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Well it is about time that I give everyone an update. I apologize for 
just dropping off for a while. At the end of the legislative session I 
had to attend a Military training exercise that sent me to Fort 
Hunter Liggett for three weeks. I had poor reception and wasn’t 
able to respond back very well. Lately I have been doing several 
things to prepare my unit for a deployment, so that has taken most 
of my time. 
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I have been asked to write an 
article about the humanitarian trips 
I have taken as a CRNA.  For 
years I was interested in doing 
humanitarian work, but found lots 
of roadblocks in making it happen.  
I finally got hooked up with The 
International Children's Surgical 
Foundation and made it happen.  I 
have since made trips to the 
Philippines and Vietnam that have 
changed my life. 

I will first start off with the 
roadblocks.  It can be difficult to 
find an organization with which to 
work.  The next problem is that it 
can be expensive.  Most trips run 
about $2000 to $3000 (tax 
deductable) out of pocket.  
Travelling into third world countries 
can be very intimidating.  I faced 
fears about my own safety as well 
as concerns about food and 
sanitary conditions.  The next issue 
can be working conditions.  
Heading into operating rooms in 
poor countries, you're never sure 
what kind of anesthesia equipment 

Anesthesia Abroad: 
Humanitarian Trips to the 
Philippines and Vietnam 
 
 
By Kirk Nichols 

and drugs you are going to find.  In 
the Philippines I found my most 
important piece of equipment was a 
precordial stethoscope.  Equipment 
differs greatly from one country to 
another and from one hospital to 
another.  In Vietnam, we practiced in a 
children's specialty hospital that had a 
brand new Drager anesthesia 
machine.  It's important to do your 
research, but you have to be prepared 
for any condition.  Another difficulty is 
finding the vacation time and being 
away from family.  Most trips require 
at least a full seven to nine days and 
two weeks works even better.  
Another difficulty can be long work 
days.  The surgeon I travel with likes 
to work 12-14 hours per day and it can 
be exhausting especially taking jet lag 
into consideration. 

It took me several months to get past 
these roadblocks and plan my first 
trip.  A friend of mine introduced me to 
a surgeon who runs The International 
Children's Surgical Foundation.  He 
works full time traveling around the 
world doing cleft lip, cleft palate, and 

occasional burn surgeries.  He 
told me he needed anesthesia 
help on a trip to the Philippines.  I 
had several months notice so I 
was able to save the money for 
my airfare and incidentals.  It's 
always hard to give up the 
vacation time, but once I made 
the trip a priority in my life I found 
I could give up one week.  With 
the weekend on either side, that 
gave me nine days to take the 
trip.  Next I researched conditions 
in the Philippines.  I found there 
were several vaccines and 
medications I could take to 
safeguard my health.  I went to 
the Health Department and got 
vaccines.  I also got some 
prescriptions for Cipro and other 
medications I wanted to have on 
hand in case I got sick from the 
food or the water.  I learned that I 
would overlap with an 
anesthesiologist out of Boise and 
I made contact with him.  He had 
been to this location before and 
knew what kind of equipment the 
hospital had.  Together we made 
a plan and my confidence 
increased. 

Once I had gotten past all of 
these roadblocks, I found I had to 
take that leap of faith and head 
out.  My trip to the Philippines 
truly was life changing.  The 
people there were very poor, but 
very happy and extremely 
grateful.  We mainly did surgeries 
on children four or five years of 
age.  The parents travelled for 
hours with their children to have 
an opportunity to get the 

Four year old Talah before and after (Philippines). Difficult airway. 

