
Report of Counsel
Because this is an 
election year, the for-
mal session of the 
Legislature ends July 
31, 2018,1 and our 
battle to protect pa-
tient safety in Massa-
chusetts by opposing 
efforts of nurse anes-

thetists to practice independently with-
out any physician involvement contin-
ues. The next four months will be criti-
cal to our advocacy to stop this 
dangerous legislation.

Nurse Anesthetist Independent 
Practice

A push for independent practice for 
nurse anesthetists has come from a 
number of sources. The Massachusetts 
Association of Nurse Anesthetists 
(MANA) filed H.2452 and S.658 which 
eliminates all physician oversight of 
nurse anesthetists from the statute, al-
lowing nurses to practice independent-
ly. Those bills are before the Legisla-
ture’s Joint Committee on Health Care 
Financing, which held a hearing in Sep-
tember in which the MSA testified in 
strong opposition. 

In July, Governor Baker filed legisla-
tion aimed at containing health care 
costs. Under the mistaken notion that 
expanding scope of practice of so-called 
“low cost” providers would save money, 
he proposed independent practice for 
all advanced practice nurses (APNs), 
including nurse anesthetists, after 2 
years of supervision by a physician or 

FEATURED HOSPITAL

Cambridge Health Alliance and Anaesthesia 
Associates of Massachusetts

A Partnership of Quality, Efficiency, Education, and Community Engagement
By Omar Gafur, MD

The Hospital 

Cambridge Health Alliance (CHA) pro-
vides clinical services to over 140,000 
patients in Cambridge, Somerville, 
and Boston’s Metro North region. 
In 1915, the City of Cambridge 
founded Cambridge City Hospital 
with the intent to serve and pro-
vide medical treatment to indigent 
Cambridge residents, and soon af-
ter the hospital became the “safety 
net” hospital of the community. 
CHA formed in 1996 when Cam-
bridge Hospital and Somerville 
Hospital joined together as an inte-
grated system. The last phase of 
expansion took place in 2001, when 

CHA acquired Whidden Hospital in 
Everett and its associated health care 
services in Malden and Revere.  Today, 
CHA is composed of three main 
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Bottom two from left to right: Kara Gulezian, SRNA;  
Feebie Mana, CRNA

Top from left to right: David Joswick, MD; J. Joseph 
Mackey, MD, Nancy Waywood, CRNA; Annie Woon, MD



MSA COMMITTEES AND APPOINTMENTS 2017–2018 
(as of December 2017)

OFFICERS, DIRECTORS, DELEGATES,  
AND COMMITTEES
Richard D. Urman, MD, MBA, President
Nikhil M. Thakkar, MD, President-Elect
Nicholas Kiefer, MD, Vice President
Maitriyi Shah, MD, Secretary
Daniel O’Brien, MD, Treasurer
Mary Ann Vann, MD, Immediate Past President
David L. Hepner, MD, ASA Director
Selina Long, MD, ASA Alternate Director

DELEGATES: ASA HOUSE OF DELEGATES
Selina Long, MD 
Spiro Spanakis, MD
Mary Ann Vann, MD 
Sheila Barnett, MD 
Fred E. Shapiro, DO 
Richard D. Urman, MD 
Nicholas Kiefer, MD 
Nikhil M. Thakkar, MD 
Lee Perrin, MD 
Maitriyi Shah, MD 

ALTERNATE DELEGATES
Ruben Azocar, MD
Galina Davidyuk, MD
David Feinstein, MD
Nathan Jones, MD
Riki Kveraga, MD
Kay Leissner, MD
M. Richard Pavao, MD
Roman Schumann, MD
Sulpicio Soriano, MD
Lalitha Sundararaman, MD

DISTRICT REPRESENTATIVES AND ALTERNATE 
REPRESENTATIVES
District 1 Michael Bailin, MD; Timothy C. Abbott, MD
District 2 Spiro Spanakis, MD; Vacant
District 3 Leah Dusett, MD; Vacant
District 4 Jennifer Dearden, MD; Lalitha Sundararaman, MD
District 5 Nathan Jones, MD; Vacant
District 6 Donald Ganim, MD; Vacant
District 7 Satrajit Bose, MD; Cristin McMurray, MD
District 8 Amer Tabba, MD; Vacant
District 9 Vacant

EXECUTIVE COMMITTEE
Richard D. Urman, MD, MBA (Chair); Timothy Abbott, MD; 
Ruben Azocar, MD; Michael Bailin, MD; Sheila Barnett, MD; 
Satraijit Bose, MD; Jeffry Brand, MD; Galina Davidyuk, MD; 
Jennifer Dearden, MD; Leah Dusett, MD; David Feinstein, MD; 
Donald Ganim, MD; James Gessner, MD; Alex Hannenberg, 
MD; David Hepner, MD; Nathan Jones, MD; Nicholas Kiefer, 
MD; Riki Kveraga, MD; Kay Leissner, MD; Selina Long, MD; 
Cristin McMurray, MD; Daniel O’Brien, MD; M. Richard Pavao, 
MD; Lee Perrin, MD; Beverly Philip, MD; Roman Schumann, 
MD; Maitriyi Shah, MD; Fred E. Shapiro, MD; Sulpicio Soriano, 
MD; Spiro Spanakis, MD; Lalitha Sundararaman, MD; Amer 
Tabba, MD; Nikhil M. Thakkar, MD; Mary Ann Vann, MD

COMMITTEE ON BYLAWS AND RULES
Lee Perrin, MD (Chair); Mary Kraft, MD; Roman 
Schumann, MD; Corey E. Collins, MD

COMMITTEE ON ECONOMICS
Peter Panzica, MD (Chair); Jeffry Brand, MD; Adam Dalia, 
MD; Dennis McNicholl, MD; Ross Musumeci, MD; 
Shubjeet Kaur, MD; Kurt Gress, MD; Richard D. Urman, MD

COMMITTEE ON ETHICAL PRACTICE AND 
STANDARDS OF CARE
District 1 Bronwyn Cooper, MD; Michael Bailin, MD 
District 2 Paul Darcy, MD 
District 3 Albert Kalustian, MD; Jeffry Brand, MD (Chair) 
District 4 Lena Dohlman, MD; Robert Holzman, MD
District 5 Jeffrey Jackel, MD; Richard D. Urman, MD 
District 6 Vacant
District 7 Fadi Farah, MD; Heidi Kummer, MD
District 8 Vacant
District 9 Vacant
Nikhil M. Thakkar, MD; Alan Lisbon, MD; Marguerite 
Ricciardone, MD; Emily Singer, MD; Robert A. 
Peterfreund, MD

COMMITTEE ON GOVERNMENTAL AFFAIRS
Mary Ann Vann, MD (Chair); Donald G. Ganim, MD; 
Alexander Gutierrez, MD; David L. Hepner, MD; Kay 
Leissner, MD; Ross Musumeci, MD; Beverly K. Philip, MD; 
Fred E. Shapiro, MD; Richard D. Urman, MD

COMMITTEE ON JUDICIAL AFFAIRS
James Gessner, MD (Chair); Michael T. Bailin, MD; Jeffry 
Brand, MD; Daniel O’Brien, MD; Robert A. Peterfreund, MD 

COMMITTEE ON NOMINATIONS
Spiro Spanakis, MD (Chair); Sheila Barnett, MD; Mary 
Ann Vann, MD

COMMITTEE ON PUBLICATIONS
Nikhil M. Thakkar, MD (Chair); Galina Davidyuk, MD; 
Omar Gafur, MD; David L. Hepner, MD; Mohammed Issa, 
MD; Cathie T. Jones, MD; Dhavani Kodali, MD; Sohail 
Mahboobi, MD; Lee Perrin, MD; Beverly Philip, MD; 
Richard D. Urman, MD
Website Subcommittee (one-year term): David 
Feinstein, MD; Chris Quartararo, MD  

COMMITTEE ON PUBLIC EDUCATION
Fred E. Shapiro, MD (Chair); Rana Badr, MD; David 
Hepner, MD; Cathie T. Jones, MD; Kay Leissner, MD;  
Geng Li, MD; Sohail Mahboobi, MD; Richard D.  
Urman, MD; Mary Ann Vann, MD

COMMITTEE ON PROGRAMS (CME)
Richard D. Urman, MD (Chair); Sal Basta, MD; Manisha 
Desai, MD; Lena Dohlman, MD; Lee S. Perrin, MD; Kay 
Leissner, MD; Sohail Mahboobi, MD; Fred E. Shapiro, MD; 
Shubjeet Kaur, MD; Roman Schumann, MD; Spiro 
Spanakis, MD

COMMITTEE ON RESIDENT AFFAIRS
Michael Schoor, MD (Co-Chair); Cranston Gray, MD 
(Co-Chair); Brian Alexander, MD (Treasurer); Jimin  
Kim, MD (Secretary); Brandon Napstad, MD (Social 
Chair/Lifebox Coordinator); Amita Jain, MD (Social Chair/
Lifebox Coordinator); Sarah Franklin, MD (Social Chair/
Lifebox Coordinator); Lindsay Sween, MD (Social Chair/
Lifebox Coordinator); Kelly Tankard, MD (Program 
Liaison); Tori Derevianko, MD (Program Liaison); 
Amanda Xi, MD (Program Liaison)

REPRESENTATIVE TO THE INTERSPECIALTY 
COMMITTEE OF THE MMS 
Mary Ann Vann, MD (Representative); Fred E. Shapiro, 
DO (Alt. Representative) 

SPECIALTY DELEGATE TO THE HOUSE OF 
DELEGATES OF THE MMS 
Fred E. Shapiro, DO

independent nurse. The MSA testified 
at a hearing on the governor’s bill; 
pointing out the fact that there would 
be no cost savings because payment for 
anesthesia services is the same for 
Medicare, Medicaid, and commercial 
insurers whether provided by an anes-
thesiologist, the anesthesia care team or 
a nurse anesthetist billing independent-
ly, but there would be a cost to quality 
and safety. 

In early November, the state Senate 
took up and passed an omnibus health 
care reform bill, S.2211, which included 
expanding scope of practice for all 
APNs, including nurse anesthetists. 
The provision is similar to the gover-
nor’s bill. The MANA-sponsored bills 
(H.2452 and S.658) are still before the 
Health Care Financing Committee, 
which must report bills before it by 
April 25. In the meantime, the House is 
developing its own health care reform 
bill that likely will be taken up at the 
end of April or early May. 

The MSA is working closely with the 
ASA in a grassroots campaign to defeat 
nurse anesthetists’ independent prac-
tice as part of any legislation taken up 
this session. It is critical that all MSA 
members step up to the plate and en-
gage with your legislators and advocate 
for the team approach to anesthesia, pa-
tient safety, and opposition to nurse in-
dependent practice. Ensuring that anes-
thesia continues to be provided safely 
with physician oversight for the protec-
tion of patients is dependent upon you 
to step up and reach out to your 
legislators.

For your information, attached to 
this report is the MSA Fact Sheet in op-
position to nurse anesthetist indepen-
dent practice legislation.

