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President’s Message

The Strange Trip Continues
SALVATORE G. VITALE, M.D.

As a kid, my favorite amusement park rides were the
ones that went round and round, not the roller coaster.
I preferred the predictability of the Ferris wheel or the merry-go-round,
circles over the ups and downs of the roller coasters. I preferred math and
science to other disciplines in school. There was only one answer and it was
predictable and reproducible. I thought this year would be like one of those
predictable merry-go-round rides. Having served in the NYSSA for many
years, I thought I knew what would come my way and how to handle it.
But this has been one wild roller coaster ride, with all the unpredictable ups
and downs, both within the NYSSA as well as around the world in general.
As I write this, Hurricane Sandy just swept through the Northeast. A
Category 1 hurricane (lowest intensity), it caused tremendous damage in
New York City and the surrounding area. The New York City marathon was
cancelled at the last minute. NYU Medical Center lost power and the
patients needed to be evacuated. Although there was advance warning, and
preparations were made, not all of the hazards could be avoided. There was
a loss of life and property.
Was the hurricane a result of natural climate change or man-made climate
change? I do not know the answer. All the same, our motto of vigilance goes
beyond our specialty. When you are prepared and everything goes as
planned, situations appear easy to control. How can you really be prepared
for every possible event?
In the book Normal Accidents: Living With High Risk Technologies by Charles
Perrow (Revised edition, 1999, Princeton University Press), the author
discusses how the more complex a system is, the greater the likelihood
that a small error will occur in one part and cause catastrophic events. In
these systems, it becomes impossible to control every variable. And
unexpected outcomes become “normal” (“SNAFU” for my military friends)
— hence, our profession’s motto (“Vigilance”) and symbol (a lighthouse).
While we cannot control certain events, we can be vigilant and guide our
patients in a prepared manner. Other unpredictable events this year: the
Supreme Court upheld the Affordable Care Act; the New York Legislature
passed a NYSANA-sponsored bill to give CRNAs title certification, which
the governor’s office vetoed; and we had a presidential race that was too
close to call. It is a good thing I am not a betting man.
SPHERE
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Now some insurers have challenged payments for anesthesiology services.
Selective payers in the upstate area are advising providers that they intend to
institute new policies that prohibit payment for anesthesiology services in
certain endoscopy cases. The NYSSA has intervened with the carriers and
brokered an arrangement to postpone the implementation of these new
policies. The Society will continue to monitor this situation, which is so
important to many of our members.
In contrast to these unpredictable situations, the promotion of the PGA has
been the highlight of my year. Wherever I went I heard, “Yes, I have heard
of that meeting,” or, “I was there,” or, “Someone I know was there. It was
great.”
The PGA remains the second-largest anesthesiology meeting in the United
States. The NYSSA is proud of its educational roots. I have assisted in
promoting the meeting by manning booths in Buenos Aires, Paris, Quebec
City, and Washington, D.C. This year we enlisted NYC & Company to help
promote the program. They provided promotional material and a native
Parisian to assist with our booth in Paris. Yet, we are hauntingly plagued by
the specter of some man-made or natural disaster like Hurricane Sandy
disrupting the meeting. The NYSSA continues to position itself financially so
that one “bad year” does not bring the organization into ruin.
This year the NYSSA:

p Had its four-year reaccreditation review by the ACCME (we are waiting for
the final determination on our CME accreditation).
p Obtained American Board of Anesthesiology MOCA® credits for nine
separate PGA panels.
p Is planning to eliminate the online CME course and will continue to
emphasize the live meeting. Too few people have been utilizing the online
course to make it economically viable.
p Added links to the NYSSA Web page for NYC travel information and
attractions.
p Made NYAPAC fully operational on the Web and added CAPWIZ, an
online legislative tool.
p Added a job board and a career center to the NYSSA Web site.
p Continued to expand the use of social media, including placing more
video on YouTube and utilizing more Facebook and Twitter posts.
This year the NYSSA will bestow its DSA (Distinguished Service Award)
on Dr. Mark Lema. Dr. Lema is currently chair of the Department of
4
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Anesthesiology, Critical Care and Pain Medicine at Roswell Park Cancer
Institute in Buffalo, New York. He is also professor and chair of
anesthesiology at the University of Buffalo, State University of New York.
This article cannot do justice to Dr. Lema’s many accomplishments and I
refer you to his Web page for more of the details:
http://medicine.buffalo.edu/content/medicine/faculty/profile.html?ubit=mlema.
Dr. Lema has served as NYSSA president (2000–2001) and as president of
the American Society of Anesthesiologists (2005–2006). He was the ASA
DSA recipient in 2011.
I first had the pleasure of meeting Dr. Lema during his service in the
NYSSA. He is truly one of the giants in the NYSSA and has assisted many,
including myself, in advancing through the organization. One of his
colleagues, Dr. Oscar DeLeon, summed it up best when he told me a story
that epitomizes Dr. Lema: He said, “I once told him that I was wondering
how I was going to pay him for everything that he had done to further my
career. His response: ‘Just do for someone else what I have done for you.’”
There are many who owe their involvement in the NYSSA to Dr. Lema. I
congratulate him on this well-deserved honor.
This is my last article for Sphere. I am in the home stretch. I leave
knowing that the NYSSA will be in the capable hands of Dr. Michael
Simon, a colleague I have had the pleasure of knowing for many years.
He has a long history of service in the ASA, MSSNY, and the AMA as well.
The movie “Parenthood” with Steve Martin has a scene reminiscent of my
year:
[Gil has been complaining about his complicated life; Grandma wanders
into the room]
Grandma: You know, when I was nineteen, Grandpa took me on a

roller coaster.
Gil: Oh?
Grandma: Up, down, up, down. Oh, what a ride!
Gil: What a great story.
Grandma: I always wanted to go again. You know, it was just so

interesting to me that a ride could make me so frightened, so scared,
so sick, so excited, and so thrilled all together! Some didn’t like it.
They went on the merry-go-round. That just goes around. Nothing.
I like the roller coaster. You get more out of it.
See you at the PGA. m
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Editorial

Recognizing Those Who
Provide Hope
JASON LOK, M.D.

