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Beatrice De Gea

Among those on the team that cared for six patients in Tisch Hospital’s Medical Intensive Care Unit (MICU) during the hurricane were (from left to right) Coleen Seymour, RN, senior nurse
clinician; Audrey Wilson, RN, senior staff nurse; Dr. Ronald Goldenberg, intensivist; Dr. David Fridman, intensivist; Natalie Fucito, RN, acting assistant nurse manager; Christine King, RN,
senior staff nurse; Christie Norman, RN, senior staff nurse; and Elaine Rowinski, RN, nurse manager of the MICU.

In Good Hands

At the Worst of Times, NYU Langone Provides the Best of Care
When Ed Decatrel visited his wife in the Medical
Intensive Care Unit (MICU) of NYU Langone Medical
Center’s Tisch Hospital on Friday, August 26, he could
tell that she was in good hands. But he would soon
find out just how good. At first, he issued a sigh of
relief, knowing that his wife’s severe respiratory problems would get proper medical attention. “Then the
hurricane came,” he says, shaking his head.
With Hurricane Irene fast approaching, the
Department of Health ordered NYU Langone to
evacuate its main campus. Immediately, Elaine

Rowinski, RN, nurse manager of the MICU, began
compiling a detailed file to accompany each of the
17 patients in the 18-bed unit. Meanwhile, Ronald
Goldenberg, MD, assistant professor of medicine, an
intensivist, was making rounds with Daniel Shine,
MD, Tisch’s chief of medicine. It was clear to them
that six of the patients, including Mrs. Decatrel, were
much too fragile to move, so NYU Langone sought
and obtained permission to keep them in the MICU.
The question was, How do you keep a critical care
unit fully functional in the middle of a hurricane?

In addition to transferring 11 patients with complex medical histories, Rowinski had to make sure
that she had adequate staffing. That turned out to be
the least of her problems. In addition to the nurses
who came in for their usual shift, others called to volunteer over the weekend. “I actually had more than
I needed,” she explains. “I even sent some home.” In
all, 24 nurses were willing to ride out the storm.
Elsewhere in the hospital, others stepped forward to help. Physical Therapy sent staff to help with
patients who were to be moved. A resident and a fellow volunteered to stay. “Some departments, such as
radiology, made staff available just in case we needed
them,” recalls Dr. Goldenberg.
At 11:00 p.m. on Friday, Rowinski went home,
but only to grab a few hours of sleep, a change of
(continued on page 7)

Getting to
the Heart
of the Matter

Treatment for coronary heart disease (CHD) should
be simple. Since fatty deposits accumulate in blood
vessels and impede the delivery of blood to the heart,
shouldn’t cardiologists just widen narrowed arteries
and open blocked ones? A narrowed artery starves the
heart muscle of oxygen, resulting in chest pains, and a
blocked vessel can trigger a heart attack. An invasive
procedure, opening the artery with balloon angioplasty
and inserting a stent to open the vessel, is known to
(continued on page 3)

John Abbott

NIH Awards Dr. Judith
Hochman the Largest Grant
in NYU Langone’s History

Dr. Glenn Fishman and Dr. Judith Hochman survey the 33 countries that have centers participating in the ISCHEMIA trial.
The co-investigators at NYU Langone are Dr. Harmony Reynolds, assistant professor of medicine; Dr. Jeffrey Berger, assistant
professor of medicine; and Dr. Sripal Bangalore, assistant professor of medicine—all members of the Division of Cardiology.
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Adding Personality to Prestige

tell us how.
Solving that logistical puzzle fell to our
nurses and staff. It is a shining testament to
their talent and dedication that more than
500 patients were safely and successfully

Robert I. Grossman, MD

discharged or transferred within 36 hours.
Many of our doctors, nurses, nurse practitioners,
therapists, and technical and support staff
accompanied and, in some cases, remained
with their patients, demonstrating a
commitment that has no bounds.
Moreover, a full clinical team

Mammograms Now Available
Evenings and Weekends
When Jeanne, a Manhattan resident, recently left her job in Midtown for a better
position in New Jersey, she thought the longer commute would bring an end to her
annual mammogram at NYU Langone Medical Center’s Clinical Cancer Center on East
34th Street. Then she learned that she could schedule her appointment on a Saturday.
Last year, the center extended its hours for screening mammograms for asymptomatic patients to include Saturday from 8:30 a.m. to 4:30 p.m. From Monday through
Thursday, the center is open from 7:30 a.m. to 8:00 p.m., and on Friday until 5:00 p.m.
The expanded hours are part of NYU Langone’s ongoing efforts to better serve its
patients by moving toward seven-day-a-week elective services. Each attending radiologist on staff, explains Hildegard Toth, MD, associate professor of radiology and chief of
breast imaging, is fellowship trained and a full-time specialist. Dr. Toth advises
all women 40 and over who are at normal risk to have an annual screening
mammogram, following the guidelines of the American Cancer Society and
the American College of Radiology. Women who are considered at higher
risk should consult their doctor about whether to begin their annual screening mammograms at an earlier age.
When Jeanne worked in Manhattan, she used to schedule her
mammogram during lunch hour. “So many of us women are working,
and most are working longer hours,” says the 57-year-old supervisor of
an immunology laboratory. “Saturday hours make it very relaxing for me.
I can get up in the morning, do my exercises, and have my coffee before going to an
appointment that fits my schedule.”
In early 2012, the new Women’s Imaging Center at 221 Lexington Avenue will provide breast cancer screening in a “boutique setting,” says Rosina Ally, manager of mammography services. At the Clinical Cancer Center, staff will continue to image patients
with suspicious lumps or other symptoms and provide follow-up diagnostic services.
For more information or to schedule an appointment, call 212-731-5002.

