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President’s Message

Building Relationships Helps
Improve NYSSA Membership
PAUL H. WILLOUGHBY, M.D.

You are reading this because, as a member of the NYSSA, you want to
improve the field of anesthesiology in New York. We all care about our
patients. We all want to provide the best healthcare possible. In these
times of governmental change, what can we do to preserve and improve
upon the high quality of care that we provide? One of the most important
things we can do is to get involved in the NYSSA and to encourage all
anesthesiologists to do the same.
There are roughly 4,000 anesthesiologists in New York. Only two-thirds are
active members of the NYSSA. Our goal is to get everyone involved.
Through the years, marketing campaigns have failed. Why? Because, in the
end, improving membership is not about marketing; it is about
relationships. It’s impossible for the NYSSA to have a relationship with
someone through advertising.
In an effort to improve NYSSA’s relationship with non-members, our district
directors have begun making key contact lists. For each group, one member
is to be designated as the key contact and the group’s representative to the
district. Having one member as a “key contact” allows information to be
disseminated amongst the groups and facilitates the development of
relationships.
I learned the value of this approach when I was in District 5. There, all the
groups that wanted to be involved had representation in the district
governance and sent a member to each district meeting to learn and to
share information with the other members in the group.
In the past, one group or another had dominated the governance. This led
to the other members not wanting to be involved and dropping out of the
NYSSA. In order to resolve this problem, the members of District 5 decided
to reach out to all the groups and to spread the governance amongst those
groups that attended the meetings. Those who wished to be involved found
some role in the district. This greatly improved membership as well as a
sense of ownership in the Society.
When I came to District 8, I modified what I had learned in District 5 to fit
the new dynamic by listening to and developing relationships with all the
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members. Over the years, the membership in District 8 improved. Today, I
watch with great pride as Dr. Steve Schulman, director of District 8, reaches
out to all the members and develops the relationships necessary to continue
to improve our membership.
This method of equal representation has also been applied to the NYSSA
Residents and Fellows Section. No longer will one residency be able to pack
a room and have their residents attain all positions possible. Instead, each
program will have a representative and the leadership will be chosen from
that group. Dr. Brooke Albright has helped create a governance structure
that allows residents from all programs to have representation in the NYSSA
subcommittee. This will help the NYSSA to address the issues that affect
residents and fellows across New York.
The practice of anesthesiology varies across New York. While we may share
many of the same challenges, often, new and unique issues arise within
particular groups. If these issues are not addressed when they remain small,
they may eventually lead to larger problems that affect us all. Having key
contacts within each group will enable us to share information quickly and
to intervene when problems first arise.
It’s important for all current NYSSA members to work together to attract the
interest and participation of non-member anesthesiologists. There are
several ways to develop these valuable relationships: Volunteer to be a key
contact in your district; attend district meetings; develop relationships with
non-members and encourage them to join; participate in district functions;
and donate to NYAPAC. It may also help to develop group policies that
encourage all members of the group to become NYSSA members and to pay
dues through the group, if possible. Together, we are stronger. Together, we
can improve the care of our patients in New York. m

NYSSA Members:

Do we have your e-mail address?
The NYSSA sent an e-mail notice to all our members regarding 2010 committee
appointments. If you did not receive this notice, most likely we do not have your
current e-mail address on file.
To ensure that you are kept up-to-date about all NYSSA issues, please send your
e-mail address to maryann@nyssa-pga.org.

Editorial

Reflections on a Culture of Safety
JAMES E. SZALADOS, M.D., M.B.A., ESQ.

The Deepwater Horizon was an ultra-deep water,
dynamically positioned, semi-submersible offshore oil
drilling rig in the Gulf of Mexico that caught fire on April 20, 2010, and
sank on April 22. The Deepwater Horizon was built in South Korea in
2001, owned by Transocean, and leased to British Petroleum [BP] through
2013. Transocean is the world’s largest offshore drilling contractor. The
Deepwater Horizon cost approximately $350 million to build in 2001 (it
would likely cost at least double that amount to replace) and costs an
estimated $500,000 per day to contract. The oil rig represented the
cutting edge of drilling technology: In 2009 the Horizon drilled the
deepest oil well in history, reaching a vertical depth of 35,050 feet. It
utilized triple-redundant computer technology and satellite positioning to
keep the rig positioned within a few feet of its intended location at all
times. Presently, it is believed that formation fluids, including gas, seeped
into the well bore and apparently remained undetected by pressurecontrol blowout prevention equipment; even the redundant “deadman”
systems allegedly remained unactivated at the time of the explosion. At
press time, 11 workers remain missing, an oil slick of yet undetermined
magnitude and environmental impact threatens the Gulf of Mexico and
the shoreline of many southern states, and the economic impact of the
explosion and the oil spill remain speculative.
Healthcare is often modeled after other economic sectors when issues of
value, productivity, and quality are discussed. Despite enormous variation
and multitude of variables that distinguish individual patient encounters,
quality in medicine is frequently reduced to a standardized approach to
patient care. Medicine today strives toward a “culture of safety” that
represents shared individual and group values, attitudes, competencies,
and behavioral patterns that define a commitment to the elimination of
errors. Yet, despite increased attention to communication, standardization
of operating protocols, and redundancy of error detection systems,
mishaps continued to occur. In fact, some data would support that despite
a universal adoption of a “time out” prior to invasive procedures, the
frequency of wrong-sided surgery continues to increase. Moreover, from a
“quality” perspective, although there are no frequently common themes
that relate multiple critical incidents, from a truly analytic perspective, it is
also evident that each adverse event has unique defining characteristics.
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The Deepwater Horizon incident appears, at least superficially, to
represent the failure of multiple redundant safety systems designed to
detect a very rare but dangerous occurrence. This is in contrast to the
Challenger space shuttle launch decision, which, in retrospective analysis,
was arguably more a matter of time constraints, a risky shift, and a culture
of risk tolerance. Time will tell.
Nonetheless, anesthesiology continues to lead among medical specialties
in terms of safety accomplishments. In 1954, Beecher and Todd
determined that the risk of death related to anesthesia was approximately
one in 2,000. More recent data suggests that preventable anesthetic
mortality now approaches one in 100,000, or 500 deaths per 100 million
hours of anesthetic exposure. Certainly, advances in technology such as
pulse oximetry, capnography, and continuous cardiopulmonary
monitoring have greatly impacted the safety of anesthesia. In addition,
redundancy of monitors, parallel advances in other medical sciences such
as cardiology and pulmonary medicine, and a team model of perioperative
care have also greatly contributed to patient safety under anesthesia. In
addition, the widespread recognition that anesthesiology represents a
specialty of medicine, the associated rigorous residency selection process
and intense training program requirements, and the continual
developments in basic science and clinical research have all contributed
to our specialty-specific culture of patient safety.
Anesthesiology is recognized as a leader among medical specialties when
assessed on the basis of innovation, safety, and a team model of care.
However, we cannot let ourselves be lulled into complacency. There is
no absolutely safe system. Individually and as a specialty, we face
enormous pressures to increase throughput, to anesthetize riskier patients,
and to delegate aspects of care to non-anesthesiologists. We must assume
the role of the ultimate perioperative patient advocate and take every
reasonable precaution to ensure the maximum safety of our patients.
Despite the impressive current state of our scientific foundations, however,
some adverse outcomes may be unforeseeable and, thus, unpreventable. m
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From the Executive Director

The Unanswered Questions
About Healthcare Reform
STUART A. HAYMAN, M.S.

How will history judge the narrowly approved “overhaul” of the nation’s
healthcare system? While Congress and the president tout the Patient
Protection and Affordable Care Act as the panacea we’ve been waiting for,
there are many unanswered questions about what this legislation really
means for the majority of Americans. I believe that the law’s projected $940
billion price tag will be drastically exceeded and that the cumulative
negative impact of this legislation will far outweigh the positives. Dr.
Alexander A. Hannenberg, president of the American Society of
Anesthesiology, recently expressed the viewpoint of most physicians when
he wrote: “Congress had an historic opportunity to affirm and strengthen
the role of physicians in our nation’s health system ... The passage of these
bills represents an opportunity that was missed.”
The American Medical Association (AMA) has long been a supporter of
healthcare reform and universal healthcare. This legislation actually achieves
five of the seven health reform elements outlined by the AMA. Despite the
organization’s attempts to put a positive spin on the final bill, however, the
legislation fails to address two of the biggest issues that the AMA has been
championing for years: First, there is no permanent fix for the Medicare
Sustainable Growth Rate (SGR) formula, which inadequately reimburses
physicians. Second, the legislation does nothing to tackle tort reform.
Unfortunately, what the legislation does include are some questionable
financial projections that rely on medical reimbursement reductions and
new taxes.
Another association that may be accused of representing its constituents
ineffectually is AARP. While the healthcare bill includes an expansion of
Medicare’s well care and pharmaceutical coverage, it also includes $523
billion in Medicare spending cuts over the next decade. According to The
New York Times, the Congressional Budget Office estimates that the cost of
the legislation will be offset by a reduction in Medicare spending and new
taxes. This begs the question: With Medicare costs currently outpacing
inflation and more than 70 million baby boomers reaching Medicare age,
how can the government possibly cut a half trillion dollars from Medicare?
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Curtailing Medicare’s fiscal growth will greatly impact the government’s
ability to ensure sufficient levels and quality of care. Reduced funding and
more elderly patients will add up to longer wait times for physician
appointments and procedures. During the healthcare debate, Sen. George
LeMieux (R-FL) warned, “It’s not healthcare reform if the doctor is not in.”
With physicians all over the country opting out of Medicare even before the
new law takes effect, what is going to happen when reimbursements are cut
21 percent this year, with more cuts on the horizon? Who is going to
provide healthcare for our aging population? As millions more seniors look
to gain access to services, fewer physicians, ancillary care providers, and
facilities will be participating with Medicare. This dichotomy may lead to
the evolution of a tiered insurance system for the elderly. Those who can
afford alternative healthcare coverage will purchase it while those who can’t
will be forced to wait (as in Canada) for access to care. I think it’s safe to
assume that AARP and many other special interest groups will soon be
fighting for improved healthcare access and funding for their constituents.
What will reform mean for the average citizen? On the positive side, this
legislation extends healthcare benefits to approximately 32 million more
Americans. This is, indeed, welcome news, as every U.S. citizen is deserving
of access to quality, affordable healthcare. These benefits don’t come without
a price, however. In 2014, the fines begin for those who choose not to
purchase health insurance. What many Americans don’t yet understand is
that this fine is not just $695 annually. The fine is $695 or 2.5 percent of
your income — whichever is higher. According to information released by
the Congressional Budget Office in April, approximately four million mostly
middle-class individuals will pay an average penalty of $1,000 annually if
they do not purchase health insurance. In addition, in 2013, individuals
making more than $200,000 and couples making more than $250,000 will
pay additional taxes to support this legislation. These taxes include 0.9
percent on earned income and 3.8 percent on investment income. Those
plans that are considered to be “Cadillac” health plans will also be subject
to new taxes in the not-too-distant future.
My fear is that these identified costs are just the tip of the iceberg. I believe
that this legislation opens up a Pandora’s Box. While our elected officials
had admiral intentions, there no doubt will be long-term consequences for
all Americans that no one can predict with any certainty. It will be some
time before we know the true cost of the Patient Protection and Affordable
Care Act, both for the average U.S. citizen as well as the country as a
whole. m
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Ellis Medicine: Creating a More Efficient
Healthcare Delivery System
MICHAEL JAKUBOWSKI, M.D.

