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President’s Message 

Keep On Keeping On
RICHARD N. WISSLER, M.D., PH.D., FASA

In the past few weeks, the title of this message
has been floating through my brain. It was in

common use during my childhood in the 1960s and was meant as
encouragement to persevere over problems, to continue as best you
can under less than ideal circumstances, and to never give up.
Although this phrase appeared in songs from Curtis Mayfield (1967)
and Bob Dylan (1974), it actually originated in a speech by Martin
Luther King Jr. in Montgomery, Alabama, in 1956. A portion of that
speech is as follows: “You don’t get to the Promised Land without
going through the Wilderness. You don’t get there without crossing
over hills and mountains, but if you keep on keeping on, you can’t
help but reach it.” As we all cope with the many disruptions and
stresses of the current viral pandemic period, it is nice to have a
reassuring message from one of America’s most beloved figures.

In my opinion, no one can accurately predict the exact course of the
coronavirus pandemic in the U.S. and the rest of the world over the
next few months. All of the models require many assumptions, and
these may prove to be true or untrue in the long run. The list of
possible factors that may influence the spread and clinical impact of
this pandemic is very large. It is not entirely clear what factors
mitigate the continued spread of the virus, but common sense and
some of the clinical data suggest that at least three measures should
be widely applied in our society now: face masks in public, social
distancing, and frequent hand-washing. The recent surge in
coronavirus cases throughout the U.S. is cause for concern and
careful observation.

As physician anesthesiologists, we are trained for and then practice
mainly acute care medicine. We are used to focusing intensely on one
patient or a small group of patients at any one time. However, these
acute care anesthesia episodes are almost always time-limited. This is
one reason that physician anesthesiologists are able to respond so well
to the clinical challenges posed by the onslaught of the coronavirus
pandemic. However, in general, acute care providers are vulnerable to
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both physical and psychological exhaustion. Please make certain 
that you are taking personal time for rest and renewal. To the extent
possible, keep communicating with your family, friends and
neighbors. I am concerned about two aspects of the current viral
pandemic that may lead to more stress for our NYSSA members. One
is the possibility of a second surge of coronavirus infections in New
York state. The other is the rapid onset of high clinical perioperative
volume to “make up” for the months without elective surgical cases.
This last topic is a two-edged sword as we try to reestablish our pre-
coronavirus patient care in safe and productive ways.

One strategy for professional renewal during this period of stress 
is continuing medical education (CME). As you know, there are 
many options and formats for CME to fit your individual needs. I
recommend that you explore the ASA (www.asahq.org) and NYSSA
(www.nyssa-pga.org) websites for many CME offerings. 

As I mentioned in the previous issue of Sphere, I had absolutely
expected the 74th PostGraduate Assembly in Anesthesiology (PGA) 
to occur in December 2020 at the Marriott Marquis in New York City.
However, based on new information just released to us in early
August, we now know that it will not be possible to have an on-site
meeting in December. The organizing committees, under the
leadership of Drs. Meg Rosenblatt and Linda Shore-Lesserson, will
continue to work hard to craft a 2020 PGA with interesting and useful
virtual activities. The NYSSA governance activities that usually take
place in parallel with the PGA will likely be restructured to a virtual
format but will still occur in December. The NYSSA leadership is
committed to providing value to our members and other participants
via educational activities in a safe setting. After a stressful year, I look
forward to all of us participating in a virtual PGA meeting in
December. More details will follow as events unfold.

Please remember: Keep on keeping on. m
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Editorial                   

A Change of Topic 
KIRI MACKERSEY, MBCHB

“Life starts all over again when it gets crisp 
in the fall.” 

– F. Scott Fitzgerald

With this editorial, I hope that New York has finally had room to
breathe the crisp air of fall after the events of spring and summer.
We watch as other states succumb to large numbers of COVID cases
and hope that our advice and expertise will be useful to them. 

For a change of topic away from COVID, this issue of Sphere has a
pro/con feature article on environmental friendliness in the operating
room. While our instinct might be to support the “pro” side of the
debate, it is interesting to see how complicated and nuanced the
issues are. Once we delve into the specific drugs used as well as their
production and disposal, other hidden levels of pollution and high
cost come into play.

We are pleased to begin a new series highlighting diversity and the
lives of great Black physicians. We are grateful to the chair of the
NYSSA’s Ad Hoc Committee on Professional Diversity, Dr. Chantal
Pyram-Vincent, for her contribution! Thank you also to Drs. Pyram-
Vincent, Tracey Straker and Vilma Joseph for creating a powerful
statement for the NYSSA in support of the Black Lives Matter
movement. We at Sphere participate with hope as the BLM movement
gains strength, momentum and the power to change entrenched
discrimination. We also ask our readership to examine the ways in
which we can all increase diversity in anesthesia, both in the
workplace and in training programs. In the words of Maya Angelou:
“So try to live your life in a way that you will not regret years of
useless virtue and inertia and timidity. Take up the battle. Take it up.
It’s yours. This is your life. This is your world.” m





Professional Diversity in the NYSSA 

Black Lives in Medicine     
CHANTAL M. PYRAM-VINCENT, M.D., M.P.H., FASA

How diverse are we? It is a difficult question to
address as an organization; historically, we have

not collected demographic data. Whether or not we ask the question,
race affects many aspects of our lives, our patients’ lives, and our
decision-making — consciously or not. 

Racial groups identified by the U.S. Census Bureau include:
White/Caucasian; Black/African-American; Asian; American
Indian/Alaska Native; and Native Hawaiian/Pacific Islander.
Hispanic/Latino is categorized on the U.S. Census as ethnicity since
members of this group may identify with different races.1 Racial
groups considered to be underrepresented in medicine (URIM), in
comparison to the general population, include: Black/African-
American; Hispanic/Latino; American Indian/Alaska Native; and
Native Hawaiian/Pacific Islander.2 Politically, the categories have 
been delineated. 

In 1864, Rebecca Lee Crumpler became the first African-American
woman in the U.S. to earn her medical degree.3 She attended the New
England Female Medical College, established in 1848 to train women
in medicine. She was the institution’s only black graduate. In 1873,
the college merged with Boston University to become a coeducational
institution. After the Civil War, Dr. Crumpler moved to Richmond,
Virginia, to care for former slaves and soldiers in the Freedmen’s
Bureau. When she finally returned to her hometown of Boston, she
not only dealt with pediatrics and maternal health, she also authored
A Book of Medical Discourses: In Two Parts, which is still relevant for
certain topics, such as the benefits of lactation.4

In this article, we will delve specifically into Black lives in medicine,
more than 150 years after Dr. Crumpler’s landmark achievement, to
assess current professional gaps and identify areas for improvement.
Increasing the healthcare workforce and inclusivity are integral to
addressing healthcare disparities. 
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The Statistics
African-Americans are the least likely to enter medical school with no
debt (41%), followed closely by Native Americans.5 African-Americans
also have the highest amounts of debt owed prior to medical school
matriculation, with 23% having burdens of $50,000 or more from
undergraduate education.5 As 13.4% of the U.S. population in 2019,
this group accounts for 7.1% of matriculated students, 6.2% of medical
school graduates, and 5% of the active physician workforce.2,6

The Impact of COVID-19
The COVID-19 pandemic deeply impacted NYSSA members. It took a
physical, mental and economic toll on all of us in varied ways. Some 
of us ceased working, were furloughed or considered coming out of
retirement. Others worked long hours on innovations of care or
transitioned into critical care. At the same time, some of us fell ill, were
isolated from family members, lost family members or died as a result of
the disease. As the peak of hospitalizations and deaths began to plateau
and ultimately decline in New York state, community gratitude poured 
in. As songs were broadcast over hospital intercoms in celebration of
COVID-19 discharges, we thought the storm was passing. Simultaneously,
wellness initiatives were underway to address the emotional toll faced by
physicians who struggled to find adequate PPE coverage and navigate
federal executive branch misinformation as well as early CDC guidance
that lacked scientific evidence. In New York state, our response to the 
viral pandemic improved with knowledge gained and access to resources.
However, minority colleagues and their allies throughout the country 
could not fully exhale, as it became apparent that African-American, Native
American and Hispanic populations were disproportionately affected by 
the SARS-CoV-2 virus, with increased hospitalizations and mortality. 

