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Dr. Claudia Potter was born in Denton County Texas on February 3, 
1881 as one of eight children. Her father was a farmer and Civil War veteran 
who valued education greatly.  This facilitated her realizing her childhood 
dream of becoming a physician. She graduated as valedictorian of her high 
school class, and due to a special affiliation between her high school and the 
University of Texas, was able to enter medical school directly after graduating 
high school without receiving a separate undergraduate college degree.

Dr. Potter attended UTMB Galveston for medical school and was the 
only female in her class. A member of the Class of 1904, she was only the sixth 
female physician to graduate from UTMB. After participating in postgraduate 
work at the Mayo Clinic, she completed an internship at John Sealy Hospital 
in Galveston. She then entered general practice in San Antonio with another 
female physician prior to joining Scott & White in 1906.

Her career at Scott & White Hospital in Temple, Texas, known as 
Temple Sanitarium at that time, began in 1906. She was asked to join Temple Sanitarium by surgeon Arthur C. 
Scott in 1906 and was paid $25 per month plus room and board. She was the fourth member of the hospital’s 
medical staff. To better illustrate the adversity faced by women in medicine at the time, we share the following 
story from Dr. Potter’s memoirs.  Upon hearing that Dr. Scott had hired Dr. Potter, Dr. Raleigh White wrote him 
stating “I will be home soon, for I know you have lost your mind if you have employed a woman physician.” 
Interestingly, she was placed on probation until the decision was made as to whether she would be acceptable.  
She described herself as ambitious and anxious to win them over.  She described stated that she had faced 
similar opposition up to that point in her medical training and she had “unlimited energy” to help her overcome 
the opposition.  Dr. White agreed to let her stay, but only on probationary status that would be renewed each 
month.  At the end of the third month, Dr. White informed her that she did not have to report back at the end 
of each month any longer but that she was still on probation.  She stated that, as far as she knew, the probation 
lasted until July of 1847, when she retired.
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Prior to utilizing gas anesthetic she mostly provided open-drop ether as an anesthetic, as the use of 
chloroform had already fallen out of favor. In 1908 Dr. Potter visited Johns Hopkins University to learn how to 
administer gas anesthesia. She purchased a machine and was the first physician to provide gas anesthesia in Texas. 
Regarding nitrous oxide anesthesia Dr. Potter stated, “The induction was more pleasant and recovery more rapid, 
with very little postoperative nausea or any bad effects.” In 1923 Dr. Potter investigated the used of ethylene gas 
as an anesthetic and introduced its use at Scott & White as well. 

Dr. Potter was also known for being a kind and courteous person and teacher. Surgeon Dr. G.V. Brindley 
stated, “She was big sister to the nurses, the interns, and the residents.” Dr. Potter devoted her life to the field of 
anesthesiology. Reminiscing on her practice of anesthesia in those days she stated, “It is surprising how well we 
succeeded with what we had. Our only equipment was an ether mask and hypodermoclysis [injection of fluids into 
the subcutaneous tissues...]. No airways, no suction machines, no intratracheal tubes.” 

Dr. Potter served as the Head of Department of Anesthesiology at Scott & White for 41 years prior to her 
retirement in 1947. After retirement she was elected as an honorary member of the Texas Medical Association and 
was the first woman to receive a “Golden T” award from UTMB honoring her for 50 years of service to medicine. 

As Dr. Brindley remarked in 1951, “Dr. Potter was an aggressive pioneer in the field of anesthesia.” She 
studied and introduced anesthetic practices that were unprecedented in her day. These advances paved the way for 
many of the modern anesthetic practices we use today. In addition to her contributions in developing the practice 
of providing a gas-based anesthetic in Texas, she personally accomplished many “firsts” in the field of anesthesia.  
She is recognized by the Texas Society of Anesthesiologists as the first physician in Texas to use nitrous oxide 
anesthesia. She is also recognized as the first full-time anesthesiologist of either gender in Texas and the first 
full-time anesthesiologist documented in the United States. In 1939 she was a co-founder and charter member of 
the Texas Society of Medical Anesthetists (the early name of the current Texas Society of Anesthesiologists) and 
served as their president from 1947-1948.  

The practice of surgery and anesthesia in those days was unconventional in many ways, and Dr. Potter’s 
experiences were no exception. Many surgeries took place in patients’ homes, barns, or, once, in a cotton field, 
as the family’s house was deemed unsanitary. Dr. Potter traveled along with surgeons by horse-drawn carriage, 
automobile, train, and frequently by small airplane. Her memoirs describe a 1929 flight home after performing a 
surgery at a distant Texas town.  It was after dark and staff members had to light kerosene fires at each corner of 
the landing strip in order to provide illumination of the field so they could land safely.  

Dr. Claudia Potter was not only a pioneer in the field of anesthesia but also a pioneer for female physicians 
of all specialties. Her dedication to her patients, teaching, and continued learning in an effort to provide safe and 
effective anesthesia to her patients was remarkable. Dr. Potter practiced anesthesia at Scott & White for 47 years.  
She passed away on February 2, 1970, a day shy of her 90th birthday. The state of Texas is honored to have been 
home to Dr. Potter’s long and prestigious career and consider her Texas’ founding anesthesiologist. ♦
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How Many Medical Schools are Enough for Texas?

Many of us grew up in an era when the number of medical schools in Texas was a pretty stable number.  Most 
knew what schools were available and basic information about the pros and cons of each school.  In the last few 
years, however, the number of new and proposed medical schools in Texas has greatly increased.  Most are likely 
unaware of the changing landscape of medical education in Texas.  I would like to provide a very brief overview 
of the current state of medical education in Texas.

