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MESSAGE FROM SBH CHIEF MEDICAL OFFICER

Health and medicine often intersect with our national headlines, and I believe 
we would be remiss if we didn’t address some of these issues in the SBH 
Physician magazine. As such, we have several hard-hitting stories here that I 
think you’ll find particularly relevant. 

•  Dr. Stephen Kramer, a child/adolescent psychiatrist, writes about the 
separation of immigrant families at the southern border and its impact on 
children, reviewing the salient theory and research regarding attachment 
and separation.

•  Dr. Kanani Titchen, our adolescent medicine specialist, discusses a subject 
that she lectures about passionately at institutions across the country and 
which has become a growing concern in America: human trafficking.

•  In our Viewpoint column, Dr. Jeffrey Lazar, vice chair of emergency 
medicine, tackles a question that is receiving more and more exposure by 
our politicians: Is the time right for universal health coverage? 

Additionally, this issue features articles showing the benefits of a plant-
based diet; the role of the primary care physician in identifying sleep apnea; 
the reasons behind SBH’s successful campaign in dramatically reducing 
hospital-infections; the hospital’s multi-pronged approach to combating the 
asthma epidemic in the Bronx; and a new diagnostic evaluation of chronic 
venous insufficiency, an often under-diagnosed, under-treated disease.

Our ethics expert, Dr. Steven Reichert, raises the dilemma of making 
decisions for a patient who lacks capacity, while a patient study explores the 
benefits of hyperbaric oxygen therapy in saving a patient from amputation. 
The cover story takes a look at the many faces in our internal medicine 
residency program, which include representatives from 31 different 
countries, from Albania to Venezuela, Belize to Syria. Finally, in recognition 
of the dedicated and compassionate physicians who make SBH what it is, we 
offer a look at the latest recipients of our Medical Staff Awards.

We’re proud of this magazine and I’m confident you’ll enjoy reading it. 

Sincerely, 

Eric Appelbaum, DO, FACOI
Executive Vice President/Chief Medical Officer
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I am pleased 
to update all 
on the current 
“State of 
the Medical 
Staff,” which 
is strong. 
Leading into 
this spring, 

the Medical Board Officer elections for 
the 2019-2021 period have resulted in 
re-election of the current officers. The 
Medical Board Executive Officers are: 
Dr. Jeffrey Lazar as First Vice-President, 
Dr. Scott Leuchten as Second Vice-
President, Dr. Lizica Troneci as Third 
Vice-President and Dr. Olga Argeros as 
Secretary/Treasurer. I will continue to 
serve as President with their support. 
We are enthusiastically addressing the 
medical staff issues in a collaborative 
environment. There are no walls or 
barriers to our mutual goals.

The quality of SBH physicians remains 
high through all departments. While 
physicians may leave SBH for a 
variety of reasons, be it personal 
or professional, we continue our 
successful recruitment of qualified 
candidates. Dr. Robert Karpinos 
leads the Credentials Committee with 
the support of Susan Diaz and the 
Medical Staff Services Department. 
They do an excellent job of vetting 
and recommending the qualified 
candidates we hire. Many of our 
new hires voice their positive first 
impression of SBH to the Credentials 
Committee via their interview process.

We are making progress on physician 
engagement and re-forming the 
Physician Engagement Committee. 
For those interested in being involved, 
we welcome your participation. We’ve 
also had an increasing turn out for the 
recently started BYOL (Bring Your 
Own Lunch) social gatherings in the 

cafeteria on Fridays from 12:30-1:30 
pm. The medical staff lounge has seen 
improvements with TV/furniture and 
the Medical Board Executive Committee 
is considering additional enhancements 
for the future. Utilizing the lounge is 
a great way to interact with colleagues 
across various disciplines.

The Medical Staff Service and 
Recognition Awards Ceremony was 
held on Thursday March 28th. The 
honorees are all deserving of their 
earned recognition and should be 
congratulated. This event was a great 
opportunity to show support for your 
colleagues for their accomplishments as 
it promotes physician wellness whether 
you are an honoree or attendee. This 
year’s honorees are:

Emerging Leader Award,
Vanessa Salcedo – Pediatrics
Award reads: “Your Peers, The Medical Staff 
of the SBH Health System, wish to honor 
you in sincere appreciation and recognition 
of your initiative and engagement and for 
your extraordinary demonstration as a leader 
capable of transforming challenges into 
opportunities for improvement.”

