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A n e s t h e s i o l -
ogy as a medical 
specialty traces 
its roots back to 
ancient Sumerian, 
Egyptian, Chinese, 
and Greek healers, 
who used opium 
poppies, mandrake 
root, and alcohol as 
early as 3000 BCE 

to reduce pain during surgery.1 
However, the birth of modern anesthesia 

practice is marked between 1842 and 1847, 
when Crawford Long first used Diethyl 
Ether in 1842 but never published it. On 
October 16, 1846, William T.G. Morton 
performed a public demonstration at Mas-
sachusetts General Hospital of the use of 
diethyl ether for surgical aesthesia– an event 
famously known as “Ether Day” (Figure 1). 

Soon after, in 1847 James Young Simp-
son discovered the anesthetic properties of 
Chloroform for use in obstetrics, broaden-
ing the scope of anesthesia. Despite this 
advancement, chloroform’s cardiac toxicity 
restricted its application.2

The first known physician anesthesiolo-
gist is known to be John Snow, who studied 
ether and chloroform pharmacology. He 
also designed vaporizers and published the 
first textbook on anesthesia in 1847 titled, 
“On the Inhalation of Vapour of Ether.” 
John Snow was also famously known for 

administering chloroform to Queen Victoria 
during childbirth in 1853.3,4 

The late 19th century marked the rise of 
professional anesthesia, notably with Carl 
Koller’s discovery of cocaine as the first lo-
cal anesthetic in 1884. Carl Koller, an Austri-
an ophthalmologist, discovered that cocaine 
could numb corneal tissue, which led to the 
creation of a new branch of anesthesia, local 
anesthetic. Surgeons could now operate on 
a conscious patient in a specific body area 

without rendering them unconscious. 
In 1898, August Bier’s performed the first 

spinal block using cocaine injection into the 
spinal canal. This is followed by the discov-
ery of Procaine in 1905 by Alfred Einhorn, 
a German chemist, as a safer, non-addictive 
local anesthetic for dental usage. 

In 1943, the development of lidocaine 
soon followed which contributed to the 
development of regional anesthesia as a 

Continued on page 6

Figure 1: “The First Operation Under Ether (Ether Day)” by Robert C. Hinckley Original file: Public Domain.
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President’s MessageSAVE THE 
DATES

Donate to the  
VaSAPAC

Your contributions make a difference!

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

ANESTHESIOLOGY® 
2026

October 16-20, 2026 
San Diego, CA

VSA ANNUAL 
MEETING LUNCHEON

12:00 pm – 1:00 pm
Saturday, October 17, 2026

Marriott Marquis San Diego Marina  
Rancho Santa Fe #2 Room

RSVP by October 7 to Angela Puryear  
at angela@societyhq.com. Please note VSA 

Annual Meeting Luncheon  
in the subject line.

Advocacy, and the Power of Presence:  
What is VSA doing for you today?
By Casey Dowling, DO, FASA
Winchester Anesthesiologists
VSA President

This newsletter’s 
theme is the future 
of anesthesiology, 
but before looking 
ahead, I’d like to 
take a moment to 
discuss the present. 
Specifically: what 
is the VSA doing 
for us today?
Recently, a 30-per-

son delegation of an-
esthesiologists, residents, and medical stu-
dents representing the VSA, returned from 
three outstanding days on Capitol Hill at the 
ASA Legislative Conference. Throughout 
the conference, we heard from legislators 
from Maryland, Iowa, Washington, and 
Florida, as well as anesthesiologists from 
across the country who shared their per-
spectives on the most pressing issues facing 
healthcare today.

The ASA Advocacy staff provided ex-
ceptional guidance on how to effectively 
engage with federal legislators and their 
staff, helping attendees better understand 
how advocacy directly impacts our profes-
sion and our patients.

Thanks to the size and enthusiasm of our 
delegation, we were able to meet with the 
offices of Senators Warner and Kaine, as 
well as 10 of Virginia’s 11 congressional 
offices — each meeting including at least 
one constituent. Our members represented 
Virginia anesthesiology with professional-
ism, preparation, and purpose.

During these meetings, the ASA and VSA 
focused on several key priorities:

Affirming the Veterans Administration’s 
Proven Anesthesia Safety Standards

Veterans deserve the highest standard of 
care — care that aligns with community 
standards, matches the quality found in top 
civilian hospitals, and prioritizes consisten-
cy and patient safety. The ASA and VSA 
strongly support affirming Directive 1123 
to maintain these proven anesthesia safety 
standards within the VA system.

Maintaining Funding for the National 
Institutes of Health (NIH)

Continued NIH-supported research re-
mains essential for advancing patient care 
and improving outcomes in anesthesiology 
and perioperative medicine. NIH funding 
supports progress in:
•	 Safer anesthesia and surgical care 
•	 Non-opioid pain management 
•	 Brain health, cognition, and postoperative 

delirium 
•	 Trauma and resuscitation science 
•	 Critical care and respiratory medicine 
•	 Veterans’ health and complex surgical care 
•	 Artificial intelligence and patient 

monitoring technologies 
•	 Maternal health and pediatric anesthesia 

safety 

Halting Insurer Abuse of the No 
Surprises Act

We also advocated for stronger enforce-
ment against insurer practices that under-
mine the intent of the No Surprises Act. 
Current problems include:
•	 Arbitrary payment cuts and denials 
•	 Reduced payment for anesthesia time 
•	 Refusal to pay for high-complexity 

patients 
•	 Narrow insurance networks that limit 

patient access 
•	 Delayed or withheld payments, even after 

care is delivered 

The proposed No Surprises Act Enforce-
ment Act (H.R. 4710 / S. 2420) would help 
restore balance by holding insurers account-
able for timely payments and protecting 
patients from unfair retroactive cost-sharing 
increases.

I believe our meetings were successful. 
Our delegation was informed, professional, 
respectful, and focused. Most importantly, 
we made sure Virginia anesthesiology had a 
voice in the national conversation.

Now, to paraphrase a famous movie fran-
chise, let’s go back to the future.

The future of anesthesiology is physician 
anesthesiologists within our state component 
and national society working together to 
ensure the highest quality and safest care 
for our patients.

Dr. Casey Dowling

Continued on page 8
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By Brooke Trainer, MD, FASA 
Anesthesiologist and Critical Care 
Physician, VCU Health System;  Central 
VA Health Care System,  Richmond, VA

Anesthesiology 
residency prepares 
phys i c i ans  fo r 
some of the most 
intense moments 
in medicine. Resi-
dents learn to rec-
ognize physiologic 
instability, manage 
airways, respond to 
hemorrhage, resus-
citate critically ill 
patients, and make 
decisions when the 

margin for error is small.
But there is another transition in training 

that deserves more deliberate attention: the 
transition from managing one patient to 
leading an entire anesthesia care team.

