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On the Shoulders of Giants: Legends of Texas Anesthesiology-Betty Pearce Stephenson, MD

The Honorable John M. Zerwas, MD
Former TSA & TSA President
State Representative
Texas House of Representatives, Dist. 28
Richmond, TX

Recently I had the opportunity to deliver the 2018 Rovenstine Lecture at the ASA Annual 
Meeting titled “Mentoring the Next Generation of Leaders”. I highlighted the life and 
career of Dr. Betty Stephenson as a great lesson of the importance of leadership and 
mentoring.  When I think about the theme of this series of articles, truly Dr. Stephenson 
is one of those Texas giants whom we owe such a great debt of gratitude for her service 
to the practice of medicine and specifically our specialty of anesthesiology.

Betty Pearce Stephenson, M.D., was born and raised in Abilene, Texas. All who met her 
knew her roots within a matter of minutes. She was Texan to the core and proud of it! 
After graduating with a B.A. from Hardin-Simmons University in her hometown, she 
went on to pursue postgraduate studies at the University of Colorado in biochemistry. In 
pursuit of her lifelong dream of becoming a physician, she attended the Baylor University 

College of Medicine. It was there that she met and married her husband of 55 years, Charles T. Stephenson, M.D., 
who became a highly respected orthopedic surgeon. Betty graduated from Baylor in 
1953 and completed her residency in anesthesiology at the Baylor Affiliated Hospitals 
in Houston from 1955-57. The majority of her private clinical practice was in Houston 
at Methodist Hospital and Memorial Hermann Southwest Hospital. She retired from 
clinical practice in 1996. In addition to her outstanding clinical career, part of Betty’s 
legacy is her profound commitment to organized medicine. There are few organizations 
that have not recognized her for the tremendous vision and leadership she exhibited. 
She has served as the president of many organizations: Texas Gulf Coast Anesthesia 
Society (1976), Texas Society of Anesthesiologists (1983), Harris County Medical 
Society (1986), American Society of Anesthesiologists (1990-91), and the Texas 
Medical Association (1994). She was also the recipient of the Distinguished Service 
Award from the TSA, TMA and ASA. There are many lessons to be gleaned from this 
ASA legend — far more than I can share in this brief tribute to her life. Let me relate 
a few that have had a profound impact on my career. 

“Be a Physician First and Foremost” – Betty reminded us of this often, both inside and outside the operating 
room suite. My greatest recollection of this lesson, though, is from the many legislative trips we would make to 
Washington, D.C., and Austin, Texas. She always felt that for anesthesiologists to be respected, and effective, we 
must be an integral part of the “house of medicine.” In that spirit, she lead by example through her very active 
membership in the Texas Society of Anesthesiologists, Texas Medical Association, and the American Medical 
Association.



“When Asked to Lead…Do It!” – Certainly Dr. Stephenson 
lived this principle. I recall a time when my own plate was 
pretty full and the opportunity to serve in a leadership role 
presented itself. After a very short conversation, Betty 
basically explained to me that “If you’re asked to serve in a 
leadership role, do it because you may not be asked again!” 

“Be a Mentor” – Though there are many more lessons to be 
shared from Dr. Stephenson, this is perhaps the one in which 
she took the greatest pride and personal interest. I have 
personally characterized this in the past as being “Betty’s 
5th Child.” There are many of “Betty’s 5th Children” 
among us today — men and women, young and old. She has 
influenced and inspired us not in a charismatic sense, but in 

the way that only a revered loved one could impact lives. She shared her life and her passion with all who came 
in contact with her in a way that was genuine and lifelong. 

Past ASA president and fellow Texan James F. Arens, M.D., characterized Betty this way: “As a politician, she 
may be even more effective ‘behind the scene’ as on the scene. As a driver of a ‘souped up’ blue Corvette, she also 
was effective at schmoozing Texas patrolmen. Betty was as comfortable being a role model for young women 
physicians as she was sitting around a Texas campfire being one of the boys. But her most precious moments are 
those she and ‘Steve’ share on their ranch in the Hill Country.” (ASA NEWSLETTER, September 2001) 

Dr. Stephenson left this life with honor and dignity on September 17, 2006 after a long battle with Parkinson’s 
disease. But her impact to the practice of anesthesiology continues to be felt today through her legacy of 
mentorship and leadership.  ♦ 
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Taking the Hocus out of PoCUS: An Update on Point of Care Ultrasound

Overview of Point of Care Ultrasound 

 Point-of-care-ultrasound (PoCUS) has become mainstream in a host of acute care specialties owing to a growing 
list of applications (Table 1). However, despite its well documented use, adoption by anesthesiologists remains lagging with 
concerns related to lack of training, fear of missing diagnoses, and a lack of a certification pathway[1, 2]. While most of the 
PoCUS utilization and research has been centered around other acute care specialties (critical care, emergency medicine), 
there is growing evidence to dispel these concerns provided proper training and oversight. This speaks to the tremendous 
amount that PoCUS can add to anesthesiology practice. 

 Point-of-care-ultrasound has emerged as an invaluable tool for real-time physical examination assisted diagnosis 
with numerous studies highlighting improved accuracy over traditional physical examination[3]. PoCUS requires learning 
to identify a series of ultrasonographic signs indicative of pathology, particularly related to the cardiopulmonary system[4]. 
Using a few selected ultrasonographic views, anesthesiologists can attain a vast amount of qualitative clinically relevant 
information (table 2). At present, PoCUS should be applied to address a specific clinical question.  It is possible that the 
future of perioperative medicine will consist of a brief pre-operative scan in addition to, or perhaps in lieu of, traditional 
palpation/auscultation. 

 In the perioperative period, PoCUS can provide a wealth of real-time information helping to guide patient 
management[5]. Envision the ‘on-call’ scenario in which an 86-year-old female arrives for a repair of hip fracture after an 
unwitnessed fall.  She is confused and hypovolemic and a loud murmur is auscultated at the right sternal boarder. In this 
situation PoCUS may help the anesthesiologist understand the source of the murmur (i.e. severe/critical aortic stenosis 
vs. mild), the basic overall ventricular function and the general degree of hypovolemia (figure 1). Practically speaking, 
should the case be delayed for medical optimization, further cardiac evaluation, or to await the presence of a cardiac trained 
anesthesiologist. Additionally, PoCUS may help guide fluid resuscitation in the pre-operative area prior to proceeding 
with surgery. It is situations like this where a brief and easily obtainable bedside PoCUS evaluation can aid the anesthesia 
anesthesiologist’s management decisions. 

Numerous studies have highlighted the successful implementation of PoCUS in perioperative management. Canty et. al. 
report a 54% change in anesthetic management when bedside ultrasound was used as part of the preoperative evaluation 
in patients with symptoms of cardiac disease or those believed to be at high risk for cardiac disease[6]. Similarly, Cowie 
et. al. demonstrated a high incident of change of management when PoCUS was used to assess a variety of perioperative 
issues[7].  PoCUS may be used to augment and enhance traditional physical examination and can be extremely valuable in 
all perioperative phases. 

Adam C. Adler, MD, MS, FAAP, FASE
Department of Anesthesiology
Perioperative and Pain Medicine
Texas Children’s Hospital
Baylor College of Medicine
Houston, TX

Arvind Chandrakantan, MD, MBA, FAAP, FASA
Department of Anesthesiology
Perioperative and Pain Medicine
Texas Children’s Hospital
Baylor College of Medicine
Houston, TX



How can I learn Point of Care Ultrasound?

