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VIEWPOINTS

Fundamental Discussions on Race and 
Ethnicity for the Cardiology Workforce for 
the United States of America
Saima Karim , DO; Kamala Tamirisa, MD; Hina Chaudhry, MD

In the article entitled "Diversity, Inclusion, and Equity: 
Evolution of Race and Ethnicity Considerations for 
the Cardiology Workforce in the United States of 

America From 1969 to 2019" by Dr Norman Wang, 
there are multiple claims made about the role of under-
represented minorities (URMs) in medicine, without at-
tention to actual nuances, such as potential paucity of 
encouraging role models, lack of supportive economic 
infrastructure, and the need to overcome institutional 
racism by our colleagues who belong to these under-
represented groups. This article preferentially focused 
on parts of US history, and legislature without including 
the struggles of minorities in the US healthcare system, 
both as healthcare workers as well as patients.1

What he refers to as phase 2 "period of stagna-
tion" for URMs should be an impetus for recruitment 
and an opportunity for advocacy and advancement of 
sciences rather than a failure to meet standards. This 
article does not take into account the negative impact 
on patients who are minorities of not having physicians 
who share their background. One third of the depart-
ments surveyed within primary care setting had <15%  
Black faculty.2 In academic medicine, only 3% of med-
ical faculty are Black, and 4% are Hispanic or Latino.3 
Multiple studies have consistently shown that patients 
who are racial/ethnic minorities receive suboptimal care 
by various metrics across various disciplines. There 

are many examples within the field of cardiology. Black 
and Latinx patients with heart failure had lower rates of 
admission to cardiology service with a higher 30- day 
mortality (3% versus 1%) after discharge. Admission 
to cardiology service was also related to decreased 
rates of readmission.4 The lack of access to equal care 
is not purely a function of location. Black patients are 
significantly less likely to receive cardiovascular care 
in even an intensive care unit setting, which could not 
be explained by differences in insurance, age groups, 
or rurality.5 Although overall counseling for defibrilla-
tors is suboptimal during hospitalization for heart fail-
ure for all patients, ethnic minorities had significantly 
less counseling than their White counterparts (24.3% 
White, 22.6% Black, and 18.6% Hispanic).6 Even ther-
apy, such as cardiac resynchronization therapy, was 
offered to Black and Hispanic patients at significantly 
lower rates (0.69 odds ratio).7 Black patients are also 
less likely to receive intravenous thrombolysis, deep 
vein thrombosis prophylaxis, smoking cessation coun-
seling, antithrombotic therapy at discharge, anticoag-
ulants for atrial fibrillation, and lipid- lowering therapy 
when using the Get With The Guidelines- Stroke pro-
gram participant hospitals.8 Beyond omission of opti-
mal care, there are several historical studies that have 
been performed on minorities and vulnerable popula-
tions in US history without consent and with potential 
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for harm.9 However, with regard to coverage of health 
care in these areas, there is much to be desired as 
65% of Department Family Medicine Chairs surveyed 
felt that their curricular coverage on disparities of care 
among minorities was suboptimal.2

Although there is merit to knowing that people who 
do well on standardized testing will likely continue to 
do well on standardized tests, there is no accounting 
for applicants’ etiquette, endeavors, and the qualities 
that may enrich the field, such as intellectual curiosity, 
creativity, and analytic abilities. There are multiple ref-
erences to protection of "academically qualified ap-
plicants" without any consideration that admission 
metrics of testing scores do not predict success of 
the physicians in the long- term. When it comes to the 
use of Medical College Admission Test (MCAT) score 
for medical school admission, there has been little to 
prove long- term success of physicians beyond suc-
cess in further standardized tests. In fact, studies have 
shown long- term success of applicants with varied 
MCAT score if proper environment and mentorship 
are provided.10 Moreover, the sources that are cited for 
MCAT score success are based on MCAT preparatory 
centers, such as Kaplan and Princeton Review, which 
have a huge financial interest in maintaining the impor-
tance of the continued standardized testing. Student 
Doctor Network is a questionable social media tool 
as well, which only mentioned 3 variables for medical 
school acceptance (namely, MCAT score, grade point 
average, and race). This is a simplistic view that com-
pletely dismisses applicants’ research, volunteering ef-
forts, unique backgrounds that could enrich the medical 
community, and quality of the personal statements that 
all schools require. Usually, the selection and interview 
process for any stage in medicine is much more com-
plex than rationalizing it based solely on scores.