Ellis Medicine is the new “parent” of a unified hospital system in
Schenectady that combines the patient care traditions of Schenectady’s Ellis
Hospital, St. Clare’s Hospital, and Bellevue Woman’s Hospital into a stronger,
unified organization. Ellis Medicine is the sole provider of acute healthcare
services in the county of Schenectady, New York, primarily serving a
population of approximately 154,000 people. The Ellis system also serves as
a referral hospital for a five-county area with an additional population of
nearly 200,000 persons. Ellis Medicine provides services on three campuses:
the original Ellis Hospital; the Ellis Health Center at the former St. Clare’s
Hospital; and Bellevue Woman’s Center at the former Bellevue Hospital in
Niskayuna, a Schenectady suburb.
Ellis Medicine completes the restructuring of healthcare in Schenectady in
compliance with the mandate of the New York State Commission on Health
Care Facilities in the 21st Century, commonly referred to as “the Berger
Commission.” In 2007 the Commission mandated the closing of Bellevue
Hospital and the merger of Ellis and St. Clare’s hospitals, thus creating one
acute care hospital from the three hospitals in Schenectady. In 2008, as a
result of that mandate, Ellis Hospital assumed the operating certificates of
Schenectady’s two other hospitals and created Ellis Medicine.

The former St. Clare's Hospital houses the Ellis Health Center.
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Ellis Hospital was founded in 1885 as the Schenectady Free Dispensary and
has provided care to the Schenectady community continuously since then.
Ellis is known for quality programs in neuroscience, cardiac science,
vascular surgery, orthopedic surgery, general surgery, oncology, and
psychiatry. A strong anesthesiology department, established in 1956 by H.
Arthur Snell, M.D., with care delivered by physicians, enabled the
development of quality surgical services. In the 1970s, 1980s, and midway
through the 1990s, Ellis served as a regional trauma center and maintained
several freestanding residency programs. An 82-bed skilled nursing
residential and rehabilitation unit was opened in 1989.
St. Clare’s Hospital opened in 1949 and provided a wide range of medicalsurgical services focused on primary care, general surgery, obstetrics and
gynecology, plastic and reconstructive surgery, and orthopedic surgery. A
comprehensive community bariatric program was founded at St. Clare’s, and
the hospital was home to an accredited family practice residency and an
accredited dental residency program. From the early part of the 1960s, the
same private practice anesthesiology group that provided services at Ellis
Hospital, Schenectady Anesthesia Associates, PC, provided anesthesiology
services at St. Clare’s. Prior to consolidation, St. Clare’s had become the
center of charity care for Schenectady County.
Both Ellis Hospital and St. Clare’s Hospital also had strong critical care
medicine and emergency medicine services.

The Ellis cardiac surgery program has one of the state’s
lowest mortality rates for bypass surgery.
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Bellevue Hospital started as the Bellevue Maternity Hospital in 1931.
Bellevue’s focus has been in women’s care, largely uncomplicated obstetrics
and gynecological surgery. Other procedures and services for women, such
as breast care and pelvic health, were added in recent years. Anesthesiology
services were provided by a series of physicians until 1992, when George
Albright, M.D., restructured the anesthesia department and Mohawk
Anesthesiology Associates was incorporated in 1994.
In 2007 and 2008, Ellis Hospital implemented the process of reorganizing
and consolidating services. In-patient services, major emergency room
services, critical care, and complex specialty and referral services in all areas
are delivered at the Ellis Hospital facility. The Ellis Health Center, the former
St. Clare’s Hospital, serves as a medical home, with outpatient medicine,
family practice, pediatrics, and dentistry services. The Health Center also
houses a complete ambulatory surgical center, specialty outpatient services,
an emergency room focused on fast track, and ambulatory diagnostic and
procedure services. The Ellis Health Center is now the location of the
residential and rehabilitation facility.
The Bellevue Woman’s Center is the centralized facility for obstetrical
services, gynecological surgery, and other diagnostic and procedure services
for women.
An assessment of community health needs, the consolidation mandated by
the Berger Commission, and the development of alliances with community
physician practices have all fostered a focus on and development of
strengths in a number of service lines. Ellis Medicine has nationally
recognized programs in cardiology and cardiac surgery, neurology and
neurosurgery, bariatric surgery, and orthopedic surgery. Ellis is also known
for high-quality programs in laparoscopic general surgery, plastic and
reconstructive surgery, and psychiatric services for adults, adolescents, and
children. Primary care is provided to the entire community by strong
internal medicine and family practice departments with both private
practice and hospital-employed physicians. The associated family practice
residency program provides support to these physicians and benefits from
the educational relationship. Community-wide women’s health programs are
provided through the Bellevue Woman’s Center.
Now a 455-bed teaching hospital with 482 physicians and dentists on active
staff, Ellis is ranked among the top 5 percent of hospitals nationwide for
both patient safety and clinical excellence by HealthGrades, a leading
national healthcare ratings organization. It is the only hospital in New York
state to achieve both distinctions in 2009. Ellis has also received the Gold
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Award from the American Stroke Association for three years in a row and
the American Heart Association’s Silver Award for heart failure care. The
hospital has also been designated a Center of Excellence by the American
Society of Metabolic and Bariatric Surgery. Ellis has made a continuing
commitment to quality of care and patient satisfaction by working with the
evidence-based tools and processes that organizations can use to create and
sustain outcomes in service and operational excellence.
Ellis Medicine has continued the family practice residency and the dental
residency that were successful with St. Clare’s Hospital. Ellis historically has
hosted rotating specialty residents from Albany Medical Center and
continues to do so, with a particular strength in teaching orthopedic surgery
residents and internal medicine residents in emergency medicine. Ellis has
had and maintains a quality, long-standing degree nursing school program.
Recent graduates of this school have had a 100 percent success rate in
passing the nursing board examination.
The Anesthesiology Department of Ellis Medicine, chaired by Michael
Goldstoff, M.D., numbers 19 physicians and 10 nurse anesthetists. Ellis
Medicine continues the 54-year relationship with Schenectady Anesthesia
Associates, PC, a private practice anesthesia group founded in 1956 by H.
Arthur Snell, M.D., William Schwab, M.D., William McCafferty, M.D., and
Thomas McGarry, M.D., at the Ellis Hospital campus. The 41-year
relationship between Schenectady Anesthesia Associates and St. Clare’s
Hospital continues at the Ellis Health Center.

The American Society of Metabolic and Bariatric Surgery
recognizes Ellis Medicine as a Center of Excellence.

12

NYSSA — The New York State Society of Anesthesiologists, Inc.

Schenectady Anesthesia Associates provides the full range of surgical
anesthesia services, including cardio-thoracic, neurosurgical, major vascular,
and pediatric anesthesia. The anesthesiologists also provide acute and
chronic pain management services. The group is currently comprised of 15
anesthesiologists and employs eight nurse anesthetists who are always
directly supervised by an anesthesiologist.
Three members of Schenectady Anesthesia Associates (H. Arthur Snell, M.D.,
William McCafferty, M.D., and Michael Jakubowski, M.D.) have served as
president of the NYSSA. Other SAA members have been and are active in the
NYSSA House of Delegates and on NYSSA committees. Alan Posner, M.D.,
served as speaker of the NYSSA House of Delegates for 10 years and was
instrumental in updating the parliamentary process of the House.
The four physicians and two nurse anesthetists of Mohawk Anesthesia
Associates provide anesthesia at the Bellevue Woman’s Center.
Ellis Medicine’s goal is to create a more effective healthcare delivery system
for the communities it serves. Long-term plans include the construction of a
new, larger Emergency Department at the Ellis Hospital site, operating a
satellite Emergency Department in a neighboring county, and enhancing
women’s and infants’ services at Bellevue. The hospital’s nursing home has
relocated to the Ellis Center for greater space with more amenities.
Additional projects at the Ellis Center site include developing a “medical
home” that provides comprehensive primary care services for everyone in
the family. This is supported by a community shuttle for improved access to

An early 1960s demonstration of the Texas Model anesthesia machine
made by the Foregger Company. The physician demonstrating the machine is
Thomas McGarry, M.D., a former chief of the anesthesia department at St. Clare’s.
SPHERE
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care and health service navigators who connect patients to the clinical and
social services they need in the hospital and in the community. In addition,
the medical home is made unique by an innovative IT initiative to establish
an electronic health record that connects the hospital with participating
providers in the community.
By incorporating state-of-the-art technology and advanced medical
procedures with the traditional art of caring and a steadfast commitment to
provide the highest quality of care to each patient, Ellis has continued to
build upon its reputation as a trusted source of healthcare in the region. The
hospital, with more than 3,400 employees and more than 600 active and
associated physicians and dentists, is one of the largest employers in the
capital region.
Richard F. Daines, M.D., New York state commissioner of health,
congratulated the staffs of the three Schenectady hospitals on their successful
implementation of the Berger Commission recommendations, stating that
Ellis Medicine “is a strong, unified hospital system to serve the people of
Schenectady.” Ellis Medicine will continue that mission as a primary and
referral hospital system for Schenectady County and the surrounding
counties. m
Michael Jakubowski, M.D.
Attending Anesthesiologist, Ellis Medicine
Past President, NYSSA

The founders of Schenectady Anesthesia Associates included (front row, left to right)
Drs. John Sheridan, H. Arthur Snell, William McCafferty, Derek Sayers, and
(back row, left to right) Drs. Raymond Kelly, William Schwab, James Bell,
Thomas McGarry, and Mervyn Prichard.
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Albany Report

The 25th Anniversary of the
NYSSA Legislative Day
CHARLES J. ASSINI, JR., ESQ.