While not difficult, learning PoCUS and being able to successfully demonstrate proficiency to incorporate its use into 
clinical practice requires some individual effort. To acquire the skills necessary to perform PoCUS in the clinical setting, 
providers must demonstrate proficiency in image acquisition and interpretation as determined by local oversight committees 
for quality assurance[5] (figure 2). Proficiency in image acquisition may be improved through attendance at an ultrasound 
course available through a number of medical societies. Hands on didactic seminars are available at most Anesthesiology 
and Critical Care national meetings including: The American Society of Anesthesiologists, Society for Pediatric Anesthesia, 
Society of Cardiovascular Anesthesiology and Society of Critical Care Medicine.  While there is no definitive number of 
scans noted to demonstrate proficiency, a number of studies have suggested that roughly 10-12 hours of training and around 
25 performed PoCUS examinations are required to establish reasonable proficiency[8, 9]. 

Image interpretation and, specifically, the ability to discern pathology from normal anatomy requires self-teaching by 
review of the numerous ultrasound materials available on a host of websites such as the American College of Cardiology 
website on PoCUS (https://www.acc.org/latest-in-cardiology/articles/2017/10/31/09/57/point-of-care-ultrasound). See et. 
al. demonstrated that with self-guided reviewed of ultrasound images, correlation with expert findings for basic pathologies 
may be achieved after 30 examinations for a novice sonographer[10].  

While still not mainstream, a number of organizations are offering PoCUS certification (e.g. The American College of 
Chest Physicians). However, starting in 2019, certification in critical care echocardiography will be offered by the National 
Board of Echocardiography. Certification will demonstrate quality assurance to providers wishing to augment their practice 
with PoCUS. 

Ensuring Safe Use of Point of Care Ultrasound in My Practice 

As with any new technology local expert oversight is recommended to ensure basic competency and skills. At Texas 
Children’s Hospital, we developed a PoCUS collaborative with pediatric stakeholders from the neonatal and pediatric 
intensive care units, emergency medicine, anesthesiology, adolescent gynecology, cardiology, and radiology.  The goal 
of this collaborative is to provide oversight for the application of technique, knowledge, and certification/credentialing 
(i.e. quality control) to assure high quality cross-disciplinary PoCUS practices.  With the ever-expanding utility of point-
of-care ultrasound being recognized across subspecialties, anesthesiologists are urged to consider how this (21st century 
stethoscope) may be utilized in our dynamic perioperative environment. ♦

Figure 1: Identification of severe aortic stenosis by point-of-care ultrasound. The goal of PoCUS in this example is for the 
provider to recognize a small aortic valve opening with severe flow restriction. This can assist with perioperative planning. 
Reproduced with permissions from Adler AC, et. al. J Cardiothorac Vasc Anesth 2016;30(2):521-9[5].
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Figure 2:  Suggested pathway for acquiring the skills and knowledge to perform PoCUS in clinical practice. Reproduced with 
permissions from Adler AC, et. al. J Cardiothorac Vasc Anesth 2016;30(2):521-9[5].

Table 1: Common applications of Point of Care Ultrasound in Acute Care Practice
System Examples of PoCUS Applications

Abdominal Volume status, free fluid

Airway Examination Endotracheal tube placement/cricoid membrane location

Cardiac Arrest Reversible causes of arrest, presence of intrinsic activity

Cardiac examination Pericardial effusion, ventricular, and valvular function

Gastric Gastric volume/contents

Genitourinary Bladder volume, scrotal ultrasound

Hemodynamics & resuscitation Volume status and response to fluid boluses

Soft tissue examination Abscess, foreign bodies

Ocular examination Intracranial pressure, optic nerve swelling

Physical examination assistance Murmur differentiation, volume status, cardiac function

Pulmonary examination Pleural effusions, pneumothoraces, pneumonias, atelectasis

Regional Blocks Nerve blocks

Trauma FAST scan, pneumothoraces

Vascular Access Intravenous and arterial line placements
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Table 2: Common pathologies identified in basic PoCUS applications. Reproduced with permissions from Adler AC, 
et. al. J Cardiothorac Vasc Anesth 2016;30(2):521-9[5]. 
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Kristina L. Goff, MD
Assistant Professor of Anesthesiology
University of Texas Southwestern Medical Center
Dallas, TX

Recurring Feature - Understanding the Literature: A Summary of Recent Publications
Based on the lecture “From Print to Practice: Recent Publications and their Possible Impact on Anesthesia Care” given by Dr. Girish 
P. Joshi at the 2018 Texas Society of Anesthesiologists annual conference in Bastrop, TX.

Each September at the Texas Society of Anesthesiologists annual conference, Girish P. Joshi, MBBS, MD, FFARCSI, Professor of 
Anesthesiology and Pain Management, University of Texas Southwestern Medical Center, Dallas gives a presentation highlighting 
publications from the past year that he believes may have an impact on the practice of anesthesiology. In this article, we seek to 
summarize the most salient points of his talk, touching on the key studies he mentioned and their potential influences on our clinical 
practice. This year, Dr. Joshi covered a spectrum of important topics in our field, from the use of patient frailty as a predictor of 
morbidity in ambulatory surgery to the impact intraoperative medications such as opioids and neuromuscular blocking agents may 
have on readmission rates. 

Seib CD, Rochefort H, Chomsky-Higgins K, et al. Association of patient frailty with increased morbidity after common 
ambulatory general surgery operations. JAMA Surg 2018;153:160-8.

Over the past several decades, the field of ambulatory surgery has grown tremendously, and the patient population undergoing 
ambulatory surgery has become significantly more complex. In order to provide safe care in the ambulatory setting, patient risk 
stratification is of critical importance, and a number of tools have been developed and implemented in recent years in an attempt to 
improve our ability to identify patients who are at high risk of doing poorly after surgery. 

The modified frailty index was developed by the American College of Surgeons National Surgical Quality Improvement Program 
(NSQUIP) to provide an estimate of a patient’s frailty, independent of his or her age. This index considers a number of variables, 
centering on the presence of comorbid conditions of particular significance for the risk of cardiovascular and neurologic complications 
and the patient’s overall functional status. This tool has been validated as a predictor of morbidity and mortality in major elective and 
emergency general surgeries, but to this point, it had not been tested in the ambulatory setting.

In this retrospective study, analysis was performed looking at over 140,000 patients in the NSQUIP Participant Use File who underwent 
ambulatory or 23-hour stay surgery between 2007 and 2010. A statistically significant stepwise association was found between an 
increased modified frailty index and the occurrence of postoperative complications. This relationship remained, even after adjustment 
for age, sex, race/ethnicity, anesthesia type, presence of renal failure and tobacco use. 

Clinical Take Away: This study suggests that the modified frailty index, already a valuable tool used in assessing a variety of non-
ambulatory surgical patients, can be similarly useful in the ambulatory setting, and is recommended for use in the patient selection 
process for ambulatory surgical patients. 

Long DR, Lihn AL, Friedrich S, et al. Association between intraoperative opioid administration and 30-day readmission: a pre-
specified analysis of registry data from a healthcare network in New England. Br J Anaesth. 2018;120:1090-102. 

The perioperative use of opioid pain medications has been the focus of much attention recently as the United States government seeks 
to understand and address the now well-recognized opioid epidemic we are facing. Opioid use is a highly variable aspect of anesthetic 
practice, and the significance of intraoperative use as a contributor to the opioid crisis has been quite controversial. 