Out-of-Network Billing

Out-of-network (OON) surprise billing, 
in which a patient may receive a bill for 
medical services provided at an in- 
network hospital by an out-of-network 
 physician; such as, emergency depart-
ment, radiology, anesthesia, pathology 
(ERAPs), has become a major issue this 
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MSA PAST PRESIDENTS

2016–2017 Mary Ann Vann, MD
2015–2016 Sheila R. Barnett, MD
2014–2015 Spiro Spanakis, DO
2013–2014 Michael R. England, MD
2012–2013 Selina A. Long, MD
2011–2012 Ruben J. Azocar, MD
2010–2011 Fred E. Shapiro, DO
2009–2010 David L. Hepner, MD
2008–2009 Beverly K. Philip, MD
2007–2008 Donald G. Ganim II, MD
2006–2007 Mark D. Hershey, MD
2005–2006 Glynne D. Stanley, MB
2004–2005 Stephen O. Heard, MD
2003–2004 Rosemarie Maddi, MD*
2002–2003 Prasad R. Kilaru, MD
2001–2002 Michael H. Entrup, MD
2000–2001 Alan M. Harvey, MD
1999–2000 Daniel F. Dedrick, MD
1998–1999 Bernard H. Hand, MD*
1997–1998 Jeffry B. Brand, MD
1996–1997 Robert H. Bode Jr., MD
1995–1996 Alexander Hannenberg, MD
1994–1995 James S. Gessner, MD
1993–1994 Lee S. Perrin, MD

1992–1993 Gerald L. Zeitlin, MD
1991–1992 Stephen V. Hall, MD
1990–1991 Fred G. Davis, MD
1989–1990 Leonard S. Bushnell, MD*
1988–1989 Marcelle Willock, MD
1987–1988 D. Sean Restall, MD*
1986–1987 Joseph R. Beauregard, MD
1985–1986 Dorothy M. Crawford, MD
1984–1985 John V. Donlon, MD
1983–1984 Kenneth W. Travis, MD
1982–1983 Bebe K. Wunderlich, MD
1981–1982 Raymond J. Anton, MD
1980–1981 Lawrence A. Simons, MD
1979–1980 Herbert L. Everett, MD*
1978–1979 George E. Battit, MD
1977–1978 Richard A. Kemp, MD
1976–1977 Joseph L. Murphy, MD*
1975–1976 Franco R. Dinale, MD*
1974–1975 Russell J. Rowell, MD
1973–1974 John Hedley–Whyte, MD
1972–1973 C. Thomas O’Connell, MD
1971–1972 Frederick McAlpine, MD
1970–1971 Jess B. Weiss, MD*
1969–1970 Donald P. Todd, MD*

1968–1969 Robert D. Ouellette, MD
1967–1968 Donald L. Mahler, MD*
1966–1967 Henrick H. Bendixen, MD
1965–1966 Robert N. Reynolds, MD
1964–1965 Joseph G. Murphy, MD
1963–1964 Leroy D. Vandam, MD *
1962–1963 Peter G. Lehndorff, MD*
1961–1962 Carroll Bryant, MD
1960–1961 Francis J. Audin, MD*
1959–1960 Phillip S. Marcus, MD*
1958–1959 James H. Buskirk, MD*
1957–1958 Benjamin Etsten, MD*
1956–1957 John Bunker, MD*
1955–1956 Robert M. Smith, MD *
1954–1955 Dexter R. Branch, MD*
1953–1954 Julia G. Arrowood, MD*
1952–1953 Leo V. Hand, MD*
1951–1952 William J. Martin, MD*
1950–1951 Morris J. Nicholson, MD*
1949–1950 Jacob H. Fine, MD*
1948–1949 Urban H. Eversole, MD*

*Deceased

year just as it has in other states. Earlier 
this legislative session, insurers filed leg-
islation to ban out-of-network billing of 
a patient for emergency treatment and 
force OON physicians to accept payment 
at the Medicare rate level. The MSA op-
posed the bills and noted the devastat-
ing impact on anesthesia if Medicare is 
used as a benchmark for OON services 
(Medicare payments are 80% of the aver-
age commercial payment rates for most 
medical services. For anesthesia services, 
which is on a different type of payment 
system, the Medicare payments are 33% 
of the  average commercial insurance 
payment rates).

The MSA supports legislation devel-
oped by the Massachusetts Medical 
 Society (MMS) that addresses the OON 
surprise billing issue by calling for 
greater transparency, so that patients 
and referring physicians have up-to-
date information as to whether hospital-
based physicians (ERAPs) are in the pa-
tient’s network or not, and the patient 
can make an informed decision as to 
whether to have treatment at that 

 hospital or not. In the case of emergen-
cy  services where the patient cannot 
choose an in-network provider, a rea-
sonable rate would be determined for 
the OON provider based on an inde-
pendently recognized data base such as 
FairHealth, similar to the New York 
and Connecticut laws, that place OON 
payments at the 80th percentile of all 
charges for the particular service pro-
vided in the same geographical area. 
The proposals take the patient out of 
the middle for surprise OON billing 
and bans balance billing, other than ap-
plicable co-pays and deductibles.

The Senate passed health care re-
form bill passed in November took up 
the OON issue by directing the insur-
ance commissioner, upon recommen-
dation of the Health Policy Commis-
sion and after a hearing, to set rates for 
out-of-network emergency services at a 
level not to exceed the 80th percentile of 
a recognized independent data base, 
such as FairHealth (a percentile of all 
charges for a particular service pro-
vided in the same geographic locale). 
 Unlike the NY and CT laws, and the 
MMS’s proposed bill, that sets the rate 

at the 80th percentile, it is unknown 
what percentile the insurance commis-
sioner would use. This process would 
be in effect until 2020. Thereafter, the 
commissioner would set the rate for 
five-year periods of time based on rec-
ommendations of the Health Policy 
Commission and after a public hearing. 
Balance billing of a patient would be 
prohibited. With the exception of Med-
icaid and Workers’ Compensation, this 
would be the first instance of the state 
setting rates of payments for physician 
services in the commercial insurance 
market. 

MassHealth

Effective March 1, 2018, MassHealth 
rates for anesthesia services have in-
creased 5.5%. The anesthesia base unit 
rate has increased from $18.86 to $19.90 
per unit, and time units increased from 
$1.26 to $1.33 per one-minute time unit.

1.  The Legislature will continue to meet in “in-
formal” sessions until the end of the year, but 
only bills that receive unanimous consent can 
pass. Any member can object to taking up a bill. 
Thus, controversial bills must be taken up prior 
to the July 31 end of the formal session.

Report of Counsel
continued from page 2
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 hospitals: CHA Cambridge  Hospital, 
CHA Somerville Hospital, and CHA 
Everett Hospital. Additionally, CHA 
has 15 primary care practices located in 
Cambridge, Malden, Somerville, Re-
vere, and Everett. 

The combination of three hospitals 
and multiple primary care practices al-
lows CHA to meet the needs of its pa-
tients, serve as a safety net hospital, and 
fulfill its health mission “to improve 
the health of our communities.” CHA is 
an inclusive provider with a commit-
ment to diverse and vulnerable patients 
who have publicly subsidized insurance 
and have many barriers to care. CHA 
helps to decrease cultural and linguistic 
barriers by recruiting bilingual provid-
ers and with a robust interpreter pro-
gram. Its Volunteer Health Advisor 
Program brings together local residents 
from many cultures to engage in help-
ing the community. 

CHA trains the health care providers 
of tomorrow through its affiliation with 
Harvard Medical School, Beth Israel 
Deaconess Medical Center, Massachu-
setts General Hospital for Children, 
Harvard School of Public Health, Har-
vard School of Dental Medicine, and 
Tufts University School of Medicine. It 
has residency training programs in in-
ternal medicine, adult and child psychia-
try, psychology, and family medicine. 
CHA sponsors undergraduate, graduate, 
and continuing medical education ef-
forts including the Harvard-Cambridge 
Integrated Clerkship. It also serves as a 
clinical rotation site for the Boston Col-
lege Nurse Anesthesia Training Program 
and paramedic students from ProEMS.

CHA also operates the Cambridge 
Public Health Department, CHA Physi-
cians Organization, and CHA Founda-
tion. Through its work with the Public 
Health Department, it addresses other 
health issues including breast health, to-
bacco use, obesity, childhood mental 
health, and depression.  

The Anesthesia Department

The Department of Anesthesia is ad-
ministered by Anesthesia Associates of 
Massachusetts (AAM). AAM is the 

largest anesthesia provider in New Eng-
land with approximately with 225 clini-
cal employees including over 90 physi-
cians and 110 CRNAs. AAM provides 
clinical service to over 20 locations in 
eastern Massachusetts. It also adminis-
ters the Boston University Residency 
Program, the MEDSIM simulation cen-
ter, and the Boston College Nurse Anes-
thetist Program. Dr. Ellison Pierce, the 
founder of AAM, is also a past presi-
dent of the American Society of Anes-
thesiologists and a cofounder of the An-
esthesia Patient Safety Foundation. His 
core values of patient safety and high-
quality care guide AAM physicians ev-
ery day. As the company has grown, it 
has also become a regional leader in op-
erating room efficiency and practice 
management. Expanding on this foun-
dation of safety, quality, and efficiency, 
AAM’s stated mission is to be the anes-
thesia provider that every patient ex-
pects, every physician favors, and every 
client facility prefers. 

For the past three years at CHA, 
AAM has instilled its culture into the 
Cambridge Hospital Anesthesia depart-
ment under the leadership of J. Joseph 
Mackey, MD. The department is diverse 
of thought and culture, and it functions 
to provide excellent clinical care, pro-
vide value for CHA by improving oper-
ating room efficiency, and educate 
 future anesthesia and medical provid-
ers. The Anesthesia Department at 

 Cambridge Hospital consists of 26 phy-
sicians, 24 CRNAs, two anesthesia 
technicians, and one administrative as-
sistant. Leadership of the department 
includes Dr. Joe Mackey as chief, Dr. 
Annie Woon as vice-chief, Dr. Lindsey 
Moore as OB anesthesia director, and 
Dr. John Wadlington as anesthesia di-
rector of CHA Everett Hospital. All an-
esthesiologists at AAM are required to 
be diplomats of American Board of An-
esthesiology and many are further cer-
tified in other areas of perioperative 
medicine including cardiac, regional, 
neuro, OB, pain, and critical care.

At CHA Cambridge Hospital, the 
department runs six operating rooms 
dedicated to thoracic surgery, major 
and minor orthopedic surgery, major 
and minor general surgery, vascular, 
plastic surgery, urology, ENT, GI, podi-
atric, and gynecological surgeries. In 
addition, the department provides ser-
vices for cardiology and inpatient en-
doscopy. CHA Cambridge Hospital has 
a dedicated Maternity Unity with two 
additional operating rooms for surgical 
care of the obstetric patient. 

AAM provides anesthesia services 
for three operating rooms at CHA Ever-
ett Hospital including general surgery, 
minor orthopedic, urologic, podiatric, 
and ophthalmology. At CHA Somer-
ville Hospital, the department delivers 

Featured Hospital
continued from page 1

The CHA Cambridge Hospital Photo Courtesy of Cambridge Health Alliance
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EDITOR’S WELCOME

“The secret of getting ahead is getting started.” — Mark Twain
As many as one in 
four people who re-
ceive prescription 
opioids long term for 
non-cancer pain in 
primary care settings 
struggle with addic-
tion. According to 
CDC data from 2000 

to 2016, more than 600,000 people died 
from drug overdoses. On average, 115 
Americans die every day from an opi-
oid overdose. 

This is the 44th year the MSA news-
letter is being published and reaching 
out to our members to bring valuable 
information and insights to light. In 
this year’s feature article, Dr. Sundara-
raman discusses management of neuro-
pathic pain and the role of newer thera-
peutic modalities to treat it. Let’s join as 
a team to take care of pain via model 
approach and help our community to 
reduce incidences of opioid addiction.

