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A Message From Your TSA President
Thank you for the honor of serving as your President. I am truly humbled and honored to have this 
privilege. Although this coming year is not a legislative one it has already been a momentous one and I 
predict that the remainder of the year will be just as exciting and busy. We are a strong and vibrant society 
and thanks to our members’ commitment we are able to address issues in a prompt and efficient manner. 
 
At this year’s annual meeting our most urgent concern was the welfare of our members impacted 
by hurricane Harvey. Your House of Delegates approved a resolution to provide support to 
resident members and to provide an optional dues waiver to members impacted by Harvey. An 
Ad-Hoc Committee on Resident Disaster Relief Aid was formed. The members were: Drs. Amr 
Abouleish-Chair, Semhar Ghebremichael, Mark Harbott, Lynn Knox, Mary Dale Peterson, Evan 
Pivalizza, Tom Swygert and George Williams.  I am happy to report that the Anesthesia Foundation 
agreed to work with us. TSA and ASA members across the nation contributed to the Anesthesia 
Foundation on behalf of Texas Resident Members to raise $18,200. The Foundation provided 
grants to 16 of our residents for a total of $20,300. On behalf of our Society I want to recognize 
and thank Dr. Charles Otto, president of the Foundation, for his support and his tireless efforts. 
 
We have also established a method for members to waive their 2018 dues if they were victims of 
Harvey and I have appointed the Ad-Hoc Committee to Explore Charitable Efforts for future incidents. 
The Ad-Hoc Committee members are Drs. Amr E. Abouleish-Chair, Gerald Callas, Kristyn Ingram, 
Lynn Knox, Joe Naples, Udaya Padakandla, Rosario Parra, Jeremie Perry, Mary Dale Peterson, 
and LoriJean Reed. The Committee is developing a proposal to present to the Board in January.
 
Over the course of the last two years the TSA has fought aggressively against Medicaid anesthesia 
cuts for the physician anesthesiologist payment in a care team model which were implemented in 
January 2017 to 75% of the anesthesia rate and were set to be further reduced in January 2018 to 
25%. Through intense interaction through legislative and administrative channels, a new proposed 
rate was adopted effective November 1, 2017 that aligns the Medicaid reimbursement percentages 
in a care team model with those used in Medicare – 50% to the physician anesthesiologist and 50% 
to the physician extender. With that division the Texas Health and Human Services Commission 
(HHSC) increased and simplified the anesthesia rates to $25.60 for children and $24.32 for adults, 
regardless of whether it was obstetric related. Substantial increases were also seen in flat rate 
reimbursements for epidurals. Rates for dental anesthesia remained the same at $27.276. While this 
still represents a slight decrease in care team reimbursement from 2016, it represents a huge increase 
in anesthesia rates overall and reversed a possibly disastrous rate beginning in 2018. It has been a 
team effort with myself, and Drs. Debbie Plagenhoef-Immediate Past-President, Sherif Zaafran-
Governmental Affairs Committee Chair, and David Bryant-Economics Committee Chair, as well 
as legislative assistance from John Zerwas-House Appropriations Chair. Due to an oversight by the 
HHSC the Medicaid payment for academic institutions was going to be affected. However, thanks 
to your TSA leadership and Dr. Amr Abouleish’s quick actions the issue was promptly corrected. 

Girish P. Joshi, MB BS, MD, FFARCSI
TSA President
Professor of Anesthesiology & Pain Management
UT Southwestern Medical Center
Dallas, TX
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Our Bylaws Committee will be presenting a proposal to the Board in January to amend the TSA 
Bylaws to allow the appointment of Anesthesiologist Assistants to serve on TSA Committees.

Through the legislative efforts of the TSA beginning as far back as 2015, the legislature passed a 
law cracking down on the Texas State Board of Dental Examiners (TSBDE) regulation of the dental 
anesthesia care. As part of the new law, an Anesthesia Advisory Committee was created to review 
dental anesthesia cases to suggest regulatory changes and enforcement actions.  The Committee 
membership includes a physician anesthesiologist. I was proud to nominate Dr. Carlos “Nick” Lee, 
a pediatric anesthesiologist in Austin for this position. Selections will be made by the TSBDE before 
the end of the year. It is our expectation that we can lend our expertise to increase the safety of all 
anesthesia patients. 
 
Our Patient Safety and Medical Quality Committee is working alongside the Practice Management 
Committee to finalize the TSA White Paper which will define the difference between providing an 
anesthetic vs. the medical act of an anesthetic. Upon approval by the TSA Board, the White Paper 
will be submitted as a Resolution to the ASA to establish a formal definition.
 
The state is also addressing the dismal maternal mortality rates in Texas, which is the highest in 
the developed world at 35.8 per 100,000 live births as of 2014. The Texas Medical Association has 
created a maternal mortality task force and has asked the TSA to participate. Their first meeting was 
on September 30th and Dr. Michelle Simon from UTMB-Galveston represented anesthesia concerns 
during the meeting. 
 
At the September Board of Directors meeting an issue regarding the lack of a conflict of interest 
statement for Board, Committee and House Members as well as our consultants was discussed. The 
TSA Judicial Committee is currently creating an appropriate document which will also be presented 
in January for review. 
 
I am happy to report that your Board approved continued funding to three anesthesiology programs 
to send resident members to the 2018 ASA Practice Management Conference. 
 
We had 5 anesthesiologists accepted into the TMA Leadership College Class of 2018. Congratulations 
to Drs. Brian Boies, Ifeyinwa Ifeanyi-Pillette, Michael Kim, Shaina Sheppard and January Tsai.
 
The Ad-Hoc Committee to Bring the TSA and Texas Academy of Anesthesiologist Assistants (TAAA) 
Together has been appointed. Members are Drs. Sam Gumbert-Chair, Tim Bittenbinder, Stephen 
Hoang, Jeff Jekot, Debbie Plagenhoef, Crystal Wright and Jeff Zavaleta as well as Anesthesiologist 
Assistants Tim Goodridge, Brian Haskins and Jana McAlister. 
 
Lieutenant Governor Dan Patrick and Speaker Joe Straus have issued their interim charges to their 
committees for research over the interim and to prepare for possible legislation for the 2019 session. 
Both chambers highlighted the need to address the opioid crisis. In response, I have created an Ad 
Hoc Committee on the Legislative Opioid Charges to formulate a position and recommendations to 
the committee when they begin their hearings next year. 

In closing I want to recognize the members who generously contribute their time and their financial 
support to the TSA and TSAPAC. You are all invaluable to the future of our Society. ♦
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Russell K. McAllister, MD
TSA Newsletter Editor
Program Director, Anesthesiology Residency Program
Assistant Dean of Quality & Patient Safety
Baylor Scott & White Health
Temple, TX

On the Shoulders of Giants - Editorial

The field of Anesthesiology has had no shortage of great leaders in the past. The TSA membership throughout the 
years has been a starting point for so many of these leaders whose names are known so well. The TSA Newsletter 
will begin honoring some of those great leaders from the past who have been the foundation of our society and 
gone on to leadership positions at the national and international levels. We plan to do a historical vignette of 
some of our leaders from the past who have paved the way for today’s anesthesiologists through leadership, clinical 
skills, academic commitment, and advocacy. This edition will begin with a closer look at Marion Thomas “Pepper” 
Jenkins, M.D. Thanks to the vision of those who have come before us, great new leaders have been brought up in 
our TSA membership to pave the way for future generations of TSA members.

On the national scene, anesthesiologists have positioned themselves in very prominent and powerful positions. Dr. 
Andy Harris, an anesthesiologist at Johns Hopkins, is currently a member of the U.S. House of Representatives 
from Maryland’s First District. He was the first anesthesiologist ever elected to the U.S. House. Additionally, Dr. 
Jerome Adams, an anesthesiologist from Indiana, recently became the first ever anesthesiologist appointed to the 
position of Surgeon General of the United States.

Texas and the TSA membership have seen its share of leaders who have emerged and taken on leadership roles. It 
has been a pleasure to watch the rise of many of our members to prominent positions in medicine and politics. 
In the recent past, we have seen TSA leader Dr. Sherif Zaafran appointed as the President of the Texas Medical 
Board. He is well-equipped to deal with one of the TMB’s biggest ongoing issues; the opioid crisis. TSA member 
Dr. Jeff Plagenhoef is the Immediate Past-President of the American Society of Anesthesiologists. His term was 
during one of the most challenging political times that our specialty has seen. We saw TSA member Dr. Tom 
Oliverson get elected to the Texas House of Representatives and proceed to be recognized by his peers for one of the 
most impressive freshman years in the Texas House. TSA and ASA Past-President Dr. John Zerwas continues his 
leadership in Texas as a member of the Texas House of Representatives. In addition, he has announced that he will 
seek the, soon to be vacated, position as Speaker of the Texas House of Representatives. In addition, we have two 
TSA members who are officers in the ASA and are soon likely to serve as ASA Presidents. Dr. Mary Dale Peterson 
is currently the First Vice President and Dr. Patrick Giam is the Vice Speaker of the House. TSA President–Elect, 
Dr. Ray Callas, is an emerging leader in the Texas Medical Association as well, having been appointed to the 
TMA Board of Trustees. These examples are merely a sampling of the outstanding leaders who pave the way for 
our specialty in the future. As I interact with our residents and fellows through the newly formed TSA Resident 
Component, it is clear to me that we continue to attract the best and the brightest into our specialty. I have been 
lucky to meet many of these bright young physicians who will be the next generation of leaders for our specialty 
in Texas and beyond.

I hope that you enjoy the look into the past with the “On the Shoulders of Giants” features. I truly believe that 
many of our current leaders will one day be talked about with the same reverence as some of these leaders from our 
past. These are truly exciting times to be an anesthesiologist. ♦
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On the Shoulders of Giants: Legends of Texas Anesthesiology-M.T. “Pepper” Jenkins, MD

Amy P. Woods, MD
Medical Director, Parkland Pre-Anesthesia Evaluation Clinic
Associate Professor of Anesthesiology
Department of Anesthesiology and Pain Management
The University of Texas Southwestern Medical Center
Dallas, TX

Marion T. Jenkins, better known as “Pepper,” was born in 1917 in Hughes, Texas.  The 
son of a country doctor, he was an excellent student and a strong leader from an early 
age: he attended Hughes High School, where he served as class president and was the 
valedictorian of his graduating class.  He completed his undergraduate studies at the 
University of Texas before pursuing a medical degree from the University of Texas 
Medical Branch in Galveston.  

During his medical studies, Pepper completed a rotating internship at the University of 
Kansas, where he met and fell in love with a student nurse, Elizabeth (Betty) Jean Weaver, 
whom he later married on April 22, 1942. They would eventually have three children 
together: Gregory, Philip, and Christine.

Shortly after the bombing of Pearl Harbor, Pepper was commissioned as a naval officer, 
serving on the USS Chandeleur in the South Pacific.  Before the war, he had planned to complete residency training 
in internal medicine, but during his service he cultivated an interest in surgery and anesthesia. Upon his discharge 
from the Navy in 1946, he decided to change course and took a position at Parkland Hospital to train as a surgeon.

Arriving in Dallas, Pepper and Betty moved into the guest home of a prominent Dallas woman, Mrs. Grace Milam.  
They became very close with the Milam family, particularly with Mrs. Milam’s daughter, Margaret, and as a result 
of this relationship, Margaret Milam McDermott came to know and love Parkland Hospital. She ultimately became 
one of the medical center’s greatest financial supporters. 

In 1947, seeing an opportunity to improve patient care, and at the insistence of Parkland surgeons Dr. Carl Moyer 
and Dr. Lee Hudson, Pepper made the move to Boston to learn the practice of anesthesia at the Massachusetts 
General Hospital, which had just celebrated the 100th anniversary of Ether Day. 

When Pepper returned to Parkland in 1948, he established an Anesthesiology division at Parkland Hospital under 
the Department of Surgery.  His first order of business was to create a proper post-anesthesia recovery room which 
debuted in January 1949—at the time the only formal recovery room west of the Mississippi River.

Shortly thereafter, Pepper published a landmark article on fluid resuscitation, called, “Congestive Atelectasis: A 
Complication of the Intravenous Infusion of Fluids,” which revolutionized the way physicians thought about the 
administration of fluid to trauma and burn victims and made balanced salt solutions a mainstay of fluid resuscitation.

In 1955, Pepper’s Division of Anesthesiology became its own department at UT Southwestern, and naturally, 
Pepper was chosen as Chairman. He would serve in that position for the next 26 years.  As his successor, Dr. A.H. 
“Buddy” Giesecke once said, “[Pepper believed] you take care of the patients first, teach the residents and students 
second, and do research with whatever you have left.”  Pepper had the dynamic personality and the unrelenting 
dedication necessary to create a world-class reputation for his department.  With this mentality, he recruited many 
outstanding physicians to join the faculty at Parkland and invited our field’s best and brightest to visit and teach.  



Fondly recollected, “Pepper’s guest book read like a roll call of the world’s best-known anesthesiologists.”  

On November 22, 1963, Pepper Jenkins inadvertently became famous when he was called to help care for President 
John F. Kennedy in the Emergency Department after he had been shot riding in his motorcade through downtown 
Dallas. As one of the few physicians involved in the attempts to resuscitate the President, Pepper’s life was 
inevitably changed—at times, he feared that, despite his many accomplishments, this might become his only 
legacy.  Nevertheless, he contributed meaningfully to the discussion surrounding the President’s assassination, and 
although he did not believe in the many popularized conspiracy theories, thirty years later he was hired by Oliver 
Stone to consult on the movie JFK. Here he also made his Hollywood acting debut, playing himself in the film’s 
Emergency Room scene.

Pepper recognized the tremendous value in professional societies and was a committed member on the local, 
state and national levels throughout his career.  He participated on and chaired countless committees, councils 
and boards, and ascended to leadership positions in nearly every organization with which he was involved. He 
served as both President of the Texas Society of Anesthesiologists (1962-63) and of the American Society of 
Anesthesiologists (1972).  

Pepper received many impressive accolades, including the Ashbel Smith Distinguished Alumnus Award from the 
University of Texas Medical Branch at Galveston (1974), the Texas Society of Anesthesiologists Founders Award 
(1987), and the Dallas County Medical Society Max Cole Leadership Award (1990).  In 1978, he was presented 
with the American Society of Anesthesiologists’ Distinguished Service Award, one of the highest honors granted 
in our profession. He was invited to speak as the Rovenstine lecturer at the ASA Annual Meeting in 1980, another 
tremendous commendation. During his talk, he prophetically admonished the implementation of mandatory 
continuing education, nationalized health care, and exploitive practices of anesthesiologists.  Pepper was a man 
with a keen vision and a remarkable passion for our specialty. 

In 1988, the American Medical Association recognized Pepper for his lifetime of achievements in the field of 
medicine with the AMA Distinguished Service Award. Pepper was the first anesthesiologist in history to receive 
this award. In the two decades that have followed, only one other anesthesiologist—notably also from Texas—has 
been honored with this distinction.

