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Anyone who has 
ever worked in the 
intensive care unit 
likely has memo-
ries of a delirious 
patient. This pa-
tient probably had 
active hallucina-
tions, restraints due 
to violent behavior, 
and didn’t recog-
nize loved ones or 
their current sur-
roundings. This is 
also the most com-
mon depiction seen 
in the mainstream 
media on television 
and movies, how-
ever, this hyperac-
tive delirium is not 
the most common 
type of delirium. 

Delirium is a dis-
turbance in atten-

tion and awareness with an acute onset and 
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Anesthesiologists and Serious Illness 
Discussions in the COVID-19 Pandemic
By Vishal Yajnik, MD, MS
Assistant Professor of Anesthesiology 
Division of Critical Care 
VCU Health System, Richmond, VA

Good communi-
cation is a hallmark 
of medicine that 
has spanned centu-
ries, colloquialized 
into the physician’s 
“bedside manner” 
which patients and 
their families val-
ue dearly. Indeed, 
having this skill 
can certainly facil-

itate the smooth incorporation of modern 
medicinal science into personalized care 

and understanding for an individual patient. 
As anesthesiologists, we understand the 

value of this element in our profession. We 
work to build rapport with our patients, often 
in the acute perioperative setting, without 
the benefit of having spent time with them 
in clinics or other avenues that some of our 
colleagues in other specialties have. We 
seek to understand not only our patients’ 
medical problems, but fears and concerns 
in undergoing anesthesia and surgery, and 
these conversations frequently highlight 
how momentous an occasion surgery can 
be for an individual.

Discussing code status for patients, 
especially those who bear serious illness, 
is a challenge that we face frequently as 
stewards of patient autonomy in the periop-
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By Marie Sankaran Raval, MD
VSA President
Assistant Professor of Anesthesiology
Division of Pediatric Anesthesiology
VCU Health System, Richmond, VA

Since moving 
to Richmond in 
2012, the VSA has 
played an integral 
role in my profes-
sional career and 
I am so excited to 
serve as your next 
VSA President.  

As a pediatric 
anesthesiologist 
at the Children’s 
Hospital of Rich-
mond, I have seen 

firsthand the incredible power of working 
together and advocating for issues that affect 
our specialty and the practice of medicine.  I 
have gained a huge sense of community and 
have witnessed the power of advocacy as we 
have gained headway in various legislative 
topics, including defeating the repeal of the 
medical malpractice cap and adding an expi-
ration date to nurse practitioner legislation. 

As we look ahead, our goal is to continue 
to provide safe anesthesia to all Virginians 
and to that end, I hope to engage you all in 
advocacy for our specialty and encourage 
you take leadership roles in improving pa-
tient safety in your own practice.  We are so 
much stronger together than apart. 

Patient safety and education are important 
topics, not only in anesthesiology, but in 
all of medicine. We are fortunate to be in a 
medical specialty that puts the safety of our 
patient population at the forefront of our job 
description. It is inherent to who we are as 
anesthesiologists.

To that end, the American Society of An-
esthesiologists (ASA) has the Committee on 
Patient Safety and Education, through which 
the ASA carries out its vision of “worldwide, 
safe anesthesia practice.” The Committee 
on Patient Safety and Education (CPSE) 
has multiple resources on the ASA website, 
available to all members, including a Safety 
Handbook, Emergency Manuals/Checklists 
and various Decision Aids to assist in the 

safe practice of anesthesia.  
The CPSE has also been vocal in the 

ASA Monitor on multiple topics important 
to our everyday practice, such as persistent 
opioid use after surgery, anesthesiology, and 
pharmacy, and creating a culture of safety.

A culture of safety is essential to any 
department and the Agency for Healthcare 
Research and Quality (AHRQ) defines it 
as a “collaborative environment in which 
skilled clinicians treat each other with re-
spect, leaders drive effective teamwork and 
promote psychological safety, teams learn 
from errors and near misses, caregivers are 
aware of the inherent limitations of human 
performance in complex systems (stress 
recognition), and there is a visible process of 
learning and driving improvement through 
debriefings.”  

The work environment must be supportive 
and individuals must be willing to share ex-
periences to better serve and care for future 
patients and prevent errors. 

As anesthesiologists, we are also fortu-
nate to have the Anesthesia Patient Safety 
Foundation (APSF), a nonprofit corporation, 

created in 1985 with a vision “that no patient 
shall be harmed by anesthesia care.” 

The APSF has worked tirelessly since its 
inception, alongside the ASA, to foster a 
culture of safety in anesthesia and improve 
overall patient outcomes.  While the prac-
tice of anesthesia has seen a tremendous 
decrease in adverse outcomes through this 
collaboration, the work is not complete. 

Patient safety is constantly threatened 
by efficiency pressures, human error, and 
equipment/systems failures.  We must con-
tinue to work together and put our patients 
first. 

With these goals in mind, as your VSA 
president, I pledge to continue to advocate 
for patient safety and our specialty. I encour-
age you all to reach out to me at marie.san-
karanraval@vcuhealth.org with any issues 
that are important to you and your practice.  

We want to hear from you.  We also 
appreciate all of the generous donations to 
the VaSAPAC and encourage all members 
to donate. No gift is too small and together, 
we can make a difference in the healthcare 
of all Virginians. 

Patient Safety at the Forefront of Anesthesiology
President’s Message

Dr. Marie Sankaran Raval 
VSA President

Meet More of VSA’s  
Volunteer Leaders

ASA Representatives
Our ASA Director is Jeffrey A. Green, MD, MSHA, FASA; and our ASA Alternate 

Director is Brooke Trainer, MD.

Our ASA Delegates are Casey Dowling, DO, FASA; Mike Fowler, MD, MBA; 
Jeffrey Green, MD, MSHA, FASA; Brian McConnell, MD, FASA; Craig Stopa, MD; 
Marie Sankaran-Raval, MD; Lynda Wells, MD; and Brooke Trainer, MD

Our ASA Alternate Delegates are Fatoumata Kromah, MD, FASA; Maxine Lee, 
MD, MBA, FASA; Manhal Saleeby, MD; Darian Rice, MD, PhD; Matthew Meyer, 
MD; Danny Theodore, MD; Vishal Yajnik, MD; and Khaled Dajani, MD

VSA Regional Directors
Central Virginia - Michael A. Fowler, MD, MBA; Charlottesville/Central 

Shenandoah Valley - William C. Manson, MD; Northern Virginia - Gerry Cherayil, 
MD; Southside - Manhal Saleeby, MD; Southwest - Ali Kazemi, MD and Michael 
Saccocci, MD; Tidewater - Katie Chan, MD.
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Past President’s Message

Physician Anesthesiologists and the 
Quadruple Aim
By Jeffrey Green, MD, FASA
VSA Immediate Past President
Boyan-Keenan Professor of Anesthesia 
Safety
VCU Health System, Richmond, VA

A t  t h e  V S A 
membership meet-
ing on February 2, 
I had the pleasure 
of handing over the 
gavel to the new 
VSA President, Dr. 
Marie Sankaran 
Raval and presid-
ing over the elec-
tion of your new 
officers, directors, 
delegates and al-
ternates. 

I couldn’t be more excited for the future of 
the VSA with this new group of outstanding 
leaders. I can’t help but think about some 
of the former physician anesthesiologist 
leaders in Virginia and their connections to 
the theme of the current newsletter. 

For example, former Chairs of the VCU 
Department of Anesthesiology, Paul Boyan 
and Dick Keenan, collaborated on their 
seminal article in JAMA in 1985 on Car-
diac Arrest due to Anesthesia, increasing 
our awareness of adverse events ultimately 
resulting in improved patient safety. These 
leaders in Virginia, as well as others, con-
tinue to inspire physician anesthesiologists’ 
interest and research in quality improvement 
and patient safety. 

The Quadruple Aim is a term developed 
by Lucian Leape and colleagues that builds 
upon the preceding term “Triple Aim”, first 
described by Don Berwick and colleagues 
in 2008.  

The Triple Aim is designed to provide a 
framework representing value in healthcare. 
The Triple Aim is centered on three goals: 
improving the individual patient experience, 
improving the health of populations, and 
lowering the cost of healthcare. 

The Quadruple Aim adds another criti-
cal dimension: improving the experience 

of healthcare personnel while providing 
care. Physician anesthesiologists are well 
equipped and well positioned to lead 
healthcare organizations in the pursuit of the 
Quadruple Aim because of our grounding in 
patient safety.

The theme of this volume of the newsletter 
is quality improvement and patient safety. 
Quality improvement and patient safety 
are the underpinnings of the first Aim, im-
proving the individual patient experience. 
Without quality care that is also safe, there 
cannot be a successful patient experience. 

Anesthesiologists are trained to under-
stand human error and systems improve-
ment. These concepts are fundamental to 
our specialty and are built in to what we do 
every day. Anesthesiology recognizes that 
humans are error prone, therefore anesthesia 
systems and processes are built to overcome 
human errors by preventing these errors 
from reaching the patient. 

It is not surprising that physician anesthe-
siologists can frequently be found leading 
organizational efforts around safety and 
quality. Although anesthesia is now gen-
erally thought to be safe, it wasn’t always 
this way. Today we continue to strive for 
improvements in patient safety. 

In April of 1982, ABC aired a special on 
anesthesia on 20/20. In the episode, it was 
stated that there was a “shocking number of 
anesthesia mishaps” and “6,000 die or suffer 
brain damage” from anesthesia every year. 
This was a wake-up call in the anesthesiol-
ogy community, prompting the adoption of 
safety standards by the ASA and other anes-
thesia organizations and leading to the birth 
of the Anesthesia Patient Safety Foundation. 