In this study, published in the British Journal of Anaesthesia, a retrospective analysis of over 150,000 surgical cases, all performed under 
general anesthesia, examined the relationship between intraoperative opioid use and readmission rate. High doses of intraoperative 
opioids were found to be an independent predictor of 30-day readmission. This was particularly true for ambulatory surgical patients, 
who showed a dose dependent increase in readmission based on intraoperative opioid use. The class of opioid drug used also seemed 
to matter, with longer acting opioids showing a stronger effect than shorter acting medications. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Seib CD%5BAuthor%5D&cauthor=true&cauthor_uid=29049457
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rochefort H%5BAuthor%5D&cauthor=true&cauthor_uid=29049457
https://www.ncbi.nlm.nih.gov/pubmed/?term=Chomsky-Higgins K%5BAuthor%5D&cauthor=true&cauthor_uid=29049457
https://www.ncbi.nlm.nih.gov/pubmed/29049457
https://www.ncbi.nlm.nih.gov/pubmed/?term=Long DR%5BAuthor%5D&cauthor=true&cauthor_uid=29661386
https://www.ncbi.nlm.nih.gov/pubmed/?term=Lihn AL%5BAuthor%5D&cauthor=true&cauthor_uid=29661386
https://www.ncbi.nlm.nih.gov/pubmed/?term=Friedrich S%5BAuthor%5D&cauthor=true&cauthor_uid=29661386
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Clinical Take Away: Intraoperative opioid use varies significantly in individual practice and is a technique with potentially negative 
unintended consequences that should be taken into consideration. This is particularly true in the ambulatory setting. Using a conservative 
strategy with regard to intraoperative opioids may reduce the risk of readmission in surgical patients.

Thevathasan T, Shih SL, Safavi KC, et al. Association between intraoperative non-depolarising neuromuscular blocking agent 
dose and 30-day readmission after abdominal surgery. Br J Anaesth. 2017;119:595-605.

Clinical practice is also highly variable with regard to the approach toward non-depolarizing neuromuscular blocking drugs (NMBA)
and reversal agents. Many anesthesiologists believe that avoidance of these medications, when appropriate, may decrease postoperative 
morbidity. This topic has been looked at with renewed vigor after the recent introduction of sugammadex to the American market. 

In this retrospective study of over 13,000 patients undergoing abdominal surgery under general anesthesia, also published in the British 
Journal of Anaesthesia, the intraoperative use of neuromuscular blocking agents was found to be associated in a dose-dependent fashion 
with an increased risk of 30-day hospital readmission. This was again particularly true in the ambulatory surgery population, where high 
dose NMBAs conferred a 2.61 adjusted odds ratio for readmission as compared to low dose NMBA use.  The dose of neostigmine used 
intraoperatively was also associated significantly with an increased risk of readmission. Sugammadex use was not analyzed in this study. 

Clinical Take Away: Data supports a strategy of conservative use of non-depolarizing neuromuscular blocking agents, particularly in 
the ambulatory setting, to minimize the risk for readmission.

Myles PS, Bellomo R, Corcoran T, et al. Restrictive versus liberal fluid therapy for major abdominal surgery. N Engl J Med. 2018 
May 9. doi: 10.1056/NEJMoa1801601. [Epub ahead of print]

Fluid resuscitation strategies have shifted dramatically in the last 50 years, and the once liberal use of crystalloids in the operating room 
has now fallen by the wayside, as goal-directed fluid administration has become more en vogue. Unfortunately, the data to support 
this more restrictive approach to intraoperative fluid management has not been as robust as we might hope. Although we recognize 
the benefits of decreased intraoperative fluids with respect to wound healing and postoperative ileus, many concerns remain about the 
maintenance of adequate end-organ perfusion and the risk for postoperative morbidity with this strategy. 

In this randomized controlled trial of 3000 patients undergoing major abdominal surgery, published in the New England Journal of 
Medicine, restrictive and liberal fluid administration strategies were compared, evaluating the rate of disability-free survival at one 
year as a primary outcome, with acute kidney injury, need for renal replacement therapy at 90 days, and a composite of other septic 
complications including surgical site infection as secondary outcomes. The restrictive group received an average of 3.7L of IV fluid as 
compared to 6.1L in the liberal group. No significant difference with regard to disability-free survival was found between the two groups, 
but the rate of acute kidney injury at 30 days and the need for renal replacement therapy at 90 days were slightly higher in the restrictive 
group. However, this study has significant limitations including the pragmatic study design as well as the definitions of restrictive and 
liberal fluid administration. 

Clinical Take Away: Given the significant flaws in the study design, the impact of this study on current clinical practice with regards to 
perioperative fluid management is negligible. 

Pei L, Huang Y, Xu Y, Zheng Y, et al. Effects of ambient temperature and forced-air warming on intraoperative core temperature: 
a factorial randomized trial. Anesthesiology. 2018;128:903-11. 

The Surgical Care Improvement Project (SCIP) included body temperature as one of its key measures for the quality of perioperative 
care in 2003, recognizing that inadvertent perioperative hypothermia is associated with an increased rate of postoperative complications 
such as surgical site infection and coagulopathy. Recognizing the significant risk for hypothermia during surgery, anesthesiologists and 
surgeons have developed a number of strategies to maintain patient body temperature while under anesthesia. Forced-air warming has 
quickly become standard of care in the operating room, begging the question - Do we still need to argue over the thermostat? 

In this unblinded, randomized, factorial trial, the effect of ambient temperature, both with and without forced air warming, was examined 
on 292 patients under anesthesia. Although patients who were passively insulated without forced air warming did have a small increase 
in body temperature with increasing room temperature, this effect was negligible in patients with forced air warming. 

Clinical Take Away: Using a forced-air warming device obviates the need for adjusting ambient temperature to keep patients warm. The 
room temperature can safely be adjusted for staff comfort without detriment to the patient in most cases. ♦

https://www.ncbi.nlm.nih.gov/pubmed/?term=Thevathasan T%5BAuthor%5D&cauthor=true&cauthor_uid=29121289
https://www.ncbi.nlm.nih.gov/pubmed/?term=Shih SL%5BAuthor%5D&cauthor=true&cauthor_uid=29121289
https://www.ncbi.nlm.nih.gov/pubmed/?term=Safavi KC%5BAuthor%5D&cauthor=true&cauthor_uid=29121289
https://www.ncbi.nlm.nih.gov/pubmed/29121289
https://www.ncbi.nlm.nih.gov/pubmed/?term=Myles PS%5BAuthor%5D&cauthor=true&cauthor_uid=29742967
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bellomo R%5BAuthor%5D&cauthor=true&cauthor_uid=29742967
https://www.ncbi.nlm.nih.gov/pubmed/?term=Corcoran T%5BAuthor%5D&cauthor=true&cauthor_uid=29742967
https://www.ncbi.nlm.nih.gov/pubmed/29742967
https://www.ncbi.nlm.nih.gov/pubmed/?term=Pei L%5BAuthor%5D&cauthor=true&cauthor_uid=29369893
https://www.ncbi.nlm.nih.gov/pubmed/?term=Huang Y%5BAuthor%5D&cauthor=true&cauthor_uid=29369893
https://www.ncbi.nlm.nih.gov/pubmed/?term=Xu Y%5BAuthor%5D&cauthor=true&cauthor_uid=29369893
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Residual Blockade Revisited - Bridging the Gap from Print to Practice

Residual neuromuscular blockade continues to be an important patient safety issue.  Numerous studies have shown 
that residual paralysis, defined as a train of four ratio (TOFR) < 0.9, results in the blunting of protective airway reflexes 
and the impairment of upper airway patency and coughing.  This can lead to hypoxemia, airway obstruction, subjective 
feelings of weakness, longer PACU stays, and an increased risk of aspiration and postoperative pneumonia.1  Many 
studies have shown that 40-60% of patients in the PACU experience some degree of residual paralysis.  However, 
surveys show that the majority of practicing anesthesiologists estimate that the incidence of clinically significant 
neuromuscular blockade is <1%.  Perhaps part of the reason for this disconnect can be supported with the adage “You 
won’t find a fever if you don’t take a temperature.”  If one does not routinely monitor neuromuscular function, how 
can one be sure that the patients are fully recovered or reversed from neuromuscular blockade at the end of surgery?  