Medical Staff Service Award, 
Steven Reichert – Medicine-Palliative Care
Award reads: “Your Peers, The Medical Staff 
of the SBH Health System, wish to honor you 
with sincere appreciation for your visionary 
guidance and exceptional service.”

Medical Staff Achievement Award, 
Scott Segan – Medicine-Neurology
Award reads: “Your Peers, The Medical 
Staff of the SBH Health System, wish to 
honor you in grateful appreciation for 
your years of dedicated leadership and 
commitment to the SBH Health System 
Medical Staff and Community. You have 
touched countless lives in significant 
ways through your thoughtful guidance, 
exceptional medical acumen, ability to 
encourage camaraderie, sense of humor 
and personal integrity.”

Ronald Ciubotaru Physician to Physician 
Award, Karen Sawitz – Pediatrics-
posthumously awarded
Award reads: “Your Peers, The Medical 
Staff of the SBH Health System, wish to 
honor you as the very embodiment of an 
exceptional clinician, dedicated mentor 
and valued colleague. As an individual 
characterized by integrity and humility, 
your deep commitment for the teaching and 
the practice of medicine and the delivery 
of compassionate care to all patients, you 
embody the very foundation of the SBH 
Health System.”

The Medical Staff Years of Service Awards for 
30 years go to: George Amilo, MD, Attending, 
Psychiatry; Hadley Bach, DDS, Assoc. 
Medical Staff, Dentistry; Michelle Dahdouh, 
MD, Attending, Medicine; and Diana Matta, 
DPM, Assist. Attending, Surgery.

The Medical Staff Service Awards for 25 
years go to: Christopher J. Lane, DDS, 
Attending, Dentistry; Narasinga Rao, DO, 
Attending, Emergency Medicine; Craig 
Austin, MD, Assoc. Attending, Laboratory-
Pathology; Jeffrey Linden, DMD, Assoc. 
Medical Staff, Dentistry; Charles Gropper, 
MD, Attending, Medicine.

Medical Staff Service Awards are also given to 
those physicians achieving their milestone year 
of service for 20 years, 15 years and 10 years.

This year’s Bronx County Peer to Peer 
Doctors Day Award was awarded to  
Dr. Ilmana Fulger. 

The Medical Board Executive Committee 
is focused on improving and creatively 
enhancing the physician experience 
at SBH. We are available to address 
the concerns, issues, problems of the 
physician staff and encourage your input. 

“The society based on production is only 
productive, not creative.” — Albert Camus

Stay Well,
Chris Grantham, MD
President, SBH Medical Board

MEDICAL STAFF UPDATE



BEHAVIORAL HEALTH

The separation of children from 
their families at the U.S. southern 

border, drafted as policy by the Trump 
administration, has attracted widespread 
notoriety in this country and abroad. 
The political and cultural firestorm that 
ensued was too often untethered to the 
actual science of child development and 
trauma. Hence, a review of salient theory 
and research regarding attachment, as 
well as the biological correlates of trauma 
related to separation and other major 
stressors in children, may illuminate 
the present discourse on a controversial 
immigration policy. 

U.S. immigration laws have gradually 
become more restrictive since the 1990s, 
accelerating again after 9/11, as the 
legislation enacted has made it easier to 
arrest, detain and deport noncitizens. 
There is an emerging literature on the 
effects of family separation on relatives 
remaining in the host countries and on 
new immigrants in the United States, 
yet relatively sparse research concerning 
the specific impact of separation on the 
children of undocumented immigrants 
attempting to cross the border. 

On its surface, the forced separation 
of children from their mothers and 
families, seems at best ill-advised and at 
worst barbaric. Basic theories of child 
development beginning in the mid-20th 
century have addressed the importance 
of the mother-infant bond. Attachment 
theory as advanced by John Bowlby, 
and object relations theory as a branch 
of psychoanalysis (Melanie Klein, D.W. 

Winnicott and others), as well as later 
theories of infant and child development 
that built on the earlier work, almost 
universally discuss the separation 
of an infant or young child from its 
mother as a pivotal event. Furthermore, 
psychobiological correlates have been 
described (in many cases by studying the 
foster care population). 

Bowlby writes of the infant’s need for  
an unbroken/secure early attachment 
to the mother. A child with a disrupted/
severed attachment relationship 
was likely to show signs of partial 
or complete deprivation leading 
to depression and developmental 
retardation. He proposed a framework 
of reactions to separation: protest, 

despair, and detachment. Even after 
reunification, the child is likely to behave 
in abnormal ways, such as spurning 
or not recognizing the mother, and/or 
intense clinginess. These reactions to 
maternal abandonment can persist. 