Ever since, anesthesiology has been 
credited with being the leading specialty 
in the development of patient safety. In the 
2000 Institute of Medicine report, To Err is 
Human: Building a Safer Health System, 
anesthesia was credited with being a “model 
of safety” and an “area in which very impres-
sive safety improvements have been made.” 

Another important development in the 
history of anesthesia patient safety is the cre-
ation of the ASA Closed Claims Database. 

This index of resolved medical malpractice 
claims involving anesthesia, helped track 
and trend the injuries and safety events in 
anesthesiology reported from insurance 
companies. It has demonstrated significant 
reductions in the rates of death and brain 
damage related to anesthesia, as well as 
recognize the importance of neurologic 
injury during anesthesia. It also led to the 
development of the ASA Difficult Airway 
Algorithm. 

Areas more recently recognized by the 
Closed Claims Project in need of continued 
safety improvement include airway fires, 
high risk cases in non-OR areas, neurologic 
injury in obstetrics, and risks of chronic 
opioid pain treatment.

I am particularly proud to be a member 
of a specialty that makes patient safety and 
quality improvement a pillar of our practice.  
Physician anesthesiologists make a huge 
difference to patients every day while we 
shepherd them through difficult procedures, 
although we often fly under the radar of 
recognition among our physician colleagues 
and patients alike. 

Despite the under acknowledgment, we 
should all be pleased to be known as cham-
pions for the Quadruple Aim.

Now that my term as president has come 
to an end, I want to take the opportunity to 
thank the entire VSA Board and officers 
for their support. I also want to thank the 
teams at Ruggles Service Corporation and 
Commonwealth Strategies for their hard 
work and dedication to the anesthesiologists 
in Virginia. 

In particular, I want to thank Emil Engels 
for his service to VSA as the ASA Director. 
I am pleased to have the opportunity to 
continue to serve Virginia anesthesiologists 
as the new ASA Director and I pledge to 
continue to represent your interests at the 
national level.  

If there is anything else the VSA or ASA 
can do to improve your experience as a 
physician anesthesiologist in the Common-
wealth, please reach out to me at Jeffrey.
green@vcuhealth.org.

Dr. Jeffrey A. Green 
VSA Immediate 
Past President
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Safe Perioperative Pathways for 
Balancing OSA and Ambulatory Surgery
By Alexander J. Skojec, MD
Anesthesia Resident 
Department of Anesthesiology
University of Virginia, Charlottesville, VA

Long lauded as 
proponents of pa-
tient safety, and 
increasingly so in 
perioperative med-
icine, Anesthesi-
ologists exert an 
invaluable impact 
on the periopera-
tive management 
of patients with 
obstructive sleep 

apnea (OSA).  While the prevalence of OSA 
and OSA-related diseases (e.g. hypertension 
and obesity) surge in the United States, an-
esthesiologists are commonly being asked 
to provide services in outpatient surgical 
centers1-3.  Because these two trends con-
verge, we must identify patients with OSA, 
diagnosed or suspected, prior to the day of 
surgery to medically optimize this high-risk 
population and to recommend the location 
best suited for providing their anesthesia.

At the University of Virginia (UVA), all 
patients scheduled for elective surgery at our 
outpatient surgical center are screened for 
OSA during the preoperative surgical clinic 
visit.  This screening process includes ad-
ministering a “snoring, tiredness, observed 
apnea, high BP, BMI, age, neck circumfer-
ence, and male gender” (AKA STOP-Bang) 
questionnaire to each patient, which focuses 
on common risk factors.4 Patients with a 
STOP-Bang score of 3+ are automatically 
flagged as potentially high risk for OSA, and 
those scoring 5+ are presumed to have mod-
erate to severe OSA until proven otherwise. 
Both groups are offered a sleep study prior 
to their elective procedure. 

Likewise, due to risk of perioperative 
hypoxia and hypoxemia, STOP-Bang scores 
inform appropriate location choice for 
elective surgery. Patients with scores of 5+ 
or with OSA diagnosed by sleep study (re-
gardless of treatment compliance), receive 
special attention prior to scheduling them 

for outpatient surgery.  Patients undergoing 
MAC, Bier Block, or local-only anesthetics 
are exempt from our pathways and proceed 
for elective outpatient surgery.  However, 
patients with known or suspected OSA re-
quiring peripheral nerve blocks, neuraxial 
anesthesia, and/or general anesthesia, as well 
as those likely to require opioids for post-op-
erative pain control, require individualized 
care plans involving the UVA Pre-anesthesia 
Evaluation and Testing Center (PETC). 

During the PETC visit, patients with 
known or suspected OSA are evaluated 
for their procedure’s appropriateness at 
the outpatient surgery center based on 1) 
the type of procedure and the expected 
type of anesthesia, 2) the potential need 
for respiratory-suppressing medications, 
3) their OSA severity, 4) their compliance 
with OSA treatment (e.g. CPAP), and 5) 
their other comorbidities (cardiopulmonary 
issues, chronic narcotic use, etc).  This clinic 
appointment serves as an opportunity to help 
optimize relevant comorbidities (weight, 
blood pressure, chronic cardiopulmonary 
diseases), discuss postoperative pain con-
trol strategies (predominantly non-opioid 
modalities), and to counsel patients about 
the risks of OSA.  If the diagnosis of OSA 
remains in question, they are offered and 
encouraged to participate in a sleep study.  
Patients with known or suspected OSA 
undergoing airway surgeries under gen-

eral anesthesia (except tonsillectomy and 
adenoidectomy in children > 36 months) 
or upper abdominal surgeries (except for 
laparoscopic cholecystectomy) are avoided 
in the ambulatory setting.

Patients with OSA who are also compliant 
with nightly CPAP therapy may undergo 
elective procedures at the outpatient surgery 
center if they are medically optimized, bring 
their CPAP device with them, and otherwise 
meet the criteria listed above.  Patients with 
known OSA who are NOT compliant with 
therapy, or those patients with STOP-Bang 
scores of 5+, must meet several additional 
criteria to have their surgery considered safe 
at the outpatient surgery center.  In general, 
patients undergoing minor procedures under 
minimal sedation/opioids may be consid-
ered, though exceptions exist.  Utilizing 
regional and neuraxial techniques, as well 
as minimizing intraoperative sedation and 
postoperative opioids, are preferred out-
patient strategies.  These patients are also 
preferentially scheduled for earlier operative 
times given the increased risks of prolonged 
emergence from anesthesia and postopera-
tive hypoxemia.

Postoperatively, all patients with suspect-
ed or confirmed OSA must be monitored 
closely in the post-anesthesia care unit 
(PACU).  All episodes of apnea, bradypnea, 

Dr. Alexander J. Skojec

Continued on page 7
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Editor’s Message

Promoting A Positive Safety Culture in 
Healthcare Organizations
By Brooke Trainer, MD, FASA
Editor, VSA Newsletter 
VSA Secretary
Assistant Professor of Anesthesiology
Dept of Anesthesiology and Critical Care
CVHCS, Richmond, VA

Disagreements 
regarding medical 
management of 
patients between 
medical profes-
sionals will exist 
at every institution 
and in all types of 
situations. What is 
important, howev-
er, is the ability of 
each provider to 
feel comfortable 
in voicing those 

differing professional opinions. When the 
ability to communicate is limited or sup-
pressed, patients can suffer. 

Medicine is not always a science; it can 
be an art. Discoveries are made every day 
disputing therapies we once believed to be 
superior and contradicting our initial under-
standing of their application. For example, 
we once believed ventilating patients with 
tidal volumes of 10ml/kg was necessary to 
prevent harm from atelectasis and possible 
pneumonia. We now realize that in some 
patients, this volume can be excessive and 
lead to harm, so we accept a lower tidal vol-
ume of 6ml/kg to be much more favorable.  

Because our understanding of medical 
science ebbs and flows, so must our ability 
to communicate our thoughts and concerns, 
openly and freely. Institutions must foster an 
environment of psychological safety which 
encourages others to feel safe communicat-
ing issues and speaking up with concerns. 
(1) A positive safety culture allows medical 
providers to act decisively and expediently 
to protect patients and employees.

A positive safety culture within a health 
care system is an essential component of 
improving patient safety and reducing er-
rors.  The Joint Commission defines safety 
culture as “the collection of beliefs, values, 
attitudes, perceptions, competencies, and 

patterns of behavior that determine the 
organization’s commitment to quality and 
patient safety”. (2) This can be accomplished 
by encouraging transparent, non-punitive 
approaches to speaking up and reporting. 
Moving to a “just culture” where a focus 
is placed on system faults contributing to 
adverse events rather than individual blame 
can improve an organization’s safety culture. 

Environments where unprofessional 
behavior is allowed to persist negatively 
impact patient outcomes and interfere with 
another medical provider’s ability to safely 
care for patients. Take for example, an ar-
gument between a surgeon and intensivist 
regarding a patient in the ICU after surgery. 
Both providers are equally invested in the re-
covery of that patient and both want the best 
possible outcomes. However, what happens 
when the two providers disagree regarding 
the medical management of the patient? 
Who “wins”?  In the best case scenario, 
both providers are able to openly discuss 
their plans with one another, are cordial and 
respectful of one another’s input, consider 
the alternative perspective, and then together 
through compromises, additional evidence, 
or a third opinion (tie breaker), decide the 
next best course of action to pursue for the 
patient. In the end, the patient wins because 
he/she has multiple experts openly discuss-

ing the next best course of action for their 
care, which ultimately contributes to the 
mutually shared goal of better outcomes 
for the patient.   

In contrast, when unprofessional behavior 
is tolerated in an organization it negatively 
impacts patient safety. Providers may feel 
intimidated and afraid to speak up, and feel 
their clinical expertise is undermined or 
dismissed. Medical decision making can be 
more challenging because providers begin 
to question themselves and become less 
likely to speak up with concerns. Rather 
than feel humiliated, providers in hostile 
and degrading environments may choose 
to defer to other’s medical decisions, even 
if they do not agree with them.  