As far as failure rate for US Medical Licensing 
Examinations referenced in phase 3 of his article, it 
should be understood that early socioeconomic strug-
gles can precipitate long- term hurdles, which may be 
difficult to overcome with mere short- term tutelage 
during postgraduate training for URMs.2 A system of ed-
ucation is difficult to instill in a few years of postgraduate 
training, where multiple educational tools may be lacking 
for multiple years preceding that. Mentorship from ed-
ucators as well as peers likely plays a role as well. Even 
with equivalent testing scores, URM applicants have to 
overcome institutional racism. When looking at distribu-
tion of grades among third- year 1096 medical students, 
there was also substantially lower gradation for URMs 
during clerkship after adjusting for factors such as sex, 
age, and US Medical Licensing Examination scores on 
Medical Student Performance Evaluation.11 The attrition 
rates mentioned in Table 4 use White race as reference, 
which gives you the entire sense of what is normative 
to the author. Unfortunately, the sentiment of being 

"White adjacent" and "model minority" is often preva-
lent in Asian immigrant cultures and adds to the already 
strained race relationships in this nation.

Potentially, the failure of recruitment into science, 
technology, engineering, and mathematics for minori-
ties is far beyond just graduate education and should 
start with outreach programs at a much younger age. 
Although the National Heart, Lung, and Blood Institute 
program referenced in this section supports racial and 
ethnic minorities in their mentorship and research ef-
forts, nonminority physicians and researchers often 
receive more extensive mentorship, thus tipping the 
scales even further. In addition, short- term mentorship 
may not be adequate to overcome the continuous in-
stitutional discrimination, as evidenced by the lower 
salaries and lower rates of promotion for minorities, 
and this also extends to Asian Americans.4,12

The racial classification continues to be complicated, 
but there are covert and overt notions of bias within the 
article. The author states that the "current model for ra-
cial and ethnic diversity is practically untenable" with use 
of the term "demographic tsunami," which further adds 
to the negative connotation of danger with infusion of mi-
norities into postgraduate education. Despite the ban of 
segregation in 1968, racial/ethnic fluidity has been lim-
ited over the past few decades, leading to further geo-
graphic and socioeconomic discrepancies in access to 
health care and education.13 Although the constitution is 
mentioned in the article, many of the delegates at the 
original Constitutional Convention were slave owners; 
and although the historical perspective has been pre-
sented, it has been lacking in a critical analysis of the 
interwoven fabric of racial barriers to medical care and 
education. Morality is not a sine qua non with legality, 
and our obligations for inclusivity should be based on 
providing optimal care for a diverse patient base rather 
than perfunctory fulfillment of diversity mandates.

Although the author argues for racial or ethnic origin 
being a discriminatory factor in itself since Bakke as a 
basis of acceptance, he is negligent in mentioning that 
parity is not simply for the sake of the representation of 
applicants, but rather to serve the larger needs of the 
population. The author reports that minorities tend to 
provide care more often in underserved areas and to 
socioeconomically disadvantaged populations. There 
is no acknowledgment of the absolute critical neces-
sity of this role. In addition, qualifications in the form 
of board certification are mentioned. Board certifica-
tion is a metric that is based on financial application 
for taking standardized tests. Economic endeavors 
that are necessary to succeed in medicine include 
thousands of dollars in MCAT preparatory classes (for 
those who can afford it), fees for the MCAT, applica-
tion fees for medical school, traveling for interviews to 
get into medical school, followed by low wages during 
years of training with expectation to pay a large sum 
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for US Medical Licensing Examinations, further post-
graduate applications, and traveling for interviews for 
positions. What is also not mentioned is that hundreds 
of thousands of dollars in medical school tuition is 
compounded, which can further hinder those without 
an affluent background. Applicants from underserved 
communities may not have the economic resources to 
continue this process. In addition, with regard to mi-
nority physicians being less likely to continue to their 
specialty of choice, one should factor in discourage-
ment from faculty, lack of mentorship, and overt and 
covert racism. There is a myriad of publications on dis-
parities facing minorities in health care.14

The author speculates that working in underserved 
areas results from an inability to procure jobs in desir-
able locations because of lower qualifications. There 
are many physicians providing care for large sections 
of society where medicine is otherwise failing to inter-
vene. In fact, access to care as well as quality and in-
tensity of care contribute to lower quality as well as 
quantity of life for racial/ethnic minorities.13,15 Although 
there are references on Black patients getting man-
aged less frequently by board- certified physicians and 
receiving less high- quality service, there is no mention 
of alternative solutions to serve their needs.