D.W. Winnicott (1960s) made 
important contributions to the 
field of object relations and the 
importance of the mother in creating 
a holding environment. Impingements 
(environmental failures) can lead to 
aggression (antisocial behavior), and the 
development of a “false self ” which can 
have lasting impact on the individual’s 
capacity for healthy relationships. He also 
wrote of the “infantile agony” that occurs 
when the mother leaves and the absence 

Separation of Immigrant Families:  
A Child Development Perspective 
By Stephen Kramer, MD, Child/Adolescent/Adult Psychiatrist, CL Attending Psychiatrist SBH
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is experienced as an infinite, unbearable 
abandonment. This phenomenon can 
be seen as replicated in a somewhat 
lessened form in older children. Melanie 
Klein, another founder of object relations 
theory, highlighted the importance of the 
mother/infant bond, with disruption and/
or maternal lapses resulting in lasting 
maladaptive ego defenses. 

Later researchers in infant and child 
psychology investigated the importance 
of attachment in early life, and the effect 
of disruptions, usually having to do with 
the psychic availability of the mother, but 
by extension physical separations as well. 
Margaret Mahler studied the behavior of 
young children and developed a framework 
of developmental stages through which 
the growing infant and toddler progresses 
toward individuation/separation from 
the mother. Any major event such as an 
extended physical separation/lapse in her 
presence, would be bound to seriously 
impact the normal course of development.

Recent media coverage has focused on some 
of the sensational aspects of the detention 
of the children of illegal immigrants, such 
as the inadequate facilities, insufficient 
staffing, and a lack of provision of basic 
needs. Reports indicate there may be as 
many as 11,000 unaccompanied children 

in the custody of HHS. Ample research on 
the psychobiology of the stress response, 
has shown that there are lasting neurologic 
effects of remaining in a heightened state 
of arousal for extended periods. These 
effects on the brains of younger children 
are even more pronounced. 

Parent-child relationships support a 
range of regulatory processes, including 
thermoregulation, food intake, tactile 
stimulation, imitation, and emotional 
attunement. When a child is separated 
from a parent, all of these external 
regulatory supports are withdrawn, and 
the child must rely on self-regulation. 
Studies have shown the long-term 
consequences of separation (mostly 
in foster care populations) in both the 
long and short term: personality and 
behavior, cognitive development, and 
specific negative outcomes in the areas of 
poverty, education, physical health, etc. 

The polyvagal theory of autonomic 
reactions as proposed by Stephen 
Porges suggests a hierarchy of three 
systems involved in attachment-related 
responses: the immobilization system, 
the mobilization system, and the social 
engagement system. The immobilization 
system is the phylogenetically oldest and 
involves the unmyelinated branch of the 

BEHAVIORAL HEALTH

“ Any major event such as an extended physical separation/lapse in 
her presence, would be bound to seriously impact the normal course 
of development.”

vagus. This system is designed to limit 
physical damage, and involves phenomenon 
such as vasoconstriction, freezing and 
behavioral shutdown. The mobilization 
system depends on the sympathetic adrenal 
system, and produces increased cardiac 
output, decreased growth and immune 
system activity, and increased activity  
of the HPA axis. These responses produce 
a state of arousal, which can result in 
psychological states such as panic and rage, 
leading in turn to avoidance and escape. 

The social engagement system is the 
phylogenetically newest system. Its 
function is to limit interference in 
normal body processes involving  
growth, restoration and social activities. 
This system involves the myelinated 
branch of the vagus and originates  
in the nucleus ambiguous (the “smart 
vagus”). For most persons, presence  
of familiar individuals gives way to 
activity in the social engagement  
system (and deactivation of the other 
systems). Porges proposed that if 
“neuroception” (usual monitoring  
of the environment for safety and 
presence of familiarity) goes awry, 
disordered social behavior may occur 
including autism, social anxiety, PTSD, 
and reactive attachment disorder. 

In summary, core tenets of child 
development/attachment theory, as 
well as more recent research into the 
psychobiology of trauma, support the 
damaging effects of the disruption of 
attachment relationships on youth, 
especially infants and very young 
children. Responsibility ultimately 
lies with health care professionals, 
and particularly specialists in the 
fields of child psychology/psychiatry/
development, to educate politicians 
and the lay public on the humane 
treatment of children of undocumented 
immigrants attempting to cross the U.S. 
southern border. 
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POPULATION HEALTH

Dr. Anika Clarke, pediatric 
attending physician at SBH, 

learned of a parent whose lawyer 
informed her that she couldn’t visit a 
food pantry because of her immigrant 

status. But Dr. Clarke and her residents knew otherwise.