There is no room for authoritative dicta-
torship in medicine.  Communication cannot 
be one-sided - it ties the hands of other 
providers and makes them feel vulnerable 
and frozen between not wanting to upset an 
intimidating, aggressive, and authoritative 
provider, and doing the right thing for the 
patient. Providers must feel safe and be 
encouraged to challenge a plan with which 
they are in disagreement. The ability to 
freely discuss ideas, evidence-based practice 

Dr. Brooke Trainer

Continued on page 7
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Safety Culture, from page 6

suggestions, and alternative management 
strategies, along with the willingness of 
other providers to listen is all in the best 
interest of the patient. 

When caring for a patient, a provider 
should expect a level of psychological safety 
to exist between two professional colleagues, 
which fosters a culture of speaking up and 
maintaining open lines of communication. 

Ultimately, organizations who promote a 
positive organizational climate contribute 
to higher job satisfaction among employees, 
decreased burnout, fewer medical errors, and 
an overall improved culture of safety. (1)

References
1. “Effective Leadership and Patient Safety 
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and hypoxia (defined as persistent oxygen 
saturation less than 90%) are reported to 
an attending anesthesiologist.  Opioids and 
other respiratory depressants are minimized.  
Consistent use of CPAP (if available) is em-
phasized, and CPAP is advised for the entire 
time the patient is requiring postoperative 
opioids.  Patients are always provided with 
education postoperatively, especially as it 
pertains to the type of anesthesia received 
and possible adverse outcomes.  Should any 
concerns arise during their perioperative 
course, there remains a low threshold to be 
considered for admission. 

The prevalence and severity of OSA con-
tinues to increase across the United States, 
and the frequency with which patients with 
OSA require anesthesia also continues to 
increase.6 For reasons stated in many other 
review articles, patients with sleep apnea re-
quire meticulous preoperative optimization, 
individualized intraoperative management, 
and close postoperative surveillance due to 
the multiple and profound implications this 
disease has on perioperative morbidity and 
mortality.6-9  

As the demand for anesthesia services 
at outpatient surgery centers continues to 
increase, so too does the demand to provide 
anesthesia services for patients with known 
or suspected OSA going for ambulatory 
surgery.  UVA’s pathway for managing our 
patients with OSA, especially for elective 
surgery, provides an example of the expected 
vigilance, leadership, and hallmark dedica-
tion to patient safety for which Anesthesi-
ologists are known.

Special thanks to Dr. Ashley Shilling (Di-
rector of University of Virginia Outpatient 
Surgical Center) and Dr. Lee Kassell (Medi-
cal Director of University of Virginia Pre-an-

esthesia Evaluation and Testing Center) for 
their invaluable assistance with this topic.  
The discussed guidelines are featured in the 
policy bulletin titled “Guidelines For The 
Management Of Obstructive Sleep Apnea 
(OSA) Or Suspected OSA Patients Coming 
For Outpatient Surgery At The University Of 
Virginia,” last updated December 31, 2020.
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By Karishma Popli, BS, MBE
Third Year Medical Student
VCU School of Medicine, Richmond, VA

Medication er-
rors account for 
more than 400,000 
in-hospital adverse 
drug events in the 
United States each 
year, costing the 
healthcare system 
over $3 billion an-
nually1. Over 60% 
of patients being 
admitted have at 

least one medication omission or error, with 
approximately 11-59% of these errors hav-
ing the potential to cause harm or an adverse 
drug event2. There is an increasing need to 
both identify and rectify medication errors 
to improve patient safety since they are both 
extremely common and easily preventable. 
One major strategy for reducing medica-
tion errors prior to elective surgeries and 
subsequent patient admissions, is to have 
pharmacists perform medication history in 
pre-operative anesthesia clinics.

As a third-year medical student, I had the 
opportunity to rotate at VCU Health’s PACE 
(Preoperative Anesthesia, Communication, 
and Education) clinic where I saw first-hand 
the benefits of pharmacists. The PACE clinic 
sees an incredibly high volume of patients 
of all ages, who are scheduled for a broad 
mix of complex surgeries that cover most 
surgical subspecialties. Likewise, patients 
who come to PACE clinic, often have several 
advanced medical co-morbidities, which 
may or may not be well-controlled, and take 
complicated, high-risk medication regimens 
that leave room for much error. To improve 
both patient safety and education, pharma-
cists have started seeing patients scheduled 
to stay overnight for 23-hour observation or 
inpatient after their surgery. 

One month after the introduction of the 
pharmacist-led medication history program 
in the pre-operative anesthesia clinic at VCU 
Health, the in-house pharmacy saw over 500 
patients. An average of 20 clinic patients per 
day were scheduled to be inpatient after their 

surgery and received a medication history 
by pharmacy. With typically two full-time 
pharmacists working each day over this 
month, taking an average of 22 medication 
histories per day, pharmacy made changes 
to 249 high-alert medications, as classified 
by the Institute for Safe Medication Prac-
tices (ISMP), and either added, removed, 
or changed 102 medication allergies during 
this time period. More results from the 
medication reconciliation program can be 
seen in Table 1.

Error Type Number of  
Medication Changes

Non-compliance 491

High-alert Medication  
Changes

249

Medication Allergy 
Changes

102

Medication Added 1377

Medications Removed 1089

Wrong Medication 55

Wrong/Missing  
Medication Formulation

196

Wrong/Missing  
Medication Strength

518

Wrong/Missing  
Medication Doses

697

Wrong/Missing Medication 
Dose Frequencies

488

 
Table 1: Preliminary data on error type and number 

of medication changes one month after incorporation 
of the Pharmacist team medication reconciliation 

program at VCU Health PACE Clinic

These preliminary results show the direct 
benefits of having a pharmacist-led medi-
cation history program in the pre-operative 
outpatient clinic setting to improve patient 
safety and reduce medication errors periop-
eratively. These findings are supported by 
other studies that have shown similar results 
with the introduction of pharmacy services 
in pre-operative anesthesia clinics with at-
risk patient populations3,4, but no study to 
date has been done to show the benefits to 
all-comers in this outpatient setting. 

This program has also helped to identify 
patients who are non-compliant with certain 
medications that are vital for both their 
scheduled surgeries and overall well-being. 
By identifying these patients immediately 
prior to the provider seeing them in clinic, 
the provider is able to tailor their visit with 
the patient to include education on their 
medication use and encourage them to 
schedule an appointment with specialists 
or their primary provider, if necessary, to 
follow up on the treatment of their medical 
conditions. 

Overall, I believe there is a tremendous 
impact on patient safety and education by 
utilizing pharmacy services to conduct med-
ication history in outpatient pre-operative 
anesthesia clinics to help reduce medication 
errors and adverse events perioperatively, 
and I think other clinics would benefit from 
this introduction as well.

Perspective on the Introduction of Pharmacy 
to a Pre-Operative Anesthesia Clinic

Pictured L to R: Yena Son, VCU SOM ‘21, Karishma Popli, VCU SOM ‘22, Dr. Olga Suarez-Winowiski, Director of 
PACE Clinic, with two of the in-house clinical pharmacists at the PACE Clinic, VCU Health.

Continued on page 9
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Adults as Learners
By Mark T. Nelson MD, MEd 
Associate Professor of Anesthesiology
Division of Cardiothoracic Anesthesiology 
VCU Health Systems, Richmond, VA 

and Jean Bailey, PhD 
Associate Dean for Faculty Development
Associate Professor 
VCU School of Medicine, Richmond, VA 

When we think 
of learners, K-12 
students usually 
come to  mind. 
Most  of  us re-
member those days 
well. As we have 
grown though, we 
began to see, ex-
perience, and value 
education differ-
ently. Almost with-
out our knowing 
it, we transitioned 
from child to adult, 
becoming adult 
learners. 

A d u l t  l e a r n -
ers (described by 
studies from the 
perspective of an-
dragogy) differ 
from children (de-
scribed by studies 

from the perspective of pedagogy) by sev-
eral characteristics described by Malcolm 
Knowles in the 1980s. Adults are more in-
ternally motivated to learn.  Their motivation 
can result from many sources (promotion, 
joy, societal responsibility/recognition, and 
accountability) but largely originates from 

within. 
This differs from external motivators ex-

perienced in childhood. or even adolescence, 
such as a desire to please a parent, teacher, 
etc. Adult learners also have some amount 
of life experience that needs recognition by 
the teacher in order to engage the learner; 
one size will not fit all.  

Adult learners are goal oriented; the 
knowledge or skill they seek is to help them 
perform, understand, or utilize information 
better. Their desire to learn is described as 
practical with explicit endpoints. 

Lastly, adult learners need to be respected 
and will naturally resist what they perceive 
as forced on them. They also thrive in safe 
learning environments, where they can test 
their new knowledge and get feedback to 
help them learn. 

As one can see, these characteristics are 
specific mostly to adult learners, differ-
entiating them from pedagogical learning 
experienced by children.

Not only are motivating forces to learn 
different, but also effective methods of 
learning are important and specific to this 
group.   Kolbe’s experiential learning mod-

el, which has gained significant traction in 
the last half century, describes a process of 
testing newly acquired knowledge against 
what the learner already knows. Reflection 
is a vital component to functionalizing this 
new knowledge. 

Theories describing adult learning are an 
amalgam. They take into account behav-
ioral, cognitive, experimental, humanistic, 
and transformative perspectives, with the 
latter three being constructivist in origin. 
Constructivism describes the process by 
which learners create meaning from their 
observations. Different people can observe 
the same event but the meaning they con-
struct can be very different, derived from the 
learners’ own experiences. 

