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My kids were raised with many musical opportunities and have developed many musical talents over the years, 
mostly thanks to my wife’s encouragement.  I have always had an appreciation for music, but had never devoted 
the time to develop any meaningful musical skills.  Thanks to encouragement from some musically talented 
colleagues, I have recently taken up a new hobby of learning to play the drums.  Though my skills are still in the 
early development phase, I have enjoyed learning over the past 6 months and hope to continue to develop in this 
area.  My interest in drumming reminds me that, as a specialty, despite many adversities that we have faced, our 
members have continued to “beat the drum” and get the work done that is needed to provide our patients with 
the best care.  Our TSA leadership and members have never stopped beating the drums of safety, patient care, 
and advocacy for our specialty.  

The world that we all live in is ever changing.  There are many things occurring around us that impact how 
we live our lives.  The COVID pandemic and the restrictions surrounding it seem to be easing off.  Most 
knowledgeable people that I speak with are cautiously optimistic that the immunity from previous exposure as 
well as the seemingly very effective vaccines have resulted in a sharp downturn in the number of severe cases 
of COVID-19.  That has certainly been the case at the hospitals where I have privileges.  The past year has been 
difficult for our entire society and I am hopeful for a day when these things will be completely in our rear view 
mirror.  I know that our members have risen above and tackled many new and very unusual problems in the face 
of these changes.  I have a great sense of pride in my colleagues across the state, nation, and world who have 
encountered this adversity with professionalism and courage.  Well done!

The rest of our world has not stood still and we have seen many other changes.  In the educational realm, the 
University of Texas System has plans in place to establish a new medical school in Tyler.  Tyler has long had a 
thriving medical community and is an excellent area to expand medical education opportunities.  This will be 
the state’s 16th medical school when it begins enrollment for a projected 2023 opening.  In addition to a new 
medical school, there are also plans in place to open additional residency programs.   I am not aware of all of 
the sites that have plans, but I know that plans are in place to open a program in Fort Worth at Baylor Scott & 
White All Saints Medical Center that will be affiliated with the Texas Christian University / University of North 
Texas allopathic medical school, which recently opened.  In addition, plans also are in place to add a residency 
program in the expanding Tyler medical community.  I have also heard that colleagues in Houston are exploring 
options for an additional residency program in the Texas Medical Center.  As we learn more information about 
these new programs, we will certainly share more information.   

The American Board of Anesthesiology has recently announced that it will be offering subspecialty certification 
in adult cardiac anesthesiology, with the first exam being administered as early as 2023.  It will be interesting to 
see how this evolves in conjunction with the transesophageal echocardiography certification exam administered 
by the National Board of Echocardiography, which has previously served as the de facto certification exam for 
those who specialize in cardiac anesthesiology.  
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In other interesting news, it appears that Pacira Biosciences, the makers of the liposomal bupivacaine formulation 
Exparel, have filed a lawsuit against the American Society of Anesthesiologists and several authors who published 
in the February 2021 issue of Anesthesiology 1-4.  The pharmaceutical company claims that the articles made 
false and misleading statements regarding the effectiveness of the liposomal bupivacaine and also failed to 
disclose conflicts of interest of the authors.  I would encourage our members to read the articles as well as the 
details of the lawsuit in order to arrive at their own conclusions.  I find it very interesting that Pacira also chose 
to include residents in training as defendants in this lawsuit.  I have certainly not seen a lawsuit such as this occur 
in my career.  I think that our readers would enjoy finding out more about this particular topic.  I have provided 
references below.  

In other news, the Annual Meeting of the TSA will occur in person this year September 9th through the 12th in 
San Antonio at the JW Marriott Resort.  It will be nice to get our group back together after having last year’s 
meeting be disrupted by COVID.  I look forward to seeing old friends and meeting new ones this year.  Please 
consider joining us if you are able.  

In this issue, we continue the “On the Shoulders of Giants: Legends of Texas Anesthesiology” series with a feature 
on Dr. Francis Joseph Dannemiller, a colleague who had education at the forefront of his illustrious career.  Other 
topics covered in this edition include education and social media, wellness and burnout, postoperative delirium, 
kidney transplant protocols, modeling professionalism, aspects of the opioid crisis, NPO considerations in 
pediatrics, and emergency preparation for the hurricane season.  I hope that you find content in this issue that 
sparks your interest.

Thanks so much to those of you who faithfully read the TSA Newsletter.  The editorial board members and staff 
put a lot of work into producing a high quality product for our membership.  I think that this edition will be no 
different.  I hope that we can all continue to bang on the drums of anesthesiology that are fulfilling for us and 
that help keep our patients safe.

I wish you all the best!

References:  

1-https://storage.courtlistener.com/recap/gov.uscourts.njd.469581/gov.uscourts.njd.469581.1.0.pdf
2-N Hussain, R Brull, B Sheehy, MK Essandoh, DL Stahl, TE Weaver, FW Abdallah.  Perineural Liposomal Bupivacaine Is Not 
Superior to Nonliposomal Bupivacaine for Peripheral Nerve Block Analgesia.  Anesthesiology. 2021 Feb 1;134(2):147-164.
3-BM Ilfeld, JC Eisenach, RA Gabriel.  Clinical Effectiveness of Liposomal Bupivacaine Administered by Infiltration or Peripheral 
Nerve Block to Treat Postoperative Pain.  Anesthesiology. 2021 Feb 1;134(2):283-344.
4-ME McCann.  Liposomal Bupivacaine: Effective, Cost-effective, or (Just) Costly?  Anesthesiology February 2021, Vol. 134, 139–
142.
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On the Shoulders of Giants Series: Legends of Texas Anesthesiology 
Francis Joseph Dannemiller, M.D.
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My first exposure to the name Dannemiller came in 1986.  I was an anesthesiology resident at Mayo Clinic, 
Rochester, Minnesota.  My best friend, Bill Oliver, and I attended what was considered the best anesthesiology 
review course at the time: the Dannemiller Anesthesiology Refresher Course held in San Antonio.  I was excited 
to go.  I was tired of the winter and was looking forward to fajitas and margaritas on the San Antonio Riverwalk.  
The course was held in June each year, about 3 weeks before the written board exam.  The list of presenters read 
like a “Who’s Who” in anesthesiology with big names such as Ron Miller, Alon Winnie, Robert Kirby, Robert 
Stoelting, Ted Eger, Paul Barash, Joel Kaplan, Jonathan Benumof, and John Savarese, just to name a few.  They 
were all there, summarizing various areas of anesthesiology in their areas of expertise with a goal to prime us for 
passing our written board exams. 

This was long before the internet, social media, or podcasts.  Study aids that our trainees frequently rely upon 
today.  The lectures were all delivered in person and the auditorium was always packed. 

Sometime during the 3rd day of the conference, the speakers gave a short tribute to Dr. Dannemiller and the 
Dannemiller Memorial Education Foundation.  The Anesthesiology Refresher Course Lectures began in 1953, 
chiefly for Air Force Residents to prepare them for their board examinations.  However, in the early 1970’s, 
Dr. Dannemiller expanded the refresher course program, broadening the audience to both civilian and military 
attendees and he greatly enhanced the quality of the faculty presenting the material.  During that era, the 
Dannemiller Review Course was considered the premier CME offering for our specialty. 

Who was Dr. Dannemiller?  Francis Joseph Dannemiller was born in Akron, Ohio on March 31, 1931.  As a young 
boy, he suffered from bouts of asthma.  A few times, his symptoms were so severe that the family physician was 
called to the house to treat him.  He was impressed by the self-confidence and care of this physician and decided 
that he’d like to be a physician.  Joe graduated from Holy Cross College in 1953 and Yale University School of 
Medicine in 1957.  He completed a rotating internship at Philadelphia General Hospital.  Dr. Dannemiller was a 
“Berry Planner” (the Berry Plan was devised by Dr. Frank Berry as a response to the drafting of physicians into 
military service under President Eisenhower) and was required to enter a branch of the armed services following 
internship.  He was assigned to the Air Force as a Flight Surgeon/General Medical Officer.  During his tour of 
duty, he experienced two things that profoundly affected his future career.  As a flight surgeon he got experience 
flying high performance aircraft (flight surgeons get flight time).  Secondly, as a General Medical Officer he was 
directed to occasionally administer anesthesia and, in that role, gained some on-the-job experience. This latter 
experience led Joe back to Yale to pursue formal residency training in anesthesiology. 

Returning to active USAF duty, he held various assignments inside and outside the United States.  These included 
serving as Chief of Anesthesia Services at Lackland Air Force Base in 1961 and Chief of Anesthesia Services 
at Kessler Air Force Base in 1966.  During his time at Kessler he completed a fellowship in regional anesthesia 
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at the University of Mississippi.  Two assignments, however, were especially notable.  The first was as Chief of 
Anesthesiology Service, Clark Air Force Base in the Philippines in 1963.  Clark Air Force Base is now closed, 
but, in 1963, it was a very large and active Cold War military base that served as a major casualty receiving station 
during the Vietnam War.  According to Joe’s son, during his first year at Clark, Dr. Dannemiller had time to play 
golf many afternoons, however, during the second and third years of his tour, he was hardly ever home.  The 
escalation of the Vietnam War had begun and so had the number of casualties they received at Clark.  Casualties 
were usually stabilized in Vietnam and then shipped to Clark AFB for more definitive surgery.  Dr. Dannemiller 
obtained abundant trauma experience during this tour. 
 