I hope that you will enjoy the change we have
initiated with this issue of Sphere. It begins with our cover. We move away
from the spectacular, manicured images of the modern buildings where
we practice to the startling image of an impoverished child in need of
medical assistance. We also see the silhouette of an anesthesiologist in
action, providing care and hope. With this issue we recognize members
who have traveled to countries far removed from New York to serve
those in need, often in poverty-stricken or chaotic regions. Sphere is
proud to present these stories of service, as relayed by those who have
experienced the trials and tribulations of serving on medical missions.
We think you will be proud to know about your fellow NYSSA members
who have donated their time and expertise to care for those less
fortunate. If you happen to meet any of them at work, meetings or
conferences, please show your appreciation and support for their
generosity.
On our Facebook site (www.facebook.com/nyssapga), our likes have
grown from 221 to 329 since our last issue. We recently added a
YouTube link showing a 1996 NYSSA film titled “The PGA Story: A
Half-Century of Education and Service to Anesthesiology” by D.R.
Bacon, M.D., M.A. This film was painstakingly digitized from archival
tape and made into 12 clips by NYSSA staff member Lisa ONeill. There
are also pictures of your New York state delegates at work representing
the NYSSA at the recent ASA meeting in Washington, D.C. During the
House of Delegates meeting, NYSSA President Dr. Salvatore Vitale
utilized HipChat, an instant messaging service built for business, to
ensure collaboration among NYSSA’s delegates. Please continue to check
our informative postings and share our Facebook link with your
colleagues.
As Sphere continues to publish feature articles on missions, other ideas
will be discussed at the Communications Committee meeting that will
take place during the 2012 PGA. The pros and cons of anesthesiarelated issues will be considered once again. We will also continue to
encourage submissions of case reports, clinical reviews, and book
reviews. If there is interest, we may also consider including additional
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content such as puzzles, current technology for practicing anesthesiologists,
and pearls of wisdom or practice tips. Finally, we are still seeking
submissions of personal interest stories. Please consider sharing your
experiences with your fellow members. Sphere will have someone contact
you for an interview. While the Communications Committee will be
discussing the future of Sphere by brainstorming new ideas to make the
publication more relevant, informative and enjoyable to our membership,
your additional ideas, suggestions and help are always welcome.
Although Sphere has discontinued the regular profiles of New York
hospital/anesthesiology departments, there are still a few more that we
hope to publish. The goal is to showcase at least one department for every
district comprising the New York State Society of Anesthesiologists. If you
know of any departments that have not yet been profiled that are willing
to be, please contact me at jlokmd@yahoo.com or Stuart Hayman at
stuart@nyssa-pga.org. Thank you in advance for your interest and
consideration. m

From the Executive Director

Moving on From a Natural Disaster
STUART A. HAYMAN, M.S.

I wrote a synopsis of my annual report for this issue
of Sphere, submitting my article in October. That
was long before Hurricane Sandy brought devastation to New York.
While much of the East Coast was impacted by the superstorm, the
people of the tri-state region (New Jersey, New York and Connecticut)
have experienced one of the worst disasters to ever hit this area, and one
of the deadliest and most destructive storms in this country’s history.
Regardless of your political views, I believe Gov. Cuomo got it right
when he was discussing how the extreme weather we have been
experiencing may be our “new reality.” The governor said, “New York
has a 100-year flood every two years now.” He mentioned last year’s
Hurricane Irene, which dumped nearly 12 inches of rain and caused
flooding upstate, in New York City, and on Long Island. Shortly after
Hurricane Irene, New York was hit again by Tropical Storm Lee, which
also dropped approximately 12 inches of rain and caused flooding in the
Binghamton, New York, area and into Pennsylvania.
I am writing this article less than a week after Superstorm Sandy hit, so
we really don’t know the full extent of the damage yet. In fact, while I
had power restored after a day and a half, my neighbors who are just
three doors down from me have been without power for five days and
have been told that it could be another week before they get it back.
There is damage on every block and trees down everywhere. And my
community could be considered one of the lucky ones; to my
knowledge, no one in our community died as a result of the storm.
The storm is responsible for the loss of many lives. As I write this,
searches are still under way for people who are missing. Problems
getting fuel to gas stations have led to lines for gasoline that are
reminiscent of the Carter administration in the ‘70s. The New York
transit system is operating at a fraction of its ability; hopefully all of the
commuter rail systems will be operating normally soon. There is damage
to thousands of homes and businesses. Early cost estimates are in the
$50 billion range, but we shouldn’t be surprised if the final number far
exceeds this figure.
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During the last week, your colleagues have been at their best. We have
heard about physician volunteers who have helped out all over the tristate area in many capacities. For example, Dr. David Wlody spent three
solid days and nights on duty at Long Island College Hospital. And
instead of taking part in the New York City Marathon, which was
cancelled out of respect for storm victims and recovery efforts, NYSSA
President-elect Dr. Michael Simon and his son Christian donated time to
loading supplies for those in need. (See the photo of Dr. Simon and
Christian below.)
The theme for this issue of Sphere is helping those in need through
medical missions. With the evacuation of patients from multiple
hospitals in New York City as a result of the storm, and the care given to
those in storm-damaged communities throughout the area, we had the
opportunity to witness many “medical missions” in our own backyard.
I invite you to share your stories with us. We would like the thousands
who read Sphere, both in and outside of New York, to have the
opportunity to hear about some of the events that unfolded during and
after this horrible event.
I wish all of you who were impacted by Superstorm Sandy a speedy
recovery. For those of you who have suffered a personal loss, please
know that our thoughts and prayers are with you and your loved ones. m

Dr. Michael Simon and his son Christian organize supplies for
victims of Superstorm Sandy in Fishkill, New York.

10

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

Looking Back on Another Successful Year
STUART A. HAYMAN, M.S.

The following is a synopsis of my most recent annual report. For a complete
copy of this report, please e-mail me at stuart@nyssa-pga.org.
August 2012 marked the beginning of my 25th year in medical society
management. For the last four-plus years, I have been honored to serve as
your executive director. I have the deepest respect for the physicians and
the profession I represent, and I continue to welcome the opportunity to
tackle the many challenges that confront medical societies across the
country.
As we approach the end of 2012, I am happy to report that the NYSSA
has successfully evolved beyond the leadership’s initial goals set when I
was hired four years ago. These accomplishments are a result of ongoing
efforts on the part of our hardworking physician volunteers and staff
members. Thankfully, we have established an infrastructure that is better
equipped to handle the immediacy of the challenges that confront the
specialty of anesthesia and the practice of medicine.
It is my pleasure to provide a brief synopsis of the NYSSA’s activities this
past year.