Transformative learning is derived from 
critical reflection and confronting a disori-
enting dilemma. Learning occurs when a 
person finds her/himself in a dilemma for 
which the tools they currently possess will 
not produce a satisfactory solution. Exam-
ples include learning to live with a chronic 
disease or disability, accepting the death of 

Continued on page 10
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Adults as Learners, from page 9
a loved one, and changing perspectives on 
what was initially deemed an impossibility.  

So, what about our residents? Where do 
they fit in to this schema and how can we 
help them learn? They certainly lack many 
of the characteristics of adult learners, but 
most have some.  Many physicians began 
their journey into medicine as traditional 
learners before and during undergraduate 
training. They enter medical school with 
limited prior learning and life experience. 

Motivating factors are often external, 
sometimes rooted in parental expectation, 
societal expectation, even happenstance.  
They often have insufficient experiences 
of their own to derive internal motivation. 
They could desire to enter the profession 
for prestige or from a desire to help others. 

While these may or may not be virtuous, 
they are nonetheless external. It would be 
unlikely that many physicians made this 
decision from largely internal motivations. 
Although we were “goal oriented”, with the 
goal of becoming a doctor, we often lacked 
a full understanding of just what that meant. 

Over time, we more deeply derived a 
professional identity and only then a need 
to be recognized as a physician. In truth, the 
resident learner may be in a class of his or 
her own and obtaining a passing grade may 
be motivated both externally, and to some 
extent, internally. 

So then, how do we teach to this group 
that does not fit neatly into either an an-
dragogy or pedagogy identity? How do we 

begin to rescind the pedagogy-based roots 
that limit our learners in their new role as 
adult learners? How do we replace current 
motivations, creating lifelong learners and 
ultimately responsible physicians? How do 
we transcend the compliance so valued in 
childhood learning with internally derived 
ownership critical to successful consumma-
tion of becoming a physician?  

The answer may not lie in what to do but 
what we refrain from doing. It might be 
that we remove hurdles or avoid practices 
that may suppress their adult development 
and engagement. Our role becomes a facil-
itator of their development as well as their 
cognitive knowledge, helping them to find 
an accountability and responsibility that is 
personal to them rather than just a complian-
cy to the rules of the organizations in which 
they find themselves. 

This will require time for reflecting, 
debriefing, and useful formative feedback. 
Adult learners, by definition, need to be 
involved in their curricula development as 
well. They know how they learn, and if this 
is recognized, their enthusiasm and owner-
ship will be engaged. Lastly, responsibility 
without authority will serve only to frustrate 
the adult learner.  Over-regulated programs 
citing “safety” as a motivating factor often 
hamstring residents. Is it safe to graduate 
a resident who has experienced very little 
legitimate responsibility? 

If this essay has created more questions 
than answers, then it has done its job. As 
residents progress to adult learners, they 
become more inclusive yet more discern-
ing. They begin to realize that few issues or 
practices are truly black and white, but rather 
most are gradations somewhere in between 
requiring reflection and critical analysis. 

It is incumbent on us as teachers to iden-
tify and understand the characteristics of 
andragogy and facilitate the development 
of adult learning through residency. It is 
no longer enough to take on parental roles, 
treating learners as if they were pupils of 
compulsory education.  

Our recognition of this and attempts to 
frame our teaching in ways that not only 
produces cognitive change but further fa-
cilitates development of adult learners in 
our residents is essential to our mission as 
teachers. 

The answer may not lie in 
what to do but what we refrain 

from doing. It might be that 
we remove hurdles or avoid 
practices that may suppress 
their adult development and 

engagement.

Encourage Your Practice Administrators to Join VSA

If 90% or more of a group’s physician anesthesiolo-
gists are VSA Active Members in good standing and 
all members will be on a single group bill, the annual 

dues are FREE.

If less than 90% of a group’s physician anesthesiolo-
gists are ASA Active Members in good standing, or 
the group does not participate in group dues billing, 
the annual dues are $75.00

VSA encourages your practice administrators to join!  We have two options:

To have your practice administrator join, go to: https://www.asahq.org/member-center/join-asa/educational 

• Click on Anesthesia Practice Administrators and Executives – Educational Member
• Click on the + sign next to the title
• The box that opens will contain full details and the membership rate(s)

1 2
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Delirium Screening, from page 1

fluctuating course that is not better explained 
by another neurocognitive disorder. Simply 
put, it is a sign of acute end organ dysfunc-
tion of the brain, just like low urine output is 
a sign of kidney dysfunction. We care about 
delirium because it is associated with longer 
hospital stays and costs, increased risk of in-
stitutionalization after discharge, increased 
risk of disability, prolonged cognitive dys-
function, and increased risk of death1. 

Unfortunately, delirium is common. For 
the types of patients that anesthesiologists 
treat, up to 40% of patients in the post 
anesthesia care unit (PACU) already have 
delirium and up to 80% of ventilated patients 
in the ICU suffer2. The bigger the surgery, 
the higher the risk; patients undergoing 
cardiac and major abdominal surgery have 
the highest rates of delirium2.  

There are three types of delirium: hypoac-
tive, hyperactive, and mixed2. Hyperactive 
is the more traditionally thought of man-
ifestation described above, characterized 
by restlessness and agitation. However, 
hypoactive delirium is far more common 
and dominated by symptoms of drowsiness 
and inactivity2. 

Due to the nature of the symptoms, hypo-
active delirium is commonly missed in the 
clinical environment unless daily screening 
is instituted.

ICU Liberation (ABCDEF) Bundles help 
reduce delirium, improve pain management, 
and reduce long term consequences for 
ICU patients3. A is for assess, prevent, and 
manage pain. B is for both spontaneous 
awakening and breathing trials. C is for 
choice of analgesia and sedation. D is for 
delirium, to assess, prevent, and manage. 
E is for early mobility and exercise. F is 
for family engagement and empowerment3. 

The Central Virginia VA Health Care Sys-
tem in Richmond, VA is one of the largest 
VA hospitals in the country and performs 
some of the most complex surgery in the 
whole system - including left ventricular 
assist devices and heart transplants. There 
are two traditional ICUs at our hospital, the 
Medical Intensive Care Unit that houses the 
medicine and cardiology patients and the 
Surgical Intensive Care Unit. 

In April, a new ICU that specifically treats 

the COVID-19 positive patients opened up. 
Prior to 2019, many aspects of the ABCDEF 
bundle were in place, however, there was no 
delirium screening in any of the ICUs and 
delirium rates were unknown. 

In the Spring of 2019, representatives 
from both ICUs proposed the project to 
institute daily ICU delirium screening at our 
hospital. Several delirium screening tools 
exist; however, we chose the Confusion As-
sessment Method for the ICU (CAM-ICU). 

The CAM-ICU is the most widely used 
screening tool in the world because it can 
be completed quickly, is reliable, and highly 
validated. The downside is that it assesses 
the patient at one moment in time, so it must 
be performed again if there is a change in 
mental status. 

ICU leadership approved the project and 
set the baseline of performing the CAM-
ICU twice a day, once on day shift and once 
on night shift (0800 & 2000), on all ICU 
patients. The goal was to have greater than 
90% compliance in each unit.   

Before education could start, the IT 
department created a space in the medical 
record to document the delirium assessment. 
Once this was achieved, we identified nurse 
champions in both ICUs to help educate the 
rest of the nursing staff on how to perform 
and document the CAM-ICU.  Education for 
the nursing staff took place over the next few 
months with the help of the nurse champions 
and intensivist staff.  

Audits of the chart began in October 2019, 
with continuing education as we received 
data. In April of 2019, there were zero CAM-
ICU screens performed and by October of 

2019, 78% of SICU patients received screen-
ing and 69% of MICU patients. 

Different areas of improvement dealt 
with simply charting the CAM-ICU the 
correct way, to getting nursing to perform 
the screening on intubated patients during 
their spontaneous awakening trials. A lot of 
education had to be done to show them that 
the patients could safely be woken up and 
communicated with at length to perform the 
screening. The most recent data from July 
2020 shows us meeting our goal with 91% 
of SICU patients and 98% of MICU patients 
receiving delirium screening.

Of the patients from each service that were 
admitted to the ICU, we found the following 
rates of delirium at our institution: 33% of 
MICU patients, 9.3% of cardiology patients, 
21% of spinal cord injury patients, 6.7% 
of cardiothoracic surgery, 17% of general 
surgery, 16% of surgical oncology, 13% of 
neurosurgery, and 14% of vascular surgery. 

Future directions for this quality improve-
ment project are to continue education in the 
current units and expand into newer areas. 
This includes the opening of a new ICU 
specifically for the treatment of COVID-19 
patients. 

Given the isolation required to treat these 
patients and protect others, they are at high 
risk of ICU delirium. We need to identify 
the patients at risk, implement prevention 
strategies, and educate providers and nurses 
on proper treatment. 

We have come a long way at our hospital 
and we believe this project has improved 
the care of Veterans in the Commonwealth 
of Virginia.  
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erative setting. After all, cardiopulmonary 
resuscitation (CPR) was developed in the 
perioperative literature in the mid-20th 
century.  It is important to acknowledge 
that the discussion entails more than simply 
rescinding Do Not Attempt Resuscitation  
(DNAR) for a given operative case, and 
requires shared decision making with input 
from the patient or surrogate decision maker, 
surgeon, and anesthesiologist. And all too 
often, this discussion occurs at the bedside 
in the preoperative area, immediately prior 
to surgery, if it happens at all.

In 1991, the Patient Self Determination 
Act required healthcare institutions to 
provide advanced healthcare directive 
information to patients, including acknowl-
edgment of a patient’s right to refuse care. 
Prior to this, DNAR orders were routinely 
suspended preoperatively. Nonetheless, 
advance directives are frequently of limited 
value when approached without a complex 
discussion in the perioperative setting. They 
are often boilerplate and refer to decisions 
regarding prolonged artificial life-sustaining 
therapy that are not pertinent to events in the 
operating room.

