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The History of the Ohio Chapter, ACS
by Bruce Averbook, MD, FACS
First run in The Cutting Edge - News and Notes from the ACS Board of Governors

The Ohio
Chapter of
the American
College of
Surgeons has a
long and storied
history and its
members have
played critical
roles in the
College over the years. The Ohio
Chapter origins began with a charter
from the ACS to the Toledo Chapter
August 6, 1950.
The first president was Frederick P.
Osgood, a local and national leader
in surgery. Annual meetings were
held to present scientific subjects
and elect officials. Surgeons from the
rest of the state were invited to these
meetings.
On September 8, 1956, an
organizational meeting to form
The Ohio Chapter of the ACS was
held at the Deshler Hilton Hotel in
Columbus, OH. Dr. George Bates,
then the president of the Toledo
Chapter, spoke about the history
of the Toledo Chapter and pledged
support to form a new state chapter.
Charles C. Higgins of Cleveland
chaired the meeting that approved
formation of the state chapter. The
first president was Edwin Ellison who
credited Robert Zollinger in forming
the chapter. Dr. Zollinger outlined
the basic organizational structure
and purpose of the chapter with
three basic committees: Trauma,
Nutrition, and Graduate Education.
He sought to encourage young
surgeon’s participation along with
older and academic surgeons. He
wanted an outside speaker at the
annual meetings. He wanted to
rotate meetings to different sites that
included smaller towns to promote
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participation. He wanted younger
surgeons to present papers and have
coaching by senior surgeons. Dr.
Ellison trained under Dr. Zollinger
from 1944-1957, and together
described the pancreatic lesion that
produced ulcer diathesis later named
the Zollinger-Ellison syndrome.
We continue to have twice a year
face to face council meetings
and annual Chapter Scientific/
Educational meetings. The state
Trauma and Cancer meetings are
held concurrently with the annual
Chapter meeting. Resident tracts and
Women in Surgery sessions have
been a part of the annual meetings.
The meetings are rotated yearly
among the major cities in Ohio.
Ohio Chapter members hold many
significant positions in the College,
the American Board of Surgery,
and many surgical organizations.
Dr. Margaret Dunn and Dr. Mark
Malangoni are current ACS Regents,
Dr. E. Chris Ellison is past Chair
of the American Board of Surgery,
and Dr. Dan McKellar is Chair of the
National Commission on Cancer.
Dr. Richard Bahnson is Chair of the
SPAC and Dr. Richard Reiling is
involved with the ACS Foundation.
Dr. Nancy Gantt is President of
the AWS. Dr. Michael Sarap has
become a state and national leader
promoting attention to the needs of
the rural surgeon. Our past COC
state chair, Dr. Val Moysaenko (2015
Outstanding COC State Chair Award)
and previously, Dr. Daniel McKellar,
further initiated an innovative and
active COC program with a focus on
cancer center accreditation.
The Ohio Chapter has always
played a major role in advocacy
and major legislation. In previous

years issues regarding malpractice,
trauma, and medical education were
strongly addressed. More recently,
for breast cancer patients, HB 147
required specific information on
breast reconstruction be given. The
Chapter worked with the sponsor
to align it with already approved
guidelines. SB 54 required women
to be notified about imaging dense
breast tissue. We worked with the
sponsors to clarify that notification
was the responsibility of the facility
performing mammograms. HB 341
required prescribers of opiates to
run an OARRS report beforehand,
but we were able to win an
amendment to exempt prescriptions
treating post-surgical pain so as not
to delay or limit pain management.
We successfully lobbied the
Emergency Medical Services Board
to protect surgeon board seats
and increase representation of the
trauma community. Led by Steven
Steinberg, we have worked with
Governor Kasich, administrators,
legislative leaders, and stakeholders
to develop legislation to reform
Ohio’s trauma system to have
more State oversight, provide new
resources for trauma centers, and
make the network more seamless
and accountable (establish a
new State Trauma Board and
help develop regional trauma
organizations). We continue to
support efforts toward additional tort
reform, and are actively working with
legislators to address opiate and
prescription drug addiction/abuse
while preserving surgeons ability
to adequately treat patients. We
supported HB 131 to set standards
limiting tanning bed usage for
individuals under 18. We supported
SB 99 that required insurers cover
continued on page 4
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Update from the Statehouse
by Dan Hurley, Capitol Consulting Group

HB 64
State
Operating
Budget
Earlier this year
Governor Kasich
unveiled his new
two-year state
operating budget proposal. The
proposal included continued funding
for Medicaid Expansion, however
it also proposed reducing eligibility
for pregnant women and breast
and cervical cancer patients within
the Medicaid program. The budget
included a modest bump in Medicaid
physician rates for primary care
services paid for by cuts to Graduate
Medical Education (GME) and the
elimination of crossover payments
for dual eligibles. The phase out
of Medicaid crossover payments
would result in a 20% reduction
in reimbursement for physicians
participating in MyCareOhio, the
state’s program for dual eligibles.
The House made several changes
to the Governor’s budget prior to
passage in April. Most notably,
the House kept funding in place
for Medicaid Expansion, but did
not address concerns raised by
healthcare advocates over cuts to
other Medicaid eligibility groups
or the elimination of crossover
payments. Further, the House added
language creating a statewide all
payer claims database and a new
hospital report card. Finally, the
House adopted a provision dubbed
Healthy Ohio, which is similar to a
program in Indiana that increases
personal responsibility requirements
for Medicaid enrollees, including
the creation of HSA’s for some
recipients. Many of these changes
were necessary to garner enough
votes to pass the budget without
stripping Medicaid Expansion out;
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that remains a contentious issue
within the General Assembly. The
Senate removed a number of
House-added provisions around
transparency and personal
responsibility, and also restored
coverage for pregnant women and
breast and cervical cancer patients.
This set up a contentious conference
committee where the House and
Senate worked to resolve a number
of differences to the Medicaid and
healthcare portions of the budget,
along with many other areas of
disagreement.
The final version of HB 64, which
passed both chambers on June
26 and was signed by Governor
Kasich on June 30, includes funding
for Medicaid Expansion as well
as pregnant women and breast
and cervical cancer patients. The
Department of Medicaid will be
required to seek a waiver from
CMS that would create a new
‘HealthyOhio’ program which
would create HSA’s for adults in
Medicaid and require premiums
and contributions to be paid by
certain enrollees. At this point, the
Department of Medicaid plans to
phase out crossover payments for
dual eligibles, but will forego any cuts
to GME. And on price transparency,
the Office of Health Transformation
will be required to study the feasibility
of mandating that hospitals and other
providers disclose out of pocket
costs and other charges to patients
prior to services being performed;
hospitals could be required to
disclose this information as early as
January 1, 2017.
Many of these changes require
further analysis on our end and,
in the case of Medicaid changes,
approval by CMS. We will continue to
review the budget and provide further
details as they become available.