Anesthesiologists who do not routinely monitor their patients and who do not believe that residual neuromuscular 
blockade is a problem may ask, “If residual blockade is so frequent, why isn’t there a higher incidence of patients 
in the PACU being reintubated or exhibiting signs of respiratory compromise?” They have a point to some extent, 
because the majority of patients with residual blockade will not have any outward manifestations of that problem, 
especially if no one is looking specifically for those signs.1  Could it be possible that some patients who previously were 
‘slow to wake’ from anesthesia actually had residual neuromuscular blockade?  Outward manifestations of residual 
blockade may also be masked by the use of supplemental oxygen or jaw thrust maneuvers.  Also, the diaphragm 
that contributes 70 to 75% effort to respiration usually recovers first, hence patients are unlikely to show overt signs 
of residual paralysis. However, patients with morbid obesity, obstructive sleep apnea, pulmonary disease, cardiac 
disease, sepsis, etc. will be much less tolerant of any degree of residual paralysis.  Furthermore, residual paralysis is 
very difficult to differentiate from the lingering effects of benzodiazepines, opioids, and other anesthetics as well as 
the effects of poor baseline respiratory function, obesity, or obstructive sleep apnea.  The picture can be murky, but 
it is up to us to eliminate the possibility of residual paralysis with proper neuromuscular monitoring and reversal.  
Unless a quantitative monitor indicates that the TOF ≥ 0.9, the presence of residual neuromuscular blockade cannot 
be excluded.  

Clinical signs such as a 5-second head lift are poorly sensitive for return of neuromuscular function, as studies have 
shown that the majority of subjects can maintain a 5-second head lift with a TOF ratio as low as 0.5.2  Clinicians are 
also very poor monitors of neuromuscular function.  The term ‘peripheral nerve monitor,’ which is commonly used, 
is a misnomer.  In fact, the monitor is the anesthesia provider, who uses a visual or tactile assessment to subjectively 
evaluate the degree of neuromuscular function present.  After a TOFR ≥ 0.4, clinicians are no longer able to detect the 
presence of fade, and thus may incorrectly assume full recovery from neuromuscular blockade.3

In order for neuromuscular monitoring to be incorporated into routine clinical practice, it must be simple, reliable, 
and accurate.  Mechanomyography is the gold standard for monitoring neuromuscular function, but it is cumbersome 
and not used clinically.  The most frequently used method of quantitative monitoring uses acceleromyography, which 
is based on Newton’s second law (force = mass x acceleration).  Currently, there are very few quantitative monitors 
that are available for routine clinical use.  The TOF-Watch (Organon, Dublin, Ireland) is the gold standard that has 
been used with the most frequency in research studies, but it is no longer being manufactured.  It requires calibration 
prior to the administration of any neuromuscular blocking agent, which can take several minutes.  If movement of the 



piezoelectric crystal that is attached to the thumb is impeded, such as when the arms are tucked, the readings will be 
erroneous.  The TOFscan (Drager Technologies, Canada) is a new device that uses 3D acceleromyography to measure 
movement of the thumb in multiple planes.  When compared to the TOF-Watch SX, there was good agreement between 
the results, and it has been suggested that the TOFscan is a suitable quantitative monitor for research studies and clinical 
care.4  Electromyography (EMG) is another method for quantitative neuromuscular monitoring and works even if the 
arm is tucked and, thus, may be the most user-friendly of the methods.  The TwitchView (Blink Device Company, 
Seattle, WA) is a new FDA-approved device that uses EMG to monitor the depth of neuromuscular blockade and 
displays the results quantitatively on a stand-alone monitor, which can be integrated into the electronic medical record.  
As of this writing, no studies have been performed comparing the TwitchView with any pre-existing quantitative 
monitors.

Some have argued that the introduction of sugammadex, a selective relaxant binding agent, obviates the need for 
neuromuscular monitoring.  That is, however, an erroneous assumption, as the correct dosing of sugammadex requires 
one to know what depth of neuromuscular blockade is present.  Furthermore, slow responders and non-responders to 
sugammadex have been reported, so it is still necessary to demonstrate a return to a TOFR ≥ 0.9 prior to extubation, 
regardless of which reversal agent is used.  Additionally, re-curarization can occur, especially if a small dose of 
sugammadex is given to reverse a deep block.

It has been said that it takes about ten years from the time a finding is printed in a journal article for it to be incorporated 
into standard clinical practice.  It has been well over ten years since many authors have proven the relationship between 
inadequate monitoring and reversal of neuromuscular blockade and increased postoperative morbidity and mortality.  
With the advent of newer technologies that make quantitative monitoring of neuromuscular function easy and reliable, 
universal monitoring should hopefully decrease the incidence of residual neuromuscular blockade and increase patient 
safety in the perioperative period.  In 2015, the Association of Anaesthetists of Great Britain and Ireland added to their 
recommendations for standard monitoring that “a peripheral nerve stimulator must be used whenever neuromuscular 
blocking drugs are given.”  As of this writing, the ASA has not included the need for monitoring of neuromuscular 
function as part of the Standards for Basic Anesthetic Monitoring, but other organizations such as the Anesthesia Patient 
Safety Foundation as well as the Enhanced Recovery After Surgery Society have endorsed the use of quantitative 
monitoring.

What can we do better?  Increased awareness and education is the first step.  As Naguib et al. express in their recently 
published consensus statement, the gap between science and practice is not only connected with the acquisition of new 
knowledge, but the unlearning of old and outdated “knowledge” that must be “deimplemented.”3  The second step is to 
monitor every single patient that receives a neuromuscular blocking drug.  Ideally, the monitor would be quantitative, 
and monitoring would occur at the adductor pollicis rather than the face, since facial muscles recover earlier than 
upper airway muscles.5  Third, there must be continuous education and re-assessment of institutional practices.  It is 
up to us to bridge this disconnect between print and practice.  Perhaps the future generation of anesthesiologists will 
think of quantitative neuromuscular monitors like some of the older anesthesiologists think of pulse oximetry and 
capnography- previously a new technology that then becomes part of standard clinical practice. ♦
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How I Swam in the Swamp:
The Realities of Political Advocacy

The American Society of Anesthesiologists (ASA) Policy Research Rotation in Political Affairs, offered to five 
selected anesthesiology residents annually, provided a September I won’t soon forget.  During my rotation, I 
obtained insight into the inner workings of our national society, met with federal legislators, attended the judicial 
hearing of our recently confirmed Supreme Court Justice Brett Kavanaugh, and so much more.  It proved to be a 
very exciting time in Washington D.C. with the last push to complete legislative work prior to midterm elections, 
the end of the ASA Political Action Committee (PAC) fiscal year and multiple legislative policy meetings on 
Capitol Hill. I worked directly with our society’s Advocacy Division in D.C. and learned, firsthand, the political, 
legislative, and regulatory factors that impact  our delivery of patient care.  

The ASA Congressional and Political Affairs Department is located in the ASA’s Washington, D.C. office.  What 
happens in Washington D.C. directly impacts anesthesiology and the patient care that we deliver, from the 
payment for anesthesia services to the regulatory and legal environments that affect how anesthesiologists can 
practice.  Unlike virtually any other industry, the government is deeply intertwined with health care, and thus 
anesthesiology.  The goal of the Congressional & Political Affairs Department is to advance the interests of 
anesthesiologists and the ASA through the legislative, regulatory, and political pillars of advocacy.  Advocacy 
is a political process by an individual or group which aims to influence public policy and resource allocation 
decisions within political, economic, and social systems and institutions.  The goal of the ASA advocacy work is 
to ensure that, when Congress or the Executive Branch does something, the ASA has a seat at the table.

