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Farewell to the Pandemic 2020 Year (and Hopeful for a Better 2021)
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I wanted to take a moment to thank all of our TSA membership who have done so much during a tumultuous year that has 
been disrupted in so many ways.  Our membership has “come together” in so many ways over the past year, despite not 
being able to physically meet in person.  The loss of the physical meetings has caused many of us to learn new skills with 
virtual meetings in order to continue to conduct the business of the TSA.  

I commend the members who have stepped up to continue to fight the battles that must be fought.  There are too many to 
name all of them (for fear of leaving someone out), but our state has been well represented as our specialty was a large 
part of dealing with the COVID pandemic in 2020.  Leadership at the highest levels of the ASA came from within our own 
TSA membership at a time when much of our way of practicing medicine had to be continually reinvented.  In addition, the 
legislative battles did not cease during the pandemic.  In fact, many of the battles became even more urgent.  Many of you 
continuously fought these battles on the front lines and the membership is extremely grateful for the work that has continued 
to be done, despite adverse conditions.  The need to support our TSAPAC remains and is more important now than ever.  Dr. 
Kercheville’s ASA Director’s report gives details of a very busy year’s activities and recognizes some of the very important 
achievements of the TSA membership at the ASA level this year.  

This issue of the TSA Newsletter highlights some of the events that we have had to deal with over the last year.  I encourage 
you to read the articles as they highlight the effects of COVID on both large and smaller practices.  We also have an article 
that examines the impact of COVID on the wellness of our physicians and other healthcare providers.  In addition, we have 
a very nice review of the regional anesthesia management of the patients with multiple rib fractures that introduces a couple 
of newer approaches to this issue that some may not be as familiar with.  On the education front, we also continue the series 
exploring generational differences in learners in the second of a series of articles.  We also share with you a very interesting 
article on a recent whistleblower legal case surrounding the “company model” of anesthesia services.  I encourage everyone 
to read this article as it has some very interesting information that we should all be aware of.  In addition, I hope that all will 
read about the advocacy efforts of several of our TSA colleagues who travelled on short notice to Charlotte, N.C. in order to 
advocate for our specialty on the critical issue of balance billing.  

Perhaps my favorite series of articles that we have added in the last few years is the historical series, “On the Shoulders of 
Giants,” examining leaders in anesthesiology from the state of Texas who have made an impact on our specialty in so many 
ways.  Thus far, the series has examined the careers of M.T. “Pepper” Jenkins, Arthur Keats, Betty Stephenson, Claudia 
Potter, Gabor Racz, and James Arens.  In this volume of the Newsletter, we add Charles Tandy to the distinguished list of 
giants within our specialty and society who have paved the way for us to follow.    I was very happy to learn more about his 
career and his accomplishments in this excellent addition to our series.  Isaac Newton is credited with the quote, “If I have 
seen further, it is by standing on the shoulders of giants.”  This quote was the basis for which I named this historical series 
and I believe that there are many in our membership who have or are currently filling that role for our younger generation of 
anesthesiologists.  I hope that we can continue to honor many more of our leaders who have helped us “see further.”  

On a very sad note, we have an article honoring the life of our friend, colleague, and TSA officer, Dr. Charles E. Cowles.  He 
will be greatly missed by all who knew him.  His leadership and impact on our society was immense.  We offer condolences 
and prayers of comfort for his family and friends as they deal with this tremendous loss.  

Thank you all for exploring this volume of the TSA Newsletter and I hope that you find information in it that will be of 
interest to you.  I wish to thank all who have contributed, despite them being very busy with many other duties.  Please email 
me if you would like to contribute something in the future or if you have a good idea for a topic.  I hope that everyone has 
a happy and healthy 2021 and I hope to see as many as possible (hopefully in person and not on Zoom) at our TSA Annual 
Meeting next fall.



Charles E. Cowles, Jr., M.D., FASA
April 19, 1968 – December 26, 2020

A dear member of the executive leadership of our society, Charles Cowles M.D., passed away on December 
26th while on vacation with his family.  Charles was a devoted husband, father, and servant of the Lord. Charles 
leaves behind his beloved wife Jennifer and three boys: Christopher (13), Caleb (7) and Jake (4).
   
His greatest treasure was his adoring family. Charles loved sharing family stories and photos with his friends 
and colleagues and could always find humor in the chaos of raising three boys.  His love for Jennifer was 
profound.

Charles was a physician, practicing anesthesiology at MD Anderson Cancer Center in Houston, Texas.  His 
love for medicine began as a young man, when he worked as an Emergency Medical Technician and firefighter. 
With those experiences, he decided to pursue a career in medicine and attended medical school at UT Health 
Science Center Houston.  His background in emergency management was used daily as an anesthesiologist.  
Outside of his career in medicine, he continued to remain active in the community fire department and served 
as a medical director for the Pasadena, Texas Police Department. He was also very involved in organized 
medicine for his specialty at the state and national levels. Charles served on the TSA Executive Committee 
as the society’s Assistant Treasurer. He also served as a board member of the Texas Medical Association 
Insurance Trust (TMAIT). He was known around the community as a problem-solver. Dr. Cowles was able to 
make the most difficult challenges simple by breaking them down methodically and, because of that, he was a 
mentor and pillar of support for many.
 
Charles was also actively involved in his church, First Baptist Church of Pasadena.  His love for Christ has 
been passed down to his children and we pray this will give them strength during this time.
 
Charles had such a large presence and touched the lives of so many around him.  Because of this, Charles had 
many friends in all walks of life.  A term “FOC”, Friends of Cowles, was even coined to describe this large 
group of people.  Friends described him as a grand storyteller.  He was a jokester and his laugh was contagious.  
The memory of his ability to find humor in everything will keep a smile on our faces when we think of him.
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Many of the “FOC” have asked how they can help during this difficult time. Dr. Cowles would want his family 
to be well taken care of.   Jennifer was injured in the car accident and suffered a severe leg injury.  She has since 
had one surgery and will require more in the near future.   His close colleagues felt it was best to contribute to 
a fund that will help with making day to day life easier for his family during this difficult time.  Thus, the FOC 
established the Charles Cowles Memorial Fund. Charles will be dearly missed by all.
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https://www.gofundme.com/f/charles-cowles-memorial-fund?utm_source=customer&utm_medium=copy_link&utm_campaign=p_cf+share-flow-1


On the Shoulders of Giants Series: Legends of Texas Anesthesiology 
Charles C. Tandy, M.D.: Anesthesiologist, Historian, and Friend to the TSA

Amy P. Woods, M.D. and Bhaskar Padakandla, M.D.

Amy P. Woods, M.D.
Medical Director, Parkland Pre-Anesthesia Evaluation Clinic
Associate Professor of Anesthesiology
Department of Anesthesiology and Pain Management
The University of Texas Southwestern Medical Center
Dallas, TX
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Charles Courts Tandy, M.D. was born in Abilene, Texas on March 16, 1929.  At the age of 10, Tandy already knew he 
wanted to be doctor.1  Tandy did not initially set out to become an anesthesiologist and he certainly never planned to stay 
in Dallas.  He originally planned to have a small town family practice; however, fate would intervene.  

Tandy attended Hardin-Simmons University and then matriculated to the University 
of Texas Southwestern Medical School (UTSW), graduating in 1953. (Figure 1) He 
has fond memories of medical school, where he boasts his first year’s tuition was 
“somewhere about $100 or $150!” He lived in the Theta Kappa Psi fraternity house 
for a mere $60 per month, and he jokingly reminisced that the men’s laundry was 
often done in the bathtub! Tandy completed his internship at Parkland Hospital in 
1954. It was during that year that he met M.T. “Pepper” Jenkins, M.D., the chair of 
the anesthesia department at UTSW, who first introduced him to anesthesiology as 
a medical specialty. 
While an intern at Parkland Hospital, Tandy admitted a patient with intractable 
hiccups. Over a 3-week inpatient stay, the young intern attempted every known cure 
for hiccups, but nothing worked.  Tandy read that a deep ether anesthetic just might 
be the solution for his patient, so he called Jenkins who agreed to help.  It was the 
first of many phone calls to Jenkins, as well as the beginning of a lifelong friendship.  

After four hours of “good ol’ ether,” delivered by Tandy with Jenkins by his side, the patient emerged, and the hiccups 
were gone!  Unfortunately, the hiccups returned the next day, and the patient eventually signed himself out of the hospital 
without being completely cured. This was Tandy’s first experience with anesthesia, and, though he completed a month 
of anesthesia training after that, he still had no intention of becoming an anesthesiologist.
The following year, while serving as a surgeon in the United States Air Force in Salina, Kansas, Tandy had a moment 
of clarity at 2am during a particularly difficult open appendectomy.  The next day, Tandy called Jenkins to discuss his 
potential as an anesthesiologist.  A year and a half later, Tandy was starting his residency in anesthesiology at Parkland 
under Jenkins’ supervision.  (Figure 2)
After residency, Tandy looked for a place to settle.  Two of Tandy’s resident 
colleagues would play a major role in his decision to stay in Dallas.  Dr. Wayne 
Gossard had been his senior resident on the surgery service when Tandy was an 
intern. Gossard, described by Tandy as “the best surgeon I’ve ever known,” was 
operating at Methodist Hospital in Dallas.  Dr. Charlie Sloan, who was two years 
ahead of Tandy in anesthesiology residency, had gone to Methodist Hospital to 
be the first anesthesiologist on the hospital’s medical staff.  Sloan recruited Tandy 
to join him and Tandy became the second anesthesiologist on staff at Methodist 
Hospital in Dallas. 
The rest, as they say, is history.  Tandy beams, “Charlie and I built our own anesthesia 
operation there at Methodist.”  The first hospital to use gas analysis in Dallas and the 
first to employ computerized monitoring in the operating room, Methodist Hospital 
anesthesia thrived under Tandy’s 54-year tenure.  “I’m proud of what we did there.” 
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(Figure 3)
Anesthesiologist, cattle rancher, and active church member, Tandy eventually added 
public service to his résumé. From 1987-1993, Tandy served on the Dallas City 
Council.  It was a busy time in his life working the equivalent of two full-time jobs, 
but Tandy has said he has no regrets.  At one particular council event, he recalled that 
he bumped into his Parkland patient with the hiccups from forty years prior.  For those 
inquiring minds who want to know, Tandy discovered that the patient continued to 
suffer from lifelong bouts of intractable hiccups.
Tandy retired from clinical practice in 2012 at the age of 83, having logged 42,480 
anesthetic cases.  At 91 years young, he and his wife, Roena, still live in the same Oak 
Cliff home that he bought in 1958, within walking distance to Methodist Hospital.2  
Since his retirement, Tandy, a passionate historian, has kept busy organizing his 
personal archives and his impressive collection of rare and valuable books. Jonathan 
Hill, a bookseller in New York City, called Tandy’s anesthesiology collection “one of 
the finest ever formed by a private individual.”3 Tandy donated a set of early English 
Bibles, including a leaf from the Gutenberg Bible and a first edition King James Bible 
to Hardin-Simmons University. His personal papers and several rare anesthesia books 
were recently given to UTSW.4,5  (Figure 4)
Tandy has remained active within the Texas Society of Anesthesiologists (TSA) for 
over 65 years, having held various leadership roles, including TSA President from 
1973-1974.6  He received the esteemed TSA Distinguished Service Award in 2002.7 
Tandy has had an important role in preserving the history of the organization and, even 
today, he continues to volunteer his time to the TSA, currently serving  on the TSA’s 
Committee on History.  In September 2016, Tandy was honored with the Distinguished Service Award by the Wood Library-
Museum of Anesthesiology (WLM) for his enduring service and contribution to WLM over many years, including serving 
as the Chairman of the WLM Board of Trustees from 1972 to 1980.8 He is still an active member of the WLM Acquisition 
Committee.
There is no doubt that Charles C. Tandy has made his mark on anesthesiology in Texas and beyond. He is one of the many 
giants in our specialty on whose shoulders we stand.
Unless otherwise cited, the information contained within the above article is from personal communication between Charles 
Tandy and Amy Woods, obtained in an interview that occurred on June 15, 2020.
Additional Sources:

1. UT Southwestern Medical Center Newsroom. “Alumni Reflections: Dr. Charles Tandy.” Retrieved from https://www.utsouthwestern.edu/
newsroom/video/charles-tandy.html on November 21, 2020.