	  



	  3	   lorem	  	  ipsum	  ::	  [Date]	  

surgeries they needed.  The children 
were very brave and desperate to 
have their surgery.  We had over 70 
kids show up to the preop clinic and 
we could only do about 30 on the 
trip.  It is so hard to tell kids and their 
parents that they had to wait at least 
another year.  We had to make 
some kids wait because of 
malnourishment and URIs.  It is kind 
of scary at first using old equipment 
and having geckos in the OR at first, 
but you get used to it.  It is so worth 
it when you see the dramatic change 
in these kids.  Their mothers cry and 
cry when they get their first look at 
their child's new face.  The trip was 
so rewarding that I immediately 

started planning my next trip when I 
got home. 

The other location I went to was 
Vietnam.  The operating conditions 
were much better, but we mainly did 
kids from 9 to 14 months old.  It was 
very interesting being in a communist 
country as an American.  On this trip 
I overlapped with an anesthesiologist 
from the Philippines.  On this trip, the 
language barrier was much more 
difficult to overcome.  Thank 
goodness we had a family practice 
doctor from Boise with us that spoke 
Vietnamese and English. 

Words on paper can't express my 
feelings about how rewarding these 

trips have been.  It has been 
impossible to describe my 
experiences without making this 
article 20 pages, so I would love to 
tell you all about them in person or 
on the phone.  Give me a call or 
ask me about it when you see me.  
If you're interested in doing a 
humanitarian trip, you just have to 
make it a priority and don't let the 
roadblocks get in your way.  It will 
never be good timing or easy.  
Once you do one trip, you will be 
hooked.  You will push your clinical 
practice and be required to 
problem solve in an unfamiliar 
environment.    You will get to learn 
about other cultures and how they 
live. 

Six-year-old 
Loralyn 
before and 
after 
(Philippines) 

Top left: Four-year-old 
Aizah is the one on the 
left. This is her one-year 
out from surgery. She had 
a terrible bilateral cleft lip 
extending into her nose. 
Her lip was much worse 
than the little girl sitting to 
her right. She was back to 
have her palate done. 
(Philippines)  

Top right: Kirk Nichols and 
the founder of The 
International Children’s 
Surgical Foundation 
(Halong Bay, Vietnam) 

Bottom two photos: 14 
month old getting his 
stitches out. (Vietnam) 
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(continued from page 1) 
I want to personally thank all of 
you and your hard work this 
last legislative session. It is 
because of what you have 
done that we were successful 
in defeating the AA bill. Many 
volunteered countless hours 
talking with representatives and 
contributing efforts to the 
cause. Please accept my 
appreciation for our profession. 
Our lobbyists have been great 
and their strategies made us 
successful. As I mentioned in 
the annual meeting, this is not 
over.  They plan on pursuing 
another AA bill this next year. I 
would like to start strategizing 
earlier on so that we will be in a 
better place this next legislative 
session. The best strategy right 
now is for each of you to 
develop a relationship with your 
representatives. Please make 
contact with them and let them 
know that we want to be 
involved. You don’t have to 
even speak about the AA’s; just 
let them know who you are and 
what we have to offer.   
 
Now, some things that are 
going on right now, I have been 
in communication with Speaker 
Lockhart and she has been 
great with working with us on 
future strategies. I have had 

conversations with the Utah 
Health Department (Teresa 
Garrett) and they have been 
very supportive of us in 
allowing us to practice to our 
full scope of 
practice.  Kathleen Kaufman, 
from the Nurses Association, 
has worked with me and given 
some suggestions on how we 
can come together as a 
profession and strengthen our 
cause. We need to support 
Advanced Practice Nursing! If 
any have opportunities to 
support Nurse Practitioners 
and other nursing fields we 
need to take advantage of 
those opportunities. These are 
investments that will help us 
later when we need their 
support. I am still compiling 
letters for an opt out, so 
please keep gathering letters 
and send them to me at 
(nelgjudd@hotmail.com or apr
ilblair@gmail.com).  I would 
like to have all the letters in 
the next week, so by the 31st. 
Right now I have about 50 
letters let’s try and get this to 
200. 
 
