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By Lynda T. Wells, MD 
VSA President

The VSA Biennial Anesthesiology Sym-
posium held in Charlottesville on May 
10-11, 2013 was a great success.  We were 
blessed with a good venue, good food, 
good weather, generous industry sponsor-
ship, excellent speakers and outstanding 
participants.  

The pre-symposium Mindfulness Work-
shop was well attended by novices who 
gained a useful introduction to mindfulness 
practice.   

The first session focused on patient out-
comes, particularly the role of the anesthe-
siologist in promoting healthful lifestyles 
in patients, and mitigating post-operative 
pulmonary and cognitive complications, 
ably presented by Drs. Lee Kassell, Ran-
dall Blank and Heidi Koenig.  The session 
concluded with a wine and cheese recep-
tion featuring Mary Sherman’s entertaining 
presentation entitled “Humor in Medicine”.  

Outcomes in patients were the focus of 
the second session.  There were outstanding 
presentations by Drs. Farnaz Gazoni, Heidi 
Koenig, Lynda Wells, and Matt Goodman 
ranging from peri-operative catastrophes, 
breaking bad news, discussing DNI/DNR, 
returning to work after an absence, and 
mindfulness as a coping strategy.  

The subsequent panel discussion included 
Bruce Gehle, JD, and Mervin Jantzen, 

DMin, in addition to the presenters.  The 
discussion was lively, germane to daily 
practice, and many insights and ideas were 
shared. 

Hugh Wallenborn, MD, of the Monticello 
Foundation, entertained everyone over lunch 
with a talk entitled “Thomas Jefferson and 
Medicine.”  This was followed by the final 
sessions focused on trauma and outcomes - 
specifically the early management of head 

injury and transfusion resuscitation - pre-
sented by anesthesiologists Rita Agarwal, 
MD and Bruce Spiess, MD; and the effects 
of morbid obesity from the perspective of a 
trauma surgeon, Jon Burch, MD.  

We acknowledge the generous support 
of AbbVie, Armstrong Medical, Edwards 
Lifesciences, Hospira, Karl Storz, Masimo, 
Merck and Otsuka America Pharmaceuti-
cals.

Speakers for the Friday afternoon VSA Biennial Anesthesiology Symposium session on May 10 on managing 
outcomes in patients, left to right:  Heidi Koenig, MD, Professor of Anesthesiology in Louisville, KY, and president 

of the Kentucky Society of Anesthesiologists; Lee Kassell, MD, Assistant Professor of Anesthesiology at UVA 
and also Medical Director of the Pre-Operative Evaluation and Testing Clinic; John Rowlingson, MD, Professor 

of Anesthesiology and our own VSA delegate and previous president; Randall Blank, MD, Associate Professor of 
Anesthesiology at UVA. Dr. Rowlingson was the moderator.
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Membership Update
WE NEED YOUR HELP!  
If a new anesthesiologist joins your prac-

tice or relocates from out of state to your 
city, please let us know and ask them to 
join the VSA.  

Nothing works better than an invitation 
from a colleague.  Contact Greg Leasure at 
(804) 565-6305 or greg@societyhq.com.

Don’t forget the 2013  
VSA Membership Lunch 

Saturday, October 12, 2013
Provided complimentary to all  

VSA Members

VSA Contributes 
$1,000 to the ASA 
Lifebox Campaign

Lifebox grew out of a global initiative 
by the World Health Organization to make 
surgery safer across the globe. The Lifebox 
mission is to ensure that no patient dies 
because a basic pulse oximeter and basic 
safety checks were not used during surgery. 

Please donate to the Lifebox Campaign. 
Visit www.lifebox.org to learn more and 
make a secure donation. Your donation 
will help protect hundreds of thousands of 
patients currently at risk.

Members in  
the News

Let us know what’s going on 
with you and your practice!

Please submit articles of interest 
for inclusion in the Fall edition 

of the VSA Update.
E-mail your article to  

vsa@societyhq  
by September 1, 2013.
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they face trying to protect anesthesiology and 
interventional pain medicine as the practice 
of medicine.  The problems presented are 
largely universal but the solutions and strat-
egies are often specific to a state or region.  
It is fascinating to hear about the legislative 
battles that are underway.  Discussion on 
the meeting floor is stimulating and eye-
opening as other states relate their experience 
or gather tips on how they might address 
similar issues when their time comes.  As 
you would expect, the main areas of concern 
at present are opt-outs, pain medicine and 
scope of practice. 

The opt-out presentations were made by 
Frank Cassady, Jr, MD, from Iowa and David 
Krhovsky, MD, from Michigan.  The pen-
dulum of change swings at different speeds.  
In Iowa the pendulum swung early and the 
state opted out of physician supervision for 
CRNAs in 2001. In 2011, it became evident 
that patient safety and quality of care had 
diminished over the previous decade and the 
Iowa Society of Anesthesiologists, with the 
support of the state’s governor, began work 
to opt back in.  Data show that physician 
supervision would be better for patients in 
Iowa.  The battle goes on because this does 
not work for all stakeholders and is a politi-
cal pawn.  “It’s all about the patient” has still 
to be embraced by the Iowa legislature but 
with continued support from the governor 
the outlook is hopeful.  

In Michigan, the pendulum has just swung.  
The State Board of Nursing decreed that 
“anesthesiology is the practice of nursing”.  
This statement automatically removes 
supervision.  Another bill in the Michigan 
legislature would make advanced practice 
nurses equivalent to physicians, thus allow-
ing non-physicians to practice medicine by 
virtue of legislation.  The Michigan Society 
is vigorously opposing these measures.     

Pain medicine issues were presented by 
Ted Yaghmour, MD, of Illinois and Peter 
Boosalis, MD, of Minnesota.  Pearls of 
wisdom included the suggestion to identify 
one’s allies first, and then organize a cam-
paign to fight misinformation relating to the 
need for nurses to perform interventional 
pain procedures.  Allies include one’s state 
medical society and the AMA, which agreed 
in 2011 that interventional pain procedures 
are the practice of medicine.   Although the 
Minnesota legislature has opted to allow all 
advanced practice nurses to provide inter-
ventional pain procedures, there is still time 
to reverse the decision.    

Presentations from Maine, North Carolina 
and New Mexico represented the scope of 
practice issues.  One thing I had not realized 
was that one can read public comments to 

President’s Message

Lynda T. Wells, MD 
VSA President

VSA Members Actively Engaged in Advocacy
Spring is upon us and 

VSA members have been 
busy advocating for the 
specialty of anesthesiol-
ogy.  

