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A Great Year for the NYSSA
OUTGOING PRESIDENT LAWRENCE J. EPSTEIN, M.D.

Last year I began my address with a shout-out to the
NYSSA’s Executive Committee members past and
present. At the time I said, “I am truly lucky to have
served on the Executive Committee with effective,
energetic presidents who conveyed vision and perspective.” While it is
somewhat unconventional to begin an address with a thank you, I have
to start this year’s address expressing the same respect and admiration for
those who served before me and those who now serve.
A year as president of our society has taught me even greater humility
and appreciation for the contributions of those around me. The work of
recent presidents such as Rich Beers, Bob Lagasse, Alan Curle, Kathleen
O’Leary and Paul Willoughby laid the foundation that helped make
possible our every success over this past year. The meticulous financial
management that Sal Vitale began as treasurer and continued through his
presidency provided me with a strong and stable organization. It was
more than a little intimidating to follow Mike Simon as president. Mike’s
energy and diligence continue to inspire me. A year after his presidency,
his depth of knowledge on so many subjects relating to our specialty
continues to be a powerful resource to our state and national societies.
I am also confident that I am turning over the gavel to a natural leader,
Mike Duffy. Since Mike joined the Executive Committee, he has been the
calming voice of reason. I have truly relied on him this past year.
In my inaugural address, I also quoted our mission statement and I said
that was the ultimate focus of every action we would take during the
year. Therefore, it is appropriate that we review the year in relation to
that mission statement, which reads: “The New York State Society of
Anesthesiologists, Inc. (NYSSA) is an organization of physicians and
scientists dedicated to advancing the specialty of anesthesiology and
providing the safest and highest quality patient care to the citizens of
New York State.”
Advancing the specialty of anesthesiology includes strengthening our
voice in our communities, in the “house of medicine,” and in
government. This past year was filled with strong gains in all three areas.
We had a busy yet successful legislative year. Our success should be
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credited to the efforts of David Wlody (GLAC chair); Jason Lok
(communications chair); Chuck Assini (legislative counsel); Bob Reid,
Shauneen McNally and Marcy Savage (lobbyists); and many others. For
example, we commissioned an independent survey of New York voters,
the results of which showed strong support for the Anesthesia Care Team
model and physician supervision. The results of our efforts were
communicated in radio spots and newspapers across the state and will
serve our society for years to come.
As anesthesiologists, we cannot lead in a vacuum; therefore, a key part
of our strategic plan is to strengthen our relationships with allied
organizations. We must continue to 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 differences, we share many of the same priorities
and, of course, most importantly, we share a common commitment to
the safety and well-being of our patients.
As evidenced by today’s address by the president of MSSNY, Dr. Andrew
Kleinman, we have a solid alliance with the leadership of our state
medical society. In fact, we stood side by side with MSSNY during the
debate over the out-of-network legislation and we were directly involved
in discussions regarding New York’s prescription drug problem and the
I-STOP legislation. Additionally, we were invited to speak at a MSSNY
press conference on the “truth in advertising” bill that we had
championed.
I would like to recognize some of our leaders who are very involved with
MSSNY. Steve Schwalbe, a former NYSSA president, serves as our MSSNY
delegate and chairs MSSNY’s important Inter-Specialty Committee. Both
Michael Simon and Rose Berkun have strong voices in MSSNY as well.
Rose drafted, presented, and advocated for a resolution regarding
workers’ compensation last year. The goal was to decouple no-fault
insurance from the workers’ compensation payment system.
In 2014, we were active participants with the New York Coalition of
Specialty Care Physicians. Mike Duffy represented us at their annual
meeting and provided the attendees an in-depth education on the
legislative issues that are important to anesthesiologists. In addition to
the aforementioned local efforts, I had the privilege of representing the
NYSSA at the European Society of Anaesthesiology and the annual
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meetings of the California Society of Anesthesiologists and the Florida
Society of Anesthesiologists.
This has been a great year for the NYSSA as a component of the ASA.
Scott Groudine now serves as chief of the ASA Section on Critical Care
and is our representative on the ASA Board of Directors. David Wlody
serves as our alternate director and will run the ASA annual meeting in
2017. (Andy Rosenberg ran it in 2012 and Audrée Bendo in 2013.) We
had multiple people who served on reference committees at this year’s
annual meeting. Mike Simon served on finance, Andy Rosenberg on
scientific affairs, and I was on professional affairs. The list of NYSSA
members serving on ASA committees is too long to read here, and I am
happy to say that it seems to grow every year. We are truly lucky to have
such dynamic leadership at our ASA. I have had the honor and privilege
to work closely throughout this past year with ASA Immediate Past
President Jane Fitch and current President J.P. Abenstein. In fact, we
traveled together to the ESA and stood side by side marketing the PGA
and the ASA annual meeting.
I am pleased to say that the ASA has strongly supported us in many ways
throughout the year. The ASA professional staff has been an incredible
resource. As ASA members, we are lucky to have people like Jason
Hansen, Chris Wehking and, most importantly, CEO Paul Pomerantz.
Paul is an incredible asset and has become a good friend. The fact that
the ASA Administrative Council chose to have their formal meeting here
at the PGA is a sign of the strong ties between our two organizations as
well as the importance of the PGA.
When discussing both the “advance of the specialty of anesthesiology” and
“patient safety,” they must be considered in the context of the expansion
and changes in healthcare as a whole. Providing good care to individual
patients is essential, it’s just 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 wellbeing. Administrative decisions must be prioritized and evaluated first on
the basis of 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?
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As anesthesiologists, we must involve ourselves in every aspect of
healthcare management and reform. In New York, we have an
anesthesiologist serving as commissioner of health. We have a former
ASA 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. I am
happy to inform everyone that pending approval at the December 16
meeting of the New York State Board of Regents, I will begin my service
on the New York State Board of Medicine.
None of those mentioned above rose spontaneously from the operating
room to their positions. They started by serving on committees,
expanding their knowledge and being politically involved. I would love
to see more of our colleagues identify opportunities to serve our
communities and demonstrate their inherent leadership skills.
While the great state of New York is influential on the national stage,
the real opportunities for change and progress come as an influential
component of the ASA. Most of us know that the ASA began in Brooklyn,
New York, as the Long Island Society of Anesthetists. I am proud to say
that 12 New York members have served as ASA president. Mark Lema
was the most recent, serving as ASA president in 2007. It is vital that we
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.
The night before I assumed the presidency, Mark Lema said to me,
“Remember, Larry, success is not measured by your accomplishments,
but by the accomplishments of those you mentor.” With that principle in
mind, I am glad to credit much of my success to Jim Cottrell. Jim was my
chair at Downstate and he mentored so many of us here today. He truly
sets the bar high for contributions to our specialty and the community.
He has been a true mentor and friend for more than 30 years.
As a graduate of the residency and fellowship programs at Downstate,
it was only natural that I became involved in the NYSSA. Even so, the
real push came in 1993 when I was working for Elizabeth Frost in
Westchester. One evening there was a District 3 meeting and when we
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arrived at the “Haunted House,” where the meetings were held, Elizabeth,
in her own special way, informed me that I was running for district vice
president. The majority of the time since then, I was in private practice
(pain management) in White Plains with Grigory Kizelshteyn. Unlike
large anesthesia groups where the absence of one member is easily
absorbed, Grig had to pick up the slack for me each time I traveled to the
ASA, Albany or Washington. Grig truly contributed as much as I did over
these past years. For the past 3½ years, I have been working at Mount
Sinai. I owe a special thanks to David Reich, Andy Liebowitz and my
other colleagues at Mount Sinai, who have absorbed my workload and
supported me, especially during these past two years.
We, the members and volunteer leadership of the NYSSA, must always
focus on our mission and strategic plan. We cannot deny that the NYSSA
— and our fantastic international meeting — is a complex business. It is
also a well-run business. The incredible professional staff of the NYSSA
— MaryAnn, Kathy, Will, Debbie, Denise, Lisa and Tina — form a great
team. What truly makes a team great is its captain. I can proudly say that
I was on the team that chose Stuart Hayman as our executive director.
Stuart’s contributions are immeasurable and we are the envy of every
medical society. Stuart is the lynchpin of the organization and without
him our mission
would be hopeless.
He is also a great
friend. Thank you,
Stuart (and we can
mourn the Jets and
Redskins together).
I cannot stand before
you without
acknowledging the
most important people
in my life. I am truly
blessed to have both of
my parents and my
mother-in-law to share
in this, even if from a
distance. I have two
Outgoing President Dr. Lawrence Epstein gives
his farewell address to the House of Delegates.
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incredible children. My oldest is currently living in Beijing, finishing an
elective in his last year of law school. His birthday is October 15, so, as
you can guess, I have missed it every year I have attended the ASA
annual meeting. My youngest, Mollie, lives and works in New York City
(actually, down the block). On this day in any other year, you would
likely see her among the hoards dressed in red, participating in the
“SantaCon” bar crawl. Instead, she is here for me today. Thank you,
Mollie. By the way, her birthday is August 20, which corresponds with
the August ASA BOD meeting. I couldn’t be more proud of both of my
children.
Most importantly, the person who makes every day worthwhile and a
blessing is the love of my life, Erica. Erica has tolerated a lot from me
over the years (airplane in the garage, hundreds of Grateful Dead shows,
etc.). Her birthday is March 7 (the winter ASA BOD meeting) and our

Incoming President Dr. Michael Duffy presents a plaque to Dr. Lawrence Epstein.
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anniversary is August 17 (August BOD). Need I say more? Erica came
with me to the ESA meeting in Stockholm and “worked the booth”
alongside Mike Duffy and Stuart. She had Europeans committing to
coming to the PGA in droves!
As I bid farewell to my presidency, I assure you this is not the end of my
volunteer service to our profession. I can honestly say that I have truly
enjoyed my many years of volunteer activities with the NYSSA. I strongly
recommend volunteering as a means to make a difference. Obviously, I
am not going anywhere fast and I will be here as immediate past
president to help Mike in whatever capacity he chooses. I thank all of
you for the opportunity you gave me to serve our organization and I look
forward to what tomorrow brings.
Again, thank you! m

You Can Make a Difference

The Anesthesiology
Foundation of New York
(AFNY) is a 501(c)(3)
nonprofit organization
whose mission is to
improve patient care
around the world
through education
and research.

In keeping with its mission, AFNY provides PGArelated scholarships to the most enthusiastic and
dedicated anesthesiologists from the developing world
who wish to refine their delivery of safe, modern
anesthetic care. During the past 22 years, more than
325 anesthesiologists representing 59 countries have
enhanced their education and training thanks to the
generosity of the NYSSA and its members.
You can help AFNY fund the education and
research that will improve patient care.
Contributions are tax deductible and 100 percent of
every donation will be used to fund the programs that
fulfill AFNY’s mission.
Visit http://nyanesthesiologyfoundation.org and
make your donation today.

NYSSA Members-Legislative Day in Albany

New York State Society of Anesthesiologists

30th Annual Legislative Day in Albany

Tuesday, May 19, 2015
8 am Breakfast Meeting
To include a discussion regarding
legislative issues potentially impacting
anesthesiologists in the state of New York

10 am Legislative Appointments
(which will be scheduled for members)

Conference call Monday, May 18 • 7 pm
Review key legislative developments

Speakers:

n Michael P. Duffy, M.D., President, NYSSA
n David Wlody, M.D., Chair, Government & Legal
Affairs Committee, NYSSA

n Alan F. Strobel, M.D.