This year marks the 25th anniversary of the NYSSA annual Legislative Day
in Albany. I have had the good fortune to be able to work on behalf of and
with NYSSA leadership in developing the agenda and planning for all 25
of our Legislative Day sessions. However, without you, our members,
taking the time out of your hectic schedules to participate and advocate
for preserving safe anesthesia and other legislative issues of importance to
the specialty of anesthesia, our program over the years would not have
been successful. Moreover, it is a tribute to you (and your colleagues who
keep the operating rooms going) that our attendance has been very solid.
We often hear legislators and candidates offer the observation that they
will not be influenced by “special interests.” I assume what is meant by
that comment is that lawmakers will make decisions on legislation based
on listening to their constituents and to those with firsthand and direct
knowledge of a particular subject. Your engagement with your lawmakers
and your knowledge of the issues makes your presence in Albany
invaluable. You easily and effectively describe your education, training,
and the medical specialty of anesthesiology as well as the approach to
enhancing the specialty to provide effective and safe anesthesia patient
care better than anyone. I would like to take this opportunity to thank
you all again for your participation. I would also like to highlight the key
legislative priorities for this legislative session and the new challenges we
face with respect to preserving safe anesthesia in New York state. Finally, I
would like to take the time to reflect upon an historical overview of the
legislative issues that we have confronted, the framework of our
multifaceted advocacy strategy, and how to apply these lessons to future
challenges.

Scope of Practice
The NYSSA leadership has again established preserving safe anesthesia
standards as a critical legislative priority for reasons well known to all of
you; however, this legislative session presents potentially new challenges
based upon two recent developments:

p The first development was the decision by California Gov.
Arnold Schwarzenegger to opt out of the CMS provision
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requiring physician supervision of nurse anesthetists. California
is the 15th state to opt out of the Medicare rule requiring
physician supervision. The California opt out is likely to
energize the New York State Association of Nurse Anesthetists
(“NYSANA”) to use this example as a means to advance their
position to secure independent practice in New York state
because of some of the similarities between California and New
York state.
p The second development relates to a dialogue that occurred last
year at this time between NYSSA and NYSANA leaders initiated
by Sen. Toby Ann Stavisky, chair of the Senate Higher Education
Committee, to discuss our respective views on contrasting bills
that define the scope of practice of CRNAs that are pending
before Sen. Stavisky’s committee. What I found most revealing
was NYSANA’s statement that legislation codifying the practice of
nurse anesthetists is needed to achieve equal bargaining status
and power with anesthesiologists in order to allow nurse
anesthetists to: (i) contract directly with ambulatory surgical
center owners and rural hospital executives for the provision of
anesthesia services (i.e., those practice venues and locations that
NYSANA claims are not currently being served by an
anesthesiologist); (ii) negotiate directly with third-party payers;
and/or (iii) create a collaboration standard (as opposed to a
medical supervision standard), which they claim will not impact
the manner anesthesia is currently delivered in New York state.
Although it remains unclear whether, and to what extent, lawmakers will
be swayed by arguments advanced by NYSANA or whether NYSANA will
use the California opt-out decision to convince lawmakers on the fence to
embrace independent practice, we have been and must remain vigilant.
Political Advocacy: Our political advocacy consists of implementing and
refining a multifaceted approach that includes as its fundamental
framework the following elements:

p Working with NYSSA leadership on a regular basis to
brainstorm and refine our political agenda.
p Developing and disseminating legislative memoranda and
position papers on the topic of preserving safe anesthesia,
including:
p Council on Licensure, Enforcement, and Regulation (“CLEAR”):
Questions a legislator should ask when confronted with a
request for professional licensure and our responses.
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p Safe Anesthesia v. Independent Practice:The Debate in a
Nutshell.
p Talking Points in Support of Safe Anesthesia Legislation (Bill
S.5403/A.4509A Klein/Morelle).
p Working closely with our Albany lobbyists, Weingarten, Reid &
McNally, LLC, to identify key lawmakers who will serve as
advocates for and support our bill for preserving safe anesthesia
(S.5403/A.4909A Klein/Morelle).
p Facilitating effective communication with the governor’s office,
Department of Health, and the State Education’s Office of the
Professions.
p Seeking MSSNY’s support.
p Providing district directors and our members with updates in
the form of “Albany Reports.”
p Seeking your support for political events for legislative leaders,
the governor, and other elected officials.
p Planning and facilitating legislative visits during our annual
Legislative Day.
Historical Perspective: Over the past several years, NYSSA’s leadership (the
individual officers, directors, and NYSSA Executive Director Stuart
Hayman) and I have devoted our time, energy, and resources to preserve
safe anesthesia standards. We strive for a proactive role to anticipate and
confront challenges and to seize opportunities that present themselves.
Outlined below are some notable examples.

p Clinical Guidelines for Office-Based Surgery: Dr. Scott Groudine
and Dr. Rebecca Twersky served on the New York State Health
Department’s committee to develop the guidelines. NYSSA
provided testimony to the committee developing and updating
the guidelines and assisted the attorney general by preparing an
amicus curiae brief when NYSANA sought injunctive relief and
declaratory action to render the guidelines null and void. The
guidelines appropriately extend anesthesia care standards to the
physician office setting.
p NYS Department of Health Live Liver Transplant Regulations: NYSSA
met with Department of Health officials and provided input
regarding draft regulations. Regulations were promulgated
mandating personal involvement of an anesthesiologist.
p NYS Department of Health and Direct Personal Supervision of Student
Nurse Anesthetists: NYSSA responded to the Department of
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Health’s inquiry regarding our interpretation and position
regarding the meaning of direct personal supervision of student
nurse anesthetists that resulted in the Department of Health
preserving the standard that either an anesthesiologist or CRNA
should be physically present while a student nurse anesthetist is
administering anesthesia.
Medicaid Teaching Rule: NYSSA met with Department of Health
Medicaid officials to advocate modification of the Medicaid
teaching rule to bring it into conformity with the recently
revised Medicare teaching rule. The result was to preserve direct
involvement of attendant anesthesiologists in the direction of
anesthesia for Medicaid patients without fear of government
audit.
Medicaid and Anesthesia Care Team: NYSSA met with New York
State Department of Health Medicaid officials to clarify that a
private anesthesiology group may utilize the anesthesia care
team (i.e., supervise nurse anesthetists) when providing care to
a Medicaid patient.
Nurse Practitioner in Anesthesia: NYSSA met with New York State
Education Department officials — in particular, Office of the
Professions officials — to express our views and concerns with
the creation of a “nurse practitioner in anesthesia” designation.
The result was the Office of Professions rescinded the “nurse
practitioner in anesthesia” designation.
Governor s Office and the Opt-Out Rule: NYSSA continues to have
ongoing communications with the governor’s office (the
executive branch) regarding the CMS opt-out rule. Based upon
our interpretation of the opt-out rule and the state’s laws that
mandate medical supervision of a nurse anesthetist, the opt-out
rule does not apply in New York state. However, the California
Society of Anesthesiologists (“CSA”) believes that their state law
also precludes an opt-out. CSA is now embroiled in costly legal
action to seek a declaratory judgment that the governor is
without authority to opt-out and to rescind the opt-out
decision. In addition to monitoring the developments associated
with CSA’s legal challenge, we continue to monitor the impact, if
any, of the opt-out decision on other states.
Surgeon Liability: On behalf of NYSSA, I consulted with Medical
Liability Mutual Insurance Company (“MLMIC”) to address
issues relative to claims by NYSANA that a surgeon who

NYSSA — The New York State Society of Anesthesiologists, Inc.

p

p

p

p
p

supervises a nurse anesthetist is “surcharged.” The response was
that this was an untrue statement.
Anesthesiologist Assistants (AAs): The NYSSA leadership
researched, analyzed, and debated at the House of Delegates the
pros and cons of introducing anesthesiologist assistants (AAs) in
New York state. We reviewed the experiences of a Department
of Health-approved AA pilot program at an academic hospital.
Medical Direction — Legal Standard: On behalf of NYSSA, I
prepared memoranda outlining the legal issues relative to: (i)
the issue of legal standards when an anesthesiologist medically
directs a nurse anesthetist and the consequences associated with
an alleged breach of the standard; (ii) a surgeon’s obligation to
supervise a nurse anesthetist and the surgeon’s legal duty; and
(iii) a surgeon’s liability exposure for a procedure under which
the anesthetic is administered by a nurse anesthetist as opposed
to an anesthesiologist.
PACU Standards: NYSSA assessed and entertained a dialogue
between NYSSA members and the New York State Department
of Health on the issue of incorporating PACU standards into the
Health Code.
Anesthesia Workforce Surveys: NYSSA served as a resource to the
Hospital Association of New York State (HANYS) when they
conducted a statewide anesthesia workforce survey.
Use of the Term Doctor : NYSSA expressed our views and
concerns to the New York state attorney general with respect to
a non-physician who introduces him/herself to patients as
“Doctor” (please see my “Albany Report” article in the spring
2009 edition of Sphere).

