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On the Shoulders of Giants Series: Legends of Texas Anesthesiology 
Michael A. E. Ramsay, M.D., FRCA: From London to Dallas
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For almost half a century, Dr. Michael Ramsay has been a force in Texas 
anesthesiology. A dedicated clinician, recognized researcher, sought-after 
lecturer, and fierce patient advocate; there is much to be learned from his 
impressive personal and professional journey.

Dr. Ramsay was born on February 5, 1945, in Dublin, Ireland, to an 
English father and Irish mother. At the age of 7, he received a scholarship 
to attend the Brentwood School, a prestigious private school just outside 
of London, founded in 1557. He always knew he would be a physician, 
though he does not remember exactly why.  His mother was a nurse, and 
he admits this might have partially influenced his decision.  He attended 
the London Hospital Medical College (founded in 1775, now known as the 

Royal London Hospital) in the east end of London, also known as “the dark end.”  

After his first semester of medical school, Ramsay found himself at the bottom of his class, which was an 
unfamiliar and uncomfortable place for him. He set out to change that, and he began to intentionally wake up 
every day at 4 AM to either study or write. He thus learned a strong work ethic early, and this has allowed him 
to be quite productive throughout his career.  He also credits this experience as teaching him how to balance 
work with “everything else.”  

It was during medical school that Ramsay would meet his 
future bride as he competed in a rugby match.  The United 
Hospitals Cup is the oldest rugby cup competition in the 
world, and Ramsay, who played for the London Hospital 
team while in school, was injured in one of the games.  
Fortunately for him, Zoe, a physical therapist volunteering 
at the game, came to his aid, and the two fell in love. 
Michael and Zoe celebrated their 51st anniversary this year.  
They have four children: Tara, Kirsten, Mark, and Paul.  

Russell K. McAllister, M.D., FASA
TSA Editor-in-Chief
Clinical Professor and Chair of Anesthesiology 
Baylor Scott & White Health  Central Division
Texas A&M College of Medicine
Temple, TX
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At the age of 22, Ramsay graduated medical school with plans to pursue thoracic surgery. As fate would have it, 
there were no positions available in thoracic surgery for six months, so he took an internship in anesthesiology 
instead.  Ramsay said, “I realized [anesthesiology] was a field that was wide open, with a lot of possibilities for 
research and change, and I really got into it.” 

Since the beginning, patient safety and the overall patient experience have certainly been mainstays in Ramsay’s 
long and celebrated career.  His first paper, written just after his internship, was on the topic of “Preoperative Fear.”3 
Not long after, his second published paper called, “Infection Hazard from Syringes,” warned anesthesiologists of 
the contamination risks of re-using syringes.2   

His third publication, and arguably one of his most famous, was titled, “Controlled Sedation with Alphaxalone-
Alphadalone.”1 At that time in London, sedation in the ICU was an all-or-nothing phenomenon, and patients 
could sometimes take days to awaken, if at all.  Here, Ramsay recounts the story of how he developed the 
sedation scale that now bears his name:

“I wondered if we controlled sedation if we might get them responsive quicker, even keep them responsive, 
but comfortable. And so that was the vision that I put out there, and I just developed a scale out of the 
air, basically. I just made six points on it.  I wanted a stimulus that did not hurt them; I didn’t want them 
slapping… or pinching the patient. I watched a movie where the cowboys were around a campfire, and 
somebody wanted to leave the camp with somebody else and not wake anybody up. He came across camp 
and tapped the guy between the eyebrows. The other guy raised one eyebrow and woke up quietly, and 
they snuck out of the camp. I thought, ‘That’s what I want! How can I call that area of the face?’ So, I 
looked it up, and it’s called the glabella. That’s why I called it the glabellar tap.”

And so, Ramsay’s “Controlled Sedation Score” was 
born. Years later, he recalls attending an IARS meeting 
in Honolulu, where he saw a poster with reference to 
the Ramsay Sedation Scale. He soon realized that the 
“Ramsay” referred to in the poster was him, and his scale 
was now being used by the anesthesia and critical care 
community worldwide!  Ramsay has since gone on to 
publish about 200 articles and letters to the editor and has 
authored or co-authored 30 book chapters during his career.

After completing his internship and residency in anesthesiology, he pursued two fellowships: Cardiothoracic 
Anesthesiology at the London Chest Hospital and Pediatric Anesthesiology at the Hospital for Sick Children 
(now known as Great Ormond Street Hospital).  In 1974, Ramsay was appointed the youngest ever Consultant 
Anesthetist on faculty at the London Hospital, a position he only held for three years before moving to the United 
States.  

Although his practice in London was an academic practice, for a small cut in salary, British academic physicians 
of the day were permitted to do private practice in their spare time, before 8am and after 5pm. He describes his 
private practice as a “fascinating, fun practice,” where he cared for some of Britain’s elite, including the Royal 
Family.  However, he was working nearly 24 hours a day, 7 days a week, and he lamented that he was not home 
for his family.  With four children now, Ramsay began to seek other opportunities, and one such opportunity was 
in Dallas, Texas.  Faced with a big decision, Ramsay was torn.  Again, fate would play a role.  Ramsay found 
himself caring for Donald Coggan, the 101st Archbishop of Canterbury, and he explained his dilemma to the 



religious leader. After four hours of counseling, the Archbishop of Canterbury had 
some surprising advice, “Mike, you must go. You’ll regret it for the rest of your 
life if you don’t. “

Ramsay moved to Dallas, Texas, in December 1976. Initially, he worked at many of 
the area hospitals. Eventually, he and colleagues would create a practice at Baylor 
University Medical Center (BUMC), and in 1989, he was appointed Chief of 
Service.  Later, he was honored as the first ever physician to serve on the hospital’s 
Board of Trustees.  Of all the achievements during his tenure at BUMC, he notes 
the successful development of the liver transplantation program to be what he 
considers the greatest.  Baylor was the site of the first liver transplant in Texas and 
only the fourth program in the United States. The organ recipient was a four-year 

old girl who suffered from biliary atresia. Ramsay, with his dual fellowships, was perfectly suited to care for this 
complex case.  The full story of this medical miracle is beautifully documented elsewhere and well worth the 
read.4  “Watching an organ reperfuse,” Ramsay explains, has been one of the most rewarding experiences of his 
entire clinical practice.

