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Introducing the New Ronald O. Perelman Center for Emergency Services

Since the Ronald O. Perelman Center for Emergency 
Services officially opened its doors on April 23—18 
months after Tisch Hospital’s previous Emergency 
Department was destroyed by Hurricane Sandy— 
it has treated more than 21,000 patients. The facil-
ity, more than triple the size of its predecessor, is 
expected to treat more than 65,000 patients an-
nually. In recent years, an increasing number of 
young families have moved into the NYU Langone 
Medical Center’s surrounding community, result-
ing in a surge of pediatric emergency visits. To serve 
this need, a separate space has been created: the 
KiDS of NYU Pediatric Emergency Care Center.

Supported by a staff of more than 200 phy-
sicians, nurses, and technicians, the Perelman 
Emergency Center brings emergency care to its 
highest level. “When patients arrive, the whole team 
is at bedside together so that the patient doesn’t 
have to repeat their story,” explains Robert Femia, 
MD, assistant professor of emergency medicine 
and executive vice chair of the Department of 
Emergency Medicine. Less serious cases are taken to 
an intermediate care area, equipped with recliners 
and TVs. Accelerating the process for all patients are 

on-site imaging and blood testing, with many of the 
results available in 10 minutes or less. “For patients 
in the midst of a stroke or heart attack,” notes Dr. 
Femia, “we have collaborated with other special-
ists at NYU Langone and paramedics from the New 
York City Fire Department to create rapid treatments 
aimed at saving brain and heart function.” 

The Perelman Emergency Center is designed 
to be flexible and scalable so that its space can 
be adapted to fluctuations in patient volume. It is 
equipped with two triage rooms, 40 treatment areas, 
three resuscitation rooms, negative pressure isola-
tion rooms, an on-site pharmacist on duty 24/7, and 
separate entrances for ambulances and walk-ins.

“I can’t tell you how proud and honored I am 
to have my name on this new facility,” Ronald O. 
Perelman, a longtime Medical Center trustee, said 
at the press conference held last spring to announce 
the opening of the Perelman Emergency Center. 
Perelman, chairman and chief executive officer of 
MacAndrews & Forbes Holdings Inc., has con-
tributed $50 million in support of NYU Langone’s 
ongoing campus transformation, the most sweeping 
in its history.

Because about one-third of Tisch Hospital’s ad-
missions come through the Emergency Department, 
NYU Langone is ever mindful of the power of a first 
impression. “Part of my dream in coming to NYU 
more than 35 years ago was to create an environment 
where we could do our very best work,” says Lewis 
Goldfrank, MD, the Herbert W. Adams Professor of 
Emergency Medicine and chair of the Department 
of Emergency Medicine. “With the opening of our 
new Emergency Department, we’re able to deliver 
emergent care in a place that’s recognized by patients 
and providers alike as truly exceptional.”

The Perelman Emergency Center is a cornerstone  
of NYU Langone’s campus transformation. “From start 
to finish, the planning, development, and construction  
of the Perelman Emergency Center was a highly  
collaborative effort involving individuals from across 
the Medical Center,” says Vicki Match Suna, AIA, 
vice dean and senior vice president of Real Estate 
Development and Facilities. “From its well-planned 
spaces and efficient workflows to its cutting-edge 
medical technologies, it will serve as a model for the 
many dramatic improvements planned as part of our 
ongoing campus transformation.”

(continued on page 3)
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Deborah Larson was a stickler for health checkups. 
The 57-year-old homemaker had mammograms, 
Pap smears, and annual physicals. She ate well and 
exercised frequently. But it wasn’t until her husband, 
Eric, an attorney, was diagnosed with advanced 
colon cancer at age 54 that she seriously considered 
colon cancer screening for herself. “It was a blind 
spot,” she says.

Deborah is hardly alone in her procrastina-
tion. Colon cancer is the second-leading cause of 
cancer death in the US after lung cancer. The Centers 
for Disease Control and Prevention estimate that 
about one-third of the 50,000 deaths caused by colon 
cancer each year could be prevented through routine 

screening. Among the seven screening options avail-
able are a noninvasive test that can detect blood in 
the stool and a colonoscopy, an outpatient procedure 
that allows physicians to both detect and remove 
polyps, abnormal growths that can be precancerous, 
from the lining of the colon. 

“Colon cancer is one of the most preventable 
and curable cancers,” explains Mark Pochapin, MD, 
the Sholtz-Leeds Professor of Gastroenterology and 
director of the Division of Gastroenterology at NYU 
Langone Medical Center, who has been advocating 
colon cancer screening for two decades. Last year, 
NYU Langone opened a state-of-the-art endoscopy 
suite at its Ambulatory Care Center at 240 East 38th 

“A Major Public Health Success Story”
A Champion of More Widespread Screening for Colon Cancer Hails Report of a 30% 
Decline in the Incidence of the Disease

Dr. Mark Pochapin, director of the Division of Gastroenterology.



When the Ronald O. Perelman Center for Emergency 
Services opened last spring, it marked a major milestone 
for NYU Langone Medical Center: for the first time, Tisch 
Hospital has an Emergency Department with a separate 
area to treat children and a separate entrance to welcome 
them—and most important, pediatric specialists on-site 
24/7. In the KiDS of NYU Pediatric Emergency Care 
Center, 15 fellowship-trained physicians who specialize 
in pediatric emergency medicine, three general pediatri-
cians, and a host of nurses and other caregivers tend to 
young patients in a state-of-the-art facility designed to 
provide exceptional care while minimizing the fear and 
discomfort of visiting an emergency department.

Of the more than 130 million annual visits to 
emergency departments nationwide, nearly 25% are 
made by children under the age of 18. (This age group 
comprises 22% of New York City’s population.) Yet 
only 10% of the nation’s hospitals maintain an emer-
gency department dedicated to children. Children with 
chronic medical conditions, such as asthma and type 1 
diabetes, are the most rapidly growing group of young-
sters who require emergency medical care. 

“Children are not small adults,” notes Dennis 
Heon, MD, assistant professor of emergency medicine 
and pediatrics, echoing a credo that has long guided 
pediatricians and pediatric specialists. Partly because 

their bodies have not yet formed certain protective bar-
riers and defensive mechanisms, partly because they 
may respond to medications unpredictably, and partly 
because they can’t articulate their symptoms clearly, 
children are especially sensitive, vulnerable, and dif-
ficult to diagnose.  