To again quote Buddy Giesecke, “we all recognize that the work of these councils, committees, and boards is 
important, and we are happy that somebody is willing to sacrifice the time and effort required to keep the massive 
system of medical education in motion.  Pepper made that sacrifice and most of us don’t even realize that every 
day we enjoy the benefits of his vision of the future, his wisdom, and his skillful negotiations.” 

After a four year battle with gastric carcinoma, Pepper died at home on November 21, 1994, leaving behind a great 
legacy at UT Southwestern and in our specialty at large. ♦ 

Sources
1. Giesecke, AH. Anesthesiology at the University of Texas Southwestern Medical Center at Dallas: The First 

Fifty Years. Dallas: The University of Texas Southwestern Medical Center at Dallas, 2001.

2. Woods, A and Ogunnaike, B. “An Interview with Adolph “Buddy” Giesecke, Jr., M.D.” Bulletin of Anesthesia 
History, 2013 (1): 14-17. 
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Cardiovascular Anesthesia: Reflections on 40 Years of Involvement in a Subspecialty

John R. Cooper, Jr., MD
Attending Anesthesiologist, Texas Heart Institute
Clinical Professor of Anesthesiology, Baylor College of Medicine
Temple, TX 

I am about to retire from full time practice and have been asked what my thoughts are concerning my over 40 year 
association with cardiovascular anesthesiology (CVA). Honored by this request, I pondered, well, what do I think; 
what have I seen? 

First, I have always been grateful for the seemingly happenstance events that let me be a part of the progression of 
the subspecialty. These were primarily an association with certain people with one association leading to another in 
a seemingly random but fortuitous (for me) pattern. The first of these events was meeting Dr. James Arens, who is 
well known for his many accomplishments in Texas and beyond and someone I have frequently attempted to emulate. 
As an admirer of many things Arens, and being a fellow in Jim’s program at the University of Mississippi, I found a 
direct lead into an association with Arthur Keats, Steven Slogoff, Denton Cooley and the Texas Heart Institute (THI). 
This was first as a rotating fellow in 1975 and then as a faculty member of the Division of Cardiovascular Anesthesia 
in 1978. I have remained at Texas Heart up to the present. This has afforded me a somewhat unique and involved 
perspective on the evolution of CVA. The following represent a few of the observations I have made.

In the mid 1970’s CVA was just beginning to be thought of as a subspecialty. While In the 1960s, “hearts” were 
restricted to valve replacements, congenital operations, thoracic aneurysms in larger programs and included the 
first foray into transplantation in a select few. In most hospitals cardiac anesthesia was handled by a majority of the 
members of a department just as pediatric or obstetrical anesthesia was also. This changed. The primary impetus 
behind the development of CVA was the explosion in the number of cardiac cases that began in the early 70s because 
of use of coronary artery bypass as therapy for ischemic heart disease, while the numbers of valve and congenital cases 
remained relatively level. In larger programs especially, this led to either defacto or de jurie restriction of “hearts” to 
certain members of a department as the numbers of cases climbed. Often, these individuals were younger departmental 
members who showed an interest in the many clinical problems encountered and aggressively pursued solutions. These 
physicians were uncommonly fellowship trained at first. This obviously segregated those departmental members, and 
the individuals began to think of themselves as cardiac anesthesiologists.

Anesthetic techniques shifted. There has always been a constant, though often slow, evolution in anesthetic technique 
in response to many clinical issues. One of these, maintenance of clinical stability particularly prior to bypass, was 
a common problem in CVA in the 1960s and 1970s and directly led many programs to a primarily narcotic-based 
anesthesia as a “new” technique, especially after Lowenstein’s famous paper1.  At first accomplished with high dose 
morphine and later with, the then new drug, fentanyl and little to no volatile anesthestic.  This technique became 
standard management for many and, to at least some degree, has remained viable to this day.  There was a further 
progression from high dose fentanyl to higher doses to very high doses (to reduce the “stress response” of course). 
Interestingly, this approach rapidly changed again in the 1990s as managed care and “fast tracking” patients to reduce 
costs became popular and the prolonged intubation times which were previously desired for cardiac cases became a 
problem when early extubation was a newly desired goal. (Of note, we had never adopted the prolonged ventilation 
approach at THI, with all routine cases being “fast tracked” but without the name since the 1970s. I use the same dose 
of fentanyl in 2017 for most pump cases as I used in 1978.)

Evolution of drug availability and therapy has also been a constant factor in CVA, with, for instance, use of intravenous 
propranolol being viewed with suspicion in the 1970s to the everyday use of beta blockade today. Introduction of new 
drug therapy has been steady. For instance, intravenous nitroglycerin, dopamine, dobutamine, vasopressin, milrinone, 



nicardipine, PGI 2 (Flolan), nitric oxide, desmopressin, Factor VIIa, and prothrombin complex concentrates have 
been introduced since 1978. Today, my trainees are shocked when I mention that most of these were not around in the 
1980s. Likewise, a high dose morphine and fentanyl, metaraminol, pancuronium, ganglionic blockers, everyday use 
of nitroprusside, amrinone and aprotinin, among others, all common in the 1970’s, 80s, or 90’s have come and gone.

Clinical advances in anesthesia in general, many still in use, were a direct result of initial work in CVA during 
those early years. Examples would include routine use of the V5 electrocardiogram lead for enhanced ischemia 
monitoring beginning in the late 1970s and transesophageal echocardiography in the late 1980s. Echocardiography 
itself began with uniplane probes. Biplane, then multiplane and, most recently, three dimensional modes have been 
added. Pulmonary artery catheterization, introduced at the beginning of expansion of cardiac anesthesia for enhanced 
monitoring, but without prior outcome studies, was almost universally accepted (not at THI) for most cardiac cases 
in the 1980s. It was called into question in the 1990s for lack of outcome improvement and is used more selectively 
at present.

Another large step in the defining of CVA was in education and research. The year 1979 saw the founding of the 
Society of Cardiovascular Anesthesiologists (SCA) by 3 members of the Anesthesia Department of the Ochsner 
Clinic2. The only prior cardiac anesthesia organization was a small one with a restricted membership, so the SCA 
found a large number of members immediately and rapidly expanded from the first meeting in New Orleans, where 
most of the attendees fit into one small meeting room (I was there), to the very large, multinational organization of 
today. Additionally, at about the same time, the publication of a popular textbook of cardiac anesthesia by Joel Kaplan 
further defined CVA3. CVA research markedly expanded throughout the world. At THI, research into myocardial 
ischemia was a large part of the departmental efforts in the 80s.  Well-constructed research with large case numbers  
done by Slogoff and Keats showed a direct relationship between the presence of pre-pump myocardial ischemia and 
outcome for the first time, a revolutionary concept then and part of the bedrock of cardiac anesthesia today4. 

There has been a progression of new and innovative surgical procedures that have changed the landscape of 
cardiovascular surgery. These, in some instances, represent entirely new approaches and in others the progression of 
conventional ones that were refined through trial, error and experimental therapy. Examples abound including renewal 
of cardiac transplantation after the initial failure of the technique due to introduction of a new immunosuppressive 
therapy, cyclosporine; progression of the left ventricular assist device, first used as a heroic, last ditch measure 
to the more or less routine procedure of today; refinement of technique for thoracic aneurysms with antegrade or 
retrograde cerebral perfusion; limited access cardiac surgery including robotic approaches and endovascular therapy 
for valve replacement or repair; and endovascular therapy for thoracic or thoracoabdominal aneurysms. In each case, 
cardiovascular anesthesiologists approached, reacted and refined needed anesthetic techniques for management.

The above are a few observations that come to mind as I think back. Many are the same as Arthur Keats made in 
his Rovenstein lecture in the early 1980s5. As he said to me when he retired, “It has been a good ride, John.” I agree 
wholeheartedly and will always treasure my association with him, THI and CVA.♦

References:
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 The Texas Society of Anesthesiologists Distinguished Service Award is the 
highest honor that our society can grant to a member.  The recipients of this award 
are those anesthesiologists who have had a significant influence on the promotion, 
improvement, and the future of the medical specialty of Anesthesiology.  Dr. 
Daneshvari Solanki is the recipient of the TSA Distinguished Service Reward for 2017.

 Dr. Solanki graduated from the Barada Medical College in India, completed her training 
at Sayajirao General Hospital, and was awarded her medical degree in anesthesia in 1974.  
Soon after getting married, she and her husband moved to England.  Dr. Solanki completed 
her residency training at the Northwick Park Hospital in London and became a fellow of 
the Royal College of Anesthetists (FRCA) in 1977.  She and her husband then moved to 
the United Stated where she completed a fourth year of residency at the University of 
Wisconsin in Madison.  She was then able to take the FLEX examination and obtained 
licensure in Wisconsin and Texas.  At this time the American Board of Anesthesiology 
granted her reciprocal recognition for her FRCA certification, and she was not required to obtain ABA certification.

 Dr. Solanki began her academic career in anesthesiology at UTMB Galveston in 1978.  Since then, she has been 
involved in the training of over 500 anesthesiology residents and over 50 anesthesiology pain management fellows.  Dr. 
Solanki has always been a gifted and effective instructor, and as early as 1984-1985 was awarded the Walter C. Bernards 
Teacher of the Year Award by vote of the UTMB anesthesiology residents.  Over the years she received this recognition 
so many times that in 2010 the Teacher of the Year award at UTMB was officially renamed as the Daneshvari R. Solanki 
Teaching Award.

 In 1995, Dr. Solanki was instrumental in establishing the interventional pain management program at UTMB 
Galveston.  In 2002, she was recognized as the Laura McDaniel Distinguished Professor of Anesthesiology at UTMB.  
In 2007 she was inducted into the Academy of Master Teachers at UTMB Galveston, and in 2016 she was inducted into 
the Academy of Master clinicians as well.

 In addition to her distinguished academic career, Dr. Solanki has been active in the leadership of the TSA.  She has 
been a member of the TSA House of Delegates since 1986 and a District Director Since 2001.  She has also been active 
on multiple committees within the TSA over the years.  In 2002, she was instrumental in establishing and organizing the 
Regional Anesthesia workshop at the TSA Annual Meeting.  This workshop was a very significant enhancement to the 
already excellent TSA Annual meeting, and a well-utilized additional educational opportunity for the TSA membership.

 Despite these impressive accomplishments, and near the end of her distinguished academic career of 39 years at UTMB 
Galveston, Dr. Solanki felt compelled to fulfill her professional goal 
of certification by the American Board of Anesthesiology.  She met 
this challenge through a rigorous multi-year process established by 
the ABA, known as the Alternate Entry Path.  With the encouragement 
and support of her colleagues and her department chairman, Donald 
Prough, along with several years of her trademark dedication and 
determination, Dr. Solanki became a Diplomate of the American Board 
of Anesthesiology in 2016.  Dr. Solanki has stated that this was the 
most fulfilling thing she has ever done and finally felt that her mission 
had been accomplished.

 Please join your TSA in congratulating Dr. Daneshvari R. 
Solanki, the 2017 recipient of the TSA Distinguished Service Award. ♦

Jeff Jekot, MD
Anesthesiologist
Austin Anesthesiology
Austin, Texas
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 Texans will not soon forget the devastating effects of Hurricane Harvey.  Great storms and their effects on our citizens have 
a strong history in our state.  Prior to technological advanced warning systems, the great storm of 1900 devastated Galveston 
Island.  More recently, in 1995, Hurricane Ike caused devastation again in Galveston and the surrounding coastal areas.  Even 
with advanced warning and previous experience, none could prepare for the devastation that would be brought to Texas by 
Hurricane Harvey.

 On August 25th, 2017, Harvey made landfall near Rockport as a category four storm with 130 mph winds.  The storm went 
on to stall over Southeast Texas and unload record amounts of rainfall (as much as 60 inches in some areas East of Houston) 
onto already water logged areas of the coast.  The storm set a new record as it spent 117 hours over Texas as a named storm 
(over twice the previous record).   As many as ninety confirmed deaths and nearly $200 billion in damages were attributed to 
the disastrous storm.   It is the costliest natural disaster in US history.

 TSA members in the affected areas showed great resilience in maintaining care for their patients, despite devastating 
conditions that some were dealing with personally.  Many of our members lost their homes, cars and other valuable possessions.  
Despite this, we have heard many incredible stories from colleagues along the coast who overcame adversity and continued 
to provide much needed medical care for our Texas citizens, even as the storm raged on.  Many hospitals, including several in 
Houston’s Texas Medical Center, were flooded and those in house for call responsibilities, had no choice but to stay and work 
because they had no way out.  The response at UT Houston affiliated hospitals and others revealed enormous efforts by our 
anesthesiology colleagues who worked, in some cases, over 60 hours straight helping to take care of patients who required 
emergency care during the storm.  Other members of the team did their best to weather the storm to get to the hospitals to 
provide relief for those colleagues who had been sheltered in place.   Relief for the tired work force arrived to the hospitals in 
the most interesting of ways, as so many roadways were flooded.  Some came by foot, some by bicycle, and others got a ride 
on a fire truck to traverse the flood waters.  Often, those who were providing medical care were also victims themselves of the 
storm.

 Of all of our TSA membership, our residents in training can often be the most vulnerable due to lack of resources to 
adequately recover from such a devastating loss.  Many sustained extensive flood damage to their homes and cars.  The TSA 
Board of Directors and the House of Delegates deliberated extensively at our annual meeting on how to best assist those of 
our membership who were affected by the storm.  Following much discussion, it was determined that an ad-hoc committee 
would work closely with the well-established Anesthesia Foundation to provide financial assistance for affected anesthesiology 
residents.  TSA members were directed to donate funds to the Foundation which could then be directed to those residents in 
the most need.  While the Anesthesia Foundation typically provides low interest loans, through the generosity of the TSA 
membership and the Anesthesia Foundation, affected residents were able to receive grants to help sustain them and their 
families through the recovery (for additional information on the Anesthesia Foundation and its role in the response to Hurricane 
Harvey, please see the accompanying article).  

 In summary, we wish to recognize those in our membership who weathered this difficult storm and continued to provide 
care for the citizens of Texas that we serve.  Those affected by Hurricane Harvey are all in our thoughts as we wish them a 
speedy recovery.  ♦

Evan G. Pivalizza, MD
Distinguished Teaching Professor
Vice-Chair for Education
Dept. of Anesthesiology
UT McGovern Medical School
Houston, TX

Russell K. McAllister, MD
TSA Newsletter Editor
Program Director, Anesthesiology Residency Program
Assistant Dean of Quality & Patient Safety
Baylor Scott & White Health
Temple, TX
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 At the TSA House of Delegates meeting held just weeks after Hurricane Harvey, TSA members wanted 
to  assist their colleagues adversely affected by the storm. In particular, there was concern for residents and 
fellows who were now feeling the financial stress while trying to continue their training.  However, since it 
was not possible for the TSA to accept and distribute donated funds under current by-laws and tax status, the 
TSA President appointed an ad hoc committee with a charge that included an immediate task of developing a 
mechanism for grants to be funded and distributed to anesthesiology residents and fellows. 