Recognizing Racial Injustice
With the emotional wounds from the pandemic still raw, the insidious
racism that people of color face came to a bitter boiling point for the
world to see. The inhumane murders of George Floyd, Breonna Taylor and
Ahmaud Arbery illustrated the racial inequalities of police brutality and
caused the reexamination of systemic injustices, including disparities in
law enforcement, public education, housing, employment, income and,
pointedly, healthcare delivery. As national stewards of patient safety, it is
our responsibility to ensure that all patients, regardless of gender, race,
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ethnicity, sexual orientation or religious affiliation, receive optimal,
standardized care and health equity. Disparities exist in the field of
anesthesiology, and it would be to our benefit to address the biases that
cause this, whether implicit or explicit, to improve overall care for our
population. 

Addressing Professional Diversity
In 2018, the American College of Graduate Medical Education
(ACGME) took an active role in diversity and inclusion to associate it
with accreditation, similar to medical school efforts from the Liaison
Committee on Medical Education. The ACGME developed a planning
committee focused on four pertinent areas:

1. Data Categories

2. Pipeline and Recruitment

3. Retention, Well-Being and Faculty Development 

4. Role of the ACGME as Convener and Partner

Demographic data challenges were identified across the medical
continuum, with inconsistencies in how responses are funneled,
especially for individuals selecting multiple categories. Additionally,
approximately 20% of respondents in most databases do not self-
identify, and are resultantly mislabeled as unknown.7 Demographic
information will soon be included in the ACGME database as a means
to have full and accurate data.7 In regards to pipeline initiatives,
graduate medical education programs can utilize the existing pipelines
of their sponsoring institutions or serve as initiators for early learner
programs at multiple levels of education, allowing for access to clinical
exposures, role models and research opportunities. Recruitment efforts
will require continuous innovation, especially in the peri-COVID-19
atmosphere. Inclusion and acceptance are essential to minimizing
burnout and improving well-being. The ACGME recommends
recruiting faculty from diverse backgrounds to serve as mentors,
establishing minority residents and fellows as faculty members, and
providing additional learning resources to diminish the loss of minority
residents from withdrawal or dismissal.7 The ACGME will continue to
partner with programs, sponsor institutions and specialties to ensure
the recruitment and retention of a diverse and inclusive workforce; less
reliance on standardized test performance will allow for a more holistic
approach and equitable work environment.7
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Advancements have been made in academic medicine for women and
minorities; however, gaps remain. Due to a lack of demographic data
and research solely on African-Americans in anesthesiology, we will 
use compiled minority data. Groups underrepresented in medicine,
combined, comprise 32% of the U.S. population and 8.9% of the
medical workforce.8 It is important to note that African-Americans are
the only race in medicine where the gender disparity favors women,
with women making up 58% of African-American anesthesiologists. 
In academic medicine, gender disparities were noted in various forms
of promotion criteria when comparing full-time attending physicians,
including: primary and senior authorship in medical journals, grant
awards, speakers at national meetings, departmental and national
society leadership and editorial board memberships.8 Although
improving metrics have been visualized for women, they constitute
51% of the current population. Minority physicians are a smaller group
and, it can be assumed, are less represented. Women and minority
physicians are less likely to be promoted to ranks of associate or full
professor, receive National Institutes of Health funding, and to hold
leadership positions in academic or organized medicine.9,10

On a national level, in regards to ASA leadership, many strides have
been made for women in medicine. In 1997, the Committee on
Professional Diversity was established. Initiatives included a
mentoring program, established in 2009, to align ASA members with
promising students and residents of diverse backgrounds to promote
future involvement in the ASA. Focus sessions were also enacted,
allowing constructive discourse to review challenges associated with
gender, racial and ethnic disparities.11 Although improvement has
been made at the ASA level, we can do better to sustain these efforts
and to include underrepresented minorities. In 2003, the Sullivan
Commission on Diversity in the Healthcare Workforce emphasized 
the importance of leadership diversity in organizational cultural
competence, and McKinsey and Company have demonstrated that
organizations with more ethnically diverse leadership teams are 33%
more likely to outperform peers in profitability outcomes.12,13

The NYSSA Ad Hoc Committee on Professional Diversity is cognizant of
the challenges faced by physicians of diverse backgrounds. The committee
strives to improve awareness of and mitigate implicit bias in order to
promote networking and mentoring and improve resident/faculty
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retention, promotion and wellness for physicians of diverse backgrounds.
The committee will also advocate for a reduction in healthcare disparities
to ensure that the highest standards of care are met for all patients. A
collective effort is necessary to attain positive outcomes in diverse
communities to mitigate social determinants of health and bias while
enhancing healthcare delivery.

Moving forward, the Ad Hoc Committee on Professional Diversity will:

1. Distribute a survey to the membership requesting demographic
information and assessing the needs of the membership in relation to
bias training and cultural competence. 

2. Investigate topics that will promote wellness and resident/faculty
development for members of diverse backgrounds, indirectly benefiting
respective anesthesiology departments and hospital systems.

3. Develop a mentoring program. Mentors are diverse and may be sought
via an interdepartmental or interinstitutional approach.

This has been a challenging year, but we are optimistic about the path
ahead. As the late Sen. Ted Kennedy once stated, “What divides us pales
in comparison to what unites us.” We are unified by our humanism and
our NYSSA mission: dedication to advancing the specialty of
anesthesiology and providing the safest, highest-quality care to the
citizens of New York state. m

Chantal M. Pyram-Vincent, M.D., M.P.H., FASA, is chair of the NYSSA’s Ad
Hoc Committee on Professional Diversity and director of District 3, as well as a
clinical assistant professor in the Department of Anesthesiology, Perioperative
and Pain Medicine at the Icahn School of Medicine at Mount Sinai.

REFERENCES

1.  U.S. Census Bureau. About Race. https://www.census.gov/topics/population/race/
about.html. Published 2020. Accessed July 20, 2020.

2.  Figure 6. Percentage of acceptees to U.S. medical schools by race/ethnicity (alone),
academic year 2018-2019. AAMC. Diversity in Medicine: Facts and Figures 2019.
https://www.aamc.org/data-reports/workforce/interactive-data/figure-6-percentage-
acceptees-us-medical-schools-race/ethnicity-alone-academic-year-2018-2019.
Published 2020. Accessed July 16, 2020. 

3.  Haskins J. Celebrating 10 African-American medical pioneers. Special to
AAMCNews. https://www.aamc.org/news-insights/celebrating-10-african-
american-medical-pioneers. Published 2019. Accessed July 20, 2020.

11SPHERE Fall 2020       



4.  Crumpler R. U.S. National Library of Medicine Digital Collections.
https://collections.nlm.nih.gov/bookviewer?PID=nlm:nlmuid-67521160R-
bk#page/52/mode/2up. Published 1883. Accessed July 20, 2020.

5.  Figure 10. Amount of premedical education debt for U.S. medical school
matriculants by race/ethnicity, academic year 2018-2019. AAMC. Diversity in
Medicine: Facts and Figures 2019. https://www.aamc.org/data-reports/workforce
/interactive-data/figure-10-amount-premedical-education-debt-us-medical-school-
matriculants-race/ethnicity-academic. Published 2020. Accessed July 16, 2020.

6.  U.S. Census Bureau. QuickFacts. https://www.census.gov/quickfacts/fact/table/
US/PST045219. Published 2019. Accessed July 16, 2020.

7.  McDade W. Increasing Graduate Medical Education Diversity and Inclusion. 
J Grad Med Educ 2019; 11(6):736-738. doi:10.4300/jgme-d-19-00760.1.

8.  Toledo P, Lewis C, Lange E. Women and Underrepresented Minorities in
Academic Anesthesiology. Anesthesiol Clin 2020; 38(2):449-457.
doi:10.1016/j.anclin.2020.01.004.

9.  Yu P, Parsa P, Hassanein O, Rogers S, Chang D. Minorities struggle to advance in
academic medicine: A 12-y review of diversity at the highest levels of America’s
teaching institutions. J Surg Res 2013; 182(2):212-218.
doi:10.1016/j.jss.2012.06.049.

10.  Fang D, Moy E, Colburn L, Hurley J. Racial and Ethnic Disparities in Faculty
Promotion in Academic Medicine. JAMA 2000; 284(9):1085-1092.
doi:10.1001/jama.284.9.1085.

11.  Kerr G. Diversity … Why? ASA Monitor 2009; 73(10):48-49, 53.

12.  Toledo P, Duce L, Adams J, Ross VH, Thompson KM, Wong CA. Diversity in the
American Society of Anesthesiologists Leadership. Anesth Analg 2017;
124(5):1611-1616. doi:10.1213/ane.0000000000001837.

