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Message from the Chairman:  Medical Center District Creation 

-SCOTT T. REEVES, MD, MBA 

    I would like to use the opening statement portion of Sleepy Times this 

month to highlight the recent announcement to create a new Medical 

Center District that will feature significant pedestrian walking areas and 

green spaces. The concept is well described in the following video    

Please Click Here For Video Link; and The Catalyst article below.  MUSC will soon be 

an even more enjoyable place to work.  

“New Medical District Means More Green, Walking Space”-The Catalyst 

     Important changes are in the works in downtown Charleston, where city leaders have 

given the go-ahead for a new medical district. It will mean more green space, walking 

areas, parking, signs and easier access to the Medical University of South Carolina,   

Roper Hospital and Ralph H. Johnson VA Medical Center.  

     MUSC President David Cole, M.D., said the medical district will create many more    

opportunities for people to gather and connect. “Patients and family members so often 

say ‘thank you’ for not only the care provided but also the opportunity to walk into a  

garden or to have a place outside 

to rest. We are a place of health, 

healing and education.”   

     MUSC Office of Health           

Promotion Director Susan    

Johnson, Ph.D., said the medical 

district embodies what she and 

other campus leaders have been 

working on for years. “It really 

embraces this idea of the built 

environment and green spaces 

and what that means in terms of 

people’s behavior and also just 

their overall health and well-being. 

We’ve always felt at MUSC that 

when people are here on our campus, everything they experience needs to be positive for 

their health and well-being. That helps them heal, whether they’re a patient or a family 

member.”  

     Momentum for creating the medical district started in January when Cole called Roper 

St. Francis President and Chief Executive Officer David Dunlap, and the two met to   

discuss a proposed parking garage for Roper St. Francis employees. The result was an 

agreement that allowed Roper Hospital to continue leasing parking spaces in MUSC    

garages while both hospitals collaborated with the City of Charleston on creating a     

medical district that everyone could enjoy.  
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Proposed medical district shows Doughty Street 

looking toward the Colbert Library from ART 

https://vimeo.com/adamlawtonboozer/review/148943909/8dec57ec92
http://www.google.com/url?url=http://4hhr.net/trending-wallpaper/february-pictures/&rct=j&frm=1&q=&esrc=s&sa=U&ei=oGXKVMHZOoe5ggTd1oOYBA&ved=0CCoQ9QEwCg&usg=AFQjCNG9695yg-j7TOBMUMDipeV-WmR-yQ
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     Dunlap said the pedestrian mall will give employees, patients and visitors a great way to walk across the hospital 

campuses and enjoy the beauty of the area. “We expect this 

medical district to become another iconic Charleston     

landmark and an incredible addition to the many reasons 

why Charleston is a world-class city.” 

     Initial plans for the medical district include: 

• Developing a pedestrian-oriented greenway that links the               

eastern and western parts of the peninsula 

• Better managing Courtenay Drive traffic to improve    

conditions for pedestrians 

• Building a garage at Courtenay Drive and Bee Street for 

parking 

• Connecting WestEdge, a planned mixed-use research     

community, to Colonial Lake, to link the upper west side of 

the peninsula with the lower part 

• Turning part of Doughty Street into a pedestrian area with trees, grass and outdoor seating 

     The Ralph H. Johnson VA Medical Center joined MUSC and Roper Hospital in supporting the medical district 

with a goal of improving pedestrian traffic. VA Medical Center Director Scott Isaacks said the hospitals are           

next-door neighbors that work hand in hand. “We have a significant number of medical staff who hold appointments 

at the VA, MUSC and Roper, and walk between our facilities multiple times every day. We also have veterans who 

go to MUSC and Roper for certain appointments, so it is    

natural that our VA would be interested in improving the    

environment in this area.”  

     Last month, MUSC, Roper Hospital and the VA submitted 

a memorandum of understanding to Charleston, asking city 

officials to endorse the project. The memorandum set up the 

initial framework for future development.  

     City Council voted to support the proposed medical district 

memorandum on Tuesday during Joe Riley’s final public 

meeting as mayor. Riley called the proposed changes 

“unprecedented” and “thrilling.”  

MESSAGE FROM THE CHAIRMAN:  MEDICAL CENTER DISTRICT 

CREATION CONTINUED . . .   