History of the Ohio Chapter, ACScontinued from page 3

oral chemotherapy drugs in parity
with traditional chemotherapy. The
Ohio Chapter has also initiated a
new Committee on Disabilities to
educate surgeons and improve
outcomes for the disabled and
elderly patients. In addition, we are
working to unite the Ohio Chapter
with state surgical subspecialty
organizations to improve and solidify
surgical advocacy efforts. In addition,
we have added representation for
the surgical VA medical services on
our council to better address needs
for those military who served our
country.
Here is a small list of some notable
members and officers of the Ohio
Chapter:
•
•
•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

George Crile, MD, FACS
Richard Zollinger, MD, FACS
Mary Martin, MD, FACS
(1st female president 1972)
Larry Carey, MD, FACS
William A. Altemeier, MD, FACS
(a founding member of the
Ohio chapter in 1978 became
Pres-elect for the ACS & then
president/was chair at the
University of Cincinnati College
of Medicine
Harvey Tucker, MD, FACS
(started ENT Dept at CCF)
Richard Fratianne, MD, FACS
William A. Flynn, MD, FACS
Robert Zollinger, Jr., MD, FACS
John Peter Minton, MD, FACS
Richard Reiling, MD, FACS
Jerry Shuck, MD, FACS
Josef Fischer, MD, FACS
Jeffrey Ponsky, MD, FACS
E. Christopher Ellison, MD, FACS
Gerald Zelenock, MD, FACS
Mark A. Malangoni, MD, FACS
Christopher McHenry, MD, FACS
Daniel P. McKellar, MD, FACS
Margaret M. Dunn, MD, FACS
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Low-Grade Infiltrating Astrocytoma in Brainstem Presenting as
Chronic Migraine
by Devon LeFever, Pouya Entezami, MD, and Daniel Gaudin, MD, PhD, FACS
University of Toledo Medical Center
Devon LeFever
graduated with
a Bachelors
of Science in
Biology from
Pace University
in New York, NY.
He is a current
rising fourth year medical student
at The University of Toledo College
of Medicine with plans to pursue a
career in Neurological Surgery.
Pouya Entezami,
MD earned his MD
from the University
of Toledo College
of Medicine,
Toledo, Ohio in
May of 2015. He
is beginning his
residency in Neurosurgery at Albany
Medical Center, Albany, NY in the fall
of 2015.
Daniel Gaudin,
MD, PhD, FACS
is a Neurological
Surgeon
and an Assistant
Professor at The
University of
Toledo Medical
Center in Toledo, Ohio. Dr. Gaudin
obtained a Master’s Degree in
Pharmacology from Sherbrooke
University of Sherbrooke Quebec
Canada, and his medical degree
from Montreal University of Montreal
Quebec, Canada. He completed
his neurosurgery residency at
Montreal University and a fellowship
in functional neurosurgery at
Montpellier University of Montpellier
France. In addition, Dr. Gaudin
obtained a PhD in Neurobiology from
Laval University of Quebec, Canada.
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INTRODUCTION
The use of diagnostic imaging in the
setting of headache has been a topic
of debate for many years. It is often
suggested that imaging be reserved
for select patients with severe,
sudden, or changing headaches,1,2
as the pre-test probability of
intracranial pathology identifiable
by neuroimaging is low for a person
with chronic headaches and a normal
neurological exam.1 Certain “red
flag” symptoms may indicate the
need for further work-up, including
atypical headaches of recent onset,
vomiting, neurological symptoms or
deficit, or change in the character of
the patient’s headaches.3,4 Though
the risk for obtaining excessive
imaging in this patient population is
high, this case report emphasizes the
need for investigating any headache
with concerning symptoms using
neuroimaging.
CASE REPORT
We present the case of a 25-yearold male with a two-year history
of migraine headaches who
presented to an outside hospital
with lightheadedness, two-week
history of progressive left-sided
weakness, and global headache.
In addition, he complained of daily
morning headaches which became
worse when coughing. Neurological
evaluation demonstrated 4/5 upper
and lower extremity weakness on the
left.
Though he had been seen previously
for his headaches, imaging had
not been obtained prior to this
presentation. We obtained magnetic
resonance imaging (MRI) of the
head and neck, which revealed
an infiltrating brainstem mass
extending through the right superior

cerebellar peduncle with an anterior
exophytic component engulfing
the basilar artery (Figure 1). The
mass extended into the prepontine
cistern, surrounding cranial nerves IV
through VIII bilaterally, as well as III
and XII on the right. Mass effect on
the cerebellum and fourth ventricle
were noted. Magnetic resonance
tomography (MRT) indicated the
presence of a lesion with findings
suggestive of glioma, lymphoma, or
astrocytoma.
A cerebellar biopsy was performed
using a posterior fossa approach
with stealth guidance. Histopathology
revealed features consistent with
low-grade astrocytoma. Radiationoncology and hematology-oncology
were consulted and the patient
received five doses of radiotherapy
followed by chemotherapy.
Ultimately, the decision was
made not to surgically excise the
lesion despite the neurological
symptomatology and size due to its
infiltrating presentation and difficult
location.
DISCUSSION
A 2005 evidence-based investigation
by the US Headache Association
concluded that neuroimaging
should be avoided if an individual
who suffers from headaches is not
significantly more likely to suffer from
a pathological abnormality, or if the
findings will not alter management.5,6
Several guidelines suggest that
migraine headaches are not
correlated with increased risk of
intracranial pathology.2 In this case,
however, a premature diagnosis
of migraine may have precluded
continued on page 6
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diagnostic imaging, thus delaying
time to treatment. Although brain
tumors account for less than 0.1%
lifetime prevalence of headache, it
is important to not exclude such a
possibility in the presence of “red
flag” symptoms – in this patient, daily
morning headaches worsened with
coughing – and to obtain diagnostic
imaging if the clinical picture warrants
it.7 In addition, headaches caused
by a tumor may be very similar in
character to a primary headache,5
and it falls upon the clinician to
determine if further work-up is
necessary based on the clinical
picture.

3. Forsyth PA, Posner JB.

Headaches in patients with brain
tumors: a study of 111 patients.
Neurology. Sep 1993;43(9):16781683.

4. Kahn K, Finkel A. It IS a tumor

-- current review of headache and
brain tumor. Curr Pain Headache
Rep. Jun 2014;18(6):421.

