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 President’s Message  

A Call to Membership 
CHRISTOPHER L. CAMPESE, M.D., M.A., M.S., FASA  

“Alone we can do so little; together we can do so much.” 
   — Helen Keller 

During my NYSSA presidency, I have attempted to stay in close 
communication with you, our members, through monthly dispatches 
updating you on the current issues facing our organization. In this 
Sphere message, I would like to focus on a single theme and ask you  
to kindly consider its value as we reach the midway point of 2021. 
Had this been a “normal” year, my plans were to travel to each of  
the NYSSA districts to make an in-person appeal for increasing 
participation and membership. I hope to reach a similarly receptive 
audience with our bulletin as I encourage all of us to think deeply 
about the need for future growth of our society. 

It is easy to lose sight of the truth behind the statement, “Members  
are the lifeblood of any institution.” Your NYSSA is dependent on the 
active participation of the membership to fulfill our strategic goals;  
we truly cannot succeed without your support and involvement. The 
questions that naturally come to mind (and that are occasionally 
voiced by some skeptics) are, “Why should I be a member of the 
NYSSA?” and, “What does this society do for me?” First and foremost, 
a strong and stable medical specialty society reflects and promotes our 
most fundamental values. Anesthesiology is an art and science that 
impacts people at their most vulnerable, and it is crucial that our 
patients and the public hear about our work through a clear and 
cohesive voice. Membership also allows each of us, as individual 
practitioners, to leverage the collective power of our experiences to 
educate and influence others. 

Professional development is also a key part of our mission, and here 
the NYSSA provides an outstanding value and benefit to those who 
join. Our annual meeting, the PostGraduate Assembly, will celebrate  
its 75th anniversary this December. Since its humble beginnings at the 
Hotel Pennsylvania in 1946, this meeting has grown from a small, 
regional educational gathering to the third-largest anesthesiology 
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conference in the world. Bringing renowned experts in our field to 
New York for the purpose of improving our skills and the care we 
provide to our patients is a membership benefit that few other medical 
specialty societies provide. 

Another critical role that NYSSA members fill is that of mentors to the 
newer generations of physician anesthesiologists. Reflecting on my 
own life and career, I can say with certainty that if it weren’t for 
physicians who understood the critical importance of participation in 
the arena of organized medicine, I likely would not have recognized or 
appreciated its true value. From Albany Medical Center’s Dr. Scott 
Groudine (former NYSSA president) and Dr. Kevin Roberts (my 
residency director), among many others, to my partners at North 
Shore University Hospital and NAPA, member colleagues encouraged 
and supported my individual efforts to play an expanded part in the 
functioning of our society. I owe all of them a tremendous debt of 
gratitude and will always strive to search for and recruit newer talent 
and diverse minds to direct and secure the NYSSA’s future success. 

I speak about this so often that I realize I sound like a broken record, 
but the collective voices of NYSSA members in the sphere of physician 
advocacy cannot be overstated. It can often feel like those around us 
are downright dismissive of or hostile to the work that we, as 
physicians, do each day. Pressures from various outside forces are 
buffeting the medical profession as a whole and the specialty of 
anesthesiology in particular, and it is only through our professional 
societies that we can unite our strengths to advocate for the best 
interests of our patients and our specialty. I know there are many times 
when it seems as if the issues never resolve and the requests for time 
and contributions appear never to end. This is, unfortunately, a 
consequence of the times we live in and the political system that 
directs our lives and work. We simply have no other way to influence 
and help guide the political and regulatory process without banding 
together and generously supporting the NYSSA’s efforts on our behalf. 

It is here that I will make a personal plea for all our members to 
engage in outreach to others who may not see the wisdom or value of 
membership in the NYSSA. I encourage you to initiate contact with a 
local anesthesiologist (or practice) and ask them, if they don’t already 
belong, to join us on our mission. Tell them about the important 



topics I have highlighted above and how, now more than ever, we need 
to speak with one strong voice about the importance of our specialty. 
Encourage them to come to a district meeting and take advantage of all 
the benefits that accompany participation in the NYSSA and the ASA. 
If there are newer physician anesthesiologists in your own practice or 
locality, be the mentor who guides them to a career that integrates 
involvement in organized medicine with excellent clinical practice. 
Instill in them a foundation of respect for and pride in the work done 
by the NYSSA. Our organization needs the vitality and spirit of future 
leaders and it is incumbent on us to set the example for the 
generations that will follow in our footsteps. 

It is often quite difficult to consider devoting precious time and 
resources to a professional organization when life’s pressures pull us in 
so many different directions. It can often be easier to convince oneself 
that someone else will do the work, donate the funds, or manage the 
society. In truth, however, our present success and our future 
capabilities depend on each one of us helping with the tasks at hand 
in our own way. We can accomplish so much and advance the interests 
of our specialty through unified efforts, and I encourage everyone to 
reach out and help grow our membership to its fullest potential. m  
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Each year the House of Delegates of the New York State Society 
of Anesthesiologists bestows the Distinguished Service Award 
on an outstanding member of our Society. The award recognizes 
significant contributions to anesthesiology and the NYSSA and is 
the highest honor that our Society can give to any member. 

As outlined in the NYSSA Bylaws:   

     1.  The recipient must be an anesthesiologist who has been  
an active member in good standing of the NYSSA for a 
minimum of 10 years. 

     2.  The recipient must have provided significant service to the 
NYSSA by playing an active role in anesthesia education 
and/or an active leadership role in the NYSSA. 

     3.  The award cannot be given posthumously. 

     4.  Serving members of the Judicial and Awards Committee 
and officers of the NYSSA are not eligible to receive the 
Distinguished Service Award. 

Any member of the NYSSA may submit a nomination. There is  
no nomination form. We only request a letter indicating why you 
believe your candidate deserves this honor. Please stress his/her 
significant contributions to anesthesia education, research, or 
political/administrative activities. The candidate’s current 
curriculum vitae should also be included. Please send your 
nomination to Richard N. Wissler, M.D., Ph.D., FASA, at NYSSA 
headquarters (HQ@nyssa-pga.org) before July 30, 2021. 

Only by your active participation in the nominating process  
can we be assured that the most deserving will receive due 
consideration. 

Richard N. Wissler, M.D., Ph.D., FASA, Chair  
NYSSA Judicial and Awards Committee

Distinguished 
Service Award

The New York State Society of Anesthesiologists, Inc. 



 Editorial                    

Learning From Experiences in 
Virtual Recruitment  
KIRI MACKERSEY, MBCHB 

Vacation and vaccination! The sun is shining on 
New York and also rising on a new sense of hope and freedom with 
the increasing rates of vaccination and decreasing rates of infection. 
After vacation and vaccination, let us hope that the next “V,” viral 
variants, will not be a cloud on the horizon. 

In this issue we continue with the theme of “virtual work” — this 
time related to residency interviews. How have we changed our 
approach? How have residents’ choices about where to interview 
changed? Can we still get to know someone through a screen? Are 
there personal traits that we would miss when using the internet 
rather than being face-to-face? What role do cookies and “Do Not 
Disturb” signs play? Find out in our feature article! 

Other articles of interest in this issue include pieces on diversity 
and critical care medicine as well as a look at an obstetric 
anesthesia quality improvement initiative and another interesting 
case report. The diversity section begins with a historical spotlight 
on Dr. Patricia Bath. Dr. Bath was a native New Yorker and the first 
African American to complete a residency in ophthalmology. Our 
critical care contributions provide two distinct perspectives of 
intensive care physicians during the pandemic, aided by the 
hindsight of having “made it” through. Our case study discusses 
interesting pharmacology in a report on a critically ill infant. We 
welcome future case report submissions and encourage our readers 
to share their experiences with interesting and unusual anesthesia 
events. Finally, we welcome your views on academic life in the 
virtual realm. As Bill Gates once said, “The computer was born to 
solve problems that did not exist before.” m 
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The House of Delegates of the New York State 
Society of Anesthesiologists will bestow the  
Joseph P. Giffin Wall of Distinction Award on an 
outstanding member of our Society.  The award 
recognizes significant contributions to 
anesthesiology and the NYSSA. 

As outlined in the NYSSA Bylaws:   
      1.  The recipient must be an anesthesiologist who 

had been an active member in good standing  
of the NYSSA for a minimum of 10 years. 

      2.  The recipient must have provided significant 
service to the NYSSA by playing an active role 
in anesthesia education and/or an active 
leadership role in the NYSSA. 

      3.  The Wall of Distinction award can only be 
conferred posthumously and is not required  
to be awarded annually. 

Any member of the NYSSA may submit a nomination. 
There is no nominating form.  We request only a 
letter from you indicating why you believe your 
candidate deserves this honor.  Please stress his/her 
significant contributions to anesthesia education, 
research, or political/administrative activities. If 
available, the candidate’s current curriculum vitae 
should also be included. Please send your 
nomination to Richard N. Wissler, M.D., Ph.D., FASA, 
at NYSSA headquarters (HQ@nyssa-pga.org) before 
July 30, 2021 . 