A view of Courtenay Drive looking east toward the 

water in the new medical district  

A view of Courtenay Drive from Calhoun Street, 

with the new MUSC Shawn Jenkins Children's   

Hospital on the corner  
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ASA newsletter 
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ASA newsletter continued . . . 
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Research Corner 

Dr. Latha Hebbar  

Dr. George Whitener 
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WELCOME NEW SOUTH CAROLINA SMARTSTATE ENDOWED CHAIR IN 

HUMAN FACTORS,  KEN CATCHPOLE, PHD 

DANIELLE SCHEURER, MD, CHIEF QUALITY OFFICER, INTRODUCES KEN 

CATCHPOLE TO THE MUSC HEALTH SAFETY TEAM 

Ken was born just north of London and raised on the south coast of England 

by a UK Dad, and a New Jersey mom. His undergraduate education was spent 

at Loughborough University studying Ergonomics, followed by a PhD in   

Psychology and Physiology at the University of Leeds, researching alarm  

design and human auditory localization. Beginning his professional career in 

UK defense research, he explored shared situational awareness amongst     

airline pilots and led a project that fundamentally improved x-ray security 

screening at UK airports. He joined Great Ormond Street Hospital in London 

in 2003 to explore teamwork and error in congenital heart surgery and in 2005 

moved to the Department of Surgery at the University of Oxford to continue 

this research, expanding his work to vascular, neuro, and upper GI surgery, 

and surgical wards. In 2011 he moved to Cedars-Sinai in Los Angeles to    

apply the same techniques to trauma care, robotic, and spinal surgery. He is 

enthusiastic about bringing his field of human factors to MUSC and feels 

lucky to continue to work with amazing people, doing amazing things.  

For fun, he enjoys biking, hiking, camping, kayaking, snowboarding, and 

playing the guitar badly. 
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CONGRATULATIONS TO DRS. BRINKLEY, FRANCIS, FRIEL 

AND ROBINSON FOR SCORING IN THE TOP 10TH 

PERCENTILE ON THE ABA BASIC EXAM  

Dr. Thomas Brinkley 

Dr. Jordan Friel 

Dr. Loren Francis 

Dr. Stefanie Robinson 
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Allie Poole is looking forward to transitioning into her new role within the department as 

an administrative coordinator. She has been with the Department of Anesthesia for two 

years and was previously an administrative assistant at ART. She graduated from UC 

Davis where she earned a Bachelor of Science in Regional Development. Allie decided 

to move to the beautiful city of Charleston in the fall of 2011. Prior to joining MUSC she 

worked in the Reservations and Revenue Department at Wild Dunes Resort.  

When Allie is not at work she enjoys going to concerts, hiking, traveling, snowboarding 

and reading.  

 

 

 

NEW BABY IN THE DEPARTMENT 

Congratulations to CRNA Marianna Ross and her family 

John Patrick Ross 

Born December 19, 2015 at 7:17pm 

7 lbs, 1 oz, 19 inches 

Allie Poole assumes her new role as administrative 

coordinator within our department 
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OUTPATIENT ANESTHESIA  

 

“Outpatient anesthesia” and “same day surgery” which is so popular today (1991) seems to have in 

only the last few years been discovered by many insurance companies and the US government. Such        

operations are practically mandated at the present time. So is outpatient anesthesia something new? 

 While I was working with Dr. John Brown as his student during the period from 1950, it was not  

unusual for him to have several patients for outpatient operations on Saturday mornings. There were also a 

few afternoon cases and an occasional emergency case which was treated but not admitted to the hospital.  

Some Saturday mornings, outpatient anesthesia was reserved for the dental clinic in the old Roper          

Hospital.  

  There was certainly not a variety of surgical procedures as there are today, and most of the           

operations consisted of teeth extraction, myringotomies, the setting of fractures, reduction of fractures and 

application of casts, and excision of some lesions which did not require hospitalization. The patients were 

brought into the hallway outside of the operating room and if there was sufficient time, premedication     

consisted or oral atropine, dosage consistent with the patient’s age.  If there were extensive dental work to 

be done, Demerol was often used along with the atropine.  Practically all of the children received open drop 

ether and the adults received intravenous pentothal as the anesthetic agents. I recall no endotracheal         

anesthesia utilized on outpatients at this time.  Seldom was laboratory work done on these patients with the 

exception of those who were to undergo more extensive procedures and it was well planned in advance.   

Patients who were poor risks always had a hemoglobin done prior to the operation.   