5. Guidelines AAoNP. Evidence

6. Neff M. Evidence-Based

Guidelines for Neuroimaging
in Patients with Nonacute
Headache. American Family
Physician. 2005;71(6):12191222.

7. Rasmussen BK. Epidemiology

of headache. Cephalalgia : an
international journal of headache.
Feb 1995;15(1):45-68.

Based Guidelines in the Primary
Care Setting: Neuroimaging
in Patients with Nonacute
Headache. http://tools.aan.com/
professionals/practice/pdfs/
gl0088.pdf. 2005.

CONCLUSION
This case emphasizes that
obtaining baseline imaging to
evaluate a patient with headaches
and additional concerning
symptomatology may decrease
time to treatment of an intracranial
tumor. However, physicians must
also be cautious to not order
extraneous studies, as there is
no evidence of increased risk of
intracranial pathology in patients with
headaches.
REFERENCES
1. Health Quality O. Neuroimaging
for the evaluation of chronic
headaches: an evidencebased analysis. Ontario health
technology assessment series.
2010;10(26):1-57.

2. Frishberg BM. The utility of

neuroimaging in the evaluation
of headache in patients with
normal neurologic examinations.
Neurology. Jul 1994;44(7):11911197.
Figure 1 – T1-weighted MRI showing an infiltrating brainstem mass extending through the right superior
cerebellar peduncle. In addition, there is an anterior exophytic component to the mass which is engulfing
the basilar artery.
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Surgical Illustration: Not Just a Pretty Picture
by JIkumi Kayama, MA
Ikumi Kayama, MA is the founder and principal illustrator of Studio
Kayama Medical & Scientific Illustration Services. She helps surgeons
and researchers by creating custom illustrations that highlight their
innovations and achievements. Visit studiokayama.com to see more of
Ikumi’s works.

As any physician or researcher might
recall from medical school, accurate
medical illustrations are essential
learning tools. Many are familiar with
medical and surgical illustrations
found in textbooks, but the creation
process and the artists behind the
work are little known. The training
a surgical illustrator receives and
the art creation process might be
surprising (Fig. 1A-B).
Most professional medical illustrators
have a master’s degree in medical
illustration from one of the few
accredited programs in North
America. What follows is a glimpse
of my experiences at Johns Hopkins
University School of Medicine where
I received my training as a medical
illustrator.
The Art as Applied to Medicine
Department at Johns Hopkins
University is the oldest of its kind
in the world. The department was
founded by Max Brödel, a German
medical illustrator who worked
very closely with many doctors
at Hopkins including Dr. Howard
Kelly, Dr. Harvey Cushing, and
Dr. William Halsted. Because
Brödel’s illustrations were such
useful resources for learning, he
was later invited to start a medical
art department to train medical
illustrators.
Each year, 40-60 applicants apply
to the program where five to seven
students are accepted. During the
studies, not only do students take
illustration technique courses, but
they also enroll in multiple medical
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courses alongside medical students
and graduate students. The twoyear program is a true combination
of science and art.
During the human anatomy course,
the medical illustration students
dissect cadavers alongside medical
students, and also sketch from their
own dissections. The dissection lab
was a wonderful opportunity to get
up-close to the cadavers and draw
from life. I remember struggling
to keep stains and grease off my
sketchbook and drawing while
wearing latex gloves. Somehow

Autopsy Tissue Study

I managed to keep everything
mostly dry. While sketching, some
classmates would peek over our
shoulders to see how we would filter
the information, so we only sketched
important anatomical features by
excluding fascia, fat, and other
structures obstructing the view (Fig.
2A-C).
In illustration courses, the students
learn and study the illustration
techniques to create detailed,
accurate, and clear illustrations of
various subject matters ranging
from gross anatomy to molecular
structures. In addition to illustrating

realistically, the students also
learned how to create an educational
illustration where the information
presented is clear and memorable.
The main goal for a medical
illustrator is to create useful
illustrations that add a layer of
human touch where modern
scanning techniques and
photographs alone cannot show.
Some illustration techniques include
see-through layers, cutaways, and
creative angles to see all necessary
structures using the minimal amount
of illustrations and text (Fig. 3A-B).
In the second year, the students
spend months training in surgical
illustration. Before going into the
OR, the students read literature.
Then the students attend as
many surgeries as possible and
sketch the procedures using their
sketchbook and pencil. The students
are to create a series of quick
sketches to capture the surgical
steps, instrumentation, technique,
and how different tissues react to
manipulations during the procedure.
I remember being nervous and
making sure to stay out of everyone’s
way as I stood on a stepstool behind
the attending surgeon to observe
the techniques. A few things to note
are the approaches, which tissue
layers are isolated and divided, what
anatomical landmarks to look for, and
suture techniques and directions.
I also took note of the names of
surgical instruments and their sizes.
The OR teams were always gracious
and helpful (Fig. 4).
After the OR sketches are
completed, more refined sketches
were created based on the quick
sketches in the OR and research.
A medical illustration professor
would guide the students through the
continued on page 8
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steps. The students also scheduled a
short appointment with the attending
surgeon to review the illustrations for
anatomical and technical accuracy.
The sketches are further improved
by incorporating the corrections
and updates to prepare the final
illustration.
The final illustrations were colored
using various mediums including
classic graphite (pencil), pen
& ink, watercolor, and digital
painting mediums such as Adobe®
Photoshop®. Many medical
illustration students have an art
degree, so they have a good
understanding of how to show
the anatomical structures and
instrumentations realistically (Fig.
5A-E).
As a professional illustrator, my
approach has mostly remained the
same. Usually a surgeon has a
working draft of a manuscript or a
figure legend when we start working
together. Because I work with
surgeons from all over the world, I
cannot attend most procedures in
person. However, using OR photos
and videos as a starting point
and reference, I can then use my
experiences to recreate the surgical
procedures as surgical illustrations.
The process of creating an illustration
is much like writing. Illustrations start
as a rough sketch and are refined
by several rounds of revisions and
corrections by the surgeons. The
labels are added as a final touch,
and the finished surgical illustration
can be submitted for journal articles,
textbook chapters, presentations, etc.
For references, I have a large
personal library full of medical
books, anatomy atlases and surgical
textbooks. In addition, there are
wonderful collections of references
and interactive atlases online. Using
the various resources as reference,
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I create custom illustrations that
match the text and describe new
and innovative surgical techniques
described.
Many believe that the art of medical
and surgical illustration might be a
shrinking field due to development of
better visualization tools. However,
as Dr. Cullen once said, “The
greatest value will be in elucidating
medical problems…which are, at
times difficult to explain in words…
as you know one good illustration
is often ten pages of text.” As long
as there are surgical innovations,
there will always be a need to create
accurate and clear illustrations to
share and teach the techniques.
With the progress of medicine,
the field of medical illustration will
continue to co-evolve to create
helpful visual learning tools.

