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President’s Message

Medical School: Why Did I Do It?
KATHLEEN A. O’LEARY, M.D.

By the time you read this, my year as president of
the NYSSA will have concluded. It has been an
honor and privilege to serve as the leader of this fine organization, and
I am confident that President-Elect Dr. Salvatore Vitale will hit the
ground running and lead our organization into 2012 with passion and
expertise.
All of you who received my e-mails about the Medicaid Redesign
Team’s Workforce Flexibility and Change of Scope of Practice Work
Group are well aware of what has transpired. In a nutshell, Gov.
Cuomo formed the Medicaid Redesign Team (MRT) to make sweeping
changes to the Medicaid system in New York state, in an effort to
control costs. The MRT formed several work groups to address specific
areas within the Medicaid system. Each work group was tasked with
making recommendations that would have a significant impact on cost
while maintaining quality of care for those patients in the Medicaid
system.
The Workforce Flexibility and Change of Scope of Practice Work
Group met originally on October 3, with the goal of delivering
recommendations to the MRT by mid-November. With “Change of
Scope of Practice” in its title, this work group provided an opportunity
for all those within the medical system looking to expand their scope
of practice to voice their opinions and be heard. Not surprisingly, and,
indeed, as predicted by the NYSSA leadership and lobbyists, expanding
the scope of practice of CRNAs in New York state was proposed within
this work group.
The work group had 27 members, which included only one physician,
Dr. Robert Hughes, president-elect of MSSNY. Dr. Hughes had the
formidable task of responding to numerous proposals dealing with
expanding scope of practice. He did a yeoman’s job! MSSNY, and all of
organized medicine in New York state, was well represented by him.
There were numerous proposals addressing scope of practice
expansion. All proposals were vetted by the work group, then scored
based on cost, quality and efficiency. The top 12 proposals were then
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submitted to the MRT. The proposal to expand the scope of practice of
nurse anesthetists in New York state was ranked 13, and thus not
submitted. However, one of the proposals submitted is to “establish the
nurse practitioners modernization act, which eliminates the collaborative
physician agreement.” This is indeed very troubling.
The Institute of Medicine’s 2010 report “The Future of Nursing: Leading
Change, Advancing Health” has proposed that barriers to scope of
practice for all advanced practice nurses be removed so that they can
practice to the full extent of their training and education. There are many
wonderful recommendations within this report, but I believe most
physicians found the scope of practice portions worrisome.
I don’t know the right answer to this ongoing debate. I do know that I
went to medical school to receive a comprehensive education that would
prepare me to care for patients. However, that wasn’t enough, and four
years of residency guided me down the path to my profession as an
anesthesiologist. With the wealth of information consistently available to
all of us, my education continues on a regular basis. How does this
compare with the education and training that a nurse anesthetist gets
prior to embarking on a career as a CRNA? We know the differences. I
believe that anesthesiologists and CRNAs, as a result of their education
and training, bring different skills to the care of surgical patients. I would
be happy to have any of the CRNAs with whom I work care for me or a
loved one, but not without the supervision of an anesthesiologist.
This debate is not going away; in New York state, it will most likely be
handled by a task force appointed by the State Education Department.
With appropriate and, hopefully, balanced representation by the major
stakeholders, recommendations will be made and most likely advanced.
Will the practice of anesthesiology in New York remain the same or be
modified? I am not sure, but I know that this organization will work
hard to preserve the safe delivery of anesthesia to the citizens of New
York, whether young or old, rich or poor. m
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Editorial

Planning for the Future of Sphere
JASON LOK, M.D.

Since taking the helm of Sphere from Dr. James
Szalados, I have continued the tradition of profiling a
New York hospital anesthesiology department in each issue, with the
exception of the annual PGA issue. Soon, we will have showcased at least
one hospital in every district comprising the New York State Society of
Anesthesiologists. If there are any hospitals or anesthesiology departments
that have not been profiled that would like to be considered for
publication, please contact Stuart Hayman at the NYSSA headquarters or
myself.
In the future, I hope to consider other types of feature articles. One
idea is to examine the pros and cons of anesthesia-related issues. An
example would be whether the ASA should provide a course for nonanesthesiologist physicians to obtain credentialing for deep sedation in
addition to moderate/conscious sedation. This was a hot topic during
the ASA meeting in Chicago this past October. Another idea involves
publishing a commentary on the trial of Dr. Conrad Murray that would
discuss the competing theories on Michael Jackson’s death. If there are
other discussions you would like to see in Sphere or if you would like to
start a discussion yourself, please consider communicating that to us.
Along with the traditional contents in Sphere, we may establish a
committee section where all committee chairs can report germane events
or updates. For instance, the Government and Legal Affairs Committee
may refer to that issue’s Albany Report. The Critical Care Medicine
Committee may review a recent critical care conference. If there is no
quarterly report for a particular committee, that would be noted. The
purpose of these reports would be to provide a means for committee
chairs to highlight the work of their committees throughout the year
rather than just annually. Hopefully, this will encourage our membership
to take a more active role in the various NYSSA committees after seeing
the committees’ relevance to their interests.
As always, the editorial board of Sphere will continue to encourage
submissions of case reports, clinical reviews, and book reviews. We will
also consider including additional content such as technological advances
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for practicing anesthesiologists and practice tips. In addition, once the
archive of NYSSA media is set, an updated list will be posted in Sphere
for our membership to check what is currently available.
As you can see, my goal in brainstorming new ideas is to make Sphere
more relevant, informative, and enjoyable for our membership. While
the Communications Committee made plans for the future of Sphere
at the 2011 PGA meeting, any additional ideas, suggestions, or offers
of assistance are always welcome. Please feel free to e-mail me at
jlokmd@yahoo.com or Stuart Hayman at stuart@nyssa-pga.org.
Thank you in advance for your interest and consideration. m

Become a Member of
The Friends of Wood Library–Museum
Benefits of membership include:

• Updates on WLM acquisitions and projects
• Annual Appreciation Tea with WLM Board at the ASA meeting
• Special discounts on WLM books and products
Special Friends Memberships:
One Year — $40.00
Three Years — $100.00
Friends for Life — $500.00
Friends for Life (retired members) — $300.00
Mail your contribution to:
Wood Library-Museum of Anesthesiology
520 North Northwest Highway, Park Ridge, IL 60068-2573
Online contributions are also welcome. Go to:
https://woodlibrarymuseum.org/friend/
E-mail any questions to
wlm@asahq.org or call 847-825-5586.