“[At BUMC,] we did lots of research…which is quite unique in private practice.  We wrote a ton of manuscripts.”  
One of those manuscripts Ramsay remembers fondly, as it was a joint project with his daughter, Kirsten, who had 
only just graduated high school.  By this time, BUMC had performed many liver transplantations. Some did well; 
some did not.  Ramsay and his daughter reviewed the database of cases, looking for trends, and they discovered 
that patients with severe pulmonary hypertension were associated with higher mortality.5  Theirs was the first 
paper written on the topic, and it opened many doors for Ramsay. After this, he became a subject expert and was 
invited to speak all over the world and collaborate with other authors.  He was asked to join the International Liver 
Transplant Society and would later serve as its president, which Ramsay 
described as “a great honor for the transplant program [at Baylor].”  
On top of his clinical and administrative duties, he spent 20 years as 
president of the Baylor Research Institute, overseeing a group of basic 
scientists that were using dendritic cells to develop cancer and infectious 
disease vaccines, work of which Ramsay is exceedingly proud. The HIV 
vaccine is currently in clinical trial in France. One scientist, a pediatric 
rheumatologist, discovered the cure for systemic onset juvenile arthritis 
and mapped out the pathways for systemic lupus.
 
Ramsay retired from clinical practice on December 31, 2021. Though he no longer has clinical responsibilities, 
he was bestowed the title of Chief Emeritus of BUMC’s Department of Anesthesiology, and he remains active 
there in research and teaching.  Since ”retiring,” he has already submitted a new manuscript and updated two 
book chapters!

In retirement, Ramsay is finding ways to stay busy. “I’m just wound up,” he laughs.  The day following his 
retirement from BUMC, he was appointed CEO of a non-profit organization, The Patient Safety Movement 
Foundation. Ramsay believes patient safety has been one of the major areas of change he has seen over his 50-
year career.  “[When I began,] anesthesia mortality was 1 in 10,000, and we certainly were not doing the types 
of cases we do now.   Today, we take on anybody, after tuning them up, and mortality is somewhere around 1 
in 250,000, so anesthesia has gotten much safer… We are ahead of virtually every other specialty in terms of 
safety.”  In Ramsay’s opinion, the next great advancement in anesthesia will be in monitoring. “[We just need to] 
push the companies to come up with the technology to do what we need it to do.” 
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Of all the honors and accolades in his lifetime and there 
have been many, Ramsay notes his family as his most valued 
accomplishment. “Family first,” is a motto that he lives by. 
“Success is defined as a happy family. You have to make time 
for your family, and I’ve always tried to do that.” His advice 
to young anesthesiologists? “If you really want to do it, be the 
best you can be. Do not worry about the money. If you worry 
about the money, you are going to get depressed. Do it because 
you want to be a physician in anesthesia and be the best you 
can be.” 
 
Wonderful words of advice from a living legend in anesthesiology – a Texas giant, on whose shoulders we stand. 

Sources cited:
1. Ramsay MA, Savege TM, Simpson BRJ, Goodwin R. Controlled sedation with alphaxalone-alphadalone. British 

Medical Journal 1974; 2(920):656-9.

2. Blogg CE, Ramsay MAE, Jarvis JD. Infection hazard of syringes. British Journal of Anaesthesia 1974; 46:260-262. 

3. Ramsay MAE. A survey of pre-operative fear. Anaesthesia 1972; 27:396-402.

4. Klintmalm G. The history of organ transplantation in the Baylor Health Care System. Proc (Bayl Univ Med 
Cent). 2004; 17(1): 23–34.

5. Ramsay MAE, Simpson BR, Nguyen AT, Ramsay KJ, East C, Klintmalm GB. Severe pulmonary hypertension in liver 
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Assistant Professor 
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Because of efforts to limit opioid prescriptions, many patients have turned to kratom to help with their pain.  
Kratom is considered legal by the federal government, and although it has been outlawed in several states, in 
Texas it is readily available via the internet, vape shops, and gas stations. An estimated 2 to 3 million Americans 
used kratom in 2019 (1). Because some consider it to be an herbal medication, not all patients may be forthcoming 
about their usage of it.  

Kratom originates from leaves of a tree in Southeast Asia where it was used as a traditional remedy to relieve 
pain or increase energy.  Over the last ten years, its popularity has soared in the United States with kratom 
used for a recreational “legal high” or as remedy for anxiety, depression, chronic pain, or opioid withdrawal.  
Mitragynine, a kratom alkaloid, has shown promise in the management of opioid addiction in multiple animal 
studies; however, kratom’s effectiveness in opioid abuse management remains unproven in human clinical trials. 

Kratom is most commonly administered as a tea, powder, capsule, or gum.  At low doses (1-5 g) it provides 
stimulating effects and mood elevation while at higher doses (5-15 g) it offers analgesic effects with sedation 
and stupor occurring at very high doses (15+ g). It is undetectable in a standard drug screen, but liquid 
chromatography-mass spectroscopy can detect its active metabolites in urine for up to two weeks. Kratom’s 
physiologic effects begin 10 to 20 minutes after ingestion with full effects occurring at 30 to 60 minutes and a 
duration of action of 5 to 7 hours (2).

