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President’s Message

Anesthesiologists Must Lead
LAWRENCE J. EPSTEIN, M.D.

The healthcare universe continues to expand. The
days when physicians focused only on individual
patient welfare are long gone. This new paradigm threatens our
profession and, ultimately, those very patients we care so much about.
While we were busy healing our patients, the rest of the world turned
our sacred work from a profession where the healers were rewarded for
their contributions into a business where we are “providers” who are
widgets in a complex economy measured in financial units, frighteningly
removed from the patients we hope to serve.
Some may believe that the danger here is merely a financial loss for the
physicians; while that danger is real, the greater threat is to our patients.
One example of this threat is the perversion of research. This comes in
many forms. One form is when payment is linked to so-called “evidencebased medicine.” In some cases, research done in the name of patient
safety is applied to “pay for performance” or, more recently, “penalty for
non-performance.” This comes from a basic misunderstanding of the
scientific method. As physician scientists, we know that, unlike
mathematics or particle physics, virtually nothing in medicine has been
or ever will be “proven.” Each study must be evaluated for its merits and
inherent faults and the data integrated into the practitioner’s sum of
knowledge; the net result is applied slightly differently for each
individual patient. This is the art of medicine. No matter how hard you
try, you cannot have a flowchart in medicine with solid lines. The choices
are always a little grey. An excellent example of this is the beta blocker
process measure. Here, both the intent and execution make perfect sense
to an administrator. There was overwhelming research, from multiple
respected authors, showing the benefit of beta-blockade in the
perioperative period. There was little dissent in the anesthesiology
community. The administrators converted our “best information” at the
time into a mandate that drives payment. The problem is that while this
was the best information available at the time, it just happened to be
incorrect. We now know that overall mortality is higher in the betablockade group. As physicians, we understand the reality that individual
patients don’t necessarily follow statistical norms. Some patients will
benefit and some will be harmed.
SPHERE
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An even more ominous example is the normothermia outcome measure.
Here, with a few exceptions, payments will be reduced where
normothermia is not maintained. Again, there is no argument that in
general patients who are normothermic at the end of a procedure do
better than those who are hypothermic. But is that always true for each
individual patient? Might we be harming some patients in our efforts to
meet the thresholds needed for payment?
It might be argued that we, the physicians, are to blame for these errors.
After all, we proposed the actual measures. In fact, the medical community
has been held hostage by the PQRS process. We have been manipulated
into the position where we were forced to choose the least damaging of
measures in order to satisfy government mandates. It is the mandate itself,
the very concept of performance metrics, that is to blame. You can’t use
metrics to direct individual patient care any more than you can use a color
chart to describe a Monet.
Another example of the perversion of research is the funding debacle.
Over the years, decreases in NIH funding and resident education funding
have placed the burden of research funding on the researchers and their
departments. As medical reimbursement has gone down, these funds
have become scarce and we are left to find other sources to fund the
advancement of knowledge. Increasingly, these sources come with
inherent conflicts. Research funded by industry (device manufacturers
and pharmaceutical companies) is always presumed to be biased toward
efficacy. Research funded by government payers carries the opposite
presumption. In addition, we must factor in competition between
specialties. A recent publication whose conclusion questioned the efficacy
of epidural steroid injections is a perfect example. The study was authored
by a neurologist (not an interventionalist) and funded by government
payers. Out of approximately 2,500 patients selected, only 400 were
actually randomized and they had procedures performed by 26 different
proceduralists with no standardization of technique, using drug volumes
not used in regular practice. This was published in a major journal and
appeared in The New York Times with the headline “Common Back and
Leg Pain Treatment May Not Help Much, Study Says.” Who does this
benefit? Well, you could argue that it benefits the payer who can now
justify denial of claims. You could also argue that in a “zero-sum” system,
this benefits the neurologist, who will have a greater share of “the pie”
apportioned to medical management. These are examples of what
happens when business practices that are logical and effective in most
industries are applied, by businesspersons, to the healthcare system.
You may have a beautifully designed square peg, but it still won’t fit in a
round hole.
4
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The solution is simple. Providing good care to individual patients is
essential but it’s not enough. Physicians need to be the leaders in
administration and planning. Physicians need to set the priorities.
Resources will always be limited. While it may be reasonable for
politicians and administrators to determine what those limits are, the
resources need to be allocated by those whose commitment is to patient
safety and well-being. Administrative decisions must be prioritized and
evaluated first on individual patient safety and next on financial metrics.
Who better to make those decisions than physicians? Which type of
physician is better equipped to lead than the anesthesiologist, who has
been at the forefront of patient safety for more than 30 years?
We, as anesthesiologists, must involve ourselves in every aspect of
healthcare management and reform. In New York, we have had NYSSA
members serve as commissioner of health. We have a former NYSSA
president serving on the New York State Board of Regents. There are
NYSSA members who serve as hospital presidents. An anesthesiologist
in the U.S. Congress has been instrumental in protecting our patients,
using his commitment to patient safety as a guide while serving. This is
the type of leadership that benefits all of medicine and all Americans.
None of those mentioned above rose directly from the operating room to
their positions. They started by serving on committees, expanding their
knowledge and being politically involved. More of us need to identify
opportunities to serve our communities.
As anesthesiologists, we cannot lead in a vacuum. We must engage the
entire “house of medicine.” Your NYSSA is well represented in Albany, but
even greater strength comes with a close association with the state medical
society (MSSNY). While we may have different priorities on a few issues,
our common commitment to our patients assures common goals.
While the great state of New York is influential on the national stage, the
real opportunities for change and progress come from a strong affiliation
with the ASA. The ASA began in Brooklyn, New York, as the Long Island
Society of Anesthetists and many New Yorkers have served as president.
We must continue to contribute our time and energy to ASA growth,
activities and governance. New Yorkers must continue to serve the ASA
on committees and as educators. We must work to enable more NYSSA
members to serve as future ASA leaders.
Our patients are in danger. We, New York’s anesthesiologists, have an
opportunity and a responsibility to protect them. m
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Editorial

ASA Introduces Online Community
Ambassador Program
JASON LOK, M.D.

The upcoming ASA 2014 annual meeting will
introduce an online Community Ambassador Program. This initiative is
designed to encourage an ongoing conversation surrounding the annual
meeting and to increase engagement among our peers and annual meeting
attendees. Online community ambassadors will help lead conversations,
answer questions, respond to discussion threads, and maintain active
profiles. Thus, the goal is to make the meeting the most interactive yet.
As an ASA Committee on Communications member, I will be a part of
this special project and hope to fulfill my role as an ambassador. Perhaps,
if this is a successful effort, this program might be considered for our
annual PGA. Please stay tuned for my update on this endeavor.
If you have not checked out our Facebook page yet, please visit
www.facebook.com/nyssapga. We reached our 1,000 likes mark on
June 26, 2014! Our Facebook page has information on our headquarters
and our upcoming 68th annual PGA, links to Sphere archives dating back
to 1983, and a collection of photos and videos of our NYSSA officers at
work representing us and advocating for our patients.
With this issue of Sphere, we proudly showcase Bellevue Hospital. I
personally enjoyed seeing the beautiful vintage pictures associated with
this hospital. In addition, we get a glimpse of Dr. Emery Andrew
Rovenstine, who was the founder of the NYSSA’s PGA and a past ASA
president. The NYSSA has honored him with the annual E. A. Rovenstine
Memorial Lecture since 1971.
As we enjoy fall, I hope to meet many of you at the ASA annual meeting
in New Orleans or at the NYSSA’s 68th annual PGA. Please consider
downloading the NYSSA PGA app for your iPhone if you have not yet
done so. It should be updated with current information on the PGA soon.
If you have any suggestions for or comments about the app or future
articles regarding medical mission trips and personal interest stories,
please do not hesitate to contact me at jlokmd@yahoo.com or Stuart
Hayman at stuart@nyssa-pga.org. m
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From the Executive Director

Preserving the Anesthesia
Care Team
STUART A. HAYMAN, M.S.