 The Anesthesia Foundation (www.anesthesiafoundation.org) was identified as a possible organization with 
whom TSA could  collaborate.  The Anesthesia Foundation is one of the affiliated ASA Charitable Organizations. 
It was founded in 1956 as a tax-exempt organization whose mission is “Helping Anesthesiologists Succeed”. 
The main activity of the Anesthesia Foundation is to provide low interest loans to anesthesiology residents. 

 TSA representatives (Chris Bacak and myself) contacted Dr. Charles Otto, the current chair of the foundation’s 
board, to explore if the Anesthesia Foundation could be a “vehicle” to accept donations for Texas residents and 
then distribute the funds.  After hearing the proposal, Dr. Otto was very supportive and quickly consulted with 
the foundation’s board and administrative staff. The foundation not only agreed to be the “vehicle”, but the 
board approved funds to be distributed as grants even before any donations were collected. 

 Because of the Anesthesia Foundation’s commitment, we were able to work with them in creating a donation 
webportal while simultaneously accepting grant applications from residents.  The result was that the first grants 
were mailed to residents  approximately one month after Hurricane Harvey made landfall. 

 In total 16 residents and fellows received grants varying from $400 (automobile damage) to $2500 (for 
significant home damage) for a total of $20,300.  In addition several of these residents are receiving low interest 
loans through the Anesthesia Foundation loan program. The TSA-led fundraising effort resulted in much of 
these grants to funded by donations from over 60 donors from Texas as well as the rest of the United States. 
(http://www.anesthesiafoundation.org/hurricane-harvey-disaster-relief/) 

 With the success of this partnership with a state society, The Anesthesia Foundation is developing a formal 
process to have in place so that, when the next disaster occurs, the same fundraising and grant process can be 
initiated more quickly.   The TSA’s collaboration with the Anesthesia Foundation has positively impacted the 
lives of those residents and fellows affected by the storm and allowed them to get a head start on the recovery 
process. ♦ 

**Accompanying vignettes from recipients of these grants tell the real story of how overwhelming 
the storm was and how the grants came at just the right moment.  

Amr E. Abouleish, MD
Chair, TSA Ad-Hoc Committee to Explore Charitable Efforts
Department of Anesthesiology
The University of Texas Medical Branch
Galveston, TX

www.anesthesiafoundation.org
http://www.anesthesiafoundation.org/hurricane-harvey-disaster-relief/
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Looking at the sky, you’d think it was the 4th of July all over again. Lightning flashing every few 
seconds, thunder shaking the windows in the house. Our next-door neighbor’s home had just 
been hit by lightning and the fire department was pulling up in front of their home. Minutes 

before, a tornado had ripped the facade off of a local business down the street. In the midst of all the commotion, my wife asked 
that I go to the attic to ensure that our roof was literally ‘weathering the storm’ well. Upon climbing the attic stairs, I knew 
we had a problem. The best way to describe the roof at that point would be ‘well-fenestrated’. There were multiple streams of 
water coming into the house and each gust of wind seemed to open a new path for the water to follow. Despite my best efforts 
at mobilizing every spare Tupperware we had to catch the incoming rain, the damage to the roof outside and the home inside 
had largely been done. Insurance adjusters would decide that the roof was a total loss. The insurance estimate then delivered a 
seemingly more painful blow as we were informed that our deductible wasn’t 5% of the damage (as we had previously assumed), 
rather, it was 5% of our home value! Being a family of 6 with a little one on the way in the next couple of months all while 
living on a resident’s salary made this new financial mountain before us seem insurmountable. Unbeknownst to me, multiple 
people were working to mobilize assistance for those residents that had been adversely affected by the hurricane. The financial 
aid we received provided a means by which we could replace our damaged roof and maintain solvency. Our family couldn’t be 
more grateful for the generosity of the Anesthesia Foundation and their determination to help the most junior members of our 
specialty! ♦

The combination of having a daughter born prematurely (requiring a 10 day NICU stay) just ahead of Hurricane Harvey 
making landfall and stalling over Houston and flooding our home has been the most challenging series of life events my family 
and I have ever faced.  We did our best to prepare.

We broke out the flashlights and filled pots and bottles with as much water as we could. The first floor of our townhouse 
flooded. Fortunately, the nursery and master bedroom were on the second floor.  We lost power three days after our daughter 
arrived home from the NICU; quite the unexpected new parent bundle; preemie baby and a hurricane.  For 40 hours we lived 
upstairs without electricity or running water. I set up a decontamination zone, bottle washing station, and a makeshift kitchen. 
We washed our bodies with baby wipes, foaming soap, and hand sanitizer. We only had diapers and formula to last about 5 days.

As the rain continued, our driveway became a stream connecting to the river that was our street.  The hours of sunlight became 
filled with the unfamiliar sounds of helicopters and by the next morning motorboats. Monday morning we heard a more 
familiar sound, the zoom of a vehicle speeding down our street. We had a window of opportunity and took it.  Packing up the 
baby bag and as many changes of clothes as possible, we braved the drive hoping to find a route clear of water. We made it to a 
friend’s home and stayed for 10 days before securing a garage apartment.  My wife was recovering from a c-section and battling 
postpartum depression and anxiety; unable to help with relocation.  As we moved into our new 
home we began piecing our lives back together. It was quite costly to have a child and in one day 
become a single income household on a resident’s salary. Utilities, dual rents, leasing applications, 
restocking groceries, newborn essentials, and fuel for our vehicles became a great burden. The 
recovery process was both emotionally and financially taxing.  

The Anesthesia Foundation grant helped infuse hope into our recovery effort and gave some 
much-needed “breathing room”. I am thankful to the TSA for the contribution towards this 
recovery effort. God protected and blessed us through it all and placed us back on solid ground.  
The outpouring of support and your contribution makes you all a part of my daughter’s story.  
I am thankful to my program for their spirited advocacy and to the faculty who lent their own 
dollars in support. 

I am a Hurricane Harvey survivor, first-time father, and also an optimistic anesthesiologist-in-
training.  Hurricane Harvey is over but the recovery process, on many levels, is still on going. 
Thank you again for your generosity and for giving me the opportunity to share our story.♦ 

Keith B. Warner, MD
UT Houston

Hurricane Harvey Vignettes

Antoine C. Scott, MD
UT Houston 

McGovern Medical School
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During the storm, our department at UTMB had protocols in place so I knew I would be 
picked to serve the community for however long it was deemed necessary. Even so, it was 
not easy to prepare myself for what was to come. I was given the morning prior to predicted 
landfall to secure my belongings at home and pack my bags for, at the very least, a week of 
being confined to the hospital to provide patient care. 

Challenge 1: The Initial days of work...
Due to the impending storm and predicted damage, the obstetricians notified all of their 
expecting mothers to seek shelter within the hospital (especially if they were planning on 
delivering within the next week!) That was a lot of mothers! The first 2-3 days on the L&D 
ward were a constant barrage of epidurals as inductions proceeded. By the time the emergency 
status was lifted a week later, 95 deliveries and 4 sets of twins were delivered. By no means did 
I work the L&D ward for an entire week but, as a group of seven residents, we were challenged 
with duties to manage responsibilities in the labor and delivery suite, main operating rooms, 
and the surgical ICU. Another notable achievement (that another resident participated 
in): an emergent CABG was performed as the storm raged on.  As a team, an open line of 
communication had to be maintained to manage our limited resources. We rotated residents 
and snuck in naps as situations permitted. As residents in this day and age, we are often sheltered from extremes of duty 
hours; but this was an extenuating circumstance that I was proud to be a part of. For an endeavor such as this, I had to do my 
best to block out negative thoughts and concerns of my own home and focus on providing for the needs of our community.

Challenge 2:
Even though there was time for “advanced preparation,” as I watched the news of flood waters rising throughout the 
metropolitan area, my mind was wracked with constant worry of how my home was faring. When I was finally able to return 
home, the water had long receded. There was clearly evidence that approximately 4” of water had entered the house and 
floated some loose items around. Despite having 2 days off, the demands of health care and OR staffing required me to 
return. Balancing work duties with cleanup and repair during my “off time,” repairs took several weeks.  During this time, 
my department was extremely supportive.  With support and mentorship from Drs. Knox and Abouleish, grants were secured 
through the Anesthesia Foundation to aid financially. ♦

Hurricane Harvey Vignettes

Neil C. Yang, MD
Chief Resident

UTMB at Galveston

Left to Right:  Neil Yang, Nevinson Sam, Jon Varias, Andrew Dinh, Johnny Nguyen, Faculty: Sean Funston
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Stephens Puts National Guard Experience to Test During Hurricane Harvey

Jonathan Garris
Communication Specialist

UT Houston 
McGovern Medical 

School

Dr. Christopher Stephens, associate professor in the Department of Anesthesiology and flight 
surgeon in the National Guard, called it a surreal experience as he and other members of the 
Utah National Guard lifted up victims of Hurricane Harvey onto rescue helicopters a couple 
of weeks ago.

Stephens has been a member of the National Guard for the last six years or so and he said it was 
the first time he had participated in something on this scale. He grew up here in Houston, and 
has worked at the school for the past few years.

“It’s hard to describe what I saw from the air,” Stephens said. “It was pretty emotional seeing 
people waving T-shirts at us from porches and rooftops, waiting to be rescued. It reminded me 
of seeing footage of what happened during Hurricane Katrina.”

Stephens and other members of the National Guard pulled out 
over three dozen people in the Beaumont and Port Arthur areas, 

where many had been stranded by the rising waters left in the wake of Hurricane Harvey. 
Dozens of other helicopters took part in rescue operations and Stephens worked for three days 
beginning Aug. 30 alongside other National Guard members as they hoisted people young 
and old from the waters.

“It was amazing to look out and see choppers flying in every single direction.” Stephens said. 
“It was a great feeling to be able to help these people and get them out of harm’s way.”

Stephens spent three days working search and rescue operations with others, flying back and 
forth from the Jack Brooks Regional Airport in Beaumont and, despite some concern over 
fuel supplies on the first day, the National Guard worked tirelessly to rescue hurricane victims. There were other unique 
challenges for the aircraft beyond the wind gusts and rain – with no air traffic controller near Port Arthur, the airport’s control 
tower and ground crew would have to signal choppers to land and take off, meaning the skies were far busier than usual.

Still, Stephens and the members of the Utah National Guard he was flying with did their part to help those in need. Between 
avoiding obstacles like telephone poles, power lines and trees, along with taking care of the injured and ensuring they were 
safe aboard the helicopter, Stephens said it was a stressful albeit rewarding experience.

“Between the two aircraft we were using, we rescued about 40 people,” Stephens said. “They were cold and wet and trying to 
bring what they could with them. At any given time, we had almost seven to eight people in the chopper and it was a lot of 
work, but to see the look of relief on their faces was really exhilarating.”

With a background in aviation and hospital medicine, Stephens says he feels like he found a unique niche for himself in the 
National Guard. He had always wanted to serve in the military, particularly after hearing of the experiences of his grandfather 
who was a dentist in the Navy and served aboard a ship near Iwo Jima in World War II.

“I felt that being a trauma physician was the best way to serve,” Stephens said. ♦

Christopher T. Stephens, MD
UT Houston

Originally published in the UT Health McGovern Medical School News 
on September 13th, 2017.  Used with permission. Written by:  Jonathan Garris.

Retrieved from https://med.uth.edu/news/2017/09/13/stephens-puts-national-guard-
experience-to-test-during-hurricane-harvey/..
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I learned early Sunday that my brother’s house flooded in Houston and they had 
to escape in a kayak.  We were fortunate to come back to our house that was intact 
with minor damage, although we have property in Port Aransas that is a total loss. 
The hospital had minor damage but we did have damages to some of our offices 
downtown and we are still unable to use our office in Victoria.  I have 5 employees 
who lost their homes.  We had no electricity in some parts of the city for weeks, 
which also affected our work-staff.  The hospital sustained significant financial losses 
for the month of August and September due to the disruptions.

We are so very grateful for all the volunteers who helped- especially clearing out 
houses. It is really hard work.  Donations were very helpful as well, especially for 
those who lost everything.  Although it isn’t normal yet, there is a sense of gratitude 
all in all. ♦ 
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Mary Dale Peterson, MD, MHA
1st Vice President of ASA

Driscoll Children’s Hospital
Corpus Christi, TX

Carri Reid Peterson

Central meeting point in Port Aransas for volunteers and those that live on the island that need help. 

Channel View in Port Aransas, example of one street where folks 
have mucked out their houses..



  As luck would have it, I was the anesthesiologist on trauma call at Ben Taub 
General Hospital on the night of August 26, 2017.  Although Hurricane Harvey 
had made landfall the night before near Corpus Christi, the predictions all week had 
been for it to stall and gradually drift towards the Houston area over the next 3-5 
days.  The actual forecasts expected rain totals in the 30-50 inch range for most of 
the greater Houston area during those 5 days.  Considering the flood damage that 
Tropical Storm Allison had inflicted in the Houston area in 2001 with around 
25-30 inches of rain, most of us were extremely concerned.

 I came to work that afternoon after what had been a mostly cloudy but not 
rainy day. I think that gave a false sense of relief to many in Houston.  The 
hospital staff was actually working with a “ride-out team” as of Friday afternoon, 
which they do when storms are predicted to hit the area.  I went to work and 
we did cases as we usually do on weekends, catching up on inpatients needing 
surgery.  I remember the heavy rain beginning during the Texans-Saints preseason football game. And then it got 
heavier.  And then it didn’t stop.

 I kept track of the heavy rain bands on the news.  The forecast was that there was no end to it any time soon.  I 
kept in touch with my wife who had already described our street flooding with water rising.  I live a couple of blocks 
from Brays Bayou, so my house was built elevated above the 500-year flood plain.  However, many of my neighbors 
hadn’t flooded since Allison and lived in one-story homes.
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View from my 4th floor window at Ben Taub with Brays Bayou over its banks on August 27, 2017

Jaime Ortiz, MD
Associate Professor of Anesthesiology

Director of Regional Anesthesia
Co-Dir. Acute Pain Mgmt. Service

Baylor College of Medicine
Houston, TX

Weathering the Storm
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 We finished our last scheduled case around 230 am, at which time the city was already flooding and the rain just 
kept coming.  I went to bed expecting not to be relieved the next morning.  I had brought extra food and clothes 
with me and parked my car on the 6th floor of the Ben Taub parking garage in preparation for this flood.  At around 
530 am the OR nurse manager called me to let me know that the Ben Taub basement was flooding, likely due to 
some broken pipes from the back pressure caused by the flooded streets. This meant that central supply, pharmacy, 
and the cafeteria were affected and that equipment and supplies were being transported to higher floors.  A quick 
look outside the window showed that Brays Bayou had left its banks and that we were surrounded by water.   And 
the rain kept coming.

 Around 6 am I got in touch with my family, and my wife described very high water that had already entered our 
neighbors’ homes.  She and my mother were about to rescue our elderly neighbors who had 3 feet of water inside their 
house when they woke up.  She got in waist deep water and walked them safely to our house, where they stayed until 
the waters receded Monday morning.