We appreciate the apology and the retraction from 
the American Heart Association, and we look forward to 
reading about how inclusiveness and diversity are high-
lighted in future endeavors. To provide URMs the tools 
for success in medical graduate and postgraduate ed-
ucation, there needs to be a concerted effort to provide 
attention to their specific needs and to be inclusive of 
their diverse backgrounds. This will further help provide 
better care for our diverse patient population.

ARTICLE INFORMATION

Affiliations
Heart and Vascular Institute, MetroHealth Medical Center/Case Western 
Reserve University, Cleveland, OH (S.K.); ; Texas Cardiac Arrhythmia, Dallas, 
TX (K.T.);  and Cardiovascular Institute, Icahn School of Medicine at Mount 
Sinai, New York, NY (H.C.).

Acknowledgments
The authors would like to acknowledge the individuals in the appendix for 
their review of the article.

Disclosures
None.

Supplementary Material
Appendix S1

REFERENCES
 1. Wang NC. Diversity, inclusion, and equity: evolution of race and eth-

nicity considerations for the cardiology workforce in the United 
States of America from 1969 to 2019 [retracted in: J Am Heart Assoc. 
2020;e014602. DOI: 10.1161/JAHA.119.014602]. J Am Heart Assoc. 
2020;9:e015959. DOI: 10.1161/JAHA.120.015959.

 2. Chen FM, Overstreet F, Cole AM, Kost A, Brown Speights JS. Racial 
and ethnic health disparities curricula in US medical schools: a CERA 
study. PRiMER. 2017;1:6. DOI: 10.22454/ PRiMER.2017.1.6.

 3. Eberly LA, Richterman A, Beckett AG, Wispelwey B, Marsh RH, 
Cleveland Manchanda EC, Chang CY, Glynn RJ, Brooks KC, Boxer 
R. Identification of racial inequities in access to specialized inpatient 
heart failure care at an academic medical center. Circ Heart Fail. 
2019;12:e006214. DOI: 10.1161/CIRCH EARTF AILURE.119.006214.

 4. Torres MB, Salles A, Cochran A. Recognizing and reacting to micro-
aggressions in medicine and surgery. JAMA Surg. 2019;154:868– 872. 
DOI: 10.1001/jamas urg.2019.1648.

 5. Breathett K, Liu WG, Allen LA, Daugherty SL, Blair IV, Jones J, 
Grunwald GK, Moss M, Kiser TH, Burnham E, et al. African Americans 
are less likely to receive care by a cardiologist during an intensive care 
unit admission for heart failure. JACC Heart Fail. 2018;6:413– 420. DOI: 
10.1016/j.jchf.2018.02.015.

 6. Hess PL, Hernandez AF, Bhatt DL, Hellkamp AS, Yancy CW, Schwamm 
LH, Peterson ED, Schulte PJ, Fonarow GC, Al- Khatib SM. Sex and 
race/ethnicity differences in implantable cardioverter- defibrillator coun-
seling and use among patients hospitalized with heart failure: findings 
from the Get With The Guidelines- Heart Failure Program. Circulation. 
2016;134:517– 526. DOI: 10.1161/CIRCU LATIO NAHA.115.021048.

 7. Eapen ZJ, Al- Khatib S, Lopes RD, Wang Y, Bao H, Curtis J, Heidenreich 
PA, Hernandez AF, Peterson ED, Hammill SC. Are racial/ethnic gaps in 
the use of cardiac resynchronization therapy narrowing? An analysis 
of 107,096 patients from the National Cardiovascular Data Registry’s 
ICD Registry. J Am Coll Cardiol. 2012;60:1577– 1578. DOI: 10.1016/j.
jacc.2012.06.024.

 8. Mody P, Gupta A, Bikdeli B, Lampropulos JF, Dharmarajan K. Most 
important articles on cardiovascular disease among racial and ethnic 
minorities. Circ Cardiovasc Qual Outcomes. 2012;5:e33– e41. DOI: 
10.1161/CIRCO UTCOM ES.112.967638.

 9. Alsan M, Wanamaker M, Hardeman RR. The Tuskegee Study of un-
treated syphilis: a case study in peripheral trauma with implications 
for health professionals. J Gen Intern Med. 2020;35:322– 325. DOI: 
10.1007/s1160 6- 019- 05309 - 8.

