SEPTEMBER 2020

THE LSA NEWSLETTER

Medical Student Takeover Edition

Resident Student Council

LET’S GET VIRTUAL
By: Alan Boiangu, MS4 and Jaclyn Edelson, MS4 • UQ-Ochsner

ASA Virtual Annual Meeting Oct 2-5, 2020
$99 for ASA members
FREE for medical students, residents and fellows
Continued on page 12

FEDERAL BALANCE BILLING
STALLED BY COVID
...ASA President Mary Dale Peterson and Louisiana ASA Director
David Broussard have both put out very good summaries of
much of the Federal Balance Billing legislation that had been
proposed as of early 2020. COVID-19 and now the Presidential
election have caused the Federal Balance Billing issue to cool
off for awhile but you can sure that it will be back...

BREAKING NEWS
SEPTEMBER 24,2020

DE LANZAC FIGHTS OFF LOUISIANA BALANCE
BILLING 17 YEARS IN A ROW
Balance billing legislation has been an active topic in the Louisiana
legislature for about 17 years! Kraig de Lanzac has represented LSA in at
least four “workgoups” on the topic in recent years. Those workgroups
were composed of Louisiana legislators, representatives from insurance
companies, consumer groups, hospital associations, and physician
associations and lobbyists. It has been surprising how little representation
there has been for the different physician specialties at these meetings.
This kind of legislation can have dramatic economic impact on a medical
practice, and yet only a few physician groups seem to care enough to get
involved.

Continued on page 2

On Thursday, President Donald Trump issued the “Executive
Order on An America-First Healthcare Plan.” The order
articulates the Administration’s views on a number of health
care quality, affordability and access issues.
Of particular interest to ASA, the order includes provisions
related to surprise medical bills. The order seeks to encourage
Congress to reach a legislative solution to surprise medical bills
by the end of 2020. If a Congressional solution is not reached,
the order directs the Secretary of Health and Human Services to
“take administrative action to prevent a patient from receiving
a bill for out-of-pocket expenses that the patient could not
have reasonably foreseen.”

Continued on page 10

BALANCE BILLING SHOULD BE NO SURPRISE
Balance billing should be no surprise. To solve the complex issue of “surprise billing” we first need to understand
some basics of medical billing in general and anesthesia billing in particular. Many LSA members already
understand these topics, but many do not, and so a supplement to this Newsletter will be published next week
as a primer on health insurance with focus on anesthesia billing. LSA aims to support a reasonable solution to
the negative aspects of balance billing. See you next week!

LOUISIANA BALANCE
BILLING LEGISLATION

By: James O’Malley, MS4, UQ-Ochsner
Nikita Bess, MS2, LSU-NO
Joseph Koveleskie MD, FASA
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alance billing legislation has been an active topic in the
Louisiana legislature for about 17 years! Over that time Kraig
de Lanzac, MD FASA has represented the Louisiana Society of
Anesthesiologists (LSA) in at least four “workgroups” composed of
Louisiana legislators, representatives from insurance companies,
consumer groups, hospital associations, and physician
associations and lobbyists. In the past much of the legislation was
not well crafted and was relatively easy to defeat in committee or
on the floor of the Louisiana House or Senate through lobbying
efforts that the LSA has carried out with a loose but effective
coalition of Louisiana hospital and physician associations,
particularly the emergency physicians. It has been surprising
how little participation there has been from the other physician
specialties on this kind of legislation when it can have such a
dramatic economic impact on a medical practice.

out to us through our well known Baton Rouge political lobbyists
Haynie & Associates, through Kraig personally, nor through the
readily visible Louisiana Society of Anesthesiologists. Kraig only
overheard about the workgroup after they had already started
their meetings and he had to scramble to contact his connection
in the Louisiana Insurance Commissioner’s Office to get a seat
at the table. He did get that seat at the table and so was able
to make a strong and clear case to those present as to what the
anesthesiologists’ concerns were.
Physician anesthesiologists of Louisiana, did you hear
that? A Louisiana legislator and the Insurance Commissioner’s
office held special meetings on the issue of “balance billing” and
“surprise medical billing” which would affect anesthesia practices in profoundly negative ways and they didn’t think to contact
us to be part of the discussion. This is a key reason why membership in our Society and support of the PAC’s is so crucial!!
The legislators are happy to naively make rules that could destroy our practices and not even let us know of their intent or
involve us in the creation process. If we don’t have a seat at
the table, we are on the menu!!!

In 2018 de Lanzac expertly represented the LSA in Baton Rouge at
one of those workgroups on “surprise billing” that was organized
by then Louisiana Representative Kirk Talbot. Kirk Talbot is an
attorney and he owns the Lucky Dog business in New Orleans and
is very interested in insurance legislation. What is interesting and
disturbing about this 2018 episode is that while anesthesiologists
are one of the key specialties negatively affected by proposed
balance billing legislation, and even though we had been involved
with the issue in the past, the legislators did not think to reach

That insurance balance billing workgroup that began in 2018
met again in March of 2019 and this time Joseph Koveleskie,
MD FASA attended the meeting reaffirming the positions that
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would be favorable to Louisiana anesthesia practices. Despite the
good work that Kraig & Joe did in 2018-19 with this workgroup,
Representative Talbot presented a horrible bill to the House
Insurance Committee in the regular legislative session of 2019!!
It was eventually defeated in committee by LSA’s and others’
lobbying efforts.

everything in 2020 has been thrown into disarray by COVID-19.
The regular legislative session was shut down completely
for several weeks. Nevertheless in May 2020, before Senator
Talbot’s SB7 could be considered, back on the House side a new
threat emerged as Representative Raymond Crews suddenly
pushed HB283 to the House Insurance Committee. Once again
LSA was there as physician anesthesiologists Kraig de Lanzac,
Beau Bergeron and Joseph Koveleskie went to Baton Rouge
with masks in place, ready to testify. Several of the committee’s
legislators told personal stories about crazy high “surprise” bills
from anesthesiologists. No proof, no documentation, just terrible
stories. In response to these emotional stories Crews’ HB283 would
have benchmarked payment at the median in-network rate for
all physician anesthesiologists in the same facility or parish, and
an amendment to the bill would have then required physicians
to “work with” their facilities who in turn, would “work with”
the insurers to settle all payment disputes. The independence
and economic viability of doctors as businessmen was being
legislated away. This bill had pretty much the worst combination
of all features for physician anesthesiologist practices and was
very obviously written by and for the insurance industry. Senator
Talbot was unable to help because he was over on the Senate side
busy with his other priority, automobile insurance reform. Despite
Kraig’s expert testimony and our presence, HB283 passed easily
through insurance committee. We believe it was because of the
inexperience of the legislators as many of them were not only
brand new in office but they had no experience with insurance
or billing, especially as it affects anesthesiologists. That didn’t stop
them though from attempting to pass drastic legislation. HB283
went to the House floor and due in part to the role YOU as LSA
members played responding to our Call to Action by contacting
your Louisiana Representatives, HB283 received very negative
comments with only one single representative rising in support.
Representative Crews voluntarily pulled HB283 toward the end of
the regular House session by “returning it to the calender” rather
than subjecting it to a sure defeat in a vote. This effectively killed
HB283 for the time being.