The importance of having these discus-
sions is not lost on perioperative caregivers. 
Our institution conducted a survey in early 
2020, in which 91% of surgeons, anesthe-
siologists, and CRNAs who responded felt 
that identification of patients with DNAR 
code status prior to surgery was extremely 
important, but identified practice opportuni-
ties to improve these discussions. 

A pilot program, headed by our Depart-
ment of Palliative Care Medicine, was born 
and continues, involving more focused 
discussion and documentation of DNAR 
rescindment and reinstatement (specifically, 
when and where), following discussion with 
the patient and/or surrogate decision maker. 
More work remains to be done, but this is a 
model that can improve patient safety and 
satisfaction at every institution that does not 
have a streamlined approach to this complex 
process.

As we continue to take care of older, sick-
er patients in the operating room and beyond, 
the COVID-19 pandemic has strained our 
capacities for these important discussions 
further. Anesthesiologists and perioperative 
staff throughout the country, and the world, 
struggle along with their patients in a time 

where family visitation policies have been 
significantly curbed in an effort to stem the 
spread of disease. The communication and 
comfort that family provides is certainly 
limited, and our physician and nursing staff 
have strived to rise to a daily challenge in 
this respect.

Those of us in anesthesiology who prac-
tice as intensivists in the Commonwealth and 
around the world have also met our share of 
further challenges with the pandemic. From 
providing front-line care for patients afflict-
ed with the most severe and life-threatening 
cases of COVID-19, to using our unique 
knowledge and position to help organize and 
allocate resources at an institutional level, 
we have worked tirelessly with the support 
of our fellow anesthesiologists as well as 
interdisciplinary colleagues. Highlighted 
through this battle is the plight of intensive 
care patients, more commonly affected by 
limited or non-existent decision-making 
capacity, and thus most vulnerable to limited 
family visitation policies.

For ICU patients, indeed, days can turn 
into weeks, and even months of hospi-
talization - this is unfortunately met with 
diminishing improvement in outcomes. The 
importance of family discussion in critical 
care has become increasingly apparent 
and accepted, highlighted by its inclusion 
in the ABCDEF ICU liberation bundle 
supported by the Society of Critical Care 
Medicine. In modern critical care medicine, 
it has become common practice to conduct 
multidisciplinary team rounds at the bed-
side, with family members and surrogate 
decision makers present and encouraged 
to participate. The value in this process is 
understandably beneficial to families, who 

are able to ask questions and give input 
directly to clinical decision makers; it is an 
equally beneficial process for the ICU team. 
This interaction allows us the privilege as 
clinicians to gain insight into a patient’s 
medical history, compliance, social support 
structure, culture, and values that are so vital 
to serious illness discussions.

With the COVID-19 pandemic, intensiv-
ists, and by extension, our patients, have 
largely been deprived of this privilege. 
Patients who so benefit by having the fa-
miliar faces of their families and friends 
at the bedside have lost that comfort. ICU 
physicians and nurses have worked to 
reach out to families and provide updates 
on patient progress and prognosis, whether 
by phone or video teleconference call, but 
much can be lost in translation. A rare visit 
to the hospital is often reserved for what is 
deemed true end-of-life care, when family 
input remains vital but is often met with 
what “could have been”, had the family 
and loved ones been able to visit sooner, 
when perhaps goal-directed care might have 
been approached more cohesively. Patient 
and family satisfaction have suffered, and 
burnout amongst intensivists and nurses 
have increased significantly.

What can be done? With improvement in 
our understanding and care paradigms for 
COVID-19, we continue to work to make 
inroads in treatment, and coupled with 
amplified vaccination programs, recovery 
remains hopeful. Through this spectrum of 
gradual recovery, each institution will need 
to look at local epidemiology regarding the 
pandemic, determining a balance between 
value in family involvement at the bedside 
rather than remotely. Efforts to improve 
remote communication have been facilitated 
with video conferencing platforms, and need 
to be structured and scheduled to ensure 
consistency. Social workers have been of 
significant importance in helping clinicians 
navigate the myriad complexities of families 
and healthcare decision makers.

For patients designated for the operating 
room, more streamlined approaches to 
having the right stakeholders present for 
these discussions need to happen prior to 
the day of surgery. Preoperative anesthetic 
evaluation clinics, like the Preoperative 

Serious Discussions, from page 1

As we continue to take care 
of older, sicker patients in the 
operating room and beyond, 
the COVID-19 pandemic has 
strained our capacities for 
these important discussions 

further.

Continued on page 13
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By Lauren Schmitt
Commonwealth Strategy Group

The 2021 Virginia General Assembly 
session officially came to an end on March 
1. Despite the challenges of a virtual ses-
sion and not being able to communicate 
face-to-face with legislators, it was still a 
very successful legislative session for us. 
We were able to defeat a number of bills 
that would’ve been harmful to the House 
of Medicine. 

Our biggest victory this session was 
defeating SB 1107, carried by Senator Bill 
Stanley, that would have repealed the cur-
rent cap on medical malpractice monetary 
rewards in Virginia. 

In 2012, Virginia passed a law capping the 
medical malpractice monetary reward for 20 
years. This was an agreement between the 
Medical Society of Virginia and the Virginia 
Trial Lawyers Association. SB 1107 would 
have removed that cap. 

We were able to defeat this bill, but the 
legislators made it clear that they will try 
again next year and that they believe there 
are issues with the current system. It will be 
our top priority over the next year to educate 
legislators on why the cap is necessary and 
should not be changed. 

We were able to once again defeat legis-
lation that would have allowed naturopathic 
providers to be licensed in Virginia. Despite 
the bill failing last year and a recommen-
dation from the Department of Health 
Professions not to require licensure, they 
still moved forward with legislation. We 

were pleased to see these bills, SB 1218 
(Petersen) and HB 2044 (Rasoul) defeated 
in committee. 

We knew going into this session that we 
would see legislation to allow nurse practi-
tioners to practice independently after only 
two years of clinical experience (current 
law is five years). Governor Northam is-
sued an Executive Order at the beginning 
of the COVID-19 pandemic changing it to 
two years. 

It was set to expire when the state of 
emergency ends. Delegate Dawn Adams 
introduced HB 1737, which would have 
permanently changed the law to match the 
Executive Order.  We strongly advocated 
against this bill and were very vocal with 
our opposition. 

As a result of the pushback from the phy-
sician community, the bill was amended to 
expire on July 1, 2022. This gives us another 

chance in the 2022 session to address this 
issue again. 

We also supported legislation to expand 
telemedicine services. SB 1338 (Barker) and 
HB 1987 (Adams) clarify that health plans 
are permitted to reimburse providers for au-
dio-only services (The Code currently states 
that audio-only is not considered telemedi-
cine and that had led to some discrepancies 
in reimbursement). 

While the session might be over, there 
is still a lot of work to be done. We will be 
reaching out to legislators over the spring 
and summer to discuss several issues we 
know will be coming up in 2022. 

And get ready to start seeing campaign 
ads again… Virginia has statewide elections 
this November for Governor, Lieutenant 
Governor, Attorney General and the House 
of Delegates. We will keep you updated as 
election season gets closer!   

Assessment, Communication, and Education 
(PACE) Center at VCU, play an instrumental 
role in flagging patients with vital preopera-
tive concerns. Their role may need to grow 
into incorporating more in-depth discus-
sions regarding code status. The same can 
be said for surgical and primary care clinic 
visits, which already comprise a significant 
percentage of advance directive initiation.

Anesthesiologists’ roles have been right-
fully emphasized and lauded through our 
roles in the COVID-19 pandemic at mul-
tiple levels of care, and we are uniquely 

positioned throughout healthcare systems to 
help facilitate serious illness conversations 
in the perioperative world. We have risen to 
the challenges that we have faced this year 
- our position as perioperative stewards of 
care has never been more important.
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The Airway Alert: A Multi-Disciplinary Approach 
to Management of The Difficult Airway
By Maxine Lee, MD, MBA, FASA
VSA Past-president
Partner, Anesthesiology Consultants of 
Virginia, Inc
Anesthesiology Consultants of Virginia, 
Roanoke, VA

C a r i l i o n  R o -
anoke Memorial 
Hospital is Carilion 
Clinic’s flagship 
hospital.  It is an 
850-bed, tertiary 
referral center with 
a one million-pa-
t ient  catchment 
area and a Level I 
Trauma Center.  

As such, it gets 
its fair share of bad airways – trauma, an-
gioedema, morbid obesity, head and neck 
cancers, etc.  

Airway management is performed by 
various specialties throughout the hospital. 
Intubations in the ED are performed by the 
EM physicians.  Intubations in the in-patient 
setting, in addition to anesthesiologists, are 
performed by various services with vari-
able levels of expertise in difficult airway 
management.  

Prior to developing an Airway Alert 
protocol, there was no formal process in 
place to facilitate communication and care 
management between disciplines in these 
high risk and time sensitive situations. With 
this in mind, an Airway Alert process was 
developed in order to address the complex-
ity of a patient in acute respiratory distress 
who could potentially require an emergent 
surgical airway.  

The Airway Alert process, modeled af-
ter our Code Blue process, quickly brings 
personnel and resources to the patient with 
a difficult airway and facilitates safe and 
efficient care.

I was Vice President for Medical Affairs 
(VPMA) when I initiated the project. As a 
member of the ASA’s Society for Airway 
Management, I became aware of other insti-
tutions that had established an Airway Alert 
or Code Airway process and realized that 
our patients would also benefit.  Dr. Aaron 
Joffe from The University of Washington, 

Seattle provided a wealth of information 
gained from his institution. 

Development of an Airway Alert involves 
buy-in and collaboration across multiple 
specialties and our first step was to establish 
a multidisciplinary Airway Committee that 
met monthly for approximately 18 months.  