 10. Lucey CR, Saguil A. The consequences of structural racism on MCAT 
scores and medical school admissions: the past is prologue. Acad 
Med. 2020;95:351– 356. DOI: 10.1097/ACM.00000 00000 002939.

 11. Low D, Pollack SW, Liao ZC, Maestas R, Kirven LE, Eacker AM, Morales 
LS. Racial/ethnic disparities in clinical grading in medical school. Teach 
Learn Med. 2019;31:487– 496. DOI: 10.1080/10401 334.2019.1597724.

 12. Abelson JS, Wong NZ, Symer M, Eckenrode G, Watkins A, Yeo HL. 
Racial and ethnic disparities in promotion and retention of academic 
surgeons. Am J Surg. 2018;216:678– 682. DOI: 10.1016/j.amjsu 
rg.2018.07.020.

 13. Williams DR, Wyatt R. Racial bias in health care and health: chal-
lenges and opportunities. JAMA. 2015;314:555– 556. DOI: 10.1001/
jama.2015.9260.

 14. DelVecchio Good M- J, Good BJ, Becker AE. The Culture of Medicine 
and Racial, Ethnic and Class Disparities in Health Care. In: Institute of 
Medicine (US) Committee on understanding and eliminating racial and 
ethnic disparities in health care; Smedley BD, Stith AY, Nelson AR, eds. 
Unequal Treatment: Confronting Racial and Ethnic Disparities in Health 
Care. Washington, DC: National Academies Press (US); 2003.

 15. Levine RS, Foster JE, Fullilove RE, Fullilove MT, Briggs NC, Hull PC, 
Husaini BA, Hennekens CH. Black- white inequalities in mortality and life 
expectancy, 1933– 1999: implications for healthy people 2010. Public 
Health Rep. 2001;116:474– 483. DOI: 10.1093/phr/116.5.474.

https://doi.org/10.1161/JAHA.120.015959
https://doi.org/10.22454/PRiMER.2017.1.6
https://doi.org/10.1161/CIRCHEARTFAILURE.119.006214
https://doi.org/10.1001/jamasurg.2019.1648
https://doi.org/10.1016/j.jchf.2018.02.015
https://doi.org/10.1161/CIRCULATIONAHA.115.021048
https://doi.org/10.1016/j.jacc.2012.06.024
https://doi.org/10.1016/j.jacc.2012.06.024
https://doi.org/10.1161/CIRCOUTCOMES.112.967638
https://doi.org/10.1007/s11606-019-05309-8
https://doi.org/10.1097/ACM.0000000000002939
https://doi.org/10.1080/10401334.2019.1597724
https://doi.org/10.1016/j.amjsurg.2018.07.020
https://doi.org/10.1016/j.amjsurg.2018.07.020
https://doi.org/10.1001/jama.2015.9260
https://doi.org/10.1001/jama.2015.9260
https://doi.org/10.1093/phr/116.5.474


 
 
 

SUPPLEMENTAL MATERIAL 
  



Appendix 
 
Dia Smiley, DO 
Atlanta, Georgia 
 
Aisha Siraj, MD, FACC 
Case Western Reserve University, MetroHealth Medical Center 
 
Rahat Warraich, PhD 
London, England  
 
Meena Zareh, MD 
Boston, Massachusetts 
 
Kalindi Parikh, MD, FACC 
Atlanta, Georgia 
 
Nasrien Ibrahim, FACC, FAHA, FHFSA 
Massachusetts General Hospital 
 
Meera Kondapaneni, MD, FACC, FSCAI 
Case Western Reserve University, MetroHealth Medical Center 
 