Only by your active participation in the nominating 
process can we be assured that the most deserving 
will receive their due consideration. 

Richard N. Wissler, M.D., Ph.D., FASA, Chair 
NYSSA Judicial and Awards Committee

Joseph P. Giffin  W
all of D

istinction Aw
ard

The New York State Society of Anesthesiologists, Inc. 
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 From the Executive Director 

The World Has Changed,  
But We Are Still Here for You    
STUART A. HAYMAN, M.S. 

This is a time of unprecedented change. After more 
than a year, the country is still in the midst of a once-in-a-century 
pandemic. The economic turmoil and lifestyle disruptions that we all have 
endured have resulted in a fundamental transformation of every aspect of 
ordinary life around the world. As you continue to navigate through these 
uncertain times, both personally and professionally, there is one constant 
you can count on both now and in the future: the NYSSA’s commitment to 
you, our members. 

In October 2019, the NYSSA’s leadership invited ASA CEO Paul Pomerantz 
and COO Brian Reilly to join our Executive Committee meeting in order to 
discuss the possibility of participating in the ASA’s unified billing program. 
The Executive Committee members deliberated the unified billing issue, 
discussing related concerns such as removing NYAPAC and AFNY 
contributions from the bills, the timing of the billing cycle, and the need  
to keep the NYSSA’s database up to date. After careful consideration, the 
leadership voted to join the approximately 47 other state component 
societies that participate in the ASA’s unified billing program. 

There were many compelling reasons to make this change. One was the 
benefit of reducing billing redundancy, both for the organization as well as 
our members. Other benefits included the opportunity to optimize the use 
of staff resources, streamline the billing process so that members receive 
only one bill for both national and state component dues, and standardize 
data collection for both societies.  

To be completely candid, throughout my nearly 34-year career in medical 
association management, I have consistently opposed unified billing. That 
said, I, too, felt that the pros outweighed the cons and it was time to make 
this progressive move. I formed this opinion despite my concern that this 
decision would diminish the NYSSA’s control over the billing process as 
well as the staff’s ability to assist members in certain areas. 

Regardless of who is doing the billing for the association’s annual dues, 
the NYSSA’s staff and leadership have not delegated our responsibility to 



you, our members. The NYSSA’s five employees remain committed to 
serving our members’ needs and advocating on your behalf. You can and 
should continue to contact us via email at hq@nyssa-pga.org or phone at 
212-867-7140. We are here for you! 

We are currently in our first year of this trial program and, thus far, it has 
proven to be more successful than we anticipated. Our active membership 
numbers have surpassed those of 2020, reversing the losses we sustained at 
the onset of the pandemic. We now hope to reach peak membership levels 
by the end of the 2021 billing cycle. This change has allowed staff members 
to redirect the time previously spent on billing tasks to more productive 
endeavors, such as ensuring that all member contact data reflects the most 
current information. Staff members are also able to devote much more time 
and effort to member recruitment and retention. 

The NYSSA and the ASA represent your interests throughout New York 
and at the national level, most notably through education and advocacy. 
Both organizations provide numerous opportunities for peer-to-peer 
interaction and continuing medical education, and both represent our 
members’ best interests on the legislative, regulatory and socioeconomic 
issues that impact your practices and your patients. Even during times of 
unprecedented change, organized medicine will continue to play a vital 
role in the professional lives of all member physicians.  

If you have already renewed your membership in the NYSSA and the 
ASA, make an effort to recruit a nonmember. If you have not yet renewed 
your membership, the time to act is now. Renew your membership today, 
for your future and the future of your profession. m 
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 Professional Diversity in the NYSSA  

Historical Spotlight: Patricia Bath, M.D.      
ANSARA VAZ, M.D. 

Dr. Patricia Bath (1942-2019), a native of 
Harlem, New York, was a woman of many firsts. 

In 1973, she was the first African American to complete an 
ophthalmology residency. In 1975, she joined the Department of 
Ophthalmology at UCLA’s Jules Stein Eye Institute, making her the 
department’s first female faculty member as well as UCLA Medical 
Center’s first African American female surgeon. Dr. Bath excelled in 
academia. Within eight years she helped establish the ophthalmology 
residency at UCLA-Drew. As chair of the residency, she became the 
first woman in the country to hold such a position. 

From her actions, it is clear that Dr. Bath had a deep interest in 
public health. Upon discovering that African Americans were twice 
as likely to suffer from blindness and eight times more likely to 
develop glaucoma, she developed a community ophthalmology 
system that removed finances as a barrier to treatment. Later in life 
she was a strong advocate for telemedicine as a means to increase 
access to care in remote areas. Furthermore, in 1976, Dr. Bath co-
founded the American Institute for the Prevention of Blindness. The 
institute brought to the forefront the belief that “eyesight is a basic 
human right.” 

Rounding out her many firsts, in 1988, Dr. Bath was the first African 
American female doctor to receive a medical patent when she 
invented the Laserphaco Probe for the treatment of cataracts. This 
surgical tool, which is now used worldwide, even allowed Dr. Bath to 
restore the vision of several individuals who had been blind for more 
than 30 years.  

A nod to pipeline programs: Dr. Bath’s interest in science was 
sparked as a young girl after her mother presented her with a 
chemistry set. When she was 16, she attended a cancer research 
workshop though the National Science Foundation. Her derivation  
of a mathematical equation for predicting cancer cell growth was so 



impressive that it was later incorporated into a scientific paper 
presented by Dr. Robert Bernard and earned her recognition from 
Mademoiselle magazine, which presented her with its Merit Award  
in 1960. m  

Ansara Vaz, M.D., is vice chair of the NYSSA’s Committee on Professional 
Diversity and treasurer of District 2 as well as a clinical assistant professor 
in the Department of Anesthesiology, Perioperative Care, and Pain 
Medicine at NYU Grossman School of Medicine. 
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https://lemelson.mit.edu/resources/patricia-bath.

You Can Make a Difference 

AFNY provides PGA-related scholarships to anesthesiologists 
from the developing world who wish to refine their delivery of 
safe, modern anesthetic care. During the past 28 years, more 
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You can help AFNY fund the education and research that will 
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to fund the programs that fulfill AFNY’s mission.  

Visit www.afny.nyc and make your donation today.
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 Professional Diversity in the NYSSA  

Diversity: Looking Beyond the 
Moral Imperative      
ANSARA VAZ, M.D. 

Why Should We Care About Diversity? 
Conversations regarding diversity often start with the moral imperative: 
the idea that increasing diversity is the right thing to do, that we must 
right past wrongs, and that we must be inclusive of all individuals. 
Today, I ask that we look past the moral imperative and examine some 
of the other issues we should consider when pondering diversity and 
what it means to us individually and as a profession. 

It Is Our Mission 
The mission statement of our organization reads as follows: 
“The New York State Society of Anesthesiologists, Inc. (NYSSA) is 
dedicated to advancing the specialty of anesthesiology and supporting 
the physicians and scientists who are striving to provide the safest, 
highest-quality patient care to the citizens of New York state.”1 

Part of our mission is to provide care to the citizens of New York. Who  
are those citizens? According to the 2010 census, one in three New Yorkers 
self-identified as a minority.2 This attribute just touches one aspect of what 
makes New Yorkers so diverse. We represent different genders, religions, 
sexual identities and orientations. We speak a variety of languages and have 
disabilities. We each bring unique experiences and backgrounds to our 
encounters. However, our own data shows that we do not serve all of our 
citizens equally well, as health disparities continue to exist.3  

According to a report by the Committee on Community-Based Solutions 
to Promote Health Equity in the United States, “While the term disparities 
is often used or interpreted to reflect differences between racial or ethnic 
groups, disparities can exist across many other dimensions as well, such  
as gender, sexual orientation, age, disability status, socioeconomic status, 
and geographic location.”3 These attributes are some of the factors that 
influence one’s ability to optimize their health.4 Diversifying our workforce 
may be one of the bridges necessary to close these gaps.  
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Cultural Competence 
As our nation’s demographics continue to change, we as physicians will be 
increasingly tasked with caring for patients with backgrounds different 
from our own. In order to provide optimal care, we will need to have an 
understanding of cultural characteristics and how they influence patients’ 
perceptions of both disease and treatment recommendations.5 Hypothetical 
modules and reading can only go so far when developing a transcultural 
understanding. Cultural competence is cultivated over time through 
various interactions and experiences with individuals with backgrounds 
and perspectives different from our own. Only then can we transcend  
our own viewpoints and be considerate and understanding of others.5 
Diversifying our workforce by increasing the representation of individuals 
from various backgrounds is one way to increase opportunities to learn  
and foster transcultural understanding.  