news roundup

From the Dean & CEO

One day two years ago, a small group of medical students showed up at the
office of Fritz Francois, MD, assistant professor of medicine and associate
dean for academic affairs and diversity. Armed with a polished PowerPoint
presentation and a bold idea, they made their pitch: “Let us overhaul the
admissions process to NYU School of Medicine.” Their mission, explains Neil
Haranhalli (’12), was simply to make the medical students an integral part of
the recruitment process. “It’s our responsibility,” he says, “to impact future
generations.” The first thought that came to Dr. Francois’s mind was, “Why are
they here instead of studying?” But he soon felt overjoyed that the students
cared enough to want to help shape the institution.
Thus was born the Ambassador Program, which recently held its first
induction ceremony in the Saul J. Farber Auditorium of Bellevue Hospital
Center. “You’ve reshaped how we reach out to students and helped us put
our best foot forward,” Rafael Rivera, MD, associate dean for admissions
and financial aid, and assistant professor of radiology, told the gathering of
volunteers. “You’ve been pivotal in helping us reach our goals.”
Fifty ambassadors from the four classes were honored, with four receiving
special recognition. “In the first year,” recalls Dr. Francois, “we selected a group
of true leaders, but they hadn’t done much yet. It was all promise. Fast forward
two years, and it’s absolutely incredible what they have been able to do.” The
ambassadors have changed the culture of the admissions process, he explains, “by
having the opportunity to voice their opinions about things we thought were fine but
they think could be done better.”
The students first set their sights on the day prospective students arrive on
campus for their first interview. They launched a website, created an orientation

“The driving force behind the program is to put
a face and a voice behind NYU School of Medicine.”
video, and standardized tours. They now participate in panels with prospective
students and hope to integrate one-on-one interviews. They’ve begun to travel with
members of the admissions staff to campuses across the country, and they have
helped revise the school’s application, making the essay questions more in depth and
more closely aligned with the school’s core values.
With admission to the school already highly competitive, the ambassadors
aimed not to improve the quality or number of applicants, but to add personality to the
prestige. “The driving force behind the program is to put a face and a voice behind NYU
School of Medicine,” says Robert Roswell, MD, assistant professor of medicine, the
program’s faculty advisor. Hoping to enhance student participation in all aspects of the
school, ambassadors are also beginning to get involved in alumni events and parents
weekends. Word is spreading: some 50 students applied to the program this year.
“It’s extremely rewarding to impact the school,” says Said Saab (’13), one of the
program’s leaders. “The fact that administrators are willing to listen to us and make
changes is incredible and exciting. Anything we set out to do, we can do.”

Rx for Health Literacy: Simplify and Sensitize
A medication instruction reads, “Take once a day.” Seems clear enough, except that in
Spanish, once means 11, and in any language, an 11-fold increase in the dosage of a drug
spells disaster. The solution is simple: substitute “one time” for “once.” But the larger
problem is considerably more complex. Over 90 million Americans have low health
literacy—the ability to read, understand, and act on health information—and most
patient education materials are written beyond the patient’s ability to understand
them, according to the Institute of Medicine. Some 60% of patients don’t understand
a standard informed-consent form, reported one study.
As part of the expansion of Language, Cultural, and Disability Services and the
creation of the Patient and Family Education program, NYU Langone Medical Center
has formed a Health Literacy Council, co-chaired by Jody Gill, director of Language,
Cultural, and Disability Services, and Joy Simon, manager of Patient and Family
Education. October is Health Literacy Month, but Gill and Simon emphasize that the
literacy challenges faced by healthcare professionals and patients alike are constant
and ongoing. By creating a Health Literacy Council, NYU Langone aims to increase staff
knowledge about health literacy, cultural awareness, and effective communication.
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Whenever possible, educational materials, forms, and documents will be written at a
5th- to 6th-grade reading level. “The national average is 8th to 10th grade,” explains
Simon, “but studies have shown that if you’re under stress—as is the case with many
medical situations—your reading and processing can drop minimally two grade levels.”
Simon and Gill continue to pore over signage, brochures, consent forms, patient
surveys, medication sheets, and other materials to make them understandable to the widest possible audience. As a rule, idioms, metaphors, euphemisms, and words of more than
two syllables will be avoided. They’re in the process of compiling a plain language dictionary to help educate the hospital staff and the public on how to communicate effectively
with all patients, many of whom don’t fully comprehend English. “Other than English, the
three most common languages we encounter are Spanish, Russian, and Chinese, specifically Cantonese and Mandarin,” explains Gill. “Many people who speak and understand
English still prefer caregivers to communicate with them in a language other than English.”
The diverse 40-member council—comprising nurses, patient advocates, legal
counsel, regulatory compliance experts, and other staff—will raise alerts, linguistically
and culturally, on certain slang phrases and idioms that just don’t translate.