13.  Brunson C. Fostering Diversity Within ASA Leadership. ASA Monitor 2019;
83(6):16-17.

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







To Green or Not to Green: 
The Debate Continues in the OR 
CINDY B. YEOH, M.D., KATHLEEN J. LEE, M.D., VANJA CORIC, M.D., 
SHALINI MATHIAS, M.D., CHAVALIT SITAPRADIT, M.D., 
AND LUIS E. TOLLINCHE, M.D.

Historically, the operating room (OR) has not been the target of large-
scale environmental and recycling efforts. However, the environmental
debate continues to expand in the realm of healthcare, resulting in
increased scrutiny of the impact of material waste and gas emissions
in the OR. Important elements contributing to the carbon footprint 
of the OR are the emission of inhalation anesthetics and the use of
disposable materials and equipment. 

In a single day, ORs can contribute up to 2,000 tons of medical waste,
mostly in the form of disposable medical supplies.1 Anesthesia
services contribute approximately one-fourth of this waste in the form
of gloves, syringes, endotracheal tubes, and other plastics. These low-
cost items are often wasted irresponsibly given their relatively small
financial impact. Volatile gases are also considered environmental
waste. Circuit leaks and inefficient scavenger systems can expel
volatile anesthetics into the atmosphere, resulting in OR pollution.2
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Chronic exposure to halogenated volatile anesthetics interferes with
physiologic processes, and these anesthetic agents exert a substantial
impact on greenhouse gas emissions.3 While it seems obvious that
avoidance of volatile anesthesia would reduce OR pollution, does
switching to total intravenous anesthesia (TIVA) reduce the carbon
footprint of the OR, and is it the logical alternative when “going
green”?

With the rise of multi-drug-resistant organisms, the dangers of
transmitting infection by cross-contamination are considerable. The
major advantage to the use of disposable products over reusables is
avoidance of reprocessing. Reprocessing has been linked to residual
contamination when sterilizing agents fail to reach difficult areas as
well as damage of device materials resulting in impaired function that
can compromise patient safety. Reprocessing procedures may also
expose healthcare workers and patients to toxic chemicals.4 In
addition, reusable items require packaging after reprocessing, and the
blue polypropylene, sterile instrument wrap constitutes 19% of the
total waste from ORs and is associated with substantial disposal costs.
Some hospitals have reduced disposal of polypropylene sterile wrap
by more than 5,000 pounds, with a cost savings of almost $30,000,
by switching to reusable hard metal cases.5 It seems intuitive that a
green OR would encourage staff to choose reusable products over
disposable ones. The driving force behind transition to disposable
items includes sterility, infection concerns, and ease of use. However,
controversy remains given conflicting scientific studies that support
both in terms of safety, performance, and protection.6

The life cycle assessment (LCA) was created as a means of scientific
quantification for an anesthesiologist to factor environmental impact
in clinical decision-making.6 It is a process that involves analysis of
energy and emissions used in the production, use, and disposal of an
item and also accounts for raw materials used in the product’s lifetime
and ultimate cost of disposal through incineration or landfill.7 As an
example, an LCA comparing reusable versus disposable laryngeal
mask airways (LMA) at Yale-New Haven Hospital demonstrated that
reusables fared better in every impact category considered. However,
the converse was true when considering the LCA for central venous
pressure (CVP) kits. It was found that although reusable and sterilized
CVP kits were less expensive, they were more costly from an
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environmental standpoint in terms of CO2 emission equivalents 
and water use.6,8 Hence, LCAs can differ based on equipment type,
thereby supporting the need for further studies to elucidate whether
reusable or disposable items are more environmentally sound. A
compelling overarching strategy will harness anesthetic plans that
include the utilization of only that which is needed, reusing what is
not, and decreasing the use of disposable items. This synergy can
contribute significantly to the ultimate “going green” efforts in the OR.  

A similar debate applies to the use of inhalation anesthetics versus total
intravenous anesthetics in the OR. Inhaled anesthetic agents are potent
greenhouse gases and, as more people have access to healthcare, use of
inhaled anesthetics has increased significantly. Inhaled anesthetics
undergo minimal metabolism, resulting in exhaled gases being vented
into the atmosphere and exerting a substantial impact on greenhouse gas
(GHG) emissions.3 To reduce emissions, experts suggest low fresh gas
flow (FGF) rates (usually <1 L/min), avoidance of high-impact agents
like desflurane and nitrous oxide, and consideration of regional and
intravenous techniques. Such recommendations were necessitated by
concerning data on the atmospheric lifetime of anesthetic agents

(sevoflurane  – 1.1
years, desflurane  –
21.4 years, nitrous
oxide – 114 years) in
addition to the ability
of agents such as
desflurane to trap heat
at substantially higher
rates when compared
with similar masses of
CO2.6 Seven hospitals
in British Columbia,
Canada, changed their
daily practices after a
study found a 66%
reduction of GHG
emissions over a four-
year period as a result
of decreasing the use
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of desflurane with a corresponding increase in the use of sevoflurane.9

These findings support the claim that anesthesiologists can dramatically
reduce the carbon footprint of the OR by choosing intravenous
anesthetics instead of inhalation agents. Unfortunately, the argument
doesn’t end here. That’s because intravenous agents can end up in 
our water directly via the disposal of unused drugs and indirectly via
human excretion. 

In 2003, the Stockholm County Council started an environmental 
risk-classification database of pharmaceuticals with the goal of
diminishing pharmaceutical residue in the water, air, and ground. 
Drugs were classified based on environmental risk (the ratio of 
predicted concentration to safe environmental drug concentration) 
and environmental hazard (a 9-point index based on persistence,
bioaccumulation and toxicity, or PBT index of 0-9). While TIVA
decreases vapor use, data suggests that propofol may not be an
environmentally sound choice since it has the highest PBT index of 9.6

When considering the entire procurement chain of intravenous agents, 
use of TIVA accounts for up to 60% of healthcare-related effects on the
environment. Therefore, when evaluating the impact of a drug over its
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entire life cycle, it is imperative to also consider methods of manufacture
and resources used for drug delivery in addition to the ways in which
these agents ultimately reenter the environment.7 For example, the
disposable plastics required for administration of TIVA and the energy
consumption of delivery pumps must also be factored into the
environmental impact equation.

After reviewing some of the pros and cons of utilizing eco-friendly
alternatives in the OR, it is evident that cost is one of the ultimate
barriers to going green. Hospitals across the nation and throughout the
world increasingly operate under business models. The introduction of
new ideas and measures, while environmentally sound, may not be
financially beneficial, hence the resistance to change. As hospital systems
grow, there will be increasing attention focusing on the impact of
business decisions on environmental sustainability. In the meantime, we
as physicians must continue to make a conscious choice to do our part
to reduce our carbon footprint, cognizant that even small measures
make a “world” of difference. m

Cindy B. Yeoh, M.D., and Luis E. Tollinche, M.D., are in the Department of
Anesthesiology and Critical Care Medicine at Memorial Sloan Kettering Cancer
Center. Kathleen J. Lee, M.D., is in the Department of Anesthesiology and Pain
Medicine at Roswell Park Comprehensive Cancer Center. Vanja Coric, M.D.,
Shalini Mathias, M.D., and Chavalit Sitapradit, M.D., are in the Department 
of Anesthesiology at the University at Buffalo.

This article draws on a previously published piece by Drs. Cindy B. Yeoh,
Kathleen J. Lee, Shalini Mathias, and Luis E. Tollinche, “Challenges of Going
Green in the Operating Room,” on the website Anaesthesia & Surgery Open
Access Journal, https://irispublishers.com/asoaj/pdf/ASOAJ.MS.ID.000527.pdf.  

REFERENCES

1.  Zygourakis CC, Yoon S, Valencia V, et al. Operating room waste: disposable
supply utilization in neurosurgical procedures. J Neurosurg 2017; 126(2):
620-625.

2.  Irwin MG, Trinh T, Yao CL. Occupational exposure to anaesthetic gases: a 
role for TIVA. Expert Opin Drug Saf 2009; 8(4):473-483.

3.  Özelsel TJ, Sondekoppam RV, Buro K. The future is now-it’s time to rethink
the application of the Global Warming Potential to anesthesia. Can J Anaesth
2019; 66(11):1291-1295.



4.  Srejic E. Reusables, disposables each play a role in preventing cross-
contamination. Infection Control Today 2016 April 19.