For many residents, this shift happens 
gradually. A senior resident begins coordi-
nating care across more than one location. A 
faculty member asks them to help prioritize 
competing clinical needs. A nurse, surgeon, 
anesthesia professional, or trainee turns to 
them for a decision. Suddenly, the work 
is not only about what the resident knows 
clinically, but how effectively they commu-
nicate, delegate, supervise, resolve conflict, 
and maintain situational awareness across a 
complex environment.

These are leadership skills. They are also 
patient safety skills.

In anesthesiology, leadership often oc-
curs in real time and under pressure. An 
anesthesiologist may be asked to balance 
an urgent airway concern in one room, an 
induction in another, a deteriorating patient 
in the PACU, a surgeon’s need to start a case, 
and a resident or team member who needs 
guidance. In those moments, the team needs 
more than clinical expertise. It needs clarity. 
It needs prioritization. It needs closed-loop 
communication. It needs an anesthesiologist 
who has been prepared to lead.

Across the country, many residency pro-
grams already teach these skills in thoughtful 
and innovative ways. Some use simulation. 
Some rely on graduated autonomy and 
bedside coaching. Some incorporate profes-
sionalism, communication, crisis resource 
management, or practice management cur-

ricula. Others address anesthesia care team 
leadership through informal mentorship and 
observation.

The challenge is that this training is not yet 
consistently standardized across programs. 
As a result, residents may graduate with 
very different levels of preparation for the 
leadership responsibilities they will assume 
immediately in practice.

This is an area where anesthesiology can 
learn from other high-reliability environ-
ments. In the military, leadership preparation 
is not treated as optional. Officers are trained 
in communication, command structure, 
accountability, decision-making under 
pressure, and responsibility for the teams 
entrusted to them. That principle extends 
into military medicine as well, including 
critical care air transport and MEDEVAC 
teams, where clinicians must care for un-
stable patients while functioning within 
clear operational roles. While the operating 
room is not a battlefield, anesthesiology 
shares several important features with mil-
itary medicine: time-sensitive decisions, 
multidisciplinary teams, high-risk patients, 
competing priorities, and the need for calm 
leadership under pressure.

For this reason, the American Society of 
Anesthesiologists is beginning work on an 
educational offering to help prepare resi-
dents to lead the anesthesia care team. The 
goal is to create a practical, high-quality, 
scenario-based curriculum that can be used 
by training programs nationally. Importantly, 

this is intended to be an ASA product avail-
able to residency programs free of charge.

The vision is not to replace local teaching 
or impose a rigid model on every institution. 
Instead, the goal is to develop adaptable 
resources that programs can incorporate 
into existing educational structures. These 
may include short modules, case-based 
discussions, simulation scenarios, faculty 
guides, and transition-to-practice materials.

Potential topics include team communi-
cation, supervision and delegation, priori-
tization across multiple anesthetizing loca-
tions, conflict management, escalation of 
concerns, medical direction and supervision 
concepts, documentation and compliance, 
and the legal, regulatory, and policy envi-
ronment surrounding anesthesia practice.

To make this curriculum meaningful, we 
need input from the educators and trainees 
who know this work best.

If you are a program director, associate 
program director, faculty member, resident, 
fellow, medical student, simulation educator, 
or anesthesiologist involved in teaching 
residents how to lead the anesthesia care 
team, I would be grateful to hear from you.

How does your program currently ap-
proach this topic? What has worked well? 
What scenarios do residents find most valu-
able? Where do you see gaps as residents 
transition into senior roles or independent 
practice? What should a national curriculum 
include? What should it avoid?

Virginia has outstanding anesthesiology 
training programs and educators, and I hope 
our state can help shape this national effort. 
This is an opportunity to collaborate with en-
thusiastic and motivated educators to build 
something practical, relevant, and useful for 
programs across the country.

Anesthesiology has always been a spe-
cialty defined by vigilance, preparation, and 
leadership in critical moments. As the prac-
tice environment becomes more complex, 
we owe residents structured preparation 
not only to care for patients, but to lead the 
teams responsible for that care.

If you are interested in contributing ideas, 
sharing your program’s approach, reviewing 
materials, piloting content, or helping devel-
op this curriculum, please reach out to me at 
brooke@vsahq.org. I would welcome your 
collaboration as this ASA educational effort 
moves forward.

Building the Next Generation of 
Anesthesia Team Leaders

Dr. Brooke Albright-Trainer

While the operating 
room is not a battlefield, 
anesthesiology shares 

several important features 
with military medicine: 
time-sensitive decisions, 
multidisciplinary teams, 

high-risk patients, competing 
priorities, and the need 

for calm leadership under 
pressure.
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By Susan Walters, MD
Assistant Professor of Anesthesiology
University of Virginia,  
Charlottesville, VA

 
If  you are an 

attending, your 
memory of apply-
ing to residency 
likely looks like 
this: you applied 
broadly, accepted 
as many interviews 
as your schedule 
and wallet allowed, 
a n d  g a t h e r e d 
gut-feelings over 
many months to 

construct your rank list. It was an exhausting 
marathon, but the rules were straightfor-
ward. If you’ve been practicing long enough, 
programs weren’t even filling.

Today, that landscape is unrecognizable. 
Driven by massive growth and competitive-
ness, the residency application process has 
undergone a tectonic shift. Unless you are 
directly embedded in recruitment or medical 
student advising, the steep curve of this new 
era might surprise you—and our students 
desperately need us to understand it.

The Numbers Behind the Boom
Data from the National Resident Match-

ing Program (NRMP) paints a picture of a 
specialty in hyper-growth. Between 2000 
and 2026, the number of anesthesiology 
residency positions nationally skyrocketed 
by 127.9%, growing from 1,005 to 2,290 
positions. The number of training programs 
more than doubled, moving from 77 in 2006 
to 195 by 2025. Right here in Virginia, our 
footprint has recently expanded to five 
training programs with the addition of Mary 
Washington in Fredericksburg and Virginia 
Tech in Roanoke, joining UVA, VCU, and 
the Naval Medical Center Portsmouth.

Furthermore, the structural distribution 
of these slots has changed. The match has 
shifted decisively toward categorical, four-
year positions that build in the intern year 
(offering 1,865 categorical slots in 2026, 
alongside 306 advanced and 119 physi-

cian-only spots).
Yet, despite this pipeline expansion, 

demand is aggressively outpacing supply. 
Between 2021 and 2025, applicants to anes-
thesiology increased by 11%. Our specialty’s 
match rate now routinely exceeds 99%, plac-
ing us in a tier alongside orthopedic surgery, 
dermatology, and ENT. In the 2026 Match, 
there were exactly zero open first-year posi-
tions left across the country. Anesthesiology 
is profoundly popular, highly competitive, 
and leaving a growing number of exception-
al applicants unmatched every year.