Long Established Texas Medical Schools:
University of Texas Medical Branch-Galveston-Established in 1891, it was the state’s first medical school and 
has weathered many significant storms including the storm of 1900 and, more recently, Hurricane Ike.  Class 
size is around 220.
Baylor College of Medicine-originally known as the University of Dallas Medical Department, the school 
opened its doors in 1900 in Dallas.  It moved to its current location in the Texas Medical Center in 1943.  Class 
size is around 180.
University of Texas-Southwestern-Established as the Southwestern Medical Foundation in 1939, the affiliation 
with the University of Texas System was established in 1949.  The medical center has thrived and grown since 
that time.  Class size is around 220.
Long School of Medicine at UT Health San Antonio-Established by a House Bill a decade earlier, the medical 
school opened its doors in 1968 to establish a medical training site for the rapidly growing city of San Antonio.  
Class size is around 210.
University of Texas Houston-McGovern Medical School-Established in 1969 in the Texas Medical Center, 
the school became the second medical school in Houston.  In 2015, a name change occurred to honor the 
transformational gift of the McGovern Foundation.  Class size is around 240.
Texas Tech University Health Science Center School of Medicine-Founded in 1969 to address the shortage of 
doctors in West Texas, the school formally opened in Lubbock in 1972 and has expanded to clinical campuses in 
Amarillo and Odessa.  Class size is around 150.
University of North Texas Health Science Center-Texas College of Osteopathic Medicine-Founded in 1970 
and based in Fort Worth, this was the first osteopathic medical school in Texas (and the only one until 2015). 
Class size is around 225.
Texas A&M University College of Medicine-The charter class entered in 1977 with a split campus with basic 
sciences in College Station and clinical sciences in Temple at Scott & White Hospital.  Today, the school has 
clinical sites in Temple, Dallas, College Station, and Houston.  The Round Rock clinical site is being phased out.  
Class size is around 200.

Recently Opened Medical Schools in Texas:
Texas Tech University Health Science Center El Paso Paul L. Foster School of Medicine-Opened in 1973, 
this campus was initially a satellite clinical campus for the Lubbock based Texas Tech School of Medicine.  The 
school gained independent status for a four year campus and the first class was seated in 2009.  Class size is 
around 100.
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University of Texas-Dell Medical School-Established in 2013 in Austin with the support of a large grant from 
the Dell Foundation, this school seated its inaugural class of 50 students in 2016.  It is located in the heart of 
downtown Austin.
University of Texas Rio Grande Valley School of Medicine-Established by the Texas legislature in 2013 and 
located in Edinburgh, the school enrolled its first class of 50 students in the fall of 2016.  It was established to 
serve the medical needs of the underserved Rio Grande Valley in South Texas.
University of the Incarnate Word School of Osteopathic Medicine-In 2015, this private medical school in San 
Antonio became the second osteopathic medical school in Texas.  The school enrolled its inaugural class of 162 
students in 2017. 
Texas Christian University and University of North Texas Health Science Center School of Medicine-A joint 
educational venture private medical school located in Fort Worth, plans include an inaugural class of 60 students 
to begin in the summer of 2019.  This will be Fort Worth’s second medical school, but their first MD program.

Planned New Medical Schools in Texas:
University of Houston College of Medicine-The initial class of 30 students is projected to enter in Fall 2020, 
with plans to progressively increase class size to 120 students per year in 2024.  This proposed medical school 
would be the 4th medical school with a campus in Houston.
Sam Houston State University College of Osteopathic Medicine-Located in Conroe, this proposed medical 
school would be the third osteopathic medical school in Texas.  Accreditation is progressing for a targeted opening 
date of 2020.  Class size information could not be found.

So, if you are counting, that is 15 medical schools in Texas that will soon be graduating over 2200 students per 
year.  The proliferation of new medical schools has not necessarily coincided with an expansion of new residency 
positions.  There has been some modest growth in residency positions, but there has also been some contraction 
of positions in many areas.  Many of our politicians are finally starting to get the message that increasing medical 
student numbers does not fix the shortage of Texas physicians.  It is only part of the equation.  The state or federal 
government needs to provide funding for more residency positions as well if the physician shortage is to be 
adequately addressed.  

In 1997, the Balanced Budget Act froze the funding of residency positions that would be funded by Medicare 
dollars.  All growth in GME since that time has been funded by individual programs and hospitals.  As the belts 
tighten in healthcare, the willingness/ability of the hospitals to foot the bill for these trainees is dissipating.  
Recently, a small amount of funding has become available for establishment of new programs that did not have 
residency positions previously.  However, well established programs have been tied to their 1997 numbers with 
almost no exceptions.  

Too often, we train medical students in Texas and they go away to other states for residency training.  There is a 
large body of evidence that shows that many of those students do not return to Texas to practice.  Instead, they 
often stay near where they received their residency training.  So, in essence, a large investment of dollars goes into 
training future doctors and then we lose them to other states in the final phase of their training due to the number 
of residency positions in Texas lagging behind the number of medical school graduates.  

Texas is not the only state to see an expansion in the number of medical schools over the past few years.  As more 
graduating medical students enter the process, even more medical students will be left unmatched into residency 
programs.  These students have an average school loan burden of $200,000.  There are currently thousands of 
unmatched physicians who have been unable to secure residency positions over the last several years.  Given the 
large growth in medical school numbers and only modest growth in residency position numbers, I can’t help but 
think that this problem will only become worse.   ♦ 
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Sugammadex is a new agent for reversal of neuromuscular blockade that was approved for use in the United 
States in 2015. It is a modified gamma cyclodextrin that forms a 1:1 complex with aminosteroid neuromuscular 
blocking (NMB) agent molecules, such as rocuronium and vecuronium. Sugammadex encapsulates the steroidal 
NMB agent and the complex then diffuses away from the synaptic cleft; it is renally excreted with an elimination 
half-life of about 100 minutes. Dosing of sugammadex is weight based and depends on the depth of residual 
neuromuscular blockade. The dose of 2 mg/kg should be used if the patient has 2 or more twitches. If the train-
of-four only yields 1-2 post-tetanic twitches, the dose should be doubled to 4 mg/kg. The high dose of 16 mg/kg 
is typically only used when reversal of an intubating dose of rocuronium is required soon after administration.  
Sugammadex is not recommended in patients on dialysis.  In the case of obese patients, actual body weight 
should be used to calculate the dose to prevent recurarization.1-4