5.  Kagoma Y, Stall N, Rubinstein E, Naudie D. People, planet and profits: the 
case for greening operating rooms. CMAJ 2012; 184(17):1905-1911.

6.  Axelrod D, Bell C, Feldman J, et al. Greening the Operating Room 2014.
Available at: https://www.asahq.org/about-asa/governance-and-committees/
asa-committees/committee-on-equipment-and-facilities/environmental-
sustainability/greening-the-operating-room.

7.  Campbell M, Pierce JMT. Atmospheric science, anaesthesia, and the
environment. BJA Education 2015; 15(4):173-179.

8.  McGain F, Naylor C. Environmental sustainability in hospitals - a systematic
review and research agenda. J Health Serv Res Policy 2014; 19(4):245-252.

9.  Alexander R, Poznikoff A, Malherbe S. Greenhouse gases: the choice of volatile
anesthetic does matter. Can J Anaesth 2018; 65(2):221-222.

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

Thank you
PGA74 Supporters





The New York State Society 
of Anesthesiologists, Inc.



Reflections of an Ambulatory
Anesthesiologist From the
COVID Front Lines 
TAZEEN BEG, M.D.  

They are calling us the “front liners.” I never
thought of us — anesthesiologists — as front-
line workers until the onslaught of COVID-
19. Placing an endotracheal tube in someone
who is in respiratory distress is part of our
job, and we are doing it with commitment
and passion because that is what we are
trained to do.

To say that it is overwhelming to be on the
front lines would be an understatement.

Our 600-bed level 1 trauma center (Stony Brook University Hospital)
basically has been turned into a COVID-19 hospital with regular floors
being converted into intensive care units. The Ambulatory Surgery
Center next door is a COVID-19 ICU now that all elective surgery is
canceled. The ICUs are manned not only by intensivists, but also by
physicians who never thought they would ever be required to see such
patients when they were deciding on their future specialty! To be in an
unfamiliar realm, out of your comfort zone, is very unnerving, but a call
for duty is just that. A doctor will never refuse to take care of a patient.

The residents and fellows have been
redeployed similarly. Even medical
schools graduated their students early
so that they could be put to use.

This is unprecedented.

Being on the COVID-19 Airway Team
from the outset of this pandemic has
been both a learning and reflective
experience. Anesthesiology is a very
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The summer 2020 issue 
of Sphere featured stories
and photos from NYSSA
members on the front lines
of the battle against
COVID-19. While New
Yorkers have made some
strides against the virus,
the pandemic continues 
to wreak havoc across the
country. As part of our
continuing coverage of 
this crisis, we are sharing
another first-person
account from an NYSSA
member in the trenches
during the worst days of
the outbreak in New York.

Dr. Tazeen Beg and CRNA Sherilyn Batista steal a 
minute to give each other a hug on their way to 
intubate a patient on the COVID floor.



high-risk specialty and brings along responsibility. We are literally
supporting life every day. We put patients to sleep, but, more
importantly, we wake them up. During this pandemic we are putting
patients to sleep in order to intubate and help them breathe and rest
their tired lungs. But the difference today is the uncertainty. We are not
positive we can wake them up. Approximately 70%-80% of patients
being intubated do not make it.1

It’s brutal.

One may ask what we do to maintain composure in such difficult times.
In the operating room, we are trained to be calm and collected because
if we stress, the team around us will do the same. We are in the midst of
life and death situations daily. When called to intubate in an emergency,
we quickly switch into work mode. We are focused. Then it is just us
and the patient.

We try not to think about it too much.
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But it doesn’t work all the
time. On one of my 12-hour
shifts (we do 12-hour shifts
for seven days or nights
straight), we were called to
intubate an otherwise
healthy 28-year-old on the
16th floor of the hospital.
We arrived to find a young
male short of breath, with a
non-rebreather mask on his
face, texting someone on his
phone. He was hot and
flushed. Just before he went
off to sleep, he looked at me
with fear in his eyes and
asked if he was going to wake up from this. Will he survive? He was
tachycardic, desaturating and his labs looked dismal. I still wonder if 
I did the right thing with my usual reassuring nod and answer, “Of
course you will.” As we were doffing our PPE we got another call for
intubation. We rushed to the ER down on the fourth floor to intubate an
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Drs. Shuran Ma, Monte Chin and Meng Wang 
are happy to don their PPE.

Drs. Shaji Poovathoor, Martin Redmond, Renata Kowal, and David Guthrie



80-year-old male presumed to be
COVID-19 positive. We entered
the room to find him talking to
his wife on the phone. In between
coughs and gasps for air, he was
advising her to keep checking her
oxygenation through pulse
oximetry. She was at home, also
COVID-19 positive, and he was
concerned. He told me their kids
were in the city but hadn’t been
able to visit due to social
distancing.

This is a sad and lonely disease.

It was not yet noon and we had
already intubated five patients.
Another 77-year-old man tried

calling his wife when he found out he was going to be intubated and
would not be able to talk. Yes, he actually asked me this question. His
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Drs. Ravi Shah and Elizabeth Watson man the COVID ICU.

Dr. Anna Kogan with CRNAs 
Joreen Jasmin and Melissa Day



wife was somewhere outside the hospital, he said. The “no visitors
allowed” policy was in effect at the hospital. When he couldn’t reach
her, he called his son. With trembling hands, voice fraught with anxiety,
and short of breath he said, “I love you, kiddo.” The son couldn’t
comprehend the gravity of the situation, it seemed, and kept asking him
questions. We waited patiently inside the negative pressure room with
him. We didn’t want to rush him. This might be his last conversation
with his son. A respiratory therapist walked in just as we were preparing
to intubate. He introduced himself to the patient and said that his
mother had just called him. She wanted our patient to know that she
knew him from church and that she and her friends were all praying for
him. This message was like a breath of oxygen for him, such that it
brought a relaxed hint of a smile to his face. He seemed to be content
with his life and stopped shaking as much. Maybe it was reassuring to
know that someone up there was looking out for him.

We are kind of privy to the patient’s last conversations.

We have had several staff members and colleagues become COVID
positive. It sounds very grim and dreadful but is true. Intubating a
patient’s airway is one of the riskiest aerosolizing procedures and brings
us in close proximity to a deadly virus. I have self-quarantined myself
from my family for the past several weeks and have been living in a
room next to the garage. They understand that I can bring the virus
home. My daily routine includes leaving my shoes outside and taking a
shower before I put on anything else. We are fortunate to have PAPRS
(powered air-purifying respirators) that give us a sense of protection.
There is a battery-powered hood (covered with a patient belongings bag
to conserve PPE and cleaned frequently in between intubations), a motor
with filters on a belt across our waist, an impermeable surgical gown,
three pairs of gloves, shoe covers and plenty of OCD hand-washing. Will
taking all these precautions save us? We don’t know. It’s like fighting a
war on the front lines but not knowing where the enemy will appear. A
minuscule “creation” is wreaking havoc and has changed the face of
humanity. It can sneak up from anywhere.

There is a lot of uncertainty and fear.

I have seriously thought about the implications of my absence on my
family, for one. Fear of death has definitely crossed the minds of all
healthcare workers like me. We have had serious questions from
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colleagues about setting up a
living will. Single moms in
healthcare are worried about
their kids’ future. The elderly
who live alone have no one to
care for them. Life is precious.
I have developed a fresh
appreciation for life and can
better understand its
significance. Family — staying
connected and taking care of
your loved ones — is very
important. 

You don’t want to die alone.

No one does. But people are
dying alone. There is no one
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by their bedside for fear of contracting the illness or because hospitals
are limiting visitors. No funerals can be planned or held. Funeral homes
are overcrowded and cemeteries are overwhelmed. There is a backlog of
at least two weeks for the provision of funeral services. Life is
unpredictable. If you love someone, never forget to say it. Call your
family and friends more often. Check on them. You don’t want your
family member to become a statistic.

The pandemic has made me and my convictions stronger.

Today, I have more appreciation for my profession both as a physician
and as an anesthesiologist.

I have a deep satisfaction in my work during these difficult times.
There is an enormous outpouring of support and kindness from the
community and our families, which has kept us going. It feels good to
be appreciated. I may be doing something right.

