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 President’s Message  

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

“I don’t want to end up simply having visited this world.” 
   — Mary Oliver 

In my summer message, I put out a call for expanding membership in 
our state society. As we enter autumn, I would like to expand on this 
theme with an appeal for increased participation as well. Professional 
medical organizations, as I have noted previously, cannot survive 
without members. It is also critical that those members then take an 
active role in fulfilling the organization’s mission. There are many 
valuable ways in which NYSSA members can actively participate, and  
I encourage everyone to seriously consider giving some time and 
devoting some of your varied talents to our association. 

One of the most important and effective ways to become more involved in 
the NYSSA is through committee participation. By joining a committee in 
an area of special interest, you can significantly influence the committee’s 
work and network with others who share your passion. One of the 
ways in which I have attempted to increase participation has been to 
expand the size of the committees for this year. Taking advantage of the 
benefits afforded by Zoom meetings during this time of limited in-
person engagement, I felt that we could enlarge our reach to distribute 
the committee workload more equitably and, hopefully, bring in many 
new contributors who may not have previously served in this manner. 
We will reassess this “experiment” in the months to come; if it proves to 
be successful, we will continue to utilize a larger committee format in 
the future.  

By now most of you should have received an email from our president-
elect, Ted Kim, asking you to list committee preferences for the 
upcoming year. In the spirit of increased participation, I urge everyone 
to look for a region of interest and consider volunteering your time to 
one or more NYSSA committees. Remember, too, that committee work 
is not limited solely to our state society. The ASA is also a principal 
avenue for anesthesiologists to participate in the work of organized 
medicine and provides many beneficial opportunities for personal and 
professional growth. 
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Advocacy is another area where participation is critical to the NYSSA’s 
goals and provides valuable benefits as well. The upcoming months  
are a crucial time for our government outreach efforts, and it is  
helpful when members contact their legislators to have introductory 
conversations or expand on existing relationships. The NYSSA office 
staff and your leadership team are always available to provide guidance 
and support regarding our key issues and can be a useful resource for 
background information and tips on communicating effectively with 
our legislative representatives. While some people may believe the 
process of lobbying our elected officials to be difficult or even 
distasteful, I can assure you from many years of experience that it is 
neither. Virtually all of the legislators I have had the pleasure of 
meeting with have welcomed my efforts, and we have had many 
constructive conversations. Lawmakers appreciate the opportunity to 
understand what goes on in our operating rooms, clinics and offices 
and, in giving them these insights, we can help guide them in their 
work. Many times, politicians are simply unaware of the potential 
consequences of certain bills or the impact that new laws may have  
on our professions, practices, and patients. It is our responsibility as 
physicians to inform those who have legal and regulatory authority  
over the medical field, and it is only through active participation that 
our voices will be heard. 

Another great way to contribute to the NYSSA’s mission is through our 
district meetings. These gatherings, which are usually held every few 
months at a convenient time and place, provide the opportunity to 
network with local colleagues, obtain education, and participate in 
electing the society’s leadership. It is at the district meetings where 
representatives are chosen for the NYSSA House of Delegates and where 
information regarding issues of importance to all our constituents — 
members as well as patients — is presented and discussed. If you 
haven’t had the ability to attend a district meeting recently, I encourage 
you to reach out to your director and plan on making the next one to 
reconnect and re-engage with your fellow members. 

As an extension of encouraging participation in the NYSSA at the 
district level, we must also identify and cultivate up-and-coming 
leaders. We have been fortunate over the years to have many 
outstanding anesthesiologists step into the roles required to guide us 
through the challenges affecting our specialty, and this need will not 



abate in the years ahead. We must encourage and support strong  
and diverse voices from within our ranks to take on the mantle of 
leadership and ensure that our society has a bright and purposeful 
future. I direct these words primarily to the young anesthesiologists 
who, while dealing with the many responsibilities of personal and 
professional life, must also appreciate the speed with which time flies 
and how quickly our specialty will be in need of your skills and 
expertise in order to survive. These are areas rarely addressed in a 
residency training program, but the successful execution of the NYSSA’s 
mission could not be more vital to our patients and our profession.  

There is no time like the present to begin your participation in the 
work of the NYSSA. We stand out from other medical societies thanks 
to the engagement and passion of so many of our members who possess 
a “can-do” spirit that extends beyond the operating room and the clinic 
to every facet of our professional lives. Recognized by our colleagues 
and institutions as the people who “get the job done,” we naturally 
gravitate to active roles and direct our focus toward ensuring that 
failure is not an option. To those who currently play a part, large or 
small, in the tasks of the society, I extend a heartfelt and profound 
thank you for all your efforts on our collective behalf. To those who 
currently aren’t invested in our operations, I encourage you to hear the 
call and find a way to engage with your fellow physicians. The rewards 
are truly gratifying, and you will be a key part of the change that you 
wish to see in our specialty. m  



 Member News                   

  For the past several years, Dr. Leroy Phillips has represented the NYSSA at the annual 
career day for the Brooklyn-Queens-Long Island Area Health Education Center, Arthur 
Ashe Institute for Urban Health, Science Technology Entry Program, SUNY Downstate 
Health Sciences University. This year, Dr. Phillips participated in a “virtual” career day, 
which was attended by approximately 300 students. Through his efforts, Dr. Phillips  
has been a wonderful ambassador for the NYSSA and the specialty of anesthesiology,  
as evidenced by the following letter of thanks. 



 Editorial                    

How Do You Prefer to Learn?  
KIRI MACKERSEY, MBCHB 

In keeping with the “virtual” theme of the past 
few issues, our feature article this quarter looks 

at resident education in the online world. Reading about how one 
residency program adapted to the concept of electronic learning 
offered me the chance to reflect on my own learning and teaching 
preferences.  

As a student, I am the paper, book and quiet room type. Read, 
make notes, test, repeat. I’m proudly anachronistic in the face of 
technology. A good online lecture would be allowed onto my 
timetable, but a whole series? Enter the pandemic: There were no 
books on the subject. The proliferation of papers was overwhelming 
and unfiltered. The best early source of information ended up 
coming from webinars: Chinese and Italian doctors, awake in their 
midnight hours, sharing knowledge to save us from repeating their 
own missteps. Next it was conferences that went online, and I was 
drawn in. The benefits grew: I could rewatch lectures, view talks 
whose original airtimes had clashed with other interesting topics, 
and ask questions in real time without interrupting the speaker. 
Perhaps there was something to be gained after all? 

As a teacher, I like to see my trainees: Does everyone understand? 
Was last year’s joke still funny? Who has drifted onto their portable 
iBrain to answer a question? While I had already used remote 
learning for reaching multiple campuses, the pandemic offered a 
new urgency, and my allergy to PowerPoint had to be addressed. 
The online room took off and, with some adjustment, allowed 
interpersonal connection too.  

Moving on to other topics, our quarterly diversity contribution 
takes a look at the inception of a diversity committee. The article 
reveals how one particular New York institution is actively creating 
an inclusive workplace using education, mentoring and quality 
improvement. We hope to hear more about these initiatives in 
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future issues. We at Sphere would also be enthusiastic about sharing 
other diversity success stories. Please contribute your work so that 
others may benefit and learn from your projects. 

It’s time to get excited about PGA75! Whether you are presenting, 
participating in a committee meeting, or planning to attend to take 
advantage of the outstanding CME and networking opportunities, 
mark your calendar for December 10-13 and make sure your 
membership is up to date. Is it time to get involved? Yes! m 
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Thank you
NYSSA Supporter



 Professional Diversity in the NYSSA  

NYU Langone Health Diversity 
Committee: Moving Beyond the 
Discussion Phase     
UCHENNA O. UMEH, M.D. 

How does a diversity committee work? What does a diversity 
committee do? Do we really need a diversity committee? These are 
some of the questions I have been asked over the past 12 months in my 
role as chair of the Committee on Diversity, Equity and Inclusion (DEI) 
within the Department of Anesthesiology, Perioperative Care and Pain 
Medicine at NYU. I, along with the committee members, have gained a 
clearer understanding of some of the potential areas that need to be 
addressed under the umbrella of a DEI committee and how to begin 
addressing them. This article is a follow-up to our previous article in 
Sphere (spring 2021) and an update on the current projects of NYU’s 
diversity committee. 

The NYU Langone Department of Anesthesiology, Perioperative Care, 
and Pain Medicine’s diversity committee was formed in July 2020 in 
response to a heightened sense of awareness regarding issues of 
diversity, inclusion and health inequity prompted by the COVID-19 
pandemic and the Black Lives Matter movement. After the committee’s 
formation, we developed our mission plan based on four pillars of 
sustainable change as described by Dr. Joseph Ravenell, NYU Langone 
Health’s associate dean for diversity affairs and inclusion. These pillars 
include: 

  • Optimizing Organizational Culture 

  • Promoting Inclusive Community 

  • Increasing Diversity, Equity and Inclusion Capacity 

  • Developing and Implementing Equity-Related Knowledge 

Our committee goals, as previously outlined in the spring 2021 issue, 
are: 

1.  Develop a strategic plan for diversity, equity and inclusion goals and 
regularly report back to the chairman regarding these initiatives. 
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2.  Facilitate our department’s progress on the goals of diversity, equity 
and inclusion. 

3.  Develop a method for cultural sensitivity and mindfulness training 
for our department. 

4.  Promote mentoring and equality in advancement for 
underrepresented and LGBTQ+ medical students, residents, fellows 
and faculty. 

5.  Assist in recruiting diverse faculty and work to recommend effective 
strategies for outreach and recruitment of candidates from 
underrepresented backgrounds. 

6.  Work with our residency program director to achieve optimal 
resident performance, and mentor women, underrepresented and 
LGBTQ+ residents for future leadership positions. 

In light of the above-mentioned goals, our committee has supported 
mentoring of underrepresented minority and LGBTQ+ residents, fellows 
and junior faculty members. We have actively sought out residents and 
junior faculty and invited them to participate in research projects. Some 
of our residents are members of the diversity committee and they are 
involved in research and quality improvement (QI) projects. Residents 
on the committee have also applied for ASA mentoring grants in 
collaboration with faculty on the committee. 