fig 2A

fig 2B

fig 1A.

fig 2C

continued on page 9

fig 1B.
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FIGURE LEGEND:
Fig 1: Typical surgical illustrations that are found in
textbooks and journal articles describing surgical
techniques and innovations.
Fig 1A: Submuscular Ulnar Nerve Transposition
describing the principal steps for the submuscular
ulnar nerve transposition procedure.
Instrumentation, relevant anatomy and
landmarks, and techniques are described.
Fig 1B: Septoplasty Procedure: Left
Hemitransfixion describing the technique used
to correct a deviated septum to the right for ENT
surgeons and residents. Instrumentation, relative
anatomy, and techniques are included.
Fig 2: Anatomy illustrations from cadavers in the
anatomy lab.

fig 5B
fig 3A

Fig 2A: Inferior view of the brain highlighting the
arterial supply of the brain and the cranial nerves.
Fig 2B: Pancreas-Duodenum Relationship
highlighting the pancreatic duct, hepatic duct, cystic
duct, and the arterial supply of the region.
Fig 2C: Muscles of the face/neck and arterial
supply highlighting the superficial muscles of the
face and neck.
Fig 3. Examples of illustrations that cannot be
photographed.
Fig 3A: Scleral buckle procedure: This surgical
illustration combines the surgical view and the
conceptual view of the muscles and the placement
of the buckle.

fig 5C
fig 3B

Fig 3B: Three Types of Stroke: This illustration
conceptualizes and compares different types of
stroke.
Fig. 4: OR sketches of Right Partial Hepatectomy:
Armed with a sketchbook and pencils, medical
illustrators sketch the surgical procedures standing
right behind the surgeons.
Fig. 5: Right Partial Hepatectomy Surgical
Illustration creation steps.
Fig 5A: After the OR sketches are completed,
series of sketches are created in the studio using
various references and literature to develop an
original illustration.

fig 4

fig 5D

Fig 5B: Sketches are further developed by getting
comments from the surgeons for corrections for
anatomical and technical accuracy.
Fig 5C: Clean sketch is created for final review
before adding color.
Fig 5D: surgical illustration is rendered in a chosen
medium, transparent watercolor.
Fig 5E: Labels are added and submitted for
publication.

fig 5A
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fig 5E
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“Ireland: Art on a World Stage, 1690–1840” at Chicago’s
Art Institute
Submitted by Michael Sarap, MD, FACS
First run in The Cutting Edge - News and Notes from the ACS Board of Governors

Prominently displayed in the
entrance to this exhibit is the gift to
the College of the extinct Irish elk
head that normally resides in the
ACS lobby on the 26th floor. The
College has loaned the sizable fossil
to be displayed throughout the length
of the exhibit, which will run from its
opening on St. Patrick’s Day (March
17) through June 7, 2015. It’s an
impressive display, and of course the
Art Institute is a jewel of Chicago’s
Cultural Community.
Following is an excerpt from
Christopher Monkhouse, Exhibit
Curator’s preface for the Exhibition
Catalog.

As the exhibition has been conceived
with a Chicago audience in mind,
one of the curator’s goals has been to
identify potential loans from public
and private collections within the
orbit Windy City. The Art Institute
of Chicago’s own important Irish
holdings served as an impetus for
the exhibition; objects have been
drawn not only from the department
organizing the exhibition – European
Decorative Arts – but also from
the departments of Medieval to
Modern Painting and Sculpture,
Prints and Drawings, and Textiles,
as well as the Ryerson and Burnham
Libraries. Slightly further afield, the
Snite Museum of Art at Notre Dame
University in nearby South Bend,
Indiana, not to mention Loyola
University Museum of Art, the
Newberry Library, and the American
College of Surgeons (ACS), all in
Chicago, have lent important objects
emanating from the Emerald Isle.
While the latter – the American
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Photo of the Irish Elk at Chicago’s Art Institute.

College of Surgeons – may at first
seem surprising, their loan has in fact
become the natural starting point for
introducing the exhibition.
Dominating the entrance to the
exhibition are the skull and antlers
of an extinct deer popularly known
as a Giant Irish Elk (Megaloceros
giganteus). The set, on loan from the
ACS, serves as a symbolic welcome
to visitors, evoking the eighteenthcentury Irish tradition of mounting
elk antlers in the entrance hall of a
country house to suggest a family’s
long-held connection to the land.

The antlers also have the distinction
of being the oldest object in the
exhibition. Spanning 10 feet, they
likely date to the close of the last ice
age, about 11,000 years ago. Irish elk
roamed much of Europe, Siberia,
China, and northern Africa, but the
vast majority of their skeletal remains
have been found in Ireland buried in
beds of marl, which preserved them.
Subsequent layers of sediment above
them became peat bogs, and estate
workers harvesting the peat for
heating fuel frequently discovered the
continued on page 11

Summer 2015

PULSE

continued from page 10

remains of giant elk buried below. In
the nineteenth century their bones
and antlers were excavated for their
value as scientific specimens and
antiquarian relics, though the first
known example of a giant Irish elk
skull and antlers crossing the Irish
Sea to England occurred during the
reign of Charles II (1660-85). In fact
they were for the monarch himself,
who “valued them so highly for their
prodigious largeness” that he installed
them in the horn gallery of Hampton
Court where they “so vastly exceed”
all others in size “that the rest appears
to lose much of their curiosity.”
The elk skull and antlers in the
exhibition highlight the deep and
vital connection between Chicago
and Ireland. Shortly after the ACS
established their headquarters in
Chicago in 1913, they developed

a particularly warm friendship
with their equivalent organization
in Dublin, the Royal College of
Surgeons in Ireland (RCSI). On
the strength of those ties, and with
the knowledge that the college in
Chicago already had “a large number
of very interesting heads of big game
of the North American continent”
on display at their headquarters, the
RCSI presented the ACS with the set
in 1921. The skull and antlers were
discovered about nine miles southeast
of Dublin in Ballybetagh Bog, most
likely by W. Williams, a natural
history preparator who earned a
living from the sale of archaeological
specimens. As the RCSI had
purchased a skull and antlers as early
as 1836 for their own museum in
Dublin, having spent the then not
inconsiderable sum of £50 on their
acquisition, this gift to the ACS truly

expressed the deep bond existing
between the two organizations.
Through the ebb and flow of objects,
artists, and collectors across the Irish
Sea, Ireland became an international
crossroad for art and design during
the period 1690-1840. The subsequent
migration of objects across the
Atlantic Ocean—such as the elk
antlers included here—has enabled
the exhibition’s curators to find
potential loans throughout the United
States and Canada—from Honolulu,
Hawaii to Boston, Massachusetts, and
from Ottawa, Canada to San Antonio,
Texas. The resulting 300 objects in
the exhibition, through the history of
their production and ever-changing
ownership, truly place Ireland on a
world stage.