LSA let Talbot know that we were disappointed, but we didn’t get
disenchanted overall because we know that’s the way this game
works. It is a complicated, multiple step game. It often requires
multiple visits to the State Capitol, and multiple years to lobby for
or against any proposed legislation. We as a Society interact with
the process by sending representatives or members to speak to
legislators or their aides, by member phone or email campaigns
to the legislators, by participation in fact finding workgroups, with
testimony at committee hearings, with lobbying of legislators for
votes at the committee level and then again on the House floor,
and then again when the bill goes to the Senate, and yet again
lobbying the governor to sign or veto the legislation and finally
fighting or defending the legislation in court. It’s complicated! We
all need the American Society of Anesthesiologists (ASA) and LSA
to be there helping guide the fight. And that means we need each
of YOU because YOU are those organizations.
In 2019 the very same Kirk Talbot who was pushing balance billing
legislation in the Louisiana House was now running for Louisiana
Senate. LSA supported his campaign in part by participating
in a fundraising luncheon arranged by LSA lobbyists Haynie &
Associates. Kraig de Lanzac and Joseph Koveleskie attended this
lunch fundraiser (no hot dogs) and another winter dinner event
in Baton Rouge to reiterate the LSA’s position on this type of
legislation. In winter 2019 the lobbyist for the Louisiana Hospital
Association, Greg Waddell, and Kraig were in contact about the
balance billing issue. Kraig already had a very good relationship
with Waddell from years of prior work when Greg was with the
Louisiana State Medical Society. We forwarded the resultant
proposed legislation to attorney Jason Hanson of the ASA State
Affairs division to make sure it aligned with the ASA’s favored
New York state style balance billing legislation. Finally our efforts
seemed to be paying off. Talbot, newly elected to Louisiana
Senate created SB7 which contained all of the key points on
balance billing recommended by ASA including taking the
patient out of the middle, giving anesthesiologists the ability to
have independent dispute resolution, and a reasonable payment
for us for out of network payments while the dispute process was
underway.

After that regular session ended for the Louisiana legislature,
Governor John Bel Edwards called the first of (so far) three special
sessions for 2020. In the first special session three new balance
billing bills suddenly appeared on the Insurance Committee
calendar! Representative Crews presented two new ones and
Representative Frieman presented a third in a single day. During
committee discussions, at one point the Louisiana insurance
commissioner showed up ostensibly to give official “information”
to the committee, which is proper, but really he ended up making
personal testimony about his daughter the obstetrician and
stated that he was “offended” when he found out that some
anesthesiologists made more money than she did. It seemed

LSA looked forward to the Spring 2020 Louisiana legislative
session to see SB7 presented and finally solve this year’s long
pernicious problem. However, it was 2020, and as we now know
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LOUISIANA BALANCE BILLING LEGISLATION continued...

the deck was stacked against us, but fortunately de Lanzac was
there to keep the committee on point. Kraig used as an example
his prior private practice group and explained how the legislation
being proposed would negatively affect the financial viability of a
practice and that it would be an unfair burden to anesthesiologists.
Kraig was successful in getting all three of the special session bills
killed in committee that day. As has happened in the past there
was little other physician representation there. Only a single ER
doc showed up to listen and to testify.

Finally Kraig was able to get BCBS to acknowledge that actually
“less than 0.2% of all medical billing in Louisiana was OON.” Based
on that he could effectively argue that this IS NOT the massive
issue ruining consumer lives requiring a draconian solution that
will ruin anesthesia practices.
Since that workgroup ended, Kraig has met personally with
Representative Frieman who is a worker’s compensation
attorney and author of one of the bad bills and has developed a
congenial rapport. After an hour and a half meeting where Kraig
explained the basics of anesthesia billing Representative Frieman
commented, “I don’t know how you all make a profit!” Frieman
followed up by saying that he, “looks forward to working with
Kraig & LSA to solve this issue.” Follow up phone calls and emails
have since confirmed the good relationship.

After those three bills were defeated the legislators then asked to
form YET ANOTHER WORKGROUP to discuss the issues again and
one legislator commented with frustration to Kraig that this issue
had been discussed for many years already and asked pointedly
why the anesthesiologists hadn’t been “more involved” in Baton
Rouge this year before these bills even came to committee. Kraig
explained (amazed) that most of us were at work kind of busy
keeping people alive during the COVID crisis, to which the legislator
lawyer replied, “yeah, well COVID has affected the business of
lawyers also.” Wow. You’re welcome Louisiana.

The lesson to be learned here is that politics, like sausage making,
is a messy business. It requires professional lobbyists, legwork
by LSA leaders, relationships with legislators, other societies,
advocacy groups, as well as monetary campaign contributions
and grassroot efforts by LSA members. Even though a Bill has
not been passed, LSA has accomplished a LOT. We got BCBS to
reveal some key information that should reshape the discussion
in our favor, we educated many legislators on the topic and we
were once again able to defeat some bad legislation. Going
forward we hope that with legislation similar to Talbot’s SB7 we
might finally put this issue to rest in 2021. Until that day ASA and
LSA will continue to fight on behalf of the interests of physician
anesthesiologists and our patients because that is what we do!
And we need your support!

Kraig went to that next Baton Rouge workgroup meeting for over
three hours in June, with Representatives Crews and Frieman,
United Healthcare, Blue Cross - Blue Shield (BCBS), and Louisiana
Hospital Association (LHA) present. Kraig was the ONLY physician
present!!!! Important issues that came up in the workgroup:
First discussed was why Talbot SB7 came out with a very bad, i.e.
very expensive “fiscal note.” After discussion it was discovered that
the fiscal note had been written pretty much with only BCBS’s
input. The assumption BCBS made in that note was that ALL
physicians would bill at the top 80th percentile and so SB7 would
be super expensive. That was a ridiculous and unreasonable
assumption. Kraig was able to counter the negative information
being spread about Talbot SB7 with solid information provided by
the ASA’s 2019 Conversion Factor Survey. You made this possible
because there were enough survey responses from Louisiana
anesthesiologists to extract Louisiana specific information and
this helped turn the tide of opinion of the workgroup.
Another issue was a proposed $1,500 threshold before dispute
resolution would apply. Kraig was able to show with data that
in his prior private practice group over 90% of the CHARGES to
patients were less than $1,000!!! That would mean that if all those
patients would dispute their bills there would never be a chance
for a dispute resolution process for anesthesiologists to use under
the kinds of legislation they were talking about. LSA feels $500 or
even no lower limit is more reasonable.
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FALL into
Giving

OCTOBER
12-25, 2020

SAVE THE DATE! Participate in
the LSA-PAC Fall into Giving!
BATTLING AN OPIOID EPIDEMIC
DURING A VIRAL PANDEMIC