Kratom has a complex pharmacological profile as it contains multiple alkaloids which may vary with plant age 
and the geographical areas in which the plant is grown.  Additionally, there are multiple active metabolites, 
mechanisms of action, and receptor targets which have not been fully described.  In vitro and in vivo studies 
have been performed but there is a paucity of human studies.   Mitragynine is the most abundant (~66%) of 
kratom’s forty alkaloids while 7-hydroxymitragyine (7-OH) is the most potent but less abundant alkaloid (~2%) 
(3).   Mitragynine was found to share a similar analgesic potency as codeine in dogs and less potency than 
morphine in mice (4, 5). It was also reversed by naloxone in mice studies (6).   Subcutaneous 7-OH administration 
in mice demonstrated tolerance to 7-OH, cross tolerance to morphine, and reversal by naloxone (7). The 7-OH 
alkaloid is 13 times more potent than morphine and 46 times more potent than mitragynine (8). Recently, 7-OH 
has been identified as the product of mitragynine conversion by cytochrome P450 (9). 

Mitragynine and 7-OH interact with opioid, adrenergic, serotonergic, and dopaminergic receptors.  The 
compounds act as partial agonists at mu opioid receptors but as competitive antagonists at the delta and kappa 
opioid receptors which may explain the lack of respiratory depression observed with its use.  In addition, these 
two alkaloid components are agonists at alpha-2 adrenergic receptors which may account for their sedative 
effects.   The stimulant effects of the compounds are thought to be related to their agonist activity at the 
5-hydroxytryptophan (5HT) 2a, 2c, and 7 receptors which may also contribute to favorable effects on anxiety 
and depression.  The compounds are also agonists at the dopamine-2 receptors the significance of which is still 
unclear.   
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Mitragynine has anti-inflammatory effects.  It inhibits the production of prostaglandin-E2 via the inhibition of 
cyclooxygenase (COX)-2 expression in a dose dependent manner; however, mitragynine may inhibit the COX-1 
expression at higher doses (10). 

Kratom is metabolized by the cytochrome P450 system and metabolites are renally excreted.  Its inhibition of 
the P450 enzymes may increase the risk of toxicity of other drugs.  These drugs include: fentanyl, tramadol, 
diphenhydramine, benzodiazepines, morphine, and acetaminophen.

Like any medication, kratom also has side effects.  Side effects in the order of most to least common include 
agitation/ irritability, tachycardia, nausea, drowsiness, confusion, and hypertension. Serious adverse effects 
associated with toxicity include seizures, hallucinations, respiratory depression, coma, hypotension, bradycardia, 
rhabdomyolysis, hepatoxicity, prolonged QT intervals/ torsades de pointes, and cardiac arrest. Seizures, hepatic 
toxicity, intracerebral hemorrhage, and hyperkalemia have been proposed in case reports linked to kratom 
usage after other causes of the disease processes were ruled out and the resolution of the medical issue after 
discontinuation of kratom.  Most cases of reported fatalities have occurred when kratom is ingested with other 
drugs.  According to a CDC report of overdose deaths, 80% of kratom related deaths occurred in those with 
history of substance abuse (11). 

Kratom proponents claim that the medication carries little risk for abuse and addiction in humans based on 
animal studies.  In studies involving rats that self-administered medications, mitragynine did not have a high 
self-administration rate (12, 13).  However, the rats maintained high self-administration rates of 7-OH (12).  In a 
survey of regular kratom users in Malaysia, 32% increased intake over time, 64% experienced withdrawal 
symptoms after 1 to 3 days and 89% had at least one unsuccessful attempt to abstain suggesting that kratom 
carries an element of dependence in humans (14).

Anesthesiologists will encounter patients who are regular users of kratom with some of these encounters occurring 
in kratom overdose or withdrawal situations.  Regular users may have a high tolerance to anesthetics, requiring 
higher doses for induction and maintenance and a resulting higher risk of poorly controlled postoperative pain. 
Regional and neuraxial anesthetics as part of a multimodal approach to post-operative pain control may be 
considered to offset the tolerance and to decrease the reliance on opioid medications.  If emergence delirium 
occurs, it may be difficult to distinguish between kratom withdrawal and poorly controlled pain due to opioid 
tolerance as the etiology.  

Kratom withdrawal involves symptoms similar to those of opioid withdrawal and management is comparable, 
though formal guidelines have not been established.  Withdrawal symptoms include irritability, nervousness, 
restlessness, dysphoria, insomnia, pupillary dilation, lacrimation, rhinorrhea, nausea, vomiting, diarrhea, 
myalgia, arthralgia, and muscle spasms.  Withdrawal begins 12 to 16 hours after the last dose and symptoms 
typically subside within four days of abstinence (15). Medications that target receptors affected by kratom are 
helpful for symptomatic treatment during this period: non-steroidal anti-inflammatory drugs for COX receptors, 
hydroxyzine/ gabapentin for 5-HT receptors, clonidine / lofexidine for alpha-2 receptors, and dihydrocodeine/ 
buprenorphine for opioid receptors.   Similarly, there are no guidelines for maintenance therapy in these patients, 
but buprenorphine/naloxone, methadone, and naltrexone have all been used successfully.