2. “Dr. Charles Tandy will retire from medicine but not from life.” Dallas Morning News, June 20, 2012. Retrieved from https://www.dallasnews.
com/news/2012/06/21/dr-charles-tandy-will-retire-from-medicine-but-not-from-life/ on November 21, 2020.

3. Hill, J. “Biography.” The Charles C. Tandy Collection of Anesthesiology, 2017.

4. Hodges, S. “Charles and Roena Tandy give collection of antique Bibles to Hardin-Simmons.” Dallas Morning News, December 12, 2008.

5. Tandy (Charles C.) Collection. University of Texas Southwestern Medical Center Library Archives, 2013.

6. “TSA Past Presidents.” Retrieved from https://www.tsa.org/about/past_presidents.php on November 23, 2020.

7. “TSA Member Awards.” Retrieved from https://www.tsa.org/about/awards.php on November 23, 2020.

8. McGoldrick, KE. “Honoring Our Heroes: The Wood Library-Museum of Anesthesiology Distinguished Service Award.” ASA Monitor 2016; 
80:40–41. 

Figure Legend:
Figure 1. Dr. Charles Tandy, circa 1953. From the UTSW Department of Anesthesiology Archives.
Figure 2. A letter to Dr. Tandy from Dr. Jenkins, indicating Tandy’s acceptance to the anesthesiology residency program at UT Southwestern. From Dr. 
Tandy’s collection.
Figure 3. Dr. Tandy (left) pictured with Dr. Jenkins (seated), Dr. A.H. “Buddy” Giesecke (center), and Dr. Paul White (right), circa 1992. From Dr. 
Tandy’s collection.
Figure 4. Dr. Tandy (left) pictured with Dr. Woods (center), and Roena Tandy (right), on October 2, 2018, the day he gifted a collection of rare anesthesia 
books and notes from his collection to the UTSW Department of Anesthesiology. From the UTSW Department of Anesthesiology Archives.



VOLUME 33, ISSUE 1

Generational Learning, Part 2: 
Teaching Strategies for Generational Learning

Lisa R. Farmer, M.D.
Professor
Department of Anesthesiology
UTMB
Galveston, TX

Jenny E. Pennycuff, M.D., M.S.
Assistant Professor
Department of Anesthesiology
UTMB
Galveston, TX

In our last article, we addressed generational theory, which is the belief that individual values, motivations, and 
behaviors can be inferred by an individual’s date of birth.1 Recognizing that these learning differences exist can 
help attending physicians improve the learning experience of their residents and medical students. The millennial 
generation is defined by the Pew Research Center as those individuals born between the years 1981 and 1996.  In 
this follow up article, we will look deeper into the motivations and expectations of millennial learners and explore 
teaching methods that are both engaging and effective. 

Millennials are motivated to do work that matters, they value working in teams, and they tend to seek mentoring 
more than other generations.5 They expect to be given meaningful assignments with clear instruction and they 
thrive on using technology to assimilate information.2 Understanding these generational-based expectations can 
be used to strategically plan curriculum and develop effective tools that engage our students. 

One unique characteristic of millennial learners is their desire to have immediate feedback. Compared to the baby 
boomer generation, who want feedback only when necessary, and generation X individuals, who want feedback 
weekly or daily, millennials prefer to have feedback immediately and often.2 Thus, waiting to provide feedback 
on their progress until the end of a rotation, or even semi-annually, is not generally viewed by these residents as 
the most beneficial feedback method. Frequent and immediate feedback allows the resident to quickly improve 
their clinical and professional skills as well as have improved satisfaction at work. Ideally, this type of feedback 
is best provided in the operating room at a reasonable point and time that does not distract from patient care 
responsibilities.

Millennial learners also prefer to work in a collaborative atmosphere. They believe that hierarchy is appropriate 
in the medical training environment, however, these learners feel that authority figures should exert their power 
in a collaborative effort with others.2 Although this may appear to be obvious, educators should ideally show 
excitement and engagement while teaching residents. Millennial residents will recognize the disconnect with 
faculty who appear apathetic about their teaching responsibilities.2 In order to increase their connection with the 
residents they are instructing, educators can share their learning philosophy and describe what led them to pursue 
a career in academic medicine.3

The amount of information available for learners in medical education is seemingly infinite. Not only do residents 
have “traditional” textbooks to learn anesthesiology, they also have review texts, medical reference databases, 
online question banks, medical podcasts, videos on YouTubeTM and other platforms, and even smart phone 
applications that can assist them with their learning.  This vast number of available resources can lead to a dilemma 
in which the learner does not know where to begin. A solution to this dilemma is to offer the learner a detailed 
outline and suggested resources for each block/rotation, thereby allowing learners to better prioritize their study 
efforts.  Faculty should take care to use varying sources of learning to supplement their curriculum but, at the same 
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time, ensure that these additional sources provide synthesis, application, analysis, and interpretation of complex 
material.3 For example, a faculty member may recommend that residents read a chapter about fluid resuscitation 
from an established textbook while also recommending that they supplement this material with a podcast about 
fluid responsiveness in the OR, such as what might be found in the ACCRAC podcast library.4

There are some learning strategies that are common to multiple generations and have been proven to markedly 
improve achievement.  For example, self-testing and retrieval practice have been shown in hundreds of studies to 
improve learning and retention.6 The act of reconstructing knowledge requires effort and enhances learning. This 
learning technique’s success is amplified when the interval of time is increased between learning and retrieving 
the information.  Self-testing is easy to implement with flashcards or question-banks.6 Retrieval practice, the act of 
recalling information, reduces test anxiety and can be supplemented with audience response systems, short answer 
worksheet assignments, and asking students to summarize what they learned last session.  

Lastly, improving resident teaching skills has become a critical part of resident training. Residents act as teachers 
to a variety of learners including patients and their families, medical students, and peers.  Assisting residents 
in improving their teaching skills not only better prepares them for future roles, it also improves the residents’ 
knowledge base and helps them better understand themselves as learners.7 Use of experiential methods such as 
role-playing and observation-feedback in resident-as-teacher curriculum increases student engagement and is 
preferred by millennial learners.

It is estimated that over 50% of our workforce are now millennials.5 Generational differences in teaching techniques 
and learning styles has become exaggerated due to the recent rapid growth of new technologies3.  Understanding 
these differences helps medical educators become more effective teachers and improves professional relationships 
with their millennial colleagues.5

Valuing the ideals of the learners and acknowledging a job well done go a long way to helping millennials feel 
accepted.5 Age-old strategies, such as self-testing and retrieval practice, are still effective.  Successful teaching 
requires understanding of our learners’ needs, including the need for immediate feedback and collaborative work 
environments.  As faculty members, we must adapt to use relevant technology and create meaningful assignments 
to better engage our residents and ensure an optimal learning environment.   Our next article will explore social 
media and its effects on generational learning.

1. Gillespie, Veronica. “Using the Flipped Classroom to Bridge the Gap to Generation Y.” Ochsner Journal, vol. 16, 2016, pp. 32–36.
2. Williams, Valerie N., et al. “Bridging the Millennial Generation Expectation Gap: Perspectives and Strategies for Physician and 

Interprofessional Faculty.” The American Journal of the Medical Sciences, vol. 353, no. 2, 2017, pp. 109–115.
3. Roberts, David H., et al. “Twelve Tips for Facilitating Millennials’ Learning.” Medical Teacher, vol. 34, no. 4, 2012, pp. 274–278., doi

:10.3109/0142159x.2011.613498.
4. ACCRAC. “Episode 185: Fluid Responsiveness in the OR with Lee Goeddel.” ACCRAC Podcast, 13 Oct. 2020, accrac.com/episode-

185-fluid-responsiveness-in-the-or-with-lee-goeddel/.
5. Lourenco, Ana P., et al. “Teaching and Working with Millennial Trainees: Impact of Radiological Education and Work 

Performance.” J Am Coll Radiol, vol. 14, 2017, pp 92-95.
6. Dunlosky, John., et al. “What Works, What Doesn’t: Some study techniques accelerate learning, whereas others are just a waste of 

time – but which ones are which? An unprecedented review maps out the best pathways to knowledge.” Scientific American Mind, 
Sept/Oct, 2013, pp. 47-53.

