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President’s Message 

Moving Forward With an Open Mind
MICHAEL B. SIMON, M.D. 

“Control your future … Define your own destiny …
Take charge of your career.” You might think these are

tag lines for a self-help book or the words of a motivational speaker. And
while they very well may be, they are also instructions for surviving our
future healthcare system. 

We can argue the merits, or lack thereof, of the ACA, or we can look at our
system, recognize the shortfalls that led us here, make corrections, and reset
the path. Please don’t interpret this to mean that I am a fan of this political
debacle that has enveloped our nation’s healthcare system. I do think,
however, that we need to put our patients first, search for the positives, and
maintain an open and creative mind. The healthcare system as we knew it
has changed forever. While many would like to bury their heads deep in the
sand and maintain business as usual, that is no longer possible.

Can we, as anesthesia providers, survive this “accountable care” front? Can
we redefine our profession, reinvigorate it, and re-energize the providers?
Can we demonstrate our worth to insurers, Congress, surgeons, and
patients? I know we can! I have read countless articles and listened to
lectures foretelling doom and gloom. There are those who devalue the
medical knowledge that has made anesthesia what it is today. We should
look upon this time as a unique opportunity for all anesthesia physicians.  

While one of the largest expenditures in medicine is the perioperative
episode of care, anesthesia fees are a small fraction of these expenses.
Anesthesia physicians, however, have the greatest ability to impact these
total costs. We all know that when an operating room functions like a well-
oiled machine, with an emphasis on maximizing efficiency, everyone
benefits: surgeons are thrilled; the institution is grateful; colleagues are
happy to complete their day in a timely manner; and, most important of all,
patients benefit. Likewise, when pre-op patients enter the system, they are
better served when that system strives to deliver care in an expeditious
manner with top-notch attention to detail. You can call this concept the
“perioperative surgical home.”  

We have become familiar with the “primary care medical home.” It is 
up to OUR specialty to create the companion to that medical home: the



“perioperative surgical home” (PSH). Our ASA has taken a lead role in the
creation of the PSH and the introduction of this concept to the greater
medical community. We, too, in the NYSSA have established a committee
dedicated to “future models” of practice. The recommendations coming from
this committee will be introduced at the House of Delegates and discussed in
detail. These recommendations will also help guide the NYSSA in our efforts
to take a lead role in the process. It will be the leaders from the discipline of
anesthesia who will be tasked with setting up these PSH entities, which will
take on many forms and will function in a variety of ways. They will exist in
ambulatory settings as well as inpatient facilities. There will be academic as
well as private practice models. Some will be intimately tied to reimbursement
models while others will solely be a mode of practice. The PSH will allow us
to orchestrate a patient’s care from start to finish, interacting with colleagues,
surgeons, hospitalists, allied health providers, etc. When you understand the
concept of the PSH in conjunction with the primary care medical home, you
can appreciate how they co-exist and how patients can benefit from both. 

Our healthcare system is broken. We, as a country, have allowed costs to
escalate while doing nothing to improve the health of Americans in a likewise
fashion. Childhood obesity is still at unconscionable levels, while adults have
failed to get a grasp on risk factors such as smoking, diabetes, and obesity. We
have re-branded healthcare and its financing, fooling ourselves into thinking
that this will improve our nation’s health. We have, through legislation, hurt
our nation’s doctors and hospitals. We have simply failed to find the waste
and fix the system for the better. That being said, we have also done some
good.  

Through this revamping of healthcare, we have embraced the word
“accountable.” We have all become keenly aware of the expectations
associated with the care we provide. We have developed better ways to
deliver care, focusing with much greater detail on the patient and on
outcomes. These concepts of medical and surgical homes will enable us to
provide comprehensive care on a scale we have never seen. Hopefully we
will develop better preventive health measures and begin to hold patients
accountable for their own health. And when patients need to enter into
OUR surgical home, we will welcome them and make the process smooth,
efficient, safe, and of the highest quality possible. 

It’s the close of 2013. Let’s go forward with an open mind and a dedication to
own this process and shape it into something that will make future generations
of anesthesiologists proud. m
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Letter to the Editor

Preventing Operating Room Fires

To the Editor:

In the article “Simple Solution for Avoidable Fires in the Operating
Room” (Sphere, summer 2013, pages 27-28), Ahmed et al. suggested
using an outboard air blender to deliver reduced oxygen concentrations
via face mask and nasal cannula.

A much simpler and inexpensive method of delivering controlled
oxygen concentrations, however, might be to connect the cannula or
face mask to an endotracheal tube connector that is plugged into the
anesthesia machine’s common gas outlet or circuit Y-piece. The gas
mixture would then pass by the machine’s oxygen analyzer, which is
normally calibrated at least daily by the anesthesia provider.

An outboard blender must be calibrated by a technician as part of
periodic maintenance.

Using the anesthesia machine’s analyzer has an additional advantage
of recording the oxygen concentration in the monitor’s memory.

Andrew Karlin, M.D.
Department of Anesthesiology
Metropolitan Hospital Center

New York, New York



Editorial

When Seconds Count …
JASON LOK, M.D.

Continuing the theme of my fall editorial on the
“physician anesthesiologist,” I want to draw your

attention to the American Society of Anesthesiologists’ latest public
awareness campaign: “When Seconds Count … Physician Anesthesiologists
Save Lives™.” The ASA developed this new campaign to emphasize the
critical role the physician anesthesiologist plays in the provision of safe,
high-quality healthcare.

Please visit www.asahq.org/WhenSecondsCount and encourage your
colleagues to do the same. You will find that the information on the
website has been developed with a variety of audiences in mind: ASA
members, policymakers, members of the public, and the news media.
Clicking the appropriate link will show targeted information with optimal
messaging and relevant downloads, such as brochures and fact sheets.
This includes the opportunity to share the page via Twitter, Facebook,
LinkedIn, or Goggle+. In addition, the website includes excellent
resources such as “Anesthesia 101,” an anesthesia primer; “Patient Safety,”
an overview of surgical risks and preparation; and “Stories,” video
testimonials from physician anesthesiologists who have saved lives thanks
to their training. “Stories” also contains a video featuring current ASA
President Dr. Jane Fitch discussing why she became a physician
anesthesiologist after practicing as a nurse anesthetist (so she could
provide the comprehensive care patients deserve). There is also an option
to share your own story about how having a physician anesthesiologist
present during medical procedures can mean the difference between life
and death when seconds count.

If you click the link for members, you will find an advocacy toolkit that
includes background information on the campaign. You will also gain
access to downloadable advocacy materials such as message maps, a
policymaker brochure, frequently asked questions, and fact sheets. I
recommend that we avail ourselves of these resources during the next
NYSSA annual Legislative Day in Albany. During my recent ASA
Committee on Communications meeting in San Francisco, I viewed a
beautifully made patient testimonial by a woman who developed an
amniotic fetal embolism after delivering her baby and whose life was
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saved by her physician anesthesiologist. This video has yet to be edited
for “Stories,” but it would be a great piece to show our New York
legislators during our lobbying efforts. Along with developing more
patient testimonials, a recommendation was made to include
endorsements from our surgical colleagues in future videos.

The past few issues of Sphere have featured the experiences of our fellow
members on medical mission trips. With this issue, we return to profiling
another New York hospital/anesthesiology department: Albany Medical
Center. Other story ideas will be discussed at the Communications
Committee meeting that will take place during the 2013 PGA. In the
past, we discussed publishing articles on the pros and cons of anesthesia-
related issues, current technology for practicing anesthesiologists, and
pearls of wisdom or practice tips. We continue to encourage submissions
of case reports, clinical reviews, and book reviews. While we have not yet
received any personal interest stories, we encourage you to consider
sharing your experiences with your fellow members. 

At our December Communications Committee meeting, we will be
discussing the future of Sphere by brainstorming new ideas to make the
publication more relevant, informative and enjoyable to our membership.
Your suggestions and assistance are always welcome. Please contact me at
jlokmd@yahoo.com or Stuart Hayman at stuart@nyssa-pga.org. Thank
you for your interest and consideration. m

Have you seen the scrolling banners on the NYSSA website?
The banners link you to up-to-date information that will further expand your
understanding of current practice and help you improve patient outcomes.

Help shape future PGAs by completing the survey question at the bottom left
corner of the NYSSA Web page. This space is dedicated to important and
controversial issues in anesthesiology. If you have experienced a unique
dilemma in your practice, we want to hear from you. Send an e-mail to
HQ@nyssa-pga.org.

Go to www.nyssa-pga.org to learn more. 



From the Executive Director

Moving the NYSSA Forward 
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. 

In September 2013, I completed my fifth year as the executive director of
the New York State Society of Anesthesiologists (NYSSA). I want to
express my sincere appreciation to the NYSSA leadership and members
for your confidence and support these past five years. 

The NYSSA’s legislative efforts have been well organized and very
effective in recent years. Our continued success is attributable to the fact
that we have put together a responsive and dedicated team of physician
volunteers, staff, and consultants. In fact, the NYSSA is considered one of
the very few state specialty component societies to have influence on a
national and international level. It should be noted, however, that our
battles are getting more challenging with each passing year and it is
critical that all of our members stay resolute and engaged. 

One of our most significant accomplishments during my tenure is 
the transformation of the organization from a fiscal standpoint. I am
delighted to report that we have retired the NYSSA’s entire $2 million 
of debt while, at the same time, more than doubling the organization’s
assets. The NYSSA is now stronger and more stable financially than
almost every comparable physician association in the country. 

It is my pleasure to provide a brief synopsis of the NYSSA’s activities 
this past year.

Planning for the Future
As of September 2013, the NYSSA staff has been working in our new
headquarters for two years. This facility is centrally located in New York
City. The office is ergonomically designed and equipped with modern
technology that allows us to conduct the business of the association more
efficiently. 