As a teenager, I couldn’t wait to be a legal adult.
I used to dwell on how slowly the school years passed. Well, I can
honestly say that feeling has changed. As you get a little older, you begin
to realize that time passes way too quickly.
In August I celebrated my 26-year anniversary advocating for physicians
in two states with three separate medical societies. When I began my
career in organized medicine, at the Montgomery County Medical Society
in Maryland, I was younger than most of the physicians in the association;
that isn’t the case anymore.
I have now been at the NYSSA for six years. It seems like yesterday that
I met with your search committee (Drs. Beers, Epstein, Simon, Vitale,
Willoughby, Curle, Lagasse, Wlody, Freese and O’Leary). I am exceptionally
lucky to work with so many talented, motivated leaders. The membership
is truly fortunate to have so many dedicated physician volunteers as we
have here at the NYSSA. I proudly call these physicians my counterparts
and my friends as we strive to attain the organization’s goals.
During the course of my tenure as a medical association professional, I
have witnessed successful advocacy efforts as well as efforts that amounted
to little more than enthusiastic discussions. I have heard extraordinary
new ideas as well as ideas whose time had either passed or not yet arrived.
For those willing to learn, all experiences can be educational. Hopefully,
you learn to fight the fights worth fighting, as well as which battles should
be avoided.
This past legislative session, the NYSSA faced new challenges in Albany
that brought about new opportunities. The net result of these events
reaffirmed what I knew and what our members knew: the battle to
preserve the anesthesia care team model in New York, and, more
importantly, to preserve patient safety, is a righteous battle and one in
which we must remain resolute.
The New York State Association of Nurse Anesthetists (NYSANA) wages
an ongoing crusade to have its nurse members recognized as equals to the
physician anesthesiologists who supervise them. The organization’s

SPHERE

Fall 2014

9

website proclaims this. This year, the NYSSA was confronted with a new
approach by NYSANA to gain its members’ independent practice in New
York. NYSANA commissioned the University at Albany’s (SUNY) Center
for Health Workforce Studies (CHWS) to conduct a survey on barriers to
anesthesia services in New York.
The University at Albany’s School of Public Health website states,
“The Center for Health Workforce Studies is a not-for-profit research
organization whose mission is to provide timely, accurate data and
conduct policy-relevant research about the health workforce. The Center
collects, tracks, analyzes, interprets, and disseminates information about
health professionals at the national, state, and local levels.”
The NYSSA leadership and staff were aware of the NYSANA/CHWS
effort early on and we contacted a lead employee at the CHWS to offer
assistance and to inquire about the scope of the survey. We explained that
our membership was concerned about the process and that any legitimate
survey should be unbiased and strive to obtain valid data. In response to
our call, we received a letter from the NYSANA attorney stating that any
future communication with CHWS should be directed to the NYSANA
attorney. Clearly, this correspondence reinforced what we already
suspected: an independent and objective survey by the CHWS wasn’t
going to take place.
In April, the CHWS released highlights of the NYSANA study. The survey
methodology was riddled with issues (e.g., poor sample size, inadequate
response rate, leading questions, etc.). Your NYSSA leaders were
immediate and decisive in their multifaceted response.
First, with the help of NYSSA staff, the legislative counsel and the lobby
firm, your leadership wrote a three-page response that was hand delivered
by our lobbyist to each legislator’s office in Albany.
Next, the NYSSA hired a former legislator and consultant to analyze the
CHWS study and provide an independent “third-party” response for NYSSA
members to utilize during our annual Legislative Day in Albany. The report
concisely dissected the deficiencies in the survey methodology and data.
Third, an opinion research firm was hired to poll New York voters about
basic anesthesia. Respondents confirmed what NYSSA leaders already
believed and what others needed to hear. Ninety-two percent of those
polled wanted a physician to respond to anesthesia emergencies (not a
nurse) during surgery. Eighty-four percent of those polled said it was
either extremely or very important to have nurses supervised by
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physicians. More than 51 percent of those polled said they would vote to
remove their legislators if those legislators voted to remove the current
physician supervision requirement with regard to anesthesia.
Finally, the NYSSA’s response efforts culminated with a timely end-ofsession media campaign in Albany. Strategically placed radio and newspaper
advertisements educated the public about the opinion research results.
As with time in general, this legislative season flew by and, thankfully, the
NYSSA prevailed. We were able to stave off NYSANA and preserve patient
safety in New York. However, this battle is far from over. The combined
response this year produced independent, enduring materials. We will
utilize these resources as we continue to fight future efforts by New York’s
nurses to practice as physicians. m

Participate in the Democratic Process
You have an opportunity to voice your opinions on positions and policies of the New
York State Society of Anesthesiologists at the annual Reference Committee Hearing,
which is open to the membership at large.
REFERENCE COMMITTEE
Saturday, December 13, 1:45 p.m., Marquis Ballroom (9th floor)
Reviewing: Officers and Directors reports; Bylaws & Rules; Communications;
Government & Legal Affairs; Economic Affairs; Continuous Quality Improvement &
Peer Review; Pain Management; Critical Care Medicine; Judicial & Awards; Annual
Sessions; Continuing Medical Education & Remediation; Academic Anesthesiology;
and Retirement committee reports.
LOCATION: The New York Marriott Marquis
1535 Broadway (between 45th and 46th Streets)
New York, New York
All Officer, Director, Standing Committee, and Board of Directors’ reports are subject
to review by a panel of your peers and are discussed at this open forum.
Please come to listen, learn, and, if you wish, to speak. Here’s your chance to have a
direct impact on the decision-making processes that will steer the New York State
Society of Anesthesiologists into the future.
For additional information, contact Stuart A. Hayman, executive director, at NYSSA
headquarters.

Bellevue Hospital: A Place for Teaching
KIRI MACKERSEY, M.D., AND ALEXANDER NACHT, M.D.

A crooked 1919 photograph shows members of the Barnum & Bailey
Circus, in the middle of an annual show in Bellevue’s garden courtyard.
On an average summer evening, when New York City tempers are
stretched and some citizens’ behavior is perhaps not at its best, it is easy
to imagine the hijinks of the modern “performers” we treat as part of a
long Bellevue tradition. While the characters have changed and the
original site has shifted, one thing has remained steadfast since 1736:
“No One Is Turned Away.”1 From the curved iron railings facing First
Avenue, to the stone-carved entrance sign “EMPLOYES,”2 history
permeates the now-modern buildings. This history is the fascinating
draw of Bellevue: a nearly unbroken chain3 of profound public service
punctuated by a long list of New York and U.S. firsts. Bellevue anesthesia
is no exception.

Ringling Brothers and Barnum & Bailey Circus Day at Bellevue, 1919.
(Courtesy of Bellevue Hospital Archives)

SPHERE

Fall 2014

13

Annual performances (Ringling Bros. and Barnum & Bailey)
took place from 1908 until 1967. Left: Circus Day at Bellevue, 1965.
Right: Circus Day, date uncertain. (Courtesy of Bellevue Hospital Archives)

Horse-drawn ambulance entrance, 1885. (Courtesy of Bellevue Hospital Archives)
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Three Bellevue horse-drawn ambulances, 1895. (Courtesy of Bellevue Hospital Archives)

Bellevue is among the oldest hospitals in North America. Where City Hall
now stands, the “Publick Workhouse and House of Correction of the City
of New York” opened as a six-bed infirmary on the second floor in 1736.
After a series of yellow fever and smallpox epidemics in the early 1790s,
city leaders took action and leased land in Kips Bay Farm known as Belle
View. In 1794 they constructed a two-story pest house known as Belle
Vue Hospital and treated the predicted influx of seasonal “fevers.” The
pest house was not used between 1796 and 1797 but reopened when the
land was purchased, in fee simple, by the city in 1798.4
From its inception, Bellevue has been a place for teaching. In 1788, at
the cutting edge of controversy, the local militia was required to disperse
the “Doctors Mob Riot” — a protest against the teaching of human
anatomy. It was not until 1854 that a renowned Bellevue surgeon, Dr.
James Wood, managed to have a bill passed in Congress legalizing the
dissection of cadavers for teaching. That same year, Bellevue became the
site of the first systematic autopsies in New York, and in 1861 the
Bellevue Medical College was founded.5 In 1882 Bellevue expanded its
role as a teaching hospital by allowing New York medical schools to
appoint medical and surgical attendings. A master plan for the Bellevue
campus was created in 1896 and, two years later, Bellevue Medical
College merged with what is now NYU. The doctors pioneered a true
public hospital: managing epidemics, cleaning up public health issues,
running clinics and founding outreach programs. Although many
illustrious medical and surgical champions emerged from Bellevue,
SPHERE
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Bellevue Hospital in 1863 as seen from the East River.
(Courtesy of Bellevue Hospital Archives)