7. Achkar, Morhaf Al, et al. “Changing trends in residents-as-teachers across graduate medical education.” Advances in Medical 
Education and Practice, vol. 8, 2017, pp. 299-306.

http://accrac.com/episode-185-fluid-responsiveness-in-the-or-with-lee-goeddel/
http://accrac.com/episode-185-fluid-responsiveness-in-the-or-with-lee-goeddel/


Care and Protection of Anesthesiologists During the COVID-19 Pandemic: 
A Physicians’ Perspective of Factors Contributing to Burnout

VOLUME 33, ISSUE 1

Rachel Rhem, M.D.
Assistant Professor
Department of Anesthesiology, Pediatric Anesthesiology
University of Texas Health Science Center at Houston
McGovern Medical School
Houston, TX

Rhashedah Ekeoduru, M.D.
Associate Professor
Department of Anesthesiology, Pediatric Anesthesiology
University of Texas Health Science Center at Houston
McGovern Medical School
Houston, TX

This year ushered in unforeseen circumstances that challenged our practice methodologies, our resolve, and 
our psychological soundness.  It began in December 2019 when a new virus emerged and rapidly spread across 
Wuhan, China.  The virus was a coronavirus that was linked to a severe and rapidly spreading respiratory disease.  
The World Health Organization declared the outbreak a public health emergency of international concern.  By 
January 2020 this disease appeared in the United States and was a full-fledged pandemic by mid-March.1  

This novel new corona virus, now commonly referred to as COVID-19, leads to the clinical manifestation 
of severe acute respiratory syndrome caused by the corona virus (SARS-CoV-2).  The virus is transmitted 
from person to person primarily through respiratory droplets.1   The only information we initially had was that 
symptoms typically appear between 2-14 days after exposure to the virus and can include fever, chills, cough, 
shortness of breath, fatigue, body aches, headache, sore throat, congestion, nausea, vomiting, diarrhea, and the 
loss of the sense of taste or smell, with the latter being the most distinguishing symptom from influenza (the flu) 
or the common cold.  Initial recommendations promoted hand washing, covering one’s mouth when sneezing 
or coughing, social distancing, travel restrictions, commercial and educational lockdowns, and facility closures.  

By March, COVID-19 was a clearly a public health crisis in the United States, prompting many governing bodies 
to issue stay at home orders and school closures and the recommendation for quarantining of symptomatic 
individuals.  A stay-at-home order was issued by the Governor of Texas for the time period of March 31st until 
April 30th.  Healthcare was considered an essential service, thus hospitals and clinics remained open.  It was 
during this time that the term “essential worker” became a common term in our daily conversations.  While other 
businesses and industries were able to offer some sense of protection for their employees by having them work 
from home, healthcare workers experienced no such luxury.  There was consensus that the protection of healthcare 
workers was of the utmost importance, however many hospitals and clinics did not have an adequate stock of 
personal protective equipment (PPE). The PPE items that proved to be in the most critical short supply included 
surgical masks, N95 masks, disposable gowns, and even gloves during the early portion of the pandemic. This ill-
preparedness had a profound negative impact on the morale of anesthesiologists.  Complicating matters further, 
evidence was lacking regarding which masks were most effective.  Many physicians felt that we should use the 
same protective equipment that healthcare staff in China had been publicized using: N95 respirators, disposable 
gowns, gloves, surgical hats, and in some cases, hazmat suits.  There was a general sense of panic when it 
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became painfully obvious that most facilities could not offer these supplies readily to all who wanted/needed 
them.  Many media outlets reported widespread mask, glove and cleaning supply shortages and commented 
about the great lengths people were taking to acquire these supplies from unregulated online suppliers.  

Initial recommendations to stay isolated at home in order to prevent the spread of COVID was so effective 
that it caused many people who may have actually needed to seek medical care to remain at home instead 
of seeking care.  Research in Michigan showed that many children missed their well-child and vaccination 
appointments.2 Communities that have a decrease in percentage of vaccinated people could be vulnerable to 
diseases such as measles and pertussis in the future.  Some have claimed they would rather have COVID than 
continue living with strict precautions for the next several months.  This sentiment has contributed to public 
disregard for mask mandates and social distancing initiatives. 

Statewide gubernatorial support came in the form of an executive order from the Texas State Governor.  On 
March 22, 2020 Governor Abbott issued an order that directed all health care professionals to “postpone all 
surgeries and procedures that are not immediately medically necessary to correct a serious medical condition 
of, or to preserve the life of, a patient who without immediate performance of the surgery or procedure would 
be at risk for serious adverse medical consequences or death, as determined by the patient’s physician.”2  This 
was in an effort to preserve rapidly depleting supplies of PPE needed to address the COVID-19 pandemic.  This 
was updated on June 25th to clarify that surgeries may proceed if they will not deplete hospital capacity needed 
for COVID-19 patients.  While this direction was helpful, many questions remained.   What alternatives to 
traditional PPE could safely be used when traditional supplies were exhausted?  Was it ok to obtain PPE from 
unregulated sources outside of the hospital/clinic, such as from online markets?  How should we proceed if we 
developed symptoms?  How long does one have to be symptomatic until they test positive for COVID-19?    For 
many anesthesiology groups, the availability of COVID testing for themselves proved challenging.  Employers 
were faced with the dilemma of limited test availability compounded by the fact that employees who were under 
suspicion for having the disease would no longer be available to provide care for the patients in the hospital.  
There were certainly varying opinions on which employees should be tested and reliable guidelines do not exist 
to provide consistent guidance on how best to proceed.

The healthcare industry has been facing a catastrophic event that it was grossly unprepared for.  This has created 
heightened anxiety and stress amongst anesthesiologists because the crux of our scope of practice necessitates 
close face to face contact.  We are fighting on the front lines while simultaneously worrying about protecting the 
health and wellness of ourselves, our families, our colleagues, and our patients.  It is not uncommon to perceive 
failures in adequate protection of healthcare staff as too great of a risk for us and our colleagues. Many have 
expressed frustration with perceived delays in their institution’s handling of the pandemic, including delays in 
mandating patient COVID-19 testing prior to procedures, recommendations on when symptomatic staff can 
continue to present to work, mandated vacation usage when ill or when quarantining (which some fear may 
contribute to underreporting and compound exposure risk), furloughs, and pay cuts.   Personally, the authors 
are thankful for the swift response by Dr. Luis Ostrosky-Zeichner, Professor of Medicine and Epidemiology, 
and Vice Chair of Medicine for Healthcare Quality at UTHealth Houston.  Dr. Ostrosky and his team have held 
virtual Infectious Disease (ID) rounds disclosing the latest Centers for Disease Control guidelines throughout 
the pandemic.  They have given departmental grand rounds presentations (two specific for the Department of 
Anesthesiology) and continue to release a weekly digest of current COVID-19 guidelines and breakthrough 
information.  In addition, the University of Texas Houston Department of Anesthesiology created a COVID 
taskforce focused on mobilizing PPE supplies, proffered respirators for all anesthesia faculty and residents, 
created protocols for intra-operative management of COVID patients, and provided resources and regulations for 
faculty at increased risk for COVID related complications secondary to age, pre-existing conditions, etc.  
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Physicians fighting on the front lines for months during this unprecedented public health crisis have been 
susceptible not only to illness but to psychological stress.  It is now known that older adults (over 65) and people 
who have severe medical conditions like diabetes, heart disease, lung pathology, or immunosuppression are 
prone to develop more serious complications from COVID-19 illness.  Many were unsure of how best to proceed 
in order to keep susceptible employees safe.  Should age restrictions be placed on anesthesiology faculty who 
will have direct contact with patient airways?  If they are excluded from certain activities, how long should this 
last?  How high is the risk?  What should the return to work criteria be for physicians who contract COVID-19? 
What should physicians with underlying health conditions do to protect themselves and their family members?  
How can their departments support them?  Should they be allowed to use Paid Time Off/sick days to limit 
contact with patients?  We are aware of some colleagues who did just that during the height of the pandemic.  
While some may argue that this could lead to widespread staffing shortages, there is the additional concern that 
a physician who is not themselves well cannot adequately care for patients. 

Many physicians have made the difficult decision to retire or close their practices due to the stress and burnout 
that has come with the pandemic.   Several sources show data that 6% of practices have closed, with possibly 
more to follow by the end of this year.  A TMA survey showed 68% of physicians in Texas have had fewer hours 
of work and 62% of Texas physicians had experienced a pay cut as of May.2 Physicians cite various reasons for 
practice closure ranging from decrease in patient volume, concern for their own health, and even a need to care 
for their grandchildren, as many daycares around the country have closed.  Some have saved their practices with 
unconventional means such as a GoFundMe page.2 Some well-established practices are able to stay afloat with 
savings from previous successful years.

As the one-year anniversary of this pandemic in our country approaches, the “COVID fatigue” has begun to set 
in.3 This new hurdle will continue to challenge our emotional wellbeing.  We have seen the American people move 
through stages of a disaster: first, banding together as a community, next, the current stage of disillusionment 
and exhaustion.  The general public’s desire for life to return to normal has resulted in more lax social distancing 
and less mask wearing.  This unfortunately increases healthcare workers’ exposure to the virus as we continue 
to work through waves of this pandemic.  For most of us, the initial waves of the virus found us taking extra 
precautions to keep ourselves, our families, and our patients safe.  We purchased personal respirators and some 
of us isolated from family, even at home.  As time goes on, those of us who have successfully avoided the virus 
or have had a mild case, tend to also have mask fatigue, often resulting in less vigilant PPE usage. 

Ultimately the COVID-19 pandemic is not only a public health concern, but an ethical crisis for physicians.  
Increased stress has led to increased symptoms of burnout which can result in reduced availability and quality of 
care rendered.   Healthcare worker burnout is characterized by mental and physical exhaustion, depersonalization, 
lack of self-worth, or disconnection from work or colleagues.  The prevalence of burnout among anesthesiologists 
was already on the rise with 50% of anesthesiologists reporting symptoms of burnout in a 2016 Medscape 
Lifestyle Report.4 Anesthesiologists complained of loss of enthusiasm for work, feelings of cynicism, and low 
sense of personal accomplishment.  Burnout can also manifest as exhaustion and disengagement. 5 The COVID-19 
pandemic and the inherent confusion on policies that go along with any new viral pandemic can be expected 
to compound the problem the preexisting burnout issues.   Furthermore, burnout can lead to increased risk of 
alcohol and drug abuse, depression, suicidal ideation, and posttraumatic stress disorder. This can have disastrous 
effects not only on physicians and their families but can directly impact the quality and safety of patient care 
rendered.   The American Medical Association’s Code of Ethics states that physicians have a responsibility to 
maintain their own health and wellness, to promote the health and wellness of colleagues, and to preserve the 
quality of their performance, because physician wellness directly impacts patient care.  
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 It is imperative that healthcare organizations, hospitals, and departments are aware of this problem and are 
proactive in mitigating stress and burnout among their physicians.  This is the time to focus efforts on physician 
wellness programs.  Our institutional home, UT Health Science Center at Houston, has created a UT Physician 
Burnout Taskforce to identify and address sources of burnout on our campus.  In addition, our Department 
of Anesthesiology has a Wellness Committee that is actively engaged in identifying sources of departmental 
stress/burnout and creating solutions to mitigate the problem.  Finally, Dr. Ekeoduru created the Perioperative 
Anesthesia-Crisis Response Team (PART), designed to assist faculty and residents in times of professional crisis 
with a goal to reduce work-related stress and burnout.  Specifically, physicians are given the opportunity to 
discuss case-specifics that contributed to poor outcomes, they are supported in preparation for root cause analysis 
reviews, and they are connected with risk management and legal assistance when necessary. Additionally, they 
are educated on specific support tools offered by the UT Employee Assistance Program.  