The Era of Tiered Signaling
To curb overwhelming application vol-

umes, the Association of American Medical 
Colleges (AAMC) introduced programmatic 
“signals.” What started as a 5-signal pilot 
has evolved into the current system of tiered 
signaling: 5 gold tokens (highest interest) 
and 10 silver tokens (significant interest). 
The goals were to decrease the runaway 
numbers of applications sent per student 
(on average over 60 applications in 2022), 
allow applicants with ability to express clear 
interest in programs, and help programs 
identify applicants genuinely interested in 
training with them.

This has completely flipped the timeline 
of the application cycle. Because programs 
are flooded with thousands of applications, 
signals have become the definitive gatekeep-
er for interviews. The math is stark:

•	 Gold Signal: ~65% interview yield
•	 Silver Signal: ~30% interview yield
•	 No Signal:  Less than a 3% chance of 

securing an interview

In practical terms, if a student does not 
signal a program, they are virtually invisible 
to it. Because these 15 critical decisions must 
be locked in before the ERAS application is 
submitted in September, students are under 
immense pressure to choose their target 
programs before ever speaking to a faculty 
member or resident in an interview setting.

How We Must Adapt as Advisors and 
Mentors

As educators and community colleagues, 
we must change how we advise the next 
generation. Virginia’s six medical schools 
produced 63 students who ranked anesthe-
siology as their top choice last year. To get 
them successfully matched, we must help 
them navigate this front-heavy system.

First, student exploration has moved 
upstream. Summertime virtual meet-and-
greets, residency social media accounts, and 
regional word-of-mouth are now the primary 
windows through which applicants view a 
program. We should encourage students to 
engage early in the spring and summer to 
find their cultural fit.

Second, our advising must pair deep em-
pathy with objective realism. With only 15 
signals at their disposal, a student cannot af-
ford to waste a single token. We must review 
their portfolios honestly, helping them build 
a balanced signaling strategy that includes 
aspirational targets, solid fits, and regional 
safety programs where they are genuinely 
competitive. On average, applicants are 
only sending around 36 applications now 
and only getting interviews from their pool 
of 15 signaled programs.

The days of casting a wide net and figuring 
it out on the interview trail are gone. By 
understanding the data and the mechanics 
of tiered signaling, we can better guide 
Virginia’s exceptional medical students into 
successful careers, ensuring our local pipe-
lines remain robust to meet the expanding 
need for anesthesia care across the state.

Navigating Changes in Residency Recruitment 
and Advising in the Era of Tiered Signaling

Dr. Susan Walters

In the 2026 Match, there 
were exactly zero open first-

year positions left across 
the country. Anesthesiology 

is profoundly popular, 
highly competitive, and 

leaving a growing number 
of exceptional applicants 

unmatched every year.
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Evolution, from page 1
legitimate form of anesthesia.5 

In the 20th-century, there were other 
innovations that reshaped how surgery was 
performed, this included IV barbiturates 
like Thiopental (1934), Curare-based mus-
cle relaxants (1942) and Propofol (1970). 
Thiopental made induction smooth and 
predictable, replacing the mask-and-struggle 
of inhaled ether. Curare-based muscle re-
laxants were introduced by Harold Griffith, 
which allowed for mechanical ventilation, 
safer, and prolong procedures for surgeons 
possible. The relaxed muscles enabled 
open-heart surgery and thoracic surgeries 
to be performed.6 

Propofol was synthesized by John Glen at 
ICI Pharmaceuticals in the 1970s and was 
approved for clinical use in the late 1980s 
after Kay and Rolly introduced it into the 
market.7 The pharmacological properties 
of propofol which includes its ultra-short 
acting nature, antiemetic effect, titratable 
dosing by target-controlled infusion allowed 
for ambulatory same day surgery thus fun-
damentally changing healthcare economics 
and improving the quality of anesthesia. It 
has also become the sedation agent of choice 
for endoscopies, ICU sedation, and proce-
dural sedation broadly making it the most 
widely used anesthetic drug in the world. 

Another key finding that has shaped 
anesthesiology and pain management as a 
speciality is the development of epidurals. 
The epidural space was first explored in 
the early 1900s, but epidurals came into 
more use in later half of the 20th century as 
catheter technology and drug formulations 
improved.8 The insight by medical providers 
about the unique nature of which epidurals 
work by delivering targeted analgesia to a 
specific region of the body without sedation 
allowed for more medical applications. 

Pain medicine became a recognized 
subspecialty, building on the work of John 
Bonica, who published “The Management 
of Pain” in 1953 and founded the first mul-
tidisciplinary pain clinic.9 Due to these in-
novations, anesthesiologists became leaders 
in patient safety. 

Another area of progress was in the in-
tensive care units (ICU), which emerged 
from anesthesiology. The polio epidemics 
of the 1950s, particularly in Copenhagen 
(1952), demonstrated that anesthesiologists’ 
expertise in ventilation and airway manage-
ment was essential for critically ill patients, 

leading to the creation of modern ICUs. 
In 1985, The ASA Closed Claims Project 

was initiated which led to the development 
of monitoring standards (pulse oximetry, 
capnography, the ASA physical status clas-
sification), thus making anesthesia one of the 
safest areas of medicine. Due to this project, 
there was a reduction in anesthesia-related 
mortality from approximately 1 in 1,500 in 
the 1940s to less than 1 in 400,000 today for 
healthy patients.10 

Lastly, regional anesthesia and ultra-
sound-guided nerve blocks were discovered 
in the 1990’s and continues to be a key part 
of providing effective and safe analgesia and 
anesthesia today.  

The Establishment of Anesthesiology as 
a Medical Specialty

During the early 20th century, physicians 
identified the need for specialized expertise 
in anesthesia. Academic departments ded-
icated to the field began to emerge, with 
the University of Wisconsin establishing 
one of the nation’s earliest departments 
and initiating the first anesthesia residency 
training program in the United States under 
the leadership of Ralph Waters in 1927. 

The mid-20th century marked anesthe-
siology’s formal recognition, first by the 
American Board of Anesthesiology (ABA) 
in 1938 then by the American Society of 
Anesthesiologists (ASA) in 1945. The ABA 
was established initially as a subsidiary of 
the American Board of Surgery, becoming 
independent in 1941, making anesthesiology 
one of the recognized medical specialties in 
the United States. 

The ASA evolved from the earlier New 
York Society of Anesthetists (founded 
1905), adopting its current name in 1945.11 
World War II was a major catalyst for the 
specialty’s growth. The urgent need for 
skilled anesthesia providers on the bat-
tlefield led to rapid expansion of training 
programs and showed the life-saving value 
of expert anesthetic management.

The evolution of anesthesiology from 
a technical skill performed by untrained 
assistants to a comprehensive perioperative 
specialty that consists of critical care, pain 
medicine, regional anesthesia, cardiotho-
racic anesthesia, obstetric anesthesia, and 
pediatric anesthesia, represents one of the 
most transformative innovations in modern 
medicine.
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SafeHaven ensures healthcare profes-
sionals can seek support for burnout, career 
fatigue, and mental health concerns without 
fear of undue repercussions to their pro-
fessional license. Prior to SafeHaven, the 
widespread belief that seeking help could 
trigger mandatory reporting to a health reg-
ulatory board created a significant barrier 
for clinicians in distress.