The next assignment of note was as Chairman and Director of the anesthesiology residency program at Wilford 
Hall USAF Medical Center in San Antonio in 1970.  With hard work and foresight, Dr. Dannemiller built this 
department into a first-class residency training program, with a high level of academic and research productivity.  
Additionally, during this time he expanded the Annual Anesthesiology Review Course lectures.  For years beyond 
his retirement and death, this course remained one of the premier anesthesiology refresher courses in the nation. 

 
Dr. Dannemiller maintained his lifelong interest in 
aviation and aerospace medicine.  While on active duty, 
he continued to obtain flight time in high performance 
military aircraft and held a multi-engine commercial 
pilot’s license.  He worked closely with NASA and was 
a member of the Launch Medical Team for the Gemini 
and Apollo space programs, being in attendance for 
multiple liftoffs at Cape Canaveral.  
 
Dr. Dannemiller held many prestigious positions over 
his career.  These include:  Founder and Secretary 
of the Society of Air Force Anesthesiologists, 
USAF Representative to the International Standards 
Organization, a member of the Z-79 Committee of the 
National Standards Institute, Chairman of the ASA 
Defense and Military Affairs Committee, President 
of the Military Society of Anesthesiologists, and 
Consultant in Anesthesiology to the USAF Surgeon 
General.   

 

Col. Dannemiller retired from the Air Force in 1979 after 22 years of service.  He went into the private practice of 
anesthesiology in San Antonio, providing OR anesthesia services in the morning, and pain management services 
in the afternoon.  He continued to present lectures and workshops.  At the time of his death, Dr. Dannemiller was 
President of the San Antonio Society of Anesthesiologists and had an academic appointment as Clinical Associate 
Professor at the University of Texas Health Sciences Center in San Antonio.   
 
Dr. Dannemiller and his wife, Marguerite, met while he was in college.  They married while Joe was in medical 
school and raised seven children together.  In 2020, Mrs. Dannemiller passed away in San Antonio at the age of 

Francis J. Dannemiller, M.D., Colonel, USAF (MC)



86. Of note, his oldest son, David, continued his father’s love of aviation, obtaining a degree in aeronautical
engineering at the University of Texas at Austin and pursuing a long career at NASA in Houston.  Dr. Dannemiller
was present for the birth of his oldest grandson, Joseph, (he placed the labor epidural in his daughter-in-law), who
is now grown and holds a PhD and is an Assistant Academic Dean of Engineering at Texas Tech University.

Dr. Dannemiller’s life was one of service.  Service to his patients, his profession, and his country.  His goal was to 
provide excellent learning opportunities and motivation for his colleagues to continue to grow in their knowledge 
of the practice of anesthesiology.  He was a devoted father and husband and he leaves a legacy for us all to emulate. 

References:

1-We salute…Francis J. Dannemiller, Colonel, USAF (MC).  Anesth Analg 1977; 56 (6):875-6.
2-Brochure for The 30th Annual Dannemiller Anesthesiology Review Course (1983)
3-Personal communications with David P. Dannemiller (oldest son of Dr. Dannemiller) and Joseph Dannemiller, 
PhD (oldest grandson of Dr. Dannemiller)
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If there is anything this past year has taught us, it is that we are just now tapping into the potential influences 
technology and social media can have on graduate medical education (GME). In our previous articles we discussed 
generational theory, motivation of millennial learners, and the best teaching methods for millennial learners. In 
this article, we will focus on social media and its use in mentoring, GME, and recruitment into training programs. 

Social media is any form of electronic communication through which people form online communities to share 
information, ideas, and personal messages. An estimated 2.65 billion people use social media worldwide and 
about 70% of these users reside in North America1. This lofty number does not exclude medical professionals. 
Ninety-four percent of medical students have social media accounts and an estimated 79% of residents are active 
on social media1. Social media use is higher among trainees but is gaining popularity with faculty for both personal 
and professional use. The American Society of Anesthesiologists is using online communities to allow members 
to connect and share ideas and resources. In fact, social media platforms are emerging as a novel learning tool for 
continuing education in all specialties2. 

There are numerous reasons why social media is an asset to GME. To begin with, social media’s omnipresence 
can be advantageous for residents and fellows who have restricted duty hours1. Educational materials on video 
platforms (YouTube) or microblogs (Twitter) or Microsoft Teams can be accessed during free time. Furthermore, 
these platforms allow users to comment or “like” posts providing a sense of connectivity in a field that can be seen, 
at times, as isolating1. Other aspects of social media that are beneficial to education is that it is free and portable. 
This offsets the financial burden to residency programs as well as individuals. Moreover, PGY-1 residents who 
have not started anesthesia can access education materials and “get a head start” in anesthesia studies. Offsite 
residents and fellows also have access to educational materials posted on social media or collaborative platforms 
such as Microsoft Teams. 

Social media also offers a unique way to establish mentoring at outside institutions. Platforms such Twitter and 
Instagram can decrease the sense of hierarchy that exists in medicine3. Social media places individuals on a more 
even playing field. Residents and fellows can connect to faculty at various academic rank with ease and less 
intimidation. Moreover, for those who are in underrepresented groups in medicine, social media offers a way for 
them to find mentorship that may be lacking at their own institution3. These connections foster opportunities for 
research collaboration, leadership, and jobs. 

Throughout the COVID pandemic, social media use allowed online educational discussions among trainees and 
faculty during social distancing restrictions. Face-to-face lectures transitioned to “virtual grand rounds” and 
homes were converted to classrooms. Use of social media has skyrocketed with numerous creative ways to engage 
learners and supplement the traditional classroom. For example, placing links to quizzes in chat discussions 
provide motivational competition for learners2. Live tweeting during conferences allows learners and faculty to 
highlight key points and continue the conversation with a broader audiance1. Links to podcasts and instructional 
videos supplement lectures and enrich problem-based learning discussions during scheduled didactic sessions. 

Generational Learning Part 3: 
Trending Social Media in Medical Education

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
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Journal clubs can also be revamped for millennial learners by dividing residents and fellows into small groups 
using channels on platforms such as Microsoft Teams. Groups can collaborate online to search medical literature 
for the best journal article to present in a larger group format. This allows a broader evaluation of the clinical 
question, increases the number of articles read by participants, and fosters team building4. Hosting the journal 
club on open platforms like Twitter, Facebook, or Instagram can further enrich the discussion. 

Resident and fellow recruitment will never be the same after the fully virtual interview season of 2020. Social 
media offered a fast and low-cost way for program directors to establish an online presence, highlight their 
curriculum, and provide a window into the culture and atmosphere of their program5. Many programs offered 
virtual open houses prior to interview season. Topics for sessions can be focused on special interests to reach 
applicants with various backgrounds. 

We would be remiss if we did not at least mention some of things to watch out for when incorporating social media 
into GME. Material posted is inherently not peer reviewed. Someone must be given moderating capabilities and 
designated to oversee the appropriateness of posts and avoid copyright infringements by group members. When 
discussing cases in online forums, care must be taken to not violate the 1996 Health Insurance Portability and 
Accountability Act.  Similarly, all users should review their own institutional guidelines for social media use 
prior to participating2. Millennial learners already have a vast amount of information at their fingertips5 and 
adding educational platforms on various social media sites could further overwhelm them. Lastly, more research 
is needed to evaluate the learning effect of social media and to guide program directors in implementing it into 
graduate medical education5. 

What we do know is that social media is a highly rated tool that provides innovative ways to connect residents, 
fellows, and faculty from various backgrounds and geographical locations2,5. The benefits social media offers to 
GME are just now being realized. It’s an exciting time to be a learner or an educator! ♦

1. Kumar, Amanda H., et al. “The Future of Education in Anesthesiology Is Social.” International Anesthesiology Clinics, Publish 
Ahead of Print, 2020, doi:10.1097/aia.0000000000000287.

2. Ko, Lauren N., et al. “Incorporating social media into dermatologic education.” Dermatology Online Journal, vol. 23, no 10, 2017,
p.2.

3. McLuckey, Morgan N., et al. “Harnessing the Power of Medical Twitter for Mentorship.” Journal of Graduate Medical 
Education, vol. 12, no. 5, 2020, pp. 535–538., doi:10.4300/jgme-d-20-00549.1.

4. Rodriguez, Rechell G., et al. “Revamping journal club for the millennial learner.” Journal of Graduate Medical Education. 
June 2017. doi:10.4300/jgme-d-16-00667.1.

5. Sterling, Madeline, et al., “The use of social media in graduate medical education: a systemic review.” Academic Medicine, vol. 92, 
no. 7, 2017, pp. 1043-1056. Doi:10.1097/ACM.0000000000001617.
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What Anesthesiologists Should Know About Kidney Transplantation in Texas in 2021

Donation Trends, Data
Texas mirrors continued positive national trends in organ donation and kidney transplants (KTs) with 2,163 completed in 
our state in 2020 (1,550 deceased donor [DD], 613 living donor respectively) (https://optn.transplant.hrsa.gov/data/view-
data-reports/state-data/#). Texas is served by 3 geographic organ procurement organizations (Figure 1), all are founding 
members of the Donate Life Texas organ, eye and tissue donor registry (https://www.donatelifetexas.org/). There are 26 
active kidney transplant centers of varying size (Figure 2) whose individual activity, speed of recipient access to a DD 
kidney and 1 year kidney survival data compared to national rates, is accessible via the Scientific Registry of Transplant 
Recipients (SRTR) (https://www.srtr.org/transplant-centers).  Enthusiasm remains tempered by the sobering 9746 patients 
currently on the kidney waiting list and the continued attrition due to death on the waitlist (484 in 2020) and those who 
became too ill for transplant (588 in 2020).  
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Outstanding results for both patient (> 97%) and graft (> 95%) 1-year survival support KT as the definitive therapy of 
choice for patients with end-stage kidney disease (ESRD) with 5 year graft survival remaining 80 % (SRTR annual report, 
https://onlinelibrary.wiley.com/doi/epdf/10.1111/ajt.16502).