As usual, this past year was a very 
busy year for Massachusetts Society of 
Anesthesiologists in many ways. I 
would like to thank our administrator, 
Nathan Strunk, and our design team 
for putting this newsletter together and 
for maintaining our informative web-
site, which provides communication in 
a convenient manner. Keeping you in-
formed on the state and national level 
in the world of anesthesia is our prima-
ry goal. 

We would like to welcome Dr. Richard  
M. Urman as our new president as well 

as the new executive committee and 
 officers. Dr. Urman shares his vision 
of leading this new team for the up-
coming year in his message. We will 
also get an opportunity to learn about 
our president-elect (2018–2019), Dr. 
Nikhil M.  Thakkar. We would like to 
thank our past president, Mary Ann 
Vann, for her excellent contributions. 
Dr. Vann describes her term in her 
report.

The MSA continues to work hard for 
the Massachusetts anesthesia commu-
nity at multiple levels. The MSA along 
with the ASA has always been and con-
tinues to be at the forefront of dealing 
with the political aspects that affect our 
anesthesia community. Government af-
fairs at the state and national level are 
very well documented in reports by Dr. 
Hepner, Dr. Long, and MSA legal coun-
cilman Ed Brennan. New MSA bylaw 
changes are reported by Dr. Perrin. 

It was a pleasure to host Dr. James 
Grant, ASA president-elect, as a guest 
speaker during our MSA annual meet-
ing in May 2017. He visited many insti-
tutions and shared his thoughts and vi-
sion for the future of the ASA with 
faculty and residents. 

It has been a tradition to cast light 
on a hospital and an affiliated anesthe-
sia group that provides care to our valu-
able patients in different areas of Mas-
sachusetts. I would like to thank Dr. 
Gafur for his efforts to bring Cambridge 
Health Alliance (our featured hospital) 

and Anesthesia Associates of Massa-
chusetts to the spotlight. 

The MSA provides educational tools 
via CME courses, as mentioned in the 
report by the program committee. Take 
note of the courses and the dates of-
fered for the upcoming events. The 
MSA also continues to enhance capa-
bilities of resident anesthesiologists to 
prepare them to become strong future 
leaders in the field. MSA Committee on 
Resident and Fellows Affairs (CORFA) 
Co-Chairs Michael Schoor and Crans-
ton Gray explain it very well in their 
report.

I hope that this edition will highlight 
ample opportunities to inspire you to 
participate and get involved with activi-
ties at the MSA and ASA. We also would 
like your active participation and contri-
bution to MSA PAC and ASA PAC. Fi-
nally, please mark your calendars so that 
you can participate in many upcoming 
events including CME courses, MSA an-
nual meeting, ASA legislative confer-
ence, and our MSA executive committee 
meetings.

I hope you enjoy reading this edition 
of the MSA Anesthesia Record. A copy 
of our newsletter will also be on our 
website (www.mass-anesthesiologists.
org). If you have any questions or com-
ments or are interested in contributing 
an article, please contact Nathan 
Strunk at nstrunk@mms.org or me at 
nikhil.thakkar@baystatehealth.org. 

Nikhil M.  
Thakkar, MD
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President’s Report
The MSA has had a 
busy year so far with 
various administra-
tive, educational, and 
advocacy initiatives. 
Most of all, I would 
like to encourage all 
of our members — 
whether you’re an ac-

tive, resident, student, or retired mem-
ber — to participate in MSA activities 
and support our mission. For example, 
there are many leadership positions 
available for our members — I encour-
age you to apply for one or more of the 
following opportunities as it is a great 
way to get involved to advance our spe-
cialty on both local and national levels: 
district representative, ASA delegate, 
MSA committee member, and MSA of-
ficer. We also have a very active Com-
mittee on Resident and Fellow Affairs 
(CORFA), and this is a great way to get 
an early introduction to what we do and 
how you can contribute, no matter how 
little time you have. 

I want to thank Mary Ann Vann for 
her service as past president and for 
serving in her current role as chair of the 
Committee on Governmental  Affairs. 

Please see her report for legislative up-
dates. Our Economics Committee, 
chaired by Dr. Peter Panzica, has been 
very active on several issues important 
to MSA members, and he has been par-
ticularly effective in working with the 
state’s insurance companies and other 
organizations on addressing reimburse-
ments for gastroenterology procedures. 

The Committee on Bylaws is work-
ing on revising our current document, 
and Lee Perrin has been leading this ef-
fort. Physician Anesthesiologist week 
has been a great success, based on what 
I’ve heard from many institutions. I 
want to also thank Dr. Fred E. Shapiro 
for his work as chair of the Public Edu-
cation Committee. 

We are participating in the ASA/
MSA joint dues renewal initiative pilot, 
and you will be receiving more infor-
mation about it in the near future. 
Thanks to Secretary Dr. Maitiyi Shah 
for her efforts. Our organization re-
mains on a sound financial footing, 
thanks to our members and the systems 
we have put in place to increase trans-
parency and fiscal responsibility. 

The MSA is also actively planning 
several educational opportunities for 

our members. We have an upcoming 
course on Basic Ultrasound-Guided Re-
gional Anesthesia and a Point-of-Care 
Ultrasound Workshop scheduled for 
May 19, as well as the third Internation-
al Perioperative Medicine Symposium 
in Cartagena, Colombia, on March 22–
24, and the ninth Annual Update in Se-
dation and Analgesia on December 1, as 
well as the New England Anesthesia 
Resident Conference. Please take ad-
vantage of these excellent courses and 
tell your colleagues about it!

Please check out our website for pe-
riodic updates and please give us feed-
back about what kind of information 
you would like to receive and/or be 
posted so that you’re kept well in-
formed. Please let Drs. Feinstein and 
Thakkar know if you have any ideas or 
feedback. Please note that our Annual 
MSA meeting is scheduled for Friday, 
May 18, at the Westin in Waltham. Dr. 
James Grant, MSA resident, will be our 
special guest. I hope to see you all there!

Again, it is truly an honor to serve as 
your president. Please let me know if 
you have any questions and/or interest 
in getting involved with the MSA. 
Thank you.

Richard D.  
Urman, MD

Massachusetts Society of 
Anesthesiologists, Inc.

Saturday, May 19, 2018
Waltham Woods Conference Center 
Waltham, MA

Gustavo Angaramo, MD, Course Director

M. Richard Pavao, MD,  
Associate Course Director

MSA Basic US-Guided Regional Anesthesia and 
Point-of-Care Ultrasound Workshop Activity

mass-anesthesiologists.org

CME COURSE — ENHANCED RECOVERY AFTER SURGERY

The 2018 US-Guided Regional Anes-
thesia (USGRA) workshop on May 19, 
2018, will use a new revised course 
 curriculum, including the addition of 
some elements of point-of-care ultra-
sound (POCUS) relevant to all anesthe-
siologists practicing regional anesthesia. 

The MSA has partnered with the 
 UltraSound Airway Breathing Circula-
tion Dolor (USABCD), a group of ex-
perts with an international reputation 
in the field of regional anesthesia and 
POCUS. Course participants will be 
provided access to a comprehensive  

e-learning suite of teaching modules in 
USGRA and POCUS upon registration 
for the course. 

Come join us! Register today at 
mass-anesthesiologists.org.
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President-Elect Profile 
Nikhil M. Thakkar, 
MD, became  
president-elect of the 
MSA in May 2017. He 
is also currently the 
president of the 
Hampden District 
Medical Society. 
Nikhil is an assistant 

professor of Anesthesiology at UMMS-
Baystate, Springfield, Massachusetts. 
He also serves as a faculty adjunct at 
Tufts University School of Medicine. 

Nikhil completed his undergraduate 
and postgraduate medical education in 
Anesthesiology in India. In 1999 he re-
located to Western Massachusetts, 
where he completed his residency in 
Anesthesiology and his fellowship in 
Critical Care at Baystate Medical Cen-
ter. He joined the group immediately 
after his fellowship. During his tenure 
at Baystate, Nikhil has continuously 

played a vital role and showed his lead-
ership skills by contributing in various 
committees within the department of 
Anesthesiology and at Baystate Health. 
Some of these roles include but are not 
limited to Chief of PACU and Coach for 
the Culture of Safety program.

Nikhil has been a member of MSA 
since he arrived in Western Massachu-
setts. He has been an active member of 
the MSA executive committee since 
2012 and has played different roles like 
District 1 representative, the Commit-
tee on Publications chair, alternate dele-
gate, and now delegate to the ASA 
House of Delegates. Nikhil also con-
tributes to ASAPAC on a regular basis. 

Apart from his involvement at the 
MSA, Nikhil also is a member of the 
Hampden District Medical Society ex-
ecutive committee and serves as a dele-
gate to the Massachusetts Medical Soci-
ety House of Delegates.  

Nikhil’s interests include pediatric 
anesthesia, patient safety, quality con-
trol, and standardization of practices. 
These interests led him to get involved 
at the various ASA committees such as 
the committees on Pediatric Anesthe-
sia, Occupational Health, Standards 
and Practice Parameters, and Patient 
Safety and Education. 

Nikhil also volunteers in the local 
community as a volunteer physician for 
the Annual Health Fair, Open Pantry, 
and Akshaya Patra. He continuously 
serves as a committee member of the 
Gujarati Association of Western Massa-
chusetts and Western Massachusetts 
Association of Physicians of Indian 
 Origin. He has also served as vice presi-
dent and then as president of the 
 Gujarati Association of Western 
 Massachusetts for multiple years. 

Nikhil M. 
Thakkar, MD

anesthetic care for the outpatient CHA 
Somerville Endoscopy Center. 

Each of the three locations is staffed 
with anesthesia technicians, modern an-
esthetic machines, and equipment that 
provide the highest level and quality of 
care. Through its scope of practice, the 
anesthesia department has delivered 
over 10,000 anesthetics at CHA per year.

OPERATING EFFICIENCY
The anesthesia department has been in-
strumental in building perioperative 
initiatives to improve operating effi-
ciency, improve patient experience, and 
deliver quality care. Using data driven 
metrics, CHA and AAM have improved 
multiple aspects of perioperative care: 
improved case throughput, increased 
surgical volume and on-time first 
starts, reduced turnover time, improved 
teamwork and patient satisfaction, 

 decreased anesthetic costs, and added 
new surgical procedures. 

EDUCATIONAL EXPERIENCE
The anesthesia department provides 
educational experiences to Harvard 
Medical School students, Boston Col-
lege student nurse anesthetists, and 
ProEMS paramedic students. HMS stu-
dents rotate through the CHA anesthe-
sia department for their first exposure 
to anesthesiology. The Boston College 
School of Nursing, with AAM, gradu-
ates up to 16 nurse anesthetists a year. 
Lastly, paramedic students rotating 
through the department gain hands-on 
learning on airway management. 

COMMUNITY INVOLVEMENT
The CHA Department of Anesthesiolo-
gy and AAM understands that our spe-
cialty not only requires delivery of 
quality care to patients but also partici-
pation in hospital activities, profession-
al organizations and the society. CHA 
anesthesia physicians serve on numerous 

hospital committees throughout the 
Boston area. Further, many physicians 
hold leadership positions in the Anes-
thesia Business Group, Massachusetts 
Society of Anesthesiologists, the Massa-
chusetts Medical Society, American So-
ciety of Anesthesiologists, American 
Board of Anesthesiologist, and other 
philanthropic organizations.  

Future

CHA and AAM/CHA Anesthesia De-
partment create an effective partnership. 
The result has been an efficient and 
quality-driven anesthesia department 
delivering quality care, remaining a 
steward to the community CHA serves, 
and educators of future providers. Fu-
ture goals of the department include de-
livering on new perioperative initiatives, 
decreasing anesthetic costs, and helping 
CHA Perioperative Services maximize 
efficiency, safety, and quality potentials.