Chair, Economic Affairs Committee, NYSSA

n Robert Reid, Partner, Reid, McNally & Savage
n Shauneen McNally, Partner, Reid, McNally & Savage
n Charles Assini, Legislative Counsel to the NYSSA,
Higgins, Roberts & Suprunowicz, P.C.

RSVP

Go to Surveymonkey.com/s/NYSSALeg2015
and fill out the required information. Questions?
Contact Lisa@nyssa-pga.org.
All NYSSA members are invited — you must RSVP.
Travel expenses will be reimbursed at IRS rates.
Overnight accommodations must be preapproved.

President’s Message

Inaugural Address to the
NYSSA House of Delegates
MICHAEL P. DUFFY, M.D. — DECEMBER 13, 2014

I am both honored and humbled by your selection of
me to be your incoming president and I hope that with your help I will
be able to rise to the challenges that lie ahead in an unpredictable future.
I wish to thank everyone in the New York State Society of Anesthesiologists
(NYSSA) for being both leaders and volunteers for our society and in
your communities. I encourage every NYSSA member to communicate
our commitment to provide the safest and highest quality patient care to
our fellow citizens. Likewise, our commitment to ongoing anesthesia
education is evidenced by the remarkable success of the PGA, one of the
world’s premier anesthesiology meetings. The PGA’s success is
attributable to every NYSSA member who volunteers at, attends or
otherwise supports this event. I sincerely hope that every member
embraces the professionalism that this organization stands for. Wherever
anesthesia care is provided, I hope we can inspire others to follow our
lead and to put patient safety first. I want to thank all of you for your
continued service, without which the NYSSA could not hope to succeed.
Challenges breed opportunities and provide openings to drive the
changes we desire. Whether upstate or downstate, private or academic,
small group or large corporate setting, we have much more in common
than our differences suggest and we must work together to effect positive
change. Effective advocacy is critical to the future of our specialty and to
the safety of our patients. It is important that we, as community leaders,
practice what we preach and this includes donating to our PACs. I
implore each and every one of you to make a contribution to the
NYAPAC and the ASAPAC. It took me about two minutes to renew my
ASAPAC membership. The link is www.asahq.org/ASAPAC. Likewise,
NYAPAC can be found at www.nyssa-pga.org/about/donate-to-nyapac.
Remember, evolution is inevitable, but survival is not.
Looking forward, we can expend our energy fighting the past or building
for the future. Independent nurse anesthesia practice is, in my view, the
past. It is self-promotion, not patient-centered care. Likewise, the
“company model” is an insidious outgrowth of misaligned reimbursement
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models and threatens anesthesiology advocacy for patient safety. Instead,
the Anesthesia Quality Institute (AQI), the National Anesthesia Clinical
Outcome Registry (NACOR), and the Perioperative Surgical Home are
viable future options based upon sound economic research. They offer
true team-based healthcare paradigms designed to improve patient
outcomes. They are based on cooperation, integration, and accounting of
all providers’ skills in the increasingly complex healthcare system. These
team-based care pathways allow every provider to practice to his or her
full level of training while recognizing important differences in education.
Along those same lines, I support the introduction of anesthesia assistants
(AAs) in New York. AAs, like well-established physician assistant (PA)
programs, would expand the access to physician-led anesthesia care for
all patients. I welcome all anesthesia providers to actively participate with
us in promoting what is best for the citizens of New York.
To ensure the NYSSA’s future success, we must find a way to mentor our
talented members. We have many members whose contributions are
worthy of celebration. However, we are caught between overlapping
generations and we must acknowledge the frustration felt by those
members who wish to serve this society more fully but instead see
hurdles to advancement and positions of leadership. We should
encourage equal opportunities for all our ambitious members so they

Dr. Michael Duffy receives the president’s gavel from Dr. Lawrence Epstein.
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find paths to success. This may make us uncomfortable as past paradigms
are tweaked, but, with a careful and measured approach, I think we can
encourage the representation we deserve.
At the ASA level, I have been disappointed that the NYSSA lacks
representation on the Administrative Council that wields much of the
power at the ASA. In discussions with the Mid-Atlantic Caucus, we came
to the conclusion that active networking is necessary to build the
coalitions required so that NYSSA candidates can rise to leadership
positions within the ASA. To this end, I recommend that we expand our
policy for endorsement of designated future candidates to also include
more active outreach. This means providing ongoing funding so that
prospective NYSSA candidates can remain visible and engaged at ASA
events to promote their candidacy for ASA Administrative Council office.
Recognizing future uncertainty, I strongly believe we must continue our
frugal fiscal policy with continued careful financial oversight. One path
I support is divesting our assets. While the PGA currently makes a small
profit, we are always at the potential mercy of a catastrophe, either
natural or man-made. While we presently have a working capital surplus,
times may change. Working within the theory of not keeping all your
eggs in one basket, it
would behoove us to
stop keeping all our
financial reserves
exclusively under the
NYSSA “roof” where
they might become at
risk. The
Anesthesiology
Foundation of New
York, Inc. (AFNY),
whose mission
complements the
NYSSA’s commitment
to anesthesiology
education, is, thus, a
logical home for some
of our assets. The
Dr. Michael Duffy addresses the House of Delegates.
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NYSSA has recently strengthened its oversight of AFNY and I therefore
recommend moving some of our reserves to AFNY. AFNY offers an
opportunity for alternative fundraising, including pharmaceutical and
equipment vendor donations and grants, some of which might not
otherwise be available to the NYSSA. The NYSSA might also benefit from
the arm’s-length distance between the two organizations for advocacy
purposes. The recent citizens’ poll funded by the NYSSA might have been
better funded by the AFNY. Thus, with a small restricted fund principal
from the NYSSA, the monies donated would still be available to the PGA
for educational purposes but also might encourage new monies, as AFNY
would now be viewed as a much more viable foundation.
Lastly, I wish to acknowledge Mr. Hayman and the entire NYSSA staff.
They deserve our full recognition for the many services they provide.
Without their dedicated efforts, our organization would be greatly
diminished. I want to thank the past presidents and other NYSSA leaders
who have always been a source of inspiration to me. I look forward to
continuing to draw upon your wisdom and support. Also, I wish to
thank my supportive colleagues at CNY Anesthesia Group. After a quarter
of a century, I still look forward to going to work. Most importantly, I
wish to thank Sue, my wife of 33 years, and my three children, Brian,
Michelle and Kevin, for their ceaseless love and sacrifices on my behalf.
Thank you. m

69th PGA Resident Research Contest
If you are interested in submitting an abstract at the upcoming 69th
PostGraduate Assembly in Anesthesiology — December 11-15, 2015,
please contact NYSSA headquarters for information:
NYSSA | 110 East 40th Street, Suite 300 | New York, New York 10016
Phone 212-867-7140

Fax 212-867-7153

Deadline for submissions is May 1, 2015.

e-mail hq@nyssa-pga.org

Letter to the Editor

Remembering Medical Missions to
Afghanistan and Java
It was with some interest that I read about the medical mission to
Tanzania by physicians and staff members of the Children’s Hospital
at Montefiore.1 In 1972 and 1975, my husband, a surgeon, and I, an
anesthesiologist, worked and taught under the auspices of Care-Medico,
first in Kabul, Afghanistan, and then in Solo and Malang, Java.2,3 At that
time and prior to the construction of the Children’s Hospital, I was the
clinical director of anesthesiology at Montefiore Hospital. During these
medical missions we operated and led didactic sessions every day in
association with the local physicians. Surgeries included colon resections,
cholecystectomies, perforated typhoid ulcers, correction of depressed
skull fracture, etc. For anesthesia I used a simple version of the EMO
(Epstein, Macintosh, Oxford) machine with endotracheal intubation
when indicated. During these tours of duty we had no mortalities. At
home during that same period, I established a pediatric anesthesiology
section at Montefiore Hospital after studying at the Boston and Toronto
children’s hospitals.
Coincidentally, in both countries I demonstrated and taught CVP to monitor
our patients. Prior to this introduction only the patient’s pulse, blood
pressure, respiration, and urinary output measurement were available.
Elizabeth B. Brodman, M.D.
Former Associate Profession of Anesthesiology and
Assistant Professor of Pediatrics
Albert Einstein College of Medicine
REFERENCES

1. Chao J, Meckael S, Rivas Y, Montalvo A. Providing Care in Tanzania:
A Medical Mission to Dareda Hospital. Sphere 2015; 66(4):13-21.
2. With Care-Medico in Afghanistan, The Pharos 1974 April:34-39.
3. With Care-Medico in Java, The Pharos 1978 January; 41(1):13-17.
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Editorial

Looking Forward to an Exciting Year
JASON LOK, M.D.

Our recent Communications Committee meeting,
held during the 2014 PGA, was a productive one
with regard to planning upcoming issues of Sphere. We will continue to
showcase our members’ charitable and humanitarian efforts and we
reiterate our call for submissions from those who can share their
memorable experiences and tough challenges they have faced, along
with detailed photos of the location served. We hope to highlight
medical mission trips to Ethiopia and Shenzhen, China, in the near
future. Work is also underway to present recent hospital experiences
with handling potential Ebola cases at New York University Langone
Medical Center, Mount Sinai Hospital, and SUNY Stony Brook. In
addition, we discussed the idea of publishing an interview with a New
York senator as well as the possibility of detailing the training of an
anesthesia assistant. Finally, Sphere continues to seek personal interest
stories from members with unique or interesting hobbies.
The inaugural Physician Anesthesiologists Week occurred this past
January. The goal of the campaign was to mobilize and support
members of our specialty while alerting policymakers, the media, and
the public about our profession. In the end, at least 1,000 daily and
community newspapers published material on safe surgery and
anesthesia tips. In addition, governors in Alabama, California, Iowa,
Louisiana, Maryland, Michigan, Oklahoma, and Pennsylvania made
official Physician Anesthesiologists Week proclamations. As a member
of the ASA’s Committee on Communications, I invite you to send me
your feedback on what went well for your practice during this week or
constructive criticism on how this event can be improved. I would love
to hear from members prior to my next meeting at ASA headquarters
on April 25, 2015.
On the public relations front, we now have Drs. Srinivasa Thota and
Nurudin Cemer working to promote the NYSSA’s presence at the New
York State Fair, to be held August 27 to September 7, 2015. Plans were
discussed to utilize the toolkits from the ASA’s When Seconds Count …
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Physician Anesthesiologists Save LiveTM campaign to educate the public
on the roles of physician anesthesiologists. If you are interested in
volunteering your time at the 2015 New York State Fair in Syracuse,
please note the dates now and contact the NYSSA headquarters for
more information.
We continue to grow our presence on social media through Twitter,
Facebook, and YouTube. It was suggested at our recent NYSSA
Communications Committee meeting that we should put more
emphasis on LinkedIn, which is touted as the world’s largest businessoriented social networking site. LinkedIn is designed more for
professional networking than for connecting with family and friends.
For instance, LinkedIn would be more useful in finding where an old
colleague is currently working while Facebook would be helpful when
trying to ascertain if that same colleague is married or has children. The
NYSSA will attempt to develop our LinkedIn presence by providing
more NYSSA news and information on this site.
If you have any additional ideas or suggestions for Sphere, please
feel free to e-mail me at jlokmd@yahoo.com or Stuart Hayman at
stuart@nyssa-pga.org. Thank you in advance for your interest and
consideration. m

69th PGA Scientific Exhibits
Poster Presentations
Medically Challenging Case Reports
If you are interested in submitting applications to exhibit your projects
at the upcoming 69th PostGraduate Assembly in Anesthesiology —
December 11-15, 2015, please visit the NYSSA website for instructions
to submit online:
Go to www.nyssa-pga.org and click on PGA Meeting (available in May).
Deadline for filing is August 15, 2015.
WE DO NOT ACCEPT PAPER SUBMISSIONS.