The future is still unfolding, but I have hope.
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I want to think
positive. I believe
that with the
collective efforts of
doctors, scientists
and policymakers,
along with public
understanding and
support, we will
overcome this
challenge eventually.
We need to have
patience until a
complete cure is
found and a vaccine
created. I am proud to be a part of this team as we find our way forward
through today’s uncertainty, pain and fear with intelligence, resilience and
perseverance. Cooperation is critical. I do hope as a society we do not go
back to the so-called “normal life,” but hopefully we have had time to
reflect and learn valuable lessons. We need to come together not only in
the region but all over the world. Maybe COVID has acted as a catalyst for
a better world, or at least I would like to think so. We will know more in
the coming months. m

Tazeen Beg, M.D., is an assistant clinical professor of anesthesiology and chief of
the Division of Non-Operating Room Anesthesia (NORA) at the Renaissance
School of Medicine, Stony Brook University, Stony Brook, New York. During the
peak of the COVID-19 pandemic in New York, she volunteered for the COVID
Airway Team at her hospital. This article was written “in between [her] runs
through the hospital intubating patients.”

This article originally appeared in the Society for Ambulatory Anesthesia
(SAMBA) newsletter, Link, and on the SAMBA website at
https://sambahq.org/covid-19-resources-2/. 
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Understanding Office-Based Surgery Audits
MATHEW J. LEVY, ESQ.

An increasing number of physicians have been receiving letters from
insurance carriers informing them that the physician must repay a
substantial amount of money as a result of what has been billed to the
insurance carrier and paid without objection. Perhaps the most
frustrating part of all is that these physicians billed the insurance
companies in a particular manner for years with full disclosure and the
approval from the insurance carriers. Now, without warning, the
insurance carriers are changing their policies regarding past billing and
changing the method of billing for future services. This is the current
situation faced by numerous physicians who, with the previous explicit
approval of these insurance companies, have been billing a separate
facility fee in connection with the performing of office-based surgical
procedures.  

The typical scenario is one in which a physician sets up a private,
dedicated room for performing procedures. A separate entity, owned
by the physician, is established to receive payments for these services.
That entity has a separate tax ID number, and payments for costs
incurred in the use of this separate, dedicated room are made to that
new entity. These facilities are approved by the American Association
for the Accreditation of Ambulatory Surgical Facilities (AAAASF) or
another accrediting organization such as the Joint Commission
(formerly known as the Joint Commission on Accreditation of
Healthcare Organizations [JCAHO]) or the American Association for
Accreditation of Ambulatory Plastic Surgery Facilities (AAAAPSF). Full
disclosure has been made to the insurance carrier concerning the
formation of the separate entity and, in fact, in many cases, insurance
carriers have explicitly acquiesced to this arrangement in writing and
informed the provider that they will pay a separate facility fee in
connection with the performance of office-based surgical procedures.
In most cases the payments are made for years in the regular course of
business without any objection by the insurance carrier.

Recently, however, in concert with the increasing emphasis on
retrospective audits (industry wide) as a mechanism for cost savings
and to collect funds already paid out, insurance carriers have sent out
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notices to hundreds of providers declaring not only that the insurance
company will not reimburse the physician for this facility fee in the
future, but also that they are seeking repayment of past claims that
were paid. These insurance companies clearly had complete knowledge
of the status of the facilities (letters were issued) where the surgery was
performed, with the implicit or explicit approval from the insurance
carrier.  

The insurance carriers are now claiming that no provider, whether
participating or non-participating, can bill for a facility fee if that
facility has not been licensed under Article 28 of the New York state
public health law. This is a misinterpretation of existing law. There is
no statutory requirement that a facility be an approved Article 28
facility to be able to bill for a facility fee. In fact, there are no statutory
or regulatory guidelines that either explicitly permit or prohibit a
physician from billing a facility fee for a procedure performed in a
separate operating room located in the physician’s facility.

The Department of Health has issued an opinion in which it
acknowledges that there is no statute or regulation that prohibits
billing a separate facility fee and that “the wide variety of fact patterns
must be analyzed on a case-by-case basis before specific conclusions
can be reached about the criminal, civil or disciplinary consequences
of particular conduct by corporations or physicians.” This statement
supports our position that the payment of a facility fee is a contractual
issue between a physician and an insurance company and that there is
no absolute prohibition against paying such a fee, if agreed to by the
insurance carrier and the physician.

The contractual nature of this issue is demonstrated by the fact that
with the merger of United and Oxford, Oxford, which paid a facility
fee for the performing of office-based surgical procedures, has notified
participating providers that it will no longer pay a facility fee in order
to conform with United’s policy, which does not allow for the payment
of a facility fee. 

Physicians should be aware, however, that the Department of Health
has also advised that under certain circumstances, where the entity
being paid the facility fee is owned by a non-professional, such an
arrangement may constitute professional misconduct and/or criminal
violations.   
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In conclusion, it is the position of this firm that an insurance carrier
who has explicitly acquiesced to the billing of a facility fee and has
continually paid such fees without objection, where full disclosure of
the accreditation status of the facility has been made, has no legal
grounds to seek repayment of claims already paid to providers who
relied upon this representation in submitting these claims. m

Mathew J. Levy, Esq., is a partner at Weiss Zarett Brofman Sonnenklar &
Levy, P.C., the NYSSA’s general counsel. Mr. Levy has extensive experience
representing healthcare clients in transactional and regulatory matters. He
can be reached at 516-926-3320 or mlevy@weisszarett.com. The firm can be
found on the web at weisszarett.com.
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Albany Report

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

This edition of the Albany Report is broken down into two main parts.
The first section focuses primarily on Gov. Andrew Cuomo’s executive
orders involving the practice of nurse anesthetists. The second section
contains Albany lobbyist Bob Reid’s update, which focuses on
important legislative initiatives of interest to the NYSSA membership.

Once again I would like to extend my sincere appreciation to all the
NYSSA members who have provided critical care to patients during the
COVID-19 pandemic.

Executive Orders
On March 7, 2020, Gov. Cuomo issued executive order (EO) 202
declaring a disaster emergency for the entire state of New York. Since
this executive order was issued, Gov. Cuomo has issued more than 358
additional executive orders.

The NYSSA’s Albany lobbyists, Reid, McNally & Savage, have put
together a webpage (that is continually updated) with information 
on the governor’s executive orders. (The link to this website is also
posted on the NYSSA webpage under “Advocacy: Legislative &
Regulatory Issues.”) The Reid, McNally & Savage Executive Order
Compendium can be found at: https://docs.google.com/spread
sheets/u/2/d/e/2PACX-1vTP9edRANUjjQ5ZC1_hids4vRYZ13_
1frN16kVaI4Um9ZowwJ8zz7Whe5RSCP3fDG8hMqF9n1DrT3FJ/
pubhtml?urp=gmail_link.

Outlined below is a brief summary of Gov. Cuomo’s executive orders
allowing for independent practice of anesthesia for nurse anesthetists in
hospitals and ambulatory surgical centers.

March 23, 2020: Executive Order 202.10:
Modified 10 NYCRR Section 405.13
Modified 10 NYCRR Section 755.4

“Sections 405.13 and 755.4 of Title 10 of the NYCRR to the extent
necessary to permit an advanced practice registered nurse with a
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doctorate or master’s degree specializing in the administration of
anesthesia [to administer] anesthesia in a general hospital or free-
standing ambulatory surgery center without the supervision of a
qualified physician in these health care settings;”

May 7, 2020: Executive Order 202.28
This EO had the effect of discontinuing modification of 10 NYCRR
405. It did not, however, discontinue modification of 10 NYCRR 755.

On June 1, 2020, NYSSA President Dr. Richard Wissler directed
communication to the governor’s office with respect to our request to
reinstate 10 NYCRR 755:

Dear Governor Cuomo: 

On behalf of the more than 3,600 members of the New
York State Society of Anesthesiologists, Inc. (NYSSA), I
would like to thank you for your leadership during this
health crisis. As our members fought to save patients every
day in ICUs across the state, your daily briefings provided
critically needed information and inspiration. 

During the COVID-19 pandemic, physician anesthesiologists
have provided highly skilled, intense critical care and
anesthesia services to gravely ill patients. The NYSSA is
extremely proud of our members, who performed the
majority of intubations as well as critical care and other
anesthesia services for COVID-19 patients. As you are well
aware, they performed these services at significant personal
risk. 

We thank you for issuing Executive Order 202.28 on May 7,
2020 (effective May 8, 2020), rescinding certain provisions
contained in Executive Order 202.10, including those that
modified Section 405.13 of Title 10 of the NYCRR that
permitted an advanced practice registered nurse with a
doctorate or master’s degree specializing in the administration
of anesthesia to administer anesthesia in a general hospital
without the supervision of a qualified physician. 