As physician anesthesiologists, the promotion of patient safety is not limited to our clinical work. We are the 
leaders in patient safety, and advocacy is an essential component of our profession.  There are multiple levels of 
advocacy and ways you can advocate for your patients.  These range from daily direct patient clinical interactions, 
providing insight to hospital committees at the systems level, or being active within your professional society at 
a policy level.  Our advocacy impacts all aspects of our practice and we have a professional duty to stay involved. 
Our professional citizenship is defined as a willingness to accept the responsibility and ownership, not only for 
the present state of our specialty, but the future state as well.  

My role in advocacy for our specialty began during my intern year at Texas A&M/Baylor Scott & White. 
I was fortunate to have a faculty member, Dr. David Gloyna, host Ms. Bonnie Bruce, the Texas Society of 
Anesthesiologists Governmental Affairs Director.  During this evening, I was shocked to learn of Ms. Bruce’s  
encounters with organizations trying to belittle our profession and hinder patient safety.   This experienced 
sparked my interest and I sought out opportunities to get involved in the advocacy process.



The ASA advocacy division is currently fighting many federal level attacks on our  specialty.  The Congressional 
and Political Affairs department focuses on many issues, including scope of practice, the national opioid 
epidemic, and ongoing drug shortages, just to name a few.  The ASA payment and practice management division 
works hard with the Centers for Medicare and Medicaid Services to ensure anesthesiologists receive appropriate 
reimbursement.  

When imagining my first day as an ASA Resident Scholar, I thought the day would be slow; perhaps I could study 
or complete a research manuscript, etc.  However, I quickly realized that this would not be the case.  As I was 
introduced to the staff members at the Washington, D.C. office, I learned that they were ready and waiting for my 
arrival.  After taking some social media introductory photos, I accepted the tasks at hand.  Tasks which included 
weekly ASA lobby calls, attending re-election fundraising events, drafting solicitations for the ASAPAC, assisting 
with ASAPAC donation awards, drafting the ASA Washington Alerts, and my personal favorite job, meeting with 
several Capitol Hill legislators.   

It was an honor to work alongside Manny Bonilla, Chief Advocacy Officer, and Nora Matus, Director of 
Congressional and Political Affairs. Manny and Nora are both highly regarded on Capitol Hill and represent 
us well.  We are lucky to have them! Nonetheless, it is a rarity to have a physician at these discussions.  I was 
surprised by how engaged and eager our legislators were to hear my perspective of the issues.  During these 
meetings, I helped clarify the mechanism of peripheral nerve blocks, the burden of prior authorization by insurance 
companies, and the negative impact of drug shortages on patient care.  These discussions are the stepping stones 
of future legislation that improves the care for our patients and longevity of our specialty.

During my month, I was able to experience how prior advocacy exerts its positive effect.  In May 2017, I attended 
the ASA Legislative Conference where our “Hill Day asks” included increasing drug take-back and disposal 
programs and educating lawmakers on the importance of multi-modal analgesia.  This later translated into 
legislation in the form of House Bill 6, the recently signed opioid package law, including those provisions we had 
discussed back in 2017. 
 
There are few experiences that provide a life-long impact, but this rotation offers just that.  The benefits are 
immeasurable:  growth in public speaking skills, enhanced professionalism, and exposure to real-world political 
processes.  This rotation has intensified my passion for patient safety and advocacy for physician anesthesiologists.  
In today’s medical environment, it is not enough for physician anesthesiologists to only be engaged clinically.  
We must also be active members in shaping politics by facilitating our elected officials’ ability to make policy in 
an educated manner.  The knowledge and skills of physician anesthesiologists can be life-saving when seconds 
count. It should be our goal to ensure that the role of the physician anesthesiologist will not be diminished in the 
future.  ♦

The application for the 2019-2020 Resident Scholar will be open in December. 
Residents who will be CA-3 or fellows in the 2019-2020 academic year are eligible to apply. 

All applications are due by February 15, 2019. 
https://www.asahq.org/ResidentScholar

https://www.asahq.org/ResidentScholar
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The Forgotten: The Antithesis of The Opioid Epidemic

Reports of the danger of opioid painkillers and their propensity to lead to addiction and overdose have recently 
been ubiquitous in both medical literature and popular media sources. This awareness has led to a series of 
reforms coming both from within healthcare systems and written into law by state legislatures. While action 
is an imperative given the grave nature of this epidemic, a compassionate response is owed to the patients 
who are caught in the middle of this struggle. Restricting access to opioids does little to solve the problems of 
those who have developed physiologic dependence while receiving these medications from a legitimate source, 
and ignoring their predicament risks causing unnecessary withdrawal symptoms and potentially pushing some 
towards illicit markets, thereby further fueling the epidemic that we seek to treat.

Any casual observer of the medical literature is, at this point, familiar with the story of the opioid epidemic in 
America. The American prescription and consumption of opioids dwarfs that of other countries, with America 
prescribing approximately 60% more per capita than the next leading country.1 Over the past two decades the 
Centers for Disease Control and Prevention (CDC) data has shown an exponential increase in overdose deaths 
from opioids, undoubtedly in part as a consequence of increasing prescription rates2. This practice initially grew 
out of a movement in the 1990’s to better acknowledge and treat patients’ pain and, through a variety of factors, 
opioids subsequently became a mainstay in both acute and chronic pain treatment, followed by the ensuing 
overdose epidemic described above. As most healthcare providers are acutely aware, chronic pain is notoriously 
difficult to treat. While opioids are undoubtedly powerful analgesic agents that are very effective for palliative 
care and post-operative pain, their efficacy in treating chronic non-cancer pain is much less clear. There have 
been relatively few long-term comparative trials to study the effectiveness of opioids in chronic pain, and a 
recently published randomized clinical trial showed no significant difference in pain severity and pain-related 
function between opioid therapy and therapy with acetaminophen or non-steroidal anti-inflammatory drugs.3 As 
a country, we have collectively witnessed the potential for abuse and addiction associated with opioid use that 
has yet to reach a peak, as opioid related deaths continue to climb with each successive year. Intertwined with the 
crisis of medically prescribed opioids stands a synchronously growing heroin epidemic feeding off of addiction 
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and desperation. Both epidemiological data and anecdotal evidence from surveys indicate that many individuals 
in the throes of heroin addiction got their start with medically prescribed opioids.4, 5

Although the response to this crisis was initially slow, the last few years have seen a cascade of new legislation and 
medical board rules aimed at curbing this deadly tide. Many current strategies focus on restricting the prescription 
of opioids and increasing documentation by providers of education efforts and risk assessment tools. Another 
popular strategy has been to increase availability of the overdose reversal agent naloxone. In Texas, recently 
enacted law changes have placed a series of requirements on physicians prescribing controlled substances to 
patients with chronic pain, including baseline drug testing, use of the state prescription database, and a signed 
pain management contract for the patient. Similarly, Michigan, Florida, and Tennessee have recently set limits on 
the quantity of opioids allowed to be prescribed at one time. On a federal level, the DEA has increased oversight 
and control of  some medications  by changing  their scheduling protocols. Federal funds have also been allocated 
to help combat the opioid epidemic nationwide with an extra $3.3 billion appropriated by congress for research, 
prevention, and management of the opioid crisis. The CDC reports an 18% decrease in the amount of opioids 
prescribed between 2012 and 2016, thought to be largely due to increased regulations and increased awareness 
through media outlets.

These new changes have adversely affected many patients who were previously maintained on long term opioid 
therapy for chronic pain who now have difficulty finding providers who will maintain their opioid regimen. It is 
important here to make a distinction between these patients and those who would be diagnosed with opioid use 
disorder by DSM criteria. While those with a defined use disorder often show patterns of increasing use and exhibit 
social dysfunction as a result of their use, many patients were led to high dose opioid use by medical advice and 
find themselves in a condition of physical dependence without the accompanying psychosocial dysfunction which 
characterizes abuse. Although better understanding and treatment of chronic pain would help immensely, progress 
in this field has been slow and allowing these patients to go untreated in the meantime is an untenable solution.