Featured Hospital
continued from page 4
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FEATURE ARTICLE

Newer Therapeutic Modalities in the Treatment of Chronic Neuropathic Pain
By Lalitha Sundararaman, MD 
Clinical Instructor, Anesthesiology and Pain 
Medicine, Brigham and Women’s Hospital

Introduction

Chronic pain is a 
 significant public 
health-related prob-
lem that negatively 
impacts quality of life 
among millions of 
individuals.1 It is es-
timated that one out 

of every three individuals will experi-
ence chronic pain at some point in their 
lifetime.2 An estimated 1.5–8% of pa-
tients suffer from severe neuropathic 
pain in the United States; estimates of 
the total annual costs for chronic pain 
(including treatment, lost work days, 
disability payments, and legal fees) 
range from $550 to $625 million per 
year. Hence chronic pain and, in partic-
ular, neuropathic pain pose a consider-
able burden to both personal quality of 
life and the national economy. Treat-
ment of neuropathic pain is undergoing 
considerable advances with many new 
medications in the horizon in various 
stages of clinical trials. In this review, 
we shall consider some of the newer 
medications available and to be avail-
able in the market for the treatment of 
neuropathic pain.

What Is Neuropathic Pain?
Neuropathic pain is pain caused by 
damage or disease affecting the so-
matosensory nervous system. It is char-
acterized by the following:3
• Allodynia: Painful perception of non-

noxious stimulus

• Hyperesthesia: Increased perceived in-
tensity of painful stimulus

• Hypoesthesia or anesthesia: Decreased 
or absent sensation over a particular 
area

• Dysesthesia: Abnormal sensation over 
a particular area like tingling, etc.

Some common clinical conditions pre-
senting with neuropathic pain are the 
table above.

Brief Overview of New Neuropathic 
Pain Medications

The field of neuropathic pain medica-
tions has grown by leaps and bounds 
with many new medications on the ho-
rizon. Unfortunately, many of the med-
ications, though having shown promise 
in in-vitro trials, have failed in clinical 
trials. Some of the ones that still hold 
promise are these:

Prostatic Acid Phosphatase 

Prostatic acid phosphatase (PAP) is an 
ecto-nucleotidase that dephosphory-
lates extracellular AMP to adenosine, 
which then has endogenous anti- 
nociceptive properties. PAP is a classic 
histochemical marker of small-diameter 
dorsal root ganglia neurons. PAP 
knockout mice were proven to have in-
creased hyperalgesia and allodynia in 
response to nociceptive stimuli. In an-
other study, when injected intrathecally, 
PAP can cause analgesia lasting much 
longer than morphine — as long as 
three days.4

Spinal adenosine decreases hyper-
sensitivity and central sensitization of 
pain. However, PAP injection causes 
spinal analgesia even when adenosine 
no longer is detected intrathecally. 
Hence PAP is thought to be very prom-
ising in the treatment of neuropathic 
pain. However, further clinical trials 
are still awaited.5 

T-Type Calcium Channel Antagonists

T-type Ca calcium channels are found 
on peripheral and central endings of 
primary afferent neurons involved in 
nociception. Preclinical studies with 
ABT-639 (a peripherally acting, highly 

selective T-type Ca v 3.2 calcium chan-
nel blocker) showed dose-dependent 
 reduction of pain in multiple pain mod-
els, including arthritic, neuropathic, 
and capsaicin-induced pain. Antago-
nism was also devoid of sedation and 
hence preferred. However, clinical stud-
ies in diabetic patients with neuropath-
ic pain were not successful. A phase 1 
study using a healthy volunteer pain 
model and comparison with pregabalin 
was also negative. Hence clinical effica-
cy remains under question.

N-Type Calcium Channel Blockers

N-type calcium channels are voltage-
gated calcium channels composed of 
 alpha-1B subunits. They are most com-
monly linked to therapeutic treatment 
of chronic pain. Studies have shown 
that the intrathecal injection of calcium 
channel inhibitors such as Ziconotide, 
to block the N-type calcium channels, 
have produced alleviation of intractable 
neuropathic pain. It is one of the few 
drugs approved by the FDA for intra-
thecal pump usage. Of note, other com-
monly used drugs such as pregabalin 
and gabapentin may also have some  
N-type calcium channel antagonistic 
activity.

Angiotensin II Type 2 Receptor 
Antagonists

Angiotensin II type 2 receptors (AT2R) 
are present in the lumbar dorsal root 
ganglia (DRG). These undergo in-
creased expression in the face of sus-
tained nociceptive stimulation. Khan 
et al. proved that there is increased 
 expression of angiotensin II in the 

Lalitha  
Sundararaman, MD

Clinical Conditions Producing Neuropathic Pain

Stroke Diabetes Chemotherapy

Spinal cord injury Herpes zoster Mechanical irritation

Peripheral nerve injury CRPS Nutritional deficiencies (e .g ., B12)

Nerve root compression Surgery Trauma

Epidural fibrosis Multiple sclerosis Amputation

Arachnoiditis HIV Trigeminal neuralgia

continued on page 9
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 presence of nociceptive stimuli in rats. 
Rice et al. further established the 
pathogenesis pathway of angiotensin 
mediated pain and the mechanism of 
action of AT2R antagonists in a phase 2 
study. He administered a twice-daily 
oral administration of EMA401, a pe-
ripherally restricted AT2 receptor an-
tagonist, and demonstrated significant 
analgesia in a randomized, double-
blind, placebo-controlled clinical trial 
involving 183 patients with postherpet-
ic neuralgia. Further trials are 
awaiting.6

Selective Sodium Channel Blockers

Sodium channel blockers such as lido-
caine, mexiletine, carbamazepine, and 
its derivatives such as oxcarbazepine 
have been proven to be effective in the 
treatment of neuropathic pain. How-
ever, their use is greatly limited by side 
effects such as cardiac and central 
 nervous system effects including ar-
rhythmias, dizziness, and even seizures. 
Priest et al. found that nociceptive neu-
rons express several Nav 1 channel sub-
types that may contribute to the hyper-
excitability characteristic of chronic 
pain states.7 In his review of selective 
sodium channel receptor blockers, he 
states that the selective blockade of the 
Nav 1.7, Nav 1.8, and Nav 1.3 receptors 
may improve on the therapeutic index 
of sodium channel modulators. Nav 1.3 
is an embryonic channel that is upregu-
lated in damaged neurons and contrib-
ute to neuropathic states. An intra thecal 
agent is currently under development 
for the treatment of neuropathic pain 
but clinical trials are still in their infan-
cy in this area.

Voltage-Gated Potassium Channel 
(KCNQ) Openers

Voltage-gated potassium channels are 
involved in regulating neuronal excit-
ability and have been long established 
to have the potential to affect a variety 
of neuronal pathological states such as 
epilepsy, neuropathic pain, cardiac ar-
rhythmias, and deafness. M channels 
are a subtype of KCNQ channels that 
are of particular interest. Celecoxib is a 

potent activator of voltage-gated potas-
sium channels/M channels expressed in 
the DRG. A selective M channel opener 
of particular interest is retigabine. In-
troduced in the market as an anticon-
vulsant, it is an agonist of GABA-A re-
ceptors. However, Wen et al. found it to 
be effective in animal studies in the 
treatment of chronic pain with central 
sensitization causing neuronal hyperex-
citability. Retigabine may be effective in 
the management of seizures, anxiety-
related behaviors, and neuropathic 
pain, the common factor being neuro-
nal hyperexcitability. In initial studies 
by Wen et al., no tolerance, dependence, 
or withdrawal potential had been re-
ported, although adverse effects could 
include mild dizziness, headache, nau-
sea, and somnolence. However, further 
studies are needed for this promising 
new drug.8

Transient Receptor Potential Vanilloid 
Cation Channels, Subfamily V1 (TRPV1) 
Antagonists

Transient Receptor Potential Vanilloid 
1 (TRPV1) is a non-selective, Ca2+ per-
meable cation channel activated by 
noxious heat and chemical ligands, 
such as capsaicin and resiniferatoxin 
(RTX). Recent studies have found that 
some forms of endocannabinoid- 
dependent synaptic plasticity in the 
hippocampus are mediated through ac-
tivation of transient receptor potential 
vanilloid (TRPV) receptors instead of 
cannabinoid receptors CB1 or CB2. 
Kitagawa et al. demonstrated that a 

 selective oral TRP antagonist could 
have a benefit in the treatment of severe 
arthritic and postherpetic neuralgia 
pain refractory to oral nonsteroidal 
 anti-inflammatory drugs. Many phar-
maceutical companies are developing 
TRPV antagonists of promise. Many 
TRPV1 antagonists including ABT-102 
(Abbott), SB-705498 (GSK), AMG-517 
(Amgen), MK2295 (Merck/Neurogen), 
and GRC-6211 (Lilly/Glenmark) are in 
the final stages before phase 2 and 3 tri-
als. A high dose capsaicin patch is 
available for the treatment of post her-
petic neuralgia (Qutenza®).9

Mirogabalin

Mirogabalin is a new N-type calcium 
channel regulator binding to the alpha 
2–delta 2 subunit of calcium channels 
just like gabapentin and pregabalin but 
having fewer side effects, which could 
potentially mean higher doses and bet-
ter therapeutic efficacy. Recent studies 
have shown a good side-effect profile 
and comparable efficacy to pregabalin. 
Further studies to prove any superiority 
are awaiting.10

AMPA/Kainate (AMPA/KA) Antagonists

Animal studies suggest that alpha- 
amino-3-hydroxy-5-methyl-4-isoxazole 
propionic acid-kainate (AMPA-KA) 
 receptors present in the dorsal horn 
augment incoming pain signals in the 
pain pathway. Sang et al. worked on 
AMPA antagonist LY293558 and 
 Wallace et al. worked on NGX426, an 

Chronic Neuropathic Pain
continued from page 8
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orally  bioavailable analog of LY293558 
to prove benefit in capsaicin induced 
neuropathic pain. However, no trials 
have proven any benefit whatsoever in 
any other type of neuropathic pain so 
far.11,12

Cannabinoids

Massachusetts has legalized medical 
and recreational marijuana and canna-
binoids are reemerging as promising 
agents for the treatment of a wide vari-
ety of conditions. The endocannabinoid 
signaling system includes cannabinoid 
receptors (e.g., CB1 and CB2), their en-
dogenous ligands (e.g., anandamide and 
2-arachidonoylglycerol), and the syn-
thetic and hydrolytic enzymes that con-
trol the bioavailability of the endocan-
nabinoids. Both CB1 and CB2 receptors 
are G-coupled protein receptors that 
are negatively coupled to adenylate cy-
clase. Activation of CB1 receptors sup-
presses calcium conductance and in-
hibits inward rectifying potassium 
conductance, thereby suppressing neu-
ronal excitability similar to calcium 
channel and potassium channel modu-
lators discussed earlier. CB2 receptor 
activation stimulates MAPK activity 
again discussed earlier to be promising 
in the neuropathic pain management. 
Fatty-acid amide hydrolase (FAAH) is 
the principle catabolic enzyme for fatty-
acid amides involved in endogenous 
cannabinoid activity. Pfizer developed 
an FAAH inhibitor that failed trials, but 
other companies are continuing devel-
opment. The National Institute of 
Health (NIH) has encouraged the study 
and development of endocannabinoids 
for treatment of a wide variety of pain 
conditions. Some common cannabi-
noids that have been evaluated are the 
following:

Natural cannabinoid ligands and 
 synthetic analogues
• 9-THC (Dronabinol/Marinol)

• Cannabidiol (CBD)

• Cannador (cannabis extract, 
_9-THC:CBD, 2.5 mg:1.25 mg)

• Cannabis

• eCBD (Cannabis with high CBD 
content)

• Nabilone (Cesamet, _9-THC 
analogue)

• Sativex (oral-mucosal spray, has failed 
cancer pain trials) 

Further result analysis by the NIH and 
FDA are awaited.13

p38 Kinase Inhibitors

p38 mitogen-activated protein kinases 
(MAPK) are serine/threonine protein 
kinases, which modulate cellular re-
sponses to external noxious by affecting 
expression of genes controlling and 
hence production of inflammatory me-
diators. However, clinical trials of these 
medications have found prolongation of 
QT intervals by these agents and have 
largely been unsuccessful. 