The committee members realize that lack of adequate provider training 
in cultural competency and unconscious bias may diminish satisfactory 
patient care and contribute to health disparities. Last year, all members 
of our department were required to take an institution-wide online 
unconscious bias training course. Our committee is developing a 
project to educate our physician colleagues, nurses, and other 
healthcare providers by illustrating scenarios of unconscious bias and 
microaggressions during patient care. The idea is to produce a graphic 
educational pamphlet with the goal of promoting respect for cultural 
and experiential differences and strengthening the patient-healthcare 
provider relationship.  

The committee has devised multiple projects to achieve our health 
equity goals. Several projects aimed at studying health equity and 
examining disparities in patient care across the NYU hospitals and 
clinics have been developed. 
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The first project is an obstetric quality improvement (QI) project that  
aims to evaluate differences in obstetric and anesthesia care at four NYU 
hospitals: Tisch Hospital, Bellevue Hospital, and NYU Brooklyn and Long 
Island hospitals. This retrospective study aims to compare peripartum 
morbidity and mortality among obstetric patients at these four hospitals. 
The study will evaluate differences in obstetric and anesthesia care such as 
rates of elective delivery prior to 39 gestational weeks (ED <39), low-risk 
cesarean section and episiotomy by race and ethnicity. Additionally, the 
study will analyze differences in rates of spinal versus general anesthesia 
for cesarean sections as well as postoperative epidural PCA and opioid 
PCA utilization among patients based on race/ethnicity, socioeconomic 
status, insurance type and hospital site. This project is currently in the 
data collection phase. 

The second project is in collaboration with the chronic pain management 
division and is designed to evaluate telemedicine utilization across the pain 
clinics since the onset of the COVID-19 pandemic and the subsequent 
implementation of telemedicine. This retrospective review will examine the 
demographic characteristics of the patient population that utilized this 
service from March 2020 to March 2021 in comparison to in-person visits 
one year prior. The study will attempt to identify patterns of telemedicine 
use and define limitations on the utilization of this service across the pain 
clinics in the Manhattan and Brooklyn campuses. The study will also 
examine conditions for which patients were most likely to use 
telemedicine, frequency of use and follow-up over time. 

A third project, still in the planning phase, is a QI project that aims to 
determine patient satisfaction regarding communication with anesthesia 
providers in the perioperative period. The plan is to administer a short 
survey to all patients in the recovery room, prior to discharge home or to 
the inpatient ward. The survey questions will attempt to uncover issues in 
provider-patient communication. The study will also attempt to analyze if 
racial and ethnic patient-physician concordance play a role in complaints 
about lack of cultural competency or unconscious bias and overall 
perception of care received by patients. 

These are just a few of the projects that our committee has implemented 
or is considering since our formation more than one year ago. We have 
numerous other items on our to-do list such as developing a speaker 
series and creating a diversity, inclusion and health equity-specific section 
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on our departmental website to house all of our projects and provide links 
to articles on these topics. 

In summary, our committee is still in the early stages, with much work 
left to do. We are hopeful that the work we have begun will highlight 
the health disparities that exist in anesthesiology, perioperative care  
and pain medicine and ultimately lead to improvements. We are also 
optimistic that our planned projects will serve as important teaching 
tools to educate our colleagues and raise awareness about unconscious 
bias and microaggressions as well as promote cultural competency. We 
look forward to sharing updates on what we learn so that all patients 
can be afforded the best care possible. m  

Uchenna O. Umeh, M.D., is an assistant professor in the Department of 
Anesthesiology, Perioperative Care, and Pain Medicine and the Department 
of Orthopedic Surgery at NYU Grossman School of Medicine, associate 
director of the Regional Anesthesiology Fellowship Program, and co-director 
of ambulatory anesthesia at NYU Langone Orthopedic Hospital.



Pandemic Ushers in New Era of Virtual Learning 

NATHANIEL SIEV, M.D., ANURAGH TRIKHA, M.D., AND DANIEL R. ERDHEIM, D.O. 

During the peak of the COVID-19 pandemic, graduate medical 
education (GME) programs in the U.S. were among the first to tackle 
the issue of continuing education despite resource limitations, a 
decrease in educational opportunities (for example, the canceling of 
elective surgical cases), and the importance of maintaining social 
distancing. Simply put, while battling the vast unknown of a viral 
pandemic in makeshift ICUs, education became an afterthought. 
Residents from across multiple specialties found themselves redeployed 
to the front lines against COVID-19. These dire times presented 
immense hurdles but also immense opportunities to adapt to the ever-
changing GME landscape. 

The anesthesiology residency program at NYU Langone Health sought 
ways to maintain patient and resident safety while prioritizing resident 
education. This involved converting regularly scheduled assemblies  
and conferences into activities that could remain interactive and 
collaborative while ensuring social distancing. Our residency program 
quickly realized that existing video conference software could be the 
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primary tool to overcome the unique challenges that COVID-19 
presented to education. Morning conferences, lectures, M&M and 
grand rounds all became virtual, with broadcasts available to all 
members of the department regardless of physical location. Popular 
video conferencing software allowed for these educational pursuits to 
remain interactive, with dynamic participation by residents and 
instructors alike. 

Since the initiation of these changes, both residents and faculty have 
adapted with ease to this new era of graduate medical education, with 
in-person learning replaced by virtual options. Furthermore, these 
virtual options have had the effect of increasing attendance and 
participation by making education more convenient and accessible. 
What began as pure necessity during a global pandemic may soon 
become standard practice once this pandemic finally ends. 

While the concept of electronic learning (“e-learning”) in graduate 
medical education has certainly been examined more during this 
pandemic, it was analyzed even before COVID-19 as programs sought 
out innovative methods to expand educational opportunities. In 2008, 
Dr. Scott Stern, an internist at the University of Chicago, wrote about 
“computer-assisted medical education,”1 reviewing certain approaches 
the University of Chicago had taken with electronic education. He 
noted that e-learning could be vital in helping learners organize and 
connect information, both clinical and preclinical, by allowing access to 
vast collections of information on the internet (far more than textbooks 
alone) and, perhaps most importantly, by allowing learners to proceed 
at their own pace, controlling the “cognitive load.” He did note, 
however, that e-learning was limited in its ability to teach clinical 
reasoning and evaluate competency goals. 

Dr. Robyn Webber, a consultant urologist from Scotland, wrote in  
2007 about updating “distance learning” in the internet age.2 She 
reflected on current e-learning initiatives and delved into the challenges 
of developing “good web-based educational materials.” E-learning, she 
posited, should not exist solely for the sake of existing, but should 
present a clear benefit that does not exist with other forms of 
education. It is also vital to avoid duplication of existent resources. 
Furthermore, one needs to ensure accuracy, quality, and appropriate 
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“fit” of the material: Will e-learning accomplish its purpose? At the 
time, Dr. Webber was concerned about the burdens of larger file sizes 
and issues of download speed; however, this concern is largely 
irrelevant given the advancement of internet connectivity currently 
available (although this does remain a concern in certain parts of the 
world). Lastly, Dr. Webber touched upon more fundamental issues of  
e-learning: costs associated with developing and maintaining these 
educational materials, accessibility (should there be subscription fees or 
should knowledge be open access), and the ability to integrate different 
types of media (although this last issue is now largely outdated). She 
ends her review by saying that e-learning is a “resource which will only 
be as good as its contributors and users allow it to be.” 

Having touched upon the early stages of medical e-learning, and the 
concerns raised at that time, we can then look at more recent analyses 
to see what adaptations and solutions have been developed. One 
qualitative study in 2016 evaluated “blended learning,” which 
combined “face-to-face interaction with e-learning.”3 While not 
focusing purely on e-learning, it does allow us to look at how web-
based education has been received in the decade or so following the 
aforementioned articles. E-learning was defined as computer- or 
internet-based, and could either mimic the didactic style of lectures 
(the “traditional classroom experience”) or create an entirely new 
experience (simulations, problem-based learning, or even electronic 
games). Blended e-learning therefore combined traditional lectures  
with online modules or video presentations, for example. This analysis 
touches upon a study by Lewin et al. in 2009 that found that medical 
students who utilized this blended learning paradigm had better exam 
scores than their peers who utilized face-to-face lectures alone,4 
suggesting that e-learning may not only be a convenient option but 
also, perhaps, a superior one. The format of blended learning utilized 
in this 2016 study involved an e-learning module for pediatric residents 
that was then discussed and reviewed in a face-to-face manner. The 
study examined: 1. How effective (defined as an increase in knowledge 
in at least one of the ACGME’s six core competencies) residents felt  
this blended learning style was, and 2. How residents perceived the 
interactions in this blended learning format versus the traditional 
classroom setting. Participants found blended learning to be more 
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effective and a more positive experience overall when compared to 
traditional lectures. Interestingly, the most effective aspect of blended 
learning noted by residents was the ability to interact with the content 
and each other, showing problem-based e-learning and discussion as a 
potent learning tool (although this study was limited by small sample 
size as well as its qualitative nature). 

The prevalence of e-learning was also analyzed from the viewpoint of 
residency program directors in 2017.5 A national survey of internal 
medicine residency programs was conducted to assess the use of  
e-learning for resident education. A survey was disseminated, with  
214 programs responding. Forty percent of residencies reported using 
synchronous (real-time) e-learning at least “sometimes,” while 72% 
reported using asynchronous learning “sometimes,” “often,” or “very 
often.” The most common e-learning formats were slideshows with 
recorded narration and online modules developed by professional 
organizations. Seventy-nine percent of programs reported not having 
the budget to integrate e-learning, while 56% felt that they did not 
have faculty development for e-learning (and an additional 30% 
reported faculty development was insufficient). The survey found that 
most programs utilized some form of e-learning, mostly asynchronous 

16 NYSSA — The New York State Society of Anesthesiologists, Inc.



(such as electronic textbooks, slides, and the like), and that most 
programs lacked the resources for e-learning integration. At this time in 
2017, therefore, it was determined that U.S. residency programs could 
be better resourced to integrate e-learning technologies and that most 
program directors had a limited view of e-learning (seeing it as a mostly 
asynchronous format that could at best supplement study materials). 
Looking back to “blended e-learning,” it appears that synchronous  
e-learning is more effective than asynchronous, so reluctance to adopt 
e-learning may be attributed to false notions regarding efficacy, lack of 
awareness of multiple different styles of e-learning, and budgetary 
limitations. Only three years before the COVID-19 pandemic, the use of 
e-learning by residency program directors was fairly limited. It was not 
well-understood, not really prevalent outside of slideshow presentations 
and electronic textbooks, and was, perhaps, even seen as burdensome. 
What would come next, however, would lead to changes in the 
perception of e-learning, with a radical shift toward utilizing virtual 
learning as the primary option for residency programs. 