Some Present Projects: In addition to our effort to preserve safe anesthesia,
the NYSSA leadership is also working on behalf of the membership in the
following areas:

p Workers Compensation Rate: A meeting with the chair of the
Workers’ Compensation Board was held on April 20, 2010, to
lobby for an increase in the workers’ compensation anesthesia
conversion rate. As many of you may know, the rate has not
been increased since 1996 and the New York state rate is one of
the lowest among its neighboring states. NYSSA leadership
(together with MSSNY) also recently signed on to a letter
submitted by the AFL-CIO in support of higher physician fees
in New York state.
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p Out-of-Network: A meeting is being scheduled with the
superintendent of insurance (or designee) to discuss our views
on the state Insurance Department’s proposed regulations on
this topic (please see my “Albany Report” article in the winter
2008/2009 edition of Sphere). Related to this topic is the
proposed direct assignment legislation (Bill A.766,
Assemblyman Gottfried). We have communicated with MSSNY
that we stand ready to assist them in their support of this bill
should the opportunity present itself this session. We applaud
the introduction of this legislation, which provides the following
in the sponsor’s memorandum:
JUSTIFICATION: A new managed care practice is
emerging where health insurers are prohibiting
consumers from authorizing direct reimbursement from
their insurer to their out-of-network provider. The
reason, the plans say, is the need to educate consumers
about the true cost of their healthcare.
The clear and objectionable result, however, will be yet
another collection problem for providers who are already
feeling the strain of limited resources. The not-so-subtle
message to providers is to stay in a plan’s network
regardless of the inadequacy of compensation. This bill
would clarify that consumers have the option to
authorize direct reimbursement from their insurer to
their out-of-network provider.
Meaningful reform in the managed care industry is
critical to ensure that New Yorkers are provided access to
quality healthcare. The move toward greater
consolidation in the managed care industry is having a
significantly negative impact on patients and providers.
That, coupled with the many other harmful industry
practices and trends, is creating enormous pressures on
how healthcare services are being accessed and delivered.
Dominant health plans with major market shares in their
region have considerable leverage to dictate terms and
rates to providers. The imbalance is made worse by antitrust limitations that prevent providers from negotiating
in any manner that would somewhat level the disparity
of power between the parties. Even worse, however, is
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the growing number of subtle and not-so-subtle
practices, like the one this bill proposed to prohibit,
designed to discourage members from using their
benefits and/or prevent providers from dropping out of
the plan’s network despite the inadequacy of
reimbursement.

p No-Fault Regulations: The MSSNY Interspecialty Committee
(NYSSA members Dr. Steven Schwalbe and Dr. Zvi Herschman
are part of the committee) are working with the New York State
Insurance Department to revise the no-fault regulations.
Outlined below is testimony presented by Dr. Jeffrey Kahn.
[Information about the meeting from Morris ( Moe ) Auster,
counsel for MSSNY Division of Governmental Affairs: Syracuse
physiatrist Jeffrey Kahn, M.D., participated on behalf of
MSSNY in a contentious roundtable convened by Assembly
Insurance Committee Chair Joseph Morelle (D-Rochester) to
discuss proposals to reform the no-fault system. Dr. Kahn is
chair of the MSSNY Workers Compensation and No-Fault
Insurance Committee. Other public officials participating in the
roundtable included New York State Insurance Superintendent
James Wrynn and several members of the New York State
Assembly. In addition to Dr. Kahn, participants in the
roundtable included the New York State Trial Lawyers
Association and numerous representatives of auto insurance
companies and insurance agents. MSSNY was the only
healthcare provider association participating in the forum.]
My name is Dr. Jeffrey Kahn and I am here today as chair
of the Committee on Workers’ Compensation and NoFault Insurance of the Medical Society of the State of
New York, which represents the rights and interests of
the honest and hardworking physicians who voluntarily
choose to provide medical care to those persons injured
in motor vehicle accidents.
The invitation letter to today’s roundtable discussion asks
“whether the no-fault insurance industry is in need of
reform” and asks us to “propose viable solutions if
reforms are needed.” In response, we offer these
observations and comments:
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It is the position of MSSNY that the no-fault insurance
industry is both in need of reform and that viable
solutions do exist.
MSSNY is in support [of] any reasonable measures to
reduce and prevent fraud in the no-fault system, when
applied in a uniform, fair, consistent, and objective
manner.
Staged automobile accidents leading to fake injuries,
billing for testing or treatment which was not required or
never occurred, and the criminal networks which may
include healthcare providers, adjustors, attorneys,
automobile repair shops, and others who promulgate
such illegal behavior should and must be eradicated,
with effective prosecution applied.
But it is also our position that any reform must eliminate
the inappropriate actions of those in the insurance
industry who treat honest physicians and patients as if
we, too, are criminals, issuing denials in an arbitrary and
capricious manner, based on their own internal policies
which conflict with or distort Regulation 68 mandates,
within a system which provides those who are harmed
with too little in the way of effective recourse.
This is the most common type of abuse of the no-fault
system, occurring daily across thousands of claims in this
state, and, while less publically visible, it is well known
within the medical and legal communities, and is
potentially more harmful to the economic health of our
state than has been recognized.
MSSNY will support and promote the introduction of
Regulation 68 revisions which place the ability to achieve
positive clinical outcomes over the desire for short-term
profits, and will support those revisions which legislate
that the fraudulent behavior of a few cannot be used to
punish the honest many.
It is critical to understand that when treatment is
inappropriately denied or becomes inaccessible, and
patients do not recover from their injuries or return to
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work, the financial burden is then shifted from privately
paid no-fault insurance premiums to publically
supported benefits, such as food stamps, public
assistance, Medicaid, Medicare, and Social Security
Disability. While this may serve to improve the financial
bottom line of those who exercise such denials, it
simultaneously destroys the financial bottom line of our
state and county governments, which can ill-afford such
additional financial burdens during these difficult times.
On January 26, the NYSWCB released a statement
rescinding the usage of a newer version of the C-4 series
of medical report forms, in response to a critical shortage
of medical providers in the greater Rochester area who
had found the cost and time required to complete these
forms so burdensome to their practices that many
providers voluntarily resigned from treatment of injured
workers.
Review of the proposed revisions to the NF-3 forms,
which requires lengthy multipage paper-based
submissions for each visit, suggests dangerous parallels to
those WCB regulations which led to the present critical
provider shortage situation.
In a population of physicians already sensitized under
workers’ compensation to this type of problem, and
whose willingness to treat patients under no-fault
insurance is already diminished by the widespread
perception that payment for care will never be received,
this could create a new parallel critical shortage of
providers under no-fault insurance statewide.
Therefore, it is the recommendation of MSSNY that any
and all revisions to the present no-fault system must be
made with the clear understanding that the participation
in no-fault by physicians in NYS is voluntary, that critical
medical decision making cannot be left in the hands of
claims adjustors with no medical knowledge and whose
job performance is judged not on positive outcomes but
on how many claims they can close each quarter, and
that any legislation which creates even the slightest
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opportunity for inappropriate denials of treatment and
payment will ultimately drive up costs, rather than
reducing them.
MSSNY believes that “good medicine is good business”
for all of us, and that the focus of any new regulations
must emphasize the creation of a new clinically,
financially, and technically user-friendly no-fault
environment to both attract and retain the best and
brightest physicians, while eliminating the present
negative atmosphere in which we are treated with
contempt and are limited in ability to effectively treat
those who deserve the best care available.
Thank you, Chairman Morelle, for the opportunity to
participate in this roundtable discussion on no-fault
insurance, and I would at this time be pleased to answer
any questions from yourself or the other participants.
In closing, I wish to extend again my appreciation for your support in
attending our annual Legislative Day in Albany over the past 25 years.
It is hard to believe it has been a quarter of a century, and I appreciate
the opportunity to serve you. m
Charles J. Assini, Jr., Esq.
NYSSA Board Counsel and Legislative Representative
Higgins, Roberts, Beyerl & Coan, P.C.
1430 Balltown Road
Schenectady, NY 12309-4301
Our website: www.HRBCLaw.com
Phone: 518-374-3399 Fax: 518-374-9416
Email: CJAssini@HRBCLaw.com
and cc: GKCarter@HRBCLaw.com
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Member Profile

2009 Distinguished Service
Award Winner Peter Kane:
Mentor, Colleague, and Friend
RICH BEERS, M.D

“He may be Peter, but he’s OUR Peter,” was one of the first statements I
heard used to describe Dr. Peter Kane. Single words or phrases, it seems,
do not fully capture his essence. Several are necessary, ranging from
“clinician” to “curmudgeon” to “spry strategist” and “wise confidant.”
Dr. Kane is my mentor. In truth, few have done more to attract the best
and brightest to our specialty. Without his efforts, the NYSSA Residents
Section would not be what it is today. Many of our current leaders have
come up through the ranks under the tutelage of Dr. Kane. He instilled
the importance of advocacy and engagement through organized medicine
— something not well taught in residency programs. For this, I am
grateful, and I join many in this sentiment.
Peter Kane is a colleague. I recall seeking his advice for many a clinical
dilemma. If you could stomach the slice of humble pie that accompanied
the drink from the well of knowledge, then you would reach an “aha”
moment.
Our former residents routinely recount him as “the master of the mask.”
After several cases with Dr. Kane, residents would come to the office
massaging their hypothenar eminence and complaining of similarly
located muscular cramps and tenderness. Miraculously, each also felt
lighter, having recently parted with the pound of flesh that had been
extracted during Dr. Kane’s bedside teaching session.
A student of Dr. Dripps and the University of Pennsylvania’s
anesthesiology residency program, Dr. Kane’s resident contemporaries
included other renowned anesthesiologists of the day such as Dr. Gerard
Ostheimer. Peter Kane came to Syracuse as the first anesthesiologist with
sub-specialty training in cardiac anesthesia. The rest is history.
Peter is a friend. There are many who talk the talk, but few who walk the
walk. The specialty of anesthesiology is fortunate to have Peter Kane as its
friend and advocate. I, too, am honored to be able to call him such. From
my first interview at Upstate (“Why the *$%# do you want to come to
Upstate New York and spend six months of the year in the snow?”) to the
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PGA in December 2009, where Dr. Kane received the NYSSA’s
Distinguished Service Award, I have always know him to be, well, shall we
say, full of cra…ckle (you know, like “sizzle”).
Our specialty, our society, and we as individuals salute Dr. Peter Kane as a
mentor, colleague, and friend. m

Dr. Peter B. Kane (left), NYSSA’s 2009 Distinguished Service Award
recipient, is congratulated by Dr. Alan E. Curle.
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In Memoriam