  Needless to say, the hospital was closed for new business indefinitely; and the OR would only be used for absolute 
emergency surgery only.  We were called to assist with airway management of a couple of critically ill patients, but 
otherwise, it was a clinically quiet day for us. We spent most of the day trying to keep in touch with our friends and 
families and keeping track of the news around the city and the forecast.  Thankfully, we never lost power and were 
able to keep in touch with others.  I also got used to looking at the Harris County Flood District Brays Bayou gauge.  
Here is some nice summary data from that day.   The bayou did peak higher than with Allison in 2001.

View from my home that Sunday morning.



 At some point late that afternoon the water started to recede, even though it never stopped raining.  From my 
window I could see the high water mark and was hopeful.  The rest of the evening was uneventful for us.  We were 
under orders not to use any supplies unless absolutely necessary, which included operating room equipment. The 
next morning, a couple of colleagues were able to safely come to the hospital to relieve me and my team.  However, 
the majority of Houstonians were stuck in their home unable to exit due to flood waters.  I was officially relieved that 
morning at 8 am. However, my neighborhood was still flooded until around 11 am.  One of our cars was flooded in 
our garage at home, so I decided to leave my car safely at the Ben Taub garage. We still had 2-3 more days of rain in 
the forecast.

 Flood water receded in the medical center and in my neighborhood that Monday afternoon. However, many 
parts of the area were not so lucky.  A lot of people in Houston and many parts of southeast Texas were directly 
affected by this natural disaster.   A large number of families in my neighborhood remain displaced as they ponder 
whether to rebuild or move to other parts of the city.  Ben Taub was able to reopen fully later that week.  We were 
lucky.  Several hospitals and businesses in the area have yet to recover.  This natural disaster changed Houston 
forever. ♦
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We are excited to announce the debut of the Texas Society 
of Anesthesiologists Resident Component (TSARC)! At the 
2016 TSA Annual Meeting, a group of residents, medical 
students, and two faculty advisors met to discuss the 
concept of a Resident Component. Thanks to the efforts led 
by Dr. Henry Huang (BCM) and Dr. Sarah Ellis (UTH) 
in creating the bylaws for the society we were able to hold 
our first officer election at the 2017 TSA Annual Meeting.  
Our bylaws will be formally voted on at the January TSA 
Executive Board meeting.  

Our goal is to inspire residents and medical students across 
the state to get involved in the TSA, participate in advocacy, 
and have an increased awareness of the issues affecting our 
specialty. We hope to have resident delegates/ambassadors 
from each of the residency programs represented at the 
Annual TSARC meeting, held at the Annual TSA Meeting. 
We would like to tailor the content at the TSA Annual Meeting to the needs of the residents and expand on the 
topics that would help residents navigate through residency and beyond. There are a multitude of opportunities for 
residents to get involved in the field of anesthesiology.  Please join us in working together to secure our future. ♦
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TEXAS SOCIETY OF ANESTHESIOLOGISTS RESIDENT 
COMPONENT ANNOUNCEMENT

Save The Date!
2018 TSA Annual Meeting

September 6-9, 2018

From left to right: Secretary-Christine Trieu, MD-Baylor 
College of Medicine, Chair-Peni W. Sanjoto, MD-UTMB 
Galveston and Vice-Chair-Stephanie L. Bradley, MD-UT 
Houston McGovern College of Medicine.



VOLUME 30, ISSUE 1

Scott E. Kercheville, MD
ASA Director Annual Report - October 2017

Anesthesiology 2017 the Annual Meeting for the American Society of Anesthesiologists 
was held in Boston, MA from October 21st-25th. There were more than 13,000 registered 
attendees, which represented a slight decrease from those attending the Annual Meeting in 
Chicago in 2016.  It should be noted that the last time the Annual Meeting was in Boston 

was more than 40 years ago.  The Texas Delegation was housed at the Westin Boston Bayfront, the principal hotel 
adjacent to Boston Convention and Exhibition Center.

The meeting officially began with the Opening Session early Saturday morning featuring Dr. Atul Gawande, the 
noted author and medical thinker.  As in the past,  his talk was thought provoking and challenged many of our fixed 
ideas on medical care and health care delivery.

The ASA Delegates and Alternate Delegates of the TSA met for the Texas Caucus from 1:00 to 3:00 PM on Saturday, 
October 21st  at the Westin to review the House of Delegates (HOD) Handbook and discuss the upcoming elections.  
Dr. Scott E. Kercheville served as Director and Dr. Crystal Wright served as Alternate Director.  The members then 
broke into sub-groups with the work divided by Reference Committees and with Drs. C. Nicholas Lee, Lynn Knox, 
Udaya Padakandla and George Williams chairing these groups.

The members moved onto the Western Caucus at 3:15 PM for further deliberations and discussions.  Dr. Kercheville 
served as Chair of the Western Caucus.  Dr. Peter Dunbar, WA served as Caucus Vice Chair and Dr. Linda Hertzberg, 
CA as the Secretary.  The first order of business was the Caucus Endorsement of Dr. Jeffrey Kirsch of WA for the 
2018 run for VP of Scientific Affairs.  Dr. Kirsch gave brief remarks and after answering a few questions, the members 
proceeded with the vote. He received the necessary 2/3 majority for full endorsement next year.  

As per routine, those members of the Caucus selected by the ASA President to serve on Reference Committees 
presented the HOD handbook reports for discussion.  These were discussed in the order of Administrative, Professional, 
Scientific and Finance. Discussions were punctuated first by the candidates’ visits of the majority of those who were 
running for the same office or those moving up in sequence.  

Another break in the discussions was for the more recent tradition of the ASA President and CEO visiting in tandem 
to discuss recent activities and accomplishments with the organization.  Mr. Pomerantz concentrated most of his talk 
on updates to the webpage and the new “ASA Digital Strategy” as a part of that and our efforts to market the society 
and our members in changing times.  

Dr. Jeff Plagenhoef, ASA President convened the first session of the House of Delegates to order at 8:00 AM on Sunday, 
October 22 at the Boston Convention Center.  Dr. Thomas Swygert, former TSA President and ASA Delegate gave 
the benediction.  In what has become our regular tradition at the Annual Meeting, Dr. Plagenhoef recognized the 
anesthesiologist leaders of national and worldwide anesthesia organizations and ASA Past Presidents in attendance.

He then presented the winners of the Resident’s Research Essay Contest and recognized the FAER Resident Scholars in 
the audience.  Dr.Craig de Lanzac, LA; Chair on Committee on Communications presented the Philip S. Weintraub 
Media Awards.  This year two of the three recipients covered the highly important issue of sedation in dental offices 
and children dying while undergoing dental procedures outside of hospitals or ambulatory centers.  

Dr. Mark Brady, KS; Chair of the ASAPAC presented the final numbers for contributions to the PAC for 2016-
17  Once again, the ASAPAC is the #1 physician PAC for the 8th year in a row and overall contributions were up 
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to $2.1 million which was approximately $250 thousand more than the previous year. The state with the largest 
total contributions was Florida; Texas finished 2nd in total contributions with just under $134,000.  Each and every 
Anesthesiologist Assistant training program in the US had a 100% participation rate.

There are 34 residency programs in the country with 100% participation rate but, regrettably, only one program 
in Texas; Texas A&M / Scott & White Medical Center is the only Texas program this year.  Continuing the long 
tradition of Texas members serving on the ASAPAC Executive Board, Dr. John Scott was appointed this year for a 
three-year term. 

Dr. Plagenhoef turned the meeting over to the Speaker, Dr. Ronald Harter at 9:00 AM; who then began the normal 
business of the House including the adoption of the Rules of Order for the 2017 House of Delegates and approval of 
the Minutes.  Dr. Kristyn Ingram served as a Teller for this and the 2nd sessions of the HOD.

Dr. Plagenhoef then returned to the podium for his Presidential Address.  His address continued his yearlong plea 
(order) for members to stand up for the specialty and bring more members into the fold.  “Our issues are too 
important” for members to stand on the sidelines or to allow members to be “leaches on efforts of those who get it”. 
While commending the success of the recent VHA Nursing Handbook issue, he reminded the members that the issue 
of scope expansion via the APRN Consensus Model will continue and we must be ready on all fronts.

Dr. James Grant followed with his address that concentrated on his vision and strategic plan, Team 535 for the 
organization.  He has worked to hone our mission statement and our “values” proposals as a specialty. There are plans 
underway in conjunction with outgoing President, Dr. Plagenhoef to convene a strategic ideas summit in the near 
future with interested stakeholders but not the “usual suspects”.  Details to follow!

Dr. J.P. Abenstein; Chair of the Committee on the DSA submitted the name of Dr. Jerry Cohen for the 2017 ASA 
Distinguished Service Award. Per tradition, this award will be presented next year in San Francisco just prior to the 
Rovenstine Lecture.

The following members were nominated for the election scheduled on Wednesday, October 25th.
President Elect Dr. Linda J. Mason, CA
First Vice-President Dr. Mary Dale Peterson, TX
VP for Scientific Affairs Dr. Beverly K. Phillip, MA
VP for Professional Affairs Dr. Stanley W. Stead, CA
Treasurer Dr. Michael W. Champeau, CA
Assistant Treasurer Dr. Donald E. Arnold, MO
Secretary Dr. John F. Dombrowski, DC
Assistant Secretary Dr. Kenneth Elmassian, MI
Speaker Dr. Ronald L. Harter, OH
Vice-Speaker Dr. Patrick Y. Giam, TX

Dr. Wright seconded the nomination for Dr. Peterson.  Dr. Peterson’s acceptance speech detailed her goals and plans 
for the Society as she moves up towards becoming ASA President.  She also detailed a heart-warming story of a 
resident in Houston who received funds from the Anesthesia Foundation to assist after losses incurred with Hurricane 
Harvey.  Dr. Amr Abouleish seconded the nomination of Dr. Stan Stead for VP for Professional Affairs.

The House was recessed at 11:15 AM to resume business on October 25, 2017.

ASA Director Annual Report
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Later on Sunday, October 22nd, Reference Committees were held from 1:15 to 3:00 PM also at the Westin Bayfront. 
Dr. George Williams served on the Reference Committee on Professional Affairs and Dr. Elizabeth Rebello served on 
the Reference Committee on Finance.

On Monday, October 23rd the ASA Distinguished Service Award for 2016 was presented to Dr. Norman Cohen for 
his prior and ongoing service to our society and our members. Dr. Lee Fleisher presented a detailed history of “quality 
measurement” for the 2017 Rovenstine Lecture.

On Monday evening there was the annual Presidents’ Reception at the John F. Kennedy Presidential Library honoring 
outgoing President Plagenhoef and incoming President Dr. James Grant.  

The Texas Delegation met again on Tuesday, October 24th at 1:00 PM in Caucus to review the recommendations of 
the Reference Committees and to discuss the upcoming House of Delegates on Wednesday.  Given the move by the 
Regional Caucus Chairs to eliminate Caucus Candidate Receptions, Dr. Kercheville organized an in-house salute and 
toast to our next ASA President, Dr. Peterson (2019-20) just prior to the Caucus adjourning at 2:30 PM.

Dr. Kercheville, Caucus Chair reconvened the Western Caucus at 3:00 PM.  All of the Reference Committee reports 
were discussed and the Caucus did vote as a whole to NOT support raising dues for residents from $25 per year to 
$50 (Report 300-2 AA).

Following a second Caucus Endorsement vote for Dr. Jeffrey Mueller for his candidacy for VP of Professional Affairs 
in 2018, Dr. Dunbar, Chair of Caucus Candidates Committee discussed the role and goals of the Committee in 
promoting future Western Caucus members for ASA officers.  Dr. Mueller received overwhelming support for his race 
and likewise will be endorsed next year by the Caucus.

The review of the HOD materials proceeded in the usual order and was interrupted twice for the 2 candidates seeking 
new offices for next year.  As expected, Dr. Peterson was warmly received and the Caucus adjourned on time at 5:00 
PM. 

The Speaker, Dr. Ron Harter reconvened the House of Delegates at 8:00 AM on Wednesday, October 25th. 

The Session began with balloting for the DSA.  Dr. Cohen received the necessary 2/3 House of Delegates ballots for 
the Distinguished Service Award.  This award will be presented next year in San Francisco.

Election results were as follows:

President Elect Dr. Linda J. Mason
First Vice-President Dr. Mary Dale Peterson
VP for Scientific Affairs Dr. Beverly K. Phillip
VP for Professional Affairs Dr. Stanley W. Stead
Treasurer Dr. Michael W. Champeau
Assistant Treasurer Dr. Don E. Arnold
Secretary Dr. John F. Dombrowski
Assistant Secretary Dr. Kenneth Elmassian
Speaker Dr. Ronald L. Harter
Vice Speaker Dr. Patrick Y. Giam

ASA Director Annual Report
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Items/Reports of interest:

Administrative Affairs—there was only one extraction at the HOD.

300-2  Administrative Council:  Annual Report.  The most contentious issue of the entire meeting contained
a recommendation to raise ASA dues for resident members from $25 to $50.  There was extensive discussion and
debate regarding resident debt, discouraging membership and increasing “skin in the game” but ultimately the
members voted to raise the dues to $30 per year.

320-1  President Elect:  Annual Report.  Continuing the tradition of recognizing Texas leadership potential, six
Texans will be chairing committees of the ASA for the upcoming year (one chairing 2 different committees) and
there are more Texans serving on committees than can be counted!

 Educational Track Subcommittee on Professional Issues:   Dr. Elizabeth Rebello
 Committee on Newsletter:  Dr. N. Martin Giesecke
 Committee on Professional Diversity:  Dr. Elizabeth Rebello
 Committee on Specialty Societies:  Dr. Amr E. Abouleish
 Committee on Transplant:  Dr. Evan Pivalizza
 Committee on Trauma & Emergency Preparedness:   Dr. Carin Hagberg
 Committee on Critical Care Medicine:  Dr. George Williams

Professional Affairs—there were no extractions at the HOD.

409-2  Committee on Standards and Practice Parameters:   Annual Report, Supplemental.  This report
contained the very important first update of the Practice Guidelines for Moderate Procedural Sedation and
Analgesia for Non-Anesthesiologists.  It was unique in that it represented a collaboration of the ASA with a number
of other specialty societies whose members routinely perform procedural sedation.  It passed with little discussion
at the Reference Committee.

411-3 Committee on Quality Management and Departmental Administration:  Annual Report.  This report
contained the Statement on Sedation and Anesthesia in Dental Office-Based Settings that a number of Texas
and Western Caucus members were participant authors.  It passed and hopefully, will become a resource for our
members working with dentists and serve as guide for patient safety..

Scientific Affairs—there were no extractions at the HOD.

Finance—there were no extractions at the HOD.

With the completion of business of the House by 9:00 AM, Dr. Sween turned the remainder of the business back to 
Dr. Plagenhoef.   The Office of the President was transferred from Dr. Plagenhoef to Dr. James Grant as the 100th 
President of the ASA.

With all activities complete, the House was adjourned at 9:05 AM. (Possibly the shortest HOD in history.) ♦

ASA Director Annual Report 
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Scott E. Kercheville, MD
ASA Director 

The ASA Board of Directors met at the Boston Convention & Exhibition Center in Boston, MA 
at 9:30 AM on October 25, 2017 immediately following the 2017 ASA House of Delegates and 
was convened by ASA President James Grant.