Here are just a few examples of the new and enhanced technology and
member services that we have implemented this past year: 

p We implemented more user-friendly video conferencing software. 
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p We perpetually update legal and political resources on the
“Members Only” section of the website.  

p We implemented a pre-legislative day educational meeting via video
conference. 

p We utilized SurveyMonkey to solicit committee volunteers.

p We continue to expand our use of Facebook, Twitter, Pinterest,
Foursquare and YouTube.

p We have been using Constant Contact for blast e-mailing
judiciously. 

p We are providing administrative support for districts one, two, six
and seven.

p I am working with ad hoc committees to rewrite the NYSSA and
the PGA administrative policies.    

p I worked with the NYSSA speaker of the house to rewrite the HOD
instructions. 

Advocating for Members
The past five years have been active on the advocacy front. The issues we
face don’t typically change significantly, nor do the stakeholders. Together
with our cadre of expert consultants and physician volunteers, we have
worked diligently to advocate for the NYSSA’s members. We have top-
notch consultants who provide expert advice and assistance: Kern
Augustine Conroy & Schoppmann, P.C., the NYSSA’s general counsel;
Higgins, Roberts & Suprunowicz, P.C., the NYSSA’s legislative counsel;
and Weingarten, Reid & McNally LLC, the Albany-based lobbying firm.

In addition to our paid experts, we are very fortunate to have a core
group of volunteer members who give considerable time to the NYSSA. 
I would personally like to thank the NYSSA’s current president, Michael
Simon, M.D., President-elect Larry Epstein, M.D., Government Relations
Committee Chairman David Wlody, M.D., and Economics Committee
Chairman Alan Strobel, M.D. I would also like to thank the entire
Executive Committee and Board of Directors. Each of these individuals
gives a significant amount of time to work on behalf of the members, the
association, and the profession.

State issues:
p The NYSSA joined with eight other medical specialty associations

on the New York Coalition of Specialty Care Physicians. Together
we produced legislative marketing materials, published an insert in



The Legislative Gazette, and participated in a joint state legislative/
lobby day.

p The NYSSA solicited and secured an ASA grant to aid our ongoing
efforts to support anesthesiology assistants as they work to obtain
practice privileges in the state of New York.

p We had multiple meetings with lawmakers and regulators,
including state legislators, the governor’s staff, and representatives
from the Department of Health. 

p Representatives from the NYSSA and MSSNY continue to work
together to maintain standards of care and ensure that patients have
access to anesthesia care during endoscopic procedures.  

Supported the following bills:
p Safe Anesthesia Bill – (DeFrancisco/Morrelle) – This bill preserves

and enhances safe anesthesia.

p Out-of-Network (OON) Bill – (Hannon/Montesano) – This bill
would bar insurers from selling OON policies that grossly skimp on
OON coverage.

p Truth in Advertising Bill – (Griffo) – This bill requires healthcare
professionals to identify the type of license they hold.

p Licensing of Anesthesiologist Assistants Bill –
(Hannon/Schimminger) 

Opposed the following bills:
p CRNA Title Bill – (Young/Paulin) – This bill would establish a title

for CRNAs and potentially puts the Education Department in
charge of defining the scope of practice for these nurses. 

p CRNA Independent Practice Bill – (Hassell-Thompson/Gottfried)
– This bill would allow nurse anesthetists to administer anesthesia
and provide pain therapies.

p Eliminating Collaborative Nurse/Physician Agreements Bill –
(Young/Gottfried)

p Direct CRNA Payment Bill – (Grisanti/Jacobs) – This bill would
authorize direct payments to CRNAs by insurance companies.

Educating Members and the Public
The NYSSA’s accreditation is essential to the ongoing PGA program. Last
summer, the NYSSA received accreditation with commendation from the
ACCME. This means the NYSSA is accredited for six years as opposed to
the standard four. This level of accreditation is rarely bestowed by an
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accrediting agency. This achievement is the result of exemplary work by
NYSSA volunteers Drs. Francine Yudkowitz and Clifford Gevirtz as well
as staff members.

In order to ensure the ongoing education of our members, it is vital for
the NYSSA to have the financial capability to support the PGA for the
foreseeable future. It’s important to note that the PGA accounts for 61
percent of the staff’s time annually. It’s also important to note that the
PGA is the second-largest anesthesiology conference in the U.S., and one
of the largest internationally. The PGA continues to be successful thanks
to the leadership of the chair, David Wlody, M.D., as well as Scientific
Programs Chair Richard Beers, M.D., and Vice Chair Audrée Bendo, M.D.

Educating the public about the specialty of anesthesia and the
issues that impact our members and their patients:

p We provided the entire membership with physician identification
badges.

p This year marked our fifth year working with MSSNY at the New
York State Fair. 

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. 

p We shared the NYSSA’s patient education brochure, “ABCs of
Anesthesiology,” with ASA component executives across the country. 

Advancing anesthesiology and medicine by affiliating with and
supporting organizations that share our mission:

p This year, I was invited to participate in the inaugural Professional
Convention Management Association (PCMA) Global Medical
Meetings Summit. This event was held in London in mid-July and
brought together medical association CEOs and senior medical
meeting professionals from around the world. The meeting, an
invitation-only event that was fully sponsored, had approximately
40 attendees. We examined the current medical meeting paradigm
and discussed a variety of topics, including: codes and compliance,
continuing medical education, revenue streams, sponsorships, and
future funding. 

p Several NYSSA staff members came with me to Albany to make an
educational presentation to a diverse group of medical association
professionals. We discussed how to host a successful medical
education meeting. The program was very well received.

NYSSA — The New York State Society of Anesthesiologists, Inc.12



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

p We have developed additional collaborative arrangements with the
British Journal of Anaesthesia (BJA), the Anesthesia Patient Safety
Foundation (APSF), the American Association of Clinical Directors
(AACD), the World Institute of Pain (WIP), and the Foundation for
Anesthesia Education and Research (FAER). 

p We developed reciprocal relationships with the New Jersey State
Society of Anesthesiologists (NJSSA) and the Pennsylvania Society
of Anesthesiologists (PSA) and are now sharing our publications via
each other’s websites.

In conclusion, I am happy to report that this has been another successful
and productive year. I remain committed to maintaining the NYSSA’s
place as the foremost component society of the American Society of
Anesthesiologists. To that end, I am extremely fortunate to work with a
dedicated group of volunteer leaders who have trusted and supported me
in our collective initiatives. I thank you for your continued support and
for the opportunity to represent the NYSSA as your staff leader. m 

Have You Visited the 
NYSSA Website Lately?

Attention NYSSA Members!Now Available on the NYSSA Website: A FREE CME course on infection control.

The NYSSA has launched a more 
user-friendly website that contains
easy-to-access links to the information
and resources you need. 

Check it out at 
www.nyssa-pga.org.
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Albany Medical Center: The Future Is Now
ARUP DE, M.D., MBA, AND KATHERINE SHEA, M.D.

Finding the busiest Level I trauma center in New York state from
midtown Manhattan is easy: Get on the FDR and drive north for 2.5
hours until you arrive in the state capital, the home of Albany Medical
Center. Albany Medical Center is the only academic medical center in
northeastern New York state, and one of only four academic hospital
systems nationally that are unaffiliated with a large public or private
university. The Medical Center is Albany’s largest non-governmental
employer, with approximately 7,000 employees. The Center is at the hub
of a healthcare network that includes 50 hospitals and more than 4,300
physicians. The hospital has 651 beds and serves a population of more
than three million people, spread over a geographic area larger than some
states!  

Medical College and Graduate Medical Education
Albany Medical College was founded in 1839 by Dr. Alden March and
was one of the first private medical schools in the country. The initial
enrollment was 57 students and, at that time, students were required to
buy tickets that cost between $10 and $13 for any lecture, lab, or
dissection.    

The Albany Hospital was founded in 1849 in a private home on the
corner of Dove Street and Madison Avenue by a group of Albany

Two elevated patient walkways now span New Scotland Avenue.
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physicians and residents. This small hospital eventually became a
smallpox treatment facility. William T.G. Morton traveled to Albany in
1864 to give the growing medical community in the state capital an
account of his discovery and use of ether as an anesthetic.  

In 1898, the structure that would eventually become the Albany Medical
Center was built on New Scotland Avenue. The 185-bed facility was
considered advanced for its time, and boasted a large surgical
amphitheater. In the years that followed, more than 1,600 surgical cases
were performed in that amphitheater in front of medical students and
residents, using ether, chloroform, and nitrous oxide as anesthetic agents.
Interestingly, surgical house calls were performed for emergent surgeries
by Dr. Willis McDonald and his anesthetic nurse.

Today, the college has grown to approximately 140 students per class and
tickets to attend lectures are no longer required. The medical school and
the hospital were formally merged into one corporation more than 30
years ago. Albany Medical College prides itself on maintaining a small,
carefully selected medical school class to preserve the intimate, collegial
environment that facilitates learning and upholds the values required to
become a doctor. Over its 170-year history, Albany Medical College has

NYSSA — The New York State Society of Anesthesiologists, Inc.16

Dr. Yashar Ettekal places a preoperative ultrasound-guided supraclavicular nerve block.
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produced two Nobel Prize winners, two MacArthur Fellowship
recipients, and an early president and co-founder of the American
Medical Association. Interestingly, the main character on the hit TV 
show “Scrubs” was based on the experiences of an Albany Medical
College alumnus.

Albany Medical Center is home to more than 400 residents and fellows
who are pursuing graduate and postgraduate medical education in 19
residency and 18 fellowship programs. Recently, Albany Medical Center
received the highest accreditation of five years for its residency programs
from the Accreditation Council for Graduate Medical Education (ACGME).  