As VPMA, I represented the hospital’s ad-
ministration; other participants represented 
Anesthesiology, Emergency Medicine, ENT, 
Critical Care Medicine, Trauma Surgery, 
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Nursing, Respiratory Therapy and thank-
fully, a Performance Improvement Process 
Engineer was also involved.  

Involving all stakeholders was important 
so they can fully participate and have their 
concerns addressed and met.  For example, 
the emergency medicine physicians raised 
concerns that the anesthesiologists would 
“swoop in” to manage these difficult air-
ways and disallow participation by the EM 
residents. 

In response, the anesthesiologists agreed 
to allow participation from the EM residents 
as much as was possible.  Another concern 
focused on the disposition of the patient with 
a difficult airway who presented through the 
ED and was brought to the OR for airway 
management.  Would critical care medicine 
be willing to admit these patients such that 
they need not return intubated to the ED or 
remain in the PACU? 

The committee’s work focused on devel-
oping criteria by which patients might be 
identified as an Airway Alert. Pathways of 
care for patients with difficult airways were 
discussed for patients presenting through the 
ED and for in-patients.  

Pediatric intensivists were consulted in 
mapping out a process for pediatric patients. 
Our Performance Improvement Engineer 
mapped out multiple pathways for patient 
management before we decided on the 
pathways shown in the flowchart. It was also 
important to standardize airway equipment 
and to ensure there was enough equipment 
to stock carts that would be brought to the 
patient’s bedside during an alert.  

Another important aspect of the com-
mittee’s work was education; ensuring that 
physicians, nurses, and respiratory therapists 
throughout the hospital became aware of 
the alert, and when to call an alert, instead 
of calling only the anesthesiologist as they 
would for a routine intubation.  

When an Airway Alert is called, those 
paged to the patient’s location are the 
anesthesiologist, trauma surgeon, nursing 
clinical administrator, respiratory clinical 
team leader, respiratory therapist, and the 
OR is notified in the event a room needs to 
be quickly set up for a surgical airway. 

Everyone called converges at the patient’s 
bedside to assess the patient’s condition.  
The fundamental question for the physicians 

present is whether the patient’s airway can 
be safely managed at the bedside or better 
managed in the OR. If a surgical airway 
seems likely, will the trauma surgeon be in 
attendance or will the ENT surgeon be called 
in? ENT surgeons do not take in-house call 
and have a 30-minute response time.  For 
pediatric patients, the pediatric anesthesiolo-
gist also takes call from home with a similar 
response time. 

These difficult airway emergencies are 
low volume, yet very high risk, and thus 
require near perfect management to achieve 
the most optimal outcomes. The Airway 
Alert Process provides for a multi-provider 
rapid-response team for skilled airway man-
agement, which results in improved patient 
safety through collaboration.

These difficult airway 
emergencies are low volume, 

yet very high risk, and 
thus require near perfect 

management to achieve the 
most optimal outcomes. The 

Airway Alert Process provides 
for a multi-provider rapid-
response team for skilled 

airway management, which 
results in improved patient 

safety through collaboration
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By Yvonne Nguyen, MD; Jialiu Li, MD; 
Micheal Buxhoeveden, MD; and 
Sabrina Dhillon, MD
Anesthesia Resident(s)
Department of Anesthesiology, 
VCU Health System, Richmond, VA

Introduction
Breast cancer is 

the leading cause 
of  bo th  cancer 
and cancer-related 
death in females 
i n  t h e  U n i t e d 
States [1]. Breast 
brachytherapy has 
emerged as an ad-
junct and mono-
therapy in this pop-
ulation. 

S tudies  have 
found improved 
outcomes with ad-
juvant brachyther-
apy with decreased 
mortality and re-
duction in recur-
rence [2, 3]. With 
the growing imple-
mentation of breast 
b rachy therapy, 
anesthetic man-
agement of these 
patients needs to 
be optimized. This 
patient population 
often requires mul-
tiple hospital visits 
for treatments and 
may have multiple 
comorbidities that 
increase the risk of 
perioperative com-
plications. 

Regional anes-
thesia is commonly 
used as the princi-
pal technique for 
brachytherapy gy-
necologic and uro-
logic cases, but data 
is lacking on the 
efficacy of adjuvant 
use of regional an-
esthesia for breast 

brachytherapy procedures [4]. 
This study aimed to evaluate the efficacy 

of erector spinae plane (ESP) blocks for 
perioperative pain management in respect to 
overall pain scores, opioid usage and length 
of stay in breast brachytherapy cases. We hy-
pothesized that the use of ESP blocks would 
be associated with reduced postoperative 
pain scores, decrease opioid requirements 
and length of stay. 

Materials and Methods
A retrospective pilot study was com-

pleted with patients that underwent breast 
brachytherapy interventions in an ambu-
latory setting. As per institutional guide-
lines, this study was reviewed by Virginia 
Commonwealth University (VCU) Health 
Medical Center IRB board, and is exempt 
from IRB review requirements as per Vir-
ginia Commonwealth University’s (VCU) 
Office of Research and Innovation policy 
as the study is devoid of patient identifiable 
information and consists of a population 
not generalizable outside of VCU. From a 
group of 49 patients, we randomly selected 
11 patients without perioperative ESP blocks 
as a control group and 3 patients with periop-
erative ESP blocks for a total of 14 partic-
ipants. Patient demographic information 
was collected including age (years), body 
mass index (BMI) and American Society of 
Anesthesiology Class (ASA 1-4). 

Upon arrival to the preoperative assess-

ment area, eligible patients were identified 
and after discussion with the patient and 
surgeon, ESP blocks were offered to appro-
priate patients. Patients in the ESP cohort 
received an ultrasound-guided erector spinae 
plane block either unilaterally or bilaterally 
depending on the laterality of the procedure. 
These patients received 0.25% ropivacaine 
as a single shot injection under continuous 
ultrasound guidance with sterile technique. 
Study participants proceeded under general 
anesthesia or monitored sedation depending 
on the anesthetic plan appropriate for each 
patient for their surgical procedure. 

After the surgical procedure, patients were 
monitored in the Radiation Oncology recov-
ery area, where pain scores were document-
ed by nursing staff with verbal quantitative 
values (scale 0-10, 0 being no pain and 10 
being the worst pain). Opioid use was doc-
umented intraoperatively in the anesthesia 
charting and postoperatively by nursing 
staff, and these values were converted to av-
erage morphine equivalents to evaluate pain 
control. Time from the patient’s procedure 
to discharge were recorded. Unpaired t-test 
analyses were done to compare the control 
group versus the sample population to look 
for statistical significance in pain scores in 
the postoperative period, overall opioid use 
and length of stay after procedures. 

Abstracts

Improving Breast Brachytherapy Perioperative 
Course with Erector Spinae Plane Blocks

Dr. Yvonne Nguyen

Continued on page 17

Graph 1: Postoperative morphine equivalent use of control (N=11) vs. study group (N=3). Average postoperative 
equivalent use was significantly lower in study group (0) versus control group (1.82); p = 0.02, t stat = 2.36, t 

critical 1.81.
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Results
Postoperative morphine equivalent con-

sumption was significantly lower in the 
ESP group compared to the control group 
(mean of 0 vs. 1.82, respectively; p = 0.02; 
Graph 1). Average immediate postoperative 
pain score was significantly lower for the 
ESP group compared to the control group 
(mean of 1.67 vs. 4.64, respectively; p = 
0.025, Graph 2). Average pain score at time 
of discharge was lower for the ESP group 
compared to the control group but not sta-
tistically significant (mean of 1.67 vs. 2.73, 
respectively; p = 0.23). Lastly, length of stay 
was significantly lower in the ESP group 
compared to the control group (mean of 3.67 
vs. 5.36, respectively, p= 0.036, Graph 3).

Discussion
ESP blocks have been well documented in 

providing analgesia for rib fracture patients 
as well as larger breast reconstruction and 
mastectomy surgeries; however, there has 
been little to no data for its utilization in 
breast brachytherapy or in ambulatory care 
centers. Our literature review revealed that 
use of ESP blocks in elective, inpatient, 
breast cancer surgery could reduce postop-
erative opioid use by as much as 65% in the 
first 24 hours [5, 6]. Our study, while limited 
in number of subjects, showed a similar 
trend in reduction of postoperative opioid 
use after breast brachytherapy treatment. 
With the prevalence of breast brachyther-
apy as part of treatment of breast cancer, 
our data analysis shows promise for further 
expansion of this regional technique. Given 
that this is a novel approach to anesthesia 
management in breast brachytherapy, our 
study was limited with a small sample size 
as a pilot study. In the future, having a more 
robust study size with additional quality 
metrics would allow for a more complete 
characterization of this approach to anes-
thesia management in breast brachytherapy. 

 
Conclusion

 The use of erector spinae plane block in 
the setting of breast brachytherapy is a novel 
technique that can help significantly reduce 
opioid use in the postoperative setting as 
well as reduce the length of recovery in the 
post-anesthesia recovery unit. Anesthesia 
management and regional techniques for 
breast brachytherapy require further re-
search as an increasing number of patients 
are enrolling in this treatment modality. 
Erector spinae plane blocks appear to be an 
effective means of pain management, but 
additional research is required to determine 

if it becomes a staple technique for breast 
brachytherapy cases.
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Graph 2: Immediate postoperative pain score of control (N=11) vs. study group (N=3). Average immediate 
postoperative pain score was significantly lower in study group (1.67 out of 10) versus control group (4.64 out of 

10); p = 0.02, t stat = 2.58, t critical = 2.02.