Planning for the Future
This past September, the NYSSA staff celebrated our one-year anniversary
working in our new headquarters. This facility is more centrally located
in New York City, and the office was designed to be better equipped to
conduct the business of the association.
Here are just a few examples of the new and enhanced technology and
member services that we have implemented this past year:

p We now have redundant high-speed Internet connectivity with an
automatic rollover switch in case one source becomes temporarily
inoperable.
p We began utilizing Cloud technology for our database information
system to back up our internal server.
p We installed Cat 6 high-speed cabling so that the office is equipped
for future higher-speed connectivity and technology.
p We have initiated video conferencing, which allows Board members
to participate in Board meetings from their alternative locations via
their computers.
SPHERE
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p We added a new online legislative tool: Capwiz. This advocacy tool
allows the NYSSA to deliver legislative intelligence as well as to
better manage and mobilize the membership.
p We continued to enhance the capabilities of the new conference
management and membership database system.
p We implemented the use of SurveyMonkey to solicit committee
volunteers and to survey segments of the membership.
p We continue to expand our use of Facebook, Twitter, Pinterest,
Foursquare and YouTube.
p We added multiple legal and political resources to the “Members
Only” section of the NYSSA Web site.
p We have been successfully utilizing Constant Contact for blast
e-mailing.
p We are in the process of creating a proprietary private chat room for
the NYSSA delegates to use at the ASA meeting. We utilized such a
chat room at the most recent ASA meeting.
p We are working with an intellectual property attorney to obtain
trademarks for several NYSSA items (i.e., the shield, Sphere, PGA).
Advocating for Members
This has been another very active year for advocacy on all fronts (e.g.,
socioeconomic, regulatory, legislative and legal issues). Together with our
arsenal of expert consultants and physician volunteers, we have worked
hard to advocate for the NYSSA and its members. I feel very fortunate to
work with a group of top-quality consultants who provide essential
advice and assistance: Kern Augustine Conroy & Schoppmann, P.C., the
NYSSA’s general counsel; Higgins, Roberts, Beyerl & Coan, P.C., the
NYSSA’s board counsel and legislative representatives; Weingarten, Reid
& McNally LLC, the Albany-based lobbying firm; and Constantinople &
Vallone Consulting LLC, the New York City-based lobbying firm.
Additionally, I have been very lucky to have a core group of physician
volunteers who have given considerable time over the last 12 months. I
would personally like to thank the NYSSA’s current president, Salvatore
Vitale, M.D., Government and Legal Affairs Committee Chairman David
Wlody, M.D., and Economics Committee Chairman Alan Strobel, M.D.,
for their hard work and significant contributions to the membership. I
would also like to recognize the entire Executive Committee, all of whom
give a tremendous amount of time to work on behalf of the membership
each year.
12
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Over the past 12 months I have been involved in advocacy efforts on
behalf of individual members as well as groups of members. The issues
have ranged from Medicare and workers’ compensation, to many diverse
insurance and practice issues (e.g., licensure, liability, etc.). Here is a
sampling of the issues we have addressed this year on behalf of all our
members:

National issues:
p Electronic prescribing
p Company model
p CMS’s CRNA pain proposal
State issues:
p Medicaid Redesign Teams (MRT)
p Anesthesia Assistant (AA) bill
p CRNA title & scope protection
p CRNA independent practice bill
p Out-of-Network (OON) bill
p I-STOP bill
p Limiting anesthesia care during gastrointestinal endoscopy
p Workers’ compensation
Local issues:
p We have been meeting with New York City legislators to educate
them on the issues impacting anesthesia, as well as the NYSSA’s
effort to obtain a property tax exemption for our headquarters.
Educating Members and the Public
The NYSSA’s accreditation is essential to the ongoing PGA program. This
summer the NYSSA had its four-year review by the ACCME. The review
was the culmination of several months of preparation work by physician
volunteers and staff. I would personally like to thank Drs. Francine
Yudkowitz and Clifford Gevirtz for taking the lead on this project and
ensuring that we prepared properly. I would also like to recognize Drs.
Andrew Rosenberg, Salvatore Vitale and David Wlody for their
contributions to this process. Additionally, I would like to recognize
NYSSA staff members Debbie DiRago and Denise ONeill, who worked
weekends and evenings to ensure that the proper documentation was
compiled.
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With the help of Drs. Rich Beers, Francine Yudkowitz, David Wlody and
Andrew Rosenberg, the NYSSA submitted applications and received
approval for nine of the PGA scientific panels to provide CME and
MOCA® safety credits.
This year we will also implement Auto Response equipment in 12 focus
sessions and mini-workshop educational sessions. We have also begun
the process of researching simultaneous translation for the PGA. We have
been in discussions with multiple companies and will continue our
investigation.
I am happy to report that the PGA continues to be successful thanks to
the leadership of the chair, Andy Rosenberg, M.D., and Scientific
Programs Chairman David Wlody, M.D. I feel very fortunate to have had
the opportunity to work with such motivated leaders.
Each year we look for opportunities to educate the public about the
specialty of anesthesia and the issues that impact our members and
their patients.

p We worked with Fox and Friends to arrange an interview with Dr.
Vitale about propofol and the Michael Jackson case.
p We conducted a statewide investigation of hospital utilization of
anesthesiologists. The information we gained was used to educate
legislators, regulators and the public.
p We submitted a letter to the editor of The New York Times in
response to the article “Waking Up to Major Colonoscopy Bills.”
p This year marked our fourth year working with MSSNY at the New
York State Fair. We worked with Dr. Thomas and the Onondaga
County Medical Society to set up the shared booth.
p We continue to work with the New York City Department of Health
and Mental Hygiene on data collection and education relating to
safe injection practices.
Each year we look for opportunities to promote synergies by
building relationships with organizations that share our mission.
This year was no exception:

p We continue to collaborate with the European Society of
Anaesthesiology (ESA), the World Congress of Anaesthesiologists,
and the American Society of Anesthesiologists (ASA) to promote
our educational meetings.

14
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p This year at the PGA we will be hosting joint educational programs
with the European Society of Anaesthesiology, the British Journal of
Anaesthesia, the Anesthesia Patient Safety Foundation, the
American Association of Clinical Directors, and the World Institute
of Pain.
p We developed competitive bids to provide administrative services
for the Society of Critical Care Anesthesiologists (SOCCA) and the
New Jersey State Society of Anesthesiologists (NJSSA). I attended a
NJSSA board meeting to present our proposal and take questions.
I am pleased to report that we have moved the NYSSA forward even
while the U.S. and Europe continue to experience anemic economies.
The NYSSA recently retired all of its debt and has fortified its financial
reserves. The organization is much more stable and dynamic than when I
arrived in 2008. Currently, the NYSSA is one of the strongest medical
organizations in the state of New York. I continue to feel honored and
proud to serve as your executive director and I thank you for your
support. It is my goal to maintain the NYSSA’s place as the foremost
component society of the American Society of Anesthesiologists. m

What You Get Is Much More Than What You Give:
Medical Missions and Why I Go
ARUP DE, M.D., MBA