We would urge the medical community to acknowledge the plight of these patients and to search for a reasonable 
and compassionate response. They are at risk of becoming casualties caught in the middle of the opioid crisis 
if cut off from their regular opioid supply due to new restrictive regulatory burdens placed upon physicians. If 
providers are not comfortable with the continuation of opioid therapy, then either a gradual taper accompanied by 
a thorough discussion of alternative pain management strategies or transition to another prescribing provider is 
necessary. Patients abruptly cut off without appropriate intervention will not only undergo distressing withdrawal 
symptoms, but are also at high risk of turning to the illicit market, as so many who initially started on medically 
prescribed opioids already have. In this marketplace they are much more likely to succumb to the overdose crisis 
as dosages are not medically controlled and street heroin is often cut with highly potent fentanyl. A morally 
accountable response requires the healthcare community to treat these patients as victims rather the perpetrators of 
the crisis, and to ensure that they are adequately cared for while exploring non-opioid alternatives. The reputation 
of the medical community and the trust of our patients are at stake as we respond to this crisis and, if lost, will not 
be easily recovered.



As is so often the case, more information and better evidence will be our best tools in addressing this problem. 
Studies exploring effective management of chronic pain as well as studies on both intended and unintended effects 
of recent legislative efforts will be most helpful in allowing us to effectively reduce opioid overdose deaths while 
simultaneously minimizing the fallout for the many patients taking opioids responsibly. Tools such as prescription 
drug databases and pain contracts can be very helpful but must be implemented in such a way that the regulatory 
burden does not dissuade providers from prescribing opioids entirely. Rather than simply restricting access, it 
is important to utilize harm reduction strategies, such as expanding access to naloxone and implementing Good 
Samaritan laws, both of which have been associated with decreased rates of overdose.6 A dialogue between 
legislative bodies and the medical community is crucial to ensuring that the response is effective for both patients 
and providers alike. As the opioid epidemic has become a complex problem, our response will be most effective 
and well-received if we combine evidenced based decision making with compassion and empathy for our patients.
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TSA BOARD OF DIRECTORS
1.) Recognized new TSA Board members. 

2.) Recognized Mr. Gerardo Trejo, Texas Society 
of Anesthesia Technologists and Technicians 
(TSATT) President. 

3.) Requested that Drs. Charles E. Cowles and 
Shannon Hancher-Hodges as well as Mr. Trejo 
explore hotel options for the TSATT members 
attending the TSA Annual Meeting.

4.) Requested that Drs. Charles E. Cowles and 
Shannon Hancher-Hodges assist with drafting 
a letter requesting sponsorships from hospitals 
for the TSATT members to attend the Annual 
Meeting. 

5.) Recognized Girish P. Joshi, MD for his 
extraordinary service as TSA President.

6.) Approved the minutes of the May 20, 2018 TSA 
Board of Directors Meeting as written.

7.) Continued sponsorship of $1000 each to three 
Texas anesthesia programs, to send residents to 
the ASA 2019 Practice Management Conference. 
The three programs will be Baylor Scott & White, 
TTHSC-Lubbock and UTMB-Galveston.

8.) Recognized Drs. Zachary Jones (Metro 
Anesthesia Consultants), Brian Masel (UTMB),  
Jacob Stetler (USAP), Shital Vachhani (UT 
MD Anderson), Wendell Williams, III (UT MD 
Anderson), John Zaki (UT McGovern), and Acsa 
Zavala  (UT MD Anderson) for being selected to 
participate in the TMA Leadership College Class 
of 2019. 

9.) Approved sponsorship for an additional 3 
members to attend the TMALC Class of 2019.  
TSA will be the sponsoring organization for Drs. 
Stetler, Vachhani, Williams, Zaki, and Zavala. 

10.) Appointed the Ad-hoc Committee to Review 
Future TMALC Sponsorships. Members of the 

Ad-Hoc Committee are: Drs. Charles E. Cowles 
(Chair), Anna M. Allred, Shannon Hancher-
Hodges, George W. Williams and Crystal C. 
Wright. The Committee should develop criteria 
and create an order on how to incorporate and 
bring the sponsored members back into the TSA, 
but more importantly how they show their value. 
A report is due to the Board in January 2019. 

11.) Confirmed recommendation of Dr. Charles E. 
Cowles to the TMA for the office of TSA Delegate 
to the TMA Interspeciality Society Committee. 

12.) Appointed Dr. Jose M. Soliz to the office of 
Interim Director for District 7. 

13.) Appointed an Ad-Hoc Committee on Leadership 
Development. The members of the Committee 
are:  Drs. Patrick Giam (Chair), Amr Abouleish, 
Anna Allred, Stephanie Bradley (Resident), 
Jeremie Perry, Jeff Plagenhoef, John Scott, and 
Crystal Wright.  The Committee should target 
young leaders and develop an appropriate 
professional development program. In addition, 
the Committee was charged with exploring the 
possibility of the TSA developing a leadership/
mentorship program similar to the TMA 
Leadership College.  

14.) Recognized Dr. Patrick Giam for his service and 
future candidacy as the ASA 1st Vice President 
in 2023.

15.) Approved motion to add the oversight of the ASA 
PAC traveling booth to the duties of the ASA 
Director. The TSA Bylaws will be amended to 
reflect the additional responsibility of the ASA 
Director. 

16.) Approved comments to the CMS supporting 
the AMA and 150 other medical associations in 
opposition of the proposed changes to E/M codes.

17.) Acknowledged and recognized Dr. Vijaya 
Gottumukkala, the entire Education Committee, 
Chris Bacak, the TSA meeting staff with applause.
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18.) Approved motion to increase the early registration 
fee for Anesthesiologists Days at the Capitol to 
$35.00. The late and on-site registration fees will 
be $45.00.

19.) Informed members that the TSA will be providing 
both CPR Anytime Training as well as Stop the 
Bleed Training in 2019. Encouraged members to 
ask their groups for financial support to purchase 
CPR kits, Stop the Bleed kits for legislative 
offices, and training tourniquets for attendees.

20.) Requested that a communication be created to 
poll members regarding their network status.

21.) Approved a motion as recommended by the 
Communications Committee to review and select 
a system to deliver blast emails and text messages 
to our members.

22.) Approved motion that a members’ name, mobile 
number, email address, and home address all be 
mandatory fields in the TSA database. 

23.) Recognized Claire Foster for her social media 
work. Ninety-eight percent of TSA posts on 
social media are created by Claire.

24.) Announced that the TSAPAC raised $163,421.00 
during the 2018 Annual Meeting. This is the 
highest amount ever raised.

25.) Thanked the entire TSAPAC Board, Bonnie 
Bruce, Ashlee Quick, Chris Bacak, and the entire 
TSA team for their assistance and organization of 
the TSAPAC activities.

26.) Informed the Board that the TSAPAC will 
be creating a new level of Diamond Club 
membership for TSA retired members.

27.) Recognized Dr. Ray Callas for contributing the 
largest amount ever received by the TSAPAC 
from one member.

28.) Appointed Dr. Scott Meril as the new Arts 
Committee Chair.

29.) Recognized Dr. James Sims for his service as the 

Arts Committee Chair for the past 5 years.

30.) Thanked Dr. Jeremie Perry for his efforts as Chair 
of the Professional Development Committee.

31.) Recognized and applauded Dr. Debbie 
Plagenhoef for establishing the TSA Women in 
Anesthesiology Breakfast. 

32.) Approved motion to schedule the first 2019 
Board meeting in Austin on January 26th.