An Epidemic Comes of Age
Fred Valentine, MD, professor of medicine and microbiology, is co-director of the Center for AIDS
Research (CFAR) and former head of the AIDS Clinical Trials Unit (ACTU) at NYU Langone
Medical Center. Under his leadership, ACTU led the first randomized trial of so-called tripledrug therapy, revolutionizing the treatment of HIV (human immunodeficiency virus) disease and
saving countless lives. To mark the 30th anniversary of the emergence of HIV in this country,
news & views met with him recently to discuss a wide range of issues relating to the epidemic.
You witnessed one of the first cases of what would
come to be known as acquired immune deficiency
syndrome, or AIDS. What were the circumstances?
In November 1980, Dr. Jeffrey Greene [then a fellow
in infectious diseases and now clinical professor
of medicine] called me to see a patient at Bellevue
Hospital, a gay man with an unusual pneumonia,
which we diagnosed as pneumocystis and treated
successfully. However, he developed another
pneumonia with a fungus and did not survive in spite
of appropriate treatment. We couldn’t figure out why
he was acquiring multiple infections, but postulated
that he was immunodeficient.
When did you realize that you might be dealing with a
new disease, one that was spreading?
It was in 1981, during intercity rounds, which brings
together specialists in infectious diseases from all
over the region to discuss unusual cases they’ve
seen recently. We suddenly became aware that other
physicians were seeing these unusual infections, which
had to be associated with immunodeficiencies.
HIV/AIDS changed society in so many ways. In retrospect, which changes strike you as the most dramatic?
HIV disease changed the public’s approach to public
health. Activists were closely involved in encouraging the government to devote more resources to this
emerging epidemic. It set the model for public advocacy
against breast cancer, Alzheimer’s disease, and so on.
Grassroots activism began with HIV disease. That’s a
social transformation.
How did the epidemic affect you personally?
Like many physicians, I entered the field of infectious
diseases in part because it allows you to make a specific diagnosis and institute curative therapy. When
HIV hit, every patient was dying. It was depressing.

Joshua Bright

A Conversation with Dr. Fred Valentine, Co-director
of NYU Langone’s Center for AIDS Research

Fortunately, that’s changed. The difference is night
and day.

Dr. Fred Valentine, with an enlarged view of HIV, as seen under a microscope.

Thanks to combination antiretroviral therapy, HIV
has been effectively transformed into a manageable
chronic disease. Would you say that we now have a
good handle on the disease?
Not quite. Today’s antiretroviral drugs are infinitely
better than they used to be in terms of their effectiveness and lower toxicity. Still, many people don’t take
their drugs as prescribed. It’s human nature. People
have a lot of other things going on in their lives.
Adherence to drug regimens is difficult for everyone,
not just for those with HIV. Even physicians usually
fail to complete a course of antibiotics, and that’s just
for a 7- to 14-day regimen. People with HIV have to
take medications for the rest of their lives.

each year. Nationwide, some 1.1 million people are HIV
positive. There’s an even greater challenge in the rest of
the world, where over 33 million people are living with
HIV. Although millions of people in Africa are now receiving antiretroviral treatment, the epidemic is out of
control. Each year, more people are becoming infected
than are starting medications. In theory, HIV can be
managed as a chronic disease, but obviously it would
be better if people didn’t get infected in the first place.

Physicians at NYU Langone played a key role early on
in the epidemic. What contributions have they made in
recent years?
Over the years, many of our clinicians and researchers have made important contributions. Dr. William
Borkowsky [professor of pediatrics] made critical discoveries about maternal-fetal transmission of HIV. Dr. Susan
Zolla-Pazner [professor of pathology] noted that some
gay men had low CD4 T cells but no symptoms. Dr. Dan
Littman [the Helen L. and Martin S. Kimmel Professor
of Molecular Immunology and professor of pathology
and microbiology] identified two keys receptors that HIV
binds to when infecting immune cells. Dr. Judith Aberg,
director of the ACTU, has contributed to our understanding of the cardiovascular complications associated with
HIV and the side effects of anti-HIV therapies.
Has the epidemic finally been reined in?
In New York City, an estimated 1.3% of the population
is infected, and we have about 3,800 new diagnoses

Other than practicing safe sex, what is the key to
prevention?
Testing, testing, testing. It’s estimated that at least half
of those infected with HIV don’t know it. That’s where
most of the transmission is occurring: from those
who don’t know their HIV status. If people are tested,
they can get treatment and bring their infection under
control, and they’ll become less infectious to others.
So we have to make testing more accessible, convince
everybody to get tested, and sustain that effort.
Is a vaccine for HIV on the horizon?
This is a big frustration. It’s incredibly difficult to
induce an effective antibody response against HIV.
On a more positive note, we’re learning so much about
virology and immunology. A recent study in Thailand
tested a combination of vaccines that reduced the risk
of infection by 30%—not good enough, but it’s a start.
I’m optimistic that we’ll eventually develop a vaccine,
but it’s probably a decade away.
Web Extra: for a Q&A with Dr. Richard Hayes
and Dr. Brian Schmidt about HPV, one of the
oldest known viruses, see “A Stealthy Stalker”
at www.newsandviews-digital.com.