From the Executive Director

“What Have You Done for Me Lately?”
STUART A. HAYMAN, M.S.

Once or twice a year, I receive a piece of
correspondence from a member that makes me take
a step back. Sometimes the letter or e-mail is quite blunt and doesn’t
spare the sword; other times it requires reading between the lines. No
matter how these pieces of correspondence are phrased, however, they
typically come back to one point: “What are you doing to protect my
ability to practice anesthesiology and why don’t I know about it?”
First and foremost, let me say that these questions are fair game. The
NYSSA staff and I anticipate these types of inquiries and we are prepared
to respond to them. Addressing the concerns of our members is part of
our obligation as we work to carry out the goals and objectives set by
your leadership. Clearly, I understand the frustration expressed by these
members, all of whom have seen their practices impacted by legislative,
administrative, and socioeconomic changes. What these physicians —
and all our physician members — need to know is that we are not sitting
idly by as government bureaucrats, ancillary healthcare providers, or
other physician specialists attempt to infringe on your ability to practice
the specialty of anesthesiology.
I was inspired to write this article by an e-mail I recently received. In this
e-mail, the member wrote: “What have you done proactively to preempt
this continued erosion of physician prerogative? We pay a boatload of
money in dues, some of which should be budgeted for aggressive
advocacy.” These statements reveal the frustration that is shared by some
of your colleagues in and out of the specialty of anesthesiology. This email also suggested to me that we need to do a better job communicating
to all our members what we are doing on your behalf.
We use multiple methods to communicate with the membership: We
reach out quarterly via the NYSSA publication Sphere. Most of the pieces
contained within Sphere are not time sensitive and are intended to
educate our members about ongoing issues (e.g., legal, political,
socioeconomic, etc.). We also use snail mail for less time-sensitive pieces
of correspondence. In addition, on our Web site you can find legal,
legislative, and economic news and information in the “Members”
section. And we continually post information on Twitter and Facebook.
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When it comes to something that is time sensitive, we will e-mail you. Please
do not disregard our e-mails, as they contain important information that we
feel you need to know immediately. We will try not to overburden your inbox.
Below is an abridged version of the letter I sent in response to the most recent
e-mail I received. While it is by no means fully inclusive of our efforts on your
behalf, I hope it provides some insight into what your paid staff, consultants/
lobbyists, and member volunteers have been doing on behalf of New York’s
anesthesiologists.
Dear Doctor,
I understand your frustration. Let me assure you that we
have been extremely proactive in the legislative arena for the
three-plus years that I have been the NYSSA’s executive
director. We have worked steadily with our lobbyists and
physician volunteers to advocate for members on
governmental and socioeconomic issues. The NYSSA has a
number of professional consultants advising and assisting us
in the area of advocacy: Chuck Assini, Steve Weingarten, Bob
Reid and Shauneen McNally, along with their staffs.
Additionally, we have a core group of physician volunteers
who have given an enormous amount of time to these efforts.
They have worked on issues ranging from Medicaid and
workers’ compensation to the changing gastroenterology
paradigm and problems with private insurers.
Some of our most recent efforts have included:

p Meeting with James Introne, one of the highest ranking
officials within Gov. Cuomo’s office and the person
overseeing the Medicaid Redesign Team (MRT).
p Working with the NYSSA lobbyists to revise a Scope of
Practice Action Plan, as well as a “what if” strategy.
p Meeting with the executive director of the New York State
Workers’ Compensation Board regarding reimbursement for
anesthesiology services, recognition of the medical direction
of nurse anesthetists by anesthesiologists, and inadequate
reimbursement for interventional pain management.

8

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

p Meeting with the medical director of the Office of Health
Systems Management for the New York State Department of
Health regarding anesthesia billing issues under Medicaid.
p Attending the Dental Board’s meeting to provide the
NYSSA’s position on the revisions of the Board’s anesthesia
regulations.
p Advocating for individual members regarding problems with
private health insurers. This has included meetings with our
lobbyists and those working for the Medical Society of the
State of New York (MSSNY), as well as writing letters and
making phone calls to pertinent stakeholders (e.g.,
government officials, the ASA, and insurers).
p Advocating for individual members who have been impacted
by the gastroenterology paradigm shift. This includes
meeting with our lobbyists and those working for MSSNY,
as well as writing letters and making phone calls to
pertinent stakeholders with the ASA and the government.
The “call to action” letter that went out to the membership
regarding the Medicaid Redesign Team’s Workforce Flexibility
and Scope of Practice Work Group clearly contained some
alarming news. I hope you had the opportunity to review the
two attachments that accompanied the letter. I also encourage
you to review the NYSSA’s Safe Anesthesia Bill and our letter
of support. It is important to understand that the goal of this
MRT work group was to review different scope of practice
issues. We have been advocating aggressively since this work
group was created and we attempted to have anesthesiologists
added to the work group. Unfortunately, only one physician
was asked to serve, although many nurses and administrators
are serving on the work group. When it comes to this issue,
we are fighting against a very stacked deck.
Please don’t doubt that we have been working hard on your
behalf. We will continue these efforts, just as we will continue
all our efforts to educate, advocate for, empower, and
communicate with the members of the NYSSA, both
individually and collectively. m
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The NYSSA Settles Into a New Home
STUART A. HAYMAN, M.S.

The NYSSA has a new home: 110 East 40th Street, Suite 300, in New York
City.
For your NYSSA staff and leadership, the sale of our old headquarters and
the purchase of a new headquarters office was by far the biggest event of the
past 12 months. The Fifth Avenue co-op property had been owned by the
NYSSA for approximately seven years. We acted on a wonderful opportunity
to sell the old headquarters near the high of the market and to purchase a
replacement near the bottom of the market. The result was that the NYSSA
walked away from the sale with a net return of more than 51 percent. This
represents a significant profit and is a testament to the fantastic job your
leadership did when they purchased this space for the NYSSA. The space was
expensive to maintain and much larger than we needed, but it was a terrific
investment.
Thanks to the sale of our Fifth Avenue co-op, we were able to purchase our
new condominium, to build out our new headquarters, and to complete our

