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 President’s Message  

Reflections on the Year 
CHRISTOPHER L. CAMPESE, M.D., M.A., M.S., FASA  

“Year’s end is neither an end nor a beginning but a going 
on, with all the wisdom that experience can instill in us.” 

   — Hal Borland 

As we enter the winter months and mark the end of another calendar 
year, I would like to reflect on the journey that we have taken together 
over these past 12 months and how we are in a much better place in so 
many ways. We are starting to reconnect in our professional gatherings, 
and hopefully the positive turnout at the ASA meeting in San Diego is  
a harbinger of strong attendance at the PGA. Your NYSSA staff and 
leadership are putting forth a tremendous effort to create a successful 
in-person conference, and I anticipate greeting many of you at the 
academic presentations and social events. With the widespread embrace 
of vaccines among anesthesiologists, it is a great time to get in the 
holiday spirit with a trip to New York City to bond with old and new 
friends and colleagues. 

As I mentioned in my October president’s message, one of the major 
issues of importance discussed at the recent ASA House of Delegates 
meeting was the surprise medical billing law and the regulatory 
language surrounding it. “Out-of-network” or “surprise” medical bills 
occur when a patient receives a bill for the difference between the out-
of-network provider’s fee and the amount covered by the patient’s 
health insurance, after co-pays and deductibles. Most anesthesiologists 
work diligently to participate in a broad range of healthcare plans to 
provide the most cost-effective, highest-quality care for their patients. 
In fact, more than 90% of all anesthesiology charges are “in-network,” 
thereby significantly limiting patients’ exposure to non-covered charges. 

In December 2020, after years of bipartisan effort, the Consolidated 
Appropriations Act was signed into law by former President Donald 
Trump. Included within this wide-ranging bill was a section titled the 
No Surprises Act that aimed to protect patients from out-of-network 
bills in both emergency and elective situations and to create a process 
for physicians and health insurance companies to fairly negotiate 
appropriate payments for services rendered. 
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This issue took a dramatic turn when an interim final rule was released 
by the Biden administration on September 30 as the law moves toward 
full implementation on January 1, 2022. Contrary to the actual 
language of the law, the regulations explicitly direct the independent 
dispute resolution (IDR) arbiter to utilize a health insurer’s contracted 
median in-network rate (known as the qualifying payment amount or 
QPA) as the benchmark for the out-of-network payment. This 
reimbursement could be significantly different from the median in-
network rate of paid claims and may seriously undervalue the true  
cost of anesthesia services provided. In addition, when settling  
payment disputes the arbiter would not be required to consider 
important factors such as patient acuity, complexity of services 
provided, or previously contracted rates. What this does is unfairly  
shift payment leverage toward insurers and significantly impairs the 
ability of physicians to obtain fair reimbursement rates. This regulatory 
rule goes directly against the clear direction of the law and has 
prompted opposition from a wide swath of physicians and federal 
legislators from both houses of Congress. 

This is an astonishing and unexpected development that should 
seriously alarm all physicians, including those whose practices are fully 
participating with many insurance plans. Once insurance companies 
realize that they have the full force of regulatory language behind them, 
there will be little to no incentive to negotiate fairly with physicians, 
and the race to drive down in-network rates will begin in earnest. 
Indeed, if this regulation were to be implemented as currently written, 
it is not inconceivable that our Medicare “33% problem” could quickly 
spiral upward into a “70% problem” because the commercial payment 
rate will rapidly approach the Medicare rate of $22/unit. This is an 
urgent and real concern. It is precisely because of this that I will 
continue to strongly advocate for all NYSSA members to contribute to 
both NYAPAC and ASAPAC. It is essential for anesthesiologists to raise 
their collective voice at this attempt to circumvent the bipartisan 
legislative intent of the No Surprises Act. It is only through the strong 
efforts of our national and state societies, working through these 
established political action committees, that our elected representatives 
will be educated about our legislative priorities. I urge everyone to 
familiarize yourselves with this and the many other issues presently 
facing our profession and to contribute something to the effort before  
it is too late. 
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Thank you
NYSSA Supporters

This will be my last message written specifically for Sphere prior to the 
end of my term of office. The spring 2022 issue will carry my address 
to the House of Delegates at the annual meeting to be held in person 
during PGA75. I want to say how honored I have been this year to 
serve you as NYSSA president. Beginning with my participation in the 
residents’ section in 1992, I have spent my entire professional life 
supporting the mission and work of this incredible organization, and  
to function as its leader has been one of the highlights of my career. I 
know that you will join me in thanking the amazing NYSSA staff, who 
do so much for our specialty and keep our component society well 
positioned as a preeminent physician organization. I ask all NYSSA 
members to remain involved in our issues and to work passionately to 
advance the science, art, and practice of anesthesiology. Together, there 
are no problems we can’t solve and no crises we can’t overcome. I thank 
you all for your trust and support this past year and for gracing me 
with the opportunity of a lifetime. I hope for all a safe and healthy 
winter and for happiness and success in all your endeavors. m  





 Editorial                    

An Appeal for Kindness 
KIRI MACKERSEY, MBCHB 

It is the end of the year and the end of a term, 
as this is my last edition as editor of Sphere! 

Thank you to the dedicated staff of the NYSSA for the incredible 
support that you provide — we are fortunate to have you all! A 
particular word to Sandy Rogers: tireless, dedicated and 
indispensable to Sphere, she is the behind-the-scenes magician of 
our publication. Thank you! In 2022 we welcome Dr. Sonia Pyne  
to the position of editor; I know she will enjoy working with this 
phenomenal NYSSA team as much as I have. 

We have a full issue for you! Members of the Critical Care Medicine 
Committee give us a lively pro/con debate on whether we should 
have a 24/7 intensivist in-house. In a separate critical care piece,  
we are introduced to a fascinating and disturbing international 
phenomenon: the ICU fire. Fires are an ever-present threat in our 
medical oxygen-rich environment and this is a timely reminder of 
the fire triad, as well as a warning about yet another consequence  
of COVID. The author of our diversity contribution takes an 
LGBTQIA+ perspective on compassion in our daily practice. 
Empathy and compassion are also themes of the feature article on 
the challenges of parenting during the pandemic. 

Debate, fire and empathy bring me to my message for my final 
editorial: Please be kind.  

After the horrors of 2020, I watched with incredulity as high-risk 
people refused a vaccine. I watched bizarre vaccine rumors spread. 
I felt sadness for vulnerable people who were misinformed. I looked 
at my own vaccine card and felt lucky. Then I noticed something 
else: societal anger. 

We have been through an exhausting and frustrating time during 
the pandemic. Humans are naturally resilient and adaptable but 
many people reached their limits. Energy and tolerance ran low. 
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PGA75 Diamond Supporters

Thank you

PGA Supporters

Anger flared among people with different opinions and different 
political ideologies. Science was heavily politicized and trust 
eroded. 

The human tendency to look for explanations and create a cohesive 
narrative continued as usual. We are meaning-making machines. 
While this need to ask “why” and “how” leads us to greatness in 
science and art, during times of stress we also like a clear narrative 
of blame. In place of general frustration and amorphous anger, it is 
psychologically more comfortable to find a scapegoat. In the case of 
the pandemic, a rising anger is being expressed over vaccines. To 
those suffering waves of righteous indignation, I want to offer an 
alternative view: Tolerance of dissent is a sign of a healthy society. 
Just as one might be suspicious of a trial with total compliance, no 
complications and no patients lost to follow-up, one might also be 
wary of societal uniformity. We question. We disagree. We debate. 
We believe misinformation and concoct wild stories. We both forget 
and “forget” our diabetes medication. In place of anger, inject 
kindness and curiosity. People are more likely to listen. m 



 From the Executive Director 

The Year in Review    
STUART A. HAYMAN, M.S. 

In September I began my 14th year with the NYSSA, 
and my 34th in medical association management, 

with a renewed appreciation for the in-person shared activities of 
professional life. The business of professional associations (i.e., meetings, 
education and advocacy) has been in a continual state of change since 
March 2020, and the NYSSA staff, like so many others across the 
country, has become proficient at transitioning from in-person tasks and 
projects to virtual ones throughout this time. In June 2020, we pivoted 
from a live PGA and House of Delegates meeting to two completely 
virtual events. As COVID restrictions continue to ease around the 
country, we again find ourselves pivoting, this time from a virtual PGA 
back to a live conference.    

Like all of you, I have experienced the turbulent effects of the pandemic 
on both my professional and personal lives. These experiences have 
served to reinforce my respect for and appreciation of all the NYSSA’s 
members. Your efforts to save lives during the pandemic have been 
valiant; on behalf of all New Yorkers, I thank you. 

Since I arrived at the NYSSA in 2008, I have firmly believed that 
embracing change is the key to achieving and sustaining success.  
With the help of the NYSSA staff, we have kept the association moving 
forward and evolving. During the past 20 months, we experienced the 
most significant transformation of my tenure: We downsized the staff, 
streamlined operations, and become highly efficient at working remotely. 
Thanks to prudent financial oversight these past 13 years, we benefited 
from increased savings and a financial reserve that helped buffer the 
association from the negative impact of the pandemic. The recent 
transition to unified billing with the ASA has helped reverse previous 
membership losses. Overall, I am proud to report that the NYSSA is 
emerging from this pandemic a healthy and streamlined professional 
medical association. 

