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Farewell Address to the
NYSSA House of Delegates
December 11, 2021
OUTGOING PRESIDENT
CHRISTOPHER L. CAMPESE, M.D., M.A., M.S., FASA

I deliver these remarks at the end of what has been,
for me, a remarkable journey. One year ago, I was honored to take the
reins as president of this distinguished society, still in the throes of a
pandemic surge, and tasked with guiding the organization safely and
surely through the following 12 months. Today, I believe that I can say to
you that the state of the NYSSA is sound and our future looks very bright.
This is not to suggest that the road to this moment has been easy or
without its challenges. We have never before been confronted with not
just one but two distinct periods when our nurse anesthesia colleagues
were given independent practice rights in our state during one calendar
year. Similarly, our PAC contributions, like so many other economic
situations, fell victim to the serious financial strains inflicted by the
pandemic. And last but certainly not least, planning this PGA meeting,
through the uncertainty of the mandates, the vaccine rollouts, and all the
other associated issues, meant that this year our organization, its staff and
its leadership were truly in uncharted waters.
It is important to recognize that we did not let these obstacles define us
or limit our effectiveness as a preeminent medical society. Rather, we met
them head-on and saw them as opportunities to reimagine our mission,
strengthen our efforts, and focus on achieving success. We accomplished
that and so much more. Every day we showed the world what it means
to be on the “front line of the front-line workers,” to put our health and
lives and all that we hold dear at risk in service to our patients. We met
the deepest callings of our profession and our oaths and supported one
another throughout this unprecedented crisis. These accomplishments
are the result of the relentless efforts of every member of the House of
Delegates and this society, and it is truly a shared triumph that deserves
recognition and applause.
Another significant achievement this year was the successful
implementation of a unified billing process with our national parent
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organization, the ASA. This has led to a dramatic increase in the
membership rolls of the NYSSA, and we are currently near or above
our historic highs for participation in our society. I want to recognize the
leadership and staff of both the ASA and the NYSSA for their efforts in
ensuring the success of this complex undertaking. I am confident that it
will continue to reap benefits for all in the years to come.
While I believe that the future for anesthesiology and the NYSSA will be
very bright, it will not come without its own destabilizing challenges as
well as opportunities for improvement. Attempts by non-physicians to
expand into our roles and even our titles; downward pressures on our
already unsatisfactory reimbursements, especially from government
payors; and the potentially wide-ranging impacts of the soon-to-beimplemented No Surprises Act are among many of the issues that will
demand our attention and our response. It is incumbent upon us to go
back to our districts and our colleagues and encourage their active
engagement in the efforts of organized medicine and our political action
committees to ensure their voices are heard loud and clear. I know that
we will be well served by our incoming president, Dr. Ted Kim, and our

Dr. Christopher Campese addresses the House of Delegates.
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very able Board of Directors as they navigate our path forward through
whatever comes our way.
At last year’s House of Delegates meeting, I made a promise to you. Now
it is time to make good on my word. The initial stages of this pandemic
were met with extraordinary leadership working on behalf of your society.
Dr. Dick Wissler put forth an amazing display of confident guidance and
gentle wisdom. There was no precedent for the ways in which his
presidency was impacted by the closure of the entire world. There was no
playbook for him to consult and follow. As I said last year, and it is no less
true today, in a society of heroes, Dr. Wissler is truly a superhero. I hope
all members of the House of Delegates and the NYSSA will join me in
expressing our gratitude to Dick for a job incredibly well done.
I must also recognize the outstanding Board of Directors and the
Executive Committee of the NYSSA for being among the finest teams I
have ever had the pleasure of working with and leading. They have met
every challenge with skill and passion and set an exceedingly high bar for
achievement. I thank you so much for all your help and guidance during

Dr. Jung T. Kim thanks Dr. Christopher Campese for his service to the NYSSA.
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this year. Similarly, but no less important, thanks to the leadership of the
PGA meeting, Drs. Meg Rosenblatt and Linda Shore-Lesserson, and all
those who gave of their time and talent to make the 75th PGA a historic
in-person event.
To the NYSSA team — Stuart, Kelly, Lisa, Will, Christina and Sandy;
Bob Reid and his firm; and Chuck Assini — where would I be without
your steady presence, your dedication to our mission and our members,
and your ability to make everything come together so seamlessly? I am
in awe of what you accomplish and so grateful for all your help during
these trying times this past year, and I thank you for everything you do
each day.
Some words of personal thanks to all my partners and colleagues who
have encouraged and supported me throughout my 30-year NYSSA
journey — from my beginnings at Albany Med (notably Drs. Kevin
Roberts, Bob Johnson, Philip Lumb, Mike Sandison and former NYSSA
President Scott Groudine, who got me started in the resident section)
through North Shore Manhasset (including Drs. Peter Walker, John
Di Capua, Leo Penzi and all my fellow floor docs), to today and my
colleagues at NAPA and Glen Cove Hospital, I could not have done this
work without your help and backing, and I am forever grateful for
having had the opportunity to spend my work life with all of you.
My family has always held a paramount place in my life, and I would like
to recognize my brother, Matthew, and sister-in-law, Fiona, along with my
nephew, Michael, and niece, Emily-Jane. A very special acknowledgement
goes to my father, Art, and my late mother, Jane. I cannot think of two
people who did more to support and encourage my dreams of becoming a
physician from an early age. I was blessed with amazing parents, and they
worked and sacrificed to help me reach so many of my life goals. I cannot
thank them enough.
To my children, Jacqueline and Benjamin, I want to thank you with all my
heart for always being so generous and understanding when sharing me
with my friends so that we could do this particularly important work. You
serve as a reminder to us that we should always recognize and remember
the inspiring gifts and sacrifices made by those who remain at home while
we care for our patients and tend to the responsibilities of our profession.
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Although I had been doing this work for many years before your arrival,
once you were born my priorities changed and my time became much
more precious. I have been blessed to have been given a sizable number
of titles in my life — doctor, teacher, scholar, department chair, even
president of the NYSSA — but none has ever meant so much or given me
more pride than to be called “Daddy.”
My most important thanks go to my wife, Suzanne. I think it is fair to say,
and anyone who knows me would agree, that Mrs. Campese is truly my
much better half. The journey of life is one of highs and lows and
considerable effort, and it is much easier and certainly a lot more fun
when you have an incredible partner and a best friend at your side. With
that in mind, I want to take this final moment to share my belief that
every great love story should, in fact, have a story.
On July 1, 1991, I walked into an operating room for the very first time
as an anesthesia resident at Albany Medical Center. This being a much
different time, I was assigned to do two open AAAs with the hardest
attending in the department and a very interesting CA-2 to guide me. To
make things worse, the vascular surgeon was a good friend, and he was in
absolute hysterics watching me be completely overwhelmed, with a deerin-the-headlights look, for the entire case. After almost five hours of this
torture, I brought the patient to the PACU. This being July 1, the receiving
nurse there had quite a field day pointing out my messy lines and
incoherent sign-out. While I gently offered to this nurse that this was my
first day and my very first case, it seemed to fall on deaf ears. But
somewhere in the back of my mind I was thinking, “I will get you back
for this. I will marry you and make you regret this interaction for the rest
of your life.” And I can say with confidence that I was successful then and
continue to be to this very day. So, I thank you, Suzanne, for being with
me literally every step of the way.
And finally, my thanks to all of you in the House of Delegates and the
NYSSA for placing your trust in me and my abilities to lead this society
and for granting me the incredible honor of serving as your president this
past year.
Thank you. m