Our PAC funds have been 
growing and thanks to 
everyone’s generous 
contributions we can now be 
effective with some of our 
goals.  This is just a start and 
the funds will be used pretty 
quickly, so please continue to 
donate. I am not going to 
disclose the amount, but if you 
are wondering please call me 
and I would be more than 
happy to discuss this with 
anyone. Currently we do not 
have any fundraising plans 
and I am asking for help with 
a task force to start working 
on raising additional money. If 
you can and are interested 
please contact me so that we 

can take this to another 
level. Some suggestions are 
doing a golf tournament or a 
concert of some sort. If 
anyone can offer their 
expertise that would be 
greatly appreciated. 
 
I have been in contact with 
the Utah Society of 
Anesthesiologists and I want 
you all to know that I want to 
do what I can to develop a 
good relationship. They 
have stated that we will not 
work with them and that is 
clearly not true. I have told 
anyone and everyone that I 
would love to come to the 
table and hopefully a middle 
ground can be found. I will 
continue to find a way where 
we can both work well 
together. If anyone is 
working with 
anesthesiologist and has 
suggestions on how we can 
have a better relationship, 
please have them contact 
me and I would love to hear 
what they have to say. 
 
Lastly, we just got back from 
our visits to Washington and 
it was a great experience! I 
feel like we had some good 
conversations with our 
national Representatives. It 
is also good to see how well 
the AANA is doing. 
 
There is more but I don’t 
want to be too long. Again 
thank you all for your work 
and I will be sending out 
more information the next 
couple of weeks. 
 
Sincerely, 
 
Glen Judd CRNA 
UANA President 
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I	   am	   writing	   to	   you	   as	   the	  
Utah	   Federal	   Political	  
Director.	  This	  year,	  in	  our	  visit	  
to	   Capitol	   Hill,	   we	   are	   happy	  
to	   report	   there	   was	   no	  
identified	   legislation	   that	   we	  
had	   to	   directly	   fight	   against.	  
We	  were	   able	   to	   get	   in	   to	   see	  
all	  of	  Utah’s	  congressmen	  and	  
senators’	   staff.	   	  We	  were	   able	  
to	   directly	   but	   briefly	   meet	  
with	   representatives	  
Matheson,	   Stewart,	   and	  
Bishop.	   This	   year	  we	   brought	  
five	   issues	   to	   the	   house	   and	  
senate.	  	  

The	   first	   was	   the	   importance	  
and	   value	   of	   CRNAs.	   We	  
explained	   and	   provided	   them	  
with	   studies	   that	   proved	   our	  
safety,	   and	   cost	   effectiveness.	  
In	   this	   changing	   environment	  
of	   healthcare	   it	   is	   very	  
important	   to	   be	   visible	   on	  
these	   issues.	   The	   first	   study	  
we	   identified	   was	   published	   in	  
Nursing	   Economic$,	   “CRNAs	  
acting	   independently	   provide	  
anesthesia	   services	   at	   the	  
lowest	   economic	   cost.”	   The	  
study	   also	   stated	   “The	  
supervisory	  model	  is	  the	  second	  
lowest	  cost	  but	   reimbursement	  
policies	   limit	   its	   profitability.	  
The	   medical	   direction	   1:1	  
model	   is	   almost	   always	   the	  
least	   efficient	   model.”	   Out	   of	  
these	   two	   models,	   CRNAs	   and	  
Anesthesiologists	   are	   the	   only	  
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providers	   that	   can	   practice	  
without	   supervision	   in	   most	  
states,	   including	   Utah.	   CRNAs	  
have	   proven	   to	   be	   safe	   and	   the	  
most	   cost	   efficient	   by	   a	   margin	  
of	  25%.	  We	  also	  brought	  up	   the	  
retrospective	   study	   done	   by	  
Dulisse	   and	   Cromwell,	   wherein	  
three	   models	   were	   studied:	  
CRNA	   only,	   Anesthesiologist	  
only,	  Anesthesiologist	  and	  CRNA.	  
The	   study	   evaluated	   Medicare	  
patients	   from	   1999-‐2005,	   and	  
found	   no	   difference	   in	   safety	   or	  
outcome.	  	  