By: Joseph Queen, MS3 • UQ-Ochsner

The COVID-19 pandemic could turn out to be one of the largest
mass casualty events in U.S. history. However, even before the first
coronavirus case arrived in early 2020, another epidemic had already
been plaguing our country for years – the opioid epidemic. Opioid
overdoses have drastically increased over the past two decades and are
claiming the lives of 130 Americans per day. That is four-times higher
today compared to the 1990s. There are many reasons why opioid use
and abuse have increased so dramatically.1 The emergence of the
COVID-19 pandemic with wide-scale containment efforts such as social
distancing and resource diversion to acute care may be aggravating the
opioid problem. Prolonged isolation and lack of access to medication
may put susceptible patients at an even higher risk of misusing opioids
than before COVID-19 entered the lexicon.
“The ASA actively educates members of Congress and federal
agencies about the role physician anesthesiologists play in addressing
the opioid crisis, especially regarding prevention of opioid misuse,
abuse, and addiction. Advocacy efforts continue to focus on increasing
patient access to multimodal and multidisciplinary pain management,
as well as insurance coverage of non-opioid therapies; enhancing
physician education, including safe and effective opioid prescribing;
encouraging safe storage and disposal of opioid medications; and
5

increased research on pain and non-opioid alternatives.”3
Lawmakers would be wise to work with physician anesthesiologists
to help prevent widespread opioid abuse. Aside from the threat of
infection, COVID-19 poses the serious risk of reversal of system-level
gains made in expanding access to medication used to treat opioid
addiction (such as methadone and buprenorphine), conducting critical
research, and seeking possible legal reparations against unscrupulous
opioid manufacturers.2
References
1. America’s Drug Overdose Epidemic - Data to Action. Centers for Disease Control and Prevention. https://www.cdc.gov/injury/features/prescription-drug-overdose/index.html. Published
March 24, 2020. Accessed August 13, 2020.
2. Becker WC, System VACH, Fiellin DA, Yale Program in Addiction Medicine and Yale School of
Medicine, D. Volkow N, Caleb Alexander G. When Epidemics Collide: Coronavirus Disease 2019
(COVID-19) and the Opioid Crisis. Annals of Internal Medicine. https://www.acpjournals.org/
doi/full/10.7326/M20-1210. Published April 6, 2020. Accessed August 13, 2020.
3. Opioid Crisis. American Society of Anesthesiologists. https://www.asahq.org/in-the-spotlight/opioid-crisis. Accessed August 13, 2020.

THE ANESTHESIOLOGIST IN AN

EVOLVING PAIN MANAGEMENT LANDSCAPE

By: Jay Shah, MS3 • UQ-Ochsner

P

ain medicine has been evolving as a specialty since the early
1900s when the first anesthesia-based nerve block service
was established at the Bellevue Hospital in New York. Over the
next fifty years, the management of chronic pain evolved from
simply being managed with nerve blocks to a biopsychosocial
framework with which to manage patients. Fast forward to
today, and interventional pain specialists have a broad scope
of work, including acute, chronic, and cancer pain. While most
practitioners focus on the chronic evolution of patient pain, the
biopsychosocial model that is utilized today implies that the
pain management specialist is not only a technical expert, but a
leader in coordination of care with physical therapy, psychiatry,
and rehabilitation programs so as to provide a comprehensive
approach to the management of chronic pain.

ability to work as part of a team to manage a patient’s chronic
condition.
The issue that seems to run most rampant in pain medicine today
is the path that patients have to take to see a pain specialist. Their
journey usually begins at the primary care physician. A survey of
community-based primary care clinics revealed that over onethird of adult appointments in a typical week’s case load pertained
to chronic pain. Understanding that this is not a true prevalence
estimate, the study also revealed another interesting takeaway
– that while there were consistent suboptimal reports on PCP
education on pain medicine, the big hesitation that PCPs had
with chronic pain patients was compliance and behavioral factors
associated with chronic opioid use. This is where the importance
of pain specialists is key – as the multimodal approaches used in
pain medicine today are focused on opioid-sparing methods (e.g.
blocks, implants, PT, rehab, psych) prior to even considering the
use of potentially dependency-inducing medications.

The burden of disease in the United States associated with chronic
pain is an estimated $560 billion – a number generated not just
from direct medical costs, but also from loss of productivity,
and long-term disability solutions. A CDC report estimated that
in 2016, approximately 20% of U.S. adults had chronic pain and
associated sequelae, of which 40% of patients had high impact
chronic pain. While patients often do not fully understand the role
of the pain management physician, the need for MDs, especially
anesthesiologists, to become pain specialists has never been
larger. The American Society of Regional Anesthesia and Pain
Medicine (ASRA) emphasizes this in reference to the magnitude of
innovation occurring in the field today, as well as the complexity
of pain as a medical condition. The full workup of a pain patient
includes the ability to evaluate abnormal patient presentations,
understanding the utility and cost-benefit of specialized
diagnostic testing, a strong skill set in procedural interventions
(e.g. nerve blocks, implants, trigger point injections), and the

HOW DID LOUISIANA
DO ON ASAPAC DAY OF
CONTRIBUTING (DoC)?

Unfortunately, due to the lack of communication between pain
medicine and primary care, as well as reduced patient and PCP
awareness of the multidisciplinary and innovative approaches
used by pain specialists, the primary care opioid prescription
rate continues to rise. A CDC study showed that between 2013
and 2016, 6.5% of US adults reported using a prescribed opioid
for chronic pain. Additionally, the NIH Institute of Drug Abuse
reported a 21-29% misuse rate in patients prescribed opioids for
chronic pain. As such the need to reduce the burden of opioids
on patients and trend towards multimodal strategies has never
been more significant. In 2016, the National Pain Strategy was
released, which provided a roadmap for how we view chronic
pain management in the future. The pain management physician
has the chance to play a key role in spearheading this change –

% Participation - 22% of LSA members contributed.
Louisiana had 100 donors and raised a total of $20,463.
for the August 26, 2020 ASAPAC Day of Contributing (DoC)
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Medical Student Committee Hosts

LSA JOURNAL CLUB
October 22, 2020
7:00pm | Via Zoom
focusing on educating patients and providers that serve as the
first point of contact for chronic pain patients, as well as ensuring
that all avenues have been considered before going down the
opioid prescription route.
To end on a positive note, the future of pain medicine is exciting. As
we all work towards opioid-sparing solutions, advances in device
implants and strategies associated with spinal cord stimulation as
well as novel techniques in occipital nerve and sphenopalatine
ganglion stimulation, and transcranial magnetic stimulation are
just some of the techniques being used by specialists to manage

chronic pain patients. Specifically within spinal cord stimulation,
with the recent development of the closed loop technique
to reduce overstimulation (and subsequent sub-therapeutic
electrical dosing), pain management anesthesiologists can
see significantly improved outcomes with something that has
traditionally been a 50-50 proposition. Continued innovations
such as these will only further the role of the specialized
anesthesiologist in the management of the chronic pain patient.

ELECTIVE ROTATIONS 			
DURING COVID-19
By: Dan Olix, MS4 • UQ-Ochsner

2. Learn about your patients the night before. Figure out which OR you will
be assigned to for the next day and review the patient’s medical history.
A huge part of anesthesiology is preparation for, and anticipation of,
potential problems. Does the patient have hypertension? Diabetes? Previous
anesthetic complications? Explain what you think should be done to the
resident or attending. This will show that you are paying attention to the
case, know about the patient’s history, and have some knowledge (that they
may not expect you to know).

In the middle of March 2020 COVID-19 upended the world of medical
education. Clinical rotations, lectures, and other in-person learning
opportunities were quickly suspended. The University of QueenslandOchsner Clinical School was put on a two week pause while the
administration decided on the best way to move forward. It was then
announced that we would resume rotations, but with social distancing. For
both the safety of the student body and the patients there was a shift to
some education via a virtual format. What would all this mean for a student
on their anesthesiology elective?

3. Make yourself comfortable in the OR. Learn where everything is in the
anesthesia cart so if needed, you can grab something quickly. Teach yourself
how to set up the OR so you can set it up before the resident arrives and can
turn over the room while the resident takes the patient to the PACU or ICU.
You may not be able to manage your patient’s airway, but you can still be
useful!

Anesthesiology is a very hands-on, procedural specialty. How to do that
online? Luckily for me, right before the start of the rotation, Louisiana
announced that hospitals could once again perform elective procedures.
However, the volume of surgeries was down by about half AND medical
students were not allowed to participate in airway management. With all of
these limitations, how do you make yourself stand out?