Patient Care and Experience 
The case for diversity continues when looking at patient care, access and 
satisfaction. Minority, non-English-speaking patients and patients from 
underserved groups are more likely to be treated by nonwhite physicians.6 
Also, minority and women physicians are more likely to care for poor and 
Medicaid patients.7 It has been suggested that the increased likelihood for 
underrepresented healthcare providers to practice in underserved areas 
may be due to a sense of obligation to serve their community.6 Given this 
information, it is reasonable to think that increasing the number of 
minority and women physicians may increase access to health services, 
especially for underserved groups. Increasing access benefits us all when 
viewed from a public health standpoint. 

In addition, there is evidence to suggest that ethnic concordance between 
patients and physicians is associated with better communication, patient 
satisfaction, and improved outcomes.8 Furthermore, it appears that some 
minority patients may seek care from physicians of similar ethnic 
backgrounds as a preference, even when location is considered.9 This 
evidence in no way diminishes the contributions of white healthcare 
providers to the care of underserved populations, nor does it suggest that 
all patient interactions should be ethnically concordant. However, it is 
worthwhile to consider why ethnic concordance leads to such outcomes  
in patient care and satisfaction. Will we see similar effects from improved 
cultural competency, or are there other issues that need to be revealed?  
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Is there selection bias in that patients are seeking physicians similar to 
themselves? If so, having a more diverse workforce may assist these 
patients in their efforts.  

Research Enrollment and Agenda 
Another argument in favor of diversity is the advancement of research. 
Not all groups are consistently represented in medical research. 
Underrepresentation of women and minorities in clinical research became 
such a problem that the National Institutes of Health (NIH) began requiring 
investigators to account for discrepancies between the research subject 
population and the general population. Inadequate plans for including 
women and minorities could jeopardize NIH funding of a study.10  

In addition to jeopardizing funding, underrepresentation of certain sectors 
of the population limits the study findings and risks the generalizability of 
the study outcomes. Moreover, failure to reveal ethnic or gender differences 
in response to therapies or devices could lead to unsafe or ineffective 
treatments in some groups.11 As an example, let us look at the pulse 
oximeter, a device that is used daily by anesthesiologists and has become 
more frequently used by the general population during the COVID-19 
pandemic. The pulse oximeter, as with other medical devices, is required 
by the Food and Drug Administration to be tested for accuracy. The 
majority of the calibration tests were conducted on subjects with lighter 
skin tones. It was later shown that many of these devices overestimate 
oxygen saturation during hypoxic episodes in darker-skinned people.12 
When patients presented with signs and symptoms of COVID-19, oxygen 
saturation was often a determinant of whether a patient was admitted to 
the hospital for care or discharged home for self-management. 
Consequently, inaccurate readings, especially in favor of higher saturations, 
could have led to many people being discharged from the hospital 
inappropriately and could have contributed to the higher morbidity and 
mortality related to COVID-19 in African American and Hispanic 
communities.13 

The reasons minorities and women are often underrepresented in clinical 
research are multifactorial. For the African American community in 
particular, a history of exploitation and prior violations such as the 
Tuskegee syphilis experiment — in combination with cultural, educational, 
and economic factors — have led to mistrust of the medical community 
and researchers. This mistrust in turn leads to limited voluntary 
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enrollment. Just as the reason for underrepresentation is multifactorial, so 
must be the solution.11 It has been suggested that increasing the diversity 
of healthcare providers and researchers may be part of this solution. 
Increasing the number of African American providers may allow for 
community buy-in by recruiting the trust of community leaders, who may 
use their authority to facilitate enrollment by fostering trust in the greater 
medical community.11 

Another reason to diversify our research community lies in the thought 
that our research agenda is set by individual investigators who tend to 
research and explore topics that are personal and of interest to themselves 
and their communities. As Cohen, Gabriel and Terrell stated in their case 
for diversity in the healthcare workforce, “[I]t is reasonable to conclude 
that finding solutions to our country’s most recalcitrant health problems, 
even being able to conceptualize what the real problems actually are, will 
require a research workforce that is much more diverse racially and 
ethnically (as well as by gender) than we have now.”5 

Problem-Solving and Productivity 
Adding to the case for more diversity within our profession is the 
association with improved problem solving and productivity. Scott Page, a 
social scientist, analyzed studies of mathematics and social psychology and 
concluded that advancement and innovation are enhanced by diversity; 
that difference outperforms homogeneity. He showed that when people 
capitalize on their individuality, each bringing their distinct abilities and 
skillsets to a group, they can have superior outcomes as compared to a 
group of like-minded professionals, especially when approaching novel or 
complicated problems.14 Therefore, it is reasonable to consider that if our 
departments, practices and hospitals are led by diverse and well-rounded 
groups of individuals, more information and broader ideas may be 
considered, resulting in novel solutions. As a bonus, decisions made by a 
diverse group increase the credibility that the process and decisions have 
within the larger community.15 Buy-in by the group as a whole may be 
easier to obtain when individuals feel represented in the group’s leadership. 

Healthcare System Management 
Medicine is not solely about patient care; there is also a business side. We 
can learn many lessons on the value of diversity and inclusiveness from 
corporate America. Companies have found it both necessary and financially 
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rewarding not only to embrace their diverse consumer base but also to 
mirror this diversity in their workforce.16 Assessment of corporate boards 
and high-level management uncovers a link between diversity, inclusion, 
and many financial metrics.16 Several analyses have shown that both 
domestic and international corporations with high numbers of females in 
top executive positions have higher return on equity and greater 
earnings.16,17 Similar outcomes have been shown regarding ethnic and 
racial diversity in corporate personnel.16 

Legislative Advocacy 
Just as the demographics of our general population are evolving, so, too, 
are the demographics of our legislators. The National Conference of State 
Legislatures collects demographic data on elected officials. As an example, 
between 2015 and 2020, the New York state Legislature saw increases in 
the percentage of Hispanic/Latino, Asian/Pacific Islander, and female 
legislators.18 Having a more diverse body of policymakers can substantially 
influence healthcare policy for all constituents.5 Furthermore, when we 
take our trips to local offices, Albany and the District of Columbia, our 
messaging may carry greater weight if it is delivered by a diverse group. 

Closing 
Diversity is not just a projection anymore; it has become our reality.15  
Now is the time to embrace diversity. It is not only our mission but it also 
can help improve cultural competence, patient care, patient satisfaction, 
research enrollment, research agendas, problem solving, productivity, 
management of our health systems and advocacy. Due to what is available 
in the literature, many of the examples I used were in terms of race, 
ethnicity or gender. However, I do not believe that efforts to diversify 
should stop there. Considering sexual orientation, sexual identity, age, 
religion, disability status, education level, geographic location and 
socioeconomic status still does not fully encompass all the intersectional 
dimensions that make us unique or what we should be considering moving 
forward. Diversity may be difficult to define, but it definitely has benefits 
that make it worth embracing. m  

Ansara Vaz, M.D., is vice chair of the NYSSA’s Committee on Professional 
Diversity and treasurer of District 2 as well as a clinical assistant professor in 
the Department of Anesthesiology, Perioperative Care, and Pain Medicine at 
NYU Grossman School of Medicine. 
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 Critical Care Corner  

Fear, Courage, and Teamwork on the Front Lines: 
A Reflection One Year Later  
ANDREW SAPSON, M.D. 

What if a time machine could take you back exactly one year? What was 
your professional role at that time? What left the strongest impression? It 
is not an exaggeration to say that many of my colleagues and I consider 
caring for patients at the height of the pandemic as the most challenging 
but also the most humbling and rewarding experience of our lives. As an 
anesthesiologist with limited experience in critical care medicine, I cannot 
confidently speak on sepsis, shock, or ARDS. Instead, I would like to 
focus on a few intangible but equally important concepts: fear, 
uncertainty, courage, and teamwork, all of which were prevalent at my 
institution during the most trying time that anyone can remember. 

Without a doubt, March, April, and May 2020 were rough for all of us at 
South Nassau. Walking into the hospital in March 2020, the air felt so 
heavy that one could almost cut it with a knife. We didn’t have all the 
information we needed at the time. We weren’t sure what the best PPE 
was or whether there was enough of it for everyone. Many of my 
colleagues isolated themselves from their families while at home. As for 
me, I wore my N95 mask even while sleeping in bed at night. I eventually 
asked my wife to take our baby and move to my parents’ summer cabin 
deep in the woods of Pennsylvania — far away from me — for almost 
three months. Needless to say, it was a scary and stressful experience 
helping to save lives at work while constantly being worried about 
bringing COVID home. Some of my colleagues ended up contracting the 
virus and, thankfully, recovering. 