Executive Director Stuart Hayman takes a moment in his new office.
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move without the organization incurring any new debt. In fact, this move
allowed us to retire $2 million of debt, to solidify the NYSSA’s strategic
reserve fund, and to reduce our property-related overhead by 75 percent.
In short, we now have a brand new headquarters, owned outright by the
NYSSA, just two blocks from Grand Central Station. We completed our
move in September, just in time to gear up for the PGA.
With this move come many exciting new technological advances for the
NYSSA that we hope will enable us to better serve our members.

p With the completion of our new office, we added a new Voice over
Internet Protocol (VoIP) phone system.
p We cabled the office with Cat 6 high-speed cabling that prepares us for the
future and higher-speed technology.
p We are in the process of equipping the new board room with video
conferencing technology that will allow board members to participate in
meetings from any location with a computer and Internet connection.
p We have begun utilizing Cloud technology for our database information
systems and backing up our internal server.
In addition to the new technologies that we have put in place with our
move, we have initiated and enhanced many of the NYSSA’s electronicbased communications:

The board room is put to good use as the staff begins packing up for the PGA.
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p The NYSSA is now on Facebook, Twitter and YouTube.
p We began using Constant Contact as a blast e-mail service to send out timely
membership alerts and educational pieces.
p We have been working continuously to enhance the information on and
functionality of our Web site. For example, we have added multiple legal and
political resources to the “Members” section of our Web site.
p We have forged a relationship with the ASA legislative office to activate the
CAPWIZ membership legislative alert program when needed.
p We are utilizing a new, automated conference management system for the
PGA and a new membership database. As a result, we have been able to
implement online functions for tasks that used to be performed by hand,
including the PGA speaker disclosure form and other PGA speaker
correspondence, hotel reservations, CME certificates, and dues bills and
payments.
These are just some of the noteworthy advances that your NYSSA has
achieved. We will continue to strive to improve our efficiency and
effectiveness to better serve the evolving needs of our membership.
If you find yourself close to Grand Central Station with at least 10 minutes to
spare, please stop by to see your NYSSA staff in our new headquarters. The
address is 110 East 40th Street, Suite 300, New York, NY 10016. m

NYSSA staff members get settled in their new space.
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Department of Anesthesiology

3rd Annual Workshop on
Comprehensive Regional Anesthesia
With hands-on training using dissected cadavers, ultrasound and live models.

Saturday, April 14, 2012
First Floor Lobby • Biomedical Education Building • UB, South Campus

Schedule:

Scheduled Speakers:

7:30 a.m. - 8:00 a.m.
Breakfast & Registration

Chester Buckenmaier III, MD, COL, MC
Chief, Army Regional Anesthesia and Pain Mgmt. Initiative,
Walter Reed Army Medical Center, Washington, DC
Carlo D. Franco, MD
Chairman, Regional Anesthesia, JHS Hospital of Cook County;
Professor, Anesthesiology and Anatomy,
Rush University Medical Center, Chicago, IL
Cristian Arzola, MD, MSc
Assistant Professor, University of Toronto, ON
Anesthesia, Mount Sinai Hospital, Toronto, ON
Stefan Lucas, MD
Chief of Anesthesiology, Lattimore Community Surgicenter;
Assistant Professor of Anesthesiology, University of Rochester
Medical Center, Rochester, NY
Gary Harber, MD
Medical Director, Linden Oaks Surgery Center, Rochester, NY
Gregory Applegate, DO
Staff Anesthesiologist, United States Army,
Womack Army Medical Center, Ft. Bragg, NC
Assistant Professor of Anesthesiology, USUHS, Bethesda, MD

8:00 a.m. - 9:30 a.m.
Lectures:
Upper Extremity Blocks
Lower Extremity Blocks
Ultrasound Basics
9:30 a.m. - 12:15 p.m.
Hands-On Training:
Cadavers & Live Models
Ultrasound
12:15 p.m. - 1:00 p.m.
Lunch
1:00 p.m. - 3:45 p.m.
Hands-On Training:
Cadavers & Live Models
Ultrasound
3:45 p.m. - 4:30 p.m.
Refreshments/Q&A Session

Workshop/Program Director:

Rose Berkun, MD
Assistant Professor of Anesthesiology
State University of New York at Buffalo,
Women & Children’s Hospital, Buffalo, NY

For registration information, contact:
Judith Wedekind at (716) 829-6102 or wedekind@buffalo.edu
The UB School of Medicine & Biomedical Sciences is accredited by the Accreditation Council
for Continuing Medical Education to provide continuing medical education for physicians.

AMA/PRA DESIGNATION STATEMENT
The UB School of Medicine & Biomedical Sciences designates this Live Activity for a
Maximum of 7.5 AMA PRA Category 1 Credit(s) TM
Physicians should claim only the credit commensurate
with the extent of their participation in the activity.

Understanding the Process of Merging Your
Medical Practice With a Large Group or Hospital
MATHEW J. LEVY, ESQ., AND STACEY LIPITZ MARDER, ESQ.
KERN AUGUSTINE CONROY & SCHOPPMANN, P.C.

Overview
As the costs of running a medical practice increase and the reimbursement
rates from third-party payors decrease, many physicians are being drawn
to offers from large medical groups and hospitals to take over their
practices. Although many physicians are attracted to these offers to
increase their take-home pay, as well as to be liberated from the day-today administrative duties that go along with running a medical practice,
it’s important to weigh the benefits and costs associated with entering into
these relationships. While these offers may seem very desirable, a more indepth analysis may result in the realization that this arrangement is not a
good fit and is not as glamorous as initially presented. Furthermore, since
many medical practices are comprised of more than one physician, it is
important to recognize that such offers may not be ideal for all the
members of the group. As such, each group member must do his/her own
analysis in order to ensure that such an arrangement is appropriate for
his/her needs.
Autonomy
When a physician group is taken over by a large practice or hospital, the
physician group will no longer have control regarding the operation of the
practice. For many physicians, this is a positive thing, as they purposely
chose to pursue a medical career as opposed to a business career, and they
would rather devote their energy solely to patient care. However, many
physicians who have spent years building their practices would prefer to
remain in control.
Compensation
As noted above, when evaluating whether to move forward with an offer
from a large medical practice or hospital, it is imperative to evaluate the
offer from a business perspective. Large medical practices or hospitals will,
in almost all instances, entice the physicians in a group with an increased
salary based upon the fact that the large medical practice or hospital has
more leverage and is in a better bargaining position to obtain higher
reimbursement rates from third-party payors. Although higher
reimbursement rates may be promised, the physicians should review and
confirm the large medical practice’s or hospital’s fee schedule for the top
10 CPT codes billed in their practices.
SPHERE
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Additionally, many large medical practices and hospitals will offer
reimbursement to the physician based upon a percentage of fees collected
for services personally rendered by the physician, minus expenses. It’s
important to recognize that prior to joining a large medical practice or
hospital, 100 percent of the fees collected for services rendered belonged
to the physician. Furthermore, in many instances, the physician will also
be expected to pay an “administrative fee” to the large medical practice or
hospital, which may be as high as a few thousand dollars per month.
It is also important to note that in many instances, the percentage paid to
the physician does not include ancillary services or diagnostic health
services as defined by the Stark Law, including, for instance, diagnostic
tests and lab work. Therefore, if a physician’s practice is heavily based on
diagnostic testing, then the expected compensation may be significantly
lower than the perceived compensation.