April 29 – May 1, 2013, 
saw the ASA’s annual 
Legislative Conference 
in Washington, DC. This 
may sound dull and “too 

political” for many of you, but it is actually 
an interesting and stimulating event with 
great camaraderie, opportunities for net-
working and opportunities to learn from and 
ask questions of important figures in govern-
ment and regulatory agencies.  The focus 
is on anesthesiology and supporting the 
specialty regardless of political affiliation.  

 The theme this year was “Focus on the 
Future”.  Thirteen delegates from Virginia 
attended, of whom twelve were available 
to meet legislative staff on the Hill.  These 
included Brian McConnell (past-president 
VSA), Ronald Banks, Gerry Cherayil, Emil 
Engels and Ben Cramer from Northern Vir-
ginia; myself, Bryant Tran, Andrew Boryan 
and Kevin Beers from UVA; Bella Gabice 
and Max DeWitt from VCU; Maxine Lee 
(president-elect VSA) from Roanoke; Mar-
tha Kelley, Association of Anesthesiology 
Administrators liaison with the ASA, who 
works in the Tidewater region with Paul 
Rein; and Brian Ball, the VSA’s lobbyist 
from Williams Mullen.

For those of you unfamiliar with the Leg-
islative Conference, the meeting starts after 
lunch on the Monday with newcomers ses-
sions, the State Issues forum and a welcome 
reception.  Tuesday is a full day of presenta-
tions from various elected Representatives, 
representatives from CMS and the FDA, 
ASA leaders and ASA lobbyists.  Wednesday 
is reserved for visits to the Hill after a short, 
early morning program.  To give you an idea, 
this year the Wednesday morning program 
included a speech by the Honorable Luther J. 
Strange, Alabama Attorney General; James 
Moore, MD, from the ASA Committee on 
Performance and Outcomes Measurement 
speaking on “Quality Measurement in An-
esthesiology: Past, Present and Future”; and 
an ASAPAC update by Jeff Meuller, MD.   

Of all the events my favorite is the State 
Issues forum.  It is where ASA members 
from across the nation present challenges 

Continued on page 7

Drs. Ron Banks and Brian McConnell on top of the US Capitol. Dr. Andy Harris, Representative for 
Maryland and the only anesthesiologist in Congress, arranged the Capitol dome tour during the ASA 

Annual Meeting in Washington, DC.
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Editorial 
By Paul Rein, DO
VSA Newseltter Editor

Have you ever been asked to review a 
case by a medical malpractice attorney, be 
it plaintiff’s or defense?  Over my thirty-one 
year career as an anesthesiologist, I have 
been asked to review cases for both defense 
and plaintiff.  

Fortunately, as a practicing anesthesiolo-
gist, I have only been named in one lawsuit, 
and that was dropped because the plaintiff’s 
attorney could not find an expert witness to 
testify on behalf of his client.  His client was 
his wife, and even more interesting was the 
letter he sent to our attorney that stated, “Just 
give me $25,000 and I will drop the case.”  

Duh – we said no.  
I decided to write about the issue of being 

an expert witness because there are many 
physicians who feel that it is unethical for 
a physician to testify against one of their 
brethren.  At this point, I ask each of you to 
ask yourself, is it unethical, amoral or just 
wrong to do so?  

I ask you to assume this is about legitimate 
review and not the so-called professional 
expert witness.  Finally, I disclose that I 
have reviewed cases, written reports, served 
on non-binding arbitration panels, reviewed 
cases for the Board of Medicine, given de-
positions and testified in court (whew – just 
once).  You probably should know, if you 
haven’t guessed by now, I do not believe 
I have done anything unethical.  So, let’s 
discuss the issue of medical malpractice.

Fear of malpractice is one of the issues 
constantly being cited as something that 
needs to be fixed in order to make our health 
care system healthy.  Not only the cost of 
malpractice insurance for the individual pro-
vider but the practice of defensive medicine 
raises our health care overall expense.  

As anesthesiologists we are lucky, since 
over the years our cost for malpractice insur-
ance has significantly decreased.  In the late 
1980s, the cost for an individual provider 
was just about $20,000.  Twenty-three years 
later it is in the neighborhood of $12,000.  

Attorneys in Virginia often cite the cap on 
awards as what has lowered our insurance, 

but in reality, it has more to do with the 
increase in safety of anesthesia care.  

While this article is not intended to be 
about malpractice insurance, the cap in 
Virginia is quite liberal in that awards for 
non-economic reasons go to $2,000,000.  
States with true caps limit non-economic 
losses to about $400,000.   

In states such as Michigan, where the 
malpractice rates were the highest in the 
country because of Detroit, there is now 
a real cap and over the past five years the 
number of lawsuits filed has decreased by 
67%.  Michigan is what leads me to discuss 
some issues regarding case review.

While I have reviewed cases in Virginia, 
and always for the defense, it seems that 
once one becomes a private practitioner most 
defense lawyers want no part of you.  They 
like “experts” with titles and publications - 
not necessarily practical experience - and its 
practical experience I have in abundance.  

Being originally from Detroit and know-
ing many in the legal profession, I have been 
asked several times over the years to review 
cases from Michigan.  For me it is mostly 
an educational opportunity, as many times 
there may have been a less than optimum 
outcome that did not constitute malpractice, 
and less often I shake my head and wonder 
how they could do what they did.   

Thus comes the dilemma of not wanting 
to destroy anyone’s professional life, yet 
believing that the mistakes that were made 
and led to either a loss of life or normal 
function are worthy of financial compensa-
tion to the individual or family.  I do believe 
that people have to be held accountable for 
their actions and it is surprising how rarely 
it happens in hospitals.  

On the local level, there seems to be a 
preponderance of “the next time” we will 
do something or simply an institution that 
doesn’t review.  Let me give you some ex-
amples of cases I have reviewed, and if you 
are opposed to physicians testifying against 
others, ask yourself what should be done.  

A patient is scheduled for an EGD and 

colonoscopy.  During the procedure the 
anesthesiologist mistakenly picks up an 
ampule of epinephrine and gives 1 mg of 
epinephrine.  He recognizes it too late and 
the patient gets hypertensive, tachycardic 
and has a massive MI.  

Malpractice?  Worthy of financial com-
pensation?  