The only contraindication to using sugammadex is known hypersensitivity to sugammadex or any of 
its components. The FDA has issued warnings regarding possible anaphylaxis or significant bradycardia after 
administering sugammadex. Furthermore, sugammadex can interact with other drugs. Toremifene, a selective 
estrogen receptor modulator used in the treatment of breast cancer, can lead to delayed recovery due to 
displacement of vecuronium or rocuronium from the complex with sugammadex. Hormonal contraceptives can 
be encapsulated by the sugammadex molecule and rendered ineffective. Therefore, women of child-bearing age 
should be counseled to use alternative barrier method contraception for the next 7 days.4 Cost comparisons 
between sugammadex and neostigmine/glycopyrrolate reversal are complex and can be influenced by price 
fluctuations due to drug shortages and the ability to impact institutional fixed costs by shortening the reversal and 
recovery process.  

There are different options when neuromuscular blockade needs to be re-established after the administration 
of sugammadex. Recommendations exist for redosing of rocuronium (Iwasaki et al. Preparing for the unexpected: 
special considerations and complications after sugammadex administration. BMC Anesthesiology (2017) 17:140); 
however, many recommend simply converting to a nonsteroidal NMB agent such as cisatracurium.5  

However, according to the Food and Drug Administration, the safety and effectiveness of sugammadex 
have not been established in patients less than 18 years of age. Pediatric studies have been conducted in regards 
to dosing and efficacy, while most of the studies regarding adverse events have been done in the adult population.

Plaud led the first study to evaluate sugammadex in pediatric patients in 2005. The primary endpoint 
was the recovery of the train-of-four (TOF) ratio to 0.9. Results showed a dose-response relationship with no 
recurrence of neuromuscular blockade, inadequate reversal, significant QT prolongation, or other abnormalities. 
He found that a dose of 2 mg/kg was associated with a median time of 1.1-1.2 minutes for recovery to a TOF of 
0.9.3 Since then, multiple studies have been conducted comparing reversal with neostigmine versus sugammadex 
and found sugammadex to be superior to neostigmine in the 0.03-0.06 mg/kg dosing range.6-8 In 2017, Liu 
conducted an extensive search of 4 databases to evaluate the efficacy and safety of sugammadex for reversing 
postoperative residual neuromuscular blockade in the pediatric population. All 10 studies showed significant 
differences between the sugammadex and the control group. Reversal was more rapid with a lower incidence of 
bradycardia when sugammadex was administered.9

Rita Saynhalath, MD
Assistant Professor
Department of Anesthesiology and Pain Management
UT Southwestern Medical Center/Children’s Health
Dallas, TX

Can Sugammadex Be Used Safely in Children?
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Anaphylactic reactions to sugammadex are uncommon but typically occur within 4 minutes after 
administration. Interestingly, hypersensitivity can occur without previous exposure to sugammadex due to cross-
reaction from prior exposure to cyclodextrins present in food.5 There has also been a concern for sugammadex 
causing increases in activated partial thromboplastin time (aPTT) and prothrombin time (PT.) In 2014, Rahe-
Mayer conducted a randomized, parallel-group, double-blind trial to investigate this further. The results showed 
that treatment with sugammadex 4 mg/kg was not associated with an increased in bleeding risk when compared to 
neostigmine or spontaneous reversal. There were limited mean increases in aPTT and PT, which resolved within 
60 minutes.10 Lastly, Takodoro was the first to publish a study looking at the association between sugammadex and 
anaphylaxis in patients less than 18 years of age. Over 800,000 patients were enrolled and the study showed no 
significant association between sugammadex and perioperative anaphylaxis. They did, however, find a statistically 
significant increased incidence of anaphylaxis with increased duration of anesthesia and blood transfusion. 11

 Sugammadex has significantly affected the practice of anesthesia due to the ability to reverse neuromuscular 
blockade at any time. It is being used successfully in the pediatric population, most notably outside of the United 
States. However, at this time, an in-depth cost analysis is needed to understand if the increased effectiveness of 
NMB agent reversal makes it prudent to use on a routine basis.  Additionally, additional studies on the side effect 
profile of sugammadex would shed further light.  At a minimum, it seems that sugammadex is safe for emergency 
use in pediatric patients and should be available for use when rapid reversal of aminosteroid NMB agent is 
required or when standard reversal regimens prove ineffective. ♦ 
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Changing Perspectives in Modern Anesthesia Practice
As our field evolves, incorporating new techniques and 
medications, many of the age-old assumptions of anesthesia 
practice are being overturned in favor of more updated 
methods. Here we will discuss several widely held beliefs 
worth rethinking, review the latest evidence and suggest 
more modern approaches to anesthetic management.

Patient Selection in the Ambulatory Setting
As ambulatory surgical centers have become more prevalent 
and the American people have grown sicker, the discussion 
surrounding appropriate selection criteria has become quite 
complex.  Morbid obesity and obstructive sleep apnea have 
both been considered contraindications to surgery in an 
ambulatory center, due to the associated risk of postoperative 
complications. However, given the increasing incidence 
of both of these conditions, many anesthesiologists have 
questioned the practicality of this and after careful research, 
are finding caveats to this approach. 