The challenges don’t end there. “Often we’re 
treating two patients,” says Dr. Heon. “The child and 
his or her parent.” It’s not only important to ease the 
child’s journey, he explains, but to help the mother or 
father understand what’s going on. “You need to get 
down on the child’s level, ask how he or she is doing, 
and involve the parents as much as possible.”

Thanks to the Sala Institute for Child and Family 
Centered Care, child life specialists with expertise in 
calming anxious children are integral members of the 
pediatric emergency care team. For toddlers, they may 
use toys or games to distract the patient prior to and 
during a medical procedure. For older children, they 
may interact with the patient more directly.

As the caregivers who have the most patient 
contact, nurses also play a key role in reducing anxiety. 
“If I’m taking the blood pressure of a three-year-old,” 
explains Rebekah Wiley, RN, pediatric clinical resource 
nurse, “I’ll say, ‘Can you hold still? I’m going to give 
your arm a little hug.’ That’s something they understand 
and react well to.” If an IV line is necessary, she adds, 
numbing the site of the needle puncture with lidocaine 
cream goes a long way toward building trust.

For those evaluating children in the Emergency 
Department, one of the greatest concerns is limiting 
their exposure to radiation, since a youngster’s tissues 
are more radio-sensitive, and their life expectancy is 
long. “Our pediatric radiologists are among the nation’s 
most skilled in the use of ultrasound,” explains Susan 
Torrey, MD, associate professor of emergency medicine 
and pediatrics, and director of the Division of Pediatric 
Emergency Medicine. “There’s no radiation exposure 
with ultrasound, as there is with a CT scan. Ultrasound 
is our first-line test to diagnose appendicitis, the most 
common surgical emergency for children. About 80% of 
the time, it gives us an answer.” 

“The KiDS of NYU Pediatric Emergency Care 
Center is a major step toward the integration of pediatric 
services at NYU Langone,” notes Dr. Torrey. “This will 
culminate in the opening of the Hassenfeld Children’s 
Hospital within the Helen L. and Martin S. Kimmel 
Pavilion in 2017.” 
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Joanne Staha, RN, with her former patient, Carolyn Jones.

Jo
sh

ua
 B

rig
ht

Ja
ka

 V
in

še
k 

Children Are Not Small Adults—
Especially in the Emergency Department
For the First Time at NYU Langone, Pediatric Patients in Need 
of Emergency Care Have a Space All Their Own

When Carolyn Jones first showed up at NYU Langone Medical Center’s Laura 
and Isaac Perlmutter Cancer Center in 2004 for chemotherapy after two 
surgeries for breast cancer, her oncology nurse complimented her hair. Adding 
that she was new to New York and looking for a good stylist, she asked Jones 
about hers. “I said, ‘You’re kidding me, right?’ ” recalls Jones. “ ‘I’m about to 
lose all my hair, and you’re asking about my stylist?’ ” The nurse, Joanne 
Staha, RN, nurse clinician, actually wasn’t kidding at all. “Your hair is going to 
grow back again,” she reminded Jones.

To a cancer patient accustomed to pity from strangers and friends alike, 
that simple observation was a gift. “Most people would ask me, ‘How are you 
feeling today?’ ” says Jones. “They meant well, but it was always about the fact 
that I was sick. With Joanne, we talked about guys and restaurants and hair. 
She was hilarious and irreverent and beautiful and fun. She made me feel 
normal again.”

In 2012, Jones, a 56-year-old photographer and documentary filmmaker, 
published The American Nurse, a book that chronicles the lives and work of 75 
nurses from around the country, including Staha. During National Nurses 
Week in May 2014, she released a film by the same title. Staha does not appear 
in the film, but she and her former patient remain close. “It’s been 10 years 
since I treated her,” says Staha, “and that’s a good thing.”

October is Breast Cancer Awareness Month. Staha, a mother of two, has 
been an oncology nurse for 15 years. She is one of some 120 oncology nurses at 
NYU Langone. She never loses sight of how serious and important her role in 
the treatment process is, but for her patients’ sake, she also never loses her 
sense of humor. “Patients are scared and nervous when they first come in,” 
she explains. “They have no idea what to expect. So I try to keep things light. 
We do a lot of laughing.”

A Gift of Gab
For Carolyn Jones, Joanne Staha, RN, Was Not Only a Caregiver, But a Friend Who Cares
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I thought I had seen just about every type of medical 
crisis in my first seven years as director of emergency 
medicine at Bellevue Hospital Center—until the ca-
tastrophe that threatened a woman’s life and brought 
Midtown Manhattan to a virtual standstill on Thursday, 
May 30, 1985. On the Upper East Side, a 35-ton crane 
hoisting steel rods into a construction site toppled onto 
a pedestrian. Brigitte Gerney, a 49-year-old widowed 
mother of two, was pinned beneath the wreckage.

Police, paramedics, and high-ranking public of-
ficials, including the mayor, Edward I. Koch, rushed 
to the site. Reporters, photographers, TV crews, and 
thousands of curious New Yorkers also swarmed to the 
scene of the accident. For many blocks in all directions, 
traffic ground to a halt.

I sent one of my staff physicians, Dr. Kathleen 
Delaney, now academic chair at John Peter Smith Health 
Center in Fort Worth, Texas, to the scene. But because 
of the intense media attention, the mayor asked me to 
come in person. Officials on the scene had concluded 

that to free Ms. Gerney, her legs would have to be 
amputated. It was a drastic decision, and with the entire 
city watching, the mayor wanted me to confirm that it 
was the appropriate course of action.

When I arrived, I saw the massive machine 
dangling over a 30-foot-deep construction pit. A single 
I-beam held it precariously in place. I put on a hardhat 
and joined rescue personnel surrounding the tangle of 
metal and wood. Wiggling into a small space between 
the upended crane and the sidewalk, I found Ms. 
Gerney lying on her back on a piece of plywood fencing 
that stretched across a gap between the building’s old 
and new foundations. Her legs were crushed from her 
knees to her ankles.

“Hello, I’m Doctor Goldfrank,” I said evenly.
“Hello, Doctor,” she replied with remarkable com-

posure. “I’m glad you’re here.”