At a free standing GI center a 50 year-old 
is scheduled for an EGD and colonoscopy.  
She checks in and tells the clerk she feels 
short of breath and asks if it is OK if she 
uses her inhaler.  The clerk checks and tells 
the patient yes.  About 30 minutes later she 
is being admitted by the nurses, asks again 
about her inhaler and is told yes.  Fifteen 
minutes later she is taken into the procedure 
room and the provider (CRNA) sedates her 
for the EGD.  

Despite oxygen saturation in the 80s 
with supplemental oxygen, she is given a 
150 mg bolus of propofol preceding the 
colonoscopy.  The patient gets increasingly 
hypoxemic, has a cardiac arrest and dies.  

Review of the chart revealed she was on 
the heart transplant list at a major hospital 
with her most recent EF being 20%.  Mal-
practice?  

In this instance the CRNA blamed the 
anesthesiologist for not communicating 
the health issues and the anesthesiologist 
blamed the nurse anesthetist.  Great defense!  

The last case I will tell you about (there 
are more) is a 43 year old woman who ar-
rives to an ASC in the morning for a shoulder 
arthroscopy, except she is not on the sched-
ule.  The surgeon is notified and says to put 
the patient on at the end of the schedule if the 
patient agrees, and then goes to his office.  

The surgeon was a rheumatologist who 
went to Canada for a year and did a one-year 
fellowship in arthroscopy.  This was recog-
nized by the hospital in Michigan and he was 
privileged to do arthroscopic procedures.  

Unfortunately, the patient was an insulin-
dependent diabetic, and no one bothered to 
either check a blood sugar or start an IV 
on her.  

At approximately 5 p.m., the anesthesi-
ologist was called to start an IV.  Unable to 
find a peripheral vein, he chose to place an 
internal jugular and was successful.  How-
ever, her blood sugar was not checked.  The 
patient was taken to the operating room, un-
derwent a shoulder arthroscopy in the beach 
chair position and was taken to the PACU 
where she did not immediately wake up.  

A blood sugar was finally checked and 

Continued on page 5

Reviewing Issues of Medical 
Malpractice
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David J. Beardsley, MD, MBA 
Fredericksburg

Caesar R. Gonzales, MD 
Lynchburg

Welcome  
New Members

was over 1,000.  The diagnosis of diabetic 
ketoacidosis was made and she was admitted 
to the hospital.  Did I tell you she was also 
BLIND when she woke up?  Malpractice?

Again, these are just examples of what I 
have reviewed.  Non-medical people hear 
these stories and wonder why these doctors  
shouldn’t be held accountable, and I have 
no good reason to disagree.  

There are many take-home messages I 
have learned from doing this but will just 
tell you two.  The first is that for virtually 
all cases, there is a cascade of events that 
happened where mistakes are compounded.  
There usually are several opportunities to get 
out of harm’s way, but aren’t taken.  

The above example regarding the epi-
nephrine was probably the only case where 
one mistake led to the bad outcome.  Need-
less to say, the anesthesiologist in that case 

at least admitted his mistake.  
The second message is to always do the 

right thing, and not the expeditious thing.  
Most cases we do are not emergencies, and 
if someone just took the time to know the 
medical problems that the patients had, the 
bad outcomes would have been averted be-
cause neither case would have been done.  
Are we that interested in money that we 
think nothing bad will happen so let’s go 
ahead and do it?  An internal jugular at 5 p.m. 
on an elective shoulder arthroscopy because 
the patient was so dehydrated, hello!!!

Reviewing cases whether in this situation 
or in your own practice, you have to do it.  
This is how we learn.  Remember we gain 
experience by our mistakes and eliminate 
mistakes by our experience.

Editorial, from page 4

James Stephen Oleksa, 
MD was born in New York, 
but spent most of his child-
hood in South Florida.  He 
attended college at the 
University of Florida and 
medical school at the Uni-
versity of Miami.  Resi-
dency was also completed 
at University of Miami/
Jackson Memorial Hospi-
tal, including his internship 
year in Pediatrics.  

Desiring a change of 
scenery, Dr. Oleksa de-
cided to take his first job 
out of residency in Virginia 
Beach.  Trying to get ahead 
of what he felt was the overwhelming trend 
in medicine, he took an employed position 
with Sentara Medical Group.  He has re-
mained employed at Sentara Medical Group 
for the past seven years.  

Additionally, Dr. Oleksa has done some 
locum assignments in West Virginia and 
Florida, where he maintains active licensure.  

Dr. Oleksa has an affinity for regional 
anesthesia, performing ultrasound guided 
nerve blocks of all types since starting 
practice in Virginia.  He has served as 

Medical Director for a 
local surgery center and 
currently sits on the Medi-
cal Executive Committee 
of Sentara Princess Anne 
Hospital.  Additionally, he 
is co-clerkship director of 
the anesthesia clinical rota-
tion for Eastern Virginia 
Medical School and sits on 
the Sentara Medical Group 
Finance Committee.

Despite the time con-
straints that a busy career 
entails, Dr. Oleksa spends 
as much time as possible 
on the water.  Offshore 
fishing is his passion and 

when the seas don’t permit that, he can be 
found free diving the local waters of the 
Chesapeake Bay for the purpose of spear 
fishing.  Golf and travel round out his hob-
bies.  

On the family front, he has a fiance who 
is a physician practicing Emergency Medi-
cine.  He hopes to establish a family of his 
own one day. 

For now, most of his family remains in 
South Florida where they are frequently 
visited (especially during the cold winters).

Introducing a new VSA regional director

James Stephen Oleksa, MD is New 
Tidewater Regional Director

Dr. Oleksa

Legislative Report
Provided by Williams Mullen

The Medical Society of Virginia hosted 
its Legislative Summit on Friday, May 3.  
Just under 20 proposals were submitted by 
MSV specialty groups (although the VSA 
did not submit any proposals at this time).  
None of the proposals directly impact the 
practice of anesthesiology.  The proposals 
were considered by the MSV’s Legislative 
Committee on June 25, at which time the 
MSV decided which proposals to support 
and with what priority.  

The newly-created Medicaid and Innova-
tion Reform Commission (MIRC) as of this 
writing is set to hold its first meeting on June 
17.  MIRC is charged with overseeing the 
implementation of Medicaid reforms in the 
Commonwealth.  It is made up of ten vot-
ing members, five from the House and five 
from the Senate of Virginia.  A majority of 
members from both the House and Senate 
is required to determine if the reforms have 
been implemented in a manner that meets 
the criteria established in the budget.  We 
will be monitoring MIRC’s progress closely 
throughout the summer.