Getting to the Heart of the Matter (continued from page 1)
save lives soon after a heart attack. But there’s no consensus about whether this is the best approach for patients
with stable CHD who are at risk for a heart attack.
Judith Hochman, MD, the Harold Snyder Family
Professor of Cardiology, director of the Cardiovascular
Clinical Research Center, and co-director of the Clinical
and Translational Science Institute, has been awarded an
$84 million grant by the National Heart, Lung, and Blood
Institute (NHLBI) of the National Institutes of Health
(NIH)—the largest grant in NYU Langone Medical
Center’s history—to study the comparative effectiveness
of two initial management strategies for patients with
coronary heart disease. The study, funded by one of the
largest grants ever awarded by NIH for a comparative
effectiveness trial, will involve an extensive network of
collaborators from other major medical centers in the US
and abroad, including those of Columbia, Duke, Emory,
and Vanderbilt Universities.
“If a patient has a very abnormal stress test, I start
them on medication,” explains Dr. Hochman, the study
chair for the new ISCHEMIA (International Study of
Comparative Health Effectiveness with Medical and
Invasive Approaches) trial and the grant’s principal
investigator. “In addition to medications for their heart,
should I schedule them for a coronary angiogram, with
the goal of having those arteries opened, because that’s
going to improve their outcome? That’s an invasive

strategy. Or is a conservative strategy—medication
and lifestyle changes, reserving invasive procedures for
failure of this strategy—just as good?”
Set to begin in summer 2012, ISCHEMIA will
enroll 8,000 patients with moderate to severe ischemia
(impaired blood flow) at 500 centers in 33 countries,
including 150 medical centers in the US. Patients will be
randomly assigned to either the more invasive treatment involving angiograms, angioplasty and stenting,
coronary bypass surgery, and medications and lifestyle
changes, or a conservative strategy of medications and
lifestyle changes alone.
We don’t know the best treatment for this common
disease, says Dr. Hochman, and the stakes are high.
More than 80 million adults in the US have some form of
cardiovascular disease—the number one killer, claiming
about 864,000 lives annually. ISCHEMIA, Dr. Hochman
explains, is designed to build on the knowledge gained
from several recent trials that have shown that routine
angioplasty with stenting or surgery does not improve
outcomes in most stable CHD patients.
“This study will guide us on how to take care
of an important group of patients with significant
CHD, based on a rational body of evidence,” says
Glenn Fishman, MD, the William Goldring Professor
of Medicine and director of the Leon H. Charney
Division of Cardiology.

Dr. Hochman is no stranger to challenging widely
accepted medical practices. She has spent two decades
studying the consequences of stenting or bypass surgery
in subsets of patients with heart attacks. In 2006, she
published a paradigm-shifting NIH-funded study in
the New England Journal of Medicine that compared
stenting and no stenting in stable individuals who had
suffered a heart attack a few days before. “We showed,
to our surprise,” she explains, “that there was no benefit
to stenting in those stable patients whose artery had
remained totally blocked.” Those findings were in
contrast to a prior NIH-funded study, SHOCK, in which
Dr. Hochman demonstrated a large survival benefit for
bypass surgery or balloon angioplasty and stenting for a
different group: the very sickest heart attack patients.
“This multicenter international study provides
a unique research opportunity that could yield vital
information to guide clinical practice and improve
quality of life and overall medical care for large, diverse
populations,” said Susan Shurin, MD, acting director of
the NHLBI.
NIH funded more than 70% of the $259 million in
research grants awarded to NYU Langone in the 2010
fiscal year. The same year, baseline NIH funding grew
from $126.4 million to $139.8 million—a greater than
10% increase from the previous year and a rate increase
five times that of other medical schools nationwide.
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Through a Host of Renovations, New Construction Projects, and Ambulatory Care
Centers, NYU Langone Is Redefining Its Campus and Reshaping Its Future
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panding Reach
RECENTLY Completed
RENOVATION AND CONSTRUCTION

Planned and Active
RENOVATION AND CONSTRUCTION

Alumni Hall, Lecture Halls A and B
(Berman Hall) (Main Campus)

Ambulatory Care Center (240 East
38th Street—Basement, Ground Floor,
Mezzanine, and 11th to 23rd Floors)

Jean & David Blechman Cardiac and
Vascular Center (Schwartz Health Care
Center—13th and 14th Floors)

Initiative for Women with Disabilities/
Elly and Steve Hammerman Health
and Wellness Center (359 Second
Avenue—Basement, 1st and 2nd Floors)

East River Science Park (450 East 29th
Street—3rd, 8th, and 9th Floors)

Electrophysiology Labs/Hybrid Operating
Room (Tisch Hospital—5th and 6th Floors)

Behavioral Medicine (246 East 20th
Street—Basement)

The Center for Musculoskeletal CareSM
(333 East 38th Street—4th, 5th, and
6th Floors)

Clinical Research Center (227 East 30th
Street—1st, 6th, 7th, and 8th Floors)

Tisch Hospital Elevators and Lobby
(Tisch Hospital)

VE

New York Simulation Center for the Health
Sciences (Bellevue Hospital Center,
462 First Avenue, 3rd Floor)

Charlotte and Henry E. Fleck Garden
(Main Campus)

Center for Emergency Services
(Main Campus)
Helen L. and Martin S. Kimmel Pavilion,
including the Hassenfeld Pediatric Center
(Main Campus)

Department of Plastic Surgery (303 East
33rd Street—Basement and 1st Floor)

Inpatient Pharmacy (Tisch Hospital,
Millhauser—3rd Floor)