Her bravery touched me. “I’m going to make 
a brief examination so we can make the right deci-
sions for you,” I told her. She was conscious, lucid. Her 
airway was clear and there was no massive bleeding. 
“I understand,” she replied. Ms. Gerney had lost her 
husband to cancer, I later learned, and now she was 
trusting me to save her life for her children’s sake.

Dr. Delaney had administered morphine for Ms. 
Gerney’s excruciating pain. When I arrived, I checked 
her pulse and felt her foot. It was white and cold. I held 
her hand for a moment. Then I withdrew to discuss 
a plan for rescuing Ms. Gerney with physicians and 
EMS. A 150-ton crane large enough to lift the upended 
one had been located in the Bronx. But it would take 
hours for it to arrive because of its slow traveling speed. 
At any moment, the crane might shift and sever Ms. 
Gerney’s legs, or drag her over the precipice. What 
should we do? Amputate at the risk of Ms. Gerney 
bleeding to death? Or wait? It was a harrowing deci-
sion, and it was up to me.

At the time, I was fighting for public support 
to modernize emergency medicine in the city and to 
improve disaster response. It was not lost on me that 
the success or failure of our efforts might hinge on the 
outcome of this crisis. But at this moment, what mat-
tered was that Ms. Gerney’s vital signs were strong. She 
was not going into shock. Workmen seemed to have 
stabilized the crane . . . for now.

I decided not to amputate. I believed Ms. Gerney 
had the will and the strength to hang on until the sec-
ond crane arrived. I informed the mayor of my decision, 
and he ordered the FDR Drive and the Queensboro 
Bridge closed. It took four hours before the huge crane 
arrived. Inch by inch, the wreckage was raised while 
workmen carefully scooped dirt and rubble out from 
beneath Ms. Gerney. Many hands drew her out safely. 

Moments later, Ms. Gerney was aboard an ambu-
lance speeding to Bellevue’s Emergency Department. 
Once there, the emergency medical team stabilized 
her. Then, she was taken to the operating room, where 
a nine-person team of trauma, vascular, orthopaedic, 
and plastic surgeons set six-inch pins into the shat-
tered bones of her lower legs and performed preci-
sion microsurgery. After three years, 14 surgeries, 
and countless hours of intense rehabilitation, Brigitte 
Gerney recovered.

The decision made at that crucial moment proved 
to be the right one for her. It also made the public aware 

of the importance of the city’s emergency response sys-
tem and the need to make it stronger. Ms. Gerney be-
came an enthusiastic donor to and advocate of Bellevue. 
In time, we became the nation’s premier emergency 
medical facility, ready to respond to the nation’s most 
traumatic event: 9/11.

The perfect ending to my most memorable case 
occurred a few years after the crash at a fundraising 
dinner for Bellevue. Once again, I took Ms. Gerney’s 
hand. Then, we stepped onto the floor of the ballroom 
and danced.

My Most Memorable Case
By Lewis Goldfrank, MD, the Herbert W. Adams Professor of Emergency Medicine, Chair of the 
Department of Emergency Medicine, and Director of Emergency Medical Services at Bellevue 
Hospital Center and NYU Langone Medical Center

Dr. Lewis Goldfrank is reunited with Brigitte Gerney, whose 
life he helped save some 30 years ago when she was pinned 
beneath the wreckage of a crane that toppled over on 
Manhattan’s Upper East Side.
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Ms. Gerney had lost her 
husband to cancer, I later 
learned, and now she was 
trusting me to save her life  
for her children’s sake.

Colonoscopy testing has  
tripled among people  
50 and older, from 19% of  
the population in 2000 to  
59% in 2010.

“A Major Public Health Success Story” (continued from page 1)

Street. Among the advanced tools employed there is 
a new breed of endoscope that expands the field of 
vision to 330 degrees, making it easier to detect hard-
to-see polyps hidden in folds of the colon. Another is 
the Endocuff, a disposable device with soft, flexible 
projections that slips over the end of most endoscopes 
and helps flatten those obstructing folds. 

 With Eric on the road to recovery after surgery and 
two rounds of chemotherapy, Deborah scheduled her 
own colonoscopy with Dr. Pochapin, who had diagnosed 
her husband. It turned out to be a smart move. During 
the procedure, Dr. Pochapin detected and removed three 
polyps, one of which was precancerous. “If it weren’t for 
my husband’s diagnosis, I probably would have put off a 
colonoscopy for a few more years—and may have found 
myself in a similar situation,” says Larson. 

The American Cancer Society recommends 
colonoscopy, the gold standard for colon cancer 
screening, once every 10 years, starting at age 50, 
and earlier for those with risk factors such as a family 
history of the disease. Fortunately, more and more 
people are heeding the advice. Colonoscopy testing 

has tripled among people 50 and older, from 19% of 
the population in 2000 to 59% in 2010. During that 
period, the incidence of colon cancer for that same 
segment of the population has declined by 30%. 
“These trends represent a major public health success 
story,” notes Dr. Pochapin. 

Why the dramatic turnaround? Dr. Pochapin 
credits the victory to an aggressive public awareness 
campaign waged by cancer survivors, their family mem-
bers, and advocacy groups. Among the most influential 
champions has been journalist Katie Couric, who lost 
her husband, Jay Monahan, to colon cancer in 1998. 
Enlisting the help of Dr. Pochapin (then Monahan’s 
physician at another local hospital) and others, Couric 
launched a widely viewed series on NBC’s The Today 
Show to raise awareness about the disease. She even 
underwent an on-air colonoscopy to raise awareness 
and dispel common misperceptions and fears about the 
procedure. Couric’s message hit home. Dubbing it “the 
Katie Couric effect,” researchers found a nearly 19% 
increase in colonoscopies nationwide following Couric’s 
on-air procedure in 2000. 

Deborah Larson has also become a vocal advo-
cate. Since her husband’s battle with colon cancer, she’s 
inspired four friends to get a colonoscopy. The required 
bowel prep and liquid diet the day before are a bit un-

pleasant, she concedes, but the procedure itself, typically 
performed under sedation, is safe and painless. “You go to 
sleep, you wake up, and that’s it,” she says. “There’s noth-
ing to it.” Today, Larson and her husband are both cancer 
free—and wised up to the power of preventive medicine. 
“I won’t think twice about getting another colonoscopy,” 
says Larson. “When you consider its lifesaving potential, 
it’s one of the smartest things you can do.” 