Louis R. Orkin, M.D.
1916-2010
Dr. Louis R. Orkin died on April 16, 2010, after a
two-day illness. His family was at his side. A memorial
service was held in New York City on May 3.
A New Yorker all his life, Dr. Orkin started college at New York University.
His father, concerned that he was too young to cement a relationship with
a lady friend he had known since age 11, sent him to Wisconsin for three
years. This forced separation did not work and Lou returned to New York
to marry his love, complete his studies. and graduate from New York
School of Medicine in 1941 (in that order).
With the outbreak of World War II, Lou joined the U.S. medical core in
1942. He was sent to Europe and participated in the Italian campaign and
the liberation of the continent until 1945. He was awarded a Bronze Star.
Upon his return to New York, and influenced by the theater of war and
the lack of pain relief, Lou joined Dr. Rovenstine’s program in
anesthesiology at NYU/Bellevue. Residency at that time was a far cry from
what we know today. Film footage from the 1940s shows Lou dripping
ether and later vinethane onto a metal mask under the direction of Dr.
Rovenstine and attending lectures in amphitheaters where the anesthetized
patient was the main attraction. After a short training program, Lou
entered private practice in Connecticut, giving anesthesia for surgical cases
whenever he was called. Remembering his promise to his father to give
back to the community for all the sacrifices his family had made to ensure
his medical education, in 1950 he returned to academic life at Bellevue as
an associate professor. When the Albert Einstein College of medicine
opened in 1955, he became the first chair of anesthesiology, a position
that he held for 27 years until his retirement in 1986.
Beginning with the first PostGraduate Assembly in 1946, Lou was
involved in the organization of what was to become the second-largest
annual meeting in anesthesiology. From 1957 until 1959 he was the PGA
general chair. Active also in the political arm of the New York State Society
of Anesthesiologists, Lou was president of the organization in 1964.
As chair of the fledgling department in the Bronx, Lou quickly attracted
excellent residents and staff, among them Drs. Gertie Marx, I Cary
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Andrews, Howard Zauder, Sol Hershey, Silvio Baez, and many others who
went on to make important contributions not only to the understanding
of anesthesia but to education and political advancement. Lou, himself,
authored almost 90 peer-reviewed papers. But his greatest contributions
that made him into such a successful leader were his genuine love of the
specialty, his joy of teaching, and his support of his staff. His door was
always open; he was ready to listen to even the most trivial of problems.
His decisions were not always happily perceived and disagreements could
be loud, but they were of short duration and everyone just got back to
work.
After retiring from his position at the Albert Einstein College of Medicine,
Dr. Orkin enrolled at the Kingsborough Community College in an
associate degree program in applied science. He passed with A’s in all
courses except first aid.
An avid fisherman and sailor all his life, stories and memories recounted
over the past few weeks emphasized these passions. He often invited his
staff to join him and his wife, Flo. My son, in particular, remembered
sailing with his two younger brothers and Lou and Flo. Whenever Lou got
a catch, he gave the reel to my son (who was no more than 10) and
afforded him the thrill of reeling in his own fish!
Without the passion, wisdom, and foresight of Dr. Orkin, I do not believe
that anesthesiology in the United States and in many countries of the
world would have reached the level of recognition that it now enjoys. m
Elizabeth A. M. Frost, M.D.
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Distinguished Service Award

The New York State
Society of Anesthesiologists, Inc.

Distinguished Service
Award
Each year the House of Delegates of The New York State Society
of Anesthesiologists bestows The Distinguished Service
Award on an outstanding member of our Society. The award
recognizes significant contributions to anesthesiology and the
NYSSA and is the highest honor that our Society can give to any
member.
As outlined in the NYSSA Bylaws:
1. The recipient must be an anesthesiologist who has been an
Active member in good standing of the NYSSA for a
minimum of 10 years.
2. The recipient must have provided significant service to the
NYSSA by playing an active role in anesthesia education
and/or an active leadership role in the NYSSA.
3. The award must not be given posthumously.
4. Serving members of the Judicial and Awards Committee and
officers of the NYSSA are not eligible to receive the
Distinguished Service Award.
Any member of the NYSSA may submit a nomination. There is
no nomination form. We request only a letter from you
indicating why you believe your candidate deserves this honor.
Please stress his/her significant contributions to anesthesia
education, research, or political/administrative activities. The
candidate’s current curriculum vitae should also be included.
Please send your nomination to Robert S. Lagasse, M.D., at
NYSSA headquarters before July 15, 2010.
Only by your active participation in the nominating process can
we be assured that the most deserving will receive their due
consideration.
Robert S. Lagasse, M.D., Chair
NYSSA Judicial and Awards Committee

Highlights of the ASA Legislative Conference
NYSSA members and staff attended the ASA’s Legislative Conference in
Washington, D.C. The conference, held in late April, is the specialty’s largest
meeting focusing on state and
federal legislative, regulatory,
and political issues impacting
the ASA and anesthesiology.

Dr. Andy Harris (left), an anesthesiologist
running for Congress in Maryland’s 1st District,
talks with Dr. Robert Johnstone, ASA vice
president for professional affairs, and NYSSA
President Dr. Paul Willoughby.

NYSSA members met with members
of Congress at the U.S. Capitol.
Drs. Larry Epstein (left) and Scott Plotkin enjoy
dinner in Washington.

Drs. Steven Porter (resident) and
Paul Willoughby attended the
conference in Washington, D.C.
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Drs. Steven Porter
(resident) and Scott
Plotkin join Congressman
Christopher Lee (center)
and Drs. Kathleen O’Leary
and Alan Strobel.

Those who attended the ASA’s Legislative Conference
stayed in the heart of the nation’s capital.

Drs. Vilma Joseph and David Bronheim
joined their colleagues in Washington.

Mr. John Shiner (left),
congressional staff to
Rep. Charles Rangel
(D-NY), meets with
Drs. Paul Willoughby
and Brooke Albright
(resident).
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NYSSA Members Attend
the MSSNY Annual Meeting

NYSSA members Drs. Michael
Simon (left) and Lawrence
Routenberg attended the MSSNY
Annual Meeting as delegates.

NYSSA and ASA Past
President Mark Lema,
M.D., Ph.D., (back left)
served as a delegate to
the MSSNY Annual
Meeting in Tarrytown,
New York.

NYSSA member Dr.
Michael Simon (right)
reviews his notes
during a break at the
MSSNY meeting.
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NYSSA lobbyist Steve
Weingarten, Esq.,
Weingarten, Reid &
McNally (left) and NYSSA
Executive Director Stuart
Hayman (right) meet with
New York State Sen. Bill
Stachowski. Sen.
Stachowski agreed to
become a cosponsor of the
Safe Anesthesia Bill.

NYSSA representatives attended a meeting on April 20 with the chair of the
Workers’ Compensation Board and several members of his staff. The
Compensation Board chair noted that his office is now reviewing workers’
compensation provisions relating to chronic pain. Attendees were advised that
NYSSA member inquiries should be directed to Joseph Salamone, director,
Health Management, at joe.salamone@wcb.state.ny.us. Mr. Salomone and
members of his staff indicated a willingness to provide NYSSA members
information (or direct them to an appropriate official in the office).

Dr. Rose Berkun (left), Steve Weingarten, Esq.,
Karen Engler (from NAPA) and Bob Reid were
in attendance at the meeting.

Drs. Andrew Rosenberg (left) and Alan
Strobel joined their NYSSA colleagues to
discuss workers’ compensation issues.
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NYSSA Members Help Make
MSSNY Legislative Day a
Success
Sen. Toby Ann Stavisky, chair of the Higher
Education Committee, meets with NYSSA
President Dr. Paul Willoughby.

(Left to right) Drs. Scott
Plotkin, Rose Berkun, and
Vilma Joseph visit with
Sen. Jeffrey Klein, along
with Chuck Assini, Esq.,
Dr. Lawrence Epstein,
Steve Weingarten, Esq.,
and Dr. David Bronheim.

Dr. Lawrence Epstein (left) spends time with
Sen. Kenneth LaValle and orthopedic surgeon
Dr. William Walsh.
NYSSA President Dr. Paul Willoughby
represents NYSSA members with
Assemblyman Joseph Morelle, chair of
the Committee on Insurance.
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(Left to right) Drs. David Bronheim,
Salvatore Vitale, Paul Willoughby, Alan
Curle, Kevin Glassman and Steve
Schulman, join Steve Weingarten, Esq.,
and Dr. David Seligsohn (resident) on
the floor of the Assembly Chamber.

Drs. Christopher Campese (left) and Alan
Strobel talk with Charles Assini, Esq.

Dr. Mark Lema (left) meets with Sen. William
Stachowski, Dr. Rose Berkun and Dr. Scott Plotkin.

(Front row, left to right) Drs. David Bronheim, Paul Willoughby, Steve Schulman,
David Seligsohn (resident), and (back row, left to right) Steve Weingarten, Esq.,
Assembly Speaker Sheldon Silver, Drs. Salvatore Vitale, Alan Curle and Kevin
Glassman, and Chuck Assini, Esq., participate in the MSSNY Legislative Day.
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Joseph P. Giffin Wall of Distinction Award

The New York State
Society of Anesthesiologists, Inc.