anesthesia was a late arrival on the honor roll. This later appearance is
part of the history of U.S. anesthesia as a separate physician-run specialty.
After W. T. G. Morton made his famous public demonstration at
Massachusetts General Hospital in 1846, ether caught on as an agent in
the U.S. As a relatively safe anesthetic, its administration was often
delegated to non-physicians. By comparison, in the United Kingdom,
chloroform became more popular. As a more difficult drug to titrate,
with well-publicized early fatalities,6 chloroform became the domain of
physicians.7 As a result, the American field of anesthesiology as a
recognized medical specialty developed relatively gradually. For the early
part of the 20th century there was no formal instruction and most
practitioners were self-taught.
In the early 1930s, the state of anesthesia at Bellevue was unrecognizable
by modern standards. Patients had no preoperative workup and no notes
in the chart — even after an intraoperative death. Endotracheal
intubation was prohibited by certain services for non-thoracic cases.
Anesthesia was administered by the department of nursing, with four
independent and non-cooperative divisions. Nurses were only allowed
to provide inhalational anesthesia and did so without the modern luxury
of ventilators, pipeline gas or automated monitoring. Spinals were
performed by unsupervised surgery residents with a purported
immediate fatality of one in 150. Overall, deaths were common and
poorly investigated. Most post-mortem records were skeletal, giving a
pre-operative diagnosis, the anesthetic used (e.g., “cyclopropane and
ether”), followed by a description such as “… the resection was being
performed, when his heart stopped ...”8
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Then, in 1935, things began to change. As legend has it, that year, a
particularly disastrous thoracic case prompted the head of surgery, Dr.
Arthur Wright, to look for help. He had been about to hire a dentist
when he heard through a chance conversation about a post-graduate
training program for anesthesia at the University of Wisconsin-Madison.
The program, started in 1927 by Dr. Ralph Waters, was the first of its
kind. Wright asked Waters to recommend someone to set up an
anesthesia department at the New York University medical school and
Waters recommended one of his star alumni: Emery Rovenstine. Wright’s
support was critical and he even went as far as personally paying part of
Rovenstine’s $5,000 salary. This protégé of Waters would transform both
Bellevue and the practice of anesthesia.
Rovenstine came to New York with a missionary zeal that made him
unpopular with many established practitioners. Initially, the majority
of Bellevue surgeons were, at best, uninterested and, more often, hostile
to any change. They objected to his newfangled ideas: pre-surgical
evaluations and testing, pre-anesthetic plans, post-anesthetic visits, and
detailed anesthesia records. However, with great political acumen,
Rovenstine had a strategy: he began by rounding with the surgeons; he
got to know them and demonstrated that he could also be helpful
outside the operating room.
Rovenstine’s most lasting contribution was education. He used two
assistants: one clinical, who also trained residents, and one research
assistant, who was dedicated to experimental work and more difficult
cases. Senior Bellevue residents taught the juniors with attending
supervision but with an emphasis on resident autonomy and didactic
conferences. Critical to education and quality was detailed recording of
morbidity and mortality events, using a punch card method for recordkeeping and data analysis that Rovenstine developed with Waters in
Wisconsin. Rovenstine also introduced the use of “M&M” conferences
(which later attracted citywide attendance) as a venue for learning.
Rovenstine insisted on the anesthetist as a professional — a physician
and clinician — rather than as a technician. If it was just a technical task
there was no need for the specialist training he so firmly believed in.
When Rovenstine joined Bellevue in 1935, there were no anesthesia
residents. By 1943, there were a total of 15 in the whole country, seven
of them at Bellevue. Just five years later, the Bellevue anesthesia residency
included 27 trainees. Residency under the chief was no ether frolic: a rare
female resident who had two failed intubations, both leading to deaths,
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Credit: Abe Birnbaum/The New Yorker

was called into his office. Rovenstine
told her that she shouldn’t be a doctor
at all so she “packed up her clothes,
left the hospital, and got a job far
away from medicine …” Rovenstine
later reported: “She’s married now and
has three children. I suppose she takes
pretty good care of them.” Unabashed,
he continued: “... I liked her for not
making excuses. You know, a lot of
surgeons and anesthetists tend to
blame a death on the patient.”9 Early
trainees received room, board, and
Cartoon that accompanied The New Yorker
$35 to $70 a month — less than
article about Rovenstine in October 1947.
nurses were paid, and for longer
hours. Rovenstine’s response? “The money is all gravy anyway, I see to it
that they don’t get
any time to spend it.
I believe in working a
resident to death. He
gets three years of
hell from me, and
then, if he wants, he
can go out and make
that fifty thousand a
year.”10 Rovenstine’s
office was at Bellevue
and he had little to
do with the more
lucrative private
practice done at the
Postgraduate
Hospital.11
What Rovenstine had
to offer was indeed
far more valuable
than money. He
Copy of a 1938 intra-operative
record for a pulmonary lobectomy.
(Source: private collection)
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wanted to make Bellevue the “anesthesia capital of the world” and he had
no shame in advocating for himself, his trainees, and his profession. Prior
to leaving for a teaching mission to Central Europe, he dismissed the idea
of carrying notes: “I’ve got all there is on this subject in my head.” And
when fostering a “talented young man,” Rovenstine was known to say,
“Let’s get you some publicity.”12 This was no press-conference; Rovenstine
meant publication. His tally of more than 200 articles and the illustrious
list of his graduates (Dr. Virginia Apgar, Dr. Louis Orkin and Dr. Perry
Volpitto, just to name a few) indicate that although showmanship was a
trademark of Rovenstine’s, it was a show with substance. He encouraged
collaboration with scientists to develop the scientific foundation for
anesthetic practice, rather than just publishing papers on technique.
Rovenstine went on to help formalize professional development. In 1938,
he was one of the seven founders of the American Board of Anesthesiology
(ABA) and in 1940 served as its president. He also helped found the
journal Anesthesiology. In 1943 and 1944, Rovenstine was president of
the ASA, and in 1945 he was instrumental in establishing the
PostGraduate Assembly.
Continuing the tradition of Dr. Gaston Labat, who perfected many
regional techniques at Bellevue, Rovenstine set up the first Bellevue nerve
block clinic and had patients come in for pain relief procedures. Cadavers
(in legal use thanks to Dr. Wood) were used to train residents in needle
placement. Rovenstine would demonstrate nerve blocks on “indigents” in
front of a host of trainees and other physicians, proudly using an eyeliner
pencil to mark the needle insertion site.
Eventually, it became obvious that patients were getting better and safer
care under Rovenstine’s training system. A New York thoracic surgeon
was quoted as saying:
“Being a Rovenstine anesthesiologist is being a goddam good
doctor… they know clinical medicine, and they know
pharmacology. Rovenstine and his mentor, Dr. Ralph Waters,
have made anesthesia grow up. Anesthesiology is no longer a
sub-branch of surgery but a distinct branch of medicine, and
one of the most valuable. Nobody in the world knows more
about physiology than a good anesthetist. They spend all
their lives finding out what makes people live.”13
Rovenstine and his peers gradually convinced surgeons and hospital
leadership that anesthesia should only be performed by specialists, after
years of training. Rovenstine’s success in reducing mortality from wartime
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Rovenstine (needle in hand) believed that “only millionaires and indigents get
decent medical care” and would use Bellevue patients for public demonstrations of
technique: “Some of the spectators, though they felt awed, also felt inclined to
giggle. Even trained anesthetists sometimes get into this state during nerve-block
demonstrations because of the tenseness such feats of magic induce in them. The
patient, thin, stark-naked, and an obvious product of poverty and cheap gin mills,
was nervous and rather apologetic …” Photo from private collection, quotations
from The New Yorker, October 1947: “PROFILES, Anesthesiologist, 1 – The Cold and
Drousy Humour.” A Profile of Dr. Emery Andrew Rovenstine.