Meanwhile, the hospital was beginning to turn into one giant ICU before 
our eyes. The majority of its 400+ beds filled fairly steadily with critically 
ill COVID-positive patients, most of whom required mechanical 
ventilation and critical care services. As anesthesiologists, having our 
elective caseload eliminated, we were tasked with assisting the critical care 
providers with whatever they needed at the time. Many of us were either 
assigned or volunteered to perform emergency intubations, assist with 
proning, insert invasive lines, or obtain arterial blood gases. 
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I had the chance to step into the shoes of a respiratory therapist on several 
occasions. As I walked into the rooms of COVID-positive patients who 
were awake and alert, I reassured them that the painful needle sticks into 
their wrists were supposed to help us determine how soon they’d be going 
home to their loved ones. Many appeared apprehensive and depressed. 
Even though I was stressed and fearful myself, I had to project confidence 
and professionalism. Thankfully, having shared my sentiments with other 
colleagues, I learned I was not alone. 

More often than not, I worked side by side with anesthesiologists and 
nurse anesthetists who traveled hundreds of miles to help us fight the 
invisible enemy. In fact, everyone did their part. On any given day, units 
were filled with a variety of professionals — nurses, anesthesiologists, 
surgeons, medical students, and residents — all learning on the fly while 
performing vital tasks outside of their comfort zones. Everyone was 
repurposed to fit the needs of the day. It was a time of unprecedented 
camaraderie and teamwork that really underscored the multidisciplinary 
nature of critical care and the enormous effort it took to help a myriad of 
very sick patients. To be sure, we couldn’t save everyone, but many 
recovered and walked out of the hospital.  

Our work did not go unnoticed by the community. The fence outside the 
hospital turned into a makeshift thank-you note from grateful residents 
and businesses. Local grocery stores and supermarkets went out of their 
way to provide us with fresh food and water for several months. Indeed, 
fighting the pandemic helped bring professionals of various disciplines 
within the hospital and the local community together like never before.  

While COVID-19 personally touched every one of us in one way or 
another, it triggered monumental changes in my own life and career. I 
have always gravitated toward caring for the some of the sickest and most 
challenging patients in the operating room. Living and working during the 
pandemic helped me realize how much passion I actually had for critical 
care medicine. Consequently, after exhaustive discussions with my family, 
I decided to take the plunge, leave my life and career as I knew it, and 
move to Philadelphia to pursue fellowship training in anesthesia critical 
care. Sure, it’s a step outside of my comfort zone. However, just as I did a 
year ago, I once again set aside my fears and uncertainties and worked up 
the courage to follow my heart.  
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Looking back at the past year, one cannot help but breathe a slight sigh of 
relief. While the toughest days are most likely in the rearview mirror, the 
fight is definitely not over. This pandemic thrust critical care medicine into 
the forefront of healthcare and human conscience. It underscored the 
multidisciplinary nature of the field and the need for close collaboration 
among the various medical specialties and professions in order to 
accomplish the mission of improving and saving lives. As healthcare 
providers on the front lines, we must exercise caution, roll up our sleeves, 
and put fears and uncertainty aside. The pandemic clearly showed that 
courage and teamwork make all the difference when seconds count. m 

Andrew Sapson, M.D., a former member of the Department of Anesthesiology  
at Mount Sinai South Nassau, is a fellow in anesthesia critical care medicine at 
the University of Pennsylvania and a member of the NYSSA’s Critical Care 
Medicine Committee.   

The Critical Care Medicine Committee is a group of academic and private 
anesthesiologists from around the state who dedicate a portion of their clinical 
time to the practice of critical care medicine. This series focuses on anesthesia 
critical care topics and discussions applicable to all NYSSA members. The 
committee meets virtually on a bimonthly basis and welcomes new members. 

NYSSA Supporter
Thank you





 Critical Care Corner  

Different Population Requires Different COVID 
Medical Response  
YANG GU, M.D. 

It has been just over a year since the COVID crisis in New York City 
captured the attention of the entire country. New Yorkers outside of the 
immediate metropolitan area anxiously watched the TV coverage and 
wondered if the events unfolding in New York City were what we had in 
store for us, too. While the majority of New York state’s population lives 
in the city, the majority of New York’s geographical area is outside of it, 
and taking care of patients over a much larger geographical area promised 
very different challenges. As time would tell, the crisis experienced in 
Rochester and the rest of the Finger Lakes region was distinctly different, 
requiring a different medical response.  

During the first surge, as a response to witnessing New York City’s 
hospitals become overwhelmed by the number of patients, the University 
of Rochester Medical Center (UR Medicine), in conjunction with 
surrounding hospitals, quickly suspended all elective surgeries. This 
included all elective cases at our main campus and ambulatory surgery 
centers, as well as satellite campuses in the Finger Lakes region and 
Southern Tier. This allowed our system to increase bed capacity, 
restructure the workforce, and ensure a supply of personal protective 
equipment in preparation for a likely influx of patients. At the University 
of Rochester, we created a new intensive care unit that was staffed by 
intensivists, nurses, advance practice providers and respiratory therapists 
from all existing ICUs. Glenna Regan, PA-C, in the Cardiac ICU explains: 
“We mobilized a large, diverse interdisciplinary workforce, which was 
essential to handle the surge of cases. It granted us the unique 
opportunity to meet and work with people outside of our typical 
subspecialty silos and fostered a sense of teamwork that hopefully will  
be a long-lasting, positive effect of the pandemic.” 

Because of the lower population density, our initial surge looked very 
different, with a much slower spread of the virus. A large portion of our 
hospital beds were empty. Our residents and fellows were largely kept at 
home and rotated into the workforce on a weekly basis. With less clinical 
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demand for our workforce, our hospital system was able to send several 
teams of volunteers to New York City to help the worst hit hospitals and 
to gain experience in how best to deal with the epidemic. Several hospitals 
in the upstate region even received patients from the New York City 
hospitals that were over capacity. In response to the governor’s request, all 
of our anesthesia machines were accounted for and a strategic plan was 
developed in the event that these anesthesia machines had to be relocated 
to the city to act as ICU ventilators. 

As the same tidal wave of patients did not materialize in upstate New 
York, we were lulled into a false sense of security and let our guard down 
in the community. With the second surge, the more rural areas were 
disproportionately affected due to a larger elderly population and a higher 
percentage of the population with pre-existing illness. In part due to the 
closing of rural community hospitals over the last few decades, wait times 
to see providers have increased, resulting in less well-managed 
comorbidities. The tertiary and quaternary referral hospitals are relied 
upon to cover a much larger geographical area. Many of those in the 
outlying communities who contracted COVID-19 presented first to 
smaller community hospitals, where available resources are extremely 
limited. As the patients’ respiratory illnesses progressed, these smaller 
community hospitals very quickly reached their limits and became 
overwhelmed. A formal transfer plan then had to be developed with the 
larger hospitals. Eric Thomas, PA-C, in the divisions of prehospital 
medicine and cardiac surgery at the University of Rochester, explains:  
“At first, the care was centralized. We brought all the patients to us. As 
time went on, toward the end of the surge, the care had to be provided  
at community hospitals. We were able to bring our expertise to more 
outlying hospitals like FF Thompson Hospital.” 

Transport alone can be a challenge when caring for patents. Careful 
thought is required to manage the potentially hours of transport time 
when a patient may be in an ambulance or on an aircraft. At the 
University of Rochester, we have the luxury of having an Acute Shock 
Transport Team with specially trained nurses, respiratory therapists, and 
perfusionists who pick up patients from outlying communities. However, 
it is just as often that we require the expertise of paramedics from 
surrounding agencies, with whom we have never worked before, to 
provide ICU-level care for several hours in a noisy, moving ambulance. 
While air transports are usually of shorter duration, the cramped and 
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noisy environment and less-pressurized cabins can be even more 
problematic for patients who are already borderline hypoxic. For those 
reasons, some patients were electively intubated at the referring hospital 
due to the expected length of time spent inside an ambulance or aircraft. 
With the numerous critical care transports between hospitals at an all-time 
high, it put a tremendous amount of strain on the prehospital system. 
According to Eric Thomas, who also serves as the vice president and 
deputy chief of clinical care at CHS Mobile Integrated Health Care, 
staffing was strained due to some of the same issues experienced by others 
in the community, including parents whose children were home from 
school or child care.  

Unfortunately for some patients, valuable time passed before the patient 
arrived at our hospital. When we would see these patients later in the 
course of their illness, after the onset of multisystem organ failure, often 
the initial conversation was a goals of care discussion with the family. 
Along the same lines, for those patients who were appropriate candidates 
for more advanced therapy, including VV ECMO, by the time these 
patients arrived at our institution, many had already passed the prime 
time for cannulation and lung rescue.  

Even through these trying times, there have been some bright spots for 
the healthcare workers and some patients in upstate New York. The 
healthcare team has continually demonstrated professionalism and 
resiliency during the grueling months of the pandemic. Without these 
dedicated individuals, ranging from the pre-hospitalization transport 
teams to the intensive care teams, we would be in a much worse state. In 
the midst of what may be a third surge, an additional variable now has to 
be considered: vaccinations. As many polls suggest, people living in rural 
areas are less likely to want to be vaccinated, thus our vaccination rates 
continue to be a concern. Just as UR Medicine’s initial response to the 
pandemic was based on the difference we experienced in the spread of 
COVID-19, our strategy moving forward will continue to look different 
from that of New York City. We remain committed to serving the diverse 
challenges of our population. m 

Yang Gu, M.D., is an assistant professor of anesthesiology and perioperative 
medicine at the University of Rochester Medical Center and a member of the 
NYSSA’s Critical Care Medicine Committee.
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Virtual Interviews: The Anesthesia Residency 
Program Perspective 

BRITTANY REARDON, M.D., AND BRYAN MAHONEY, M.D. 