We are closely watching out for any 
legislative activity from the CRNAs.  We 
are aware of activity in other states where 
CRNAs are teaming up with Advance Prac-
tice Nurses to push for more independent 
practice, allegedly because of shortages that 
are forecast due to the implementation of the 
ACA.  We are not aware of such efforts in 
Virginia, but will remain vigilant.  We are 
also on the lookout for any attempt by the 
CRNAs to use CMS’s new interventional 
pain regulations to expand their statutory 
authority in Virginia.  

Finally, we are following a Wisconsin bill 
that would allow for the practice of anesthe-
siology assistants.  This bill could be helpful 
to our ongoing efforts in this area.

If you have any questions or comments, 
please call Brian Ball at (804)-420-6426; or 
Katie Payne at (804)-420-6492.
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By Jeffrey A. Green, MD
Vice-Chair, Department of Anesthesiology 
VCU Medical Center

As is the usual routine during the summer 
months in academic training programs, we 
look forward to the transition at the turn of 
the academic calendar year. 

Although we are sad to see some of our 
residents and fellows graduate and embark 
on their careers, we are thrilled to welcome 
a new group to the department. Indeed, it is 
the yearly change in the department which 
excites the energy and enthusiasm of renew-
ing the focus of the faculty and staff to their 
teaching mission. 

In June, VCU will graduate two fellows 
in cardiothoracic anesthesiology who will 
both continue in academic medicine. In 
addition, among our 12 graduating CA-3 
residents, seven will pursue additional 
fellowship training, two will continue in 
academic departments, and three will enter 
private practice. 

In July, the Department will welcome 
13 new CA-1 residents, eight CBY interns, 
and 2 fellows. Among the 13 CA-1s, eight 
completed internships at VCU and five come 
from other diverse backgrounds including 
emergency medicine, internal medicine, the 
US military and research. The two fellows 
starting in cardiothoracic anesthesiology are 
both VCU graduating chief residents.

In addition to changes in personnel, the 
program is also adapting to multiple changes 
in residency training. First, our new CA-1s 
will be the first class of residents in the 
ABA’s Staged Examination System. 

They will take the first half of their Part 
1 Exam (BASIC) in July 2014 at the end of 
their CA-1 year and then take the second 
half of the Part 1 Exam (ADVANCED) at 
the conclusion of residency training in 2016. 

In order to meet this challenge, the de-
partment has been working on changes in 
curriculum to match this system. The resi-
dency program is also updating the Clinical 
Competency Committee and gearing up for 

the introduction of the Milestones project in 
anesthesiology training. 

Milestones are distinct and specific behav-
iors, attributes or outcomes to be acquired 
by a resident at a particular point during 
residency training. The milestones provide 
a method for assessing resident learning 
and performance over time and against a 
benchmark and will be one method for the 
RRC to assess program performance. 

Finally, both the residency and fellow-
ship programs will be preparing for the 
transition to the Next Accreditation System, 
including major revisions to the program 
requirements. 

This summer brings a host of changes to 
the VCU Department of Anesthesiology. We 
say goodbye to our graduating colleagues as 
we reflect upon our past successes and look 
forward to the start of another interesting 
academic year by welcoming a new class.  

VCU Resident Update

Changes Mark the End of the Academic Year

ponents of the new law, the provider’s type 
of license must be included on the badge.  

This new law would not have been pos-
sible without Senior Senator Jane Nelson 
(R-12) who authored the legislation, and 
House sponsor, Representative Sarah Davis 
(R-134).  The Texas Society of Anesthe-
siologists, along with Texas State House 
Member and ASA President, Dr. John Zer-
was (R-28), were the lead advocates on this 
critical legislation which improves patient 
safety in hospitals across Texas.

In Maryland, Governor Martin O’Malley 
(D) signed SB 512 on May 16, 2013.  This 
new law requires a health care practitioner 
who practices in a freestanding ambulatory 
care facility, a physician’s office, or an ur-
gent care facility, to wear a badge or other 
form of identification when providing health 
care to a patient.  The badge or other form 
of identification must display in readily 
visible type: 

1. The health care practitioner’s name, and 
2. The type of license of the health care practi-

tioner.  Each health occupations board must 
adopt regulations to implement the bill.

The new law built upon legislation passed 
in 2012 prohibiting a physician from repre-
senting to the public that the physician is 
certified by a public or private board – in-
cluding a multidisciplinary board – or that 
the physician is board certified, unless:

 
1. The physician discloses the full name of 

the board and the name of the specialty or 
subspecialty, and 

2. The certifying board meets specified 
requirements.  The Maryland Society 
of Anesthesiologists (MSA) leadership 
worked with medical specialty colleagues 
and the state medical society to pass this 
incremental legislation.

ASA’s Department of State Affairs is 
available to assist state component societies 
interested in introducing such legislation.  
For more information, please contact ASA’s 
Director of State Affairs, Jason Hansen, at 
j.hansen@asahq.org. 

Patients Win with Truth in Advertising Legislation
So far this year, over a dozen states have 

introduced legislation that would require 
health care professionals to clearly identify 
their licenses, certifications, and/or employ-
ment titles.  For example, Michigan House 
Bill 4524, titled the “Patient’s Right to 
Know” would require health care profes-
sionals to wear a name tag during patient 
encounters that clearly identifies the type of 
license they hold.  It also ensures that any 
advertisements or professional websites cre-
ated to promote health care services clearly 
identify the type of license the provider 
holds and the extent of services they are 
legally permitted to provide.

This year, both Texas and Maryland ad-
opted similar legislation.  Texas Governor 
Rick Perry (R) signed Senate Bill (SB) 945 
into law on May 18, 2013, making Texas 
the 13th state to enact truth in advertising 
legislation.  Under SB 945, Texas health 
care providers in hospitals with direct pa-
tient care must wear a photo identification 
badge during all patient encounters (unless 
precluded by adopted isolation or steriliza-
tion protocols).  Among other required com-

From the ASA State Component Society News
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CMS and use these to follow what is hap-
pening in different states.  

On the bright side, we learned that AA’s 
have been authorized to practice in Colo-
rado, anesthesiologists are still required to 
be present when CRNAs provide anesthesia 
in New Jersey by an appellant court ruling, 
and that the Oklahoma Board of Nursing is 
not allowed to decide what parts of medicine 
they will subsume as nursing.