The conduct of the Meeting was turned over and conducted by ASA Speaker Dr. Ronald Harter 
who began with roll call of the Directors. Dr. Patrick Giam served as Vice Speaker and Dr. Scott 
Kercheville represented Texas as a Director at this Board meeting.

Following approval of the minutes of the August Board Meeting reports for this meeting were 
presented on the consent calendar. The lists of members on Board Committees for the upcoming 
year were approved. Dr. Kercheville was nominated and approved to serve as a member of the Board 
Committee on Professional Affairs following the approved reconfiguring of the Board Committees 
approved earlier by the House of Delegates.   As part of the same changes, Dr. Crystal Wright was 
appointed to the Board Committee on Finance in the Alternate Director position.

Dr. Michael Champeau, ASA Treasurer, reported that there were no changes to the 2018 budget as 
a result of activities by the House of Delegates.

With all business having been conducted, Dr. Grant adjourned the ASA Board Meeting prior to 
10:00 AM. ♦
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In 2004 the TSA House of Delegates established the Peer Review 
Committee as a standing committee of your Society. 

The Committee investigates and makes recommendations 
where appropriate to fulfill the responsibilities assigned by the 
Executive Committee of the Board of Directors.  The Committee 
is responsible for developing and maintaining a program to 
provide peer review of expert witness testimony in litigation 
involving medical/legal issues related to any and all aspects of 
the practice of the specialty of anesthesiology.

The Peer Review Committee is available to members as an 
avenue for redress in situations where expert witness testimony 
is not consistent with the recognized standards of care. You may 
reach the Committee via the TSA Office at (512) 370-1659 or 
info@tsa.org.
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Based on the lecture “From Print to Practice: Recent Publications and their Possible 
Impact on Anesthesia Care” given by Dr. Girish P. Joshi at the 2017 Texas Society 
of Anesthesiologists annual conference in San Antonio, TX.

Each year at the Texas Society of Anesthesiologists annual conference, Girish 
P. Joshi presents a talk highlighting publications from the past year that he believes 
may have a significant impact on the practice of anesthesiology. This year, he 
covered a wide spectrum of controversial topics in our field, from a discussion on 
the validity of perioperative fasting protocols to the risks and benefits of the use of 
high intraoperative inspired fraction of oxygen in reducing surgical site infection. 
Here I have summarized the most salient points from each of these publications.

Lambert E, Carey S. Practice Guideline Recommendations on Perioperative Fasting: A Systematic Review. J 
Parenter Enteral Nutr. 2016; 40: 1158-65. 

In recent years, the practice of prolonged perioperative fasting has come under scrutiny with the development 
of enhanced recovery protocols demonstrating better outcomes in surgical patients who experienced shorter 
preoperative NPO duration and expedited reinstitution of oral intake postoperatively. A number of proposed 
revisions to the traditional fasting guidelines have been published, leading to significant variability in hospital 
protocols and uncertainty amongst many physician anesthesiologists. Hoping to address this, Dr. Joshi selected a 
literature review by Eva Lambert and Sharon Carey in the Journal of Parenteral and Enteral Nutrition focusing on 
perioperative fasting guidelines as his first featured article. Their review investigates nineteen sets of guidelines 
on perioperative fasting, evaluating their quality using the Appraisal of Guidelines Research and Evaluation 
(AGREE) tool and generating a consensus on several high-level recommendations. In particular, the evidence 
for minimizing preoperative fasting times was felt to be quite strong, even in patients with gastro-esophageal 
reflux disease, obesity and/or diabetes. Clear liquids should be freely permitted up to 2 hours prior to anesthetic 
administration. Solids should be held 6 hours prior to an elective anesthetic, unless the meal contains meat or 
is high in fat, in which case a longer fasting time (e.g. 8 hours) is still recommended. Chewing gum and eating 
hard candy should not be causes for delay. Early oral intake of both solids and liquids postoperatively was also 
well supported by the current evidence. 

Chung F, Memtsoudis SG, Ramachandran SK, et al. Society of Anesthesia and Sleep Medicine Guidelines 
on Preoperative Screening and Assessment of Adult Patients With Obstructive Sleep Apnea. Anesth Analg. 
2016; 123: 452-73. 

The Society of Anesthesia and Sleep Medicine (SASM) published guidelines for the perioperative evaluation 
of patients with obstructive sleep apnea. These guidelines emphasize the value of standardized preoperative 
OSA screening in order to allow for tailored anesthetic management in high-risk patients. Additional evaluation 
should be considered if there is evidence of associated comorbidities such as pulmonary hypertension or 
hypoventilation syndromes. The use of previously prescribed positive airway pressure devices should be 

Understanding the Literature: A Summary of Recent Publications

Kristina L. Goff, MD
Assistant Professor, Department of Anesthesiology & Pain Medicine
The University of Texas Southwestern Medical Center
Dallas, TX
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continued throughout the perioperative period when the patient is asleep. The SASM guidelines confirm the 
recommendations of the SAMBA guidelines published in 2012 (Joshi GP, Ankichetty S, Chung F, Gan TJ. 
Society for Ambulatory Anesthesia (SAMBA) consensus statement on preoperative selection of patients with 
obstructive sleep apnea scheduled for ambulatory surgery. Anesth Analg 2012; 115: 1060-8).

Duceppe E, Parlow J, MacDonald P, et al. Canadian Cardiovascular Society Guidelines on perioperative 
cardiac risk assessment and management for patients who undergo noncardiac surgery. Can J Cardiol 2017; 
33: 17-32.

The Canadian Cardiovascular Society published an updated set of guidelines this year for the preoperative 
assessment and management of cardiac disease in patients undergoing non-cardiac surgery. Their recommendations 
featured several notable deviations from the latest ACC/AHA guidelines. These guidelines are specifically for 
hospitalized patients and thus, may not apply to ambulatory surgery population. They do away with preoperative 
exercise or pharmacologic stress testing as a means of further evaluating potentially high-risk patients, instead 
suggesting that BNP or NT-proBNP be checked to help with risk stratification. They recommend measurement 
of BNP or NT-proBNP before surgery in patients >65 years or 45-64 years of age with significant cardiovascular 
disease, or have a Revised Cardiac Risk Index (RCRI) score >1. In patients with an elevated BNP level 
preoperatively, they recommend an ECG be obtained in PACU, and the patient’s troponin level be trended for 48-
72 hours postoperatively. Further, this update addresses perioperative medication management, recommending 
against the prophylactic initiation or continuation of aspirin in the perioperative period, except in patients with 
a recent coronary stent placement or who are undergoing carotid endarterectomy. Similarly, they recommend 
against the prophylactic initiation of beta-blockers prior to surgery. ACE inhibitors and ARBs should be held 
24 hours prior to surgery. Attempts to facilitate smoking cessation should be encouraged and aspirin and statin 
therapy should be initiated in any patient with evidence of myocardial injury in the postoperative period. These 
guidelines are largely based on the findings of the POISE 1, POISE 2, and VISION trials. The data in these trials 
has been called into question due to the inability to control for patient comorbidities, variability in anesthetic 
techniques and postoperative care, and the heterogeneity of the surgical populations. 

Levine GN, Bates ER, Bittl JA, et al. 2016 ACC/AHA Guideline Focused Update on Duration of Dual Antiplatelet 
Therapy in Patients With Coronary Artery Disease: A Report of the American College of Cardiology/American 
Heart Association Task Force on Clinical Practice Guidelines. J Am Coll Cardiol 2016; 68: 1082-115. 

The American College of Cardiologists together with the American Heart Association published updated guidelines 
on the duration of antiplatelet therapy after percutaneous coronary intervention. The management of bare metal 
stents has not changed significantly: patients should remain on dual antiplatelet therapy (DAPT) for one month 
after stent placement. After one month, DAPT can safely be discontinued. However, the recommendations for the 
management of second generation drug eluting stents have been modified to allow for discontinuation of DAPT 
at 3-6 months in cases where the risk of delaying surgery is felt to be greater than the risk of in-stent thrombosis. 
After 6 months, DAPT may be safely discontinued for surgery.

Roshanov PS, Rochwerg B, Patel A, et al. Withholding versus Continuing Angiotensin-converting Enzyme 
Inhibitors or Angiotensin II Receptor Blockers before Noncardiac Surgery: An Analysis of the Vascular 
events In noncardiac Surgery patients cohort evaluation Prospective Cohort. Anesthesiology 2017; 126: 16-
27.

How to best advise patients taking angiotensin converting enzyme inhibitors (ACEi) and angiotensin II receptor 
blockers (ARBs) in the perioperative period has been the subject of much recent controversy. Because of the 
concern for refractory intraoperative hypotension, many physician anesthesiologists recommend holding ACE 
inhibitors and ARBs for 24 hours preoperatively, but there is limited data to support this practice. In fact, one study 
published two years ago in Anesthesiology by Lee and Takemoto found a strong association between holding 
ACEi/ARBs and mortality, particularly in young patients. To further muddy the waters, this year, Roshanov and 
colleagues published a secondary analysis of vascular events in the 2012 VISION trial, looking at a cohort of 
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patients who chronically used ACE inhibitors or ARBs, which found a significant decrease in death, stroke and 
myocardial infarction in those patients whose ACE inhibitors and ARBs were withheld prior to surgery. Given 
the limitations of the current evidence, Dr. Joshi suggests an approach that continues ACE inhibitors and ARBs 
in most patients, withholding only if the risk for stroke or the potential for significant blood loss is high or if 
the patient is taking both an ACEi and an ARB. He emphasizes that when caring for patients on ACE inhibitors 
and ARBs, we must adjust our drug dosing, including opioids and propofol, at induction of anesthesia as well as 
titrate our inhaled anesthetics carefully to minimize sympatholytic effects.  

Allegranzi B, Zayed B, Bischoff P, et al, and the WHO Guidelines Development Group. Surgical site infections 
2: New WHO recommendations on intraoperative and postoperative measures for surgical site infection 
prevention: an evidence-based global perspective. Lancet Infect Dis 2016; 16: e288–303.

Several recent publications, including a new set of guidelines published by the World Health Organization in the 
Lancet, advocate for the use of a high inspired fraction of oxygen as a means of reducing the rate of surgical site 
infections. However, these recommendations are focused solely on preventing wound infections, and neglect to 
consider the detrimental effects of hyperoxia on other organ systems. High FiO2 promotes atelectasis and may 
lead to impaired oxygenation up to several days in the postoperative period. Further, high levels of oxygen favor 
the production of free radicals that may cause tissue injury in the lungs and elsewhere in the body. The risk of 
increased postoperative pulmonary complications associated with the use of high intraoperative FiO2 likely 
outweighs the benefits observed with regard to surgical site infections, and these recommendations should be 
considered carefully.
Salmasi V, Maheshwari K, Yang D, et al. Relationship between Intraoperative Hypotension, Defined by Either 
Reduction from Baseline or Absolute Thresholds, and Acute Kidney and Myocardial Injury after Noncardiac 
Surgery: A Retrospective Cohort Analysis. Anesthesiology 2017; 126: 47-65.

Appropriate thresholds in the management of hypotension are subject to recent debate. Traditional practice 
recommends the maintenance of intraoperative blood pressure within 20% of the patient’s baseline. Dr. Joshi 
highlights Salmasi and colleagues 2017 study published in Anesthesiology, which investigates the relationship 
between intraoperative blood pressure management and acute kidney and myocardial injury. This retrospective 
study found no difference in the incidence of renal or myocardial injury when the mean arterial pressure was 
maintained >65mmHg as compared to maintaining the MAP within 20% of the patient’s preoperative baseline. 
Based on this data, it may be reasonable to target a goal MAP of 65mmHg in supine patients, without consideration 
of the preoperative blood pressure. Dr. Joshi emphasized that in patients undergoing surgical procedures in the 
sitting position, the MAP should be maintained at a higher value (e.g. 80mmHg). 

Joshi GP, Desai MS, Gayer S, Vila H Jr; Society for Ambulatory Anesthesia (SAMBA). Succinylcholine for 
Emergency Airway Rescue in Class B Ambulatory Facilities: The Society for Ambulatory Anesthesia Position 
Statement. Anesth Analg 2017; 124: 1447-9.

In light of recent concerns, the Society for Ambulatory Anesthesia (SAMBA) released a position statement on the 
availability of succinylcholine in Class B Ambulatory facilities for the purpose of airway rescue. As the risk of 
life-threatening laryngospasm significantly outweighs the likelihood of developing malignant hyperthermia after 
a single dose of succinylcholine, SAMBA believes it is appropriate for Class B facilities to stock succinylcholine 
for emergency use, without requiring the facility to keep a supply of dantrolene. Facilities should have a 
relationship with a nearby health care center that stocks dantrolene, and employees should be familiar with the 
signs and symptoms of malignant hyperthermia. Patients who are susceptible to malignant hyperthermia should 
undergo procedures only in facilities that have dantrolene.  ♦
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 Safe perioperative airway management relies on good patient 
evaluation, anticipation of intubation and ventilation difficulties, 
and planning for alternative airway strategies.  The unanticipated 
difficult to intubate/difficult to ventilate airway has the potential 
to impose serious complications and adverse outcomes that can 
escalate rapidly to emergent surgical airway attempts, hypoxic 
brain injury or cardiopulmonary arrest (1). The American Society 
of Anesthesiologists (ASA) difficult airway algorithm was created 
in order to guide anesthesiologists in the management of the 
various complications associated with difficult airways and to 
provide a systematic method to lessen the likelihood of such adverse 
outcomes. (1) 

 The original guidelines were introduced in 1993 by an ASA 
appointed task force that consisted of anesthesiologists in academic 
and private practices from several regions across the United states 
and two consulting methodologists from the ASA Committee on 
Standards and Practice (1). The guidelines were updated in 2003 
to incorporate new literature and to include advances in airway 
techniques (1,2). These updated guidelines included the addition 
of the laryngeal airway mask (LMA) to be used as ventilatory 
support or for intubation in the awake induction pathway. Further 
modifications included listing “difficult ventilation” first, and the 
addition of “difficult tracheostomy” in assessing the likelihood 
of airway management problems. There was also the addition of 
pursuing “opportunities to deliver supplemental oxygen throughout 
the process of difficult airway management”. In considering the 
“relative merits and feasibility of basic management choices”, awake 
intubation is now considered before “noninvasive versus invasive 
techniques as the initial approach to intubation.” Lastly, the option 
for “one more intubation attempt” was removed, and the use of 
the rigid bronchoscope was added as an option for emergency non-
invasive ventilation (1,2). 

 The ASA revised the algorithm once more in 2011, with 
the most current guidelines being adopted in 2013. The most 
recent guidelines have added “difficult supraglottic airway (SGA) 

placement”, “difficult laryngoscopy” and “difficult surgical airway 
access” under the “assessment of the likelihood and anticipated 
clinical impact of six basic problems that may occur alone or in 
combination”.  The term SGA has replaced LMA, and additional 
definitions related to difficult SGA placement have also been added.  
Further, video-laryngoscopy should be considered as an initial 
approach to intubation and in situations in which intubation has 
failed and mask ventilation is adequate (2). 