The photo above shows our very own ACS newsletter editor, Dr. Sarap, with a re-creation of an Irish Elk done by Ken Walker that won first place at the 2005
World Taxidermy Championship as Best in the World. It is anatomically totally correct in every dimension, and the colors are those depicted in a cave drawing in
France. This particular elk is located in Cambridge, OH.
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Symptomatic Intradural Spinal Cyst In An 84-Year-Old
by Daniel Gaudin, MD, PhD, FACS, Pouya Entezami, MD
University of Toledo Medical Center
The following is a case of an
84-year-old male who presented
with headaches, neck pain, and
torticollis for one year. His extensive
medical history – including glaucoma
and polyneuropathy – made for a
complicated clinical picture. MRI
revealed a right-sided mass at C1
resulting in compression of the
medulla, initially considered to be a
meningioma (Figure 1).
A posterior approach suboccipital
craniotomy with C1 laminectomy
and C2 hemilaminectomy provided
adequate exposure to approach
the mass. After opening the dura,
dissection revealed a bulging at C1
and C2 near the brainstem (Figure
2). Microdissection exposed a cystic
bulge draining a green gelatinous
substance; samples were taken and
the cyst was extensively drained
(Figure 3). We partially removed the
cyst walls and decompressed the
brainstem.
Gross examinations reveal fragments
of unremarkable mucoid material.
Cultures showed no growth.
Histologic study of the intracystic
substance determined it was
predominantly acellular, with rare
squamous cells and macrophages,
but no neoplastic changes.
Presumptive diagnosis of a mucoid
cyst was made.
At initial follow-up, the patient’s
symptoms had improved overall.
He reported no further headaches,
neck pain, or torticollis. He remained
symptom-free at twelve month followup.
Intradural cysts of cervical spine
are rare entities, with only a handful
reported in the literature.1-4 Subaxial
cysts are often categorized as
endodermal,3 neuroenteric,1,4 or
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synovial,2 though malignancy
remains a differential. Patients often
present with headaches, neck pain,
and/or motor dysfunction. MRI is
the best available imaging option
preoperatively, though not always
diagnostic.
This patient is the oldest reported
with a subaxial cyst but nevertheless
improved dramatically with
operative management, supporting
the practice of complete surgical
excision for cysts in the suboccipital
location. In addition, this case
demonstrates the necessity of
approaching compressive neural
lesions aggressively regardless of
patient age due to the possibility for
significant symptomatic relief. We
would like to emphasize the need for
acquiring appropriate pre-operative
medical clearance in this population,
especially when there is a risk for
compression, in order to ensure
patient safety during the procedure.
FIGURE LEGEND

Figure 1a

Figure 1b

FIGURE 1 – T1W axial (a) and sagittal (b) MRI
demonstrating a subaxial right-sided mass with
medullary compression.
FIGURE 2 – Bulging near C1-C2 exposed after
opening of the dura.
FIGURE 3 – Green gelatinous substance being
drained from the cyst.
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Rural Surgery Interest Group Pens New Textbook
Submitted by Michael Sarap, MD, FACS
First run in The Cutting Edge - News and Notes from the ACS Board of Governors

A brand new surgical text titled
Advanced Surgical Techniques
for Rural Surgeons has just been
released. Drs. Amy Halverson and
David Borgstrom, two academic
surgeons with longstanding interest
in training and educating surgeons
for rural practice, organized the
production of the text. This unique
reference fulfills the unmet need of
a textbook that addresses the scope
of practice for surgeons practicing
in rural regions. The text provides
up-to-date content covering a wide
breadth of topics relevant to surgical
care in rural areas, with a focus on
the surgical diseases that are often
treated by surgical subspecialists in
the urban setting. Written by experts
in each subspecialty, the text focuses
on procedural aspects of surgical
patient care.

Drs. Tyler Hughes and Philip
Caropreso, members of the
ACS Advisory Council on Rural
Surgery, introduce the text in the
forward. Practicing rural surgeons
contributed many of the chapters
as well as surgeons from academic
centers. Topics include endoscopic
control of UGI bleeding, colon
polyp resection, laparoscopic bile
duct exploration, cholecystectomy
techniques, hernia repair techniques,
skin cancer, wound care, breast
ultrasound and surgical techniques,
endocrine surgery, venous access,
pacemakers, trauma care, c-section
and gynecologic surgery, urology,
and pediatric procedures.

Supported with ample illustrations
and images, Advanced Surgical
Techniques for Rural Surgeons is
a valuable resource for surgeons
currently in practice or preparing
to practice in rural or international/
mission practices, as well as
surgical technicians, surgical
nurse practitioners, and physician
assistants.
The text is available through Springer
and can be accessed at www.
springer.com/us/

Halverson and Borgstrom solicited
chapters from academics, many
involved in programs with an interest
in training rural surgeons and from
rural surgeons with vast experiences
in the selected topics. The first
section discusses practice issues
unique to rural surgery and provides
an overview of applying principles
of quality improvement to surgical
practice. Subsequent chapters cover
specific surgical procedures. Each
chapter includes a brief discussion
of indications and contraindications
for surgery. The surgical technique is
described with attention to important
anatomic details. Key portions of the
procedure are highlighted including
the potential complications and how
to avoid them. Procedure specific
perioperative care is also discussed.
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May 2015 Council Meeting Committee Reports

The following are excerpts from some of the written committee reports provided at the May 2015 Ohio Chapter Council meeting.
Read on to find out what some of the volunteer committees have been up to and are currently working on. If you are interested in
serving on a committee of the Ohio Chapter, contact the Executive Office at (877) 677-3227 or ocacs@ohiofacs.org and we will put
you in touch with the committee chair.

