared back blankly,
walkie-talkies suddenly seemed indispensable. Part of the call team went
to retrieve extra flashlights from an unoccupied area of the hospital; others
went to check on the status of the OB and neonatal ICU areas “just to see
if they needed help.” They did.
Two epidurals were placed by flashlight for high-risk women. Portable,
battery-powered monitors were placed at the bedside and oxygen tanks
were brought in. Aware that evacuation was pending, the anesthesia team
used careful titration to create true “walking epidurals,” just in case.
The Internet was down.
This sentence sits in isolation for a reason. Imagine what you would do to
communicate with your staff without power or Internet during a storm.
The internal phones have stopped functioning and cell phone reception is
patchy — at times nonexistent — when cell towers are overburdened. The
e-mail server and the departmental server with all departmental contact
information are under water.
During Superstorm Sandy, our department experienced this exact
scenario. Faculty and residents turned to group text messages for delivery
of important information, relying on the fact that even when a signal was
down, the text message data was saved until the power and the cell phone
service were restored. Critical to this system of communication was
22
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“closing the loop” — residents and staff needed to confirm the receipt of
the information.
Shortly before 8:30 p.m., the transformer at the local power station
exploded and power was lost to large parts of lower Manhattan. It was at
this point that many physicians at home, unaware of the flooding damage
at the hospital, realized that “this was not Irene.” Many made a trip to the
hospital, a walk through what we affectionately call the “zombie zone” —
the area of total blackout below 39th Street. Most were turned away by
emergency services personnel; others slipped in and assisted with the
evacuation.
Over the next 12 hours, more than 200 patients were walked or carried to
waiting ambulances. Triage ensured that any potentially unstable patients
left first, not walking, but gently managed on the emergency sleds (the
high-risk OB “flashlight epidural” patients were among the earliest). This
was coordinated with the OB anesthesiologists on call. Dr. Michael Dutt,
the OB anesthesia resident on call, remembers, “Each patient had a nurse
assigned to her who stayed with her until she got to her new hospital.”
The OB evacuation finished at midnight. When his own L&D area was
cleared, Dr. Dutt went with Dr. Betterly to help with other medical and
surgical patients. Dr. Dutt found that getting patients to the bottom of the
stairs was rewarding and that he “kind of got to fulfill a childhood dream
of being a fireman.” The junior resident on call, Dr. Ryan Potosky,
appreciated that he could even do his job in the dark: “I heard in medical
school that we should still be able to perform our jobs as doctors even
with no power, but I never really thought I would see that day.”
Despite the concerns of medical media pundits, no endotracheal tubes
were dislodged and no airways were lost. People who participated found
that despite the drama inherent in a blackout evacuation, the process was
“surprisingly organized … The stairs were lit up well with flashlights and
plenty of EMTs were waiting at the bottom.” Dr. Dutt recalls that teams
from various medical specialties, residents, medical students, and nurses
“worked well together.”
At some point, members of the call team went for a break. One member
remarked, “When we went to rest that night, I thought ‘the power will be
on by morning for sure.’” Rest, as it turned out, was also in short supply
— the electronic call room doors were locked shut.

Tuesday, October 30: Helping Hands
We learned to carry on our professional lives despite having no amenities
at home. Many of our apartments were in the blackout zone and taxi
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drivers tried to refuse to drop people in the “dark” zone or angled for
extra money. To ensure the safety of our staff, we asked our petite
residents to travel only when the sky was light.
At work, people asked each other cautiously, “Are you OK? Is your family
OK?” Personal loss and ongoing difficulties were put aside and everyone
looked to assist each other. Residents and faculty with power cooked for
those on call, drove across town, and climbed 11 flights of stairs to deliver
(tip included).

Following Weeks: The Aftermath
Once the power was back on, many people assumed that our “hospital
life” would resume. Outside of work, the dramatic evacuation became old
news. In reality, our challenge had just begun. The diverse patient
population served by NYULMC and Bellevue Hospital still needed care.
When the temporary hospital closure became apparent, numerous nearby
institutions, including Mount Sinai, Cornell, St. Luke’s, Albert Einstein,
Stony Brook, Westchester and Harlem hospitals, offered help. Friends
from as far away as Rochester, University of Pennsylvania, George
Washington, and the VA Hospital in Arizona called to lend a hand.
The impact of a hospital closure, however temporary, is not limited to the
care of the patients; the effect extends to the emotional, physical, and
financial well-being of the entire staff working at the institution. As the
extent of the damage and the gravity of the situation became apparent,
our department and the institution reassured us about the stability of our
medical center. Our faculty and residents were efficiently assigned to the
Hospital for Joint Diseases, ambulatory surgery centers, and endoscopy
suites. Residents enjoyed an increase in lecture time and teaching. Baruch
College, within the City University of New York system, donated space
for resident lectures. Nearby law firms Pearl Cohen Zedek Latzer and
Ropes & Gray graciously hosted interview sessions for the incoming
residency applicants so that we could continue residency interviews with
minimal changes to the schedule. The 66th PGA meeting and the House
of Delegates for the NYSSA enjoyed active participation from our staff.
With the reopening of the medical center and as we settle back into our
daily routines, what is the post-hurricane debriefing? Dealing with the
uncertainty of the post-hurricane weeks brought us closer as a
department. Working in unfamiliar ORs, the sight of a familiar face
brought great joy. Now that we are reunited, we are better prepared for
the next time the unexpected happens. We will have an emergency
communication tree, walkie-talkies, and a team that knows for certain,
“We can get through this.” m
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Anesthesia Care:
Are Your Practices Safe?
Find Out With This Online CME Course: FREE for NYSSA Members
In the past decade in the U.S., there have been 33 reported outbreaks of patient-topatient transmission of hepatitis B and C virus in healthcare settings due to breeches in
infection control. Seven of these outbreaks involved anesthesia care, putting 55,000
patients at risk and infecting 144.

Anesthesia Care and Infection Control: Keeping Your Patients Safe
Created by and for anesthesiologists, this CME program provides the information you
need to decrease the risk of healthcare-associated transmission of pathogens.