The	   second	   issue	  we	  brought	   to	  
our	   legislators	   was	   the	  
importance	   of	   access	   to	   pain	  
management.	   We	   supported	  
their	   deferral	   to	   the	   state	   level	  
for	   these	   issues.	   If	   legislation	   at	  
the	   federal	   level	   is	   enacted	   we	  
would	   still	   have	   to	   battle	  
restrictive	  legislation	  at	  the	  state	  
level.	   By	   having	   the	   federal	  
legislators	  defer	  this	  we	  will	  only	  
have	   one	   front	   to	   battle.	   All	   of	  
the	  legislators	  were	  in	  support	  of	  
deferring	  these	  kinds	  of	  issues	  to	  
the	  state	  level.	  

The	  Third	  issue	  we	  brought	  forth	  
was	   regarding	   provider	  
nondiscrimination	   legislation.	  
Several	   health	   plans	   have	  
attempted	   to	   discriminate	  
against	  providers	  based	  on	   their	  
credentials.	   The	   discrimination	  
came	   in	   the	   form	   of	   non-‐

payment	   for	   services.	   We	   once	  
again	   were	   very	   vocal	   on	   this	  
issue	   and	   in	   the	   environment	   of	  
changing	   health	   care	   we	  
encouraged	   legislators	   to	   be	  
aware	   of	   this	   type	   of	   legislation.	  
We	   again	   brought	   up	   the	   cost	  
effectiveness	   of	   CRNAs,	   and	   the	  
study	  from	  Nursing	  Economic$.	  

The	   fourth	   Issue	   was	   Drug	  
shortages.	   We	   applauded	   them	  
on	   their	   efforts	   to	   fix	   these	  
shortages,	   but	  we	   also	   informed	  
them	   that	   the	   problems	   still	  
exist.	   In	   a	   survey	   conducted	   by	  
the	   AANA,	   90%	   of	   the	   CRNAs	  
responding	   still	   reported	  
shortages.	   Many	   reported	  
delayed	  or	  canceled	  cases	  due	  to	  
shortages.	   We	   did	   ask	   for	   their	  
continued	   support	   with	   these	  
issues,	  and	  ask	  if	  they	  would	  take	  
a	   leadership	   role	   in	   helping	   to	  
solve	  the	  shortage	  problem.	  

The	   fifth	   and	   last	   issue	   that	   the	  
AANA	   ask	   us	   to	   address	   was	   in	  
regard	   to	   the	   “Nursing	  
Workforce	   Development	  
Program,	   title	  VIII,	   Public	   Service	  
Act.”	   There	   is	   currently	   251	  
million	   earmarked	   for	   this	   fund.	  
This	   money	   is	   to	   help	   all	   of	   the	  
Nurse	  practitioner	  programs	  with	  
the	   transition	   from	   Masters	   to	  
DNP	   programs.	   This	   transition	  
cost	  would	  otherwise	  get	  passed	  
on	   to	   future	   students.	   With	   the	  
rising	   cost	   of	   education,	   and	   the	  
decreasing	   healthcare	  
reimbursement,	   many	   students	  
will	  chose	  to	  steer	  away	  from	  any	  
nurse	   practitioner	   program,	  
including	   CRNA	   programs.	   Three	  
million	   is	  already	  ear	  marked	   for	  
CRNAs,	   we	   have	   asked	   for	   four	  
million	  to	  be	  allotted.	  