Andy Harris, MD, Representative for 
Maryland and the only anesthesiologist in 
Congress, was one of the excellent speakers 
on Tuesday.  Manuel Bonilla, MS, the Chief 
Advocacy Officer for the ASA, provided a 
clear and concise review of the legislative 
items currently before the House.  

From their presentations we learned 
that now is the cheapest time to repeal the 
SGR and replace it with a system that is 
not skewed to chronic care but reimburses 
physicians for all medical care provided, 
including perioperative medicine provided 
by an anesthesiologist in the perioperative 
surgical home model.  More Democrats are 
needed to sign on to repeal the Independent 
Payment Advisory Board (IPAB) provi-

sion in the new healthcare law.  The bill to 
improve rural access to anesthesiologists 
introduced by Lynn Jenkins (R) of Kansas 
needs a Senate author.  We should thank 
our legislators for supporting the FDA in 
mitigating drug shortages and request their 
ongoing support in this area.   

Wednesday was a beautiful, sunny, dry 
day.  Not having a raincoat and umbrella 
makes passing through Capitol security so 
much easier!  We divided into teams and 
visited the legislative aides for Senator 
Kaine and Representatives Cantor, Con-
nolly, Goodlatte, Hurt and Scott.  The key 
issues during our conversations were: 

• Ensure fair payment for anesthesiologists, 
specifically fixing the SGR and repealing 
the IPAB

• Expand access to allow rural hospitals to 
employ anesthesiologists in addition to 
CRNAs under Medicare part A

• Ease drug shortages by strengthening 
FDA oversight

• Empower patients by making accurate 
information available and ensuring 
transparency in who is providing care so 

patients can decide if they want a physi-
cian or a midlevel provider in charge of 
their care, etc.

• Maintain patient safety by supporting 
physician supervision of anesthesia.

You can learn more by visiting the ASA 
website (www.asahq.org) and going to ASA 
Government Affairs.  Part of the process is to 
follow up with these folks in a few months 
to remind them of who we are and what we 
stand for.    

I encourage all of you to attend an ASA 
Legislative Conference at least once in your 
career.  Seeing firsthand how our nation 
is governed may make you despondent, 
but it will also make you knowledgeable.  
Knowledge of the system will empower you 
so that your efforts for change will make a 
difference.  The next conference is slated 
for May 5-7, 2014.  Mark your calendars.  I 
hope to see more of you in DC supporting 
anesthesiology and the Commonwealth of 
Virginia.

President’s Message, from page 3

The American Society of Anes-
thesiologists and the Society of Car-
diovascular Anesthesiologists have 
collaborated to provide the Basic 
Perioperative TEE Program, which 
fulfills the education component of 
the Extended CME Pathway for the 
National Board of Echocardiography 
(NBE) certification in Basic Periop-
erative TEE. 

The course is offered as a computer-
based program allowing physicians to 
participate in the course conveniently 
at their own pace. Throughout the 
course, participants will be exposed 
to interactive tutorials and 100 video 
cases demonstrating use of periopera-
tive TEE to assist in hemodynamic 
management of patients with many 
types of cardiac pathology.

Start participating today! Order the 
Basic Perioperative TEE Education 
Program at www.heartwebs.com/
basic-tee or to learn more visit http://
education.asahq.org/TEE.

ASA/SCA Basic Perioperative 
TEE Education Program 

Take Note of Current MSVF Programs
The Medical Society of Virginia Founda-

tion (MSVF) assists physicians by improv-
ing the care and overall health of patients 
throughout the Commonwealth by concen-
trating on three focus areas: access to care, 
quality and leadership initiatives.  

Current MSVF programs and events are:

• DOC RxRelief provides low-income, 
chronically ill patients access to free 
medications, providing over $7.7 million 
in medication since 2007. Please consider 
referring patients in need of medication 
assistance.

• TOGOAL/IMPACT quality initiative 
programs have tackled asthma, COPD 
and cardiovascular disease and helped 
over 7,000 patients.  The next disease state 
being implemented is diabetes.  

• MSVF has offered leadership programs 
since 2006 with a new leadership program 
for physicians and nurses addressing clini-
cal team leadership roles and best practices 

to be implemented this fall.  Be one of 
the first to sign up your clinical team to 
participate.

• 11th Annual Physician’s Gala: Saturday 
Night Foundation Fever, will take place 
October 26, 2013 at The Homestead.  
Gala will feature fabulous food, dyn-o-
mite dancing, disco casino and Salute to 
Service Awards.  Tickets are $150 per 
person.

If you are interested in enrolling or learn-
ing more about any of these programs, you 
can reach MSVF in the following ways:  
website at www.msvfoundation.org; call 
(804) 377-1053; or email foundation@
msv.org.
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VSA District 5 Summary

VSA Southwestern Region Hosts Networking Event
By Maxine M. Lee, MD, MBA
VSA District 5 Director

On Saturday April 20th, the VSA South-
western District 5 hosted a social event 
that was meant to build relationships and 
promote networking amongst the anesthe-
siologists in the region.  

There were anesthesiologists from ACV, 
Inc. in Roanoke, Valley Anesthesia, PC 
in Salem, and Anesthesiology Associates 
of Radford in Christiansburg.  Also in at-
tendance were medical student members 
of the Anesthesia Students’ Interest Groups 
from the Edward Via Virginia College of 
Osteopathic Medicine (VCOM) and the 
Virginia Tech Carilion School of Medicine 
(VTCSOM). Live music was provided by 
The Bernard Hairston Trio.

On April 29 -May 1, the ASA hosted its 
annual Legislative Conference in Wash-
ington, DC.  I was one of eleven anesthesi-
ologists from Virginia who participated in 
lobbying visits to Capitol Hill as advocates 
for our specialty.   

I highly encourage every anesthesiologist 
to be involved in such efforts, either on a 
local or national level.   The key issues for 
our specialty this year are: 

• Ensuring fair Medicare payments for 
anesthesiologists, 

• Expanding access of patients to anesthe-
siologists in rural areas, 

• Easing drug shortages, 
• Empowering patients by providing the 

information necessary for them to make 
informed decisions regarding the training 
of their healthcare providers, and 

• Eaintaining physician supervision of 
anesthesia care for patient safety.

I have had the wonderful opportunity of 
meeting with anesthesiologist colleagues 
from Anesthesiology Associates of Radford 
and Valley Anesthesia, PC.  Over the next 
several months, I hope to meet with other 
anesthesia groups in the region.  