 In the poor risk patient, there were often lots of advice from the patient’s own physician. I can recall 

one   patient who was in her late 70’s who had a badly abscessed tooth and who her internist said was “too 

sick to be put to sleep” so just give her open drop ether. I knew better, but it was a Saturday afternoon, I was 

alone, and felt that I could accomplish the procedure but I must say it was a strain on both the patient and on 

me, although there were no problems or complications. 

 Intravenous pentothal was utilized as the sole agent for many brief procedures. One patient that I can 

recall had to be admitted to the hospital overnight after I had administered intravenous pentothal to him for 

the extraction of wisdom teeth.  The procedure took longer than predicted, naturally, and this large man who 

was a classmate of mine received almost 2 grams of pentothal, the procedure was done in the afternoon, but 

my classmate was still highly inebriated until the wee hours of the morning. 

 No, more than 35 years later, outpatient anesthesia has become a separate specialty.   

 

 

History of Anesthesiology and medicine: 

A Brief Collection of Recollections  from dr. Laurie Brown 
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HYPOTHERMIA 

  

 As soon as the technique of hypothermia anesthesia was developed to our satisfaction it was       

transferred to patients in the operating rooms at Old Roper Hospital. All of the initial patients had intra-atrial 

septal defects.  

 The patient was brought to the operating room, anesthesia was induced and the patient was then   

immersed into a bathtub filled with crushed ice and water. The tips of extremities were kept out of the cold 

solution in order to prevent frostbite.  As the patient began the cooling process, the lungs were inflated as 

rapidly as felt feasible with 100% oxygen, thus continuing throughout the procedure until the rewarming 

process was complete.  

 After the patient was cold, and the temperature had reached 27-28 degrees centigrade, he or she was   

removed from the ice bath, transferred to the operating table, dried and prepper for the operation.  Prior to 

opening the heart, the aorta was clamped and potassium chloride was injected into the aorta in order to stop 

the slowly beating heart.  When the operation was completed, the clamp was released; the heart often began 

beating with no massage. After the chest was closed, the wound was sealed with Collodion and the patient 

immersed in a warm water bath. Hyperventilation was continued until spontaneous respiration resumed and 

the patient was reaching near body temperature. Removal from the bath was then accomplished and the    

patient often awoken fairly rapidly. Details of this procedure, copies of old anesthesia records and operative 

reports, and papers describing the first such operations are in the Department Archive. 

 A small or regular size bathtub was used for the first hypothermia cases in the operating rooms. The 

tub really was not big enough to accommodate a large and tall individual and only one such adult case was 

attempted in that tub.  Crushed ice was obtained by the hospital from the “Ice House” for each one of the 

cases.  When I moved into the Medical College Hospital, the hospital gave me $25.00 to buy a tub at Mr. 

Garfinkle’s Junk Yard.  I obtained a large “Old Charleston” tub which would accommodate an adult of    

almost any size.  The Maintenance Department built a frame for this tub and made it portable in order that it 

could be rolled easily in and out of the operating room. This tub was used as long as we used hypothermia in 

the heart cases.  Later, the lowering of the temperature of the patient during cardiac bypass was                

accomplished by running the blood through a cold water bath attached to the oxygenator.   

 An additional note is that during the early phase of these operations, we were able to obtain what 

was then a newly marketed “telethermometer” which was an electronic device with a long probe which 

could be put into the rectum to measure temperature without having to use a mercury thermometer. When 

we first obtained this telethermometer Dr. Ashmore was intrigued by the idea of being able to measure the 

temperature of a well-digger utilizing the long probe because since we were children, we had heard the term 

that something was “as cold as a well-digger’s-,” well that part of the anatomy in which we were measuring 

the temperature. To the best of my knowledge he never was able to carry out this experiment, partially due 

to the fact that well-diggers had also gone out of style at that time.   

 

History of Anesthesiology and medicine: 

A Brief Collection of Recollections  from dr. Laurie Brown 
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Hello All! As an American Heart Association (AHA) Instructor, I wanted to share a few interesting updates and 

new Guidelines for 2016. It has been 5 years since the guidelines were updated.  Of note, adult, pediatric, and neonatal 

resuscitation guidelines have all been updated in 2016 from 2010. One summary document of all these changes from 

AHA is 33 pages. I have done a summary of changes I found interesting. Highlights of the update can be found online 

at: Please Click Here for Link 

Chest Compressions:  

RATE: GO FAST, BUT NOT TOO FAST 

New 2016:  The recommended rate for chest compressions is 100 to 120/minute.  