The Society for Ambulatory Anesthesia (SAMBA) 
developed a consensus statement in 2012, looking 
specifically at the management of patients with Obstructive 
Sleep Apnea (OSA).1 Rather than excluding all patients 
with OSA from having surgery at ambulatory centers, they 
found that well-optimized patients who are able to use a 
continuous positive airway pressure machine and patients 
who can be managed with an opioid-sparing technique in 
the operative period, may both be suitable for surgery in the 
ambulatory setting. The SAMBA statement also encourages 
the use of the STOP-BANG questionnaire to  assess  the 
presence of undiagnosed sleep apnea. They also recommend 
taking other comorbid conditions into consideration when 
making decisions about the appropriate surgical setting for 
this patient population.

Morbid obesity is another condition that has been the focus of 
a great deal of attention in recent years. Based on the current 
evidence, it seems clear that patients with a BMI less than 
40kg/m can safely have surgery in the ambulatory setting, 
assuming other conditions are optimized. Patient who are 
super obese (BMI>50kg/m), on the other hand, do have a 
significantly increased risk of postoperative complications 
and should only be cared for in an ambulatory surgery 

environment, under very specific conditions where extra 
caution can be exercised. Between these two extremes exists 
a gray zone, where the data suggests careful consideration 
of comorbid conditions, surgical technique, and anticipated 
postoperative management when determining the 
appropriateness of patients for ambulatory surgical centers. 

Resurgence of Nitrous Oxide?
Many anesthesiologists avoid the routine use of nitrous oxide 
because of a long-held belief that it causes postoperative 
nausea and vomiting.  The interaction between nitrous oxide 
and vitamin B12, leading to elevated plasma homocysteine 
levels, has also been a source of concern, as this is felt 
to be a potential contributor to increased cardiovascular 
complications in the perioperative setting. The data on this 
subject has been confusing for many, but the ENIGMA 
II Trial, published in 2015, laid much of the debate to 
rest, failing to show any association between the use of 
nitrous oxide and the incidence of myocardial infarction.3 
Additional studies have looked at the incidence of nausea 
in relation to nitrous oxide use. These studies find that the 
risk of postoperative nausea is likely dose dependent,4 is 
dependent on duration of exposure (no clinically significant 
risk with duration < 1 hour),5 and is essentially nullified  by 
the administration of antiemetic prophylaxis.6 

Because nitrous oxide inhibits the N-Methyl-D-aspartate 
receptor, it may be a beneficial adjunct when employing a 
multimodal, opioid-sparing approach to anesthesia. Given 
the evidence, it seems we can reasonably use nitrous oxide 
without significant fear of causing patient harm.  
Lung Protective Ventilation in the Operating Room
The ventilators anesthesiologists use in the operating 
room(OR) are significantly different from those used in 
most intensive care units. It turns out that the settings we 
have traditionally used are too. Although intensivists have 
been using a lung protective strategy of smaller, ideal-body-
weight-based tidal volumes and higher levels of positive 
end-expiratory pressure (PEEP) to prevent lung trauma for 
nearly two decades, only recently have anesthesiologists in 
the OR become interested in the potential benefits of this 
technique. Several studies have recently looked at lower 
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tidal volumes during abdominal surgery, finding improved 
clinical outcomes with tidal volumes of 6-8mL/kg ideal body 
weight as compared to larger tidal volumes.7-8 Given that 
there is little potential downside to this approach, it seems 
appropriate that we begin tailoring our ventilation strategy 
to consider lung trauma, particularly in patients at risk for 
postoperative lung injury.  Data regarding optimal levels of 
PEEP is less clear. Appropriate PEEP settings are dependent 
on the type of surgery, the patient’s hemodynamics, and risk 
for atelectasis and lung injury. Considering a PEEP setting 
of 6-8cmH20 in patients with existing (or at high risk for 
developing) lung injury seems to be a wise approach.9

The Appropriate Reversal of Neuromuscular Blocking Agents
When it comes to reversal of neuromuscular blockade, an 
all-or-none strategy has often prevailed. Neuromuscular 
blockade, until recently, required reversal with neostigmine, 
an anticholinesterase with many unfortunate physiologic 
effects. For this reason, many anesthesiologists have avoided 
using reversal agents when possible. In deciding whether or 
not to give neostigmine, anesthesiologists may consider how 
long it has been since the last dose was given, subjective 
evaluation of return of twitches using a train of four (TOF) 
peripheral nerve stimulator, or observed strength using a set 
of basic criteria such as the ability to sustain a head lift for >5 
seconds. In patients who are felt to have residual paralysis, 
neostigmine has often been administered in a standard dose 
of 4 or 5mg. 

Unfortunately, we are learning that our ability to determine 
residual paralysis using traditional techniques is likely 
inadequate10 and indiscriminate dosing of neostigmine 
carries potential harm. In fact, giving anticholinesterase 
reversal when it isn’t indicated, or giving too much even 
when it is, can paradoxically cause weakness. 

Ideally, subjective neuromuscular blockade monitoring using 
TOF assessment would be replaced by newer quantitative 
monitors based on electro- and acceleromyography, which 
are much more accurately able to determine the degree of 
residual paralysis. In any case, dosing of neostigmine should 
be adjusted to the extent of residual paralysis, with doses 
ranging from 0.02mg/kg to 0.06mg/kg.11

Appropriate Fasting before Anesthesia
The days of “nothing to eat or drink after midnight” are 
quickly fading. Although a fasting period of at least 8 hours 
after a heavy meal is still recommended prior to anesthesia, 
NPO (from the latin nil per os) guidelines have become 
much more nuanced in recent years. In 2017, the American 
Society of Anesthesiologists (ASA) published a revised set 
of fasting guidelines, providing new recommendations on a 
variety of subtleties.12 For example, clear liquids may safely 
be consumed up to 2 hours prior to anesthesia. In fact, many 
enhanced recovery protocols encourage patients to consume 
an oral carbohydrate drink 2 hours before surgery in hopes 
of decreasing perioperative insulin resistance and improving 

patient comfort.13 Although the evidence in support of this 
practice is somewhat mixed, the data is clear that gastric 
volume and pH are not adversely affected by this decrease 
in fasting time and the risk of clinically significant aspiration 
is not higher. 