Graduate Studies
The Graduate Studies Program is comprised of the Center for Physician
Assistant Studies, the Center for Nurse Anesthesia, the Alden March
Bioethics Institute, and four individual basic science research centers
where participants can earn either a Ph.D. or Master of Science degree.
These four centers include the Center for Cardiovascular Sciences, the
Center for Cell Biology and Cancer Research, the Center for Immunology
and Microbial Disease, and the Center for Neuropharmacology and
Neuroscience. Approximately 80 students currently participate in these
graduate programs. 

New Patient Pavilion Construction
Over the past two years, Albany Medical Center has been visibly
expanding along New Scotland Avenue. A $360 million expansion
project has just been completed and includes the creation of a six-story,
325,000-square-foot Patient Pavilion, which opened in September 2013.
This expansion increased the hospital’s bed capacity to 714 while creating
20 ultramodern operating suites and more than 30 new ICU beds. The
Patient Pavilion is surrounded by several recent additions to the New
Scotland Avenue landscape, including the Surgeons Pavilion and other
medical office space created for Albany Medical Center physicians,
educators, and support staff.

Department History
The Department of Anesthesiology at Albany Medical Center has been
growing steadily since 1937, when it was structured as a division of the
surgical department. Dr. Frederick Alexander was the first chairman of
the department and he organized the anesthesiology residency training
program. With growing surgical volume and the need for anesthetic



specialization and expertise, an autonomous department was formed 
in 1953. At the end of that decade, the department consisted of six
anesthesiologists, 10 residents, six anesthetic nurses, and two research
fellows. These practitioners were able to perform more than 10,000 cases
in 1958! Dr. Kevin Roberts, himself an alumnus of Albany Medical
College, has been the chairman over the last 15 years, leading a steady
recruitment process to ensure that all of the new ORs and non-OR
anesthetizing locations have excellent anesthesiologists and nurse
anesthetists to administer care.  

Obstetrical Anesthesia
As the regional perinatal referral center for northeastern New York,
Albany Medical Center provides obstetrical services for more than 2,000
deliveries each year. The Division of Obstetrical Anesthesia, led by Dr.
Cheryl DeSimone, routinely evaluates and plans anesthetic care for
parturients with congenital heart disease, multiple gestation, extreme
morbid obesity and other co-morbidities. Epidurals, spinals, and
transversus abdominis plane (TAP) blocks are performed for deliveries 
in the obstetric suite. Collaboration with colleagues in the interventional
radiology and surgery departments is occasionally necessary in the
operative delivery of parturients with placental accretion or other
gestational anomalies.
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The newly opened 325,000-square-foot Patient Pavilion includes an outdoor seating area.
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Pediatric Anesthesia
The Division of Pediatric Anesthesiology has expanded to include seven
fellowship-trained pediatric anesthesiologists who provide anesthetic care
for many of the complex pediatric patients referred to Albany Medical
Center for surgical treatment. Three general pediatric surgeons, two
pediatric urologists, three pediatric otorhinolaryngologists, and three
pediatric gastroenterologists, as well as a pediatric neurosurgeon, spine
surgeon and cardiac surgeon all have busy surgical practices within the
pediatric surgery division. The last several years have seen pediatric
anesthetics increase to more than 5,000 cases per year.

Cardiovascular Anesthesia
Much has changed since 1957, when the region’s first open heart 
surgery was performed at Albany Medical Center. Minimally invasive
approaches to cardiovascular disease continue to revolutionize the field 
of cardiovascular anesthesiology. Albany Medical Center’s board-certified,
transesophageal echocardiogram (TEE) certified cardiovascular
anesthesiologists, working closely with the vascular and cardiac surgical
teams, have been at the leading edge of this minimally invasive
revolution. Dr. Farhan Sheikh has led the Division of Cardiovascular
Anesthesiology over the past 20 years and has trained a generation of
residents and medical students in cardiovascular imaging, physiology 
and pharmacology. In addition to standard on-pump and off-pump
coronary artery bypass grafting procedures and valve replacements, the
cardiovascular anesthesiologists provide care for transcatheter aortic 
valve implantations (TAVI). In this procedure, a patient’s aortic valve is
replaced through a femoral catheter in those deemed inoperable by
conventional surgical means. Robotic-assisted internal mammary artery
harvest and mitral valve repairs are also performed regularly.

Ambulatory Anesthesia
Albany Medical Center’s South Clinical Campus (SCC) is a freestanding
nine-room surgical center providing more than 8,000 anesthetics
annually. Adult patients at SCC undergo the full range of ambulatory
general, ENT, urologic, aesthetic and ophthalmologic surgical procedures,
and receive an anesthetic tailored to the needs of the outpatient
population. This often means the preemptive use of multimodal
medications and techniques to minimize unpleasant postoperative pain
or nausea. Ongoing quality improvement measures have resulted in a
reduction in the rate of postoperative nausea and vomiting in high-risk
patients, from 30 percent to 3 percent over the last year. Selected patients



for extremity surgery are managed using a combination of ultrasound-
guided regional anesthesia and sedation. This allows a more comfortable
postoperative recovery while minimizing the medications that are used
intraoperatively.

Pediatric patients comprise a large volume of anesthetic cases at SCC.
Anesthesiologists who have obtained specialty training in pediatric
anesthesia are at SCC daily. A specially designed outpatient MRI facility
opened in September 2012, allowing us to perform advanced MRI exams
on our pediatric patients, who often require general anesthesia or
sedation for complex radiological exams.

Regional Anesthesia
Ultrasound is routinely performed for the placement of peripheral 
nerve blocks and catheters at Albany Medical Center. Most orthopedic
procedures, including total knee or shoulder replacements, are managed
with a combination of nerve block/catheter in addition to general
anesthesia or sedation. The Acute Pain Service manages the indwelling
catheters and infusions while patients are in the hospital. Most of the
upper extremity dialysis access procedures are managed using peripheral
nerve blocks as well. TAP blocks, rectus sheath blocks, and paravertebral
blocks/catheters — in addition to traditional thoracic epidurals — are
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The newly constructed Surgeons Pavilion allows ready 
access to surgeons’ offices, clinics, and operating rooms.

Ph
ot
o 
co

ur
te
sy
 o
f 
A
lb
an

y 
M
ed

ic
al
 C
en

te
r.



routinely placed for open and laparoscopic abdominal procedures. More
than 100 successful blocks/catheters are performed every month by the
regional anesthesia teams.

Non-Operating Room Anesthesia
Non-operating room anesthesia (NORA) encompasses any situation in
which the anesthesiology department delivers anesthesia services outside
of the traditional operating rooms. The scope of service provided ranges
from mild sedation through general anesthetic care for patients of all
ages. Anesthetic services are routinely provided in the GI suites, CT and
MRI rooms, vascular interventional radiology suites, cardiac
electrophysiology labs, and pediatric cardiac catheterization labs.
Currently, there are between five and seven active daily NORA sites
throughout the hospital, and the number of NORA cases more than
doubled from 2008 to 2012. As new technology arises, the demand for
NORA services is expected to increase.  

Anesthesiology Residency Program and Medical Simulation
With the development of an enhanced didactic program, medical
simulation and a board review seminar, the Albany Medical Center
anesthesiology program received a five-year accreditation from the
ACGME for the third consecutive time. The program admits six residents
per year. Faculty development and teaching efforts continue through the
Sosa Academy of the Albany Medical College and the Society for
Education in Anesthesiology. Drs. Laura Leduc and Jennifer Hamilton-
Knuth completed the Workshop on Teaching offered by the Society. Drs.
Dennis Cirilla and Anthony O’Leary completed the Harvard Course on
Simulation, and have created a robust simulation curriculum for residents
in all years of training.

With the recent completion of Albany Medical Center’s $30 million state-
of-the-art medical simulation facility, our residents have the ability to
experience operating room emergencies in a safe learning environment.
The simulation center is fully equipped with six simulation bays, a
dedicated operating room suite and trauma bay, a task training center
with TEE simulator, a standardized patient center, video-equipped
debriefing rooms, and dedicated technical staff and faculty.

Preparing for the Future
With the recent opening of 20 new operating rooms, Dr. Roberts’ steady
recruitment campaign over the last several years has proven to be well-
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timed and insightful. At present, the department is comprised of more
than 50 anesthesiologists and 48 certified registered nurse anesthetists.
Each year, more than 35,000 anesthetics are delivered by Albany Medical
Center providers in a variety of settings.  

“The operating rooms of the future are now open,” says Dr. Roberts. He
adds, “Once the existing operative suites are upgraded, and with
continued organic growth, we’re looking at providing more than 50,000
annual anesthetics” for the people of northeastern New York . m

Arup De, M.D., MBA, is an assistant professor of anesthesiology and division chief
of anesthesiology, South Clinical Campus, and Katherine Shea, M.D., is a CA-2
resident at Albany Medical Center.

REFERENCES

“The History of the Department of Anesthesia at the Albany Medical Center,”
Christopher L. Campese, M.D. DVD.

“Albany Medical Center Board Orientation Managers Resource Guide,” August
2012. Official Albany Medical Center publication.

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

Albany Medical Center continues to grow to meet the challenges of healthcare delivery.
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The Anatomy of an Anesthesia Group Change
ARUP DE, M.D., MBA

“You’re going to ruin this place.” This was the prevailing sentiment in the
roomful of angry and skeptical surgeons. Our academic hospital had just
announced a major staffing change for the ambulatory surgery center it
owned and operated: The private anesthesia group that had delivered
stellar anesthesia services over the prior decade was about to be replaced
with members from the academic department. The meeting where this
change was announced was an opportunity for our surgical colleagues to
see and hear from us for the first time, and to vent their unhappiness
with the change. Emotions ran high, expectations were higher, and
uncertainty — the prevailing sentiment — was palpable. We had our
work cut out for us.