Benefits/Buyout
Physicians must also weigh and compare the benefits being offered. The
general benefits offered (e.g., healthcare) may or may not be better. In
addition, the buyout in the event of termination (including for retirement,
death, disability, voluntary or involuntary withdrawal) is often de minimis.
Note that if a physician group is structured so that the physicians are paid
in the event of withdrawal, they would no longer be eligible for their
buyouts pursuant to their operating/shareholder/partnership agreements.
Office Lease/Equipment
The physician group will likely be required to assign its office lease and
equipment leases. Although this may not initially seem like an issue, a
problem arises in the event that the relationship does not work out since
the agreements would have to be reassigned back to the physician group,
which would require the consent of the landlord and the equipment
company. Since the large medical practice or hospital will have deeper
pockets, the landlord and equipment company may not be so inclined to
reassign the lease. As such, in order to protect the physician group, it is
our recommendation that the office lease and equipment leases be
licensed to the large medical practice or hospital. The leases would remain
in the name of the physician group, and the large medical practice or
hospital would pay the physician group a set fee for the use of such space
and equipment based upon a fair market value analysis. In the event the
relationship is terminated, the physician group would maintain control of
the space and the equipment.
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Malpractice Insurance
This is especially important in the event a physician has a “claims-made”
policy, which only offers protection to the physician while the policy is in
effect. If a “claims-made” policy is discontinued, the physician would have
to obtain “tail” coverage, which is very expensive. Although the large
medical practice or hospital will likely be responsible for maintaining
malpractice insurance for the physician, there is a chance that a new
policy will be purchased for the physician as opposed to coverage being
continued. As such, physicians need to be mindful as to who will be
responsible for paying for tail coverage should this situation arise.
Restrictive Covenant
When a physician joins a large medical practice or hospital, he/she will
likely be subject to a restrictive covenant, which restricts the physician
from competing with the large medical practice or hospital within a
specified time and location following termination. Physicians need to be
aware of how their practices would be restricted should they terminate
their relationships with the large medical practice or hospital, especially if
the physicians were not previously subject to a restrictive covenant as per
their operating documents. Physicians also need to be careful in the event
a large medical practice or hospital purchases their practices. Specifically,
physicians should be mindful of the anti-kickback statute as it relates to
the structure of the deal, since some transactions have been deemed to be
in violation of the anti-kickback statute based upon payments made in
connection with a restrictive covenant.
Conclusion
Being presented with an offer to transfer a medical practice to a large
group or hospital can be very exciting; however, there are many issues
that must be evaluated, both from a business and a legal standpoint. To
that end, it is in the physician’s best interest to retain a team of
professionals specializing in healthcare — attorneys and accountants — to
ensure that the offer is desirable for the physician. An offer that may be
right for some physicians may not be right for others. m
Kern Augustine Conroy & Schoppmann, P.C., is general counsel to the NYSSA.
The firm has offices in New York, New Jersey, Pennsylvania and Illinois. The
firm’s practice is solely devoted to the representation of healthcare professionals.
The Web site is www.drlaw.com. The authors may be contacted at 800-445-0954
or mlevy@drlaw.com.
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Learning About ISMETT
SALVATORE VITALE, M.D.

A summer trip to Sicily to visit family took an exciting turn this year when
I had the opportunity to explore ISMETT, the Mediterranean Institute for
Transplantation and Advanced Specialized Therapies. ISMETT is a joint
public/private partnership between the Region of Sicily and the University
of Pittsburgh Medical Center.
My trip to ISMETT was arranged by Dr. John P. Williams, chair of
anesthesiology at the University of Pittsburgh School of Medicine. I spent
a morning at ISMETT with Dr. Antonio F. Arcadipane, ISMETT chief
anesthesiologist and medical director of operating room services, who
served as my host. I had heard from my family in Italy that the residents
of Sicily held the American doctors at ISMETT in very high regard and I
could see why. I was very impressed with how efficiently the institution
delivered medical care.

Dr. Antonio Arcadipane (left) and Dr. Salvatore Vitale.
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OR monitoring equipment.

Drug cart draw.

Drug pre-diluted and
drawn up by the pharmacy.

Emergency airway equipment.

The OR provides scrubs and shoes!
At the end of the day the scrubs and shoes
are returned to be cleaned and reused.

An electronic medical record.
NYSSA — The New York State Society of

ISMETT, located in Palermo, Sicily, has become one of the leading organ
transplant centers in Europe and a major referral center for other
Mediterranean countries. ISMETT has drawn patients from such countries
as Argentina, Ecuador, Ukraine, Saudi Arabia and Israel.
According to ISMETT’s Press Office, more than 1,000 transplant
procedures have been performed at the institution, on both adult and
pediatric patients. ISMETT has transplant programs for all solid organs:
liver, kidney, heart, lung, and pancreas. The institution has also developed
advanced programs for the treatment of end-stage organ diseases.
To learn more about ISMETT, go to www.ismett.edu.

m

A typical ICU bed.
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A Look at the ASA Annual Meeting
NYSSA Board Members Hold a Meeting in Chicago

Paul Willoughby, M.D., Kathleen O’Leary, M.D.,
Salvatore Vitale, M.D., and Lawrence Epstein, M.D.

(Left to right) Sanjeev Chhangani, M.D.,
Jason Lok, M.D., and Christopher Campese, M.D.

(Left to right) Gabriel Bonilla, M.D., Marilyn Resurreccion, M.D., Rose Berkun, M.D., Steven
Schulman, M.D., Michael Duffy, M.D., Michael Schoppman, Esq., and Michael Simon, M.D.