When William Small (’18) donned the cloak of his profession at the White Coat 
Ceremony in August, he was carrying on a family tradition that dates back 
three generations. His paternal great-grandfather, Charles Turtz, MD, was an 
ophthalmologist. Dr. Turtz’s son became a physician, and both of his daughters 
married physicians. Many of their children followed suit, forming a dynasty that now 
includes three ophthalmologists, three psychiatrists, two orthopaedic surgeons, three 
urologists, two internists, a cardiologist, a neurologist, a pediatrician, a pathologist, 
and an infectious disease specialist—a few still in residency training.

When William Small graduates from NYU School of Medicine four years from 
now, he will become the 21st physician in his family. His parents, Robert Small, MD, and 
Catherine Butkus Small, MD, met on their first day at New York Medical College and 
wedded three years later. (Dr. Robert Small is chief emeritus of orthopaedics at White 
Plains Hospital, and Dr. Catherine Small is associate professor of medicine at New York 
Medical College.) William’s sisters, Jennifer and Alyson, are training to become physi-
cians, and both are married to physicians. In addition to William, two members of the 
family have ties to NYU Langone Medical Center. His father completed a residency in 
orthopaedic surgery at NYU Langone’s Hospital for Joint Diseases (HJD), and his cousin, 
Zoe Birnbaum, will graduate from NYU School of Medicine in 2017.

While an undergraduate at Washington University in St. Louis, Missouri, where he 
majored in anthropology, Small participated in two summer research programs at HJD, 
which pointed him toward a career in orthopaedic surgery, like his father. But he says he 
can’t really remember a time when he didn’t want to become a doctor. “The way my par-
ents talked about their jobs, it didn’t seem like work,” says Small. “They’re so passionate 
and so committed to their patients that to them, each case is another exciting project. 
When they had to leave the house at odd hours, it was never a negative to me and my 
sisters because they always conveyed to us that taking care of patients is a privilege.”

Small was captain of his varsity football team. “Sports taught me how to fail,”  
he says. “As a defensive lineman, you’re getting knocked to the ground at least a 

couple of times a day. I learned that it’s not about the last play, but the next one.  
There’s always another patient who needs your help, so you can’t afford not to be at  
the top of your game.” Small was voted Most Improved Player, Most Valuable Player, 
and Most Inspirational Player. If the past is any hint of what lies ahead, someday he 
will make many members of his family proud to call him a fellow physician.

See photos of the White Coat Ceremony on page 8.
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Is There Anyone but a Doctor in the House?

William Small (’18) with his parents, Dr. Catherine Butkus Small and Dr. Robert Small.

When Howard Riina, MD, professor of neurosurgery 
and radiology, meets a patient with a brain aneurysm 
for the first time, invariably he reaches for the sheet of 
paper covering the examination table. “Part of my job 
is helping the patient understand what’s going on,” he 
says. “I spend a lot of time drawing right on the table, 
explaining what an aneurysm is, where it’s located, 
and how we’re going to get rid of it.”

At one point in their lives, about 5% of the 
population is afflicted with a brain aneurysm—a weak 
spot in one of the brain’s arterial walls that bulges 
outward. While these areas can remain stable for 
years, they can also rupture, leading to brain damage 
or even death unless emergency surgery is performed. 
Most of Dr. Riina’s patients have brain aneurysms that 
are symptomatic but haven’t yet ruptured. These can 
be eliminated completely either through open-skull 
microneurosurgery, in which the aneurysm is closed 
off with a titanium clip, or through interventional 
neuroradiology/endovascular surgery, in which a 
catheter is threaded inside the artery to implant a 
platinum coil and sometimes a stent into the weak-
ened area, sealing it off.

This minimally invasive technique, which 
typically requires a one-night stay in the hospital, has 
become more common as endovascular equipment 
and guidance techniques have improved. “At first, the 
catheters weren’t very good, and it took a long time to 

reach the aneurysm and detach the coils,” recalls Dr. 
Riina. “Now, it takes only a few minutes. We also have 
newer stents and microwires. The technology has 
really taken off.”

Dr. Riina is one of a handful of neurosurgeons in 
the country adept at both approaches. Which method 
he employs depends on various factors, including the 
size, location, and shape of the aneurysm. “If I can 
get a good result with the endovascular method, I’ll 
tend to use it, since most people prefer not having 
their skull opened,” he says. “But I regularly do open 
procedures when endovascular tools aren’t the best 
way to obliterate the aneurysm.” 

In addition to his virtuoso surgical skills, Dr. Riina 
is known for his warmth and confidence. “I felt like I 
was meeting a good friend,” recalls one patient, whose 
excruciating headaches disappeared after Dr. Riina 
repaired her aneurysm. “He put me at ease immediately.”

“The emotional side is important,” Dr. Riina 
acknowledges. “With brain aneurysms, there’s a fear 
factor. Fortunately, we have a very, very high success 
rate treating these conditions.”

Dr. Riina wanted to be a neurosurgeon 
ever since he was 10 years old, and his interest 
in aneurysm repair dates to his college days. As 
an undergraduate majoring in bioengineering at 
the University of Pennsylvania, he helped design 
one of the earliest collapsible stents for treating 

aneurysms of the abdominal aorta (the largest 
artery in the abdomen). As director of the Division 
of Endovascular Neurosurgery, one of the world’s 
premier centers for the surgical and endovascular 
treatment of cerebrovascular diseases, Dr. Riina 
treats patients from around the globe. He and his 
colleagues specialize in diagnosing and treating the 
most complex cerebrovascular disorders, and many 
of the cases referred to them are ones that other 
medical centers found too daunting. “We see a lot of 
patients who had unsuccessful open or endovascular 
surgery elsewhere,” he explains. “These cases take 
a lot of planning because you’re going in where 
another surgeon has been, removing clips or 
putting in new stents where materials have already 
been deposited.” This task is aided by high-tech 
equipment like digital biplane angiography, which 
marries 3-D angiography to a GPS-like guidance 
system for the brain.

“What’s great about this field is that when you fix 
somebody’s vascular problem, they can go on to lead 
a full, normal life,” explains Dr. Riina. In that sense, 
his sketches for patients are maps to the future. “It’s 
funny—most people end up holding onto them,” he 
says. “I just had a follow-up with a patient I hadn’t seen 
in five years. Her daughter brought along the treatment 
file. Folded inside was that piece of paper with my 
drawing on it.”