chest trauma as he “hammered away at bronchial toilette” earned him a
place on the Army’s advisory board. Even more telling was the edict that
in any Army general hospital OR, “… the anesthetist should be in charge
of the operating room and of keeping the patient alive, and … the
surgeon should be in charge of cutting.”14 Reading this quote in 2014,
it’s difficult not to wonder: What happened since?
Although Rovenstine died in 1960, in many respects, his Bellevue lives
on. Current trainees can still feel “Rovey” looking over their shoulder,
not only through his many departmental portraits, but in the ongoing
enthusiasm that Bellevue gives to quality patient care and teaching. The
department grew to further academic heights under Dr. Herman Turndorf
and, more recently, Dr. Thomas Blanck. At latest count, we number 75
residents and fellows supervised by 134 anesthesiologists — this last
word Rovenstine’s preferred term, in place of “anesthetist.” Our new
chairman, Dr. Andrew Rosenberg, has opened the latest chapter in
Bellevue’s ongoing story, and we look forward to his part in shaping
tomorrow’s history. m
Kiri Mackersey, M.D., and Alexander Nacht, M.D., are anesthesiologists at
Bellevue Hospital and NYU Medical Center.
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Surgical Amphitheater at Bellevue, 1890. Doctors conduct an operation
in the surgical amphitheater at Bellevue for New York City’s medical students.
The photo is meticulously staged by Bellevue’s official photographer
at the time, O.G. Mason. (Courtesy of Bellevue Hospital Archives)

NOTES

1. Sandra Opdycke. No One Was Turned Away: The Role of Public Hospitals in
New York City since 1900. New York: Oxford University Press, 1999.
2. An alternate spelling of “employees” now obsolete.
3. Until Hurricane Sandy in 2012, Bellevue had been open without
interruption since 1798. The flooding afforded us a sudden reminder
of our East River Belle View location and, during the blackout, an
opportunity to experience historical conditions. It was with great
reluctance that we closed our doors, but as the sanitary risk began to
threaten the hospital’s very mission, we were reminded of the wisdom
of our Bellevue forebears. A Bellevue surgeon who helped give the New
York Board of Health “almost autocratic powers” reminisced in 1918:
“The unsanitary condition of the city prior to 1866 cannot be described
so that an audience of today can fully appreciate the reality ... Large
areas were undrained, giving rise to miasmatic fevers in the Autumn.
The cobble-stone paved streets were lined and littered with garbage.
Small butcher shops were in every section, requiring herds of cattle,
sheep and hogs to be driven through the streets … Life in the streets,
now made perilous by the automobile, was then even more endangered
by stray cattle made furious by the hooting, chasing mob.” In late 2012,
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we were again undrained, but thanks to the outstanding staff, no hogs,
mobs or miasmatic fevers emerged. And when Bellevue rose again, we
just carried on. (New York Times August 27, 1922. Obituary for Dr.
Stephen Smith. “Dr. Stephen Smith Dies in 100th Year: Famous
Physician was a Pioneer in Sanitary Reforms in New York City,”
quoting a previous 1918 NY Times article by Dr. Stephen Smith.)
4. Source: HHC. Retrieved from
http://www.nyc.gov/html/hhc/bellevue/html/about/history.shtml.
5. In 1841 the City of New York Medical School (now NYU) formally
affiliated with Bellevue, although medical instruction had started at
Bellevue much earlier.
6. In 1848, Hannah Greener from Newcastle, England, is the first widely
reported fatality from chloroform anesthesia. History of Anaesthesia
Society, UK.
7. Ortega RA, Kelly LR, Yee MK, Lewis KP. Written in Granite: A History
of the Ether Monument and Its Significance for Anesthesiology.
Anesthesiology 2006; 105: 838-842.
8. “PROFILES, Anesthesiologist, 1 – The Cold and Drousy Humour.” A
Profile of Dr. Emery Andrew Rovenstine. The New Yorker, October 1947.
9. Ibid.
10. Ibid.
11. Later “University Hospital” and now NYU Langone Medical Center.
12. “PROFILES, Anesthesiologist, 1 – The Cold and Drousy Humour.”
A Profile of Dr. Emery Andrew Rovenstine. The New Yorker, October
1947.
13. “PROFILES, Anesthesiologist, 3 – The Patient is Doing Well.” A Profile
of Dr. Emery Andrew Rovenstine. The New Yorker, November 1947.
14. Ibid. Quote from an unnamed ex-army thoracic surgeon.
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Euroanaesthesia 2014
The European
Anaesthesiology
Congress
Dr. Michael Duffy mans the PGA booth.

Drs. Richard Beers and
Michael Duffy joined NYSSA
Executive Director Stuart
Hayman for the ESA meeting
in Stockholm, Sweden.

(Left to right) Dr. Michael Duffy, Paul Pomerantz, Stuart Hayman,
Dr. John Abenstein, Dr. Salvatore Vitale, Dr. Daniel Cole, Dr. Richard Beers,
Dr. Jane Fitch, and Dr. Lawrence Epstein
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2014 New York State Fair

NYSSA and MSSNY’s booth at the fair.

Drs. Kyle Shilk and Chris Fjotland
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Supporting New York Legislators

Dr. David Wlody, Assembly Speaker Sheldon Silver,
Dr. Andrew Rosenberg, and Dr. Sanjay Bakshi attend a fundraiser
for the Democratic Assembly Campaign Committee.

Assembly Speaker Sheldon Silver, Dr. Bruce
Hammerschlag, and Dr. Dale Anderson
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Drs. Scott Groudine and
Brandy Brewer talk with
Senate Co-Leader and
President Pro Tempore
Jeffrey Klein.

(Left to right) Dr. Andrew
Sacks, Dr. Brian Duffy, Sen.
Mike Ranzenhofer, Dr. Scott
Plotkin, and Kevin Duffy

Dr. Andrew Sacks, Dr. Rose Berkun, Assemblyman Ray Walter, and Dr. Scott Plotkin
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NYSSA Delegates to 2014 ASA House of Delegates

NYSSA Delegates to 2014
ASA House of Delegates
All sessions related to the ASA House of Delegates will take place at
the Hilton New Orleans Riverside, New Orleans, LA, as follows:
First Session

8:00 a.m. — Sunday, October 12, 2014

Second Session 8:00 a.m. — Wednesday, October 15, 2014

DELEGATES (VOTING)
1. Dr. David S. Bronheim
2. Dr. Paul H. Willoughby
3. Dr. Vilma A. Joseph
4. Dr. Melinda A. Aquino
5. Dr. Christopher L. Campese
6. Dr. Michael B. Simon
7. Dr. David J. Wlody
8. Dr. Jason Lok
9. Dr. Richard A. Beers
10. Dr. Rose Berkun
11. Dr. Jesus R. Calimlim
12. Dr. Lawrence J. Epstein

13. Dr. Gregory W. Fischer
14. Dr. Charles C. Gibbs
15. Dr. Jung T. Kim
16. Dr. Scott N. Plotkin
17. Dr. Andrew D. Rosenberg
18. Dr. Lance W. Wagner
19. Dr. Steven B. Schulman
20. Dr. Richard N. Wissler
21. Dr. Tracey Straker
22. Dr. Ingrid B. Hollinger
23. Dr. Lawrence J. Routenberg
24. Dr. Michael P. Duffy

Scott B. Groudine, M.D. — ASA Director, New York State

ALTERNATE DELEGATES (NON-VOTING)
1. Dr. Audrée A. Bendo
2. Dr. Peter A. Silverberg
3. Dr. Ketan Shevde
4. Dr. James S. Kikuola
5. Dr. Sudheer K. Jain
6. Dr. Jayapratap R. Chenna
7. Dr. Sundararao Koppolu
8. Dr. Jonathan S. Gal
9. Dr. Meg A. Rosenblatt
10. Dr. Salvatore G. Vitale
11. Dr. Prakash J. Rao
12. Dr. Matthew B. Wecksell
13. Dr. Patrick Chery

14. Dr. Timothy J. Dowd
15. Dr. Archana Mane
16. Dr. Donna-Ann Thomas
17. Dr. Andrew M. Sopchak
18. Dr. Alan E. Curle
19. Dr. Alison W. Vogt
20. Dr. Elizabeth L. Mahoney
21. Dr. Rita F. Saikali
22. Dr. Nader Nader
23. Dr. Francis S. Stellaccio
24. Dr. Kevin M. Glassman
25. Dr. Daniel H. Sajewski

Margaret G. Pratila, M.D., Honored With the
NYSSA Distinguished Service Award
AMANDA J. RHEE, M.D.