(Left to right) David Bronheim, M.D.,
Salvatore Vitale, M.D., David Wlody, M.D.,
and Michael Simon, M.D.
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A Look at the ASA Annual Meeting
Members Caucus in the NYSSA Suite

Salvatore Vitale, M.D., (left) and
Scott Plotkin, M.D.

Anjali Dogra, M.D., Michael Duffy, M.D.,
and Paul Willoughby, M.D.

(Left to right) Lance Wagner, M.D.,
Robert Lagasse, M.D., and David Wlody, M.D.

(Left to right) Melinda Aquino, M.D.,
Tracey Straker, M.D., M.P.H., and
Marilyn Resurreccion, M.D.

(Left to right)
Lawrence Epstein, M.D.,
Meg Rosenblatt, M.D.,
Michael Simon, M.D.,
Salvatore Vitale, M.D., and
Elizabeth A. M. Frost, M.D.
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A Look at the ASA
Annual Meeting
Attendees Check Out the
NYSSA Exhibit Booth

Debbie DiRago (NYSSA staff),
Salvatore Vitale, M.D., Will Burdett
(NYSSA staff), and Charles Gibbs, M.D.

While manning the NYSSA booth at the ASA meeting,
Charles Gibbs, M.D., (far right) places the PGA apple on a
visitor’s badge while Will Burdett (third from left) looks on.

Jung Kim, M.D., and Debbie DiRago.

(Left to right) Keshav Kubal, M.D., Salvatore Vitale, M.D., Mosses Bairamian, M.D.,
Stuart Hayman (NYSSA staff), Vajubhai Sanchala, M.D., and Suryanarayana Pothula, M.D.
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A Look at the ASA Annual Meeting
The NYSSA Hosts a Reception Honoring ASA Distinguished Service Award Winner
Dr. Mark Lema

Mark Lema, M.D., Ph.D.,
Jane Fitch, M.D., ASA first
vice president, and
Alexander Hannenberg, M.D.,
ASA past president.

Kathleen O’Leary, M.D.,
Edmond Cohen, M.D.,
Rose Berkun, M.D., and
Paul Willoughby, M.D.

(Left to right) Lawrence Routenberg, M.D.,
Charles Gibbs, M.D., and Michael Duffy, M.D.
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Scott Groudine, M.D., (left) and
Robert Johnstone, M.D.

Melinda Aquino, M.D., (left) and
Tracey Straker, M.D., M.P.H.

(Left to right) Andrew Rosenberg, M.D., Lawrence
Epstein, M.D., and John Thorner, J.D., ASA executive
vice president.

Michael Simon, M.D., (left) and Jeffrey
Apfelbaum, M.D., ASA past president.

Kathleen O’Leary, M.D., Gabriel Bonilla, M.D.,
and Salvatore Vitale, M.D.

(Left to right)
Sudheer Jain, M.D.,
Jung Kim, M.D., and
Mitchell Lee, M.D.
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Free to Members
PGA 64 CME Online

NYSSA members and PGA 64 professional registrants have the opportunity to
earn up to 19 AMA PRA Category 1 credits™ for select courses presented during
the 64th PostGraduate Assembly in Anesthesiology.
These CME online credits are being offered at no cost.
To access the site, go to www.nyssa-pga.org.
The link is located on the left sidebar.
After selecting a course or courses and adding them to your cart, you will be
asked to register using your personal username and password.
If you do not have your username and password, please contact NYSSA
headquarters at 212-867-7140 and staff will assist you.

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.

Physicians Need Ability to Collectively Negotiate
Contracts With Insurers
MOE AUSTER, ESQ.

On June 22, 2011, despite a torrent of opposition by the health
insurance industry, business community, and some hospital and
consumer groups, the New York State Senate passed by a bipartisan
43-19 vote “The Health Care Consumer and Provider Protection Act”
(S.3186-A, Hannon), which would empower independently practicing
physicians to collectively negotiate participation terms with health plans
under close state supervision.
Due to federal antitrust laws, such collective negotiations between
physicians and health insurance companies are currently prohibited,
prompting the need for this legislation.
Passage by the Senate was a critically important first step to achieving
enactment. It was the first time this vitally important legislation has
passed either house of the Legislature. In a press release announcing
passage of the bill, Senate Health Committee Chair Kemp Hannon (RNassau County) stated, “There is a need to restore fairness in the
contracting process between healthcare providers and large managed care
plans by allowing such providers to join together to negotiate contract
provisions. That’s exactly what this legislation is designed to do.”
During the floor debate on this legislation, strong statements of support
were also made by ranking Senate Insurance Committee member Neil
Breslin (D-Albany County), as well as Sens. Thomas Duane (D-New York
County), Liz Krueger (D-New York County), Kenneth Lavalle (R-Suffolk
County), and Diane Savino (D-Staten Island).
Identical legislation sponsored by Assembly Majority Leader Ron
Canestrari (A.2474-A) was not taken up for a vote by the Assembly prior
to the close of the formal portion of the 2011 legislative session on June
24. Concerns were expressed regarding some of the bill’s technical
language and questions raised regarding impact on the state’s public
health insurance programs. Momentous changes to New York state law
considered and negotiated in the session’s waning days, including
legislation to permit same-sex marriage, implement property tax caps,
and provide local mandate relief, left inadequate time to work through
these technical issues.
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However, with the Legislature’s return to Albany before the end of the year
still a possibility, Assembly leadership committed to MSSNY the intent to
work through these technical issues so the bill can be passed and
ultimately signed into law.