In addition, we encourage physicians to prioritize self-directed stress relief initiatives by taking advantage 
of numerous online aids such as Nike training club, Headspace, and the Calm app to name a few of the free 
(at the time of publication) options.  Anesthesiologists can also engage in journaling, mindfulness exercises, 
meditation (one of the authors swears by the Peloton meditation classes), yoga, and other forms of exercise.  
Anesthesiologists can also seek spiritual support and healing, since many religious organizations are offering 
virtual worship opportunities.  Lastly, physicians can inquire which supportive programs are available via 
institutional employee assistance programs.  As an example, UTHealth Houston employee assistance program 
offers confidential free counseling and WorkLife services to help employees balance the demands of personal 
and professional life.  It is imperative that we maintain our personal health and wellness to protect the vitality 
of our specialty.  
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US Anesthesia Partners (USAP) is the largest private anesthesia group in Texas, including hundreds of 
anesthesiologist-partners.  Our Clinical Quality Committee has been involved in every stage of our response to 
the COVID-19 pandemic.   This article describes our experience, both as a clinical challenge and a financial stress.

Like most Americans, we were watching the disease from a distance in January and February, wondering if it 
would matter.  The crisis began during the first week of March, a time when many of our clinicians and staff were 
either returning from spring break or just about to head out.  As the first clusters of infections appeared in the US, 
cruise ship trips were cancelled, and Disney World closed.  We began to recognize the problem on the horizon.  
Because USAP is a nationwide practice, we recognized the need for action a little earlier than others in Texas; our 
partners in Seattle and Denver were among the first in the US to be hit hard and we were talking with them on a 
daily basis.  

Our national Clinical Quality Committee began a robust discussion of early science, epidemiologic predictions, 
and mitigating strategies. Figure 1 shows the timeline of recommendations released by the CQC, illustrating 
the hot issues as the crisis evolved.  Our CQC functions as an advisory body for individual USAP practices; 
the recommendations we distributed were not hard-and-fast policies but rather guidelines to assist local rule-
making in collaboration with our surgical and facility partners.  Our guidelines were based on wide reading of the 
scientific literature, as well as conversations with expert clinicians from around the world.  Academic and business 
connections allowed us to talk directly with anesthesiologists, virologists and epidemiologists in China, Italy, New 
York City and a dozen university medical centers across the US.  The CQC synthesized this information through 
online consensus into 1- or 2-page summaries focused on specific questions and the recommended changes to 
normal practice.  In retrospect we were discussing the same issues as everyone else, but sharing information and 
reaching conclusions days to weeks before ‘official’ recommendations were available.

Figure 1.  Timeline of guidance from the US Anesthesia Partners Clinical Quality Committee.  PPE = personal 
protective equipment. 
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Each CQC recommendation was pushed to our business and clinical leaders through email and frequent online 
meetings, enabling a united front in recommendations to our hospital system partners; this led to rapid adoption 
of our guidance on postponing elective surgery, providing and reusing PPE, and testing every patient before 
their procedure.   The CQC wrote weekly information articles for the USAP Digest, sent to all USAP clinicians 
every week. We held a series of clinical webinars where we walked through the rationale for each guideline; 
each webinar was viewed by hundreds of clinicians in real time, and hundreds more on-demand in the days 
afterwards.  Every USAP clinician also had access to the guideline documents and key source articles through 
a continuously-curated COVID-19 documents library, accessed through the USAP website.  A Google Docs 
‘echo’ of this site was made publicly available to any anesthesia group or hospital administrator who requested 
access (https://drive.google.com/drive/folders/1sEFjiKkOzT0xcwo_pdz2XOIdmW4dISy4).  

In the first weeks of the crisis our aggressive recommendations for social distancing, postponement of elective 
surgery, universal PPE use, and widespread patient testing were instrumental in keeping our workforce safe.  
From March through July we had fewer than 10 of our 4200 clinicians nationwide test positive after an on-the-
job exposure.  Similar results were seen on the business side: we closed our physical offices and moved to a 
100% virtual workplace on March 10, preventing any work-related spread of COVID-19 in our medical service 
offices.

Like every anesthesia practice in America, USAP took a financial hit in March and April 2020 due to the 
postponement of elective surgeries. Figure 2 shows our monthly case volumes in Texas, as well as the average 
age of the patients we did see.  It shows both the decline in overall volume, especially in outpatient surgery, and 
the shift towards younger patients.  USAP was in a sound financial position before the crisis.  We were able to 
react to decreasing reimbursement in a thoughtful fashion, without pressure from a cash shortage.  Early steps 
were similar to most groups: we eliminated overtime and locums coverage, drastically reduced business travel 
and discretionary spending, and encouraged all clinicians and staff to take voluntary leave during the slowdown.  
Because USAP is largely owned by our anesthesiologists, the physician partner’s income derives from our 
bottom-line business revenue, rather than a defined salary; partners were encouraged to reduce their monthly 
draws in anticipation of lower revenue.  For the remainder of our clinical personnel, about 1,000 total clinical 
employees in Texas, there were no layoffs; we anticipated we would be busy once the crisis stabilized, so we 
chose to reduce work time rather than workforce.  In addition to the voluntary cost-cutting described above, our 
financial sponsor shareholders and executive team voluntarily contributed as well, both through reduction of 
bonuses and through an additional investment in clinical compensation pools.  Back-office staff were reduced 
through temporary furlough and selective permanent reductions, but the same principle applied: we have been 
careful to preserve our long-term capabilities.  

Figure 2.  US Anesthesia Partners of Texas weekly case volume and average patient age: January – June 2020.

https://drive.google.com/drive/folders/1sEFjiKkOzT0xcwo_pdz2XOIdmW4dISy4


On an operational basis, USAP practices have managed the fluctuation in workload in a variety of ways, consistent 
with local circumstances.  Early in the crisis the reduced clinical work allowed us to protect our older and 
immunocompromised clinicians; a few took the opportunity to retire; most took a few weeks off but returned to 
work as it became clear that our PPE and screening practices were effective at preventing exposure.  We have been 
nimble at shifting personnel in response to daily needs, allowing everyone the same access to clinical work (when 
it has been limited) and with appropriate use of the anesthesia care team to help manage local surges in volume. 

Overall, while the pandemic will make this a challenging year for USAP we expect to emerge well positioned 
for normal operations.  We have been successful in keeping our workforce whole.  Managing through the crisis 
has improved our relationship with facility partners and enhanced the status of our Site Chiefs and local platform 
leaders, both within our practice and with external stakeholders.  Recruitment of new clinicians has continued 
unabated, and all hiring offers made before the crisis are being honored as promised.  Decreased revenue has led to 
close examination of our business structure and functions, offering some opportunities to become more efficient.  
USAP expects to emerge from the COVID pandemic a stronger organization, able to enjoy the improved standing 
of anesthesiologists in the healthcare community and the opportunity to further improve anesthesia patient care.  
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COVID-19 (COVID) is caused by infection with a new coronavirus (called SARS-CoV-2).  COVID-19 has had 
a marked impact on anesthesiology groups that has varied significantly both between states and within states. 
My sense is that Texas anesthesiologists have done well compared to our colleagues elsewhere, but that this 
assessment may not hold up even when looking at two groups within the same small community. Much like the 
twisters which visit West Texas on a regular basis, COVID may impact one site quite differently from another 
despite being “just across town.”  Such was the case in Abilene.

Towards the middle of March my group decided to meet in person for a COVID response strategy session. We are 
employed through a 501(a) entity (Hendrick Anesthesia Network) with Hendrick Medical Center being the hospital 
partner ensuring the fiscal viability of the group. In the 12+ years I have been with the group, clinical decisions have been 
the sole domain of the physicians in the group while logistical and manpower issues have been made cooperatively.

This has created an incredibly efficient and competent anesthesiology department and laid the groundwork for us 
to successfully navigate the COVID crisis.

Our initial March meeting took place prior to Governor Abbott’s edict restricting elective surgery, however, we 
were already preparing for at least some reduction in elective volume.

Our most senior partner, Stephen Lowry, is currently Chief of Staff for the hospital and was in the process 
of creating a surgical section committee which would have responsibility for determining what could 
and could not be done operatively, based on daily hospital capacity. As we anticipated some reduction in 
anesthetic needs during the crisis, during that first meeting we established a dedicated COVID airway team.

Reports coming from Italy and China at the time indicated a much higher mortality rate than we now know COVID 
to possess. Because of this and the great deal of unknowns about mechanism of transmission, impact of inoculating 
viral load on outcome, and symptomatology of the disease, we elected to create isolated teams of 3 that would 
stay in house and not interact with the rest of the group for a week at a time. We paired a nurse anesthetist with a 
physician for each shift, placing the CRNA outside the negative pressure intubation rooms and manning a dedicated 
airway cart we had placed at 3 COVID airway sites in the emergency department, the operating rooms (OR), and 
the COVID floor. Our initial effort placed the lowest risk physicians and CRNAs on these teams and specifically 
excluded those individuals we felt were at the highest risk for morbidity if they contracted the virus. While we 
never had a significant threat to our hospital capacity (indeed we maxed out with a “persons under investigation” 
census of around 20 in mid-April for a 350-bed hospital) there was significant emotional and interpersonal stress 
that our group worked through during this time period. It is worth considering that the fear of the unknown, 
exacerbated by idleness, is perhaps a greater threat to community and collegiality than is the actual threat to 
life, so long as physicians are consumed with work and purpose in response to that threat - just my observation.

Our main OR was very quiet as April began. Prior to COVID, our typical day included 13-14 routine 
case ORs, 1-2 cardiovascular rooms per day plus an additional 5 anesthetizing locations at a nearby 
ambulatory surgery center (ASC). For most of March we were running between 3-5 rooms at our main 
OR. Our CV volume was minimally altered with cardiac procedures remaining busy. Our ASC remained 
closed through April. At no point were we furloughed, subject to salary reduction or told that these 
options were a near term consideration. We DID, however, implement a rotating vacation calendar for 
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our group in solidarity with the hospital administration who were all taking 1-2 days of PTO per week.

As the initial COVID surge receded and Governor Abbott lifted the prohibition on elective cases, we 
resumed almost completely normal volume within just a few weeks. While we maintained some duties 
with managing COVID airways, we also implemented new pre-op COVID testing requirements, and 
modified our personal protective equipment use and routine airway management strategies.  However, 
our day-to-day case load and operational function was more or less normal by the end of May.

All of this lies in contrast to the smaller hospital across town that was owned by an outside entity (Community 
Health Systems from Tennessee). That facility was staffed by an independent third-party service provider 
(Emergenc) and had several of their anesthesiologists and nurse anesthetists furloughed early in April. Several 
of these never returned and the hospital’s traditional medical direction model disintegrated into a supervision 
model with a 1:8 ratio. Additionally, that hospital, which had rebuffed a merger offer late in 2019 came back 
to the negotiating table and accepted a new offer from our system which just was finalized in mid-October.