SPHERE

Spring 2022

7

President’s Message

Moving Forward With Lessons
Learned From the Pandemic
Inaugural Address to the NYSSA House of Delegates
JUNG T. KIM, M.D., FASA

It is such an honor to be inaugurated as the next president of this
organization. I realize that it will be especially difficult to follow
Drs. Chris Campese and Dick Wissler, both of whom were asked to go
above and beyond to get us through some chaotic moments during the
pandemic. We all became very familiar with Zoom and Webex. We even
had our first virtual PGA meeting. We need to thank Stuart Hayman
and the NYSSA staff as well as the members of the board and the House
of Delegates for their heroic efforts to keep this society and the PGA
going. There was always a plan B ready.
After a big disruption such as a pandemic, we can expect that there
will be attempts to create a new normal in healthcare. Having a new

Dr. Jung T. Kim addresses the House of Delegates.
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governor adds to the unpredictability of the future. It is the responsibility
of the members of the House of Delegates to advocate for the continued
high level of anesthesia care that was delivered pre-COVID and during
COVID. Last year the PAC contributions were the lowest that I have ever
seen. I understand a lot was going on. If we hope to head toward a
normalization of activities this coming year, advocacy will be vital. I
encourage all NYSSA members to support our advocacy efforts both with
financial contributions and time.
During COVID we learned a few lessons and became comfortable in the
virtual environment. We will continue to adapt and use these lessons going
forward. Many found the virtual format convenient. We also had to take a
hard look at our PGA meeting. Everyone wants an in-person meeting,
including me. However, there are a few things that were nice about some
of the online educational materials. We should continue to explore what
our members want in future meetings, which will be in person whenever
possible.

Dr. Richard Wissler is recognized by Dr. Jung T. Kim
for his service to the NYSSA as president in 2020.
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Dr. Jung T. Kim receives the president’s gavel from Dr. Christopher Campese.

I am looking forward to working with all the NYSSA’s members, and
I have high expectations for the year ahead. You are what makes this
organization great, and if there ever was a time when we had a need
for greatness, I have to believe that time is now as we recover from a
pandemic.
Thank you for the opportunity to serve as your president.
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Editorial

Looking Ahead With Hope
SONIA G. PYNE, M.D., M.S., FASA

The year 2022 brings hope: hope for new beginnings
and hope for a new direction. I am grateful for the
opportunity to start this year as the new editor of Sphere. I wish to thank
Dr. Kiri Mackersey for her two-year stewardship of the publication and
wish her the best as she moves overseas toward new adventures.
As I look ahead, it’s hard not to feel daunted by our current
circumstances. However, we must reflect on the past so we can find the
best path forward. As anesthesiologists working during the pandemic,
we know what it means to face daily hardships and adapt the standard
of care that had been the solid foundation for patient care in our field
for hundreds of years. Entire healthcare organizations have had to pivot
along with the healthcare workers on the front lines, not just once, but
continuously through the last few years to manage the continued
challenges of caring for a sick community. As tired as we are, looking
back allows us to reflect on the remarkable work our medical
community has accomplished since March 2020. We can be reassured
that while these daily hardships are still with us, we are not in the same
position we were in 24 months ago. Looking forward, there is hope:
hope that our scientific community will continue to work at a rapid
pace to keep up with the public health needs — as well as our needs
— during this crisis, and hope that because of our collective hard
work, we will inch toward a way of life more familiar to us.
In this same vein, innovations and advances in technology provide
more reasons for hope. In ambulatory perioperative care, the area
closest to my heart, I am excited about even greater use of patientreported outcomes data that will guide medical decision-making. By the
year 2025, ambulatory surgical procedures are expected to increase
drastically — by another 45% — from the continued growth of the last
decade. Innovations in surgical technology and streamlined anesthetic
practices have allowed us to care for patients undergoing procedures
once considered unsafe in an ASC, including but not limited to cardiac
procedures (TAVRs), neurosurgical procedures (1-2 level discectomy),
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and orthopedic total joint arthroplasties. Restructuring old paradigms to
make way for new beginnings will help us, our patients, and our specialty.
Future advancements in the practice of medicine are already visible and
within our grasp.
In this upcoming year for Sphere, I wish to continue the themes explored
by the editors who preceded me. This issue will highlight the 75th
PostGraduate Assembly, which was a feat to pull off in the ever-changing
dynamic of virtual versus in-person conferencing. Feature articles this year
will focus on NYSSA committee activities and other topics of importance,
including the use of social media to share awareness about the work that
we do; the importance of diversity, equity, and inclusion; and how each
and every one of us can make a difference.
I am looking forward to our year ahead — together.

m

u
o
y
k
n
a
Th

NYSSA Supporters

14

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

Do Weekly Well-Being Surveys Improve
Resident Wellness in a Longitudinal Manner?
DANIEL MOKSZYCKI, M.D., PHARMD., BRIAN GELLER, JOSHUA POTVIN, M.D.,
PAUL FEUSTEL, M. ENGR., PH.D., FARZANA AFROZE, M.D., AND
MELISSA EHLERS, M.D.