As we move past the peak of the pandemic, we are now
asking that you restore the critical safety standards for
the administration of anesthesia in ambulatory surgery
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centers as well. You can do this by rescinding the
provision contained in Executive Order 202.10 that
permits an advanced practice registered nurse with a
doctorate or master’s degree specializing in the
administration of anesthesia to administer anesthesia in
a free-standing ambulatory surgery center without the
supervision of a qualified physician. Specifically, Section
755 of Title 10 of the NYCRR regulates free-standing, off-
site, hospital-based ambulatory surgical services. Section
755.4 regulates anesthesia services in these settings. 

Due to the nature of risks associated with the administration
of anesthesia during surgical procedures, where medical
intervention of a qualified physician must be done
immediately, Section 755.4 established a regulatory
framework that guarantees a qualified physician will always
be available to immediately intervene to ensure patient
safety. The regulatory framework also provides that the
operator of a free-standing ambulatory surgical center must
ensure that an anesthesiologist is responsible for the
anesthesia services. Additionally, Section 755.4 requires that
the administration of anesthesia is in accordance with the
current standards of medical practice. Section 755.4 also
requires that when non-physicians administer anesthesia, the
anesthetist must be under the direct, personal supervision of
a qualified physician. 

Since the inception of Sections 755.4 and 405.13 several
decades ago, New York state has experienced unprecedented
levels of safe anesthesia care. This is directly attributable to
the fact that a physician anesthesiologist, a physician
anesthesiologist-led anesthesia care team, or an operative
physician assumed the responsibility for supervision of the
administration of anesthesia care. 

Physician anesthesiologists are the anesthesia, pain
management, and critical care physician specialists. They
receive up to 16,000 hours of clinical training and follow
the American Society of Anesthesiologists’ practice
guidelines, which establish best practice standards, drugs,
and equipment. Our members accept medical and legal
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responsibilities in the delivery of surgical anesthesia care
(including the supervision of nurse anesthetists). 

They develop and implement the optimum anesthetic
based on each patient’s medical condition and serve as
the patient’s advocate before, during and after surgery.
Additionally, they utilize their diagnostic skills to evaluate
a patient’s overall health and identify and respond to
underlying medical conditions as necessary to prevent
complications. They are available during pre-operative
and post-operative times to provide treatment and pain
management. 

By continuing Sections 755.4 and 405.13, New York state
will continue to experience unprecedented levels of safe
anesthesia care for all New York patients. 

Once again we express our sincere gratitude for your
leadership during this difficult time. 

Very truly yours, 
Richard N. Wissler, M.D., Ph.D., FASA 
President, NYSSA

We have been advised that hospitals have expressed strong opposition
to reinstating supervision requirements based on a number of concerns,
including the possibility of a second wave of infections.

Due to the nurse anesthetists’ apparent success at the federal level in
response to their scope of practice advocacy during the pandemic state
of emergency (CMS temporary suspension of physician supervision
rules and VA initiative to revisit their Nursing Handbook to elevate
nurse anesthetists to APRNs), which the American Society of
Anesthesiologists (ASA) with the assistance of NYSSA leadership is
aggressively addressing, we anticipate that NYSANA may be energized
to continue to seek independent practice and/or may provide additional
arguments for the proponents of nurse anesthetists’ independent
practice behind the proposals submitted as part of MRT II. As Bob Reid
previously reported, the nurse anesthetists’ independent practice
proposal submitted as part of MRT II was rejected by Speaker Carl
Heastie and Senate Majority Leader Andrea Stewart-Cousins in their
respective conferences.
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Reid, McNally & Savage, NYSSA’s Albany Lobbyists
NYSSA Legislative Update 
July 24, 2020

The Legislature returned this week essentially to close committee
work for the year, with the exception of a special session on state
budget issues pending federal action on assistance to states. As
previously reported, New York state is facing a deficit of more than
$13 billion for the 20-21 SFY as a result of the COVID-19 emergency
and its economic impact on the state’s economy. We have provided a
priority list of bills we are following for the NYSSA; we also have a
larger list of bills we track.  

Following our victory in the MRT II process, where Speaker Heastie
and Senate Majority Leader Stewart-Cousins and their conferences
rejected the proposal to allow CRNA independent practice, no scope
of practice legislation regarding CRNAs has been under active
discussion. No CRNA independent practice scope of practice
legislation was acted upon prior to the adjournment of the Senate
yesterday and the Assembly early this morning. 

The question that remains is whether or not the proposal to establish
CRNA independent practice will be part and parcel of any new budget
negotiations, which will likely occur once any federal aid is
established. Recent announcements from the governor during his
daily briefing make clear that absent significant federal assistance, cuts
of up to 20% will be needed in Medicaid and other state programs.

We worked with MSSNY to defeat a number of bills put forward by
the trial bar to expand their ability to sue physicians and other
healthcare providers, such as A.5612 Weinstein/S.4006 Hoylman,
which amended the wrongful death statute to permit recovery of
damages for emotional loss when a tortfeasor is found liable for
causing a death. Current law allows recovery of pecuniary loss only,
thus making it impossible for spouses, children, parents, and siblings
to receive any compensation for their non-economic loss.

The Senate and Assembly agreed to roll back part of the malpractice
immunity granted to hospitals and nursing homes during the
coronavirus pandemic. It wouldn’t be retroactive to the start of the
emergency, but it expands liability for hospitals and nursing homes
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and would impact other healthcare workers. The bill, A.10840
Kim/S.8335 Sepulveda, passed both houses and will be sent to the
governor, who stated that he would review the bill. 

Current Status of Bills of Interest to the NYSSA Membership
Bob Reid has created a comprehensive summary and list of bills of
interest to NYSSA members, which can be found on the NYSSA
website under “Advocacy: Legislative & Regulatory Issues.” m

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

Higgins, Roberts & Suprunowicz, P.C.
1430 Balltown Road; Schenectady, NY 12309-4301

Our website: www.HRSLaw.us.com
Phone: 518-374-3399 Fax: 518-374-9416

E-mail: CJAssini@HRSLaw.us.com and cc: GKCarter@HRSLaw.us.com
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Case Report

All Hands on Deck: 
An Appreciative Inquiry Case Report
SUSAN HERRICK, M.D., JACQUELINE DONOVAN, M.D., 
AND LINDSAY GENNARI, M.D.

The Appreciative Inquiry case reports are meant to facilitate alternative
methods of examining patient care and outcomes. We hope that this series
will encourage other medical systems to consider reevaluation of their focus
in the QA process.

Appreciative Inquiry (AI) is a method of change management that
has been utilized in the business world for some time.1,2 We have
highlighted an AI approach to challenging cases in previous issues 
of Sphere. Instead of internalizing blame for bad outcomes, the
fundamental belief in AI is that work systems (organizations,
personnel, anesthesia care teams) are inherently good and are driven
to become better. AI recognizes that there is enormous talent, energy
and drive within the core of a care team, and through selective
recognition and focus on the “good” the team can become even
better. Recent articles in the surgical literature have highlighted the
extent to which teamwork and cooperation across the perioperative
care team can result in improvements in team morale and anesthesia
provider performance.3 The quest to elevate care delivery and the
perioperative patient experience moves from the Morbidity and
Mortality conference perspective — “What have we done wrong?” —
to the AI view — “What can we do even better and how can we do
that as a high-functioning team?” It is a positive, energizing process
that shifts the traditional Morbidity and Mortality approach to one of
“Positivity and Praise.” We present the following case from the AI
perspective.

Case Report
The patient was a 39-year-old female gravida 10 para 6036 with
known placenta previa and placenta accreta in the setting of a history
of two prior cesarean sections. A diagnostic ultrasound performed at
33 weeks of gestation indicated the possibility of placenta percreta
with bladder involvement. The patient was seen by the maternal fetal
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medicine, obstetric anesthesiology, and neonatology services in
consultation and scheduled for repeat cesarean delivery with possible
hysterectomy at 34 weeks gestation. 

The patient had a minimal past medical history significant only for
iron-deficiency anemia. She had a past surgical history significant for
two prior cesarean sections and two previous dilation and curettage
procedures. She denied use of tobacco, alcohol, or recreational drugs.
She had no known drug allergies. Her medications included prenatal
vitamins, calcium, magnesium, and a red beet supplement. She
weighed 76 kg and was 5’7” tall, with a BMI less than 30. Reviewing
the patient’s history, she had several key risk factors for placenta
accreta, namely the history of two previous cesarean sections with
placenta previa in the current pregnancy.

