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Objectives

• Recall academic opportunities stemming from COVID-19

• Analyze career impacts which have occurred as a consequence 
of the COVID-19 pandemic

•Discuss clinical and leadership opportunities for 
anesthesiologists resulting from the pandemic

COVID-19 Effects

• Scholarship 

• Clinical Practice

• Administrative Leadership
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Boyer EL. Scholarship Reconsidered: Priorities of the Professoriate. 
Lawrenceville, NJ: Princeton University Press; 1990. 

•Medical Student Anesthesia Research Fellowship Program
•Highly competitive, match results in March

• 8 wk online prog w/: 3 – 1 hr components
1) panel by faculty
2) student-led journal club
3) small group mentoring and networking sessions

Harriet W. Hopf; Adapting the Medical Student Anesthesia Research Fellowship Program 
to a Virtual Environment. ASA Monitor 2020; 84:45 doi:

https://www.asahq.org/faer/programs/medicalstudentfellowships/virtual



Immediate Scholarship Effects

• Change in “currency”

• Inverse effect of  health and academic progress

• Barriers to dissemination (new vs old)
• $$, time, family, patient care

• Return to normalcy?

•Distance learning

• Conference democratization

Lessing JN, Anderson LR, Mark NM, Maggio LA, Durning SJ. Academics in Absentia: An Opportunity 
to Rethink Conferences in the Age of Coronavirus Cancellations. Acad Med. 2020 Aug 25. 

Research

• As of  October 20, 2020- >61,000 publications specifically 
pertaining to COVID-19 (C19)

CORD-19

• Allen Institute for AI

•March 16, 2020

• 8 anes articles in 1st dataset

• 1755 anes articles as of  11/6

Lu Wang L, et al.  CORD-19: The Covid-19 Open Research Dataset. 
ArXiv [Preprint]. 2020 Apr 22:arXiv:2004.10706v2. 

Research ßà Clinical Practice

• Clinical infrastructure
• i.e.- ORs

• PPE
• i.e.- Face shields

•Machines
• i.e.- Printing, sharing

• Clinical paradigms
• i.e.- Practice changes

Mittel et al. Logistical Considerations and Clinical Outcomes Associated 
with Converting Operating Rooms into an Intensive Care Unit during the 

Covid-19 Pandemic in a New York City Hospital. Anesth Analg. 2020 Oct 28.

Armijo, et al. 3D printing of face shields to meet the immediate need for 
PPE in an anesthesiology department during the COVID-19 pandemic. Am J 

Infect Control. 2020 Aug 4:S0196-6553(20)30762-8.

Cherry et al. Shared Ventilation: Toward Safer Ventilator Splitting in 
Resource Emergencies. Anesthesiology. 2020 Sep;133(3):681-683.

Burnett, et al. Managing COVID-19 from the epicenter: adaptations and 
suggestions based on experience. J Anesth. 2020 Oct 1:1–8. 



Quality of  Publications

• Project Quality

• Retractions
• Lancet, NEJM, others
• Author statements vs Journals

• Ramifications
• Policy
• Project funding and processes

In a secondary sensitivity analysis that also included research letters, the mean total scores
in the COVID-19 (n = 21) and nonCOVID-19 (n = 55) groups were 12.3 (95% CI 10.6–14)
and 23.3 (95% CI 22.2–24.2) respectively, and the mean summary percentage scores were
72.6% (95% CI 66.1–79.1) and 90.9% (95% CI 88.9–92.9), respectively. The mean total score

Fig 2. Quantitative appraisal of the quality of the COVID-19 versus nonCOVID-19 original articles. The
“Standard quality assessment criteria for evaluating primary research papers from a variety of fields”25 was used, for a
maximum total score of 28. (A, C) Primary analysis for mean total scores (A) and mean summary percentage scores
(C) for all COVID-19 (n = 13) and nonCOVID-19 (n = 52) original articles. (B, D) Secondary analysis for mean total
scores (B) and mean summary percentage scores (D) that included all of the COVID-19 original articles (n = 13) and
the lower quality half of the nonCOVID-19 original articles (n = 26). Data are means with 95% CI. An adjusted
threshold P value of 0.025 defines significance (adjusted for multiple testing. Welch’s t-tests).

https://doi.org/10.1371/journal.pone.0241826.g002

PLOS ONE Quality of COVID-associated clinical research

PLOS ONE | https://doi.org/10.1371/journal.pone.0241826 November 5, 2020 8 / 16

Zdravkovic, et al. Scientific quality of COVID-19 and SARS 
CoV-2 publications in the highest impact medical 

journals during the early phase of the pandemic: A case 
control study. PLoS One. 2020 Nov 5;15(11):e0241826.