Introduction
Residency training is notorious for long hours and high intensity,
which often leads to burnout and poor resident wellness. Burnout
is defined as a complex syndrome of “exhaustion of physical or
emotional strength or motivation usually as a result of prolonged
stress or frustration.”1 When residents are facing burnout, the ability
to learn key skills becomes much harder and mistakes become more
common.2 Avoiding resident burnout is important not only to ensure
high-quality healthcare to patients, but also because burnout can lead
to unfortunate outcomes for the residents themselves, including
depression, anxiety, and suicide.3
Resident wellness assessment has been a challenge for years due to
the lack of a validated and user-friendly tool that elicits both a high
response rate and quick reactions from supervisors.4 It is difficult for
a residency program to help residents stay well if it cannot identify
stressors that contribute to a toxic environment. Our study set out to
utilize a questionnaire that can identify burnout, record a high rate of
response, and allow for early interventions from program directors,
when appropriate. Secondarily, we also assessed stress throughout
different times of the year and variations in well-being between
departments. This study builds on a similar “Weekly Fuel Gauge”
survey conducted by an internal medicine department at the
University of Texas Southwestern, and also includes a more in-depth
separate survey at the beginning and end of the study period to assess
the previously validated well-being index (WBI) and suicidal ideation
(SI) changes.5,6 As there is no universal method to study and improve
resident well-being, we intended to determine if a weekly fuel gauge
study, along with WBI and SI questionnaires, can move residency
culture in a positive direction.
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Methods
Our well-being fuel gauge was administered in five different residency
programs at Albany Medical Center in upstate New York, following
IRB approval. During the week of December 26, 2018, the 140
residents in these programs were emailed a Well-Being Index (WBI)
baseline survey6 (previously validated as a means to detect distress in
resident physicians, see “A” below for online supplemental materials).
Beginning on Monday, December 31, residents in the five programs
were emailed a simple two-question survey each Monday before
5 a.m. for the entire year of 2019 (see “B” below for online
supplemental materials). The first question asked, “How full is your
well-being fuel tank? (1 = empty, 3 = half, 5 = full).” The second
question was a text box for them to give suggestions on how to
improve well-being in the program. Responses of 1 or 2 were
immediately referred to the respective program director so the
resident could be contacted directly and offered support within 24-48
hours (this intervention was clearly described in the consent screen at
the start of each weekly survey). Text box responses were aggregated
and communicated to the program directors at the end of the year,
while maintaining resident anonymity. At the end of 2019, residents
were again emailed the Well-Being Index survey for completion.
Interns starting in these programs during the middle of the data
collection period (i.e., July 2019) were not included in the study.
Similarly, graduating residents during this time frame (33) were not
followed beyond their graduation date. There were no attempts made
to link weekly responses to WBI scores, as it was felt this would have
interfered with resident anonymity.
This study received IRB approval at our institution as an “exempt”
study, as we provided an information sheet at the start of each survey
that informed the residents of their rights as study subjects and
assured them that participation was voluntary.

Results
Overall, this study received 705 total weekly fuel gauge responses
from residents throughout the year (out of 6,318 possible responses),
with an average of roughly five responses per resident, and a response
rate of 11.2% (Table 1).
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TABLE 1. Resident Response Rates for 2019

Resident Response Rates for Entire Year
Total Responses

705

Internal
Med/Ped
314

Total # of Residents

140

37

23

36

33

11

Response per Resident

5.04

8.49

9.17

3.44

1.09

1.82

Overall

Anesthesia

EM

Gen Surg

211

124

36

Plastic Surg
20

The anesthesiology and internal medicine-pediatrics residency programs
had the highest response rates at 9.2 and 8.5 responses per resident,
respectively. Meanwhile, the general surgery and plastic surgery programs
had the lowest response rates at 1.1 and 1.8 responses per resident,
respectively. Overall, respondents averaged a score of 3.80 (SD = 0.82)
on the weekly fuel gauge survey. Low scores (1 or 2) accounted for 5.1%
of total scores, with 36 responses, while high scores (3, 4 or 5) accounted
for 94.9% of all scores, with 669 responses (Table 2).
TABLE 2. Average Fuel Gauge Scores by Department

Average Fuel Gauge Scores
Subspecialty

Total Responses

Mean Score

Standard Deviation

Anesthesia

211

3.84

0.73

Emergency Med

124

3.74

0.80

General Surgery

36

3.58

1.16

Internal Med/Pediatrics

314

3.78

0.79

Plastic Surgery

20

4.45

1.19

When divided by specialty, plastic surgery had the highest fuel gauge
response with 4.45 (SD = 1.19). This was significantly higher when
compared to other specialties (P = .002). It must also be noted that
plastic surgery had the lowest number of total responses at 20. There
was not a statistically significant difference between other specialties,
but general surgery had the lowest fuel gauge (3.58, SD = 1.16) and
anesthesiology had the second highest (3.84, SD = 0.73). Additionally,
there was no statistical difference between the fuel gauge scores when
compared by months, but there was a trend of lower scores in the
winter months.
Among all specialties, the WBI scores decreased by 0.9 (SE = 0.5) from
a pretest average of 2.9 (N = 34) to a posttest average of 2.0 (N = 16)
(Table 3).
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TABLE 3. Average WBI Scores Pre- and Post-Intervention

While this decrease was not statistically significant (P = 0.10), all the
specialties tended toward lower posttest WBI scores. The SI scores
similarly decreased overall by 0.76 (SE = 1.44) from a pretest average of
4.6 (N = 34) to a posttest average of 3.8 (N = 16). The only specialty that
had an increase in overall SI score was emergency medicine, with an
increase of 0.6, although this change was not statistically significant
(P = .530) (Table 4).
TABLE 4. Average SI Score Pre- and Post-Intervention