A multidisciplinary team discussed her case and planned to perform
the delivery in the main operating room rather than in the labor and
delivery operating rooms, to accommodate a potentially large team 
and improve access to resources. An obstetrician with experience
performing complex cesarean hysterectomies agreed to lead the
surgical team, with a urology team on standby. Preoperative placement
of arterial occlusion devices was discussed; however, these have 
fallen out of favor due to the high risk for vascular complications.
Preoperative risk for blood loss was estimated by the surgical team 
to be in the range of two liters, based on imaging and surgeon
experience. During preoperative discussion with the surgical team,
placement of a pre-induction arterial line was also discussed but
ultimately decided against, as the surgeon was confident that
hemostasis could be achieved with immediate hysterectomy. Our
experience working together in a cohesive team to manage patients
with the placenta accreta spectrum has resulted in a significant amount
of trust in the expertise of our surgical colleagues and their
preoperative risk assessment for bleeding. With this in mind, we felt
that a single shot spinal anesthetic, with a plan to convert to general
anesthesia for significant bleeding, would be the best anesthetic for our
patient. In our experience, we have a relatively low rate of conversion
to general anesthesia. We find that this anesthetic allows the patient to
experience the delivery of her baby, minimizes the potential maternal
complications of a general anesthetic, and decreases fetal exposure to
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general anesthetics. Though the surgical team was confidant in their
risk assessment for bleeding, we discussed that we would be prepared
for the worst case scenario by having all emergency equipment ready
and extra personnel in the OR should we need to convert quickly to
general anesthesia, place invasive monitors, and obtain central venous
access. The patient was counseled extensively by members of the
maternal fetal medicine department regarding all possible surgical
outcomes. Consultation with the obstetric anesthesiology team focused
on the possibility of conversion from neuraxial to general anesthesia,
the potential need for a massive blood transfusion, and the possibility
of postoperative mechanical ventilation.

On the day of surgery, the patient was brought to the operating room
and spinal anesthesia was induced after application of appropriate ASA
monitors. She had two large bore peripheral intravenous lines in place
as well as a noninvasive cardiac output and hemoglobin monitor. All
necessary emergency equipment was prepared, including airway
equipment, an arterial line and two rapid transfusing systems. Blood
products, which included four units of packed red blood cells and two
units of fresh frozen plasma, were brought to the operating room prior
to making the incision. Two attending anesthesiologists were present,
along with a senior resident and a nurse anesthetist. As the obstetrician
dissected down to the uterus, it became apparent that the patient did
in fact have placenta percreta with invasion into the bladder. Blood
products were prepared for transfusion at this time and the surgeon
announced his plan to proceed directly to hysterectomy after delivery
of the fetus. 

A baby girl was delivered via hysterotomy and handed off to the
Neonatal Intensive Care Unit team. Conversion to general anesthesia
was performed immediately, along with arterial line placement and
blood product administration. Simultaneously, the surgical team
proceeded with immediate hysterectomy. All available blood products
were transfused and vasopressor infusions initiated. Despite ligation of
the uterine arteries and rapid hysterectomy, the surgical team noted
continued rapid blood loss without being able to identify a clear
source. At this time, a massive transfusion protocol was initiated. 
The obstetrician manually compressed the aorta as a call for further
assistance went out. Additional anesthesiology staff, nursing staff, and
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surgical staff arrived within minutes. On the surgical side alone,
assistance was sought from the urology, vascular, trauma, and
gynecology-oncology services. The vascular surgeon clamped the aorta
to achieve hemostasis and allow for identification of the ongoing
bleeding source, which proved to be difficult. Central venous access
was obtained and four additional attending anesthesiologists arrived to
help with resuscitation, which included intraoperative transesophageal
echocardiography to assess volume status. 

Despite the enormous group effort, the surgical team was unable to
complete a primary bladder repair to control bleeding, which was
thought to be the source. Specifically, the tissue was of poor quality
for satisfactorily holding sutures. Compounding this problem, the
blood bank was depleted of platelets. Thus, the decision was made to
oversew the bladder edges and pack the abdomen and pelvis, leaving
the abdomen open for later closure, as the patient was stable on low-
dose norepinephrine infusion. By the time the patient left the
operating room and was brought, intubated, to the Surgical Intensive
Care Unit, she had received 58 units of packed red blood cells, 50
units of fresh frozen plasma, 50 units of cyroprecipitate, eight units of
platelets, 3000 ml of cell saver, and 6000 ml of crystalloid. Her blood
loss was estimated to be 30 L.

Over the next eight hours, the patient required an additional six units
of blood products and the blood bank was able to replenish its supply
of platelets. The interventional radiology service was consulted and
she underwent left uterine artery embolization after diagnostic
angiography was obtained. On post-operative day two, the patient
returned to the operating room for bladder repair and abdominal
closure. She was extubated later that evening and discharged from the
hospital one week after delivery. Her baby was discharged after two
weeks in the Neonatal Intensive Care Unit for prematurity. Both are
doing well today.

Discussion
The placenta accreta spectrum (PAS) covers three conditions. Placenta
accreta, the most common type, occurs when the placenta attaches to
the myometrium instead of the decidua. Placenta increta occurs when
the placenta invades into the myometrium. In placenta percreta, the
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placenta penetrates through the myometrium to the serosa and beyond,
sometimes affecting nearby organs such as the bladder. 

The pathogenesis of PAS is not known with certainty. The most
common theory is that defective decidualization (thin, poorly formed,
partial, absent, or dysfunctional decidua) in an area of scarring caused
by previous uterine surgery involving the endometrial-myometrial
interface allows the anchoring villi of the placenta to attach directly to
or invade the myometrium. This theory is supported by the
observation that 80 percent of patients with PAS have a history of
previous cesarean delivery, curettage, and/or myomectomy.4

The single most important risk factor for placenta accreta is placenta
previa after a prior cesarean section. For every prior cesarean section a
woman has had, the risk increases dramatically. In a prospective study
including 723 women with placenta previa undergoing cesarean
delivery, the frequency of placenta accreta increased with an increasing
number of cesarean deliveries as follows.5

• First (primary) cesarean birth — 3 percent
• Second cesarean birth — 11 percent
• Third cesarean birth — 40 percent
• Fourth cesarean birth — 61 percent
• Fifth or greater cesarean birth — 67 percent

Other risk factors for this patient included maternal age greater than
35 years old and a history of dilation and curettage.

There are several complications associated with the placenta accreta
spectrum. Placenta accreta accounts for up to 50 percent of all
cesarean hysterectomies, most of which are unplanned and performed
to control hemorrhage. The average blood loss for a parturient on the
spectrum is between 3 L and 5 L. Ninety percent of patients require
some degree of blood transfusion and 40 percent require more than 10
units of packed red blood cells. Other potential complications include
disseminated intravascular coagulopathy and transfusion-related
disorders following blood transfusion. The mortality rate for placenta
percreta, the most severe form, is 7 percent.

From an AI perspective, the delivery of this patient at a tertiary care
center with a multidisciplinary approach was instrumental in her
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favorable outcome despite the massive hemorrhage. Fortunately, 
due to judicious planning, this case was performed in a scheduled
manner. Had this case occurred as an emergency without proper
multidisciplinary input and without the time and appropriate location
to maximize availability of resources, the outcome could easily have
been disastrous. The control of the hemorrhage was a group effort
that included upwards of 30 people, including 10 anesthesiology
personnel. Prompt manual compression of the patient’s aorta while
awaiting the arrival of the vascular surgeon allowed the anesthesiology
team to stabilize the patient. The resuscitation by the anesthesia team
was an “all hands on deck” effort to assist in the massive transfusion
of blood products. The importance of the blood bank’s role cannot be
overstated, as the effort to prepare and deliver the amount of blood
products this patient received was no easy feat. This case also
highlights the importance of the antepartum anesthesiology consult in
the identification of potential complications and coordination of
multiple teams in order to achieve a positive outcome for the patient
and family. In this particular case, it allowed us to proceed with a
regional anesthetic knowing that we had not only emergency
equipment prepared but also enough staff to quickly convert to
general anesthesia and obtain additional vascular access in an
expeditious fashion. It also allows for detailed discussion with patients
and family members about all possible outcomes and sets appropriate
expectations for all involved.