SafeHaven provides critical confidential-
ity protections for healthcare professionals, 
allowing them to prioritize their well-being 
while continuing to care for patients.

MSV’s Continued Leadership on 
SafeHaven

Building on the program’s strong legis-
lative foundation, the Medical Society of 
Virginia (MSV) continued its work during 
the 2025 General Assembly session to 
further strengthen and expand SafeHaven 
protections.

In 2025, MSV advanced legislative efforts 
aimed at expanding SafeHaven eligibility 
to all clinicians licensed by the Virginia 
Department of Health Professions, ensuring 
more healthcare professionals across the 
Commonwealth can access confidential, 
preventative well-being support. This work 
reflects MSV’s ongoing commitment to re-

ducing barriers to care and promoting early, 
voluntary helpseeking among clinicians.

Consistent with MSV’s original SafeHav-
en approach, this advocacy included collab-
oration with lawmakers and key healthcare 
stakeholders to reinforce SafeHaven’s role 
as a voluntary, frontend, preventative cli-
nician well-being program—distinct from 
disciplinary or diversionary processes.

What SafeHaven Means for Healthcare 
Professionals

Safe Haven’s protections are designed to 
encourage clinicians to seek support early, 
before challenges escalate. Under existing 
law, a healthcare professional may seek vol-
untary inpatient behavioral health treatment 
for up to 30 days. When the treating provider 
certifies in writing that the individual is no 
longer a danger, no report is required to a 
health regulatory board.

In addition, Safe Haven’s protections 
extend to outpatient care. For example, a 

professional enrolled in SafeHaven who is 
receiving counseling may obtain a prescrip-
tion for anxiety medication without trigger-
ing mandatory reporting requirements—a 
critical safeguard that allows clinicians to 
access appropriate care without fear.

A Sustained Commitment to Clinician 
Well-Being

MSV’s 2025 General Assembly work un-
derscores its continued commitment to clini-
cian well-being across the Commonwealth. 
By advancing SafeHaven protections and 
advocating for broader eligibility, MSV 
is helping ensure healthcare professionals 
can access the support they need—confi-
dentially and without careerjeopardizing 
consequences.

If you’re experiencing burnout or need 
additional professional support, learn how 
SafeHaven can help at www.SafeHaven-
Health.org.

MSV Continues to Advance SafeHaven 
Clinician Well-Being Protections
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The future is our outstanding residents 
learning early in their careers the importance 
of advocating for both their profession and 
their patients.

The future is the medical students choos-
ing anesthesiology and already becoming 
engaged in organized medicine. At this 
year’s Legislative Conference, the VSA’s 

newly formed Student Committee presented 
their paper:“Improving Anesthesiology Ad-
vocacy Participation Through a Structured 
Medical Student Component.”

The VSA is incredibly proud of their 
efforts and excited by the leadership they 
already demonstrate.

Finally, I want to encourage every VSA 

member to become involved in advocacy 
efforts. Please join us on Capitol Hill, 
join us at the state capital in Richmond, or 
simply join us through your membership. 
Your involvement is vital. Our profession 
is strongest when our members are engaged 
and united.

Never forget: the future is you.

President’s Message, from page 3

By Nikki Akula, MS3  
and Sean Pierce, MS4
Virginia Tech Carilion School of Medicine, 
Roanoke VA

For medical stu-
dents at institutions 
without a home 
residency program, 
exploring the field 
of anesthesiology 
can present hur-
dles. Across Vir-
ginia, several med-
ical schools lack 
dedicated home 
anesthesia groups. 
These education-
al disparities can 
directly impact a 
student’s compet-
itive edge. A lack 
of built-in clinical 
exposure and men-
torship often leaves 
students feeling 
hesitant, lowering 

their confidence during clinical rotations 
and limiting their familiarity with potential 
career pathways. 

To bridge this gap and cultivate the spe-
cialty’s future, Anesthesiology Consultants 
of Virginia and students from the Virginia 
Tech Carilion School of Medicine (VTC-
SOM) established the annual Anesthesia 
Skills Workshop. Now in its 21st year, this 
initiative has successfully brought together 
medical students from multiple regional 
institutions, including Edward Via College 
of Osteopathic Medicine (VCOM), Liberty 
University College of Osteopathic Medicine 
(LUCOM), and VTCSOM, to learn funda-
mental anesthesia skills at the Carilion Clinic 
Center for Simulation.

The workshop begins with expert lectures 
that introduce the field of anesthesiology, 
their passion for entering the field, and what 
a career in anesthesia entails. Then, an inter-
active panel of recently anesthesia-matched 
fourth-year medical students from VTC-
SOM and VCOM shares their practical 
strategies and insights for navigating the 
evolving residency application landscape. 
These students emphasized the importance 

of early anesthesia exposure, participation 
in research initiatives, and engagement in 
specialty advocacy efforts. Following these 
discussions, students rotate through facul-
ty-led simulation stations covering essential 
anesthesia procedures such as central line 
insertion, lumbar punctures, laryngoscopy, 
regional blocks, and ultrasound techniques. 
These interactions also allow for one-on-
one time with faculty, where students can 
ask questions and cultivate mentorship 
opportunities. 

Beyond procedural competency, the 
workshop serves as a springboard for ad-
vocacy and professional networking by 
introducing students to the Virginia Society 
of Anesthesiologists and events like Lobby 
Day. The initiative continues to strengthen 
future potential anesthesiologists through 
early engagement and bridging disparities 
in educational exposure with the specialty. 
A special thank you to the Anesthesiology 
Consultants of Virginia for their time and 
effort in creating a valuable opportunity to 
explore the field of anesthesiology and to 
practice fundamental anesthesia skills. 

From Simulation to Specialty: Early 
Anesthesiology Exposure for Medical Students

Nikki Akula

Sean Pierce
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By Todd Stevens, MD
Assistant Professor of Anesthesiology
University of Virginia Health System

Upon consider-
ing the future of 
anesthesiology, it is 
evident that numer-
ous advancements 
have significantly 
influenced clinical 
practice throughout 
my career and will 
continue to shape 
the specialty. Nota-
bly, developments 
in medications, 
equipment, tech-

niques, and the integration of artificial 
intelligence are becoming increasingly 
prominent. 

Although new medications tend to be in-
troduced gradually into anesthesia practice, 
several promising innovations seem here to 
stay. While the number of novel medications 
remains limited, certain additions to our 
therapeutic options have notably impacted 
clinical approaches. Sugammadex, for ex-
ample, has gained widespread acceptance, 
fundamentally altering the selection of 
neuromuscular blocking agents and airway 
management strategies. The concern sur-
rounding residual neuromuscular blockade 
has diminished substantially; however, 
the potential for adverse effects i.e severe 
bradycardia and anaphylaxis now warrants 
increased attention within the field.