In instances of kratom overdose, priority is given to airway protection, ventilation, and circulation. Naloxone 
can be administered for respiratory depression and may be helpful if in scenarios of concomitant opioid use.  
However, it must be noted that naloxone may also precipitate withdrawal in these scenarios.  Benzodiazepines 
and anticonvulsants are used for seizure prophylaxis and management.   Intravenous fluids are essential to lower 
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the risk of liver toxicity and rhabdomyolysis. Steroids and acetylcysteine may also be administered to reduce 
the risk of liver toxicity.  Renal failure from kratom toxicity has also been described, but it is not as prevalent as 
liver failure.   Kratom related electrocardiogram changes, such as prolonged QTc interval and torsade de pointes, 
have been observed which may require treatment with magnesium or cardiac pacing.  If haloperidol is selected 
to manage agitation, the risks associated with QTc  prolongation should be considered.

With the rapid increase in kratom users and the associated complications, the United States Drug Enforcement 
Agency (DEA) announced its intention to categorize kratom as a schedule I drug in 2016.  This announcement 
was met with widespread protests by kratom advocates, and the decision was reversed six weeks later, with 
kratom instead being placed on the “Drugs of Concern” list.  The DEA asked the Food and Drug Administration 
to perform an analysis of the abuse potential of the drug and give recommendations based upon this analysis.  
Since 2016 there have been no further updates to kratom’s scheduling status.  Consequently, physicians are 
facing an increasing number of patients who are using this poorly understood drug that may have some benefits, 
but also has many associated complications. 
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Creation of Ketamine Infusion Protocol Outside of the ICU for Opioid Tolerant Patients 

Amidst the ongoing opioid epidemic, physicians might be hesitant to prescribe escalating opioid doses 
demanded by patients reporting severe pain, some of whom may be opioid-tolerant and/or exhibit drug seeking 
behavior. This caution and potential physician bias toward such patients can contribute to an ethical dilemma of 
oligoanalgesia, the underuse of analgesics in the face of valid indications, due to opioid dose requirements that 
exceed usual dosing ranges. 

Acute pain management in opioid-tolerant patients is very difficult. This subset of patients commonly refuse 
patient controlled analgesia infusions and multimodal approaches to pain management and instead request high-
dose intravenous narcotic boluses. Ketamine is increasingly being utilized by the inpatient acute pain service to 
treat this difficult patient population.1  Ketamine is a noncompetitive NMDA receptor antagonist.  At anesthetic 
doses it produces a state where patients are dissociated from their surrounding environment.  At subanesthetic 
doses it is a potent analgesic.2  Fortunately, many studies on a subanesthetic ketamine infusion have shown it to be 
an effective opioid adjunct or stand-alone treatment for acute pain, aiding in a reduction of opioid requirements.1

At our institution, we utilize ketamine infusions as an adjunct for select inpatients who exhibit escalating opioid 
dose requirements. In the past, hospital policy required admission to the intensive care unit (ICU) for closer 
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monitoring if a patient was receiving a ketamine infusion. As the COVID-19 surges occurred, the limited 
available ICU beds negatively impacted our ability to treat appropriate patients with a ketamine infusion.  One 
example was a 30-year-old female admitted for exacerbation of acute intermittent porphyria who was receiving 
3 mg boluses of intravenous hydromorphone every three hours while refusing all other analgesic adjuncts. This 
led to increased efforts to safely expand ketamine use to appropriate non-ICU settings.

Our initial attempt to proceed with low dose ketamine infusions in the non-ICU setting was met with significant 
resistance from nursing staff over safety concerns related to their lack of experience with ketamine.  The most 
common misconception was that ketamine could only be used as a potent anesthetic agent.  They were not 
familiar with the favorable safety profile of ketamine when used as a potent analgesic at subanesthetic doses.3 

One advantage of ketamine is that it has minimal respiratory depression when compared to large doses 
of opioids.1 Despite sharing the 2018 Consensus Guidelines on the Use of Intravenous Ketamine Infusions 
for Acute Pain Management, we  still faced opposition to the administration of ketamine infusions in the non-
ICU setting.  It was only through the creation of a multidisciplinary team to establish protocols and 
guidelines that we were successful in creating a policy that allows the administration of a subanesthetic 
intravenous ketamine infusion on intermediate care units. 

For creation of the protocol, we utilized the 2018 Consensus Guidelines on the use of intravenous ketamine 
infusion for acute pain management, which recommends infusions of 1.67-8.33 μg/kg/min to provide a balance 
between analgesia and adverse drug effects.1 Our protocol is very conservative and has a range of 0.5-3 μg/kg/
min (Figure 1). To review our EPIC electronic medical record order set and protocol, please access the “quick 
response” (QR) code displayed below (Fig 2). Implementation of our protocol required the following: 

1) all nursing staff for the involved locations be educated on the protocol,

2) all nursing staff have advanced cardiac life support certification in case of an emergency,

3) visually distinct medication lock boxes should be utilized/purchased to avoid confusion with other controlled
medication infusions (e.g. fentanyl, midazolam, morphine),

4) pharmacy should be involved in pump programming  to meet our institution’s guidelines.

Since implementation of this protocol, our acute pain service has had multiple successful cases of opioid-tolerant 
pain patients being well managed by adding a low dose ketamine infusion. However, there are still challenges that 
limit the widespread use of this adjunct. In addition to the continued need for nursing education, there is a need 
for stakeholder buy-in from other medical specialties (internal medicine, pediatrics, hematology/oncology, etc.) 
and educating them on the safety and effectiveness of this protocol.  Buy-in from the anesthesiology department 
is also needed as there is a perceived increase in workload to arrange patient transfer to a setting that is approved 
for ketamine infusions.

The implementation of these protocols was likely expedited during the COVID pandemic related ICU bed 
shortage because the vital need for a safe process to treat these complex patients achieved a greater sense of 
urgency. Despite the challenges faced during protocol development, implementation of a subanesthetic ketamine 
infusion protocol has led to improved patient care and satisfaction in pain control for the opioid-tolerant patients.