In June 2020, approximately three months into the peak of COVID- 
19, two large emergency medicine residency programs published a 
review with recommended strategies for continuing graduate medical 
education despite the current pandemic.6 The top recommendation 
advocated for virtual academic sessions — notably, interactive sessions 
more in line with blended e-learning, although now entirely virtual. 
Virtual simulation became a relatively new concept, allowing residents 
to lead and practice simulation cases with remote computer access.  
This allowed for residents to review a case virtually with their 
simulation group, emphasizing verbalization of their thought processes 
(replacing the in-person observation of physical tasks that had become 
impossible due to social distancing measures). Another unique learning 
opportunity came in the form of on-shift learning. In EM, the overall 
decrease of emergency department volume allowed for more 
“downtime,” which led to greater opportunities for one-on-one 
instruction. The decrease in clinical volume (seen across most 
specialties) led to an increase in opportunities for personalized  
teaching. The mobilization of medical students in certain areas to  
help combat COVID-19 also led to an increase in teaching opportunities 
for residents, an immense educational tool. “COVID-19 has forced 
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programs to rethink educational strategies,” this review noted, but the 
silver lining came in the form of the new educational opportunities and 
formats that virtual learning afforded. 

The neurology residency program at the University of Arkansas 
explored the efficacy of virtual instruction of EEG interpretation during 
the COVID-19 pandemic.7 The teaching of diagnostic interpretation has 
long been intense, requiring many hours of face-to-face instruction and 
review; however, the pandemic severely disrupted this capability. 
Faculty utilized the Zoom video conferencing platform, with residents 
participating in live interactive sessions over a period of eight weeks.  
A pre-test and post-test were administered in order to gauge just how 
effective these virtual sessions were. There was a significant 
improvement in average resident test scores between the pre- and post-
tests, and 100% of residents surveyed felt that the virtual EEG sessions 
were effective while also allowing them to interact with the instructor. 
Residents also felt that the virtual EEG sessions were more accessible 
and interactive than in-person sessions, and the residents were more 
engaged with virtual sessions when compared to traditional face-to-face 
instruction. Notably, residents felt that because of the increased ease of 
accessibility with virtual sessions, they were able to attend more 
sessions than they would have when compared to in-person learning. 
In fact, the authors concluded that because of the overwhelming 
positive response (and academic results), virtual learning should be a 
mainstay of resident education even after pandemic restrictions have 
eased. 

Finally, in regard to anesthesiology-specific virtual learning, the 
residency program faculty at Johns Hopkins University wrote about 
“adapting resident education to the COVID-19 pandemic.”8 They 
describe a “high-fidelity immersive case-based simulation scenario for 
telesimulation” using Zoom. The telesimulation was devised in such a 
way to allow for intermittent debriefing and resident engagement. There 
was a pre-test, post-test, and post-simulation survey to assess resident 
satisfaction. Overall, residents were satisfied with telesimulation as a 
substitute for in-person learning, and knowledge scores were found to 
increase with the virtual learning intervention. The residency program 
found that the e-learning format was effective in increasing knowledge 
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and was met with enthusiasm from the residents, with many reportedly 
feeling more engaged and stimulated to think critically. Once again, the 
decrease of clinical learning opportunities (with the cancellation of 
elective surgeries) led to new opportunities for resident education, 
which, in this instance, were noted to be quite effective. Further 
benefits were noted, including saving time and travel costs when 
participating in virtual learning as opposed to commuting to physical 
simulation centers. Participants did not notice any issues with 
translating a complex case into the virtual realm. In fact, the number 
one “complaint” involved issues with the audio feed during the 
telesimulation. Video optimization was also a hassle, as participants had 
to configure their own screens in order to adequately view all critical 
aspects of the telesimulation. The use of regular “reflective pauses” 
allowed for learner engagement and debriefing at regular intervals 
throughout the telesimulation. This allowed learners to reflect on their 
current management, incorporate new information, and modify their 
approach to the task at hand. In this study as well, the designers noted 
that while it was born out of necessity during a pandemic, the use of 
virtual education allows for opportunities that should be utilized long 
after the pandemic ends: “Telesimulation offers opportunities to present 
educational materials to learners who are geographically distant or do 
not have access to physical simulation resources,” which may play a key 
role in medical education in low-resource settings in the future. 

Prior to 2020, e-learning had been viewed as one-dimensional, cost-
prohibitive, and, frankly, unnecessary given how it had been used 
previously (mostly as a collection of e-books and slideshow 
presentations). Some saw e-learning as a promising alternative, but it 
was often hampered by the fact that it was not necessary, resulting in 
little advancement or serious use. The advent of COVID-19, however, 
left graduate medical education programs scrambling to find 
alternatives to in-person, face-to-face learning once social distancing 
and assembly limitations were required. Turning to e-learning, 
residency programs found an option that was effective, well-received, 
and met all the requirements of the pandemic era. Advancements in 
e-learning may have even rendered certain traditional formats of 
education obsolete, at least for the present and the immediate post-
pandemic period. Participants have found virtual learning to be more 
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convenient, more accessible, more enjoyable, and even more fruitful. 
The ability to freely share e-learning systems in an open access 
fashion — and it is our opinion that this education should be open 
access — may further cement virtual learning as one of the preferred 
educational options (particularly in under-resourced areas). Barriers to 
open access virtual learning may be hard to overcome, however. Time 
and resources are required to develop adequate curricula, and creators 
would not be wrong to want compensation for their time and 
expertise. Furthermore, even if they volunteer their information gratis, 
developing and hosting online platforms would require some basic 
overhead costs, at the very least. Possible solutions could include 
resource-rich institutions or foundations covering costs so that wider 
audiences may be reached (and improvements in medical education 
would likely be in the sphere of public health improvements). 
Detractors may point out limitations and technological requirements 
to facilitate such widespread educational activities; however, no 
matter what the future holds, it would appear that virtual learning is 
here to stay. m 

Nathaniel Siev, M.D., and Anuragh Trikha, M.D., are anesthesiology residents 
at NYU Langone Health. Daniel R. Erdheim, D.O., is an anesthesiology 
attending at NYU Langone Health. 
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The History of the International Scholars Program 

ELIZABETH A. M. FROST, M.D. 

The NYSSA’s International Scholars Program was conceived around 1994 
during the annual meeting of the European Society of Anaesthesiologists. 
While at the NYSSA booth, Dr. Alex Gotta and I were impressed by the 
number of young doctors from all over the world who asked us about the 
PGA and expressed how much they would like to attend but had no funds 
to do so. The following year we started a pilot program, funded mainly by 
the NYSSA, to explore the interest in and feasibility of inviting a few 
international anesthesiologists to attend the PGA and offering some 
funding such as shared hotel accommodations, free registration and partial 
airfare. The program was an immediate success. Supported also by Dr. 
Paul Goldiner, the concept was expanded. Applicants were recommended 
and completed an extensive form explaining why they wanted to attend 
the PGA. A committee was formed to review the applications and make 
recommendations.  

When airfare could no longer be offered, we found that many 
departments would help their junior members to attend if they 
presented a poster. And many did just that. Scholars are still offered 
shared hotel space along with free attendance at the meeting, workshop 
tickets as they become available, and invitations to some social events. 
Some have even participated in BLS and ACLS classes and shared this 
training in their home countries, where they were new concepts.  

Since its inception, the International Scholars Program has helped  
more than 400 scholars from 62 countries attend the PGA. Many 
participants have returned to their home countries to become program 
and residency directors, organizing specialty and board training 
certification. One scholar became president of the European Society 
and another became the surgeon general of Thailand. Some have 
become department chairs and contributed in major ways to the world 
literature. Special thanks go to the NYSSA and to those members who 
have made financial contributions to this undertaking.  

The pandemic took a major toll on the program in that we had only 
one student from Liberia who was scheduled to attend last year. 
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Although he was sent a link to the virtual meeting, the internet access 
fees charged by his country were prohibitive. We hope that this year  
we will be able to welcome international scholars once again, both in 
person as well as virtually.  

Funding for the program, which is a tax-deductible contribution,  
comes from the Anesthesiology Foundation of New York (AFNY) and 
donations from the NYSSA. AFNY awards scholarships and grants to 
enhance the training and education of the most enthusiastic, dedicated 
and committed anesthesiologists working in the developing world. 
Please help us continue this important endeavor by making a 
contribution to AFNY at https://www.afny.nyc/. m 

Elizabeth A. M. Frost, M.D., is co-chair of the NYSSA’s International Scholars 
Committee. 

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 
than 400 anesthesiologists representing 62 countries have 
enhanced their education and training thanks to the generosity 
of the NYSSA and its members.  

You can help AFNY fund the education and research that will 
improve patient care around the world. Contributions are tax 
deductible and 100 percent of every donation will be used  
to fund the programs that fulfill AFNY’s mission.  

Visit www.afny.nyc and make your donation today.

The Anesthesiology 
Foundation of New 
York (AFNY) is a 
 501(c)(3) nonprofit 
organization whose 
mission is to improve 
patient care around 
the world.



Memories: A Look Back at 53 Years at  
Mount Sinai Medical Center in New York City 

GEORGE SILVAY, M.D. 