Kidney Allocation System 
Given concerns of potential disparity in allocation of DD kidneys, the Organ Procurement and Transplantation Network 
(OPTN) introduced a new kidney allocation system (KAS) in 2014 with subsequent improvements in equitable access and 
reduced wait times for highly sensitized recipients with more challenging cross-matching. The allocation system evaluates:

• Quality of the donor kidney (Kidney donor profile index (KDPI)), scored from 0% - 100% based on 10 donor
factors (a lower number predicts better graft survival),

• Anticipated survival of recipient (Estimated post-transplant survival (EPTS)) where older age, longer dialysis
duration, prior organ transplant, and diabetes led to a higher score, or worse predicted graft survival,

• Optimal matching is a top 20th EPTS % (better predicted survival) with a kidney with lower risk of graft failure
(KDPI < 20%) risk of graft failure).

Additional modifications to organ allocation are based on a 250-nautical mile fixed radius around the donor hospital with 
a formula for proximity points inside and outside the circle, increased priority for prior living donors, pediatric candidates, 
and an added medically urgent category. 

Post-KAS implementation data confirm increased transplants in patients with >5 years dialysis as well as African-American 
recipients. Also noted was wider geographic organ sharing, especially for higher KDPI kidneys and this has led to a slight 
increase in discard rates, cold ischemic times (CIT) and delayed graft function (DGF) which have not adversely impacted 
continued excellent outcomes.  This is partly related to the routine use and positive impact of hypothermic machine perfusion 
of donated kidneys.

Anesthetic Implications 
Consideration of longer dialysis burdens for recipients and the increased CIT and DGF are relevant for anesthesiologists 
who may face challenging vascular access in the former and delayed diuresis and kaluiresis at the end of the procedure (1). 

Enhanced recovery after surgery (ERAS) protocols are appropriate for KT recipients, apart from avoiding non-steroidal 
anti-inflammatory drugs.  Additionally, the lower quadrant incision is favorable to truncal regional analgesic techniques: 
we perform lateral or posterior quadratus lumborum blocks for all KT recipients with favorable preliminary opioid-sparing 
results (2). Recent expert recommendations for perioperative fluid management (3) include:

• Low quality evidence for larger volume fluid administration targeting higher central venous pressure (CVP),
although targeted acceleration of fluid administration immediately prior to reperfusion may be useful,

• Use of CVP as a guide for fluid administration is only weakly supported,
• Reports of dynamic indices of volume status are promising, but limited,
• Balanced crystalloid solutions offer a better metabolic profile and equal, if not lower, serum potassium levels

compared to 0.9 % saline and are strongly recommended.

Conclusion 
Despite positive trends in KT rates, equitable organ access, and surgical outcomes, the dire need for donated organs (deceased 
and living) remains. ESRD patients, especially those on dialysis, should be offered an opportunity for transplant evaluation. 
KT recipients may present greater management challenges to anesthesiologists. Prospective data is necessary to support 
promising developments in regional anesthesia techniques, ERAS protocols, and objective fluid management.   
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Figure 1. Geographic coverage of the 3 Organ Procurement Organizations in Texas 

Figure 2. Active kidney transplant centers in Texas (white circles) and 3 organ procurement organizations 
home bases (yellow circles)
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“Inhale deeply, slowly.  Ground yourself, feeling your center.  Gently lean one knee forward, while straightening 
the other.  Anchor yourself to the Earth, inhale deeply, and embrace this warrior pose.  Free yourself from 
distractions, stress and, worries.  Embrace this time of peace in a sea of chaos.”  I exhale heavily allowing 
the yogi to guide me into a relaxed state.  How I have missed these sessions.  While the pandemonium outside 
this sanctuary is reflected by the masks we now wear during yoga and meditative practice, there is still the 
opportunity to mentally and emotionally escape during these sixty-minute sessions.

Yoga is meant to restore balance and energy.  The goal is to promote soundness of the body and mind through 
physical posture and patterned breathing.  The practice is very efficient for gaining clarity, peace, and focus.  Can 
it help weary physician warriors combat the burnout (some would even go so far as to call it moral injury) that 
we have experienced during the pandemic?  

Burnout is regarded as a destructive force caused by excessive workload, system inefficiencies, failure of 
the team model, feelings of being devalued, chronic stress, and never-ending production pressure.  The end-
result is widely publicized: distracted and distressed physicians are more prone to errors and are less likely to 
appropriately engage patients in their care.  This can translate into poor performance on quality metric surveys, 
patient dissatisfaction, poor patient compliance, and an increased potential for malpractice claims.

Prior to the onset of the corona virus pandemic, progress had been made in recognizing burnout as a threat to 
healthcare systems and enacting plans to combat it.  I am concerned, however, that new stressors spurred by 
systemic practice changes related to COVID-19 have caused us to lose ground on the momentum gained.  As 
a practicing anesthesiologist during one of the worst public health crises in recent history, I am now constantly 
worried about myself and my colleagues’ mental health and wellness.  Anesthesiology already involves exposure 
to complex patient encounters and stressful events that require life and death decisions.  These situations can 
engender feelings of inadequacy, guilt, grief, sadness and a whole litany of other emotions.  The additional 
burden of airway management for patients who have the potential to transmit aerosolized COVID-19 to us has 
heightened our anxiety and stress. 

We are fighting on the front lines to treat patients while simultaneously worrying about protecting our health 
and the health of our loved ones.  A moral conundrum has arisen between the duty to treat versus the duty to 
protect ourselves.  While signs were erected outside of hospitals exclaiming “Heroes work here,” we are not the 
same as comic book heroes who seemingly never fatigue and remain emotionally unaffected by the tragedies 
they witness. As physicians, we have pledged to dedicate our careers to alleviating the suffering of others, but 
we are not immune to fatigue, stress, fear, and sadness. These feelings were especially compounded early on 
in the pandemic when so much about the virus was unknown and the worldwide supplies of proper personal 
protective equipment (PPE) were drastically inadequate to meet the sharp increase in demand.  These situations 
left many healthcare workers feeling torn ethically between protecting our patients and protecting ourselves and 
our families.  
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Anesthesiologists were expected to practice in increasingly risky circumstances, without clear preventative 
guidance, proper protection and, oftentimes, without adequate support (from technicians, residents, or nurses), 
in an effort to reduce the number of team members exposed.  Many were left feeling devalued by these 
circumstances.  This division of the team dynamic and the perceived devaluing of the anesthesiologist can 
worsen burnout.    Many of the safety measures that we had made progress on previously were forced into 
the background as we dealt with this new crisis.  In many instances, it felt as though our climate of safety had 
regressed as we all struggled to implement new protocols to protect our patients, our colleagues, and ourselves.  
These circumstances have challenged not only our practice methodologies, but our resolve and psychological 
soundness.  

We feel like weary warriors pleading for leadership to take notice and change the battle plan so that we may emerge 
triumphant.  How can we foster resilience?  Some have advocated for the promotion of wellness activities like 
mindfulness training, stress management education, fitness, meditation, healthy eating, yoga, spiritual support, 
and counseling.  The emphasis placed on physician heal thyself.  Is self-care the answer?  Is there simply the 
need for us to accept that self-care is not a luxury item, but a necessity to overcome the current increased levels 
of stress many in our anesthesia community are dealing with?  

While I am certainly an advocate for self-love, respect, and care, I do feel that close attention should be paid to 
addressing structural failures that foster working conditions rife with burnout potential.  Leaders of healthcare 
organizations need to be in-tune with the hardships faced by physicians.  This is unlikely to be the last pandemic 
we face, so concrete improvements to ensure safety in difficult times are needed.  Efforts like reducing staff 
shortages, educating leaders on crisis management, investing in adequate back up stores of PPE, creating disaster 
protocols, and strengthening financial reserves are potential ways that leaders may prepare for future pandemics.  

In addition to focusing on safety culture, healthcare leaders should be active proponents for protecting physician 
overall health and wellbeing.  System and policy failures have been “unmasked” during the pandemic.  Healthcare 
systems must address how to protect their employees who are at highest risk, many of whom have existing 
health issues that put them at even higher risk.  Hospital and anesthesiology practice leaders may also need to 
consider the mental health of their employees and ways that they can foster better overall employee health. 

The slowdown of elective surgeries allowed our health system to catch up with restoring adequate supplies of 
PPE.  The virus spread seems to have slowed, likely due in large part to vaccines that a majority of our profession 
have accessed.  As we seem to be moving to the recovery phase of this pandemic, we can look back over the 
past year and see that we have learned so much about our strengths, as well as our limitations.  We must regain 
all ground that we have lost in areas of patient safety and our own well-being as we take a proactive approach to 
mitigating stress and burnout in physicians.  We must regain our warrior postures and stand proud with clarity of 
thought and mental soundness.  To do so, we need our leaders, our proverbial yogis to guide us.  To ensure that 
we are able to stand strong, tall, and proud.  Arms extended wide. Confidently astride in warrior pose.  
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Professionalism and the Hidden Curriculum in Anesthesiology Training Programs: 
Time to Reconsider How it is Taught?