4. Take care of yourself! Since the days were relatively short, there was
plenty of time to both study for the rotation AND ensure that I was eating
healthy, exercising, and getting plenty of sleep - those 5:00 AM wakeups
didn’t get any easier!

Here is what I did:
1. Read! The majority of the days were done by 1:00 PM. I invested in Basics
of Anesthesia by Manuel Pardo and Ronald Miller (aka “Baby Miller”) and I
used my afternoons to read through this anesthesia training staple.
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LET’S GET VIRTUAL

By: Alan Boiangu, MS4
Jaclyn Edelson, MS4
UQ-Ochsner

I’M A MEDICAL STUDENT.
IS THE ASA VIRTUAL MEETING FOR ME?
As third year medical students we attended our Anesthesiology
Interest Group’s simulation events, presented at journal club, and
shadowed anesthesiologists in the OR but what really sold us on
applying to anesthesiology? It was the 2019 American Society
of Anesthesiology annual meeting held in Orlando, Florida. This
conference was a great way to meet residents and attendings from
all over the country, gather information on training programs, and
learn something about the field of anesthesiology. In addition we
learned about important advocacy issues that face the specialty.
And there was even time to enjoy good food, see some sights,
and relax.

get a sense of what each program’s ‘personality’ was like and we
used the information we gathered to optimize our fourth year
rotations based on the suggestions of the program directors. We
are curious to see how the ASA pulls off this event virtually, but we
will certainly be tuning in on Oct 3rd from 3:30 to 5:00pm to find
out! All medical student sessions will be held Saturday, October
3, 2020 from 10:00 am until 8:30 pm.

This year is going to bring another great ASA Annual Meeting
Oct 2-5, 2020 and you are going to be able to enjoy almost all of
the benefits of last year’s meeting from the comfort of your own
home. That’s right, ASA 2020 is going virtual! And the price is right
for medical students and residents --- it is 100% FREE!

BUT I’M NOT A MEDICAL STUDENT.
IS THE ASA VIRTUAL MEETING FOR ME?
If you’re not a medical student, of course there are plenty of
other events planned this year for ASA’s first ever Virtual Annual
Meeting. $99 to be eligible for 27 CME hours has got to be the
best educational deal in the world. There will be numerous virtual
60 minute panels which will cover topics such as intraoperative
critical care, opioid stewardship, and health care reform. The
Refresher Course series continues with offerings that include
‘The Business of Anesthesiology,’ ‘Fatigue Risk Management,’ and
‘Perioperative Brain Health.’ The use of eAbstracts and virtual oral
presentations is also planned in order to give those of us with
novel research a chance to share it with our peers. The Keynote
Speaker this year is Dr. Francis Collins who is the current director
of the NIH and led the Human Genome Project.

The public health concerns over COVID-19 will prevent us from
getting on planes from all over the world and flocking to a single
city to rub elbows with thousands of our colleagues over the
course of a few days. While initially we weren’t thrilled about
the idea of a virtual conference, the more we researched what
the ASA has planned, the more we realized that this year’s event
might actually be one of the best ASA annual meetings ever!
Our favorites from the 2019 meeting were the medical student
sessions. The ASA worked hard on creating programming aimed
directly at medical students in 2019 and it looks like they will
repeat that success in 2020. Looking at the ASA Annual Meeting
2020 program we are looking forward to the sessions entitled
“Ranking Programs Despite the Unknowns” and “How to Shine
in Virtual Interviews”—for obvious reasons! There will also be a
virtual “Meet and Greet with Residency Programs” session. This
was perhaps the most popular event for medical students last
year. For three hours, an enormous convention center room was
filled with tables staffed by program directors and residents from
most of the anesthesiology programs across the country ready
to talk to eager medical students like you. It was wonderful to

The ASA House of Delegates (HOD) will be meeting virtually, as
will the resident and medical student House of Delegates. The
ASA’s HOD is the governing body of our organization and as usual
will be meeting to elect new officers and to review the Society’s
business for the past year and to discuss and approve plans for the
coming year. Each ASA state component society gets one HOD
delegate per 100 members or part thereof, and one delegate who
is the state’s ASA Director. These 400 or so ASA members represent
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CRITICAL CARE IN THE 		
COVID ERA

By: Madison Boudreaux, MS3 • UQ-Ochsner

their component society’s will and vote on the business of the ASA.
However, all ASA members are welcome and encouraged to view the
HOD proceedings. Just follow this link and click “Guest” as in, you are
a guest of the HOD and you will be able to view the HOD proceedings.
Some of the likely issues to be tackled in ASA HOD this year include:
drug shortages, surprise medical bills and out-of-network billing,
resident debt relief, safe VA care and scope of practice of non-physicians,
the opioid crisis, and of course, COVID-19’s effect on anesthesiology.
The 2020 ASA meeting really could set a new high standard for the
future of medical meetings. Although it won’t be the usual, “escape the
hospital and travel to a new city” kind of experience, it will hopefully be
just as informative and useful as ever. With the meeting being available
to all ASA members for only $99 (and up to 27 CME hours) with no
admission fee for fellow, resident, or medical student members, there is
not much reason for EVERY ASA member to miss it.
We hope to see you all there!

ASA WALL OF FAME!

Dr. Yockelson “enjoys the challenge of being challenged”
by complex patients which demand good problem solving
strategies. He says intensivist and anesthesiologist training are
“complementary to one another” for that goal. Liver transplant
patients in the operating room and then transitioning to the ICU
are a great example and that is why he is on the liver transplant
team.
Dr. Yockelson recognizes the most enjoyable aspect of his
career as the comradery that is seen in the ICU. “Every patient
and problem must be addressed as a team,” said Yockelson. He
further explained that this job requires him to be the leader of
a team, engaging all team members, delivering good patient
care, educating residents, exposing medical students to critical
care medicine, and working collaboratively with nurses and
respiratory therapists.
Reflecting on the ongoing COVID-19 pandemic Dr. Yockelson
feels the pandemic has emphasized the importance of
anesthesia intensivists in modern-day medicine. While working
in COVID-specific ICUs at Ochsner Medical Center, the flexibility
of anesthesia intensivists was made obvious to all.

Thank you to all of the medical students who registered for
ANESTHESIOLOGY 2020

Jaclyn Edelson
Alan Boiangu
Jacob Boudreaux
Dan Olix
Madison Boudreaux

I spoke with Dr. Shaun Yockelson and we discussed his path to
critical care anesthesiologist at Ochsner Medical Center in New
Orleans. Dr. Yockelson attended Tulane as an undergraduate
then Washington University in Saint Louis for medical school
and then out to the West Coast for anesthesiology residency and
critical care fellowship at Oregon Health and Science University
in Portland, OR. He actually applied for this combined program
categorically in the Match with ICU training spaced out over the
five-year program. He believes that “nobody else has the same
procedural skills” as anesthesiologists in reference to airway
management and vascular access, as well as being trained to
remain calm and collected during emergency situations.