Course Topics Include:
m Safe injection practices designed to prevent transmission of bloodborne pathogens
m Principles regarding the cleaning, disinfection and sterilization of reused anesthesia
devices and the anesthesia workspace
m Practices shown to reduce the incidence of infectious complications associated with
neuraxial anesthetic techniques, such as spinal and epidural blocks, and central
venous catheters
m Prevention and post-exposure management of infectious diseases

To complete this online course, go to nyssa-pga.org.
Scroll down to the course listing and click on the NYSSA MEMBERS graphic.
Infection control training is mandatory for anesthesiologists and other healthcare providers in the state of
New York.
This course was developed by Medcom, Inc., in association with Elliott S. Greene, M.D., professor of
anesthesiology, Department of Anesthesiology, Albany Medical College, and Richard A. Beers, M.D.,
professor of anesthesiology, SUNY Upstate Medical University, and the NYSSA, thanks to an unrestricted
educational grant from New York state.
Credit Designation | Medcom, Inc. designates this educational activity for a maximum of 1 AMA PRA Category 1
CreditTM. Physicians should only claim credit commensurate with the extent of their participation in the activity.
The course is approved by New York state to meet the NY infection control requirement.
Accreditation | Medcom, Inc. is accredited by the Accreditation Council for Continuing Medical Education to
provide continuing medical education for physicians.

A Look at the 66th PostGraduate
Assembly in Anesthesiology
Opening Session

Audrée Bendo, M.D., enjoys
the entertainment.

ASA President John Zerwas, M.D.,
joins in the fun.

Broadway performers provide entertainment
prior to the start of the opening session.

Salvatore Vitale, M.D., presents the Distinguished
Service Award to Mark Lema, M.D., Ph.D.
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ASA President John Zerwas, M.D.,
speaks at the opening session.

Marjorie Stiegler, M.D.,
University of North Carolina.

PGA General Chair Andrew Rosenberg, M.D.,
welcomes everyone to the 66th annual PGA.

Mark Warner, M.D., ASA past
president and panel moderator.

Karen Domino, M.D., University of
Washington School of Medicine.

David Birnbach, M.D., University of
Miami School of Medicine.

Avery Tung, M.D., University of
Chicago Medical Center.

The 66th Annual PGA
E.A. Rovenstine Memorial Lecture

(Left to right)
Stephen Thomas, M.D.,
is honored by David
Wlody, M.D., and
Andrew Rosenberg,
M.D., as the E.A.
Rovenstine Speaker.

(Left to right) NYSSA President Michael Simon, M.D., President-elect Lawrence Epstein, M.D.,
Vice President Michael Duffy, M.D., and Secretary Vilma Joseph, M.D.
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The 66th Annual PGA
Poster Presentations

Michael Das, a high school poster presenter.

Yarnell La Fortune, M.D.
Gabriella Reubins, M.D.

Bastiaan Gerritse, M.D., Ph.D.
Benjamin Abrams, M.D.
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The 66th Annual
PGA International
Scholars Reception

Elizabeth Frost, M.D., addresses
the international scholars while
Paul Goldiner, M.D., looks on.

Salvatore Vitale, M.D.,
says a few words to the
international scholars.

The international scholars enjoy breakfast.
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Michael Simon, M.D., speaks to the international scholars.

The 2012 international scholars pose for a picture.
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The 66th Annual PGA
Workshops
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The 66th Annual
PGA House of Delegates
Meeting
Salvatore Vitale, M.D., addresses
the NYSSA House of Delegates

Salvatore Vitale, M.D.,
(right) introduces
ASA President John
Zerwas, M.D., at the
House of Delegates
meeting.

(Left to right)
Salvatore Vitale, M.D.,
Charles Gibbs, M.D.,
Lawrence Epstein,
M.D., and Vilma
Joseph, M.D.,
participate in the
House of Delegates
meeting.
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Speaker of the House of
Delegates Charles Gibbs, M.D.,
(left) and Reference Committee
Chairman Steven Schulman, M.D.

Vice Speaker Tracey
Straker, M.D., talks with
NYSSA Executive Director
Stuart Hayman, M.S.

ASA President-elect
Jane Fitch, M.D.,
congratulates
outgoing NYSSA
President Salvatore
Vitale, M.D.
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Salvatore Vitale, M.D., presents outgoing PGA
General Chair Andrew Rosenberg, M.D., with a
plaque in recognition of his contribution to the PGA.

Salvatore Vitale, M.D., recognizes
Clifford Gevirtz, M.D., and Francine
Yudkowitz, M.D., for their contribution to
the NYSSA’s CME accreditation review.

From left, NYSSA officers Kathleen O’Leary, M.D., Scott Groudine, M.D., David Bronheim, M.D.,
Michael Simon, M.D., Tracey Straker, M.D., and Salvatore Vitale, M.D.

New ASA CEO Paul Pomerantz (left) is
introduced by Salvatore Vitale, M.D.

Christopher Campese, M.D., addresses
the House of Delegates.

Salvatore Vitale, M.D., and Lawrence Epstein, M.D., line up to speak
after Audrée Bendo, M.D., addresses the House of Delegates.

Cynthia Lien, M.D., speaks at the House of Delegates meeting.

(Left to right) Tracey Straker, M.D., Jane Fitch, M.D.,
Kathleen O’Leary, M.D., and Vilma Joseph, M.D.

NYAPAC Chair Bruce Hammerschlag,
M.D., (left) and Robert Reid, Esq.

Scenes From the
Speaker’s Reception

Alan Curle, M.D., (left) and David Wlody, M.D.

Donna-Ann Thomas, M.D., (left)
and Vilma Joseph, M.D.

From left, Saral Patel, Soren Campbell, Claire
Chandler, and Greg Mastropolo, guests from the
American Academy of Anesthesiologist Assistants

Timothy Dowd, M.D., Michelle Dowd,
and Michael Simon, M.D.

Canadian Anesthesiologists’
Society Vice President Susan
O'Leary, M.D., Stuart Hayman,
Claire Chandler, and Robert
Lagasse, M.D.
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Maris Rosenberg, M.D.,
James Philip, M.D., and
Andrew Rosenberg, M.D.

From left, Stuart Hayman, Doris Szalados, and
Michael Schoppmann, Esq.

Shamantha Reddy, M.D.,
Vilma Joseph, M.D., and Jason Lok, M.D.

(Left to right) Vinod Malhotra, M.D., Amy Crane, M.D., Jennifer Brown, M.D., Patricia Fogarty Mack, M.D.,
Jaroslav Usenko, M.D., Alex Proekt, M.D., Aarti Sharma, M.D., and (seated, left to right)
Vidya Malhotra, M.D., Panchali Dhar, M.D., and James Osorio, M.D.
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The 66th Annual PGA
Technical Exhibits

The 66th Annual PGA
President’s Reception

Immediate Past President
Salvatore Vitale, M.D., enjoys
the reception in his honor.

From left, David Wlody, M.D., Charlotte Ledoux,
Lance Wagner, M.D., and James Cottrell, M.D.

NYSSA Past President Robert Lagasse, M.D.,
and his daughter, Kimberly.
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Salvatore Vitale, M.D., and John Zerwas, M.D.