Margaret G. Pratila, M.D., received the NYSSA’s Distinguished Service Award
at the 67th PGA, held in December 2013. Dr. Pratila was honored for her
many years of contributions to the NYSSA and the PGA.
Born in Great Britain, Dr. Pratila brought her diverse background and
expertise to her practice and beyond. She earned her medical degree and
trained in the United Kingdom before coming to the United States to further
her studies. After initially spending time in Massachusetts, Dr. Pratila
continued her training in New York City, later practicing at Beth Israel Medical
Center before settling at Memorial Sloan Kettering Cancer Center.
Dr. Pratila has served on numerous committees and councils for the NYSSA,
the ASA, and Memorial Hospital for Cancer and Allied Diseases. During more
than four decades working on behalf of the NYSSA and the PGA, Dr. Pratila
has chaired a variety of committees, held the position of editor of the quarterly
publication Sphere, and been a member of the NYSSA Executive Committee.
She served as NYSSA
president in 1998.
Dr. Pratila is also a gifted
writer who has used her
talents to provide the
public, elected officials,
and other organizations
with a unique insight
into the realm of
anesthesiology, a subject
an outsider often views
as conceptually
amorphous in nature.
She was the founder of
MONITOR, a quarterly
Outgoing President Dr.
Michael Simon presents
Dr. Margaret Pratila with the
Distinguished Service Award.
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newsletter, as well as a mini-internship for legislators, the media, and special
interest groups. She has also provided anesthesiology-related interviews and
educational materials to such forums as The New York Times, WNBC-TV, The
Boston Globe, The Wall Street Journal, and JAMA, to name just a few.
Dr. Pratila has received multiple accolades in recognition of her dedication and
service to the specialty of anesthesiology. When nominating her for the
Distinguished Service Award, Dr. Scott Groudine described her as “a tireless
advocate to involve women in the NYSSA” and “a true leader of anesthesiology
and the NYSSA.”
Dr. Pratila has helped open the doors of anesthesiology to the lay public as well
as government officials, bridging the gap of understanding that helps patients
and all people better understand and appreciate our field of medicine. m
Amanda J. Rhee, M.D., is an assistant professor in the Department of
Anesthesiology at the Icahn School of Medicine at Mount Sinai.

Participate in a Reference Committee
The House of Delegates (HOD) is the NYSSA’s primary legislative and governing
body. The HOD not only initiates policy, it also considers all actions taken by the
officers as well as all recommendations made by the Board of Directors, the
Executive Committee, and all other NYSSA committees during the previous year.
The reference committees were established by the HOD to review all actions by
the Society and to make recommendations to the HOD, including acceptance,
modification, or rejection of proposed actions. The reference committees provide
an opportunity for the general membership to weigh in on topics of interest. The
reference committees hear all testimony on a topic, look into all facts of the
problem, arrange suitable compromises, and render their educated opinions
back to the HOD.
Your speaker and vice speaker encourage all members, especially new and
younger members, to volunteer for a reference committee. It will give you the
opportunity to see and help with the important work of this Society. The
reference committees meet at the PGA on Saturday, December 13, between
12:00 p.m. and 3:00 p.m.
For additional information, contact Stuart A. Hayman, executive director, at
NYSSA headquarters.
Charles C. Gibbs, M.D.

Anesthesia Errors and Litigation Trends
MICHAEL J. SCHOPPMANN, ESQ.

New York now leads the United States in having the highest rate of
medical malpractice payouts per capita.* This new reality places
anesthesiologists at ever greater risk of becoming the target of a lawsuit;
the need for aggressive risk management to reduce the possibility of
error has never been more essential. Examples of anesthesia errors,
commonly described in litigation as mistakes involving the use of
anesthesia, include the following:
p Too much anesthesia
p Too little anesthesia
p Failing to provide the patient with proper instructions
p Harmful drug interactions with the anesthesia
p Administering anesthesia to an allergic patient
p Delayed anesthesia delivery
p Defective medical devices used during sedation
p Failure to properly monitor a patient
p Failure to properly administer oxygen during surgery
p Inadequate product labeling
Common claims that may arise from anesthesia error injuries, proximately
resulting in permanent disability/damages and even death, can include:
p Brain injury
p Stroke
p Heart attack
p Birth defects
p Nerve damage
p Spinal cord injury
p Paralysis
p Asphyxia
p Coma
p Anesthesia awareness
“Anesthesia awareness,” an increasingly frequent cause of action being
filed against anesthesiologists, involves the claim that too little anesthesia
is administered or there is delayed delivery of anesthesia. In such cases,
patients claim to being conscious or aware during surgery, feeling pain,
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yet being unable to move or communicate and suffering permanent
psychological and emotional damages, including:
p Sleep disorders
p Flashbacks
p Panic and anxiety disorders
p Post-traumatic stress disorder (PTSD)
p Fear of doctors and medical settings (leading to claims of avoidance
of medical care)
Additionally, this type of claim often leads to further charges.
Anesthesiology error lawsuits are complicated and can involve claims
against multiple parties, including:
p Doctors
p Other medical staff
p Hospitals
p Pharmaceutical companies
p Medical equipment manufacturers
What steps should an anesthesiologist take to minimize his or her level
of risk? Anesthesiology risk management takes on many forms, but the
overarching principles of all effective risk management policies are
development, training, enforcement and periodic updating. Every
anesthesiologist must keep aware of and/or adopt an ever-growing body
of regulations and protocols that direct, if not dictate, the mechanisms for
the delivery of care. Principal areas of focus (and related risks) include:
p Informed consent
p “Time out”
p Testing and test reporting
p Consultations
While an effective risk management strategy must analyze all sources of
exposure, the key to any effort to minimize adverse claims and/or to defeat
a claim in litigation is the quality of (or lack of) documentation. Proper
documentation can actually preclude a claim from being pursued. Other
common documentation cause and effect factors/results can include:

p Missing or deficient documentation can (in and of itself) be
dispositive of the outcome of a lawsuit.
p Documentation deficiencies in the anesthesia records can force a
settlement even in the absence of deviation from the standard of care.
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p Failure to comply with legal, accrediting, and hospital requirements
for documentation may be presented as evidence against the
anesthesiologist.
p Missing or deficient documentation can cause another physician’s
treatment decision to be diverted and can form the basis for a
medical malpractice action against the anesthesiologist.
p Failure to document clear instructions can expose the
anesthesiologist to a challenge by a patient’s and/or family members’
testimony.
In conclusion, every aspect of an anesthesiologist’s compliance with
protocols involving patient evaluations, interactions and/or medical
treatment must be properly documented in strict compliance with an
ever-evolving set of standards generated by employers, institutions, and
state and federal regulations. In today’s highly litigious environment, the
importance of defensive documentation cannot be overemphasized. 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 email at mschoppmann@drlaw.com.
NOTE

Diederich Healthcare’s “2014 Medical Malpractice Payout Analysis,”
which is based upon data from the National Practitioner Data Bank.
Figures reflect medical malpractice payouts and statistics for 2013.
www.diederichhealthcare.com/the-standard/2014-medical-malpracticepayout-analysis/
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Residents Section

Let the Anesthesia New Year Begin
VANESSA HOY, M.D.