Women’s Imaging Center (141 East 33rd
Street—Basement and Ground Floor)

Joel E. Smilow Comprehensive Prostate
Cancer Center (135 East 31st Street—2nd
Floor)

Energy Building (Main Campus)
Science Building (Main Campus)

Rusk Rehabilitation at HJD (Hospital for
Joint Diseases, 301 East 17th Street—
4th, 5th, 8th, 9th, 10th, and 13th Floors)

Rita J. and Stanley H. Kaplan Stem Cell/
Bone Marrow Transplant Center
(Tisch Hospital—16th Floor, East)

Diabetes Foot and Ankle Center/Helen
L. and Martin S. Kimmel Wound Healing
Center/Ambulatory Care Clinics
(324 East 23rd Street—Ground Floor)

Jan and Marica Vilcek Hall
(334 East 26th Street)

NYU Langone
Medical Center
Main Campus

ambulatory care centers and specialty practices
		

NYU Clinical Cancer Center
(160 East 34th Street)

27
		
		
		
		
		

Stephen D. Hassenfeld
Children’s Center for Cancer and
Blood Disorders/the Laurence D.
and Lori Weider Fink Children’s
Ambulatory Care Center
(160 East 32nd Street)

28
		

NYU Langone Medical Center—
Trinity (111 Broadway)

29
		
		

Internal Medicine Associates—
The Miller Practice (355 West
52nd Street)

Westchester
Manhattan

New Jersey

Queens
Long Island
Brooklyn

Joan H. Tisch Center for Women’s Health
(207 East 84th Street)
30
		
		

NYU Langone Medical Center—
Williamsburg (101 Broadway,
Brooklyn, NY)

31
		
		

NYU Langone Medical Center—
Columbus Medical (97-85 Queens
Boulevard, Rego Park, NY)

32
		
		

NYU Langone Medical Center—
Great Neck (488 Great Neck Road,
Great Neck, NY)

33
		

Child Study Center—Lake Success
(1981 Marcus Avenue, Lake Success, NY)

35
		

NYULMC Hepatology Associates
(1097 Old Country Road, Plainview, NY)

		
		

Orthopaedics at Westchester
(311 North Street, White Plains, NY)

		
		

NYULMC Vein Center—Morristown
(95 Madison Avenue, Morristown, NJ)

34
		

Orthopaedic Specialists at Westbury
(761 Merrick Avenue, Westbury, NY)

37
		
		

Child Study Center—Hackensack
(411 Hackensack Avenue,
Hackensack, NJ)
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Would-be football stars have long had to weigh the benefits of an NFL career—fame and
fortune—against the painful, sometimes crippling joint and bone degeneration they are
apt to suffer during their retirement years. New evidence suggests that the hard knocks
of the gridiron may encourage another, more ominous kind of degeneration.
“We’re seeing hints that mild cognitive impairment (MCI), a condition that often
precedes Alzheimer’s disease, is more common among former NFL players than the
general population of that age,” says Stella Karantzoulis, PhD, assistant professor of
neurology and a clinical neuropsychologist at the Pearl Barlow Center for Memory
Evaluation and Treatment at the Silberstein Alzheimer’s Institute of NYU Langone
Medical Center. Dr. Karantzoulis and her research team recently presented new findings on the increased risk of MCI among former NFL players at the annual International
Conference on Alzheimer’s Disease in Paris.
In 2005, a sports medicine researcher at the University of North Carolina
reported on a survey of nearly 3,700 former NFL players. Among players who responded (70%), those who had experienced three or more concussions had three
times the prevalence of significant memory problems and five times as many diagnoses
of MCI, compared to players who reported no concussions. The data also hinted that
former NFL players were more likely than other men of their age to be diagnosed with
Alzheimer’s disease earlier in life.
Those findings, published in the journal Neurosurgery, depended on the potentially fallible recall of former athletes and their family members. To follow up, a second
survey, which focused on memory problems, was sent to NFL retirees to recruit some
of the players for a clinical trial of MCI.
Dr. Karantzoulis and lead author Christopher Randolph, PhD, professor of
neurology and a clinical neuropsychologist at Loyola University Chicago School of
Medicine, identified those retirees with neurocognitive profiles consistent with MCI.
Drs. Karantzoulis and Randolph then identified a group of 41 cognitively normal men of
the same ages, education levels, and ethnicities as 41 former NFL players, as well as a
group of 81 patients already known to have MCI (from each of their respective institutions) to serve as comparison groups.
The 41 former players showed clear signs of cognitive impairment on a battery
of tests, compared to the healthy control group—and the pattern of impairment was
strikingly similar to the MCI groups. “This finding was especially unsettling because
the former NFL players were a relatively young group (64 years old, on average) and
significantly younger than the MCI group,” says Dr. Karantzoulis.
The researchers hypothesize that even minor head trauma, routinely experienced
in this high-impact sport, can add up to a premature degeneration of brain tissue. That,
in itself, may trigger a progressive dementia, or it may simply leave the brain less able to
cope if the Alzheimer’s disease process should strike in later life.