Editor’s Note: More than half a century ago, Dr. George Silvay left his home 
country to begin a new life in the United States. At the time, little did he know 
that Mount Sinai Medical Center would become his professional home for the 
next 53 years and counting. Dr. Silvay recently spent some time reflecting on 
his long and rewarding career. 

I received my medical degree from Comenius University, Bratislava, 
Czechoslovakia in 1960. After graduation, I entered into the general and 
thoracic residency program at the Second Surgical Department of Comenius 
University and the post-doctoral fellowship program at the Institute of 
Experimental Surgery Slovak Academy of Sciences in Bratislava. 

Following the completion of my surgical boards, I obtained a Ph.D. degree 
on the topic of priming the heart lung pump-oxygenator for open heart 
surgery. Since I speak German, I was then sent to the newly established 
Cardiac Center in Leipzig, East Germany, as a visiting fellow. There I met 
several physicians from West Germany and received a scholarship from 
the Alexander von Humboldt Foundation in Munich. 

Through my contacts 
in Munich, I obtained 
an invitation for a 
three-year fellowship 
at the newly 
established Division  
of Cardiothoracic 
Surgery at Mount 
Sinai Hospital in New 
York from Drs. Robert 
Litwak and Howard 
Gadboys. It would 
start 10 months later. 

25SPHERE     Fall 2021

Dr. Robert Litwak (left) with Dr. Silvay



This was a huge surprise, especially considering that my English was very 
weak. However, it was a wonderful opportunity, so I was prepared to do 
whatever was needed in order to obtain a visa; of course, at this time in 
Czechoslovakia and under communism, this was no easy feat. I started to 
correspond with Professor Litwak. He was impressed with my research 
project on gelatinous plasma expander Haemaccel since he was the leading 
surgeon-scientist on hemodilution for open heart surgery.1 

The political scenario changed as “socialism with a human face” was 
ushered in and with it the opportunity for me to finally get the permission  
I needed to travel. I was trying my best to improve my English before my 
departure. Before leaving, my colleagues in Bratislava let me place the first 
pacemaker in a patient in Czechoslovakia.2 

On July 1, 1967, Professor Litwak met me at John F. Kennedy Airport and 
took me to my new home: a two-bedroom apartment in a new building for 
Mount Sinai staff. The next day, I was introduced to his staff and slowly but 
surely I grasped my new work routine. We only had clinical time in the OR 
two days out of the week, but we were lucky to also have a large research 
laboratory complete with an OR where we were able to work on several 
projects at once. 
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Professor Litwak was incredibly nice to me. He invited me to his house and 
to his monthly garden party with the cardiologists. He helped me improve 
my English. Under his guidance, I participated in two research projects: 
thrombogenic material for cardiac surgery and hemodilution for open heart 
surgery. We had an experimental OR on Mondays and Wednesdays and a 
patient OR on Tuesdays and Thursdays. We conducted our daily patient 
rounds starting at 7:00 a.m. and after an OR schedule in the afternoons.  
On Saturdays and Sundays, we began at 10:00 a.m. 

My life had drastically changed. I was speaking a new language, living in  
a new city, working at a new hospital, and socializing with new friends. 
Contacting friends and family back in Czechoslovakia was either very 
expensive by phone or very time consuming by post. 

Professor Litwak’s administrator informed me about my salary, introduced 
me to the payroll department, and explained to me that I could attend 
medical meetings in New York and across the nation. My life was moving 
very fast at the hospital, and I made even more new friends via the 
Czechoslovak Mission to the U.N. I began to experience more of my new 
surroundings and to take advantage of the opportunities to travel that came 
my way. I attended several national congresses in Chicago and San Diego 
and an international CT congress in Hong Kong. In June 1968, I went 
home for the first time, visiting hospitals in Bratislava and Prague with 
Professor Litwak. 

Then, as my friend the filmmaker Milos Forman would say, there was a  
“big bullet to the piano”: On August 21, 1968, Czechoslovakia was 
occupied by the Soviet Union. My life became much more complicated 
overnight. I wondered what would happen to me, to my parents, and to  
all the people I left behind. 

Around the same time, I also learned that the surgical and cardiothoracic 
training I received in Czechoslovakia was not valid here in the U.S. I would 
need another four to five years of general surgery training and then another 
two to three years to specialize in cardiothoracic surgery. Professor Litwak, 
like my father, was categorically against the idea that I should return to 
Czechoslovakia. After my fellowship under him was completed, he sent me 
to look for positions from New York to Leeds (U.K.) and Hamburg (West 
Germany). My trip was educational, and I met a lot of interesting people; 
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however, I did not like the positions being offered to me. I began to plan for 
my inevitable return to Czechoslovakia, even with the big disadvantage of 
not being a member of the Communist Party. 

To prevent this from happening, Professor Litwak offered me a permanent 
position as director of the CT research laboratory at Mount Sinai and began 
to groom me to begin a career as a cardiothoracic anesthesiologist. After 
several meetings with my parents in Vienna and Munich (I was unable to 
return home at this time), I decided to stay in the U.S. and start working  
in the anesthesiology department at Mount Sinai. It was easy. I was 
comfortable seeing the same faces in the operating rooms and the halls of 
the hospital. I found the residency to be very easy given my experience, and 
I benefited greatly from my previous surgical experience. After I completed 
my residency, I was offered a job as an attending in Mount Sinai’s 
Department of Anesthesiology, and the rest is 53 years of history. 

I would like to thank all of my chairmen during those years: Professors 
Milton Adelman, Leslie Rendell-Baker, David Callum Stark, Joel Kaplan, 
Paul Goldiner, David Reich and Andrew Leibowitz; I am very grateful that 
they allowed me to attend, be involved in, and even organize my own 
conferences.  

Shortly after my appointment, Professor Adelman told me that it would be 
prudent for the furthering of my career in cardiothoracic anesthesiology to 
become involved in the organization of the yearly Eliasberg Symposium, 
named after the first chairman of anesthesiology at Mount Sinai. He also 
suggested that I work with the pharmaceutical and medical industries 
concerning anesthesia. After my second year attending the committee 
meeting for the Eliasberg Symposium, I suggested that we could draw a 
larger attendance to the symposium if we held it the day before the NYSSA’s 
annual PGA in December. They took my advice and, as a result, attendance 
tripled, with many more international attendees as well. 

My time at Mount Sinai was punctuated by the wonderful colleagues  
with whom I had the pleasure of practicing cardiothoracic anesthesiology 
(Drs. Avron Weinreich, Sidney Owitz, Joseph Jagust, Raymond Miller and 
many others). Some of these friendships extended beyond the hospital and 
into our personal lives. We would play tennis and chess together, vacation 
together, and of course attend meetings together. Perhaps most vitally, 
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Dr. Joel Kaplan began to promote academic anesthesiology, and his 
influence improved both national and international visibility of our 
department during my career. He got me involved with the Journal of 
Cardiothoracic and Vascular Anesthesia, where I am now a section editor.  
He also helped me become a full member of the selective Association  
of Cardiac Anesthesiologists (only 50 members) and backed me as I 
organized an annual international symposium from 1981 to the present.  
(In 2023, this event will take place in Willemstad, Curacao, from January 
15-20. See the spring 2020 issue of Sphere for an overview of the 
conference.)  

Over the years, I have worked closely with several companies in the 
pharmaceutical and medical industries and gained many contacts around 
the world. In the field of anesthesiology, I have covered such topics as 
geriatric cardiac anesthesia, aortic aneurysm repair, Marfan syndrome, 
and, more recently, preoperative clinic for day admission cardiac and 
major vascular surgical patients. 

Although I have published more than 200 scientific papers and more 
than 20 book chapters, and I have received many honors, the honor 
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that is most special to me is a recent award in recognition of my more than 
50 years of service to the Department of Anesthesiology, Perioperative and 
Pain Medicine at the Icahn School of Medicine at Mount Sinai. m 
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OIG Issues Advisory Opinion on  
Ambulatory Surgery Center Investments   
MATHEW J. LEVY, ESQ., AND MAURO VISKOVIC, ESQ.  

Investments in ambulatory surgery centers (“ASC”) appear to be on the 
rise. On April 29, 2021, the Office of Inspector General (“OIG”) posted 
an important advisory opinion1 in which it concluded that a specific 
investment in an ASC by certain medical providers would not result in 
sanctions under the Anti-Kickback Statute (“AKS”).2 

The transaction at issue involved a health system, individual surgeons 
and a medical management company that wished to invest in an ASC. 
As a general matter, the AKS prohibits medical providers from paying 
or receiving kickbacks, remuneration, or anything of value in exchange 
for referrals of patients who will receive treatment paid for by 
government healthcare programs such as Medicare and Medicaid, and 
from entering into certain kinds of financial relationships. As such, the 
AKS would be a potential impediment to the contemplated investment 
because the offer or payment of investment returns from an ASC to an 
investor constitutes remuneration under the AKS.       

In concluding that this specific transaction would not result in 
sanctions under the AKS, the OIG cited numerous factors that would 
mitigate the risk that the investment returns to the medical providers 
would be problematic under the AKS, including the following: 

      • All ASC investors would invest directly in the ASC. That is,  
no investor would hold any ownership through a pass-through 
entity, which could be used to redirect revenues to reward 
referrals or otherwise erode the safeguards provided by direct 
investment. 

      • The management company in this case certified that it 
would not make or influence referrals, directly or indirectly,  
to the surgeon investors or to the new ASC; and no surgeon 
investor has or would have ownership in the management 
company. 

      • The health system certified that the surgeon investors 
would use the new ambulatory surgery center on a “regular 
basis” as part of their medical practices. In referring to this 
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aspect, it is interesting to note that the OIG concluded the 
surgeon investors would fail to meet the hospital-physician 
ASC safe harbor provision requirement that a physician 
investor derive at least one-third of his or her medical practice 
income for the previous fiscal year or previous 12-month 
period from the performance of ASC-qualified procedures. 