Why Collective Negotiation Is Needed
Enabling collective negotiation for physicians would mean physicians and
patients would no longer be at the mercy of the “take it or leave it”
contracts that market-dominating health insurers seek to impose.
Right now, most regions of New York state are dominated by very few
health plans. Statewide, six (6) health insurance companies control nearly
80 percent of New York’s managed care market, according to New York
State Department of Health data. It is no wonder that most physicians face
one-sided contracts from health insurers with little, if any, opportunity to
negotiate.
As most physicians are all too aware, it is actually their patients who
ultimately bear the brunt of this market inequity because the physicians’
inability to negotiate results in the imposition of contract provisions that
place unnecessary barriers in the way of patients’ receipt of needed care.
These include: burdensome pre-authorization processes; arbitrary
limitations or cumbersome “step therapy” restrictions that limit patient
access to necessary prescription medications; and overly aggressive
barriers that limit patients’ ability to receive care from the specialist
physicians of their choice.
The Hannon-Canestrari bill would enact in New York state a permissible
exception to federal antitrust laws. Referred to as the “State Action”
exception, this exception is based upon a landmark 1943 U.S. Supreme
Court decision that permits a state to allow otherwise proscribed collective
action where there is a compelling public interest, provided the state
actively regulates the conduct through close supervision of the collective
action process.
Under the legislation, the New York state attorney general (AG), with
input from the commissioner of health and the superintendent of
insurance, would be authorized to approve a request from a physicians’
representative to collectively negotiate with a health plan. The AG would
also be required to approve the subject matter of the negotiations.
The state oversight would not end there, however. If the AG approves the
negotiations going forward, he or she would also be required to: monitor
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the negotiations; take steps to resolve negotiation impasses; approve the
final product of such negotiations; and provide ongoing review and
supervision of any achieved agreement. The bill provides that the costs for
such close state supervision would come from fees paid by the physicians’
representatives.
To those who claim that allowing healthcare providers to negotiate fees
will increase costs, MSSNY has argued that the new dynamic created by
this legislation will not increase monies committed to healthcare but will
redistribute existing dollars, which will be redirected away from insurance
company profits and to the provision of enhanced clinical care. Moreover,
reductions in cost would result from greater standardization of
administrative procedures, which often now vary from plan to plan.
Over the last several years, MSSNY, working together with county medical
societies and local physician leaders, has achieved many legislative and
regulatory “victories” to address various health insurance abuses. However,
the plans have often found ways to evade these policy achievements. Far
more profound change is needed. The purpose of this legislation is to
enable physicians and health plans to work out these issues going
forward, rather than the New York State Legislature.

What Is MSSNY Doing?
MSSNY has been working with local physician leaders and county medical
societies across the state on an aggressive campaign to urge the Assembly
to pass the bill upon its return to Albany. Physicians have been given
talking points, op-ed pieces and other materials to assist in their advocacy
not only to members of the state Legislature, but also to community
thought leaders such as chambers of commerce and local unions. To view
the collective negotiation advocacy “toolkit” MSSNY has developed, please
go to our Web site at www.mssny.org.
Enactment of this bill would go a long way toward returning clinical
control of patient care to physicians, and away from profit-driven health
plans. Your ongoing advocacy efforts must be continued if we are to
achieve enactment of this extraordinarily important legislation. m
Mo Auster, Esq., is a legislative counsel and lobbyist for the Medical Society of the
State of New York’s Division of Governmental Affairs.
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Albany Report

Updates
CHARLES J. ASSINI, JR., ESQ.

Federal Healthcare Truth and Transparency Act
During the ASA legislative conference held earlier this year in
Washington, D.C., the ASA Governmental Affairs Office (ASA-OGA)
included, as a top legislative priority, legislation known as the “Healthcare
Truth and Transparency Act” (H.R. 451). The ASA position paper to
support H.R. 451 summarized the issue as follows:

Issue
Despite protracted and continuing debate over health reform in the
United States, there remains a heightened need to make sure that patients
have adequate information to make wise and cost-conscious healthcare
choices and decisions. Put simply, consumers of healthcare services want,
need and require added information about their care and the persons
providing it. Advocates of transparency argue that accurate information
empowers patients with an improved understanding of the healthcare
delivery system. Currently, there is little “transparency” associated with
the most fundamental and important component of healthcare delivery:
the many health professionals who interface with patients each day.
Patients lack information about the wide variety of individuals who work
in healthcare settings, and they are confused by the increasing ambiguity
of healthcare provider-related advertisements, marketing and degreetitles. Because of this lack of information, patient autonomy and decisionmaking have been compromised. To ensure patient empowerment and
the prudent expenditure of healthcare dollars, Congress should act to
enhance information flow to patients and address the lack of clarity in
healthcare provider advertisements, marketing and self-identification.
H.R. 451, the “Healthcare Truth and Transparency Act,” introduced by
Reps. John Sullivan (R-Okla.) and David Scott (D-Ga.) would improve
transparency in the identification of healthcare providers and in
healthcare provider-related advertisements and marketing.

Problem
p Recent studies confirm increasing patient confusion regarding the
many types of healthcare providers — including physicians,

SPHERE

Winter 2011/2012

33

technicians, nurses, physician assistants and other allied providers
— engaged in providing services in healthcare settings. All of these
providers play an important and distinct role in the healthcare
delivery system.

p Ambiguous provider nomenclature and related advertisements and
marketing are exacerbating patient uncertainty.
p Patient autonomy and decision-making are compromised by
uncertainty and misunderstanding in the healthcare patientprovider relationship.