Graph 3: Length of postoperative stay of control (N=11) vs. study group (N=3). Average hours of postoperative 
stay was significantly lower in study group (3.67 hours) versus control group (5.36 hours); p = 0.03, t stat = 1.98, 

t critical = 1.78
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Introduction
Medical  sim-

ulation has been 
demonstrated to 
be an effective 
method for edu-
cation. (1,2) Since 
the creation of the 
first simulator in 
the 1960’s, the 
technology has 
deve loped  and 
allows for mas-
tery of learning of 
skills to the simu-
lation of simple to 
complex clinical 
scenarios on high 
fidelity simula-
tors. More recently 
simulation is be-
ing considered for 
achieving the goal 
of turning hospi-
tals and healthcare 
systems into high 
reliability organi-
zations. Simulation 
allows this through 
not only educating 
staff, but using in 
situ simulation to 
improve processes. 

Through chang-
es that have occured in healthcare and in 
medical education in recent years, it appears 
healthcare providers have had difficulty 

with the development of critical thinking. In 
2004, the American Association of Medical 
Colleges (AAMC) published a report stat-
ing “the recurring theme that has manifest 
in many reports published during the past 
decade on medical education, namely, is the 
lack of effectiveness in preparing graduates 
for practice.” A few years later, a report from 
the Carnegie Foundation entitled “Toward a 
Vision for the Future of Medical Education” 
was also critical of the poor connections 
between formal knowldege and experiential 
learning. During this same time period, a 
debate has ensued in regards to the effects 
of the 80-hour work week. In a study of 
over 107,000 neurosurgical trauma patients 
Hoh et al concluded the resident duty hour 
restriction increased complications and had 
no improvement in mortality. (4)

There is no expectation that the 80-hour 
work week will change, especially now 
when patient safety and medical errors are 
major metrics by which hospitals are eval-
uated. Because of this, we will likely see 
dramatically fewer experiences for medical 
students or residents, compared to previous 
years. However, there is a plausible alterna-
tive. Medical simulation provides one tool 
for us to increase exposure to clinical cases 
without interfering with resident duty hour 

restrictions. Below we describe the curricu-
lum we use in the training of our anesthesia 
residents to improve their critical thinking 
and management of patients.

Curriculum Overview
The Central Virginia Veterans Affairs 

Health Care System (CVHCS VA) is an af-
filiate site for the training of residents in an-
esthesiology from Virginia Commonwealth 
University (VCU) Health. The Department 
of Anesthesiology at VCU Health has four-
teen residents in each of the categorical 
anesthesia years, post graduate year PGY-2 
through PGY-4. Rotation blocks at the VA 
last for 4 weeks and each block consists of 
three PGY-2 residents, one PGY-3 resident, 
and one PGY-4 resident. PGY-2 residents 
complete three rotations at the VA in an 
academic year while the PGY-3 and PGY-4 
residents complete one rotation a year, so 
each rotation block has three PGY-2 resi-
dents, one PGY-3, and one PGY-4. 

The simulation curriculum meets several 
ACGME anesthesiology milestones, primar-
ily Situational Awareness and Crisis Man-
agement (Patient Care [PC] 7), but also the 
Application and Interpretation of Monitors 
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(PC3), Intra-Operative Care (PC4), Airway 
Management (PC5), and Post-Operative 
Care (PC8).  The simulation scenarios are 
set around perioperative emergencies that 
are relevant to anesthesiologists. We devel-
oped different cases that would be relevant 
to each level of anesthesia learner, whether 
it be a CA-1 or a CA-3. 

Each simulation scenario is directly fol-
lowed by a formal debriefing with the simu-
lation faculty and all participating residents. 
Debriefing was at the discretion of each 
faculty member but the ‘Debriefing with 
Good Judgement’ model was encouraged.  
This allowed faculty to assess the ACGME 
resident milestones of 1) Reflective Practice 
and Commitment to Personal Growth (Prac-
tice Based Learning and Improvement), 2) 
Interprofessional and Team Communication 
(Interpersonal and Communication Skills), 
3) Foundational Knowledge (Medical 
Knowledge) and 4), and Clinical Reasoning. 

Our simulation center employs the Sim-
Man 3G (Laerdal Medical) and utilizes the 
ASL 5000 Breathing Simulator (IngMar 
Medical) which connects directly with the 
anesthesia machine residents use in the 
OR. One to two faculty members help run 
the simulation and debriefing, a simulation 
operations specialist operated the SimMan, 
and two volunteers played simulated actors 
(nurse, surgeon, etc). The total time required 
for a scenario and debriefing takes approx-
imately an hour per scenario. 

Discussion
Through these simulation cases we ex-

posed the residents to uncommonly encoun-
tered, but clinically relevant, perioperative 
cases and their complications. Our goal is 
that they obtain an understanding of patho-
physiology disease mechanisms, diagnosis 
management, and improve their understand-
ing of Crisis Resource Management (CRM) 
principles.

Our philosophy of simulation is to “Sim, 
Treat, Repeat”. The most important aspect 
of simulation is to observe the evolution 
of the resident’s thinking over the course 
of residency. High fidelity simualtion has 
been demonstrated to be the most effective 
tool available for improving skill acqui-
sition. However, simulation is expensive 

and resource intensive in human capital 
required to run the simulation and conduct 
the debriefings. 

The curriculum has received high marks 
on feedback from the residents; more impor-
tantly, the faculty have observed improve-
ment in resident confidence in diagnosing 
and managing perioperative complications. 
Since we are able to observe the residents 
longitudinally over their residency we are 
able to observe them put into practice what 
we have taught in the simulation lab. This 
also allows the faculty to observe any gaps 
in knowldege, skills, or critical thinking, 
and later make needed adjustments in the 
curriculum.

In the future, a combination of virtual 
patient simulation being adapted from the 
gaming industry,  in addition to the high 
fidelity simulation we curently conduct, 
should provide a balance in cost and man-
power and make the return on investment of 
simulation more evident. It is worth noting, 
knowing there is a critical thinking gap, we 
can not rely solely on simulation for resident 
training and assessment.
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Meet Your Legislator

Delegate Schuyler VanValkenburg

This last year has posed unusual and 
enormous challenges to education policy 
here in Virginia, as the readers of this jour-
nal are undoubtedly and sadly very aware. 
School nurses and health care practitioners 
have been heroes in both the school-specific 
problems we face and, in their willingness 
to step up to be part of the broader vacci-
nation effort. 

As a teacher, parent, and Virginian, I 
can’t thank you enough for all of the work 
you do every day. However, the negative 
impacts of school closures, virtual learning, 
and public health disasters associated with 
COVID-19 are expanding and becoming 
more apparent by the day, for both chil-
dren and communities at large. As a public 
school teacher, father, and state legislator, I 
have seen these impacts personally and at a 
community-wide level. 

I will continue to work with my colleagues 
in the General Assembly to move us for-
ward and respond to the adverse effects of 
COVID-19, especially in the impact of this 
virus on our schools.

For students, the past year has created di-
verse and profound problems. Mental health 
problems, learning loss, and stagnant social 
development are among the severe conse-
quences students have suffered, through no 
fault of their own, during pandemic school 
closures. 

I am leading the charge to craft a state law 
that ensures a responsible return to in-per-
son learning for the 2021-22 school year so 
that we can begin to address our student’s 
problems and needs. My plan will ensure 
that there are public health guardrails for 
school opening standards, that parents can 
opt into virtual instruction if they need to, 
and there are extensive health protections for 
our teachers, staff, and students. 

My bill provided a longer-term and 
precise framework for school divisions, 
extending the proposal Governor Northam 
presented in February, requiring all schools 
to begin offering in-person learning options 
by March 15, in a way appropriate to their 
local needs.

COVID-19 has made it clear that now 

is more important than ever to restore and 
increase funding to our schools. Since the 
first week I ran for Delegate back in 2017, 
this issue has been a top priority of mine, 
and an issue the Democratic majority has 
continually emphasized since 2019.  It’s a 
tough road - only in 2020 did the level of 
school funding return to what it was before 
the Great Recession in 2009, and that leaves 
a decade of underfunding to make up.  

In this year’s budget, we have begun re-

allocating funding to dig us out of the hole 
a decade of underinvestment created, and 
alleviate the pandemic’s difficulties for both 
students and school systems. This budget 
invests $492.5 million to ensure schools 
remain at the funding levels they were before 
COVID-19. 

The budget also includes a 5% pay raise 
for teachers, provides $123 million to as-
sist with COVID-19 health measures and 
student support programs, $26.6 million 
for counselors, and $30 million in grants for 
innovative learning loss remediation pro-
grams to help ensure we overcome learning 
loss and provide the mental health supports 
students need.

However, not every problem in Virginia’s 
education system results from COVID-19. 
Several reports have long recommended 
revision of the Comprehensive Services 
Act for at-risk youth, and Virginia’s special 
education system for high-needs learners has 
languished for more than a decade without 
new aid or attention.  

In this General Assembly session, we are 
working to give both of these important 
areas more attention and bring best practic-
es and new information to bear. Virginia’s 
reliance on high-stakes SOL testing is also 
in dire need of reform. The Democratic ma-
jority, in a bipartisan coalition, is working to 
build a path away from the inflexible end-
of-year testing by using growth models that 
focus on developing a child’s academic skills 
instead. Even curricular reform, long-needed 
and long-neglected, is getting attention, so 
that our course of studies ensures that all 
Virginians’ histories are told to our children 
and present in our schools.

The General Assembly is meeting the 
pandemic’s challenges, and I’m proud to be a 
part of that process. More than that, though, 
we are still charting a path forward to better 
and more equitable funding, modernization, 
and reform above and beyond the pandem-
ic’s impacts.  If we can continue what we’ve 
begun in these last two years, the future is 
bright for Virginia students, teachers, and 
school staff alike.