The Fixer
Repairing Weaknesses in the Arterial Walls of the Brain Is Dr. Howard Riina’s Greatest Strength

John Abbott

Dr. Howard Riina 
performs a procedure 
in Tisch Hospital’s 
interventional 
radiology unit.
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When do apprehensions cross the line and become 
phobias?
We differentiate a normal fear from pathological 
anxiety by using what we call the “Four D’s.” The first 
is disproportion: Is the level of fear disproportionate to 
the actual threat? It’s normal to be afraid of a nearby 
rattlesnake, but not one you see on TV. The second is 
disruption: How much does this fear interfere with 
your ability to function or with your quality of life? Is a 
kid who’s scared of snakes refusing to go to the zoo or 
avoiding field trips? The third is distress: How upsetting 
is this fear? Does the fear ripple out and cause family 
problems? The fourth is duration: Has the fear lasted at 
least six months in children or a year in adults? When we 
see all four symptoms, then we can say this is a phobia 
rather than normal anxiety.

What are the roots of our fears?
All anxiety disorders stem from a combination of 
nature and nurture. Nature sets the parameters in 
terms of our baseline anxiety, which makes us more or 
less susceptible to becoming panicky. But there’s also 
a genetic component. If a parent had any type of an 
anxiety disorder, then the child is more likely to have 
one, too, such as a phobia. Nurture is our experience. A 
traumatic event—say, being bitten by a dog—may trigger 
a fear of all furry animals. We also pick up cues on how 
to respond to the world from the way people around us 
react. Do they act like the world is a dangerous place 
where we need to be hypervigilant, or do they approach 

new things easily? The majority of phobias are of things 
that are genuinely potentially dangerous. It’s just that we 
overreact to them.

Are phobias gender related?
Specific phobias, such as to snakes or spiders, seem to be 
equally distributed between the sexes. But social phobias 
and agoraphobia appear to be more common in females, 
though that might just reflect that women are more 
likely to admit that they’re scared and seek 
help, while men try to hide the problem.

Do phobias manifest themselves 
differently in children from the 
way they do in adults?
Kids are less able to verbalize 
their fears and to avoid 
situations that alarm them. 
Adults know exactly what 
they’re scared of and can 
decide not to get on the 
elevator or drive over the 
bridge. A child 
doesn’t have that 
expressiveness 
or control. So the 
distress often 
manifests itself 
as a tantrum. 
The type of 

phobia may also change as a child matures. It’s not 
uncommon for small children to be terrified of imaginary 
creatures, thunderstorms, or the dark and then, when 
they get older and become more socially aware, to be 
pathologically shy.

Can you nip phobias in the bud?
It’s important that parents are attuned to their children 
and their fears. One youngster may be unfazed by a scary 
movie, while another may not. More important, parents 
must be attuned to their own reactions. If you yourself 
become very anxious, then you can’t be supportive and 
reassuring to your child. Validate and allay fears rather 
than dismiss them or inflict shame. Don’t try to force 
someone to confront their fear. If someone has a fear of 
spiders, don’t ask them to hold a tarantula. It will just 
overwhelm the person with fear—what we call flooding.

What’s the most effective treatment?
Graduated exposure. We start with easy things and 
work our way to harder things. Animal phobias are 
most amenable to this form of treatment, which can be 
accomplished in a week and sometimes a day. If a patient 
is afraid of dogs, for example, I can do little exposures 
over the course of three hours, starting with pictures of 
dogs, then videos, and then going outside on the street 
where people might be walking dogs, and finally having 
the person interact with a dog.

Do medications help?
Antidepressants and antianxiety drugs, 
including beta blockers, can be prescribed, 
but it depends on how impairing the 
disorder is. Generally, behavioral therapy 
works well for both children and adults.

Coping with Everyday Fears
Q&A with Aleta Angelosante, PhD, Clinical Assistant Professor 
of Child and Adolescent Psychiatry, and Clinical Director of 
the Anita Saltz Institute for Anxiety and Mood Disorders at the 
NYU Langone Child Study Center

Phobias are the most common of anxiety disorders, gripping some 13% of the popula-
tion in the throes of irrational fear at some time in their lives. The dread starts early: 75% 
of those who suffer from phobias are seized by terror before age 12. Phobias are divided 
into three categories: specific phobias (claustrophobia, spiders, snakes, heights, bridges, 
dentists, clowns, thunderstorms), social phobias (excessive shyness, stage fright), and 
fear of open spaces (agoraphobia). To make matters worse, explains Aleta Angelosante, 
PhD, clinical assistant professor of child and adolescent psychiatry, it’s possible to have 
more than one fear at a time. Dr. Angelosante shared some insights on the roots of these 
often crippling disorders and what can be done to address them constructively.

At 5'10" and 280 pounds, James Farrar, PhD, didn’t look 
like someone who’d hesitate to eat a juicy plum. Yet 
before he underwent the surgery that changed his life, 
“everything I put in my mouth required careful calcula-
tion,” says the retired clinical psychologist. Dr. Farrar, 63, 
was diagnosed with type 2 diabetes in his mid-30s, and 
over the next two decades, his condition grew increas-
ingly severe. To control his blood sugar levels, he wore 
a pump that delivered insulin subcutaneously through-
out the day. “If I ate 50 grams of carbohydrates, I had 
to set the pump to deliver an extra dose of insulin,” he 
recalls. Failing to keep his levels in check would gradu-
ally worsen the damage inflicted on his organs, nerves, 
and circulatory system—and could even send him into a 
diabetic coma.

Knowing that obesity can cause or exacerbate 
diabetes, Dr. Farrar had tried to slim down with diet and 
exercise, but the results never lasted. One obstacle was 
the insulin therapy, which can cause weight gain in some 
patients. Another was his hearty appetite. “No matter 
how much I ate, I never felt full,” he recalls. With a BMI 
(body mass index) of 40, he was considered morbidly 
obese, which qualified him for bariatric surgery. His 
endocrinologist referred him to George Fielding, MD, 
professor of surgery, at NYU Langone Medical Center’s 
Weight Management Program. Dr. Fielding, a leading 
specialist in the field of bariatric surgery, had had an op-

eration years earlier to overcome his own obesity. “When 
I told him I was always hungry,” says Dr. Farrar, “he said, 
‘I know the feeling.’ I found that very reassuring.”