Remimazolam also seems to be finding 
its niche in practice, representing a more 
hemodynamically stable, ultrashort-acting 
hypnotic agent that could be beneficial in 
select patient populations.  Opioid-sparing 
ERAS pathways will continue to evolve, 
blending multimodal analgesia and regional 
anesthesia techniques to improve patient 
outcomes and satisfaction.  

Exparel (liposomal bupivacaine), is a lon-
ger-acting local anesthetic that may provide 
better pain relief during the recovery phase, 
with the potential to significantly decrease 
or even eliminate the need for perioperative 
opioids.  

Suzetrigine has recently arrived, offering 
us a novel opioid alternative in the perioper-
ative period for procedures that cause mild 
post-operative pain. Many of our patients 

undergoing less painful procedures could be 
able to eschew opioids entirely by leveraging 
this class of medication instead.

The utilization of ambulatory continuous 
catheter techniques will also continue to 
evolve given the recent improvement in 
reimbursement for these techniques because 
of the NOPAIN Act.  Exciting options in-
cluding cryoneurolysis and peripheral nerve 
stimulation may open the possibility of even 
more prolonged analgesia on the order of 
weeks to months for certain procedures.  All 
these new choices offer the chance to speedy 
recovery from surgery while decreasing the 
impact of the opioid epidemic on our society.

New technologies are also increasing in 
popularity in anesthesia.  Ultrasound seems 
to be everywhere, expanding our regional 
anesthesia options through the development 
of novel techniques. Point of Care Ultra-
sound (POCUS) utilization is also increas-
ing, allowing us to rapidly obtain diagnostic 
information and make treatment decisions in 
real time.  Whether scanning patients taking 
GLP-1 receptor agonists in preop, checking 
cardiac function or volume status intraoper-
atively, or figuring out why a PACU patient 
is deteriorating, ultrasound will continue 
to help guide our decision-making in new 
and exciting ways. Ultrasounds have be-
come smaller and more portable, as well as 
smarter, making them into the 21st century 
stethoscopes we have been promised. 

We have also seen greater availability of 
depth of anesthesia monitors aside from the 
BIS monitor, the SedLine Brain Monitoring 
system, is giving us unparalleled ability to 
assess EEG activity in near real-time. This 
facilitates more effective titration of anes-
thetics, which may speed up patient recovery 
and reduce the incidence of delirium in our 
most vulnerable patients.

Additionally, Target-Controlled Infusion 

(TCI) pumps represent an emerging tech-
nology with the potential to substantially 
impact anesthetic practice. Widely used in 
Europe, these intelligent infusion devices 
enable precise titration of anesthetic agents 
to target effect-site concentrations using 
sophisticated multi-compartment pharmaco-
kinetic models. These pumps offer a way to 
minimize anesthetic overdose and optimize 
patient outcomes.

High Flow Nasal Cannula devices have 
recently emerged, providing increased con-
centrations of oxygen and a modest degree 
of CPAP in a non-invasive manner. Given 
the rising prevalence of sleep apnea in the 
United States and the necessity to safely 
sedate affected patients, these devices serve 
as valuable adjuncts for improving oxygen-
ation and enhancing patient safety.

No discussion of the future of anesthesiol-
ogy would be complete without mentioning 
the role of Artificial Intelligence (AI) within 
clinical practice. AI has already been inte-
grated into newer ultrasound equipment, 
offering dynamic labeling of anatomical 
structures during procedures and facilitat-
ing optimal imaging for cardiac or gastric 
assessments. This functionality significant-
ly supports less-experienced clinicians, 
particularly those acquiring the skillset for 
proficiency. 

Additionally, in Electronic Medical Re-
cords (EMR) such as EPIC, AI input now 
assists providers by suggesting minimum 
ASA scores, highlighting potential diag-
noses during preoperative evaluations, and 
recommending adjustments to fresh gas 
flows intraoperatively. These tools are just 
in their infancy, and we must always be wary 
of blindly trusting the suggestions that they 
provide. AI has the potential to revolutionize 
so many aspects of anesthesiology practice, 
and we are only beginning to see what it can 
do. Hopefully these benefits can be realized 
without the major resource utilization that 
currently bedevils AI efforts, assuming the 
software becomes less compute-intensive 
over time.

No matter what the future holds, we will 
continually be challenged to stay current as 
new medications and technologies impact 
anesthesia practice. The opportunities are 
limitless for us to leverage our talents to 
provide the best possible care for patients. 
The future looks bright to me!

Modern Advancements in Anesthesia 
Practice

Dr. Todd Stevens

The opportunities are limitless 
for us to leverage our talents 
to provide the best possible 
care for patients. The future 

looks bright to me!
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What I Wish I Had Known: Insights from 
Residents about the Anesthesia Match Process
By Sayo McCowin, MD, CA-1 Resident 
and Cyndra Jones, MD, CA-0 Resident
University of Virginia Medical Center

Matching into 
an anesthesiolo-
gy residency pro-
gram has become 
increasingly com-
petitive as the spe-
cialty continues 
to attract students 
drawn to its blend 
of physiology, pro-
cedural medicine, 
critical care, pain 
management, and 
work-life balance. 

W h i l e  b o a r d 
scores and aca-
demic performance 
remain important, 
the path to a highly 
regarded residency 
is rarely defined by 
a single achieve-
ment. Rather, it 
reflects consistent 
excellence across 

academics, clinical performance, research, 
leadership, and interpersonal skills. 

In hindsight, there are several strategies 
we wish we had known earlier that would 
have made the process more manageable. 
While no single formula guarantees success, 
thoughtful preparation, broad applications, 
strong mentorship, and organization can 
significantly improve your chances.

One of the most important strategies is 
to build a strong academic foundation early 
in medical school, as competitive programs 
seek applicants who demonstrate intellectual 
rigor and the ability to thrive in demanding 
clinical environments. However, profession-
alism is arguably equally important. 

Before applying for away rotations or 
residency, we strongly recommend cleaning 
up your social media presence. Residency 
programs often search for applicants online, 
and your digital footprint should reflect the 
same professionalism you will present in 
person.

Away rotations remain a valuable strategy 
for students seeking exposure to prestigious 
programs. For these rotations, timing mat-
ters. Apply as soon as applications open, as 
anesthesiology rotations fill quickly. Use 
these rotations to demonstrate clinical ability 
directly to faculty and residents while also 
evaluating the program culture. Success 
during an away rotation depends less on 
impressing with excessive knowledge and 
more on demonstrating professionalism, 
humility, preparation, and teamwork. 

Faculty often remember students who are 
collaborative, eager to learn, and pleasant to 
work with during long operating room days. 
If you have not heard back after several 
weeks, it is reasonable to send a polite email 
to the residency coordinator expressing 
continued interest.