What follows is a brief synopsis of a few of our goal-related activities  
this past year. 
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Planning for the Future 
Since March 2020, the NYSSA staff has successfully utilized a virtual 
office to conduct the business of the association. This change has made 
the 5,000-plus square-foot NYSSA headquarters in Manhattan obsolete. 
Purchased in 2010, the Manhattan office steadily appreciated over the 
years, but the valuation decreased dramatically during the pandemic.  

As NYSSA president in 2020, Dr. Richard Wissler created an Ad Hoc 
Committee on Headquarters and named Dr. Christopher Campese as  
the chair. The committee reviewed market information from a real estate 
expert as well as carrying cost information. It was determined that the 
best course of action is to carry the space for a period of time to allow 
the market to rebound. The staff will provide periodic updates on market 
conditions and the committee will continue to monitor the real estate 
environment.  

Advocating for Our Members 
The NYSSA has forged strong working relationships with other county, 
state and national medical associations, including the Medical Society  
of the State of New York (MSSNY). These relationships have made the 
NYSSA stronger and better positioned to serve our members. 

The NYSSA leadership, consultants and staff, along with MSSNY and 
other specialty societies, battled egregious efforts to maintain the 
expanded scope of practice that was authorized by former Gov. Andrew 
Cuomo via emergency order at the height of the pandemic. The former 
governor eventually allowed his emergency orders to expire.  

I would like to thank Charles Assini, Esq., the association’s legislative 
counsel, and Albany-based lobbyist Bob Reid and his firm, Reid, McNally 
& Savage. These individuals continue to do an outstanding job working 
with staff and volunteers to safeguard the practice of anesthesiology and 
fight for safe patient care. I would also like to thank the NYSSA’s core 
group of volunteer leaders, all of whom dedicate an enormous amount  
of time and effort to the organization’s legislative and regulatory goals: 
President Dr. Christopher Campese, Dr. Richard Wissler, Dr. Jonathan 
Gal, Dr. Rose Berkun, and Dr. David Wlody. Additionally, the members 
of the NYSSA’s Executive Committee and the Board of Directors should 
be recognized for devoting significant time to work on behalf of their 
fellow members, the association and the profession. 
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Providing for the Educational Needs of Our Members 
PGA74 was successfully held in a completely virtually format. It was the 
most unique PGA in the history of the event. This achievement would 
not have been possible without the efforts of Kelly Mancusi of the NYSSA 
staff, PGA General Chair Dr. Meg Rosenblatt, Scientific Programs Chair 
Dr. Linda Shore-Lesserson, and all of the PGA planning volunteers. The 
PGA had 1,647 unique logins while initially airing, and 831 people have 
accessed the virtual PGA library since the meeting was held. Interestingly, 
674 people accessed the library in the first two weeks after the event. 

PGA74 included 25 lecture-style panels with live Q&A and utilized 
approximately 80 speakers. The virtual conference allowed participants 
to receive up to 35 hours of CME during the meeting and/or up to 11 
months after the event.  

In addition to the CME content available through the PGA, an 
anesthesiology-specific three-credit virtual infection control program can 
be found on the NYSSA website. The program was created by Drs. Elliott 
Greene and Richard Beers and meets the New York state standard for 
infectious disease CME credits. 

Educating the Public 
We are grateful to NYSSA member Dr. Leroy Phillips, who once again 
volunteered his time to educate high school students who were 
participating in a virtual Brooklyn-Queens-Long Island Area Health 
Education Center program.  

Advancing Our Mission 
We collaborated with other medical associations, not-for-profit 
organizations and the New York state government to protect the delivery 
of safe, high-quality care for all New Yorkers. We continue to collaborate 
with our state, national and international colleagues. 

Conclusion 
This annual report summarizes a few of the activities we have engaged  
in on behalf of all NYSSA members and the specialty of anesthesiology.  
I am proud of what we accomplished this year, especially considering the 
extraordinary circumstances we have experienced, and I thank all of you 
for your continued support. m

11SPHERE     Winter 2022





 Professional Diversity in the NYSSA  

Compassion and Connection to 
LGBTQIA+ Patients: An Opportunity 
to Combat Burnout and Enhance 
Our Well-Being    
STEPHEN RIVOLI, D.O., M.P.H., M.A. 

We talk a great deal about diversity, usually in the context of how 
diverse ideas/perspectives/people deserve recognition and respect.  
It is often said that our diversity — in opinions, perspectives and 
experiences — makes us stronger and more resilient. We should also 
consider how embracing diversity offers us the opportunity for 
improved, more meaningful connections with our patients and co-
workers. In the context of our work as anesthesiologists, connecting 
with others is at the core of our work, and that connection benefits 
both parties: those we interact with and us. As a member of the 
LGBTQIA+ community and an anesthesiologist who continues to 
manage, on a daily basis, the very real challenges of our practice, I want 
to make the case that respecting diversity, especially within (but hardly 
limited to) the LGBTQIA+ community, offers us a chance to be better 
physicians and leaders and to combat the burnout rampant in our 
profession. My experience is that through understanding and 
connection we heal each other. 

As the keynote speaker at the ASA’s 2021 anesthesiology conference  
in San Diego, historian and author Doris Kearns Goodwin spoke about 
how great leaders were either born with or developed empathy. She 
defined empathy as the ability to “understand from another’s point of 
view.” She said that empathy is essential for great leaders because 
connecting with others enables them to bring about positive change. 
Central to her argument was the idea that great leaders understand the 
communities they serve in such a real way that they are able to move 
them to greatest effect.  

It could be said that anesthesiologists do “great things” every day. 
However mundane the day is for us, the surgical patient is often 
experiencing a once-in-a-lifetime type of event. Along with that event 
comes the fear of the surgery itself and the anxiety about what may 
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come after surgery. We are quite literally the single most important 
shepherds of these vulnerable patients through this experience. In the 
era of COVID-19, an increased demand for our skills has combined 
with an even greater increase in the challenges and risks we face when 
delivering care. We manage these risks through greater diligence, 
innovation and effort, but that effort comes at a cost. 

In a recent article in the APSF Newsletter, I joined colleagues to argue 
that in these times of even greater uncertainty and stress brought on by 
the pandemic, our own ability to survive and thrive in the practice of 
anesthesiology is imperiled by worsening burnout. That burnout is a 
manifestation of the anxiety we have experienced caring for COVID 
patients, ever-increasing responsibilities, and a host of factors that were 
building long before COVID, including EMRs, regulation, staffing and 
financial concerns, to name a few. Burnout as a condition is 
characterized by emotional exhaustion, feelings of depersonalization, 
and low sense of personal accomplishment. One hallmark of burnout is 
a cycle of depersonalization that leads to less meaningful connections 
with our patients. This cycle feeds itself when that lack of 
compassionate connected care moves us into a spiral of emotional 
exhaustion and the feeling that our actions are not meaningful. Our 
focus on the tasks associated with our work can, at times, distance us 
from our patients, which in turn perpetuates the feelings of burnout. 

We can break this cycle through a deliberate connection with patients 
that heals both the patients and the caregivers. Through connectedness, 
we find personalization, emotional repletion, and increased satisfaction 
with our work. Those feelings move us away from burnout into a place 
of invigoration. 

Much has been written about this topic, and I encourage everyone to 
look into resources on compassionate care, including those from the 
Schwartz Center for Compassionate Healthcare, the Cleveland Clinic, 
Massachusetts General Hospital, and others. The important message is 
that compassionate connected care, driven by empathy, is one very real 
area on which we can focus if we want to improve our overall well-
being. 

Connecting with co-workers and patients of all types and backgrounds 
can seem daunting. That barrier is perceived to be even greater when 
there is so much said about the importance of recognizing and 
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celebrating each person’s uniqueness and validity. While we have the 
opportunity to empathize with every patient we encounter, let’s focus 
for a moment on our LGBTQIA+ patients. Where can compassion, 
connection and empathy apply to our healing interactions with them? 

One example of how we can bring empathy and a sense of connection 
to our transgender and intersex patients and co-workers involves the 
use of the correct gender pronouns. A great deal of education is now 
available regarding the need to ask patients for their personal and 
preferred gender (or genderless) pronouns. We have learned that 
gender and sexuality are all very personal characteristics that are 
neither fixed nor appropriately assumed. What is often unsaid is how 
deeply personal the journey of self-discovery is, a journey that allows 
us to know ourselves enough to own one of these labels. In a 
traditionally cisgendered society, any person who breaks away from 
what is expected has had to face a great deal of contrary messaging, 
cognitive dissonance, and even trauma. When someone offers up one  
of these pronouns, it is a deeply meaningful declaration of self. One 
comparison we might all understand is how we know very well what 
the word “physician” means to us and what we have gone through to 
own that label. When we ask patients what their personal pronouns 
are, we are asking to know a very personal detail. When we use those 
pronouns in our communication, we are showing respect for the  
person across from us. This subtle but incredibly meaningful act is 
compounded every time we use those pronouns. We are, in effect, 
saying that we see that person, we have respect for them, and they  
have value. Few acts have as great an impact when attempting to 
connect with our patients.  

Another way for us to connect with our LGBTQIA+ patients is by 
showing respect for their partners, husbands and wives. As 
anesthesiologists we are constantly in contact not just with our  
patients but also with their loved ones. Be it preoperatively, in the 
PACU, on follow-up, in clinic, or in specialty areas such as obstetrics  
or pediatrics, we interact with a host of people who are all there to 
support our patients. More and more we are likely to encounter  
family dynamics and partnerships that are far more diverse than those 
previously accepted as the norm. For example, our inclusion of two 
fathers/mothers of a pediatric patient offers us the chance to connect to 
both the child and the caregivers. Our understanding that obstetrics 
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patients may have partners (married or unmarried) of any sex allows  
us to better communicate with the patient, assuage their anxiety, and 
connect with them in a way that makes our work meaningful. While 
our main focus is always on the physical health of the patient, simply 
recognizing and including these other individuals is an opportunity. 
These families likely experience a great deal of anxiety already 
regarding their legal rights and societal messaging that often tells them 
that they are not “normal,” which creates a very sensitive situation even 
before the patient presents for care. Being thoughtful and conscientious 
allows us to connect, make a positive impact, and add meaning to our 
work. 