While it would be foolish to imply that the stark difference in success negotiating troubled COVID seas can be 
attributed to just one or two factors, I think in this case there were two very important characteristics of the respective 
anesthesiology groups that led to the stark differences in outcome. First, when physicians, rather than corporate 
entities, are in charge of making clinical and patient safety decisions, there may be a better chance that quality standards 
and guidelines will be maintained, despite economic pressure. Second, when decisions are made by members of 
a community rather than a geographically distant third party, the community physicians and health care team are 
more invested in ensuring that quality standards and guidelines will be maintained, despite economic pressure.

Certainly, the COVID narrative is not yet finished. We are currently experiencing our third surge of COVID 
cases in Abilene and, once again, may have to curtail inpatient elective surgeries on a day-to-day basis, 
depending on the hospital census. However, following the merger, that maximum census is now expanded 
with our hospital system having two hospitals sharing resources and maximizing capacity efficiency.

My group is in the process of recruiting new physicians to accommodate this expansion rather than contracting our 
available services as so many groups across the country are doing. We anticipate receiving vaccinations dedicated 
to health care workers soon and, while this certainly won’t be the end of COVID, we are optimistic that it represents 
the beginning of the end of severe COVID related morbidity and mortality and the start of smoother seas ahead.♦
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Traumatic rib fractures are very common with some estimates indicating a prevalence in more than one-third of blunt trauma 
patients and more than two-thirds of thoracic trauma patients.  Poorly treated pain and overtreatment with opiates in these 
patients leads to splinting, rapid shallow breathing, ineffective cough, inability to clear secretions, poor mobility and high 
incidence of subsequent pneumonia.  Startlingly, the incidence of pneumonia in the elderly is greater than 50% in those 
with six or more fractured ribs and their estimated mortality is 33%.  It is estimated that each fractured rib in the elderly is 
associated with an additional 5% risk of mortality(1).

Because of the severity of the morbidity and mortality associated with rib fractures, it is imperative to offer effective 
treatment options to these patients. Many academic centers have even developed rib fracture protocols in an effort to 
standardize and optimize management.  In addition to oral and parenteral opioids for pain management, thoracic epidurals 
and paravertebral catheters have been the gold standard regional technique. However, in recent years thoracic wall fascial 
plane blocks have been developed and are gaining traction in the treatment of rib fractures. Though the research thus far is 
somewhat limited, the erector spinae block and the serratus anterior block have been shown to be effective opioid-sparing 
regional techniques, especially when combined with an aggressive multimodal regimen.  The aim of this discussion, thus, 
is to clarify when and how to best employ these techniques.

Multimodal analgesia usually provides sufficient pain relief in younger patients and those with three rib fractures or less.  
However, a regional anesthesia technique should be considered in patients that are 65 years and older, patients that have pain 
scores greater than 6 out of 10 at rest, patients with four or more rib fractures, and those with worsening symptoms after 
48 hours of conservative management(2). Thoracic epidurals have traditionally been the most commonly used technique. 
Anesthesiologists are highly skilled at performing them, they do not require ultrasound guidance and they are effective at 
reducing pain scores and improving respiratory parameters. The local anesthetic solution infused though a thoracic epidural 
catheter blocks spinal nerves as they emerge from the spinal cord bilaterally so one catheter is useful for a patient with 
both left and right-sided fractures.  An epidural, however, is not without risks as it can cause significant hypotension and is 
contraindicated in several scenarios that can be associated with a trauma patient such as elevations in intracranial pressure, 
coagulopathy, and spinal cord injury. Also, proper positioning for an epidural can be challenging and extremely painful for 
the patient.

Thoracic paravertebral blocks anesthetize the ventral and dorsal rami of ventral nerves in the paravertebral space and can 
achieve multilevel blockade with a single large volume injection or by infusion through a catheter.  These blocks lower pain 
scores, decrease opioid requirements, and improve respiratory parameters, similar to a thoracic epidural. This technique 
is commonly used because it is relatively easy to perform and it does not require ultrasound-guidance. It also does not 
cause the sympathectomy and subsequent hypotension that is associated with a thoracic epidural and it is not as strictly 
limited in patients with coagulopathy.  Disadvantages of paravertebral blocks are the risk of pneumothorax and vascular 
puncture. They are not ideally suited for patients with bilateral rib fractures and, similar to a thoracic epidural, proper patient 
positioning can be difficult.

Thoracic wall fascial plane blocks are simple to perform and are growing in popularity as an alternative regional technique 
for the treatment of rib fractures. The two most commonly performed for the treatment of rib fractures are the erector spinae 
block and the serratus anterior block.  In an erector spinae block, local anesthetic is placed between the erector spinae muscle 
and the transverse process either with or without ultrasound guidance.  Additionally, a catheter may be used for a continuous 
infusion.  The theory behind the efficacy of this block is that the costotransverse ligament is permeable due to fenestrations, 
allowing the local anesthetic to reach the paravertebral space. Since the block needle does not need to be advanced past the 
transverse process, this block has less potential for complications when compared to a paravertebral block. The negligible 
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risk for hypotension, motor block, vascular injury and inadvertent neuraxial spread make this block a very appealing option.  
This block is also not contraindicated in patients with an altered coagulation status. It can be easily performed with the 
patient in the lateral position. If placing a catheter is not an option, liposomal bupivacaine can be considered, although there 
is no data in the literature to support its efficacy in erector spinae blocks for treatment of pain due to rib fractures.

Serratus anterior blocks are an additional option to treat rib fracture pain and have been shown to reduce opioid use and 
improve pain scores in patients after thoracotomy and those suffering with rib fractures, though data is limited. This 
technique blocks lateral cutaneous branches of interscostal nerves in a continuous dermatomal fashion, either with high 
volume single injection of local anesthetic or with a continuous infusion catheter placed into the plane above or below the 
serratus anterior in the midaxillary line anywhere between the second and seventh ribs.  This block only provides analgesia 
to the anterior two-thirds of the chest so it must be reserved for isolated anterior rib fractures.  Similar to the erector 
spinae block, coagulopathies, neurologic damage, and other coexisting traumatic injuries do not preclude its use. A discreet 
advantage that sets this block apart from the others is that it can be performed while the patient is in the supine position 
avoiding uncomfortable repositioning of the patient.  Again, liposomal bupivacaine can be used for this block since it is a 
fascial plane block, but data is limited.

In summary, traumatic rib fractures can be associated with tremendous morbidity and mortality, worsened by age, increasing 
number of rib fractures, and concurrent traumatic injuries. Effective analgesia with the use of regional techniques should be 
considered early. More comprehensive data is needed to study the effects of these fascial plane blocks on opioid use, hospital 
length of stay, and pulmonary complications.  Given the drawbacks and potential contraindications of epidural and thoracic 
paravertebral blocks, the safety profile of the erector spinae and serratus anterior blocks are excellent alternatives for pain 
control in patients with multiple rib fractures.  

Rib fracture block take-home points

Technique Advantages Disadvantages Recommendation

Thoracic Epidural Gold standard, effective, no 
ultrasound skills required

Hypotension, multiple 
contraindications

Multiple bilateral rib 
fractures

Paravertebral Block Relatively easy to place, 
effective

Pneumothorax, vascular 
injuries

Unilateral anterior and 
posterior rib fractures

Erector Spinae Block Easy to perform, few 
contraindications

Rib fracture data still 
relatively scarce

Unilateral anterior and 
posterior rib fractures

Serratus Anterior Block
Supine patient positioning, 

easy to perform, few 
contraindications

No posterior rib 
coverage; rib fracture 

data still relatively scarce
Anterior rib fractures only
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Scott E. Kercheville, M.D.
ASA Director, District 19 Texas
Annual Report - October 2020

Anesthesiology 2020, the 1st Virtual Annual Meeting for the American Society of 
Anesthesiologists was held online from October 2nd to 5th. There were 13,451 registrants, 
which was considerably higher than projected and budgeted when planning for this event 

and was attributed to the reduced registration fee for the CME activities in the ongoing pandemic situation.

The TSA Delegation to the ASA Annual Meeting met virtually on the evening of September 30th with activities 
concentrated on the discussion of the House of Delegates (HOD) Handbook reports.  Drs. Scott Kercheville 
(Director) and Crystal Wright (Alternate Director) conducted the meeting, but the individual Reference Committees 
had previously been assigned for presentation to facilitate the various reports and expedite the proceedings.  
Assignments were as follows:

Administrative Affairs – Drs. C. Nicholas Lee & Jose M. Soliz
Professional Affairs – Drs. Amr E. Abouleish & Christopher R. Cook 
Scientific Affairs – Drs. Michael R. Hicks & Stacey L. Norrell
Finance – Drs. Crystal C Wright & Austin D. Street

For those Texans in the Western Caucus, there was a meeting of the 14 component delegations on Thursday night 
(October 1st) before the Annual Meeting.  The California Component and outgoing Western Caucus Chair, Dr. 
Linda Hertzberg (Director, CA) hosted it utilizing their Zoom account.  Dr. Crystal Wright served as Vice-Chair 
and Dr. Brian Mitchell (Alt. Director, OR) served as Secretary.  Due to term limit rules within the Caucus and 
member retirements, in addition to the usual presentations and discussions of the HOD Handbook, there was an 
election of a new slate of Caucus Officers.  Dr. Wright was unanimously elected as Western Caucus Chair.

The Annual Meeting began formally on Friday evening, October 2nd with a welcome by Dr. Mary Dale Peterson, 
ASA President (TX).  There was a virtual invocation by Father Pete Elizardo from the Corpus Christi Cathedral, 
the home parish of Dr. Peterson.   What followed next was a powerful and emotional speech recounting her year 
of unexpected challenges and upended schedules.  She stated that after all was said and done, she wouldn’t have 
had it any other way!  

There was a featured speech by Chancellery Minister Helge Braun, “the highest-ranked serving anesthesiologist 
in the world” who detailed his work in the time of the pandemic as the Federal Minister of Special Affairs in the 
GDR (Germany). The members also heard from our highest-ranking anesthesiologist, Dr. Jerome M. Adams the 
U.S. Surgeon General on his work fighting Covid-19 this past year.