Sina Moridzadeh
James O’Malley
Timothy Montte
Christian Lee

Dr. Yockelson’s advice for current medical students interested
in anesthesiology? “During your clerkships, be as ‘present’ as
possible.” In other words, show up early, stay late, be ready
on rounds to present patients, be ready to get involved in the
procedures that physician anesthesiologists perform. Sounds
like good advice to me!
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FEDERAL BALANCE
BILLING LEGISLATION
By: Jacob F. Boudreaux, MS4 • UQ-Ochsner

I

n 2012, a study by Kyanko, Curry, and Busch entitled “Out-ofNetwork Physicians: How Prevalent Are Involuntary Use and
Cost Transparency?” published in Health Services Research (HSR),
indicated that around 8 percent of privately insured Americans
have used out-of-network medical care. In 2015 Consumers Union,
a nonprofit organization that generates and publishes Consumer
Reports found that about 33% of private insurance holders had
received a higher-than-expected bill when their insurance plan
failed to pay the hoped for amount. This discrepancy between
what providers legally charge, what insurance companies pay
and what patients expect of the other two parties, coupled with
the often extremely complicated third party payor contracts, rules
and government regulations, as well as a lack of provider and
network transparency, has resulted in consumer dissatisfaction
that has now risen to the attention of state and federal legislators.
COVID-19 and the Presidential election had caused the Federal
Balance Billing issue to cool off for awhile, but just on Friday
September 25, 2020 President Trump issued an executive order
which basically stated that Congress should act to solve this
problem by year’s end or he would do it himself. Below is the latest
from ASA President Mary Dale Peterson on Trump’s statement as
well as legislative summaries from earlier in the year by both Mary
Dale and Louisiana’s ASA Director David Broussard.

bill for out-of-pocket expenses that the patient could not have
reasonably foreseen.”
ASA has been carefully following the drafting of the Executive
Order over the last three days. Earlier proposed versions of
the order would have banned surprise medical bills through
the addition of requirements to the Medicare Conditions of
Participation (CoP). The proposal was viewed as disadvantaging
physician practices to the benefit of insurance companies and
elicited stop opposition from ASA, other medical organizations
and hospital associations. ASA is pleased that the final order
permits Congress to continue its work on the issue.
ASA continues to co-lead a coalition of other medical organizations
lobbying for a fair solution to surprise medical bills. The coalition’s
principles include: protecting patients from surprise medical
bills, the use of market-based payment rates, including a marketbased upfront or initial payment; a robust independent dispute
resolution process that allows physicians to resolve payment
disputes with insurance companies; and requirements that
require insurers to provide adequate networks of physicians and
other health care clinicians.
The complete Executive Order is here.

February 17, 2020

President’s Executive Order Includes
Provisions Related to Surprise Medical Bills
Mary Dale Peterson, M.D., MHA, FACHE, FASA
ASA President
On Thursday, President Donald Trump issued the “Executive
Order on An America-First Healthcare Plan.” The order articulates
the Administration’s views on a number of healthcare quality,
affordability and access issues.
Of particular interest to ASA, the order includes provisions
related to surprise medical bills. The order seeks to encourage
Congress to reach a legislative solution to surprise medical bills
by the end of 2020. If a Congressional solution is not reached,
the order directs the Secretary of Health and Human Services to
“take administrative action to prevent a patient from receiving a

H.R. 5800: ‘Ban Surprise Billing Act’
The House Education and Labor Committee, led by Bobby Scott
(D-VA) and Virginia Foxx (R-NC), passed H.R. 5800, “Ban Surprise
Billing Act.” It closely mirrors the insurer-friendly H.R. 3630, the “No
Surprises Act,” which we strongly oppose. H.R. 5800 relies heavily
on a median in-network rate-setting mechanism. Specifically,
over the objection of a number of committee members, Reps.
Scott and Foxx pushed through a bill that relies on the median
in-network rate for the out-of-network initial or interim payment
standard, as well as for the primary criterion an arbiter considers
when a physician brings a payment to the proposal’s dispute
resolution process.
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The bill also includes an automatic exclusion from arbitration of
any payment that did not reach a $750 threshold. In ASA’s view,
the $750 threshold effectively limits access to the arbitration
process from the outset. Further, the median in-network-focused
structure would likely result in the dispute process simply
affirming the median in-network amount as the appropriate
payment, providing physicians little relief from aggressive
insurance company payment tactics. Accordingly, we oppose H.R.
5800.

before coming to a vote. Regrettably, ASA’s preferred legislation
– the Ruiz-Roe, New York-style surprise bill solution, H.R. 3502,
Protecting People From Surprise Medical Bills Act – will not be
included among those bills to be deliberated by the House
leadership. As such, ASA believes that H.R. 5826, the “Consumer
Protections Against Surprise Medical Bills Act,” is the next best
House proposal. But we need to persuade Congress to make
refinements to the bill, particularly to the section on the median
in-network amount, to be a truly fair bill for physicians.

H.R. 5826, the ‘Consumer Protections Against Surprise
Medical Bills Act’

From the LSA March 2020
ASA Director’s Report:

The House Ways and Means Committee, led by Richie Neal (DMA) and Kevin Brady (R-TX), passed H.R. 5826, the “Consumer
Protections Against Surprise Medical Bills Act.” It’s similar to H.R.
5800, but also includes a number of changes that will improve the
ability of physicians to negotiate fair payments. There is no ratesetting mechanism for the initial or interim payment, much less
one set at the median in-network rate. Additionally, the bill eases
physician access to the dispute resolution process by permitting
payments of any amount, i.e., no threshold, and by allowing a
physician to bundle or batch claims for similar services.
In response to H.R. 5826, I issued a statement on behalf of ASA
indicating that we were “encouraged” by the framework of the bill
and that it was superior to the other proposals being considered.
However, I indicated that changes are necessary to address the
criterion used by the dispute process to determine the appropriate
payment. The current language directs the dispute process to
primarily consider the median in-network rate, which is not in the
best interests of our members.

David Broussard, MD, MBA
Balance Billing
This topic was covered thoroughly by Chief Advocacy Officer
Manuel Bonilla in our pre-meeting webinar on Monday evening.
The differences in the major pieces of legislation in play currently
are summarized for you in the table below. The model we like
best at this point is H.R. 3502, the “Ruiz-Roe” bill, since that version
bases the initial payment (when an out-of-network bill is disputed
and headed to arbitration) on a commercially reasonable rate. The
dispute resolution process in this bill is also good in that it sets
the arbiter criterion at the 80th %-ile of charges. What we want to
avoid is benchmarking anything to median in-network rates, the
practice of which gives too much power to insurance companies
in future rate negotiations. The best guess we can make is that
Balance Billing will be addressed once and for all at the federal
level as part of a package of bills on May 22nd. This is the day
when a government funding / healthcare extension bill will have
to be passed in order to avoid a fiscal “cliff” as programs are set to
expire on this day and will need to be extended through the end
of 2020.

At this time, each of the three proposals is poised for consideration
by the full House of Representatives. Because of their similarities,
the bills will probably be merged into a single piece of legislation
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COVID’S IMPACT ON
LOUISIANA PHYSICIANS

By: Vamsi Budur, MS3 • Samir Hussaini, MS3, UQ-Ochsner
Adrienne Murphy, MS3, LSU-NO

WE ASKED PHYSICIAN ANESTHESIOLOGISTS
AROUND THE STATE OF LOUISIANA, “HOW
DID COVID-19 IMPACT YOUR PRACTICE?”

is to catch these droplets before they vaporize into infectious
bioaerosols that can transmit SARS-CoV-2 (3, 4). The masks are
not just helpful in keeping sick individuals from transmitting the
disease but also keeps those in the pre-symptomatic incubation
period from spreading the virus (1).
N95 masks are even better than surgical style paper masks with
their multi-layer construction. The inner layer is a polypropylene
material that is manufactured with an electrical charge. This
material and the charge make it more likely for extremely tiny
particles to become stuck onto the fiber instead of passing
through the mask through the “pores” that allow air to pass
through (5). But for the mask to work effectively, the edges of
the mask must fit tightly against the skin of the face, to prevent
air from leaking through the sides. This is why having facial hair
might interfere with an effective fit of the N95 mask (2). However,
even with a perfectly fitted N95, one study showed that there was
still leakage of droplets and aerosols from an infected patient in
the event of coughing. With the average surgical mask there was
about a 20 - 30% leakage of droplets and aerosols that can contain
hundreds of SARS-CoV-2 particles and cause Covid disease. N95
masks had about a 5% leakage of droplets and aerosols (4).
Interestingly the approval process for an N95 is done using a very
fine spray of either sand particles or fine sodium chloride. The N95
testing and certification has absolutely nothing to do with any
biological organism. No mask is tested with a biological organism.
We have relied on something that is more effectively tested for
construction workers!