 What remains controversial is the practice of administering 
neuromuscular blockade (NMB) as a means to improve facemask 
ventilation (FMV) and where this might fit into the ASA’s Difficult 
Airway algorithm.  While numerous studies have demonstrated 
improved FMV with the administration of NMB (7-9), there 
remains concerns that these drugs might “burn a bridge” or take 
away the ability to wake the patient up.  Traditionally for many, 
succinylcholine has been looked at as the NMB that provides 
the option to return a patient to spontaneous respiration and is 
entertained as a method to improve FMV and intubation conditions.  
However, succinylcholine is not an ideal drug in this situation as its 
many side effects and contraindications limit application and its 
effects can linger for as long as 11 minutes following administration 
(10). Rocuronium on the other hand, has much fewer side effects 
and results in similar times and ventilation/intubation conditions 
compared to succinylcholine (10).  The unfortunate consequence of 
rapid sequence dosing (1.2 mg/kg) of rocuronium is that it results 
in deep neuromuscular blockade with a duration of action lasting 
67 +/1 27 minutes (11). Even with administration of neostigmine, 
“waking up the patient” with rocuronium in this scenario is not 
an option.  Until the advent of the reversal agent sugammadex, 
administration of neuromuscular blockers was in many ways 
crossing a point of no return.    

 The unique reversal agent sugammadex is a modified 
cyclodextrin with a lipophilic core and a hydrophilic periphery.  Its 
molecular structure resembles a cup that sequesters steroidal muscle 
relaxants for excretion via the kidneys (3). Sugammadex was first 



approved by the European Union in 2008, and has since proven 
to be efficacious and is supported by a large body of scientific data 
and millions of safe patient exposures (4,5). After three attempts 
for approval in 2008, 2012, and 2014, the drug was approved by 
the Food and Drug Administration for use in the United States in 
December 2015 (3). Sugammadex holds several notable advantages 
when compared to anticholinesterase reversal agents. One of 
the most significant advantages is its ability to reverse profound 
neuromuscular blockade more rapidly and effectively than 
neostigmine. Sugammadex has been found to reverse blockade 
three to eight times faster than neostigmine, with deeper levels 
of blockade proving more advantageous for sugammadex  when 
compared to neostigmine (5). The current recommendations 
for dosing are 2 mg/kg for a shallow block (two train-of-four 
responses), 4 mg/kg for a level of two post-tetanic responses (deep 
block), and 16 mg/kg for rescue reversal after a large dose of 
steroidal muscle relaxant has been given. It has been demonstrated 
that neuromuscular blockade (TOF count of 0) can be reversed 
with 4 mg/kg within 3 minutes versus neostigmine, which is 
less reliable in deeper levels of blockade (4).  Additionally, the 
incidence of postoperative residual blockade with TOF ratio <0.9 is 
significantly lower with sugammadex compared to neostigmine (5).  
A study done by Blobner et. Al. showed similar results with a time 
to recovery of the TOF ratio of 0.9 after sugammadex compared 
with neostigmine was 1.5 versus 18.6 minutes (P < 0.0001) (4,6). 
The predictability of response was demonstrated to be greater with 
sugammadex than neostigmine, with 98% of sugammadex patients 
versus 11% of neostigmine patients recovering to a TOF ratio of 
0.9 within 5 minutes (4,6). Furthermore, numerous cases reports 
have demonstrated the utility of sugammadex in reversing NMB 
during a  failed or difficult airway (3,5).

Therefore, in light of its clinical utility in reversing deep 
neuromuscular blockade rapidly and effectively, suggamadex 
makes it possible to incorporate early rocurnium administration to 
improve FMV or intubation conditions in the difficult airway.  We 
recommend rocuronium administration with the rapid availability 
of sugammadex administration be incorporated into the ASA 
difficult airway algorithm.  Administration rescue does of IV 16 
mg/kg sugammadex be added as follows: 

(1) Initial Intubation attempts UNSUCCESSFUL: 1. Consider 
calling for help 2. Returning to spontaneous ventilation; 
Consider administering 16 mg/kg of IV sugammadex if 
steroidal muscle relaxant given 3. Awakening the patient 

(2) SGA not adequate or feasible → Emergency Pathway: 1. Call 
for help 2. Administer 16mg/kg of IV sugammadex if steroidal 
muscle relaxant given. 

The usefulness of rocuronium to facilitate intubation and 
ventilation with sugammadex rescue in assisting patients who are 
in the “cannot ventilate, cannot intubate” situation to return to 
spontaneous ventilation has been well documented in case reports 
(3). We believe that the addition of Sugammadex to our clinical 
practice and to the ASA Difficult Airway algorithm will provide 
additional options that were previously considered unsafe and, 
thereby, enhance patient safety. 

Please see red lettering in modified diagram: ♦
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The practice management committee has set a goal 
of periodically sharing with TSA members ways to 
create a Perioperative Surgical Home so that every 
practicing anesthesiologist in Texas can effectively 
participate in enhanced quality based care models.  

This article is the first iteration of this effort to 
produce a PSH “menu” for TSA members.

As value-based care initiatives continue their march 
forward, and as the ASA’s Perioperative Surgical 
Home (PSH) initiative continues to gain traction, we 
are seeing how these two efforts can complement 
each other quite well. One area in which we see this 
synergy clearly is in the Comprehensive Care for Joint 
Replacement (CJR) model.

Hip and knee arthroplasty are the most common 
inpatient surgeries for Medicare beneficiaries. Despite 
their high volume, complication rates and costs vary 
widely. Therefore, in April 2016, CMS mandated 
participation in a five-year CJR pilot program in 67 
metropolitan statistical areas to “hold participant 
hospitals financially accountable for the quality and 
cost of a CJR episode of care and incentivize increased 
coordination of care among hospitals, physicians, and 
post-acute care providers. The episode of care begins 
with an admission to a participant hospital…and ends 
90 days post-discharge.”1  Based on target vs. actual 
spending, hospitals may either receive additional 
payments from Medicare or be required to repay 
Medicare.

Now that hospitals are being held financially responsible 
for total costs of care for a three-month period, even 
for exacerbations of chronic conditions, they are highly 
motivated to engage in patient optimization efforts and 

to assist in bringing what is often divergent surgeon 
practices into more unified evidence-based protocols. 
As hospitals implement and optimize these programs, 
physician anesthesiologists are in a prime position to 
lead these programs, improving quality and patient 
outcomes while reducing cost of care and enhancing 
the value that their anesthesiology group brings to their 
hospital.

At our institution, we assembled a team that included 
physician anesthesiologists, orthopedic surgeons, 
physical therapists, and orthopedic nurses that resulted 
in the establishment of a CJR-specific preoperative 
optimization clinic. We start with patient education: 
a preoperative joint replacement class helps patients 
prepare for surgery, know what to expect perioperatively, 
and how to optimize recovery postoperatively.

Criteria have been established that trigger automatic 
referral to a primary care physician for optimization, 
including 

• Hemoglobin < 12 (males) or < 11 (females)

• Serum potassium < 3.3 mmol/L or > 5.2 mmol/L

• Hemoglobin A1c > 7.5%. 

Other screening tests include 

• CBC

• MRSA screen

• ECG (if criteria are met)

• Urinalysis (if symptomatic)

• BMI

• Risk Assessment and Prediction Tool (RAPT), 
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to predict discharge destination 2

• Venous thromboembolism risk assessment

• Depression score

• Anxiety score

• Dental screen

• Obstructive sleep apnea screen (STOP-Bang)

• Tobacco abstinence

• Alcohol intake

• Chronic narcotic use

• Lower extremity skin check

A physician anesthesiologist reviews the foregoing 
information and medical record of each patient 4-6 
weeks prior to surgery, rather than the day before (or 
day of!) surgery, as was our previous practice. Any 
opportunities for optimization can be identified and 
addressed early, often without the need to postpone 
surgery. Referrals to other physicians, such as a 
cardiologist, pulmonologist, or nephrologist are made 
at this time. Coordination with other physicians is 
established, such as with a patient’s chronic pain 
physician for postoperative pain control. 

Multimodal analgesia is started preoperatively, on the 
day of surgery, with celecoxib 200 mg, intravenous 
acetaminophen 1,000 mg, pregabalin 50 mg, and 
oxycodone sustained release 10 – 20 mg. Regional 
anesthesia for postoperative pain management 
includes placement of an adductor canal peripheral 
nerve catheter and a selective tibial nerve block. For 
the primary anesthetic, intrathecal anesthesia with 
bupivacaine is preferred unless contraindicated. A 
single intraoperative dose of ketamine 0.5 mg/kg is 
given as well. 

Postoperatively, a physician anesthesiologist-led pain 
service, which includes nurses that specialize in acute 
pain management, continues to manage each patient’s 
pain control—certainly during the inpatient stay, but 
even after hospital discharge, with daily phone calls 
while a peripheral nerve catheter continues to provide 
analgesia. The hospital CJR director continues to follow 

all patients for 90 days postoperatively, providing care 
coordination and navigation of resources to provide 
ongoing support and education while reducing return 
visits to the emergency room and readmissions.

Our development of a pain committee, which is 
comprised of physician anesthesiologists and nurses, 
has allowed us to standardize this entire pathway; such 
standardization has, in turn, led to a consistent patient 
experience across multiple surgeons. A multimodal 
approach to pain control and the inclusion of regional 
anesthesia has been a critical component of this 
pathway. 

Early results of several metrics, including pain scores, 
time to ambulation, distances ambulated, length of stay, 
readmission rates, patient satisfaction, and total cost of 
care are promising. Our multidisciplinary CJR team 
continues to meet monthly to discuss cases, outcomes, 
and updates to the protocol. ♦

_________________________
1 https://innovation.cms.gov/initiatives/cjr
2 Oldmeadow LB, McBurney H, Robertson VJ. 

Predicting risk of extended inpatient rehabilitation 
after hip or knee arthroplasty. J Arthroplasty 
2003;18(6):775-9.
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 “Nothing endures but change.” 
  -Heraclitus (540 BC - 480 BC), from Diogenes Laertius

The widespread adoption of percutaneous coronary intervention in the 
1980’s was the beginning of a revolution in the care of patients with 
coronary artery disease. Over the following 30 years we’ve witnessed the 
growing acceptance and utilization of advanced percutaneous options for 
treatment of diseases of the heart. In 2002, the first percutaneous aortic 
valve replacement was performed in France, and though it’s taken over a 
decade to gain widespread acceptance in the United States, that bold idea 
is now in the midst of revolutionizing the care of patients with valvular 
disease of the heart. 

Transcatheter Aortic Valve Replacement (TAVR), which is the 
displacement and replacement of the aortic valve via a percutaneously 
inserted catheter, is revolutionizing the care of patients with severe aortic 
stenosis. At its outset, TAVR was originally considered an experimental, 
last ditch effort to help patients who were considered “too sick” or “too 
high risk” for surgery that were suffering from severe aortic stenosis. 

At my home institution, Scott & White Medical Center – Temple, we 
began performing TAVR procedures in May 2012 and to date have 
performed over 400 of these procedures. 

Other hospitals around the state have adopted TAVR programs as well.  
The Heart Hospital Baylor Plano has performed over 1000 of these 
procedures. Numerous other hospitals in Texas boast similar numbers, 
and for many hospitals, 2017 will mark the first year that the number 
of TAVRs performed will surpass the number of surgical aortic valve 
replacements.  This is a trend that is expected to continue as time goes on, 
mirroring what is already happening across Europe.

We have witnessed the remarkable and rapid evolution of technology 
used to implant these percutaneous valves and, in response, our change 
in patient management during the perioperative period. Technological 
advancements such as smaller sheath sizes, new skirts incorporated 
into the valve to reduce regurgitation, self-expanding valves and even 
recapturable valves have increased the safety of these procedures at a 
rapid rate. This increase in safety has led to an ever expanding inclusion 
criteria of patients eligible to receive a TAVR instead of a traditional 
surgical aortic valve replacement and significant change in the type of 
anesthetic most commonly performed. In the US, the most common 
anesthetic approach when first starting a TAVR program was a general 
anesthetic with a “Full Cardiac Setup”. When we first began performing 
these procedures in 2012 at Scott & White, we would almost always 
utilize a general anesthetic, arterial line, central line and transesophageal 
echocardiography. Post-operatively, the patient remained intubated 
and was transferred to the ICU. However, given the rapid progression 
of technology and expanded indications to include patients with fewer 
and fewer comorbidities, we performed our first TAVR under moderate 
sedation in April 2015.  At our hospital, the majority of these procedures 
are now being performed under moderate sedation with local anesthesia, 
while some are even being performed with “minimal access” – standard 

ASA monitors and two large bore IVs with no dedicated arterial 
line or central line (femoral arterial and venous sheaths placed by the 
cardiologists are used for vascular access and monitoring). Now, instead 
of sending all patients to the ICU after their procedure, many are now 
going to the PACU prior to transfer to the floor. There have even been 
cases of patients being discharged on the very same day after having their 
aortic valve replaced.

What was once a procedure reserved only as a last resort for patients 
considered too high risk to undergo SAVR, TAVR has now had its 
indications expanded to include high surgical risk and even intermediate 
surgical risk patients1,2. Trials are currently ongoing that compare its safety 
in low surgical risk patients in need of aortic valve replacement due to 
aortic stenosis.  Should TAVR prove equivalent or better than traditional 
open surgical valve replacement, we could see the near disappearance of 
one of the most common cardiac surgical procedures in the United States.

Currently, there are 27 hospitals throughout the state registered in 
the Transcatheter Valve Therapy Registry, which was created by a 
collaboration between the Society for Thoracic Surgeons and the 
American College of Cardiology. That number is expected to grow as 
the TAVR procedure spreads to more and more hospitals throughout the 
state. Structural heart programs will continue to evolve and we will see 
an increase in the number and types of percutaneous procedures being 
performed in both the operating room and in off-site anesthetizing 
locations, such as the cardiac catheterization lab and electrophysiology 
suite. Procedures ranging from percutaneous mitral regurgitation repair 
with Mitraclips, percutaneous occlusion of left atrial appendages with the 
Watchman device, ligation of the left atrial appendage with the Lariat 
device, and the replacement of valves in other locations such as the mitral, 
tricuspid, and pulmonic positions will continue to increase. 