Dr. Peterson then convened to order the first session of the House of Delegates shortly thereafter with greater than 
90% of the Delegates credentialed and “seated”.  Dr. James Kelly (MO), Chair of the ASAPAC presented much 
of the data for the previous year’s donations to the ASAPAC.  Even with a “pause” in fundraising beginning in 
March, the ASAPAC had another great year raising over $1 million.  Texas was leading in the total dollars raised 
category, but the final Alabama Cup numbers were not finalized at the time of this meeting.
Accordingly, Dr. Peterson turned the meeting over to the Speaker of the House, Dr. Ronald Harter (OH), who 
then began the normal business of the House including the adoption the Rules of Order for the 2020 House of 
Delegates. Consistent with the new procedures implemented last year, many items of business were not presented 
at the House of Delegates but were available in the Handbook or on the Consent Calendar. 
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Dr. James Grant, CA/MI; Chair of the Committee on the Distinguished Service Award (DSA) submitted the name 
of Dr. Daniel Cole for the 2020 ASA DSA.  This award will be presented next year in San Diego, California just 
prior to the Rovenstine Lecture (hopefully, if we are back to in-person meetings).

The following members were nominated for the election scheduled during the 2nd Session of the HOD virtually 
on Monday evening of October 5th: 

President Elect Dr. Randall M. Clark, CO 
First Vice President  Dr. Michael W. Champeau, CA
VP for Scientific Affairs Dr. Andrew D. Rosenberg, NY
VP for Professional Affairs Dr. Jeffrey Mueller, AZ
Treasurer Dr. Donald Arnold, MO
Assistant Treasurer  Dr. Jay Mesrobian, WI
Secretary Dr. Kenneth Elmassian, MI
Assistant Secretary  Dr. Kraig S. de Lanzac, LA
Speaker Dr. Ronald L. Harter, OH
Vice Speaker  Dr. Patrick Giam, TX

Dr. Wright gave the nomination speech for Dr. Michael Champeau, Treasurer for his elevation to ASA 1st Vice-
President.

The House was recessed after 8:00 PM to resume business on Monday evening, the 5th.

On Saturday October 3rd, the Reference Committees began at 3:00 PM.  Dr. Wright served, as the Chair of the 
2020 Reference Committee on Finance and Dr. Kercheville was also a member of this same reference committee.  
Dr. Carin Hagberg served on the Scientific Affairs Reference Committee.

On Sunday at 9:00 AM as a part of the scientific portion of the Annual Meeting, Dr. Peterson began by presenting 
the 2019 DSA to Dr. Patricia Kapur (CA) and the Rovenstine Memorial Lecture given by Dr. Joanne Conroy 
followed that.  Dr. Conroy is the current President and CEO at Dartmouth-Hitchcock Health Medical Center and 
spoke on transforming anesthesiology practice in the 21st century by confronting the issues of disruption, gender 
equity and patient safety.

The Western Caucus had a second meeting that evening before the 2nd Session of the House of Delegates.  Dr. 
Hertzberg conducted the Caucus for presentations and discussions of key reports and recommendations within the 
individual Reference Committees.

The Speaker, Dr. Harter reconvened the House of Delegates at 5:00 PM on Monday, October 5th.  The Session 
began with balloting for the DSA and Dr. Cole received the necessary 2/3 House of Delegates ballots for the DSA.

Election results were as follows:

President Elect Dr. Randall M. Clark
1st Vice President Dr. Michael W. Champeau
VP for Scientific Affairs Dr. Andrew Rosenberg
VP for Professional Affairs Dr. Jeffrey Mueller
Treasurer Dr. Donald Arnold
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Assistant Treasurer Dr. Jay Mesrobian
Secretary Dr. Kenneth Elmassian
Assistant Secretary Dr. Kraig S. de Lanzac
Speaker Dr. Ronald L. Harter
Vice Speaker Dr. Patrick Giam

Items/Reports of interest:

Administrative Affairs:

300-1 Administrative Council:  Interim Report.  It was accepted for information that Orlando, FL was 
eliminated as a future site for the Annual Meeting due to increased unpopularity by the members 
and that other Florida cities would be evaluated for consideration.  Washington, D.C. would also 
be considered as a future site due to the cancellation this year. 

Professional Affairs:

As there were no extractions during the previous Administrative Affairs Reference Committee, business moved 
rapidly to these reports, but things became complicated very rapidly with several extractions and a number of 
suggested amendments.  There were significant delays transitioning members from the recognition platform to 
the testimony/speaker platform.  As items were “finalized”, questions began to come forward about the validity 
of vote counts and quorums with each vote.

After several motions to “adjourn, recess or continue” business, with intermittent planned and unplanned breaks 
by the leadership, it was finally agreed that the platform being utilized for the meeting did not meet the needs of 
those in attendance.  There was a transition of the Presidency from Dr. Peterson to Dr. Beverly K. Philip so as to 
preserve normal terms of office and allow Dr. Peterson to finish her year of unparalleled service.

There were 1many items still pending from the three remaining Reference Committees and it was unclear if those 
items handled and voted during the second Reference Committee would be totally revisited or some “voted” 
reports would be allowed to stand.  But the House was recessed after 10:00 PM with pending plans to reconvene 
virtually at a later date.* 

SCOTT E. KERCHEVILLE, MD
Director, ASA District 19

1 *  This is the breakpoint of the report that was completed for the 2020 ASA Annual Meeting including the activities up until the 
cessation of business of the 2nd Session of the House of Delegates.
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Scott E. Kercheville, MD
ASA Director, District 19 Texas
Continuation of Annual Report - December 2020

The Second Session of the House of Delegates at Anesthesiology 2020 was reconvened virtually on December 
13th, beginning a little late, shortly after 4 PM. 

The Western Caucus had a third meeting on Tuesday, December 9th at 7:00 PM and was hosted again by the 
California component.  Dr. Crystal Wright, Alt. Director, TX served as Chair with Dr. Brian Mitchell (Alt. 
Director, OR) serving as Vice-Chair and Dr. Johnathan Pregler (Director, CA) was the recording Secretary.  The 
members reviewed reports from the Professional Affairs, Scientific Affairs and Finance Reference Committees.  
Dr. Patrick Giam, Vice Speaker, TX briefed the members on proposed Rules of Order for this unusual session 
(delayed and virtual).

Dr. Beverly K. Philip, ASA President (MA) reconvened the meeting with a brief recounting of the prior session 
and the issues surrounding the need for a second Session.  Dr. Ronald Harter, Speaker of the House (OH) 
discussed the proposed amended Rules of Order for the session, approved once Dr. Kraig De Lanzac, Assistant 
Secretary (LA), verified the presence of a quorum.  The online platform was simplified and changed to avoid 
delays in speaking from the “floor,” and several test votes were performed to validate results.

The House’s official business began at 4:58 PM with approval of the Consent Calendar that was sent to the 
members before the meeting.  The Professional Affairs Reference Committee report was left pending during the 
last session.  But at the President’s suggestion, the Scientific Affairs and Finance Committee reports were moved 
out of order given the determination that they were less likely to contain any (or significant) concerns.  As was 
presumed, both reports were ultimately approved without any extractions.  Following these, the business was 
returned to the extracted reports from the Professional Affairs Reference Committee.

Items/Reports of Interest:

Professional Affairs:

406 – 1 Committee on Ethics:  Annual Report.  This amended report was approved by the House to reflect 
concerns that anesthesiologists be involved in the “clinical management and decision making” in the care of all 
patients whether personally performed or as part of an anesthesia care team.

411 – 2.5 Committee on Quality Management and Departmental Administration:  Annual Report. The 
updated and amended ASA Statement on Distractions within this report was approved.

411 – 2.7 Committee on Quality Management and Department Administration:  Annual Report.  The more 
controversial update ASA Statement on Fatigue was amended and approved after much discussion and editing 
with the Texas Delegation help.

675 – 1 ASA Member, Linda B. Hertzberg, M.D., FASA, et al.:  Proposed Resolution on COVID-19 
Pandemic/ASA Addresses the Systemic Life Imbalances Anesthesiologists are Experiencing.   The delayed 
second session caused the proposed dates for the appointment of a “President’s Task Force” to be amended as 
well as the proposed reporting to the Board of Directors.  The request was for the ASA to investigate the impact 
of the pandemic on ASA members, especially regarding demographics such as gender, location and other factors.
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Finance:

687 – 2 Treasurer:  Current Year Budget.  Although the report was not extracted, it proposed a budget of over 
$54 million for 2021, and a projected deficit of only $70,000.  This was due in great measure to the ASA staff’s 
work, the Treasurer and the Assistant Treasurer.  It was truly remarkable given the events and impact from the 
previous year, especially with early projections exceeding more than $3 million.

After completing all business, Dr. Harter turned the meeting back to Dr. Philip, who adjourned the meeting and 
thanked the members for their time and patience in these unheralded times.

With great sadness, I report that following this meeting and prior to the completion of the report, the TSA Office 
and leadership were informed of truly tragic news.  Unfortunately, as a result of an automobile accident while 
returning home from a Christmas vacation in late December, Dr. Charles Cowles, TSA Assistant Treasurer, was 
killed and lost to all of us.  Our prayers and grief go out to his wife, children, other family members and friends.  
He will be sorely missed and was a huge contributor at the TSA and ASA levels. A Charles Cowles Memorial 
Fund has been created to assist his family during this difficult time.

           SCOTT E. KERCHEVILLE, M.D.
                     Director, ASA District 19

https://www.gofundme.com/f/charles-cowles-memorial-fund?utm_source=customer&utm_medium=copy_link&utm_campaign=p_cf+share-flow-1
https://www.gofundme.com/f/charles-cowles-memorial-fund?utm_source=customer&utm_medium=copy_link&utm_campaign=p_cf+share-flow-1
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Mark F. Weiss, J.D.
The Mark F. Weiss Law Firm, a Professional Corporation
Dallas, TX

Tenet’s USPI Entities, Medical Group, and Surgeons to Pay $72.3 Million to Settle 
Whistleblower Suit Involving Company Model of Anesthesia Services

In a startling update to the disclosure made last year by Tenet Healthcare Corporation, as covered in my article, 
Kick Back and Read the Latest on the Company Model of Anesthesia Services, which appeared in the January 2020 
issue of the TSA Newsletter, in July 2020, the United States Department of Justice announced the conclusion of a 
False Claims Act settlement agreement with Tenet’s USPI entities Oklahoma Center for Orthopaedic and Multi-
Specialty Surgery (“OCOM”), a specialty hospital in Oklahoma City, Oklahoma, its part-owner and management 
company, USP OKC, Inc., and USP OKC Manager, Inc. (collectively “USP”), as well as medical group Southwest 
Orthopaedic Specialists, PLLC (“SOS”), and two SOS physicians, Anthony L. Cruse, D.O. and R.J. Langerman, 
Jr., D.O.

Collectively,  the Tenet controlled entities will pay $60.86 million to the United States,  
$5 million to the State of Oklahoma, and $206,000 to the State of Texas.

SOS and Drs. Cruse and Langerman will pay $5.7 million to the United States and $495,619 to the State of 
Oklahoma.