33.) Approved motion to host the TSA Strategic 
Planning Retreat on January 12th in Austin. ♦

CONTINUED SUMMARY OF ACTIONS THE TSA BOD 2018
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ACTIONS OF THE HOD

1.) Recognized and applauded special guests from the American 
Society of Anesthesiologists, Texas ASA officers, new 
members of the TSA and TSA Past Presidents.

2.) Accepted and approved the Minutes of the TSA House of 
Delegates Meetings of September 7 & 8, 2017, as written.

3.) Recognized Baylor College of Medicine, Baylor Scott & 
White-Temple, UTHSC-Houston, UTHSC-San Antonio, 
UT Medical Branch-Galveston, UT Southwestern Medical 
Center and TTHSC-Lubbock for maintaining 100% resident 
membership in the TSA. 

4.) Recognized Drs. Zachary S. Jones, Brian D. Masel, Jacob 
B. Stetler, Shital Vachhani, Wendell H. Williams, III, John 
Zaki, and Acsa M. Zavala for being accepted into the TMA 
2018-2019 Leadership College.

5.) Recognized Xuan T. Tran, MD as the 2018 William H. King 
Advocacy Award recipient.

6.) Recognized Drs. David E. Bryant, H. A. Tillmann Hein, and 
Anna M. Allred as the 2018 nominees for the Ray Callas 
Outstanding Key Contact Award.

7.) Presented the Ray Callas Outstanding Key Contact Award to 
Anna M. Allred, MD.

8.) Accepted all items published on the consent calendar for 
information only.

9.) Expressed appreciation to the members of the Reference 
Committees, the TSA President, Speaker, Vice-Speaker, 
Chris Bacak and Jennifer Bacak.

10.) Approved that the TSA House of Delegates support the 
resolution submitted to the ASA House of Delegates 
concerning the clarification of the levels of clinical 
involvement of physician involvement for the different types 
of Anesthesia Care Team staffing models.

11.) Approved that the TSA publish on our website the ASA 
Guidelines to the Ethical Practice of Anesthesiology.

12.) Approved that the TSA and the TSAPAC websites be revised 
to enhance our brand, promote our legislative issues, and 
our society to members of the legislature and to healthcare 
organizations. 

13.) Approved creation of a TSA Governmental Affairs social 
media account to promote our legislative issues.

14.) Approved the purchase of a system to provide targeted 
legislative call to actions in order to provide our members 
timely alerts and an efficient response mechanism to increase 
physician anesthesiologist advocacy. 

15.) Approved that the TSA Board of Directors adopts a policy 
statement that defines and compares medical direction of a 
physician extender versus medical supervision and that the 

policy statement elucidates the responsibility a physician 
retains when delegating to a physician extender.

16.) Approved that a strict definition of the anesthesia care 
team, whether it is in private or academic situations and the 
practice limits of each model, be adopted.

17.) Approved that the TSA Long Range Planning Committee, 
members of the TSA Board of Directors, and TSA members 
of the president’s choice develop a 10-year strategic vision 
with a report back to the House of Delegates in 2019. A 
strategic vision planning retreat should occur in conjunction 
with a TSA Board of Directors meeting in 2018-2019.

18.) Approved that our Education Committee includes a wider 
variety of topics at our annual meeting to include non-
clinical topics like career planning and development for both 
private and academic tracks so that our future leaders may be 
better prepared for all aspects of their profession.

19.) Approved that the Bylaws Committee create an award to 
recognize our residents for their loyalty and involvement in 
all levels of our Society and that the award be in honor of 
two of the Society’s past leaders, Dr. James and Mrs. Linda 
Adkins We need to support our future leaders. Develop 
them. Promote them and recognize them.

20.) Approved the 2019 projected budget as amended.

21.) Approved funding in the amount of $5000 be approved for 
continued office improvements.

22.) Recognized and applauded Mary Dale Peterson, MD as the 
2019 Distinguished Service Award recipient.

23.) Received and approved the President’s committee 
appointments for 2018-2019.

24.) Approved the proposed modifications to Sections 1.018, 
1.037, 1.053 of the TSA Bylaws.

25.) Approved the proposed modifications to Articles 5 and 6 of 
the TSA Bylaws.

26.) Approved the addition of Section 9.20625 to the TSA 
Bylaws.

27.) Recognized Dr. Lisa Farmer for her leadership in organizing 
the workgroup which has developed our first TSA MOSCE 
workshop.

28.) Approved that the MOSCE workgroup be retained to 
evaluate effectiveness of the MOSCE Workshop at the 2018 
TSA Annual Meeting, consider feasibility of making this 
an annual event, and continue work on facilitating a guest 
visiting faculty program to help with mock OSCE at local 
residency program sites.

29.) Approved the proposed conflict of interest policy, form and 
process. 

SUMMARY OF ACTIONS
TSA HOUSE OF DELEGATES

SEPTEMBER 6-7, 2018
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CONTINUED SUMMARY OF ACTIONS THE TSA HOD 2018
30.) Recognized and applauded Chris Bacak, Bonnie Bruce, 

Judy Garcia-Bigger, Claire Foster, Ashlee Quick, and 
Jessica Shepherd for their service and commitment to the 
Society.

31.) Elected the following: 

President-Elect Evan G. Pivalizza

Secretary David E. Bryant

Treasurer George W. Williams

Assistant Treasurer Charles E. Cowles

Speaker of the House Crystal C. Wright

Vice Speaker of the House John S. Scott, Jr.

ASA Director District 19 Scott E. Kercheville

ASA Alt. Director District 19 Crystal C. Wright

ASA Delegates:

Place 3 Mary Ann Gurkowski 

Place 4 Crystal C. Wright

Place 5 Scott A. Lindberg

Place 9 Vincent G. Nelson 

Place 12 H. A. Tillmann Hein

Place 13 John S. Scott, Jr.

Place 15 David F. Gloyna

Place 20 Amr E. Abouleish

Place 21 Evan G. Pivalizza

Place 29 Thomas F. Rahlfs

ASA Alternate Delegates:

Place 1 Brad G. Butler  

Place 2 Meera Gangadharan  

Place 3 Bracken S. Kolle  

Place 4 G. Ray Callas 

Place 5 Laura I. Dew  

Place 6 Russell K. McAllister  

Place 7 David C. Mackey 

Place 8 Kristina L. Goff  

Place 9 Vijaya Gottumukkala 

Place 10 C. Nicholas Lee  

Place 11 Sam D. Gumbert  

Place 12 Michael R. Hicks  

Place 13 Andrew L. Zak  

Place 14 Radha Arunkumar  

Place 15 Joe F. Bryan, II  

Place 16 Benjamin D. Harvey  

Place 17 Michelle Z. Koehler

Place 18 Charles E. Cowles

Place 19 Vijay Saluja

Place 20 Vishal Raizada

Place 21 Austin D. Street 

Place 22 Stacy L. Norrell 

Place 23 Ramy Mankarious

Place 24 Elizabeth Rebello

Place 25 Jeremie J. Perry

Place 26 Don J. Daniels

Place 27 Anna M. Allred

Place 28 Kristyn B. Ingram

Place 29 James P. McMichael

32.) Encouraged TSA members who are interested in TMA 
involvement to attend their local meetings.

33.) Approved recommendation that Dr. Charles E. Cowles, Jr. 
be appointed as the TSA Delegate to the TMA Interspecialty 
Committee (ISC).

34.) Approved that TSA seek an enthusiastic and committed 
TSA member to serve as the TSA Alternate Delegate to the 
TMA ISC.