Being an anesthesiologist on a medical mission is completely unlike being
an anesthesiologist in a stateside operating room. Imagine your typical
day, and then imagine all of the roadblocks, the unnecessary paperwork,
the wait for rooms to become available, and all of the other innumerable
daily annoyances removed. Next, imagine everyone on your team
embodying drive, motivation, positive energy, and dedication. Finally,
imagine patients who are grateful for what you do, and family members
who express their gratitude through smiles and tears of joy. That is what it
is like to participate on a
medical mission. I have
been lucky enough to be
part of several missions in
recent years, under the
auspices of Operation Smile
and Operation Rainbow.
Many people are familiar
with Operation Smile’s
slogan: “Changing Lives,
One Smile at a Time.” In
truth, the organization does
go everywhere — from
Kusumu to Cebu. My
missions with Operation
Smile have taken me to
India three times in the last
five years, once to Kolkata,
and twice to Guwahati.
Operation Smile relies on
medical volunteers from all
over the world to assist in
the preoperative screening
and performance of surgical
cleft lip and palate repairs.
The view from the Operation Smile
mission hospital roof in Kolkata, India.
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Most of the medical equipment and supplies are shipped to the designated
mission location beforehand, with some supplies and medications obtained
locally. The missions are usually 10 to 14 days, including travel, screening,
and operative time. The teams that I have been a part of with Operation
Smile have broadened my world. I’ve worked with surgeons from China,
India, Ecuador, Argentina and England, as well as the United States. Scrub
nurses and pre/postop nurses have come from all over the world as well.
My anesthesia colleagues have been from every continent, as have the
biomedical technicians who are dispatched with every mission to make
sure all of the gas delivery systems are in decent working order and the
volatile anesthetics are (creatively) vented to the outside of the OR.
A typical operative day with Operation Smile begins with a team breakfast
in the early morning, with first cases being brought to the operating
theater by 8 a.m. In order to ensure timely starts and prevent patient
attrition, children are kept on the grounds of the hospital on the night
before the operation. The day is usually a blur of lip or palate repairs,
taking at most two hours each. Food appears during the day and roving
anesthesia team leaders make sure that anesthesia volunteers get breaks
and are fed. The day is long and challenging. I sometimes use medications
that I would not necessarily use
in my home practice. But there
are pearls that I bring back to
my stateside practice, like how
to do infraorbital nerve blocks
using an intraoral or external
approach. After taking care of
five to seven patients per OR
table, the team retreats to the
hotel, eats, collapses into a
contented sleep, and awakens
the next day for more.
One of the most amazing
patients I remember from these
missions was a woman who
appeared to be as old as time.
She was wrinkled and bent over
from her years as a manual farm
laborer, and for the entirety of
her life, she had faced each day
Carrying a pediatric patient out to the
recovery room after anesthesia.
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with a massive bilateral
cleft. We forget what
certain conditions look
like when left
untreated. I could not
fathom how this
woman faced her entire
world for as long as she
had, nor could I
imagine the pain and
ridicule she must have
suffered daily because
of her disfigurement.
And yet, hearing of the
mission, she came
down from her rural
village and sought our
help. Even though the
focus is on children,
adults are taken on as
surgical patients when
time allows. So this
Anesthetic induction on a pediatric patient.
patient, “Mother
Nature” as she was affectionately dubbed by the surgeon in deference to
her age, emerged from our mission with a beautiful new face for all the
world to see.
Operation Rainbow focuses on orthopedic surgery, and, given my
interest in regional anesthesia, I was very excited to volunteer for a
mission to the Aventiste Hospital in Port-au-Prince, Haiti. I joined a
group from the Baltimore area, Team Sinai, which included several
pediatric anesthesiologists, surgeons, podiatrists, and nurses. After the
Haitian earthquake of 2010, much of the county’s infrastructure has yet
to be rebuilt. This is true of hospitals and basic medical facilities. One of
the hospitals that miraculously survived the earthquake is the Aventiste
Hospital; that is where we lived and operated for the week we spent in
Haiti in the spring of 2011. The team from Sinai specialized in clubfoot
repairs; many of these are staged operations requiring daily attention for
weeks after the team leaves. Thankfully, the post-mission care was
supervised by an orthopedic surgeon from Wisconsin who was
volunteering at the Aventiste Hospital for a full year.
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Thanks to SonoSite, I was able to bring a NanoMaxx® ultrasound unit with
me on the mission. Not knowing exactly what I would find or what would
be of use, I also brought nerve block needles, catheters, tegaderm, local
anesthetics, and anything else I could think of that would be useful in the
administration of peripheral nerve anesthesia. Just getting the NanoMaxx®
to Haiti proved somewhat entertaining. I found myself in the curious
position of attempting to explain to the TSA agent in Newark the function
of the ultrasound device that I was carrying onto the plane. I stuck with
the most matter-of-fact, dry explanation: “I am an anesthesiologist en route
to Haiti. I will use this machine to look at and place numbing medicine
around certain nerves of the patients I will take care of.” It worked, and it
was awesome to have the ultrasound unit there.
Our dwellings were beautiful. We slept on cots under mosquito nets on a
veranda of the hospital. The operating rooms were air conditioned to
combat the midday heat, but at night, the cool breezes from the Caribbean
would lull me to sleep. Our hosts at the hospital would provide one meal a
day, usually local
Haitian food, which
was delicious! For
breakfast and dinner,
we were instructed
to bring camping
food or MREs
(“meals ready to
eat”). We took care
of adults and
children, and the
orthopedic surgeons
from Team Sinai
corrected many
clubfoot deformities.
I placed single shot
blocks with longacting local
anesthetics for many
of the procedures,
and also threaded
some catheters for
the patients who
An OR in Haiti.
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A 12-year-old patient in Haiti receives ultrasound-guided
regional anesthesia for a clubfoot repair.

would be admitted for several days. In lieu of local anesthetic administration
pumps, I rounded on these patients, assessed the catheters, and re-bolused
with long-acting local anesthetics every 12 hours. I knew the catheters were
working for a particularly memorable patient when her tears of pain were
replaced by the quiet breathing indicative of excellent peripheral analgesia
after a morning bolus.
Sometimes people ask me why I do this. It doesn’t seem like a vacation or
particularly restful to them when I describe the 12- to 14-hour days, the
relatively primitive working conditions, the lack of environmental control,
and the upheaval from the comfort of home. But these are the very reasons
why I feel compelled to keep joining medical missions: It is medicine and
anesthesia in their most raw and meaningful forms. Everyone on the team
wants to be there. The patients are truly grateful, and express their
gratitude in gestures and expressions that require no interpreters. Medical
missions remind me how lucky I am to do what I do. m
Arup De, M.D., MBA, is an assistant professor of anesthesiology and division chief
of anesthesiology, South Clinical Campus, at Albany Medical Center.
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Educating Patients
at the New York
State Fair

NYSSA President
Dr. Salvatore Vitale
joined Drs. Peter Ma
and Ian Pratt, residents
from SUNY Upstate, to
man the NYSSA booth.
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Raising Funds for
New York Legislators

Morris Auster, MSSNY lobbyist, David
Wlody, M.D., NYSSA chair of the
Government and Legal Affairs
Committee, and NYSSA Executive
Director Stuart Hayman attended a
fundraiser for Assembly Speaker
Sheldon Silver.