The whistleblower lawsuit, entitled U.S. ex rel. Wayne Allison, etc., et al. v. Southwest Orthopaedic Specialists, 
PLLC, et al.1, centers around, among other serious allegations, the claim that the Tenet controlled entities, the 
medical practice, and the surgeons participated in a so-called “company model of anesthesia services” scheme. 
That’s an arrangement in which, roughly speaking, the surgeons working at a facility, usually owners of the 
facility, and perhaps the facility itself, own the entity providing anesthesia services.

Specifically, the lawsuit alleges that SOS and other defendants entered into an anesthesia company scheme 
under which they formed and operated an entity called Anesthesia Partners of Oklahoma, LLC, to which OCOM 
granted the exclusive anesthesia contract. The complaint alleges that, as a result, anesthesia company profits were 
distributed to those owners in a manner directly related to the volume and value of referrals by the SOS surgeons.

These allegations are of additional interest because they’re not along the traditional line of company model scheme 
attack. The common attack involves an allegation that there’s an inherent, forced kickback in the relationship 
between the surgeon or facility-controlled anesthesia company and the anesthesiologists and/or CRNAs it employs 
or engages.

As the U.S. Department of Justice put it in its press release2, the settlement resolves allegations that between 2006 
and 2018, OCOM and USP provided improper remuneration to SOS and certain of its physicians in exchange for 
patient referrals to OCOM in the form of (i) free or below-fair market value office space, employees, and supplies, 

1  Available at https://tsa.org/pdf/2020_Second_Amended_Complaint_Tenet_Case.pdf
2  https://www.justice.gov/opa/pr/oklahoma-city-hospital-management-company-and-physician-group-pay-723-million-
settle-federal

https://www.justice.gov/opa/pr/oklahoma-city-hospital-management-company-and-physician-group-pay-723-million-settle-federal
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(ii) compensation in excess of fair market value for the services provided by SOS and certain of its physicians, 
(iii) equity buyback provisions and payments for certain SOS physicians that exceeded fair market value, and (iv) 
preferential investment opportunities in connection with the provision of anesthesia services at OCOM.

The lawsuit states that Tenet, through USPI and other subsidiaries, owns 22 companies holding interests in 
anesthesia companies, claimed to be set up via a boilerplate “kit” of documents supplied by the Tenet-related 
entity.

It must be stressed that the allegations in the complaint were settled, not admitted to, by the paying defendants. 
However, $72.3 million is no small chunk of change.

A similar amount could destroy many facilities, including nearly any ASC, that directly, or through their physician 
owners, sponsors similar anesthesia company deals.

Here are some additional takeaways for practicing anesthesiologists:

1. Just because a large entity, for example, an anesthesia management company, tells you that a deal’s been vetted 
by their lawyers and is “legal,” don’t bet on it. Vet it through your own counsel and assess your own risk. As in 
carpentry, measure (assess) twice, cut (do the deal) once. Or not do the deal – you get the idea.

2. False claims act lawsuits often arise from an insider, such as administrative personnel, anesthesia providers, 
or billing service employees. In the instant case, the relator, Wayne Allison, was the administrator of SOS, the 
surgical practice . . .  that is, until he was fired. His reward for bringing the whistleblower suit is yet to be 
determined, but will likely be between 10% to 25% of the $72.3 million.

Mark F. Weiss is an attorney specializing in the business and legal issues affecting physicians and physician 
groups on a national basis, practicing at The Mark F. Weiss Law Firm, with offices in Dallas, Texas and Los 
Angeles and Santa Barbara, California. He can be reached by email at markweiss@weisspc.com.

mailto:markweiss@weisspc.com
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TSA and ASA Executive Branch Advocacy: 
If you don’t speak up you will never be heard. 

Jeremie Perry, M.D., FASA
Zach Jones, M.D., FASA
Christopher Cook, D.O., FASA
 

 
As Anesthesiologists, we’re accustomed to experiencing the highs and lows of the roller coaster of life and practice. Over 
the end of September, the TSA and ASA faced a significant test of our fabric.

Traditionally, the ASA PAC has avoided direct candidate support in presidential elections. This is attributed to the steep 
price of fundraising and potential risk where an election loss could leave a president in office that could single handedly 
write an executive order (EO) profoundly damaging the specialty or the house of medicine. What follows is a recent 
Executive Branch advocacy story and lesson “If you don’t speak up you will never be heard.”

On September 17th, Drs. Chris Cook, Zach Jones, and Jeremie Perry received a call from Dr. Evan Pivalizza, immediate 
past president of the Texas Society of Anesthesiologists. He had been alerted by David Balat representing the Texas Public 
Policy Foundation (TPPF) and a champion for conservative voices in healthcare, that there would be an opportunity to be 
on-stage for a major healthcare EO announcement by President Donald Trump on Thursday, September 24th in Charlotte, 
North Carolina. Regardless of location on the political spectrum, the opportunity to engage and participate in a healthcare 
policy event could not be missed. As many may be aware, we have a strong relationship with TPPF as attendees and 
supporters of their annual policy orientation event and coordination of advocacy efforts when aligned with ours.

Given the urgency for names to be submitted to the White House (WH), three TSA members in excellent standing with 
active leadership, involvement and advocacy roles in the Society were approached, time restraints prevented for a wider 
call for volunteers. The volunteers, who all immediately affirmed interest, were:

•	 Chris Cook, a leader in TSA media relations as Chair of the Communications Committee, member of the Patient 
Safety and TSA Members Serving the TMA Committees as well as a member on the Editorial and TSAPAC 
Boards. 

•	 Zach Jones, a visible, effective key contact, and member of the Governmental Affairs, Bylaws, Communications, 
and TSA Members Serving the TMA Committees and TSAPAC Board, with a passion for public health issues 
including vaccination; and
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•	 Jeremie Perry, leads our efforts for transparency standardized anesthesia consent forms serving on the Texas 

Medical Disclosure Panel, Chair of the Professional Development Committee, and a member of numerous other 
committees. 

The five of us quickly began group discussions and texting to coordinate logistics and details for the event, although 
specifics were still unknown. Nonetheless, palpable excitement began to develop which was tempered with the news 
of the passing of Justice Ruth Bader Ginsburg and we waited patiently for the start of the new week. The suspense was 
broken late Monday afternoon as each of the 3 volunteers received an email invitation from the WH asking us to confirm 
interest in attending the event. It appeared that the event was moving forward and would be Thursday in an airport hangar 
at 4:30 p.m. in Charlotte. Over a group FaceTime that evening, we set a 15-minute record for coordinating and purchasing 
airline tickets to the event with an itinerary that put us there and back again from DFW in less than 13 hours. We chose 
to travel light with no bags other than what we needed to bring, the distinctive white coat we were requested to wear.  
 
Excitement increased on Tuesday morning when we received phone calls from the WH asking if we would be willing to 
stand with a group of 20-30 physicians chosen to be on stage behind the President and likely on camera. Obviously, we all 
said yes and eagerly anticipated travel.
  
Unfortunately, on Wednesday morning, disappointment surfaced when we received word from Dr. Sherif Zaafran that 
concerns had appeared related to the proposed EO. Several Washington sources were hearing that an announcement 
regarding Surprise Medical Bills (SMB) would likely have catastrophic consequences for us and all hospital-based 
physicians. A message was filtering down that the EO would require hospitals, as part of their Conditions of Participation 
for treating Medicare beneficiaries, to ensure that all providers at their facility be in-network with the same health insurance 
companies as the hospital. 
 
As most members are aware, the genesis of a SMB is the failure of insurance companies to create an adequate network in 
the interest of pursuing increasing profits. If they fail to reach a contractual agreement with physicians or break a contract, 
physicians are designated as out-of-network, with different levels of coverage and potentially greater cost for patients. 
While insurance companies are notorious for claiming that failure to reach a contract with in-network physicians is the 
fault of the physician, the facts do not support these claims. Insurance companies in 2020 at the height of a worldwide 
pandemic are reporting record profits and states with arbitration in place report that the vast majority of settlements are in 
favor of physicians rather than the insurance industry.
  
As proposed, the EO would have mandated that hospitals credential in-network physicians in order to comply with 
Medicare Conditions of Participation which would force physicians who work at that hospital to take whatever was 
offered by insurance companies which could be as low as 25% of commercial market rates if linked to Medicare. Most 
physicians would be unable to sustain a practice at this level of egregious payment and risks subjugation of physician 
treatment decisions to the best interest of a hospital employer or insurance company.
  
Discouraged with the potentially detrimental EO, multiple lines of communication were opened in addition to the continued 
discussion with Manny Bonilla at the ASA office and David Balat who was at the WH. Dr. Jones contacted Congressman 
Michael Burgess (senior physician legislator in Congress) whose office also had a lack of detail. At this stage, a decision 
was required whether it would be appropriate to be visible behind the President for an announcement that represented an 
existential threat to our specialty, and we decided NOT to stand behind the President. Multiple TSA members urgently 
reached out to their legislators and contacts in DC with our grave concern, including Drs. Ray Callas, Sherif Zaafran, 
Deborah Plagenhoef, Jeff Plagenhoef, and many more.
  
Without further details from the WH, it became clear that we would be going into the event in the dark. To emphasize our 
concern, Dr. Jones advised Congressman Burgess’ office that he would not be attending the event. Dr. Zaafran indicated 
that physicians from his group (USAP) were also declining attendance and David Balat shared that several of his physician 
contacts were traveling to Charlotte, but were prepared to step down if the EO went forward as we understood. This was 
the course that Drs. Cook and Perry chose to take.
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On the plane Thursday morning Dr. Perry reached back to the WH via email and explained his reluctance to participate in 
an announcement that had such deleterious consequences for physicians and patients. He was put in touch with Dr. Heidi 
Overton, a WH fellow working on organizing the rally, and was told that she could give him details on the announcement 
between 1:00 and 1:30 p.m. Once on the ground, Dr. Perry initiated contact with Dr. Overton who advised that she 
understood his concerns and indicated that the EO had been drafted out of frustration that no progress had been made in 
Congress despite the urgency of the issue. Dr. Perry noted that, as written, the EO placed all negotiating power in the hands 
of insurance companies reaping record profits while severely limiting the contracting ability of independent physicians. 
It appeared that many physicians had similar comments and she agreed that being on stage would be awkward in the face 
of the proposed EO. After discussing with TSA colleagues, Drs. Cook and Perry chose to travel to the event with that 
strategy.
  
