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the myriad clinical variations and potential complications out there. I know
there are many skilled anesthesiologists
without fellowship training who provide
excellent care for cardiac patients every
day. However, the clinical exposure and
consequent growth one receives during
fellowship is invaluable and is therefore
worth the time and effort. For anesthesia residents who have interest in cardiac
cases, I think the best path forward is pursuing fellowship training.
From a reader’s question: Can you
comment on the huge variation in sterile
technique (or lack thereof) in radial arterial line placement? Some treat it “like
an I.V.,” others go full-on aseptic. What
does the literature/evidence say about
this?
I like to err on the side of an abundance of caution. As such, I treat radial
arterial lines as if I am in the clean room
handling delicate material. During training, I did have various attendings tell me
there is a low incidence of infection associated with radial arterial lines, independent of whether or not sterile technique

is employed. While the literature on the
subject is inconclusive, I also think there
is no harm in inserting arterial lines in a
sterile fashion, and I do not see a downside
to doing so.
Does the pulmonary artery catheter
(PAC) have a role in contemporary surgical care, or should we relegate it to the
Wood Library-Museum?
While pulmonary artery catheters are
likely over-used in contemporary cardiac
surgery, there are certainly specific cases in
which I think their value outweighs any
potential risk. As an example, at UCLA,
we perform a significant number of lung
transplants, and the information from the
PAC definitely aids in the management
of these patients, especially those who
have co-existing right heart dysfunction.
PACs are also useful in patients who have
marginal cardiac function after heart
transplant or left ventricular assist device
implantation.
What is the most interesting case you
have ever been involved with?
One of my more memorable cases occurred when I was a resident at University

of Texas Southwestern and we performed
an EXIT procedure on a fetus with a tumor that was completely obstructing its
airway. The imagery from that case has
remained with me ever since. As an attending, I honestly find the majority of
my congenital cardiac cases to be interesting and highly fulfilling.
What are your interests outside
of work, and how do you like living in
Southern California?
Outside of work, I have joined the
Peloton phenomenon and enjoy doing
spinning classes at home. I also enjoy
taking my road bike out for rides in the
temperate Southern California weather,
which I can do year-round. Pre-COVID,
I enjoyed international travel, watching
professional soccer, and going to concerts. I also enjoy quiet nights at home
with my family. Southern California has
definitely been a fun adventure for me, as
a native Marylander. It is paradise after
all.
Is there anything else you would like
to share with ASA members?
Go, Dodgers! 
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if anesthesiologists are not routinely performing TEE, a basic comprehension of
the modality is useful in evaluating risk
in one’s patient, being able to interpret
cardiologists’ echo reports, and also being
comfortable stepping in when clinical circumstances (such as severe, unexplained
hypotension) dictate the need for rescue
echocardiography. However, I do appreciate that repetition is key to the maintenance of any skill. For those who have
an interest in basic TEE, that training
can be a valuable asset, though I do not
view it as essential for every practicing
anesthesiologist.
Do you consider uncomplicated cardiac cases as core competency or should
the heart room necessarily be staffed by
a fellowship-trained physician?
I am slightly biased with respect to this
question. In my experience, even “uncomplicated” cardiac cases can quickly
become complicated. I think the experience gained during a cardiothoracic
anesthesiology fellowship adequately
prepares one for almost any possibility
and increases ones’ comfort in managing
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