It is the time of year when a new class of CA1s enters and the jovial
seniors fly away to their new niches. I am happy to be progressing into
the second year of anesthesiology and I look forward to what this year
will bring. The only caveat is that the rookie mistakes I once made as a
CA1 cannot and should not be repeated. This past year went by like the
speed of light, including the American Board of Anesthesiology part one
exam. Yikes! But as I look back on this past year, there are so many
memorable, funny and touching, albeit stressful, moments that come to
mind.
Working in the OR on the first day with just my attending was definitely
nerve-wracking. My alarm clock went off at 5 a.m. and I woke up
immediately. As I walked through the hospital doors, my mind kept
playing the “Space Odyssey” theme song, “Also sprach Zarathustra,” by
Richard Strauss. “I am going to conquer that alien-looking anesthesia
machine,” I told myself softly. As I walked through the entrance to the
OR, I distinctly remembered the smell of sterile antiseptic lingering and
suddenly there it was, the anesthesia machine staring back at me. Gulp!
Then, just like a light bulb turning on, I remembered the anesthesia
machine checklist. It seemed like an eternity to get through the list, but
somehow I managed. Time began ticking by so fast and I still had to
draw up the anesthetic medications and go see the patient in the pre-op
holding area.
Of course, with my beginner’s luck, my first day was filled with spine
decompression cases, and you know what that means? The famous pump
machine set up with all the TIVA drips that have to be “de-aired.” BLEEP!
BLEEP! BLEEP! All I could think about was that the pump machine was
very angry and did not like what I did. Time to troubleshoot. I inspected
each of the lines going through the pump. Aha! There it was, that sneaky
little air bubble hiding away and causing all the noise. After doing a
quick scan of my anesthesia station, I rushed off to the pre-operative
holding area to meet my attending and my patient.
Prior to this glorious day, I read incessantly about the anesthesia
management for spinal decompression and was truly thankful that my
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attending discussed the plan with me. We transferred the patient to the
operating room relatively smoothly, minus a few close calls where it
seemed like the stretcher was possessed and wanted to crash into
everything in sight. Monitors on: Check! IV running well: Check! Preoxygenate the patient: Check! Time to intubate the patient: Wait! No!
Why was everyone staring at me? My heart raced over a billion miles per
hour. (Of course I am being dramatic, but that’s what it felt like.) It was
at this moment when the hubbub of the operating room faded and I
could hear my patient’s breathing as I mask ventilated.
“Are you ready?” my attending asked.
“Yes,” I replied quietly. I held my breath as I began to intubate my
patient. Afterward, my eyes darted toward the monitor to see the end
tidal CO2 waveform as I listened for bilateral equal breath sounds and
watched for my patient’s chest to rise. This was double checked by my
attending. Phew, the first hard part of the case was a success and now
onward with the monitoring of my patient under anesthesia.
The first day experience and other experiences throughout the year truly
begin to mold you into the type of anesthesiologist you want to be. What
may seem daunting at first will become second nature over the next
several months. The bells and whistles of the anesthesia machine and the
IV pumps are truly your friend. Most importantly, you must troubleshoot
each of those alarms and always have differentials in your mind. Don’t
forget to look at your patient if the alarm keeps going off. Each attending
has a different style of teaching, which may seem frustrating at first, but
remember to just be patient. By the end of residency, you will be
equipped with a variety of anesthetic techniques to help you deal with
difficult airways. It took me some time to get used to having an
“audience” watch me as I manage the airway. But it is that “audience” —
the nurses, surgical team, and other anesthesiologists — that is there to
help in times of emergency, as we are essentially working as a team to
provide the best patient care. So the next time they call “Anesthesia
STAT,” don’t be afraid of the “audience.” Lastly, this is a time to get
involved in all areas of anesthesia, including joining a local, national, or
global anesthesia organization such as the NYSSA and ASA. Wishing
everyone a successful year! m
Vanessa Hoy, M.D., is a CA2 resident at SUNY Upstate University.
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Albany Report

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

NYSSA’s Annual Legislative Day in Albany
Pre-Legislative Day Webinar (May 19, 2014)
Our pre-Legislative Day webinar had strong participation from our
members. Drs. Wlody, Epstein, Duffy and Simon provided updates on
key legislation and Bob Reid, Shauneen McNally, Marcy Savage, Stuart
Hayman and I provided additional information of importance.
Annual Legislative Day (May 20, 2014)
The NYSSA annual Legislative Day in Albany was once again well
attended by NYSSA leadership and members from every district (the
list of attendees is printed below). We greatly appreciate the efforts by
these dedicated members to attend our annual Legislative Day. Based
on the strong participation of our members, we were able to schedule
appointments with 65 legislators (38 Assembly members and 27
senators). During our Tuesday morning breakfast, we also had the
privilege of having Sen. John DeFrancisco and Assembly Majority
Leader Joseph Morelle address our group. As prime sponsors of the
NYSSA-backed safe anesthesia bill, it was reassuring to hear their
strong commitment to preserving the existing standards of anesthesia
care (the Anesthesia Care Team) as embodied in the New York state
health code. We also had the privilege of hearing from Andrew
Kleinman, M.D., president of the Medical Society of the State of New
York, during our breakfast session.
DISTRICT 1:

Dr. Lance Wagner
Dr. David Wlody
DISTRICT 2:

Dr.
Dr.
Dr.
Dr.
Dr.

Sanjay Bakshi
Himani Bhatt
David Bronheim
Chris Curatolo
Gerard DeGregoris III

Dr.
Dr.
Dr.
Dr.
Dr.
Dr.
Dr.
Dr.
Dr.

Jonathan Gal
Joshua Heller
Ingrid Hollinger
Ted (Jung) Kim
Michael Nguyen
Roland Rizzi
Andrew Rosenberg
Shawn Sikka
Lee Winter
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DISTRICT 3:

DISTRICT 5:

Dr. Lawrence Epstein
Dr. Vilma Joseph
Dr. Salvatore Vitale

Dr. Robert Calimlim
Dr. Michael Duffy
Dr. Richard Dunn

DISTRICT 4:

DISTRICT 6:

Dr.
Dr.
Dr.
Dr.
Dr.
Dr.
Dr.
Dr.

Dr. Alan Curle
Dr. Michael Nayshtut
Dr. Richard Wissler

Brandy Brewer
Ryan Gibb
Scott Groudine
Michael Jakubowski
Sharon Lee
Lawrence Routenberg
Michael Simon
Ezekiel Tayler

DISTRICT 7:

Dr. Rose Berkun
Dr. Brian Duffy
Dr. Scott Plotkin
DISTRICT 8:

Dr. Bruce Hammerschlag
Dr. Alan Strobel

Legislative Day Materials
We updated our Legislative Day 2014 materials, which can be found on the
NYSSA website at http://members.nyssa-pga.org/Scripts/4Disapi.dll/
4DCGI/members/legislative.html under “NYSSA’s Annual Legislative Day
in Albany 2014.”
NYSSA’s Response to CHWS Survey
We distributed two documents to legislators in response to a survey,
conducted at the request of the New York State Association of Nurse
Anesthetists (NYSANA), by the Center for Health Workforce Studies
(CHWS) at the School of Public Health, University at Albany (SUNY).
The CHWS survey summary can be found on the NYSSA website at
http://members.nyssa-pga.org/Scripts/4Disapi.dll/4DCGI/members/
legislative.html under “NYSSA’s Annual Legislative Day in Albany 2014.”
The respondents to the CHWS survey consisted of only a handful of
hospital administrators in New York state (a mere 14 percent of the 203
hospitals in the state) who were asked to evaluate barriers to using nurse
anesthetists. We became aware that some type of survey was being
commissioned by NYSANA nearly a year ago. NYSANA’s timing of the
survey and the distribution of the summary just before the end of the
session were clearly intended to influence legislators to believe that nurse
anesthetists face “barriers” (because they are not being recognized as
licensed independent anesthesia providers) and to push for a last-minute
38
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vote on NYSANA’s scope of practice/independent practice bills. Fortunately,
no votes were taken on bills supported by NYSANA before the end of the
session. In fact, not one of the following bills, supported by NYSANA,
advanced:
A2239 Crouch

A4228B Paulin

Relates to mandatory health
insurance coverage for certified
registered nurse anesthetists
providing anesthesia services.
S3277B Young

Provides for the certification of
registered nurse anesthetists by the
Education Department (CRNA title
bill).

A4382 Gottfried S3328 HassellEstablishes certification procedures
Thompson for the profession of nurse anesthesia
(CRNA independent practice bill).
5A4383 Gottfried S5095 Latimer

Relates to the profession of nurse
anesthetist; defines “certified
registered nurse anesthetist”; requires
the Education Department to certify
such nurses (CRNA prescription
writing authority bill).

A6619 Jacobs

Authorizes health insurance
reimbursement for certified registered
nurse anesthetists providing
anesthesia services.