Old 2010:  Go at least 100/min, but faster if you can. 

Why?  This set rate of 100 to 120/minute allows for complete chest recoil.  

Depth: HARD, BUT NOT TOO HARD 

New 2016:  The recommended depth is 2 inches (5cm), avoiding excessive chest compression depths greater than 

2.4inches (6cm).  

Old 2010:  Go at least 2 inches but did not specify an upper limit of depth.  

Calling for Help:  

Use twitter, iPhone apps, etc.  

The new 2016 Guidelines say it is reasonable for communities to use social media technologies to summon rescuers 

who are in close proximity to a victim of OHCA (Out of Hospital Cardiac Arrest) and who are willing and able to  

perform CPR.  

Ventilation with Advanced Airway:  

New 2016: Give 1 breath every 6 seconds (10 breaths per minute) while continuous chest compressions are being  

performed.  

Old 2010: Give 1 breath every 6 to 8 seconds. 

Why?  The simple single rate should be easier to learn and remember.  

NO MORE VASOPRESSIN 

New 2016: Vasopressin in combination with epinephrine offers no advantage as a substitute for standard dose        

epinephrine in cardiac arrest. Vasopressin has been removed from the cardiac arrest algorithm.  

Old 2010: One dose of vasopressin 40 unites IV may replace either the 1st or 2nd dose of epinephrine in cardiac arrest.  

Why? Both epinephrine and vasopressin administration during cardiac arrest improve ROSC (Return of Spontaneous 

Circulation). There is no benefit of using vasopressin and epinephrine as compared to epinephrine alone. In interest of 

simplicity, vasopressin has been removed from the algorithm.  

 

Highlights of the 2016 aha guidelines update on cpr 

and emergency cardiovascular care 
by:  Dr. Catherine Tobin 

https://eccguidelines.heart.org/index.php/guidelines-highlights/
https://eccguidelines.heart.org/index.php/guidelines-highlights/
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Post Cardiac Arrest Drug:   

Lidocaine is OK.  

New 2016: Lidocaine either initiation or continuation may be 

considered immediately after ROSC if arrest was from VF/ 

pulseless VT. (Ventricular Fibrillation or pulseless ventricular 

tachycardia)  

Why? Earlier studies showed association of lidocaine after    

myocardial infarction with increased mortality. More   recent 

shows a decrease in recurrent VF/pulseless VT but no long term 

benefit or harm.  

Extracorporeal Techniques and Invasive Perfusion Devices: 

New 2016: Extracorporeal CPR may be considered an alterna-

tive to conventional CPR for select patients who have cardiac 

arrest when suspected etiology is potentially reversible.  

Why? Extracorporeal CPR needs a highly trained, specialized equipment, and multidisciplinary support.  It involves 

emergency cannulation of a large vein and artery.  Strict inclusion criteria should be reviewed. The criteria is        

variable, most use ages 18 to 75.  No clinical trials available for extracorporeal CPR. Note: ECMO is not available at 

all hospitals.  

ETC02 for predication on Failed Resuscitation 

New 2016: In intubated patients, failure to achieve an ETC02 of greater than 10mmHg by waveform capnography 

after 20 minutes may be considered as one component of a multimodal approach to decide to end resuscitative      

efforts.  Yet you cannot use ETC02 in isolation to decide. 

Why? Extremely poor chance of survival if after 20minutes, ETC02 is less than 10mmHg in intubated patients.   

Targeted Temperature Management (TTM)   

New 2016: All comatose patients with ROSC after cardiac arrest should have TTM of 32C and 36C selected, 

achieved, and then maintained constantly for 24 hours. 

Old 2010: All comatose patients with ROSC after cardiac arrest should have TTM of 32C to 34C for 12 to 24 hours.  

Why? One single target temperature should be picked. Recently study compared 33C and 36C with outcomes similar, 

so now clinicians can pick from a wider range of temperatures. 

Intravenous Lipid Emulsion 

New 2016: It is reasonable to administer intravenous lipid emulsion (ILE)  combined with standard resuscitative care 

to patients who have premonitory neurotoxicity or cardiac arrest due to local anesthetic toxicity. It is also reasonable 

to give it in other forms of drug toxicity when patients are failing standard resuscitative measures. 