The ASA recommendations also allow for a decreased 
fasting time of 6 hours after a “light meal,” suggesting 
anesthesiologists give careful thought to both the amount 
and type of food a patient consumes when making decisions 
about appropriate NPO status.

Not uncommonly, our longest-held beliefs prove to be the 
most resistant to necessary change. Even when faced with 
solid supportive data, it may feel more comfortable to stick 
with an old habit than to try a new approach. Nevertheless, 
as new evidence emerges, it is imperative that we adjust our 
anesthetic techniques in order to continue to provide our 
patients with the very best possible care. The topics in this 
article represent only a small subset of the practice changes 
we need to consider. Imagine the evolution we might see if 
each of us chose just one assumption of our daily practice, 
and sought to question it more closely.♦ 
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Regional Anesthesia at the Serratus Plane

Thoracic trauma and surgery are frequently associated with 
moderate to severe pain. Poorly controlled acute pain is associated 
with detrimental physiologic consequences, multi-organ 
dysfunction, delayed recovery, and increased risk of developing 
chronic pain.1 Thoracic epidural or paravertebral catheters have 
traditionally been used to provide superior analgesia, improve 
pulmonary function, and reduce adverse effects associated with 
systemic opioid analgesia.2 However, epidural catheters are 
associated with increased risk of hypotension, urinary retention, 
pruritis, and motor weakness.3 Rarely, more serious complications 
occur, including epidural hematoma, epidural abscess, and 
persistent neurological injury.4 Although paravertebral techniques 
are associated with fewer adverse effects, catheter tip entry into 
the epidural space occurs in up to ten percent of paravertebral 
catheters placed with an anatomic approach, and the incidence of 
local anesthetic spread to the epidural space may be even higher 
when ultrasound guidance is used.5,6 Thus, lower risk peripheral 
techniques to treat thoracic wall pain have been proposed.7

The serratus plane block was first described by Blanco and 
colleagues for the treatment of unilateral chest wall pain associated 
with mastectomy.8 Further studies have demonstrated efficacy 
for the management of pain associated with thoracotomy and 
traumatic rib fractures, with fewer adverse effects than thoracic 
epidural analgesia.9,10,11 Benefits of the block include avoidance of 
risks associated with neuraxial catheter placement, ease of patient 
positioning, and potential for use in outpatient procedures. The 
serratus plane block targets the lateral cutaneous branches of the 
intercostal nerves that innervate the hemithorax and is performed 
at the level of the fifth rib. Spread of local anesthetic in the 
plane superficial or deep to the serratus anterior muscle reliably 
produces analgesia between the T2-T9 dermatomes, but spares the 
anterior cutaneous branches innervating the anterior chest wall and 
sternum, the posterior primary rami innervating the posterior wall 

and spine, and the supraclavicular nerves innervating the clavicle.8 
It also spares the autonomic nerve fibers, which are responsible 
for hemodynamic variability with neuraxial and paravertebral 
techniques.

The block could theoretically be performed using an anatomic 
approach targeting the fifth rib, but ultrasound guidance provides 
visual confirmation of local anesthetic spread in the targeted tissue 
plane. The patient may be positioned either supine or lateral with 
the ipsilateral upper extremity abducted away from the body. 
Optimal imaging for most patients can be achieved with the 
wide linear ultrasound transducer positioned in the sagittal plane 
at the mid-axillary line overlying fifth rib. Muscular landmarks 
described by Blanco include the latissimus dorsi (superficial and 
posterior), teres major (superior), and serratus muscles (deep and 
inferior).8 The needle is advanced superior-to-inferior using an in-
plane approach until just deep to the latissimus dorsi muscle and 
superficial to the serratus anterior muscle (superficial approach) or 
just deep to the serratus anterior muscle and superficial to the rib 
(deep approach). As with other tissue plane blocks, the suggested 
volume of local anesthetic for an effective block is 30-40 mL. 
Duration of blockade may be increased when the superficial 
approach is used.8 For prolonged blockade, catheter placement at 
the serratus plane has been described.10 

The figures below depict sequential imaging of a deep approach 
to the serratus plane block in a thin woman with multiple rib 
fractures. The wide linear transducer was used, oriented cephalad 
to caudad. The depth shown is 3 cm. As discussed above, the 
muscular landmarks were identified prior to needle entry. The 
needle was advanced in-plane to the cephalad surface of the fifth 
rib. After negative aspiration, 10 mL of bupivacaine 0.25% was 
injected (Figure 1). Thereafter, the needle was advanced caudad 
over the fifth rib while the remaining 20 mL volume was injected 
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(Figure 2).  After removal of the needle, the ultrasound probe was 
positioned over the sixth rib, which demonstrated local anesthetic 
extending past the sixth rib toward the seventh rib (Figure 3).

The growing volume of literature demonstrating simplicity, 
analgesic efficacy, and safety of the serratus plane block for the 
treatment of unilateral chest wall pain warrants its consideration 
as a lower risk alternative to neuraxial or paravertebral techniques 
in certain patient populations.♦

Figure 1. Transducer orientation is cephalad (left) to caudad (right). Depth is 3 cm. 
The arrow points to the border of the teres major muscle (TM), which is superior 
and deep to the latissimus dorsi muscle (LD). The serratus anterior muscle (SA) 
is inferior to the teres major muscle and deep to the latissimus dorsi muscle. The 
needle is clearly seen entering from the cephalad direction, with the tip at the 
cephalad surface of the fifth rib (5). Local anesthetic (LA) spread above the fourth 
rib (4) is visible after injection of the first 10 mL.