Ledford, et al. High-profile coronavirus retractions raise concerns about data oversight. Nature. 2020 Jun;582(7811):160. 

Piller, et al. Authors, elite journals under fire after major retractions. Science. 2020 Jun 12;368(6496):1167-1168. 

Public/Admin Perception

Burnett GW, Katz D, Park CH, Hyman JB, Dickstein E, Levin MA, Sim A, Salter B, Owen RM, Leibowitz AB, Hamburger J. 
Managing COVID-19 from the epicenter: adaptations and suggestions based on experience. J Anesth. 2020 Oct 1:1–8.

My personal experience…
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GLOSSARY
ABG = arterial blood gas; ACE-2 = angiotensin-converting enzyme-2; ACS = acute coronary syndrome; 
ACTH = adrenocorticotropic hormone; AKI = acute kidney injury; APSF = Anesthesia Patient Safety 
Foundation; ARB = angiotensin receptor blocker; ARDS = acute respiratory distress syndrome; ASA = 
American Society of Anesthesiologists; ATN = acute tubular necrosis; BID = twice daily; BIS = bispec-
tral index; BMV = bag-mask ventilation; BNP = brain natriuretic peptide; CAESAR-ICU = Coronavirus 
Disease–Activated Emergency Scaling of Anesthesiology Responsibilities in the Intensive Care Unit; 
CAM-ICU = Confusion Assessment Method for the Intensive Care Unit; CHF = congestive heart failure; 
COVID-19 = coronavirus disease 2019; CRP = C-reactive protein; CRRT = continuous renal replace-
ment therapy; CT = computed tomography; CVC = central venous catheter; CXR = chest X-ray; DVT = 
deep venous thrombosis; ECG = electrocardiogram; ECMO = extracorporeal membrane oxygenation; 
EEG = electroencephalogram; EOLIA = ECMO to Rescue Lung Injury in Severe ARDS Trial Group; FIO2 =  
fraction of inspired oxygen; FVC = forced vital capacity; GI = gastrointestinal; HFNC = high-!ow nasal 
cannula; IL-6 = interleukin-6; INF-Beta = interferon-beta; IVIG = intravenous immunoglobulin; MAP =  
mean arterial pressure; MRSA = methicillin-resistant Staphylococcus Aureus; NIHSS = National Institute 
of Health Stroke Scale; NIPPV = noninvasive positive pressure ventilation; NSAID = nonsteroidal anti-
in!ammatory drugs; PaO2 = partial pressure of arterial oxygen; PAPR = powered air purifying respirator; 
PEEP = positive end-expiratory pressure; PPE = personal protective equipment; RASS = Richmond 
Agitation and Sedation Scale; RR = respiratory rate; RRT = renal replacement therapy; RSBI =  
rapid shallow breathing index; RSI = rapid sequence induction; SaO2 = arterial oxygen saturation; 
SARS-COV-2 = severe acute respiratory syndrome coronavirus 2; SAT = spontaneous awakening trial; 
SBT = spontaneous breathing trial; SCCM = Society of Critical Care Medicine; SOCCA = Society of 
Critical Care Anesthesiologists; TBI = traumatic brain injury; V/Q = ventilation/perfusion; VA = veno-
arterial; VAP = ventilator-associated pneumonia; VL = video laryngoscopy; Vt = tidal volume; VV = 
venovenous; WHO = World Health Organization

In response to the rapidly evolving coronavirus disease 2019 (COVID-19) pandemic and the poten-
tial need for physicians to provide critical care services, the American Society of Anesthesiologists 
(ASA) has collaborated with the Society of Critical Care Anesthesiologists (SOCCA), the Society 
of Critical Care Medicine (SCCM), and the Anesthesia Patient Safety Foundation (APSF) to 
develop the COVID-Activated Emergency Scaling of Anesthesiology Responsibilities (CAESAR) 
Intensive Care Unit (ICU) workgroup. CAESAR-ICU is designed and written for the practicing 
general anesthesiologist and should serve as a primer to enable an anesthesiologist to provide 
limited bedside critical care services.  (Anesth Analg 2020;131:365–77)
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have them limited to a couple of pages at 
most, and attempted to supplement them 
with an easy-to-comprehend podcast of 
the covered material in the text, so these 
could be listened to on-the-go or in dire 
circumstances in the heat of battle (asam-
onitor.pub/3kFfGqP).