Finally, another often overlooked opportunity for meaningful 
connection with our patients centers specifically around how we 
address aspects of sexual health. The CDC broadly defines sexual health 
as a state of physical, emotional, mental and social well-being in 
relation to sexuality; it is not merely the absence of disease, dysfunction 
or infirmity. Sexual health requires a positive and respectful approach 
to sexuality and sexual relationships. Many comorbidities, medications 
and procedures are explicitly or implicitly related to sexual health. 
Thoughtful, respectful inquiry and dialogue is the key to bringing that 
meaningful connection to the next level, especially for our LGBTQIA+ 
patients. So many of these patients have had to live with feelings of 
shame, keeping details of anything sexual in the shadows. An obvious 
example involves how we engage HIV+ and AIDS patients, as this 
disease has disproportionately affected the LGBTQIA+ community and 
is still associated with significant social stigma. In many ways HIV is a 
disease of intimacy, not only sexual but also physical, social and 
emotional. These patients are rightfully sensitive about how physicians 
engage with them because we should be the most informed about the 
real risks associated with their disease. When discussing health status 
and treatment plans with these patients, nonjudgmental verbal 
communication is imperative. Just as important are our physical 
interactions with these patients during examinations and procedures. 
These interactions should be respectful of their bodies and adhere to 
the same universal protocols we practice with every other patient. In 
the LGBTQIA+ community, HIV stigma affects even those without the 
virus. For example, many patients, especially gay men, take anti-
retroviral medications as pre-exposure prophylaxis (PrEP), recognizing 
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that this is a form of self-care and a way to take control of their health. 
Even now, getting these medications from providers can be far more 
difficult and demoralizing than most would imagine. When we ignore 
these medications on preoperative interviews, we miss the chance to 
encourage and engage with these patients. The same opportunity exists 
around hormone replacement therapy, various fertility treatments, and 
even the use of sexual dysfunction medications. It often feels easier to 
gloss over these parts of the patient’s history as not germane to the 
delivery of anesthesia. I would suggest that they are important both to 
our delivery of anesthetics and to our core role as physicians, which is 
to care for the person in front of us. 

As anesthesiologists we are already leaders in the perioperative setting 
for our LGBTQIA+ patients. By demonstrating empathy and by 
connecting with these often marginalized patients on the very topics that 
have both defined and marginalized them, we have the opportunity to 
magnify our impact. I identified the areas of gender identification, 
relationship/partnership dynamics, and sexual health as real, everyday 
opportunities for specific meaningful connections that we can seize 
upon. I encourage everyone to think of this kind of connection not as 
another task, mandate or burden, but as a way to make our practice of 
patient care better and more resilient to the stressors that threaten to 
burn us out. Every single one of us went into the practice of medicine to 
better the lives of those with whom we come into contact. I know that 
when we succeed, our arduous work seems lighter and our efforts feel 
more meaningful. Burnout among physicians is real because it is so easy 
to fall into that cycle of treatment without connection, but every day, 
every patient offers us the opportunity to make our care meaningful, 
fulfilling and invigorating. As an LGBTQIA+ physician, I am grateful for 
the potential I see in these small opportunities because I want more for 
my career than to slog through. As an LGBTQIA+ patient, I yearn to be 
seen and respected because so much of my experience around that 
identity was defined by shame and hiding. I am not alone in either role, 
and I firmly believe that connection heals both. m  

Stephen Rivoli, D.O., M.P.H., M.A., is a clinical assistant professor in the 
Department of Anesthesiology, Perioperative Care, and Pain Medicine at 
NYU Grossman School of Medicine.
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 Critical Care Corner  

The Argument for a 24/7 In-House Intensivist   
TIMOTHY D. QUINN, M.D.  

The level of in-house staffing at most hospitals decreases at night.  
This is due to the fiscal pressure hospitals face to reduce staff during 
hours that are perceived to be “quieter.” Less regular staffing likely 
means reduced immediate availability of essential services and 
additional support. We know, however, that emergencies can occur at 
any time. In my opinion, the “ideal single clinician” to be present at 
night to handle upgrades and emergencies from the floor, triage outside 
transfers, manage difficult airways, lead ACLS algorithms, and make 
necessary changes to ICU care plans is an intensivist. Further, an 
intensivist with training in anesthesiology with advanced airway skills 
and expertise in resuscitation is an even more valuable person to have  
if resources are slim. From a patient safety standpoint, if I had a loved 
one in the hospital, I would feel relieved knowing there was an 
intensivist in-house to deal with the unexpected.  

The question of whether or not to implement a 24/7 in-house coverage 
model should be approached from a new perspective. We should think 
about it the same way we do about sepsis or central line infection  
rates. The widespread adoption of checklists and protocols for early 
recognition and treatment of sepsis and the central line placement 
safety bundle have fundamentally changed our standard of care. Due  
to the great success of the sepsis and central line protocols, if a 
randomized controlled study on a new technique for sepsis survival or 
central line infection were performed today, a massive number of cases 
would be needed to show a significant improvement. The same logic 
should apply to 24/7 in-house intensivist coverage. Advancements in 
critical care have revolutionized patient care and safety. The decision  
to use a 24/7 in-house intensivist staffing model should be based more 
on how it supports your institution and the opportunities it provides  
to help specific patients. The 24/7 in-house coverage model has value 
when the expertise of an intensivist may mean the difference for an 
individual patient, even if that doesn’t necessarily result in a noticeable 
decline in overall institutional mortality. It is unrealistic to design a 
study that would be universally helpful in deciding whether to use a 
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24/7 in-house intensivist coverage model because of the variety of  
ICU practice settings, different daytime staffing models, and different 
patient populations.  

At my institution, we do not have an emergency department staffed  
with emergency medicine physicians, although we do have an urgent  
care clinic that may accept critically ill patients. An intensivist and a 
hospitalist are the only physicians reliably in the hospital at night. We 
have an active mixed medical and surgical ICU and surgical step-down 
unit. We are a busy referral center for airway-compromising malignancies 
due to our interventional pulmonology, thoracic surgery, and head and 
neck surgery departments. Those services are not routinely in-house at 
night for emergencies. An in-house intensivist with advanced airway 
skills and the ability to respond to acute situations is crucial when 
seconds count. 

Some might suggest a home call system by which the intensivist  
from the day shift is available for page to assist the ICU house staff or 
mid-levels. I would argue this arrangement is even more disruptive to 
intensivist quality of life. Personally, I would rather be in-house for an 
entire night shift knowing I will be relieved in the morning by a fresh 
colleague than be disturbed at random times, constantly wondering if  
I should get in the car and come to the hospital, all while being 
expected to return the following morning for a full day of work. 

I believe 24/7 in-house intensivist coverage is a valuable staffing model 
for critical care. Attention should be given to minimizing transitions 
from night shifts to day shifts and adequate time off between shifts to 
reduce the incidence of intensivist burnout. I appreciate that a 24/7  
in-house model is not always feasible, either due to the availability of 
intensivists or certain situations where other in-house services such as 
anesthesiology or emergency medicine may cover the intensivist’s 
different roles at night. Nonetheless, the decision to employ a 24/7  
in-house intensivist model should be based less on a multifactorial 
benchmark of mortality and more on how the addition of an intensivist 
at night can make a positive impact for individual patients. m  

Timothy D. Quinn, M.D., is chief of critical care at Roswell Park Comprehensive 
Cancer Center and clinical assistant professor of anesthesiology at the University 
at Buffalo Jacobs School of Medicine and Biomedical Sciences. He is a member of 
the NYSSA’s Critical Care Medicine Committee.  
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 Critical Care Corner  

The Argument Against a 24/7 In-House Intensivist   
ANDREW Y. SAPSON, M.D.  

While the debate on the utility of 24/7 in-house intensivist coverage  
has been raging on for the past two decades, it is still as relevant as ever. 
There is a relative paucity of quality research studies on this subject.  
The majority of evidence exists in the form of observational studies, 
systematic reviews, meta-analyses, and expert opinions. The discussion 
that follows uses the available literature to support the argument against 
implementation of a 24/7 in-house intensivist model.  