From the Executive Director

What Would General
MacArthur Think?
STUART A. HAYMAN, M.S.

As a young man, I enlisted in the United States Navy.
I did so because I was raised to believe in the importance of serving my
country. General Douglas MacArthur once said, “Duty, Honor, Country:
Those three hallowed words reverently dictate what you ought to be,
what you can be, what you will be.” These words also provide a
foundation for a principled way of life.
Unfortunately, the principles that our veterans embody and uphold do
not seem to be present in the organizational culture of the Department
of Veterans Affairs (VA), the organization charged with caring for them.
The administrators and legislators responsible for the VA healthcare
system have a long history of shortchanging my fellow veterans. These
administrators are currently pushing to approve a new nursing handbook
that calls for the end of the physician-led healthcare team.
In the four decades since the Vietnam War, we have had a volunteer
military. The men and women who serve do so out of a sense of duty to
their country. Now, when we are seeing an increased need for healthcare
services from our veteran population, horrible stories are coming to light
about failings in the system. The debacle at the Phoenix VA hospital may
have led to the deaths of as many as 40 veterans who were waiting for
needed healthcare services. There have also been reports that as many as
one-third of veterans returning from Afghanistan and Iraq are suffering
from traumatic brain injuries or PTSD and many are being discharged
without proper medical or psychological evaluations. When it comes to
anesthesia services, the ASA and its component societies are now being
forced to defend the rights of our veterans to receive the healthcare
services they need and deserve.
The VA’s Office of Nursing Services has proposed a potentially dangerous
change in the way healthcare is delivered at the VA. With the “VHA
Nursing Handbook,” administrators are looking to replace the physicianled healthcare team by mandating the independent practice of all
advanced practice registered nurses, including nurse anesthetists.
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ASA and NYSSA leaders have been battling this issue on Capitol Hill
for more than a year. The VA’s own anesthesia experts (i.e., chiefs of
anesthesia) continue to sound the alarm about the dangers of this
proposed change. Additionally, prominent organizations such as the
Association of the United States Navy and AMVETS have expressed
concerns about the nursing handbook and its potential to negatively
impact veterans’ care. The VA has also received correspondence from the
American Medical Association, the American Osteopathic Association,
many state medical societies, the Association of VA Physicians and
Dentists, and the Association of VA Anesthesiologists. In fact, a bipartisan
group of more than 80 congressional representatives and senators have
contacted the VA to express concerns about the potential harmful impact
that these changes could have on our veterans’ healthcare. Still, VA
administrators continue to push the new handbook forward.
We know that the veterans who receive care within the VA system
have more complex medical conditions that pose a heightened risk of
complications during surgery, making physician involvement in their
care critically important to ensuring positive outcomes. We also know
that mortality and failure-to-rescue rates are higher for patients who
undergo surgery without the medical direction of a physician
anesthesiologist. The VA should not be shortchanging veterans by
removing physician anesthesiologists from the care team.
Many of our veterans have already risked their lives to protect the
freedoms that we all enjoy. They shouldn’t have to be afraid that they will
be risking their lives once again when they receive substandard care from
a VA hospital. Budget-oriented bureaucrats should not be allowed to
endanger the lives of the very women and men who have given so much
for our country.
We need your activism to help our veterans. To find out more about how
you can take action, please go to www.asahq.org/advocacy/federalactivities/legislative-activity/vha-nursing-handbook. m

20

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

A Look at the 68th
PostGraduate Assembly
in Anesthesiology
Opening Session
and R.W. Robertazzi
Memorial Panel
PGA General Chair
Dr. David Wlody

The Julliard
Jazz Ensemble

Dr. Perry Fine
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Dr. Michael O'Connor

ASA President
Dr. J.P. Abenstein

Dr. Richard Dutton

Dr. Paul Barash
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The Julliard Jazz Ensemble performs at the opening session.

Dr. Robert Lagasse

Dr. Paul Willoughby

Drs. Amy AlvarezPerez, Perry Fine,
Robert Lagasse,
Richard Dutton, and
Michael O'Connor
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E.A. Rovenstine
Memorial Lecture

E. A. Rovenstine Lecturer
Dr. Joseph Neal (left) and
Dr. David Wlody

Dr. Richard Beers

Drs. Audrée Bendo, Rebecca Twersky,
and Joseph Neal

NYSSA Executive Committee (left to right) Drs. Michael Duffy, Lawrence Epstein,
David Bronheim, Scott Groudine, Rose Berkun, and Andrew Rosenberg
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Poster Presentations
and Scientific Awards

Sally Bull, BS, CCRN

Andrea Poon, B.S.

Dr. Joel Wood

Dr. Stephen Vitkun, chair of the
Scientific Exhibits and Poster
Presentations Committee,
presents the Honorable Mention
award for the scientific exhibit
“Anesthesiologists as Operating
Room Directors: What Should
Our Colleagues Know?”

Dr. Stephen Vitkun presents the
Best Exhibit for Clinical Application
award for the scientific exhibit
“Auriculotherapy in Anesthesia
and Pain.”

Spring 2015

25

International Scholars Reception

The 2014 international scholars pose for a picture with NYSSA volunteers.
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ASA/NYSSA Dinner

ASA Assistant Secretary Dr. John
Dombrowski (left) and ASA
President-elect Dr. Daniel Cole
ASA Vice Speaker Dr. Ronald Harter (center) with
Kathy Harter and Dr. Salvatore Vitale

ASA Chief Program Officer Chris Wehking,
Erica Epstein, and Laura Hayman

Dr. Steven Sween and Barbara Sween

(Left to right) Dr. Michael
Duffy, Dr. David Bronheim,
ASA Treasurer Dr. James
Grant, and Dr. Michael Simon

(Left to right) ASA CEO
Paul Pomerantz, Dr. Lawrence
Epstein, ASA President
Dr. J.P. Abenstein, and
Dr. David Wlody
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Workshops

House of Delegates
Meeting

ASA President Dr. J.P. Abenstein

ASA President-elect Dr. Daniel Cole

Drs. Michael Duffy and Lawrence Epstein

Dr. Bruce Hammerschlag

(Left to right) Drs. Jung Kim, Jason Lok, and Christopher Campese
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Drs. Rose Berkun and Lawrence Epstein

Drs. David Bronheim (left) and Michael Duffy

Drs. Tracey Straker and Charles Gibbs

MSSNY President Dr. Andrew Kleinman

Drs. Andrew Rosenberg and Vilma Joseph
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Dr. Michael Simon

Drs. Tracey Straker and Andrew Rosenberg

Dr. Alan Curle (standing)

Dr. Jesus Calimlim (standing)
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Dr. Richard Wissler

MSSNY Delegate Dr. Steven Schwalbe (standing)
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Drs. Vilma Joseph and Christopher Campese (standing)

Dr. Ingrid Hollinger

Dr. Lance Wagner

Dr. Elizabeth Mahoney (standing)

Drs. David Wlody and Matthew Wecksell

Dr. Jason Lok
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Reference Committee Meeting

(Left to right) Drs. Jennifer MacPherson, Ingrid Hollinger,
Jonathan Gal, Arun Agrawal, and Melinda Aquino

Drs. Rose Berkun, Matthew Wecksell, Sanjeev Berma,
Roulhac Toledano, Donna-Ann Thomas, and Richard Wissler
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Scenes From the
Speaker’s Reception

From left, Drs. Robert Johnstone,
Lawrence Epstein, and Murray Kalish

Drs. Richard Beers (left)
and Denham Ward

Rita, Bob and Erica Epstein

Laura and Stuart Hayman
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Dr. John Dombrowski,
Dr. Steven Sween,
Barbara Sween, and
Dr. Michael Champeau

Dr. James West,
Anne West, Michael
Schoppmann, Esq.,
and Dr. Lawrence
Epstein

Drs. Robert Lagasse,
Tal Levy, and Ingrid
Hollinger

Dr. Rafael Coutin,
Susan Groudine,
Dr. Scott Groudine,
and Dr. Mary Dale
Peterson

Dr. Edmond Cohen and son Adam

Drs. Vilma Joseph and Michael Champeau

Dr. Michael Jakubowski, Gisela Jakubowski,
and Dr. Salvatore Vitale

Stuart Hayman and Dr. David Wlody

Steven Kramberg and Dr. Audrée Bendo
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Scenes From the
President’s Suite
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Technical Exhibits and Reception
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Scenes From the
President’s Reception

Dr. Lawrence Epstein
cuts into his cake.

Dr. Epstein enjoys
the evening with his
wife, Erica, and his
daughter, Molly.

Dr. and Mrs. Epstein celebrate with family and friends.
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Dr. Robert
Johnstone,
Dr. James West,
Michele Kalish,
Carol Johnstone,
and Anne West

Patti Spalding,
Dr. Rose Berkun,
Dr. Paul Yost,
and Dr. Steven
Hattamer

Tim Goodrich,
Megan Varellas,
Dr. Michael
Duffy, Carrie
Twichell, Gregg
Mastropolo,
and Jason
Hansen, Esq.
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Dr. Michael Duffy and Sue Duffy

Drs. Maris Rosenberg and Andrew Rosenberg

Dr. Lawrence Epstein, Dr. James Cottrell,
and Erica Epstein

Drs. Lawrence Epstein and Alan Curle

Stuart and Laura Hayman with
Dr. Kathleen O'Leary

Dr. Lawrence Epstein and NYS Health
Commissioner Dr. Howard Zucker
SPHERE

Spring 2015

45

Dr. Donna-Ann Thomas,
Sandy Abenstein,
Dr. J.P. Abenstein, and
Dr. Rafael Coutin

Drs. James Cottrell and Andrew Rosenberg

Cristine Cole and Dr. Linda Hertzberg

(Left to right) Gisela Jakubowski, Dr. Charles Gibbs, Rene Gibbs,
Dr. Michael Jakubowski, Patty Vitale, Neil Capobianco, and Dr. Elizabeth Frost

Dr. Denham Ward (left) with Kathy Wissler
and Dr. Richard Wissler

Drs. Michael Duffy and Paul Willoughby

ASA CEO Paul Pomerantz and Dr. Lawrence Epstein

Drs. Steven Schwalbe (left) and Scott Groudine

Dr. Jonathan Gal and his wife, Dr. Stephanie Barnhart

Terence McMahon (left) and Dr. Jason Lok
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Dr. Audrée Bendo

Dr. Murray Kalish
(left) with Dr. Richard
Wissler and Kathy
Wissler

Lyn Lubliner
and Dr. Gerald
Weinberger
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Dr. Lawrence Epstein, Erica
Epstein, Laura Hayman,
and Stuart Hayman

Drs. Vinod Malhotra and Vidya Malhotra

Drs. Michael Nayshtut and Michael Duffy

Drs. David Wlody,
Lance Wagner, and
Kathleen O'Leary
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Dr. J.P. Abenstein,
Sandy Abenstein,
Erica Epstein, and
Dr. Lawrence
Epstein

Dr. David
Bronheim, Dr.
Lawrence Epstein,
Erica Epstein, and
Dr. Francine
Yudkowitz

Michaela Simon,
Gail Simon, Erica
Epstein, Dr.
Lawrence Epstein,
Dr. Michael Simon,
and Christian
Simon
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Plans are already
underway for the 69th
annual PostGraduate
Assembly in
Anesthesiology.