Figure 1

VOLUME 34, ISSUE 2



Figure 2
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Caring for the Obstetrical Patient with Opioid Use Disorder

Anesthesiologists care for many patients as their peri-delivery physicians by providing labor analgesia and anesthesia 
during caesarean sections. Obstetric anesthesiologists provide peripartum care to healthy parturients as well as those with 
multiple co-existing conditions. Women with a dependence on opioids or opioid use disorder (OUD) who present for 
delivery can present unique challenges to the safe delivery of obstetrical care.

Provisional data from the Centers for Disease Control and Prevention’s National Center for Health Statistics indicate that 
there were an estimated 100,306 drug overdose deaths in the United States during 12-month period ending in April 2021. 
This was an increase of 28.5% from the 78,056 deaths during the same period the year before.1 Over 70% of these deaths 
involved an opioid.  In Texas, cases of drug related deaths are increasing as well with a reported 14.1/100,00 death rate 
related to drug overdose in 2020.2 

Harris County is the most populated county in Texas. Recent data shows that, in Harris County alone, illicit fentanyl use 
kills an average of greater than one person every day. Fatal drug overdoses increased 52% from 2019 to 2021 according 
to Harris County Institute of Forensic Sciences data. Deaths involving fentanyl skyrocketed by a whopping 341% in 
the same period, from 104 to 459.3 Illicitly manufactured fentanyl is being laced with other recreational drugs such as 
benzodiazepines and other legal prescription opioids, unbeknownst to many users. This opioid pandemic has also impacted 
the obstetric population. Data shows that 9.4/1000 births were affected by substance use disorder in Texas in 2016.4 

Anesthesiologists need to be prepared to care for even more parturients with chemical addiction, especially in relation to 
opioids, as the number of affected patients continues to grow.  We will discuss important aspects of this care as it relates 
to our obstetrical population. 

Pregnancy related complications

Pregnant women with an opioid use disorder (OUD) frequently have limited or absent prenatal care and may suffer from 
a variety of coexisting conditions such as fetal growth restriction, increased risk of placental abruption, intra-uterine 
fetal demise, or preterm labor.  Patients who are acutely intoxicated with opioids and stimulant drugs such as cocaine or 
amphetamines during the peripartum period have a higher risk of acute hypertensive emergency or maternal hemorrhage 
(e.g., placental abruption).   Ideally, pregnant women with OUD should be referred to a specialized center for addiction 
treatment, however, their lack of prenatal care often makes this challenging.5 In addition, patients may present to the labor 
suite with symptoms of withdrawal from opioids or other substances.

Infectious diseases

Intravenous drug abuse predisposes these patients to infective endocarditis and valvular abnormalities along with difficult 
intravenous access. In addition, these patients are at higher risk for other infectious diseases such as sexually transmitted 
infections, hepatitis or human immunodeficiency virus related illnesses and should be carefully screened. Achieving 
intravenous access above the diaphragm in pregnant intravenous drug abusing parturient is challenging and requires the 
anesthesiologist to be facile with the use of ultrasound.  

Psychiatric conditions

Many patients with addiction to opioids have coexisting psychiatric illnesses such as depression, anxiety or post-traumatic 
stress disorders (PTSD). Coordination with an addiction psychiatrist and a psychologist is ideal, if available, during the 
prenatal period. Anesthesiologists should be familiar with drug interactions with common anti-depressants and anti-
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psychotic drugs. Although supervised detoxification is not recommended during pregnancy, one may encounter patients 
in acute withdrawal from opioids.  Many patients are co-using other substances and a urinary drug screen should be 
performed to identify these substances. 

Trauma informed care

An important aspect to consider while caring for patients with OUD is past trauma. Past physical or sexual abuse may 
contribute to distrust of others, including healthcare personnel and the entire medical system. The care team should 
attempt to develop a rapport with a patient to establish trust in order to improve patient engagement in care throughout 
the pregnancy. Having transparency and establishing realistic goals is essential for safe care of both mother and baby. 
Information about past experiences with pain management is important for development of a personalized plan for 
comfortable delivery. A shared decision-making model between the anesthesiology team and the patient is vital. In some 
circumstances, engagement of family members in care-planning can be helpful.

Treatment of addiction in the peripartum period

Patients in treatment for opioid addiction are initiated on Medication Assisted Treatment (MAT) with an opioid agonist. 
For pregnant women with an OUD, opioid agonist pharmacotherapy is the recommended therapy and is preferable to 
medically supervised withdrawal because withdrawal is associated with high relapse rates, ranging from 59% to more than 
90%, and poorer neonatal outcomes.5 Relapse poses grave risks, including communicable disease transmission, accidental 
overdose because of loss of tolerance, obstetric complications, and lack of prenatal care.5,6 Opioid agonist treatment is 
known to prevent opioid withdrawal symptoms, reduce relapse risk, improve adherence to prenatal care and substance 
use disorder (SUD) treatment programs and reduces the risk of obstetric complications.5 Methadone or  buprenorphine/
naloxone (Suboxone®) are the most common drugs that are used to treat OUD during pregnancy. It is recommended to 
continue the MAT in the peri-partum period. It is important to avoid use of opioid agonist-antagonist such as nalbuphine 
and butorphanol in patients on MAT as this will precipitate acute withdrawal. During the third trimester, metabolic changes 
and rapid drug metabolism may necessitate dose adjustment with a split dosing for methadone and buprenorphine. This 
ensures adequate bioavailability of MAT drugs and prevents withdrawal symptoms. It is important to recall that methadone 
has significant pharmacokinetic interactions with many other medications, such as anti-retroviral agents, and can prolong 
the QTc interval in a dose-related fashion.5 