      • The contemplated arrangement would contain certain 
safeguards to reduce the risk that the health system would 
make or influence referrals to the ASC or the surgeon investors. 
In this case, the health system certified that any compensation 
paid by the health system to its affiliated physicians for services 
furnished would be consistent with fair market value and 
would not be related, directly or indirectly, to the volume or 
value of referrals such affiliated physicians may make to the 
ASC or its surgeon investors. In addition, the health system 
certified that it would refrain from any action to require or 
encourage its affiliated physicians to refer patients to the ASC 
or to its surgeon investors and would not track referrals made 
to the ASC by its affiliated physicians. 

      • Neither the ASC, nor any investor, would loan funds to 
or guarantee a loan for any investor to obtain ownership in the 
ASC. The ASC would not offer ownership to any party based 
on the previous or expected volume or value of referrals made. 
In addition, capital contributions and profit distributions 
would be made in proportion to an investor’s ownership in the 
ASC.  

      • Certain safeguards would be implemented to reduce 
the risk that the ASC’s investors would receive profit 
distributions for referrals of patients to the ASC. The health 
system in this case certified that any space or equipment leased 
by the ASC from the health system or an affiliated real estate 
company would comply with AKS safe harbors for space  
rental and equipment rental, as applicable, and any services 
performed by the health system or the real estate company for 
the ASC would comply with the safe harbor for personal 
services and management contracts and outcomes-based 
payments.  
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      • Additional safeguards designed to reduce fraud and abuse risks 
(e.g., improper billing) would be adopted. The ASC, the health 
system, the surgeon investors, and the management company 
would treat patients receiving medical benefits or assistance  
under any federal healthcare program in a nondiscriminatory 
manner. The health system in this case certified that all 
ancillary services provided to federal healthcare program 
beneficiaries performed at the ASC would be related directly  
and integrally to primary procedures performed at the ASC  
and would not be billed separately to Medicare or any federal 
healthcare program. The health system also certified that  
it would not include on any cost report or any claim for 
payment from a federal healthcare program any costs 
associated with the ASC, unless such costs are required  
to be included by a federal healthcare program. 

      • Patients referred to the ASC by ASC investors would receive 
written notice of the referral source’s investment interest in  
the ASC. 

This OIG advisory opinion provides helpful guidance for analyzing  
the AKS implications of a contemplated ASC investment by a medical 
provider. It is critical to note, however, that the advisory opinion is 
limited in scope to the specific arrangement described therein, has no 
applicability to any other arrangements, and cannot be relied on by 
other parties. 

Should you have any questions regarding the structuring of investments in 
ambulatory surgery centers, please contact Mathew Levy at 516-926-3320 
or MLevy@weisszarett.com. 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. Mauro Viskovic, Esq., is a partner at Weiss Zarett. The 
firm can be found on the web at weisszarett.com. 

NOTES 
1.  OIG Advisory Opinion 21-02. 
2.  42 USC § 1320a-7b(b).
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 Albany Report 

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

NYSSA’s 36th Annual Legislative Day Held as Virtual Event 

Virtual Annual Legislative Day (May 11, 2021) 
This year’s Legislative Day in Albany included NYSSA members  
from nearly every district (broken down into “teams” that covered 
legislative/geographical areas and not NYSSA districts). We greatly 
appreciate the efforts of these dedicated members to attend this first  
of its kind (for NYSSA) virtual event. Special thanks to Bob Reid, 
NYSSA’s Albany lobbyist, and his team (Reid, McNally & Savage, LLC) 
for the extra effort it took to make this year’s event so successful. Based  
on the strong participation of our members, we were able to schedule 
appointments with 50 legislators and their staff members (29 Assembly 
members and 21 senators). Below please find the list of members who 
registered to attend; we apologize to anyone inadvertently left off this list.

35SPHERE     Fall 2021

TEAM 1  
(WESTERN) 
Dr. Rose Berkun 
Dr. Suzanne Karan 
Dr. Melissa Kreso 
Dr. Elizabeth Mahoney 
Dr. Scott Plotkin 
Dr. Stacey Watt 
Dr. Richard Wissler 

TEAM 2  
(CAPITAL) 
Dr. John Dawson 
Dr. Robert Eberle 
Dr. Michael FitzPatrick 
Dr. Scott Groudine 
Dr. Avneet Gujral 
Dr. Stephanie Jones 

TEAM 3  
(HUDSON VALLEY) 
Dr. Steven Halle 
Dr. Michael Simon 

TEAM 4  
(CENTRAL) 
Dr. Jason Lok 

TEAM 5  
(LONG ISLAND I) 
Dr. Daniel Sajewski 
Dr. Steven Schulman 

TEAM 6  
(LONG ISLAND II) 
Dr. Ramanjot Kang 

TEAM 7 (NYC I) 
Dr. Vilma Joseph 
Dr. Tal Levy 
Dr. Diane Ridley 

TEAM 8 (NYC II) 
Dr. Mena Abdelmalak 
Dr. Damien Archbold 
Dr. David Wlody 

TEAM 9 (NYC III) 
Dr. Gregory Fischer 
Dr. Sudheer Jain 
Dr. Jung Kim 
Dr. Ansara Vaz 

TEAM 10  
(WESTCHESTER) 
Dr. Melinda Aquino 
Dr. Franklin Chiao 
Dr. Anis Dizdarevic 
Dr. Kenneth Freese 
Dr. Marcin Karcz 
Dr. Joey Mancuso 
Dr. Chantal Pyram-Vincent 
Dr. Tracey Straker 
 



The involvement of Legislative Day participants this year was critical 
because of the aggressive lobbying campaign advanced by NYSANA  
to achieve independent practice and efforts by Sen. Jeremy Cooney,  
the new Senate sponsor of NYSANA-backed legislation. NYSANA’s 
campaign consists of presenting disinformation to lawmakers —  
this legislative session was no exception. The NYSSA’s Legislative  
Day documents can be found on the NYSSA website at  
www.nyssa-pga.org/legislativeregulatory-issues.  

NYSANA continues to advocate for enactment of bills to permit 
independent practice for nurse anesthetists:  

      Nurse anesthetist certification and collaboration bill S.5435-A 
(Cooney)/A.7268 (Gottfried) 

      Nurse anesthetist certification and collaboration bill S.3381 (Bailey) 

Fortunately, thanks to the NYSSA’s multifaceted advocacy efforts, 
including the excellent grassroots efforts of those members who 
participated in the NYSSA’s virtual Legislative Day, the nurse 
anesthetists’ independent practice bills did not advance. 

Our primary message to lawmakers and their staffs has been to  
support equal access to physician-led or supervised anesthesia care 
through the bills introduced by Assemblywoman Rodneyse Bichotte 
Hermelyn (A.6986) and Sen. James Gaughran (S.987). We greatly 
appreciate Assemblywoman Bichotte Hermelyn’s and Sen. Gaughran’s 
leadership in sponsoring this legislation that preserves the existing safe 
anesthesia standard and grants the title of “nurse anesthetist” or 
“certified registered nurse anesthetist.” Despite advances in medicine, 
every procedure and surgery has risks. Given the risks associated with 
the delivery of anesthesia, we must preserve equal access to the 
physician-led or supervised anesthesia care safety standard for all New 
York patients, which significantly increases the likelihood of positive 
patient outcomes and can mean the difference between life and death 
for some patients. This standard of anesthesia care safety has been in 
existence and embedded in the New York state health code since 1989. 

Letter to New York State Legislators 
The following letter was sent to the members of the New York 
Legislature in June 2021, to refute unproven assertions offered to 
advance legislation supported by NYSANA. 
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TO:   Members of the Legislature 
RE:   Response to Media and Memos on Anesthesia Care in the 

COVID-19 Pandemic 

The New York State Society of Anesthesiologists (NYSSA) represents 
3,600 physician anesthesiologists across the state who work every day 
to safeguard the delivery of anesthesia care for all New Yorkers. Our 
responsibility to our patients compels us to respond to the assertions 
made by others in support of S.5435-A Cooney/A.7268 Gottfried 
regarding anesthesia care by other mid-level providers. In short, we  
will not stand by quietly while others attempt to rewrite the history  
of our physician anesthesiologists’ valiant efforts. 

We have long supported providing a title and a defined scope of 
practice for certified nurse anesthetists in New York state. However,  
it is imperative that such legislation incorporate current safe anesthesia 
provisions, including physician supervision, as included in S.987 
Gaughran/A.6986 Bichotte Hermelyn and embodied in the state’s health 
code. We cannot support legislation that will result in the creation of 
two standards of anesthesia care, with that care influenced by a patient’s 
payor status or other economic considerations, nor can we stand by 
while others advocate for changes that would negatively impact the 
safety and quality of anesthesia care for any New Yorker. 

We were, and continue to be, proud of the work of our physician 
members who led the anesthesia teams during this dark period in our 
state’s history. The efforts of other associations to falsely amplify their 
role regarding anesthesia care during the pandemic as a method to 
change patient safety standards are unfortunate. In fact, we find the 
false assertions an affront to safe patient care, our medical profession, 
those New Yorkers we saved and those who, despite every effort, we 
could not save. 

The NYSSA refutes the following unproven assertions contained in 
the Gottfried (A.7268) and Cooney (S.5435A) bills: 

     1. Assertion: A nurse anesthetist’s scope of practice modeled  
after the nurse practitioner modernization act is suitable for  
the operating room environment wherein the collaborative 
physician need not be present nor immediately available to 
respond to life-threatening complications. 
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     » Refutation: The operating room is a unique environment. 
•   If a patient undergoing anesthesia develops life-threatening 

complications, immediate physician medical intervention is 
required. 

•   Collaboration, as proposed under this bill, eliminates 
supervision as that term has been applied in accordance with 
the state health code.  

•   While collaboration may be appropriate in the primary care 
setting, it is not appropriate in the operating room, where mere 
seconds may make the difference between life and death. 

•   The nurse practitioner model has never been utilized in an 
operating room environment in New York state and will lower 
the standard of care. This legislation fails to address critical 
issues that arise in the operating room and provides no 
supporting independent analysis, peer-reviewed studies or data 
to substantiate this radical policy change. This proposed change 
adds unnecessary risk for every patient undergoing a surgical 
procedure with anesthesia. 