One of the major arguments against 24/7 in-house intensivist coverage  
is the lack of demonstrated reduction in mortality across different ICU 
settings. An article in the Journal of Trauma and Acute Care Surgery 
published in 2012 relies on the data for 13,020 patients drawn from 
152,154 operations over nine years to conclude that mortality is not 
reduced with 24-hour in-house intensivist coverage at a non-trauma 
surgical ICU at a single center in New York City.1 An article published in 
the Journal of Thoracic and Cardiovascular Surgery in 2018 examines the 
outcomes of 16,454 cardiac surgical ICU patients admitted over a period 
of eight years to find no association between 24-hour in-house intensivist 
coverage and improved early mortality in low-risk patients (defined as 
predicted mortality of <5% based on EuroSCORE).2 According to a paper 
published in the Journal of Intensive Care Medicine in 2013, the addition of 
a 24/7 in-house intensivist at a single center in Pennsylvania improved 
unit efficiency but offered no survival benefits to its trauma ICU patients.3 
Finally, a large prospective observational study of 69 ICUs — including 
medical, surgical, and mixed units — published in Critical Care Medicine 
in 2014, failed to demonstrate a reduction in annual mortality in ICUs 
with high-intensity daytime staffing.4  

Another consideration against 24/7 in-house intensivist coverage is  
its potential to adversely impact critical care trainee autonomy and 
experiences. An article published in Chest in 2012 reinforces this point 
as well as the notion that less autonomy may dissuade some physicians-
in-training from pursuing careers in critical care medicine. This is 
hypothesized to worsen the growing critical care physician shortage.5 
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While not without its merits, the point made by Kerlin and Halpern 
(2012)5 is an expert opinion, not rooted in any concrete evidence. 
Nevertheless, authors of an article published in the Journal of 
Cardiothoracic and Vascular Anesthesia in 2021 support the notion that 
continuous presence of an in-house intensivist will adversely impact 
residents’ autonomy and their desire to choose critical care medicine as  
a career.6  

The exponential rise of the tele-ICU as a powerful adjunct in the practice 
of critical care medicine is yet another threat to the utility of the 24/7 in-
house intensivist model. An article published as far back as 2014 in the 
AMA Journal of Ethics praises the technology as the answer to the growing 
shortage of qualified intensivists. The authors attribute the success of 
tele-ICU to early recognition of potential issues and early intervention 
using evidence-based, protocol-driven practices. Furthermore, they cite 
several studies in support of the claim that tele-ICU has been shown to 
improve clinical outcomes, mortality, length of stay, adherence to best 
practices, and access to critical care services.7 Critical care nursing 
literature similarly extolls the benefits of tele-ICU in facilitating initiation 
of early evidence-based interventions.8 

Last but not least, several authors bring up costs, both economic and 
human, as barriers and deterrents to implementation of 24/7 in-house 
intensivist coverage. An article out of Saudi Arabia published in Critical 
Care in 2008 points out the financial stress that round-the-clock on-site 
intensivist coverage places on both high- and low-acuity centers. This  
is the sentiment echoed by the authors of a recent article published in 
the Journal of Cardiothoracic and Vascular Anesthesia in 2021. They claim 
that the costs of 24/7 in-house coverage may be prohibitive for some 
institutions. Additionally, the authors invoke the human costs of 
physician burnout and adverse health effects that have been associated 
with shift work.6 To address the disparities in resources and access, the 
American College of Critical Care Medicine and the Society of Critical 
Care Medicine came up with a system that assigned levels to various 
ICUs based on acuity and resource availability, with level 1 being the 
highest and level 3 being the lowest. Only level 1 ICUs were advised  
to implement 24/7 in-house intensivist coverage. ICUs with the lower 
acuity and resource levels were recommended to triage their patients  
as needed and promptly transfer those that likely required higher levels 
of care.9 
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All in all, the debate over whether the 24/7 in-house intensivist model 
is the best model will rage on. According to the available evidence, 
expert opinion, personal experience, and common sense, the solution 
lies within the individual ICU, the hospital, and the health system. 
Every entity has to look within itself and decide what works best and 
what doesn’t. Ultimately, the best answer to ICU staffing is like every 
other decision in critical care and medicine in general: risk versus 
benefit. In the meantime, more high-quality research into the subject  
is desperately needed. m  

Andrew Y. Sapson, M.D., is a fellow in anesthesia critical care medicine at 
the University of Pennsylvania and a member of the NYSSA’s Critical Care 
Medicine Committee. 
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Fear and Uncertainty During COVID:  
Personal Reflections 
RIVA R. KO, M.D. 

There is no question that the COVID-19 pandemic has been devastating 
to patients and their loved ones. It has also had an impact on those 
charged with caring for these patients. While a number of articles have 
been published detailing the psychological toll of the pandemic on 
healthcare workers,1-10 little has been written specifically about the 
burdens and fears faced by physicians who were pregnant or who had 
young children during the height of the crisis. On top of the personal 
risks assumed by these physicians, there loomed the perhaps even more 
terrifying prospect of infecting their families. In addition, during the 
months of lockdown, many physicians in New York City and the state 
found themselves working long, grueling hours without a school to 
send their children to and with limited or no childcare. 

Although the pandemic is far from over, and people continue to 
develop severe COVID-19-related illness, thankfully we no longer are 
in the midst of a crisis like we experienced in 2020. Upon personal 
reflection, and in speaking with colleagues, an overarching theme is  
the tremendous uncertainty surrounding the virus during that time. 
Would our makeshift PPE protect us? Was it safe to come home to  
our families? 

My husband, an anesthesiologist in private practice involving strictly 
elective procedures, became unemployed in March 2020. While this 
certainly was a difficult financial burden, in some ways it was a relief 
because he could stay at home with our sons, aged 7 and 10. Our 
nanny, who had been with us since our 10-year-old was 4 months old, 
no longer felt safe traveling to us by subway as she had always done. 
We are incredibly fortunate to have a house in rural Connecticut, and 
my husband and sons relocated there as the situation in New York grew 
increasingly dire. On one hand, this was a huge relief for me — no 
more frantic texts to my husband warning him to keep the kids hidden 
away so I could come in from the hospital and shower before they tried 
to hug me — but with that relief came a profound loneliness. Even 
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before the pandemic, there were tough cases and tough calls, and my 
children always were my greatest solace. Now I was coming home each 
day from a depressing day of work to an empty apartment in a largely 
empty building. At the time of the pandemic, I was living in a busy, 
vibrant area in the heart of the Upper West Side. One of my biggest 
worries was that the frequent loud, drunken rants coming from the 
numerous neighborhood bars late at night would awaken my kids when 
they need their rest before school. Now the bars were all closed, there 
was no school, and there were no kids.  

Of course, I worried just as much about how my kids were getting on. 
Yes, they were isolated and physically safe, but how would they deal 
with online school? How would my normally full-time anesthesiologist 
husband handle being a stay-at-home dad? Would rural Connecticut 
supermarkets be stocked with enough food and other essentials? 

I struggled with the decision, but I finally decided I needed to visit my 
family on weekends when I wasn’t working. Naturally we were thrilled 
to see each other, but I kept wondering if I was just being selfish and 
stupid. I woke up one Sunday morning with my younger son hugging 
me and a scratchy throat, and I was absolutely terrified. Luckily, I had 
no fever or other symptoms, and it turned out to be nothing. Virtual 
school was awful — our Wi-Fi connection was spotty, and the classes 
weren’t well thought out. My children weren’t learning anything, they 
missed their friends, and I was scarcely there for them. When my husband 
finally went back to work on a part-time basis at the end of May 2020, I 
seriously flirted with the idea of quitting medicine altogether for the sake 
of my kids. In the end, I stuck it out, because 1) I believed things couldn’t 
remain this bad indefinitely, 2) I am committed to my profession and to 
caring for patients, and 3) I couldn’t bear for my kids to see me quit in the 
face of adversity. These were not easy decisions, and I cannot say that I 
have no regrets, but I am proud of how we came through this together as 
a family. My children have told me that they are proud of me for 
continuing to work during the pandemic, and that alone makes it all 
worthwhile. 

This is my personal story, one among many. The numerous journal 
articles describing the impact of the pandemic on the mental health  
and quality of life of the physicians caring for COVID patients fail to 

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



capture the emotional whirlwind that befell anesthesiologists with 
families at home. Following are anecdotes from other anesthesiologists 
and their experiences of navigating the pandemic as both physicians 
and parents (or parents-to-be). These stories have been edited for 
length and clarity:    

“I think the relationship stress experienced by those 
who are parenting while doctoring has really been 
accentuated by the pandemic. The division of labor at 
home has been a challenge, since I have continued to 
work in person while [my husband] had more 
flexibility to work from home (which will continue 
indefinitely for him). This meant that in the early days 
of the pandemic I was relying on him to be with the 
kids and somehow also to work from home on the 
days I went to the hospital, and he was more subject 
to my schedule (long days, etc.) than ever. Without a 
nanny or in-person school, dishes piled up, the fridge 
emptied much more quickly, and the kids were a mess 
by the time I got home. I spent hours after they went 
to sleep straightening up because [my husband] was 
so depleted. This has mostly improved now as I feel 
we are basically back to a normal schedule with 
school, babysitters, and a bit more flexible work 
schedule on nonclinical days. But I still feel drained 
from this period when work felt so dangerous and 
home life was basically a mess.”  

       — DR. LE, DISTRICT 2 

“Being pregnant and delivering during a pandemic 
wasn’t exactly how I had imagined my foray into 
motherhood. I had envisioned doctor visits with my 
partner, gatherings where my mom friends gushed 
about their little people, and a babymoon just like  
I would see on social media. Instead I had solo 
ultrasounds, Zoom invites with friends, and a hospital 
stay that felt isolating and lonely. In hindsight the 
whole experience has likely taught me the greatest 
parenthood lessons — endurance and adaptation.  
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I remember feeling a sense of joy and simultaneous 
fear at seeing that positive pregnancy test result. Can  
I still work? What will happen if I get COVID? Would 
my baby be OK? I felt a commitment to my co-
workers who were working so hard in our hospital’s 
makeshift ICUs but also guilt over the unknown risk. 
Could I ever forgive myself if something happened to 
this baby? Cue the daily tears! But the thought of the 
baby is what sustained me and gave me so much hope 
even at a time when it felt so much of the world was 
losing it. While at times I felt cheated out of 
experiencing the pregnancy with family and friends,  
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I am so grateful that the end result was a perfect and 
healthy little boy who made every difficult, double-
masked step so very worth it.”  