Anesthesiology residents acquire a set of skills as part of a curriculum which involves didactics and clinical training. 
The term “hard skills” has been used to describe specific, well-defined, teachable abilities that are not interpersonal 
but are required for a specific role.   Competency in these hard skill areas can typically be subjectively and objectively 
measured. Some examples of hard skills in the context of anesthesiology practice are airway management, vascular line 
placement, knowledge of pharmacodynamics and pharmacokinetics of commonly used anesthetic agents, and the quick 
decision making needed during management of critically ill patients. These qualities are necessary, easily observed, 
appreciated by all, and are critical for career success. Patient care and medical knowledge are the Accreditation Council 
for Graduate Medical Education (ACGME) core competencies that fall under this category.

Conversely, the term “soft skills” is used to describe behavioral and interpersonal skills that help an individual function 
well in a team setting. Working as part of a team is a quintessential requirement in our daily work routine. Soft 
skills are typically less tangible and more difficult to quantify or teach. Systems-based learning and improvement, 
professionalism, interpersonal skills, and communication make up 4 of the 6 ACGME core competencies and are 
categorized under soft skills. A resident is expected to demonstrate increasing proficiency in both hard and soft skills 
during their training. Historically, there has been a distinct lack of a defined curriculum to teach these competencies. 
Without a defined curriculum, residents learn soft skills by observing faculty in daily scenarios.  These skills become 
accepted as the culture of a training program. Consequently, anesthesiology residents might continue to follow certain 
undesirable behaviors in their careers long after finishing residency. This process has been termed “hidden curriculum” 
and, for good or bad, can shape the future of the next generation of physicians.

Hidden curriculum in medicine refers to the implicit teaching that occurs outside of the formal curriculum of lectures 
and clinical education. It consists of values, behavior, and attitudes that are deeply rooted in the departmental and 
organizational culture. Professionalism is one such competency learned by the residents implicitly via actions of the 
members on their team. Residents learn from observing the consequences or lack of consequences for the actions or 
inactions of those around them.

Anesthesiologists, as peri-operative leaders, need to be proficient at communication and coordination of services, 
while being adaptable to changes that occur in real-time. How can our residency programs help groom our residents 
into better leaders? These are certainly unprecedented times for our specialty with changes in the way we practice and 
emerging nuances in the way a new generation of learners learn. 

It is undisputed that professionalism is an essential soft skill that needs to be taught to medical students and residents 
early on in their careers. A study from 2004 demonstrated that medical students who demonstrated unprofessional 
behavior were more than twice as likely to be disciplined by the medical board1.   A lapse in professional behavior 
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is often easily identified. However, there are often gray areas and no clear definition of the attributes of a physician 
anesthesiologist who exhibits professionalism. Anesthesiology residents learn from their senior residents, fellows, 
and faculty in various scenarios. The vast majority of this learning happens in locations other than the ‘formal 
classroom’. For example, by observing seniors and faculty around them, residents learn how to conduct themselves 
in the operating room, how to manage a difficult patient in the recovery room, and learn how to communicate with 
the patient and the perioperative team after an error was made. Whether the faculty member realizes it or not, they are 
continuously teaching with their behavior and actions and the residents are continuously learning. Academic faculty 
should, therefore, be mindful of this tacit teaching and always behave in a way that will guide residents towards being 
more professional physicians and citizens in their community. 

With respect to professionalism, mimicking the actions of academic faculty alone might not be enough to instill 
professional behavior in residents in today’s rapidly changing work dynamics2. Often, academic faculty themselves 
don’t have a clear idea of how best to teach professionalism to their residents. Residency programs also have no clear 
guidelines about how to assess residents for professionalism. Therefore, clear definitions of attributes constituting 
ideal professional behavior in different contexts of clinical practice are essential. Perhaps, it is also time to teach 
professionalism to the faculty explicitly via a structured curriculum3.

Steinart et. al. propose a stepwise approach to faculty development for teaching and evaluating professionalism3. 
They propose starting with a brainstorming session to stress the importance these skills and to then develop consensus 
and outline a plan for a teaching structure in order to obtain buy-in from all of the faculty members as well as the other 
members of the organization. They recommend following this with a workshop for a small cohort of faculty where 
the faculty can test the working definitions of the attributes of professionalism and then examine the strengths and 
weaknesses of the diverse teaching methods proposed.  Feedback on the on all these issues can then be collected to 
guide further actions. Based on this feedback, they recommend expanding the program to all faculty and re-evaluating 
these teaching methods frequently. It is also recommended that such a curriculum have dedicated time of reflective 
thinking for faculty3,4.  Development of a better understanding of what constitutes professionalism will help clarify 
the behaviors that the faculty should model for the residents as they learn these soft skills. These newly defined 
attributes might also make it more straightforward for the residency program leaders to assess professionalism and 
the other soft skill core competencies among their resident cohort. 

Barriers to implementing such a faculty-based professionalism curriculum may be lack of buy-in from the leadership 
and faculty as well as the time constraints for developing and attending the course by faculty who have increasing 
clinical demands.3 Once these attributes are defined for a department, these cultural ‘norms’ should then be frequently 
re-assessed to determine if updates or changes are needed. 

The ability to develop such a curriculum requires the support of the institutional and departmental leadership in order 
to increase the chances that it will be embraced by faculty members.  These changes have the opportunity to effect 
positive change in departments and entire health systems as culture shifts occur.  These changes would likely create a 
positive shift in how our young physicians develop these attributes of professionalism.  

As physician anesthesiologists and perioperative leaders, we need to unveil the hidden curriculum and openly discuss 
and teach professionalism to all individuals of the perioperative team. Our active role in developing educational 
strategies to teach professionalism in our programs will help develop future healthcare leaders. 
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The “2-4-6-8 rule” is ingrained in our minds as anesthesiologists from the very beginning of our training.   
This guideline is used as a barometer of safety, but what evidence do we have to support this rule?  Is 
prolonged fasting truly safer and at what consequence to the patient? Fasting standards were largely established 
on anatomic theories and expert opinion and have remained stagnant for half a century. Recently, these 
recommendations have been reexamined and prompted the liberalization of fasting guidelines allowing for 
clear liquids up to one hour prior to the induction of anesthesia at several pediatric centers in the United States 
(U.S.). The international pediatric anesthesia community has largely accepted reduced perioperative fasting 
in children for some time, however, the majority of pediatric centers here in the U.S. are hesitant to make 
this change.  The American Society of Anesthesiologists (ASA) and the Society for Pediatric Anesthesia 
(SPA) have not endorsed the liberalization of perioperative fasting times.  To our knowledge, the Children’s 
Hospital of Philadelphia, Children’s Memorial Hermann Hospital, Children’s Healthcare of Atlanta, and 
Texas Children’s Hospital are the only pediatric centers that currently allow reduced clear liquid fasting prior 
to anesthesia in the U.S.  We share our experience at Texas Children’s Hospital with the implementation of 
the liberalization of clear liquid fasting.

On 10/1/2019, the Texas Children’s Hospital system implemented reduced clear liquid fasting guidelines 
with an overall goal of improving quality care and patient satisfaction without compromising safety.  Our 
group was strongly motivated as a result of poor “patient experience” scores on Press Ganey surveys with 
expressed frustration surrounding prolonged fasting times. 
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Implementing this change across such a large pediatric hospital system that performs more than 50,000 
anesthetics annually presented some challenges. Legal department buy-in, education, and communication 
were the largest obstacles our team faced. However, each challenge was overcome with support from our 
Anesthesiologist-in-Chief and Surgeon-in-Chief. 

Our new clear liquid fasting policy roll-out coincided with a larger perioperative surgical communication 
plan. Standardizing patient communication from our many surgical scheduling specialists was vital to a 
successful process change. Future plans include centralized scheduling across all surgical specialties. 

Our departmental quality improvement team examined the incidence of aspiration events from 10/1/2019 
to 12/31/2019 and compared the reported safety events from the previous year. Our aim was to demonstrate 
an equivalent safety event comparison. The quality improvement database is composed of self-reported 
safety events for all anesthetizing locations, including diagnostic imaging, across our three Texas Children’s 
campuses. Events are self-reported by the assigned anesthesia provider. We reviewed aspiration events over 
the 3-month period following our policy change.  An aspiration event was defined as prolonged oxygen 
desaturation < 94%, unanticipated admission post-operatively, or new chest x-ray findings due to a vomiting 
event under anesthesia. 

The year prior to our intervention, there were 57 reported aspiration/vomiting safety events. Only 8 of 
these events met our defined criteria for aspiration.  Known risk factors for aspiration and vomiting events 
included gastroesophageal reflux disease, developmental delay, emergency cases and obesity. The reported 
aspiration events from our database did not share any common risk factors.  Six out of the 8 events were 
in patients who had fasted greater than 8 hours.  Some patients had no risk factors for aspiration/vomiting. 
Roughly a third of the events were reported from remote sites (i.e., interventional radiology and magnetic 
resonance imaging suite).

Upon review, there were 19 total reported aspiration/vomiting events with only one event meeting our above 
defined criteria for the three-month post-intervention assessment. Our team determined that the events 
reported were consistent with events reported prior to our reduction in fasting times. 

To further mark the success of our policy change, our team examined fasting times for all patients in our 
ambulatory surgical care site.  A clear reduction in median fasting times, particularly in the younger age 
groups, was demonstrated as shown in the graphics below. 