•   In a collaborative model, a physician and/or hospital resource 
may not be available or physically present to provide medical 
intervention. In fact, the collaboration may only be via email. 
There is no requirement for the physical presence of a qualified 
physician anesthesiologist. 

     2. Assertion: Since nurse anesthetists were [allegedly] the 
predominant anesthesia providers during the COVID-19 pandemic, 
the anesthesia standard of care in existence for 30 years should be 
eliminated. 

     » Refutation: This assertion fails to recognize the increased 
principal role of physician anesthesiologists during the 
pandemic.  
•   Throughout the pandemic, physician anesthesiologists utilized 

their unique critical care training and airway management skills 
to provide wide-ranging care to gravely ill COVID-19 patients 
suffering from acute respiratory distress syndrome. They 
provided ventilation management, emergency intubation, 
placement of invasive monitoring lines, and transesophageal 
echocardiography. Physician anesthesiologists led intubation 
teams when, in many circumstances, others refused to 
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participate at some hospitals because of the fear of COVID-19 
transmission. 

•   Anesthesiologists outnumber nurse anesthetists in New York 
state at a rate greater than four to one. Despite NYSANA’s false 
and exaggerated claims that nurse anesthetists cared for the 
majority of pandemic patients, this simply would not have  
been possible. With absolutely NO evidence to support 
NYSANA’s claims, it would be misguided to advance legislation 
that would eliminate the existing anesthesia standard of care. 

•   Gov. Cuomo’s executive order, identified by the bill sponsors, 
that suspended physician supervision in the hospital setting  
was in effect for only two (2) months. During this time, all 
elective surgeries were suspended. The volume of surgeries and 
procedures requiring anesthesia dropped 70%-80% from the 
volume prior to the public health emergency. 

•   [NOTE: Gov. Cuomo, on June 25, 2021, rescinded Executive Order 
202.10, which suspended supervision of nurse anesthetists in 
ambulatory surgical centers.] 

•   The assertion that nurse anesthetists were the predominant 
anesthesia providers during the pandemic is an unsubstantiated 
fallacy being utilized to promote the NYSANA agenda. 

     3. Assertion: Nurse anesthetists, who receive approximately  
2,500 hours of clinical training, can provide the same quality of 
anesthesia care that is provided by physician anesthesiologists  
(who must complete up to 16,000 hours of clinical training). 

     » Refutation: The administration of anesthesia remains a life  
or death matter.  
•   Physician anesthesiologists developed the techniques and 

protocols that greatly improved anesthesia delivery and safety, 
but serious risks remain. A physician anesthesiologist has  
the advanced medical knowledge necessary to diagnose and 
prevent complications in patients receiving anesthesia. 

•   Physician anesthesiologists’ medical knowledge and training  
in the practice of anesthesia is unmatched. They serve as the 
patient’s advocate before, during and after surgery. They have 
the authority, and credibility, to stop a surgery when it poses a 
danger to the patient. 

•   Nurse anesthetists in New York state have not been trained to 
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function as independent anesthesia providers. Clinical training 
of student nurse anesthetists is conducted with direct and 
personal supervision, as required by the state health code. 

     4. Assertion: The independent practice of nurse anesthetists will 
expand access to healthcare in rural settings. 

     » Refutation: American Medical Association studies have found 
that this is not the case.  
•   A survey by the AMA found that physician anesthesiologists 

serve in all areas of New York state, including rural areas. 
Despite assertions to the contrary, nurse anesthetists are not the 
sole provider of anesthesia services in all rural areas. (NOTE: 
The NYS DOH lists 5,148 physician anesthesiologists licensed 
in New York state and only 1,276 licensed nurse anesthetists.) 

•   The Center for Health Workforce Studies’ (CHWS) survey of 
hospital administrators in upstate New York in 2014 (paid for 
by NYSANA) attempted to make the case that there is a 
problem associated with the delivery of anesthesia services 
(presumably due to the lack of physician anesthesiologists in 
rural areas). However, the survey results revealed that: 

  •   Only 28 hospital administrators out of the 203 hospitals in 
New York state (about 14%) responded to the CHWS survey. 
Less than 13% of the respondent hospital administrators had 
any serious problems providing anesthesia services (equating 
to less than four out of 203 hospitals across the state); AND  

  •   Those hospitals that had difficulty attracting physician 
anesthesiologists also had difficulty attracting nurse 
anesthetists in essentially the same proportion. The first 
highlight of the CHWS 2014 study claims that 40%-50%  
of anesthesia services were provided by nurse anesthetists  
in upstate/rural hospitals, ignoring the fact, which is 
acknowledged later in the survey, that a physician 
anesthesiologist was also involved in 85% of those cases.  
In the absence of a physician anesthesiologist, the operative 
surgeon supervised the nurse anesthetist. Thus, the 
independent practice of nurse anesthetists will not improve 
access to anesthesia care in New York’s rural hospitals. 

     5. Assertion: New York state is one of only two states in the country 
that does not recognize CRNAs. 

40 NYSSA — The New York State Society of Anesthesiologists, Inc.



     » Refutation. New York state does, in fact, currently recognize 
CRNAs as part of the state health code and office space 
accreditation standards and does require, as most states do, that  
a physician supervise the administration of anesthesia by a CRNA. 
A bill backed by the NYSSA, A.6986 (Bichotte Hermelyn)/S.987 
(Gaughran), provides title to nurse anesthetists while preserving  
the physician anesthesiologist care team. 

     6. Assertion: Evidence-based research from studies funded by the 
American Association of Nurse Anesthetists is as reliable as 
independent studies published in peer-reviewed journals. 

     » Refutation: The studies and conclusions cited by NYSANA in 
various documents and testimony are studies funded by the 
American Association of Nurse Anesthetists (AANA). These studies 
are not based on scientifically sound principles. Consider, instead, 
an independent study published in the peer-reviewed journal 
Anesthesiologist that found that mortality and failure-to-rescue rates 
were higher for patients who underwent operations without 
medical direction by a physician anesthesiologist (Silber JH, 
Kennedy SK, Even-Shoshan O, Chen W, Koziol LF, Showan AM, 
Longnecker DE. Anesthesiologist Direction and Patient Outcomes. 
Anesthesiology 2000; 93:152-63.) 

In closing, the NYSSA continues to support nurse anesthetists’ desire to 
secure the title of “certified registered nurse anesthetist.” The granting of this 
title, however, must not negate the current and long-standing physician-led 
anesthesia care model standard, a standard of care that has significantly 
improved anesthesia outcomes in surgical procedures over the last 20 years 
and to which compromises have been repeatedly rejected by the New York 
Legislature. m  

Charles J. Assini, Jr., Esq. 
NYSSA Board Counsel and Legislative 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 and cc: GKCarter@HRSLaw.us.com
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 Case Report 

Peculiar Central Line Placement Due to 
Persistent Left-Sided Superior Vena Cava 
MYTHILI PULAVARTHI AND DIVYA CHERUKUPALLI, M.D. 

Introduction  
A left-sided superior vena cava (SVC) is a relatively common congenital 
thoracic venous anomaly, present in 0.5% of the general population and  
up to 10% in patients with congenital heart disease.1 It occurs primarily due 
to persistence of the left anterior cardinal vein and most commonly drains 
into the right atrium via the coronary sinus; in a minority of cases, it drains 
into the left atrium.2 Patients with a persistent left-sided SVC (PLSVC) 
frequently have concurrent congenital heart defects such as tetralogy of 
Fallot, atrial septal defect, and endocardial cushion defects as well as cardiac 
arrythmias.3,4 These cases exhibit a right-to-left shunt, which can result in 
desaturation and cyanosis.5,6 The majority of concurrent congenital heart 
defects involve a small right-sided SVC with the left brachiocephalic vein as 
a bridging vein between the left SVC and the right SVC. This anomaly is 
largely an incidental finding during a CT scan, pacemaker placement or 
central venous line (CVL) placement. While most cases are asymptomatic, 
failure to recognize this variant can result in difficulty accessing the right 
side of the heart and potential consequences during CVL placement.7 This 
case delineates the clinical implications of PLVSC and the challenges that 
may arise in these patients during CVL placement.  

Case Description  
The patient was a 60-year-old female with a BMI of 58.6 who originally 
presented for worsening dyspnea and gradual onset diffuse abdominal pain 
accompanied by fever. Her medical history included coronary artery disease, 
hypertension, high cholesterol, atrial fibrillation on apixaban, congestive 
heart failure with a reduced ejection fraction (25%), type 2 diabetes, and 
obstructive sleep apnea (OSA) on continuous positive airway pressure 
(CPAP) at night. She had previously undergone a five vessel CABG and  
had a right-sided AICD with pacemaker. Upon evaluation with computed 
tomography (CT) imaging of the abdomen, diffuse free intraperitoneal air 
was found along with a ventral hernia containing omentum and free air. 
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Urgent operative intervention was required due to the 
pneumoperitoneum and an exploratory laparotomy was booked. 

On the day of the procedure, monitors included 5-lead electrocardiogram, 
pulse oximetry, non-invasive blood pressure and preinduction arterial 
line. There was an uneventful induction and intubation. An orogastric 
tube and esophageal temperature probe were placed. Central venous 
line (CVL) access was indicated, and review of the preoperative chest 
X-ray showed an enlarged cardiac silhouette without evidence of 
effusion, atelectasis, or consolidation; a right-sided AICD was noted.  
An ultrasound was used to scan both sides of the neck with the 
intention of using the right internal jugular vein (IJ) for central line 
placement. However, the right IJ was noted to be unusually small in 
diameter (about a quarter of the size of the left-sided IJ). The left IJ was 
chosen for CVL access, and a left IJ triple lumen catheter was inserted 
under ultrasound-guided placement — confirmed by dark-colored and 
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Figure 1. Chest radiograph following central venous  
catheter insertion displaying course of the left-sided  
CVL in a patient with persistent left superior vena cava.



non-pulsatile blood return (in a stable and non-hypoxic patient), 
pressure column manometry, and ultrasound visualization of the wire 
within the compressible left IJ. Post-insertion chest X-ray (a standard 
practice at our institution) revealed a left-sided central line coursing 
inferiorly and terminating above the aortic arch. (See patient’s chest  
X-ray in Figure 1.) Subsequent discussion with the radiologist and 
review of an old chest CT scan confirmed a left-sided superior vena 
cava (SVC) with a small right-sided SVC and visualization of the left 
brachiocephalic vein between the two structures (Figure 2). After 
discussion with the radiologist, the line was used without complication. 