Morgan Leafe, MD, MHA 
Santa Barbara, California  
 
Nicole Christian Brathwaite, MD 
Boston, Massachusetts 
 
Elisabeth Preston-Hsu, MD, MPH 
Emory University 
 
Karla Smith, MD 
High Point, North Carolina 
 
Keisha Bell, MD 
Washington, District of Columbia 
 
Faith Peterson, MD 
Philadelphia, Pennsylvania 
 
Gjanje Smith, MD, MPH 
Bellevue, Washington 
 
Toni Richards-Rowley, MD 
Tampa, Florida 



 
Martha Gulati, MD, FACC, FAHA, FASPC 
University of Arizona School of Medicine  
 
Luisa Massari, MD 
Fallston, Maryland 
 
Melissa Clark, MD 
Silver Springs, Maryland 
 
Lida Nabati, MD 
Cambridge, Massachusetts 
 
Breann Kelley, MD 
Independence, Missouri  
 
Kadijah Ray, MD 
Hoffman Estates, Illinois  
 
Emi Ponce de Souza, MD 
Seattle, Washington  
 
Chariya Christmon, MD 
Chicago, Illinois 
 
Amelia Bueche, DO 
Traverse City, Michigan 
 
Alisa McQueen, MD 
University of Chicago, Illinois 
 
Jenny Fish, MD 
Santa Rosa, California 
 
Vicki Wilkins, MD, MPH 
Salt Lake City, Utah 
 
Lauren Jen, MD 
Bronx, NY 
 
Jennifer Tseng, 
Boston University 
 
Cheryl Axelrod, MD 
Wilmette, Illinois  



 
Luciana McLean, MD 
Round Rock, Texas 
 
Jessica Isom, MD, MPH 
Boston, Massachusetts 
 
Minerva Burgos, MD 
Birmingham, Alabama 
 
Carmen Baxter, MD 
Vacaville, California 
 
Lynn Oliver, MD 
University of Washington School of Medicine   
 
Heather Haq, MD, MHS 
Baylor School of Medicine 
 
Sara Pentlicky, MD, MPH 
Einstein Medical Center, Pennsylvania 
 
Liza Huertas, MD 
Orange, Connecticut 
 
Aaysha Cader, MD 
Dhaka, Bangladesh 
 
Naeema Ghafur, MD 
Los Angeles, California 
 
Kim Huch, MD 
Memphis, Tennessee 
 
Lori DiLorenzo, MD 
Worcester, Massachusetts 
 
Esther Sampayo, MD 
Houston, Texas 
 
Ellen House, MD 
Athens, Georgia 
 
Danielle Davis, MD 
Chaplin, South Carolina  
 



Nina Garga, MD 
University of California San Francisco 
 
Gabriela Rosas-Garcia, MD 
New York City, New York 
 
Vivian Bea, MD 
Brooklyn, New York 
 
Kara Emerson, MD 
Nashville, Tennessee 
 
Karen Ekueme, MD 
Worcester, Massachusetts 
 
Kimberly Reynolds, MD 
Miami, Florida 
 
Nithya Sunder, MD 
Naperville, Illinois 
 
Dorothy Russ, MD, JD 
Jacksonville, Florida 
 
Dara Spearman, MD 
Fort Wayne, Indiana  
 
Katherine Jessop, MD 
Overland Park, Kansas 
 
Elizabeth Constance, MD 
Ohama, Nebraska 
 
Jeleesa Jackson, MD 
Boston, Massachusetts 
 
Glorimar Nazario, MD 
Ocala, Florida 
 
Afreen Pappa, MD 
Houston, Texas 
 
Emma Wallace, MD, PhD 
Bronx, New York 
 
Emelia Winston, DO 



Fort Wayne, Indiana 
 
Yara Robertson, MD 
Atlanta, Georgia 
 
Michelle Davis-Dash, MD 
Baltimore, Maryland  
 
Asha Morrow, MD 
Houston, Texas 
 
Dennie Rogers, MD 
Rockford, Illinois 
 
Monica Verduzco-Gutierrez, MD 
Lozano Long School of Medicine at University of Texas San Francisco  
 