Don’t miss PGA 69:
Dec. 11-15, 2015.
Register at:
www.nyssa-pga.org
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Elizabeth A. M. Frost, M.D., Honored With the
NYSSA Distinguished Service Award
AMANDA J. RHEE, M.D.

Elizabeth A. M. Frost, M.D., received the NYSSA’s Distinguished Service
Award at the 68th PGA, held in December 2014. Dr. Frost was honored
for her many years of contributions to the NYSSA and the PGA
International Scholars Program.
Dr. Frost was born in Scotland just before World War II. While growing
up in the aftermath of the war, she decided to become a physician at the
age of 11 and became the youngest to graduate in her high school class,
securing a scholarship to the University of Glasgow to study medicine.
Dr. Frost flourished at Glasgow and graduated as the youngest person in
her class with 13 first class honors. She earned a diploma in obstetrics
and gynecology in 1963 and worked in the Orkney Islands near the

Dr. Lawrence Epstein presents Dr. Elizabeth Frost
with the NYSSA Distinguished Service Award.
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Arctic Circle as a locum general practitioner before sailing to the United
States. Once in the U.S., Dr. Frost worked as a medical resident at
Englewood Hospital in New Jersey. She discovered her calling on the
labor floor when she realized that a doctor’s role was not only to deliver
babies safely, but also to take away a patient’s pain and suffering. She
continued her residency in anesthesiology at New York Hospital, passed
the anesthesiology boards, retook all medical school requirements to earn
a New York state license, married (her husband died in 1988) and joined
the staff at the Albert Einstein School of Medicine. Dr. Frost became a
neuroanesthesiologist and was the youngest woman at the school to be
promoted to full professor.
At Jacobi Hospital in 1972, Dr. Frost created a presurgical screening
clinic and worked with the Department of Neurosurgery to establish a
trauma center. She also secured an NIH grant to study head injury, which
required the construction of a neurosurgical ICU. During this time, she
performed several investigations, mainly around the effects of ventilatory
patterns on intracranial pressure and the use of isoflurane in head injured
patients, lecturing around the world on her findings. She was the first to
introduce isoflurane to New Zealand in 1982.

Dr. Elizabeth Frost shares a moment with her family.
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Dr. Frost was elected to the Association of University Anaesthetists, at
the time one of four women to be honored, as well as to associate
membership in the American Society of Neurological Surgeons, the only
woman and second anesthesiologist to be awarded this recognition (John
Michenfelder was the first). She was also the first woman anesthesiologist
recognized as an honorary lecturer at the annual meeting of the
Australian Society of Anaesthetists and the only foreigner to be elected to
membership in the Royal College of Anesthetists of Thailand.
She was later elected as professor and chair of the Department of
Anesthesia at New York Medical College and served there for eight years,
becoming the first female chairperson for anesthesiology in New York,
and the fourth in the United States. She later moved to Mount Sinai
Medical Center and has been an honored member of the staff there since.
Dr. Frost has had a special interest in providing an opportunity for
anesthesiologists around the world to receive continuing education. She
has worked with the New York State Society of Anesthesiologists to
promote student and resident education and helped establish the
International Scholars Program. Through this program she raised funds
to allow for the education of anesthesiologists from other countries who
would not otherwise have been able to attend the annual PGA
conference. Since 1993, 325 international anesthesiologists from 59
different countries have participated in the PGA as a result of NYSSA
donations, individual sponsorships, and government contributions.
Dr. Frost is a successful, highly regarded physician and a brilliant leader
who helped pave a path not only for woman, but for all practicing
anesthesiologists today. (Along the way she has raised four sons and is
now on call as a babysitter for eight grandchildren.) m
Amanda J. Rhee, M.D., is an assistant professor in the Department of
Anesthesiology at the Icahn School of Medicine at Mount Sinai.
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Employee Use of Employer Email During
Non-Working Employee Hours: Protected
Under the NLRA?
DONALD R. MOY, ESQ.

May an employer prohibit its employees from using the employer’s email
system during non-working hours to discuss or make demands pertaining
to wages, benefits, or terms and conditions of employment? In Purple
Communications, Inc. and Communications Workers of America, AFL-CIO,1 a
sharply divided National Labor Relations Board (3-2) ruled that employees
who use electronic communications systems for their work have a
statutory right to use the email system for communications protected
under Section 7 of the National Labor Relations Act (NLRA). The Board’s
decision overrules the Board’s 2007 decision in Register Guard and Eugene
Newspaper Guild, CWA Local 37194.2 In the prior Register Guard ruling,
another sharply divided Board ruled 3-2 that employees have no statutory
right to use their employer’s email system for Section 7 purposes.
Section 7 of the NLRA applies to union and non-union workplaces alike.
Section 7 not only permits employees to bargain collectively but also
permits employees to “engage in other concerted activities for the purpose
of collective bargaining or other aid or protection.” The statute, according
to the NLRB, gives employees the right to come together to discuss or to
complain about wages, benefits and working conditions.
The majority of the Board in Purple Communications stated that the Board
committed an error in the prior Register Guard ruling and that the Board in
that decision had focused too much on employers’ property rights and too
little on the importance of email as a means of workplace communication,
and, accordingly, the Board had failed to protect employee Section 7 rights
in Register Guard. The majority of the Board in Purple Communications
stated that its decision only applies to employees who have already been
granted access to their email system in the course of work, and the
decision does not require employers to provide email access. The majority
also held that an employer can justify a total ban on non-work use of
email, including communications protected under Section 7 of the NLRA,
if the employer can demonstrate “special circumstances” that make the ban
necessary to maintain production or discipline. However, the Board did
not explain what circumstances would constitute “special circumstances,”
and provided no guidance.
The majority emphasized that the decision applied to employer email
systems only and did not apply to other forms of communications
SPHERE
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equipment that employers provide to employees. According to the
majority, unlike any other forms of communications equipment, the use of
emails by one individual rarely interferes with usage by others, and does
not add significant incremental costs to the employer. In contrast, other
types of communications equipment, such as copy machines, can become
backed up with heavy use.
The majority also stated that its decision does not prevent employers from
continuing to monitor their computer systems for legitimate management
purposes, such as ensuring worker productivity and preventing the use of
email for harassment purposes.
The dissent in Purple Communications criticized the majority decision as
failing to accommodate the employer’s substantial property rights
associated with computer systems, which typically involve substantial
acquisition and maintenance costs. The dissent also criticized the majority
ruling for replacing a longstanding rule that was easily understood with a
ruling that nobody can understand. According to the dissent, the majority
ruling only creates uncertainty by failing to define “special circumstances.”
Any employer that wants to limit the use of email communications by
employees must incur the risk of litigation. Similarly, according to the
dissent, employees are also placed at risk because employees who believe
they are using the employer’s email system to exercise their Section 7
rights may learn afterward that their communications were not protected
because the employer satisfied the “special circumstances” requirement.
The dissent concluded that both employers and employees will have a
difficult time understanding the majority’s ruling.

Conclusion
Given the lack of guidance provided in Purple Communications concerning
what constitutes “special circumstances” that would justify an employer to
adopt a total ban on non-work use of emails, it appears that uncertainty
will continue, placing both employers and employees at risk of litigation. 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. Moy may be
contacted at 800-445-0954 or via email at dmoy@drlaw.com.
NOTES

1. Purple Communications, Inc., 361 NLRB No. 126, December 11, 2014.
2. Register Guard, 351 NLRB No. 70, December 16, 2007.
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App Review

Infant Endotracheal
Intubation: An iPad
App Review
MARK JENSEN, M.D.

Application Name: Yale School
of Medicine: Infant Endotracheal
Intubation
Cost: Free
Developer: Yale School
of Medicine and
mySmartSimulations®, Inc.
Review: Imagine your patient is a
baby boy born at 38+5 weeks
Intubation view about to pass the tube,
gestation and weighing 10 lbs. He
from Neonatal Endotracheal Intubation
was delivered with a stat C-section
Home Screen, retrieved from
after a trial of labor, and he is limp, www.mysmarthealthcare.com/mobile.html
cyanotic, and has a HR of 60. What
size blade and tube do you want to use?
This app is more of a simulator because it puts you into one neonatal
emergency intubation scenario after another. After you select a blade and a
tube size, your job is to intubate the child on-screen using many of the
same movements that you would in real life. If you take too long, you can
hear the oxygen saturation and HR decreasing. Sitting on the subway in
Brooklyn, I felt my own heart rate increase as I struggled to pass the tube.
The app even tells you not to rock the baby’s head back and forth or
when you have advanced the tube too far. It feels so much like the real
thing; it’s amazing!
After playing with this app for awhile, I feel more confident picking tube
and blade sizes for babies, and it was fun too — kind of like playing a video
game. In fact, my wife saw me playing it and told me to get back to work!
There are a few things that could be improved in this app. First, none of
the scenarios need suctioning and there is never a second or third
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intubation attempt with blood or swelling in the airway. After a failed
intubation, the program just returns to the beginning of the case. The
app should also have a section with guidelines for neonatal intubation
that can be applied to the scenarios. As it is, the learning is trial and
error.
Bottom Line: Infant Endotracheal Intubation is an innovative way to
teach neonatal intubation skills, and it shows how simulator apps can
make learning anesthesia fun. It’s also an enjoyable way to pass the
time on the train.
Infant Endotracheal Intubation can be downloaded from the iTunes
store. m
Mark Jensen, M.D., is a CA2 resident at SUNY Downstate.