Assembly Speaker Sheldon Silver
shakes hands with Dr. Salvatore Vitale.

(Left to right) Drs. Sunil Gopal, Michael Bianco, Paul Willoughby, Kevin Glassman, Steven Schulman,
and Roy Berenholtz were on hand for a District 8 NYAPAC fundraiser at the home of Dr. Bianco.
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Participating in the ASA Annual Meeting

(Left to right) Drs. Salvatore Vitale, Lawrence Epstein,
Robert Lagasse, and Rose Berkun.

Scenes From the NYSSA Hospitality Suite
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(Left to right) Drs. Jung Kim, DonnaAnn Thomas, and Jason Lok.

Scenes From the ASA House of Delegates Meeting
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Participating in the
ASA Annual Meeting
Scenes From the ASA
House of Delegates Meeting
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Hidden Risks in EMR Implementation
MICHAEL J. SCHOPPMANN, ESQ.
KERN AUGUSTINE CONROY & SCHOPPMANN, P.C.

As physicians and medical practices struggle with selecting, contracting
for, and living with electronic medical records (“EMRs”), many have
overlooked the significant legal risks hidden within these complex and,
at times, seemingly overwhelming new systems. However, ignoring such
risks will only serve to enable the very threat they pose. Instead, every
physician and medical practice must step back, pause for analysis, and
then move forward, ever mindful of the electronic “land mines” EMRs
hold.
No better confirmation of the risks associated with EMRs can be found
than in the recent warnings by the Obama administration that the
government will vigorously pursue cases of fraud involving the use of
electronic medical records to inflate bills and generate extra revenue. In a
sternly worded public letter/press release, Health and Human Services
Secretary Kathleen Sebelius and Attorney General Eric Holder openly
declared, “We will not tolerate any healthcare fraud.” Sebelius and Holder
also promised that “law enforcement will take appropriate steps to pursue
healthcare providers who misuse electronic health records to bill for
services never provided.” As an example of such “misuse,” Sebelius and
Holder specifically warned doctors against “cloning” — the act of cutting
and pasting the same documentation from one patient’s record into
another patient’s record and/or copying one chart entry to the next or a
later visit within a patient’s EMR.
As a result of such strict scrutiny, every physician and medical practice
must set down strict “EMR Management Goals,” such as:

p Ability to properly produce relevant documents — all versions
(paper, scanned, etc.)
p Ability to track access and changes to records
p Ability to protect data from alteration (especially when litigation is
foreseeable)
It’s important to bear in mind that while an EMR may display and
function flawlessly in the digital environment, the physician must also
possess the ability to produce a paper version of the complete record,
which serves to defend the practice as best as possible. That “defense” is
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not just needed for malpractice actions. Medical records are being
reviewed and critiqued at unprecedented numbers and the highest of
threat levels (OPMC, OCR/HIPAA, NYDOH, OIG, OSHA, EEOC, EPA,
DOL, IRS, etc.). Simply taking the single practical step of selecting a
typical medical record, printing it out, and analyzing what is produced
can yield startling results (and an attendant ability to correct the
deficiencies).
Should an investigation or litigation ensue, what’s “discoverable”
(material subject to production to an adverse party in litigation or in
an investigative setting) can be startling for physicians and medical
practices. In today’s digital environment, legal matters commonly
include an aggressive pursuit of data in environments a physician may
not anticipate. While “electronic” in nature, for virtually all purposes,
e-mail is considered a “written” record. It is also permanent and subject
to discovery, open records laws and freedom of information laws. The
basic rule of thumb is that no physician or medical practice employee
should ever place anything in an e-mail that he/she would not be
comfortable having an adversary (i.e., patient’s attorney, patients
themselves, a government investigator, etc.) obtain, review and
question him/her about publicly.
Another hidden risk with electronic medical records is the very question
of being able to locate a complete and accurate copy of the records
themselves, sometimes even years after the completion of care. Physicians
and medical practices must realize that the inability to produce a complete
and accurate record is, unto itself, a violation of every state’s laws and
regulations governing the practice of medicine.

Consequences of Poor EMR Risk Management
While the majority of physicians use EMRs for their intended, appropriate
purpose, the failure to properly manage an EMR system — and the
resultant failure to produce a full and accurate record — can lead to
unintended consequences:
p A conclusion that relevant material was missing
p An assumption of wrongful conduct
p An inference of bad faith
p An adverse-inference jury instruction: “The material that was
missing or made unavailable contained information unfavorable to
the party responsible for it.”
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An incomplete medical record from an EMR can also lead to severe
adverse consequences such as public discipline, termination of
participation in health plans, and/or a legal conclusion that the records
were destroyed to conceal acts of negligence. In order to find a record, the
physician and/or the medical practice must first be able to accurately
identify it. To do so, the EMRs must provide user-friendly indexing. Yet
many repositories are poorly indexed or not indexed at all. Keyword
searching is only partially effective and a number of repositories require
substantial indexing or other identification measures that the physicians
and/or medical practices are not aware of when implementing EMRs.
What’s worse is when it’s later found that the physician’s identification
measures are unworkable.
In light of the devastating potential consequences of being unable to
retrieve a complete medical record, every physician and medical practice
should routinely test their EMR system to ensure that they can readily,
consistently, and accurately retrieve a complete copy of a patient’s record.
In conclusion, all physicians and/or medical practices must immediately
step back from their EMRs and analyze them anew — not from a medical
perspective, but from a legal one. Do the EMRs provide legal compliance?
Do they protect the practice? Or, do they actually create legal deficiencies
and/or legal violations? That simple step — that critical analysis — is the
best method to find the hidden risks in an EMR system, to address them,
and to avoid the adverse consequences that could otherwise occur. 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. Mr. Schoppmann may be contacted at
800-445-0954 or via e-mail at mschoppmann@drlaw.com.
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Albany Report