The COVID-19 pandemic had a major impact on every aspect of medicine, 
from clinical practice to administration, and the resident recruitment 
process has been no exception. The use of virtual interviews was strongly 
encouraged by the Accreditation Council for Graduate Medical Education 
(ACGME) for the 2020-2021 residency recruitment cycle, with likely 
integration of a virtual format into the upcoming 2021-2022 cycle as well. 
Although a great deal of uncertainty greeted each aspect of the otherwise 
routine responsibilities of graduate medical education, now that this year’s 
residency interview season has been completed virtually, our program — as 
well as others — can report a largely positive experience.  

Residency programs throughout the country and across various specialties 
are beginning to report their personal experiences with the virtual interview 
format. As this has been an unprecedented undertaking, it is instructive to 
learn about each program’s unique experience with the virtual interview 
process. 

While initially viewed as a negative consequence of the COVID pandemic, 
the virtual interview process has proven to confer some advantages for both 
programs and applicants. The primary advantage has been a substantial 
reduction in the cost associated with the interview process. The AAMC 
states that the median cost of in-person interviews per applicant for a given 
year is $4,000, with the upper limit of the range reaching $11,586 for those 
applying for more competitive specialties requiring a broader application 
strategy.1 Travel, lodging and food expenses have hindered applicants from 
applying more widely to programs in the past, but we observed a 15% 
increase in the number of applications received this year, which may 
indicate that the reduction in costs has provided applicants the opportunity 
to apply more broadly. This dynamic could even the playing field from a 
financial perspective for medical students from diverse socioeconomic 
backgrounds and promote greater equality in representation in medicine. 
While the ability to apply to and interview with more programs may 
provide opportunity, Huppert et al. point out that with the increase in 
applicants, the additional time spent reviewing applications and 
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interviewing may negate the time saved by programs and lead to interview 
burnout.2  

Despite the cost advantages that come with the virtual interview format, 
clear disadvantages warrant attention. The disadvantage we and applicants 
both feared is the potential inability to interact in a meaningful way with 
our current trainees. Our program, along with many others nationally, 
employs a pre-interview dinner or happy hour to provide a space for 
applicants and trainees to interact without the presence of faculty or 
program leadership. This allows applicants to ask questions in a social 
setting without fear of how they are perceived by those involved in the 
selection process. This opportunity is difficult to replicate in a virtual 
format. Ultimately, our program decided against asking our current trainees 
to attend virtual happy hours multiple times a week given already existing 
“Zoom fatigue” and a sense that the benefit to applicants decreased 
significantly in a virtual setting. Knowing that these interactions are essential 
to a successful interview cycle, we ensured the presence of two to four 
residents in our virtual “waiting room” so that applicants would have the 
opportunity to speak with them and ask questions between interviews. By 
the end of our interview season, this approach received a great deal of 
positive feedback from both applicants and our current residents. Many 
applicants reported that while initially concerned that virtual interviews 
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would make it difficult to discern the values and personality of a program, 
they were ultimately able to connect with our residents and faculty in a 
meaningful manner, alleviating these anxieties.  

Technical or logistical problems stemming from accessing the virtual 
interview platform can include access to a laptop or smart device with video 
capabilities and occasional network disturbances. Applicants may fear that 
poor video quality will negatively impact interviewer perception, making 
limited availability to proper equipment or internet access a potentially 
significant barrier. Additionally, the inability to visit hospital facilities and 
perioperative areas is another drawback of virtual interviews. Our program 
addressed this shortcoming by creating a tour video through the lens of a 
current resident that featured the main areas an anesthesiology resident 
would encounter as well as resident housing.  

While virtual interviews are more cost-effective, increasing access to all 
socioeconomic groups, Marbin et al. identify implicit biases that can be 
associated with this method of interviewing.3 Applicants who are of lower 
socioeconomic status may not have access to broadband internet or high-
quality cameras and laptops, which may alter interviewer perception of 
them.3 Interestingly, Marbin et al. also elucidate that skin tone affects facial 
recognition, leading to a large burden of stress on applicants with darker 
skin tones, who must ensure that they have good lighting so their 
expressions are visible to the interviewer.  

Our program’s approach to the virtual interview process was reflective of 
our location and values. As a New York City program, we felt that we 
needed to bring a piece of New York City to our applicants, leading to our 
creation of a “swag bag.” This package, sent out prior to each interview, 
included various items representing our program and city that were 
previously provided in person: a New York-based coffee, Milk Bar® cookies 
(from the popular New York City bakery), a “Do Not Disturb, Interview in 
Progress” doorknob sign with our departmental logo, a branded ring light, 
and documents describing our program.  

Prior to interview season, we filmed both professional and amateur videos 
highlighting the personality of our program. Our professional videos 
emphasized our program strengths and showcased our residents in the 
clinical environment. Our residency program director and assistant program 
director produced a video of the “morning talk” normally given the day of 
in-person interviews for applicants to watch on their own, as opposed to 
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watching during the virtual interview day. We made this video to provide a 
window into our natural interactions with one another in the department as 
well as to reserve all the time on interview day for interaction instead of the 
provision of information about the residency. 

Each of our virtual interview days began with six applicants joining our 
main virtual meeting room for a one-hour question and answer session 
based on prior viewing of the residency video information we had 
provided. We used an audience response system to allow applicants to 
ask anonymous questions as well as non-anonymous live questions. 
Afterward, individual applicants were sent to “breakout rooms” to join 
our four interviewers while those who remained in the main meeting area 
interacted with residents from our program who had logged into the 
meeting to answer questions. It was important for us to have a platform 
to interact with our residents to counter the loss of an in-person resident 
dinner that previously preceded interview days.  

Given our experience, the leveraging of technology for the virtual interview 
format may be considered by residency programs throughout the country 
beyond the end of the COVID-19 pandemic. We intend to continue 
providing this format as an option for applicants given the cost savings  
(for applicants) and the knowledge that it can be executed successfully. m 

Brittany Reardon, M.D., is an assistant professor of anesthesiology and assistant 
program director in the Department of Anesthesiology, Perioperative and Pain 
Medicine at Mount Sinai West and Mount Sinai Morningside hospitals. Bryan 
Mahoney, M.D., is director of the Residency Training Program, vice chair of 
education, and an associate professor in the Department of Anesthesiology, 
Perioperative and Pain Medicine at Mount Sinai West and Mount Sinai 
Morningside hospitals. 
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Quality Improvement Project Focuses on 
Emergency C-Section Medications 
Obstetric Anesthesia Personnel Surveyed on Use of STAT C-Section 
Box and Medication Preparation  
EDWARD KALAIDJIAN, M.D., HARSHAL SHUKLA, PHARM.D., BCPS, DPLA, 
DIVYA SUNDARAPANDIYAN, M.D., AND SHAMANTHA REDDY, M.D, FASA 

Background 
When obstetric emergencies occur, they require readiness and fast 
action by the obstetric anesthesiologists and trainees. Particularly for 
emergency cesarean sections (C-section), one major concern is the 
quick preparation and availability of common medications, as delays 
of mere minutes can have potential negative consequences on the 
health of both the mother and the fetus. This necessity for speed has 
led to the practice of drawing up commonly used medications, such 
as 2% lidocaine with epinephrine, ahead of time. (While there are 
prefilled syringes for phenylephrine, ephedrine, and succinylcholine, 
there are no prefilled local anesthetic syringes available at this time.) 
Pre-drawing medications saves time, but it also has the potential to 
create unnecessary medication waste. Additionally, it can put patients at 
harm for infection by increasing the likelihood of administering expired 

medication or 
medication stored in 
unsterile conditions. 
For this reason, a 
multidisciplinary 
team of obstetric 
anesthesiologists and 
pharmacists at 
Montefiore Medical 
Center devised a 
STAT C-section box 
(Figure 1), a sealed 
box that contains  
the most commonly 
used medications 
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for C-sections (Figure 2), with practitioners breaking the seal of 
each box only upon notification of a STAT C-section. The goal of 
this quality improvement project was to assess the attitudes and 
practices of anesthesia providers on the preparation and readiness  
of common medications used during emergency C-sections. The 
study also assessed their knowledge of and views on the STAT  
C-section box, which was made available in the labor and delivery 
supply area at Jack D. Weiler Hospital.  