18
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Discussion
The well-being fuel gauge was a quick and easy survey to administer
that required minimal time and resources for both program directors
and residents. Resident responses took less than a minute, even if
residents included text box responses. Reading through responses and
analyzing data weekly by administration and program directors
required less than an hour per week, with responses immediately
available after being submitted. Residents who responded with low
scores (1 or 2) or with concerning comments were contacted
immediately, thus helping to monitor for residents at risk and to
facilitate improvement in wellness.
With the exception of the average plastic surgery fuel gauge score,
there were no statistically significant findings in this study. We did note
a lower-than-average fuel gauge score for each department in the winter
months (November to February). This could potentially be related to
shorter days; limited opportunities for activities in the cold, snowy
weather; or lack of close family contact over the holidays. These
months could be worthy targets for increased resident wellness ideas
such as holiday parties, social gatherings, or other work-related
activities.
A longer survey was utilized before and after this yearlong study, which
assessed well-being (WBI) and suicidal ideation (SI) changes over time.
We observed an overall improvement in WBI and decrease in SI scores
after the yearlong well-being fuel gauge was administered in all
departments, with the exception of the emergency department. This
seems to imply either that frequent assessment and intervention by
administration is favorable toward resident wellness, or perhaps just a
weekly “taking stock” moment for each resident is the true driver of
steadily improving scores.
There are several limitations to this study. First, the study had a
relatively small sample size and was underpowered to detect what may
be clinically significant changes in WBI and SI. Second, the study was
completed from January to December. This meant that senior residents
in each subspecialty were lost in June after graduation and new
residents in July were not included in the study. Third, there was
potential for response bias, as residents were aware they would be
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contacted by their program director if they responded with a score of
1 or 2. Lastly, the response rate was less robust than anticipated, with
multiple potential causes including long duty hours, survey fatigue, or
fear of reprisal if scores were not high.
Going forward it would be beneficial to attempt a similar study with a
much larger sample size, potentially across multiple institutions in various
parts of the country. To help with response rates it may be advantageous
to attempt distributing the survey in a way other than email, which can
be cumbersome. Sending the survey via text, providing a paper copy at
weekly lecture days, or distributing it by other means may help facilitate
a higher response rate.

Conclusion
The yearly WBI and weekly resident wellness fuel gauge were easy-toadminister surveys that normalized frequent self-reflection and discussion
of well-being. Program directors were able to check in with residents who
reported a low well-being score and provide assistance quickly when
needed, as well as to assess resident well-being trends within their
departments over an entire year. m
Supplemental Online Content
A. Well-Being Index Survey:
https://amc.az1.qualtrics.com/jfe/form/SV_0Ca1qncoAlcyDdz
B. Resident Fuel Gauge Survey:
https://amc.az1.qualtrics.com/jfe/form/SV_ebA0rFltGrPUqep
The authors are current and previous medical students, residents and faculty
members at Albany Medical Center. Daniel Mokszycki, M.D., PharmD, is
currently a CA-2 anesthesiology resident; Brian Geller is an MS4; Joshua
Potvin, M.D., is currently a CA-2 anesthesiology resident (at Brown
University); Paul Feustel, M. Engr, Ph.D., is a professor in the Department
of Neuroscience and Experimental Therapeutics; Farzana Afroze, M.D., is
associate program director; and Melissa Ehlers, M.D., is program director
for the anesthesiology residency program.
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The 75th
PostGraduate Assembly
in Anesthesiology:
Opening Session and
R.W. Robertazzi
Memorial Panel

PGA attendees enjoyed a performance by
Thayne Jasperson from the cast of Hamilton.

Dr. Nicole Gothgen joins special guest performer
Thayne Jasperson in a sing-along.

Dr. Scott Groudine

SPHERE

Spring 2022

23

Dr. Tracey Straker

ASA President Dr. Randall Clark

Drs. Stephanie Jones, Tracey Straker and Scott Groudine

NYSSA President Dr. Christopher Campese and PGA General Chair Dr. Meg Rosenblatt
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E.A. Rovenstine
Memorial Lecture
Dr. Jeanine Wiener-Kronish
(left) and Dr. Meg Rosenblatt
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Workshops
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House of
Delegates
Meeting

Drs. Richard Wissler,
Jung T. Kim and
Christopher Campese

Drs. Meg Rosenblatt and
Christopher Campese

28

ASA Assistant Treasurer Dr. James Mesrobian
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Drs. Chantal Pyram-Vincent (left) and Tracey Straker

ASA President-Elect Dr. Michael Champeau

Dr. Elizabeth Mahoney

Drs. Richard Sommer and
Christopher Campese

ASA President Dr. Randall Clark
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Dr. Lois Connolly, a past president of the
Wisconsin Society of Anesthesiologists

Drs. Richard Wissler, David Wlody and Steven Schulman
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Dr. Lance Wagner

Dr. Steven Schulman

Lectures
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NYSCARF and Resident Happy Hour
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Women Physicians Committee Happy Hour

Technical
Exhibits
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Scenes From the
President’s Reception

Dr. Christopher Campese

Dr. Christopher Campese
and his son, Benjamin

Dr. Christopher Campese
and his daughter, Jacqueline
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Drs. Chantal Pyram-Vincent (left)
and Beverly Philip

Drs. Audra Webber and Richard Sommer

(Left to right) Drs. Mitchell Marshall,
David Bronheim and Mitchell Lee

Drs. Shamantha Reddy (left)
and Joey Mancuso
38

Laura Hayman (left) and
Dr. Michelle Kars

(Left to right) Drs. Jonathan Gal,
Christopher Troianos and Randall Clark
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(Left to right) Drs. Claudia Fernandez Robles, Diana Anca,
Patricia Mack, and Cristian Bartoc

Drs. Lance Wagner, David Wlody, Sulpicio Soriano, and A. Elizabeth Abramowicz

(Left to right) Drs. Ansara Vaz, Audra Webber, Melissa Kreso, and Janine Limoncelli
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Jet and Bonnie Toney with NYSSA Executive Director Stuart Hayman

Drs. Richard Wissler and Richard Sommer

Drs. Joey Mancuso,
David Wlody and A.
Elizabeth Abramowicz
with Christina Gruppuso
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Infection Control
for Anesthesia
Professionals
Included with your NYSSA membership | (UPDATED 3rd Edition)

Anesthesia Care and Infection Control:
Keeping Your Patients Safe
This updated CME
program, created by and
for anesthesiologists,
provides the information
you need to decrease
the risk of healthcareassociated transmission
of pathogens.

Topics Include:
m

m

m
m

m

Safe injection practices designed to prevent
transmission of bloodborne pathogens.
Principles regarding cleaning, disinfection
and sterilization of reused anesthesia
devices and the anesthesia workspace.
Contains information on COVID-19
Practices shown to reduce the incidence of
infectious complications associated with
neuraxial anesthetic techniques.
Prevention and post-exposure
management of infectious diseases.

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

Healthcare Fraud: Self-Disclosure Update
MATHEW J. LEVY, ESQ., AND SETH A. NADEL, ESQ.