There is no shortage of books and journal articles that address change in
its many forms. Change is the only constant in healthcare, and our ability
to embrace and succeed in a changing healthcare environment defines our
role as physician-leaders. There were many lessons that we learned as we
went through the process of gearing up for our first day at our new site.
Those lessons were reinforced and augmented over the course of our first
year at the facility. Twenty-two months later, we can report that this facility
has never been more efficient, outcomes are excellent, and overall staff
and patient satisfaction remains very high. When considering or preparing
for a major change (such as a change in anesthesia group) that affects
surgeons, nurses and patients, there are considerations that help to ensure
success of the overall venture. Our successful transition was facilitated by
several key ideas that are presented below.

Boots on Site
From the day following our first conference room meeting with surgeons
and staff, we made our physical presence known. We did not want to let
misperceptions and inaccuracies define us; rather, we wanted to lead the
conversation regarding the pending transition, and allow everyone to see
who we were as people and physician-leaders. For the success of the
transition and the ongoing success of the ambulatory facility, this could
not become a high-level management decision initiated in the C-suite of
the academic medical center. Rather, it had to be personal, with real
people and real staff. We needed our boots on the ground, or, more aptly,
our clogs on the surgical tile.

We seized every opportunity that we had to familiarize ourselves with the
surgeons, their procedures, and their anesthetic preferences. We wore
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scrubs into the operating rooms to get to know the surgeons as people.
We looked through patient charts to familiarize ourselves with the pre-op
forms, which were subtly different from those in use at the main campus.
We learned as many of the names of the perioperative nurses and surgical
technologists as we could remember. We ate lunch in the cafeteria, just to
be “visible.” We received our assigned lockers and put our name tags and
titles on them to establish a real sense of belonging. All of the above was
an effort to personalize the transition, and to allow the staff at the
outpatient facility to become familiar with us as people, not as “the
medical center.” There is no substitute for simply “being there.”

Communication With Stakeholders
Defining our stakeholders was the first task before developing a dialogue
with them. Most anesthesiologists realize there are at least two consumer
groups with whom they must work collaboratively at any successful
surgical facility: the surgeons and the entire perioperative nursing staff.  

The surgeons are of obvious importance: Without surgeons, there are no
surgical patients, and opportunities for success become rather limited. 
We initiated a campaign to facilitate dialogue with the surgeons. Our
billing office reviewed the prior year’s worth of surgical procedures
performed by each surgeon. With this data in hand, we were able to
compile a list of the top three or four procedures performed by each
practitioner, from phacoemulsifacations to laparoscopic hernias and tubal
ligations. A personalized letter went out to each surgeon that listed his/her
most common procedures and encouraged the surgeon to contact us with
specific needs or requests for those procedures, or any other questions or
concerns. Response to the letter was positive, and several surgeons called,
e-mailed, and spoke to us directly about their specific needs. More
important than the request for feedback, the letter established the first
communication link between surgeon and anesthesiologist — consumer
and service provider, colleagues in patient care optimization.

As all perioperative practitioners are aware, the nurses in the preoperative
preparation area, in the operating rooms, and in the postoperative
recovery areas all have important and unique roles in the delivery of
ambulatory surgical care. Several sets of meetings and roundtables were
planned with nurses from each of these areas. Some meetings were general
nursing-anesthesia meetings whereas other meetings were more narrowly
focused, dealing with specific aspects of the perioperative process.
Concerns about prior practices were elicited, and thoughts on how
improvements could be made were actively solicited from the nursing
staff. Some issues, like the inability to obtain rapid preoperative lab testing
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(potassium, PT/INR for anticoagulated patients) and the concurrent delays
this caused to the care process were noted and plans were initiated to
streamline care.

The most important aspect of our meetings with surgeons and nurses 
was conveying the idea that we were all in this transition together. As
anesthesiologists and perioperative physician-leaders, we showed our
commitment to the process and our willingness to work with our
colleagues to identify areas of systemic weakness in an effort to improve
patient care.

Staffing Expectations and Equipment Concerns
One of the major concerns voiced by the surgeons and nurses at the new
ambulatory site was about all the new anesthesia providers they would
encounter. Which anesthesiologists and CRNAs would be coming? Could
they keep up with the pace of a busy ambulatory site? Would there be
students or residents? These concerns were all very appropriate, as the
surgeons and nurses wanted to ensure the quality and consistency of their
new anesthesia colleagues. We addressed and assuaged their fears quickly.
We had already developed a core group of anesthesiologists and CRNAs
who had prior experience in private practice. In addition, given the high
volume of pediatric ENT and urologic patients that came to the site, we
would have a full-time fellowship-trained pediatric anesthesiologist to
optimize their care. Finally, for at least the first year, we determined it best
not to have residents, students, or learners of any sort, since we were still
relative newcomers. All of the above went a long way toward making the
surgeons and staff feel more comfortable with the faces they would
encounter. There would be no rotating cast of providers, but, rather,
anesthesiologists and CRNAs who they would know by name and who
would know their patients and anesthetic preferences.

Having gained the confidence of the surgeons and nurses, we still had 
to ensure that our own providers would be able to walk into a new OR
suite and function seamlessly from day one. We brought several tours of
providers through the facility. CRNAs and attending anesthesiologists who
would be designated providers at the new site were given several
opportunities to walk through the ORs after hours. They also were able to
take note of the personally important issues that become relevant during a
working day, like where bathrooms were and how to get to the lunch
room. One capital investment that would be worth the cost for us was to
have identical anesthesia carts and pyxis machines in every OR — exact
replicas of what we used at the medical center. In this way, we wouldn’t be
changing a provider’s reflexive action to grab a syringe and needle from
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the fourth drawer of the cart when emergencies arose. Also, medication
accounting and waste would improve with the pyxis machines.

Data Collection and Reporting
“Your turnovers will never be as fast as …” was a refrain that we heard
often prior to actually beginning on site. This changed once we started
collecting data (which we did from day one) and sharing our results with
the surgeons, nurses and administrative staff. As it turned out, the efforts
at streamlining care, and making the perioperative process smoother,
yielded great rewards. The year prior to our arrival, there were 95 minutes
per month of first case delays attributable to anesthesia causes; for the first
12 months of our practice, we averaged six minutes per month of first
case delays for the same causes. It is easy to romanticize how fast things
were or how smoothly things ran when talking about past years. It
becomes impossible to romanticize hard data that shows how much
improvement there was from a simple change in anesthesia group.

Other measures that were not previously studied came under scrutiny 
and review. Multimodal anesthesia, and the concurrent minimization of
postoperative nausea and vomiting (PONV) in susceptible patients, was 
an area of ongoing quality improvement while we were housed at the
academic medical center. When we began anesthesia services at the
outpatient facility, our efforts at care optimization continued. In high-risk
patients presenting for aesthetic surgery, our outpatient facility’s PONV
rate dropped from 30 percent to 3 percent in one year, thanks to
aggressive preoperative and intraoperative multimodal anesthetic
management. The best part about the data that we generated was sharing
it with our surgical and nursing colleagues. Surgeons’ satisfaction resulted
in referrals to other surgeons, who began operating at our facility because
our objective outcomes were noteworthy.  

Nearly two years have gone by since that first face-to-face meeting with
surgeons and staff at our ambulatory facility. The feelings of uncertainty
and concern for patient care have evolved into mutual respect and
excellent working relationships. Our commitment to enhanced
communication, data collection, and ongoing process improvements 
has eliminated the romanticization of the past and replaced it with
acceptance of and excitement for the present and future . 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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Live Burn in Buffalo
TERRENCE BURNS, M.D., AND ROSE BERKUN, M.D., NYSSA DISTRICT 7

“Church fires require ample manpower and … rapid 
mobilization … prompt summoning of aid is imperative.”

James F. Casey
The Fire Chief’s Handbook

Sound familiar? Immediate reaction to a critical situation combined with
calling for help: Both principles are mainstays of successful management
of an emergency in the operating room. Firefighters and anesthesiologists
know that outcomes will improve with preparation, advance planning,
early intervention, and deployment of additional resources.

On September 10, 2013, District 7 of the NYSSA and the Snyder Fire
Department (SFD) conducted a seminar on the prevention and
management of operating room fires. This unique collaboration was the
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CA-1 resident Tom Johnson, M.D., learns to use a carbon dioxide 
extinguisher at the Snyder Fire Department.



first of its kind in the United States. The CME activity had lecture and
performance components, with a certificate of completion for
participants.

Conducting the event at a fire station conferred an air of authenticity,
reminding all that fighting fires is a serious business. In the event of a fire
in the operating room, the anesthesiologist is the firefighter. Calling 911 and
waiting for the fire trucks to arrive is not a practical solution.

SFD Chief Paul Griebner shared a story of a fire that he fought mere
hours before the seminar took place. SFD was called to a fire with an
electrical transformer that was impossible to extinguish until the power
was cut to the transformer. High-energy electrical equipment is abundant
in modern ORs. The importance of de-energizing burning electrical
equipment in an OR was emphasized. 

Seminar participants were trained on two fire extinguisher simulation
systems and the operation of gas shut-off valves. Teamwork and effective
communication were emphasized as crucial to the prevention of fires.
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This program provided a two-way exchange of information, as the
firefighters in attendance learned something about a new subject as well.
NYSSA District 7 members enjoyed gracious hospitality from the Snyder
Fire Department. With the support of the SUNY Buffalo Department of
Anesthesiology, plans are in place to make this a recurring event. There
are also plans to expand this training, district by district. 