 

Figure 2. After injection of the first 10 mL local anesthetic (LA), the needle 
is advanced over the fifth rib (5), with continued injection of local anesthetic. 
Intercostal muscles (ICMs), pleura (P), and fifth rib (5) are clearly demonstrated 
deep to the local anesthetic spread. Teres major muscle is no longer visible, but 
latissimus dorsi (LD) and serratus anterior (SA) are indicated.

Figure 3. After injection of 30 mL local anesthetic and removal of the needle, local 
anesthetic (LA) is demonstrated overlying the sixth rib (6) and extending toward 
the seventh rib (7), deep to the latissimus dorsi (LD) and serratus anterior (SA) 
muscles and superficial to the intercostal muscles (ICMs) and pleura (P). 
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2019 TSA Legislative Conference

 On the first day of the TSA Legislative Conference, you could feel the enthusiasm for the meeting radiating 
from the experienced members and newcomers. In addition to our physician anesthesiologist colleagues, there 
was representation from Anesthesiologist Assistants who train and practice in Texas. The TSA also sponsored 
two residents from each training program in the state to attend the meeting.  We were all eager to learn how to 
be involved in the political process to advocate for the issues that matter to our specialty. 

 Our experience began with a presentation by Jeff Blaylock, publisher of Texas Election Source, about 
the 2018 midterm elections and what it means for politics in Texas going forward.  We spent a while discussing 
whether this was really a “wave election”. Dr. Sherif Zaafran, TSA member and President of the Texas Medical 
Board, followed with a review of important issues that the Texas Medical Board deals with on a daily basis and 
the changes in regulations that may affect our daily practice.  This talk was followed by Bonnie Bruce, TSA 
Director of Governmental Affairs, who described in detail the specific issues we were encouraged to advocate 
for during our visits with legislators.  Key points included helping expand access to care in a safe manner, to 
ensure  access to safe dental anesthesia, and to find solutions for the narrow insurance networks which place a 
financial burden on our patients. The goal was to make sure our legislators understand how anesthesia care teams 
work in Texas, with care delegated and supervised by physician anesthesiologists.  Our team also advocated for 
regulation of our anesthesiologist assistant colleagues under the supervision of the Texas Medical Board and to 
help expand telemedicine services in Texas. 

 The legislative conference culminated with attendees visiting the state capitol to meet with over 100 
state legislators and their staff. We were pleased to find out how easy it was to speak to our representatives 
and how willing they were to listen to our concerns. We had the opportunity to voice our support and concerns 
with our legislators and their staff members regarding numerous bills currently being considered during this 
legislative session.  The importance of not only advocating for our specialty, but creating relationships with 
our representatives in order to continue having our voices heard cannot be stressed enough.  We urge all of 
our physician anesthesiologist and anesthesiologist assistant colleagues, no matter how long they have been in 
practice, to get involved in current politics and have your voice heard.  If you are unable to serve in this manner, 
please support your colleagues who are willing by assisting them in their clinical duties so they can attend these 
important activities.  As someone at the meeting wisely said, “If you are not sitting at the table, you are on the 
menu”. The future of our specialty is in our hands.♦ 
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Proposed Revisions to TSA Bylaws

The TSA Bylaws Committee will be recommending to the TSA House of Delegates in September 
the following revisions to the TSA Bylaws.  

Proposed Revision #1 
Modify Section 3.23

3.2      DIRECTOR AND ALTERNATE DIRECTOR TO THE AMERICAN SOCIETY
 OF ANESTHESIOLOGISTS
3.23   Duties:  
 
         The Director shall represent this Society on the Board of Directors and the 

House of Delegates of the American Society of Anesthesiologists, as official 
representative of District 19 of the American Society of Anesthesiologists, 
which is composed of the State of Texas.  

                   
           The Director shall attend all meetings of the Board of Directors and the House 

of Delegates of the American Society of Anesthesiologists or make certain that 
this Society is represented thereat.

 
The Director shall report to the Board of Directors of this Society, immediately 
following each meeting of the Board of Directors or the House of Delegates of the 
American Society of Anesthesiologists, the actions taken, and recommendations 
made at such meeting; and

  
Each year by an appropriate time, the Director shall make available to the ASA 
President-Elect and First Vice President a list of TSA members who are willing 
to serve on the many committees of the ASA.

 
The Director shall perform such other duties as provided in these Bylaws.

 
The Alternate Director, in addition to his or her other duties, shall serve as 
Delegate, Place 4 in the ASA House of Delegates.

The Director and Alternate Director will perform such other duties as necessary 
to fulfill their duties as liaisons between this Society and the American Society 
of Anesthesiologists, as assigned by the Board of Directors and Executive 
Committee of this Society.
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Continued Proposed Revisions to TSA Bylaws

Proposed Revision #2
Modify Section 9.1 
9.1    TERMS OF OFFICE

The terms of office of the chair and members of Standing and Special Committees shall 
be for the term of office of the President appointing them, unless otherwise provided by 
these Bylaws. The reappointment of committee chairs and members shall be considered 
on an annual basis with both committee chairs and members serving at the pleasure of the 
president. 

Provided, however, that members of Committees existing at the time of adoption of these 
Bylaws shall continue to serve until expiration of the terms for which they were originally 
appointed.

Proposed Revision #3 
Create Section 9.2092.3

9.209    Committee on Awards
 

9.2091 Composition:  To be appointed annually and composed of past presidents 6, 7, 
and 8 years removed (or beyond if any of those unable to serve) and one other 
member of the Society to be appointed by the president for a total of (4).  The 
earliest removed past president will be the chair of the committee.

 
9.2092 Duties:  To make recommendations for awards to the House of Delegates in 

years in which nominations are deemed appropriate.
 