What is healthcare fraud? While there are obvious cases of greed, such
as physicians billing for fictitious patients and services never performed
as well as the rendering of unnecessary medical procedures, there is
more to healthcare fraud than the obvious. Physicians could also be
accused of healthcare fraud for widely practiced rule-bending to assist
patients, including exaggerating the severity of a patient’s condition,
changing a patient’s billing diagnosis, or reporting signs or symptoms
that a patient did not have, all in an effort to help the patient secure
coverage for needed care. Recent events make clear that these infractions
can result in serious consequences. The truth is that all well-meaning
practitioners who bend the rules are placing their careers, indeed their
very freedom, at risk.
For the first time since 2013, the United States Department of Health
& Human Services Office of the Inspector General (OIG) has made
substantive revisions to its Self-Disclosure Protocol (SDP).
Originally established in 1998, the SDP — now officially known as
the “Health Care Fraud Self-Disclosure Protocol” pursuant to the
recent updates — is intended to allow providers to disclose evidence
of fraud or improper billing practices voluntarily in order to avoid
the costs and business disruptions associated with government
investigations and possible litigation. In other words, if a provider
discovers that it has been reimbursed for claims that it knows or
should have known to be legally improper (e.g., claims involving
upcoding, overbilling, or violations of the Anti-Kickback Statute), the
provider can choose to disclose the impropriety voluntarily in the
interest of a more expedient resolution rather than wait for the
government to discover the improper payments, investigate and
possibly impose sanctions.
A list of recent enforcement actions on OIG’s website illustrates the
types of claims that are commonly the subject of SDP disclosures
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(https://oig.hhs.gov/fraud/enforcement/?type=provider-self-disclosures).
In several cases, providers paid penalties to OIG based on having
disclosed that they employed individuals whom they knew or should
have known were excluded from the Medicare or Medicaid programs.
Other settlements involved disclosing instances of upcoding, billing
for services provided by unlicensed individuals, or submitting claims
for “incident to” services not covered by Medicare. In one instance, a
durable medical equipment (DME) company was required to pay $7.1
million for dispensing DME from locations not enrolled by CMS while
representing that the services were being performed at a different
enrolled location.
Besides alleviating the anxiety inherent in knowing that a possible
government enforcement action could strike at any time, the SDP
has several notable benefits for providers who avail themselves of the
process. One key benefit is that penalty calculations in SDP cases
tend to be lower than in other government enforcement actions.
Although there is no firm standard, OIG’s general practice is to
require damages in a minimum amount of 1.5 times the actual
damage rate (i.e., the amount of the improper claims), whereas the
False Claims Act (FCA) and Civil Monetary Penalties Law (CMP) can
authorize up to triple damages in other cases. Providers who use the
SDP also enjoy a presumption by OIG that they will not be required
to enter into a corporate integrity agreement (CIA); they also benefit
from a suspension of the provider’s requirement to report and return
overpayments under CMS regulations until a settlement of the
disclosed matter is reached.
There are several notable updates to the SDP for 2021. First, as
mentioned, is the name, which has been amended to “Health Care
Fraud Self-Disclosure Protocol” (previously the “Provider Self-Disclosure
Protocol”), presumably to clarify that the SDP applies to any “person,”
rather than merely providers. OIG also published updated statistics
showing that between 1998 and 2020, OIG resolved more than 2,200
disclosures, resulting in over $870 million in recoveries to federal
healthcare programs.
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To focus its enforcement efforts and allocate OIG’s resources more
efficiently, the 2021 updates also provide for higher minimum
settlement amounts required to resolve matters that come about as
a result of SDP disclosures. Previously, resolutions under the SPD
required minimum settlements of $50,000 for disclosed violations of
the Anti-Kickback Statute, and $10,000 for all other violations. Under
the 2021 updates, the minimum settlements for both have been
doubled, to $100,000 and $20,000, respectively.
The 2021 updates also brought several logistical changes to the SDP
process. Whereas previously the self-disclosing party could submit an
SDP either by mail or through OIG’s online portal, all disclosures must
now be sent through the portal. There is also a new requirement that
the self-disclosing party must identify the estimated damages to each
federal healthcare program as well as the sum of all estimated damages.
The updates further clarify additional requirements for use of the SDP
for entities subject to existing corporate integrity agreements and
require the disclosing party to state that it is subject to a CIA, and to
send a copy to the party’s assigned OIG monitor.
Finally, the 2021 updates also contain minor changes to the provision
regarding OIG’s coordination with the United States Department of
Justice (DOJ) in civil and criminal matters. Unfortunately, although the
SDP can be a useful mechanism for resolving civil matters involving
false claims more favorably, and while OIG may advocate for leniency
by DOJ based on a party’s self-disclosure, use of the SDP does not
preclude a related civil investigation by DOJ unless DOJ chooses to
participate in any resulting settlement. While this has not changed
with the 2021 update, the language of the SDP with respect to criminal
matters has been edited. The OIG no longer “encourages” parties to
disclose potential criminal conduct, and OIG will no longer advocate
for a benefit in any prospective criminal matter based on the disclosing
party’s use of the SDP. In other words, OIG seems committed to
leaving criminal matters to the DOJ, and a provider cannot rely on use
of the SDP to mitigate the consequences of any potential criminal
conduct.
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A full copy of the updated SDP may be found at https://oig.hhs.gov/
documents/self-disclosure-info/1006/Self-Disclosure-Protocol-2021.pdf.
The healthcare attorneys at Weiss Zarett routinely assists physicians
in connection with OIG self-disclosure protocols, audits and
investigations by governmental agencies and third-party payors, as
well as investigations by state and federal law enforcement agencies
such as DOJ and MFCU. If you have any questions or require
assistance with such a matter, please feel free to reach out to Mathew
J. Levy, Esq., at 516-427-7076. m
Mathew J. Levy, Esq., is a shareholder/director of Weiss Zarett who cochairs the firm’s corporate transaction and healthcare regulatory practice
and serves as the NYSSA’s general counsel. Seth A. Nadel, Esq., is an
associate at Weiss Zarett. The firm can be found on the web at
weisszarett.com.

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.

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 28 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.