Old 2010: It may be reasonable to consider ILE in local anesthetic toxicity.   

Why? Since 2010, some animal and human studies case reports have used ILE with drug toxicity not due to local 

anesthetic infusion and have shown mixed results. As prognosis of those failing standard measures is poor, it may be 

ok to give empiric ILE despite weak and conflicting evidence.  

Highlights of the 2016 aha guidelines update on cpr and 

emergency cardiovascular care continued . . . 
by:  Dr. Catherine Tobin 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

PAGE 13 SLEEPY T IMES 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

RENOVATED PACU AND FAMILY WAITING ROOM SPACE 
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GRAND ROUNDS FOR THE MONTH OF FEBRUARY  

“Neuromonitoring ”  

February 2, 2016 

Jessica Barley, PhD 

Medical University of South Carolina 

 

 

 

“Morbidity and Mortality Conference”  

February 16, 2016 

Guldan, MD & Gunselman, MD 

Medical University of South Carolina 

 

“Adult Head Injury: Are Guidelines Improving 

Outcome?”  

February 9, 2016 

Audree Bendo, MD, MS                                          

Professor and Executive Vice Chair  

SUNY Downstate Medical Center 

To Be Announced 

February 23, 2016 

Susan Harvey, MD 

Associate Professor 

Medical University of South Carolina 
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DEPARTMENT OF ANESTHESIA AND 

PERIOPERATIVE MEDICINE 

 

Email: pooleal@musc.edu 
Phone: 843-792-7503 

Fax: 843-792-9314 

C HECK  OUT  OUR  W EBSITE  AT :  
HTTP : // WW W . MUS C . EDU/ AN ESTHESIA   

Future Events/Lectures 

Intern Lecture Series 

Feb 4th — Bleeding and Transfusion,               

Dr. Roberts 

Feb 18th — Hematologic Disorders, Dr. Finley 

CA 1 Lecture Series 

Feb 3rd — Obstetric Anesthesia & Maternal and 

Fetal Physiology and Anesthesia, Dr. Hebbar 

Feb 10th — Anesthesia for Patients with       

Endocrine and Neuromuscular Disease, Dr. 

Stephanie Whitener   

Feb 24th — Hepatic Physiology and              

Anesthesia & Anesthesia for Patients with      

Liver Disease, Dr. Hebbar 

CA 2/3 Lecture Series 

Feb 1st — Anesthesia for Complex Spine       

Surgery and Trauma PBLD (Barash Ch. 39),    

Dr. McSwain 

Feb 8 — Visiting Professor Lecture-All         

Residents, Dr. Bendo (SUNY) 

Feb 15th — Intravenous Anesthesia            

(Barash Ch. 18), Dr. Wilson, Moodle 

Feb 22nd — Resident Forum with Program        

Directors,  Drs. Guldan and Gunselman 

Feb 29th — Neurophysiology, Cerebral          

Protection and Monitoring (Barash Ch. 54),     

Dr. Skorke, Moodle 

Grand Rounds 

Feb 2nd — Neuromonitoring, Jessica Barley, 

PhD 

Feb 9th — Adult Head Injury: Are Guidelines 

Improving Outcome?”, Dr. Audree Bendo 

(SUNY) 

Feb 16th — Morbidity and Mortality             

Conference, Drs. Guldan and Gunselman 

Feb  23rd — To Be Announced, Dr. Harvey 

 

We Would Love to Hear From You! 

If you have ideas or would like to contribute 
 to Sleepy Times, the deadline for the March edition will be  

February 22, 2016.   

I HUNG THE MOON 

Please don’t forget to nominate your co-workers for going 

‘Beyond the Call of Duty’. I Hung The Moon slips are 

available at the 3rd floor front desk, and may be turned in 

to Kim Pompey.  Thank you!  

 

 

Ben Sokol, CRNA and Shelley Richardson, CRNA—Great teamwork     

during an airway! 

Keara Cox, CRNA—Helping out on a tricky transport for a TSS case. 

Thank you! 

Ray White, CRNA—Amazing Courage and good airway skills! Thank you! 

 

Resident Graduation, June 17 

Founders Hall at 6:00pm 

 

Department Holiday Party, December 2 

Carolina Yacht Club 

SLEEPY T IMES 

http://clinicaldepartments.musc.edu/anesthesia/index.htm