Bariatric surgery is designed to control a patient’s 
hunger by reducing the capacity of his stomach. A 
popular method is gastric banding, or lap-band surgery, 
which is performed laparoscopically. In this approach, 
the surgeon fastens an adjustable silicone band around 
the upper stomach, creating a small pouch. When the 
patient eats, the pouch soon fills, making him feel stuffed 
until food empties through the narrow passage formed 
by the band. Eating too much—or even too fast—causes 
sudden, extreme discomfort. Dr. Farrar underwent the 
procedure in 2007. Within two years, he dropped nearly 
100 pounds, and his diabetes all but vanished. Although 
he still takes oral medications, he no longer needs insulin 
therapy. He donated the pump to a medical charity. 

“The vast majority of our patients with diabetes 
improve after surgery, and many go into remission,” ex-
plains Christine Ren-Fielding, MD, professor of surgery 
and director of the Weight Management Program. (Her 
husband is Dr. Fielding.) Indeed, a recent study published 
in The New England Journal of Medicine showed bariatric 
surgery to be far more effective than other treatments 
in normalizing blood sugar levels in those who are 
obese and have diabetes, with benefits lasting for years. 
Researchers don’t fully understand the complex physi-

ological mechanisms involved, but Dr. Farrar is delighted 
with the outcome. Today, he says, “If I want a plum, I just 
have to eat it slowly. I’ve learned to savor every bite.”

James Farrar, PhD.

Savoring a Sweeter, Leaner Life
Morbidly Obese and Severely Diabetic, Dr. James Farrar Opted for a Surgical Solution  
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Sniffing Out Clues to Disorders  
Associated with Memory Disturbances

You don’t need the nose of a blood-
hound to smell the difference 

between a steaming cup of cof-
fee and a bouquet of flowers. 

“The sense of smell is often 
thought of as a simple sen-
sory system,” says Donald 
Wilson, PhD, professor of 
child and adolescent psychi-

atry, and neuroscience and 
physiology at NYU Langone 

Medical Center. “When you 
inhale the scent of a rose, the brain 

registers it, and you smell the rose.”
But it turns out that smell is not quite 

so simple. “The fragrance of a rose—or any other recognizable aroma—is actually 
composed of hundreds of different chemicals,” explains Dr. Wilson. “Your brain has 
to learn and remember how all those molecules go together to form an unmistak-
able smell.” Dr. Wilson believes that gaining a sharper understanding of how the 
brain remembers such complex odors so quickly and precisely could shed light 
on a host of health problems associated with memory disturbances, ranging from 
depression and attention-deficit disorder to sleep apnea and Alzheimer’s disease.

Science has long known that sleep is critical to memory formation. The brain 
replays input from the other senses during a stage of deep sleep called slow-wave 
sleep as a kind of neurological trick to encode and strengthen memories of new 
people, places, and things. Dr. Wilson wondered if sleep could play a similarly 
important role in odor recollection. “There are a lot of things that distinguish smell 
from our other senses,” he notes. 

The olfactory system consists of nerves and nerve cells, or neurons, that line 
the nose, relaying messages to the brain. However, unlike our other senses, olfaction 
depends on an organ—namely, the nose—whose primary function, which is to filter 
and warm the air we breathe, is unrelated to its sensory function. As far as the nose 
is concerned, smell is secondary.

To test whether odor memories consolidate and strengthen during sleep, Dr. 
Wilson designed an experiment in which he trained rodents to recognize a series of 
odors, then reintroduced those odors while the animals slept. Human and rodent brains 
alike block out sensory information during sleep, so instead of wafting various scents 
beneath the noses of the slumbering rats, the researchers used electrodes to gently 
stimulate the rodents’ olfactory bulbs, a pair of blueberry-size organs in the brain that 

process scents. “When you inhale odor molecules, they create a spatial pattern of 
cellular activity in the olfactory bulbs,” says Dr. Wilson. “It’s possible to create 

specific odors by electrically stimulating certain hot spots.”
Publishing their results in the Journal of Neuroscience, Dr. Wilson 

and his team of investigators showed for the first time that rodents 
exposed to odors during slow-wave sleep demonstrated stronger and 
more accurate memories of those odors the following day. Moreover, 
they were able to diminish the accuracy of those odor memories by 

administering drugs that block communication between odor neurons.
“What we think is happening,” explains Dr. Wilson, “is that during slow-

wave sleep, neurons in the brain communicate with each other and, in doing so, 
strengthen their connections, permitting storage of specific information. We spend 

about one-third of our lives asleep. We know that sleep is important. But we’re only just 
beginning to understand all the negative consequences of not getting enough of it.”

For Those with Severe Epilepsy, a New Device That Changes Lives
The human brain is a veritable living power plant. 
Every thought we generate, every move we make, 
requires the seamless transmission of electrical signals 
between billions of neurons, or nerve cells. When 
those signals misfire, as they do in people afflicted 
with epilepsy—a neurological condition that affects 
2.2 million Americans—a temporary electrical storm 
can trigger seizures. The episodes cause frightening, 
debilitating symptoms, ranging from confusion to loss 
of consciousness, often accompanied by uncontrollable 
spasms of the entire body. 

For an estimated 400,000 Americans with intrac-
table epilepsy, such seizures cannot be treated with drugs 
or brain surgery, leaving many of them unable to hold 
jobs, drive, or even shop for groceries alone. Such people 
are also more likely to die prematurely; their mortality 
rate is two to three times that of the general population. 

Now, a battery-powered device implanted in 
the skull offers a desperately needed new option. 
Manufactured by NeuroPace, it’s called responsive 
neurostimulation system (RNS), and it’s similar to an 
implantable cardiac defibrillator. “RNS represents one 
of the most important and innovative therapies to treat 
people with intractable epilepsy,” notes Orrin Devinsky, 

MD, professor of neurology, neurosurgery, and psy-
chiatry, and director of NYU Langone Medical Center’s 
Comprehensive Epilepsy Center, who conducted clinical 
trials for the device at another institution.

Surgically implanted, the pager-size device sits 
flush with the skull, just below the scalp. Two electri-
cal wires thread from the device into regions of the 
brain where the seizures originate, and record electri-
cal information. Once a day, the patient waves a wand 
over the implant to wirelessly download collected data. 
After reviewing the data, the neurologist programs the 
RNS device to deliver a mild electrical current when-
ever it detects abnormal electrical activity. The short 
volley of electrical pulses can reduce seizures by up to 
50%. “It changes lives,” says Dr. Devinsky. “One of my 
patients with the implant is now able to drive a car.”