We continue to review aspiration/vomiting events 18-months post-intervention and we have not seen an 
increase of reported events for our institution. We are happy to report very positive feedback regarding our 
process change via Press Ganey survey reports.



Tables:
We compared approximately 5,000 clear liquid fasting times for all patients in the Mark Wallace Tower 
Surgical Center from a 3-month sample period pre- and post-implementation of NPO Policy Change Pre-
Sampling= 9/2018 - 11/2018 (n=2,391)

• Post Sampling = 10/2019 - 12/2019 (n=2,535)
Raw Data (median times in minutes):

Age Category Pre-Policy Change (mins) Post-Policy Change (mins)

Infants (0-1 year) 376 180

Toddlers (2-3 years) 636 294

Young Children (4-6 years) 692 435

Children (7-10 years) 631 560

Adolescents (11 years +) 638 453
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We all strive for a ‘smooth wake up’ of our patients from general anesthesia, yet inevitably there are patients that 
wake up disoriented, restless, agitated, and confused. All of these issues are typically combined into a term we 
know as postoperative delirium.  There are multiple possible contributing factors when assessing postoperative 
sensorium changes including, residual anesthetics, pre-operative cognition deficits, intra-operative complications, 
or physiologic derangements that can often cause postoperative delirium to be difficult to assess. Recognition 
and prevention of delirium should be a multidisciplinary approach; however, anesthesiologists have the unique 
opportunity to directly influence outcomes by tailoring the perioperative management. This article aims to 
consolidate current literature on postoperative delirium and outline recommendations for risk stratification, risk 
reduction, and early diagnosis and treatment. 

The general definition of delirium is based on the Diagnostic and Statistical Manual of Mental Disorders, 
5th Edition (DSM-5) criteria and includes disturbance of attention and awareness, impaired cognition, acute 
presentation with fluctuation throughout the day, absence of preexisting neurocognitive disorder, and can be 
related to ongoing medical condition.1 In the perioperative setting, postoperative delirium is an acute process 
typically lasting hours to a few days postoperatively and can oscillate in severity throughout a short period. It has 
been associated with increased mortality, higher incidence of short and long term (>1 year) cognitive deficits, an 
increased risk of developing dementia within 5 years, increased hospital length of stay, and increased health care 
costs.2 In the general population, delirium can occur at a rate of 2-3%, however in high-risk patients the incidence 
can be as high as 50-70%. Delirium is strongly associated with emergent procedures and occurs most commonly 
in major surgeries such as cardiac (>52%), intra-abdominal (>50%), spine (40%), and orthopedic (>40%) cases.1 
Without proper screening or testing, an alarmingly high number of patients with delirium will go unrecognized 
and have a higher rate of association with postoperative cognitive dysfunction. 

The mechanism for postoperative delirium is ill-defined and likely multifactorial. Several causes have been 
theorized such as systemic inflammatory mediators like C-reactive protein and interleukin-6 mediated 
neuroinflammation, breakdown of the blood brain barrier, oxidative stress, neurotransmitter imbalance, decreased 
cholinergic function, and decreased neuronal tissue that accompanies aging.1,3

In order to decrease the incidence of delirium, we must be able to risk stratify patients quickly and easily. Several 
potential contributing factors have been organized in Table 1. Most preoperative risks can be gleaned from the 
medical record prior to even seeing the patient.
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Table 1: Risk Factors for Postoperative Delirium by Phase of Care
Pre-Op Advanced age, burden of comorbidities, low educational status, pre-operative cognitive dysfunction, 

complexity of surgery, urgency of surgery, polypharmacy
Intra-Op Medications such as benzodiazepines, opioids, steroids, anticholinergic agents
Post-Op Poor pain control, sepsis, the need for mechanical ventilation or ICU admission

Once risk factors have been assessed, proper screening will allow us to quantitatively measure their baseline mental 
status prior to surgery. The American Geriatric Society (AGS) and the American Society of Anesthesiologists’ 
Perioperative Brain Health Initiative suggest the quick and easy Mini-Cog screening tool to assess cognitive 
impairment in the elderly. Patients are asked to recall 3 items and to draw a clock. This evaluation can be done 
in conjunction with acquiring informed consent for anesthesia.4,5 Other prediction scores such as the Acute 
Physiological and Chronic Health Evaluation II (APACHE) have been used in assessing medical patients. There 
is also the comprehensive geriatric assessment (CGA) which requires a geriatrics consult as it includes medical, 
psychological, social and functional review. The CGA has been shown by several studies to reduce risk of 
postoperative delirium by improving identification of delirium and initiation of multimodal treatments based on 
minimizing the risk factors in Table 1.3 Regardless of the test, it is important that high risk elderly patients or those 
undergoing high risk surgeries should have baseline screening, given the known adverse consequences.

As far as practice-based interventions, there has been evidence to support minimizing preoperative fasting times, 
utilizing a multimodal approach to pain with opioid sparing regimens, using neuraxial anesthesia, and avoiding 
excessive depth of anesthesia. It is also important to avoid inappropriate drugs as mentioned in the AGS Beers 
Criteria, such as benzodiazepines, anticholinergics, and meperidine, that are strongly associated with delirium.6 
Two large observational studies reported that regional anesthesia was independently associated with a 20-40% 
lower incidence of delirium3. This needs to be further investigated, however we know regional techniques 
can diminish post op pain, decrease the degree of depth of anesthesia required, and reduce a patient’s stress 
response. A recent meta-analysis reported no significant benefit in using a total intravenous technique over a 
general anesthetic with volatile agents in the reduction of postoperative delirium.7 Several studies have shown that 
increased depth of anesthesia is a risk factor for postoperative delirium.5 Monitoring the anesthetic depth with a 
modified electroencephalogram depth of anesthesia monitor as well as being cognizant of the volatile anesthetic 
concentration can be beneficial in order to avoid deep levels of anesthesia. 

While there is no Food and Drug Administration approved pharmacologic intervention for treatment of delirium, 
there have been promising results with the use of dexmedetomidine. Dexmedetomidine is a selective alpha 
2-receptor agonist and can reduce the expression of inflammatory mediators and neuroapoptosis. A meta-analysis
demonstrated that administration of dexmedetomidine perioperatively significantly reduced postoperative
delirium (odds ratio of 0.35).8 In addition, dexmedetomidine can be helpful in regulating the sleep cycle and may
lead to longer periods of deep sleep. Sleep disturbance and cognitive dysfunction have long been associated.
Other mediators of sleep include melatonin and ramelteon (a synthetic melatonin receptor agonist).  These agents
have been effective in reducing the risk of postoperative delirium.9

Non-pharmacologic interventions that help with cognitive re-orientation include minimizing transitions of 
providers, reorientation of the patient to their surroundings, natural light, time tracking, maintaining sleep-wake 
cycle, family time, and use of assist devices such as glasses, hearing aids, dentures can decrease delirium by up to 
40%.3, 4,5 In addition to decreasing delirium, reorientation methods can lead to greater patient satisfaction.
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Postoperatively, the Confusion Assessment Methods (CAM-ICU, 3D- CAM) and Nursing Delirium Screening 
Scale (NuDESC) have shown to be 90% specific in detection of delirium.1 We most commonly associate the CAM-
ICU with critical care patients, however the 3D-CAM demonstrated strong test performance (specificity 0.88, 
sensitivity 1.0) and, on average, can be done in 5 minutes.10 All high-risk patients should be screened for delirium 
prior to discharge from the recovery room and at the end of every shift on the hospital unit for the first five days 
after surgery in order to better detect patients with delirium. Once a diagnosis of delirium has been made, there 
are sparse treatment options available. First line management of delirium should include multicomponent non-
pharmacological interventions like cognitive reorientation and avoidance of antipsychotic and benzodiazepines, 
unless the patient is severely agitated and are at risk of harm to themselves or others.5

In conclusion, anesthesiologists can make a substantial difference in recognition and prevention of postoperative 
delirium. We need to take the lead and work in collaboration with geriatricians and perioperative teams to create 
and implement formal educational programs on assessment, prevention, and management of delirium. These 
measures can impact patient outcomes and improve immediate and long-term care of a growing population of 
elderly high-risk patients. 
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Is Your Anesthesia Staff Prepared for Hurricane Season?
The Atlantic Hurricane season officially begins on June 1st and it is already predicted that 2021 will be more 
active than usual.  Nineteen named storms and twelve hurricanes, four of which will be a category 3 or 
higher, are anticipated1. Regardless of whether there are 20 named storms or 10, it only takes one to have 
a catastrophic impact.  Additionally, slow-moving, weak tropical storms should not be minimized as they 
have also been associating with massive flooding and devastating effects.

This is why it is paramount to review your hospital and departmental policies in preparation for natural 
disaster events. The American Society of Anesthesiologists and the Committee on Trauma and Emergency 
Preparedness has published a wealth of information with links to further resources to guide departmental 
and hospital leadership on various catastrophes, including weather-related disasters2.  Part of emergency 
preparation is ensuring that staffing will be adequate.  Medical professionals understand the sacrifices that 
are involved with their chosen profession: unpredictable hours, long days, weekend and holiday shifts.  
However, the obligation to patients, colleagues, and the hospital, compounded with the stress of preparing 
the home and family for an impending natural disaster can be overwhelming.  Effective leadership and a plan 
that is clearly communicated in advance of its implementation will go far in easing anxiety and ensuring that 
your anesthesia work force is ready and mentally prepared for the challenges ahead.