Check Out the NYSSA Website for News You Can Use
Click on “NYSSA News” from the “About” menu on our website for up-to-date
information on current practice that will 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.
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Albany Report

Billing and Coding: A Look at What’s New for
Anesthesia in 2015
DAVID VAUGHN, ESQ., CPC

As we start the new year, it is important to take a snapshot of what’s new
for anesthesia for 2015. This article is intended to crystallize the major
billing, coding, and documentation changes (not clinical changes) as they
pertain to Medicare (not other payers) for 2015. Not every minor change
is addressed, but the major changes are detailed below.
1. Medicare Conversion Factor. The Medicare conversion factor (“CF”)
determines how much Medicare pays each unit of anesthesia. The 2015
anesthesia CF, assuming Congress steps in as it has for the past several
years, will be the same as it was in 2014, i.e., $22.5550. The last
congressional intervention provided that the current CF of $22.5550
runs through March 31, 2015. If Congress does not intervene again by
March 31, 2015, the new CF will drop to $17.7913. Some anesthesia
services are not billed with anesthesia codes, and thus the CF for those
services (arterial lines, central lines, S-G catheters, post-op pain blocks,
etc.) are paid under the surgical CF. The 2015 surgical CF will also be the
same as 2014, which was $35.8013, assuming Congress intervenes by
March 31. Otherwise, the surgical CF will drop to $28.2239.
2. Deleted Anesthesia Codes. There are three anesthesia codes
deleted from the CPT codebook for 2015: (1) radical surgery clavicle and
scapula (00452); (2) thoracolumbular sympathectomy (00622); and
(3) chemonucleolysis (00634).
3. Fluoroscopy Bundled for Translaminar Epidurals. Medicare will
bundle fluoroscopy in 2015 for translaminar epidurals billed with 62310,
62311, 62318, and 62319. The AMA is not bundling fluoroscopy into
these codes (the CPT codebook still allows fluoroscopy code 77003 for
translaminar epidurals), so you can continue to bill fluoroscopy to nonMedicare payers who do not adopt the Medicare bundling provision.
4. Screening Colonoscopies. In general, Medicare will pay for anesthesia
for screening colonoscopies. There are, however, some nuances to that
general rule. If a colorectal screening is done and no polyp is found,
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Medicare pays 100 percent of the screening and the anesthesia, with no
co-pay and no deductible applicable. The 33 modifier is to be appended to
the anesthesia code (00810). This rule is effective January 1, 2015. I
believe the 33 modifier will be a secondary modifier, after the primary AA,
QZ, QK, QX, QY modifier. If your group bills for medical direction, the 33
modifier will need to be on both the MD and CRNA claims. On the other
hand, if a colorectal screening is done and a polyp is found, Medicare only
pays 80 percent of the anesthesia and the patient must pay the co-pay;
however, the patient does not have to pay the deductible even if a polyp is
found. The PT modifier, rather than the 33 modifier, is to be appended.
Again the PT modifier would be a secondary modifier, just like the 33
modifier described above. Due to the fact that there are different modifiers
and different reimbursement methodologies, based on whether a polyp is
found, providers are going to have to document, on the procedure line of
the anesthesia record, “screening colonoscopy, no polyp found” or
“screening colonoscopy, polyp found.”
5. New TAP Block Codes. For 2015, the CPT codebook adds four new
codes for TAP blocks. The codes differ depending on whether the blocks
are bilateral, unilateral, with a catheter or without a catheter. The codes are:
(1) 64486 - TAP block, unilateral, without a catheter; (2) 64487 - TAP
block, unilateral, with a catheter; (3) 64488 - TAP block, bilateral, without
a catheter; and (4) 64489 - TAP block, bilateral, with a catheter. While
Medicare has assigned a specific RVU value to each of these codes, the
ASA did not assign a specific unit value for these codes to apply to
commercial insurance. The ASA’s RVG (Relative Value Guide) assigns the
designation “IC” (independent consideration) to these codes, leaving the
reimbursement up to the payer. Therefore, if you have a network contract
that provides that reimbursement will be determined per the ASA’s RVG
units, you will need to negotiate the units for these codes independently as
there is no specific unit value. In the event that the TAP blocks are
performed bilaterally, the 50 modifier (bilateral procedure) will NOT be
billed because there is a separate CPT code if the TAP blocks are performed
bilaterally. This is unusual, so make sure your coders are aware of this
aberrant coding circumstance.
6. Medicare Substitutes for the 59 Modifier. The 59 modifier is used to
bypass Medicare bundling rules. Without it, we could not get paid for
post-op pain blocks and other procedures that Medicare bundles. Medicare
has determined, however, that the 59 modifier is abused and is billed when
it shouldn’t be, thereby unbundling procedures when they should remain
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bundled and not paid separately. To remedy that situation, Medicare is
dividing the 59 modifier into four distinct “X” modifiers. The modifiers are:
XE (separate encounter); XS (separate structure); XP (separate practitioner);
and XU (unusual non-overlapping service that isn’t part of usual
component of main service). These modifiers are to be used in lieu of, not
in addition to, modifier 59. Even though these modifiers go into effect
January 1, 2015, Medicare is not requiring you to use these modifiers in all
cases, but only on selected cases that Medicare will specify. As of the date
of this publication, Medicare has not identified the codes with which the X
modifiers must be used. I suspect Medicare will modify the CCI (Correct
Coding Initiative) to contain a list of codes with which the X modifiers
must be used.
7. Adductor Canal Block. There has been a division over how to properly
code the adductor canal block (“ACB”). The AMA has just issued a new
opinion that the single shot ACB should be reported as a femoral nerve
block with 64447 while the catheter version should be reported as 64448.
(CPT® Assistant, November 2014, Volume 24, Issue 11, p. 14.) Although
this is not a Medicare ruling, I thought it important to address it since, in
my opinion, these codes would be billable to Medicare as well.
8. EP Testing of ICDs. The ASA publishes a Relative Value Guide (“RVG”)
each year. In the RVG, the ASA provides comments as to certain anesthesia
codes as a guide for anesthesia groups to use when coding. In prior years,
the ASA advised anesthesia groups to bill 00537/10 units for an ICD
implant whenever there was “anesthesia management for electrophysiologic
testing of cardioverter-defilbrillators.” The 2015 RVG deletes those
comments and now provides that 00534/7 units “includes anesthetic
management for electrophysiologic testing of cardioverter-defibrillators.”
The ASA changed its comments regarding 00537 to say, “To be used only
for electrophysiologic procedures. For testing, see 00534.” So, for EP
testing with ICD implants, use 00534/7 units, not 00537/10 units.
9. Medical Necessity for GI Procedures. Medical necessity for anesthesia
for GI cases continues to be a hotbed of discussion. Medicare’s payment for
anesthesia for screening colonoscopies did not eliminate the need for
medical necessity for non-screening colonoscopies or other GI procedures.
Some Medicare carriers and many commercial carriers require that patients
be classified as ASA III in order to justify medical necessity for GI
procedures. Many groups routinely use hypertension (“HTN”) and morbid
obesity as diagnoses justifying ASA III. Questions have arisen as to what
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constitutes HTN and morbid obesity. To add some clarity, the ASA added a
table in the RVG that gives examples of ASA I-V. Of note is the distinction
between hypertension (“HTN”) for ASA II versus ASA III. For ASA II, the
ASA lists “well-controlled DM/HTN,” whereas for ASA III, the ASA lists
“poorly controlled DM or HTN.” The ASA also clarified obesity versus
morbid obesity. If the patient has a BMI of at least 30 but less than 40, that
constitutes obesity, but not morbid obesity, and warrants ASA II; morbid
obesity is ASA III and is defined as a BMI of 40 or more.
10. Immediately Available. Anesthesia has been on the OIG’s Work Plan
for 2014 and 2015, indicating that the OIG is conducting more audits of
anesthesia groups and has identified anesthesia coding as a target area. One
of the issues being reviewed is whether, in medically directed models, the
anesthesiologist is immediately available, which is one of the seven
elements of medical direction. In at least three anesthesia whistleblower
cases, the relators have contended that the anesthesiologists were not
immediately available because they were medically directing cases on two
different floors, or in two different buildings. Because this issue has become
a target area, and CMS has not defined immediately available for billing
purposes, the ASA has tried to add some clarity to this issue. In 2012, the
ASA added a “Definition of Immediately Available” in the RVG. For 2015,
the ASA expanded on that definition, indicating that groups should
“establish objective and specific written policies regarding immediate
availability that consider objective elements such as distance, a map, or
time that recognizes the specific local environment, and factors that should
be taken into account . . . [so that one can] immediately conduct hands-on
intervention for each patient.” (Emphasis in the original.) The ASA gives
examples of when one is NOT immediately available, which “include but
are not limited to (1) personally performing another anesthetic, (2)
performing other elective procedures on patients not undergoing a surgical
procedure (such as chronic pain blocks), or (3) engaging in any other
activity that would prevent a timely return to establish direct contact with
the patient to meet medical needs or treat emergencies.” The ASA states
that one is immediately available when: (1) performing tasks allowed by
Medicare or another contractor, or (2) “providing a personal break of short
duration to a staff member under circumstances described in the written
policies established by the department or practice.” “The activity should be
interruptible and allow the anesthesiologist to re-establish direct contact
with the patient to address urgent or emergent clinical situations.” In light
of this, I recommend that each group adopt written policies identifying
which anesthetizing locations are close enough by time or distance to allow
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the anesthesiologist to be immediately available if directing cases in both
locations. By adopting these written policies as policies of the anesthesia
department of the hospital, groups stand a better chance of defending a
claim alleging that they were not immediately available merely because
they were directing rooms in two different locations.
11. MAC. What is MAC? Is MAC a type of sedation, or is it a classification
justifying medical necessity? Can you get paid for MAC if you do not
administer anesthesia? Last year the ASA added a section in the RVG
entitled “Continuum of Depth of Sedation; Definition of General Anesthesia
and Levels of Sedation/Analgesia.” For 2015, the AMA tweaked that section
and while the changes were not material, it bears repeating that, “MAC
does not describe the continuum of depth of sedation; rather, it describes a
specific anesthesia service in which an anesthesiologist has been requested
to participate in the care of a patient undergoing a diagnostic or therapeutic
procedure.” The levels of sedation do not include MAC. The levels of
sedation are: (1) minimal/anxiolysis, (2) moderate/analgesia, (3) deep
sedation, and (4) general anesthesia. If one administers moderate sedation,
but was asked to be present due to co-morbid conditions of the patient
that might warrant deep sedation, that is MAC. Best practices require you
to document the co-morbid conditions of the patient justifying your
presence, and in the case where no anesthetic was administered, the
surgeon’s request for your presence should also be documented. MAC does
not include standby anesthesia, which is not payable. Standby anesthesia
describes a circumstance where you are not personally present with the
patient. MAC requires a pre-op evaluation, a plan, your continued presence
during the surgical procedure, and a post-anesthesia evaluation.
12. PQRS. For 2015, Measure 30 (antibiotics) has been deleted. So,
for most groups, the traditional anesthesia measures that are left are
Measures 44 (beta blocker), 76 (central line sterile technique), and 193
(perioperative warming). However, for 2015, in order to avoid the 2
percent penalty, EPs must now report on nine measures, in three NQS
domains, and at least one of those nine measures must include the new
“cross-cutting” measures listed in Table 52 of the 2015 Medicare Physicians
Fee Schedule (“Final Rule”). What if there are not nine measures on which
you can report? You have to report on all measures that apply, and be
subject to an audit process that Medicare calls the “MAV” audit process,
which audits to see if you could have reported on more than just the ones
on which you reported. What about the new cross-cutting measures? If the
EP has a face-to-face encounter with a patient (and anesthesia providers are
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included in the EPs who Medicare deems to have face-to-face encounters),
the anesthesia EP must report on all cross-cutting measures that apply. I
believe there are at least two cross-cutting measures that will apply to most
anesthesia groups: Measure 1 (diabetes with poor hemoglobin control) and
Measure 47 (advanced care plan). The issue is whether anesthesia EPs must
report more than one cross-cutting measure because they would typically
report on less than nine “regular” PQRS measures. I have not seen anything
from the ASA or CMS on their analysis of this as it pertains to anesthesia
EPs, so to resolve this issue, I emailed QNet, the CMS contractor who
answers PQRS questions for CMS, and received a reply that if an EP reports
less than nine measures, the EP must report all applicable cross-cutting
measures that apply to make up the difference. Even after reporting all the
“regular” PQRS measures and the cross-cutting measures, I do not believe
that most anesthesia EPs will report on more than five PQRS measures. In
order to determine what cross-cutting measures an anesthesia EP must
report, one must look at all the cross-cutting measures and see what CPT
codes are in the denominator code set for that measure. A cross-cutting
measure is triggered when an anesthesia EP bills a CPT code listed in the
denominator code set for that measure. After having examined the
denominator codes for all the cross-cutting measures, the only two crosscutting measures with 99231-99233 in denominator codes are Measures 1
and 47. 99231-99233 are the codes typically used to bill subsequent
hospital care codes, and for anesthesia practices, that would be billed for
post-op pain rounds (other than for rounding on epidural catheters, which
require 01996). In other words, if you bill 99231-99233, such as for a
post-op pain round, that will trigger Measures 1 and 47 to be potentially
applicable. Perhaps we will get some clarity from the ASA or CMS as to
why these measures would not be applicable, but, for now, in the absence
of that, I am recommending these two measures be documented and
reported. Also, should an EP bill a consult to Medicare using the 9922199223 set of codes, cross-cutting Measure 130 (list of medications) will be
triggered. If the anesthesia group is one of those that bills for outpatient
E&M codes (99201-99205 or 99211-99215), such as for pre-surgical
clearance services, there are other cross-cutting measures that will be
triggered because there are other cross-cutting measures with outpatient
E&M codes in the denominator code set. So, in the final analysis, if you
want to avoid the 2 percent PQRS penalty, my advice is for each group to
obtain the list of cross-cutting measures; then, analyze the denominator
codes in each measure to determine if anyone in your group bills any of
the CPT codes in that denominator code set; then, document the
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performance of the measure and bill the applicable PQRS code to support
your performance of that measure.
13. VM. The value-based modifier (“VM”) can either add or subtract
1 percent to 4 percent to or from your Medicare reimbursement. The
payment or penalty is paid/subtracted two years from the reporting, so
what you report in 2015 will result in a payment or penalty of up to 4
percent in 2017. The VM payment/penalty is based on PQRS measures,
which is another reason to make sure you are adequately reporting all the
correct PQRS measures, including the cross-cutting measures. Collectively,
between the PQRS penalty and the VM penalty, a group can be penalized
up to 6 percent of their total Medicare revenue. So, as discussed in the
PQRS section above, in order to avoid the 4 percent VM penalty, an EP
must report on nine PQRS measures, at least one of which must be a crosscutting measure. Since anesthesia EPs typically report on less than nine
PQRS measures, the anesthesia EP must report on all applicable crosscutting measures, not just one. The difference between PQRS and VM is
that for PQRS, the mere reporting of the proper number of measures saves
you from the penalty. For VM, reporting is only “first base.” Even if the EP
reports the required number of measures, the EP can still be penalized the
4 percent, but the EP might also be paid 4 percent if his/her results reflect
that his/her costs are low and quality is high compared to the EP’s peers.
The VM is designed to reward those whose costs are low and quality is
high, and to penalize those whose costs are high and quality is low. What
is the best way to ensure you receive the payment rather than the penalty?
In my opinion, join a QCDR (Qualified Clinical Data Registry). The QCDR
reports the PQRS measures required for both PQRS and VM. For example,
the ASA has a QCDR; that QCDR has more than nine measures to report,
so you can be assured that you will meet the required number of measures
and not be penalized because you don’t have sufficient measures.
Additionally, because there are at least nine measures to report, you will
have more measures reported than those groups who report less than nine
measures, and, thus, your reported data is more likely to be of a higher
quality because of the amount of data being reported.
14. New TEE Code. For 2015, a new TEE code, 93355, was created to
capture TEE during “intracardiac or great vessels structural interventions.”
There are several important points to note about this new code. First,
93355 only applies to “transcatheter” procedures, such as TAVR
(transaortic valve replacement). The AMA’s book CPT® Changes 2015: An
Insider’s View states, “Code 93355 is used to report transesophageal
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echocardiography (TEE) services during transcatheter intracardiac
therapies.” Thus, 93355 is not a replacement for TEE codes used for nontranscatheter procedures, such as 93312. Second, the new CCI edits reflect
that 93355 is bundled by Medicare, with a modifier of “0,” meaning that
one cannot bypass the bundling edit by appending the 59 modifier.
Thus, unless this is reversed by Medicare, the anesthesiologist providing
the anesthesia for the case cannot also bill 93355 to Medicare. There are
mixed messages from CMS as to whether 93355 can be billed to
Medicare if a different anesthesiologist performs the TEE, so we need to
await further instruction from Medicare on that issue. Conversely,
Medicare’s CCI does not bind third-party payers, many of whom do not
use the CCI; thus, as to those payers, one would bill 93355, if applicable,
and if that payer has not published a bundling edit for 93355. Third,
93355 pays more than 93312. Medicare’s work RVU for 93355 is 4.66,
as compared to 2.55 for 93312. Fourth, 93355 bundles Doppler pulse
wave, color flow, and 3D. So, in billing 93355, one would not bill 93320
(Doppler pulse wave) or 93325 (Doppler color flow) or ancillary TEE
codes, such as 3D. Similarly, when billing 93355, none of the other TEE
codes, such as 93313 or 93312, would be billed. Fifth, the new code
requires: (1) real-time image acquisition and documentation, (2)
guidance with quantitative measurements, (3) probe manipulation, and
(4) a formal interpretation and report. m
Disclaimer: The information contained in this article should not be
construed as representing NYSSA policy, making clinical
recommendations, dictating payment policy, or substituting for the
judgment of a physician and consultation with independent legal counsel.
David M. Vaughn, Esq., CPC, is the founding member of Vaughn & Associates,
L.L.C., and is one of a limited number of healthcare attorneys in the United
States who is also a certified professional coder, certified by the American
Academy of Professional Coders (“AAPC”). He has served on the Legal
Advisory Board of the AAPC and has written several coding and compliance
books and manuals, and is a national speaker. Mr. Vaughn has a national
healthcare practice, having represented more than 2,000 physicians in more
than 10 specialties in approximately 40 states. He can be reached at Vaughn
& Associates, LLC, 8480 Bluebonnet Blvd., Suite B, Baton Rouge, LA 70810;
phone 225-769-1320.
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Case Report