California Society of Anesthesiologists President
Jonathan Pregler, M.D., Janet Pregler, M.D., and
Salvatore Vitale, M.D.
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John Zerwas, M.D., Cindy Zerwas
(seated), Jane Fitch, M.D., and
John Fitch.

Michael Simon, M.D., and
Kathleen O’Leary, M.D.

From left, Maris Rosenberg, M.D., NYSSA Past President Paul
Willoughby, M.D., PGA General Chair Andrew Rosenberg, M.D.,
and former PGA General Chair Rebecca Twersky, M.D.

From left, Laura Hayman, Stuart Hayman,
Rene Gibbs, and Charles Gibbs, M.D.

Salvatore Vitale, M.D., and
Mark Lema, M.D., Ph.D.
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(Left to right) James Cottrell, M.D.,
Andrew London, and Alan Curle, M.D.

Patricia De Bisschop,
Michel De Bisschop,
Laura Hayman, and
Stuart Hayman.

Elizabeth Frost, M.D., Michael Jakubowski, M.D.,
and Paul Willoughby, M.D.

Debbie DiRago (left)
and Nora Collins.
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From left, Jane Fitch, M.D., Kathleen Park, M.D.,
and Kathleen O’Leary, M.D.

Salvatore Vitale, M.D., and
Edmond Cohen, M.D.

Salvatore Vitale, M.D., and
Tracey Straker, M.D.

From left, Richard Sommer, M.D., Kathleen
Park, M.D., and Ted Kim, M.D.

(Left to right) Alan Strobel, M.D., Michael Simon, M.D., Timothy Dowd, M.D.,
Leo Penzi, M.D., Christopher Campese, M.D., Stuart Hayman, and Michael Jakubowski, M.D.
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Scenes From the Scientific Panels

Donal Buggy, M.D., Mater
Misericordiae U. Hosp.,
Dublin, Ireland, (left) and
Stefan De Hert, M.D.,
University of Gent, Belgium.

Christopher Gharibo,
M.D., NYU, (left) and
Eugene Viscusi, M.D.,
Jefferson Medical
College.

Teresa Horlocker, M.D.,
Mayo Clinic.
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Plans are already under
way for the 67th annual
PostGraduate Assembly
in Anesthesiology.

Don’t miss PGA 67:
Dec. 13-17, 2013.
Register at:
www.nyssa-pga.org
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Anesthesiologists and Hospitals:
Who Is in Control?
MICHAEL J. SCHOPPMANN, ESQ.

In today’s increasingly complex world of medicine, the relationship
between anesthesiologists and hospitals has reached new levels of
pressure, scrutiny and intricacy. To survive these changes, one must
first understand the forces at work.
Recent research paints a picture of how doctors are pursuing
employment at hospitals, group practices and other delivery
systems, driven by business pressures and the cost of operating a
practice. By the end of 2013, only 36% of the nation’s projected
792,594 practicing doctors will have a practice ownership stake.
That will be down from 57% in 2000, says consulting firm
Accenture, which analyzed data from the American Medical
Association and MGMA-ACMPE, the organization representing
group practices. An accompanying survey of 204 doctors gave
insight into some of the reasons why independent practice looks
less inviting these days. In addition to concerns about the
expense of operating a practice, respondents mentioned the
prevalence of managed care, requirements for electronic health
record systems and issues managing staff.
American Medical News
December 17, 2012
The primary method used by hospitals to obtain control over
anesthesiologists is through their contracts, which include limits placed
on the physicians’ ability to see patients elsewhere, resulting in a potential
loss of independence and autonomy. When evaluating a contract, every
anesthesiologist must be proactive and take certain steps (some seemingly
obvious yet consistently ignored), including:
– Identify the contract
– Read the contract
– Understand the contract
– Don’t dismiss “boilerplate”
– Ask for changes
When reviewing any contract for employment, physicians should focus
on the following elements:
p Salary and benefits
p Hours, including on-call requirements
SPHERE
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p Restrictive covenants
– Confidentiality — medical records, patient lists,
referral sources
– Non-solicitation — duration, patients, employees,
referral sources
– Non-competition — scope of activities, geographic
limitation, duration
An employment agreement is not the only contractual vehicle providing
for hospital control over anesthesiologists, however. Control can also be
found, used and abused in medical staff bylaws. Such bylaws constitute
a contract between the hospital and the members of the medical staff.
Under that broad banner, control can be levied through the advancement
of what is now known as “sham peer reviews” — corrective actions taken
against physicians for reasons other than the disingenuous claim of patient
care concerns (i.e., hospital politics, competitive advantages, retaliation,
etc.).
Faced with any hospital-based review, anesthesiologists can no longer
view the process as “peer to peer,” educational or informal. An action
by a medical staff, sham or not, mandates reporting to the National
Practitioner Data Bank as well as the state licensing authority, and,
perhaps most importantly, the termination of the physician’s employment
agreement. As a result, every hospital review, evaluation and/or process
must be treated as adversarial and high risk. No anesthesiologist can be
over prepared or advocate too zealously when defending the care and
treatment rendered to a patient.
A new control mechanism, hidden within the structure of medical staff
membership, is also found in the targeted labeling of an anesthesiologist
as a “disruptive physician.”
Elements of the disruptive physician label:
p Insensitivity
p Hostility
p Sexuality
p Profanity
p Incompatibility
While seemingly petty in the context of rendering quality patient care, no
anesthesiologist should take an accusation of being “disruptive” lightly.
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Even the suggestion of such a form of conduct, from any source, should
be responded to formally and thoroughly — until such time as it is
dismissed and documented, in writing, as having been so dismissed.
In conclusion, the question of control can be answered by the level
of engagement. As noted above, hospitals are clearly engaged at an
extremely high level and in an increasingly aggressive posture.
Anesthesiologists must become similarly engaged by understanding
these new environments; knowing their rights (or where their rights
are lacking); and protecting themselves by seeking to establish control
wherever and whenever they can. 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.