Albany Report

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

NYSSA Leaders Testify Before New York State Assembly Committees
In November 2021, then-President Dr. Christopher Campese and
Dr. Chantal Pyram-Vincent, chair of the Committee on Professional
Diversity, gave testimony at a combined hearing of the New York state
Assembly standing committees on health, labor, and higher education
to address the impact of the COVID-19 pandemic on the healthcare
delivery system and the healthcare workforce in New York state
(November 17, 2021, “Public Hearing on the Impact of COVID-19
on the Delivery of Health Care and the Health Care Workforce”).
The testimony offered by Dr. Campese and Dr. Pyram-Vincent before
the Assembly standing committees was extraordinarily well done (the
written testimony can be found on the NYSSA website under
“Advocacy” — “Legislative & Regulatory Issues”). In addition to making
an excellent presentation, both Dr. Campese and Dr. Pyram-Vincent
responded professionally to questions posed by the committees’
members, in particular the questions posed by Assemblyman Richard
Gottfried. Outlined below are excerpts from the exchanges Dr. Campese
and Dr. Pyram-Vincent had with Assemblyman Gottfried and
Assemblywoman Deborah Glick. These exchanges underscore how well
prepared Dr. Campese and Dr. Pyram-Vincent were and highlight the
importance of emphasizing to legislators how best outcomes are
achieved when physician anesthesiologists and nurse anesthetists work
together in physician-led anesthesia care teams. The NYSSA is fortunate
to have dedicated leaders who were willing to accept the invitation to
testify on extremely short notice, which required adjustments to their
professional obligations. Both Dr. Campese and Dr. Pyram-Vincent
expended a significant amount of time planning, developing, and
presenting their testimony.
[First excerpt begins on page 251 of the written transcript. This excerpt has
been edited for clarity.]
ASSEMBLY MEMBER GOTTFRIED: Thank you. Is there
medical literature on the experience under the executive
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order relating to CRNAs? I mean, if there were problems as
a result of the executive order … is there medical literature
that speaks to that?
DOCTOR CAMPESE: I’m not familiar with any direct medical
literature, but we can certainly get back to you and find out if
anything has been published recently. I would suggest,
though, that there were a number of significant impacts
during COVID that might make that time period difficult to
use when generating an assessment. If you drop your elective
surgical volume 70 to 80 percent, nobody is coming to the
hospital to have operations; you’re not going to really have the
same kind of volume, you’re not going to have the same kind
of experience that you would have … in a non-crisis. During
the height of the pandemic, there’s no other way to put it, but
it was a war zone. Everybody was expected to pitch in and do
everything they could to save any patient … they were in
contact with. Everybody functioned … as a member of a team
… COVID patients were the … sickest … patients that I have
seen in a very long time … So what did that mean? It meant
that even for intubations in the hospital for COVID patients,
these were team-based events … [I]n my hospital and … [in]
my experience, we didn’t go to intubate a COVID patient on
our own. We went with another provider. This was a twoperson situation because I’ve never seen anybody have such
problems with their breathing where there was no time to
even have the smallest of delay in getting a breathing tube in
place. And I’m sure as you’re aware, during the COVID
pandemic, the mortality rate for patients who were intubated,
who were on ventilators with breathing tubes, was about 90%.
If you got a breathing tube you were pretty sure you were
going to die. So we didn’t take those airway situations lightly.
We made sure we had an extra pair of hands and tried to
provide the absolute best care because seconds really counted.
ASSEMBLY MEMBER GOTTFRIED: … [G]iven that stressful
circumstance, if CRNAs were not up to the task, you would
think that might have shown up in … that environment. So
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… again … you said you would check to see if there was
medical literature on the subject; I would appreciate that.
DOCTOR CAMPESE: Sure, absolutely.
[Second excerpt begins on page 253 of the written transcript. This excerpt
has been edited for clarity.]
ASSEMBLY MEMBER GLICK: … I’m just a layperson, so the
question in my head is, if you go in for a more minor kind
of surgery versus … open heart surgery, could you address
the differences that might occur if one is in a situation
where one’s getting a colonoscopy versus, you know, heart
surgery?
DOCTOR PYRAM-VINCENT: … [I]n addition to the type of
surgery, you also have to think of the complexities that the
patient walks in with … [A]re there comorbidities? …
[T]aking both of those into consideration, there are negative
consequences or complications that you can anticipate, but
in our line of work there are also unanticipated
consequences that can happen. So for example, you
mentioned a colonoscopy, which we typically perform under
sedation, but depending on th[e] patient it’s very easy to
actually lose the airway because they don’t have an airway
device in place. They’re sedated and they’re receiving
oxygen through their nose. And in something like that if
you do lose their airway, that’s something that would
happen very rapidly and you would rapidly try to preserve
that airway … And in cases like that, also just to clarify,
sometimes those patients can actually throw up during the
procedure and it’s something that we call aspiration. If you
actually throw up and …
ASSEMBLY MEMBER GLICK: And inhale.
DOCTOR PYRAM-VINCENT: … exactly, and it goes into
your lungs, and the reason for that is because in a
colonoscopy they’re actually insufflating your colon with a
lot of air, and that distension can lead to the pressure
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building up and … you then vomit. So, in even a simple
procedure such as a colonoscopy, there are multiple risks
with it and we do work with nurse anesthetists, and there
are many times where we’ll supervise nurse anesthetists
while they’re [providing the anesthesia for] the colonoscopy
and we’re immediately available. What we’re saying is that
we support working with nurse anesthetists; we just support
physician-led care.
DOCTOR CAMPESE: The more hands, the more eyes, the
more brains that you have taking care of any patient … the
[safer it is]. Why would [we not] argue for the safest care
for New Yorkers in every situation, in every part of the
state? … [T]here is no simple case. Anything can go wrong
on any person at any time, and I’ve done this for 30 years
now [and] I’ve seen it … [T]here can be some really bad
situations that happen very quickly and seconds really do
count.
The link to the testimony of Dr. Campese and Dr. Pyram-Vincent (as well as
the testimony of the representative from NYSANA) should still be available
on the Assembly website at https://nyassembly.gov/av/hearings/. It is
filed under November 17, 2021, “Public Hearing on the Impact of COVID19 on the Delivery of Health Care and the Health Care Workforce” Part
1 and Part 2 (the agenda, transcript — the testimony of Dr. Campese
and Dr. Pyram-Vincent begins on page 244 — and video are available).
I recommend taking some time to watch the video.