72nd District • History and Civics Teacher at Glen Allen High School

As a teacher, parent, and 
Virginian, I can’t thank you 

enough for all of the work you 
do every day. However, the 
negative impacts of school 
closures, virtual learning, 
and public health disasters 
associated with COVID-19 

are expanding and becoming 
more apparent by the 

day, for both children and 
communities at large.
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Opinion

Some Thoughts on the Education of Patients
By Lynda T. Wells, MBBS, FRCA
Associate Professor of Anesthesiology 
University of Virginia, Charlottesville, VA

I n  m e d i c a l 
school, I learned 
never to assume 
that the patient 
knew anyth ing 
about human bi-
ology. To illus-
trate this, we were 
shown the results 
of a sociology proj-
ect conducted on a 
random sample of 

the general, adult population. They had been 
asked to shade in where the kidneys were on 
an outline of the human form. 

The variation in the responses was huge, 
including about 10% of respondents who 
drew kidneys in the scrotum. The professor 
leading the class asked “What do you think 
it would mean to a woman who believed 
kidneys were in the scrotum to be told she 
had renal disease?” At the very least, it 
would be confusing. 

Rebecca Skloot’s book, “The Immortal 
Life of Henrietta Lack”, is recommended 
reading for ethics classes. I believe all 
clinicians should read it, even apart from 
the ethical questions posed, just to read 
how Henrietta Lack’s daughter, Deborah, 
understands her diseases (diabetes and hy-
pertension) and medications. 

After reading this, I wondered if an educat-
ed person could ever take their explanations 
down to a simple enough level. My idea of 
basic was so far above her understanding. It 
challenged me to think about how I would 
educate her if she were my patient. 

These, and other examples, repeatedly 
come to mind as I explain procedures, an-
swer questions and obtain “informed” con-
sent. I often have the sense that the patient 
does not understand a word I say. 

This does not seem to bother them. What 
they understand and appreciate is the time 

and effort expended in trying to commu-
nicate with them. This is paramount and 
appears to matter more than the successful 
transfer of information. That you tried means 
that you care. Caring matters. If you care, 
you’ll do a good job.

Recently, a larger and more disturbing bar-
rier to patient education than the “ignorance 
– education” divide has become apparent: 
the “fantasy – reality” gap. 

The extent of this gap became clear to 
me in a conversation I had with the parents 
of a critically ill child in 2019. During the 
discussion of anesthetic risks, I mentioned 
that even if the anesthetic went perfectly 
the child might still die because she was so 
sick she might not be able to survive. The 
parents very matter-of-factly replied that it 
would be OK if she died because I could 
bring her back to life. 

I explained that I would do everything in 
my power to resuscitate her and keep her 
alive, but that if she died I would not be able 
to restore her life. The parents were confused 
and asked many questions. Finally, I said 
“Death is permanent. At UVA, if you die in 
season one, you do not come back to life in 
season two”. 

I could not believe what I had said, but 
the parents were not offended and found 

that explanation very helpful. I was stunned. 
It was the first time I had experienced this 
failure to comprehend reality. Now that 
over 500,000 people in the United States, 
and millions worldwide, have died of the 
corona virus “hoax”, the “fantasy-reality” 
gap is more commonplace. 

So how can we educate patients? Knowl-
edge is to behavior as spaghetti is to a 
brick. That saying is one of my favorites 
and reminds me that knowledge alone does 
not change behavior. There has to be an 
emotional, personal link too. 

Explanations must have personal rele-
vance in some way in order to be heard. 
What makes them personal is frequently 
undefined. It just happens…or not. However, 
seeking a link will increase one’s chances of 
being heard. Universal links include love, 
acceptance, status, power, respect, money, 
security, longevity, relief of suffering, and 
autonomy. 

Starting “too basic” is a good idea. Reality 
checking also helps to frame ones approach. 
Literacy and reading comprehension are not 
universal. The majority of people gather 
information by audiovisual means via the 
internet. Handing a patient a sheaf of print-
ed pages is unlikely to be as effective as 
explaining the information face-to-face or 
providing a video demonstration. 

In the future, I believe that focused video 
messaging with regard to what to expect in 
hospital, in the OR, with regard to surgery 
and anesthesia, how to take medications, 
etc., will be primarily communicated in vi-
sual form. Possibly displayed as video loops 
on screens throughout the hospital or clinic. 
Successful education can only occur when 
the media used are understood by the patient. 

Patient education is not as straight forward 
as we are led to believe in medical school. 
Imparting information is not effective with-
out a link to individual values. 

Listening to gauge the starting point may 
offer the best chance of success…and fre-
quent REALITY CHECKS! 

Dr. Lynda T. Wells

So how can we educate 
patients? Knowledge is to 

behavior as spaghetti is to a 
brick. That saying is one of 

my favorites and reminds me 
that knowledge alone does not 
change behavior. There has to 

be an emotional, personal  
link too
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By Casey Dowling, DO, FASA
VSA Treasurer
Medical Director S.T.A.R.T. Clinic 
Winchester Anesthesiologists, Inc., 
Winchester, VA

On February 2, 
2021 the Virginia 
Society of Anes-
thesiologists had its 
Annual Member-
ship Meeting.  Un-
like previous years, 
but very much like 
all meetings held 
during the previous 
year, our meeting 
was held virtually.  
I am happy to re-

port that almost 70 members tuned in! 
Dr. Jeff Green addressed the group and 

reviewed the activities of his 2-year term.  
I personally think he should be commend-
ed for many things, but there two things I 
especially want to highlight: 1) His strong 
leadership during the strangest year in anes-
thesia, (bar none!) and for, 2) being the first 
VSA president to visit Winchester.

Michael Champeau, 1st Vice President of 
the ASA, joined us live for an update on ASA 

affairs.  He complimented us on our advo-
cacy efforts, including our recent work with 
surprise medical billing.  The ASA Strategic 
Pillars, member recruitment and retainment, 
scope of practice, and of course the “33% 
problem” (with reimbursement) were some 
of the other highlights of his report. 

I am going to go out of sequence now to 
discuss the Treasurer’s report: Dr. Craig Sto-
pa informed us that our society is fortunate to 
be healthy financially. The reason I jumped 
the order of presenters is because it is this 
financial health that allows us to have the 
two vendors without whom the VSA could 
not survive or thrive. 

The Ruggles Service Corporation, specifi-
cally Stewart Hinkley, Greg Leasure, Angela 
Puryear and our beloved Andrew Mann, 
keep our office infrastructure, communi-
cations, professional image, and finances 
intact.  And then there is our lobbyist firm 
Commonwealth Strategy, in particular 
Lauren Schmitt.  Her tireless surveillance, 
networking, and persuasion are integral to all 
that the VSA achieves in legislation.  

Which brings us to the Legislative Report. 
The aforementioned Lauren Schmitt gave 
us detailed information about this session’s 
bills that the VSA is supporting, opposing, 
and monitoring.  Her efforts with scope of 

practice and reimbursement are a constant. 
Next up was a blessedly short, but par-

ticularly inspiring, report on membership. 
Alright, yes, that was my report.  

Janet Ha, CAA, who serves as Treasurer 
to the Virginia Academy of Anesthesiologist 
Assistants (VAAA), was invited to speak to 
us about the current state of Anesthesiolo-
gists Assistants.  Though they have a way 
to go, the fight continues towards licensure 
for them to practice in the Commonwealth 
of Virginia.

The big action item of our yearly meeting 
is the election of our next slate of officers. 
This went off without a hitch, and I thank all 
who voted for me as your Treasurer. 

Our meeting was then ended with closing 
remarks by our incoming President Dr. Ma-
rie Sankaran-Raval.  I am looking forward 
to the work we will do under her leadership. 

Truth be told, I greatly missed network-
ing with my fellow anesthesiologists from 
all over the state of Virginia.  But in these 
COVID times, we do the best we can.  Thank 
you to all 60(+) of you who attended the 
VSA meeting on February 2, 2021.   

I look forward to seeing you all, if not at 
the ASA in San Diego, at our meeting next 
year in Richmond. 

Annual VSA Meeting Recap

Dr. Casey Dowling

Anesthesiologist Dr. Michelle Lynam  
Wins Dr. USA Pageant

VSA Member, Michelle Lynam, MD, of 
Commonwealth Anesthesia Associates in 
Richmond, won the title of Dr. United States 
of America for 2021.  

Dr. Lynam had never entered a pageant 
before but was inspired by the message of 
this pageant: “Smart is Beautiful”. The or-
ganization focuses on education, mentoring 
and community service. 

Her platform is mental health awareness, 
Covid education, and encouraging youth to 
go into STEM fields.

Dr. United States of America is a com-
petition for individuals (46 years+) with an 
earned and accredited doctorate in any field, 
terminal or non-terminal. 

The pageant is run by Dr. World Pro-
ductions, which also runs Dr. World, Dr. 
America and and Ms. World Achievement 
pageants.

ASA Virtual Federal Legislative 
Conference 

May 16, 2021
https://www.asahq.org/meetings/

ANESTHESIOLOGY 2021
October 8-12, 2021

San Diego, CA
https://www.asahq.org/annualmeeting

SAVE THE 
DATES

Members in the News



Spring 2021 • Volume 29, Number 2 • PATIENT SAFETY & EDUCATION • VSA Update • 23



First Class
U.S. Postage

PAID
Permit No. 2929
Richmond, VA

2209 Dickens Road • Richmond, VA  23230-2005

Become a Contributor to the 

UPDATE
Please send your story or feature ideas  
about your colleagues, your practices,  
or issues facing anesthesiologists to

Brooke Trainer, MD, VSA Update Editor
at

brooke@vsahq.org

Donate to the VaSAPAC
Your contributions make a difference!

Please visit vsahq.org. Under Legislation,  
click VASAPAC Contribution

No gift is too small and together, we can make a 
difference in the healthcare of all Virginians. 

Federal and State law require VaSAPAC to use its best efforts
to collect and report the name, mailing address, and name of employer of 

individuals whose donations exceed $100 in an election cycle.
Contributions are not tax deductible.