Our meetings have focused on the VSA 
and its advocacy on behalf of the anesthe-
siologists in Virginia.

VSA District 5 Director Maxine Lee, MD with Elizabeth Hoye Duckworth, MD and Richard Wyeth, MD  
at a networking event hosted by District 5 in April.

Anesthesia Students’ Interest Groups from VCOM and 
VTCSOM attended the event.

Drs. Maxine Lee and Angela Billue
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Bits ‘n Blurbs

Anesthesia in the News
of review.  See http://oig.hhs.gov/reports-
and-publications/archives/workplan/2013/
Work-Plan-2013.pdf, at p. 21).  In particular, 
the auditor says that they “came up with an 
audit idea to review anesthesia services, paid 
by Medicare that may have been incorrectly 
claimed as personally performed.”

Goldman Sachs Enters the 
Anesthesia Market

Sales of anesthesia groups continue to 
make the news, with at least six sales hav-
ing been announced in the first half of 2013 
alone.  The “strategics” (anesthesia man-
agement companies, some of which offer 
multiple medical specialty service lines) 
are not the only ones looking to purchase 
anesthesia practices; private equity compa-
nies also are bidding on anesthesia practices.  
(To be clear, some of the strategics, includ-
ing Sheridan, NAPA, and EmCare, also are 
owned by private equity firms.)  On May 9, 
2013, Goldman Sachs announced the recapi-
talization of Broad Anesthesia Associates 
and Mid-Florida Anesthesia Associates and 
the formation of Resolute Anesthesia and 
Pain Solutions, LLC.  According to press 
reports, Resolute Anesthesia serves over 25 
locations in Florida, Missouri, and Illinois.

Resolute Anesthesia joins U.S. Anesthesia 
Partners, which entered the market in No-
vember 2012 (formed by Welsh Carson An-
derson & Stowe) and acquired a cornerstone 
practice, Greater Houston Anesthesiology, 
in December 2012; and Anesthesia Medical 
Group (“AMG”) in Nashville, Tennessee.  In 
August 2012, Excellere Partners announced 
its investment in PhyMed Management, 
LLC, the management services company 
to AMG.  

Cross-Subsidization of 
Anesthesia Services, or ‘Seller 
Beware’

“But no one could afford to provide 
anesthesia services at this hospital for less 
than we do.”  

That refrain is one that often is heard at 
hospitals with poor payor mixes, high levels 
of indigent patients, underutilized operating 
rooms, or a combination of those factors.   
Anesthesia management companies that 
offer a variety of medical specialties are 

able to compete differently with traditional 
anesthesia groups and anesthesia-only an-
esthesia management companies.   

One longtime anesthesia group (not lo-
cated in Virginia), with a record of service 
of over thirty years at a community hospi-
tal and a record of active involvement in 
hospital affairs, recently was replaced by 
an anesthesia management company.  With 
a payor mix consisting of 77% Medicare, 
Medicaid, and self-pay patients, a traditional 
anesthesia group would be likely to need 
financial support from the hospital to pro-
vide the services needed.  Three anesthesia 
management companies offered to provide 
anesthesia services for no compensation at 
all, provided that the hospital awarded them 
the emergency medicine contract, as well.  

This story serves as a reminder to anesthe-
sia groups of the increasingly competitive 
market in which they practice and must 
compete.

HIPAA on Steroids
“Of course we know that we have to keep 

patients’ health care information private.  
What else is new?”   

Quite a bit!  
On January 17, 2013, the Office for Civil 

Rights (“OCR”) in the Department of Health 
and Human Services released an omnibus 
rule amending the HIPAA privacy, security, 
and enforcement rules.  The rule is available 
at http://www.gpo.gov/fdsys/pkg/FR-2013-
01-25/pdf/2013-01073.pdf.  Among the 
many changes, the rule:

• Amends the definition of a data breach so 
that any impermissible use or disclosure 
of protected health information (“PHI”) 
is presumed to be a breach unless the 
covered entity (the physician practice) or 
business associate (“BA”) demonstrates 
that there is a low probability that the PHI 
has been compromised;

• Expands the definition of BAs to include 
entities that maintain PHI, and makes BAs 
and their subcontractors liable for HIPAA 
compliances; and 

• Increases the penalties for noncompli-
ance.

By Judith Jurin Semo
Semo Law Group, PLLC
Washington, DC

Change is the one constant in the current 
anesthesia market and the health care com-
munity generally.  This article provides an 
overview of several recent developments 
that may be, or should be, of interest to 
anesthesiologists.

OIG Podcast on Anesthesia 
Services

On May 8, 2013, the OIG posted a podcast 
on “Anesthesia Service Payments,” which is 
available at https://oig.hhs.gov/newsroom/
podcasts/reports.asp.  The transcript is 
available at https://oig.hhs.gov/newsroom/
podcasts/2013/anesthesia-trans.asp.  The 
podcast points to the need to assess carefully 
how “immediate availability” is defined and 
to document all elements of the anesthesia 
services provided.

The podcast describes the investigation 
of the UC Irvine case and how the auditors 
investigated the claims by going on-site to 
the hospital and looking at the distances 
involved.  The following excerpt from the 
transcript points to immediate availabil-
ity issues, not properly listing the service 
involved (personal performance vs. medi-
cal direction or medical supervision), and 
insufficient documentation to support the 
services billed:

After reviewing selected numbers of 
Medicare and Medicaid claims, we found 
that anesthesiologists oversaw multiple pro-
cedures, in different buildings or on different 
floors, where they were not immediately 
available. Anesthesiologists also incorrectly 
billed Medicare and Medicaid, indicating 
that they had personally performed the 
services instead of supervising, or medically 
directing, the services. And finally, there was 
insufficient documentation to support the 
services. For example, we found cases where 
there were missing physician initials on the 
anesthesia records, or no post-operation 
records at all. 

Based upon this investigation, the OIG 
decided to include the review of anesthesia 
in the 2013 OIG Work Plan.  (The OIG’s 
2013 work plan identifies personally per-
formed anesthesia services as a target area Continued on page 10
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Anesthesia in the News, from page 9
Anesthesiology groups will need to amend 

their notice of privacy practices and their 
BA agreements, and to reevaluate who are 
their BAs.