New York State Healthcare Trust and Transparency
Please be advised that a few years ago the New York State Education
Department adopted a regulation (effective April 10, 2008) providing
guidance with respect to healthcare truth and transparency by imposing
the requirement that healthcare professionals other than physicians,
physician assistants, and specialist assistants wear an identifying badge
that shall be conspicuously displayed and that shall indicate the
professional’s name and professional title. The exact language of the rule
is as follows:
(a) Unprofessional conduct shall also include …
(9) failing to wear an identifying badge, which shall be
conspicuously displayed and legible, indicating the practitioner’s
name and professional title authorized pursuant to the Education
Law, while practicing as an employee or operator of a hospital,
clinic, group practice or multi-professional facility, registered
pharmacy, or at a commercial establishment offering health
services to the public;
8 NYCRR 29.2 – Chapter 1 (Rules of the Board of
Trustees) Part 29 Section 29.2(a)(9)
The New York State Education Department, when publicizing the
proposed rule change (which is now in effect), stated the following:
Legislative Objectives. The proposed amendment carries out the
legislative intent of the aforementioned statutes by making it
unprofessional conduct for certain health professionals to fail to wear an
identifying badge in all practice settings, thus enabling patients to clearly
know who is rendering professional services to them.
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Needs and Benefits. Currently, it is unprofessional conduct for those
practicing in most of the health professions to fail to wear an identifying
badge while practicing as an employee or operator of a hospital, clinic,
group practice or multi-professional facility, registered pharmacy, or at a
commercial establishment offering health services to the public. The
proposed amendment will provide additional public protection by
expanding to all practice settings the identifying badge requirement,
thereby providing patients in all settings with the name and professional
licensure designation of health professionals licensed pursuant to Title
VIII of the Education Law, other than physicians, physician assistants,
and specialist assistants.
Please further note that Section 29.2 of the Education regulations states
in subsection (a)(4):
(a) Unprofessional conduct shall also include …
(4) using the word “Doctor” in offering to perform professional
services without also indicating the profession in which the
licensee holds a doctorate;
8 NYCRR 29.2 – Chapter 1 (Rules of the Board of
Trustees) Part 29 Section 29.2(a)(4)
Based upon the foregoing, New York state currently has in place a
regulatory framework to minimize non-physician providers from
misrepresenting their education and professional titles.
Update on California Opt-Out
The American Medical Association (AMA) and the American Society of
Anesthesiologists (ASA) have filed an amicus brief in the appeal of CSA
and CMA v. Schwarzenegger. The amicus brief, which has been accepted
by the court, focuses on the grave consequences of Gov. Arnold
Schwarzenegger’s (R-Calif.) decision to opt-out of the federal requirement
for physician supervision of nurse anesthetists, including the
performance of interventional pain management procedures by nurse
anesthetists.
In addition to the amicus brief filed by the AMA and the ASA, the San
Diego Center for Patient Safety also filed an amicus brief in opposition of
the opt-out. Conversely, the California Hospital Association filed an
amicus brief in favor of the opt-out, which was also accepted by the
court.
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New Jersey Opt-Out
The New Jersey Department of Health and Senior Services (DHSS),
which regulates hospitals and ambulatory surgery centers (with two or
more procedure rooms), acted on a petition for rulemaking from the New
Jersey Association of Nurse Anesthetists (NJANA). The NJANA claimed
that since the New Jersey Board of Nursing has replaced the term
“certified nurse anesthetist” with “advanced practice nurse specializing in
anesthesia,” they should be able to work in collaboration with a
physician under a joint protocol the way other APNs do, and not have to
work under supervision, which the older regulations required for
CRNAs. In the newly revised hospital licensing regulations, the DHSS did
not fully agree (N.J.A.C. 8:43G-6.3). The DHSS removed the supervision
requirement, but in their comments in the New Jersey Register wrote that
they expect an anesthesiologist (now specifically an anesthesiologist, not
just a physician) to be present for induction, emergence and other parts
of a procedure when an APN/anesthesia administers anesthesia to a
hospital patient.
An easily accessible link to the full, though unofficial, document, with
public comments and DHSS responses, is at http://web.doh.state.nj.us/
apps2/bc/hcabmeeting.aspx?year=2011. Click on January 13, 2011, then
on Notice of Adoption: N.J.A.C. 8:43G Hospital Licensing Standards.
The NJANA has sued the DHSS for the way the regulations were
proposed and adopted. The NJSSA has filed briefs in support of the
DHSS, and has been approved to appear as amicus curiae. 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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Case Report

Massive Intraoperative Pulmonary Emboli
Following Thrombectomy of Hemodialysis Fistula
JAHAN PORHOMAYON, M.D., FCCP, FABHP, PADMAVATHI R. PERALA, M.B.B.S.,
LALL PURANDATH, M.D., ANNAN SANDEEP, M.D., AND NADER D. NADER M.D.,
PH.D., FCCP
VA WESTERN NEW YORK HEALTHCARE SYSTEM, DIVISION OF CRITICAL CARE
AND PAIN MEDICINE, DIVISION OF VASCULAR SURGERY, AND DIVISION OF
CARDIOTHORACIC ANESTHESIA AND PAIN MEDICINE

Occlusion of an arteriovenous graft or fistula is an event that occurs
frequently in patients with end-stage renal disease (ESRD). As a result,
the vast majority of dialysis patients with arteriovenous graft/fistula
thrombosis undergo thrombectomy. The surgical techniques include
aspiration thrombectomy, thrombolysis, and surgical thrombectomy.
Thrombus fracture and embolization may occur during the extraction
process and result in mild to severe cardio-respiratory complications.
Here we report a case of a 58-year-old male with a medical history of
ESRD for 20 years, hypertension, severe thrombocytopenia, and liver
disease secondary to hepatitis C infection. His surgical history was
significant for multiple hemodialysis graft/fistula thrombectomies. He
was diagnosed with primary peritonitis associated with hypotension and
respiratory failure and was admitted to the intensive care unit (ICU).
He remained intubated in the ICU with severe sepsis. The patient had a
clotted left brachio-basilic arteriovenous fistula, and was brought to the
operating room for attempted thrombectomy. Prior to his arrival in the
operating room, 100% oxygen was given via the endotracheal tube. Vital
signs on arrival to the operating room were: blood pressure, 90/60
mm/Hg; heart rate, 110 beats /min; oxygen saturation, 97%; and
temperature, 36.5 C. Controlled ventilation was started in the operating
room with the following settings: inspired oxygen concentration, 100%;
respiratory rate, 14 /minute; tidal volume, 600 cc; and positive end
expiratory pressure, 5 cmH20. The end-tidal CO2 was 35 mm/Hg. Arterial
blood gas analysis showed pH = 7.32, Pco2 = 35 mmHg, Po2 = 67 mmHg.
Anesthesia was induced with midazolam, 1 mg, and fentanyl, 100 µg
intravenously; desflurane was titrated to a concentration of 4% in 100%
oxygen. Normal saline was infused at 150 ml/hr immediately postinduction. The patient’s vital signs remained constant with adequate
oxygenation and end-tidal CO2 of 18-20 mmHg. Surgery began with a
longitudinal incision above the antecubital crease and dissection was
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carried down until the fistula was identified. The basilic vein appeared to
be pulsatile. An attempt was made to puncture the fistula and pass a wire
retrograde, but the attempt was unsuccessful. The fistula was then opened
with an 11 blade, and a large amount of thrombus was evacuated from the
basilic vein. A Fogarty catheter was then passed through the vein with
return of brisk bleeding. A left brachio-basilic fistulogram showed the vein
to be widely patent, with no evidence of residual thrombus. A short while
after thrombectomy, the patient’s vital signs became unstable, with a drop
in arterial oxygen saturation and a low end-tidal CO2, followed by severe
hypotension. The patient was immediately given 100% oxygen, and
vasopressors and rapid crystalloid infusion were started. Vasopressin
infusion was started at 0.1 unit/min and norepinephrine at 10 µg/min to
maintain a mean arterial pressure of 65 cmH20.
Transesophageal echocardiography intraoperatively confirmed a large
pulmonary embolus in the right pulmonary artery [Figure 1] and superior
vena cava [Figure 2]. The postoperative course was complicated by
respiratory failure, with mechanical ventilation and hypotension requiring
vasopressors. On arrival to the intensive care unit, the patient’s
medications were changed to epinephrine and dobutamine. Additionally,
he was started on systemic anticoagulation with intravenous heparin. The
patient had minor bleeding from the incision site and required multiple
blood and platelet transfusions over the course of his stay in the intensive
care unit. He gradually recovered with supportive care and was transferred
to the floor a month later.