When residency applications open, apply 
broadly. A common regret is not applying to 
enough programs. Signaling has altered the 
traditional strategy, but many anesthesiology 
programs will interview applicants without 
a signal. As the specialty becomes more 
competitive each year, applying to additional 
programs can provide much-needed reassur-
ance during interview season. The caveat to 
applying broadly is the financial cost. 

However, if you are at all able, we rec-
ommend applying to as many programs of 
interest as possible. Additionally, consider 
newly established residency programs and 
preliminary or transitional-year programs 
to increase your odds of matching. Orga-
nization during interview season is critical. 

Many programs use Thalamus scheduling 

software, and interview dates will disappear 
quickly. Setting up text alerts and creating 
an email account dedicated to ERAS, Thal-
amus, and residency communications can 
help you schedule early and prevent resi-
dency invitations from getting lost.

Professional organizations can also be 
valuable. Becoming a student member of 
the American Society of Anesthesiologists 
(ASA) provides access to virtual open hous-
es that can help clarify program culture be-
fore interview season. Local anesthesiology 
conferences may also offer more meaningful 
networking opportunities with faculty and 
residents than some larger national meetings.

Research productivity has also become 
increasingly important for students apply-
ing to anesthesiology. While applicants 
should not focus on publication counts, 
meaningful scholarly involvement demon-
strates curiosity, initiative, and dedication 
to advancing the specialty. Participation in 
anesthesiology-related research, quality im-
provement projects, perioperative outcomes 
studies, or critical care investigations can 
significantly strengthen an application. Im-
portantly, applicants should prioritize depth 
and sustained engagement over superficial 
involvement in multiple disconnected proj-
ects. Presentations at national conferences, 
such as the ASA annual meeting, can further 
distinguish candidates.

Mentorship is another defining component 
of a successful application strategy. Priori-
tize strong letters of recommendation over 
generic ones, particularly those that provide 
detailed insight into your clinical maturity, 
work ethic, and interpersonal strengths. 

This is especially important for applicants 
without a home anesthesiology department 
or advisor. Away rotations can provide op-
portunities to gain valuable guidance from 
anesthesiologists on signaling, interview 
scheduling, and rank lists, all of which relate 
directly to you. You should clarify whether 
your home institution and away rotations 
require a signal—and which tier—before 
finalizing your signaling strategy. 

Thoughtful planning for fourth-year 
clerkships can help reduce stress during 

Dr. Sayo McCowin

Dr. Cyndra Jones

While no single formula 
guarantees success, 

thoughtful preparation, 
broad applications, strong 

mentorship, and organization 
can significantly improve your 

chances.

Continued on page 11
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Anesthesia Match Process, from page 10

the ERAS submission cycle and interview 
season. If possible, choose lighter rotations 
in September to maximize application 
preparation, and leave October through De-
cember with more flexibility for interviews. 
Schedule interviews as early as possible in 
the interview season to minimize conflicts 
as later invitations arise. 

Lastly, accept all interview invitations 
unless you have a significant reason not to. 
An interview is a mutual fact-finding process 
that provides valuable practice, helps you 
avoid limiting your options prematurely, 
and prevents the risk of coming across as 
unprofessional in a close-knit field.

Applicants should also consider applying 
to both categorical and advanced-track an-

esthesiology programs. Although advanced 
programs require an additional application 
for an internship position (e.g., medicine, 
surgery, or transitional year programs), 
applying to both categorical and advanced 
pathways can maximize matching oppor-
tunities.

The residency interview remains one 
of the most influential aspects of the ap-
plication process. Generally, interviewees 
have similar academic credentials, making 
interpersonal interactions decisive. Suc-
cessful applicants prepare extensively by 
understanding each program’s strengths, 
faculty interests, and institutional culture. 
Applicants who communicate genuine 
enthusiasm for anesthesiology, articulate 

thoughtful career goals, and engage conver-
sationally tend to stand out. 

Understanding the match process is 
equally important. The National Resident 
Matching Program algorithm favors ap-
plicants; hence, you should rank programs 
according to your genuine preferences rather 
than to where you believe you have a higher 
probability of matching. 

Ultimately, matching into an anesthesiol-
ogy residency requires more than academic 
excellence. It demands strategic preparation, 
strong mentorship, scholarly engagement, 
and interpersonal maturity. Students who 
combine these elements with humility, pro-
fessionalism, and genuine passion for the 
field position themselves well for success.

VSA Annual Meeting Luncheon

RSVP by October 7 to Angela Puryear  
at angela@societyhq.com

Please note VSA Annual Meeting Luncheon  
in the subject line. 

12:00 pm – 1:00 pm | Saturday, October 17, 2026
Marriott Marquis San Diego Marina | Rancho Santa Fe #2 Room
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Inside the Committee on Economics of the 
American Society of Anesthesiologists
Nabil Elkassabany MD MSCE MBA
ASA Committee on Economics
Vice Chair of Clinical Operations
University of Virginia Health System

Elmer Choi MD PhD MBA FASA
ASA Committee on Economics 
Senior Vice President 
TeamHealth

Gordon Morewood MD, FASE, FASA, 
MBA
ASA Committee on Economics
Chief of Anesthesia 
Piedmont Health

The American 
Society of  An-
es thes io log i s t s 
(ASA) represents 
more than 58,000 
members and its 
mission is dedi-
cated to advanc-
ing the specialty. 
The Committee on 
Economics (COE) 
stands as one of the 
most consequential 
and active bodies 
in  the  Society. 
Operating at the 
intersection of clin-
ical medicine and 
health policy, the 
COE serves as the 
watchdog, strate-
gist, and advocate 
for the econom-
ic sustainability 
of anesthesiolo-
gy practice in the 
United States.

The ASA: Mis-
sion, Vision, and 
Values

To understand 
COE’s work, i t 
helps to understand 
the broader orga-

nization it serves. The ASA’s mission is 
straightforward but far-reaching: Advancing 

the Practice and Securing the Future. Its 
vision is to be “a world leader improving 
health through innovation in quality and 
safety,” guided by core values of patient 
safety, physician-led care, and scientific 
discovery.

Within this framework, the COE translates 
the Society’s mission into economic terms, 
ensuring that the specialty remains financial-
ly viable so that physician anesthesiologists 
can continue to provide safe, expert care to 
patients.

The Committee on Economics: Role and 
Purpose

COE is one of the ASA’s most prominent 
standing committees, drawing membership 
from across the country through an annual 
nominations process. Committee members 
serve one- to three-year terms, and the chair 
is appointed by the ASA President for a 
one-year term.

The committee’s core mandate encom-
passes a wide range of economic concerns:

•	 Monitoring and analyzing national 
payment policies affecting anesthesiology

•	 Conducting and publishing a national 
survey on commercial reimbursement 
rates

•	 Developing advocacy positions on 
Medicare and private payer payment 
policies

•	 Working alongside ASA’s legislative and 
regulatory affairs teams to push back 

against unfair insurer behavior
•	 Educating ASA members on economic 

threats and opportunities in the rapidly 
shifting healthcare landscape

•	 Collaborating with state component 
societies on local payment policy issues

COE operates not merely as an advisory 
body, but as an active driver of the ASA’s 
economic strategy. Its physicians and staff 
partner with the ASA’s Advocacy and Qual-
ity team on some of the specialty’s most 
pressing financial challenges.