Peripartum analgesia

Pregnant women with an OUD should not be denied appropriate pain relief. Labor analgesia can be successfully provided 
with a lumbar epidural with a dilute local anesthetic and small dose of opioid in the epidural solution (e.g., 0.1 ropivacaine 
with 2 mcg/mL fentanyl). Neuraxial anesthesia with local anesthetic and preservative free morphine for acute post-cesarean 
pain is the preferred anesthetic for cesarean delivery.  Scheduled non-opioid adjuncts such as acetaminophen and non-
steroidal anti-inflammatory drugs should be utilized as first line agents for breakthrough pain. Epidural analgesia with a 
patient controlled epidural anesthesia infusion and regional blocks such as a transversus abdominis plane or  quadratus 
lumborum blocks should be considered in patients with difficult to manage post-cesarean pain. For post-operative pain, 
short-acting full opioid agonists can be used if needed. Physicians should anticipate that higher than usual doses may 
be required to achieve adequate pain control due to tolerance.  Effective management of acute post-operative pain is 
known to decrease the incidence of post-traumatic stress disorder, development of chronic pain, or relapse into addiction. 
Unnecessary opioids at discharge should be avoided.

Social and environmental factors

Many social and environmental factors may present barriers to caring for pregnant mothers with OUD. Many of these 
women may be dealing with the legal system and may have open Child Protection Services cases for their other children. 
There is always a fear that the active use of illicit substances during pregnancy may result in separation of the newborn 
and the mother soon after birth of the child. Hence, many women may be highly motivated during pregnancy to start and 
stay in treatment programs for their SUD. The psycho-social component is best managed by group therapy, possibly at a 
residential in-patient treatment center specifically dedicated to pregnant and post-partum women.



Neonatal care

Neonates born to mothers with OUD may have low birth weight and lower Apgar scores at birth.5 The neonates need 
to be monitored for development of an abstinence syndrome called Neonatal Opioid Withdrawal Syndrome (NOWS) 
by neonatology team. NOWS is a constellation of symptoms that vary in severity and can include seizures, irritability, 
diarrhea, vomiting, sleep issues, fever, and in rare cases, death. Neonates diagnosed with NOWS have significantly 
longer hospital stays (~3.5 times as long as non-NAS newborns) leading to increased medical costs and long-term 
neurodevelopmental morbidity. Approximately 50-90% of neonates born to OUD mothers develop the abstinence 
syndrome. Non-pharmacological treatment options such as ‘Eat, Sleep, Console’ are utilized initially and adjuvant opioids 
are used as needed.7  Interestingly, the use of naloxone to treat neonates who have respiratory depression at birth due to the 
maternal opioid use has fallen out of favor and is no longer recommended due to the complexities related to indications, 
dosing, and the limited duration of action naloxone.7For women on MAT, breast feeding is still encouraged if there are no 
other contraindications.

Management of pregnant women with OUD requires the anesthesiologist to closely collaborate with multi-faceted team 
of maternal fetal medicine, neonatology, addiction psychiatry, social work, recovery coaches and inpatient/outpatient 
treatment centers. There is significant stigma associated with opioid abuse among various healthcare teams. Education to 
address this stigma and an understanding that safe and effective analgesia can be provided for patients with OUD is vital.  
Anesthesiologists can lead a patient-centered and value-based care approach during this national public health crisis 
for this challenging subset of patients.
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2022 TSA Proposed Bylaws Additions and Revisions
TSA Bylaws Committee

Your Bylaws Committee will be recommending the following proposed amendments to the TSA 2022 
House of Delegates: 

Proposal #1: Charles E. Cowles Professional Citizenship Award 
The Charles E. Cowles Professional Citizenship Award was approved by the Board of Directors and House of 
Delegates in 2021. The Bylaws Committee was charged with revising the duties of the Awards Committee to 
include the selection of the recipient when a qualified candidate is identified. 

The TSA Board of Directors has approved the following recommended addition to the TSA Bylaws. 

9.2092.4 The Charles E. Cowles Professional Citizenship Award is established to recognize a TSA 
member with evidence of outstanding impact on patients, colleagues, community and society through 
their own high standards and ethical conduct, staunch accountability and advocacy for the profession 
and organization and effective community activity. The award is intended to be presented only when 
there is a qualified nominee. 

Proposal #2: Committee on Resident and Medical Student Education
The House of Delegates approved the transition of the Education Sub-Committee on Resident Training to 
a standing TSA Committee on Resident and Medical Student Education. At the September 2021 Board of 
Directors meeting, the Chair of the Education Committee Dr. Gottumukkala and the Chair Education Sub-
Committee on Resident Training Dr. S. Lynn Knox were charged with developing a structure and drafting 
bylaws for the standing committee.

The TSA Board of Directors has approved the following recommended addition to the TSA Bylaws. 

9.221 Committee on Resident and Medical Student Education
 

Composition: At least ten members, four of whom were members of the committee during the previous 
year.

 
Duties: Identify and provide resources for education and development of anesthesiology residents and 
medical students. Act as an advisory group to the Committee on Meetings, Committee on Education and 
the Board regarding educational efforts of the Society directed toward residents and medical students.