RURAL AND COMMUNITY
SURGEONS
Michael D. Sarap, MD, FACS, Chair
Rural Surgery in America continues
to garner national attention. The ACS
Advisory Council on Rural Surgery
(ACRS) has been very busy with
multiple projects and initiatives.
The ACRS has put together a white
paper describing what resources
should be available to surgeons
working in small hospitals. Similar to
the COT Trauma Resources Checklist,
it lists those resources required in
any small hospital where surgery
is being done to ensure that quality
surgical care is being provided. This
document is being presented to
the College leadership in the near
future. The list could be used by a
newly trained resident considering
relocation to a small hospital to gauge
whether a surgical practice would
be able to provide safe quality care.
The document could also be used by
a surgeon in a small community to
lobby their administration for new and
necessary resources to improve local
care. It could also be utilized to verify
or accredit small hospitals much like
the COC or COT process.
Members of the ACRS were asked
by a publisher to put together a
textbook of procedures that are vital
to a rural practice. Rural surgeons and
academics involved in training rural
surgeons across the country were
asked to submit chapters on specific
topics. The text has been published
under the title “Advanced Surgical
Techniques for Rural Surgeons” and
has had great reviews. It would be an
excellent gift for any resident or newly
trained surgeon considering rural or
international surgery.
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Amy Halverson, a member of the
ACRS, has developed a mobile Rural
Skills Course that is an offshoot of
the skills course for Rural Surgeons
that has been offered at the last three
Clinical Congress sessions. This
course however will be conducted in
rural areas of the country with the help
of mobile teaching units and the first
session is being offered to surgeons in
rural North and South Dakota in May.
The ACRS has also been granted
space for a Rural Column in the ACS
Surgery News each month. Three
columns have already been published.

ACS GOVERNOR’S REPORT
Michael D. Sarap, MD, FACS
The reorganization of the structure of
the American College of Surgeons led
by Dr. Napolitano has reinvigorated the
College and the body of Governors.
The new Pillar system assigns each
Governor to a specific Pillar and a
specific workgroup within the Pillar.
This new structure allows each
Governor to be directly involved in
governing the College. Perhaps even
more importantly, the change allows
each Governor to be a mere email or
phone call away from contact with a
Pillar Chair and therefore, the highest
leadership positions in the College. I
believe that this completely changes
how each surgeon interacts with the
College and empowers each Fellow to
make a difference in the organization.
On two recent occasions I have been
able to pass along concerns from ACS
Fellows to the uppermost levels of
College leadership in a matter of 48
hours.

already delivered 5 editions of the
Newsletter with new and improved
columns of interest to and about the
Governors. I urge any Ohio Fellow
with an interesting or unusual story to
pass it along for potential inclusion in
the newsletter. We have started a new
column called Chapter Spotlight and
the Ohio Chapter was the topic of the
inaugural column.
As Governor, I have attended all the
specified meetings at the Congress
and the Leadership Summits and my
first ever Governors Ball. I found it
to be a truly enjoyable and collegial
experience. As Ohio Governors, we
are always available to any Fellow in
Ohio having concerns, suggestions, or
questions about the College.

NORTHWEST OHIO DISTRICT
Eric J. Ferguson, MD, PhD, FACS
Surgical Education Update:

•
•

Leadership changes
Education of residents

Technology Updates:

•

Credentialing: CAPS (computer
assisted personalized sedation)

•

Robotic privileges—does volume
matter?

Physician engagement and
alignment:

•

Value of co-management
companies?

Trauma Care Updates:
Implementation of Orange Book
requirements

•

I was assigned to the Communication
Pillar and specifically as Chair of the
ACS Governors Newsletter Workgroup.
As Chair, I find myself as Editor of
the Newsletter. The workgroup has

continued on page 15
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continued from page 14

NORTHEASTERN OHIO DISTRICT
Ronald A. Rhodes, MD, FACS
In early April 2015, River Valley Health
Partners, parent company to East
Liverpool City Hospital, and Mercy
Health announced the end of merger
talks and both parties have agreed to
withdraw the letter of intent signed in
2014.
Mercy Health Youngstown, formerly
Humility of Mary Health Partners, is
among 75 cancer centers in the country
to receive the 2014 Outstanding
Cancer Achievement Award from the
Commission on Cancer of the American
College of Surgeons. There were 7
centers in Ohio that received the award.
This was announced in March 2015.
Mercy
Health
Youngstown
and
Youngstown State University continue
in discussions to explore the possibility
of forming a Medical Education
Collaborative. This would include a
medical education building housing
patient care as well as didactic and
simulation facilities. The goal is to
unite all disciplines of medical training,
physicians, nurses, and allied health
professionals, in one state of the art
setting.
In regards to NEOMED admissions, the
target enrollment number for this year’s
incoming class is approximately 160
students, up from around 135. NEOMED
continues to form new relationships
with various undergraduate facilities
as pipelines to qualified students. The
NEOMED-Cleveland State University
Partnership for Urban Health is showing
increasing student enrollment. The
focus of the program is urban primary
care. In addition, the NEOMED—
Hiram College Bacc./MD Program has
enrolled its first students starting next
academic year. NEOMED continues in
discussions with other undergraduate
institutions as well.
The NEOMED Education and Wellness
Center is fully open and functioning.
It has the ability to host conferences
and social events, houses the fitness
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and wellness center, and contains the
Bio-Med Science Academy. The BioMed Science Academy is a STEM plus
Medicine public high school.

2015
• “Rural Cancer Care”, Op-Ed article,
ACS Surgery News. Jan 2015
•

Speaker, Am Ca Society National
Leadership Summit, Atlanta (Jan)

COMMISSION ON CANCER
Michael D. Sarap, MD, FACS

•

Working with small rural hospital
(Coshocton) to develop local
cancer screening programs and to
become COC Affiliated

•

Survey sent to all Ohio CLPs, all
Ohio CTRs and all COC State
Chairs regarding “Best Practices
for CLP-CTR Relationships”

•

Speaker, Ohio Cancer Registrars
Annual Meeting (Sept) (Best
Practices for CLP-CTR
Relationships)

•

Participated in planning for May
2015 Annual CLP Meeting in
Dayton

•

Local TV and radio presentations
on Cancer Prevention and
Screening (March)

•

Speaker, Ohio County Homes
Association State Meeting (March)
(Surgical Palliative Care)

•

Discussion held with Diana Fox,
Regional Am Ca Soc Director,
regarding mutual ACS- COC
activities in Ohio.

•

Networked with East-Central
Division Am Ca Society staff at Nat
ACS Leadership Summit in Atlanta.