Chemokine Receptor Type 2 
Antagonists

CCR2 is a chemokine receptor that me-
diates monocyte chemotaxis and hence 
is thought to play a crucial role in in-
flammatory states, such as osteoarthri-
tis, and many chronic pain states. Its 
antagonism results in reduced mono-
cyte infiltration and hence thought to 
have potential in diseases such as rheu-
matoid arthritis and other inflammato-
ry arthritis.14

However, many trials, including a 
recent one by AstraZeneca, have failed. 
Also, its potential in neuropathic pain 
is still unproven and theoretical.

P2X Purinoreceptor 3 Antagonists

Studies have proven that activation of 
purinergic P2X3 receptors localized on 
nociceptive neurons occurs in chronic 
pain conditions. P2X purinoceptor 
 antagonists include 2 ,́3 -́O-(2,4,6-
trinitrophenyl)-ATP (TNP-ATP), an 
ATP analogue whose inhibitory activity 
on P2X receptors has been previously 
reported. Recent studies have shown 
potent and reversible inhibition of these 
receptors in trigeminal ganglia without 
any effect on trigeminal GABAA and 
5-HT3 receptors, whose membrane cur-
rents were unaffected by the tested 
compounds.15 This could hence be 
 clinically applied in the treatment of 

trigeminal neuralgia refractory to gab-
aminergic and serotoninergic agonists 
and applied to a wide variety of chronic 
neuropathic pain states. Only molecu-
lar models have been proven and clini-
cal studies are awaited.

Newer Opioid Derivatives for the 
Treatment of Chronic Pain

NKTR 181
NKTR 181 is a new drug that is a full 
μ-opioid receptor agonist. It is an oral 
agonist that binds mu-opioid receptors 
with moderate affinity (Ki 237 nM). 
However, unlike conventional opioids, 
it has a polyethylene glycol (PEG) poly-
mer attached that modulates the rate of 
entry across the blood brain barrier 
(BBB). Pharmacokinetic studies show a 
2.8-hour delay in miosis (a measure of 
BBB penetration) compared to oxyco-
done (11 minutes) as the PEG is strong-
ly linked, making it difficult to modify 
for faster BBB penetration and hence 
dramatically reduced abuse liability 
and CNS side effects. Initial abuse stud-
ies have shown the high feeling is com-
parable to placebo and abuse potential 
is low. Phase 3 studies have just con-
cluded and are yet to be fully evaluated.

Cebranopadol
Cebranopadol (developmental code 
name GRT-6005) is a novel opioid anal-
gesic of the benzenoid class that is 
 currently under development interna-
tionally by Grünenthal, a German 
pharmaceutical company, and its part-
ner Depomed, a pharmaceutical com-
pany in the United States, for the treat-
ment of a variety of different acute and 
chronic pain states. As of November 
2014, it is in phase 3 clinical trials. Ce-
branopadol shows highly potent and ef-
fective antinociceptive and antihyper-
tensive effects in a variety of different 
animal models of pain and more effec-
tive in chronic neuropathic pain than 
acute nociceptive pain compared to se-
lective μ-opioid receptor agonists. Rela-
tive to morphine, tolerance to the anal-
gesic effects of cebranopadol has been 
found to be delayed (26 days versus 11 
days for complete tolerance). In addi-
tion, unlike morphine, cebranopadol 

Chronic Neuropathic Pain
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has not been found to affect motor co-
ordination or reduce respiration in ani-
mals at doses in or over the dosage 
range for analgesia. As such, it may 
have improved and prolonged effica-
ciousness and greater tolerability in 
comparison to currently available opi-
oid analgesics.16

Oliceridine
Oliceridine (developmental code name 
TRV-130; tentative brand name Olinvo) 
is an opioid drug that is under evalua-
tion in human clinical trials for the in-
travenous treatment of severe acute 
pain. It is a μ-opioid receptor biased ag-
onist developed by Trevena. Oliceridine 
elicits robust G protein signaling, with 
potency and efficacy similar to mor-
phine, but with far less β-arrestin 2 
 recruitment and receptor internaliza-
tion — thus, it displays fewer adverse 
effects than morphine. Clinical trials 
are ongoing and seem promising 
so far.17

Nerve Growth Factor Inhibitors

Nerve growth factor (NGF) was origi-
nally discovered as a neurotrophic fac-
tor essential for the survival of sensory 
and sympathetic neurons during devel-
opment. However, in the adult, NGF 
has been found to play an important 
role in nociceptor sensitization follow-
ing tissue injury. It acts by combining 
with a tropomyosin kinase receptor, 
 activating it and regulating a host of 
molecules and receptors involved in 
signaling in acute and chronic pain.18 

Research involving these molecules has 
been mixed. While improved analgesia 
for bony pain by acting on the inner-
vating nerves has been established, ear-
lier than expected joint replacement has 
also been necessary in a small subset of 
NSAID dependent patients, further 
causing an FDA hold on human trials 
that has now been lifted. Tanezumab 
and fulranumab are mostly effective in 
inflammatory pain, though recent 
studies in diabetic nerve pain are 
emerging. Tanezumab, however, has 

failed earlier studies for herpetic and 
diabetic neuralgia. 

Short Interference Ribonucleic Acid 
(RNA) Therapeutics
RNA interference (RNAi) is an evolu-
tionarily conserved mechanism for 
 silencing gene expression by targeted 
degradation of messenger RNA (mRNA). 
In recent years, RNAi has become the 
most widely used technology to sup-
press gene expression. Getting the SiR-
NA to the target molecule is the main 
problem, and currently transfection 
agents are being used intrathecally. 
With evolution of stem cell technology, 
these agents show great promise.19

Stem Cells 
Stem cells offer a multipotent cellular 
source for replacing injured or lost 
 neural cells and for delivering trophic 
factors to lesion site. However, their an-
tinociceptive goes beyond their regen-
erative effect. There are three main 
types of stem cells used for neuropathic 
pain: neural stem cells, mesenchymal 
stem cells, and bone marrow mononu-
clear cells. Neural stem cells seem par-
ticularly promising and show increased 
efficacy with repeated injections with 
effects seen in as little as 3 days and 
lasting up to 28 days, decreasing allo-
dynia and hyperalgesia by altering 
 cytokine profile at the target site.20

Conclusion

Many newer drugs have emerged and 
disappeared from clinical trials evaluat-
ing efficacy in the treatment of neuro-
pathic pain. Neuropathic pain remains 
a challenge to be overcome, though age 
old drugs such as cannabinoids show 
new potential and new therapies such 
as SiRNA therapeutics and stem cell 
therapy show great promise. Much is 
eagerly awaited and hope remains on 
the horizon.
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Outgoing President’s Report 
I don’t think it would 
be an exaggeration to 
say that my term as 
MSA president was 
the busiest year ever. 
There were radical 
changes that oc-
curred within the or-
ganization. Also, the 

role of the MSA president has changed, 
and now advocacy issues  require more 
time and resources. 

As I reported last year, the first 
months of my term saw the transition 
from a private MSA office to profes-
sional management by the Massachu-
setts Medical Society (MMS). Our 
chapter administrator, Nathan Strunk, 
and the MMS have provided a wealth 
of  resources to MSA members and offi-
cers. The surprise I had near the end of 
my term was that this new management 
reduced costs for the MSA. Clearly, this 
move, which was initiated and negotiat-
ed by my predecessor, Dr. Sheila 
 Barnett, was a tremendous success.  

Over the course of my term, I fo-
cused on finances. As part of the transi-
tion to the MMS we needed to set up a 
relationship with a bookkeeping firm. 
I worked closely with our new book-
keepers to modernize our payment 
methods and increase responsibility 
and transparency about our costs. They 
also helped us to frame a working bud-
get. Certain expenses for the MSA have 
risen, as our advocacy required a public 
relations firm to assist with messaging 
as we prevented the advanced practice 
nursing bills from becoming law. Also, 
unexpected expenses can occur, as the 
hacking of our website illustrated when 
we were threatened with enormous 
bank fees for the hacker’s transactions. 
Fortunately, the bank never pursued 
collection of those fees. I hope that my 
focus on frugality set a precedent that 
will allow the MSA to function for 
years to come without raising dues. 

In the wake of the hacking, we devel-
oped a new website. This has provided 
us with tools we didn’t have before and 

will become an even more important 
means of communication in the future.

In early 2017, I worked to increase 
our state government’s awareness of 
physician anesthesiologists. I was able 
obtain a proclamation from Governor 
Charlie Baker in recognition of Physi-
cian Anesthesiologists week. We were 
also recognized by the Massachusetts 
House of Representatives. As part of 
this acknowledgment, the governor ar-
ranged a meeting for me with the Com-
missioner of Public Health Dr. Monica 
Bharel. I was able to introduce her to 
our specialty and our concerns as phy-
sician anesthesiologists. This was an 
important connection I have recently 
reaffirmed. 

In the spring of 2017 the new two-
year legislative session began. We mes-
saged MSA members to contact their 
legislators to discourage them from 
signing on as sponsors of the nurse 
anesthetists’ independent practice bills, 
which was met with much response and 
success. This year, the nurse anesthe-
tists have separated themselves from 
other advanced practice nurses. Also, 
they are not using the term “indepen-
dent practice” and have instead aimed 
at changing statutes and regulations on 
prescriptive authority to remove re-
quirements for physician supervision.

I worked with the ASA State Affairs 
office during my term, which not only 

helps us with updates on issues in our 
own state, but also informs us of what is 
occurring in other states. In May, the 
MSA was involved in discussions re-
garding out-of-network billing, includ-
ing a conference call with the Emergen-
cy Room Physician organization in the 
state.

My term ended at the MSA Annual 
Meeting at the Westin Waltham on 
May 31. Dr. James Grant, ASA president-
elect, visited several Massachusetts hos-
pitals and addressed the annual meet-
ing. We realigned MSA districts to 
correspond to Congressional districts 
and elected new district representatives. 
I was thrilled to welcome new and 
younger anesthesiologists who were 
elected to office in 2017 and hope they 
will be excellent leaders for the MSA for 
years to come.

Overall, I had a successful and ex-
hausting year as MSA president. I know 
that when my term ended, the MSA was 
in a better position than the year before. 
I was most proud of my achievements 
in advocacy. In my opinion, future 
presidents will see this as a significant 
part of their job. I feel it is important to 
maintain the contacts and utilize the 
knowledge of the issues I gained while 
president. I am continuing my work in 
advocacy for MSA as chair of the Com-
mittee on Governmental Affairs.  