35.) Approved that one resident from each Texas anesthesia 
program be appointed to the TSAPAC Board. ♦
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IN MEMORIAM

Krishna Chandra, MD (Dallas, TX)
Passed away on November 8, 2017

Elias Benhamou, MD (Bellaire, TX)
Passed away on February 25, 2018

Clark G. Spears, MD (Wharton, TX)
Passed away on August 21, 2018

William R. Engvall, MD (Georgetown, TX)
Passed away on October 31, 2018



NEW MEMBERS
Since  Oct 1, 2018 the TSA Board of Directors approved the applicants below for the membership categories indicated:

ACTIVE MEMBERS
Allman, James M.
An, Daniel  
Bailey, Courtney O.
Baumgartner, William C.
Boudreau, Eric R.
Campbell, Amber N.
Clark, Neale J.
Clendeninn, Dallis J.
Contreras, Daniel A.
Cook, Christopher R.
Cruz-Zeno, Elvin J.
Duke, Chuck A.
Emadi, Kathryn M.
Franzen, Christopher G.
Ge, Michelle A.
Haney, Mark W.
Joseph, Ashley M.
Kaminski, Alexa C.
Kessinger, Thomas W.
Lilie, Craig J.
Matthews, Kayla R.
McKenny, James R.
Pina, Daniel N.
Pistocco, Timothy B.
Reskallah Alexander  
Rutland Lindsey E.
Schronk, Jr., Kenneth D.
Schuler, Megan S.
Smith, John C.
Smollen, Patrick B.
Stallard, Stacey A.
Sulak, Kyle D.
Teima, Dalia  
Wilson, William B.

RESIDENT MEMBER
Loosle, Bryant Z.

EDUCATIONAL MEMBERS
Dolino, Sabin  
Kennelly, Elizabeth W.
Lee, Kyleen  
Poretskiy, Mariya  
Tran, Toan T.

MEDICAL STUDENT MEMBERS
Ghafar, Laylee  
Nguyen, Elizabeth  

VOLUME 31, ISSUE 1
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FUTURE TSA MEETING DATES

2019 ANNUAL MEETING
SEPTEMBER 5-8, 2019

HYATT LOST PINES RESORT AND SPA
LOST PINES, TX

2020 ANNUAL MEETING
SEPTEMBER 10-13, 2020

JW MARRIOTT SAN ANTONIO HILL COUNTRY
SAN ANTONIO, TX

2021 ANNUAL MEETING
SEPTEMBER 9-12, 2021

JW MARRIOTT SAN ANTONIO HILL COUNTRY
SAN ANTONIO, TX

www.facebook.com/TXSocAnes

http://www.facebook.com/TXSocAnes
http://www.facebook.com/TXSocAnes
http://www.facebook.com/TXSocAnes
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TSA DISTRICT DIRECTORS

The Districts of this Society shall be composed as follows:      

District 1.  The District will include the counties of Andrews, Armstrong, 
Bailey, Borden, Brewster, Briscoe, Carson, Castro, Childress, Cochran, 
Coke, Collingsworth, Cottle, Crane, Crockett, Crosby, Culberson, Dal-
lam, Dawson, Deaf Smith, Dickens, Donley, Ector, El Paso, Fisher, Floyd, 
Gaines, Garza, Glasscock, Gray, Hale, Hall, Hansford, Hartley, Hemphill, 
Hockley, Howard, Hudspeth, Hutchinson, Irion, Jeff  Davis, Kent, King, 
Lamb, Lipscomb, Loving, Lubbock, Lynn, Martin, Midland, Mitchell, 
Moore, Motley, Nolan, Ochiltree, Oldham, Parmer, Pecos, Potter, Presi-
dio, Randall, Reagan, Reeves, Roberts, Schleicher, Scurry, Sherman, Ster-
ling, Stonewall, Sutton, Swisher, Terrell, Terry, Tom Green, Upton, Val 
Verde, Ward, Wheeler, Winkler, and Yoakum.

District 2.  The District will include the counties of Archer, Baylor, Callah-
an, Clay, Cooke, Denton, Eastland, Foard, Hardeman, Haskell, Jack, John-
son, Jones, Knox, Montague, Palo Pinto, Parker, Shackelford, Stephens, 
Tarrant, Taylor, Throckmorton, Wichita, Wilbarger, Wise, and Young.

District 3.  The District will include the counties of Bastrop, Bell, Blanco, 
Bosque, Brown, Burnet, Coleman, Colorado, Comanche, Concho, Cory-
ell, Erath, Falls, Fayette, Freestone, Gillespie, Hamilton, Hays, Hill, Hood, 
Kimble, Lampasas, Lavaca, Lee, Leon, Limestone, Llano, Mason, McCull-
och, McLennan, Menard, Milam, Mills, Robertson, Runnels, San Saba, 
Somervell, Travis, and Williamson.

District 4.  The District will include the counties of Atascosa, Bandera, 
Bexar, Caldwell, Comal, DeWitt, Dimmit, Edwards, Frio, Gonzales, Gua-
dalupe, Karnes, Kendall, Kerr, Kinney, LaSalle, Maverick, Medina, Real, 
Uvalde, Webb, Wilson, and Zavala.

District 5.  The District will include the counties of Aransas, Bee, Brazoria, 
Brooks, Calhoun, Cameron, Chambers, Duval, Galveston, Goliad, Har-
din, Hidalgo, Jackson, Jefferson, Jim Hogg, Jim Wells, Kenedy, Kleberg, 
Liberty, Live Oak, Matagorda, McMullen, Nueces, Orange, Refugio, San 
Patricio, Starr, Victoria, Willacy, and Zapata.

District 6.  The District will include the counties of Austin, Brazos, Bur-
leson, Fort Bend, Grimes, Madison, Montgomery, Walker, Waller, Wash-
ington, and Wharton; and that portion of Harris County that is outside 
Loop 610.

District 7.  The District will include that portion of Harris County defined 
by the following: North border, Highway I-59; East border, Highway 288; 
South border, Old Spanish Trail; West border, Main Street.

District 8.  The District will include that portion of Harris County inside 
Loop 610, excluding the area with the following boundaries, which is Dis-
trict 7:  North border, Highway I-59; East border, Highway 288; South 
border, Old Spanish Trail; West border, Main Street.

District 9.  The District will include that portion of Dallas County west 
and south of the following boundary line:  from the north border of Dal-
las County, south on the Dallas North Tollway to the intersection of the 
Dallas North Tollway with I-35E, south on I-35E to the intersection of 
I-20, east on I-20 to the intersection of I-45 and south on I-45 to the south 
border of Dallas County.

District 10.  The District will include that portion of Dallas County east 
and north of the following boundary line:  from the north border of Dal-
las County, south on the Dallas North Tollway to the intersection of the 
Dallas North Tollway with I-35E, south on I-35E to the intersection of 
I-20, east on I-20 to the intersection of I-45 and south on I-45 to the south 
border of Dallas County.

District 11.  The District will include counties of Anderson, Angelina, 
Bowie, Camp, Cass, Cherokee, Collin, Delta, Ellis, Fannin, Franklin, 
Grayson, Gregg, Harrison, Henderson, Hopkins, Houston, Hunt, Jasper, 
Kaufman, Lamar, Marion, Morris, Nacogdoches, Navarro, Newton, Pano-
la, Polk, Rains, Red River, Rockwall, Rusk, Sabine, San Augustine, San Ja-
cinto, Shelby, Smith, Titus, Trinity, Tyler, Upshur, Van Zandt, and Wood; 
and that portion of Dallas County east  of the 635 Loop and North of I-30.

Adopted September 9, 2011

District 1  Joseph F. Bryan, II
District 2  Michael J. Sakowski 
District 3  Carlos-Nicholas L. Lee 
District 4  Stacey L. Allen
District 5  Amr E. Abouleish
District 6  Henry L. Bethea

District 7  Jose M. Soliz
District 8  Benjamin D. Harvey
District 9  Edward J. Prejean, III
District 10  Udaya B. Padakandla 
District 11 Scott S. Meril

TSA DISTRICT BOUNDARIES
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TSA DISTRICT MAP