Virtual Legislative Day May 17, 2022
At the time of this writing, the decision has been made to conduct the
upcoming NYSSA annual Legislative Day remotely. Legislative Day is
scheduled for Tuesday, May 17, 2022. We welcome and encourage your
participation. Additional information will be forthcoming from NYSSA
headquarters. Significantly, as a result of Gov. Kathy Hochul’s decision
to reinstate executive orders that mirror, to a large extent, the former
governor’s executive orders with respect to the delivery of healthcare,
including the suspension of supervision of nurse anesthetists by
physician anesthesiologists in hospitals and ambulatory surgical centers
that may be extended for several more months, it will be critical for our
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membership to express to their legislators the importance of your role
responding to critical patient needs during the pandemic as well as the
importance of preserving the physician anesthesiologist-led anesthesia
care team.
Please note that you do not have to wait until May 17, 2022, to
schedule a meeting with your legislative representatives. Bob Reid
(Reid, McNally & Savage, LLC), Stuart Hayman, and I stand ready to
assist you in scheduling meetings.
The following documents have been posted on the NYSSA website
(“Advocacy” — “Legislative & Regulatory Issues” webpage) under
“NYSSA’s Virtual Annual Legislative Day 2022”:
1. Memorandum in Opposition to A7268/S5435A
(Gottfried/Cooney) Collaboration Practice for NAs
2. Memorandum in Opposition to S3381 (Bailey)
Collaboration Practice for NAs
3. Memorandum in Support of A6986/S0987 (Bichotte
Hermelyn/Gaughran) Safe Anesthesia Bill
4. Safe Anesthesia Brochure (tri-fold document)
5. Memorandum in Opposition to A3470A/S2521A
(Gottfried/Rivera) “Patient Medical Debt Protection Act”

Legislation on Opioids
Legislation by Braunstein/Harckham (A336A/S2966A) passed both
houses and was signed into law on December 30, 2021, as Chapter 803
of the Laws of 2022. This bill is: “An act to amend the public health
law, in relation to prescribing an opioid antagonist with a patient’s first
opioid prescription in a given year.” The bill adds a new subdivision 7
to Section 3309 of the public health law:
7. With the first prescription to a particular patient of an
opioid of each year for use in a setting other than a general
hospital or nursing home under article twenty-eight of this
chapter or facility under article thirty-one of the mental
hygiene law, or when a practitioner is prescribing a controlled
substance to a patient under the care of hospice as defined by
section four thousand two of this chapter, the prescriber shall
prescribe an opioid antagonist when any of the following risk
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factors are present: (a) a history of substance use disorder;
(b) high dose or cumulative prescriptions that result in ninety
morphine 12 milligram equivalents or higher per day;
(c) concurrent use of opioids and benzodiazepine or
nonbenzodiazepine sedative hypnotics.
According to Dr. Larry Epstein, a past president of the NYSSA and a
professor of anesthesiology, perioperative and pain medicine at Mount
Sinai Hospital, the new requirement represents existing “best practices”
under CDC/DEA and CMS (MIPS measures) guidelines. 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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Publish Your Case Report in Sphere
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

Submit your case report for publication in Sphere.
All cases will be reviewed and the most interesting will be published.
If you have questions, email Lisa ONeill at lisa@nyssa-pga.org

Case Report

Iatrogenic Tracheal Tear During Upper
Gastrointestinal Endoscopy in a Patient With
Neurofibromatosis Type 1: A Case Report
JASON KARELIS, M.D., AND AARON N. PRIMM, M.D., FASA

Abstract
Airway and respiratory changes associated with neurofibromatosis type 1
(NF1) can place these patients at risk for procedural and anesthetic
complications. The presence of severe kyphoscoliosis can lead to altered
airway anatomy and necessitates a thorough preoperative evaluation. We
describe the case of a woman with NF1 and severe kyphoscoliosis who
suffered an iatrogenic tracheal tear during an upper endoscopy.
Introduction
Neurofibromatosis type 1 (NF1), also known as von Recklinghausen’s
disease, is a multisystem hereditary disorder characterized by tumor
formation in the mesodermal and ectodermal tissues.1 Though a
constellation of systems may manifest, those related to the airway and
respiratory system are of most immediate concern to anesthesiologists.
Such changes, like severe kyphoscoliosis, can lead to distortion of the
airway and respiratory failure.2 Currently, there is a lack of information
regarding airway complications in patients with kyphoscoliosis. We
report on a 56-year-old female with NF1 and significant kyphoscoliosis
who suffered a rare iatrogenic tracheal tear. Written consent was obtained
from the patient to write this case report.
Case Description
A 56-year-old female with a past medical history significant for NF1, severe
thoracic kyphoscoliosis, malignant peripheral nerve sheath tumor (MPNST)
of the left calf, and metastatic spinal masses presented to the hospital
endoscopy suite for esophagogastroduodenoscopy (EGD) and endoscopic
ultrasound (EUS) of an expanding peripheral neuroendocrine tumor at the
head of the pancreas. The patient was 152 cm tall and 50 kg. The
preoperative examination findings were only remarkable for kyphosis and
multiple cutaneous neurofibromas. She was allergic to iodine (angioedema)
and penicillin (swelling of throat and legs). Previous magnetic resonance
imaging (MRI) (Figure 1) demonstrated an extensive midthoracic plexiform
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neurofibroma with acute focal kyphosis of the midthoracic spine and
angulation with dextrocurvature of the upper thoracic spine. Previous
exams had shown no evidence of intraoral or airway fibromas.

Figure 1: Magnetic resonance image of the total spine, without contrast, demonstrating
acute focal thoracic kyphosis and multiple spinal neurofibromas.

The anesthetic plan was for deep sedation with propofol. After
induction, the procedural team had difficulty advancing the scope into
the esophagus despite multiple attempts, causing coughing and rapid
oxygen desaturation (SpO2) that did not immediately improve with
assisted facemask ventilation. The decision was made to administer
intravenous succinylcholine and convert to general anesthesia with
tracheal intubation. Direct laryngoscopy revealed a grade I view and a
7.0 cm cuffed endotracheal tube (ETT), without a stylet, was advanced
past the vocal cords to 22 cm at the gums. Manual ventilation showed
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chest rise with a peak inspiratory pressure (PIP) of 10 cm H2O. No endtidal carbon dioxide (EtCO2) was detected, and the patient desaturated to
a SpO2 in the 70s. After deflation of the cuff, the ETT was pulled back to
about 20 cm, resulting in an EtCO2 tracing, improved SpO2, and PIP of
37 cm H2O; however, bilateral rales and wheezing were heard on
auscultation. A subsequent intraoperative bronchoscopy was notable only
for moderate serosanguinous fluid in the trachea. Given these events, and
the difficulty with scope insertion, the procedure was aborted.
Shortly thereafter, the patient had worsening respiratory dynamics while
also becoming increasingly tachycardic. New facial edema was noted,
prompting treatment for a possible anaphylactic reaction. As tidal volumes
decreased, subcutaneous crepitus was noted bilaterally down to the fingers.
A portable chest radiograph (CXR) was performed, showing a right-sided
tension pneumothorax (Figure 2). While still in the endoscopy suite, a
pigtail catheter was placed emergently for chest decompression, resulting in
significantly improved pulmonary pressures and normotension, before the
patient was admitted to the intensive care unit (ICU).