In May, NYU Langone became the first medical 
center outside of a clinical-trial site to begin offering 
RNS to select patients. Suitable candidates are those 
who suffer from at least three debilitating seizures 
a month that do not respond to medications, and 
undergo testing to pinpoint up to two areas of the brain 
where the seizures originate. 

Dr. Devinsky’s colleague, Werner Doyle, MD, 

associate professor of neurosurgery, who also helped 
conduct clinical trials of RNS, has so far implanted 
the device in 11 patients. “Intractable epilepsy can be 
a debilitating disorder that often stigmatizes patients 
and restricts their independence,” says Dr. Doyle. “The 
RNS device can significantly or completely control their 
seizures and return their lives to normal.” 

Illustrations by Wes Bedrosian

For Prostate Cancer, a Blind Hunt  
No More
Few parts of the body conceal cancer better than the prostate, a walnut-size gland 
tucked beneath the bladder, where it’s notoriously difficult to reach and, therefore, to 
biopsy. For the past 25 years or so, physicians have resorted to a series of imper-
fect, invasive techniques when a rectal exam and blood test indicate potential 
cancer. When men are found to have an elevated level of prostate-specific 
antigen (PSA), a blood marker for prostate cancer risk, they are typically asked 
to undergo a prostate biopsy. The standard procedure involves imaging the 
gland with ultrasound while randomly pricking it with up to 12 needles. Since 
ultrasound is blind to cancerous tissue, the goal is to obtain a representative 
sampling of prostate tissue for later evaluation. As a result, the biopsy technique 
runs the risk of missing potentially lethal cancer, incorrectly labeling lethal cancer 
as low risk or nonlethal, or randomly identifying small cancers that pose no threat.

Of the 230,000 cases of prostate cancer diagnosed annually in the US, as much 
as 50% may be so slow-growing that the condition is not considered lethal, requiring no 
treatment. At the other extreme, standard biopsies miss up to 30% of lethal cancers, 
which claim the lives of an estimated 28,000 men annually. “In the past, even if the pa-
tient had a negative biopsy, I was never able to comfortably tell him, ‘You don’t have can-
cer,’ ” notes Samir Taneja, MD, the James M. Neissa and Janet Riha Neissa Professor of 
Urologic Oncology, professor of urology and radiology, director of the Division of Urologic 
Oncology, and codirector of NYU Langone Medical Center’s Smilow Comprehensive 
Prostate Cancer Center, part of the Laura and Isaac Perlmutter Cancer Center.

Dr. Taneja and his colleagues are changing that distressing scenario with smarter 
screening and biopsy technologies. Their approach begins with a powerful type of MRI 
that maps aggressive tumors. Scans that are normal, or low suspicion, may suggest lit-
tle risk of potentially lethal cancers, allowing individualized decision-making on the need 
for a biopsy. If the scan reveals one or more suspicious areas, the physician advances to 
a targeted biopsy enhanced by a computerized guidance system called Artemis, named 
for the ancient Greek goddess of hunting.  

The device uses software to digitally “fuse” the MRI map with the ultrasound 
images, creating a three-dimensional color map of the target, which is displayed on 
a computer screen in real-time during the biopsy procedure. A robotic arm helps the 
clinician to guide the biopsy needle to the targeted areas of the prostate. “Using the 
Artemis device, I still move the biopsy device with my hand,” explains Dr. Taneja, “but 
I’m always aware of exactly where the needle is directed. I’m now able to visualize 
what I’m biopsying.  

“This targeted approach is more likely to accurately identify and assess the risk 
of cancer,” says Dr. Taneja. “The goals are fewer missed cancers, fewer repeat biopsies, 
and a selective identification of clinically significant 
cancers that might cause harm. The technol-
ogy even records the exact location 
of trouble spots, so follow-up 
biopsies are simplified if the 
patient elects surveillance. 
The bottom line is that  
we can continue to  
save lives without 
subjecting patients to 
unnecessary treatment.” 

Dr. Taneja receives 
consulting fees from  
Hitachi-Aloka, a distributor  
of the Artemis device.
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As a senior executive for a major bank, Charles Maikish 
lives and breathes numbers. So it’s not surprising, 
then, that he remembers with mathematical precision 
the morning that changed his life. Three days after 
Christmas, 2013, Maikish, an active 68-year-old who 
had logged 500 miles on his road bike since May, was 
pedaling at a brisk 12 miles per hour to the local gym in 
West Islip, Long Island. Suddenly, the narrow front tire 
of his bike caught in a metal street grate, catapulting him 
forward, face-first onto the road surface. His battered, 
bloodied face was the least of his problems. Maikish suf-
fered a traumatic spinal cord injury, paralyzing the right 
side of his body and also resulting in swallow dysfunc-
tion and vocal cord paralysis.

Rushed by ambulance to a local hospital, he un-
derwent a nine-hour operation to remove two ruptured 
discs, fuse together vertebrae in his cervical spine to 
stabilize it, and rebuild his nose and face. “My wife, 
Rosanne, didn’t think I’d ever walk or function normally 
again,” he recalls. “Although my pain was intense and I 

was totally debilitated, my goal was to return to my nor-
mal self. I knew that with the right kind of help, it might 
be possible.”

In January, Maikish was transferred to Rusk 
Rehabilitation at NYU Langone Medical Center’s 
Hospital for Joint Diseases. “He was in pretty bad shape 
neurologically on his right side,” recalls Jung Ahn, MD, 
clinical professor of rehabilitation medicine, who special-
izes in spinal cord injuries. Dr. Ahn got his patient out of 
bed from day one, a radical departure from his previous 
17 days in intensive care, where he battled bedsores. After 
a battery of tests, Dr. Ahn developed a treatment plan 
that integrated an intense daily regimen of therapies—
physical, occupational, speech, swallowing, and psy-
chological. “They took a holistic approach to my rehab,” 
notes Maikish, “even using my family to motivate me.”

With severe spinal cord injuries, Dr. Ahn explains, 
the greatest recovery takes place within the first three 
months. But like any race against time—and big odds—
progress seldom follows a straight line. “You see results 

one day, then things level off the next,” notes Maikish. 
“You can easily get depressed. That’s why you need 
people telling you that you’re doing great.”