67th PGA Scientific Exhibits
Poster Presentations
Medically Challenging Case Reports
If you are interested in submitting applications to exhibit your projects
at the upcoming 67th PostGraduate Assembly in Anesthesiology —
December 13-17, 2013, please visit the NYSSA Web site for instructions
to submit online:
Go to www.nyssa-pga.org and click on PGA Meeting (available in May).
Deadline for filing is August 15, 2013.
WE DO NOT ACCEPT PAPER SUBMISSIONS.
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Albany Report

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

Scope of Practice Issues — Anesthesiologists and CRNAs
In my last Albany Report column, I highlighted Gov. Cuomo’s decision to
veto the nurse anesthetists’ “title” bill supported by the New York State
Association of Nurse Anesthetists (NYSANA). Since that time, there have
been two important favorable developments on scope of practice
occurring in New Jersey and Oklahoma worthy of update.
New Jersey Update
On Wednesday, December 12, 2012, the Superior Court of New Jersey,
Appellate Division, upheld a New Jersey Department of Health (NJDOH)
regulation that requires anesthesiologists to supervise nurse anesthetists
when they administer anesthesia in hospitals.
In New Jersey Association of Nurse Anesthetists, Inc. v. New Jersey
Department of Health and Senior Services, the case addressed the validity
of a regulation issued by the New Jersey Department of Health that
requires the “physical presence of a collaborating anesthesiologist (CA)
during induction, emergence and critical change in status when an
Advanced Practice Nurse/Anesthesia (APN/A) administers general or
major regional anesthesia, conscious sedation or minor regional blocks in
a hospital.”
The New Jersey Association of Nurse Anesthetists challenged the physical
presence requirement, arguing, among other things, that the NJDOH
exceeded its authority. In ruling against the New Jersey Association of
Nurse Anesthetists, the court referenced previous case law holding that
the “administration of anesthesia is, in fact, the ‘practice of medicine’
since it is used in the treatment of ‘human ailment, disease, pain, injury,
[or] deformity.’” The court also drew a special distinction with respect to
the nurses’ contention that this rule regulated the nursing profession and
explained that the rule was “… regulating the practice of administering
anesthesia in a hospital setting.” The court also highlighted that it was
within the Department of Health’s authority to “recognize the differences
in education, training and skill of APN/As and anesthesiologists in
establishing anesthesia staffing regulations. Requiring the availability of
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an anesthesiologist to handle complications beyond the expertise of
APN/As is a reasonable exercise of DHSS’s regulatory authority and will
better protect patients.”

Oklahoma Update
The Oklahoma Board of Nursing formally requested an official attorney
general opinion to address the following questions:
1.
What does the phrase “timely onsite consultation” as
used in 59 0.8.2011, § 567.3a(10) of the Oklahoma Nursing
Practice Act mean with regard to the actual physical presence
of the supervising practitioner of a Certified Registered Nurse
Anesthetist (“CRNA”) (i.e., must he or she be onsite in the
facility during the administration of anesthesia, or is it enough
that the supervising practitioner be capable of being onsite in
the facility in a timely manner)?
2.
Must the supervising practitioner of a CRNA be
available for timely onsite consultation throughout all stages of
the administration of anesthesia?
3.
Does the Oklahoma Nursing Practice Act permit the
Board of Nursing to draw a distinction between analgesia and
anesthesia in terms of the level of supervision of the CRNA
required by the supervising practitioner?
The complete text of the opinion can be found at:
www.oag.state.ok.us/oagweb.nsf/a04cdf96201b5ef3862572b4007b9753/
35cc2178ad4c242586257ad300632176/$FILE/2012-21.pdf
What I found most interesting in the opinion is the attorney general’s
discussion of supervision because the concept of supervision has been,
and continues to be, the standard of care in New York state. Additionally,
preserving the existing supervisory standard and conditions has to be the
most contentious issue we have encountered, and will continue to
encounter. NYSANA is adamantly opposed to preserving this standard of
care. We know, based upon the governor’s veto, opt-out developments in
Colorado and California, and other developments, that the debate in
New York state over scope of practice will continue. Based upon my
research of the New York State Department of Health’s interpretation of
supervision found in the New York state health code, the principles
articulated in the Oklahoma attorney general’s opinion letter are
consistent with New York state’s health code and case law:
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Supervision
It is clear from a plain text reading that the term “supervision,”
as contemplated in Section 567.3a(10), is something broader
than the more specific, practitioners duty to be “timely
available for onsite consultation” with the CRNA. Though not
thoroughly defined in the Act, the “supervision” of the CRNA
by the practitioner is the foundational requirement of the
ability of the CRNA to perform the tasks contemplated in 59
O.S.2011, § 567.3a(10)(a) and in subsection 567.3a(10)(b).1
As required by these subsections, the practitioner is under a
duty to supervise2 the CRNA. “Supervision” means “the act,
process, or occupation of supervising.” Webster’s Third
International Dictionary 2296 (3d ed. 1993). To “supervise”
means to oversee or direct work. Id. “Oversight” means
superintendence, watchful care, supervision. Id. at 1610. “In
absence of a contrary definition, words are to have the same
meaning as that attributed to them in ordinary and usual
parlance.” Ashikian v. State ex rel. Okla. Horse Racing Comm‘n,
188 P.3d 148, 156 (Okla. 2008). Therefore, for purposes of
subsection 567.3a(10), supervision means oversight by a
practitioner who is responsible for the work of the CRNA. But
what does that duty to supervise require, or, in other words,
what level of supervision of the work of the CRNA is required
of the practitioner?
In the case of Jackson v. Oklahoma Memorial Hospital, 909 P.2d
765, 774 (Okla. 1995), we find guidance for the proposition
that regardless of the expertise of the professional being
supervised by the physician (at issue in Jackson was whether
the health-care provider under supervision was a resident or an
intern), the physician responsible for such supervision owes
the patient a duty of reasonable care in that supervision.
Among the factors that affect such standard of care are: “(a) the
complexity of the medical or surgical procedure being carried
out, (b) the level of training, skill, and knowledge the resident
or intern [or other health professional] possesses, and (c) any
written guidelines and procedures prescribed by the health-care
facility.” Id. The standard of care, therefore, requires that the
supervising practitioner be competent to judge when that
supervision requires his or her physical presence for
consultation, depending upon the patient’s medical needs and
circumstances.
SPHERE
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Centers for Medicare & Medicaid Services (CMS) Adopts Rule to
Pay Nurses for Chronic Pain Services
Despite the efforts of the American Society of Anesthesiologists (ASA),
the CMS elected to adopt a rule, effective January 1, 2013, to pay for
chronic pain services delivered by nurse anesthetists who have extremely
limited formal education or training in this specialized area of medicine.
Following is the press release from the ASA, which can also be found at:
www.asahq.org/For-the-Public-and-Media/Press-Room/ASA-News/ASARebukes-CMS-Rule-for-Jeopardizing-Patient-Safety-and-Quality-HealthCare.aspx
ASA Rebukes CMS Rule for Jeopardizing Patient Safety
and Quality Health Care
Final Rule Passed to Pay Nurses for Chronic Pain Services
Is Severely Flawed and Dangerous
Chicago — (November 1, 2012)
The American Society of Anesthesiologists (ASA) today expressed
its serious concern regarding the Centers for Medicare &
Medicaid Services’ (CMS) decision to adopt a new and untested
national policy that will allow Medicare funds to be used to pay
untrained providers to diagnose and treat chronic pain. The
policy jeopardizes patient safety, lowers the quality of health care
and increases the risk for fraud and prescription drug abuse.
“The basic premise of this rule is flawed,” said ASA President
John M. Zerwas, M.D. “At a time when government health care
programs are spending millions of dollars pursuing comparative
effectiveness, value-based payments and other quality related
measures, it is baffling that CMS would pursue a policy
departing so considerably from using evidence-based norms and
the ‘triple aim’ of improving care, improving health and reducing
cost.”
Additionally, CMS overruled its Medicare administrative
contractors (MACs) that reviewed this issue. These contractors
concluded the assessment skills required for the diagnosis and
treatment of chronic pain are not part of nurses’ training
curricula. By contrast, anesthesiologists’ extensive medical
training also includes a rotation in pain care during residency
training, and those choosing to specialize in pain medicine must
complete a minimum one year multidisciplinary pain fellowship.
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“Current restrictions on nurse anesthetists providing chronic
pain services are appropriate and necessary because nurse
anesthetists simply lack the training and education to accurately
diagnose, evaluate and treat patients with chronic pain,”
explained ASA Chair of the Committee on Pain Medicine Richard
W. Rosenquist, M.D. “Even in the hands of specially trained
physicians, chronic pain procedures are inherently dangerous
due to the anatomy and delicate structure of the spine and
nerves upon which chronic pain interventions are performed.”
By advancing this policy, CMS effectively endorses a group of
providers caring for Medicare patients even as the agency itself
acknowledges in the final rule that it is unable to assess whether
such providers are competent and qualified to deliver the care:
“We are unable, at this time, to assess the appropriateness of the
CRNA training relating to specific procedures. We are also unaware
of any data regarding the safety of chronic pain management services
when furnished by different types of professionals.”
ASA stands firm that the ambitions of certain providers must not
trump patient safety and quality care.
The Centers for Disease Control & Prevention (CDC) has labeled
prescription drug abuse an epidemic, and, in addition to the
Institute of Medicine (IOM) 2011 report Relieving Pain in
America, the White House Office of National Drug Control
Policy (ONDCP) has called for more education and training on
opioids. Such actions illustrate a clear disconnect between CMS
and other government agencies that make the safety of all
Americans their top priority through greater education.
Regrettably, the final rule failed to address this threat to public
health.
“Nurse anesthetists lack the ability to safely and effectively treat
patients with chronic pain using a comprehensive approach, and
to appropriately manage the medical conditions contributing to
their pain. Paying nurse anesthetists to provide chronic pain
services undermines efforts by these and other federal agencies to
curb prescription drug abuse,” continued Dr. Zerwas.
Please keep in mind that this new rule does NOT apply to nurse
anesthetists who practice in New York state. CMS elected to defer to each
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state’s scope of practice laws; that is, reimbursement is permissible only if
it is within the nurse anesthetist’s scope of practice to provide chronic
pain services pursuant to state law. Nurse anesthetists in New York are
NOT legally authorized to provide chronic pain services. However, we
must remain active on our government advocacy front because NYSANA
has promoted, and continues to promote, independent practice
legislation that will not only allow nurse anesthetists to administer
anesthesia without physician supervision but also to perform chronic
pain services. Our position paper opposing NYSANA’s independent
practice legislation can be found on the NYSSA Web site at:
members.nyssa-pga.org/images/nyssa/pdfs/Memorandum_in_Opposition_
Independent_Practice_2012_05_10.pdf
The ASA has articulated additional arguments relating to the CMS rule
that are constructive to our advocacy efforts on the issue of why it is not
appropriate to expand a nurse anesthetist’s scope of practice to include
chronic pain medicine:

Chronic Pain Fact Sheet [excerpts]
p Nurse anesthetists have neither the education nor the
training to perform chronic pain services. Two major Medicare
contractors, Noridian Administrative Services and Wisconsin
Physician Services (WPS), contractors that serve 19 states,
declined to use Medicare funds to pay for nurse anesthetists
providing chronic pain services. The contractors concluded that
the assessment skills required for the evaluation of chronic pain
and development of a plan of care were “not part of the CRNA
training curricula.”3
The contractor’s position is consistent with a recent Louisiana
court decision that examined whether nurse anesthetists had
sufficient education and training in chronic pain management.
As part of the litigation, then-President-elect of the American
Association of Nurse Anesthetists (AANA) Jackie Rowles, CRNA,
“acknowledged that there are no guidelines for assessing the
competency, skill set, abilities or training needed for CRNAs to
begin performing interventional pain management procedures.”4
The AANA’s own “Standards for Accreditation of Nurse
Anesthesia Education Programs,” specifically cite that no clinical
experience with “pain management (acute/chronic)” is required
as part of nurse anesthesia training.”5
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p Current restrictions on nurse anesthetists providing
chronic pain services are appropriate and necessary. Even
in the hands of specially trained physicians, chronic pain
procedures are inherently dangerous due to the anatomy and
delicate structure of the spine and nerves upon which chronic
pain interventions are performed. Specifically, many chronic
pain procedures are administered in and near the spinal
column and thus pose significant risks to patients. Potential
complications include allergic reactions, infections, bleeding,
nerve damage, spinal cord injuries (e.g., paralysis), and brain
stem tissue damage — all of which can require extensive and
costly medical interventions to address. Additionally, chronic
pain services include complex prescription medication
regimens involving opioids — where specialized physician
training is necessary to prevent potentially lethal side effects.
p Physicians provide chronic pain services. A variety of
physicians with specialty training in chronic pain management
— anesthesiologists, physiatrists, surgeons and other medical
specialists — appropriately deliver chronic pain services
throughout the country. Adopting a national policy to include
nurse anesthetists is unnecessary, unwise and will not improve
access. Medicare’s own data shows that nurse anesthetists
provide few, if any, chronic pain services, likely due to lack of
education and training, and, in particular, do not provide these
services in rural areas. In fact, Medicare’s data shows that
physicians are the overwhelming providers of pain services,
even in underserved areas, delivering over 99.8 percent of all
services.
A review of national Medicare claims data from 2010 shows
that of the nearly 2.4 million Medicare claims for the most
commonly billed chronic pain procedures, only 4,000 — less
than one-quarter of 1 percent (0.17 percent) — were billed by
nurse anesthetists.
Similarly, in looking at data associated with rural and
underserved areas, the 2010 Medicare claims data from Health
Professional Shortage Areas (HPSAs) for all procedures for
acute and chronic pain showed only 27 (0.2 percent) claims
from nurse anesthetists. The same data shows that physicians
billed for approximately 120,361 procedures in HPSAs during
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that same period of time. This bears repeating – only one in
4,000 patients in underserved areas receiving a chronic pain
treatment received care from a nurse anesthetist. The CMS
proposal will not improve access.
Full document can be found at:
www.asahq.org/for-members/advocacy/asa-opposition-to-medicarechronic-pain-proposal/talking-points.aspx
I wish to express my thanks to Jason Hansen, M.S., J.D., director of state
affairs, American Society of Anesthesiologists, for his assistance in
providing me background materials. 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
NOTES
1. Title 59 O.S.2011, § 567.3a(5) of the Oklahoma Nursing Practice Act (“Act”),
59 0.S.2011, §§ 567.1 - 567.19, creates the Oklahoma Board of Nursing
(“Board”) and establishes the scope of practice for nurses. The Act categorizes
and describes the various types of “Advanced Practice Registered Nurse[s]”
authorized to practice in Oklahoma. The Certified Registered Nurse Anesthetist
(“CRNA”) is one such Advanced Practice Registered Nurse. Id § 567.3a(5)(e).
Subsection 567.3a(10) defines a CRNA and sets out the statutory scope of
practice of a CRNA:
10.a.
“Certified Registered Nurse Anesthetist” is an Advanced
Practice Registered Nurse who:
(1)
is certified by the Council on Certification of Nurse
Anesthetists as a Certified Registered Nurse Anesthetist within one (1) year
following completion of an approved certified registered nurse anesthetist
education program, and continues to maintain such recertification by the
Council on Recertification of Nurse Anesthetists, and
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(2)
administers anesthesia under the supervision of a medical
doctor, an osteopathic physician, a podiatric physician or a dentist licensed in
this state and under conditions in which timely onsite consultation by such
doctor, osteopath, podiatric physician or dentist is available.
b.
A Certified Registered Nurse Anesthetist, under the
supervision of a medical doctor, osteopathic physician, podiatric physician or
dentist licensed in this state, and under conditions in which timely, on-site
consultation by such medical doctor, osteopathic physician, podiatric physician
or dentist is available, shall be authorized, pursuant to rules adopted by the
Oklahoma Board of Nursing, to order, select, obtain and administer legend
drugs, Schedules II through V controlled substances, devices, and medical gases
only when engaged in the preanesthetic preparation and evaluation; anesthesia
induction, maintenance and emergence; and postanesthesia care. A Certified
Registered Nurse Anesthetist may order, select, obtain and administer drugs
only during the perioperative or periobstetrical period.
[Emphasis added by Oklahoma Attorney General.]
2. “Supervision” as it is used in Section 567.3a(12), “Supervision of Advanced
Practice Nurse with prescriptive authority,” for example, means overseeing and
accepting responsibility for the work of the advanced practice nurse in ordering
and transmitting the prescriptions for drugs and medical supplies. Id.
3. http://bbnor.noridian.com/Bulletins/Medicare_Part_B/Medicare_B_News/
Medicare_B_News_Issue_273_October_6_2011_/CRNA_Practice_and_Chronic_
Pain_Management_-_Revised___.htm
4. Spine Diagnostic Center of Baton Rouge, Inc. v. Louisiana State Board of Nursing,
Appellate Court Decision (2008), page 16.
5. Standard for Accreditation of Nurse Anesthesia Educational Programs,
Council on Accreditation of Nurse Anesthesia Educational Programs, Revised
2012, page 23.
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Case Report