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

I. Gov. Cuomo Vetoes CRNA “Title” Bill
On October 3, 2012, Gov. Cuomo vetoed the legislation supported by
the New York State Association of Nurse Anesthetists [bill S.5356D/
A.8392C (Young/Paulin)] to grant “title” protection for nurse anesthetists.
For more information about the background of this bill, please see the
NYSSA Web site under Legislative/Regulatory Issues — NYSSA’s Annual
Legislative Day in Albany 2012 — Memorandum in Opposition to
Young/Paulin Bill (“SED Can Promulgate Regulations”):
http://members.nyssa-pga.org/Scripts/4Disapi.dll/4DCGI/members/
legislative.html
The governor’s Veto Message No. 165, which addressed two additional
bills, provides (emphasis added):
VETO MESSAGE - No. 165
TO THE SENATE: I am returning herewith, without my approval,
the following bill:
Senate Bill Number 5356-D, entitled: “AN ACT to amend the
education law, in relation to certification of certified registered nurse
anesthetists”
TO THE ASSEMBLY: I am returning herewith, without my approval,
the following bills:
Assembly Bill Number 8620-C, entitled: “AN ACT to amend the
public health law, in relation to the employment of persons to
function as central service technicians in certain health-care
facilities”
Assembly Bill Number 9303-A, entitled: “AN ACT to amend the
public health law, in relation to surgical technology and surgical
technologists”
NOT APPROVED
All of the above bills seek, in one way or another, to govern the
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practice of certain “professions” in the health care field. However,
the bills fail to clearly address critical issues such as scope of
practice, supervision, and the oversight role and regulatory
jurisdiction of the affected agencies, namely the State Education
Department and the Department of Health. These omissions create a
risk of inconsistent standards and confusion to consumers. The
administration will work with the sponsors to address these issues
of public concern, but for the above-stated reasons, I cannot
approve these bills.
The bills are disapproved.

(signed) ANDREW M. CUOMO

My interpretation of the governor’s veto message is that you cannot
create a “title” for a nurse anesthetist without also drafting the nurse
anesthetist’s scope of practice. As you know, for several years we have
lobbied for the passage of the “Safe Anesthesia” bill (S.4731/A.4867
DeFrancisco/Morelle) because this bill accurately defines the nurse
anesthetist’s scope of practice in a manner consistent with the existing
New York State Health Code standards and also, importantly, defines the
role of the supervising anesthesiologist. As the governor’s Veto Message
noted, legislation governing the practice of nurse anesthetists must
address critical issues such as scope of practice and supervision. The
Morelle/DeFrancisco bill clearly and accurately accomplishes these
critical objectives. It is imperative that we continue to promote the
Safe Anesthesia bill during the upcoming 2013-2014 legislative session.
Your assistance will be requested.
For those interested in attending our annual Legislative Day, to be held in
Albany in early May, the NYSSA Executive Committee, based upon the
recommendation of NYSSA’s executive director, Stuart Hayman, M.S.,
will be opening up attendance to Legislative Day to any NYSSA member
who is interested in coming. You will be receiving additional information
about this opportunity, which formerly had been limited to Executive
Committee members, GLAC members, and four representatives from
each NYSSA district. I am fully in support of this decision.
At a recent District 8 event I attended, promoted by Dr. Steve Schulman,
district director, and Dr. Bruce Hammerschlag, NYAPAC director, the
level of interest I witnessed was overwhelming, both in terms of the
number of members who attended the event as well as their critical
awareness of the importance of promoting safe anesthesia. I believe I
speak for the entire NYSSA leadership in stating that we are hopeful that
you will consider attending the 2013 Legislative Day in Albany. As noted,
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your participation is critical to preserve safe anesthesia care for all New
York state patients.
II. Government and Legal Affairs Committee (GLAC) Holds Planning
Session
Dr. David Wlody, chair, and Dr. Scott Plotkin, vice chair, of GLAC
recently conducted a GLAC telephone conference planning session for
2013. Among the topics that were discussed were: scope of practice,
anesthesiologist assistants (AAs), out-of-network physicians, collective
bargaining, and preserving confidentiality of peer review. In addition,
Dr. Lawrence Epstein, NYSSA vice president (2012), raised the issue of
promoting a New York state professional healthcare worker photo
identification name badge law to minimize patient confusion. Outlined
below is a Memorandum in Support of this proposal (please note that an
actual bill has not been introduced yet).
Memorandum in Support of Photo Identification Name Badges for
Professional Health Care Workers
The New York State Society of Anesthesiologists, Inc. (NYSSA) strongly
endorses the introduction and adoption of a New York state professional
healthcare worker photo identification name badge law to minimize
patient confusion for the reasons outlined below. In studies conducted by
the AMA, it was found that patients are undeniably confused about who
provides their medical care. Results of the survey revealed multiple
examples of confusion by the public (e.g., only 76 percent of respondents
believed that an anesthesiologist was a medical doctor). Americans
wanted to know if a provider was a medical doctor. According to the
survey, 96 percent of patients believed that healthcare providers should
be required to display their level of training and legal licensure. In
addition, while some non-physicians call themselves “doctor” by virtue of
a doctoral degree (Ph.D.), nine out of 10 patients believe only a medical
doctor should be able to use the title “physician” or “doctor.”
1. Current New York State Education Department regulations (8 NYCRR
29.2), which list standards of professional conduct, include:
(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; …
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(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; …
Although these regulations provide some safeguards aimed at minimizing
patient confusion, these regulations do not go far enough. Significantly,
unlike photo identification badge laws adopted in other states, like the
recently enacted Pennsylvania Statute on Photo ID for Health
Professionals, these regulations do not require a photograph of the
employee nor specify, to ensure statewide uniformity, that the professional
title of the employee be as large as possible in block type letters and
occupy at least a one-half inch tall strip as close as practicable to the
bottom of the badge. Example (based on Pennsylvania’s sample badge):

Sample Hospital and Medical Center

Michelle G.
Samples, RN
Sample Hospital and Medical Center
Hypothetical City, PA

REGISTERED NURSE
The current New York state regulations fail to instruct how titles are to be
shown. The following illustrates how this can be accomplished to avoid
patient confusion (from Pennsylvania Law 1099, No. 110, Cl. 35):
(3) Titles shall be as follows:
(i) A Medical Doctor shall have the title “Physician.”
(ii) A Doctor of Osteopathy shall have the title “Physician.”
(iii) A Registered Nurse shall have the title “Registered Nurse.”
(iv) A Licensed Practical Nurse shall have the title “Licensed
Practical Nurse.”
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(v) All other titles shall be determined by the department.
Abbreviated titles may be used when the title indicates licensure or
certification by a Commonwealth agency.
Moreover, armed with the adoption of a photo identification name badge
law, medical staffs can easily promote a compliance campaign at their
hospitals to ensure the law is being followed.
For the foregoing reasons, we urge the support of a New York State Photo
Identification Name Badges for Professional Health Care Workers law to
minimize patient confusion.
III. Opt-Out Developments
We have been informed that the Iowa governor will be opting “back in,”
that is, preserving the CMS Conditions of Participation (CoP) rule of
physician supervision of nurse anesthetists. This opt-in decision is to
occur in November 2012. Unfortunately, we were also advised that the
Kentucky governor has elected to opt-out. 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
E-mail:CJAssini@HRBCLaw.com
And cc:GKCarter@HRBCLaw.com
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The Department of Anesthesiology of the
Mount Sinai School of Medicine, New York, NY
presents the

31st Annual Symposium:
Clinical Update in Anesthesiology,
Surgery and Perioperative Medicine
With International Faculty and Industrial Exhibits
With Free Regional Anesthesia Workshops
Course Directors: G. Silvay, M.D., Ph.D. and M. Stone, M.D.