Once at the venue, Drs. Cook and Perry networked with multiple physicians including Dr. Marion Mass, a pediatrician 
and influential physician advocate from Pennsylvania, Dr. Lori Conklin, anesthesiologist and vice president of the Virginia 
Medical Board, Dr, Mark Ellis, anesthesiologist from North Carolina and several orthopedic surgeons including former 
Florida state Representative Dr. Julio Gonzalez all of whom had the same concerns.  We also met with important legislators 
including Congressman Burgess (TX), and US Senator Cassidy (LA), who has proposed a sensible, reasonable solution to 
SMB using an arbitration style resolution such as the one that has worked well in Texas, Georgia, and New York. Everyone 
indicated that they had been explaining the gravity of the situation to the WH. This was incredible grass root physician 
advocacy in action prior to and at the event.
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Incredibly, about 30 minutes prior to the anticipated start of the event, word came down initially from Dr. Zaafran via 
text that the SMB EO would be modified to delay the Medicare option and put pressure on Congress to develop a solution 
by January 1st. Positive emotions were palpable. Fist bumps were evident all around and the atmosphere quickly became 
one of excitement as the music played for the President’s entrance. The President outlined his America First Healthcare 
Plan. 

With the avoidance of immediate harm to our specialty, we have a brief respite, but the danger has not ended. We still have 
not determined who created the EO. Drs. Cook and Perry were invited and participated in a WH call the following Tuesday, 
September 29th, where Dr. John Fleming, assistant to the President for planning and implementation in the office of the 
Chief of Staff stated clearly that physicians in financial danger was one of the major problems in healthcare and when he and 
WH Chief of Staff Mark Meadows were privy to the EO, they assisted in amending the President’s position.

This is our story of a near disaster, an advocacy alert and immediate, effective response from TSA members, a political hand 
played and a pivot to a future battle for organized medicine for appropriate physician protection over SMB. We hope we can look 
back on September 2020 as a month we began to turn the tide. There are many times where individuals’ efforts seem futile and 
concerns appear to be of limited impact. Well, not this time! TSA members and physicians across the country spoke up and were 
heard. The importance of prior contacts and established relationships with the legislative branch cannot be emphasized enough 
and the TSA is grateful to all the members who activated their responses on that Wednesday and Thursday in late September.  

Stay tuned for developments over the next 3 months. We all need to remain engaged to ensure that appropriate, equitable 
legislation develops which allows for physician participation and arbitration rather than unilateral insurer actions and 
malfeasance which would decrease payments for anesthesiology services to unsustainable levels. 



1.) Opened the 2020 House of Delegates Meeting with a welcome greeting by Speaker of the House Dr. 
Crystal Wright.

2.) Took a moment of silence for recently deceased members Drs. Hollis E. Bivens, James W. Cottingham, 
William R. Kendall, Robert B. Krause, Scott H. Lin, John N. Melvin, Harve D. Pearson, Carlos E. 
Romero, and Catherine L. Scholl.

3.) Received a governmental affairs update from Dr. George W. Williams. 
4.) Announced TSA resident members will have another opportunity to submit for the 2020 William H. 

King Advocacy Award prior to the end of the year. 
5.) Recognized Jeremie J. Perry, MD as the recipient of the 2020 Ray Callas Outstanding Key Contact 

Award.
6.) Recognized Dr. Evan G. Pivalizza for his leadership during this unprecedented year.
7.) Received an ASA update from ASA President Dr. Mary Dale Peterson.
8.) Announced H. A. Tillmann Hein, MD as the recipient of the 2020 Betty P. Stephenson Circle of Friends 

Award.
9.) Accepted all items published on the consent calendar for information only.
10.) Received TSA committee appointments for 2020-2021. 
11.) Approved the 2021 projected budget.
12.) Confirmed Gabor Racz, MD as the 2021 Distinguished Service Award recipient.
13.) Announced Xuan Langridge, MD as the recipient of the 2020 Dr. James Adkins and Linda Adkins 

Resident Award. 
14.) Recognized Melinda McMichael, MD as the 2020 Cindy Zerwas Special Friend Award recipient. 
15.) Approved the proposed modification to Section 9.2201 of the TSA Bylaws.
16.) Approved the TSA Statement on Medicaid Expansion in Texas. 
17.) Elected the following: 

 President-Elect Crystal C. Wright 
 Secretary  Amr E. Abouleish  
 Treasurer  George W. Williams
 Assistant Treasurer Charles E. Cowles

ASA Delegates:
  Place 1  Vijay Saluja 
  Place 2  N. Martin Giesecke
  Place 6  Jeffrey M. Jekot
  Place 14 David W. Mercier 
  Place 16 Thomas H. Swygert
  Place 18 David E. Bryant
  Place 19 Michael R. Hicks
  Place 22 Deborah L. Plagenhoef
  Place 25 Carin A. Hagberg

         Place 29        Thomas F. Rahlfs
 ASA Alternate Delegates:

   Place 1  Jose M. Soliz  
   Place 2  Meera Gangadharan  
   Place 3  Bracken S. Kolle  
  Place 4  G. Ray Callas 
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   Place 5  Stacey L. Allen  
   Place 6  Russell K. McAllister  
   Place 7   Christopher R. Cook 
   Place 8   Kristina L. Goff  
   Place 9   Vijaya Gottumukkala 
   Place 10  Xuan Tran Langridge  
   Place 11  Scott Meril  
   Place 12  Richard P. Dutton  
  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 Jeffrey W. Steiner
    Place 19  Brandy M. Bergeron
    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  Mark A. Margolis

 Place 30 Edward J. Prejean, III
18.) Received a TSAPAC update from Dr. John S. Scott. 
19.) Received a summary of the importance of advocacy as well as an ASA PAC update from Dr. Jeffrey 

Plagenhoef.
20.) Expressed appreciation to the members of the House, the members of the Reference Committee Drs. 

Austin Street, Kristyn Ingram, Chris Glover, Brian Dewan and Ashley Wood, the Speaker Dr. Crystal 
Wright, the Vice-Speaker Dr. Udaya Padakandla, the TSA staff Christina Bacak, Judy Garcia-Bigger, 
Jessica Shepherd, Claire Foster, Bonnie Bruce and Ashlee Quick, TSA Webmaster Tina Haggard, TSA 
Legal Consultant Clayton Devin and the staff at Lumi.♦
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IN MEMORIAM

Joseph Michael Jez, M.D. (Colleyville, TX)
Passed away on July 20, 2019

Francis O. Davis, M.D. (Conroe, TX)
Passed away on January 7, 2020

John F. Riquelme, M.D. (Houston, TX)
Passed away on August 21, 2020

James W. Cottingham, M.D. (Corpus Christi, TX)
Passed away on September 10, 2020

Sigurdur S. Sigurdsson, M.D. (Dallas, TX)
Passed away on October 9, 2020

Ramon Gonzalez, Jr., M.D. (Fair Oaks Ranch, TX)
Passed away on October 31, 2020

Charles E. Cowles, Jr., M.D., FASA (Pasadena, TX)
Passed away on December 26, 2020



NEW MEMBERS
Since  October 2020 the TSA Board of Directors approved the applicants below for the membership categories indicated:

ACTIVE MEMBERS 
An, Sin Y. 
Asmussen, Sven 
Brown, Christopher M. 
Brown, Kendra N.
Buszek, Benjamin J.   
Chen, Monica   
Chew, Ivan N.   
Coutin, Mark D.   
Cowlishaw, Mary A.   
De Silva, Anil M.   
Elliott, Morgan C.   
Ellis, Sarah M.   
Farris, Landon K.   
Fung, Christopher   
Govindaraj, Ranganathan   
Hembree, Brian G.   
Heravi, Hooman   
Hubbard, Richard M.   
Jiang, Yandong   
Jonna, Srikar   
Khan, Sana   
Khan, Zeshan M.   
Koepke, Elena   
Kumar, Rishi   
Langridge, Xuan T.   
Liang, Yafen   
Magbegor, Saint O.   
Mayo, Kristina M.  
McCutchon, Michael    
Mena, Jessica M.   
Miciotto, Christopher J.   
Nakazawa, Lauren M.   
Petter, Jared A.
Ruiz, Joseph R.   
Seshachella, Vishwas   
Siu, Eric Y.   
Smith, Miakka   
Specks, Sebastian   
Staub, Laura   
Stotts, Ronnie R. 
Thomas, Joanna D. 
Valladares, Jason M.   
Wahal, Christopher S.   
Xiao, Cindy Y.   
Zheng, Steven Y.  
  
ANESTHESIOLOGIST ASSISTANTS
Aramini, Alexa   
Austin, Cody   
Bodway, Jacob   
Buemio, Adrienne   
Bui, Diana   
Davidson, Chase   
Do, Stephanie   
Dolan, Evan   
Essiet, Nelson B.   

Estwick, Jeron   
Frazier, William   
Ganesh, Manu   
Graf, Marcel   
Grubb, Elizabeth M.   
Hails, Austin   
Hassan, Mai   
Hathaway, Allison P.   
Husein, Rahim   
Hwang, Jason   
Jurcisin, Kaitlin E.   
Kelley, Amy   
Laddusaw, Sadie   
Lujan, Alexis   
Maloney, Ashley   
Martis, Reecha   
Miller, Arin   
Mock, Meghan   
Myres, Cathryn   
Naiman, Mark E.   
Nasirov, Sarvar   
Neubeck, Randi   
Palafox Lopez, Ituriel   
Parker, Carey   
Posso, Hoffmann G.   
Rowland, Jeffrey   
Rugutt, Elizabeth   
Runnels, Jonathan   
Sanchez, Amanda   
Schreiner, Stephen   
Shockeir, Mayada 
Sloan, Kelly   
Sobieski, Jason   
Stancato, Thomas   
Stegman, Curtis   
Stryker, Stephanie   
Syed, Meena 
Tang, Alexis   
Tran, Vinh   
Wang, Yuanyuan   
Yeh, Leslie 
Zhao, Dukaiwen   
Zhao, Milton   
 
MEDICAL STUDENTS
Bundock, Erin 
De Jong, Alexander L.
Macias, Olga R.  
Martinez, Ariza 
Patino, Joshua 
Sands, Daniel 
Zhao, Chad Q. 
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FUTURE TSA MEETING DATES

2022 ANNUAL MEETING
SEPTEMBER 8-11, 2022

KALAHARI RESORT
ROUND ROCK, TX

2023 ANNUAL MEETING
SEPTEMBER 7-10, 2023

KALAHARI RESORT
ROUND ROCK, TX

2024 ANNUAL MEETING
SEPTEMBER 5-8, 2024

JW MARRIOTT SAN ANTONIO HILL COUNTRY
SAN ANTONIO, TX

2025 ANNUAL MEETING
SEPTEMBER 4-7, 2025

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  Jeremie J. Perry
District 3  Carlos-Nicholas L. Lee
District 4  Stacey L. Allen
District 5  Jeffrey S. Richards
District 6  Henry L. Bethea

District 7  Jose M. Soliz
District 8  Benjamin D. Harvey
District 9  Kristina L. Goff
District 10  Mark A. Margolis
District 11 Scott S. Meril

TSA DISTRICT BOUNDARIES
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Happy Physician Anesthesiologists week!  
Thank you for all that you do to keep our patients safe!
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