Figure 2: Portable chest radiograph demonstrating a right-sided tension pneumothorax
with complete right lung collapse and right-to-left midline shift.
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In the ICU, the patient had severe hypotension and poor tidal volumes,
prompting a repeat bronchoscopy. After further withdrawal of the ETT to
just distal of the vocal cords, the exam demonstrated a previously
undetected tear in the posterior tracheal membrane measuring 1.5 cm and
located 1.5 cm
proximal to the
carina (Figure 3).
At this time, the ETT
was intentionally
advanced into the
left mainstem
bronchus, with
subsequent rapid
improvement in tidal
volumes seen on the
ventilator. The
patient underwent
emergent robotic
repair of the tear,
which was noted to
Figure 3: Endoscopic image demonstrating the posterior
be technically
tracheal tear.
challenging, with
unusual “friable” tracheal tissue. The patient returned to the ICU, where
she was extubated the next morning. A repeat CXR showed partial
resolution of the pneumothorax.

Discussion
NF1 is an autosomal dominant, multisystem hereditary disorder caused
by a mutation in the tumor suppressor gene that encodes neurofibromin,
leading to an increased proclivity for tumor formation.3-5 NF1 has a
variable clinical presentation, with an estimated birth incidence of
1:2,600 to 1:3,000.6 The most common manifestation is multiple
peripheral nerve sheath tumors called neurofibromas, which are benign
and composed of perineurial cells, Schwann cells, and fibroblasts.5
These plexiform neurofibromas have the potential to undergo malignant
transformation into MPNSTs1 and were present in our patient. NF1 can
also cause kyphoscoliosis4 as well as vasculopathy associated with
increased risk of aneurysm rupture, cardiomyopathy, renal arterial
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stenosis, superior vena cava compression from mediastinal
neurofibromas, and gastrointestinal tumors.1,3,7
The airway and respiratory system manifestations of this disease are
important in the preoperative anesthetic evaluation. Discrete intra-oral
fibromas can cause obstruction and distortion of the airway or manifest
as unilateral vocal cord palsy from recurrent laryngeal nerve involvement.1
Neurofibromas in the cervical region or pharyngeal space can result in
dyspnea, stridor, or a change in voice, giving the anesthesiologist warning
of a potentially difficult airway. Severe kyphosis is often accompanied by
a restrictive respiratory pathology with reduced vital capacity2,3,8 and
distorted tracheobronchial anatomy. Specifically, spinal deformities,
including kyphoscoliosis, are capable of causing tracheal deviation,
which can increase the risk of traumatic tracheal intubation.2 Previous
imaging in our patient was not concerning for airway obstruction. Still,
it was significant for an acute angulation in the upper thoracic spine,
which affects approximately 10% of NF1 patients.1
The procedural team’s difficulty advancing the endoscope into the
esophagus was reflective of derangement of the thoracic anatomy.
After multiple attempts with poor direct visualization by the endoscope
operator, it is likely that bleeding obscured the endoscope and led to
an inadvertent tracheal intubation and tracheal tear. This would be
extremely rare, with no past mentions in the literature. Despite the
anesthesiologist’s seemingly uncomplicated airway management, it is
also possible that the tear occurred due to direct trauma by the ETT.
Iatrogenic injury or tear of the tracheobronchial tree following
intubation is uncommon, with a reported incidence from 0.01% to
0.37%.9,10 Tracheal injury can occur from stylets protruding from tube
tips, the tips of the tubes themselves, overinflated cuffs, movements
of the ETT without cuff deflation, or ETTs that are inappropriately large
in diameter.9,10
The presenting symptom of a tracheal tear is most commonly
subcutaneous emphysema. In our patient, it appears the immediate
manifestation was oxygen desaturation and lack of detectable EtCO2,
as the ventilator was insufflating the mediastinum rather than the lungs
after initial ETT placement. Further complicating the picture was the
concern for anaphylactic reaction, as tachycardia, bilateral wheezing,
a history of severe reactions, and facial edema were noted. The edema
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associated with a tracheal tear can be confused with anaphylaxis but will
not involve the lips.11 Since fiberoptic bronchoscopy can definitively and
rapidly diagnose tracheal tear, it was appropriate that bronchoscopy was
performed without delay. Unfortunately, it was most likely that secretions
were obscuring the view of the tear during the initial bronchoscopy, which
only became evident during a subsequent bronchoscopy in the ICU.
Though the tracheal tear was eventually diagnosed and treated, there are
other factors that may have optimized the management of this patient.
Preoperatively, patients with NF1 should have neck and thoracic
imaging as well as indirect laryngoscopy performed if there is any
concern of fibromas in the tracheobronchial tree.1 If kyphosis is
apparent, pulmonary function tests (PFTs) will help delineate the
severity of restrictive pulmonary disease. Evidence of severe pathology
would potentially alter the anesthetic plan, making general anesthesia
with an ETT preferable over sedation, as patients will be unable to
tolerate over-sedation or apnea. Additionally, these results would inform
mechanical ventilator settings to reduce the risk of ventilator-induced
lung injury. Our patient did not have PFTs completed preoperatively.
When endotracheal intubation is planned, warming of the ETT to
increase flexibility may be beneficial, as would lubrication. Under no
circumstance should the ETT be forced against resistance. An endoscope
for upper gastrointestinal examination should only be advanced in the
hypopharynx posterior to the vocal cords (left pyriform fossa) under
direct visualization. If this is not possible, the patient should have the
airway secured prior to endoscopy.
In conclusion, patients with NF1 can present a wide range of airway and
respiratory manifestations that require careful preoperative planning and
investigation. Practitioners should assess for possible fibromatous airway
obstruction, kyphoscoliosis, and distorted airway anatomy. These
patients are at risk for tracheal injury and would benefit from
conservative airway management to mitigate complications. Our patient
represents a rare complication in an uncommon disease and should be
instructive for future practitioners. m
Jason Karelis, M.D., and Aaron N. Primm, M.D., FASA, are in the Department of
Anesthesiology, Perioperative Care and Pain Medicine at NYU Grossman School of
Medicine.
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