The staffing preparation strategy in the following discussion is part of the “Harris Health System Emergency 
Management Hurricane, Tropical Storm, Flood Response Plan” and is just one version of how a major 
institution prepares and executes3.  The Harris Health System serves over one million people and operates 
a renowned Level I trauma center with 444 licensed acute-care beds and a Level 3 trauma center with 207 
licensed acute-care beds, distinguished for its neonatal intensive care and high-risk obstetric care. 

When a storm or other weather-related event is anticipated, initial disaster preparations begin with a meeting 
between the CEO of the hospital and senior staff to determine operations over the coming days. All staff 
should report to work as scheduled and information disseminated as it becomes available.  Staff should be 
reminded of their departmental-specific plans and should be aware of the location of emergency phones 
and power failure phone numbers. Within 48 hours of the predicted event, the Incident Command Center 
should be activated. The pre-determined Ride-out teams (personnel that will remain at the hospital during a 
major event) should be released from duty to make personal preparations and departmental directors should 
organize a rest/work rotation schedule for this team.  The hospital, still functioning as usual, should begin 
cancelling appointments and upcoming procedures.  The media should be updated on the hospital status and 
all employees should receive electronic weather-alert messages.  At zero hour, or when emergency conditions 
begin, the Incident Command Center should take over all hospital operations, all outpatient appointments 
should be cancelled, and the Ride-out team should take over, releasing the Recovery staff (designated 



personnel who will relieve the Ride-out team when safely possible) to make their own preparations.  The 
hospital should initiate a protective lockdown mode, restricting access to essential personnel only. During 
this entire time, a staffing and disaster information phone line and internet resources should be constantly 
updated and employees should monitor for emergency messaging by text, email, or voicemail.  Once the 
hurricane or other natural disaster passes and conditions improve, damaged areas of the hospital should be 
secured and the cleanup and recovery process can commence.  The Recovery team should be alerted to return 
to work to relieve the Ride-out team.

In order for this process to move smoothly and efficiently, it is imperative that Anesthesia Department 
Directors review hurricane plans and employee responsibilities with their staff before hurricane season. 
Contact information and telephone lists need to be updated and anesthesia staff need to be assigned to either 
the Ride-out or Recovery team in advance of the threat.  Leaders can solicit volunteers for the teams or 
consider assigning those who live in closest proximity to the hospital to the Ride-out team.  An alternate 
leader should also be assigned in the event that the Departmental Director is not able to lead.

Ensuring that your anesthesia personnel take the appropriate measures to personally prepare for a hurricane 
is critical to emergency planning and ensures that they are physically and mentally capable of caring for 
their patients.  Gathering food, water, medications, and emergency supplies, in addition to securing the home 
and planning for the care of pets, children, and elderly family members should be done ahead of time.  See 
Table 1, published by the ASA Committee on Trauma and Emergency Preparedness for an example of a 
family preparedness checklist.  When assigned to a Ride-out team, personnel should be instructed to bring 
enough personal supplies enabling them to be self-reliant for up to 5 days.  Please see Table 2 for a suggested 
checklist of recommended and prohibited items when reporting to work during an emergency.

Leading staff through a crisis does not necessarily end once conditions are safe and the hospital has begun 
to resume normal operations.  Stressors may persist as staff may have sustained physical injuries or loss of 
property including vehicles and homes, or may have close friends and family that are in similar situations.  
Systems should be in place to assist staff in meeting their immediate needs by coordinating access to shelter 
and transportation, food and water, and mental healthcare.  These can be in the form of partnerships with 
nearby schools and churches, coordination with the city and local fire department, and relationships with 
local businesses.  If the immediate needs of your staff are met, they are more likely to return to work and 
provide high-level care for their patients4. 

Hurricane season is upon us and no one can predict what 2021 will bring.  The American Society of 
Anesthesiologists and the Committee on Trauma and Emergency Preparedness are great resources to assist 
in planning.  Effective preparations, coupled with transparent and frequent communication are the best tools 
available to face the challenges of a natural disaster. 
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Table 1: Family Preparedness Checklist 

Table 2: Personal Incident Response Checklist when reporting to the Hospital
Allowed Not Allowed
Bedding, towels, pillows Flammable liquids
Non-perishable foods and special diet 
items Perishable food

5 day supply of prescription and over-the-
counter medications Non-disposable plates and utensils

5 days of clothing Non-essential clothing or possessions
Personal hygiene items: soap, shampoo, 
toothbrush, toothpaste Appliances like hairdryers

Cell phone, tablet, charger, battery-
operated radio, important phone numbers Family, friends, pets

References
(1) 2021 Atlantic Hurricane Season Storm Numbers Increase in Our Latest Outlook. Available at

https://weather.com/storms/hurricane/news/2021-05-12-atlantic-hurricane-season-outlook-2021-may-twc.  Accessed on May 18,2021
(2) American Society of Anesthesiologists Committee on Trauma and Emergency Preparedness.  Available at https://www.asahq.org/about-asa/

governance-and-committees/asa-committees/committee-on-trauma-and-emergency-preparedness-cotep/emergency-preparedness. Accessed
May 19, 2021

(3) Harris Health System Emergency Management Hurricane Tropical Storm-Flood Response Plan.  Available through the Harris Health intranet 
at https://sp2013.hchd.local/hse/emergency/_layouts/15/WopiFrame.aspx?sourcedoc=/hse/emergency/Shared%20Documents/Harris%20 
Health%20(EOP)%20Emergency%20Operations%20Plan/Hazard%20Specific/HURRICANE%20TROPICAL%20STORM%20-FLOOD%20 
RESPONSE%20PLAN.pdf&action=default.  Accessed May 19, 2021

(4) TRACIE Healthcare Emergency Preparedness Information Gateway. Available at https://asprtracie.hhs.gov/technical-resources/
resource/3595/tips-for-retaining-and-caring-for-staff-after-a-disaster. Accessed May 18, 2021

VOLUME 33, ISSUE 2

https://weather.com/storms/hurricane/news/2021-05-12-atlantic-hurricane-season-outlook-2021-may-twc
https://www.asahq.org/about-asa/governance-and-committees/asa-committees/committee-on-trauma-and-emergency-preparedness-cotep/emergency-preparedness
https://www.asahq.org/about-asa/governance-and-committees/asa-committees/committee-on-trauma-and-emergency-preparedness-cotep/emergency-preparedness
https://asprtracie.hhs.gov/technical-resources/resource/3595/tips-for-retaining-and-caring-for-staff-after-a-disaster
https://asprtracie.hhs.gov/technical-resources/resource/3595/tips-for-retaining-and-caring-for-staff-after-a-disaster


VOLUME 33, ISSUE 2

Sarah Tariq, M.D.
UT Health Science Center at Houston
McGovern Medical School
Department of Anesthesiology
Division of Pediatric Anesthesiology
Houston, TX

Rhashedah Ekeoduru, M.D.
UT Health Science Center at Houston
McGovern Medical School
Department of Anesthesiology
Division of Pediatric Anesthesiology
Houston, TX

Allison Buchanan, M.D.
UT Health Science Center at Houston
McGovern Medical School
Department of Anesthesiology
Division of Pediatric Anesthesiology
Houston, TX

Maria Matuszczak, M.D.
UT Health Science Center at Houston
McGovern Medical School
Department of Anesthesiology
Division of Pediatric Anesthesiology
Houston, TX

Fear of Opioids: 
Are Physicians Over Utilizing Tramadol and Codeine Due to a False Sense of Security?

Perhaps no other topic in medicine evokes as much controversy as the prescription of opioids. Following heavy 
lobbying by pharmaceutical companies and the inclusion of pain as the “5th vital sign” in the early 2000s, the 
prescription rate of opioids skyrocketed hitting a peak of 81.3% of all prescriptions in 2012 1,2.   Widespread 
availability has created a breeding ground for opioid misuse, addiction, and overdose.  As of 2017, opioid 
overdose has surpassed motor vehicle collisions as the leading cause of injury-related death in the United States3.  
The incidence of opioid-related deaths continues to climb with no signs of slowing. In 2019, there were 49,860 
opioid related deaths reported4.  In addition, the fiscal cost of opioid addiction and opioid related disability 
was upwards of $63.5 billion per year as of 2011 and has likely only increased5. Justifiably, physicians and 
governing agencies have reacted to these alarming statistics with stringent regulations on opioid administration 
and prescribing practices6.  What is concerning, however, is the increasing trend of surgeon over-utilization of 
tramadol and codeine under the pretense that these are safer alternatives.  We will discuss the abuse potential 
associated with tramadol and codeine, in addition to other problems with their indiscriminate use.   

Despite our best intentions as physicians, our collective responsibility and contributions to the opioid pandemic 
can’t be denied.  There have been no discernable improvements made with regards to the opioid problem in 



recent years, especially throughout the recent pandemic. Problems include overprescribing, inadequate medication 
knowledge, resistance to following opioid-sparing protocols, reluctance to use regional anesthesia for fear of 
complications, underuse of potential behavioral-modification techniques, and inadequate research on the pain 
management needs of infants, children, and adolescents7,8.  It is our duty as anesthesiologists to recognize, assess, 
and appropriately treat our patients’ pain.  Satisfactory treatment of pain improves post-operative recovery and 
surgical outcomes.  

Unfortunately, surgical exposure to opioids is a known cause of opioid use disorder in previously opioid naïve 
adolescents and adults, with 3-10% continuing to use opioids 6-12 months after their procedures. What is 
noteworthy is that this continuous use is independent of the type of surgery, whether it is minor or major.  This 
information does not mean we should eliminate opioids from our toolbox, but it does suggest that we should use 
opioid-sparing protocols whenever possible9,10.   