It is incumbent upon us as physician anesthesiologists to lead the way 
in providing safe perioperative care and helping to guide our patients 
through this latest revolution in the care of cardiac surgical patients. As 
more hospitals begin to adopt this revolutionary procedure, we must be 
engaged members of the heart team, involved in the decision making 
ranging from determination of the most appropriate location to perform 
these procedures, whether that be in an operating room, a hybrid suite or 
in the cardiac catheterization lab, patient pre-operative optimization, and 
determining post-operative disposition.  As we move forward during this 
rapidly evolving time, the only thing that remains certain is change.♦

References: 
1. FDA statement regarding expanded indications for TAVR with Sapien 

XT and Sapien 3 valves: https://www.fda.gov/NewsEvents/Newsroom/
PressAnnouncements/ucm517281.htm

2. Thourani VH, Kodali S, Makkar RR, et al. Transcatheter aortic valve 
replacement versus surgical valve replacement in intermediate-risk 
patients: a propensity score analysis. Lancet 2016;387:2218-25.

http://www.quotationspage.com/quotes/Heraclitus/
http://www.quotationspage.com/quotes/Heraclitus/


VOLUME 30, ISSUE 1

Incidence of Post-Operative Vision Loss in the Pediatric Population: 
A Nationwide Population-Based Analysis

Postoperative vision loss (POVL) is a very rare complication that can occur during both ocular and non-
ocular surgery. Due to the extremely high value placed on vision, this complication is particularly devastating, 
despite its rare occurrence.  Among non-ocular surgeries, POVL has been documented with the highest 
frequency in cardiac and spinal fusion surgeries, comprising 0.0864% and 0.0309% of cases respectively 
(1). Other estimates have placed the occurrence of POVL during spinal surgeries between 0.0008 and 0.2% 
(2,3).  Anesthesiologists in Houston at Memorial Hermann Hospital/McGovern Medical School as well as 
Texas Children’s Hospital/Baylor College of Medicine examined POVL in the pediatric population.

While the rate of occurrence of POVL varies between studies and types of surgeries, the causative factors 
of this condition do not. The pathogenesis of POVL has been attributed to a number of factors including, 
but not limited to, ischemia of the optic nerve (ION), occlusion of the central artery of the retina, cortical 
ischemia, and corneal abrasion (4). Of these, ischemic optic neuropathy has been shown to be the most 
prevalent, comprising up to 89% of all POVL cases (5,6).

Until now, however, there have been few studies conducted on the occurrence of POVL in the pediatric 
population. In a nationwide review of POVL between the years of 1996 and 2005, Shen and colleagues found 
that POVL was much more likely to occur in pediatric patients than adult patients (1). They discovered 
the rate of POVL in pediatric patients to be 0.0437%, while the rate among those ages 18-49 was a mere 
0.0092%, and those over 50 was 0.0246-0.0287%. It was proposed that the higher percentage of pediatric 
patients experiencing POVL was due to a greater susceptibility to cortical ischemia (1). Another recent 
study of 42,339 pediatric patients undergoing corrective scoliosis surgery found that 0.16% of patients 
experienced POVL. Of those 0.16% cases all were attributed to cortical ischemia (7). 

In 2016, Rubin and colleagues stated that the incidence of POVL has declined significantly over the past 
decade (8). While this may be true, the greater percentage of pediatric patients experiencing POVL remains 
a cause for alarm. Therefore, because of the relative lack of literature regarding this catastrophic condition 
in the pediatric population, we set out to elucidate the prevalence of POVL among pediatric patients 
undergoing commonly performed surgical procedures and the potential risk factors that may contribute to 
the development of this severe complication.

Utilizing the Kid’s Inpatient Database (KID) from 2012, they identified patients who underwent a surgical 
procedure of interest based on the presence of International Classification of Diseases, 9th version (ICD-9-
CM) procedure codes.

The KID is the largest all-payer pediatric inpatient care database in the United States and contains data 
from approximately 3 million pediatric discharges each year (9). It was developed for the Healthcare Cost 
and Utilization Project (HCUP).

Among 3,038,451 unweighted discharges, 157,331 discharges were associated with surgeries of interest. Of 
these discharges, the incidence of POVL was 0.10%.  However, the incidence of POVL was significantly 
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different amongst the various age groups (p <0.001) with the highest incidence noted in the 1-5 yr. group 
(0.218%), followed by 6-10 yr. group (0.138%), and was least in the 11-17 yr. (0.06%).

The highest rates of POVL were observed in neurosurgery (0.48%; OR 4.14; p <0.001), followed by 
transplant surgery (0.25%) and spinal surgery (0.25%). The majority of the cases seen in neurosurgery 
were due to cortical blindness (0.45%), while a few were attributed to Retinal Vascular Occlusion (RVO) 
(0.02%). Surprisingly, the incidence of ION was extremely rare in the pediatric population. 

We analyzed the odds of developing POVL for each patient demographic and type of surgery. The odds of 
developing POVL were not statistically significantly different among different age groups. No differences in 
gender were observed. Patients undergoing elective procedure had significantly higher odds of developing 
POVL (OR 3.36, p value <0.01).

Among the risk factors, patients with anemia were almost 3 times more likely to develop POVL (OR 
2.94, p value <0.001). Patients who required blood transfusion (OR 2.18, p value 0.002) or experienced 
hypotension (OR 2.77, p value 0.009) were also at a significantly greater risk of developing vision loss.

In conclusion, differences were noted in the most common causes of POVL between adults and children.  
Unlike adults, where POVL is most often a result of ION,  the incidence of POVL in the pediatric age group 
was found to be 0.10% and was most often a result of cortical blindness. The highest incidences of POVL 
were found in neurosurgery and patients with preexisting anemia. Intraoperative hypotension and those 
requiring blood transfusion were noted to be at a greater risk of developing vision loss. Although rare, POVL 
is a devastating complication which may frequently be  preventable. Although the causes of POVL have not 
been completely elucidated, physicians can take certain preventive measures, such as thorough preoperative 
evaluation to detect and optimize modifiable risk factors such as anemia, in hopes of lowering the risk of 
POVL.  Since the main cause of POVL in children is related to cortical blindness, proper positioning of 
patients during surgery and maintaining normotension using vasopressors and intravenous fluids judiciously 
might also reduce the risk of developing post-operative blindness. ♦
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1.) Recognized Mr. Gerardo Trejo, Texas Society 
of Anesthesia Technologists and Technicians 
(TSATT) President. 

2.) Recognized Charles E. Cowles, Jr., MD for 
organizing the TSATT breakout.

3.) Approved the minutes of the May 7, 2017 TSA 
Board of Directors Meeting as written.

4.) Continued sponsorship of $1000 each to three 
Texas anesthesia programs, to send residents to 
the ASA 2018 Practice Management Conference. 
The three programs will be Baylor College of 
Medicine, UTHSC-McGovern Medical School 
and UT-Southwestern.

5.) Recognized Drs. Brian Boies (UT-San Antonio), 
Ifeyinwa Ifeanyi-Pillette (UT MD Anderson), 
Michael Kim (Tejas Anesthesia-San Antonio), 
Shaina Sheppard (UTHSC- McGovern Medical 
School) and January Tsai (UT MD Anderson) 
for being selected to participate in the TMA 
Leadership College Class of 2018. TSA is the 
sponsoring organization for Drs. Kim and Tsai. 

6.) Recognized Dr. Debbie Plagenhoef as the Chair 
of the Ad-Hoc Committee to Coordinate TSA 
Professional Liaisons to External Organizations. 

7.) Addressed Resolution No. 1-Disaster Relief Aid 
approved by the TSA House as follows:

• Recommendation No. 1 that the TSA provide 
individuals affected by hurricane Harvey an 
option to receive a dues credit for the 2018 
dues cycle. Chris Bacak was charged with 
handling the logistics.

• Recommendation No. 2 that the TSA establish 
a $200 grant available to resident members 
who were impacted by hurricane Harvey. The 
grant award will be decided by the committee 
established by the President or designee and 
the grant will be awarded based on need. 
Appointed  Drs. Amr E. Abouleish-Chair, Sam 
D. Gumbert, Mark J. Harbott, S. Lynn Knox, 

Mary Dale Peterson, Thomas H. Swygert 
and George W. Williams to the Ad-Hoc 
Committee on Resident Disaster Relief Aid. 
Approved motion that the ad-hoc committee 
construct a communication to TSA members 
providing them an opportunity to contribute 
to the Anesthesia Foundation on behalf of 
anesthesiologist residents that have been 
economically impacted by hurricane Harvey, 
that the TSA Executive Leadership work with 
the Anesthesia Foundation to confirm the funds 
are appropriately allocated and furthermore, 
that the ad-hoc committee develop, in line with 
the Anesthesia Foundation, a communication 
for the residents explaining the procedure for 
applying for assistance.

• Recommendation No 3 that the TSA President 
appoint an ad-hoc committee to explore 
charitable efforts of the TSA to its members 
and report back to the president the type(s) of 
support desired (if any) and the fiscal impact to 
the organization. Additionally, the committee 
will report if such efforts conflict with the 
bylaws, mission statement and charter of the 
TSA. Dr. Joshi noted that this ad-hoc committee 
will be appointed following the conclusion of 
the meeting.

8.) Approved motion that the TSA discontinue future 
use of a mobile app. 

9.) Tabled discussion regarding the increase of prize 
money for the Cheers for Research Competition 
until the January 2018 Board of Directors 
Meeting. 

10.) Announced that members are able to self-
nominate for appointments to ASA Committees 
and anyone interested in serving on a committee 
should notify Dr. Scott Kercheville or Chris 
Bacak. 

11.) Approved motion that upon completion of the TSA 
White Paper delineating the difference between 
providing an anesthetic vs. the medical act of 
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an anesthetic, the TSA Governmental Affairs 
Committee (GAC) will develop a resolution to 
the ASA regarding a formal definition. 

12.) Informed members that Anesthesiologists Days 
at the Capitol are scheduled for February 25-
26, 2018. CPR Training at the Capitol will be 
February 26, 2018. 

13.) Announced that the next annual Texas Public 
Policy Foundation Orientation meeting is 
scheduled for February 7-9, 2018. 

14.) Charged the GAC and Communication 
Committees with exploring the logistics of 
establishing a Robo-Dialer system that includes 
the following: fiscal impact, all possible 
conflicts, maintenance, the person responsible 
for approving the implementation of calls, a text 
vs. call method, and reporting back to the Board 
in January. 

15.) Approved motion to create an award recognizing 
outstanding Key Contacts. 

16.) Recognized and applauded Dr. Scott Meril for 
donating artwork to the TSA to benefit the Cheers 
for Research Fund.

17.) Received a request to have the Betty P. Stephenson 
lectures posted to the TSA website and to have the 
TSA district names more prominently displayed. 

18.) Accepted the Finance Advisory Committee’s 
advice to maintain the purpose of the TSA 
reserve account to be a strategic reserve and not 
a funding line item in the budget.

19.) Recognized and applauded Bonnie Bruce, Ashlee 
Quick and all member volunteers for manning 
the PAC booth during the annual meeting. 

20.) Charged the ASA Alternate Director with the 
responsibility of organizing the ASA PAC 
traveling booth at future TSA annual meetings. 

21.) Recognized and applauded Chris Bacak for 
coming in under budget on the digitizing of the 
office files project and her overall assistance 
throughout the year.

22.) Announced that Peni Sanjoto, MD has been 
appointed as the interim chair of the TSA 
Resident Component. 

23.) Charged the Administrative Affairs Committee, 
Communications Committee and Chris Bacak 
with reviewing social media coverage during the 
TSA Annual Meetings. 

24.) Informed the members that there were 557 
attendees at this year’s meeting. 

25.) Requested that members of the Board forward 
suggestions on improving traffic in the exhibit 
hall to Dr. Vijay Gottumukkala via Chris Bacak.

26.) Charged Bonnie Bruce with reviewing the 
benefits of serving refreshments at the TSAPAC 
booth.

27.) Charged Drs. Evan Pivalizza and John Scott with 
reviewing the information, providing guidance 
and a plan for moving forward to the Board in 
January. In addition, this line item needs to be 
reviewed annually not only for the financial 
aspect but the appropriateness as well. 

28.) Charged Dr. Evan Pivalizza with reviewing and 
determining which budget line items should be 
separated from the annual meeting budget. 

29.) Approved motion to schedule the first 2018 
Board meeting in Austin on January 28th.

30.) Charged the Judicial Committee with exploring 
the possibility of developing a conflict of interest 
statement for Board, House, and Committee 
Members, as well as consultants and other 
contract hires of the TSA (modeled after the ASA 
COI) and with exploring a mechanism to address 
COI complaints. The Committee will report back 
to the Board in January.

31.) Informed the members that the TSA Bylaws will 
be followed and the Executive Committee will 
appoint the Vice-Speaker. An email will be sent 
to the membership asking interested members to 
submit their curriculum vitae and their reasons 
for wanting to serve. Training will not be a 
requirement. ♦

CONTINUED SUMMARY OF ACTIONS THE TSA BOD 2017
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ACTIONS OF THE HOD

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

2.) Accepted and approved the Minutes of the TSA House of 
Delegates Meetings of September 8 & 9, 2016, as written.

3.) Extracted reports 302, 307 and 310. Report 307 was 
assigned to Reference Committee 1 and Reports 302 and 
310 were assigned to Reference Committee 2.

4.) Assigned Resolution 1 to Reference Committee 2. The 
Resolution addressed the need for disaster relief aid for 
members impacted by Hurricane Harvey.

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

6.) Recognized Peni W. Sanjoto, MD as the 2017 William H. 
King Advocacy Award recipient.

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

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

9.) Approved Reports 302-District 2 Annual and 310-District 
10 Annual as written.

10.) Revised Report 307, lines 13-14 to read: As of this filing, 
no Texas Medical Center (TMC) hospitals have taken 
advantage of the newly passed Texas law whereby MOC 
cannot be used to determine hospital privileges, except in 
certain circumstances as permitted by state law.”

11.) Recognized and applauded the service of District 7 
members and all Physician Anesthesiologists of Texas 
for their efforts to patients, facilities and the communities 
affected by Hurricane Harvey.

12.) Approved that an ad-hoc committee of the President’s 
choice be formed to bring TSA and TAAA together to 
develop strategies to benefit both organizations and the 
patients we serve.

13.) Approved that the TSA House of Delegates approve a dues 
increase for TSA members from $325 to $400 per year.

14.) Approved that the TSA build a database of anesthesiologists 
that hold positions of relevance and influence within Texas 
government, national government, political and regulatory 
arenas, and all other areas where we can advocate.

15.) Received and approved the President’s committee 
appointments for 2017-2018.

16.) Recognized and thanked Bonnie Bruce for her service to 
the Society.

17.) Recognized and applauded Dr. Debbie Plagenhoef for her 
service and advocacy in Austin on behalf of the Society.

18.) Approved that the Bylaws Committee draft bylaw changes 
that will allow us to align with the ASA Bylaws that provide 
a vehicle for allowing AAs to join ASA committees.

19.) Approved that the Education Committee work with the 
Communications Committee and the Editorial Board to 
identify and disseminate published evidence that could 
influence our clinical practice.

20.) Approved that the Subcommittee on Resident Training 
creates a work group to develop a forum for residency 
programs to share Mock Objective Structured Clinical 
Examination (OSCE) cases scenarios and procedures, 
to determine the feasibility of providing Mock OSCE 
program at the TSA annual meeting (beginning 2018) held 
on Saturday of the meeting. There would be no charge 
for the resident participants and minimal charge to non-
resident participant. This group would also facilitate a 
guest visiting faculty program to help with mock OSCE at 
local residency program sites.