“Two months ago, we would have said, ‘If your lawyer said you 
can’t do that, you probably can’t,’” says Dr. Clarke. “Now we 
question it, and in this case we referred her to an SBH social 
worker and gave her a card that contained a list of nearby food 
pantries that could help her.”

This new understanding stems from the work of Bronx Partners 
for Healthy Communities (BPHC), SBH’s DSRIP Performing 
Provider System. 

One of DSRIP’s goals is to keep patients healthy by bridging the 
gap between their medical conditions and their social needs, 
such as food insecurity, housing instability and poverty  
– all of which impact their health and wellness.

This is particularly relevant in the Bronx where more than 
30 percent of households in some neighborhoods served by 
SBH live in poverty (data released by NYC Department of 
Health and Mental Health). The Bronx accounts for more than 
one-third of legal evictions in the five boroughs (NYC Public 
Advocate’s Office), and it is estimated that one in four residents 
live in food-insecure homes (Hunger Free America, 2016). 

BPHC, through its partnership with more than 200 Bronx 
organizations, has been helping SBH residents better 
understand the social issues facing patients and the types  
of community-based services that can support their needs. 

“Too often community members are not aware of resources 
available to them or are reluctant to seek assistance because of 
misinformation about eligibility or the stigma associated with 
issues like homelessness, hunger, and poverty,” says Dr. J. Robin 
Moon, BPHC director of system integration.

Last year BPHC introduced housing coordinators from 
BronxWorks, a Bronx community-based organization, to the SBH 
emergency department to connect patients who are homeless to 
transitional and permanent housing. Residents have been trained 

on how to identify patients who may be in need of housing 
and how to connect them to a housing coordinator for further 
assessment. They also have information on hand for patients 
about shelters and drop-in centers that can help.

“One result of our work with BPHC is that our doctors know 
that we have the ability to address more than just the chief 
complaint that brought our patients to the ED,” says Dr. 
Jeffrey Lazar, vice chair, department of emergency medicine. 
“We are learning to look at our patients more holistically and 
consider the underlying issues and social determinants of 
health that might leave them at risk of not getting better, and 
potentially needing to return to the hospital if those issues 
aren’t addressed.” 

SBH residents recently participated in a Poverty Simulation 
hosted by BPHC that provided a powerful look at how poverty 
and health go hand in hand. Participants had the opportunity 
to experience the ongoing challenges that many community 
members who live in poverty face in their daily activities such as 
buying food and accessing social services.

BPHC also developed BronxResourceDirectory.org, an 
online, searchable directory of health and social service 
organizations in the Bronx. Care coordinators, patient 
navigators and social workers can use the tool to help patients 
find behavioral health and long-term care providers, housing 
assistance, food resources, immigration services, and more. 
(BronxResourceDirectory.org is also available on SBH’s 
Workplace platform.)

Last October, BPHC began a pilot with the SBH department 
of pediatrics to address food insecurity among patients and 
families. BPHC introduced residents to local organizations 
that provide food and nutrition-related programs, provided 
guidance on working with care teams, and created patient 
information with local food programs and other resources.

Analysis of the pilot will be available in a few months, but the 
impact is already being felt. 

“I definitely saw that light bulb go off for physicians,” says  
Dr. Clarke. “They realize that if a patient screens positive for an 
issue like food insecurity, there is help available. They don’t need 
to re-invent the wheel; the programs are out there.”

Training SBH Physicians on  
Social Determinants of Health 

By Luci de Haan
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Jennifer Gonzalez became the first 
patient to undergo weight loss surgery 

at the SBH Center for Bariatric Surgery 
when Dr. Nissin Nahmias, the medical 
director of the center, performed a 
laparoscopic sleeve gastrectomy on 
her on the morning of September 27, 
2018. In this procedure, Dr. Nahmias 
removed approximately 80 percent 
of Jennifer’s stomach, converting it 
into a tubular pouch that will hold a 
considerably smaller volume than the 
normal stomach. This will significantly 
reduce the amount of food (and calories) 
she can consume. By affecting the gut 
hormones, the surgery will impact 
Jennifer’s hunger, satiety and blood sugar. 

Here is an excerpt of an interview 
conducted with Jennifer approximately 
six months after her procedure: 

How much did you weigh at the  
time of surgery and what do you  
weigh now?