Methods 
Questionnaire surveys (Figure 3) were given to obstetric anesthesiologists, 
fellows, and resident trainees in the anesthesiology department of 
Albert Einstein College of Medicine. These participants routinely 
administer anesthetics to patients in the labor and delivery rooms  
for scheduled and emergency procedures, mainly C-sections. The 
questionnaire asked responders when they prepare emergency 
medications prior to use and their knowledge of the expiration  
period of newly constituted medications, the availability of the  
STAT C-Section box in the labor operating room supply area, and  
the materials and medications in the box. In addition, responders  
were asked if they found the box to be useful, believed it could  
change their current practice, and thought it had the potential to 
improve the care of patients in the labor and delivery areas. The  
survey was validated prior to the study period.
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            Medication Name                                    Strength                               Quantity 

     Chloroprocaine MPF 3%                30 mg/ml (20 ml) vials                          3 

                   Ephedrine                            5 mg/ml (5 ml) syringes                        2  

           Lidocaine MPF 2%                       20 mg/ml (5 ml) vials                           4 

               Phenylephrine                   100 mcg/ml (10 ml) syringes                    2  

                     Propofol                                10 mg/ml (20 ml) vials                          2 

              Succinylcholine                     20 mg/ml (10 ml) syringes                      2  

Figure 2.  Medication contents of the STAT C-section box
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Figure 3. The STAT C-section box survey 

Date  ____________________ 

Check the appropriate box: 
k CA-1     k CA-2     k CA-3     k Fellow     k Anesthesia Attending 

1.   Have you participated in a STAT C-section on the Einstein Labor and Delivery floor? 
     k a. Yes     k b. No 

2.   At what point during your time on the Obstetrics/Labor and Delivery floors do you 
prepare emergency medications (e.g., local anesthetics)? 
     k a. At the beginning of your shift 
     k b. When the emergency is known 
     k c. Depends on anesthesia team members 
     k d. Depends each time 
     k e. None of the above 

3.   Is it your practice to keep propofol, succinylcholine and 20 ml syringes in each room 
ready to be used for emergency?        k a. Yes     k b. No 

4.   What is the expiration of medications drawn up in a syringe not utilized for emergent use? 
     k a. 1 hour 
     k b. 2 hours 
     k c. 8 hours 
     k d. 24 hours 
     k e. Not sure 

5.   Are you aware of the STAT emergency C-section box on the Labor and Delivery floor? 
     k a. Yes     k b. No     k c. Not sure 

6.   What is the location of the STAT emergency C-section box in the L&D areas? 
     k a. Room 1 
     k b. Room 2 
     k c. Room 3 
     k d. Anesthesia Supply Area 
     k e. Not sure 

7.   What medications and supplies are located in the STAT emergency C-section box? 
Select all that apply 
     k a. Local Anesthetics (Lidocaine 2% PF & Chloroprocaine 3%) 
     k b. Pressers (Ephedrine and Phenylephrine syringes) 
     k c. Propofol 
     k d. Succinylcholine 
     k e. Needles 
     k f. Syringes 

8.   Do you find the STAT emergency C-section box beneficial?     k a. Yes     k b. No 

9.   Is the STAT emergency C-section box going to change your practice in regard to 
preparation of medications prior to the case?     k a. Yes     k b. No 

10.   Do you think the availability of the box improves the care of patients in the OB areas?     
k a. Yes     k b. No 

11.   Any comments or suggestions?  ___________________________________________________ 
 
__________________________________________________________________________________ 



PGA75 Resident Research Contest 

 

The final deadline for abstract submission is August 2, 2021. 

Interested in submitting an abstract? 
Visit www.pga.nyc

Results 
Thirty-seven responses to the survey were received, including from  
23 residents/fellows and 14 attendings, of whom all but one had 
participated in an emergency C-section. The survey response rate was 
70% for residents/fellows and 63.6% for anesthesia attendings. Sixty-
three percent of responders stated that they prepare medications before 
emergencies are known and 22 percent said they prepare medications at 
the beginning of their shifts. While only 46 percent of responders 
correctly identified the expiration time of medication once drawn up, 
86 percent were able to correctly identify all medications and supplies 
in the STAT C-section box. Finally, 89 percent of responders found the 
STAT C-section box beneficial and 86 percent believed that its use 
could directly benefit patient care in the OB areas.  

Conclusion 
The survey indicates that pre-prepared STAT C-section boxes, when 
implemented on an institutional level, have the potential to change 
provider practices when drawing up and preparing emergency 
medication. These boxes may also reduce medication waste and save 
money. Most importantly, by encouraging safer preparation practices, 
there is the potential to prevent infections when administering IV and 
intrathecal medications. m  

Edward Kalaidjian, M.D., Harshal Shukla, Pharm.D., BCPS, DPLA,  
Divya Sundarapandiyan, M.D., and Shamantha Reddy, M.D., FASA, are  
with the Albert Einstein College of Medicine/Montefiore Medical Center.



COVID-19 and the Increased Demand for  
Lawyers’ Expertise   
MATHEW J. LEVY, ESQ., AND ZOILA SANCHEZ, J.D., M.P.H.  

In response to the public health crisis, federal and state laws are rapidly 
changing to meet urgent needs. Attorneys who are knowledgeable in 
healthcare, business, bankruptcy and privacy laws are working nonstop to 
guide their clients in these highly regulated areas. A recent article published 
by the New York State Bar Association titled “Despite Crisis, Demand Soars 
for Many Lawyers’ Expertise” (available at NYSBA.org) highlights examples 
of the wide-ranging legal needs confronting healthcare workers and entities, 
mortgage borrowers and servicers, bar and restaurant owners, and 
employers in this ever-changing climate. 

Healthcare 
With the rise of telemedicine, healthcare providers and entities, including 
hospitals, nursing homes and home care agencies, are seeking legal 
guidance on offering telehealth services. These providers must be aware of 
and understand significant guidance by the U.S. Department of Health and 
Human Services Office of Civil Rights, some of which is discussed in an 
article titled “OCR Announces Notification of Enforcement Discretion for 
Telehealth Remote Communications During the COVID-19 Nationwide 
Public Health Emergency” on the Weiss Zarett website.  

Weiss Zarett has also published to the firm website “Licensure & Liability 
Concerns for Physicians, Other Healthcare Professionals, Medical Residents, 
and Students During the Ongoing COVID-19 Pandemic,” which highlights 
the COVID-related challenges confronting healthcare workers, medical 
residents, and students, including practice and liability concerns.   

Business 
Many restaurant and bar owners experiencing a decline in sales need legal 
assistance to navigate the renegotiation of rental payments with landlords 
and loans with lenders. Business debtors faced with financial hardship due 
to the pandemic will look to bankruptcy experts to save their small 
businesses under the Business Reorganization Act of 2019. To best serve 
these business owners, attorneys must be well versed in the Coronavirus 
Aid, Relief, & Economic Security Act (CARES Act) and its protections for 
struggling businesses. Weiss Zarett recently published on its website 
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“CARES Act Promises Access to SBA Loans and Future Loan Forgiveness for 
Small Businesses (including Physician and Professional Practices) Impacted 
by the COVID-19 Pandemic.” Additionally, the NYSBA article cited above 
highlights how emergency regulations such as New York’s 90-day mortgage 
waiver (announced in 2020) generated questions from New York-based 
financial institutions seeking guidance on emergency relief to mortgage 
borrowers facing economic hardship.  

Employment  
The NYSBA article also provides examples of employers’ unique legal needs 
with respect to employee temporary layoffs, wages and hours, sick leave, 
reduced hours, and handling privacy concerns associated with notifying 
employees of confirmed coronavirus cases in the workplace. Employer 
handbooks need to be revised to include these new requirements and 
workplace posters should be updated as well. Layoffs must be handled 
carefully to avoid discrimination claims. Pandemic-related employment 
issues include unemployment benefits under the stimulus bills — also 
discussed in a WeissZarett.com publication titled “Massive Federal Stimulus 
Negotiated.” 

Response From the Legal Community 
Since the start of the pandemic, the American Bar Association and local bar 
associations have played a critical role in educating the legal community on 
the impactful issues discussed in this article. Such efforts have ensured that 
attorneys are well positioned to provide their clients with accurate and 
timely advice and to best serve their urgent needs. m 

Mathew J. Levy, Esq., is a shareholder/director of Weiss Zarett who co-chairs  
the firm’s corporate transaction and healthcare regulatory practice and serves  
as the NYSSA’s general counsel. Mr. Levy has extensive experience representing 
healthcare clients in transactional and regulatory matters. Zoila Sanchez, J.D., 
M.P.H., is a law clerk at Weiss Zarett who supports the firm’s business, healthcare 
law and litigation practice areas. The firm can be found on the web at 
weisszarett.com.
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 Albany Report 

Legislative Update        
CHARLES J. ASSINI, JR., ESQ. 

The submission deadline for the summer edition of Sphere usually 
coincides with the conclusion of the New York state budget 
negotiations among the governor, Assembly leadership, and Senate 
leadership. This year is no exception. A state budget for the upcoming 
year was adopted on April 6, 2021. This article, similar to the “Albany 
Report” in the previous summer edition, will focus on the fiscal year 
end (FYE) 2022 state budget and its impact on the NYSSA 
membership. 