Even before issuance of the omnibus 
final rule, OCR has been actively enforc-
ing HIPAA, in contrast with OCR’s prior 
emphasis on technical assistance to assist 
covered entities to comply.  Importantly, 
over two-thirds of the data breaches involve 
lost or stolen PHI, not deliberate efforts to 
misuse PHI.  The settlements are not just 
with large covered entities, but include small 
physician practices and nonprofit entities.  
For example, in April 2012, a five-physician 
practice agreed to pay a $100,000 fine in 
connection with a data breach.  

The common themes of the OCR enforce-
ment actions are:

• Failure of covered entity to have HIPAA 
privacy and security policies,

• Failure to conduct a risk assessment, and
• Failure to take steps to minimize risk.

The risk assessment is an assessment of 
the potential risks and vulnerabilities to the 
confidentiality, integrity, and availability of 
electronic PHI.  Additional guidance on the 
process is available at http://www.hhs.gov/
ocr/privacy/hipaa/administrative/security-
rule/rafinalguidancepdf.pdf.  

The bottom line is that HIPAA compliance 
will take time and cost money, but failure to 
comply will take even more time and cost 
far more money.

“Company Model” Developments
ASA is conducting a survey of ASA 

members regarding their experience with 
“company model” arrangements in which 
referring physicians or their practices set up a 
separate anesthesia company.  The company 
contracts with or employs anesthesiologists 
and/or nonphysician anesthetists, bills for 
the anesthesia service, and shares in the an-
esthesia revenue.  The survey also requests 
information about variations on company 
model arrangements that result in the transfer 
of anesthesia fees to referring physicians.  
The survey is open through June 30 and may 
be accessed at http://www.surveymonkey.
com/s/2013ASACompanyModelSurvey. 

News From VCU

learning environment for residents as well 
as make strides to improve patient safety.  

As July rapidly approaches, we can all 
reflect on the July that we first entered into 
the operating room as an aspiring Anesthe-
siologist.  It’s reasonable to say that our 
inexperience coupled with the fear of the 
unknown magnified our inadequacy.  

While most patients live to tell the tale, it 
would be nice to do away with the old adage 
that the hospital is the most unsafe place to 
be on July 1.  Simulation is one step toward 
creating an environment of safer, better pre-
pared and more competent young physicians. 

This July 1, VCUHS will be welcoming a 
new set of interns after a successful match.  
Our interns will be exposed to the fields of 
Internal Medicine, Otolaryngology, Emer-
gency Medicine, Burn Surgery, General 
Surgery, Cardiothoracic Surgery, Labor and 
Delivery, and Anesthesiology during their 
clinical-based year. 

This curriculum provides our residents 
with a broad exposure to the areas of medi-
cine they will be interacting with for the 
majority of their medical career.  When 
the new interns arrive at VCUHS they will 
have an orientation that introduces them to 
the simulation center through instruction of 
various high yield skills.  These skills will 
include central line placement, basic airway 

and resuscitation, and appropriate escalation 
of care.  These residents will be started on a 
curriculum that includes simulation and one 
that will thread the theme of patient safety 
throughout their training.

As much as the arrival of new interns 
signals the beginning of an academic year, 
it also signals the end of one.  This June we 
bid adieu to twelve graduating residents.  Of 
the twelve, eight will be going on to fellow-
ships in pediatric, cardiac, and critical care 
anesthesia.  The other four have secured 
positions as general anesthesiologists as 
close as Richmond, Virginia and as far away 
as California.  

Graduation was held at the Virginia Mu-
seum of Fine Arts and was both a beautiful 
and memorable event.  We will be sad to 
say goodbye to this group of dynamic, hard-
working, and enthusiastic residents and wish 
them all the best of luck as they embark on 
their careers.  

Overall, the recent and upcoming months 
signal change at Virginia Commonwealth 
University Health System. We welcome the 
changes and all the potential they hold. 

Change brings the opportunity for discov-
ery and, as we like to say at VCU, “Every 
day, a new discovery.”

By Bella Gabice, MD 
VCU Medical Center

As the academic year comes to an end, 
there are many notable events here at Vir-
ginia Commonwealth University Health 
System.  

One of the most notable and likely trans-
formational events is the opening of the new 
McGlothlin Medical Education Building.  
This building is located at the site of the 
old  A.D. Williams building, and will be the 
home of the new center for Simulation and 
Patient Safety.  

The center features 25,000 square feet of 
simulation space on two floors. Dr. Jerome 
Strauss, the dean of the medical school, 
was quoted on the VCU medical school 
website as stating that “The project, when 
completed, will influence medicine in the 
commonwealth and indeed, the entire coun-
try for the next 100 years.”  

Simulation has long been touted as the 
future of medical education and this new 
center promises to propel VCUHS to the 
forefront.  The anesthesiology residency at 
VCU has incorporated simulation into the 
curriculum for several years.  

However, as technology improves, we 
embrace the opportunity to enhance the 

VCU Opening New Simulation and Patient Safety Center
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By Paul Rein, DO
VSA Newsletter Editor

It is well known that in a fee-for-service 
private practice model an anesthesiologist 
works more hours and cancels fewer cases 
than in a revenue sharing, less capitalistic 
approach to private practice. 

For the first 25 years of my private prac-
tice life I was in a very capitalistic type of 
practice. We began as 100% fee-for-service 
and evolved into a group that was about 80% 
fee-for-service and 20% revenue sharing. 

My current position as an anesthesiologist 
is as an employed provider paid on a daily 
rate, regardless of the work produced. Both 
systems have advantages. In the fee-for-
service model, the physician tends to be less 
prone to cancel cases, perhaps sometimes do-
ing a case that should not be done; while the 
employed physician has a higher tendency 
to cancel a case for a multitude of reasons. 

In the employed model, if you survey the 
docs, each one believes they work harder 
than the next. That is inconsequential in the 
fee-for-service model.

I’d like to simply present two cases and 
let you form your own opinions about how 
the cases were handled. 

Case #1 was a 52 year-old with AIDS ( not 
simply HIV positive) who was scheduled for 
a vitrectomy. She entered the hospital about 
seven days earlier comatose. 

Gradually she woke up, and among other 
problems, she was blind in one eye and had 
a detached retina in the other. The retina 

specialist felt she needed a vitrectomy even 
though he felt she had little chance to ever 
see again. 

She had high blood pressure, diabetes and 
vegetations on her aortic valve. Cardiology 

consult was obtained and they completed 
an echocardiogram, not willing to do a TEE 
because of her medical condition. 