9.2092.1 The Distinguished Service Award is established to honor those who 

have rendered distinguished service to our specialty in Texas.  These 
individuals must have been involved and participated in the affairs of 
the Texas Society of Anesthesiologists or have unusually distinguished 
themselves in matters directly associated with Anesthesiology.  The 
Distinguished Service Award is to be presented at the Annual 
Meeting the year after he or she is identified and is to consist of an 
appropriately engraved certificate.

 
9.2092.2 The Cindy Zerwas Memorial Best Friend Award is established to 

honor non-member individuals who for a variety of personal reasons 



VOLUME 31, ISSUE 2

Continued Proposed Revisions to TSA Bylaws

or circumstances have provided long term and dedicated service to our 
members and our Texas organization. The award should be presented 
to individuals who have exemplified themselves by their conduct and 
loyalty to the TSA. The award will be given following selection by the 
TSA Awards Committee.

9.2092.3  The Dr. James Adkins and Mrs. Linda Adkins Resident Award is 
established to recognize our residents for their loyalty and involvement 
in all levels of our Society. 

Proposed Revision #4 
Modify Section 9.2152 

9.215    Professional Development

9.2151    Composition: Five or more members, at least two of whom were members of 
the committee the previous year.

             9.2152   Duties: To solicit and review input from TSA members regarding outstanding 
needs for professional improvement.  To develop and propose mechanisms 
for the TSA to meet these outstanding needs.  To assist in the execution of 
directives from the board of directors regarding the professional development 
of its members. Develop and maintain a statewide speakers’ bureau of Texas 
Society of Anesthesiologists members.  These speakers will be available to 
provide presentations to the anesthesiology residency training programs in the 
state, thereby giving the residents some exposure to the Society and its concerns.



1.) Noted this year’s Anesthesiologists Days at the Capitol are March 19th and 20th.
2.) Stressed the importance of visiting legislators as often as possible.
3.) Charged Dr. Amr E. Abouleish to work with the TSA District Directors to create talking points that describe 

what the TSA and ASA have done for membership and what they plan to do in the future.
4.) Recognized and applauded Dr. Michael J. Sakowski for his service as Director for District 2. 
5.) Appointed Dr. Jeremie J. Perry to the office of Director for District 2.
6.) Appointed the following to the TSA House of Delegates:

o Jeffrey S. Richards, MD, Delegate, District 5, Place 7, effective immediately;
o Charles W. Sanchez, MD, Alt. Delegate, District 5, Place 7, effective immediately;
o Srikanth Sridhar, MD, Alt. Delegate, District 7, Place 1, effective Sept. 5, 2019; and
o Wendell H. Williams, MD, Alt Delegate, District 7, Place 6, effective Sept. 5, 2019.

7.) Approved a 3% cost of living increase and a 3% bonus for all TSA employees.
8.) Approved motion to schedule a Long Range Planning Retreat every 3-4 years and that resident members be 

included.
9.) Approved the following criteria for providing financial support to TSA members who are selected to 

participate in the Texas Medical Association Leadership College (TMALC):
o A letter of support /endorsement from their county medical society;
o An agreement that the applicant will either author or co-author a resolution for consideration to the TMA 

HOD during the TMALC period;
o The applicant’s availability to attend the TSA Annual Meeting, TSA Anesthesiologists Day at the Capitol, 

TMA meetings, and First Tuesdays; 
o Donation of any amount to the TSAPAC and TEXPAC;
o A means for describing previous leadership experience even if not in the field of medicine; and 
o Identification of a mentor within TSA who could help navigate the processes and also be a resource in 

resolution writing, CMS roles, etc.
10.) Approved motion that the TSA President and President-Elect will consider appointment of the scholar/s 

to a TSA Reference Committee and/or TSA Standing Committee upon their successful completion of the 
TMALC.

11.) Disbanded the Ad-Hoc Committee to Review Future TMALC Sponsorships.
12.) Recognized Dr. Charles E. Cowles for his time and efforts while serving as Chair of the Ad-Hoc Committee 

to Review Future TMALC Sponsorships.
13.) Charged the Governmental Affairs Committee with creating a slate of physician speakers, at the end of this 

legislative session, that will present TSA issues to legislators during the legislative interim sessions.
14.) Charged Jaime Capelo with creating a one-page white paper summarizing the opioid bill with TSA talking 

points to be used by the TSA key contacts prior to TSA legislative days.  
15.) Approved the minutes of the September 9, 2018 TSA Board of Directors meeting, via consent calendar. ♦

VOLUME 31, ISSUE 2

SUMMARY OF ACTIONS
TSA BOARD OF DIRECTORS

JANUARY 26, 2019



1.) Applauded Dr. G. Ray Callas for his election to the Executive Committee of TMA’s Board of Trustees.
2.) Recognized Bonnie Bruce and Craig Chick for their work during this legislative session. 
3.) Praised Drs. Thomas Oliverson, Sherif Zaafran and John Zerwas for their work on Senate Bill 1264 which 

relates to consumer protections against medical and health care billing by out-of-network providers.
4.) Stressed the importance of the Society examining its lobbying and strongly encouraged that the Society 

consider bringing Mr. Craig Chick into its lobby team.
5.) Informed the members that the Honorable Suzanne Harrison from Draper, UT will be presenting the 2019 

Betty P. Stephenson Lectureship. 
6.) Announced that board members and committee chairs will all be asked to volunteer one to two shifts at the 

ASA PAC Booth during this year’s TSA Annual Meeting. 
7.) Received updates from the Communications and Governmental Affairs Committees as well as from the 

TSAPAC and TSA Treasurer. 
8.) Announced that June 20th is the ASA PAC’s National Day of Giving.
9.) Recognized Dr. Shannon Hancher-Hodges for the resolution she submitted to the American Academy 

of Pediatrics. The resolution addresses the use of the term “provider” when describing board-certified 
pediatricians. 