Proposal #3: Judicial Committee
The Judicial Committee determined that future issues referred to the Committee may have an economic impact 
and be viewed as controversial. Members of the Committee may therefore be exposed to pressure and concern 
for advancement within the Society. Therefore, the TSA Board of Directors has approved the recommendation 
that Section 9.20611 be amended to read as follows: 

 9.20611 The Judicial Committee shall be composed of five Past Presidents Active Members each 
serving a staggered five year term.
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Proposal #4: Bylaws Preamble
The TSA Board of Directors has approved the Ad-hoc Committee on Core Values’ recommendation that the 
Preamble of the TSA Bylaws be amended as follows: 

It shall be the purposeThe mission of the Texas Society of Anesthesiologists is to advance, promote and preserve 
the highest quality, evidence-based, physician anesthesiologist-led care for all of our patients.  We strive to achieve our 
mission through our core values of compassion, professionalism, advocacy, inclusion, and well-being. support the practice 
of the medical specialty of Anesthesiology in the State of Texas.
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1.) Informed the members that based on feedback no changes will be made to the format of the TSA Past 
Presidents’ Party. 

2.) Reminded the Board there is a section on the No Surprises Act on the TSA homepage and asked the 
members to inform their colleagues that the information is available and frequently updated.

3.) Recognized Dr. Christopher R. Cook for his efforts regarding the Independent Dispute Resolution (IDR) 
issue. 

4.) Recognized and applauded Drs. Anna M. Allred and Zachary S. Jones and the entire GAC for their efforts 
in preparing for the 2023 legislative session

5.) Approved February 27-28, 2023, as the dates for the 2023 TSA Anesthesiologists Days at the Capitol.
6.) Approved an additional $15,000 for childcare at the TSA Annual Meeting. 
7.) Approved motion to amend Section 9.20611 of the TSA Bylaws to read: The Judicial Committee shall be 

composed of five Past Presidents each serving a staggered five year term.
8.) Approved the revised TSA Guidelines for Review of Expert Witness Testimony as amended. 
9.) Referred the proposed TSA Mission Statement and Core Value Statement  back to the ad-hoc committee 

with input from the Board of Directors. 
10.) Announced Dr. G. Ray Callas will be running unopposed for president of TMA next year.
11.) Recognized and applauded Dr. Ray Callas for his election as Chair of the TMA Board of Trustees. 
12.) Approved the revised TSA Conflict of Interest Statement. 
13.) Voted against  making a donation to the ASA Charitable Foundation to aid anesthesia care in Ukraine  
14.) Approved motion that the President of the Society on behalf of the Board of Directors, using an appropriate 

venue of her choosing, express our dismay and our concerns with the political situation and war in Europe 
and express our humanitarian concerns for everyone impacted.  The second part of the motion is to 
encourage our members, just as ASA President Dr. Clark did, to make charitable contributions if they so 
choose.

15.) Approved with editorial edits, the resolution to the ASA addressing the importance of a board certification 
entity (such as the ABA) in terms of providing value, accountability, and responsiveness to its diplomats, 
and to have Dr. Scott E. Kercheville submit the resolution to the ASA Board of Directors in time for its 
August meeting.

16.) Agreed to allot time during the House of Delegates meetings for Drs. Stacy L. Norrell and Elizabeth 
Rebello to encourage members who are interested in serving on TMA committees or councils to attend 
the TSA Members Serving the TMA Committee meeting which is held at the TSA Annual Meeting. 

17.) Encouraged members who are experiencing issues with payments from Novitas to contact TSA 
Representative to the Contractor Advisory Committee (CAC) Dr. Mark A. Margolis.

18.) Approved motion to increase the TSA Annual Meeting golf fee to $200 to help offset the additional cost 
of transportation this year’s tournament will incur. 

19.) Approved the minutes of the Board of Directors February 5, 2022 meeting.
20.) Approved title changes for the TSA employees to be more in line with their actual responsibilities.
21.) Certified the elections results for the 2022 TSA House of Delegates.
22.) Approved the use of Bylaws procedure under Bylaws Section 10.02 to publish recommendation 1 of the 

Judicial Committee’s report to TSA Membership. 
23.) Approved that the Board of Directors write a “5-Year Review Policy” for TSA Policies and Position 

statements that includes the designation of a member of the Executive Committee to monitor adherence 
to the policy.

24.) Approved the continuation of allowing the TSAPAC to purchase TSA Annual Meeting waivers, at a 
twenty percent (20%) discount. ♦

VOLUME 34, ISSUE 2

SUMMARY OF ACTIONS
TSA BOARD OF DIRECTORS

APRIL 30, 2022



VOLUME 34, ISSUE 2

IN MEMORIAM

Melanie S. Kaspar, M.D. (Dallas, TX)
Passed away on June 21, 2022



NEW MEMBERS
Since  January 1, 2022 the TSA Board of Directors approved the applicants below for the membership categories indicated:

ACTIVE MEMBERS
Aboul-Fettouh, Osama  
Ahmed, Mohammed I.
Ahuja, Dheeraj  
Alex, Gijo  
Ali, Mohammad R.
Anand, Kapil K.
Anyama, Best  
Battles, Rhae E.
Bebeau, Morgan M.
Blankenship, Derek C.
Bocanegra, Ashley D.
Bodiford, Jason M.
Boone, Weiwei  
Bradley, Stephanie L.
Brewer, Raymond L.
Briggs, Edward D.
Budati, Prudhvi Raj  
Cady, Melissa R.
Chaku, Akshay  
Chandran, Neethu K.
Chehab, Sarah H.
Clark, Justin S.
Dang, Kevin  
Danishek, Alecia C.
Darwish, Dana  
Deaver, Brian C
Derderian, Courtney K.
Derousseau, Shayla L.
Diaz-Gomez, Jose L.
Dinh, Michelle D.
Dodd, Meagan G.
Doll, Alissa D.
Efune, Proshad N.
Ferson, David Z.
Fields, Aaron M.
Fitzgerald, Brian M.
Flanders, Samuel C.
French Bloom, Katy E.
Galvan, Jacqueline M.
Garza, Rachel K.
Goldfarb, Tally  
Gonzales, Cynthia R.
Gorbea, Mikel S.
Gunn, Mark L.
Guragain, Richesh  
Hernandez, Jennifer L.
Hoffmann, Ulrike  
Howard, Jonathan  
Howard, Gregory L.
Hsu, Peter W.
Huang, Annie T.
Hussain, Saad B.
Igler, Eric J.
Irwin, Christopher G.
Jantz, Robert G.