Memorandum: A memorandum was prepared by the NYSSA
leadership and advocacy team and distributed to key legislators one week
prior to our annual Legislative Day that, in essence, highlighted that the socalled “barriers” to the practice of nurse anesthetists are not barriers at all,
and demonstrated the difference in training between an anesthesiologist
and a nurse anesthetist. For example, the survey noted that respondents
(hospital administrators) found a nurse anesthetist’s inability to prescribe
medications as a “moderate” barrier. Nurse anesthetists lack the ability to
prescribe medications and to write treatment orders because they do not
receive adequate training to do so. This “Memorandum on Anesthesia
Services Provided in Hospitals in Upstate New York Survey” can be
accessed on the NYSSA website at http://members.nyssa-pga.org/Scripts/
4Disapi.dll/4DCGI/members/legislative.html under “NYSSA’s Annual
Legislative Day in Albany 2014.”
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Comprehensive Rebuttal: A comprehensive rebuttal of the survey
summary was prepared by Cameron S. Brown (commissioned by NYSSA
leadership). Mr. Brown produced a condensed two-page executive
summary and a 12-page report. Both documents were provided to
Legislative Day attendees to present to their legislators on Legislative Day
visits. Overall, the feedback to Mr. Brown’s documents was extremely
favorable. To illustrate, one section of the rebuttal position paper, titled
“An Informed Response,” offered a persuasive argument:
An Informed Response – The “set of problems” is really a set
of protections.
The “set of problems” presented by the CHWS survey as
“barriers” to using CRNAs as anesthesia providers in hospitals
is really a set of protections — protection for patient safety,
protection from liability, protection for the surgical team in
the OR, and protection for nurse anesthetists from the
undesired consequence of an emergency that would stretch
the bounds of education and training.
Most, if not all, the “barriers” suggested in the survey are
ones New York anesthesiologists would agree are true, but for
different reasons. Here is why:
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True

Nurse anesthetists lack the ability to prescribe
medications and to write patient treatment orders.

The Reason

Because they lack the proper medical training to safety
perform this important duty.

True

Nurse anesthetists lack the ability to conduct patients’
physical assessments.

The Reason

Because they lack the medical training to properly
evaluate a patient’s suitability to withstand surgery.

True

Nurse anesthetists are not permitted under existing New
York state Medicaid rules to bill independently.

The Reason

Because state law mandates a physician-anesthesiologist
medically direct a nurse anesthetist in the administration
of anesthesia. This requires the physician to be
responsible for the preoperative, intraoperative, and
postoperative care of the patient, a duty that requires the
discipline of extensive medical training.
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These documents can be accessed on the NYSSA website at
http://members.nyssa-pga.org/Scripts/4Disapi.dll/4DCGI/members/
legislative.html under “NYSSA’s Annual Legislative Day in Albany 2014.”

NYSANA’s Legislative Day
This year’s NYSSA annual Legislative Day in Albany took on additional
significance because NYSANA’s legislative day was held on May 20 as well.
The New York Coalition of Specialty Care Physicians Legislative Day
The New York Coalition of Specialty Care Physicians legislative day
was also held on May 20, 2014. Dr. Duffy presented to the Coalition
participants our views on preserving the present safe anesthesia standards
in New York state and reasons for the NYSSA’s opposition to NYSANA’s
slate of bills to inappropriately expand their scope of practice. Dr. Duffy
supplied the Coalition with copies of the NYSSA’s Legislative Day
brochure and the Coalition distributed them. We, in turn, distributed
the Coalition’s brochure.
Post-Legislative Day Activities
Tel Opinion Research Poll
Based on the positive polling of registered voters in Pennsylvania and
Florida that found, among other things, a vast majority of those polled
wanted a physician to administer anesthesia and to respond to anesthesia
emergencies during surgery, the NYSSA leadership decided to commission
the same company (Barry Zeplowitz & Associates / Tel Opinion Research)
to conduct a poll of 800 registered New York state voters. The executive
summary of the polling in New York state, which reflects results strongly
in favor of physician-led anesthesia delivery, can be accessed on the
NYSSA website at http://members.nyssa-pga.org/
Scripts/4Disapi.dll/4DCGI/members/legislative.html under “NYSSA’s
Annual Legislative Day in Albany 2014.”
Radio and Print Campaign
Based on the strong polling results from Tel Opinion Research, a radio
and print campaign was initiated by NYSSA leadership in mid-June.
Below is the press release.
Vast Majority of New Yorkers Support Physician-Directed
Anesthesia
Ninety-two percent of New York state residents say they want a
physician to administer anesthesia and respond to anesthesia
emergencies during surgery, according to a poll conducted by
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Tel Opinion Research of Alexandria, Virginia. A majority of New
Yorkers also say they would not re-elect their state legislators if
those legislators voted to eliminate physician-directed anesthesia.
New York state requires a physician to oversee these procedures.
Dr. Lawrence Epstein, president of the New York State Society of
Anesthesiologists, said, “These poll results reaffirm what our
patients have always told us. They want to feel confident and
secure when they or a loved one undergoes a surgical procedure.
The patients want to know that they are receiving the best care
possible. Actual results of cases involving anesthesia show that
the best care is provided by a physician-led team that also
includes a registered nurse anesthetist. The patients want their
elected officials to protect this quality care.”
Seventy-eight percent of the participants in the poll said they
were “extremely concerned” or “very concerned” about the
anesthesia required for their surgery or who responds to an
anesthesia emergency during surgery. Dr. Epstein pointed to an
independent study in the peer-reviewed journal Anesthesiology
that found 6.9 excess deaths per 1,000 cases in which an
anesthesia or surgical complication occurred were prevented
when there was a physician anesthesiologist present.
Due to the development of safer anesthesiology medicines,
devices and methodologies, preventable mishaps have declined.
Thanks to these advances and existing standards with physicianled teams, anesthesia outcomes have improved by more than
60 percent.
The Tel Opinion poll studied 800 registered New York voters and
was conducted in May 2014. m
Charles J. Assini, Jr., Esq.
NYSSA Board Counsel and Legislative Representative
Higgins, Roberts & Suprunowicz, P.C.
1430 Balltown Road
Schenectady, NY 12309-4301
Our website: www.HRSLaw.us.com
Phone: 518-374-3399 Fax: 518-374-9416
E-mail:CJAssini@HRSLaw.us.com and cc: GKCarter@HRSLaw.us.com
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Case Report

Anesthetic Care of a Lepromatous Leprosy
Patient in the United States
CARLOS SOTO, M.D., AND THOR LIDASAN, M.D.
NEW YORK UNIVERSITY LANGONE MEDICAL CENTER, NEW YORK, NEW YORK

Introduction
Leprosy, or Hansen’s disease, is a chronic granulomatous infection caused
by Mycobacterium leprae. Lesions of the skin and peripheral nerves are
cardinal features of the disease. Yet leprosy can also cause cardiovascular,
respiratory, hepatic, renal, and hematological abnormalities. Thus,
anesthesiologists should understand the clinical manifestations of leprosy
when providing anesthetic care to these patients.
Between 100 and 450 cases of leprosy were reported each year in the
United States from 1979 to 2009.1 In light of increasing immigration and
international travel, anesthesiologists practicing in the U.S. should
recognize the possibility of encountering persons with leprosy in the
operating room or the pre-surgical testing clinic. Many of these
individuals will have begun the multidrug therapy provided free of
charge by the World Health Organization (WHO), so it is also important
for anesthesiologists to be familiar with the more serious side effects of
this regimen.
We present a patient with lepromatous leprosy who underwent general
anesthesia for transurethral resection of the prostate (TURP), a procedure
that was terminated prematurely because of concerns about the possible
development of TURP syndrome.

Case Report
The patient was 43 years old and had immigrated to the U.S. in 2000
from Tibet by way of Nepal, the latter being a highly endemic area
according to WHO. In July 2013 he was diagnosed with lepromatous
leprosy by skin biopsy after developing numerous plaques on his neck
and back, and promptly began a treatment regimen consisting of
dapsone, rifampin, and clofazimine. The patient also suffered from
chronic hepatitis B and cirrhosis, diagnosed four years prior to his
leprosy diagnosis, and was receiving treatment with Viread. He did not
demonstrate any stigmata of cirrhosis; his preoperative liver function tests
were within normal limits. While his preoperative basic metabolic panel
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was also normal, his hemogram showed pancytopenia. His chest X-ray
and EKG were unremarkable, and he reported good exercise tolerance.
In the preoperative holding area, the patient was observed to have
numerous hypopigmented plaques over his body. There was no
deformity, neuropathy, or anesthetic areas. Given the abundance of these
plaques over the patient’s lower back, we elected not to pursue spinal
anesthesia.
In the operating room, standard ASA monitors were applied and IV
access was obtained. Anesthesia was induced with midazolam 2 mg,
fentanyl 150 µg, lidocaine 100 mg, and propofol 200 mg. Mask
ventilation was performed without difficulty and the patient was
intubated with a 7.5 cuffed endotracheal tube after the administration of
rocuronium 50 mg. Anesthesia was maintained with oxygen, air (50:50),
and sevoflurane; paralysis was maintained with rocuronium. The
resection approached 90 minutes in duration. Although the patient
remained hemodynamically stable during the case, the anesthesia team
grew concerned about the possible development of TURP syndrome
given the duration of surgery. After discussion with the surgeons, the
surgery was quickly concluded and arterial blood was obtained for
analysis. The patient was taken to the post-anesthesia care unit (PACU)
intubated and sedated because of residual deep neuromuscular blockade
and uncertainty about his volume and electrolyte status.
The patient’s post-operative course was uncomplicated. Laboratory
studies did not show hyponatremia or hypoosmalarity. No signs of
volume overload were observed. Sedation was discontinued, the patient
became responsive to commands, and he was extubated in the PACU.