I weighed 238 pounds then and about 
180 pounds today. 

What is your goal?

I want to get down to 150 pounds,  
so I still have about 30 pounds to go. 

How do you feel? 

Great. I don’t have that anxiety or desire 
to eat as before. I am limited in what I 
can eat, but as long as it’s healthy and 
I take my vitamins I feel pretty good 
throughout the day. I don’t feel weak. 

What kinds of vitamins do you take?

Multi-vitamins. I can’t stress enough 
how important the vitamins are. 
[A note on vitamins from registered 

Weight Loss Surgery: A Patient’s Story
By Steven Clark

dietitian Rebecca Koch: Vitamin/mineral 
supplementation is recommended for 
bariatric surgery patients to ensure they 
are getting the nutrients their body 
needs which may be missing from a 
restricted post-op diet, and to account 
for malabsorption due to surgery. Some 
procedures like gastric bypass have 
a malabsorptive component – which 
means the patients are required to take 
supplements for the rest of their lives. 
Patients like Jennifer, who have gastric 
sleeve surgery, do not have as much 
malabsorption of micronutrients so they 

may not need lifelong supplementation. 
However, we do recommend they take 
a multivitamin with iron while they are 
on the post-op diet. Supplements should 
be chewable or liquid at first while the 
stomach is healing. We also recommend 
vitamin B12 supplementation as well as 
others. After surgery, we monitor the 
patient for signs of nutrient deficiencies.]

What does your diet consist of now?

I take protein shakes. If not in the 
morning, then at night. I eat a lot  
of vegetables.

CHRONIC DISEASE INTERVENTION

Patient Jennifer Gonzalez (l.) before weight loss surgery, with Dr. Nissin Nahmias (r.)

BEFORE
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What types of vegetables?

I make cauliflower rice and I eat that 
maybe four or five times throughout the 
day, sometimes with sweet potatoes. I am 
going more toward the pescatarian side 
as opposed to eating meat. I haven’t eaten 
meat in 27 years. 

So, you have always been a vegetarian?

Pretty much, but in an unhealthy way 
prior to the surgery. You can be a 
vegetarian and still gain a lot of weight. 
Now the vegetables are steamed or 
boiled. I eat very small amounts,  
but I try to keep my stomach full.

What are you not eating that you miss?

Fried chicken wings. But I really don’t 
miss them as much as I thought I would. 
I thought I was really going to miss 
them, but now I am more into salmon. 

Are you exercising?

I walk as much as I can.  
Does shopping count? 

In general, how do you feel?

Great. My knees don’t hurt as much. 
I don’t get winded. The post-surgery 
period is not as bad as I thought it 
was going to be. If you do the proper 
research, it is exactly the way it’s told to 
you. The gases go away if you walk. You 
have to maintain the fluids so you won’t 
dehydrate. You are going to eat smaller 
portions. This was all expected. 

How many meals do you eat each  
day now?

Probably four small amounts of vegetables. 

Tell me your typical diet during the day. 

In the morning, when I wake up,  
I grab the protein shake because it is  
fast. I wake up at 3 am and shoot out  
the door. I’ll go back home and at 9:30 
I’ll take my vitamins with a little oatmeal. 
Then at noon, I have a little bit of the 
cauliflower or sweet potatoes and it will 

From left: Dr. Nissin Nahmias, patient Jennifer Gonzalez after weight loss 
surgery, and registered dietitian Rebecca Koch.

AFTER

be in a puree form with a little bit of 
salmon or any type of fish that’s not  
fried. Then I go back home at 5 and  
I’ll have some more of that. And before 
I’ll go to sleep, I will have another 
protein shake or vegetables or fruit  
or quinoa. It varies.

Were you a junk food eater at one 
time when you gained this weight?

It was mostly the fried stuff. With the 
vegetables I would have it in tempura 

with the dipping sauce and that has all 
that fried breading around it. 

What did Rebecca (Koch, the 
registered dietitian) tell you regarding 
your diet? 

She really emphasized the protein  
shakes because of the 30 grams of 
protein. She said you have to take 
protein and if you aren’t going to eat 
much it helps a lot. I take about four  
or five ounces and that will last me from 
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9 to 12 because I’m literally sipping it.  
I can’t take it as fast as I want because  
my body doesn’t allow me to. So, from 
9-12, I am literally sipping four ounces  
of protein.

Before you had the surgery did you try 
many different diets? 

Yes, I spent a lot of money on diets and 
they were an epic failure. I did the gym, 
but that was a waste because with my 
schedule by the time I’d come out of 
work, I was too tired. 