       — DR. JS, DISTRICT 3 

“This was my home ‘doffing’ protocol last March when I 
was working in the OR-ICUs. We knew so little about 
the virus then, and I was so afraid I was bringing it 
home every day. 

“Before leaving work: Wash hands, arms, neck, and face. 
Wipe down breast pump cases before placing in bag; 
wipe down stethoscope, phones, ID, pens, glasses, 
goggles, charger, water bottle, etc. Leave anything 
possible in locker. Dispose of scrubs and put on clothes 
from home. Wash hands again.  

“Parking lot: Sanitize hands just before entering car. Place 
bag in back seat, open. Sanitize again.  

“Driveway: Leave jacket in car. Wipe down ID badge and 
leave in car. Wipe down keys, phones, steering wheel, 
gear shift. Sanitize hands, then remove pump and breast 
milk carrier from open bag in back seat. Transfer all 
items into clean plastic bag.  

“Back door: Remove shoes on back deck. 

“Basement: Remove clothes and place directly in laundry. 
Wash hands and arms. Wipe down pumping bags, 
phone, and keys again with Clorox wipes and place in 
clean bag. Put on bathrobe. Drop bag in kitchen on way 
upstairs. 

“Bathroom: Roll up robe. Wipe down glasses if wearing 
them. Shower. Dress in clean house clothes.  

“Basement: Place robe in laundry. Start load.  

“Kitchen: Wash pumping gear. Hug family tightly, if they 
are still awake, and wonder if I made a selfish decision 
coming home to them.”  

       — DR. GJ, DISTRICT 2 
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“I am largely grateful for the family life I have now, but 
there are loose threads that continue to hurt. I have 
close family in the United States and in Australia, and 
prior to COVID I was able to enjoy regular family 
contact across two countries. This is no longer 
possible due to severe travel restrictions between our 
two countries, and every day I experience worry and 
guilt for not being with my elderly parents overseas.  

“Things are better in New York. Back in March/April 
2020, I lived in fear of bringing COVID home to my 
wife (who refused to move somewhere safer). Now, 
most of our extended family members are fully 
vaccinated. We are still very careful for the younger 
unvaccinated children in our family, but we are able to 
enjoy much of what we did before, with precautions. 
We are going back to restaurants, the theater and 
concerts, and doing the things that we all love so 
much about living in New York City. It feels like a 
reward for having gone through all that we did.”  

       — DR. CJ, DISTRICT 2 

“Initially when the pandemic broke out, my husband 
and I were scared. We didn’t know if we were all 
going to be OK, what was going to happen in the 
hospital, and how we were going to look after our 
then-2-year-old daughter. We both work; my parents 
had been helping to watch our daughter the last 
couple of years. I was terrified of coming home with 
COVID and potentially infecting my family, and 
especially guilt-ridden thinking about exposing my 
elderly parents to the virus. We considered sending 
my daughter away to be with my parents, but who 
knew for how long? I thought about living alone and 
self-quarantining, but that also seemed unsustainable, 
and, selfishly, I couldn’t wrap my head around doing 
that indefinitely. After agonizing over what to do, we 
all simply decided that we would take on the risk and 
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continue our current arrangement; we were all VERY 
stressed. The mental toll it took on everyone was 
enormous. 

“Then during the height of the pandemic, I found out  
I was pregnant. It was a pleasant, seemingly twisted 
surprise; a huge wave of anxiety immediately flooded 
in. No one knew what the risk of COVID during 
pregnancy was, and everything just seemed uncertain 
and frightening. I ended up losing that pregnancy 
early; I’ll never know why, but I would be lying if I 
said I didn’t wonder whether COVID (and/or the 
stress of COVID) had anything to do with it. 
Navigating loss emotionally and physically while 
working during a pandemic was probably one of the 
hardest things I’ve had to do. It was a very isolating 
and sad time, and I wondered to myself for a while 
after whether it was the right time to grow a family 
anyway. There was also a lot of guilt for grieving and 
wanting to bring a life into the world when there was 
so much loss and sadness.  

“It was an emotionally complicated decision at the time 
(and I had second thoughts constantly), but we decided 
we couldn’t wait indefinitely to grow our family. We 
were lucky to find out I was pregnant again a couple of 
months later, then go on to have a healthy baby girl 
nearly a year after my previous loss. COVID has 
continued to permeate every aspect of my decision-
making with respect to how to care for my children.  
Do I vaccinate myself during this pregnancy and, if so, 
when? Do I continue to breastfeed and pump in the 
hospital in spite of the risk of contamination? So many 
questions, no clear answers.  

“The upside to all of this is that my kids are young; 
they have no idea what COVID is or that they’re living 
in a pandemic. This is their life as they know it and 
wearing masks everywhere, washing their hands 

31SPHERE     Winter 2022



constantly is just normal to them; they have been 
blissfully unaware and happy for the most part despite 
our constant worries. We have been fortunate enough 
to have stayed safe during all of this. I’ve learned to 
take it day by day when it comes to raising kids 
during this time. Who knows what the long-term 
effects of the pandemic will be on children and their 
overall development — I guess time will tell. There 
are still so many unknowns. Parenting is hard in 
general, and the pandemic has made it feel impossible 
at times, but it has taught me to be grateful for every 
day and to just take things as they come.”  

       — DR. JL, DISTRICT 2 

“One of my toughest moments was when I was assigned 
to the COVID central line team and had to place a 
difficult central line in a COVID patient. I remember 
asking several colleagues if they were willing to switch 
shifts, but everyone was burning out and no one wanted 
to switch. So I did the central line. It took almost an 
hour from the gowning and giving sedation to the 
completion of the line. I could hardly breathe, and my 
belly kept hitting the headboard of the hospital bed so I 
had to lean over. I was covered in sweat, but after I did 
it I was proud that I did my job and could help out in 
some way. And my irrational fear subsided a bit; I 
realized that if I was careful with PPE I could do my  
job and protect my baby too.”  

       — DR. RQ, DISTRICT 2 

“My son liked to put his face on mine and kiss me all 
over my face while he was falling asleep. Before the 
pandemic it was my favorite part of the day.”  

       — DR. KS, DISTRICT 3. m 

Riva R. Ko, M.D., is an assistant professor of anesthesiology and the director 
of pediatric orthopedic anesthesia in the Division of Pediatric Anesthesiology 
at Columbia University Medical Center. 
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Anesthesia Care and Infection Control:  
Keeping Your Patients Safe 

Infection Control  
for Anesthesia 
Professionals 

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

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

This updated CME 
program, created by and 

for anesthesiologists, 
provides the information 

you need to decrease  
the risk of healthcare-

associated transmission 
of pathogens.

Topics Include: 
m  Safe injection practices designed to prevent 

transmission of bloodborne pathogens. 
m  Principles regarding cleaning, disinfection 

and sterilization of reused anesthesia 
devices and the anesthesia workspace. 

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

infectious complications associated with 
neuraxial anesthetic techniques. 

m  Prevention and post-exposure 
management of infectious diseases. 

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

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



Learning the Difficult Lessons From COVID  
ICU Fires 

PAUL O’CONNOR, D.O., TERRENCE BURNS, M.D., AND STACEY WATT, M.D. 

Introduction 
Since March 2020 there have been a series of unexpected and fatal  
fires in COVID ICUs around the world. We are fortunate that none 
have taken place within the United States. The diverse locations and 
statistics are impressive: We highlight 10 COVID ICU fires in Russia, 
India, Romania, Turkey, Iraq and Egypt (out of nearly 20 fires total), 
with at least 250 dead and an equal number severely injured (Table 
1).1,2,3 A well-defined pattern has emerged, leading to an obvious 
question: Why is this happening? To appreciate the cause, one must 
understand the “fire triad,” which consists of an oxidizer, an ignition 
source and fuel.  

Oxygen: The Oxidizer 
An oxidizer (air, N2O or supplemental oxygen) is an essential part of 
the fire triad. Excess oxygen also makes it very difficult to extinguish  
a fire and allows materials that don’t burn in ordinary circumstances  
to ignite more easily.4 

Hospitalized COVID patients require extra oxygen; some hospitals have 
even run out of oxygen during the COVID crisis. This suggests that 
demand for oxygen therapy is at unprecedented levels. Even in non-
pandemic practice, significant amounts of oxygen are present in the 
ICU within non-invasive ventilatory equipment (high-flow nasal 
cannula or BiPAP/CPAP machines) and invasive ventilators.4,5 These 
systems are supplied by liquid oxygen piped throughout the hospital as 
a gas or from oxygen cylinders. While the ICU fire in Baghdad, Iraq, 
was due to an oxygen cylinder “explosion” (Table 1), highlighting the 
importance of proper storage and handling of oxygen cylinders, safe 
handling of cylinders is not enough.1 The ICU itself has an oxygen-
enriched ambient atmosphere from unsealed non-invasive ventilation 
equipment discharging oxygen into the room with spontaneous patient 
breathing. Leaks of oxygen from ventilated patients could also occur 
from the endotracheal tube cuff, breathing circuit, ventilator, supply 
lines or wall outlet.5,6, 7 
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Electricity: The Ignition Source 
Ignition is defined as a process that may provide energy to spark a fire and 
may include electrical energy, friction, or heat energy.7 In the hospital, the 
ignition source is frequently electricity. Like oxygen, electrical devices are 
ubiquitous inside hospitals. Under permissive conditions, such as 
defective or faulty wiring, a spark or electrical short circuit can act as the 
ignition source.5,6,7 