Dr. Ezekiel Wetzel is the Chief of Anesthesiology
at St. Francis Medical Center in Monroe.
Despite Monroe being a hotspot for Covid-19, no one in his practice
has gotten sick due to strong education and enforcement of rules,
one of which is a negative COVID test within 3 days of surgery.
They have only had one CRNA test positive, likely acquired from
the community. The pandemic initially caused a big hit on their OR
business and forced them to shut down their surgery centers and
elective procedures. During the initial outbreak, Dr. Wetzel and his
colleagues were asked to supervise CRNAs in the ICU. Due to a
lack of ICU beds they had to cancel procedures that required more
than a 2 day stay, due to bed shortages. Dr. Wetzel and his team
have also had to deal with blood shortages. To date, Dr. Wetzel’s
practice is back up to probably about 75% of their business preCOVID. A big takeaway from my conversation with Dr. Wetzel is
that his experience working in unusual circumstances as a military
doctor has helped him to navigate through the challenges of
practicing in COVID.

Dr. Arthur Saus is Associate Professor of Anesthesiology
at Ochsner LSU Shreveport.
Dr. Julie Broussard is the Anesthesiology Director
for the entire Lafayette General Health System.

He spent time learning about person-to-person transmission of
the Covid-19 virus early during the pandemic in an effort to help
protect other healthcare providers. We discussed the efficacy of
face masks. Through additional research, I found that the primary
route of transmission of SARS-CoV-2 is through small droplets
between 5 - 10 um that we exhale every time we speak, cough, or
sneeze (3). These exhaled droplets, under standard atmospheric
conditions, will evaporate into smaller more aerodynamic
aerosols, less than 5um in size. Coronavirus rides on these droplets
and can linger in the air as an infectious bioaerosol for up to 3
hours even after the liquid content evaporates. Droplets between
0.5-20um are more likely to be retained in the respiratory tract,
and produce infection. The purpose of surgical style paper masks

In 2020 she also became the Chairwoman of Surgery at some LGHS
locations. Fortunately, no one in her practice has been infected
through patient contact because of their precautions with
COVID testing and use of PPE. Her practice has not experienced
any propofol or blood shortages. However, they have had PPE
shortages like disposable surgical caps and gowns. The biggest
change since Covid hit for Dr. Broussard was transitioning into a
purely administrative role for a couple of months and serving as
the physician voice for all of LGHS’s ORs. She led the discussions
on many issues relating to PPE shortages, bed availability,
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repurposing ventilators, developing a backup system to staff the
ICU, and many more topics with health care providers throughout
LGHS. Dr. Broussard says this was a unique experience for her
since so many people relied on her work and leadership to help
get them through a crisis where she had little to no guidance.

surgeries. If a surgery patient required GA with mechanical
ventilation we would intubate them in the ICU or COVID unit
and then transfer to the OR. We used HME filters on the Ambu
bags or ETT tube and extubated in negative pressure. We are a
level 3 trauma center, so traditionally we do a lot of orthopedic
cases. For elective cases, we have COVID tests 96 hours before the
operation, and have the patient quarantine as much as possible.
For these elective cases, we use regular masks. For any emergent
or urgent MAC’s, we will wear N95 masks.

Dr. Jimmie Colon practices pediatric cardiac anesthesia
at Ochsner Medical Center in New Orleans.

We are big proponents of the LSA and promoting the physicianled team-based model. Good relations with nurse anesthetists. It
is important to have an active role and participate on the local
and national issues, which the LSA facilitates.”

“Now, it is back to the busy days in the OR. Two months ago, it was
a different answer. We are now using normal universal precautions
and then wearing appropriate PPE for known COVID patients. All
patients are tested within a few days of their procedures. There
were some challenges with the PPE back in the spring months but
now there is plenty. In the beginning, we treated intubated COVID
patients like those with ARDS. We gave PEEP like 10 cm H20 or
more and lower tidal volume like 4 or 5 ml per kg, and respiratory
rate based on PaCO2. We changed some practices in the OR for
COVID patients. We would stay in the special COVID OR for the
entire case and use a designated COVID elevator for moving these
patients. In the ICU we did not round on ICU patients, we were
just there to place lines, intubate, troubleshoot, help turn patients
prone; we focused on the procedures. At first it was difficult as I
had not been working in the ICU since my rotation in residency,
but once there for a couple of days it became a lot easier. One
difficulty was being conscious of working in a ‘dirty’ environment,
having to be mindful where you take your mask off, where to take
gowns off, when I should wash my hands. The LSA (Louisiana
Society of Anesthesiologists) is extremely important for all of
us, as it advocates for our profession, and is very supportive of
physician-led care even during COVID.”

Dharan Gohil, DO is a Pain Medicine Fellow
at LSU New Orleans.
He recently moved to New Orleans to begin a pain fellowship at
LSU-NO. He came to us from Livingston NJ where he was the chief
resident at his program. Prior to COVID19, a busy day in the ICU
had about 4 intubations and less than 20 patients on ventilators
in 16 ICU beds, 10 CCU beds, 10 Burn ICU beds and 10 Critical ICU
beds. During the peak of COVID19, his hospital had upwards of
110 patients requiring mechanical ventilation. As a result, they
had to build 60 new ICU beds to manage the patient load. They
also turned 3 OR rooms into ICU beds as well as PACU recovery
rooms. All elective procedures in the hospital were canceled
because all of the patients that they were managing were positive
for COVID19. The ER also had to be converted into an ICU. While
his anesthesia department had critical care anesthesiologists
working in the ICUs, Dr.Gohil, as chief resident, also had to step
up and manage his own ICU patients. He reports that intubations
were more challenging because the patients desaturated quickly
and some would even code on induction. Some of the toughest
moments for him personally were intubating COVID19 patients
that passed away, knowing he was the last face they saw.

Dr. Kyle Nester is the Chief of his group
at Memorial Hospital in Lake Charles.
“Initially, southwest Louisiana was not COVID central. The
Governor’s stay at home order came before we even had a COVID
case. We had taken the necessary precautions such as establishing
COVID policies, created negative pressure OR’s and nothing had
happened yet. We suspended elective cases. Phase 1 and phase
2 came and still we did not see any OR cases. In early July we
deconstructed the COVID-purposed makeshift ORs and decided
to do cases, focusing on regional and neuraxial anesthesia instead
of GA with intubation. Then in the last two weeks of July we started
having COVID-related cases. We reconstructed the negative
pressure OR’s and we walled off a section of the surgery floor
for COVID cases, to minimize cross contamination with elective
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SHOULD LEADERSHIP TRAINING

FOR PHYSICIANS BEGIN IN MEDICAL SCHOOL?