Art	  Shimata	  CRNA	  
UANA	  Federal	  Political	  Director	  
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Purpose  
Obstructive sleep apnea (OSA) 
has emerged as a significant 
perioperative risk due to both its 
prevalence in the American 
population and its serious 
comorbidities. Coupled with the 
fact that a majority of operative 
and therefore anesthetic 
experiences occur in an 
outpatient setting, the Society for 
Ambulatory Anesthesia (SAMBA) 
charged a task force to develop 
clinical practice guidelines to 
assist in the selection of OSA 
patients appropriate for outpatient 
surgery. 
 
Background  
Practice guidelines for the 
perioperative management of 
OSA patients were published in 
2006. These guidelines were not 
based on randomized controlled 
trials or meta-analyses, but 
primarily upon expert opinion and 
consensus agreement among 
committee members. The 
committee recommended a 
scoring system for perianesthesia 
management based on OSA 
severity, the invasiveness of 
proposed surgery and anesthetic, 
and the need for postoperative 
opioid use. To date, the ASA 
scoring tool’s validity has not 
been established by even a single 
published study. Since that time, 
not only has an alternative 
screening questionnaire for OSA 
been developed and validated, 
but several studies have been 
published about OSA 
and the perioperative factors that 

influence patient outcomes. 
 
Methodology  
A systematic review of the 
literature was done on adult OSA 
patients undergoing ambulatory 
surgery using the usual methods 
(Cochrane Central Register, 
MEDLINE, EMBASE). Two 
reviewers evaluated the identified 
studies for eligibility, focusing on 
randomized controlled trials, 
prospective observational trials, 
and retrospective trials that 
reported intraoperative events, 
postoperative complications, 
hospital admission and mortality 
in the target population. Strength 
of evidence was evaluated before 
inclusion in the review. Data 
extraction included associated 
comorbidities, method of OSA 
diagnosis, procedure, type of 
anesthesia, and any abnormal 
perioperative events whenever 
available. After review of these 
data, the task force used the 
Delphi method to formulate their 
recommendations. 
 
Result  
From an initial search of 1,905 
articles, only 7 fulfilled the 
complete search criteria; two 
prospective observational studies 
and five retrospective chart 
reviews. Interestingly, there 
seemed to be no correlation 
between events that are 
commonly used as surrogates for 
adverse outcomes; such as 
desaturation, need for oxygen, or 
atelectasis; and actual adverse 
outcomes such as the need a for 

surgical airway, anoxic brain 
injury, delayed discharge or 
unanticipated hospital 
admission, or death. The seven 
studies reviewed used different 
methods for identifying OSA 
patients and different definitions 
of complications. Within this 
limited framework, the task force 
developed the following 
recommendations, some of 
which are inconsistent with the 
2006 ASA guidelines. 
 
First, preoperative screening for 
OSA should be performed using 
the STOP-Bang screening 
questionnaire, not the older ASA 
checklist (table 1). If 3 or more 
answers to STOP–Bang 
questions are “yes” there is a 
high risk of moderate to severe 
OSA. STOP-Bang has been 
clinically validated as the 
screening tool with the highest 
sensitivity for identifying OSA 
patients in several studies. It is 
not only acceptable but 
recommended to treat a patient 
as if he/she has OSA on a 
presumptive basis when 
identified with this tool. 
 
SAMBA’s report stressed the 
avoidance of opioids in OSA and 
recommends that ambulatory 
procedures should not be 
performed in OSA patients who 
cannot be managed with local, 
regional, or NSAIDs alone. That 
is, OSA patients who need 
opioids for painful procedures 
should be admitted and 
monitored appropriately. 

 

SOCIETY FOR AMBULATORY ANESTHESIA 
CONSENSUS STATEMENT ON PREOPERATIVE 
SELECTION OF ADULT PATIENTS WITH 
OBSTRUCTIVE SLEEP APNEA SCHEDULED FOR 
AMBULATORY SURGERY 
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OSA patients who use CPAP or 
BiPAP should use it 
postoperatively after discharge. If 
the patient is unable or unwilling 
to do so, careful consideration 
should be given to avoidance of 
ambulatory surgery. Patients and 
families should be educated 
about the disease and use of 
CPAP and the possibility of 
overnight hospitalization. Patients 
should be advised not to sleep in 
the supine position. In the special 
case of upper airway surgery, 
limited evidence was available 
and SAMBA declined to make 
specific recommendations. 
 