A Case of Prolonged Delayed Post-Dural
Puncture Headache Exacerbated by Air Travel
JAHAN PORHOMAYON, M.D., FCCP, AND NADER D. NADER M.D., PH.D., FCCP
VA WESTERN NEW YORK HEALTHCARE SYSTEM, STATE UNIVERSITY OF NEW
YORK AT BUFFALO SCHOOL OF MEDICINE AND BIOMEDICAL SCIENCES,
BUFFALO, NEW YORK

Abstract
The development of new spinal needles has reduced the incidence of postdural puncture headache (PDPH). Although it is clear that reducing the
loss of CSF from the dural puncture reduces the incidence of headache,
there are issues regarding the pathogenesis, treatment, and prevention of
PDPH that remain controversial. Air travel may impose physiological
alterations in the central nervous system that may be detrimental to
patients with PDPH. This report highlights a case of a young female
patient who suffered a severe, incapacitating post-dural puncture
headache during a high altitude flight in a commercial jet.
Introduction
The first case report of post-dural puncture headache (PDPH) was
described more than 100 years ago by Bier.1 It was later postulated that
PDPH is triggered by leakage of cerebrospinal fluid through the dural rent,
but the pain is probably caused by intracranial arterial and venous
dilatation.2 PDPH remains one of the major complications of spinal tap
performed for diagnostic purposes. Other adverse events after lumbar
puncture include dysesthesias, backache, nerve palsies, infections, and
bleeding disorders.3 The patterns of development of PDPH depend on a
number of procedure- and non-procedure-related risk factors. Knowledge
of procedure-related factors supports interventions designed to reduce the
incidence of PDPH. Despite the best preventive efforts, PDPH may still
occur and be associated with significant morbidity.4-5 Female gender is
believed to be an independent risk factor for the development of PDPH,
as demonstrated by the recent meta-analysis by Wu et al.6 The risks of
developing PDPH are also increased in young adults, especially after
repeated attempts with multiple dural punctures, and depend on the size,
type, and orientation of the needle.7 PDPH or “spinal headache” is usually
described as a severe, dull pain, usually frontal-occipital, which is
exacerbated in the upright position and decreased when the patient is
supine. It may or may not be accompanied by nausea, vomiting, and
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visual/auditory disturbances. The onset of PDPH is usually between two
and 72 hours after the lumbar puncture, but a latency period of up to 15
days has been described.8-9