The nature of our specialty makes anesthesiologists the leading patient
safety advocates. Firefighters are America’s heroes. Both groups share
similar personality traits. We like to focus on acute problems, solve them
quickly, and move on to the next challenge. This training program
provided a logical pairing of highly motivated and talented people. The
end result will be greater safety for our patients. m

Dr. Burns, a former Buffalo firefighter, will present two mini-workshops on fire
safety at PGA 2013. He will be joined by FDNY firefighters and the New York
Fire Safety Institute (NYFSI). To learn more about NYFSI, go to
www.nyfsi.com. Dr. Burns can be reached at tburnsmd@roadrunner.com.
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The NYSSA Thanks the 
Fire Department of New York

The NYSSA wishes to thank the dedicated 

FDNY firefighters who are so generously donating 

their time to teach fire safety at the 2013 PGA. 

Our heartfelt gratitude goes out to these brave 

men and women, all of whom have devoted 

their lives to keeping New Yorkers safe.



(Left to right) Drs.
Christopher Campese,
Steven Schulman, Salvatore
Vitale and Larry Epstein.

Drs. Lance Wagner, Jana
Janco, Andrew Rosenberg
and David Bronheim.

(Left to right) Drs. Jason Lok, 
Paul Willoughby, Rose Berkun and 

Lance Wagner.

From left, Drs. Richard Beers,
Vilma Joseph and Michael Duffy.

Scenes From the ASA 
Annual Meeting
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California/New York ASA Reception

San Francisco’s iconic Golden Gate Bridge. Alcatraz Island, home of the famous 
Alcatraz Federal Penitentiary.

California Society of Anesthesiologists Immediate
Past President Dr. Johnathan Pregler (left) and
NYSSA past PGA Chair Dr. Andrew Rosenberg.

Drs. Rose Berkun and Lance Wagner.

From left, NYSSA President-elect 
Dr. Lawrence Epstein and Vice President 
Dr. Michael Duffy with California Society of

Anesthesiologists Past President 
Dr. Michael Champeau.

From left, Drs. Alan Curle and Ingrid 
Hollinger with West Virginia ASA 
Director Dr. Robert Johnstone.
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California/New York ASA Reception

Dr. Scott Groudine (back left).

California Society of Anesthesiologists 
Legislative and Practice Affairs Division Chair 
Dr. Mark Zakowski (left) and NYSSA Second 
Assistant Secretary Dr. Jung (Ted) Kim.

California Society of Anesthesiologists
President-elect Dr. Paul Yost and 

Dr. Donna-Ann Thomas.

California Society of Anesthesiologists 
President Dr. Peter Sybert (left) with 
Drs. Michael Simon and Jason Lok.

Drs. Rose Berkun and Ingrid Hollinger.
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ASA President’s Reception

Dr. Donald Martin, chair of the ASA
Section on Clinical Care, and NYSSA
President-elect Dr. Lawrence Epstein.

From left, Drs. Donald Martin,
Jung (Ted) Kim, Michael Simon
and Lawrence Epstein. 

NYSSA President Dr. Michael
Simon and Executive Director
Stuart Hayman.

33SPHERE Winter 2014       



NYSSA’s Hospitality Suite in San Francisco

Stuart Hayman, Dr. Rose Berkun, Dr. Paul Willoughby, and 
Washington, D.C., ASA Director Dr. John F. Dombrowski.

(Left to right) Drs. Jason Lok, Melinda Acquino, Tracey Straker and
Donna-Ann Thomas, NYSSA staff members Lisa ONeill and 

Colleen Ryan, and Dr. Vilma Joseph.
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Meeting With the Leadership of NYSANA

Sen. DeFrancisco Golf Outing

(Left to right) NYSANA President-elect Kim Lanfranca, CRNA, M.S., NYSANA 
Director Laura Ardizzone, CRNA, NYSSA President-elect Dr. Lawrence Epstein, GLAC 

Chair Dr. David Wlody, and NYSSA President Dr. Michael Simon at the NYSSA headquarters.

Dr. Michael Duffy stands 
with an NYSSA sponsorship 
sign at the golf outing.

From left, NYSSA lobbyist Bob Reid with 
Dr. Michael Duffy and Sen. John DeFrancisco.
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Supporting New York State Senators

From left, Dr. Lawrence Epstein, New York State Senate 
Majority Leader Dean Skelos, Bob Reid and Dr. Michael Simon.

Dr. Lawrence Epstein,
New York State Sen.
Catharine Young and
Dr. Michael Simon.
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Networking With State Leaders

Dr. Lawrence Epstein 
and Assembly Speaker
Sheldon Silver.

New York Gov. Andrew Cuomo talks with Dr. Rose Berkun.

Supporting New York Assembly Members 
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Physician Rankings and Ratings: A New Key to
Survival and Success
MICHAEL J. SCHOPPMANN, ESQ.

Throughout the medical field in the United States, there is a new set of
questions that all physicians and their medical practices should be asking.
These questions, and their potentially surprising answers, can determine
whether or not a practice retains its participation with a health plan (private
and/or public); whether the practice’s reimbursement rates increase (or
dwindle); whether the practice is at an increased risk of an adverse
investigation or action; and/or whether or not the practice experiences the
loss of a significant portion of patient flow.  

The questions are:   

p Where are we ranked and/or rated? 

p Who is ranking and/or rating us? 

p How are we ranked and/or rated?

p What is the present and/or potential impact of these rankings and ratings?

Physicians and their medical practices are at an even higher risk of
encountering problems when they are either completely unaware that they
are being ranked or they do not recognize the need to ask these questions.
In either case, what a physician does not know may actually pose a greater
risk than what he/she does know. By addressing and revisiting this basic set
of questions, however, all physicians can become aware of the factors that
may be threatening their very survival, take measures to counteract any
negative ranking and/or rating, and turn these ranking and/or rating systems
into positive assets for their future success.     

The analysis of these questions can be broken into two subcategories: 
(1) payors and (2) patients. The payor analysis bears the higher priority.
Terms such as “pay for performance,” “physician performance,” “practice
benchmarking,” and “value-based purchasing” are all now cornerstones of
every healthcare reform initiative. What most physicians do not grasp,
however, is that the information gathered through these initiatives is not
being compiled for academic or research purposes. The data that is
compiled is used actively and aggressively by health plans to “rank” or
“grade” a physician/medical practice and encourage patients to seek care
from those practices that are declared to be “high-performing” (at the
expense of other practices that the health plan has determined are not
“high-performing”).  
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Some health plans, such as Aetna and UnitedHealthcare, have developed
“tiered” physician networks based on their own definitions of quality and
efficiency — derived from their own “performance data.” Failure to meet
these new performance standards may result in a termination or non-
renewal of the physician’s participating agreements, which, in certain
market-share settings, can be a death blow to the practice. 

Every medical practice should immediately contact each of its payors to
obtain any and all “performance,” “quality” and/or other policies, protocols
or standards that exist and/or have been imposed on the practice by the
payor. The practice should then closely review each of these performance
evaluation measurements and either make changes to meet the imposed
requirements or evaluate the financial viability of having the practice
terminate its participation with the payor. If the payor is utilizing a
“ranking” system, the practice must immediately verify its ranking and
challenge any ranking that does not place it at the highest level. 

In the patient realm, physicians can no longer ignore or discount the ever-
expanding number of public “ratings” websites under which they appear
and are judged. While physicians may not have enrolled in such sites, or
even been aware that their names appear on these sites, the sites exist and
in many cases contain adverse reviews by members of the public. Every
practice and physician should set a routine schedule for online credentialing
— the act of taking the name of the practice and the names of each of the
physicians employed by the practice and seeking out their ratings on each
of the commonly utilized ratings sites (e.g., Vitals, Healthgrades, RateMDs,
etc.) and (1) verifying that the data included is accurate and up to date,
and (2) challenging any adverse ratings utilizing the methods set forth by
each site.   

In conclusion, ratings and rankings are broad labels for foundational
changes to the standards every physician/medical practice must meet.
Acting in defiance of these standards, or continuing to practice in
ignorance of them, may result in devastating consequences. To survive,
and to succeed, preemptive and aggressive risk management must be
implemented by every physician and medical practice. m

Kern Augustine Conroy & Schoppmann, P.C., is General Counsel to the NYSSA
and is solely devoted to the representation of healthcare professionals. The firm
has offices in New York, New Jersey, Florida, Pennsylvania and Illinois and can
be found on the Web at www.drlaw.com. Mr. Schoppmann may be contacted at
800-445-0954 or via e-mail at mschoppmann@drlaw.com.
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PGA Medical Student Program Continues a
Tradition of Success 
MATTHEW WECKSELL, M.D.

For many years, the NYSSA’s PostGraduate Assembly has hosted a
medical student section, which has been funded by donations from the
academic anesthesia departments around the state. The program has
historically been well received and well reviewed by all the students who
have attended it. Currently, this section is chaired by Dr. Michael Wajda,
residency program director at the NYU Langone Medical Center, and Dr.
Cynthia Lien, vice chair for academic affairs at the New York-Presbyterian
Hospital’s Weill Cornell campus.

The purpose of the medical student section is to provide a forum for
medical students from New York state to meet various program directors,
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Thank You to the 2013 PGA Medical
Student Program Contributors

The NYSSA is grateful to the following academic 
anesthesia departments for their support of the 

2013 PGA Medical Student Program:

New York Presbyterian Hospital – Weill Cornell Medical Center

New York University School of Medicine

Stony Brook Foundation

SUNY Upstate Medical University

University at Buffalo Anesthesiology, Inc.

University of Rochester School of Medicine

University Physicians of Brooklyn

Note: The above list includes all contributors to the 2013 PGA 
Medical Student Program as of press time.



residents and other medical students, and to learn more about anesthesia
residency and the application process.

This program is open to interested medical students from all New York
state medical schools. Last year, the program included students from 10
of the 12 state academic anesthesia departments, along with one visiting
student from California.