Fortunately, with the advancement and increased variety of pain management modalities, an opioid-sparing 
approach is quite feasible. The alternatives include peripheral nerve blocks, neuraxial techniques, and use of non-
narcotic analgesics like acetaminophen and non-steroidal anti-inflammatory drugs (NSAIDS).  Utilization of these 
alternative methods for pain control provides excellent pain relief and is devoid of the side effects associated with 
opioids1,6,7. A multimodal, multidisciplinary approach to pain management is key in minimizing opioid use and its 
consequences of abuse, misuse, addiction, diversion, and overdose related deaths. This multimodal approach to pain 
management is now central to most Enhanced Recovery After Surgery protocols (ERAS).  The goal is to minimize 
opioids and their multiple immediate side effects. As an example, most colleagues in our pediatric anesthesia 
division have eliminated the use of opioids for tonsillectomy/adenoidectomy (T&A) procedures.  Instead, they use 
a multimodal regimen with ketamine, dexmedetomidine, acetaminophen, and ibuprofen. Likewise, our pediatric 
otolaryngologists no longer provide take-home opioid prescriptions for post-op pain for these procedures. It is a 
well-known phenomenon that most patients use only a small part of the prescribed opioids, leaving a significant 
portion of the prescription available for possible misuse by others.  Regional anesthetic techniques can be a useful 
adjunct for pain control and are slowly becoming incorporated into many ERAS protocols.  However, even though 
regional anesthesia has been shown to significantly reduce opioid use, it is unfortunately underused. There is a 
lack of knowledge, skills, availability of ultrasound devices, and misunderstanding of related risks and benefits11.

Some surgeons have resorted to either significantly minimizing the number of narcotic pills they prescribe or 
totally avoiding opioid use in response to the opioid crisis 6.  Thus, strict opioid regulations have sometimes led 
to under management of pain in patients6. Unfortunately, this has included patients undergoing major surgeries 
and/or severe cancer-related pain12.   Some physicians have tried to achieve a middle ground by prescribing 
codeine containing medications or tramadol in lieu of traditional, stronger opioids. Tramadol has now become 
one of the most prescribed opioids in the United States despite it not being a safer alternative to pure opioids 6,12. 
Tramadol was first approved for use in the United States in 1995 as a non-controlled analgesic. Because tramadol 
had fewer prescribing-related restrictions, it is likely that physicians viewed the drug as having less potential for 
addiction. It was not until 2014 that tramadol was classified as a controlled substance.  As a controlled substance 
schedule IV medication, it is less tightly regulated than other opioids classified as schedule II medications, such 
as hydrocodone and oxycodone. 

There have been fewer studies involving tramadol due to its perceived lower risk profile.  Importantly, a study 
from the Centers of Disease Control found that 13.7% of patients prescribed tramadol were still taking the 
medication after one year13.  A study conducted at the Mayo Clinic found that patients who take tramadol are 
more likely to require pain medications long after surgery completion. The study included 444,764 patients who 
had surgery across the United States between 2009-2018. Tramadol was the third most prescribed medication, 
following hydrocodone at 51% and oxycodone at 38%. However, the patients who received tramadol were just 
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as likely, if not more likely, to exhibit prolonged opioid use.  Thus, substituting tramadol for post-operative pain 
control is not a reasonable solution for the opioid crisis.  With regards to pain management in children, the Food 
and Drug Administration has issued separate warnings against the use of codeine and tramadol.  Both drugs have 
been implicated in the deaths of children. Despite this, these drugs are still being given to children and adolescents 
likely secondary to the ease of prescribing.

Lastly, under treatment of pain secondary to either heavy reliance on tramadol and/or underutilization of opioids, 
where appropriate, may lead to increased drug related complications if patients attempt to self-medicate in order 
to control their pain.  There have been reports of patients combining post-operative prescription medications with 
leftover pain medications they have at home or those acquired from friends or loved ones.  This heightens the risk 
of overdose, respiratory depression, and other unwanted side effects.  

In conclusion, we, the authors, advocate for individualized, goal-directed pain management in lieu of a 
blanket ban of opioids.  For physicians, the objective is clear: to balance the need for pain management 
with the long-term possibility of addiction and misuse.  
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Scott E. Kercheville, M.D.
ASA Director, District 19 Texas
Interim Report - March 2021

The ASA Board of Directors 2021 March Interim Meeting was held virtually March 7th 
to 8th. 

Dr. Scott E. Kercheville (Director, TX) and Dr. Crystal C. Wright (Alt. Director, TX) were in attendance 
for the two days. However, Dr. Kercheville was also attending a family funeral in the Rio Grande Valley, 
therefore, Dr. Wright contributed greatly to the generation of this report by covering for him at times.  Other 
TSA members in attendance were Drs. Mary Dale Peterson (ASA Immediate Past President), Patrick Y. Giam 
(ASA Vice Speaker), Evan G. Pivalizza (TSA Immediate Past President) and Jeffrey S. Plagenhoef (ASA Past 
President).  This report will follow the traditional format of the live meetings and as such some portions are 
not in chronological order.

Meeting of the Western Caucus:
The meeting of the Western Caucus occurred on the Thursday night preceding the Board Meeting with Dr. 
Wright serving as the Chair, Dr. Brian Mitchell (Alt. Director, OR) served as Vice Chair and Dr. Johnathan 
Pregler (Director, CA) served as Secretary. It also occurred virtually and consisted mainly of the usual 
discussions of the pending reports in the Board of Directors’ packet.  Dr. Kercheville, as a member of the 
Finance Review Committee and the Section on Fiscal Affairs presented the reports from that section. 

Dr.  Pregler, Chair of the Rules Committee reported to the Chair that there were no rule changes for this 
year and his term was complete with an entire new committee needing to be appointed.  The new members 
consisted of Drs. Roland Flores, Jr. (CO), James Moore (CA) and Daniela Alexianu (Director, WA).

There was a subsequent Western Caucus Candidates Committee Meeting chaired by Dr. Kercheville where 
upcoming ASA races involving members of the Western Caucus were discussed.  Of note, Dr. Wright will be 
running for ASA Assistant Treasurer in 2022 and is currently unopposed.

Section on Fiscal Affairs (SFA):
Drs. Kercheville and Wright also participated on Friday afternoon before the Board Meeting in the 
monthly budget meetings of the SFA.  A substantial portion of the meeting consisted of presentations and 
recommendations by the ASA financial managers, DiMeo, Schneider & Associates.  The ASA investment 
portfolio remains strong and has rebounded following the “pandemic stock market crash”.  Both the 
Schaumburg Headquarters and the Washington Office were discussed as avenues for cost cutting as both have 
less utilization since the pandemic and most likely there will be more “working from home” in the future.   A 
sublease of space in the Washington Office has already occurred and will go into effect later this year. 

Dr. Wright gave an update on the “membership retention” subgroup that is looking at methods and programs to 
prevent membership falloff especially among younger members and in particular recent transitional members 
from resident to active status.  The group is looking at reduced rates for early membership or membership 
“bundles” to include CME packets and registration in virtual meetings.

Morning and Afternoon Educational Sessions:
President Dr. Beverly Philip convened the Morning Educational Meeting at 8:30 AM on Saturday and gave a 



VOLUME 33, ISSUE 2
brief recap of activities within the Society since the last Board meeting and actions taken by the Administrative 
Council and Executive Committee.  Mr. Paul Pomerantz, ASA CEO then reported that membership as the 
major source of revenue continues to be of concern.   Currently, annual renewals are behind previous years 
and projections.

The morning education session began with a financial update from Drs. Don Arnold (MO), Treasurer and Jay 
Mesrobian (WI) and a summary of the 2020 fiscal year.  ASA ended 2020 with a $1.4M operating budget 
despite operating revenue being almost $10M lower than budget.  In 2020, the ASA adhered conservative 
revenue outlooks and proactive cost mitigation strategies during a time of uncertainty.   Revenue was decreased 
due to the inability to hold in person meetings, decreased membership as physicians and practices joined at 
lower rates.  The virtual meeting exceeded break even expectations, generating a profit of $0.7M vs historical 
levels of $3M.  Education sales rebounded and were 98% of budget.  Expenses were lower due to a lack of 
spend on in-person meetings, travel and proactive steps to reduce staff and vendor costs.  Net assets increased 
$3.9M, driven by investment gains of $6.8M and partially offset by an operating deficit of 2.5M, which 
includes $3.2M of depreciated net assets.  Available unrestricted reserves are up $5.4M from year end 2019, 
reflective of investment gains.

After the financial update, Drs. Elmassian (MI) and de Lanzac (LA), ASA Secretary and Assistant Secretary, 
presented.  The title of their presentation was “Membership: How You Can Help” The primary theme focused 
on membership being everyone’s responsibility and that as members of the ASABOD it is our responsibility to 
engage in bringing members to the ASA.  Continued efforts remain on members and encouraging component 
societies to be a part of the process.  State components should engage in conversations with residency programs 
and group practices in their communities to speak to the importance of engagement.  The ASA has a group 
practice and resident talking points toolkit to assist component society members that engage in presentations. 