Because of its many complications and high probability of morbidity
and mortality, the placenta accreta spectrum requires careful
preparation and management. m

Susan Herrick, M.D., is a graduating CA-3 resident at Albany Medical Center.
Jacqueline Donovan, M.D., is an assistant professor of anesthesiology and a
member of the division of obstetrical anesthesiology at Albany Medical Center.
Lindsay Gennari, M.D., is an associate professor of anesthesiology and a
member of the division of obstetrical anesthesiology at Albany Medical Center.

REFERENCES

1.  Cooperrider DL, Whitney D. Appreciative Inquiry: A Positive Revolution in
Change. Berrett-Koehler Publishers 2005.

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



2.  Cooperrider DL, Whitney D, Stavros JM. Appreciative Inquiry Handbook: For
Leaders of Change, 2nd Edition. Crown Custom Publishing 2008.

3.  Cooper WO, Spain DA, Guillamondegui O, et al. Association of Coworker
Reports About Unprofessional Behavior by Surgeons With Surgical
Complications in Their Patients. JAMA Surg 2019; 154(9):828-834. doi:
10.1001/jamasurg.2019.1738. 

4.  Tantbirojn P, Crum CP, Parast MM. Pathophysiology of placenta creta: the role
of decidua and extravillous trophoblast. Placenta 2008; 29(7):639-645.

5.  Silver RM, Landon MB, Rouse DJ, et al. Maternal morbidity associated with
multiple repeat cesarean deliveries. Obstet Gynecol 2006; 107(6):1226-1232.



January 16 - 21, 2022



Resident and Fellow Section Announces 
New Leadership 
The NYSSA Resident and Fellow Section (RFS) recently elected the
following board members for 2020-2021:

President: 
Mena J. Abdelmalak, M.D., MBF  
Mena is an Egyptian-born, Ohio-raised
anesthesiology resident at the Icahn School of
Medicine at Mount Sinai, where he is completing
his final year of residency. He received his
bachelor’s degree from the Ohio State University

and his master’s in business finance from the Fisher School of
Business before completing his medical doctorate at the Pennsylvania
State University College of Medicine. He has a keen interest in
healthcare efficiency, leadership and advocacy. He is looking forward
to serving as president, having served alongside Dr. Erica Fagelman
this past year as president-elect. He is also looking forward to the
unique challenge facing the NYSSA’s residents and fellows this year,
all of whom are dealing with the COVID-19 pandemic, and he is
excited to explore the new initiatives the RFS and the NYSSA as a
whole will have to adopt when adapting to the “new normal.” 

President-Elect: 
Anuschka Bhatia, M.D. 
Anuschka was born in the Philippines but grew up
in New Jersey before completing her medical degree
in upstate New York at Albany Medical College. She
is currently completing her residency training at
Mount Sinai Hospital. In her free time she can be

found cooking, baking, rock climbing, and exploring new restaurants
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with friends. Anuschka has been passionate about advocacy since her
undergraduate years and hopes to utilize these experiences to create
meaningful and consistent opportunities for residents and fellows in
New York state to engage in anesthesiology in its greater political
context. She also hopes to encourage voter participation in this
upcoming election season and to provide RFS members with
opportunities to learn, participate, and network. 

Secretary: 
Ayesha Arif, M.D.
Ayesha is a CA-3 resident at Mount Sinai
Morningside-West. A native of Long Island, 
New York, she completed her medical education 
at SUNY Downstate Health Sciences University,
College of Medicine. Following her residency

training, Ayesha will be starting her pediatric anesthesiology
fellowship at the Children’s Hospital of New York (CHONY), in
association with the Department of Anesthesiology at Columbia
University. As a continuing member of the NYSSA RFS board, her
goals are to broaden the section’s current platform and to foster a
supportive environment for networking and mentorship. Ayesha looks
forward to expanding the RFS role in shaping legislation that can
impact the practice of anesthesiology.

Event Coordinator: 
Erin Adams, M.D.
Erin is heading into her CA-2 year as a resident at
NYP-Weill Cornell and is excited to serve as event
coordinator for the RFS this year. Originally from
Long Island, she is thrilled to be back in New York
after having lived in Chicago and Washington,

D.C., for college and medical school. Throughout her academic
career, Erin has served in the role of event coordinator in various
ways, and she believes it is a unique position to provide a forum for
members of a community to join together to further their goals.
During this time especially, Erin believes that community is essential,
and she is excited to bring her experiences to this position and to
continue to learn as she works with the current board to keep the
anesthesiology community feeling connected.
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Content and Outreach Coordinator: 
Patrick Pfau, M.D.
Patrick is a CA-1 at SUNY Downstate Medical
Center. He completed his bachelor’s degree in
international relations at Brigham Young University
and his medical training at Touro University
California. After the completion of medical school,

he served as a flight surgeon in the U.S. Marine Corps and Navy
squadrons in Iwakuni, Japan, and Patuxent River, Maryland. He is
interested in resident education and pursuing a career in academic
medicine. 

Advocacy Coordinator: 
Brianna Hill, M.D.
Brianna is an anesthesiology resident at Mount
Sinai Morningside-West and is excited to serve as
the RFS advocacy coordinator. Brianna grew up in
northern New Jersey and graduated from Barnard
College, where she majored in neuroscience and

behavior. After graduation, she worked as a research assistant within
Columbia University’s Taub Institute for Research on Alzheimer’s
Disease and the Aging Brain. Brianna then attended George
Washington University’s School of Medicine and Health Sciences.
While on the RFS board, she looks forward to expanding resident
and fellow engagement and highlighting the unique aspects of the
specialty that ensure patient safety.

Fellow Representative: 
Erica Fagelman, M.D.
Erica is a native New Yorker who has lived in 
New York all her life. She went to SUNY
Downstate College of Medicine for medical
school and recently graduated as a chief resident
from the Icahn School of Medicine at Mount

Sinai Anesthesiology Residency. She is looking forward to staying at
Mount Sinai and starting her liver transplant anesthesiology
fellowship for the upcoming year. She is also thrilled about the
opportunity to remain on the RFS board as the new fellow liaison
and looks forward to planning events for the upcoming year, both
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Publish Your Case Report in Sphere

If you have questions, email Lisa ONeill at lisa@nyssa-pga.org

virtual and socially distant. Erica hopes to provide a unique 
perspective on the RFS board and to help bridge the gap between 
residents and junior attendings. She believes it is important to prepare 
senior residents in the NYSSA for their transition into fellowships and
becoming junior attendings, and to encourage them to continue their
involvement in advocacy during their attending years. m

Submit your case report for publication in Sphere.

All cases will be reviewed and the most interesting will be published.

Do you have an interesting case?

Are you ready to share your experience?

Are you interested in building your CV?

Send your case 
report via email to
lisa@nyssa-pga.org. 
Subject: 
Article for Sphere
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You Can Make a Difference
AFNY provides PGA-related scholarships to anesthesiologists

from the developing world who wish to refine their delivery of

safe, modern anesthetic care. During the past 27 years, more

than 400 anesthesiologists representing 62 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 around the world. Contributions are tax

deductible and 100 percent of every donation will be used 

to fund the programs that fulfill AFNY’s mission. 

Visit www.afny.nyc and make your donation today.

The Anesthesiology

Foundation of New

York (AFNY) is a

 501(c)(3) nonprofit

organization whose

mission is to improve

patient care around

the world.
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Anesthesia Care and Infection Control: 
Keeping Your Patients Safe 

Infection Control
for Anesthesia
Professionals

Infection control training is mandatory for anesthesiologists and other healthcare providers in the state of New York. This course satisfies the NYS licensure requirement 
for infection control education. | This course was developed and updated by NYSSA, in conjunction with Elliott S. Greene, M.D.; Richard A. Beers, M.D.; and Medcom, Inc.,

thanks to an unrestricted  educational grant from New York state. | This activity is designated for 3 AMA PRA Category 1 Credits™ of which 3 are MOCA® Safety Credits.

This updated CME
program, created by and

for anesthesiologists,
provides the information

you need to decrease 
the risk of healthcare-

associated transmission
of pathogens.

Topics Include:
m Safe injection practices designed to prevent

transmission of bloodborne pathogens.
m Principles regarding cleaning, disinfection

and sterilization of reused anesthesia
devices and the anesthesia workspace.

m Contains information on COVID-19
m Practices shown to reduce the incidence of

infectious complications associated with
neuraxial anesthetic techniques.

m Prevention and post-exposure
management of infectious diseases. 

Visit the Education tab on www.nyssa-pga.org to access the Infection Control Course.

Included with your NYSSA membership | (UPDATED 3rd Edition)
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