It’s a very gradual weight loss  
now, right? 

Yes, it is. It is 12 pounds a month or three 
pounds every week.

Do you weigh yourself regularly?

I try not to because I don’t want to 
become an addict to it, but when I do  
I like the results. You see me smiling 
now. It makes me smile. 

Was the surgery painful?

Not at all. The only discomfort, if you 
can call it that, was with the gas. They 
have to inflate the stomach to see the 
liver and so forth. It felt as if I have to 
burp but it doesn’t come out. 

How long before you went back  
to work?

Two weeks. They put paste over the 
incision. It was like an adhesive and  
that eventually fell right off. The scarring 
is almost nothing. I never felt like  
I had any surgery done. I kept asking  
Dr. Nahmias, “Are you sure you did  
it because I feel nothing.” He said,  
“Yes I did it.” When I started walking 
around, the gases started coming out. 

Have you ever felt really full since  
the surgery like maybe you over did 
your eating?

CHRONIC DISEASE INTERVENTION

“ I’M A WOMAN. WE ARE SELF-CONSCIOUS ABOUT 

THESE THINGS. I AM NOT ASPIRING TO LOOK LIKE  

A KARDASHIAN, BUT I WANT TO SHOW OFF A LITTLE.”

There were times when I ate maybe a little 
more than I should have and I’d feel like a 
flutter in my chest. It’s nothing that hurts. 
It’s weird to explain it, but I know when to 
stop. It’s like you have to stop now because 
you are getting this overly full feeling. 

Have you had any concerns during 
post-op?

Not at all. Actually, they had to call me 
as opposed to me calling them with any 
concerns. I felt nothing at all. I know 
what to eat. Rebecca spoke to me very 
well about my diet. I had one incident 
where I became extremely constipated 
because of a lack of fluids when I had 
just gotten the surgery, but I got what I 
needed and it was resolved. 

What does this mean moving forward 
for you or anyone having this surgery? 

It all depends on the person. You have 
choices. Do you take this piece of cake or 
do you take this apple? If I eat the apple, 
it is going to be much healthier than the 
cake and it fills me up in a healthy way. 
It’s all mental. Taking the healthy route is 
much better and it fills me up. 

You haven’t missed the fried food?

Not at all. I can walk into a restaurant 
and everything changes. My taste buds 
sense the smell. I can literally smell the 
grease in the air and it bothers me. 

What do people who have seen you 
since the surgery say to you?

That you look good. You look much 
thinner. What are you doing? They ask 
the same questions.

Dr. Nahmias has said that when 
people have this surgery, it is like  
a transformation because you  
have more self-esteem, you feel 
better about yourself. How would you 
respond to that?

All of the above. I look nice. I feel nice. 
It’s a good feeling. I don’t have the aches 
and pains and once you lose a little weight 
you look a little younger. I am going to be 
43 and I lost those three years and now 
maybe I am 40 again. It is very nice. 

Are you looking forward to wearing a 
bathing suit?

Why not. I am bold enough. Yeah. 

Was that something you were hesitant 
to do before? 

Definitely. I’m a woman. We are self-
conscious about these things. I am not 
aspiring to look like a Kardashian, but I 
want to show off a little. I want to wear that 
nice sun dress and that bathing suit. I don’t 
know about the two piece, but at least a one. 

The referral numbers 
for the SBH Center for 
Bariatric Surgery are:

St Barnabas Hospital 
718-960-6127 

Bronx Park  
Medical Pavilion  
2016 Bronxdale Ave. 
718-863-8695

Clinical Mileno 
44 Sherman Ave  
New York, NY 
212-781-1057
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When people find out that I work 
on the issue of human trafficking, 

they usually have one of several 
reactions. “What’s that?” or “Do you 
mean prostitution?” or “Oh, I studied 
that,” or even “I got trained in that.” A 
few people say, “Thank you!” or have 
questions about patients I’ve seen or 
people they know who may be in “the 
life” (slang for sex trafficking). And then, 
there are my colleagues who work in this 
field and are, like me, always reading, 
listening, and seeking to understand 
more about the more than 25 forms of 
human trafficking.

So what IS human trafficking? (And 
if you’re one of those people who “got 
trained,” you’ll be tempted to skip this 
next paragraph. Don’t.) 