Discussion
M. leprae is transmitted by respiratory secretions from infected, untreated
humans. In the southern United States, armadillos are thought to be
responsible for cases of leprosy in persons with no history of foreign
travel. The incubation period is variable, with an average of four to 10
years to symptom onset, but extremes on the order of months to 30 years
have been described.2 Leprosy is not a highly infectious disease. Greater
than 95 percent of exposed individuals never develop leprosy, and there
appear to be certain genetic predispositions to disease development.2,3
The type of leprosy an individual manifests depends on his or her
immune response to M. leprae. There is a spectrum of disease; according
to the Ridley-Jopling classification, the poles of this spectrum are
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described as tuberculoid and lepromatous. Tuberculoid leprosy is
characterized by a robust cell-mediated immune response and meager
humoral response. There are few skin lesions, and clinical manifestations
generally remain confined to the skin and peripheral nerves. In
lepromatous leprosy, there is a negligible cell-mediated immune response
but a vigorous, largely ineffective, humoral response. Lepromatous
leprosy is characterized by numerous skin lesions and possible systemic
disease.
Due to a predilection for Schwann cells, all forms of leprosy may cause
demyelination and peripheral neuropathy.2 Neuropathy and disability
may be exacerbated by lepra reactions, which are amplified immune
responses to alive or dead bacilli that can occur prior to, during, or even
after treatment.3 Typical affected sites include the ulnar and common
peroneal nerves, potentially resulting in clawed hand and foot drop,
respectively. Similarly, the facial and trigeminal nerves may be affected.
This can result in lagophthalmos, corneal anesthesia and ulceration, and
ultimately blindness. It is unclear whether patients without preexisting
neuropathy are more prone to neurapraxia or permanent nerve damage
from surgical procedures. It is prudent for anesthesiologists to document
a thorough neurological exam prior to anesthetic care, and special
attention should be paid to proper positioning, padding, and eye
protection.
Patients with lepromatous leprosy may suffer from cardiac
dysautonomia.4,5 The bacterium can invade the dorsal root ganglia and
damage sympathetic fibers, resulting in orthostatic hypotension and
absent heart rate change in response to atropine. Involvement of the
vagus nerve is suggested by an impaired baroreceptor reflex in response
to Valsalva maneuvers in some patients. Cardiac dysautonomia may
predispose these individuals to arrhythmias. Unlike previous case reports
of patients with lepromatous leprosy receiving anesthesia,5,6 our patient
did not demonstrate cardiac dysautonomia. This difference is likely
explained by a significant difference in disease duration.
With respect to the respiratory system, the nose is a major site of
lepromatous infiltration; destruction of nasal cartilage, intranasal
anesthesia, ulceration and epistaxis are possible sequelae.4,6 Involvement
of the pharynx in lepromatous leprosy develops later, possibly causing
ulceration of the uvula and tonsils. Involvement of the vocal cords
resulting in hoarseness or stridor is a possible late finding. There also
may be dysautonomia of the respiratory system leading to an impaired

SPHERE

Fall 2014

45

cough reflex.4 These are important considerations to bear in mind
when placing airway adjuncts or gastric tubes, or when intubating and
extubating leprosy patients. Fortunately, our patient did not exhibit any
of these abnormalities.
The liver is frequently involved in advanced lepromatous leprosy as a
result of bacteremia. The specific granulomatous lesions can progress
to stellate fibrosis and cirrhotic changes.4 Hepatic dysfunction may be
compounded by, or solely attributable to, two of the three drugs used
to treat leprosy — dapsone and rifampin — both of which may be
hepatotoxic. Rifampin is also a powerful inducer of the cytochrome
P450 system, which can increase hepatic metabolism of numerous drugs.
The net effect of hepatic insult and cytochrome induction on drug
metabolism could consequently be variable.
Patients with lepromatous leprosy may develop pancytopenia secondary
to hemophagocytosis.7 Moreover, both dapsone and rifampin can cause
pancytopenia, and dapsone in particular may cause hemolytic anemia.
Importantly, dapsone can also cause methemoglobinemia. Thus, in
addition to obtaining a complete blood count preoperatively, oxygen
saturation should be measured in treated patients. Oxygen saturation
was normal in our patient.
Renal impairment in lepromatous leprosy may result from various forms
of immune-complex mediated glomerulonephritis, interstitial nephritis,
or amyloidosis.4 In addition, renal dysfunction can be exacerbated by
dapsone and rifampin, as both are potentially nephrotoxic. Therefore,
pre-operative assessment of renal function and electrolyte status in these
patients is essential for safe anesthetic practice, particularly in preparation
for surgeries in which there can be significant changes in volume and
electrolyte status such as TURP.
The safety of neuraxial anesthesia in patients with lepromatous leprosy
has not been adequately studied. Although it has been thought that the
central nervous system remains unaffected in leprosy, recent research and
case reports suggest otherwise.8,9 It is unclear whether performing
neuraxial anesthesia through lepromatous skin lesions poses a significant
risk of infection and/or inflammation in the epidural or intrathecal space,
particularly in those patients already receiving treatment. Given this
uncertainty, we opted for general anesthesia. In pursuing general rather
than spinal anesthesia for our patient, we lost a valuable means of
assessing for TURP syndrome, namely, mental status evaluation.
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TURP syndrome is caused by acute changes in intravascular volume,
plasma solute concentrations, and osmolality secondary to excessive
absorption of a large volume of irrigation fluid, which can induce acute
cardiac failure and pulmonary edema, while the subsequent rapid
equilibration of hypotonic fluid with the extracellular fluid compartment
may cause hypovolemia and hypotension.10 Acute changes in plasma
sodium concentration and osmolality lead to absorption of free water into
the brain parenchyma, causing cerebral edema and increased intracranial
pressure.
TURP syndrome can present as early as 15 minutes after resection begins
or as late as 24 hours after surgery.10 Early features of this syndrome
include restlessness, headache, and tachypnea. More severe signs and
symptoms include respiratory distress, hypoxia, pulmonary edema,
nausea, vomiting, confusion, convulsions, and coma. When the
inhibitory neurotransmitter glycine is used as the irrigation fluid, toxicity
can cause visual disturbances including transient blindness as well as
seizures. A metabolite of glycine, ammonia, may cause encephalopathy at
high levels. General anesthesia may mask the majority of symptoms and
the only indicator of TURP syndrome may be cardiovascular instability.
The rate of absorption is determined by the pressure of the irrigation
fluid, the venous pressure, the number of open prostatic sinuses, and the
duration of surgery. In our case, the factor that generated the most
concern was the duration of surgery. It is recommended that TURP
procedures not exceed one hour, while surgery exceeding 90 minutes
conveys a significantly increased risk of TURP syndrome, which carries a
mortality of up to 25 percent when severe symptoms are manifest.11 Had
we not expressed concern about the duration of the procedure, we might
have witnessed one of the first reported cases of TURP syndrome in a
patient with lepromatous leprosy. m
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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.

Anesthesia Care:
Are Your Practices Safe?
Find Out With This Online CME Course: FREE for NYSSA Members
In the past decade in the U.S., there have been 33 reported outbreaks of patient-topatient transmission of hepatitis B and C virus in healthcare settings due to breeches in
infection control. Seven of these outbreaks involved anesthesia care, putting 55,000
patients at risk and infecting 144.

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

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

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