Case Report
A 23-year-old Middle Eastern female developed acute unilateral eye pain
and generalized headache with visual disturbances associated with fatigue
and weakness in her lower extremities for two days. She presented to a
local community hospital and was examined by a neurologist. Physical
examination revealed exaggerated deep tendon reflexes and sustained
clonus of plantar extensor responses. Ophthalmologic examination was
normal. A spinal tap was performed in the neurologist’s office with a 22
gauge Quincke spinal needle between the third and fourth lumbar space
after the first attempt with free flow of clear cerebrospinal fluid (CSF).
This fluid was analyzed for IgG, albumin, and oligoclonal banding, which
confirmed the diagnosis of multiple sclerosis (MS); a magnetic resonance
imaging (MRI) of the brain was also obtained. All laboratory tests
confirmed the diagnosis of MS. The patient returned home with a followup appointment scheduled for two days later. She developed a severe
headache 10 hours after returning home. Her headache was localized to
the back of the head and worsened with ambulation. She returned to the
neurologist’s office the next day and was prescribed acetaminophen with
bed rest. Nevertheless, the severe headache on ambulation continued. In
addition, she experienced dizziness and neck stiffness over the next seven
days. Follow-up evaluation and repeat physical examination confirmed the
findings. The patient’s family remained concerned and decided to travel to
the U.S. for additional treatment and consultation. She sat during the
entire 18-hour flight from her hometown to the U.S. By the completion of
her journey, she had experienced increased, severe occipital and frontal
headache associated with nausea/vomiting, neck stiffness, and back pain.
The pain intensity increased particularly during aircraft takeoff. Upon
landing at the airport, she had to be transported by wheelchair to her car.
She was seen the next day by a neurologist in the U.S. and, after a
complete examination, was diagnosed with PDPH. A repeat MRI of the
brain was performed the same day (Figure 1). She was prescribed
complete bed rest, oral analgesics, and caffeine 300 mg orally. She was
seen again 72 hours later with similar complaints of occipital headache,
worse on ambulation, and was referred to a pain clinic for an epidural
blood patch. An appointment was scheduled with an anesthesiologist four
weeks later, after she obtained insurance coverage. An epidural blood
patch was performed by withdrawing 20 ml of blood from the right
antecubital vein under aseptic conditions. At the same time, the epidural
space was identified between the third and fourth lumbar vertebrae using
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the loss of resistance technique. Subsequently, 20 ml of blood was injected
into the epidural space. She had immediate relief of her headache and was
able to ambulate to her car without difficulty.
Figure 1

R: periventricular high signal intensity lesions in a distribution typical of multiple sclerosis
(Dawson’s fingers).
A: corpus callosal hyperintensities suggestive of a demyelinating process.
Patient does not have evidence of brain stem sagging, dilatation of veins or dural sinuses,
or effacement of hemispheric cortical sulci. Absence of these signs does not preclude the
diagnosis of post-dural puncture headache.

Discussion
Here we report a case of PDPH from a spinal tap performed for evaluation
of MS that lasted nearly six weeks post-procedure and was exacerbated by
air travel and prolonged sitting position. There is scarce data on prolonged
cases of PDPH and the physiologic impact of air travel on regional spinal
and intracranial pressures following dural puncture.
Despite the current recommendations for the use of atraumatic and
smaller sized spinal needles for diagnostic spinal puncture,10 we continue
to see cases of PDPH reported in the worldwide literature.11 Pedersen et al.
reported a 42% incidence of PDPH using a 22 Quincke needle in patients
undergoing diagnostic lumbar puncture.12 A study by Hammond et al.
reported an incidence of PDPH of 30% with the use of 20 and 22 gauge
Quincke spinal needles.7 Geurts et al. reported a PDPH incidence of 25%
in a prospective study of 80 patients less than 40 years of age who were
given spinal anesthesia through a 0.52 mm (25-gauge) needle.13 The
incidence of PDPH after lumbar puncture can be reduced from 36% to
0-9% with the use of a 24 gauge/0.56 mm atraumatic needle rather than a
22 gauge/0.7 mm traumatic needle. Thus, selection of the needle plays a
major role in the development of PDPH.11
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Additionally, air travel probably contributed to the exacerbation of the
patient’s symptoms. There are very few previously published case reports
of prolonged PDPH after air travel.14 Vacanti et al. reported a case of an
18-year-old soldier who developed PDPH after knee surgery. He had
increased headache with air travel seven days after the operation. The
headache intensified, particularly during takeoff, and subsided several
days later.15 Mulroy et al. reported an unintentional dural puncture after
epidural anesthesia that was treated twice with epidural blood patch. His
patient developed PDPH that lasted for six weeks after air travel and was
relieved with another epidural blood patch.14 Likewise, Panadero et al.
reported a case of a healthy 42-year-old adult male who underwent
arthroscopy with spinal anesthesia and was completely asymptomatic.
Thirty-six hours after the procedure and 10 minutes after aircraft takeoff,
he complained of severe headache and nausea. Symptoms subsided after
landing and resolved a few days later.16 It was postulated that rapid
decompression during aircraft takeoff may have altered the relationship of
epidural and dural pressures and resulted in increased CSF leak during
landing or takeoff. Additionally, the autoregulatory control of CSF
pressure may have been impaired at high altitudes.17 In 1962, Safar et al.
also reported an increased incidence of PDPH when anesthesiologists
performed spinal anesthesia at high altitudes.18 Data available from Singh
et al. looking at lumbar CSF pressures in 34 Indian soldiers transported
rapidly via helicopter from sea level to an altitude of 5,867 meters
recorded pressures elevated 6-20 cm H2O above baseline, suggesting
impaired CSF pressure regulation with rapid ascent.19 Additionally, Wright
and co-authors recorded intracranial pressure indirectly by assessing
changes in tympanic membrane displacement in 24 healthy subjects on
rapid ascent to 5,200 meters, which suggested a rise in intracranial
pressure secondary to hypoxia.20-21
Therefore, a combination of factors may have contributed to our patient’s
severe PDPH. Not only did the size and type of needle play an important
role, but also air travel, high altitude, hypoxia, changes in CSF and
intracranial pressures, and prolonged sitting may have all contributed to
the worsening of her symptoms.
The autoregulatory mechanisms for maintaining CSF pressures may be
disturbed during high altitude flights. However, our current knowledge
regarding air travel and physiologic changes related to spinal and epidural
pressures is very limited. Further studies are needed to provide clinicians
with recommendations for the management of PDPH on long-range
intercontinental flights after dural puncture or central neuraxial
anesthesia. m
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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.
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A New Life
DIVINA J. SANTOS, M.D.

She is happiest in the special room
Enveloped by soft, heady, frilly pink.
Her hand drops to her growing belly,
Feels a kick one way and then another,
Communicating its lively presence,
Comforted by mother’s pitapat,
Thrilling to the gentle waves of her caress.
Mother closes her eyes, meditating,
Contemplating, composing,
Breathing in wondrous symphony
Only they can create together.
Drinking in heavenly scent of powder,
Baby soft fabric rubs ’gainst her cheek,
Synchronizing her strokes to
Bumps and nudges of the drums.
She swoons, overwhelmed by anticipation
For the warmth of life
When they be skin-to-skin on her breast.