•

Attended Genesis Health System
(Zanesville) new Cancer Center
open house (Jan)

•

Completed COC Survey of 2014
COC State Chair activities (Feb)

•

Speaker, West Virginia Colorectal
Cancer Roundtable (Community
Colon Cancer Screening) (March)

•

Presentation to Cancer Registrars
Association of Central Ohio (May)
(The use of local cancer registry
and state data to guide local efforts
to decrease colon cancer rates)

•

Speaker, Mississippi Colon Cancer
Screening State Summit, date TBA

•

Speaker, Georgia Colon Cancer
Screening State Summit, date TBA

I was appointed as COC Cancer
Liaison Physician Program Ohio CoChair in 2014 as replacement for Dr
Patrick Ross. Dr. Moysaenko stepped
down as the long-term Chair in Ohio at
the end of 2014 and we look forward
to working with Dr. James Ouellette
from Dayton as Co-Chair for Ohio. The
entire community of surgeons in Ohio
is deeply indebted to Dr. Moysaenko
for his many years of dedication to
improving the treatment of cancer
patients and his involvement in the
the COC Accreditation process. I have
listed some background information
and the cancer related activities I have
been involved in since appointment.
Cancer Liaison Physician 25 years
Chair, Cancer Committee and Breast/
Colon Program Teams
Local Hospice Board member and
Assistant Medical Director for >20 years
Chair, Local Cancer Coalition
Multiple local and regional free public
screening events (skin, colon and
breast cancer)
Numerous local, state and national
presentations on Cancer Prevention,
Screening, Treatment and Rural Cancer
Care
2014
• Introductory letter sent to all
Ohio CLPs at the time of my
appointment
•

Speaker, COC Meeting, Chicago

•

Speaker, National Colorectal
Cancer Roundtable, Bethesda

•

Attended ACS Clinical Congress
and COC Liaison Physician Annual
Meeting

•

Orientation Education and
Transition Meetings with outgoing
Chair Dr. Moysaenko
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The ACS Leadership & Advocacy Summit 2015
Bruce J. Averbook, MD, FACS
Immediate Past President, OHACS
Professor of Surgery,
Oncology, and
Dermatology
MetroHealth Medical
Center

Nancy L. Gantt, MD, FACS
President, OHACS
President,
Association of
Women Surgeons.
Professor of Surgery,
Surgical Curriculum
Director, Northeast
Ohio Medical
University
Co-Medical Director,
Joanie Abdu
Comprehensive
Breast Care Center
The American College of Surgeons
hosted the fourth annual Leadership
& Advocacy Summit, March 29 to
April 1, in Washington, D.C. at the
JW Marriott hotel. The Summit is a
dual meeting that offers volunteer
surgical leaders comprehensive
educational sessions focused on the
tools needed for effective leadership,
followed by interactive advocacy
training, and coordinated visits with
congressional offices. Attendance is
open to all members of the ACS-all
are welcome!
Leadership Summit attendees
convened by geographic location
in lunchtime breakout sessions to
network and facilitate identification
of areas for unified and innovative
efforts. Attendees at our Ohio
Chapter session included 18
surgeons representing rural
and urban communities as well
as academic institutions. The
enthusiasm of the group was
bolstered by the active participation
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outcome projects, practice
management, negotiation skills,
mock orals). Solidify network
of RAS representatives from
each of the 14 Ohio surgical
residencies. Continue to sponsor
residents to attend annual state
meeting and ACS Leadership/
Advocacy Summit. Encourage
resident interest in rural surgery
practice in Ohio. Locally, make
presentations to each residency
about the value of ACS/OHACS
membership.

of surgical residents from programs
throughout the state.
The Ohio surgeons first identified
areas of Chapter success in 20142015:

•

Advocacy at the state level,
with significant positive input
affecting legislation affecting
opioid prescription and breast
reconstruction.

•

Surgical Resident Outreach
with establishment of a Resident
Committee and dedicated
resident programming and
scientific presentations at the
annual spring meeting in Dayton

•

Valuable and timely COC
programming and updates
for Ohio CLPs and Cancer
Registrars

•

ACS Surgical Health Care
Quality Forum Ohio
March 28, 2014

Plans for 2015-2016 activities were
then developed:

•

•

•

Pilot project: Group interviews
of ACS Fellowship applicants
at the yearly spring meeting,
with the goal of increasing early
involvement in the OHACS.
Consider reduced membership/
conference fees for new Fellows.
Survey Ohio Fellows regarding
ways to increase the value of
chapter activities to all Ohio
surgeons. Identify opportunities
to engage community and
rural surgeons. Optimize annual
meeting location, time of year
and day(s) of week to facilitate
attendance by all Ohio surgeons.

•

Utilize the ACS Ohio Chapter
on-line Community to update
the 1600 enrolled members of
issues pertinent to the practice of
surgery in Ohio.

•

Implement an initiative to provide
ongoing educational content
to OHACS members, potentially
sourced from annual meeting and
from centers statewide, in easyto-access formats. Explore ability
to offer both CME and MOC
credit.

As a member of the Ohio Chapter
your input is valued. Please contact
the Chapter offices at ocacs@
ohiofacs.org with any comments or
suggestions as to Chapter efforts.
Further details regarding the
Advocacy Program at the Leadership
& Advocacy Summit will be published
in the Bulletin of the American
College of Surgeons.

SAVE THE DATE
2016 ACS Leadership and
Advocacy Summit
April 9-12, 2016.

Survey Ohio surgical
residents regarding benefits
they perceive would add
value to OHACS membership
(such as leadership training,
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80%

by 2018

Shared Goal: Reaching 80% Screened for Colorectal Cancer by 2018
Background
Colorectal cancer is a major public health problem. It is the second leading cause of cancer death, and
a cause of considerable suffering among more than 140,000 adults diagnosed with colorectal cancer
each year. However, colorectal cancer can be detected early at a curable stage, and it can be prevented
through the detection and removal of precancerous polyps.

Commitment
Our organizations stand united in the belief that we can eliminate colorectal cancer as a major public
health problem. We have screening technologies that work, the national capacity to apply these
technologies, and effective local models for delivering the continuum of care in a more organized
fashion. Equal access to care is everyone’s responsibility. We share a commitment to eliminating
disparities in access to care. As such, our organizations will work to empower communities, patients,
providers, community health centers and health systems to embrace these models and develop the
partnerships needed to deliver coordinated, quality colorectal cancer screening and follow up care that
engages the patient and empowers them to complete needed care from screening through treatment
and long-term follow-up.

Pledge
___________________________________________________ is embracing the shared goal of reaching
80% screened for colorectal cancer by 2018.