For Those with Graying Hair,
a Silver Lining
Raising hopes for the salt-and-peppered among us, researchers at NYU
Langone Medical Center have discovered the root of gray hair—in mice, that
is. Mayumi Ito, PhD, professor of dermatology and cell biology, has discovered
how two types of stem cells in the hair follicle collaborate to generate vibrant
tresses. She figured out that when a critical signaling network of proteins,
known as the Wnt pathway, is disrupted, the pigment is no longer produced,
and the hairs that emerge from the follicle are gray. “Previous research
suggested that the epithelial stem cells and the melanocyte stem cells
collaborate to make pigmented hair,” explains Dr. Ito, “but no one knew
exactly how the pigmenting happened.”
Dr. Ito knew that the Wnt signaling pathway was a key player in the
regulation of other adult stem cells, like those which produce the lining of the
intestine. It was also well known that Wnt was essential for hair regeneration.
“I was curious whether Wnt also influenced the neighboring melanocyte stem
cells,” she explains.
Typically, in the hair follicle, Wnt signaling coordinates the activity of the
epithelial and melanocyte stem cells and turns them on at the same time, notes
graduate student Piul Rabbani, who conducted many of the experiments. Once
the stem cells are active, the epithelial stem cells produce a hair strand, and
the melanocyte stem cells produce melanocytes that crank out pigment that is
injected into the hair strand, giving it its color.
Dr. Ito and Rabbani tested what would happen if they blocked the Wnt
signal in the melanocytes. Over the course of three years, they used a strain
of mice with faulty Wnt signaling just in the melanocyte stem cells. When hair
replacement occurred in those mice, and their coats began to come in, “you could
tell right away,” says Rabbani. The unaltered mice had shiny black and brown
coats. The mice with Wnt signaling missing from the melanocytes were gray and
white. “It was pretty exciting because that’s what we were hoping to see,” adds
Rabbani. The study was published in the June 11, 2011, issue of the journal Cell.
“Wnt is a very important signal for many biological processes,” explains
Dr. Ito. “But we are the first to show its role in melanocyte stem cells and prove
its role in hair pigmentation.” If a shortage of Wnt in the melanocytes leads to
gray hair, would amping up the quantity lead to a dark shiny coat? Not quite,
says Rabbani. In another strain of mice, increasing the Wnt signaling actually
exhausted the melanocytes. “We need the perfect balance of Wnt—the timing
and the quantity are both very important.”
While the research was limited to mice, Dr. Ito says the follicles function
similarly to those found in humans. Ultimately, these findings could lead to
a therapy that would stave off gray hair, but that’s “still a ways off,” cautions
Rabbani. “Hang on to the tweezers and hair dye,” she says, at least for now.

Of Premies, Micropremies, and the Microbiome
When Vikram Chari was born at NYU Langone Medical Center’s Tisch Hospital, his parents, Santhi and Shreyas, were afraid to name him. At 25 weeks old, he weighed only 1.5
pounds, and he spent his first weeks in an incubator, his right lung repeatedly collapsing.
As he improved, the staff of the Neonatal Intensive Care Unit (NICU) suggested that
Santhi give him kangaroo care, a therapy of skin-to-skin contact between mother and
infant with well-documented benefits, including fewer acute infections, faster weight
gain, and better long-term health. Every few days for the next four months,
Vikram was placed on his mother’s bare chest and covered with blankets
for an hour or two. Her body warmed his and regulated his breathing
and heart rate. “It was amazing to be able to help him,” says Santhi.
Introduced in 1978 at a Colombian hospital that lacked
enough incubators, kangaroo care became popular worldwide
after the World Health Organization endorsed it in 1999. It’s
less common in the US, where NICUs rely more on incubators
due to fears of fatal infections or the technical challenges of
moving a baby to its mother’s chest when that baby is hooked
up to a ventilator. Since 1981, the number of premature and
low–birth-weight babies born in the US has increased 35%, accounting for half of all infant deaths.
Last year, the National Institutes of Health awarded Karen
Hendricks-Munoz, MD, associate professor of pediatrics and chief of the
Division of Neonatology, a two-year, $424,000 grant to continue her research
into the biological mechanisms that underlie the effectiveness of kangaroo care. Her

focus is the transfer of the microbiome, or unique bacterial signature, of the mother
to her infant, a process that may help develop and bolster the baby’s immune system.
“It’s thought that babies are born sterile and, over the next 24 to 48 hours, begin to
acquire their own microbiome,” says Dr. Hendricks-Munoz. “An infant absorbs a lot of
the mother’s microbiome through all of the interaction: delivery, breast-feeding, maternal touch, kissing.”
For more than a year, Dr. Hendricks-Munoz and her colleagues have
collected saliva, breast milk, and skin and stool samples for analysis
from a diverse population of mothers and infants at Metropolitan,
Bellevue, and Tisch Hospitals, where kangaroo care has been
used for more than a decade. Pinpointing the role of the microbiome may convince other NICUs to increase their use
of the therapy, which will help babies thrive and save hospitals money. Healthier infants go home sooner. Expanding
kangaroo care may also help shrink troubling racial and
ethnic disparities in infant mortality rates in the US, says Dr.
Hendricks-Munoz. To that end, the study also investigates cultural practices that may pose barriers to its fuller adoption.
Though he spent his first few months at home hooked up to
a machine that monitored the oxygen in his blood, today Vikram is a
small but healthy 18-month-old. Developmentally, he’s only a bit behind
full-term toddlers his age. He constantly smiles, which amazes his mother. “He
went through so much,” she says. “More than I have in my entire life.”