Annual Publications
Among COE’s most significant and en-

during contributions is the Annual Commer-
cial Conversion Factor (CF) Survey. This 
nationwide data-gathering effort provides 
practices, hospitals, and policymakers with 
the most comprehensive picture available of 
what prevailing payment rates. anesthesia 
services are billed using a unique system 
of “base units” and “time units,” multiplied 
by a conversion factor (expressed in dollars 
per unit). The anesthesia CF varies dra-
matically by payer and region, and is often 
negotiated one contract at a time, with little 
transparency.

Each spring, the committee solicits ASA 
members to submit the conversion factors 
from their practices’ five largest commercial 
contracts. The data are then aggregated and 

Dr. Nabil Elkassabany

Dr. Elmer Choi 

Dr. Gordon Morewood 

Continued on page 13
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published, providing national and regional 
benchmarks that are widely cited and used 
by practice managers, hospital systems, and 
anesthesia billing professionals.

In addition, the COE publishes updates 
to both the Relative Value Guide as well 
as the Crosswalk and Reverse Crosswalk 
manuals each year. Together these publica-
tions generate significant revenue each year 
to support ASA programs. They also serve 
to standardize anesthesia claims across the 
industry. By using these payment guides 
as gold standards, anesthesia practices and 
insurers reduce disputes and accelerate 
payments for anesthesia claims.

Confronting the “33% Problem”
One of COE’s most significant long-term 

projects has been documenting and combat-
ing what has come to be known as the “33% 
problem”, the stark disparity between what 
Medicare pays for anesthesia services and 
what other physician specialties receive.

While Medicare reimbursement for most 
physician services typically represents 
between 75% and 85% of equivalent 
commercial rates, anesthesiology has his-
torically received only around one-third of 
its commercial value from Medicare. This 
inequity traces back to the establishment of 
the Resource-Based Relative Value Scale 
(RBRVS) in 1992, when anesthesia pay-
ments were undervalued relative to other 
specialties from the outset. Over subsequent 
decades, anesthesia Medicare conversion 
factors failed to keep pace with inflation, 
clinical complexity, or the rising cost of 
practice.

In 2020, COE formalized this challenge 
through its 33% Workgroup, publishing a 
landmark report in the ASA Monitor titled 
“The 33% Problem: Origins and Actions.” 
The report laid out the historical roots of 
the disparity and the ASA’s strategic plan 
to address it, coining the issue by name 
and giving it the attention it deserved at the 
highest levels of the specialty. The report 
became required reading in anesthesiology 
finance circles and helped unify the advo-
cacy messaging the ASA now deploys on 
Capitol Hill.

Importantly, the situation has only wors-
ened. By 2022, the Medicare conversion 
factor for anesthesia had fallen to roughly 

26% of the median commercial rate, mean-
ing the problem had intensified even beyond 
its original framing. Lower Medicare rates 
also ripple outward: third-party payers that 
benchmark their own fee schedules against 
Medicare routinely use those underpayments 
to justify similarly deflated contracted rates.

COE’s response has been to pair data with 
advocacy. The committee regularly contrib-
utes analysis to the ASA’s lobbying efforts 
before Congress and federal agencies, push-
ing for equity in the Medicare Physician Fee 
Schedule and supporting legislative vehicles 
that would correct historical underpayments 
in the specialty.

Modeling the Future of Anesthesia 
Practice

COE members have also contributed 
meaningfully to economic modeling and 
research that helps the specialty envision and 
plan for the future. In 2023, the committee 
published a financial model in the ASA 
Monitor analyzing what the conversion to 
a 100% Medicare practice would mean for 
a typical anesthesiology group, concluding 
that revenue would fall by approximate-
ly 55%, an absolute decrease of roughly 
$330,000 per physician, making most 
practices economically unviable without 
substantial institutional subsidy.

This type of scenario modeling has direct 
relevance to policy debates over single-pay-
er health systems, Medicare for All propos-
als, and federal payment reform. By putting 
hard numbers behind policy positions, COE 
enables ASA’s advocacy work to be ground-

ed in rigorous economic analysis rather than 
anecdote.

The committee also tracks and reports on 
the anesthesia workforce crisis. The percent-
age of facilities reporting an anesthesia staff-
ing shortage surged from 35% in early 2020 
to 78% by late 2022. COE has connected 
workforce data to economic incentives, ar-
guing that chronically underfunded practices 
struggle to recruit and retain anesthesiolo-
gists, creating a vicious cycle that threatens 
patient access to surgical care.

Education and Member Support
COE’s work is not exclusively policy-fac-

ing. The committee is also deeply committed 
to educating ASA members on the econom-
ics of their own practices. Through the ASA 
Monitor, the ASA’s Timely Topics series, 
ASA annual meetings, and digital resourc-
es, COE produces accessible explainers on 
everything from how conversion factors are 
calculated to how the No Surprises Act’s 
IDR process works in practice.

Looking Ahead
The challenges ahead are considerable: 

commercial payer consolidation, continued 
Medicare underpayment, insurer policy 
manipulation, staffing shortages, and the 
ongoing implementation complications of 
the NSA Act all represent active threats 
to the specialty’s financial health. But the 
Committee on Economics has consistently 
demonstrated that with rigorous data, unified 
advocacy, and transparent communication, 
the anesthesiology community can hold its 
ground, and push for a fairer system.

The Committee on Economics of the 
American Society of Anesthesiologists 
occupies a unique and vital position within 
American medicine. By bridging the gap 
between clinical expertise and economic re-
ality, COE ensures that the specialty’s voice 
is not only heard in legislative chambers and 
insurance boardrooms, but that it is backed 
by evidence. The committee exemplifies the 
best of organized medicine, using collective 
knowledge and action in the service of both 
physicians and the patients they protect.

Sources: American Society of Anesthesi-
ologists (asahq.org); ASA Monitor; Coronis 
Health; Anesthesia Experts; Radius Texas.

Committee on Economics, from page 12

By bridging the gap 
between clinical expertise 
and economic reality, COE 
ensures that the specialty’s 
voice is not only heard in 
legislative chambers and 

insurance boardrooms, but 
that it is backed by evidence.
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Grace Qian 
MD Candidate, Class of 2029 
Virginia Tech Carilion SOM

Nicki Rohani
MD Candidate, Class of 2027
Virginia Tech Carilion SOM

Saanvi Acharya
MD Candidate, Class of 2028
Virginia Tech Carilion SOM

The first time 
we walked toward 
Capitol Hill, fold-
ers in hand, we 
were still trying to 
understand what 
physician advoca-
cy would feel like 
in practice. As first 
t ime  LEGCON 
attendees, many 
of us were unsure 
what it would mean 
to sit across from 
people involved 
in decisions that 
shape healthcare 
and make a clear 
case in just a few 
minutes.