The patient’s brother signed the consent. 
The anesthesiologist chose to do a “light” 
general anesthetic for her vitrectomy. The 
patient did not survive the operating room. 
(No, I was not the anesthesiologist).

Case #2 was a 71 year-old man who fell 
while using his walker and fractured his 
femur. He was scheduled for a TFN. 

He had multiple medical problems, in-
cluding failed back syndrome, chronic pain 
secondary to that, severe muscle spasms 
requiring baclofen, coronary artery disease 
with a stent placed 10 years ago. He ar-
rived to the preop area in pain secondary to 
spasms, and unable to lie flat. 

The determination was made to proceed 
under general anesthesia. Forty-five minutes 
prior to the operating room being ready, the 
patient was given 1 mg of intravenous loraz-
epam to reduce anxiety and hopefully help 

relieve the patient’s complaints of muscle 
spasm. 

When the OR staff was ready to proceed, 
the patient began to complain of substernal 
chest pain described as a “heaviness”. It 
turns out that four days earlier he went to 
the ED with a similar complaint and was 
found not to have an MI. This time he was 
treated with NTG sublingual which resolved 
his chest pain in five minutes. 

An EKG was done and was normal. His 
echocardiogram from four days earlier was 
normal. What would you have done at this 
point? 

One could argue that because of an earlier 
work-up four days earlier that he was prob-
ably very anxious and simply proceed with 
the surgery. One could also argue this was 
a new day and he deserved a cardiology 
evaluation to rule out new cardiac disease. 

The latter conservative approach was 
chosen. 

The first example took place in the fee-for-
service model and the second example took 
place in the employed model. It would be 
nice to think that in our job finances are not 
a consideration, but unfortunately they are. 

For me, I always believe safety comes 
first, before the money that we might make. 
If you can, let me know your opinions about 
these examples. 

We would be happy to publish any reason-
able response in the next newsletter. Please 
send your responses to the editor at earein@
aol.com.

Different Decisions in Different Types of Practices

Anesthesia Outside the Commonwealth

Fee-for-Service Model
versus

Employed Model

By Shane Angus, AA-C, MS 
Case Western Reserve University  
School of Medicine, Washington, DC

This past April the 37th Annual Confer-
ence of the American Academy of Anesthe-
siologist Assistants took place in Orlando, 
Florida. 

The meeting had over 500 in attendance. 
The meeting is designed primarily to focus 
on continuing medical education and profes-
sional updates. It also serves as a venue for 
the work of the academy to take place. 

Importantly, the conference hosted several 
ASA leaders, namely the incoming ASA 
President Dr. Jane Fitch, the Chair of the 
Committee on Practice Management, Dr. 
Jay Mesrobian, the Chair on Communica-
tions, Dr. John Dombrowski and the Chair 
on Anesthesiologist Assistant Education 

and Practice, Dr. Howard Odom, as well as 
numerous additional ASA leaders all with the 
purpose of continued collaboration focusing 
on patient safety.

 The educational talks were broad in nature 
covering major cardiac, pediatric, pulmo-
nary, new equipment and numerous diseases 
pertinent to anesthesia. Several talks from 
national specialists included Dr. John Cap-
pacchione who discussed current Malignant 
Hyperthermia updates. Dr. Joseph Janesz 
spoke of the brain, addiction and disruptive 
behaviors. This talk was a focus of collabora-
tion between key partners of the profession 
(AAAA, ARC-AA, and the NCCAA) to 
increase awareness and understanding of 
mental health with the goal of improving 
wellness for anesthesia professionals. 

In addition, the conference had several 
special guests, Anesthesiologist Assistant 

equivalents from the United Kingdom. Mark 
Leonard, Mark Elridge, and Toni Jenkings 
gave talks on the foundation of the profes-
sion and the current state of practice in the 
United Kingdom, demonstrating that the AA 
profession continues to grow both nationally 
and internationally.

The meeting also dedicates time to 
service-oriented projects. This year there 
was a charity event to benefit the Anesthesia 
Patient Safety Foundation. In addition, the 
student component was actively involved 
in raising funds for the Lifebox Foundation 
that provides pulse oximeters and other life 
saving equipment to disadvantaged areas of 
the world.

Next year’s meeting will be held in Hilton 
Head. Look forward to seeing you there.
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2013 Election Preview
On November 5, 2013, the following 

offices will be up for re-election in the 
Commonwealth:

• Governor (four year term)
• Lieutenant Governor (four-year 

term)
• Attorney General (Four-year term)
• All 100 seats in the House of Del-

egates (two-year terms)
• A variety of local constitutional 

officers in the independent cities 
in the Commonwealth, including 
Sheriff, Commonwealth’s Attorney, 
Treasurer, and Commissioner of the 
Revenue (three-year terms)

The Republican Party selected its 
nominees for statewide office at a con-
vention on May 18.  For Governor, the 

party selected Ken Cuccinelli II, the current 
Attorney General.  For Lieutenant Governor, 
the party selected E.W. Jackson, a minister 
from Chesapeake.  For Attorney General, 
the party selected Sen. Mark D. Obenshain 
(R-Harrisonburg).  

The Democratic Party selected its nomi-
nees for statewide office in primaries on 
June 11.  For Governor, the party has already 
selected Terry McAuliffe, a businessman and 
former chairman of the Democratic National 
Committee.   For Lieutenant Governor, the 
party chose Sen. Ralph Northam (D-6th), a 
pediatric neurologist.   For Attorney General, 
the party chose Sen. Mark Herring (D-33rd). 

In the Senate, only one member is retiring: 
Senator Harry Blevins (R-14th). 

In the House of Delegates elections, 10 
members are retiring, including:  John Cos-

grove* (R-78th), John Cox (R-55th), 
Annie B. Crockett-Stark (R-6th), Sal 
Iaquinto (R-84th), Joe Johnson (D-4th), 
Don Merricks (R-16th), Bob Purkey 
(R-82nd), Lacey Putney (I-19th), Jim 
Scott (D-53rd) and Bob Tata (R-85th).   

 Of the House members running for 
re-election, 39 are facing contested 
races.  

Those facing the most fierce compe-
tition include: Roslyn Dance (D-63rd), 
Joe May (R-33rd), Tom Rust (R-86th) 
and Beverly Sherwood (R-29th). 

If you have any questions or com-
ments, please call Brian Ball at (804) 
420-6426 or Katie Payne at (804) 
420-6492.

*Please note that John Cosgrove is 
running for Harry Blevin’s Senate Seat.