I am pleased to report that, unlike in previous years, Gov. Cuomo  
did not include in his proposed budget a nurse anesthetist scope of 
practice (independent practice) proposal nor an initiative for the 
creation of a “Medicaid Design Team” charged with the duty to 
present proposals aimed at reducing Medicaid spending. As you may 
recall, previous Medicaid Redesign Teams (MRTs) considered nurse 
anesthetist scope of practice (independent practice) proposals that 
were never adopted. At the time, we successfully pointed out that 
granting independent practice rights to nurse anesthetists would not 
result in any Medicaid savings. 

I am also pleased to report that, due to the efforts of the NYSSA 
leadership, NYSSA Executive Director Stuart Hayman, and Albany-
based lobbyist Bob Reid (all working in close collaboration with the 
Medical Society of the State of New York [MSSNY] and other medical 
subspecialty societies) the governor’s proposal to restructure the 
physician Excess Medical Liability Insurance Program (aka the 
“Section 18 Program”) was rejected in the final budget deal and this 
program has been extended for another year. 

As you may be aware, the Section 18 Program provides a free 
additional layer of $1 million of coverage to eligible physicians with 
hospital privileges who maintain primary coverage at the $1.3 
million/$3.9 million level and have completed the mandatory risk 
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management course (required every two years). The Section 18 
Program was created as a result of the liability insurance crisis of the 
mid-1980s to address concerns among physicians that their liability 
exposure far exceeded available coverage limitations. 

The decision of the Legislature to reject the proposal is significant 
because if the proposal had been adopted it would have required  
the 16,000+ physicians currently enrolled in the Excess Medical 
Liability Insurance Program to bear 50% of the cost of these 
policies. For example, for an emergency room physician the new 
costs imposed on the individual physicians for the excess coverage 
would have been: Long Island = $5,653; Bronx and Staten Island = 
$6,561; Brooklyn and Queens = $6,118; and Westchester, Orange, 
Rockland and Manhattan = $4,500. 

Additionally, I am pleased to report that the governor’s proposal that 
contained changes to the Office of Professional Medical Conduct 
(OPMC) was rejected. In short, the governor’s budget proposal 
would have allowed the New York State Department of Health to 
disregard essential due process protections when a complaint has 
been filed against a physician and make information about a 
physician under disciplinary investigation public. 

Both of these budget proposals were reviewed during MSSNY’s 
virtual Physician Advocacy Day held on March 2, 2021, at which  
Dr. Christopher Campese gave a presentation on nurse anesthetist 
scope of practice legislation and the NYSSA’s position on the same. 
Dr. Campese’s presentation was extremely well received. Dr. Campese 
also summarized these budget proposals in his president’s message 
on March 18, 2021. The NYSSA has had, and will continue to have, 
a strong relationship with MSSNY. It is imperative that all the 
medical specialty societies continue to collaborate with MSSNY as a 
unified group to advocate for legislative proposals of importance to 
organized medicine. 

A comprehensive summary of physician provider provisions  

contained in Gov. Cuomo’s FYE 2022 budget, prepared by Bob Reid  

of Reid, McNally, & Savage (the NYSSA’s Albany-based lobbyists),  
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can be found under Advocacy, Legislative & Regulatory Issues 

(members only) on the NYSSA website at www.nyssa-pga.org/ 

members/legislative-regulatory-issues/. 

On the federal level, the ASA’s Advocacy Division hosted its Virtual 

Federal Legislative Conference 2021 on May 16, 2021. The NYSSA 

leadership, Executive Director Stuart Hayman, and I participated. m  

Charles J. Assini, Jr., Esq. 

NYSSA Legislative Counsel and Representative 

Higgins, Roberts & Suprunowicz, P.C. 

1430 Balltown Road; Schenectady, NY 12309-4301 

Our website: www.HRSLaw.us.com 

Phone: 518-374-3399 Fax: 518-374-9416 

E-mail: CJAssini@HRSLaw.us.com 

Physician Anesthesiologists Save Lives

Support  
Safe  
Anesthesia  
Care in  
New York State

www.safeanesthesia.com





 Case Report 

Hypokalemia, Digoxin, and Perioperative 
Ventricular Fibrillation Arrest in a Premature 
Neonate 
BENJAMIN METCALFE, D.O., QAINAT SHAH, M.P.H.,  
CHRISTOPHER MAUGER, M.D., AND MELISSA EHLERS, M.D. 

Introduction  
Tetralogy of Fallot (TOF) is the most common form of congenital cyanotic 
heart disease, occurring in approximately three out of every 10,000 live 
births and representing between 7% and 10% of all congenital heart 
defects.1,2 Most patients undergo complete surgical repair in early infancy 
or childhood, resulting in >90% survival.1,2 If left untreated, patients have 
a 50% five- to 10-year survival rate, with mortality due to hypoxemia, 
endocarditis, brain abscesses, or cerebral vascular accident.1,2 Despite 
being classified as a cyanotic lesion, some patients with TOF can have 
predominantly left to right shunting, which results in congestive heart 
failure (CHF) and subsequently compromised systemic perfusion.1 
Medical therapy for neonatal CHF is similar to that for adults, involving 
use of digoxin (to decrease sympathetic tone), ACE inhibitors (for 
afterload reduction), and diuretics (for preload reduction).3  

Case Presentation  
We present a case of a 3.64 kg 32-week premature male infant with 
TOF. Postnatal echocardiogram showed a large ventral septal defect 
(VSD), left to right shunting, and worsening symptoms of CHF by exam 
and X-ray. In the NICU he was managed with digoxin, furosemide, and 
high flow nasal cannula (FiO2 21%) with a plan for closure of VSD and 
ligation of patent ductus arteriosus (PDA) at 40 weeks post-conceptual 
age. Perioperatively, the patient’s serum K+ was noted to be 4.3 mEq/L. 
In the OR, after IV induction of anesthesia with 3 mg of rocuronium 
followed by 15 mcg of fentanyl, extreme difficulty in ventilating was 
noted (presumed “stiff chest”) and rapid desaturation was followed by a 
precipitous decrease in heart rate. The patient was emergently intubated 
and albuterol via ETT was given to help resolve bronchospasm. Over the 
next few minutes, the patient exhibited profound bradycardia down to a 
HR of 23 followed by a brief increase in HR to 210 after administration 
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of epinephrine 10 mcg/kg, 
and then the rhythm 
degenerated into VF. The 
patient was defibrillated 
with 2 J/kg, became 
asystolic for one minute, 
then went back into VF, at 
which time another 2 J/kg 
resulted in reversion to 
sinus bradycardia and 
eventually tachycardia 
after another dose of 
epinephrine 10 mcg/kg. 
These events were 

managed by appropriate PALS guidelines in the OR. After stabilization, a blood 
gas revealed the K+ was 2.5 mEq/L, and lab results showed a mildly elevated 
digoxin level of 2.1 ng/ml (normal 0.5-2.0). The surgery was canceled, a K+ 
infusion was immediately started, and the patient regained hemodynamic 
stability in 12 hours; however, his ventilatory status did not improve for 
several days thereafter. He subsequently underwent TOF repair two weeks 
later without complication.  

Discussion  
Ventricular fibrillation in a neonate is an extremely rare event but has been 
described in the setting of digoxin toxicity, the presumed diagnosis in this 
unusual cardiac arrest. Digoxin indirectly raises intracellular calcium 
concentration through its inhibitory effect on Na/K ATPase leading to 
subsequent positive inotropic effect on myocardial contractility.4-5 In addition 
to its inhibitory effects on Na/K ATPase, digoxin also has neuro-hormonal 
effects, including attenuation of carotid sinus baroreceptors. These effects 
cause a decreased sympathetic nervous system activation, central vagal 
stimulation, and a direct sympathoinhibitor effect on myocardium, all of 
which lead to decreased conduction velocity across the atrioventricular node 
and increased refractoriness of AV node impulses from the sinoatrial node.3 
While therapeutic doses of digoxin do not have adverse effects on the heart, 
toxic levels are known to cause cardiac arrhythmias. Digoxin toxicity occurs 
more commonly in infants and neonates and is more likely to present with 
pediatric bradyarrhythmia and heart block in children.6-7 Conditions such as 
impaired renal clearance, prematurity, dehydration, electrolyte imbalance 
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(hypokalemia, hypomagnesemia, hypercalcemia), hypoxia, hypothyroidism 
and certain drug interactions can all precipitate toxicity.8-10 It is likely that 
our premature patient experienced bradycardia and two episodes of VF due 
to a “perfect storm” of elevated digoxin levels and a hypokalemic state. 
Although this patient’s pre-operative K+ levels were reported in the normal 
reference range, hemolysis of specimen RBCs (often difficult to avoid in a 
neonatal blood draw) likely resulted in this artificially normal level. Relative 
hyperventilation and the use of diuretics, albuterol, and possibly 
epinephrine (all known to drive K+ intracellularly) may have further 
contributed to a dangerous hypokalemic state in this patient already at 
supratherapeutic digoxin levels. 