Some of us had 
just finished our 
first year, where 
anes thes io logy 
appears through 
memorizing mech-
anisms of action 
and physiologic 
principles. Others 
had begun clerk-
ships, where those 
concepts are ap-
plied in operating 
rooms, procedural 
spaces, and con-
versations with pa-
tients navigating 
various complexi-
ties of care. 

Over two days, we moved between con-
ference sessions and Capitol Hill in the D.C. 
heat. We learned about three key policy 
priorities: protecting team-based anesthesia 
care models at the VA, ensuring fair enforce-
ment of the No Surprises Act for insurers, 
and supporting sustained NIH funding. 

Our meetings with Virginia represen-
tatives and staff required us to practice a 
different type of focused and relevant case 
presentation than we were used to in the 
hospital or clinic. We explained why an 
issue mattered to patients and physicians in 
Virginia and voiced a specific ask in minutes. 

While many of us felt nervous going into 
those first conversations, we were struck 
by how welcoming and receptive represen-
tatives and staff were.  For many of us, this 
was our first direct exposure to how physi-
cian advocacy works. We knew that policy 
shapes healthcare but now had participated 
in the process up close. 

Just as meaningful was seeing residents 
and attending physicians outside their roles 
in the hospital. At LEGCON, our teachers 
of clinical expertise were now guiding us 
in another area of patient care, advocacy.  
Some had been involved in advocacy for 
years, while others came to it later in their 
careers, learning the language of advocacy 
by working with lawmakers and building 
relationships beyond the hospital. Their 
example showed us the humility and steady 
confidence required to be a patient advocate, 
which includes learning these skills beyond 
traditional clinical medicine.

Our advocacy poster session reinforced 
this lesson. Speaking with policymakers 
about trainee-led advocacy projects made 
the session go beyond academics. It was 
part of a larger conversation about the land-
scape of anesthesiology and its future. For 
our group, we shared how our coalition of 
programs in southwest Virginia (VTCSOM, 
VCOM, and LUCOM) is expanding early 
anesthesia exposure for students without 
home residency programs through an annual 
anesthesia skills day.

We left LEGCON understanding that the 
evolution of anesthesiology will depend on 
physicians who can recognize system-level 
risks beyond the bedside. As the specialty 

advances through perioperative medicine, 
technology, and research, its future relies 
on advocates for the systems that prioritize 
patient care. Following our experience, we 
have a clearer sense that our role in that 
evolution begins now, where advocacy is 
not extracurricular. It is part of the vigilance, 
leadership, and lifelong learning that will 
define the physicians our patients need.

Vigilance Beyond the OR: Medical 
Students at LEGCON 2026

Grace Qian

Nicki Rohani 

Saanvi Acharya
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General Assembly Update
The 2026 Virginia General Assembly 

session adjourned on Saturday, March 14th. 
However, they did not finish the budget on 
time. After months of disagreement regard-
ing data centers, they finally were able to 
pass a budget on June 22nd. The Governor 
has some technical amendments, which they 
will review on June 29th. The Governor 
must sign the budget by June 30th to avoid 
a state government shutdown. Nothing like 
getting down to the wire!

The issue holding everything up was 
whether to continue the sales tax exemption 
for data centers. The Governor and House of 
Delegates believe we should not break our 
existing agreement with the industry and 
that doing so could hurt Virginia’s business 
environment and ability to recruit industries 
to the Commonwealth. The Senate, led by 
the Senate Finance Chair Senator Louise 
Lucas, wanted to end the exemption and 
require data centers to “pay their fair share.” 
The compromise keeps the exemption in 
place, with a temporary energy-use tax on 
data centers.

Discussions with the Virginia 
Association of Nurse Anesthetists 
(VANA)

VSA had our first (of hopefully many) 
meetings with VANA to discuss ways our 
organizations can work together and build 
connections. While we differ greatly on our 
view of the supervision law, there are many 
issues we do agree on and can be stronger 
together- such as medmal. We also discov-
ered there are ways we can help address 
some of their members’ concerns without 
doing legislation. Dr. Brooke Trainer, Dr. 
Gerald Cherayil, and Dr. Casey Dowling did 
a fantastic job representing VSA in the dis-
cussion group. We hope this is a step in the 
right direction and legislators will be pleased 
both of our groups are making an effort to 
work together productively where we can.  

Certified Anesthesiologist Assistants 
(CAA) Licensure Update

We are still at least 18 months away from 
CAAs practicing in Virginia. The regulatory 
process is notoriously slow in Virginia, and 

this has been no exception. We are advocat-
ing to move the draft regulations through the 
process so we can get CAAs providing care 
as soon as possible. 

VSA PAC
Our current PAC balance is $30,158. We 

will do our annual solicitation this summer 
and hopefully significantly increase our 
balance. While this is not an election year, 
it is still critical for us to make political 
contributions to legislators who advocate 
for our physicians and our patients. Be on 
the lookout for an e-mail soon asking you 
to contribute to the VSA PAC!

Medmal Update
As you know, the priority the last two 

weeks of the legislative session was around 
medical malpractice and a bill that was 
amended at the last minute to repeal the 
current cap and then later to increase it to 
$6 million. In the end, we were able to kill 
that version. Instead, they passed a version 
that requires data collection from medmal 
insurers and medical facilities. We have no 
doubt that legislation to increase the cap will 
be back next session. Leadership in both 
chambers has indicated that they intend to 
pass something significant in 2027.  

Many legislators expressed a strong desire 
to see the current law changed but were not 
pleased with the process and the rushed 
nature of the bill the last week of session. 

While many voted against the bill because of 
the process, it is quite clear that the majority 
of current legislators believe our current 
medmal law has run its course. 

We have expressed to the Medical Soci-
ety, and the legislators, that the specialty 
physician societies must be at the table and 
part of these discussions and negotiations 
moving forward. We are not alone in this- the 
ER docs, family physicians, pediatricians, 
OB/GYNs, orthopedic surgeons, etc. have 
all said the same. MSV hosted a meeting in 
April to discuss the medmal bill and how 
Virginia’s law compares to other states. 
MSV has also offered to host a virtual 
meeting with VSA to do the same. We will 
keep you updated on when that will be and 
next steps. 

MSV Advocacy Summit 
The Medical Society of Virginia held its 

annual advocacy summit on June 12th. This 
is where members who submitted proposals 
for legislation or policy changes present their 
ideas and answer questions. There were no 
proposals related to anesthesia specifically. 
We did not need to submit a proposal be-
cause the MSV already strongly supports our 
efforts to protect the current supervision law 
and advocate for physician-led anesthesia 
care. The next step in the process is for the 
MSV legislative committee to vote on and 
prioritize all the proposals to determine 
what they will pursue in the 2027 legislative 
session. 

Legislative Update
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