After the procedure, the patient was extubated uneventfully and was 
placed on bilevel positive airway pressure. The patient needed low- 
dose phenylephrine for blood pressure support during the case; this 
was weaned later in the post anesthesia care unit (PACU). The line  
was removed on postoperative day one and the patient recovered 

uneventfully, with discharge  
on postoperative day 16.  

Discussion  
The placement of central 
venous access is an ongoing 
contributor to patient 
morbidity and mortality. 
Infectious, thrombotic, 
embolic, and mechanical 
complications may arise 
following the procedure. 
Although the risk of 
complications is higher  
in patients who are obese, 
have undergone a prior CVL 
placement, or have a history 
of vasculopathy, the rate of 
complications can also be 
much higher in the presence 
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Figure 2. Illustration of a persistent left-sided 
vena cava draining into the coronary sinus. 



of a central venous anomaly.8 Therefore, recognizing common 
anatomical large vessel variants can improve the safety of CVL 
placement. In patients with a PLSVC, the course of the vessel is often 
tortuous: descending anteriorly and to the left of the aortic arch and 
main pulmonary artery and running adjacent to the left atrium before 
eventually draining into the coronary sinus.9 This tortuous anatomy 
can lead to challenges during placement of left CVLs and iatrogenic 
complications like failure to cannulate the target vessel, arterial 
puncture, pneumothorax or hemothorax. More serious sequalae such 
as perforation of the vena cava or right atrium can result in massive 
pericardial and pleural effusions requiring surgical intervention.10 
Additionally, in patients with PLSVC and venous return to the left 
atrium, there is a risk for arterial embolic complications that could 
lead to devastating neurologic, cardiac, and renal consequences. Use 
of a CVL in the case of PLSVC is controversial and depends on the 
extent of cardiac abnormality present (for example, in the event of an 
unroofed coronary sinus, the CVL would access the left atrium and 
use of the line would risk systemic embolization). 

This case highlights the importance of reviewing previous radiology 
and also using ultrasound-guided central line placement instead of a 
landmark-based approach to reduce the risk of complications (such  
as the difficulty entering a small vessel). While this patient had a 
chest CT scan confirming the anomaly, clinicians should have a  
higher threshold for suspecting large vein anomalies in patients with 
congenital heart disease. Physicians should look for clinical signs on 
physical examination of these patients, including jugular venous 
distention on the left side and an unusual waveform of the left jugular 
vein due to left atrial contraction.11 The presence of a dilated coronary 
sinus on echocardiography combined with the absence of elevated 
right-sided diastolic pressures should also raise suspicion. Physicians 
may reduce unnecessary complications from central line placement in 
this patient population if anatomical variants are fully understood 
before intervention. 

Furthermore, clinicians should have a lower threshold for suspecting 
left-sided SVC or other congenital cardiac abnormalities if the patient 
has a small diameter or absent right-sided IJ. Ultimately, the ultrasound 
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and computed tomography scan were diagnostic in this patient, and 
fortunately the patient did not experience any adverse events from the 
line placement. m  

Mythili Pulavarthi is a medical student and Divya Cherukupalli, M.D., is an 
anesthesiology attending and assistant professor at Albany Medical College. 
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Resident and Fellow Section  
Installs New Leadership  

The NYSSA Resident and Fellow Section (RFS) recently elected new 
board members for 2021-2022: 

President: 
Anuschka Bhatia, M.D.   
Anuschka was born in the Philippines but grew  
up in New Jersey before completing her medical 
degree in upstate New York at Albany Medical 
College. She is currently completing her residency 
training at Mount Sinai Hospital. In her free time 

she can be found cooking, baking, rock climbing, and exploring new 
restaurants with friends. Anuschka has been passionate about 
advocacy since her undergraduate years and hopes to utilize these 
experiences to create meaningful and consistent opportunities for 
residents and fellows in New York state to engage in anesthesiology  
in its greater political context and to provide opportunities to learn, 
participate, and network.  

President-Elect: 
Alex Yu, M.D. 
Alex is a CA-2 resident at the Icahn School of 
Medicine at Mount Sinai. He received his bachelor’s 
degree from the University of Pennsylvania before 
completing his medical doctorate at the University of 
Southern California. As New York begins its return 

to normal, Alex believes in emphasizing the importance of solidarity 
and advocacy as an integral part of anesthesia practice. He wishes to 
take this opportunity to welcome back familiar faces, engage with new 
ones, and help build a stronger, more vibrant NYSSA community.  
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Secretary: 
Erin Adams, M.D. 
Heading into her CA-3 year as a resident at NYP-
Weill Cornell, Erin is excited for the opportunity  
to serve as secretary for the NYSSA RFS this year. 
Originally from Long Island, she is happy to be  
back in New York after having lived in Chicago and 

Washington, D.C., for college and medical school. Over the last year,  
she had the opportunity to serve as event coordinator for the NYSSA 
RFS, and she looks forward to stepping into the new role of secretary. 
She hopes to bring her experiences to the position and continue to  
learn as she works with the rest of the RFS leadership to keep the  
RFS community growing and connected. 

Event Coordinator: 
Jashvin Patel, M.D. 
Jashvin Patel is a CA-2 resident at Montefiore 
Medical Center with an interest in technology and 
entrepreneurship. He currently runs an e-commerce 
business specializing in home and healthcare 
products and built a 10 GPU mining computer that 

is currently mining ethereum. His goal as one of the NYSSA’s RFS event 
coordinators is to organize engaging and inclusive in-person events after 
a year of virtual meetings to help RFS members build lasting personal 
and professional relationships. 

Event Coordinator: 
Sai Pentyala, M.D. 
Sai is a CA-1 resident at Mount Sinai West and Mount 
Sinai Morningside. She completed her undergraduate 
and medical school education at Rutgers University 
and New York Medical College, respectively. In her 
residency program, Sai currently serves as the Class  

of 2024 representative and will be overseeing the intern year committee 
this year. As an RFS event coordinator, Sai hopes to devote her time to 
understanding the political and economic issues that impact the practice of 
anesthesia and learning how to steer the narrative in the face of these forces 
for the benefit of all patients. She is most excited about being exposed to 
advocacy through the lens of a patient-centered, physician-led organization.
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Content and Outreach Coordinator: 
Debbie Mokuolu, M.D. 
Debbie is currently a CA-1 at Mount Sinai 
Hospital. She graduated from Duke University, 
where she majored in mechanical and aerospace 
engineering, and the Icahn School of Medicine at 
Mount Sinai. In her free time, she enjoys running, 

traveling, reading, and spending time with her husband, Rich. Debbie 
looks forward to broadening the section’s current platform and 
fostering a supportive environment for networking, mentorship, and 
the exchange of best practices. She hopes to keep RFS members 
abreast of new changes in the field of anesthesiology as well as 
professional development opportunities.  

Advocacy Coordinator: 
Brianna Hill, M.D. 
Brianna is an anesthesiology resident at Mount 
Sinai Morningside-West and is excited to serve as 
the RFS advocacy coordinator. Brianna grew up in 
northern New Jersey and graduated from Barnard 
College, where she majored in neuroscience and 

behavior. After graduation, she worked as a research assistant within 
Columbia University’s Taub Institute for Research on Alzheimer’s 
Disease and the Aging Brain. Brianna then attended George 
Washington University’s School of Medicine and Health Sciences. 
While on the RFS board, she looks forward to expanding resident 
and fellow engagement and highlighting the unique aspects of the 
specialty that ensure patient safety. 

Upstate Delegate: 
Mahd Nishtar, M.D. 
A New Jersey native, Mahd moved to New York  
for medical school. He is a CA-2 resident at the 
University of Rochester Medical Center (URMC). 
One of his goals for this year is to develop 
opportunities for community engagement among 

residents. Upstate New York is remarkably diverse, yet it has high rates 
of poverty and racial inequalities. Some of Mahd’s most meaningful 
experiences these past two years have been those that have allowed 
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him to engage with and serve the Rochester community, such as 
volunteering at soup kitchens and tutoring refugee youth. He hopes  
to work with residents from various institutions in upstate New York 
and to develop and publicize opportunities for other residents to get 
involved in community service as well. Additionally, he wants to 
ensure that every resident’s voice is heard. As the upstate delegate for 
the NYSSA RFS, he hopes to amplify the voices of his upstate peers 
and looks forward to serving in this role. 

Fellow Representative: 
Ayesha Arif, M.D. 
Ayesha is a pediatric anesthesiology fellow at the 
Children’s Hospital of New York (CHONY), in 
association with the Department of Anesthesiology 
at Columbia University. She is excited to continue 
to be involved as a leader in the NYSSA RFS as this 

year’s fellow representative. A native of Long Island, New York, Ayesha 
recently completed her residency training at Mount Sinai Morningside-
West. Her goals this year are to broaden the section’s current platform 
and to foster a supportive environment for networking and 
mentorship. Ayesha looks forward to expanding the RFS role in 
shaping legislation that can impact the practice of anesthesiology. m

Residents  andFellows
Publish Your Case Report in Sphere

If you have questions, email Lisa ONeill at lisa@nyssa-pga.org

Submit your case report for publication in Sphere. 
All cases will be reviewed and the most interesting will be published.

Do you have an interesting case? 
Are you ready to share your experience? 
Are you interested in building your CV?