The ASA Committee on Communication discussed the “Made for this Moment Campaign” that the ASA is 
developing with the goals to protect and preserve the specialty. Through a sustained, holistic campaign the 
ASA wants to raise the volume of ASA’s collective voice and effectively position and promote ASA’s agenda 
to increase awareness of the specialty’s role in health care, engage policymakers and health care executives 
given the growing need to educate and persuade them and combat aggressive scope of practice efforts by 
nurse anesthetist.  The target audience include policy makers, health care executives, and ASA members.  The 
final component of the morning’s education session discussed the ASA website’s (www.ASAHQ.org) new 
navigation and menu to make the site more user friendly.

The afternoon session began with a presentation by a representative from Tecker Internaction, LLC discussing 
“Best Practices for Boards”.  He led an excellent presentation on the unique role of associations for successful 
boards in today’s environment.  He discussed the strategic and fiduciary responsibilities of board members 
and the relationship amongst board members with membership, staff, and committees.  Next Dr. William 
McDade, anesthesiologist and Former AMA Trustee, and current Chief Diversity Equity Inclusion Officer 
at the ACGME, gave an outstanding presentation on DEI in graduate medical education and important steps 
for board members to consider in engaging in the next steps for DEI in organizations.  Finally, a presentation 
on the AQI and update on the progress and strategic planning of the future of AQI was presented by the Drs. 
Mueller, McCormick, Guffey, and Schmitz.

Board Review Committees:
Review Committees began at 11:00 AM and concluded at 1:30 PM.  These consisted of reports from 
committees under each of the following divisions of the Board of Directors:
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Committee on Administrative Affairs
Committee on Professional Affairs
Committee on Scientific Affairs
Committee on Finance

Drs. Kercheville and Wright both served as members of the Board Committee on Finance.

Meeting of the Board of Directors:
The Board of Directors convened at 10:31 AM on Sunday, March 7th and following the Pledge of Allegiance 
and morning announcements, Dr. Philip turned the order of business over to the Speaker, Dr. Ronald Harter 
(OH).  As with all new format meetings, it began with a recap and explanation of speaking from the floor, 
making motions, calling questions and voting on the virtual platform.

Items of interest included:
150-2 (AA) Secretary: Representatives to External Organizations.  This report contained the appointments 

from the ASA to various external organizations.  It was amended by the Review Committee to delete 
the reappointment of Dr. James Grant (MI) as chair of the delegation to the AMA for reconsideration 
at the August Board Meeting.  Various members testified to concerns regarding Dr. Grant’s perceived 
conflicts of interest with his new employment with BCBS. 

300-1 (AA) Administrative Council:  Interim Report.   This report contained the recent request for the 
authorization of a board designated fund of $500,000 for a possible legal response and a targeted 
communication campaign to counter the recent name change and branding by the American Association 
of Nurse Anesthetists (AANA).  Effective July of this year, the AANA will now be called the American 
Association of Nurse Anesthesiologists.  This was funding approved.

605-1 (PA) California Society of Anesthesiologists: Interim Report.  This report contained a recommendation 
to amend the ASA Statement on Fatigue, approved by the 2019 House of Delegates.   Due to concerns 
about the reference to fatigue and blood alcohol levels, the statement was amended from “Sleep 
deprivation impairs performance and 24-hours of wakefulness have been shown to be equivalent to a 
blood alcohol of 0.1” to “Twenty-four hours of wakefulness have been shown to impair performance.”. 
The Statement will remain unchanged until this amendment is approved in October by the HOD.

687-2 (FI) Treasurer:  Current Year Budget (2021).  The current budget of $42.8 million in revenues and 
$46 million in expenses with a $3.3 million projected deficit was accepted for information.

Dr. Philip adjourned the ASA Interim Board Meeting at 11:30 AM after all items in the reports were accepted 
or had action taken and all the business of the meeting was deemed complete.



1.) Announced that Bonnie Bruce will be resigning from the TSA in June of this year.
2.) Recognized Bonnie Bruce for TSA’s numerous legislative successes.
3.) Announced that all hotel requests that are specific to events or meetings occurring during the annual 

meeting must be made thru Chris Bacak.  
4.) Expressed gratitude on behalf of Jennifer Cowles for everyone’s support, thoughts, and prayers.
5.) Conveyed appreciation to Dr. John Scott for his leadership of the TSAPAC.
6.) Charged the TSA Professional Development and Governmental Affairs Committees with developing 

6-7 Zoom calls a year, based on the Transition to Practice program’s infrastructure, the calls will target 
residents, however, they will be open to all members.

7.) Recognized Drs. Anna Allred and Sherif Zaafran for their efforts this Session, especially on the All-Claim 
Payer Database bill.

8.) Recognized Drs. Austin Street and Lisa Weiss for their continued support and efforts.
9.) Expressed appreciation to members who participated in TSA Action Alerts. 
10.) Noted that the Charles E. Cowles Professional Citizenship Award is not intended to be awarded each year. 
11.) Recognized Christina Bacak for her efforts and continued contract negotiations.
12.) Recognized Dr. Elizabeth Rebello as the new TSA Assistant Treasurer.
13.) Approved the minutes of the Board of Directors January 24, 2021 meeting.
14.) Approved the criteria for the Charles E. Cowles Professional Citizenship Award.
15.) Certified the TSA House of Delegates election results for 2021.
16.) Approved the continuation of allowing the TSAPAC to purchase TSA Annual Meeting waivers at a twenty 

percent discount. .♦
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IN MEMORIAM

David C. Abramson, M.D. (Dallas, TX)
Passed away on March 31, 2021

Richard D. Ankele, M.D. (Arlington, TX) 
Passed away on January 25, 2021

Carmelita Lapus, M.D. (Missouri City, TX)
Passed away on March 23, 2021

William T. Varner, M.D.  (The Woodlands, TX) 
Passed away on April 17, 2021



NEW MEMBERS
Since  January 1, 2021 the TSA Board of Directors approved the applicants below for the membership categories indicated:

ACTIVE MEMBERS 
Abanobi, Maryann 
Anderson, Douglas M.
Andres, Jason 
Anugerah, Ariana K.
Aounallah, Nabil 
Bacigalupo Landa, Andres 
Bagingito, Edmund M.
Bellomy, Melissa L.
Boland, Charles G.
Brown, Jared B.
Brown, Gilbert C.
Bunker, Matthew P.
Chen, Angela B.
Cheng, David H.
Colquitt, John A.
Cruz Navarro, Jovany 
Danley, Matthew R.
Deng, Cathy W.
Dilfer, Paul E.
Duesterhoeft, D’Ann E.
Duncan, Katherine L.
Ehlenbach, Colin C.
Erdman, Jr., George B.
Farthing, Joshua R.
Fisher, Lauren J.
Foramiglio, Marco C.
Franzen, Christopher G.
Fubara, Deborah S.
Gill, Nicholas W.
Gordon, Tracy A.
Hayes, Gregory P.
Heller, Benjamin J.
Hodges, Camille M.
Hoye, Douglas J.
Hwong, Ray K.
Jha, Sachin 
Johnson, William G.
Judd, Matthew W.
Karamchandani, Kunal 
Kashyap, Kapil K.
Khoshroo, Sohiel M.
Kurth, Christian D.
Kurtz, Brian R.
Lam, Bach N.
Le, Than-Thuy T.
Li, Gang 
Lis, Thaddeus W.
Littlejohn, Martin R.
Liu, Yiyi 
Lobaugh, Lauren 
Loyal, Sabine 
Loyferman, Rusty 
Luu, David 
Lynch, Isaac P.

Macon, Joshua 
Mastroianni, Maxwell R.
Milford, Maribeth G.
Mitchell, Mena R.
Molinar, Shandel A.
Morgan, Leonard D.
Morris, Katherine C.
Nasir, Syed M.
Nguyen, Huy A.
Nguyen, Le H.
Nguyen, Raisa D.
Novack, Andrew S.
Nymeyer, Lincoln 
Oyediran, Babatunde O.
Patel, Nikul V.
Porche, Vivian L.
Pullee, Mackenzie A.
Reddy, Ashvin K.
Reeves, Wesley D.
Riney, Stephen A.
Sanjoto, Peni W.
Scott, Antoine C.
Sebastian, Roby 
Seibert, Christopher W.
Shaddock, William E.
Shah, Jaydeep S.
Shelley, Casey L.
Shenoy, Smitha V.
Siddiqui, Zuhair A.
Simpsen, Mark W.
Solomon, Stuart C.
Song, Kim-Anh 
Spence, Jerrod R.
Starling, Garrett D.
Strambler, Jasmine S.
Stypula, Daniel R.
Tarver, Jerry M.
Tevosian, Michael A.
Tunuguntla, Madhuri 
Tzan, Kevin 
Wadhwa, Anupama 
Wang, Cecilia 
Whiteru, Uvie C.
Wimberly, David M.
Wright, Adam C.
Wu, Hao “Bill” 
Yawn, James R.

 
ANESTHESIOLOGIST ASSISTANT 
MEMBERS
Arandela, Adlai 
Gray, Brijette A.
Harris, Spencer R.
Jones, Chrystal 

Menzel, Paul W.
Phung, Charlie 
San Gennaro, Gianna 

RESIDENT MEMBERS  
Buton, Jacob 
Duarte, Kimberly M.
Powers, Hillary 
Tidrick, Aron R.
Erondu, Mgbechi U. (Fellowship)
 
 
MEDICAL STUDENTS MEMBERS
Fong, James 
Herron, Breanna 
Lammers, Cara 
Mosa, Ali 
Nguyen, Randy 
Orcutt, Taylor 
Paladugu, Sreeklekha 
Patel, Dhruv T.
Reddy, Nisha 
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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 Christopher T. Miller
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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