Joseph P. Giffin
Wall of Distinction Award
The House of Delegates of The New York State Society of
Anesthesiologists will bestow The Joseph P. Giffin Wall of
Distinction Award on an outstanding member of our
Society. The award recognizes significant contributions to
anesthesiology and the NYSSA.
As outlined in the NYSSA Bylaws:
1. The recipient must be an anesthesiologist who had been
an Active member in good standing of the NYSSA for a
minimum of 10 years.
2. The recipient must have provided significant service to the
NYSSA by playing an active role in anesthesia education
and/or an active leadership role in the NYSSA.
3. The Wall of Distinction award can only be conferred
posthumously and is not required to be awarded annually.
Any member of the NYSSA may submit a nomination. There
is no nominating form. We request only a letter from you
indicating why you believe your candidate deserves this
honor. Please stress his/her significant contributions to
anesthesia education, research, or political/administrative
activities. If available, the candidate’s current curriculum
vitae should also be included. Please send your nomination
to Robert S. Lagasse, M.D., at NYSSA headquarters before
July 15, 2010.
Only by your active participation in the nominating process
can we be assured that the most deserving will receive their
due consideration.
Robert S. Lagasse, M.D., Chair
NYSSA Judicial and Awards Committee

PGA 63 and the International Scholars Program
PGA 63 marked the 17th year of the PGA International Scholars Program, a
unique program that has afforded the NYSSA tremendous admiration as a
Society and given the organization much publicity overseas. For PGA 63,
20 international scholars were selected. From the 20 invited scholars, 18
attended. Of the two who did not attend, one was from Nepal and the
other from Rawanda. Both were unable to attend due to visa difficulties.
Scholars are recommended by senior anesthesiologists in the U.S. or overseas.
They receive different financial awards, determined by their applications (in
itself a rigorous procedure). The awards range from free registration to shared
hotel accommodations and invitations to some social events. This year, we
received a donation from an out-of-state anesthesiologist who previously met
the scholar from Bhutan and sent the NYSSA a check to cover his airfare to
the PGA. No other airfare was provided for the scholars.
The NYSSA will be filing an application for 501(c)(3) status. Should the
application be approved, this will allow individuals contributing to the
Scholars Program the ability to make their contributions tax deductible.
Although the NYSSA did not have 501(c)(3) status for 2009, we received
support for the program from the following sources, for which we are most
grateful:
The New York State Society of Anesthesiologists: Irene Osborn, M.D.
Mount Sinai School of Medicine: Anita Grover, M.D.; Elizabeth A.M.
Frost, M.D.; Melissa Ehlers, M.D.; Alan E. Curle, M.D.; Audrée Bendo, M.D.;
Anchor Company; King Company; Patricia Fogarty Mack, M.D.; Joel
Archer, M.D.; and Kathleen O’Leary, M.D.
The program has been used as a major award at the European Anesthesia
Meeting. During the banquet at that meeting, a raffle is held and the winner
receives an International Scholar Award of complimentary registration to
the PGA.
In addition to an International Welcome Reception, attended by the officers
of the PGA and the NYSSA, there is a farewell meeting for the international
scholars. The scholars particularly emphasized the overall knowledge gained
and how this knowledge could be applied in their countries. Prior to the
close of the exhibit complex, a request was made for any medical equipment
that would be discarded at the time of booth dismantling. Many companies
contributed medical equipment as a result of this request, including King
Systems, LMA, Anchor Medical, and many others. Books were provided by
Lippincott-Williams and journals by Anesthesiology News and IARS. This
material was distributed to the scholars at the farewell breakfast.
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Below is an e-mail received from a scholar from Thailand, expressing her
appreciation for the equipment she received:
“I’d like to thank you for the air-Q intubating LMA size 4.5 that you gave me;
it saved my life yesterday. I had a case of unexpected difficult intubation,
which I first used the fast-track LMA size 3 (the only size we have) and it
didn’t fit. We never have LMA size 4.5, and this one fit perfectly with my
patient, who was a big man, so I could intubate my patient successfully.”
The following is a breakdown by country of those who attended PGA 63:
Nepal
One
Bhutan
One
Peru
Two
Brazil
One
Romania
One
Croatia
One
Serbia
One
Czech Republic
One
Slovak Republic
Three
Greece
One
Thailand
One
Hungary
Two
West Africa
One
Liberia
One
Since the inauguration of this program in 1993, the following countries
have participated:
Argentina
Armenia
Austria
Bhutan
Brazil
Bulgaria
Chile
China
Colombia
Croatia
Cuba
Czech Republic
Finland
France
Greece
Hungary
India
Israel
Italy
Kazakhstan
Kyrgyz Republic
Latvia
Lebanon
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Three
One
Two
Three
Four
Two
Three
One
Two
Six
Six
Fifteen
One
One
One
Twelve
Six
One
Five
Two
One
One
Five

Liberia
Lithuania
Mexico
Mongolia
Nepal
Peru
Poland
Romania
Russia
Serbia/Montenegro
Slovak Republic
Slovakia
Slovenia
South Africa
Spain
Syria
Tanzania
Thailand
Ukraine
Viet Nam
West Africa
Yugoslavia
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One
Five
One
Two
Eighteen
Eight
Eight
Eighteen
Two
Eleven
Ten
Seventeen
Eight
One
Two
One
One
Twenty-Two
Four
Three
One
Four

Since the program’s inception in 1993, 232 international scholars
representing 45 countries have attended the PGA.
If any members of the NYSSA would like to nominate a scholar or
contribute to the program, further information may be obtained from the
undersigned or from NYSSA headquarters. In particular, if any members
traveled to Haiti and know an anesthesiologist in that country who might
benefit from attending the PGA, we would welcome the recommendation.
Please send completed applications, which may be obtained from the
NYSSA Web site or from Debra Eder at NYSSA headquarters, prior to July
3, when the committee will meet to select scholars for PGA 64. m
Elizabeth A. M. Frost, M.D., Co-chair, Committee for International Scholars
Paul L. Goldiner, M.D., Co-chair, Committee for International Scholars

64th PGA Scientific Exhibits
Poster Presentations
Medically Challenging Case Reports
If you are interested in submitting applications to exhibit your projects
at the upcoming 64th PostGraduate Assembly in Anesthesiology —
December 10-14, 2010, please visit the NYSSA Web site for instructions
to submit online:
Go to www.nyssa-pga.org and click on PGA/64.
Deadline for filing is August 15, 2010.
WE DO NOT ACCEPT PAPER SUBMISSIONS.

ASA Launches Vital Health Campaign
JOHN DOMBROWSKI, M.D., ASA CHAIR, COMMITTEE ON COMMUNICATIONS

One of the most important responsibilities of the ASA is to advocate on
behalf of the specialty and to help enhance the public perception and
understanding of the role anesthesiologists play every day in caring for
patients and saving lives. This sentiment is the cornerstone of the Lifeline
Campaign and Vital Health is the next evolution in this campaign.
The ASA launched the Vital Health campaign in April 2010. The campaign
is designed to reinforce the fact that anesthesiologists are the keepers of
patients’ vital health in their times of need. As part of the campaign, we
are publicizing results from a consumer survey that highlights the fact that
while patients may know how to behave to be healthy, they are not in
touch with their vital health scores (such as BMI, cholesterol, and blood
pressure), and what those scores mean for their core health status.
The components of the program are two-fold: First, we will leverage the
survey as a platform for the ASA to generate media visibility for the
messages. Second, we will promote an interactive, customized online
utility called “Know Your Vital Health,” which was designed by ASA
members to help patients take that first step in living healthier lives. The
program employs a sophisticated media and digital strategy to help the
ASA influence public awareness, while simultaneously positioning our
specialty as a critical component of public health.
Vital Health is a term that the ASA will define and own in the public
dialogue. It is the campaign’s calling card, our brand. We define Vital
Health as how effectively a person maintains a healthy lifestyle and how
that impacts wellness and medical outcomes.
Anesthesiologists for Vital Health presents our specialty with a unique
opportunity to speak to the public in a way that we never have before and
to expand our specialty’s “sphere of influence.” Owning and leading a
national conversation on vital health is a natural fit for anesthesiologists.
After all, we are the physicians who manage patients’ overall health and
vital signs when it counts most.
To learn more about the ASA’s Vital Health campaign, go to
www.knowyourvitalhealth.com.
We welcome your comments and questions. Please e-mail
j.gremmels@asahq.org. m
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60th Anniversary
of the

Department of Anesthesiology
The Mount Sinai School of Medicine

Saturday, December 11, 2010

Dr. David L. Reich, professor and chair, is pleased to announce the 60th anniversary of the
Department of Anesthesiology of the Mount Sinai School of Medicine. Alumni and friends
of the Department will be invited to a celebration to be held on Saturday, December 11,
2010, during the NYSSA PostGraduate Assembly conference. Dr. Arthur Aufses Jr.,
professor emeritus, Department of Surgery, and Barbara J. Niss, archivist,The Mount Sinai
Medical Center, will present an historical overview of the Medical Center. Dr. James
Cottrell, professor and chair, Department of Anesthesiology, SUNY, Health Science
Center, Brooklyn, NY, and past president of ASA, and Stuart Hayman, executive director
of NYSSA, will participate in the celebration. Invitation and program will follow.

From the 50th Anniversary: Presentation of awards to former
chairmen (left to right) Dr. D.C. Stark; Dr. G. Silvay, host; Dr. A.
Aufses; Dr. J. Kaplan; and Dr. P. Goldiner.
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Dr. A. Aufses delivers the
lecture: Anesthesiologists and
Surgeons at Mount Sinai:
A partnership in excellence.

Clinical Review

Temperature Management in the Perioperative
Setting
ASHLEY NORMAN, M.D., JUNG KIM, M.D., AND ALEX BEKKER, M.D., PH.D.
DEPARTMENT OF ANESTHESIOLOGY, NEW YORK UNIVERSITY MEDICAL
CENTER, NEW YORK, NY

The use of hypothermia as a therapeutic agent has a long and colorful
history. The notion of cooling trauma patients for medical benefit was
mentioned in The Edwin Smith Papyrus, the most ancient medical text
known, a 1700 B.C. copy of a document that probably dated from about
3000 B.C. Cold therapy was subsequently used by numerous physicians,
including Hippocrates and Galen. In 1812 Baron de Larrey, a surgeon in
Napoleon’s army, described the use of ice and snow in various operations
on soldiers in Russian battlefields. In 1938 Temple Fay, a neurosurgeon
from Philadelphia, first applied whole body hypothermia as a treatment
for pain associated with malignancies and head injuries. He also
introduced the idea of localized refrigeration and used this technique in
patients with cerebritis, brain abscess, and to reduce post-craniotomy
bleeding after brain tumor resections.
Unfortunately, with the beginning of World War II this research took a
tragic turn. Hypothermia was “studied” on Nazi concentration camp
prisoners in various “medical experiments.” The medical community
showed little interest in this technique for the next two decades, partially
because of its association with this infamous “research.” Furthermore,
sporadic reports on the use of hypothermia for circulatory arrest
questioned its benefit. Problems included imprecision of the techniques
used to decrease the temperature and poor outcomes after deep
hypothermia (body temperature less than 30ºC).
Interest in hypothermia research was rekindled in the late 1980s by Safar
and others at the University of Pittsburgh, who demonstrated that
moderate hypothermia improved outcome in a dog model of cardiac
arrest. The advent of intensive care facilities (which made it possible to
deal with the adverse effects of hypothermia more effectively) and progress
in the development of faster, better-controlled cooling techniques have led
to renewed interest in the clinical use of hypothermia.