Approved by__________________________________________________________________________
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80% by 2018 Fact Sheet
What is 80% by 2018? “80% by 2018” is a National Colorectal Cancer Roundtable initiative in which
dozens of organizations have committed to eliminating colorectal cancer as a major public health
problem for those 50 and older. These organizations are working toward the shared goal of 80% of
adults aged 50 and older being regularly screened for colorectal cancer by 2018.
The National Colorectal Cancer Roundtable, an organization co-founded by the American Cancer Society
and the Centers for Disease Control and Prevention, is rallying organizations to embrace this shared
goal.
Why are organizations focusing on colorectal cancer?
Colorectal cancer is a major public health problem. Colorectal cancer is the second leading cause of
cancer death in the U.S. when men and women are combined and a cause of considerable suffering
among more than 140,000 adults diagnosed with colorectal cancer each year. The good news is that
when adults get screened for colorectal cancer, it can be detected early at a stage when treatment is
most likely to be successful, and in some cases, it can be prevented through the detection and removal
of precancerous polyps. About 1 in 3 adults between 50 and 75 years old – about 23 million people -are not getting tested as recommended.
What will an 80% screening rate achieve?
Our organizations stand united in the belief that we can eliminate colorectal cancer as a major public
health problem for those 50 and older. We can save thousands of lives by increasing screening rates to
80%. We know what we need to do to get more people screened for colorectal cancer, prevent more
cancers and save lives, and we share a commitment to eliminating disparities in access to care. Our
organizations will work to empower communities, patients, health care providers, community health
centers, and health systems to close the screening gap.
What groups have committed to 80% by 2018?
Dozens of groups, including the American Cancer Society and the Centers for Disease Control and
Prevention, have committed to work together to increase the nation’s colon cancer screening rates and
embrace the goal of reaching 80% screened for colorectal cancer by 2018. Over a hundred
organizations, including medical professional societies, non-profits, health plans, government, health
departments, survivors, cancer coalitions and medical practices, have embraced the goal. The number is
growing every day. Achieving an 80 percent screening rate by 2018 will require the collaboration of
many leaders; it cannot be achieved working in isolation. Health care providers, health systems,
communities, businesses, community health centers, government, and every day Americans all have a
role to play.
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National Colorectal Cancer Roundtable
Updated November 2014

About 80% by 2018
What is 80% by 2018? “80% by 2018” is a National Colorectal Cancer Roundtable initiative in which
dozens of organizations have committed to eliminating colorectal cancer as a major public health
problem for those 50 and older. These organizations are working toward the shared goal of 80% of
adults aged 50 and older being regularly screened for colorectal cancer by 2018.
The National Colorectal Cancer Roundtable, an organization co-founded by the American Cancer Society
and the Centers for Disease Control and Prevention, is using this March, National Colorectal Cancer
Awareness Month, to rally organizations behind this shared goal.
80% by 2018 Vision Statement:
Our organizations stand united in the belief that we can eliminate colorectal cancer as a major public
health problem. We have screening technologies that work, the national capacity to apply these
technologies, and effective local models for delivering the continuum of care in a more organized
fashion. Equal access to care is everyone’s responsibility. We share a commitment to eliminating
disparities in access to care. As such, our organizations will work to empower communities, patients,
providers, community health centers and health systems to embrace these models and develop the
partnerships needed to deliver coordinated, quality colorectal cancer screening and follow up care that
engages the patient and empowers them to complete needed care from screening through treatment
and long-term follow-up.
Why are organizations committing to 80% by 2018?
80% by 2018 Talking Points
Colorectal cancer is a major public health problem.
•

Colorectal cancer is the second leading cause of cancer death in the U.S. when men and women are
combined and a cause of considerable suffering among more than 140,000 adults diagnosed with
colorectal cancer each year.

•

When adults get screened for colorectal cancer, it can be detected early at a stage when treatment
is most likely to be successful, and in some cases, it can be prevented through the detection and
removal of precancerous polyps.

•

About 1 in 3 adults between 50 and 75 years old – about 23 million people -- are not getting tested
as recommended.

•

The people less likely to get tested are Hispanics, American Indians or Alaska Natives, rural
populations, men, those 50 to 64, and those with lower education and income.

•

Screening can save lives but only if people get tested.
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National Colorectal Cancer Roundtable
November 2014

ProMedica Toledo Hospital is One of Four Hospitals in the Country
to Offer Computer-Assisted Personalized Sedation
Joseph Sferra, MD, FACS
Joseph Sferra,
MD, FACS
Vice President,
Surgical Services
Dr. Sferra’s primary
administrative role
is in operations
for surgical services at the
ProMedica Toledo Hospital. He has
responsibility for the operating room
environment and both inpatient and
outpatient endoscopy centers. He
is involved in strategic planning for
surgical services for the ProMedica
Health System.
In addition, Dr. Sferra is a practicing
board-certified general surgeon
with special interests in endocrine
surgery, gastrointestinal surgery,
surgical oncology and complex
problems in general surgery.
Dr. Sferra served as president of the
Ohio Chapter, ACS, and Governor of
the American College of Surgeons
from 2006 to 2012. Prior to taking on
his role as a hospital administrator,
he served as general manager of a
17 surgeon private group.
New technology helps reduce
risks associated with
over sedation during routine
colonoscopy and upper
endoscopy procedures.
Aimed at improving the safety and
comfort of routine colonoscopy
and upper endoscopy procedures,
ProMedica Toledo Hospital is using
an innovative computer-assisted
personalized sedation system that
allows doctors to administer the drug
propofol for minimal to moderate
sedation of patients during routine
cases.
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The technology, called
the SEDASYS®
system, is the first FDAapproved computerassisted personalized
sedation device. During
procedures, physicianled teams use the
system to monitor a
patient’s response to the
propofol being delivered,
limit dose increases
based on individual
patient response, and
automatically reduce
or stop administration
of the drug and
quickly alert doctors
if patients experience
trouble breathing or
a decrease in blood
oxygen levels. An
anesthesia professional
is immediately available
for assistance or
consultation, as
necessary.
Implementing this technology
demonstrates our ongoing
commitment to improving patient
safety and the patient experience
at ProMedica Toledo Hospital. We
also expect to increase the number
of colonoscopies we perform, a vital
screening for colon cancer.
Propofol, the drug used by the
system, is a fast acting sedative that
offers a quick, clear-headed recovery
for patients and has been shown
to provide a faster return to daily
activities. When using SEDASYS,
patients recovered more rapidly,
with 99 percent recovering from the
effects of sedation within 10 minutes.
“Before we started using SEDASYS,
my patients would spend upwards
of an hour in the recovery area
following a procedure that only

took 20 to 30 minutes to complete,”
said Michael Basista, MD, a
gastroenterologist with ProMedica
Physicians. “Discussing screening
results or care instructions was
difficult because the patients wouldn’t
remember them. The hazy feeling
could last the entire day.”
Colonoscopies are used to look
inside the rectum and the entire
colon to screen for colon cancer, the
third-leading cause of cancer death
in America. Upper endoscopies
look at the esophagus, stomach,
and small intestine. Overall, it is
estimated that there are more
than 15 million routine endoscopy
procedures performed in the United
States each year.
For more information about
ProMedica Toledo Hospital, visit
www.promedica.org/toledo.
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