Marriott Curacao Beach Resort & Emerald Casino
Curacao, Netherlands Antilles
January 20-25, 2013
For information and abstract forms contact: marc.stone@mountsinai.org
For information about industrial exhibits contact: bob.williams@mountsinai.org

Case Report

Anesthetic Management of a Difficult Case in
Honduras: How Our Mission Works
RAM ROTH, M.D., ANDREW PEREZ, M.D., AND ELIZABETH A. M. FROST, M.D.
DEPARTMENT OF ANESTHESIA, MOUNT SINAI MEDICAL CENTER, NEW YORK,
NEW YORK

Honduran Mission
Many anesthesiologists, especially in academic practices, embark on
short-term missions to underserved countries. On a recent trip to
Honduras, we realized how important it is to consider the demographics,
culture, and health needs of the population served.
Honduras is one of the least developed countries in the Western
Hemisphere, with nearly two-thirds of its citizens qualifying for debt
relief via the World Bank’s Heavily Indebted Poor Countries (HIPC)
program.1 Recent data report that 28% of the Honduran workforce is
underemployed or unemployed (about 1.2 million people), and that 53%
of workers live below the poverty level, with an annual per capita income
of $1,035. Rural areas do not have the basic essentials of running water,
electricity, or access to healthcare. The physician-to-population ratio is
57/100,000, and there is a need for healthcare supplementation with a
continuous presence of international medical brigades. Honduras has
been in the news recently as one of the most violent places in the
hemisphere, increasingly overrun by drug traffickers and organized
crime. The country is a staging ground for those bringing cocaine to the
United States.
In 2001, Medical Students Making Impacts (MSMI) was founded by
medical students at the Mount Sinai School of Medicine with the goal of
educating medical professionals, bringing care to patients, and exposing
future physicians to healthcare in developing countries through immersive
experiences. MSMI also connects medical professionals across levels of
training and national borders. The Honduras mission was developed by
MSMI in collaboration with the executive board of the charity
organization Hope for a Healthier Humanity (www.hopeforahealthier
humanity.org/) and the departments of anesthesia and other surgical
specialties.
Our last mission marked the seventh annual surgical service trip to San
Pedro Sula, Honduras. The teams have included four to six surgeons,
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three anesthesiologists, and 10 to 15 medical students (second through
fourth year). Over the years, our lasting relationship with Leonardo
Martinez Hospital and Universidad Católica de Honduras has allowed
us to provide otherwise inaccessible care to those in need within the
community of San Pedro Sula. The hospital is a fully equipped and
staffed facility that supports international surgical service groups. Three
to four operating rooms and a 30-bed preoperative/recovery ward are
available for patient care.

Implementation
Perioperative care is in many ways similar to that provided in the United
States, with, of course, some flexibility depending on local availability of
resources. A thorough preoperative evaluation of all potential patients is
imperative. This not only involves the surgeons prioritizing candidates
for surgery, but it also allows the team to triage patients and determine
surgical urgency. The anesthesiologists have the opportunity to evaluate
cardiac risk, co-morbidities, and medications, and to consider airway
management.
Standard preoperative evaluation should be based on the rules of the
mission site, the organization involved, and/or the hospital of origin. Our
site has more stringent rules regarding preoperative evaluation than apply
at our institution in New York, and requires cardiac clearance on all
patients over the age of 40, probably because they have a decreased life
expectancy and less access to general medical care. Patients may be
“cleared for surgery” by local cardiologists before they come to the center.
All patients are admitted the night before surgery in order to minimize
transportation problems. But anesthetic screening of a patient during a
mission is more than simply determining preoperative needs; it also
includes assessing whether appropriate support following surgery is
available, if the patient will recover within the time frame of the mission,
and if sufficient support mechanisms are in place for any aftercare.

Case
A 72-year-old Honduran woman presented to our international surgical
mission with a long-standing history of right lower quadrant abdominal
pain that had worsened over the last four months. Her past medical
history was significant for borderline diabetes and hypertension. She
denied prior abdominal surgery or any family history of problems with
anesthesia. She also denied nausea, vomiting, constipation, fever, chills,
vaginal bleeding, or urinary symptoms. She had no allergy to medications;
she took atenolol and hydrochlorothiazide. Diabetes was diet controlled.
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A local physician had done some preliminary work and, finding no
abnormalities, had “cleared her for surgery.” A portable ultrasound
obtained on-site by our team revealed what appeared to be a poorly
visualized adnexal mass in the right lower quadrant, measuring 6 x 8 cm.

Diagnosis
Most adnexal masses arise from the ovary. The initial goals of diagnostic
evaluation are to confirm the origin and determine whether the mass is
benign or malignant. After a thorough history and physical examination,
ultrasound imaging can suggest the anatomical origin. Bimanual
examination, magnetic resonance imaging, computed tomography, and
positron emission tomographic scanning are also helpful in diagnosis.
The gold standard is histological examination of a tissue sample.2
Management
As was our protocol, the patient was admitted to the facility the night
before surgery. She was given a liquid diet and fasted after midnight. On
the day of surgery, an intravenous cannula was placed, and she met with
the surgical team, the nurse and the anesthesiologist, who reviewed her
consent form, chart, and preoperative assessment. Identity was verified
by a hospital ID bracelet.
Following placement of standard ASA monitors, the patient was
preoxygenated with 100% oxygen to achieve an end-tidal oxygen
concentration near 90%. Given her medical condition and age, etomidate
was chosen for induction followed by succinylcholine for relaxation.
Laryngoscopy was performed using both MAC 3 and Miller 2 blades;
however, her vocal cords were not easily visualized. Ventilation was
maintained with difficulty using an oral airway. With a subsequent attempt
using a Rouche stylette and a MAC 3 blade, a 7.0 endotracheal tube was
secured. (Our mission did not have an available videolaryngoscope).
Following confirmation of endotracheal tube placement and the
administration of appropriate antibiotics, the patient was positioned,
prepped, and draped for surgery.
Upon dissection into the right lower quadrant, it was apparent that the
mass did not arise from the ovary. The gynecologists consulted their
general surgery colleagues, who, with further dissection, were able to
make a surprising observation. The mass seen on ultrasound was an
abscess emanating from the ileocecal region. The appendix was not
located. As the surgeons attempted an entero-enterostomy, purulent,
foul-smelling material spilled into the patient’s abdomen. Within a few
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minutes of surgical manipulation, the patient became tachycardic and
hypotensive. We made the diagnosis of developing systemic inflammatory
response syndrome (SIRS). SIRS is diagnosed when two or more of the
following criteria are present:

p
p
p
p

Body temperature <36ºC or >38ºC.
Heart rate >90 beats per minute.
Tachypnea >20 breaths per minute or PaCO2 <32mmHg.
Leukocyte count <4,000 cells/mm3 or >12,000 cells/mm3,, or the
presence of >10% neutrophils.