Definitions
Normal body temperature is 37ºC. Hypothermia is defined as a core body
temperature (Tcore) below 36.5ºC. The core consists of the well-perfused
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tissues of the trunk and head. Tcore is usually measured at tympanic
membranes, esophagus, bladder, rectum, or central blood vessels. The
temperature is usually 2-3ºC lower in the “peripheral compartment”
(skin, extremities). Therapeutic hypothermia (TH), is classified as mild
(32-34ºC), moderate (28-32ºC), deep (18-28ºC), or profound (< 18ºC).
Studies suggest that mild hypothermia may be beneficial before
(protective), during (preservative), and/or after an insult (resuscitative).
Protective and preservative hypothermia are employed in the perioperative
period. Resuscitative hypothermia is used in emergency situations (cardiac
arrest, stroke, etc.).

Mechanisms of Hypothermic Protection
A complex cascade of processes at the cellular level begins minutes to
hours after a period of ischemia and continues for up to one week.
Traditionally, it has been assumed that the beneficial effects of
hypothermia result from the slowing of cerebral metabolism and, thus,
decreased glucose and oxygen consumption. Cerebral metabolism is
indeed reduced by 5-7% for each degree reduction in body temperature.
During cerebral hypothermia, many enzyme-catalyzed, ATP-dependent
processes (e.g., synaptic transmission, gene expression, and protein
synthesis) are slowed. In addition to reducing oxygen demand,
hypothermia mitigates a multitude of potentially damaging pathways
involved in tissue injury from both ischemia and reperfusion. Specifically,
hypothermia has been shown to increase the stability of ATP, stabilize the
cellular membrane, reduce free fatty acid and excitatory neurotransmitter
release, and decrease intracellular calcium accumulation. Perhaps even
more significantly, hypothermia also inhibits many steps involved in
reperfusion injury (i.e., free radical production and immune responses).
Because the neuroprotective effects of hypothermia alleviate multiple
mechanisms of ischemic damage, hypothermia is potentially a more
promising intervention than any pharmacologic therapy.
Methods for Inducing Therapeutic Hypothermia
The ideal cooling device would cool patients quickly, cool target organs
preferentially, have a low incidence of complications from its application,
and be easily transported. Existing cooling methods can be divided into
two categories: surface and invasive. Surface cooling techniques include
ice packs and the more sophisticated cold-water blankets and circulating
air systems. This type of cooling is comparatively simple, but may require
from two to eight hours to reduce core body temperature. More advanced
devices include self-adhesive, hydrogel-coated pads that circulate cold
water. A user-specified set point is closely controlled via a feedback loop
that incorporates recording of the patient’s temperature. Invasive cooling
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methods include cold carotid infusion, cold intravenous fluid infusion,
cold peritoneal or nasal lavage, cardiopulmonary bypass, and single
carotid artery perfusion with extracorporeal cooled blood.

Side Effects/Complications of Hypothermia
Hypothermia is not without adverse effects. Shivering, a common
occurrence during hypothermia, increases metabolism, which may lead to
acidosis and increased levels of stress hormones. For this reason,
meperidine, buspirone (an anxiolytic), and neuromuscular blockers were
administered in some hypothermia studies. These drugs, however, may
prolong hospitalization.
Hypothermia also directly impairs the immune system, which leads to an
increased rate of surgical wound infections and pulmonary complications.
Other reported complications include dysrhythmias, coagulopathies,
electrolyte abnormalities, and hypovolemia secondary to cold-induced
diuresis.

Hypothermia in Cardiac Arrest
Cardiac arrest is the major cause of death in Western countries and causes
approximately 300,000 deaths per year in the U.S. alone. Less than 20%
of out-of-hospital CPR attempts result in hospital discharge, while fewer
than 10% of discharged patients have a good neurologic outcome. The
rationale for the use of resuscitative hypothermia is that cerebral damage
in CPR occurs not only during the period of resuscitation but also during
reperfusion (generation of free radicals, inflammatory responses,
apoptosis, etc.).
Several pilot studies of mild hypothermia after cardiac arrest performed in
the late 1990s found improved neurologic function compared with
historic controls. Subsequently, three randomized controlled trials were
conducted. In one multicenter European trial (N=237), patients in the
hypothermia group were rapidly cooled to 32–34ºC using an external
cooling device. They were maintained at goal temperature for 24 hours,
and then passive rewarming was allowed. Fifty-five percent of patients in
the hypothermia group had favorable neurologic recovery after six months
compared to 39% in the normothermia group.
In an Australian study (N=77), patients randomized to the hypothermia
group were cooled to 33ºC using ice packs within two hours of return of
spontaneous circulation. Temperature was maintained at this level for 12
hours. Forty-nine percent of patients treated with hypothermia had
favorable neurologic outcome compared with 26% in the normothermia
group. In a third study (N=33), hypothermia was induced with a helmet
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device that cooled the head and neck. Although superior results were
obtained for patients in the hypothermia group (19% versus 0% favorable
outcome), the difference did not reach statistical significance.
Based on the results of these studies, the European Resuscitation Council
and American Heart Association recommend therapeutic hypothermia
after cardiac arrest if the initial rhythm is ventricular tachycardia or
ventricular fibrillation. They also recommend consideration of therapeutic
hypothermia if the arrest was precipitated by other rhythms.
Endovascular cooling has also been used successfully in cardiac arrest
patients. In two retrospective cohort studies, patients who suffered a
witnessed cardiac arrest were cooled to 33ºC with an endovascular cooling
device (Icy™ and CoolGard™; Alsius, CA) for 24 hours. Both studies
showed this modality was able to achieve fast induction and excellent
maintenance of hypothermia. The authors concluded that endovascular
cooling is safe and improves neurologic outcome.

Induced Hypothermia in Perinatal Hypoxic-Ischemic Encephalopathy
In the late 1990s eight small studies showed that therapeutic hypothermia
in infants with hypoxic-ischemic encephalopathy (HIE) improves
neurologic outcome without increasing the incidence of adverse effects.
These results led to the initiation of several randomized controlled trials
(RCTs), three of which were published in 2005. In the “CoolCap” trial,
infants received selective head cooling with mild systemic hypothermia.
This was induced with a cap device that circulated cold water for 72
hours. The primary outcome measure was the incidence of death or severe
disability at 18 months. The investigators found that although no evidence
of benefit was seen in infants with very severe injury (as determined on
the prerandomization EEG), a significantly improved outcome was
observed in less severe cases.
In the second study, infants with moderate to severe HIE were cooled with
cooling blankets to 33.5ºC within six hours of birth for 72 hours. The
authors reported significantly better neurologic outcome at 18 months and
reduced mortality in the infants treated with hypothermia.
The third, smaller study confirmed the salutary effects of hypothermia as a
treatment for perinatal HIE. In spite of these positive results, a panel of
experts convened by the National Institute of Child Health and Human
Development concluded that at the current time, therapeutic hypothermia
for perinatal HIE should be considered an evolving therapy. Widespread
implementation of this treatment outside of controlled trials was not
recommended. Some experts, however, suggest that it is reasonable to
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offer cooling therapy according to standardized protocols, at least in
centers that participated in clinical trials.

Therapeutic Hypothermia for Traumatic Brain Injury
Moderate hypothermia has been a part of routine management of patients
with severe traumatic brain injury (TBI) since the mid-1960s. By the early
1980s this treatment had fallen out of favor because of unacceptably high
rates of complications associated with its uncontrolled use. Progress in
technology combined with advancement in intensive care management led
to a resurgence of interest in mild hypothermia for TBI in the 1990s. Of
the 18 randomized controlled trials conducted since 1992, 13 reported
significant improvements in neurologic outcome associated with
hypothermia. All patients had decreased ICP during cooling.
The most recent meta-analysis claimed a reduction in mortality risk and
favorable neurologic outcome when hypothermia was maintained for more
than 48 hours. However, the potential benefits of hypothermia may be
offset by a significant increase in the risk of pneumonia. The Brain Trauma
Foundation Guidelines Task Force issued a level III recommendation of
optional and cautious use of hypothermia for adults with TBI. Reports
also suggest that patients with mild hypothermia on admission be allowed
to remain in a hypothermic state. An early case series and two small RCTs
suggested that hypothermia therapy is safe and decreases the risk of severe
disability in children with TBI. Subsequent larger multicenter trials,
however, concluded that hypothermia for 24 hours does not improve
neurologic outcome and may even increase mortality.

Induced Hypothermia for Acute Ischemic Stroke
Based on numerous animal studies showing significantly improved
outcome with mild to moderate hypothermia in focal ischemia models,
several feasibility trials over the past 10 years have evaluated hypothermia
as a treatment for stroke. Patients with severe ischemic middle cerebral
artery stroke were treated with moderate hypothermia (33ºC) by surface
cooling, which was initiated many hours after admission to treat refractory
intracranial hypertension. All studies showed decreases in intracranial
pressure (ICP) and improved neurologic outcome compared to historical
controls. These trials demonstrated feasibility but were not adequately
powered to answer questions about safety or efficacy. Bradycardia,
thrombocytopenia, and pneumonia were the most common
complications. Endovascular cooling was tested more recently as a
treatment for ischemic stroke. Although the therapy was generally safe and
well tolerated, no difference was shown in clinical outcome.
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In summary, hypothermia may be useful to control ICP in patients with
severe middle cerebral artery infarction but there is no completed,
adequately powered randomized controlled trial to show this treatment
improves neurologic outcome. The 2005 Guidelines on Acute Stroke
Treatment by the American Stroke Association finds hypothermia after
stroke a promising field of future research but does not recommend its use
outside of clinical trials.