By: Jacob F. Boudreaux, MS4 • UQ-Ochsner

T

eam based healthcare seems to be here to stay. The rationale
is to have a system that ultimately leads to better clinical
outcomes and improved patient satisfaction. The jury is out on
the economics of it all. Teams need leadership and surely most in
this audience would agree that the leader should be a physician.
If this is true, then it is reasonable to ask, are physicians just born
with the ability to lead or do they need to be trained? I’m going
with training as a good idea, and that the training needs to start
in medical school. The old school system we have inherited in
medical education was based on physicians in their own silo. A
passive observational training was experienced where there was
an attending, fellow, senior and junior residents, and medical
students. And the medical students knew they were at the very
bottom of this silo. Now that we have entered the era of teambased approaches in many specialties, with the team including
physician assistants, nurse practitioners, surgical techs, etc, the
medical students are getting short shrift because they are still

being treated as if they are at the bottom of ALL silos.
If the students are going to learn how to lead a team of other
physicians, and the myriad of physician extenders and other
ancillary and support staff, then they should be getting some
formal didactic and practical training for how to do that. Medical
schools should answer this call from students by making
integrated leadership training an early required competency for
students. According to the website of the Association of American
Medical Colleges (AAMC), medical graduates must demonstrate
‘leadership skills that enhance team functioning, the learning
environment, and/or the healthcare delivery system’. Medical
schools lack formal training in leadership because of academic
course load, perceived lack of time for additional student training,
and lack of resources to create a curriculum. Nevertheless, such a
curriculum is both strongly desired by students and desperately
needed by the healthcare system.

ON THE BRINK OF BURNOUT?

THE IMPORTANCE OF WELLNESS IN ANESTHESIA

By: Beth Ren, MS3 • Tulane University School of Medicine

W

ellness is a notion that has become increasingly popular
across generations and is ever present in today’s society.
From medical school to the years of residency, fellowship, and
independent practice that lie ahead, I often wonder how I will
be able to maintain a healthy lifestyle while juggling the innate
responsibilities of caring for others. We all recognize that our field
is not devoid of challenges, whether it be political or administrative
in nature. And now with our practice at the mercy of the COVID-19
pandemic, I know I am not alone in feeling like individual wellness
is ascending the ladder of stressors at a critical pace.
As a budding anesthesiologist, here are a few concepts that I have
found instrumental in preserving a healthy mental space and
allowing me to practice regular mindfulness. I plan on utilizing
these throughout my career and I hope these are of use to you
too.
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1. Self-Care is NOT Selfish
One cannot care for others if he/she does not first care for
themselves. Self-care does not always have to be in the form
of a massage, but rather, five minutes of daily meditation or 10
seconds of deep breathing can really reset one’s attitude, thus
helping one recommit to seizing the day ahead. As basic as it
seems, checking in with one’s self using short term, concentrated,
intentional breathing can help realign focus, minimize distraction,
and maximize productivity. Here are two podcasts I tune into
when feeling on the brink of burnout: The Moth and Unlocking
Us. Both are free and create space to escape from daily stresses.
The Moth is an NPR-hosted live comedy show that always seems
to lighten my mood. Unlocking Us is a podcast by Dr. Brene
Brown that focuses on mental health. Other methods that might
be possible amidst the current pandemic are drive-in movies,
outdoor yoga classes, or volunteering at your local animal shelter.
I find that spending some time with dogs or cats makes me feel
more present and appreciative of the little things.

24/7 at 1-800-273-8255 to speak to someone live on the phone,
while Betterhelp (https://www.betterhelp.com/) is an example of
an online resource for telehealth therapy consults.

2. Ask for help sooner rather than later
My first battle with severe anxiety came halfway through M2
year while preparing for the USMLE Step 1 exam. I accepted that
I needed therapy to manage it. It’s easy to see why individuals
in medicine may feel incompetent or even weak when it comes
to asking questions. After all, medical students perfectly portray
obsessive compulsive personality disorder as we tend to be
“perfectionists,” do we not? We are used to and expect continuous
success. Eventually though, we will fail, as that is part of the human
experience. Alarmingly and sadly, medical professionals commit
suicide at more than twice the rate of the general population.
Physicians, let’s heal ourselves! To take better care of our patients,
we must not only take better care of ourselves but we must also
take better care of each other. Ask for help sooner rather than
later. As someone who has sought professional help, I can vouch
that not all internal struggles were liberated at the completion
of therapy. I still have the anxiety, but it no longer feels like an
obstacle I cannot overcome. I trust that I can bring wellness to
others as a future physician, as I have learned to heal myself first.
If you ever feel in need, there are a number of virtual resources
available. The National Suicide Prevention Lifeline is available

3. Remember your identity before medicine
Medicine can be all consuming: patients to see, exams to pass,
skills to perfect, research to publish, loans to pay, and supervisors
to please. We can easily get lost in the whirlwind and forget who
we once were before embarking on our career. I have found
it helpful to remind myself of who I was and of the hobbies I
cherished before I started medical school. Let us allow ourselves
to engage in those activities we enjoy but tell ourselves we don’t
have time for. Let us find ways to build on the foundation that has
gotten us here in the first place. Whether that be reconnecting
with old friends, dusting off that baseball glove, or just reading a
good book. We owe it to ourselves.
The practice of medicine is a privilege afforded to few. With a
growing elderly population and projected shortages, physicians
and their services will be needed in an ever-expanding manner.
Let’s take care of ourselves, to better serve those around us.

FOURTH YEAR STUDENT TO INTERN

By: Omar El Masri, PGY1 • Ochsner Medical Center

Transitioning from medical school to residency training causes a young
physician to face several personal challenges. There is the personal anxiety
of reflecting on the great responsibility of taking care of other’s lives. There
is also the need to still learn large volumes of facts and acquire many skills
in the coming years.
Graduation from medical school was a happy day. The hard work had paid
off. You get to go out and practice medicine after years of preparation. You
begin to realize managing patients will no longer be a theoretical exercise.
Assessments and plans will be implemented on real patients, who will have
to deal with the consequences, good or bad, of your decisions. Gone are the
easy student days when it is enough to know that a diuretic must be given
to remove fluid. Now one has to know which agent, the dose, frequency,
duration, and route of administration. If you were anything like me at
graduation, you weren’t sure you had the answers to all of these questions.
I started intern year in a medical ICU in the midst of a pandemic. There were
patients with life threatening problems and plenty of them. I was naturally
worried that I might inadvertently harm someone. But I quickly learned
that I am not working alone, rather I am part of a team consisting of
residents, fellows, and attendings. They are all aware of the challenges at
the beginning of the intern year and work tirelessly to make the challenges
manageable for an intern while providing safe and effective patient care.
This definitely helped ease some of the anxiety that I might harm a patient.
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After some time in the ICU I also began to realize some steps I needed to take
to assist my ongoing learning during residency. First, I needed to accept
that while I had learned a fair amount about the human body in medical
school, I had a great deal more to learn about managing sick patients in
a hospital. I also learned that when in doubt, ask for help. During my first
two weeks of intern year I was very timid when it came to asking my upper
levels for help because I was concerned that they would judge me unworthy
to be a resident. I attempted to find answers online, which was somewhat
helpful, but eventually realized that the senior residents were there to help
me and would prove to be an invaluable resource in addition to what I had
learned in medical school and read online.
I know that these are but baby steps in a physician’s development of
lifelong learning. But as the summer (and hopefully Covid-19) is winding
down, I realize that I have made those initial steps, just like so many
physicians in training have made them before me, and so many more will
make them in the future. My new realization is that I need to maintain
some raw enthusiasm and upbeat attitude throughout this journey. I am
a tremendously lucky person. I get to touch patients’ lives in ways that
most people can’t even dream of. Yes, I don’t know everything. Yet. But I
will learn a great deal over the next few years, and I will continue to learn
after residency. What’s more, I will strive to provide the best patient care for
people whose lives depend on me and all of us becoming the best version
of ourselves possible.