From left to right: Nikhil Thakkar, MD; Mary Ann Vann, MD; James Grant, MD, MBA

Mary Ann  
Vann, MD
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Secretary’s Report
The active member-
ship of the Massa-
chusetts Society of 
Anesthesiologists 
slightly decreased be-
low 1,000 members 
resulting in a reduc-
tion of ASA Delegates 
from 11 to 10 for 

MSA representation in the House of 
Delegates at the ASA Annual Meeting 
this year. The MSA is identifying the 

reasons for this decrease in member-
ship in order to develop a campaign 
to encourage members to renew and 
participate in MSA. Unified billing 
through ASA makes it easier for mem-
bers to renew. With educational cours-
es, opportunities to network with col-
leagues, and advocacy  activities that 
help promote anesthesiologists’ and 
their patients’ interests in Massachu-
setts, there is hope that MSA members 
and anesthesiologists in  Massachusetts 

will continue to find  value in their 
membership and support the MSA. 

MEMBERSHIP TOTALS  
AS OF MAY 31, 2017

 Active .................... 990
 Affiliate ....................20
 Resident................. 484
 Student .....................38
 Retired ....................193

ASA Director’s Report
Leaders from the 
Massachusetts Soci-
ety of Anesthesiolo-
gists, representatives 
from the majority of 
the districts, and res-
ident representatives 
(CORFA designees 
and Alex Hannen-

berg’s award recipient) participated in 
the annual ASA Legislative Conference 
in Washington, DC, on May 15–17, 
2017. The 2017 Legislative Conference 
was well attended with physician anes-
thesiologists from all over the country. 
We heard from members of Congress, 
including Congressman Andy Harris, 
the first physician anesthesiologist 
elected to Congress, about the latest 
health policy issues and learned about 
current regulatory and payment issues. 
For the fourth year in a row, the Veter-
ans Health Administration (VHA) 
nursing handbook was one of the major 
focuses of discussion during our con-
gressional visits on Capitol Hill. Thir-
teen MSA members and residents at-
tended the Conference and made visits 
to Capitol Hill. We visited every Con-
gressperson’s and Senator’s offices from 
Massachusetts. 

Even though after extensive study 
and consideration and two public com-
ment periods with a record level of en-
gagement, the Department of Veterans 
Affairs’ (VA) issued a Final Rule on 

 December 13, 2016, that maintained 
safe, high-quality physician-led anes-
thesia care in VA facilities, nurse anes-
thetists continue to seek ways to change 
how care is being delivered in Veteran 
Health Administration health care fa-
cilities and abandon the VA’s proven 
model of physician-led team-based an-
esthesia care. Since this new policy au-
thorizes all other APRNs to function as 
independent practitioners regardless of 
the scope of practice defined by their li-
censure, we expect all APRNs to rally 
around nurse anesthetists in their effort 
to gain independent practice at VA fa-
cilities. Therefore, we continued this 
year to lobby members of Congress and 
VA leaders about the importance of 
physician-led anesthesia care. Further-
more, there is already a bill in the House 
of Representatives (H.R.1783) that 
would provide full practice authority 
for advanced practice registered nurses 
at VA facilities. We urged all members 
of congress from Massachusetts not to 
cosponsor H.R.1783. We must realize 
that this fight is far from over. 

During our visits to Capitol Hill, we 
emphasized that providing independent 
practice to nurse anesthetists is a dan-
gerous policy because the health status 
of our veterans is poorer when com-
pared to the overall surgical population. 
Many veterans are older with multiple 
comorbidities that put them at greater 
risk for complications during and after 

surgery. Furthermore, there are inde-
pendent peer-reviewed studies demon-
strating better outcomes with anesthe-
siologists. Other studies finding that no 
harm was found when nurse anesthe-
tists work without supervision by physi-
cians did not include VA facilities and 
were funded by the American Associa-
tion of Nurse Anesthetists. We were glad 
to hear Representative Moulton Chief of 
Staff tell us that he was impressed by this 
fact and that signing the letter support-
ing physician anesthesiologist led prac-
tice was one of the very first things that 
Congressman Moulton did upon arriv-
ing in Congress. We also emphasized the 
fact that although there is a shortage of 
primary care providers, there is no such 
shortage of anesthesiologists. 

Our visits were very successful and 
we were able to meet Senator Elizabeth 
Warren and Representative Keating in 
person. Senator Warren agreed with us 
that veterans deserve to receive the 
same state of the art medical care that 
civilians receive and was interested to 
hear about the Final Rule. We also em-
phasized this point in our discussion 
with the legislative aides of Senators 
Warren and Markey and of the nine 
Massachusetts members of the House 
of Representatives.

In addition to discussing the VHA 
Final Rule, we also discussed the Medi-
care Access and CHIP Reauthorization 

continued on page 14

David L.  
Hepner, MD

Maitriyi  
Shah, MD
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Act (MACRA) that repealed the flawed 
Sustainable Growth Rate (SGR) formula 
and created a new Medicare physician 
payment system for two pathways for 
participation: Merit-based Incentive 
Payment System (MIPS) and Advanced 
Alternative Payment Models (APMs). 
We emphasized during our visits to the 
Hill that we need appropriate timeline 
for implementation, recognition of the 
role of physician anesthesiologists and 
access to resources to develop impor-
tant quality measures. Some of the 
quality measures that we are going to 
be held accountable for in 2017 were 
just approved on May 12! Therefore, we 
would like to continue having the pick 
your own pace option not only for 2017 
but also for 2018. If this is selected, a 
minimal reporting requirement effec-
tively protects physicians from a nega-
tive payment adjustment. We also asked 
members of Congress to ask the Centers 
for Medicare and Medicaid Services 
(CMS) to extend the 0% MIPS cost 
component to 2018 because of challeng-
es in developing the cost component, 
and to encourage CMS to develop ad-
vanced alternative payment models for 
all specialties, including physician 

 anesthesiologists. We asked members of 
Congress to sign the MACRA letter au-
thored by Congressman Phil Roe (an 
OB/GYN from Tennessee who also 
spoke at the Legislative Conference). 
This letter urges CMS to ease MACRA 
requirements for physicians.

Our own Dr. Alex Hannenberg is the 
chair of the Ad Hoc Committee on Pay-
ment Reform and the Interim Chief 
Quality Officer of the American Soci-
ety of Anesthesiologists. Dr. Hannen-
berg gave a presentation at the Legisla-
tive Conference on the state of MACRA 
(“MACRA’s Second Birthday”). Dr. 
Hannenberg led many of the discus-
sions on easing physician anesthesiolo-
gist participation in MACRA with vari-
ous legislative aides. This was a great 
opportunity for the residents and even 
some of the faculty that attended the 
conference to learn about anesthesia 
payment and its history over the past 
quarter of a century.

In addition to MACRA, there was a 
call for members of Congress to take 
action to address the prescription opi-
oid abuse epidemic in the United States 
by implementing strategies to reduce 
the misuse, abuse, and diversion of pre-
scription opioid medications. Some of 
these strategies include the institution 

of multimodal and multidisciplinary 
pain management programs, to encour-
age opioid “take back” programs, and 
to reduce opioid use in the postopera-
tive period.

We also discussed health care re-
form, including the American Health 
Care Act (AHCA), recently passed by 
the House of Representatives and cur-
rently in the United States Senate. The 
ASA did not take a position on the 
House AHCA because of the unclear 
and unspecified impact on our practic-
es. The ASA plans to carefully watch 
the process to see how it aligns with our 
principles. In the meantime, we told the 
Democratic members of Congress and 
their legislative aides that we visited 
that we support efforts to make health 
care more accessible and affordable. We 
expressed our concerns about the Af-
fordable Care Act (ACA, Obamacare) 
including the high deductibles and the 
low number of insurers in exchanges. 
We also asked members of Congress to 
support legislation that would repeal 
the Independent Payment Advisory 
Board (IPAB) from the ACA.

Dr. Jeffrey Plagenhoef, Mr. Jason 
Hansen, and Mr. Paul Pomerantz par-
ticipated in a call with their counterparts 

ASA Director’s Report
continued from page 13
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From left to right: Michael Schoor, MD; Chris Hansen, MD; Maitriyi Shah, MD; Anna Budde, MD; Beverly Philip, MD; Kay Leissner, MD; Selina Long, MD; Senator 
Elizabeth Warren; David Hepner, MD; Sheila Barnett, MD; Mary Ann Vann, MD, Nikhil Thakkar, MD; Richard Urman, MD, MBA; Alex Hannenberg, MD
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at the American College of Emergency 
Physicians (ACEP) at the beginning of 
March about out-of-network billing 
(OONB). The American Academy of 
Orthopaedic Surgeons and the Ameri-
can Society of Plastic Surgeons (ASPS) 
have signed on to the joint principles 
and principles developed by the ACEP 
and ASA with the American College of 
Radiology. ACEP CEO Dean Wilkerson 
and ASA CEO Paul Pomerantz also 
reached out to the Society of Hospital 
Medicine, the American College of Os-
teopathic Pediatricians, and the Ameri-
can Academy of Pediatrics. ACEP plans 
to develop a resolution for the annual 
meeting of the AMA in June to seek the 
AMA’s endorsement of the principles of 
out-of-network billing. The ASA and 
ACEP will follow up with societies rep-
resenting pathology, hospital medicine, 
pediatrics, orthopedics, plastic surgery 
and OB/GYN to confirm their partici-
pation. Of note, leadership from the 
MSA met with State Affairs staff and 
Ad Hoc Committee on Out-of-Network 
Payments Chair Sherif Zaafran, MD, at 
the Legislative Conference concerning 
OONB legislative initiatives in our 
state. We have been working very close-
ly with the Massachusetts Medical Soci-
ety (MMS), and plan to initiate conver-
sations with the Massachusetts chapter 
of ACEP.

The ASA has conducted a critical as-
sessment of budget items as a follow-up 
of a request from the Section on Fiscal 
Affairs (SFA). This was discussed at 
length at the Board of Directors meet-
ing at the beginning of March. Some 
initial recommendations that came 
from that discussion include reduced 
AMA delegation associated spending 
by $35,000, outlined next steps of the 
AC Subcommittee on Face-to-Face 
Meetings for committees and editorial 
boards, reduced the per diem reim-
bursement rate from $250 to $200 effec-
tive after March 6, 2017, and reduced 
the 2017 budget for Public Relations in 
support of state advocacy by $100,000. 
Board of Directors feedback was 

 captured at the interactive sessions in 
Chicago, and critical assessment feed-
back will be shared with the SFA, Bud-
get Committee and the AC Critical As-
sessment Workgroup, with a planned 
report back to the BOD in August.

I hope that from this update of ASA 
activities, you recognize the significant 
value that you get from your ASA mem-
bership. Please remember that since ev-
ery single anesthesiologist benefits 
from the ASA’s efforts, all anesthesiolo-
gists should be ASA members. I urge all 
of you to support the ASA’s legislative/
political efforts by contributing to the 
ASA PAC. MSA member contributions 
continue to be poor when compared to 
other component societies. I challenge 
you to not only contribute to the ASA  
PAC, but also to recruit five friends and 
colleagues from the anesthesia commu-
nity to contribute (the 1+5 approach 
that worked so well in the Safe VA Care 
initiative). In addition, if you know of 
any member in your department who is 
not a member of the MSA or ASA, 
please let the MSA office know and 
urge them to become members and get 
more involved. We lost one delegate this 
year as a result of the drop in the num-
ber of ASA members from the MSA. 
Therefore, now more than ever, it is im-
portant to increase the number of MSA 
and ASA members and to contribute to 
the ASA PAC.