This year’s program includes a Friday night social event where students
from across the state and country will be able to meet and share their
medical school experiences.

On Saturday morning, Dr. Wajda and anesthesia residents from NYU 
will present sessions on the residency application and interview process,
along with an overview of a day in the life of an anesthesia resident. A
panel of subspecialists comprised of faculty from various New York
programs will discuss their subspecialties. The morning’s formal session
will be followed by a round of medical student “Jeopardy!” in which the
students will play against each other. At the conclusion of the game, the
students will have lunch with program directors and academic chairs
from around New York state. After lunch, the medical students will
interact with the residents who are attending NYSCARF, the New York
State Conference for Anesthesia Residents and Fellows.

Donations from New York’s academic centers allow the PGA Medical
Student Section to host visiting students in a midtown hotel, and cover
the cost of both lunch and meeting space during the PGA. Everyone
involved in this program looks forward to another successful session. m

Matthew Wecksell, M.D., is an anesthesiologist at Westchester Medical
Center and a former co-chair of the Medical Student Program.
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The Anesthesia Quality Institute: Improving the
Quality of Care in Anesthesia
Quality management (QM) is an important function of all anesthesia
practices. It is an individual clinician’s professional obligation to think
about the patient care he/she provides and attempt to improve it. On the
practice level, assessing outcomes allows for identification of system
problems that can be resolved by a change in policy or group practice. 
For example, measurement of the rate of postoperative nausea and
vomiting (PONV) in the post anesthesia care unit (PACU) can identify
patient populations at higher risk. A policy of providing prophylaxis in
the operating room (OR) for these patients can reduce the overall rate of
PONV. On the national level, aggregation of data on rare complications
(e.g., postoperative visual loss) can lead to appreciation of problems too
rare to be studied at the local level. Once identified as recurring problems,
a detailed review of cases can suggest common features and targets for
improvement. This kind of national quality management, based only on
clinical anecdotes, can nonetheless have substantial positive effects on
anesthesia practice. This principle is illustrated by the case series
published by the Anesthesia Closed Claim Project (CCP) in the scientific
literature, and by the individual case vignettes from the Anesthesia
Incident Reporting System (AIRS), which appear each month in the
American Society of Anesthesiologists (ASA) NEWSLETTER.  

Recognizing the need for improvement in anesthesia quality management,
the Anesthesia Quality Institute (AQI) was created in 2008 as a non-profit
affiliated organization of the ASA for the purpose of: 1) organizing the
ASA’s quality management, patient safety, and comparative effectiveness
efforts, and 2) creating a national registry of anesthesia cases and
outcomes. As part of its commitment to improving the quality of care in
anesthesia, AQI has developed a number of programs that promote
needed change. Since AQI is currently the largest anesthesia registry in the
country, using AQI allows practices to improve patients’ quality of care,
lower anesthesia mortality rates and lower anesthesia incidents.

Currently, nearly 9,000 anesthesiologists participate in the National
Anesthesia Clinical Outcomes Registry (NACOR), or between 20 percent
and 25 percent of clinically active anesthesiologists nationwide. This
number continues to grow as more practices and facilities recognize the
need for registry data and external benchmarks. In addition to providing 
a measuring stick for judging and improving the quality of patient care,
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registry participation will be increasingly important for meeting federal
regulatory requirements and the demands of non-federal payers. The
Centers for Medicare & Medicaid Services (CMS) has released draft rules
on the definition and certification of qualified clinical data registries
(QCDRs) as a mechanism for meeting incentive requirements for
meaningful use of healthcare technology, hospital pay for performance,
and individual provider participation in the Physician Quality Reporting
System. Similar language has appeared in several other federal documents
in the past six months, including proposals for new healthcare payment
models contained in the draft House legislation repealing the Sustainable
Growth Rate formula. It is clear that registry participation is a desired
outcome of healthcare reform. While intrusive, this is sensible to
counterbalance new payment models that incentivize cost effectiveness.
Transparent national outcome reporting is essential to assure the public
that physicians and hospitals are not skimping on necessary and indicated
care.

While CCP and AIRS are positive examples for our specialty, one of the
largest national gaps in anesthesiology is the generation and reporting of
systematic data on adverse outcomes from every case, every day. An
estimate from the 275 groups participating in NACOR is that no more
than half have a system for collecting this kind of data, while fewer than
25 percent are able to report clinical outcomes to NACOR on a routine
basis. This number has been increasing lately, and will soon reach a
critical mass where true national benchmarking of adverse outcomes is a
possibility.  

NACOR was launched on January 1, 2010, with data from six practices.
Today, data is available to support academic and health policy research by
physician scientists in any AQI-participating practice. NACOR now
includes more than 11 million cases from 151 fully contributing groups.
NACOR includes data from almost 9,000 anesthesiologists, or about 25
percent of the active practitioners in the U.S. AQI released the Participant
User File (PUF) in early 2013: an aggregate, de-identified, clean version of
selected NACOR data fields. This data is already being studied by more
than a dozen investigators and several papers are in the works that will
provide a new and comprehensive understanding of the nature of
anesthesiology in the U.S. The AQI is using this information internally to
provide high-level dashboards of summary data for ASA and state society
leaders, anesthesia subspecialty societies, and important ASA committees.
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Information and instructions for accessing AQI data can be found on the
AQI website at http://aqihq.org/puf_inquiry.aspx.

The Anesthesia Incident Reporting System (AIRS) is growing. Currently
we have more than 800 serious adverse events, unsafe conditions, and
near misses. We are seeking ideas for how to get more providers to
contribute incidents. AIRS currently has submitted 25 written items for
the ASA NEWSLETTER highlighting opportunities to improve care. These
articles can be found at http://aqihq.org/articles.aspx. A mobile app for
reporting these events was released in October 2013.

AQI continues to add educational materials to our website based on
requests from participating practices and collaborating IT vendors. We
have launched half a dozen “dashboards” to provide continuous national
aggregate data to ASA officers, selected committees and subspecialty
societies.  

AQI is also participating in a pair of new ASA quality initiatives. One is
the inaugural Anesthesia Quality Management meeting, scheduled for
November 2013 in greater Chicago. This weekend course, intended for
anesthesia department quality management officers, is designed to teach
the basics of quality management in an anesthesia practice. More
information can be found on the ASA website at http://education.asahq.org/
qm2013. A second initiative in development with ASA’s Quality
Management and Departmental Administration (QMDA) Committee is a
“Quality Consultation” program intended to provide high-functioning
anesthesia practices with overall national benchmarking of their efforts,
documentation of clinical performance, and suggestions for further
improvement. The consultation is based on a review of practice structure,
NACOR data, personal interviews, and a one-day site visit by a team 
of experienced, practicing anesthesiologists. For more information on
quality consultations, contact Dr. Richard Dutton, M.D., MBA, at
R.Dutton@asahq.org.

For more information on AQI, go to www.aqihq.com or contact AQI’s
communications associate Ashley Jones at A.Jones@asahq.org. m
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Reflections on the ASA Annual Meeting 
JANA JANCO, M.D.

This year I was passed a baton. I became a new member — a next
generation, so to speak — of the NYSSA and ASA. As a new attending, 
I have had to navigate many hurdles, including new operating room staff,
unfamiliar surgeons, and finding the location of the rationed propofol. I
remained centered through this stressful transition by my commitment to
high-quality patient care. As my first year progressed, I realized that to be
committed to my patients, I needed not only to provide outstanding
clinical care, but also to be involved at many levels within my
department, hospital, the NYSSA and the ASA. I believe that now more
than ever it is incumbent upon us to unite and work with legislators and
the ASA to ensure the delivery of quality physician-led patient care. 

This year I had the privilege of attending my first ASA meeting. I left
inspired. As you read this, I hope that my experience will motivate you
to contribute to the ASA so that it becomes a stronger and more powerful
tool for influencing legislation and regulations that impact not only our
individual practices, but healthcare as a whole.

Like most anesthesiologists, I was relatively unaware of the extent of the
political activities that take place alongside the educational component of
the ASA annual meeting. The NYSSA delegation tackled many hard issues
affecting both our state and ASA members on a national level. Our
delegation fought hard on these issues, which ranged from funding the
ASA Deep Sedation for Non-Anesthesiologist Education Program to dues
increases and smoking cessation programs. We were successful in our
support of many issues and we were defeated on others. Nonetheless,
throughout my ASA experience, I was repeatedly inspired by the tenacity,
passion, and commitment of my New York colleagues to their respective
committees and delegate responsibilities.

I was also enlightened as to how well represented New York is on so
many ASA committees. Besides having our director and alternate director
to the ASA, we are well represented on such committees as the ASA
program, anesthesia care team, large group practice, QMDA, legislation,
critical care, and economics, just to name a few.

At the ASA I had the opportunity to understand more about the ASAPAC
and how the political process directly impacts our practices. It plays a
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key role in determining how much we are paid, the regulatory and legal
environment in which we practice, and the role of non-physician
providers in our practices. Physician involvement in the ASAPAC is what
will ultimately define our practice of anesthesia. New York state made
notable growth in its contribution to the ASAPAC this year, with
contributions totaling $92,000, earning us fifth place nationally for
money raised. Although commendable, this represents contributions from
only 9 percent of New York anesthesiologists. New York state has more
than 3,000 NYSSA members. A donation of as little as $100 per
physician could easily make New York top in the nation. This year I
became a Chairman’s Council contributor. Admittedly, this was my first
year contributing, but I can assure you it will be a profession-long
commitment. The importance of contributing to ASAPAC cannot be
overemphasized. In fact, I plan on making it a personal goal within my
practice to ensure that my colleagues contribute. For those of you who
don’t know me, I may be new but I am tenacious. I hope I can inspire
you not only to donate, but also to encourage your colleagues to do the
same. 