TO THE OR AND BEYOND

By: Jaclyn Edelson, MS4 • UQ-Ochsner

Analytical. Meticulous. Detail-Oriented. Remind you of an
anesthesiologist? Certainly! But those same adjectives can
also be used to describe rocket scientists, as I learned first-hand
during my rotation at SpaceX’s campus in Brownsville, Texas in
May of 2020. I was working in their on-site ‘urgent care’ facility at
the rocket-building site while learning everything I could about
aerospace medicine. “Space doctors” need to have an advanced
understanding of cardiovascular and respiratory physiology,
which makes anesthesiology training an especially great way to
begin one’s space doctor career. With apologies to Captain Buzz
Lightyear I hope to be a physician anesthesiologist that gets to
go “To the operating room and beyond!!”

NRMP MATCH 2020

By: Brandon Hoard, MS4 • UQ-Ochsner
Victor Nguyen, MS3 • Tulane University School of Medicine

A

pplying in the National Resident Matching Program (NRMP)
can be a daunting task for even the best medical student
applicants in normal times. The COVID-19 pandemic of 2020 has
added new twists and challenges for applicants planning to match
to a residency program in 2021. Students have quickly realized
that much of the advice they had received about applying in
the past was now useless. And we are further realizing that even
asking for assistance often seems futile as the rules seemingly
change day by day. It is a brave new world for medical students
applying to residency!

the testing. While some rescheduled students found convenient
new exam dates, the majority of those rescheduled were forced
to delay testing for weeks or months significantly disrupting
their study schedules. These changes caused a lot of stress and
probably increased burnout for these students, especially those
hoping to find some redemption with a better Step 2 score after
feeling unsatisfied with their Step 1 results.
In addition to the Prometric rescheduling debacle, the in person
Step 2 Clinical Skills (CS) examination was canceled completely.
Students would simply have to apply this year to residency
without a Step 2 CS result on file. At first, that might sound like
a relief to many students, one less test to take, one less thing to
worry about. But for the International Medical Graduate students,
which includes all of the UQ-Ochsner Clinical School students
in New Orleans, the result of the cancellation of the Step 2 CS is
that all of these students now need to take a separate English

One of the first misfortunes of the 2021 Match cycle was what
many students preparing to take USMLE Step 1 or 2 refer to as
“The Purge” by Prometric testing centers. “The Purge” began
in April 2020 when Prometric randomly selected 50% of
USMLE examinees and unilaterally canceled their examination
appointment to abide by social distancing guidelines during
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proficiency test. Yes, even if the students are native born US citizens,
because they are IMGs as far as their medical school goes, they now
had to travel to a limited list of cities to take the Occupational English
Test (OET) to get the ECFMG certificate, bringing about new logistical
challenges. No traveling for residency interviews, but required
traveling for Americans to take an English test. Very frustrating.
The next round of difficulties was most away rotations were canceled
nationwide. For domestic students, this meant missing out on crucial
rotations that could potentially increase the chance of receiving an
interview at a specific institution. For several IMG and D.O. schools
that do not have a home institution, this meant a full pause in clinical
education. Away rotations also usually give students the chance to be
evaluated by and receive letters of recommendation from institutions
other than one’s home program, helping to create a well-rounded
application.
The next disheartening change to come about due to the Covid-19
pandemic is the transition of residency interviews to an online virtual
format. Current fourth year medical students were saddened to learn
that they will not have the opportunity to embark on the traditional
residency interview trail during senior year. While we will lose out on
the travel adventure to meet people in person, in new cities, and tour
the facilities, our more pressing concern is the uncertainty about how
to create a meaningful and positive impression of ourselves online
and likewise how to perform a proper assessment of a program via
online interviews. That chapter has yet to be fully written, but we are
hearing of programs offering online “open houses” and virtual “happy
hours” to allow applicants and residents at programs to meet and (sort
of) mingle.
Although this year has proved to be challenging, I still believe that
fourth year medical students are hopeful about the 2021 Match
process. We trust that residency programs will do their best to match
residents appropriately and help us find our best match. We are all in
the COVID-19 boat together, and we trust that it will all work out.
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By: Allan Parr, MD
PGY-1 Tulane Medical Center, New Orleans, LA
Past Chairman, LSA Student Committee

2020 has certainly been a crazy year! In the spring first- and
second-year medical students were asked to learn from home,
while third- and fourth-year medical students were asked to
cease all patient interactions. My medical school career, like
those of other fourth year medical students across the country,
ended too abruptly. Within one month, we were all graduated
and out the door. The two days of ceremonies and celebrations
that we had all been anticipating for years, graduation day and
match day, were cancelled. This was disheartening for most
medical students, yet we understood. The wait for residency
to start had begun. Most of us stayed home. Some graduates
were offered early licensing to begin working as interns on the
front lines. I began my internship at Tulane in June. Orientation
training and lectures were done online. For in-person meetings,
we were broken into small groups and arrived at staggered
times. It was a similar situation for didactics. Within the
hospital there have been some extra precautions taken with
PPE and COVID testing with patients. Really the most difficult
thing for me so far has been getting to know my coworkers
outside of work and trying to explore a new city! Thus, I would
say so far, so good. I am cautiously optimistic!

ASA WALL OF FAME!

Thank you to all of the medical students who registered for ANESTHESIOLOGY 2020

ASA Virtual Annual Meeting
Oct 2-5, 2020

$99 for ASA members
FREE for medical students, residents
and fellows

Stay Connected with LSA!
We’re on the Web! LSAHQ.org
Follow us on Twitter @LSA_HQ
Like us on Facebook LSAHQ
Put in your 2 cents!
Have any events to add? Interested in submitting an
article for this newsletter? Want to get more involved
with the LSA? Contact Janna at janna@lsahq.org

Medical Student Committee

SAVE THE DATE

Medical Student Committee Hosts

LSA JOURNAL CLUB
October 22, 2020
7:00pm | Via Zoom
LSA

Help spread the word about

Louisiana Anesthesiology 2021

SOCIAL

MEDIA

LSA Goals &
How You
Can Help
Accomplish
Them

1 Increase Membership

There are still physician anesthesiologists
who are not members of ASA or LSA.
Urge your colleagues to join.
JOIN or RENEW

2 Contribute to LSAPAC
On average 15% of LSA members
contributed to the LSAPAC.
We would like to reach at least 30%
LSAPAC.ORG

by live tweeting, posting photos, and
sharing info about the meeting with
ASA/LSA members and colleagues
around the state
To join, email Janna at
janna@lsahq.org.
3 Contribute to ASAPAC

Despite tremendous effort, less than
46% of LSA members contributed to the
ASAPAC. We want to increase to 60%.
ASAHQ.ORG
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4 Increase Participation

Join a committee, become a LSA
Ambassador, write for the newsletter,
attend the LSA Annual Meeting.
GET INVOLVED