Conclusion  
In the setting of either known or 
presumptive OSA combined with 
non-optimized comorbidities, the 
OSA patient is not recommended 
for ambulatory surgery. OSA 
patients with optimized 
comorbidities who are either able 
to use CPAP at home or whose 
pain will require only non-opioids 
may be acceptable for ambulatory 
surgery. 
 
Comment 
Obstructive Sleep Apnea is an old 
and well-described phenomenon. 
Comorbidities of OSA include 
hypertension, coronary events, 
stroke, and the risk of motor 
vehicle accidents. Most 
importantly, the OSA patient has 
an increased sensitivity to central 
nervous system depressants 
including neuraxial opioids. 
Guilleminault and Dement from 
Stanford University wrote a 
treatise on OSA in 19781 but 
obesity was not an epidemic 30 
years ago and the general 
medical community paid little 
attention to OSA as a disease. As 
far back as 1991, the Stanford 
group found that self-reporting 
frequent snoring was a highly 
sensitive indicator of OSA.2 
These and other reports were 
relatively ignored by the 

anesthesia community despite the 
fact that neurologists were 
publishing regularly about the 
adverse effects of sedatives and 
opioids in this population. It has 
taken several case reports of 
severe morbidity and mortality in 
postoperative OSA patients 
combined with a 32% obesity rate 
to get our attention. And it has 
taken even longer to develop a 
serious and educated approach to 
the anesthetic care of an OSA 
patient. 
 
It is likely that retrospective and 
prospective reviews and case 
studies will continue to provide 
much perspective on OSA. In light 
of the well known risks of OSA, 
randomized controlled trials which 
rely on a control group for 
comparison are probably not 
possible or even ethical to 
conduct. Very large prospective 
studies would be a helpful 
addition to our knowledge base, 
particularly if the design included 
a 30-day follow-up looking for 
adverse events that may occur 
from residual anesthetic effects. 
In the meantime, it is clearly 
prudent to be very careful and 
conservative in our care of the 
OSA patient using not only 
published guidelines but common 
sense. 

 
Penelope S Benedik, PhD, 
CRNA, RRT 
1. Guilleminault, C. and Dement, 
W.C. (Eds.) Sleep Apnea 
Syndromes. Alan R. Liss, Inc., 
New York, 1978 
2. Bliwise BL, Nekich JC & 
Dement WC. Relative validity of 
self-reported snoring as a 
symptom of sleep apnea in a 
sleep clinic 
population. Chest 1991;99:600-8. 
3. Chung F, Yegneswaran B, Liao 
P, et al. STOP questionnaire: a 
tool to screen patients for 
obstructive sleep apnea. 
Anesthesiology 2008;108:812-21. 
 
ANESTHESIA ABSTRACTS IS A 
PUBLICATION OF LIFELONG 
LEARNING, LLC © COPYRIGHT 
2012    ISSN Number: 1938-7172 
 

Table 1: STOP-BANG Questionnaire 
Do you SNORE loudly (louder than talking or loud enough to be heard 
through closed doors)? 
Do you often feel TIRED, fatigued, or sleepy during daytime? 
Has anyone OBSERVED you stop breathing during sleep? 
Do you have or are you being treated for high blood PRESSURE? 
BMI > 35 kg/m2? 
AGE > 50 years? 
NECK circumference > 40 cm? 
GENDER male? 
NOTE: If 3 or more answers are “yes” there is a high risk of moderate to 
severe OSA. In the truncated version (use only the first 4 questions): if 2 ore 
more answers are “yes” there is a high risk of OSA. 
	  