Discussion
The US Renal Data System 2008 Annual Data Report indicated that a total
of 112,476 patients started ESRD therapy, and that the ESRD population
reached 547,982, including 382,343 dialysis patients.1 The vast majority
of these patients in the U.S. ultimately need surgery for thrombosis of a
hemodialysis fistula/ graft.2-3 Catheter intervention techniques have
become the primary modes of restoring flow in about 80% of these cases.4
Complications arising from such interventions include bleeding,
pulmonary embolism, vein rupture, and cerebral and arterial embolism.5-6
Massive pulmonary embolism remains the most feared complication
intraoperatively.7 Usually, smaller emboli go unnoticed since cardiopulmonary derangement is seldom seen, whereas large fragmented clots
can result in potentially serious complications and cardiovascular
collapse.8 The pathophysiologic effects of PE include increased pulmonary
vascular resistance caused by anatomical obstruction and release of
vasoconstricting substances. Gas exchange is also compromised due to
redistribution of blood flow, leading to an impaired ventilation/perfusion
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ratio and increased alveolar dead space.9 Reflex stimulation, increased
airway resistance, and decreased lung compliance also play a role.10 It is
important that the anesthesiologist and the surgeon have a high index of
suspicion for the diagnosis of PE.
The true incidence of PE following these procedures remains largely
unknown. Studies have reported an occurrence of 0% to 1.0%. Others
have used pulmonary perfusion scintigraphy in pre- and postthrombectomy patients to detect the PE. Swan et al. studied 31 patients
with acute thrombosed hemodialysis fistulae and performed perfusion
scans in 22 of them.11 The scans were positive in 59% of patients without
any signs or symptoms, suggesting that subclinical PE may occur
frequently during thrombectomy. Other investigators have reported similar
results.12-14 Additionally, it should be emphasized that patients with a
history of compromised cardiopulmonary reserve have a diminished
ability to compensate for hemodynamic derangement secondary to a large
PE.15 Therefore, the anesthesiologist should carefully evaluate the cardiac
and pulmonary systems preoperatively. Repeated thrombectomies with
subclinical PE could have cumulative effects on the cardiopulmonary
reserve and thus pose additional risk to the patient.11, 15 Not only was our
patient recovering from severe sepsis, but he also had had several
thrombectomies in the past that could have decreased his functional
reserve. Intraoperatively, the first clue to the presence of PE may be the
presence of a wide arterial-to-end-tidal CO2 gradient.9 Our patient
initially presented with a low end-tidal CO2 while on mechanical
ventilation. Initially, we considered other potential causes of this problem,
including hypotension, shock, endotracheal tube cuff leak, mechanical
problems with the capnograph, and, only later, to dead space ventilation
secondary to pulmonary emboli.
The modalities usually utilized for diagnosis of PE, such as
ventilation/perfusion scan of the lungs, contrast enhanced computed
tomography of the lungs with PE protocol, and transthoracic
echocardiogram are not useful in the operative setting. The
transesophageal echocardiogram (TEE) is the most valuable tool in the
operating room and can be useful in providing prognostic information and
determining the choice of drug treatment and vasopressor support.16-17
Echocardiographic findings useful in the diagnosis of PE include right
ventricular dysfunction and dilation, dilated pulmonary artery, and
reduced left ventricular size.18 TEE in our patient confirmed the presence
of a large PE in the right pulmonary artery [Figure 3] and several smaller
emboli in the superior vena cava (SVC), suggesting that a clot fragment
traveled from the peripheral venous system to the SVC and subsequently
to the pulmonary artery.
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The therapy of subclinical PE is supportive. Thrombolysis is reserved
for treatment of massive PE in the hemodynamically unstable patient.
Intraoperative management is directed at hemodynamic support and
oxygenation. Early diagnosis and consultation with the surgical team may
allow anticoagulation to be started before the conclusion of surgery.19
Catheter embolectomy is the newer technique for treatment of PE; it can
be performed intraoperatively, but its use is currently limited to centers
with specialized training and dedicated staff.20 In our patient, thrombolysis
was contraindicated due to severe thrombocytopenia and minor bleeding
from the surgical site.
The majority of patients with massive PE require high-dose vasopressor
infusion. The aim of therapy is to maintain preload and support
myocardial contractility while reducing pulmonary vascular resistance.
A combination of epinephrine and dobutamine has been suggested as the
ideal agent to support the cardiovascular system.21 Preload is augmented
with intravenous fluid. Mechanical ventilation is used to maintain
oxygenation and correct hypoxemia and hypercarbia.
Massive PE during or after thrombectomy of an arteriovenous graft or
fistula remains a rare but serious event. Both the anesthesiologist and the
surgeon must fully assess the patient’s cardiac and pulmonary reserves and
be prepared to manage this potentially catastrophic complication. TEE can
play a role and remains the most useful diagnostic test for early diagnosis,
risk stratification, and management of the patient with a large PE.
Figure 1

TEE demonstrates several large emboli in the superior vena cava.
Arrows point to emboli.
TEE = Transesophageal Echocardiography, RA = Right Atrium, IVC =
Inferior Vena Cava, LA = Left Atrium, SVC = Superior Vena Cava.

44

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

Figure 2

TEE features of acute pulmonary emboli include right ventricular dilation,
tricuspid regurgitation, bulging of atrial and ventricular septal walls
(arrows), and right atrial dilation.
TEE = Transesophageal Echocardiography, RA = Right Atrium. LA = Left
Atrium, LV = Left Ventricle, IVS = Intraventricular Septum.
Figure 3

TEE = Transesophageal echocardiography indicates large emboli in the
pulmonary artery (arrows).
AO = Aorta, RPA = Right Pulmonary Artery, LPA = Left Pulmonary Artery,
MPA = Main Pulmonary Artery. m
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