SIRS is frequently associated with failure of one or more organ systems,
including acute renal or lung injury, shock, and/or multiple organ
dysfunction syndrome (MODS). Invasive monitoring and central access
are indicated for continuous monitoring of blood pressure and laboratory
tests to follow the development of acidosis or hypoxemia, for infusion of
vasopressors, and fluid resuscitation.
Anesthetic management continued with low-dose inhalation agents,
narcotics, fluid resuscitation and vasopressors. The surgical team was able
to wash out the abdomen and secure hemostasis. Vital signs remained
unstable with hyperpyrexia and tachycardia.

Postanesthetic Management
This patient clearly was not the usual patient we treated on our mission
— routine open cholecystectomies, hernia repairs, and hysterectomies.
She required intensive care. Unfortunately, the level of postoperative care
available to us did not permit 1:1 or even 1:2 nursing. Patients recover in
a large, open ward, with men on one side and women on the other, with
an average of 18 patients to one nurse and a few caretakers. The more
recent postoperative patients are kept closer to the door and the nursing
station. The recovery ward was not equipped to provide overnight
ventilatory support, as there was only one nurse available for that shift.
There was no emergency room or intensive care unit at the hospital.
Our options for this patient were limited. We could have two anesthesia
members cover overnight and continue mechanical ventilation using the
operating room ventilator. We would need to provide sedation,
vasopressor infusion, broad-spectrum antibiotic coverage, and pain
medication. We would need a means of determining her acid-base
balance and of continually monitoring her pulse, blood pressure, EKG,
end-tidal carbon dioxide, and temperature. Although this approach
would be feasible, the anesthesia team chose to search for another facility
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where the patient could be treated. Countless phone calls to a tertiary
government hospital were unanswered. After contacting the head of our
facility, it was apparent that the personnel at the mission hospital would
not be helpful in orchestrating any transfer to the larger hospital. We
called the emergency department of the public hospital, yet not a single
phone call was answered. We called the intensive care unit (ICU) there,
and again there was no answer. We called a respected local physician,
who gave us the mobile phone number of the critical care fellow covering
the intensive care unit at a large tertiary public hospital. The fellow was
excited to help the American brigade. After we discussed the case and the
current state of the patient, he advised us to bring the patient to the
emergency room for further evaluation. Whether an ICU bed would be
available was unclear.
The patient was prepared for transfer to the general hospital’s emergency
room. Using the local ambulette service — basically a van with a red
cross painted on the side — we transported the patient on a gurney. We
carried a tank of oxygen, airway equipment, a self-inflating resuscitation
bag, a portable monitor, emergency drugs, and additional vials of
antibiotics, narcotics, and sedatives. Two anesthesiologists, a surgical
resident, and a medical student accompanied the patient. All of the other
members of our team followed in a separate bus. (Remaining cases
scheduled for the day had been completed successfully).
We arrived at the chaotic emergency room, passing men with bloodsoaked bandages and an assortment of inebriated individuals who had
sustained minor trauma. We wheeled our patient past the white tiled
floor and walls of the trauma bay, which was more reminiscent of a
prison than a hospital. As we walked through we saw a thin white sheet
stained with blood covering the remains of a victim of a drug cartel’s
firearms. Across the bay were policemen surrounding the perpetrator,
and a state of high alert was apparent as the hospital tried to prevent a
drug war from erupting inside the trauma bay. News camera teams were
crowding past us to film the victim and the drama.
The critical care fellow greeted us graciously and took our report. He
told us of the nursing shortage. He had to ensure that there would be
sufficient staff to take the admission, and he would need a few hours to
ascertain the situation. Meanwhile, we were using up our oxygen supply
while we continued to ventilate the patient manually, and our portable
monitor was draining most of its back-up battery supply. We decreased
the flow of oxygen on our self-inflating resuscitation bag, while
maintaining the patient’s oxygen saturation above 95%. The transport
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monitor had enough power for at least another hour. In the emergency
room, not only was there no oxygen readily available, there were also no
electrical outlets. Finally the hospital staff provided an electrical source so
that we could continue to check the patient’s vital signs with our portable
monitor.
While members of the team stayed with the patient, others went to the
intensive care unit to expedite her admission to the unit. We passed
hallways lined with injured patients of varying severity. Intravenous bags
of saline solution were held overhead by the afflicted’s friend or relative
and sometimes on the heads of the victims themselves. There were
seemingly no orders, no charts, no ID bracelets, and no apparent
supervision of those lining the long corridors. Family members and
friends held more than a bag of saline; their hands held the only
connection between the patients and their hospital care. Conversely, the
ICU was spacious and modern: six bays with monitors and modern
ventilators that one would expect to find in the United States. There were
three other patients in the ICU: a child with active tuberculosis, an
elderly gentleman being treated for atrial fibrillation, and an elderly
woman with pneumonia. We watched the critical care fellow discuss the
admission with the two nurses who were covering overnight. The nurses’
calm expressions reassured us that our patient would be in safe hands.
They accepted our patient and we left more than a week’s supply of
broad-spectrum antibiotics.
Each day we sent Spanish speakers from our volunteer group to visit the
patient in the ICU. Through flowers, cards, and an embrace, the students
were able to demonstrate to the patient and her family how we truly were
concerned for her health and well-being. The patient was extubated on
the third postoperative day. She denied pain, nausea, fever, or chills. She
remained in the hospital for seven days, after which she returned home
with her family. The patient expressed sincere gratitude for the care that
she received, and stated that her abdominal pain, which she had endured
for years, had finally subsided.

Conclusion
The case highlights the importance of preparedness, communication, and
determination on a medical mission. This patient presented with a large
adnexal mass, which, although initially believed to be a gynecological
problem, ended up falling into the hands of our general surgeons. As
anesthesiologists, we should have communicated more effectively with
our surgical colleagues on the risks of operating on such a patient, as we
were not prepared for the potential for SIRS, sepsis, or MODS, nor were
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we equipped to handle prolonged postoperative mechanical ventilation
and transfer to the ICU. However, with determination, flexibility, and
close cooperation, we were able to secure a good outcome.
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