Jerome, Aveline P.
Jones, William H.
Joyner, Robert W.
Kastner-Ungar, Galit  
Khan, Umar H.
Khan, Sabina A.
Klunick, Jr., Chester H.
Kwater, Andrzej  
Lai, Chuong  
Lay, Kevin  
Lingappan, Arul M.
Liu, Chyongjy J.
Lutz, Linda A.
Macias-Rodriguez, Rene  
Martin, Anna E.
Martin, Todd H.
Martinez, Rogelio A.
Martinez, Mike  
Mathew, Paul S.
Melo, Luana O.
Mery, Marissa W.
Millan, Daniel A.
Miller, Jami E.
Miller, Matthew J.
Mina, Maged M.
Mishra, Vijayendra  
Mittal, Brita M.
Monroe, Gary L.
Moore, Lauren M.
Naus, Claire A.
Neal, Kevin J.
Nzegwu, Barbara C.
Ogg, Kristen M.
Onuoha, Onyi C.
Ottesen, Alexander S.
Padilla, David  
Pakanati, Adarsh R.
Parikh, Mihir K.
Price, Michael D.
Ragsdale, Shelly A.
Rivera Vazquez, Kevin M.
Rodriguez, Briana K.
Rosellini, Emily R.
Royal, Kristina J.
Runyon, Chukwuemeka C.
Sakhai, Hadi  
Salinas, Ricardo F.
Samodumov, Andrey  
Sanford, Ethan L.
Santosa, Claudia  
Sen, Sudipta  
Serber, Julia F.
Setiawan, Christopher T.
Shaygan, Lida  
Singh, Ravi  
Spain, Thomas L.

Stoneking, Jennifer N.
Sumner Keith N.
Suraci, Nicholas  
Szmuk, Peter  
Tan, Stella T.
Ternan, Shannon L.
Tezino, Tiffney R.
Todd, William J.
Tueme Ramos, Luis  
Turner, Gary R.
Ullah, Sana  
Vidaurri, LyTorre D.
Walsh, Deryk L.
White, Andrea M.
Williams, Kenneth E.
Zabala, Luis M.

RESIDENT MEMBERS
Abbott, Michael N.
Abouleish, Malik T.
Albrechtsen, Cory L.
Alexander, Jared D.
Arnold, Victoria F.
Bahrampour, Melody R.
Barnett Tedder, Earl C.
Bourgeois James C.
Campbell, Jarrett R.
Cates, William T.
Chavez-Carmona, Sandra  
Chura, Travis E.
Culp, Zachary J.
Dabrowski, Jacob C.
Dao, Anthony Q.
Dattilo, Zachary J.
Delcont, Mellissa R.
Dunn, Patrick A.
Ebeling, Joseph J.
Edwards, Jordon P.
Epner, Margeaux C.
Esquivel, Esteban C.
Fitzgerald, Casey M.
Foster, Sierra N.
Fuentes, Patricia  
Geisert, Ryan M.
Gordon, Joshua P.
Hocevar, Lauren A.
Horani, Sami M.
Hung, Jason T.
Hung, Jun  
Hunter, Tyler D.
Jacob, Daron J.
Jan, Kathryn M.
Javvaji, Shyam R.
Kerney, Micah C.
Khan, Mashfee  
Kuttikandathil, Nita E.

Lu, Keyin  
Malan, Shawn H.
Miniato, Mohammed A.
Morris, Clinton L.
Mulay, Sagar R.
Murira, Angela W.
Nelsen, Alexander S.
Nesbitt, William K.
Newman, Michael R.
Noormohamed Lee, Sean B.
Pashaei-Marandi, Aryan M.
Patel, Krupa P.
Patel, Urmil  
Patel, Megha  
Pezeshk, Ronnie A.
Pociupany, Inga N.
Roberson, Tailour M.
Smilie, Richard H.
St. John, Bradley P.
Swain, Brendan G.
Thibodeaux, Ethan J.
Tisdale, Heather C.
Torck, Andrew  
Tran, Joan T.
Tran, Amanda H.
Tregaskis, David A.
Villamaria, Frank C.
Waits, Alexandra M.
Wong, Edgar Y.
Xie, Siyun  
Zhang, Jacques Y.
Zic, Jessica Z.

MEDICAL STUDENT 
MEMBERS
Aishat, Muhammad  
Broadbent, Dallen  
Dekoschak, Amber R.
Duong, Alexander B.
Hanzo, Mason A.
Harbin, Zachary D.
Kim, Alex  
Ly, Colin  
Manadaloju, Spandana  
McClellan, Elijah C.
McCreight, Hannah  
Schneider, Kyle J.
Vats, Pulkit  
Viswanath, Dixita I.
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FUTURE TSA MEETING DATES

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  Brian D. Dewan
District 4  Stacey L. Allen
District 5  Jeffrey S. Richards
District 6  Henry L. Bethea

District 7  January Y. Tsai
District 8  Sherif Z Zaafran
District 9  Kristina L. Goff
District 10  Mark A. Margolis
District 11 Scott S. Meril

TSA DISTRICT BOUNDARIES
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