Given its narrow therapeutic range, digoxin pharmacokinetic parameters  
in infants, particularly critically ill infants, are especially difficult to predict 
considering variations such as birth weight, gestational age, and organ 
maturity.11 Neonates treated with digoxin must therefore be carefully 
monitored to avoid precipitation of events caused by decreased serum 
potassium. This involves accurate monitoring of serum potassium and 
digoxin levels, which may be challenging given the limited options for 
phlebotomy in neonates. If diuretics are required as part of the treatment 
for CHF found in some congenital heart disease, supplementation with an 
aldosterone agonist (i.e., potassium-sparing diuretic such as spironolactone) 
should be considered to help prevent hypokalemia.3 

Conclusion  
Careful electrolyte monitoring and judicious digoxin use are imperative in 
treating premature infants with CHF. Interval EKGs, monitoring of serum 
potassium along with serum digoxin levels, and addition of aldosterone 
antagonists may improve perioperative and operative outcomes.12 m 

Benjamin Metcalfe, D.O., Qainat Shah, M.P.H., Christopher Mauger, M.D., 
and Melissa Ehlers, M.D., are with the Department of Anesthesiology and 
Perioperative Medicine, Albany Medical Center, Albany, New York. 
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Looking for the Future Leaders of the RFS  
The NYSSA Resident and Fellow Section (RFS) leaders are eager to announce 
the 2021-2022 elections. 

The following six positions are open for the June 2021-June 2022 session: 

President-elect: A two-year commitment. Applicants must be entering their 
CA-2 year (are currently at the end of CA-1) and must be willing to serve a 
two-year term. Resident will serve as president-elect from June 2021 to June 
2022 before taking over as president and serving in this role until June 2023. 
Responsibilities include working with the president for the year and learning 
the associated responsibilities, taking a large role in the planning of events 
throughout the year, and attending ASA/NYSSA conferences and events 
throughout the year. 

Secretary: A one-year commitment. All years welcome to apply. The role  
of secretary will include, but not be limited to: managing the RFS email 
account, coordinating and delegating all email correspondence, and 
managing recordkeeping at all meetings and events. 

Content and Outreach Coordinator: A one-year commitment. All years 
welcome to apply. This resident will be responsible for managing all RFS 
social media content (Instagram, Facebook, Twitter) and posting pertinent 
anesthesia news, resident updates, useful facts, etc. Must be well versed in 
using all apps and must possess the skills to publicize in a professional 
manner all the exciting events and updates we have to share. This individual 
also will be responsible for coordinating articles (with help) for the NYSSA 
quarterly publication, Sphere, and will be in charge of any writing for similar 
opportunities/publications should they arise. 

Event Coordinator: A one-year commitment. All years welcome to apply. 
The RFS organizes at least one event per quarter and, ideally, one resident in 
this committee will be in charge of each event. That resident will delegate 
responsibilities as needed to coordinate the event and will work with the 
secretary to distribute all necessary invites/materials. This job will involve 
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communicating frequently with the president/president-elect and the rest of 
the RFS leadership. This individual must be comfortable reaching out to 
venues, coordinating event attendance, and communicating effectively with 
the team. 

Upstate Delegate: A one-year commitment. All years welcome to apply. This 
resident must be in good standing at a residency program in upstate New 
York. This resident will take the lead on the dissemination of information to 
upstate programs as well as help coordinate any events that may take place 
in upstate New York. This resident will play an integral role in fulfilling the 
RFS mission, which is to ensure that every resident’s voice is heard. 

Advocacy Coordinator: A one-year commitment. All years welcome to 
apply. The RFS plays an important advocacy role within the NYSSA. This 
resident will help coordinate virtual and in-person advocacy events, such as 
legislative lobby days, as well as PAC fundraisers. He/she will also be the 
point person with the NYSSA’s advocacy leaders and help with related talks 
as part of the NYSCARF and monthly lecture series. 

REQUIRED APPLICATION MATERIALS 

1. Letter of intent. (Please tell us why you feel passionate about the position 
you’re applying for and why you believe you are qualified for the position. 
Include any pertinent experience you may have and any relevant ideas you 
have for the upcoming year.) 

2. Letter of recommendation/endorsement from your program director. 

3. Updated CV with all relevant experience. 

Applications are officially open. Submit all required materials to 
Tinyurl.com/NYSSARFS. You MAY apply for more than one position if you 
feel you fit more than one. If you do so, please write a letter of intent for 
each and submit them both in the appropriate spot in the Google form. We 
may reach out to you to discuss your application and to answer any 
questions you have. 

Google Docs Application: Tinyurl.com/NYSSARFS 

ALL APPLICATIONS ARE DUE ASAP! 

If you experience any issues accessing the Google Docs application, please 
contact us at rfs.nyssa@gmail.com. 

We look forward to reading your applications. 

Sincerely, 
The 2020-2021 RFS Executive Board
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DISTRICT 1 
Nabil Abdelmalak, M.D. 
Putta Shankar Bangalore Annaiah, M.D. 
Tong Saa Chai, M.D. 
Michael Chua, M.D. 
Yohei Denawa, M.D. 
Jyotsna Gaur, M.D. 
Stanley Ikezi, M.D. 
Shibrah Jamil, M.D. 
Zenia Kaul, M.D. 
Daniel Khaimov, M.D. 
Laly Kaniyarathinkal, M.D. 
Robert Langer, M.D. 
Michael Liang, M.D. 
Xiaoqi Liu, M.D. 
Tricia Mahabir, D.O. 
Craig McCoy, M.D. 
Marlon McLeod, M.D. 
Jayaprakash Modi, M.B.B.S. 
Brian Nicholas, M.D. 
Jeffery Rangel, M.D. 
Nancy Rios, M.D. 
Evens Saint-Cyrus, M.D. 
Hari Shetty, M.D. 
Barry Stein, M.D. 
Sofia Steinberg, D.O. 
Jean Vaval, M.D. 
Jeng Yuh, M.D. 

DISTRICT 2 
Shauna Abdouche, M.D. 
Shah Ahmed, M.D. 
Paul Alfano, M.D. 
Gracie Almeida-Chen, M.D. 
Sama Ansari, M.D. 

Lila Baaklini, M.D. 
Naralys Batista, M.D. 
Siraj Bhadsavle, M.D. 
Sabrina Bhagwan, M.D. 
Pradhan Bhat, M.D. 
Mark Brouillette, M.D. 
Anthony Chang, M.D. 
Kenneth Chapman, M.D. 
Diana Chen, M.D. 
Chung-Jen Chen, M.D. 
Stephanie Chen, M.D. 
Hugo Clifford, M.D. 
Daniel Cook, M.D. 
James Damiano, M.D. 
Meneka Dave, M.D. 
Henry Davis, M.D. 
Spencer Deese-laurent, M.D. 
Ajay Dharmappa, M.D. 
Kathryn Dortzbach, M.D. 
Aimen El Manafi, M.D., FASA 
Morgane Factor, M.D. 
David Fealey, M.D. 
David Feliciano, M.D. 
Matthew Fishman, M.D., M.S. 
Paul Gallo, M.D. 
Nicole Ginsberg, M.D. 
Andrew Greenwald, M.D. 
Keren Griffiths, M.D. 
Amy Grossman, M.D. 
Carrie Guheen, M.D. 
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Anesthesia Care and Infection Control:  
Keeping Your Patients Safe 

Infection Control  
for Anesthesia 
Professionals 

Infection control training is mandatory for anesthesiologists and other healthcare providers in the state of New York. This course satisfies the NYS licensure requirement  
for infection control education.  |  This course was developed and updated by NYSSA, in conjunction with Elliott S. Greene, M.D.; Richard A. Beers, M.D.; and Medcom, Inc., 

thanks to an unrestricted  educational grant from New York state.  |  This activity is designated for 3 AMA PRA Category 1 Credits™ of which 3 are MOCA® Safety Credits.

This updated CME 
program, created by and 

for anesthesiologists, 
provides the information 

you need to decrease  
the risk of healthcare-

associated transmission 
of pathogens.

Topics Include: 
m  Safe injection practices designed to prevent 

transmission of bloodborne pathogens. 
m  Principles regarding cleaning, disinfection 

and sterilization of reused anesthesia 
devices and the anesthesia workspace. 

m  Contains information on COVID-19 
m  Practices shown to reduce the incidence of 

infectious complications associated with 
neuraxial anesthetic techniques. 

m  Prevention and post-exposure 
management of infectious diseases. 

Visit the Education tab on www.nyssa-pga.org to access the Infection Control Course.

Included with your NYSSA membership |  (UPDATED 3rd Edition)
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