Along with Rosanne, then his fiancée, who kept 
constant vigil at the hospital, Maikish’s biggest cheerlead-
ers were the members of his rehabilitation team. Physical 
therapist Elizabeth Rankel, DPT, put her patient through 
his paces for an hour every morning. One day, strapped 
into a harness attached to an overhead track that allowed 
for partial weight-bearing exercise, Maikish took his first 
walk. “We were clapping and cheering as we watched 
him,” says Rosanne. “It was exhilarating.” Occupational 
therapist Emily Fiumara, OT, helped Maikish retrain his 
right arm and hand to perform everyday tasks, and speech 
therapists Molly Singleton-Coyne and Darcy Abrams 
helped him improve the range, motion, and strength of 
the muscles used for swallowing. “He was a hardworking 
guy who took our advice to heart,” Abrams says.

The payoff came after only five weeks of inpatient 
therapy. Surrounded by beaming members of his rehab 
team, Maikish walked out of the hospital with the aid 
of a rolling walker. Dr. Ahn describes his progress as 
“remarkable.” Then again, Maikish is no ordinary patient. 
An attorney, engineer, and one-time seminarian, he was 
director of the World Trade Center when it was bombed 
in 1993, and managed the recovery effort. Maikish is well 
known for his strong will and tough-mindedness, qualities 
that have served him well throughout his rehabilitation.

He has returned to his job part-time and receives 
outpatient physical therapy several times per week. His 
voice is fuller, his right hand and arm are stronger, and 
he walks from his apartment directly across from NYU 
Langone’s Ambulatory Care Center on East 38th Street, 
using only a cane for support. His proudest moment, he 
says, came on March 22, less than three months after his 
accident. At a party for his niece, he got up from his seat 
and danced with his wife.

The Roughest Ride 
of His Life

Thanks to Rusk Rehabilitation, Charles Maikish’s  
Road to Recovery Was a Remarkably Short One

Eight months after a spinal cord injury that paralyzed the right side 
of his body, Charles Maikish was able to bike on Long Island again.
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Building a New Life, One Step at a Time
NYU Langone’s Parkinson’s and Movement Disorders Center Helps Patients 
Adapt to a Daunting Disease
“Tell your friend to come closer!” The voice of instructor 
Caroline Kohles rings across the studio. To the bounc-
ing melody of Frank Sinatra’s “You Make Me Feel So 
Young,” the members of her exercise group wave one 
hand in a beckoning motion as they dance-step around 
the large room. “Now, tell your friend, ‘I don’t think 
so!’ ” The 20 men and women, all diagnosed with 
Parkinson’s disease, begin wagging their index fingers 
playfully at each other. Some move fluidly, others less 
so, but everyone is on their feet, grinning broadly.

While the participants are having fun, their 
purpose couldn’t be more serious. The class, offered 
by NYU Langone Medical Center’s Parkinson’s and 
Movement Disorders Center, employs an innovative 
movement technique that’s part of a groundbreaking 
community partnership and wellness program de-
signed to stave off functional decline. Held at the Jewish 
Community Center on Manhattan’s Upper West Side, 
the program offers exercise classes and educational 
events to anyone with Parkinson’s. It has become a 
model for similar programs nationwide.

“When we started developing our community 
wellness initiative eight years ago, promoting exercise and 
activity wasn’t considered a big component of Parkinson’s 
care,” recalls Amy Lemen, LCSW, the center’s coordinator 
and clinical neurological social worker. “Staying active is 
critical to maintaining function and quality of life.”

Today, this philosophy is being widely adopted, 
amid growing evidence that regular physical activity 
not only improves mobility and other symptoms, but 
can even delay progression of this daunting disease. 
An estimated 1 million Americans are afflicted with 
Parkinson’s, which progressively destroys the brain cells 
that produce dopamine, an essential neurotransmitter. 
Early symptoms of the disease are movement related 
(shaking, rigidity, slowness of movement, and gait prob-

lems), while cognitive and behavioral problems may 
arise in advanced stages. 

The Edmond J. Safra Parkinson’s Wellness 
Program is just one way that the center, a National 
Parkinson Foundation Center of Excellence, is us-
ing a multidisciplinary approach to help patients. 
“Parkinson’s used to be a disease no one talked about,” 
notes Lemen. “Our goal is to create awareness with an 
active, visible Parkinson’s community and to help our 
patients live well.” To this end, the center also sponsors 
support groups, educational events, and social gather-
ings for patients and their families; offers individual and 
couples counseling; and works with patients to develop 
robust support networks.

“The center gives me a toolbox of things that keep 
my life rolling along, instead of coming to a dead halt,” 
says Eleanor Lugar, 60, who was diagnosed several 
years ago. In addition to taking tai chi and movement 
classes, she attends lectures, participates in a weekly 
support group for women, practices with her Masters 
swimming team, and lunches with friends. “I even tan-
goed with my husband for the first time at a Parkinson’s 
event,” she says with a smile.

The hope is that these activities, complemented 
by advanced medical treatment, can prolong function 
in daily life. The center’s director, Alessandro Di Rocco, 
MD, the Founders Professor of Neurology and chief of 
the Division of Movement Disorders, is a leader in the 
diagnosis, treatment, and management of this complex 
disorder. “People associate Parkinson’s with trem-
ors and slow movement, but it goes far beyond that,” 
explains Dr. Di Rocco. “There are literally dozens of po-
tential symptoms. The longer someone has it, the more 
intricate and individualized their symptoms become.” 
Its evolution also varies, progressing slowly in some 
people and quite rapidly in others.

Patients are referred to Rusk Rehabilitation.  
“Rusk provides some of the best therapy for Parkinson’s 
that I’ve ever seen,” says Dr. Di Rocco. “They can often 
stop the downward spiral, in which patients become 
sedentary and isolated, and partially reverse the loss of 
mobility and independence.”

The Parkinson’s Center is also involved in cutting-
edge translational research aimed at improving patients’ 
lives. Lugar has participated in several of these studies. 
“Parkinson’s research is an ongoing process,” she says, 
“one we’d all like to speed up.” Meanwhile, she credits 
NYU Langone with giving her the courage to enjoy her 
life. “I don’t know where I would be without this cen-
ter,” she says. “They are there with me every step of the 
way, holding my hand so that I can build a new life.”

Eleanor Lugar.
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