Examples of electrical devices in the ICU include ventilatory equipment, 
monitors, lighting, beds, and medication pumps. Two COVID ICU fires in 
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    7/12/21     Al-Hussein Teaching               92 dead in COVID          Oxygen tank                  https://allarab.news/nearly-100-dead-in- 
                          Hospital, Nassiriya, Iraq         isolation ward                 explosion                        catastrophic-fire-at-covid-ward-in-iraq/ 

    5/12/21     Kafr el-Sheikh Govt.                2 dead, 16 affected      Electrical short              https://apnews.com/article/africa- 
                          Hospital, Egypt                                                                        circuit, poor                   middle-east-egypt-fires-coronavirus- 
                                                                                                                                  safety regulations       pandemic-bbb7a678c075cdecbdf 
                                                                                                                                                                               2edb64aaaa491  

      5/1/21       Bharuch Welfare Hospital,   18 dead, including        Electrical short              https://www.indiatoday.in/india/ 
                          Bharuch, India                            2 nurses and                   circuit suspected,        story/fire-hospital-gujarat-bharuch- 
                                                                                    16 COVID patients        under investigation    1796837-2021-05-01 

    4/25/21     Ibn al-Khatib Hospital,          82 dead, including       Oxygen tank                  https://apnews.com/article/health- 
                          Baghdad, Iraq                            28 on ventilators           explosion in ICU           fires-middle-east-iraq-coronavirus-  
                                                                                                                                                                               ebe41d9680c0c8922718fa80171a9660 

    4/23/21     Vijay Vallabh Hospital,           14 dead in                        Air conditioner              https://www.bbc.com/news/world-asia- 
                          Virar, India                                   COVID unit                       short circuit                    56855387 

    3/25/21     Sunrise Hospital,                      11 dead in                        Unclear cause                https://www.reuters.com/article/health- 
                          Mumbai, India                            COVID unit                                                                    coronavirus-india-mumbai/nine-covid- 
                                                                                                                                                                               patients-dead-in-a-mumbai-hospital- 
                                                                                                                                                                               fire-idUSKBN2BI0JB 

      1/9/21       District General Hospital,     10 newborns dead        Electrical short             https://www.cnn.com/2021/01/09/ 
                          Bhandara, India                                                                       circuit in neonatal       india/india-hospital-fire-babies- 
                                                                                                                                  unit                                     intl-hnk/index.html 

   12/19/20    Sanko University Hospital,  9 COVID                             Oxygen tank                  https://apnews.com/article/turkey-health- 
                          Gaziantep, Turkey                    patients dead                  explosion                        coronavirus-pandemic-ankara-fires- 
                                                                                                                                                                               2c8ce59e1388fea2cc383e045bd00b7f 

   11/14/20    Piatra Neamt County              10 dead,                            Unknown cause,          https://www.reuters.com/article/us- 
                          Hospital, Piatra Neamt,         7 critically                         under investigation    health-coronavirus-romania-fire/fire-kills- 
                          Romania                                       injured                                                                            10-at-romanian-covid-19-hospital- 
                                                                                                                                                                               idUSKBN27U0OZ 

    5/12/20     St. George Hospital,                5 COVID                             Ventilator short           https://www.cbsnews.com/news/russian- 
                          St. Petersburg, Russia             patients dead                  circuit or electrical      coronavirus-patients-killed-in-2-hospital- 
                                                                                                                                  malfunction                   fires-linked-to-ventilator-machines-today- 
                                                                                                                                                                               2020-05-12/ 

Table 1     

D AT E      LO C AT I O N                       M O R TA L I T Y            D E TA I L S                 C I TAT I O N



India and Egypt, both in May 2021, have been attributed to electrical 
sources (Table 1).2,3 These fires resulted in a significant loss of life among 
hospital patients and staff, and investigations as to the exact cause of each 
are ongoing.  

Fuel 
The broad definition of fuel includes any material capable of being 
oxidized during combustion and releasing heat. The ICU is a fuel-rich 
environment. Examples include linens, curtains, plastic, construction 
materials and patient personal belongings.5 

An additional fuel source is the increased use of alcohol-based skin 
preps and hand sanitizer. Such products are being used to 
decontaminate surfaces and skin from COVID. However, alcohol  
vapor exists as an invisible threat in flammable or explosive 
concentrations.5,7,8 

Human Factors 
Front-line healthcare workers, especially in the ICU setting, have faced 
unprecedented levels of stress during the pandemic. Fear of their own 
mortality and of infecting family members, limited PPE, long hours, 
difficult ethical decisions, and social isolation all play a role in escalating 
stress. A lack of dedication or even bravery is not the problem. By nature, 
these professionals are resilient, but their ability to cope has been depleted 
over time. Fatigue and lack of familiarity with a new ICU role may lead to 
an increased risk of errors, lack of vigilance, and/or a less-than-optimal 
response to an emergency.9 

ICU Design and Construction 
According to the National Fire Protection Association (NFPA), there are 
approximately 5,750 hospital fires annually in the U.S.6,8 Fatalities are 
rare, but property damages total more than $50 million. The NFPA Life 
Safety Code provides specific, comprehensive detail regarding the 
design and construction of hospitals. Smoke detection and control, 
sprinkler systems, alarms, fire-rated doors, and construction materials 
are specified.6,8 

ICU layout should include zones so that a fire may be more readily 
contained and not spread easily through an entire unit.5,6 Ventilation 
in the ICU must be adequate, with sufficient air exchanges per hour 

37SPHERE     Winter 2022



to prevent oxygen buildup. ICU rooms must also be kept organized, 
without clutter that may block escape routes and serve as fuel for a fire.4 

Overall, these measures have been successful in the U.S. 
Internationally, locations with fewer resources may not be able to 
implement such safety measures to a similar degree. 

Overcrowding 
During COVID-19, hospitals everywhere suffered severe overcrowding. 
Available floor space was consumed rapidly. In response, makeshift 
satellite hospitals were created in various settings. As total occupancy 
increases, ease of evacuation decreases.4,5,9 

Equipment Fatigue 
Ventilators have been in short supply during the pandemic. Hardware, 
software, and disposable devices may exceed indicated shelf life or 
safe duration of use. All equipment must be serviced according to the 
manufacturers’ instructions and inspected regularly for faults. During 
pandemic surges, resources such as on-site biomedical engineers may 
not be readily available for equipment maintenance. 

Firefighter Challenges 
For the firefighters who arrive at the scene, hospital fires pose 
complicated challenges.4 Interconnected buildings, multiple floors, the 
need for constant electrical power, medical gases, ongoing surgery, and 
unstable patients are a few examples. Once a fire starts, the response 
time for the firefighters to get to an ICU may be unpredictable. Until 
they arrive, hospital staff members must fight the fire, evacuate patients, 
and protect themselves.4,5,9  

What About the United States?  
In the U.S., it may be a question of when we will have a COVID ICU 
fire, not if. Whenever we are complacent, there are usually missed 
clues and opportunities to intervene ahead of disaster. This is known 
as the “incubation period.” That’s likely where we are today. 

Even in the U.S., contact time for fire safety training is limited,  
with minimum standards monitored during reviews by The Joint 
Commission (formerly the Joint Commission on Accreditation of 
Healthcare Organizations [JCAHO]) and Det Norske Veritas (DNV),  

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



a global independent foundation that accredits hospitals.10 COVID-19 
places even greater importance on training since clinical staff must 
understand their roles in advance.9 The ICU is already a busy and 
complex part of the hospital; the added stress of the global COVID-19 
pandemic must not impair our readiness to prevent potentially 
devastating fire events. 

What is unknown is whether COVID-19 can defeat our redundant 
safety systems. Hopefully, we can learn the tough lessons from the 
tragic experience of others, as seen in Table 1, and prevent similar ICU 
emergencies in the U.S. 

Authors’ Note 
The ASA has published a Practice Advisory on the Prevention and 
Management of OR Fires.11 That peer-reviewed document served as an 
important guide for this analysis and review. Other sources included reports 
in the popular press, electronic and print media regarding ICU fires. 

Addendum 
After this article was completed, another COVID ward fire in India 
killed 11 people. This fire is still under investigation and serves as a 
stark reminder that the risk of hospital fires during the global pandemic 
is an ongoing problem.12 m 

The authors are members of the Department of Anesthesiology at the Jacobs 
School of Medicine and Biological Sciences. Paul O’Connor, D.O., is a chief 
resident; Terrence Burns, M.D., is an assistant clinical professor; and Stacey 
Watt, M.D., is the program director for the anesthesiology residency program 
and the pediatric anesthesiology fellowship. 
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Commercial Litigation: Enforcing Employee  
Non-Compete Clauses   
JOSHUA D. SUSSMAN, ESQ. 

Your director of sales suddenly quits and announces they are joining a direct 
competitor up the road. The new opportunity is in direct breach of their non-
compete agreement, which prohibits them from competing with your company 
within 10 miles of your office for two years after the end of their 
employment. 

What do you do? 

Employers frequently race into court to prevent former employees from 
violating non-compete clauses or other prohibitions contained within 
employment agreements, which are generally referred to as restrictive 
covenants. Although non-compete agreements are disfavored under New 
York law, and thus difficult to enforce, a court may issue an injunction 
preventing an employee from violating his or her non-compete clause in 
certain circumstances. Before commencing litigation, an employer and 
its attorneys should evaluate whether the clause at issue is enforceable 
and whether the legal standard for a preliminary injunction can be 
satisfied given the circumstances.  