Divina J. Santos, M.D., is an obstetrical anesthesiologist at
Montefiore Medical Center, Wakefield Division.
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Become a Member of
The Friends of Wood Library – Museum
Benefits of membership include:

• Updates on WLM acquisitions and projects
• Annual Appreciation Tea with WLM Board at the ASA meeting
• Special discounts on WLM books and products
Special Friends Memberships:
One Year — $40.00
Three Years — $100.00
Friends for Life — $500.00
Friends for Life (retired members) — $300.00

Mail your contribution to:
Wood Library-Museum of Anesthesiology
520 North Northwest Highway, Park Ridge, IL 60068-2573
Online contributions are also welcome. Go to:
https://woodlibrarymuseum.org/friend/
E-mail any questions to
wlm@asahq.org or call 847-825-5586.

Membership Update

New or Reinstated Members
October 1 – December 31, 2012
Active Members
DISTRICT 1

DISTRICT 3

Lynn Belliveau, M.D.
Pierre Casthely, M.D.
Margaret Chiu, M.D.
Richard Daigle, D.O.
Ramasamy Govindarajan, M.B.B.S.
Soheila Jafari-Kermanshahi, M.D.
Ying Lai, M.D.
Sharon Murillo, M.D.
Ashalatha Nair, M.D.
David Seligsohn, M.D.
Cheok Wong, M.D.
Panagiotis Zenetos, M.D.

Naheed Ahamadi, M.D.
Luydmila Altshuler, M.D.
Thomas Clough, M.D.
Stephanie Gargani, M.D.
Vijaya Kumar, M.D.
Glenn Mann, M.D.
David Vent, M.D.
Adam Yedlin, M.D.

DISTRICT 2

Mari Baldwin, M.D.
Adam Evans, M.D.
Sean Garvin, M.D.
Amit Goswami, M.B., B.S.
John Hagen, M.D.
R. Bruce Harper, M.D.
Rafael Honikman, M.D.
Amy Lu, M.D.
Milica Markovic, M.D.
Maria Mazzeo, M.D.
Agnes Miller, M.D.
Jothi Pirlamarla, M.D.
Lawrence Rabinowitz, M.D.

DISTRICT 4

Andrew Turinsky, M.D.
DISTRICT 5

Bradley Gilbert, M.D.
Sunil Prasad, M.B.B.S.
Rebecca Reeves, D.O., M.S.
Srinivasa Thota, M.B.B.S.
DISTRICT 6

Karen Jaranowski, M.D.
Christopher Werth, M.D.
DISTRICT 7

Krishna Mukkamala, M.D.
DISTRICT 8

Wesam Khalil, M.D.
Lisa Taitt-Wynter, M.D.
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Membership Update

New or Reinstated Members
October 1 – December 31, 2012
Affiliate Members
DISTRICT 2

DISTRICT 8

Toni Manougian, M.D.

Catherine Marino, M.D.

Resident Members
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DISTRICT 1

DISTRICT 2

Andrew Abdelmalek, D.O.
Cadat Broderick, D.O.
Jarva Chow, M.D.
Kimberly Craven, M.D.
Penina Dienstag, M.D.
Daniel Fitzpatrick, M.D.
Joshua Hamburger, M.D.
Xiangtian Hu, M.D.
Asma Khan, D.D.S.
Jason Kreiner, M.D.
Anzela Lee, M.D.
Hongjie Li, D.O.
Preeti Narayan, M.B.B.S.
Nancy Nwuneli, M.D.
Ruben Pagan, M.D.
Michael Pedro, M.D.
Robert Phan, M.D.
Lisette Pichardo, M.D.
Diego Reynoso, M.D.
Bassem Saad, M.D.
Mohammad Salam, M.D.
Puja Shah, M.D.
Leslie Terdiman, M.D.
Jeffrey Wu, M.D.
Na Yang, M.D.

Eric Band, M.D.
Natalle Renee Barnett, M.D.
Dorian Batt, M.D.
Katherine Chuy, M.D.
Ilana Fromer, M.D.
Andrew Goldberg, M.D.
Marc Gurny, M.D.
Shawn Hansberry, M.D.
Nicholas Haralabakis, M.D.
Guilherme Holck, M.D.
Nakiyah Knibbs, M.D.
Jingyi Li, M.D.
Lauren Licina, M.D.
Ilan Margulis, M.D.
Michael Marotta, M.D.
Lisa Mouzi, M.D.
Prabhkiran Nakai, M.D.
Jeny Ng, M.D.
Hannah Odunaiya, M.D.
Rohan Panchamia, M.D.
Sephalie Patel, M.D.
Katerina Reznikova, M.D.
Jason Santiago, M.D.
Jacob Schauer, M.D.
Kevan Stanton, M.D.
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Membership Update

New or Reinstated Members
October 1 – December 31, 2012
Resident Members

continued

Madatutola Dawodu, M.D.
Christopher DeAngelis, M.D.
Lewis Diamond, M.D.
Mebran Ebadi-Tehrani, M.D.
Alexander Hawson, M.D.
Kim Hoang, M.D.
Scott Kagie, M.D.
Stephen Little, M.D.
Jacqueline R. Lozano, M.D.
Derek Mitchell, M.D.
Kiritpaul Nandra, M.D.
Joseph Poli, M.D.
Yaser Rad, M.D.
Daniel Rothstein, M.D.
Jonathan Siskind, D.O.
Matthew Sobo, M.D.

DISTRICT 2 continued

Ottokar Stundner, M.D.
Daniela Ulrich, M.D.
Sabrina Wheatley, M.D.
Daniel Wyler, M.D.
Isaac Yoshi, M.D.
Shiyin Zhu, M.D.
Elena Zininberg, M.D.
DISTRICT 3

Christen-Jennifer Lee, M.D.
DISTRICT 5

Upasna Bhuria, M.D.
Meeta Patel, M.D.
DISTRICT 6

Ryan Anderson, M.D.
Ari Balofsky, M.D.
Spencer Burk, M.D.
Jennifer Chiem, M.D.
Cynthia Chinn, M.D.
Jonathan Chow, M.D.

DISTRICT 7

Michael Nayshtut, D.O.
Lu’ay Nubani, M.D.
Yuvesh Passi, M.B.B.S., M.D.

Recently Retired Members
DISTRICT 1

DISTRICT 4

Guadencio Arruejo, M.D.
Youssef Mahmoud, M.D.

Salem Bayoumy, M.B.B.S.

DISTRICT 2

Coral Nicholas, M.D.

Rochelle Didier, M.D.
William Dunleavy, M.D.

DISTRICT 7

DISTRICT 5

Siva Krish, M.D.
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