Perioperative Hypothermia
In the perioperative setting, induction of hypothermia and rewarming can
be closely controlled and used for important portions of the procedure in
question. Unlike in TBI, stroke, or cardiac arrest, perioperative
hypothermia does not attempt to treat a pathophysiologic problem but,
rather, attempts to prevent one from occurring.
Cardiac Surgery
Ten randomized controlled trials and three prospective cohort studies
have evaluated whether hypothermia can prevent the development of
cognitive impairment. Three RCTs reported better outcome with
hypothermic CPB, six found no difference between hypothermic versus
normothermic CPB, and one suggested poorer results with hypothermia.
Nonrandomized studies also reported conflicting findings, with only one
showing better outcome with hypothermic CPB. These conflicting
observations may be explained by a lack of standardized temperaturemonitoring sites as well as by the harmful effects of rapid rewarming,
which may lead to unrecognized cerebral hyperthermia and an increased
incidence of neurologic complications.
Spinal Cord Ischemia
Induction of spinal cord hypothermia by epidural cooling is often used to
prevent paraplegia during thoracoabdominal aneurysm (TAA) repair.
Standard epidural catheters are usually inserted at the T10-11 interspace and
advanced cephalad 4 to 5 cm. Iced normal saline (4ºC) is infused for
cooling. A thermistor catheter is placed in the subarachnoid space at the
L3-4 level and used for continuous recording of CSF temperature and
pressure. Despite the conceptual advantages of this technique, few clinical
data are available. A prospective review of 445 consecutive cases suggested
that epidural cooling significantly reduced the risk of spinal cord injury
following high TAA repairs. A small randomized controlled trial reported
lower rates of neurologic injury with intrathecal papaverine, spinal fluid
drainage, and epidural cooling compared to standard treatment. Although
the results of these studies imply that epidural cooling may be a promising
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therapy for spinal cord protection, its future role is in question.
Furthermore, the emerging techniques of thoracic stenting will probably
be used for most patients with TAA in the future, making hypothermia
unnecessary.

Subarachnoid Hemorrhage and Aneurysm Repair
Numerous mechanisms of secondary brain injury result from subarachnoid
hemorrhage (SAH) and may be counteracted by hypothermia. Despite this
theoretical plausibility, only a handful of retrospective, nonrandomized
studies have examined the effect of mild hypothermia early after SAH.
Although positive results were reported in these series, there are, at present,
no prospective data from a sufficient number of patients.
Routine use of intraoperative hypothermia during intracranial aneurysm
surgery has been advocated by many authors in an attempt to minimize
neuronal damage during temporary feeding artery occlusion. Based on the
mostly encouraging results of previous studies, the Intraoperative
Hypothermia for Intracranial Aneurysm Surgery Trial (IHAST) was
conducted (1,001 patients). Patients in the study group were cooled to 33ºC
just before aneurysm clipping and rewarmed to 36.5ºC immediately after.
There was no difference in outcomes between the hypothermia and
normothermia groups, but postoperative bacteremia was more common
after hypothermia. The study has been criticized on the following grounds:
1. High rewarming rates in the hypothermia group did not permit blinding
of the ICU staff; 2. The majority of enrolled patients were at low risk for
ischemic injury; and 3. Negative results could be partially attributable to the
masking effect of the initial hemorrhage. Despite the potential advantages of
hypothermia in patients at high risk for neurologic injury, it is unlikely that
this type of study will be repeated. As more patients with intracranial
aneurysm are treated with endovascular techniques, the significance of
hypothermia in this population should diminish.
Hypothermia may be a useful adjunct in treating intracranial hypertension,
brain edema, and delayed cerebral ischemia (common postoperative
occurrences in patients with SAH), but high complication rates (infections,
thrombocytopenia) may worsen outcome in some patients.

Summary
A large body of evidence suggests that hypothermia limits damage to the
injured central nervous system in various experimental settings. Clinically,
however, there are a number of unresolved issues regarding the optimal
degree of cooling, the timing and duration of hypothermia, and the rate
and degree of rewarming. The best cooling technique is still not well
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defined and most likely will be linked to patients’ presenting pathology.
The development of new technology combined with physicians’ awareness
of possible benefits of hypothermia may result in increased use of this
therapeutic option in the future. m
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From the NYSSA Residents 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.

Membership Update

New or Reinstated Members
January 1 – March 31, 2010
Active Members
DISTRICT 1

Mariana Fishman, M.D.
Roland W. Gray, Jr., M.D.
Alexander Hotinsky, M.D., RRT
Craig M. Merola, M.D.
Henry Shih, M.D.
Vasudha Viswanathan, M.D.
Roy Yang, M.D.

Oana Monica Olteanu, M.D.
Sally Roberts, M.D.
Joshua Sisser, M.D.
George Thomas, M.D.
Boris Usherenko, M.D.
Asher Sheng Wang, M.D.
Erin Y. Wei, M.D.
Laureen Wells, M.D.
Kathryn Whalen, M.D.

DISTRICT 2

Jonathan Callan Beathe, M.D.
Nicola Bereanda, M.D.
Jordan Evan Brand, M.D.
John Paul Castillo, M.D.
Kathryn Rea DelPizzo, M.D.
Elisha J. Dickstein, M.D.
Anis Dizdarevic, M.D.
Natalia Iofin, M.D.
David Jeffrey Kopman, M.D.
Brent Jay Luria, M.D.
Koichi Nomoto, M.D.
Carmela R. Ramirez-Racelis, M.D.
Cortessa Lynn Russell, M.D.
Roniel Yehuda Weinberg, M.D.

DISTRICT 4

DISTRICT 3

DISTRICT 8

Joselito Amparo, M.D.
Paul Flangos, M.D.
Merceditas M. Lagmay Abrams, M.D.
Jonathan A. Lieblich, D.D.S., M.D.
Kenneth Nisch, M.D.
Mihai Olteanu, M.D.

Ronit Adler, M.D.
Jacques Valcourt Laguerre, M.D.
Sue Wayne Mentis, M.D.
Edita Svoren, M.D.
Robert Wirski, M.D.
Song Yong Yu, M.D.

Jean M. Delamothe, M.D.
Melinda Beth Faier, M.D.
Matthew Arnfin Taylor, M.D.
DISTRICT 5

Chris Wentzel, M.D.
DISTRICT 6

Jay B. Jayadeva, M.D.
Gary Zane, M.D.
DISTRICT 7

Larissa Grebenchtchikova, M.D.
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Membership Update

New or Reinstated Members
January 1 – March 31, 2010
Affiliate Members
DISTRICT 2

Jan R. Purgess, M.D.

Resident Members
DISTRICT 1

Hani Khairy Elsayed Bouchra Hanna, M.D.
Avishai Neuman, M.D.
Jose Antonio Rubio, M.D.
DISTRICT 2

Jessica L. Ng, M.D.
Amy Walenta Ripley, M.D.
Adam Jarett Roseman, M.D.
Puja Roy, M.D.
DISTRICT 3

Maksim Fedarau, M.D.
Matthew E. Grunert, M.D.
Michael Kreymer, D.O.
Laura Ann McElroy, M.D.
Jeremy L. McKay, M.D.
Cody Brad Mickelsen, M.D.
Meredith P. Rumon, M.D.
Jeff Lianjun Xu, M.D.
Karin Yau, M.D.
Branden Edward Yee, M.D.
Aaron L. Young, M.D.
Qi Zhang, M.D.

Andrei Codreanu, M.D.
DISTRICT 8
DISTRICT 6

Vahe S. Tateosian, M.D.

Lori A. Antonitto, D.O.
Christen Flack Behzadi, M.D.
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Recently Retired Members
DISTRICT 2

DISTRICT 4

David I. Atkinson, M.D.

Lawrence B. Eisenberg, M.D.

DISTRICT 3

DISTRICT 6

Pickward J. Bash, Jr., M.D.
Moon-Ho Kim, M.D.
Albert J. Saubermann, M.D.

Mary G. S. Cheeran, M.D.
DISTRICT 7

Jared C. Barlow, M.D.

Free to Members
PGA/63 CME Online

NYSSA members and PGA/63 professional registrants have the opportunity to
earn up to 18.25 AMA PRA Category 1 credits™ for select courses presented
during the 63rd PostGraduate Assembly in Anesthesiology.
These CME online credits are being offered at no cost.
To access the site, go to www.nyssa-pga.org.
Click on “PGA 63 Online CME” on the left side bar.
After selecting a course or courses and adding them to your cart, you will be
asked to register in the following manner:
* NYSSA Members via their NYSSA Membership Number.
* PGA/63 Non-NYSSA Member Registrants via their PGA/63 Registration Number.
If you require further information, please call NYSSA headquarters at
212-867-7140 and staff will assist you.

Become a Member of
The Friends of Wood Library–Museum
• 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
Name: ____________________________________________________________

Address: __________________________________________________________

Phone: ______________ Fax: ______________ E-mail:____________________

Mail to: Karen Bieterman, Librarian
Wood Library – Museum of Anesthesiology
520 N. Northwest Highway • Park Ridge, Illinois 60068-2573
Payment must accompany form.
Make check payable to: Wood Library – Museum, or, if paying by credit card,
complete the following:
k Visa k MasterCard # ______________________________________
Expiration Date _______________________________________________
Signature ____________________________________________________

64th Annual PGA • PostGraduate Assembly in Anesthesiology
Friday, December 10 –
Tuesday, December 14, 2010
Marriott Marquis, New York
PROGRAM AND REGISTRATION MATERIALS
m Internationally Renowned Speakers
m Scientific Panel & Focus Sessions
m Hands-on & Interactive Workshops
m Mini-Workshops m Case Discussions
m Medically Challenging Case Reports
m Problem-Based Learning Discussions
m Scientific Exhibits m Poster Presentations
m Technical Exhibits m Resident Research Contest
m Pre-PGA Hospital Visits
m 3,500 Anesthesiologists in Attendance
m More than 6,000 Registrants
m Broadway Shows m Opera m Jazz Clubs
m New York City Tours m Holiday Shopping

Online Registration:

www.nyssa-pga.org

Sponsored by:

The New York State
Society of Anesthesiologists, Inc.
Up to 40 category 1 credits
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NYSSA Web Site Lately?
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The NYSSA has launched a
more user-friendly Web site
that contains easy-to-access
links to the information and
resources you need.
Check it out at

www.nyssa-pga.org.
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