Courts employ a case-by-case analysis when determining whether to 
enforce non-compete clauses contained within employment agreements. 
To be enforced, a non-compete clause must be reasonable in scope (both 
duration and geographic area), necessary to protect the employer’s 
legitimate interests, not harmful to the general public, and not 
unreasonably burdensome to the employee.1  

A court may find that an employer has a legitimate interest to enforce 
a non-compete clause to prevent the disclosure of its trade secrets or 
confidential customer information, if the former employee provided 
unique or extraordinary services (i.e., professionals, accountants, 
physicians,2 etc.), or in other circumstances where an employer can 
demonstrate an injunction is necessary to protect its interests.  

In contrast, a non-compete clause may be unenforceable if it merely 
seeks to restrict a former employee’s use of generalized skills and 
knowledge acquired during their employment or from providing 
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services to customers with whom the employer had no relationship, if 
the employee did not provide unique or extraordinary services, if the 
restricted geographic territory is unrelated to the employer’s business, or 
if restrictions go beyond what are necessary to protect the employer’s 
legitimate interests. Although non-compete agreements are not illegal, 
the New York state attorney general has entered into settlement 
agreements with employers that allegedly had misused non-compete 
agreements with rank-and-file employees who did not have access to 
trade secrets or confidential information.  

If a non-compete clause is deemed too restrictive, the court may 
nonetheless choose to partially enforce it to the extent necessary to 
protect an employer’s legitimate interest if the employer can also 
demonstrate an absence of overreaching, coercive use of dominant 
bargaining power or other anti-competitive misconduct.  

To obtain a preliminary injunction from a court to enforce a non-
compete clause, an employer must establish a likelihood of success 
on the merits, irreparable harm, and that the harm it would suffer if 
the injunction is not granted is greater than the harm the employee 
will suffer if the injunction is granted (called “balancing the equities 
in the movant’s favor”). Each factor must be established separately 
even though the underlying facts are often intertwined. A movant 
will likely establish a likelihood of success on the merits if it 
demonstrates the non-compete clause is enforceable and is being 
breached. To establish irreparable harm, one must show that the 
injury to be suffered is imminent and cannot be compensated by a 
monetary award or when calculating damages would be difficult. For 
example, irreparable harm may be shown if there is a loss of client 
relationships and customer goodwill or theft, misappropriation, or 
disclosure of trade secrets.  

It is critical to move quickly if it is determined that a suit will be 
commenced, as an unreasonable delay can be fatal to obtaining an 
injunction from a court. 

The foregoing analysis is based upon our experience and prior court 
decisions, but it is important to engage in a case-specific analysis 
when determining whether to file suit, as each situation and 
agreement is unique. Should you need the assistance of experienced 
counsel to assist you in determining whether your restrictive 
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covenants may be enforceable and whether you could be successful 
in court, do not hesitate to contact Joshua D. Sussman, Esq., at  
(516) 287-8035 or jsussman@weisszarett.com. m 

Joshua D. Sussman, Esq., is senior counsel at Weiss Zarett Brofman Sonnenklar 
& Levy, P.C., the NYSSA’s general counsel. The firm can be found on the web at 
weisszarett.com. 

NOTES 

1.  These factors differ if the agreed-upon non-compete clause is contained within 
a post-employment separation agreement or is related to the employee’s 
acceptance of postemployment benefits, both of which are not discussed here. 

2.  To read our article about the courts’ treatment of non-compete agreements 
with physicians, go to https://weisszarett.com/new-york-physicians-and-non-
compete-clauses/.
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 Albany Report 

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

The Importance of Grassroots Advocacy 
A central component of the NYSSA’s government advocacy efforts is 
the involvement of the membership in strengthening relationships 
with policymakers and legislators. The goal of grassroots advocacy is 
to place NYSSA members in a position where decision-makers rely 
on their input and advice. The NYSSA leadership offers many 
opportunities for member involvement, including, for example, 
attending the NYSSA’s annual Legislative Day in Albany (usually in 
May). Hopefully, the 2022 Legislative Day will be an in-person event; 
however, if it is not, the remote connection experience between 
NYSSA members and legislators this past May proved successful. 

During the 2021 Legislative Day in Albany, as well as during 
previous legislative days, I had the opportunity to witness the 
interactions between NYSSA members and legislators. I can attest 
that the reaction of key legislators to hearing firsthand accounts of 
what occurs in the operating room, including how physician 
anesthesiologists respond to anesthesia emergencies, has been 
significant. 

Recently, the NYSSA’s Albany lobbyist, Bob Reid (Reid, McNally & 
Savage, LLC), facilitated the following meetings between NYSSA 
leadership team members and key policymakers: 

     •   A senior leader of the executive leadership team, Bob Reid, 
and I met with Gov. Kathy Hochul’s senior staff to discuss the 
governor’s 30-day Executive Order No. 4 (“Declaring a 
Statewide Disaster Emergency Due to Healthcare Staffing 
Shortages in the State of New York”), signed September 27, 
2021, which resulted in the suspension of physician 
anesthesiologist supervision of nurse anesthetists in hospitals 
and ambulatory surgical centers; and 

     •   Various NYSSA officers, Executive Director Stuart Hayman, Bob 
Reid, and I met with a prominent state senator and her counsel 
to discuss nurse anesthetists’ scope of practice legislation. 
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NYSSA leaders highlighted the leadership role physician anesthesiologists 
assumed during the COVID-19 pandemic and offered personal stories 
about their front-line responsibilities, including: 

     •   Responding to the needs of critical care patients. 

     •   Performing COVID-19 intubations and leading COVID-19 
intubation teams. 

     •   Assuming responsibility for patient care, along with their 
physician colleagues, in intensive care units and overflow units. 

     •   Assisting in converting operating rooms and recovery rooms 
into ICUs. 

Additionally, NYSSA leaders were able to clarify that there was, and  
is, no shortage of anesthesia physicians in their hospitals during the 
COVID-19 pandemic and affirmed the vaccination status of their 
colleagues (i.e., none of their colleagues had been furloughed due to 
not receiving the COVID-19 vaccination). 

Questions from policymakers with respect to the anesthesia care team 
were handled in a highly professional manner by stressing the strong 
and collegial relationship between physician anesthesiologists and 
nurse anesthetists, which represents the strength of the existing 
anesthesia care team. At the same time, our NYSSA leaders also 
emphasized that, as a result of their education and extensive clinical 
training, physician anesthesiologists provide optimal patient 
outcomes. Furthermore, NYSSA leaders emphasized that the unique 
environment of the operating room is where medical interventions 
must be made within a matter of seconds and that the nurse 
practitioner model, where the collaborative physician need not be an 
anesthesiologist and need not be physically present nor immediately 
available, represents an unproven and lower standard of care. It 
would fundamentally change the present standard of care (in 
existence since 1989), which has resulted in unprecedented safe 
anesthesia outcomes. 

Although we will not know the exact outcome of our interactions 
with Gov. Hochul’s staff and the prominent state senator, I believe that 
the ability to set the record straight, respond to pointed questions, 
and otherwise make informative presentations will have a positive 
impact on the outcome of these issues. 
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The NYSSA leaders’ presentations were impressive and thoughtful. They 
clearly conveyed the NYSSA’s mission: “... dedicated to advancing the 
specialty of anesthesiology and supporting the physicians and scientists 
who are striving to provide the safest, highest-quality patient care to the 
citizens of New York state.” 

The recent meetings between policymakers and NYSSA leaders illustrate 
the importance of grassroots advocacy. I have had the privilege over the 
years of experiencing similar interactions between our NYSSA members 
and legislators. Strong grassroots advocacy accomplishes our objective 
when policymakers can rely on our members for advice and 
enlightenment. 

In addition to the above meetings and also in response to the issuance 
of Executive Order No. 4, the following letter was directed to the 
governor from NYSSA President Dr. Christopher Campese: 

Letter From the NYSSA President Regarding Executive Order No. 4 

September 28, 2021 

Dear Governor Hochul: 

The nearly 4,000 members of the New York State Society of 
Anesthesiologists (NYSSA) strongly support your efforts to 
ensure that all healthcare workers are vaccinated against 
COVID-19. In a recent statement, you declared, “My number 
one job is to keep people safe.” To that end, the NYSSA is 
extremely concerned that portions of Executive Order #4 will, 
in many respects, undermine the safety of our patients. We 
urge you to immediately restore the critical safety standards for 
the administration of anesthesia in hospitals and ambulatory 
surgical centers. This would be accomplished by rescinding the 
portion of your Executive Order #4 that modified Section 
405.13 and Section 755.4 of Title X of the NYCRR to permit an 
advanced practice registered nurse with a doctorate or master’s 
degree specializing in the administration of anesthesia to 
administer anesthesia in a hospital or ambulatory surgical 
center without the supervision of a qualified physician. We 
would also welcome the opportunity to discuss this critical 
issue with you. 

49SPHERE     Winter 2022



Throughout the COVID-19 pandemic, New York’s physician 
anesthesiologists have been providing highly skilled critical 
care and anesthesia services, including the vast majority of 
intubations, to gravely ill patients. The NYSSA is extremely 
proud of our members, who have performed these services at 
great personal risk. 

To our knowledge, no physician anesthesiologist has been 
terminated from a hospital or ambulatory surgical center due  
to vaccination status. In fact, a sampling of anesthesiology 
leadership across the state did not reveal a single physician 
anesthesiologist who was furloughed due to failure to comply 
with the vaccination mandate. This indicates that there is no 
shortage of physician anesthesiologists who can continue to 
provide critical medical care for COVID-19 patients as well as 
other anesthesia services (including supervision of nurse 
anesthetists) in our state. 