When you learned about slavery in 
school, did you think (as I did), “If 
I’d been alive then, I would’ve joined 

Harriet Tubman’s Underground 
Railroad?” When you learned as a 
child about the Middle Passage where 
manufactured products were traded 
for millions of kidnapped or betrayed 
African people, did you recoil in 
horror? Or maybe when you learned 
about the land-stealing and overthrow 
of sovereign indigenous nations in 
North America or the former Kingdom 
of Hawaii, you envisioned joining those 
groups in solidarity to fight for their 
independence and freedom? Well you 
have the opportunity to join an ongoing 
fight today to combat modern slavery, 
aka “human trafficking.” 

The United Nations defines human 
trafficking as: “the recruitment, 
transportation, transfer, harbouring 
or receipt of persons, by means of the 
threat or use of force or other forms 
of coercion, of abduction, of fraud, of 
deception, of the abuse of power or of a 

position of vulnerability or of the giving 
or receiving of payments or benefits to 
achieve the consent of a person having 
control over another person, for the 
purpose of exploitation. Exploitation shall 
include, at a minimum, the exploitation 
of the prostitution of others or other 
forms of sexual exploitation, forced labor 
or services, slavery or practices similar 
to slavery, servitude or the removal of 
organs.” (Emphases mine.)

The U.S. definition of human trafficking 
is very similar, but requires proving 
lack of consent and the presence of 
force, fraud, or coercion, except in cases 
involving sex trafficking victims who are 
less than 18 years old.

For example, “Xavier” who pays “Miss 
Polly” $50 to have sex with 14-year-
old “Jaime” is committing the crime of 
human trafficking. He is, in effect, buying 
himself a temporary slave. Similarly, 

Modern Slavery Is All Around You
Joining the larger fight to end human trafficking can make a world of difference. 

By Kanani E. Titchen, MD, Director, Adolescent Health Services at SBH

HUMAN TRAFFICKING
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Miss Polly is committing a crime by 
selling Jaime. Jaime is not committing 
any crime, even if she thinks she is 
“choosing” to have sex with Xavier. Since 
she is under the age of 18 years, Jaime is 
a victim of sex trafficking and has rights 
and protections under both New York 
State and federal U.S. laws.

“Mr. Abe” works 7 days per week and 
16 hours per day for “Ms. Bee” for some 
food and “housing” in the store room, 
but no money. Ms. Bee keeps all of Mr. 
Abe’s legal documents for “safekeeping” 
and dangles the threat of arrest and 
deportation over his head if Mr. Abe ever 
tries to leave. This is human trafficking, 
specifically labor trafficking.

“Sam” hits or chokes or sexually assaults 
“Chris” when Chris doesn’t bring home a 
certain amount of money every morning 
after selling drugs and sex the night 
before. This is labor and sex trafficking.

Perhaps now you’re thinking, “Oh, I 
don’t know anyone who does those 
things.” You do. You just don’t see them.

Perhaps you’ve gone for a massage or had 
a manicure at an unscrupulous nail salon 
here in New York City. I used to. The New 
York Police Department just shut down 
the massage parlor near my home: human 
trafficking. (I used to go there but stopped 
over a year ago when I noticed the phone 
numbers for the workers posted on the 
wall for “johns” to call. This is a typical 
red flag for sex trafficking.) I called 
1-888-3737-888 to report my suspicion of 
human trafficking to the National Human 
Trafficking Hotline.

Perhaps you’ve ordered take-out food, and 
you’ve tried to leave a tip in the tip jar, but 
the guy behind the counter says, “Don’t 
bother: the boss just takes all our money 
anyway.” This could be labor trafficking. 
Victims of human trafficking may work 

in the food industry, the health industry, 
domestic service and childcare, or 
farming/agriculture, among others. Those 
victims who do domestic work often work 
10 to 16 hours a day (or even more) for 
very little to no pay. These victims are 
often female immigrants living in their 
employer’s home.

Do you occasionally like those fancy 
coffee drinks from the large chain cafes? 
I’ve seen some of the plantations where 
the coffee beans are grown in Panama 
and Costa Rica; migrant laborers work 
in the fields the entire day while their 
children can’t afford to go to school (and 
if they’re old enough, the children work 
in the field, too) to earn sometimes $1/
day while paying exorbitant rates for an 
uninsulated brick room with a dirt floor 
and a single wooden platform on which 
the family of five or six sleeps and works. 
In these living quarters is a wood stove 
that spews smoke and is the only source 
of warmth; a single bathroom located 
in a separate building is shared among a 
dozen families.

Or maybe you just like affordable fruits 
and vegetables? Or a real “bargain” 
on clothes? Those too may be made 
by people who are victims of human 
trafficking – modern day slavery.