Illustrations: Wes Bedrosian
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One Small Step for Child, One Giant
Leap for Child Therapy
Rusk Becomes the First Hospital in the Tri-State Region
to Offer State-of-the-Art Gait Training for Youngsters
Lokomat, only one is required to complete a 40-minute
session. The Lokomat works by providing body-weight
support to patients who cannot stand on their own
while helping them walk on a treadmill. A computerguided exoskeleton assists the child with walking by
moving his or her legs in a predetermined pattern.
With the Lokomat, the pattern can be accomplished even if the patient has little or no voluntary
ability to control the legs or trunk—a common
problem resulting from spinal cord injury, brain injury,
stroke, multiple sclerosis, and cerebral palsy. The
child’s limbs are moved in a predetermined manner
that mimics a normal gait cycle. This is very important
because children with congenital disorders or those
injured at a very young age typically have not learned
proper and efficient gait patterns. “By patterning
the gait in an appropriate sequence and training the
central nervous system,” explains Renat Sukhov, MD,
clinical associate professor of rehabilitation medicine,
“children will achieve a long-lasting result.”

In the past, patients might have only one session
a week because therapy was so resource-intensive.
They would see progress, but more frequent and
intensive sessions have been shown to improve motor
learning. With the Lokomat, patients undergo three
sessions per week for six weeks. The device not only
enhances the efficiency of the staff, but can reproduce
previous therapy sessions, ensuring consistency.

Karsten Moran

For decades, physical therapists at NYU Langone
Medical Center’s Rusk Institute of Rehabilitation
Medicine would gather in a group to help a pediatric
patient through a session of body-weight–assisted
treadmill therapy. With the youngster in a harness,
one or two therapists would keep the upper body
steady while two other therapists would move the
legs in a walking motion as the treadmill moved
along. The sessions helped patients with neuromuscular deficits to learn or regain a typical gait, but
the process was exhausting for the therapists and
required countless stops and restarts to keep them in
sync. “If we got 20 minutes of actual walking time, it
was miraculous,” says Carie Sumida, PT, supervisor
of pediatric physical therapy.
In January 2011, technology came to the rescue.
Rusk became the first hospital in the tri-state area to
employ the pediatric Lokomat, a device that uses robotics, rather than elbow grease, to keep a child’s legs
moving. After two therapists set up a patient on the

It’s a Small, Small World . . .

John Abbott

But for Minimally Invasive Pediatric Surgeons, Even the
Body of an Infant Can Be Repaired with Less Trauma

Dr. Keith Kuenzler

Within minutes of her daughter’s premature birth,
Olimou Thiam could tell that something was terribly
wrong. Her baby was gasping for air and could not
swallow, not even her saliva. Doctors at the Brooklyn
hospital where Hawa Cisse was born quickly made a
diagnosis: a congenital condition called esophageal
atresia. The infant’s upper esophagus was not connected
to her stomach. Instead, it came to a dead end in a
pouch. Added to that was a complication called tracheoesophageal fistula (TEF), in which the lower part of the
esophagus is attached to the windpipe through a small
hole, or fistula. The girl’s life depended on swift repairs.
That evening, Thiam, who had emigrated from
Mali, brought her daughter to NYU Langone Medical
Center, where she was referred to Keith Kuenzler,
MD, assistant professor of surgery. Having been
recently recruited, he brought a set of skills uniquely
suited to help young Hawa Cisse. Dr. Kuenzler, one
of some 500 pediatric surgeons in the US, belongs to
an even smaller elite group: those who have mastered
minimally invasive reconstructive surgical techniques
for infants and small children. “The parents who
come here,” he says, “put the lives of their children
in our hands. Fortunately for them, our Department
of Surgery is incredibly strong. There’s a drive to stay
current. The patients benefit, and our residents learn
the most advanced techniques.”

Esophageal atresia occurs in one out of every
4,000 newborns. When accompanied by TEF, it brings
two complications. First, the baby can’t eat. Second, its
lungs are at risk because the lower part of the esophagus is attached to the trachea, or breathing tube. Acid
seeps from the stomach into the trachea and, ultimately, the lungs. “Over time, the acid can cause chemical
burns and lung damage,” explains Dr. Kuenzler, “and
because this child was born prematurely, her lung
function was already compromised.”
“Dr. Kuenzler was wonderful,” recalls Thiam.
“He took time to explain what he was going to do
and even drew pictures.” Traditional laparoscopic
instruments are too large to use on infants and small
children. In fact, the size of the cuts needed to insert
them could equal or even exceed the size of the incision used for traditional open pediatric surgery. But
smaller tools, recently invented, shrink these incisions
from half an inch wide to barely an eighth of an inch.
“When you’re operating on an infant,” explains
Dr. Kuenzler, “your hands can’t fit inside the chest
cavity without a large incision.” This infant was especially small: about four pounds and barely a foot long.
After making three small incisions to gain access to
the thorax, Dr. Kuenzler manipulated the tiny surgical
tools, guided by images on a high-definition monitor.
“I come from a generation that grew up with video
games,” he says, “so looking at a screen while working
with both hands is second nature to me.”
The first step was to separate the infant’s lower
esophagus from her windpipe to repair the hole in the
trachea. “That eliminated both the problems of stomach
acid going into the lungs and air bypassing the lungs to
end up in the stomach,” explains Dr. Kuenzler. Then,
he joined both parts of the esophagus so that the baby
could swallow. Dr. Kuenzler explains the challenge this
way: “Imagine sewing together the ends of two drinking
straws inside a space no larger than a shot glass, using
chopsticks. Being just a couple of millimeters off with the
position of the instrument can make it impossible.”
In less than two hours, the baby was out of
surgery and on the road to recovery. Her incisions
were so small that they didn’t even require stitches. Dr.
Kuenzler simply taped them shut so that they could
mend on their own. Today, Hawa Cisse is thriving.
“My daughter is healthy, breathing normally, and
drinking all her milk,” says her pleased and relieved
mother. “Dr. Kuenzler said he was going to do the best
he could, and he did. Most of all, he gave me hope.”