Send your case  
report via email to  
lisa@nyssa-pga.org.  
Subject: Article for Sphere 



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)





    Membership Update  

New or Reinstated Members  
April 1 – June 30, 2021 
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DISTRICT 1 
Amlan Bhattacharjee, M.D. 
Shasky Charles, M.D. 
Jin Ki Hong, M.D. 
Angela Ingram, M.D. 
Monika Malesinska, M.D. 
Devitri Moti, D.O. 
Leonid Reyfman, MD 
Martha Schuessler, M.D. 
Divya Yadlapalli, M.D. 

DISTRICT 2                
Roy Berenholtz, M.D. 
Jeffrey Bernstein, M.D. 
Kyra Bernstein, M.D. 
Sean Bok, M.D. 
Richard Boyer, M.D., Ph.D. 
Seema Brar, M.D., M.Sc., M.P.H. 
Beatriz Cole, M.D. 
Christopher Fjotland, M.D. 
Joanne Goldman, M.D. 
Genewoo Hong, M.D. 
May Hua, M.D., M.Sc. 
Jia Huang, M.D. 
Kenneth Jacobson, M.D. 
Thomas Jan, M.D. 
Kethy Jules-Elysee, M.D. 
Robert Jungerwirth, M.D. 
Mandip Kalsi, M.D. 
David Kim, M.D. 
Meera Kirpekar, M.D. 
Jonathan Kuo, M.D. 
Ruthi Landau Cahana, M.D. 
Michael Marji, M.D. 
Hollie Matlin, M.D. 

Shakir McLean, M.D. 
Francois Merle, M.D. 
Patrick Milord, M.D., MBA 
Jose Montoya-Gacharna, M.D. 
Eric Nielsen, M.D. 
Teeda Pinyavat, M.D. 
Jordan Ruby, M.D. 
Vikram Saxena, M.D. 
Nicolette Schlichting, M.D. 
Oktay Shuminov, M.D. 
Lena Sun, M.D. 
Gebhard Wagener, M.D. 
Seth Waldman, M.D. 
Jennifer Whittingham, M.D. 
Eli Zarkhin, M.D. 

DISTRICT 3                
Stella Babayeva, M.D. 
James Bersig, M.D. 
Sonya Bohaczuk, M.D. 
Matthias Eikermann, M.D., Ph.D. 
James Levinsohn, M.D. 
Bhupen Mehta, M.D. 
Shinae Namkoong, D.O. 
Angelique Nicolai, M.D. 
Joseph Oxendine, M.D. 
Kaya Sarier, M.D. 
Roopa Shiggaon, M.D. 
Alla Spivak, D.O. 
Fenar Themistocle, M.D. 
Giselle Torres, M.D. 

DISTRICT 4 
Sailaja Alapati, M.D. 
Nyla Azam, M.D. 
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DISTRICT 4 continued 
Joanne Barlin, M.D. 
Brandy Brewer, M.D. 
John Campbell, D.O. 
Timothy Dowd, M.D. 
Kevin Emr, M.D. 
Lindsay Gennari, M.D. 
Philip Hansen, M.D. 
Sarah Hart, M.D. 
Jennifer Hayes, M.D. 
Adnan Khan, M.D. 
Andras Laufer, M.D. 
Susan Mopper, M.D. 
Hassan Nagem, M.D. 
Sujatha Nigam, M.D. 
Reena Parikh, M.D. 
Philip Shultes, M.D. 
Victoria Sokoliuk, D.O. 
Jason Steindler, D.O. 
David Trickey, M.B.B.S. 
Andrew Turinsky, M.D. 
Matthew Wakim, M.D. 
Jian Zhao, M.D. 

DISTRICT 5                                                   
Kurt Foxton, M.D. 
Prasad Kambhampati, M.D. 
Aruna Kode, M.D. 
Deborah Luthringer, M.D. 
Brendan McGinn, M.D. 
Viswanathan Narayanaswamy, M.D. 
Lorraine Norris, M.D. 
David Rebuck, D.O. 

DISTRICT 6                                                   
Effie Kaltsas, D.O. 
Gary Ritzel, M.D. 

DISTRICT 7                                                   
Alexander Heleba, M.D. 
Edmund Juncewicz, M.D. 
Benjamin Matson, M.D. 
James Peppriell, M.D. 

DISTRICT 8                                                   
Peter Armanious, M.D. 
Joseph Caballero, M.D. 
Paul Epstein, M.D. 
Joshua Feldman, D.O. 
Claude Gerstenhaber, M.D. 
Don Han, M.D. 
Andrew Iskander, M.D. 
Anna Kogan, D.O. 
Vinay Kudur, D.O. 
Valerie Makarick, M.D. 
Roberto Rappa, M.D. 
Eleanor Romano, D.O. 
Anna Salerno, D.O. 
Gregory Smith, D.O. 
Vahe Tateosian, M.D. 
Meng Wang, M.D., Ph.D. 
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DISTRICT 2                                                    
Tatyana Krasnozhen, D.O. 

DISTRICT 7 
Enas Eldesouki, M.Sc., M.D. 
Geoffrey Hobika, M.D. 
Ljiljana Mijatovic, M.D. 

DISTRICT 8 
Kenessa Edwards, M.D.

 
Affiliate Members

DISTRICT 1                
Jason Abella, M.D. 
Gavriel Ausubel, D.O. 
Judah Beilin, M.D. 
Tim Cai, M.D. 
Kirsten Calica, M.D. 
Daniel Escobar, M.D. 
Theresa Feng, M.D. 
Diana Fidrocki, D.O. 
Bruce Fraser, D.O. 
Matthew Gao, D.O. 
Ralph Gerard, D.O. 
Lana Glantz, M.D. 
Mark Goodman, M.D. 
Vandana Gupta, M.D. 
Akram Hossain, M.D. 
Cecilia Kim, D.O. 
Alyssa Lowenwirt, D.O. 
Emeka Anthony Mmuo, D.O., 
     M.D., M.P.H. 
Edward Mosenkis, M.D. 
Christopher Munoz, D.O. 
Armel Ngeugaum Silenou, M.D. 
Osato Ogbeifun, M.D. 

Tatiana Puntarelli, M.D. 
Michael Ragusa, M.D. 
Ahmed Salih, M.D. 
Amarinder Sidhu, M.D. 
Aymar Borel Soh Fotso, M.D. 

DISTRICT 2                
Anthony Apigo, M.D. 
Amar Bhavsar, M.D. 
Catherine Hernandez, M.D. 
Aaron Lefkowitz, M.D. 
Brian Like, M.D., MBA 
Vasilije Mijovic, M.D. 
Margaret Myones, M.D. 
Christopher Parsons, M.D. 
Dharti Patel, M.D. 
William Qiao, M.D. 
Aaron Reagan, M.D. 
Sara Rezai, M.D. 
Harminder Singh, M.D. 
Divya Sundarapandiyan, M.D. 
Prasanthi Sunkesula, M.D., M.B.B.S. 
Shweta Yemul Golhar, M.D. 
Wei Jie Zhang, M.D. 

 
Resident Members



    Membership Update  

New or Reinstated Members  
April 1 – June 30, 2021  

58 NYSSA — The New York State Society of Anesthesiologists, Inc.

DISTRICT 3                                                    
Sandra Carvajal-Raga, M.D. 
Katelynn Champagne, M.D. 
Li Che, M.D. 
Denis Cherkalin, M.D. 
Shivaditya Choudhury, M.D. 
Pershita Date, M.D. 
Shahenaz Elsamragy, M.D. 
Sarah Forgy, M.D. 
Joseph Grunfeld, M.D. 
Samuel Herzig, M.D. 
Brian Ibabao, M.D. 
Nwadi Igwe, M.D. 
Frederick Jacques, M.D. 
Rachel Jones, M.D. 
Benjamin Keith, M.D. 
Ankur Khanna, D.O. 
Aisha Khokhar, D.O. 
Hannah Lin, M.D. 
Marshal Lu, M.D. 
Mehwish Mirza, M.D. 
Nicole Morikawa, M.D. 
Totam Ngo, M.D. 
Deniz Oguz, M.D. 
Karen Paltoo, M.D. 
Jae Soo Park, M.D. 
Jashvin Patel, M.D. 
Stephanie Poteau, M.D. 
Robert Reiman, M.D. 
David Schmelzer, D.O., M.S. 
Chirag Shah, M.D. 
Samuel Taveras, M.D. 

Ronghua Tong, M.D. 
Eileen Wang, M.D. 
Anthony Wavrin, M.D. 
Herman Yang, M.D. 

DISTRICT 4                
John Dawson, M.D. 
James Lee, M.D. 

DISTRICT 5                                                    
Simarvir Grewal, M.D. 
Sedra Hussein, D.O. 
Evin Koleini, M.D. 
Mohammed Sadat, M.D. 

DISTRICT 6                                                    
Eeshwar Chandrasekar, M.D. 
Eric Chen, M.D. 
Marcia Chen, M.D. 
Matthew Crane, M.D. 
Vaughn Florian, M.D. 
Suparna Gosain, D.O. 
Michael Hipp, M.D. 
Cassian Horoszczak, M.D. 
Daniel Jedrysiak, M.D. 
Matthew Kaufmann, M.D. 
Andrew Lampert, M.D. 
Uzoamaka Odoemena, M.D. 
Robert Tainsh, M.D. 
Andrew Tynon, M.D. 
Aditya Upadhyay, M.D. 
James Wilson, D.O. 

DISTRICT 7                
Adam Lorenzo, D.O. 
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DISTRICT 8                
Jane Ahn, M.D. 
Jerry Cuenca, M.D. 
Neil Christopher Daksla, M.D. 
Michael Hafeman, M.D. 
Zhaosheng Jin, M.D. 
Brandon Key, D.D.S. 
Jennifer Kim, D.D.S. 
Chris Lee, M.D. 

Cuong Nguyen, D.D.S. 
Victoria Nguyen, M.D. 
Vy Nguyen, D.D.S. 
Mehul Pragani, M.D. 
Joshua Rismany, M.D. 
Erica Simms, D.D.S. 
Kalissa Zhang, M.D. 
Mingxi Zhu, M.D.
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