Elastic Girl and Obstetric Implications: Providing
Urgent Anesthetic Care to a Parturient With
Ehlers-Danlos Syndrome in Premature Labor
With Twins
PAUL SHEKANE, M.D., MARK ESPINA, M.D., AND GHISLAINE ECHEVARRIA, M.D.
NEW YORK UNIVERSITY LANGONE MEDICAL CENTER, NEW YORK, NEW YORK

Abstract
A 29-year-old primigravida at 26 weeks, 1 day gestation with
monochorionic diamniotic twins and a history of Ehlers-Danlos
syndrome, type III, presented to the obstetrical triage unit with
premature rupture of membranes. A few hours after admission, the
patient began complaining of increasing contractions approximately every
seven to eight minutes; on examination the cervix was 3 cm dilated and
60% effaced, and the head was at station -3 (3/60/-3) with a foot
prolapsing into the cervical canal. Because of increasing cervical dilation
and footling breech presentation, an urgent cesarean section was
required. Given the known risk of complications of neuraxial anesthesia
in a patient with Ehlers-Danlos syndrome, general endotracheal
anesthesia was performed after rapid sequence induction.
Case Discussion
A 29-year-old primigravida at 26 weeks, 1 day gestation with
monochorionic diamniotic twins and a history of Ehlers-Danlos
syndrome, type III, presented to the obstetrical triage unit with
premature rupture of membranes. She reported mild, occasional
contractions approximately every 15 to 20 minutes. The pregnancy had
been complicated by twin-to-twin transfusion syndrome for which she
underwent placental laser ablation at an outside facility at 20 weeks
gestation, with successful separation of the chorion and amnion of baby
B. She completed a course of betamethasone to accelerate fetal lung
maturity at 25 weeks gestation. An ultrasound examination noted
intrauterine growth restriction with baby A at the 9th percentile and baby
B at less than the 3rd percentile, and a breech/breech presentation. The
patient also had a history of Ehlers-Danlos syndrome, type III, manifested
by increased joint laxity and hypermobility without cardiac issues. She
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had previously had four shoulder dislocation repairs. The patient had a
maternal echocardiogram during this pregnancy that showed a structurally
normal heart with no evidence of aortic root dilation. On examination the
patient was at 1/60/-3 with pooling of clear fluid and prolapsed
membranes in the cervical vault and a positive nitrazine test. Her airway
exam revealed a Mallampati II airway, a thyromental distance >6 cm,
normal neck size, and a normal dental exam. On auscultation, the patient
was in normal sinus rhythm with normal S1 and S2; no murmurs, rubs,
or gallops were appreciated.
The patient was admitted to the antepartum service with a plan to start
antibiotics to increase latency, magnesium sulfate for fetal neuroprotection,
and delivery at 34 weeks. However, a few hours after admission the
patient began complaining of contractions approximately every seven to
eight minutes, and on examination she was now 3/60/-3 with a foot
prolapsing into the cervical canal.
Given her increasing cervical dilation and footling breech presentation, an
urgent cesarean section was required. Four units of blood and 2 units of
fresh frozen plasma were crossmatched. Because of the known risks of
neuraxial anesthesia in the presence of Ehlers-Danlos syndrome, general
endotracheal anesthesia was the preferred anesthetic technique. Standard
ASA monitors were placed and the patient was prepped and draped. She
was preoxygenated for three minutes and a rapid sequence induction was
performed with propofol and succinylcholine. A grade 1 view was
obtained with a size 3 Macintosh blade and a 6.5 mm endotracheal tube
was introduced. Anesthesia was maintained with sevoflurane and
rocuronium and, following delivery, with sevoflurane/nitrous oxide and
fentanyl. Baby A was in vertex presentation with Apgar scores of 6/8, and
a birth weight of 810 g. Baby B was in frank breech presentation, the
Apgar scores were 6/8, and the birth weight was 690 g. The babies were
intubated and taken to the neonatal intensive care unit. Following skin
closure, the muscle relaxant was reversed with neostigmine and
glycopyrrolate and the patient was extubated without problem. The
estimated blood loss was 600 ml. She was brought to the PACU and a
morphine PCA was initiated for postoperative analgesia. She was
discharged on the fourth postoperative day.