Imani Rosario, MD 
Princeton, New Jersey 
 
Erica Kaye, MD 
Memphis, Tennessee 
 
Faye Vargas, MD 
Smyrna, Georgia 
 
Laura Green, MD 
Baltimore, Maryland 
 
Thalia Palmer, MD 
Livingston, New Jersey 
 
Kayla Cunningham, MD, MHS 
Branford, Connecticut 
 
Vicky Borgia, MD 
Philadelphia, Pennsylvania 
 
Molly Friedman, DO 
Cleveland, Ohio 
 
Mitzi Williams, MD 
Atlanta, Georgia  
 
Melissa Chen, MD 
North Chicago, Illinois 



 
Sabrina Adams, MD 
Tampa, Florida 
 
Katie McBrine, MD 
Scituate, Massachusetts 
 
Nora McNamara, MD 
Case Western Reserve University, University Hospitals 
 
Meaghan Tenney, MD 
Atlanta, Georgia 
 
Lauren Ciszak, MD 
Boston, Massachusetts 
 
Traci Brooks, MD 
Cambridge, Massachusetts 
 
Danielle Snyderman, MD 
Jefferson Hospital 
 
Tobin Moon Carson, DO 
Medina, New York 
 
Adriana Tobar, MD 
Rockford, Illinois  
 
Katie Grossman, MD 
Columbia, Missouri  
 
Julie Nicole, MD 
Fresno, California  
 
Jocelyn Ronda, MD 
Massachusetts General Hospital 
 
Noriko Yoshikawa, MD 
Kaiser Permanente, California 
 
Kathleen Mayor-Lynn, MD 
Nashville, Tennessee  
 
Laura Korin, MD, MPH 
New York City, New Work 



 
Mandi Sehgal, MD 
Weston, Florida 
 
Letitia Bradford, MD 
Sacramento, California 
 
Natalie Newman, MD 
Sacramento, California  
 
Danielle Manalo, MD 
Los Angeles, California 
 
Janet Leung, MD 
Seattle, Washington 
 
Sharon Dobie, MD 
University of Washington School of Medicine 
 
Kimberlynn Heller, DO 
Portland, Oregon 
 
Sherri Broadwater, MD 
Atlanta, Georgia 
 
Yara Vargas, MD 
Scottsdale, Arizona 
 
Traci Gardner, MD 
Westchester, New York 
 
Veronica Contreras, DO 
Riverside, California  
 
Krsistin Escamillla, MD 
Austin, Texas 
 
Rebecca Eleck, MD 
Middlebury, Connecticut 
 
Luciana McLean, MD 
Round Rock, Texas 
 
Andrea Anderson, MD 
Washington, District of Columbia  
 



Erin Casey, MD 
Cedar Rapids, Iowa 
 
Cassandre Victor-Vega, MD, MPH 
Baystate Medical Center 
 
Andrée LeRoy, MD 
Santa Monica, California 
 
Danielle Johnson, MD 
Mason, Ohio 
 
Rashmi Narayan, MD 
Chicago, Illinois 
 
Tracy Prosen, MD 
Minneapolis, Minnesota  
 
Amanda Valliant, MD 
Wichita, Kansas 
 
Mara Rosner, MD, MPH 
Baltimore, Maryland 
 
Alison Hayward, MD, MPH 
Providence, Rhode Island 
 
Glendializ Bosques, MD 
McGovern Medical School of Unviersity of Texas Health 
 
Kristine Strickland, MD 
Green Bay, Wisconsin 
 
Meslissa Clark, MD 
Silver Spring, Maryland 
 
Catherine Benziger MD MPH FACC FAHA 
Duluth, Minnesota 
 
Negar Salehi, MD 
University of Arkansas for Medical Sciences 
 
Yemisi Adejumo, MD, FACC 
Oakland, California  
 



Anu Luke, MD 
Rochester, Minnesota 
 
Magda Sanchez-Velez, FACC 
Orlando, Florida  
 
Carolyn Park MD 
Wake forest School of Medicine 
 
Carolina Ponce, MD 
Las Cruces, New Mexico  
 
Anu Rao, MD, FACC 
Rush University  
 
Jessica Mullenix, AGNP 
Durham VA Medical Center 
 
Michele Voeltz, MD 
Atlanta, Georgia  
 
Bina Chokshi, MD 
Las Vegas, Nevada 
 
Kristine Sellberg, MD, FACC 
Phoenix, Arizona 
 
Sonia Henry, MD, FACC, FASE 
Manhasset, New York 
 
Alicia Topoll, MD 
Pittsburgh, Pennsylvania 
 
Bani Azari, MD, PhD 
Manhasset New York 
 
Angelica Motta, MD 
Las Cruces, New Mexico 
 
Varda Singhal, MBBS 
Grand Rapids, Michigan  
 
Madhavi Kadiyala, MD, FACC 
West Virginia University 
 



Grace Gardiner, MD 
Medical College of Wisconsin  
 
Saba Assar, MD 
Detroit, Michigan 
 
Chandana Attoti, MD, FACC 
Bronx, New York 
 
Sarah Sandberg, MD, FACC 
Birmingham, Alabama 
 
Dalia Hawwass, MD, FACC 
Las Vegas, Nevada 
 
Purvi Parwani, MBBS, MPH, FACC 
Loma Linda University  
 
Heather Shenkman, MD, FACC 
Tarzana, California  
 
Alyssa Browning, MD 
Philadelphia, Pennsylvania  
 
Sarosh Janjua, MD 
Boston, Massachusetts 
 
Deepa Nandyal, MD 
Bakersfield, California  
 
Rhea Sancassani, MD 
Miami, Florida  
 