21.) Approved that the Subcommittee on Resident Training 
coordinate with the Education Committee, the GAC, 
Professional Development Committee, and Practice 
Management Committee to develop an approach for 
resident involvement in organized medicine.

22.) Approved that the Editorial Board works with the 
Communications Committee to explore the potential 
publishing and distribution options that would entice our 
membership towards the TSA Newsletter.  Also, I ask the 
Editorial Board to publish articles that challenge us and 
stimulate discussion.

23.) Approved that the Chair of the Long Range Planning 
Committee, Dr. Joseph Naples, and his members explore 
areas that need to be modified, which could be achieved 
by organizing a strategic planning meeting of the TSA 
leadership.

24.) Recognized and applauded Chris Bacak and commitment 
to the Society.

25.) Recognized and applauded the TSA staff for their service 
to the Society.

26.) Approved a one-time budget item of $15,000 to cover 
office enhancements be added to the budget.

27.) Recognized and applauded Dr. Margaret “Peggy” Wilson 
for the work she has done for the Committee and for the 
years she served as Chair. 

28.) Recognized and applauded Dr. H. A. Tillmann Hein the 
2018 Distinguished Service Award recipient.

29.) Approved that committee chairs and district directors 
should send content for wider distribution on social media 
channels to either socialmedia@tsa.org or chris@tsa.org 
for appropriate placement.

30.) Referred for consideration, the continuation or 
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CONTINUED SUMMARY OF ACTIONS THE TSA HOD 2017
discontinuation of the use of a mobile app for the TSA, to 
the TSA Board of Directors. 

31.) Approved that formal consideration is given to increase 
current prize money for the Cheers for Research 
Competition.

32.) Approved that the presence and scope of the Peer Review 
Committee be disseminated in the TSA newsletter as a 
reminder to members as an avenue for redress if they 
become aware of spurious expert witness testimony.

33.) Approved the creation of the Texas Society of 
Anesthesiologists Resident Component (TSARC).

34.) Approved Resolution recommendation one that the TSA 
provide individuals affected by Hurricane Harvey an 
option to receive a dues credit for the 2018 dues cycle.

35.) Referred to the TSA Board of Directors Resolution 
recommendation two that the TSA establish a $200 grant 
available to residents who were affected by Hurricane 
Harvey. The grant award will be decided by a committee 
established by the President or designee and will award 
the grant based on need.

36.) Approved Resolution recommendation three that the 
TSA President appoint an ad-hoc committee to explore 
charitable efforts of the TSA to its members. This 
committee should report back to the president the type(s) 
of support desired (if any) and the fiscal impact to the 
organization. The committee should also report if such 
efforts conflict with the bylaws, mission statement and 
charter of the TSA.

37.) Informed members that TSA members with personal needs, 
family needs, or needs related to their practices should be 
referred to organizations such as the benevolence fund of 
the Texas Medical Association, the American Society of 
Anesthesiologists, the American Medical Association, or 
other charity. 

38.) Elected the following: 
President-Elect G. Ray Callas
Secretary   David E. Bryant 
Treasurer   Evan G. Pivalizza
Assistant Treasurer George W. Williams
ASA Delegates:

Place 1 David C. Powell 
Place 2  N. Martin Giesecke
Place 6 Jeffrey M. Jekot
Place 10 J. Scott Holliday  
Place 13 John S. Scott, Jr.
Place 14 David W. Mercier
Place 16 Thomas H. Swygert

Place 18 David E. Bryant
Place 19 Gregory M. Kronberg
Place 22  Deborah L. Plagenhoef
Place 23 Sherif Z. Zaafran
Place 25 Carin A. Hagberg
Place 26 Udaya B. Padakandla
Place 27 Thomas J. Oliverson
Place 28 George W. Williams

ASA Alternate Delegates:
Place 1 Brad G. Butler  
Place 2 Vincent G. Nelson  
Place 3 Bracken S. Kolle  
Place 4 G. Ray Callas 
Place 5 Laura I. Dew  
Place 6 Russell K. McAllister  
Place 7 David C. Mackey 
Place 8 Kristina L. Goff  
Place 9 Vijaya Gottumukkala 
Place 10 C. Nicholas Lee  
Place 11 Sam D. Gumbert  
Place 12 Michael R. Hicks  
Place 13 Daneshvari R. Solanki  
Place 14 Mary Ann Gurkowski  
Place 15 Joe F. Bryan, II  
Place 16 Benjamin D. Harvey  
Place 17 Anthony Han
Place 18 Charles E. Cowles
Place 19 Vijay Saluja
Place 20 Vishal Raizada
Place 21 Scott A. Lindberg 
Place 22 Thomas F. Rahlfs
Place 23 Ramy Mankarious
Place 24 Elizabeth Rebello
Place 25 Jeremie J. Perry
Place 26 Don J. Daniels
Place 27 Anna M. Allred
Place 28 Kristyn B. Ingram

39.) Approved the 2018 Annual Budget as amended.
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IN MEMORIAM

Hubert G. Gootee, MD (San Antonio, TX)
Passed away on August 3, 2017

Jack A. Gray, MD (Arlington, TX)
Passed away on September 4, 2017

Willis T. Jones, MD (Baytown, TX)
Passed away on March 13, 2017

Boris L. Payan, MD (Houston, TX)
Passed away on February 10, 2017

Carl L. Pileri, MD (Harker Heights, TX)
Passed away on September 6, 2017

Roy D. Wilson, MD (Ben Wheeler, TX)
Passed away on July 31, 2017



NEW MEMBERS
Since  Oct 1, 2017 the TSA Board of Directors approved the applicants below for the membership categories indicated:

ACTIVE MEMBERS
Alcos, Stephen 
Aluyen, Julius S.N.
Ammon, Jerry 
Arnette, Rhonda K.
Azizad, Omaira 
Baggett, Lisa R.
Ballivian, Roberto A.
Balogh, Julius G.
Bates, Jeremy R.
Bergman, Lindsey H.
Bergson, Milton G.
Bruscia, Patrick J.
Cardini, Tiffany M.
Chandrakantan, Arvind 
Choi, Warren J.
Corn, S. Daniel 
Dakik, Claire G.
Dalela, Sanjeev 
Dave, Siddharth K.
DuBois, Joshua S.
Dutter, Tamara 
Dykhuizen, Kurt M.
Dykoski, Laurie N.
Eddins, Michelle M.
Eltzschig, Holger K.
Epperson, David K.
Floyd, Thomas F.
Frank, Brannon R.
Gaut, Megan M.
Gonzalez, Narciso 
Gonzalez, Adolfo 
Gudimella, Lakshmi 
Hardman, Bailor L.
Harris, Daniel L.
Hong, Suk 
Huang, Grace Y.
Humphrey, John A.
Hunsicker, Christine E.
Husain, Zeena 
Janek, Kyle L.
Joseph, Danny M.
Karasek, Dennis E.
Khan, Harris A.
Khan, Sana S.
Khorsand, Sarah M.
Konda, Prameela 
Krakusin Baltazar, Ana C.
Kutach, Brent L.
Lahsaei, Peiman 
Lee, Benjamin H.
Leung, Samson 
Mann, Chandler R.
Mauritz, Amy 
Maynard, Tamara N.
McElrath, Angela D.
Montoya, Carlos A.

Ngo, Fallon H.
Ngyuen, Timothy 
Nikolaidis, Stavroula I.
Ogunwole, Bode K.
Okafor, Kanayo K.
Okoro, Ejike N.
Oviedo Baena, Ana M.
Pascual-Ramirez, Francisco J.
Pasdar-Shirazi, Francisco 
Patel, Purnal 
Patel, Roshni P.
Patel, Biral T.
Rebal, Brett A.
Reid, Branden 
Reidy, Andrea B.
Saunders, Thomas 
Serber, Julia F.
Setiawan, Christopher T.
Sigireddi, Gurunath R.
Simon, Michelle 
Sprockel, Dennis G.
Stamatakos, Todd 
Stetler, Jacob B.
Sumner, Keith N..
Suresh, Tunga 
Taylor, Amanda J.
Trahan, Leonard A.
Traxinger, Kimberly M.
Urias, Kristi D.
Villegas, Melissa 
Vu, Henry 
Vu, Catherine N.
Wages, John W.
Waldrop, William B.
Wang, Yaoyao A.
Warner, Keith B.
Wilks, Jonathan A.
Wong, Natalie 
Wu, Jennifer Y.
Yacob, Gabriel 
Yager, Ashley M.
Yamamoto, Satoshi 
Yan, Jingbo 
Zavala, Asca M.

AFFILIATE MEMBERS
Layer, David 
Petrik, Edward W.
Yu, San-San 

RESIDENT MEMBERS
Akaluso, Chinenye A.
Ali, Danish 
Al-Jumah, Rana 
Allain, Alexander deVilleneuve
Alspaugh, Eric 
Altshuler, Jaclyn R.

Arango, Daniel 
Balogh, Julius 
Banon, Shawn S.
Bauer, Brooke 
Beitzel, Michael P.
Best, Gavin T.
Bhushan, Kacie 
Bradley, Stephanie L.
Brown, Kendra N.
Budati, Prudhvi Raj 
Clark, Justin S.
Comiskey, Jacob J.
Cooke, Jessica M.
Crisp, Gregory R.
David, Sherline R.
Delcambre, Matthew 
Dickey, Alyssa R.
Diken, Zaid M.
Doctor, Neil P.
Donahue, Hart R.
Dykhuizen, Kurt 
Erondu, Mgbechi U.
Escobar, Casey A.
Gabe, Bradley R.
Garcia, Carlos R.
Garrett, Saundra L.
George, Christy A.
Gilani, Sayyed O.
Gilthorpe, Stefan P.
Gremillion, Jason C.
Ha, Trang T.
Haque, Ahmed T.
Heerensperger, Emily R.
Henry, TeKesha T.
Herbert, Katherine A.
Hermosillo, Alex M.
Hess, Cameron A.
Hynes, Alexander T.
Jahromi, Romin K.
Jain, Niyant 
Jonasson, Tiffany 
Jones, Cory 
Jones, Jeffrey A.
Juarez, Heriberto 
Keillor, Rebbeka L.
Kemp, Stephanie 
Koenemann, Justin M.
Koopaei, Houman 
Kuo, Benjamin 
Kwater, Andrzej 
Lee, Ellen 
Lewis, Taylor 
Liu, Will W.
Maita, Mostafa 
Marino, Morgan R.
Martinez, Michael R.
Martinez, Robert A.

VOLUME 30, ISSUE 1



VOLUME 30, ISSUE 1

NEW MEMBERS

RESIDENT MEMBERS Cont’d...

Masten, Desiree M.
Mautner, Todd W.
Medina, Michael J.
Moorman, Andrew T.
Mullins, Allison E.
Musick, Devin L.
Ngo, Eric V.
Nguyen, Daniel M.T.
Nguyen, Daniel K.
Nichols, Robert H.
Nielson, Cole S.
Olson, Kandice M.
Reddy, Sahna P.
Reeves, Wesley D.
Renteria, Calvin L.
Reynolds, Dustin L.
Ribeiro Marques, Nicole 
Ricketts, Robert M.
Rihani, Ryan J.
Riney, Stephen A.
Ruiz, Daniel 
Runyon, Chukwuemeka C.
Senior, Lauren K.
Seshachellam, Vishwas 
Shevchenko, Yevgeny 
Smith, Darwin D.
Strambler, Jasmine S.
Taylor, Christine E.
Torres, Joseph E.
Tran, Dickson 
Tsai, Wendy C.
Vaughn, Chris T.
Veloz, Omar A.
Vu, David 
Walsh, Alaine L.
Warner, Keith B.
Wasson, Emily A.
Way, Jeremy 
Weaver, Robert L.
Wei, Claudia Y.
West, Kelly E.
Wilson, Andrew 
Yook, Eunie 
Zoch, Isaac A.

EDUCATIONAL MEMBERS
Allen, Darian 
Aubert, Talasha 
Boutte, Meryl 
Cahill, Shane 
Camel, Brandon 
Carter, Paris 
Geiger, Logan 
Haag, Jonathan 
Hails, Austin 

Harris, Spencer 
Hsu, Richard 
Hwang, Grace M.
James, Jesslin 
Johnson, Tyce 
Martis, Reecha 
May, William C.
Nguyen, Elizabeth 
Ngyuen, Kyquang B.
Patel, Amy 
Roush, Chloe 
Runnels, Jonathan 
Schamber, Mark 
Schwach, David I.
Sosebee, Nathan 
Sunga, Joiesah 
Tsai, Annabelle 
Vo, Michael 
Wu, Cheng 

MEDICAL STUDENT MEMBERS
Ahn, Stephanie H.
Chang, Ashley 
Coggins, William S.
Gomes Fonseca, Alexandra C.
Guidangen, Jr., Robert 
Huang, Michael 
Karnes, Pader 
Lappo, Kyla F.
Lorente, Claudia 
Michael, Alen 
Nguyen, Daniel 
Parnell, Thomas B.
Royalty, Samantha A.
Ruggles, Patrick 
Shutter, Timothy R.
Slepicka, Bryan B.
Trinh, Ernest 
Walters, Emily E.
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FUTURE TSA MEETING DATES

2018 ANNUAL MEETING
SEPTEMBER 6-9, 2018

HYATT LOST PINES RESORT AND SPA
LOST PINES, TX

2019 ANNUAL MEETING
SEPTEMBER 5-8, 2019

HYATT LOST PINES RESORT AND SPA
LOST PINES, TX

2020 ANNUAL MEETING
SEPTEMBER 10-13, 2020

JW MARRIOTT SAN ANTONIO HILL COUNTRY
SAN ANTONIO, TX

2021 ANNUAL MEETING
SEPTEMBER 9-12, 2021

JW MARRIOTT SAN ANTONIO HILL COUNTRY
SAN ANTONIO, TX

www.facebook.com/TXSocAnes

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

The Districts of this Society shall be composed as follows:      

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

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

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

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

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

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

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

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

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

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

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

Adopted September 9, 2011

District 1  Joseph F. Bryan
District 2  John S. Scott, Jr. 
District 3  Carlos-Nicholas L. Lee 
District 4  Stacey L. Allen
District 5  Amr E. Abouleish
District 6  Henry L. Bethea

District 7  Charles E. Cowles, Jr.
District 8  Benjamin D. Harvey
District 9  Edward J. Prejean, III
District 10  Udaya B. Padakandla 
District 11 Scott S. Meril

TSA DISTRICT BOUNDARIES
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TSA DISTRICT MAP

DISTRICT 1: Panhandle/West Texas   DISTRICT 6: (The Historic) Brazos Valley
DISTRICT 2: Fort Worth (Cow Town)/North Texas DISTRICT 7: Houston Texas Medical Center
DISTRICT 3: Central Texas/The Hill Country  DISTRICT 8: Metro Houston
DISTRICT 4: San Antonio (The Alamo City)  DISTRICT 9: (Big D) Dallas West
   South Texas (The Brush Country)  DISTRICT 10: (Big D) Dallas East
DISTRICT 5: Gulf Coast/Rio Grande Valley  DISTRICT 11: Piney Woods/NE Texas
   (The Hurricane Magnet)
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