Discussion
Ehlers-Danlos syndrome (EDS) is an inherited connective tissue disorder that
most commonly manifests as joint hypermobility, hyperextensibility of the
skin, and easy bruising and bleeding. There are six types of EDS (Table 1).1
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Table 1
Name

Type(s)

Manifestations1

Classical

I, II

- Skin hyperextensibility
(Type I: severe, Type II: mild)
- Widened atrophic scarring
- Joint hypermobility

Hypermobility

III

- Mild skin involvement
- More severe joint hypermobility than
types I and II

Vascular

IV

- Excessive bruising
- Thin, translucent skin
- Arterial/intestinal/uterine fragility or
rupture
- Characteristic facial appearance that
includes a thin, pinched nose, thin lips,
hollow cheeks, and prominent eyes

Kyphoscoliotic

VI

- Generalized joint laxity
- Severe muscle hypotonia at birth
- Progressive scoliosis
- Scleral fragility and rupture of the ocular
globe

Arthrochalasis

VII A/B

Dermatosparaxis

VII C

- Severe generalized joint hypermobility
with recurrent subluxations
- Congenital bilateral hip dislocations
- Severe skin fragility
- Sagging redundant skin
- Excessive bruising

Many aspects of the syndrome have potentially serious implications for the
anesthesiologist. The pregnant patient with EDS is at increased risk for
various obstetric complications, which include cervical incompetence,
premature rupture of the membranes, premature labor, uterine prolapse,
and severe postpartum hemorrhage.2 With twins, our patient was at an even
higher risk of these complications. Due to defects in the capillary walls, easy
bleeding and hematomas are a common occurrence. This may complicate
venous or arterial access, regional anesthesia, laryngoscopy, and nasogastric
tube placement. Concomitant coagulopathy must be ruled out and adequate
amounts of blood must be available. Arterial and central venous lines
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should be avoided unless essential, and if needed the smallest possible
needle or catheter should be used.3 Significant pulmonary risks include an
increased incidence of pneumothorax, which necessitates low ventilatory
pressures.4 In the cardiovascular system, mitral valve regurgitation/prolapse,
cardiac conduction defects, and aortic dissection/dilatation may be seen.
Finally, in patients receiving general anesthesia, pressure points should be
carefully padded and checked.2
With regard to neuraxial anesthesia, Dolan et al. recommend avoiding
regional anesthesia in these patients because of the risk of hematoma.
Abouleish presented two parturients who successfully received neuraxial
anesthesia. The first received a caudal cannula after a careful review of
family history and blood coagulation tests. General anesthesia was
contraindicated because of a history of claustrophobia and hypnophobia
after receiving diethyl ether; in addition she was micrognathic, which could
have made tracheal intubation difficult, and had had a previous tuberculous
lesion, which would have increased the risk of pneumothorax during
positive pressure ventilation. The second patient received a spinal anesthetic
with no complications through the L3-4 interspace with a 26 gauge needle
after a careful review of family history and blood coagulation tests.4
Our case highlights the anesthetic considerations that should be reviewed
when providing anesthetic care to a parturient with Ehlers-Danlos
syndrome. The risks and benefits of available anesthetic options should be
discussed with the patient and a mutual decision must be made. m
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The Medicare 33 Percent Problem
CHRIS J. CURATOLO, M.D., AND SHAWN SIKKA, M.D.

We commend those of you who have stepped up and offered to get more
involved in tackling the issues affecting our great specialty. Your energy
and time are greatly appreciated. We also wish to thank everyone who
supported the ASA and/or NYSSA political action committees. These
committees work tirelessly to address patient safety and other issues
affecting our specialty and our future careers. This is quite simply one
of the best investments you can make in your future.
Medicare payments for physician anesthesiologists have been a
longstanding problem marked by inequality and instability. A
Government Accountability Office (GAO) report in 2007 analyzed
payments from seven different anesthesia services performed in 41
separate geographic areas nationwide. The results were disturbing and
confirmed that Medicare pays for anesthesia services at only 33 percent
of commercial rates. Other physician specialty services garner upwards
of 80 percent of commercial pay rates.
CMS recently released Medicare billing data and found physician
anesthesiologists to be one of the LOWEST paid medical specialties when
ranked by Medicare-allowed payment amounts per individual physician.
Across 50 physician specialties, anesthesiology is the 48th lowest!
The payment problem has been exacerbated by the Medicare Sustainable
Growth Rate formula (SGR). The SGR is a formula designed to ensure
that the yearly increase in expense per Medicare beneficiary does not
exceed the growth in GDP. Every year, CMS advises Congress on the
previous year’s total expenditures and target expenditures. A conversion
factor is calculated that will change payments for physician services to
meet the targeted SGR for the following year.
Of note, there is no mechanism to account for inflation. In 2010, the
conversion factor for the physician fee schedule was -21.3 percent.
Although implementation of this was delayed through several acts, it
demonstrates the significant impact the SGR has on our livelihoods.
Medicare payments to pain management physicians have also taken a
substantial cut. The cuts to physician payments for cervical and lumbar
epidural injections performed in the office setting are 58 percent and
51 percent, respectively. If performed in a hospital setting, the cuts are
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36 percent and 23 percent for the same procedures. The American
Society for Interventional Pain Management estimates that this could
force up to 40 percent of pain physicians in office settings out of practice.
The ASA and other physician groups actively advocate in Washington
every day to protect physician payments and our scope of practice. The
ASA has long advocated to permanently repeal the flawed SGR formula
and replace it with a more stable and equitable model.
It is imperative that we take an active stand and show interest in our
specialty. To get involved, join the ASA grassroots network and meet
with local policymakers (http://grassroots.asahq.org). If you are
(understandably) too busy, please donate to the ASA PAC by visiting
www.asahq.org/asapac.aspx and signing in with your ASA member
login. The resident donation is only $20 and shows a strong commitment
to your future. m
Chris J. Curatolo, M.D., and Shawn Sikka, M.D., are CA2 anesthesiology
residents at Mount Sinai Hospital. Dr. Curatolo is the president-elect of the
NYSSA Resident and Fellow Section (RFS) and Dr. Sikka serves as RFS
secretary/treasurer.

Be a Proud Physician Anesthesiologist
CHRIS J. CURATOLO, M.D., AND SHAWN SIKKA, M.D.

These articles are meant to inspire and motivate you because you are a
physician anesthesiologist and you should be very proud. Whether you
realize it or not, we represent our great specialty on a daily basis.
Interactions with patients, surgeons, and nurses form the image of what a
physician anesthesiologist is. Let’s continue our role as leaders in patient
safety and technical acumen while simultaneously pushing the image
envelope in a few simple ways.
First, wear your physician badge. Don’t have one? Contact the NYSSA and
request one. As more and more allied health professionals and mid-level
providers earn doctorates in their respective fields (e.g., physical therapists
and nurse practitioners, including nurse anesthetists), it has become very
confusing for patients who hear so many people referring to themselves as
“doctor.” When patients hear the word “doctor” in a hospital, they assume
it is a medical doctor, a physician, someone who has completed medical
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school. What’s more, patients in a hospital setting are faced with multiple
reasons to be confused, including a change in their surroundings and
routines, a disruption in their sleep cycles, and various medications that
can alter their sensorium. It is misleading to our patients to have a group
of non-physician personnel refer to themselves as doctors.
Patients trust physicians with their care and it’s important that we protect
this relationship. The NYSSA has worked with the Medical Society of the
State of New York and state legislators for the past several years to attempt
to pass a “truth in advertising” bill that would require physicians and
other providers to have clear identification of their roles on their hospital
badges (e.g., “physician” for an M.D. or D.O. and “RN” for a registered
nurse). This legislation would also make it illegal to advertise yourself as a
specialty you are not, since there is, unfortunately, a group of physicians
who advertise the services of other specialties for which they have no
training or board certification (e.g., an OB/GYN who claimed to be a
plastic surgeon and performed liposuction procedures on unsuspecting
patients).
Second, introduce yourself as a physician anesthesiologist and fully
explain your role in your patients’ care. Why? In a study presented at the
2014 ASA annual conference, less than half of surgical patients surveyed
knew that you, as a physician anesthesiologist, ensured that patients were
fit for surgery, managed pain during and after surgery, monitored blood
loss, controlled nausea and vomiting, etc. So introduce yourself as a
physician anesthesiologist and tell your patients about all the wonderful
things you do to keep them safe and ensure the highest quality care is
delivered both during and after surgery.
Third, continue to advocate for our specialty with your time and/or
resources. Physician Anesthesiologists Week 2015 was a huge success
this year, with ASA members across the country advocating for our
specialty. The week was publicly recognized by governors in multiple
states and the ASA’s news release was published in more than 1,000
daily newspapers. Furthermore, in the 2014 election cycle, the ASA
political action committee (ASAPAC) raised a total of $3.86 million
and solidified its position as the largest physician PAC in the country.
ASAPAC is also among the nation’s top 50 association, labor, and
corporate PACs. The dedication and contributions of our members
strengthen our presence and influence in Washington and ensure that
our interests are well represented.
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As the ASA slogan goes: “When seconds count, physician anesthesiologists
save lives.” We have no doubt that every one of you has been involved
in at least one situation where something terrible would have happened
either during or after surgery had you not intervened in ways others
could not, whether it’s resuscitation in the operating room or responding
to an emergency airway on the wards. Wear your physician badge with
pride, introduce yourself with the title you earned, and support the
organizations that advocate on your behalf. m
Chris J. Curatolo, M.D., and Shawn Sikka, M.D., are CA2 anesthesiology
residents at Mount Sinai Hospital. Dr. Curatolo is the president-elect of the
NYSSA Resident and Fellow Section (RFS) and Dr. Sikka serves as RFS
secretary/treasurer.

Recognizing the Need to Embrace Change
CHRIS J. CURATOLO, M.D., AND SHAWN SIKKA, M.D.

We would like to thank all the residents who attended the Saturday
resident portion of the PGA in December. Do you want to know the
future of our specialty and its workforce? The impact of the SEDASYS®
System? Read on (and don’t miss the conclusion).
ASA President Dr. J.P. Abenstein gave an absolutely phenomenal talk on
the future of our specialty — an elusive topic given today’s changing
healthcare model. It is clear that the care we deliver must improve
outcomes and that we must focus on becoming more efficient and
reliable.
Dr. Abenstein began his talk with a graph showing the percent of effort
spent delivering anesthesia over the years (see a re-creation of his graph
below). He explained that the percent of an anesthesiologist’s effort
actually delivering the anesthetic went from very high in the early days
of ether anesthesia to a much smaller amount today. We spend much
less time today actually “delivering” the anesthetic. It’s easy for a
machine to deliver a set percent of inhaled anesthetic or for a pump to
deliver a concentration of IV anesthetic.
Over the same period of time, however, the percent of effort spent on
the “medical” management of patients has done the opposite. Nowadays,
we spend a great deal of time optimizing complex surgical patients and
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carefully adjusting anesthetics to numerous comorbid conditions. Thus, a
great deal of our effort is now spent on medical management as opposed
to physically delivering the anesthetic.