In closing, I would like to applaud Dr. Audrée Bendo for her elegant and
exemplary work in putting together such an exceptional meeting. She
made an indelible impression. And on a personal note, I would like to
thank everyone from the entire NYSSA delegation for taking the time to
guide me through my first ASA experience. I can only say that it was
truly life changing. m

Jana Janco, M.D., is with North American Partners in Anesthesia, Vassar
Brothers Medical Center.
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Residents’ Night at the New York Academy of
Medicine
ELIZABETH A. M. FROST, M.D.

On September 25, 2013, a very successful Residents’ Night was held at
the New York Academy of Medicine. After a most enjoyable cocktail hour
and dinner, during which more than 70 registrants had an opportunity to
view 22 posters representing 10 departments of anesthesia, 11 residents
gave oral presentations of their research. Prizes were offered in both
categories. The judges included Drs. Ram Roth, Ingrid Hollinger, David
Wlody, Philip Lebowitz, Kathryn McGoldrick, Andrew Karlin, Hugh
Hemmings and Farida Gadalla, and there was input from the audience. 

Winners for the best oral presentations were:
1. Stefan Samuelson, Icahn School of Medicine at Mt Sinai, New York,

New York. “Simulation as a set-up for technical mastery: Can a high-
fidelity virtual warm-up improve resident performance of fiberoptic
intubation?”

2. Arun Kalava, New York Methodist Hospital, Brooklyn, New York.
“Typing Skills of Physicians in Training.”

3. Eric Cheon, Weill Cornell Medical College, New York, New York.
“Changes in Operative Volume at a Tertiary Care Center: Implications
for Evening Anesthesia Staff.”

Prizes for poster presentations
were awarded to:
1. (equal): James Littlejohn, Weill

Cornell Medical College, New
York, New York. “Implementation
of Alert in the Electronic Medical
Record Reduces Incidence of
Non-OR Blood Transfusions for
Hb > 8.0 g/dL.”
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1. Michael Nayshut, University of Rochester Medical Center, Rochester,
New York. “Anesthetic Management of a Jehovah’s Witness Parturient
With a Complete Placenta Previa and Unicornuate Uterus for Cesarean
Section.” 

3. (equal): Bess Storch, Weill Cornell Medical College, New York, New
York. “Community Wide Trends in Utilization and In-Hospital
Mortality for Carotid Artery Stenting and Carotid Endarterectomy,
2006-2011. Results from the State Inpatient Database.”

3. Andrew Goldberg, Icahn School of Medicine at Mount Sinai, New
York, New York. “Utilizing Failure to Maximize Long-Term
Performance.”

In addition to the monetary prizes, all residents who attended and
presented their work were granted a one-year free associate membership
in the New York Academy of Medicine.

The evening was generously supported by North American Partners in
Anesthesia.

For further information about the activities of the section of anesthesia at
the Academy, please contact Elizabeth Frost, M.D., at elzfrost@aol.com or
Farida Gadalla, M.D., at fgadalla@med.cornell.edu. m

Elizabeth A. M. Frost, M.D., is section chair, anesthesiology, at the New York
Academy of Medicine. 
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Albany Report

The Physician-Anesthesiologist’s Duty: 
Patient First  
CHARLES J. ASSINI, JR., ESQ. 

Background
During the opening ceremony of the ASA annual House of Delegates
(October 11, 2013), ASA officers stressed a familiar theme: The
physician-anesthesiologist’s primary duty is to the patient first and
foremost. When I first started my career as a NYSSA representative more
than 25 years ago, I heard the same theme from NYSSA and ASA
leaders.

In keeping with this theme, when developing position papers and
governmental agendas over the years, I have sought to preserve the
anesthesia care team and existing regulations requiring the physician-
anesthesiologist to be the primary caregiver for patients undergoing
surgical procedures.

As part of our advocacy effort in Albany, we have stressed the
importance of preserving a statewide uniform standard that maintains
the physician-anesthesiologist’s role. As one of your advocates in Albany,
I strive to deliver a factual and honest message to lawmakers.

Some groups that have advocated for modifying this standard have
suggested that there is no need for a uniform statewide standard, but,
instead, that hospitals should make the decision as to who would be
allowed to administer anesthesia, under what conditions, and what
requirements are necessary. I disagree with this argument because
maintaining a statewide uniform standard is essential for preserving a
baseline requirement that guarantees to all patients that physician-
anesthesiologists will be the primary caregivers for all patients
undergoing surgical procedures.

We make clear in our position papers that the physician-anesthesiologist
is uniquely qualified to: (i) be the patient’s primary advocate prior to
surgery to develop the appropriate anesthetic plan; (ii) react immediately
with medical intervention and to alert the surgeon and surgical team to
the patient’s medical status from start to finish in the operating room;
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and (iii) manage the patient postoperatively (e.g., providing necessary
pain management).

In short, with radical healthcare reforms underway, it is more essential
now than ever to preserve “in law” the physician-anesthesiologist’s
critical role as the surgical patient’s primary caregiver and advocate.

A Personal Perspective
During the past 25 years, I have experienced firsthand how physician-
anesthesiologists embrace the doctrine of PATIENT FIRST.

These experiences have illustrated to me that the physician-
anesthesiologist is:

p Highly trained to diagnose the patient’s condition and develop the
anesthetic plan for all patients, no matter their age or severity of
condition.

p Two years ago, my 85-year-old mother required open-heart
surgery. Our physician-anesthesiologist calmly responded to
my mother’s questions and concerns in a comforting and
caring manner. He successfully administered the anesthesia,
managed her various health issues, and carefully reviewed her
laundry list of medications. He supervised her case in the
PACU and later assessed her condition in the ICU. The
surgery was successful and my mother is doing well. 

p When my son was 6 months old, he required a hernia
operation. Our pediatric physician-anesthesiologist offered
reassurance to us, the nervous parents. The anesthetic plan
allowed for a successful outcome and resulted in our ability to
return home with our son by mid-afternoon the day of the
surgery.

p Available during preoperative and postoperative times to provide
treatment and pain management.

p My wife and our daughter both required ACL surgery 
(within a year of each other). The physician-anesthesiologists
responsible for their care were fantastic. As we all know, it is
one thing to personally endure pain, but watching my
daughter begin to experience postoperative discomfort was
difficult. We reached out to our physician-anesthesiologist,
whose quick response and assistance helped us get through
this stressful period of time.
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p Directly involved in the vast number of anesthetics delivered each
day.

p I had firsthand experience with a caring and skilled physician-
anesthesiologist approximately two years ago when I had hip
resurfacing surgery. What struck me was the availability of the
physician-anesthesiologist and how efficiently he performed in
the preoperative area for all the patients undergoing surgery.

p The patient’s primary care physician in the operating room, PACU,
and intensive care units.

p My family’s experiences clearly illustrate that the physician-
anesthesiologist is the surgical patient’s primary caregiver.

Looking Forward
As we begin planning for the next legislative cycle in Albany, we will
once again be asking NYSSA members to contact your lawmakers,
attend Legislative Day in Albany in May, and/or visit your lawmakers at
their district offices to advocate for preserving safe anesthesia standards
for all New York state patients. You may also desire to volunteer as a
NYSSA “key contact” for communicating with lawmakers.

Additionally, we will be working with the ASA to lobby New York’s
congressional leaders about the importance of preserving the role of the
physician-anesthesiologist for our veterans.

Specifically, the Veterans Health Administration (VHA) is currently
considering a new policy document known as the VHA Nursing
Handbook, which would fundamentally alter how healthcare, including
surgical anesthesia care, is delivered to veterans within the VHA system.
In short, this new policy is far reaching and impacts all nursing services
within the VHA. However, its impact could be most profound in the
delivery of surgical anesthesia care because it is in direct conflict with
the VHA Anesthesia Service Handbook.

In a recent letter to Rep. Michael Grimm, we urged him to reach out to
the VHA to retain the current Anesthesia Service Handbook. We outlined
the following reasons (among others):

p The patient safety rationale behind the Anesthesia Service Handbook
and its policies is veteran-driven and patient-care centered.
Anesthesia care is a distinct specialty that involves risks and
complications not present in other areas of medicine.
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p VHA patients have poorer health status, necessitating physician
involvement in their anesthesia care.

In closing, I would once again like to express my sincere appreciation to
the physician-anesthesiologists who have provided wonderful medical
care to my family members and me. m

NOTE: A special acknowledgment goes to Stuart Hayman, M.S., NYSSA’s
executive director, for providing me with valuable feedback and advice
throughout the year.

Charles J. Assini, Jr., Esq.
NYSSA Board Counsel and Legislative Representative

Higgins, Roberts & Suprunowicz, P.C.
1430 Balltown Road 

Schenectady, NY 12309-4301
Our website: www.HRSLaw.us.com

Phone: 518-374-3399  Fax: 518-374-9416
E-mail:CJAssini@HRSLaw.us.com

And cc: GKCarter@HRSLaw.us.com

From the NYSSA Resident and Fellow Section

Publish Your Case Report in
Sphere

p If you have an interesting case
p If you are ready to share your experience
p If you are interested in building your CV

You can submit your case report for publication in Sphere.

All cases will be reviewed and the most interesting published.

Submit your case report via e-mail to maryann@nyssa-pga.org. 
Subject: Article for Sphere

If you have questions, call MaryAnn Peck at 
NYSSA headquarters: 212-867-7140.