Team allocations
Teams were allocated based on self-selected 
areas of expertise and team members iden-
tified during the very first phone call for 
the group together. If ever a crisis brought 
together teamwork and commitment, they 
were here in the CAESAR ICU group. It 
took just about a week or slightly more to 
finalize and publish all of our allocated sec-
tions and materials on the ASA website, 
a few more days to record our podcasts, 
and another two weeks to submit, and 
very soon afterward to receive acceptance 
to publish a full manuscript (asamonitor.
pub/2FlnwpL). To put perspective to this, 
please take a minute to ingest this data 
and timeline and understand that here 
was a group of critical care doctors that 
was working, with most being pushed to 
their limits by the pandemic. We can only 
but salute the entire CAESAR ICU team 

COVID Activated Emergency Scaling of 
Anesthesiology Responsibilities (CAESAR):  
The CAESAR ICU Initiative 
Shahla Siddiqui, MBBS, DABA, MSc, FCCM  George Williams, MD, FASA, FCCM, FCCP  Ashish K. Khanna, MD, FCCP, FCCM 

Why CAESAR ICU? 
It was about 10 p.m. EST on a Friday 
night in late March. My phone rang 
and “George Williams” came up on the 
screen. “Ashish, we have an urgent job 
at hand…” 

These are unprecedented times. Indeed, 
we have now been with COVID-19 for 
nearly six months or more. We have 
used different terminology and collo-
quial language to describe our existence 
as “the new norm” in various forms. As 
the SARS-CoV-2 invaded different re-
gions of the United States in early March 
and escalated to a primary surge, critical 
care physicians all across the country 
were forced to work at way beyond their 
normal capacity. Being anesthesiologists 
trained in the practice of critical care 
medicine, we feel uniquely positioned to 
be the providers best suited to handle the 
altered pathophysiology that is character-
istic of this complex syndrome. While the 
pandemic wreaked havoc across health 
systems in the country, we were forced to 
make decisions we had never made before, 
and triage resources based on stringent 
criteria that changed on a daily basis. As 
the supplies of ventilators and ICU beds 

dried up, so did another critical resource 
… the “intensivist.” Combined with the 
knowledge that there was a huge supply/
demand mismatch for critical care provid-
ers in the U.S. at baseline, the pandemic 
had now stretched us to our limits (asa-
monitor.pub/3fYjuAh). Traditional ICU 
doctors were exhausted, overworked, or 
themselves a victim of disease and suffer-
ing in some combination. As contingency 
plans developed, to manage the next wave 
of casualties, we immediately turned to our 
operating rooms and PACU environments 
where we could use a fleet of “non-con-
ventional” anesthesia ventilators to sal-
vage the situation. In these settings, our 
colleagues in anesthesiology were well 
positioned to take care of these critically 
ill patients. Knowing this need to rapidly 
train the large workforce of anesthesiolo-
gists in the country to be first responders 
for critically ill COVID-19 patients, the 
ASA, APSF, SCCM, and SOCCA rap-
idly set up a core group that was tasked 
with the development of an easy-to-use, 
practical, informative, and broad-based 
education module for the use of an anes-
thesiologist not trained in critical care to 
handle the crisis. The project was aptly 

named COVID Activated Emergency 
Scaling of Anesthesiology Responsibilities 
(CAESAR), or the CAESAR ICU 
initiative.

Conception of topics
Most topics for CAESAR were simplis-
tically a division by organ systems, in a 
typical systems-based approach to critical 
care that all of us have grown up with. We 
covered everything from the central ner-
vous system, to pulmonology with a focus 
on the basics of mechanical ventilation, to 
the cardiac side of things with an empha-
sis on septic shock and shock secondary to 
COVID, just to name a few. In addition, we 
had sections on endocrinology, nutrition, 
infection management, kidneys, fluids, 
and hematology as well. Last, but certainly 
not the least, we covered the ethical issues 
that seemed so very important in handling 
these patients with care and compassion 
as they “die alone” in the ICU. While the 
anesthesiologist would not be expected to 
cover ECMO, we did include a brief basics 
of ECMO so, at the least, screening cri-
teria and basic management skills would 
be provided. Each of these sections were 
written up as brief chapters with an aim to 
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Williams GW. Perioperative Care for Patients with COVID-19: Comment. Anesthesiology. 2020 
Sep;133(3):679-680.

Williams GW, Berg NK, Reskallah A, Yuan X, Eltzschig HK. Acute Respiratory Distress Syndrome. Anesthesiology. 2020 Oct 5.

“Necessity is the mother of  all innovation”
-English-language proverb

Face Shields
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3-FORM RCT… 
coming soon

Conclusion

• COVID-19 = D = Opportunity

• ↑ in scientific inquiry

•Durable D to education

•Higher expectation from administration/public
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