We are very concerned that suspending Section 405.13 and 
Section 755.4 of Title X of the NYCRR will increase patient risk 
and jeopardize patient outcomes unnecessarily. Due to the 
complex nature of risks associated with the administration of 
anesthesia during surgical procedures, where medical 
intervention of a qualified physician must be done immediately, 
Sections 405.13 and 755.4 established a clear regulatory 
framework that guarantees a qualified physician will always be 
available to immediately intervene to ensure patient safety. 
These sections require that the administration of anesthesia is 
conducted in accordance with the current standards of medical 
practice. They also ensure that when non-physicians administer 
anesthesia, the anesthetist must be under the supervision of a 
qualified physician. 

Since the inception of Sections 405.13 and 755.4 several 
decades ago, New York state has experienced unprecedented 
levels of safe anesthesia care. This is directly attributable to  
the fact that a physician anesthesiologist, a physician 
anesthesiologist-led anesthesia care team, or an operative 
physician assumed the responsibility for supervision of the 
administration of anesthesia care. 
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Physician anesthesiologists are the anesthesia, pain 
management, and critical care physician specialists. They 
receive up to 16,000 hours of clinical training and adhere to 
the American Society of Anesthesiologists’ practice guidelines. 
Our members accept medical and legal responsibilities in the 
delivery of surgical anesthesia care (including the supervision 
of nurse anesthetists). They develop and implement the 
optimum anesthetic plan based on each patient’s medical 
condition and serve as the patient’s advocate before, during and 
after surgery. Additionally, they utilize their diagnostic skills to 
evaluate a patient’s overall health and identify and respond to 
underlying medical conditions as necessary to prevent 
complications. By continuing Sections 405.13 and 755.4, all 
New Yorkers, and most especially those in impoverished or 
rural areas of the state, will continue to benefit from the highest 
possible quality of physician-led anesthesia care. 

For these reasons, we respectfully request that you rescind the 
portion of your Executive Order #4 that modified Section 
405.13 and Section 755.4 of Title X of the NYCRR. 

Please let us know if we can set a meeting with you and/or 
your staff to discuss this matter further and if we can provide 
any additional information or clarification regarding this critical 
issue. 

Very truly yours, 
Christopher Campese, M.D., M.A., M.S., FASA 
President, New York State Society of Anesthesiologists, Inc. 

Cc: Karen Persichilli Keogh, Secretary to the Governor 
Jeff Lewis, Chief of Staff to the Governor 
Elizabeth Fine, Counsel to the Governor 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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DISTRICT 1 
John-William Carroll, M.D. 
Ji-Young Hong, M.D. 
Sangeetha Kamath, M.D. 
Amit Patel, M.D. 
Tatyana Rozental, M.D. 
Phu Tran, M.D. 

DISTRICT 2 
Marc Casale, M.D. 
John Foote, M.D. 
Ervant Nishanian, M.D. 
Michael Pham, M.D. 
Neela Shrestha, MB 
Philip Sommer, M.D. 
David Wang, M.D. 

DISTRICT 3 
Nitin Sekhri, M.D. 
Saman Yaghoubian, D.O. 

DISTRICT 4 
Stephan Curry, M.D. 
Benjamin Rieff, M.D. 

DISTRICT 5 
Myriam Beniamin, M.D. 
Mariovisto Frogozo, M.D. 
Joseph Gaffney, M.D. 
Daryoosh Karimi-Ardekani, M.D. 
Thangam Malaisoodumperumal, M.D. 

DISTRICT 6 
Tariq Jaradat, M.D. 

DISTRICT 7 
Abdul-Haseeb Sheikh, M.D. 

DISTRICT 8 
Brian Bateson, M.D. 
Davina Harkey, M.D. 
Amit Kaushal, M.D. 
Joseph Mongone, M.D. 
Robert Moore, M.D. 
Eman Nada, M.D., Ph.D. 
Frank Ocasio, M.D. 
Robyn Pallack, M.D. 
Saima Rashid, M.D.

 
Active Members

DISTRICT 1 
Vibhuti Chopra, M.D. 

DISTRICT 2 
Jimcy Platholi, Ph.D. 

DISTRICT 6 
Lulu Xie, M.B.B.S., Ph.D.
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DISTRICT 1 
Kazi Ahmed, M.D. 
William Barlow, D.O. 
Sundeep Brar, D.O. 
Emily Deutsch, D.O. 
Katherine Elsea, D.O. 
Alexander Garib, D.O. 
Jonathan Itzhakov, M.D. 
David Kim, M.D. 
Preet Korani, D.O. 
Jordan Last, M.D. 
Alex Lo, M.D. 
Patrick Mancilla, M.D. 
Wilson Mar, M.D. 
Ariella Moshchinsky, M.D. 
Navya Murthy, M.D. 
Claudia Navarrete, M.D. 
Neil Patel, M.D. 
Erika Pence, D.O. 
Petr Pikhut, M.D. 
Michael Pillai, M.D. 
Alex Ronis, M.D. 
Tekade Sachin, M.D. 
Shabbir Safri, M.D. 
Andrew Scales, M.D. 
Maryam Siddiqui, M.D. 
Tagert Smith, M.D. 
Shuhan Wang, M.D. 
Brit Zaro, M.D. 

DISTRICT 2 
Daniel Afonin, M.D. 
Reem Alfalasi, M.D. 
Salvatore Amodeo, M.D. 
Chelsea Banks, M.D. 

Angela Barskaya, M.D. 
Efrat Bruck, M.D. 
Benjamin Brueske, M.D. 
James Cavalcante, M.D. 
David Chang, M.D. 
Vikas Chauhan, M.D. 
Lydia Chen, M.D. 
Christopher De Allie, M.D. 
Daniel Edrich, M.D. 
Matthew Eveleth, M.D. 
Christopher Ferrer, M.D. 
Grace Finkel, M.D. 
Isha Garg, M.D. 
Aldo Giaimo, M.D. 
Christopher Glover, M.D. 
Gabriela Hernandez Meza, M.D. 
Dishaw Holiprosad, M.D. 
Saed Hussini, M.D. 
Stephanie Jones, M.D. 
Nia Joseph, M.D. 
Nina Juszczak, M.D. 
Matthew Kennedy, M.D. 
Chloe Kern, M.D. 
Jason Kim, M.D. 
Brandon King, M.D. 
Hyunjoo Ko, M.D. 
John Krstacic, M.D. 
Dana Laikhram, M.D. 
Samantha Levine, M.D. 
Sherry Liao, M.D. 
Samantha Lomando, M.D. 
Olivia Mallari, M.D. 
Philip Maykowski, M.D. 
Rocco Morra, M.D.
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DISTRICT 2 continued 
Sara Murphy, M.D. 
Sanjay Parashar, M.D. 
Samantha Parsons, M.D. 
Alva Powell, M.D. 
Julio Ramos, M.D. 
Amanda Ramwell Tomlinson, M.D. 
Margaret Sagsveen, M.D. 
Jonathan Schirripa, M.D. 
Brandon Scott, M.D. 
Andrew Sexton, M.D. 
Harsh Shah, M.D. 
Gregory Sheehan, M.D. 
Afshan Soomro, M.D. 
Philip Susser, M.D. 
Tania Torres-Sanchez, M.D. 
Luke Tseng, M.D. 

DISTRICT 3 
Heather Brosnan, M.D. 
Bianca Jambhekar, M.D., M.P.H. 
Phuoc Nguyen, M.D. 
Sally Ratliff, M.D. 

DISTRICT 6 
Lawrence Chen, M.D. 
Rodney Chen, M.D. 
Jungbin Choi, M.D. 
Arum Chun, M.D. 
Nelson Del Pilar, M.D. 
Brecken Esper, M.D. 
Jerold Gomes, M.D. 
Ricky Hoang, M.D. 
Amanda Koonce, M.D. 
Asha Liverpool, M.D. 

Anna McGuire, M.D. 
Courtney McPhee, M.D. 
Caitlin Meza, M.D. 
Mark Remington, M.D. 
Stuart Scott, M.D. 
Kevin Simpson, M.D. 
Kevin Tantuo, M.D. 
Shanna Yang, M.D. 

DISTRICT 7 
Dalia Ismail, M.D. 
Omotoke Missih, M.D. 
James O’Malley, M.D. 
Armin Tadayyon, M.D. 

DISTRICT 8 
Jaspal Baling, M.D. 
Justin Bell, M.D. 
Michael Funaro, M.D. 
Rochelle Goring, M.D. 
Alex Grieco, M.D. 
Eleni Hannaberry, M.D. 
Daniel Hart, M.D. 
Michael Kim, M.D. 
Elliot Klein, M.D. 
Wilson Lai, M.D. 
Daniel Markowitz, M.D. 
Elvin Mendez, M.D. 
Sharon Park, M.D. 
Gilbert Shi, M.D. 
Rutuja Sikachi, M.D. 
Suki Tsang, M.D. 
Lee Vitiello, M.D. 
Patriot Yang, M.D. 
Bosi Zhang, M.D.
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New Year

The New York State Society 
of Anesthesiologists, Inc. 
110 East 40th Street, Suite 300 
New York, NY 10016  USA

PRSRT STD. 
US Postage 

PAID 
Lancaster, PA 
Permit No. 472

58 NYSSA — The New York State Society of Anesthesiologists, Inc.
FROM THE  STAFF  OF The New York State Society of Anesthesiologists, Inc. 