Case Report

Cardiac Arrest After IV Metoclopramide in a
Patient With a History of Childhood Polio 
YARA ALJALBOUT, M.D., AND JON SAMUELS, M.D.
DEPARTMENT OF ANESTHESIOLOGY, NEW YORK PRESBYTERIAN
HOSPITAL/WEILL CORNELL MEDICAL CENTER, NEW YORK, NEW YORK

Abstract
We present the case of a patient who developed cardiac arrest after the
concurrent administration of IV glycopyrrolate and metoclopramide in 
the preoperative area in preparation for an elective laparoscopic sleeve
gastrectomy.

Introduction
Metoclopramide, a commonly used antiemetic in the perioperative period,
is considered to have a relatively safe side effect profile. However, it has
been linked to deleterious cardiac events, which have been reported in
five previous cases after the administration of IV metoclopramide. This
report describes a case of cardiac arrest in a patient with a history of
childhood polio.

Case Report
The patient is a 62-year-old female with a history of morbid obesity (BMI
53 kg/m2), childhood polio with residual left lower extremity weakness,
gastroesophageal reflux disease (GERD), hypertension, hyperlipidemia,
medically managed coronary artery disease, and a difficult airway.
Preoperative cardiology workup revealed a small area of infero-apical
ischemia on a rubidium PET scan, and 90% left circumflex artery
occlusion on cardiac catheterization. Preoperative studies showed normal
electrolytes, normal sinus rhythm on EKG, and QTc of 467 ms.

The patient was monitored in the holding area pending use of nebulized
lidocaine for a planned awake fiberoptic aided intubation. Glycopyrrolate,
0.2 mg, and metoclopramide, 10 mg, were given over a 10-minute period.
One minute later, the patient became dizzy and short of breath. Shortly
thereafter, her O2 saturation dropped, and she became severely
bradycardic and pulseless. Chest compressions were started, the patient
was intubated, and spontaneous circulation was restored within 15
seconds without administration of any medications. She was tachycardic
and hypertensive thereafter. The patient was transported to an intensive
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care unit for observation, extubated after 12 hours with no neurologic
sequelae, and was later discharged. A myocardial infarction was ruled out:
serial EKGs were negative for ischemic changes, QTc was within
preoperative values, and troponin levels were negative.

Discussion
Metoclopramide is commonly used in the perioperative period either as a
sole upper gastrointestinal prokinetic or a second-line antiemetic. It is a
partially selective dopaminergic receptor antagonist and a benzylamide.
Although most commonly associated with extrapyramidal symptoms,
metoclopramide has been implicated in a myriad of cardiac dysrythmias,
including severe bradycardia, complete heart block, supraventricular
tachycardias, transient sinus arrest, bigeminy, junctional rhythm, and
asystolic arrest. The structure of metoclopramide is similar to procainamide,
a type 1 antiarrhythmic, which may explain its arrhythmogenesis.1

Grenier et al. described a 66-year-old diabetic female who developed 
cardiac arrest twice in the postoperative period after IV metoclopramide
administration. The first asystolic event lasted for 10 seconds without loss of
consciousness. Eight minutes following a second dose of metoclopramide,
the patient developed asystole lasting less than a minute that was
successfully treated with atropine and chest compressions. Subsequent
cardiac workup was negative. The authors postulated diabetic autonomic
neuropathy as an incriminating factor in the development of the arrest.1

Tung et al. described a 38-year-old patient with scleroderma who developed
a fatal cardiac arrest after administration of 10 mg IV metoclopramide
following sympatholysis of the left hand by peripheral nerve block
performed after IV labetalol administration for hypertension. Occult cardiac
disease due to scleroderma with concomitant beta blocker administration
was postulated as the incriminating factor.2

Bentsen et al. described a patient who arrested five times after
administration of IV metoclopramide following admission to the
neurosurgical intensive care unit because of a subarachnoid hemorrhage.3

Glycopyrrolate, an anticholinergic most commonly used in combination
with acetylcholinesterase inhibitors for reversal of residual neuromuscular
blockade and as an antisialogogue, was also given to our patient. It has been
incriminated in perioperative cardiac dysrhythmias. Pleym et al. described a
case of ventricular fibrillation in a 27-year-old patient with prolonged QT
syndrome after administration of IV glycopyrrolate for reversal of
neuromuscular blockade at the end of an appendectomy.4
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The clinical course of our patient was similar to that described in other case
reports, consisting of a rapid onset of bradycardic, then asystolic cardiac
arrest, which responded quickly to early cardiac life support maneuvers,
and resolved without sequelae. Metoclopramide is far more likely than
glycopyrrolate to be the culprit. It is unclear whether a childhood history 
of polio may have predisposed this patient to metoclopramide-induced
cardiac arrest. Although polio classically presents as neuromuscular
weakness, some rare forms of bulbar polio might have residual autonomic
dysfunction that could in turn have potentiated the arrhythmogenic effect
of IV metoclopramide. This patient, however, shows no evidence of
involvement of her brainstem with the disease. Other causes of
dysautonomia with the exception of unidentified genetic reasons can also
be ruled out. These include autoimmune disorders, Lyme disease, diabetes
mellitus, botulism, degenerative neurological diseases, brain injury,
hereditary connective tissue diseases, autonomic nervous system trauma,
spinal cord injury and mitochondrial disease. 

This case serves as a reminder of the rare but serious side effects of
metoclopramide administration. Metoclopramide has interactions outside of
its target areas (central nervous system nausea and vomiting centers and
dopaminergic receptors in the proximal gastrointestinal tract), with variable,
undesirable effects on other receptors (e.g., total body dopaminergic tone).
When using metoclopramide, the potential risks and benefits should be
carefully considered. In particular, its use in patients at risk of bradycardia
or asystole (e.g., dysautonomias, post-polio syndrome, cardiac conduction
disorders) may increase the risk of hemodynamic instability. Appropriate
screening for comorbidities should limit the use of this drug, pending arrival
of a lower-risk substitute. Case reports like ours are raising concerns about
the safety of metoclopramide. m
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Laurentiu Dinescu, M.D.
Avinash Dsouza, D.O.
Ghislaine Echevara, M.D.
Jonathan Feldstein, M.D.
Krystal Ferraras, M.D.
Megan Friedman, D.O.
Timothy Fung, M.D.
Adrienne Gleit, M.D.
Elisabeth Goldstein, M.D.
Clay Gueits, M.D.
Daniel Hanono, M.D.
Benjamin Heller, M.D.
Ahmed Kafafy, M.D.
Joseph Kimmel, M.D.
Meera Kirpekar, M.D.
Andre Korshin, M.D.
Rishi Kothari, M.D.
Shawn Kumar, M.D.
Nancy Lee, M.D.
Jason Lee, M.D.
James Leonard, M.D.
Amanda V. Lewis, M.D.
Roy Liu, M.D.
Katherine Loftus, M.D.
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Jonathan Madek, M.D.
David Maera, M.D.
Chan-Nyein Manmi, M.D.
Ana Manrique, M.D.
Nourah Mazid, D.O.
Neeraj Mehta, M.D.
Patrick Milord, M.D.
Rebekah Nam, M.D.
Michael Naso, M.D.
David Neckman, M.D.
Daniel Nekola, M.D.
Tanuj Palvia, M.D.
Christopher Papadopoules, D.O.
Chang Park, M.D.
Alopi Patel, M.D.
Arati Patil, M.D.
Makiel Poole, M.D.
Veena Rao, M.D.
Sauman Rati,M.D.
Asghar Rizvi, M.D.
Daniel Rogel, M.D.
Benjamin Russo, D.O.
Lori Russo, M.D.
Matthew Sanidad, M.D.
Alison Schneck, M.D.
Sachin Shah, M.D.
Anjan Shah, M.D.
David Shapiro, M.D.
Beamy Sharma, M.D.
Paul Shekane, M.D.

Shawn Sikka, M.D.
Yuriy Slota, M.D.
Natalie Smith, M.D.
Jonathan Snitzer, M.D.
Nader Soliman, M.D.
Kihon Song, M.D.
Lee Stein, M.D.
Agathe Streiff, M.D.
John Thurston, M.D.
Aaron Trimble, M.D.
Victor Tseng, D.O.
Adham Zayed, M.D.

DISTRICT 4
Cletus Oppong, M.D.

DISTRICT 5
Jerome Doyen, M.D.
Glenn Flanagan, M.D.
Yang Xi, M.D.

DISTRICT 6
Lauren Bankeroff, M.D., MPH
Dierdre Cavan, M.D.
Jayanth Dasika, M.D.
Shawnjit Dhesi, M.D.
Britton Kreiner, M.D.
George Lefkowitz, D.O.
Mathew Lopez, M.D.
Nikolay Manuylov, D.O.
Ryan McConn, M.D.
Kaitlyn Mitchell, M.D.
Joseph Pawlowski, M.D.
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Jagroop Saran, M.D.
Niruja Sathiyadevan, M.D.
Colin Sheshan, M.D.
Julie Song, M.D.
Mark Williams, M.D.
Susan Yin, M.D.

DISTRICT 7
Ruke Achoja, M.D.
Brian Duffy, M.D.
Matthias Grube, M.D.
Patrick Johnson, M.D.
Thomas Johnson, D.O.
Jonathan Kaplan, D.O.
John Lofaso, D.O.
Kevin Nowak, M.D.
Samphea Seng, D.O.
Siddharth Singh, D.O.
Justin Tokorcheck, M.D.
Andrew Welka, M.D.

DISTRICT 8
Eldhose Abrahams, M.D.
James Bai, M.D.
Alina Fradlis, M.D.
Aylin Gonzalez, M.D.
Mikhail Kagan, M.D.
Scott Lichata, M.D.
Rey Llenes, M.D.
Jonathan Moy, M.D.
Nehul Patel, M.D.
David Soohoo, M.D.

Resident Members continued

Recently Retired Members
DISTRICT 3
Chongkiat Ong, M.D.
Hsien-Cheng Yu, M.D.

DISTRICT 7
Michael Lin, M.D.
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