In Good Hands
(continued from page 1)

clothes, and her favorite pillow. “I can’t sleep without
it,” she insists. By 8:00 a.m. the next day, she was
back at work. She and her staff made sure that critical
equipment was plugged into red outlets, which are
wired to a backup generator. They placed a three-day
supply of medications near each patient, just in case
they had to evacuate quickly, and kept a flashlight by
each bed. Later that afternoon, maintenance crews
covered all the windows with plywood.
By evening, the entire patient population of
Tisch Hospital was down to six, with one visitor, Ed
Decatrel, who chose to spend the weekend at his
wife’s side. There, he witnessed her care, minute by
minute. “It took a full-court press—doctors, nurses,
technicians—to keep her alive,” he says. “So when
I first heard about the hurricane, I thought, ‘Now
what?’ ” Before long, though, he stopped worrying.
“People were in her room day and night, adjusting
her oxygen, pain medications, and antibiotics. Any
specialist they needed seemed to be there. They really
had their act together.”
As the sun set over an eerily quiet Manhattan
that day, everyone was ready—and a little nervous.
“The hardest part was waiting,” admits Dr. Goldenberg.
“The city was shut down. No one knew exactly when
the hurricane was going to hit.” But no one complained,
he adds, and no one seemed concerned about their own
safety. Everyone was there for the same reason: to make
sure their patients received good care.
By Sunday afternoon, Irene had moved on.
Maintenance workers reappeared to remove the plywood, paint over the nail holes in the window frames,
and clean vacant rooms. The staff meticulously replaced each patient’s medical equipment, so that when
patients returned, the staff would need only to lower
each patient into his or her bed and resume care.
On Monday afternoon, a grateful and impressed
Ed Decatrel went home for a change of clothes.
Dr. Goldenberg headed over the reopened George
Washington Bridge to rejoin his family in northern
New Jersey. And Elaine Rowinksi, after 56 hours on
duty, took her pillow back to Oceanside, Long Island.
Web Extra: for an article about how NYU Langone
prepared for Hurricane Irene, see “The Calm throughout the Storm” at www.newsandviews-digital.com.
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The giant robotic arm, sleek monitors, and glassenclosed control room make the new hybrid
OR feel more like the starship Enterprise than a
surgical suite—even to the surgeons, radiologists,
technicians, and nurses who fill the room on the
sixth floor of Tisch Hospital at NYU Langone
Medical Center. Since opening in April, the hybrid
OR has been in nonstop demand for minimally
invasive vascular, cardiac, and neurovascular
surgery. Part standard operating room and part
ultrahigh-tech radiology suite, it provides surgical
teams with the three-dimensional window and
down-to-the-millimeter precision they need to
perform intricate procedures.
One example is fenestrated stent grafts, a
new procedure for treating complex abdominal
and thoracic aortic aneurysms. Fenestrated grafts
are fabric tubes with metal supports and holes

that are custom positioned to allow proper blood
flow through the aorta to the body’s vital organs.
“We couldn’t do fenestrated grafting without a
hybrid OR,” explains Mark Adelman, MD, associate
professor of surgery and chief of the Division of
Vascular and Endovascular Surgery. “We need
precise imaging of the blood vessels that supply the
organs with blood, allowing us to place windows in
the grafts and properly position them in the artery.”
Occupying center stage in this surgical
theater, which is more than twice the size of a
standard OR, is one of the most advanced X-ray
robots. Its tentacle-like arm can be rotated to almost
any position around the patient, creating CT-caliber
images that allow surgeons to view diseased
structures with unprecedented three-dimensional
clarity. “It’s the same robotic technology used in
automobile assembly plants,” notes Neal Cayne,

MD, assistant professor of surgery and director
of endovascular surgery, “and clearly represents a
paradigm shift for vascular imaging.”
The robot’s vivid images fill a 60-inch HD
monitor on one side of the operating table. Thanks
to integrated video technology, technicians in the
control room can bring up a patient’s X-rays, jockey
images among the room’s five monitors, or even
feed them to outside rooms for teaching purposes.
The operating table can turn and rotate in sync with
the imaging eye of the robot that looms overhead.
“If you want to be a world-class medical center
and offer novel technological approaches to cardiac,
neurologic, and vascular diseases, you simply have
to have access to a hybrid operating room,” insists
H. Leon Pachter, MD, the George David Stewart
Professor of Surgery and chair of the Department of
Surgery. “It’s the technology of now and the future.”

Jon Simon

For Minimally Invasive Surgeries,
New Hybrid OR Offers Maximal Benefits