Source: 2015 ASA President J.P. Abenstein, M.S.E.E., M.D.
Mayo Clinic, Rochester, Minnesota

There are numerous challenges and changes affecting healthcare. The
Affordable Care Act, like it or not, is the current law of the land. This has
expanded the number of insured persons at a time when more and more
baby boomers are approaching an age when their need for healthcare will
only increase. We are taking care of more elderly patients with more
medical comorbidities than ever. Additionally, our supply of
anesthesiologists has remained constant while, simultaneously, an entire
generation of anesthesiologists is set to retire. What’s more, there is a huge
gap in providers following this soon-to-retire group as a result of the
healthcare climate with regard to anesthesiology in the 1990s. We must
stop focusing on today and begin planning for tomorrow in order to
address the disparity between supply and demand.
Even more interesting is the topic of so-called disruptive technology.
Most of us are familiar with the SEDASYS® System, a device that titrates
propofol to a patient’s vital signs. There is also now an infusion device
available in Europe that consists of three syringe pumps. The device
delivers propofol and an opioid (e.g., sufentanil or remifentanil) titrated to
vital signs as well as a non-depolarizing neuromuscular blocker titrated to
a twitch monitor. This isn’t in the future; this is out now. These examples
illustrate the trend toward the use of technology to decrease the percent of
our effort spent on physically delivering the anesthetic, allowing us more
time to focus on evaluating our patients, optimizing them for surgery, and
managing their recovery in the perioperative period.
Technology like this already exists in other areas of healthcare in the U.S.
In the critical care world, there are physicians in areas of shortage that do
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“eICU” work. With the aid of multiple large screen computer displays,
they are able to observe a live video of each patient and manage vital
signs, imaging, labs, medications, orders, and everything else about the
patient in order to extend the reach of one critical care physician to as
many as 60 to 80 patients. As our ASA president remarked, this is
happening right now in the Upper Midwest where he practices because
there is a clear need for physicians to take care of more patients in
increasingly efficient ways.
It’s important to realize that we will need innovations such as this to
deliver the amount of care required in the future. We have to stop being
afraid of these “disruptive” technologies and embrace them as ways to
become better perioperative and patient-centered physicians. As NYSSA
president Dr. Michael Duffy said during his remarks to the House of
Delegates at PGA 2014: “Evolution is inevitable, but survival is not.”
We need to remember this when we argue against change.
Dr. Abenstein gave the perfect example of this. As a young Navy
physician, he was stationed in San Francisco during a time when the
introduction of container ships was threatening the livelihood of
longshoremen, whose job was to physically load cargo onto ships. Rather
than embracing this new “disruptive” technology, they decided to go on
strike and shut down the Port of San Francisco. After congratulating
themselves for taking a stand, the neighboring city of Oakland announced
that they would welcome and embrace these new container ships. The
result was that 100 percent of the shipping traffic was then sent to
Oakland and none went to San Francisco. The San Francisco
longshoremen lost their jobs because they refused to embrace these
“disruptive” technologies and evolve.
There has never been a better time to become an anesthesiologist. The
only certainty in any aspect of life is change, and challenges need to be
seen as opportunities. The need for your unique skill set as a leader in
patient safety and operating room management will be more crucial in the
years ahead. We must embrace the technology that has the potential to
improve the care of our patients. The imperative for change is upon us.
How will you respond? m
Chris J. Curatolo, M.D., and Shawn Sikka, M.D., are CA2 anesthesiology
residents at Mount Sinai Hospital. Dr. Curatolo is the president-elect of the
NYSSA Resident and Fellow Section (RFS) and Dr. Sikka serves as RFS
secretary/treasurer.
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The 33rd Annual International Symposium:
Clinical Update in Anesthesiology, Surgery and
Perioperative Medicine
ANDREW GOLDBERG, M.D., AND
GEORGE SILVAY, M.D.

The 33rd Annual Update in
Anesthesiology, Surgery and
Perioperative Medicine, organized by
the Department of Anesthesiology,
Icahn School of Medicine at Mount
Sinai, was held in January at the St.
Participants in the thoracic anesthesiology
Kitts Marriot Resort in St. Kitts, West
one-lung ventilation workshop
Indies. The long-standing conference
continued its successful run, with more than 175 participants from 16
countries enjoying presentations by 67 internationally recognized speakers.
Special Lectures Presented During the 2014 Symposium
MONDAY, JANUARY 19

Taking Responsibility for Perioperative Outcomes
David Reich, M.D.
President and Chief Operating Officer
The Mount Sinai Hospital
Professor of Anesthesiology
Icahn School of Medicine at Mount Sinai
New York, NY, USA
TUESDAY, JANUARY 20

Update in Pain Medicine - Chronic Postoperative Pain
Lawrence Epstein, M.D.
Associate Professor of Anesthesiology
Icahn School of Medicine at Mount Sinai
New York, NY, USA
WEDNESDAY, JANUARY 21

Patient Safety – Why Aren’t We Getting Better?
Robert Lagasse, M.D.
Professor and Vice-Chair of Anesthesiology
Director of Quality Management and Perioperative Safety
Yale University School of Medicine
New Haven, CT, USA
THURSDAY, JANUARY 22

TEVAR Perioperative Management and Outcomes
Davy Cheng, M.D., MSc
Professor and Chair of the Department of Anesthesia
University of Western Ontario
London, Ontario, Canada
FRIDAY, JANUARY 23

The conference
highlighted five special
lectures from worldrenowned experts in
anesthesiology and
surgery. The
symposium provided
cutting edge
information and
practical workshops led
by experts and offered
AMA, AANA and
perfusionist CME
credits. Complimentary
workshops included
special instruction on
transthoracic
echocardiography,
difficult airway
management, one-lung
ventilation and regional
anesthesia. These

Highlights of Cardiothoracic and Vascular Anesthesia
John G. T. Augoustides, M.D.
Associate Professor of Anesthesiology and Critical Care
University of Pennsylvania School of Medicine
Philadelphia, PA, USA
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workshops were well
received by visiting
physicians as well as
many local healthcare
providers invited to join
the symposium. The
conference also offered a
special opportunity for
residents and junior
Martin Dworschak, M.D., professor of anesthesiology for the
Medical University of Vienna, presents at a session moderated
physicians to compete in
by David L. Reich, M.D. (middle), president and COO for Mount
a difficult case session,
Sinai Hospital and professor of anesthesiology for the Icahn
with the three best
School of Medicine at Mount Sinai; and Richard Daly, M.D.,
professor of surgery for the Mayo Clinic College of Medicine.
presentations receiving
prizes and accolades.
First place was awarded to L. Sommer-Hansen, M.D., from Aarhus
University, Denmark, for her presentation titled “Management of
Hemodynamically Unstable Pregnant Women with Mitral Stenosis.”
The conference was held by the picturesque beach of the St. Kitts Marriott
Resort. While the days were full of lectures supplying current information in
perioperative medicine, conference participants also had time to enjoy the
crystal clear water and sandy beaches. Participants mingled at the Monday
night social, reconnecting with friends and colleagues from all over the world
and comparing notes in their respective fields.
Mount Sinai will host the 34th Annual Symposium: Clinical Update in
Anesthesiology, Surgery and Perioperative Medicine from January 17-22,
2016, at the San Juan Marriott Resort in San Juan, Puerto Rico. All are
welcome to attend. Please send inquiries to George Silvay at
George.silvay@mountsinai.org. m

Local healthcare workers from St. Kitts join Maria Galati, vice chair, administration, Department
of Anesthesiology in the Icahn School of Medicine at Mount Sinai; Ulku Aypar, M.D., professor
and chair of anesthesiology for Hacettepe University in Ankara, Turkey; and George Silvay, M.D.,
professor of anesthesiology for the Icahn School of Medicine at Mount Sinai.

80

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

Membership Update

New or Reinstated Members
October 1 – December 31, 2014
Active Members
DISTRICT 1

Jessica Cebula, M.D.
Cristina Galea, M.D.
Benjamin George, M.D.
Ram Manchandani, M.D.
Alvin Morgenstern, M.D.
Earl Pollard, M.D.
Wagih Saweris, M.D.
DISTRICT 2

Shawna Dorman, M.D.
Safwat Eskandar, M.D.
Caitlin Guo, M.D.
Theodore E. M. Hanley, M.D.
Justin Kim, M.D.
Cesar Lassalle, M.D.
Tina Leung, M.D.
Benita Liao, M.D.
Kiri Mackersey, M.D.
Marisa McSwain, M.D.
Aditya Patel, M.D.
Joseph Pellegrino, M.D.
Brett Simon, M.D., Ph.D.
M. Joyce Tecson, M.D.
DISTRICT 3

Thomas Caggiano, M.D.
Raymond Hinson, M.D.

Thomas Lo, M.D.
Kenneth Searles, M.D.
Shveta Stern, D.O.
DISTRICT 4

Nibras Bughrara, M.D.
Owen Halloran, M.D.
Andrew Walker, M.D.
DISTRICT 5

Emmanuel Nebab, M.D.
John Tashman, M.D.
Winston Thomas, M.D.
David Vent, M.D.
DISTRICT 6

Marcin Karcz, M.D.
Naveen Kukreja, M.D.
Garret Morris, M.D.
Matthew Paladino, M.D.
Konstantine Tzimas, M.D.
DISTRICT 7

Kalyan Kalava, M.D.
DISTRICT 8

Wesam Andraous, M.D.
Roxana Horczakiwskyj, M.D.
Lida Nadimi, M.D.
Zohra Salahuddin, M.D., M.B.B.S.
David Wagner, M.D.

Affiliate Member
DISTRICT 2

Martin Le, M.D.
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Membership Update

New or Reinstated Members
October 1 – December 31, 2014
Resident Members
DISTRICT 1

Alia Ashraf, D.O.
Sujana Dontukurthy, M.D.
Sudhakar Kinthala, M.D.
Seth Lesch, M.D.
Niranjan Maganti, M.D.
Hasandeep Mann, M.B.B.S.
Adeyemi Ogunkoya, M.D.
Priyadarshini Puttananjappa, M.B.B.S.
Jeremy Rockley, M.D.
Purnima Sharma, M.D.
Oleg Turkot, M.D.
Paul Yazhemsky, D.O.
DISTRICT 2

Sara Anwar, M.D.
Katherine Arthur, M.D.
Christina Atiya, M.D.
Matthew Barajas, M.D.
Laura Bell, M.D.
James Bergene, M.D.
Kyra Bernstein, M.D.
Sean Bok, M.D.
Harmandeep Boparai, M.D.
Robert Bowen, M.D.
Joshua Burdick-Will, M.D.
Connie Chang, M.D.
Stephen Chaponis, M.D.
Avace Dani, M.D.
Meneka Dave, M.D.
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Prianka Desai, M.D.
Peter Downey, M.D.
Andrew Duren, M.D.
Kathryn Faloba, M.D.
Andrew Fisher, M.D.
Ronald Fong, M.D.
Eric Fried, M.D.
Yuhiya Gadulov, M.D.
Aimee Gasior, M.D.
Nicole Ginsberg, M.D.
Zachary Hoffman, M.D.
John Hsih, M.D.
Richard Jin, M.D.
Mina Kim, M.D.
Michael Kiyatkin, M.D.
Sachin Kulkarni, M.D.
Allen Kwong, M.D.
Melvin La, M.D.
Jacqueline Lagoy, M.D.
Brian Lee, M.D.
Jennifer Lee, M.D.
Laura Lombardi, M.D.
Jack Louro, M.D.
David Maduram, M.D.
Joshua Marr, M.D.
Stephen Miller, M.D.
Gabrielle Musci, M.D.
Ha Nguyen, M.D.
Selaiman Noori, M.D.
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Membership Update

New or Reinstated Members
October 1 – December 31, 2014
Resident Members continued
DISTRICT 2 continued

Mathias Oppere, M.D.
Leroy Phillips, M.D.
Rima Rahal, M.D.
Prashanth Reddy, M.D.
Catherine Rim, M.D.
Edouard Rivera, M.D.
Anjali Rozario, M.D.
Siavosh Saatee, M.D.
Seyed Safavynia, M.D.
Christopher Sattler, M.D.
Amish Sheth, M.D.
Grace Shih, M.D.
Ellen Soffin, M.D.
Erin Springer, M.D.

Howard Teng, M.D.
Vijay Verma, M.D.
Maria Walline, M.D.
David Wang, M.D.
Emily Wang, M.D.
Robert White, M.D.
Stephanie Willet, M.D.
Erik Wohlfarth, M.D.
Swetha Yeldandi, M.D.
Albert Yen, M.D.
James Yoon, M.D.
Xiwen Zheng, M.D.
DISTRICT 5

Manmeet Bedi, M.D.

Medical Student
DISTRICT 2

Mohan Ramdas
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SECRETARY
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TREASURER

David S. Bronheim, M.D., Kings Point, NY

FIRST ASSISTANT SECRETARY
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