10.) Requested that a resolution addressing the use of the term “provider” when referring to Anesthesiologists 
be submitted to the ASA.

11.) Prior to the May 18th meeting the Board approved and certified the following items:
* The minutes of the January 26, 2019 Board of Directors Meeting;
* The House of Delegates election results for 2019: and 
* The continuation of allowing the TSAPAC to purchase TSA Annual Meeting waivers at a twenty percent 

discount.
12.) Following the meeting the Board took the following actions:

* Appointed the following to the TSA/ASA House of Delegates:
   > Michael R. Hicks, MD, ASA Delegate, Place 19;
   > Richard P. Dutton, MD, ASA Alternate Delegate, Place 12;
   > Stephen A. Sarmiento, MD, TSA Alternate Delegate, District 10, Place 1; and
   > Dawn Yan, MD, TSA Alternate Delegate, District 10, Place 3.
* Approved proposed revisions to TSA Bylaws Sections 9.1; 9.215; 9.2151; and 9.2152. 
* Approved Sunday, April 26th and Monday, April 27th as the dates for the 2019 TSA Anesthesiologists Days 

at the Capitol. ♦
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IN MEMORIAM

John D. Hammonds, MD (Dallas, TX)
Passed away on March 18, 2019

J. Lee Hoffer, PhD, MD (Temple, TX)
Passed away on April 26, 2019



NEW MEMBERS
Since  Jan. 1, 2019 the TSA Board of Directors approved the applicants below for the membership categories indicated:

ACTIVE MEMBERS
Aiyer, Viswanathan C.
Alex, Gijo  
Allen, Joshua A.
Baker, Tanner B.
Bauer, Brooke  
Bawany, Fauzia A.
Beane, Dolores  
Bergson, Milton G.
Blasko, Melissa W.
Bouchra Hanna, Hani K.
Braly, Kristina M.
Brann II, James R.
Cato, Larry W.
Cebe, James J.
Chandran, Neethu K.
Chin, Lilibeth B.
Choudhury, Nabila B.
Clark, Priscilla D.
Craig, Alanna L.
Creighton, Christopher P.
Dawson, Jabon R.
Edwards, Jocelyn R.
Fernandez, Cristina M.
Fischer, Emily M.
Fogarty, James P.
Fritzhand, Kevin S.
Gaut, Megan M.
Glentzer, Mark J.
Goldberg, Jonathan S.
Gougov, Peter D.
Griggs, Felicia S.
Guesner, Scott C.
Gummerson, Matthew C.
Gutierrez, Nora E.
Hall, KaNisha L.
Helgren, Whitney D.
Hemmerich, Jason J.
Henschel, John W.
Hiller, Kenneth N.
Hollenbeck, Timothy C.
Huang, Jonathan  
Izumi, Akihiro  
Jain, Aarthi Y.
Jeffcoat, Sheila R.
Jones, Daniel T.
Jonna, Anita  
Jung, Jin W.
Kahanek, Natalie R.
Khalifa, Ali  
Khoury, Ronnie G.
Kurapati-Wood, Sushmitha  
LaGrone, Rodney L.
Lee, Sharon  
Lee, Cora Y.
Lundie, Grant  

Mann, Chandler R.
Mantha, Venkat R.
Maxwell, Matthew J.
McLeod, Christopher B.
Memon, Abdul Q.
Mesbah, Rozita  
Miller, Daniel M.
Mody, Rayomond R.
Molinar, Shandel A.
Moulin, Victor G.
Murugan, Shobana  
Nasrallah, Kyle L.
Nassif, Alia C.
Nazareth, Veeral M.
Noble, Mark D.
Okafor, Kanayo K.
Owusu-Agyemang, Pascal  
Paetzold, Jacquelyn R.
Pang, Don  
Paskitti, Megan E.
Patel, Purnal  
Patel, Roshni P.
Patel, Neil  
Pena, Javier  
Pham, Bich Tran P.
Piper, Clinton W.
Powell, Karlyn J.
Radich, Ned  
Romito, Jia W.
Santini, Mario A.
Sarmiento, Stephen A.
Satloff, Lewis M.
Shahen, Ali R.
Shults, Justin  
Sloan, Anne  
Teames, Richard S.
Urias, Jorge A
Vegiraju, Krishna R.
Williams, Dennis T.
Zambare, Sonal N.
Zentner, Katharine H.

RESIDENT MEMBER
Dees, James A. 
Flanders, Samuel C. 
Inouye, John D.
Jones, Cory D. 
Mohsen, Ahmed 
Olenych, Michael 
Riccione, Angelo J. 
Runyon, Chukwuemeka C. 
Smith, Matthew D. 
Smith, Lance 
Verhaal, Tyson 
Wrobleski, Ivana 

ANESTHESIOLOGIST ASSISTANT 
MEMBERS
Albert, Natalie M.
Andrews, Meredith R. 
Avkshtol, Maria 
Ayeras, Ara Marie A. 
Balinski, Ashley A.
Chen, Jason Po-Yang 
DeVoe, Shaina 
Gibson, Mason 
Gillani, Aleena 
Golden, Jennifer R.
Khalil, Hanan A.
Lin, Shan 
Obie, Priscilla 
Shelton, Austin 
Tarpley, Troy 
Vo, Huy T. 
Wu, Cheng 
Zhu, Wensheng 

MEDICAL STUDENT MEMBERS
Medical Student Members
Burgess, Lauren 
Du, Ina Theodora 
Karani, Sadia 
Mahajan, Smridhi 
Shepherd, Bailey N. 
Smith, Katelynn M.
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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
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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   Jeremie J. Perry 
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  Mark A. Margolis 
District 11 Scott S. Meril

TSA DISTRICT BOUNDARIES
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TSA DISTRICT MAP
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