It has been my distinct honor and 
privilege to serve as your director to the 
ASA. I am thankful for the help and 
support that I get from the Executive 
Committee and other MSA members. I 
also appreciate the confidence that you 
have on me to represent you to the ASA. 

I look forward to continue serving as 
your director to the ASA and thank you 
for your vote of confidence. 

ASA Director’s Report
continued from page 14
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Committee on Publications
It is my honor to 
serve as chair of the 
Committee on Publi-
cations, which has 
the important role in 
communicating vital 
information to our 
valued members. The 
goal of the publica-

tion committee is to continue the tradi-
tion of publishing a newsletter (MSA 
Anesthesia Record) yearly following the 
annual meeting. This newsletter is 
viewed as a very effective communicat-
ing tool and a wonderful opportunity to 
educate our colleagues and peers re-
garding many aspects of our profes-
sional lives. I encourage all MSA mem-
bers to take advantage of this tool and 
share their stories, whether it’s about a 

political movement or changes in clini-
cal practice affecting our profession. 

Life is full of changes and challenges. 
Many times, the challenges in life bring 
about a better outcome. 

This last year was a year of many 
changes and many challenges for MSA 
including hacking of our website. The 
MSA looked into various vendors for the 
new website to bring the best for their 
members. Thus, the creation of our new 
website www.mass-anesthesiologists.org 
and new interface. 

With our new administrator Nathan 
Strunk and expert infrastructure help 
from the Massachusetts Medical Society 
staff, we have flourished in our new way 
of communication. In the midst of all 
these changes we continued to strive to 
do our best with our delayed but newly 
designed newsletter. 

Our primary goal is to improve every 
year through the various platforms. 
With the help of a new publisher, we 
were able to make a different layout for 
our most current newsletter. 

I am thankful to our subcommittee 
on the new website (Dr. Feinstein, Dr. 
Spanakis, and Dr. Quartraro) for their 
leadership and support to enhance our 
website.  

I would like to thank Dr. Mary Ann 
Van, MSA president, for her continued 
support to make my work successful 
along with my committee members. I 
encourage any feedback and assistance 
to help us grow together.

“To improve is to change; to be 
 perfect is to change often.”

—Winston Churchill

Nikhil M.  
Thakkar, MD

Committee on Programs
It has been a produc-
tive year working 
with all of the mem-
bers of the Commit-
tee on Programs to 
ensure that our pro-
grams are well re-
ceived and continue 
to meet the require-

ments of our accreditation through the 
Massachusetts Medical Society (MMS). 
We have met quarterly through 2016–
2017, and during that time we orga-
nized two new courses we had never of-
fered before. 

Since the MSA annual meeting in 
2016, we have held two CME programs. 
The MSA held the second “Internation-
al Perioperative Medicine Symposium” 
in collaboration with our host society, 
Socieded Antioqueña de Anesthesiolo-
giea, on February 2–4, 2017, in Medel-
lin, Colombia. The MSA also offered a 
course on “Enhanced Recovery after 
Surgery (ERAS): A Multidisciplinary 
Approach to Patient Care”, which was 

endorsed by the ERAS Society and the 
ERAS-USA Society and held at the 
Waltham Woods Conference Center at 
the Massachusetts Medical Society on 
March 25–26, 2017. The programs were 
well received. 

The MSA is providing continuing 
medical education (CME) credits for 
the New England Society of Anesthesi-
ologists (NESA) 60th Annual Fall Con-
ference through joint providership. The 
NESA conference will be held at the 
Ocean Edge Resort and Golf Club in 
Cape Cod.

Looking ahead, the Program Com-
mittee anticipates another excellent 
year in 2017–2018 and we are currently 
preparing courses for next spring. In 
addition to collaborating again with So-
cieded Antioqueña de Anesthesiologiea 
to hold a joint course in Cartagena, Co-
lombia, on March 22–24, 2018, we plan 
to offer a Sedation course and a Region-
al Anesthesia course this spring. 

At the end of 2017, the MSA decided 
to forego its accreditation in order to 

have each individual event accredited 
through the MMS. While we anticipate 
that this will result in some minor pro-
cedural, administrative changes for ac-
crediting MSA events, we look forward 
to delivering outstanding and timely 
events for our members and care pro-
viders throughout Massachusetts, New 
England, and the United States. 

Richard D. Urman, 
MD, MBA, CPE
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Committee on Economics
As newly appointed 
chair of the Commit-
tee on Economics, I 
have some pretty big 
shoes to fill: those of 
Dr. Alex Hannenberg, 
who served the soci-
ety in this role for 
many years. His ex-

pertise in this area, both locally and na-
tionally, is second to none. The major 
issue that the committee has been fo-
cusing on is the updated (November 
2016) Harvard Pilgrim Health Care 
(HPHC) payment policy for MAC anes-
thesia of endoscopy procedures and its 
overly restrictive nature. Many practic-
es around the state of Massachusetts 
have seen significant denials in their 
billing claims, even when MAC anes-
thesia is warranted from a procedural 
or patient condition prospective.

There are several areas that the MSA 
is contesting with HPHC, and they fall 
into two major buckets. The first issue 
is that all current endoscopy CPT codes 
(diagnostic/screening vs. complex/ 
interventional) crosswalk into only two 
anesthesia codes:
• 00740 (anesthesia for upper gastroin-

testinal endoscopic procedures, proxi-
mal to duodenum)

• 00810 (anesthesia for lower gastroin-
testinal endoscopic procedures, distal 
to duodenum)

For 2018, the Centers for Medicaid and 
Medicare Services has published new 
anesthesia endoscopy codes:

• 5 units — 00731 (anesthesia for upper 
gastrointestinal endoscopic proce-
dures, endoscope introduced proximal 
to duodenum; not otherwise 
specified)

• 6 units — 00732 (endoscopic retro-
grade cholangiopancreatography 
[ERCP])

• 4 units — 00811 (anesthesia for lower 
intestinal endoscopic procedures, en-
doscope introduced distal to duode-
num; not otherwise specified)

• 3 units — 00812 (screening 
colonoscopy)

• 5 units — 00813 (anesthesia for com-
bined upper and lower gastrointestinal 
endoscopic procedures, endoscope in-
troduced both proximal to and distal 
to the duodenum)

Even with the new codes, discrimi-
nation between routine and advanced/
procedural endoscopy besides ERCP 
will not occur. 

There needs to be a mechanism to 
allow insurers to better differentiate.

The second major area is the current 
restrictive and inconsistent nature of 
the indications for MAC. These cur-
rently include:
• Member is under 18 years of age; OR

• Member is over 70 years of age; OR

• Member is pregnant; OR

• Increased risk for complications due 
to severe comorbidity corresponding 
to the American Society of Anesthesi-
ologists (ASA) Physical Status Modi-
fier of 3 or greater; OR

• Increased risk for airway obstruction 
due to anatomic variation, such as:

 - History of stridor;

 - Dysmorphic facial features;

 - Oral abnormalities (e.g. 
macroglossia);

 - Neck abnormalities (e.g. neck mass);

 - Jaw abnormalities (e.g. microgna-
thia); OR

• Member has one of the following:

 - History of adverse reaction to 
sedation;

 - History of inadequate response to 
sedation;

 - Obstructive sleep apnea;

 - Morbid obesity (e.g. BMI >40)

 - Active or history of alcohol or sub-
stance abuse

The MSA is working with HPHC to 
broaden this list of indications so that 
patients who would benefit from anes-
thesia care can be included and practic-
es can be reimbursed. The initial meet-
ing with HPHC over these flaws in this 
policy was positive. The private health 
insurance industry has generally co-
alesced around the practice of specify-
ing criteria for medical necessity. With-
out trying to reverse this national trend, 
the MSA seeks to make coverage of our 
services available for all the patients 
who can demonstrably benefit from it. 
There will be more to follow on this 
issue.

Peter  
Panzica, MD
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Committee on Resident and Fellows Affairs

The Committee on Resident and Fel-
lows Affairs (CORFA) is comprised of 
residents from all Massachusetts train-
ing programs and has continued to 
work together toward fulfilling its mis-
sion of:

Bringing the resident “voice” to MSA 
and ASA meetings

Ensuring residents and medical stu-
dents gain exposure to opportunities 
within the anesthesia specialty

Unifying Massachusetts residents and 
increasing awareness on the state and 
national issues affecting our specialty

This past year, we have continued 
the strong tradition of representation 
and involvement. Since the annual 
meeting in 2017, CORFA has engaged 
in the following activities:  

• Expansion of the New England Anes-
thesia Research Conference (NEARC):  
Members of CORFA helped to orga-
nize the meeting and its structure. 
This year, with the continued support 
of MSA leadership and funding, the 
conference had a record number of 
over 60 presentations and 100 partici-
pants. Residents enjoyed the opportu-
nity to showcase their research and 
network with fellow residents from all 
over the region.

• ASA Annual Meeting representation: 
Members of CORFA attended various 
meetings at the ASA, held in Boston 
this year. At meet-and-greet sessions, 
we answered questions from perspec-
tive medical students and discussed 
pathways for increased involvement. 
The House of Delegates this year en-
gaged in lively debate on several is-
sues, including the ASA’s position on 

climate change initiatives and an in-
crease in resident dues. Resident dues 
for the ASA will only be raised $5 as a 
result of resident involvement. Many 
members of CORFA made testimony 
on these issues. CORFA had resident 
representation at each of the ASA ref-
erence committees and attended the 
Committee on Equipment and Facili-
ties discussion on environmental 
sustainability.

• Meetings with State Government Offi-
cials: CORFA members joined the 
MSA in visiting Beacon Hill and meet-
ing with state legislators. Residents 
gave testimony on the importance of 
physician led anesthesia care and 
shared our concerns about how inde-
pendent practice for nurse anesthetists 
would negatively impact patient safety 
in the operating room. Residents also 
had the opportunity to meet with 
Massachusetts Commissioner of Pub-
lic Health Dr. Monica Bharel regard-
ing recent legislation that would im-
pact the care team model. 

• ASA Legislative Conference: The con-
ference was an amazing experience to 
gain insight into the national legisla-
tive process. Members of CORFA met 
with senators and representatives from 
Massachusetts and raised concerns 
over the expansion of CRNA prescrib-
ing privileges, which in Massachusetts 
is the legislative language that would 
allow for independent practice. We ed-
ucated our national representatives on 
what a physician anesthesiologist does 
and applauded the defeat of the VA 
care handbook language that would 
have allowed nonphysicians to prac-
tice anesthesia unsupervised in the 
operating room at the VA.

• Other Activities: Currently, we are 
planning the post-ITE celebration and 
Lifebox fundraising event. CORFA 
members have been hard at work 
planning and advertising this yearly 
event, and we are hoping for an even 
greater turnout than in years past. The 
party will be a great way for residents 

from each of the Massachusetts train-
ing programs to meet and learn more 
about the life-saving work of Lifebox.

Our CORFA team has had a very 
successful year that would not be possi-
ble without the support of our dedicat-
ed leaders within the MSA. It has been 
an honor to lead CORFA this year. Each 
member has worked hard and brought 
enthusiasm, creativeness, and political 
experiences to the table to provide resi-
dents and medical student an avenue 
for activism and engagement within 
our specialty.

Michael Schoor, Co-Chair
UMass Memorial Medical Center
Cranston Gray, Co-Chair
Brigham & Women’s Hospital
Brian Alexander, Treasurer 
UMass Memorial Medical Center
Jimin Kim, Secretary
Brigham & Women’s Hospital
Brandon Napstad, Social Chair/ 
Lifebox Coordinator
Brigham & Women’s Hospital
Amita Jain, Social Chair/ 
Lifebox Coordinator
Tufts Medical Center
Sarah Franklin, Social Chair/ 
Lifebox Coordinator
Brigham & Women’s Hospital
Lindsay Sween, Social Chair/ 
Lifebox Coordinator
Beth Israel Deaconess Medical Center
Kelly Tankard, Program Liaison
Brigham & Women’s Hospital
Tori Derevianko, Program Liaison
Beth Israel Deaconess Medical Center
Amanda Xi, Program Liaison
Massachusetts General Hospital
Arunthevaraja Karuppiah,  
Program Liaison
St. Elizabeth’s Medical Center
Sarah Abbett, Program Liaison
St. Elizabeth’s Medical Center

Michael  
Schoor, MD

Cranston  
Gray, MD
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Committee on Governmental Affairs
I am happy to lead 
the efforts to advo-
cate for physician an-
esthesiologists in 
Massachusetts as 
chair of the Commit-
tee on Governmental 
Affairs. The commit-
tee deals with legisla-

tion affecting anesthesiologists and 
works with governmental officials. The 
knowledge and contacts I gained dur-
ing my term as president will be useful 
in helping to win the legislative battles 
we face in the coming months.

In July 2017, MSA President Dr. 
Richard D. Urman, MSA Vice President 
Dr. Nicholas Kiefer, CORFA Co-Chair 
Dr. Cranston Gray, and I testified be-
fore the joint Health Care Financing 
Committee (HCFC) at the State House. 
The legislation discussed was the gover-
nor’s proposal to decrease health care 
spending by the state. The bill made the 
incorrect assertion that nurse anesthe-
tists were lower-cost providers. Our tes-
timony was effective in making it clear 
that nurse anesthetist independent 
practice would not reduce and, in fact, 
could increase costs. 

In September, the nurse anesthetists’ 
bills were the subject of a hearing before 
the same committee. The MSA testified 
at this hearing. The nurse anesthetists’ 
testimony followed ours. Once again, 
they stated that these bills were not 
about independent practice but just 
about prescriptive authority. However, 
we know that is just a way to remove 
any language regarding physician su-
pervision in current regulations and 
statutes. It is important to know that 
nurse anesthetists want to write pre-
scriptions for patients three weeks be-
fore and after surgery. This six-week 
period would exceed the bounds of 
perioperative anesthesia care. We have 
contradicted this concept in testimony 
by mentioning the rarity of physician 
anesthesiologists writing prescriptions. 
This six-week period may actually rep-
resent a means for nurse anesthetists to 

extend their independent practice to 
pain medicine, which is especially 
concerning. 

In October, during ASA Week here 
in Boston, Dr. Kiefer testified against a 
bill created in the Senate addressing 
health care costs and incorporating the 
same false information as the gover-
nor’s bill indicating nurse anesthetists 
as lower-cost providers. 

At the close of the ASA Annual 
meeting on Wednesday, October 25, 
Massachusetts delegates to the ASA and 
other MSA members visited the State 
House for scheduled appointments with 
their senators and representatives to 
discuss the pending legislation. Prior to 
the visits, I arranged an informational 
session at the convention center after 
the close of the ASA House of Dele-
gates. We were joined by Erin Berry 
Philip and Jason Hansen from the ASA 
State Affairs office and members of 
Louisiana delegation with advocacy 

 experience, Dr. Kraig DeLanzic and Dr. 
Joe Kovaleske, and our lobbyist, Ed 
Brennan. As a group we discussed the 
issues in the legislation and tactics for 
communication of our message to the 
legislators. It was an extremely valuable 
and useful session, even for those of us 
with experience in meeting with elected 
officials. Seventeen of us visited the 
State House that day to spread our mes-
sage. The group included Mr. Hansen 
from the ASA and Dr. Kovaleske from 
Louisiana, giving support to Massachu-
setts causes. It was a huge success for all 
involved as important contacts were 
made and information was delivered. 
We may schedule a group visit again in 
the future. 

In November, Dr. Cranston Gray 
and I had an important meeting with 
the governor’s chief of staff for the Ex-
ecutive Office of Health and Human 
Services and Commissioner of Public 

Mary Ann  
Vann, MD

continued on page 20

From left to right: Mary Ann Vann, MD; Alex Hannenberg, MD; Ann Jablon (Chief of Staff for Congress-
man Richard E. Neal); Nikhil Thakkar, MD
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MSA at the State House

From left to right: (back row) Roman Schumann, MD; Nicholas Kiefer, MD; Brian Alexander, MD; Joe 
Kovaleskie, MD; Jason Hansen, Esq. (ASA Direct of State Affairs); Kay Leissner, MD; Nathan Jones, MD; 
(middle row) David Feinstein, MD; Nikhil Thakkar, MD; Fred Shapiro, MD; Ed Brennan, Esq.; David Hepner, 
MD; (front row) Maitriyi Shah, MD; Erin Berry Philip, Esq. (Director, State Government Relations); Richard 
Urman, MD, MBA; Michael Schoor, MD; Mary Ann Vann, MD

Maitriyi Shah, MD, and Joe Kovaleskie, MD, meeting with a legislator at the Massachusetts State Capitol

 Joe Kovaleskie, MD; Maitryi Shah, MD

Health Dr. Monica Bharel, whom I first 
met in January. We made significant 
progress in delivering the message that 
preservation of patient safety during 
anesthesia requires the presence of a 
physician anesthesiologist. We stressed 
that there are no cost savings with 
nurse anesthetist independent practice 
and no access issues for anesthesia care 
in this state, while there is a threat to 
patient safety. We also discussed the 
misinformation about prescriptive au-
thority for nurse anesthetists. 

Since the Senate has passed its bill, 
our immediate focus is now on the 
House of Representatives, which will 
likely craft its own bill in the near 
future.

The year 2018 will be significant 
since it is an election year, and patient 
safety will always be on the minds of 
the health care savvy voters in Massa-
chusetts. Also, during an election year, 
legislators are usually more available to 
their constituents, allowing more op-
portunity for interactions. However, 
since the legislative session closes at the 
end of July, contact must be made well 
before the election. I hope that all MSA 
members will make efforts to contact 
their legislators to protect patient safety 
and preserve the anesthesia care team 
in Massachusetts. The state is known in 
the country and world for high-quality 
patient care. It would be unfortunate to 
lose that distinction by becoming only 
the fifth state in the nation to allow in-
dependent practice by nurse 
anesthetists. 

Please contact me through the MSA 
with any questions about the current 
legislation or how to interact with your 
legislators. I am happy to help with in-
formation on messaging and tips for 
communicating our points. Also, please 
keep an eye out for urgent calls to ac-
tion from the MSA when we need you 
to contact your legislators who are set 
to act on legislation at the State House. 

Governmental Affairs
continued from page 19
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2017 MSA Annual Meeting

Mary Ann Vann, MD; James Grant, MD; Mary Peterson, MD; Beverly Philip, MDDavid Feinstein, MD; Richard Urman, MD, MBA; 
Daniel O’Brien, MD

J. Cranston Gray, MD; Jimin Kim, MD; Kelly Tankard, MD; Alex Stone, MDJames Gessner, MD; Ed Brennan, Esq.; Lee  
Perrin, MD

Nikhil Thakkar, MD; Sulpicio Soriano, MD; Stephanie Jones, MD; Ruben Azocar, MDTanya Lucas MD; M. Richard Pavao, MD
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2017 ASA Annual Meeting

David Hepner, MD, presiding over the New England Caucus

From left to right: Lisa Crossley, MD; Annette Mizuguchi, MD; Monica Sa Rego, MD; Maitriyi Shah, MD

Kay Leissner, MD, chief of Anesthesiology at Veterans Affairs Boston Health-
care System, and Ann Walia, MD, chief of Anesthesia at the Veterans Affairs 
Tennessee Valley Healthcare System — Nashville, presented an award to the 
Association of Veterans Affairs Anesthesiologists for their leadership and 
 efforts to safeguard veterans and patient safety

Beverly Philip, MD

A Student’s Perspective
I would like to first 
take a moment to ex-
press my gratitude to 
the Massachusetts 
Society of Anesthesi-
ologists for providing 
me with the opportu-
nity to attend my 
first national medical 

conference. My time at ASA Annual 
Meeting 2017 was a wonderful intro-
duction to all the opportunities Anes-
thesia has to offer. It was my first expe-
rience at a national conference of any 
type, and it was one I will never forget. 

Just walking into the Boston Con-
vention Center was overwhelming. I 
was immediately compelled to take 
 pictures of the exhibition floor, a 

 combination of innovation and specta-
cle. After indulging in my touristic ten-
dencies, it was on to the actual confer-
ence. Over the weekend I attended two 
House of Delegates sessions and one 
reference committee session, where I 
got to observe some of the most pas-
sionate anesthesiologists in the nation 
advocate for their patients on the floor. 
I received first-hand experience of how 
the MSA functions on a state and na-
tional level. At the Environmental 
 Sustainability Subcommittee of the 
Equipment and Facilities Committee 
meeting, I learned about all of the ways 
that the ASA is trying to decrease waste 
and improve environmental sustain-
ability. I also attended lectures ranging 
from consciousness to end-of-life care, 

all of which were of particular interest 
to me. My final, and probably favorite, 
experience of all was presenting a post-
er with Dr. Michael Schoor as part of 
the Medically Challenging Cases sec-
tion. It was exciting to see how the spe-
cialty of Anesthesia is constantly 
evolving. 

It was difficult to get acclimated to 
the whirlwind tour of my first ASA 
conference, but I am truly grateful for 
the opportunity given to me by the 
Massachusetts Society of Anesthesiolo-
gists. My experience furthered my in-
terest in Anesthesia, and showed me the 
importance of being an active member 
and a steward of the American Society 
of Anesthesiologists.

Brian  
Tashjian
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Jan 28 
to 

Feb 3

Physician Anesthesiologists 
Week
Located in institutions throughout 
Massachusetts

May  
18

Massachusetts Society of 
Anesthesiologists Annual 
Meeting
The Westin Waltham, MA

Oct 13 
to  

Oct 17

American Society of 
Anesthesiologists Annual 
Meeting
San Francisco, CA

Mar 23 
to 

Mar 24

Third International Perioperative 
Medicine Symposium
Hotel las Américas, Cartagena,  
Colombia

May  
19

Basic US-Guided Regional 
Anesthesia and Point-of-Care 
Ultrasound Workshop Activity
Massachusetts Medical Society, 
Waltham, MA

Ninth Annual Update in 
Sedation and Analgesia 
Massachusetts Medical Society, 
Waltham, MA

Dec  
1

2018 Programs and Events
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Check Out Our Website
Please visit us often at mass-anesthesiologists.org for the latest 

updates in anesthesiology, both nationally and regionally, for 

upcoming events, and for opportunities for you to connect with 

your friends and colleagues. 

mass-anesthesiologists.org

MSA’s Chapter 
Administrator

Nathan Strunk is a specialty society 
coordinator in the Specialty Manage-
ment Services department of the Mas-
sachusetts Medical Society. He has 
served as MSA’s CME coordinator for 
about 24 months and as the primary 
administrator for the  Massachusetts 
Society of Anesthesiologists for about 
18 months. 

If you have questions or requests for 
the Massachusetts Society of Anesthe-
siologists, please send them to Nathan, 
who can be contacted at MAAnesthe 
siologists@mms.org or (781) 434-7329.

Nathan Strunk 
MAAnesthesiologists@mms.org 