Perhaps you are unknowingly looking 
human traffickers in the face online. 

Maybe you work in the emergency 
department, in primary care, in 
obstetrics/gynecology, or at a dentist’s 
office. One study right here in New York 
City showed that 68 percent of victims 
of human trafficking seek medical care 
while they are actively being trafficked, 
most often in the specialties listed above, 
but in other subspecialties as well. 

Where is Harriet Tubman when  
we need her?

That’s the good news: Harriet Tubman’s 
spirit is alive and well. Not only are 
there medical professionals working 
to identify and stop human trafficking: 
truckers, flight attendants, teachers, 
students, faith leaders, hotel staff, law 
enforcement, legal advocates, journalists, 
photographers, athletes, entertainers, 
computer programmers, survivors of 
human trafficking, and children of 
survivors of human trafficking are all 
uniting to identify trafficked persons, 
offer help, raise funds, create housing, 
and more – all to stop and prevent 
human trafficking. 

The larger fight to end human trafficking 
involves reducing poverty and income 
disparity to reduce the desperation that 
leads people to seek unsafe or risky 
employment; combating racism and 
sexism/misogyny through education and 
public policy to create a world where 
children and minorities and women are 
valued and treated respectfully and with 
equity; and promoting improvements in 
public education to increase awareness 
among our youth and to promote job 
skills and sustainable employment. 

Join us.
polarisproject.org/action
polarisproject.org/initiatives/global-safety-net

HUMAN TRAFFICKING
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Asthma is as indigenous to the Bronx 
as malaria is to sub-Saharan Africa. 

The Bronx’s asthma death rates are three 
times higher than the United States’ 
average, with hospitalization rates for  
the borough soaring even higher. Double 
the number of children with asthma live 
in certain sections of the Bronx than in 
areas only a few subway stops away in 
Queens and Manhattan. 

And, it’s a leading reason for why the  
Bronx, for nearly a decade, has maintained 
a death grip on 62nd and last place in the 
state when it comes to health outcomes. 

Experts view these factors behind the 
asthma epidemic in the Bronx as the 
perfect storm: 

°  High pollution and dust caused by  
bus depots and landfills

°  Extremely poor housing conditions 
with resulting molds, mildew,  
pests, etc.

°  Lack of culturally responsive 
education that should be available to 
an ethnically diverse population

°  Broken, misaligned and episodic  
care that is redundant and wasteful 
while not getting to the root causes  
of asthma and not capturing patients 
at all potential points of need

SBH Health System, in collaboration 
with Bronx Partners for Healthy 
Partners (BPHC), the DSRIP 
Performing Provider System (PPS) 
headed by SBH, is embarking on a 
number of different fronts to tackle  

a complex problem that, according  
to Dr. J. Robin Moon, BPHC senior 
director of System Integration,  
calls for “a multi-pronged approach  
to tackle a multi-faceted problem.”  
Dr. Rajan Gurunathan, chief, division  
of general medicine, Department  
of Medicine at SBH, echoes this.  
“We are looking at asthma care from  
a comprehensive perspective,” he says. 
“In looking at care for asthmatics who 
run the spectrum from having very 
mild asthma to very severe asthma,  
we are trying to identify gaps in care  
for these particular patients and to 
identify the high-risk patients who 
really need extra intensive support  
from the pulmonary service and the 
asthma clinic.” 

Healthy Buildings Project
In 2017-18, BPHC and the Northwest 
Bronx Community & Clergy Coalition 
(NWBCCC) introduced the Bronx 
Healthy Buildings Program, with 
the intent of “holistically addressing 
the root causes of morbidity among 
asthma patients and reducing asthma-
related emergency room visits and 
hospitalizations.” 

Beginning with home visits that 
involved educating residents on  
proper medication use, the program 
quickly expanded. 

“The point is asthma is an environmental 
epidemic, and out of 100 patients we 
would call on, we would only get into 

Creating an Asthma Center of Excellence
By Steven Clark 

CHRONIC DISEASE MANAGEMENT
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CHRONIC DISEASE MANAGEMENT

the homes of 30,” says Dr. Moon.  
“Our overall success rate was 38 
percent, at a cost of $2.6 million.  
That was not good enough.” 

Adds Bronte Kastenberg, project 
manager of clinical improvement 
projects at BPHC, “Someone can have 
an ED visit and go get their inhaler 
and all their medications, but if they 
are coming home, where the paint is 
peeling off the walls and there is mold, 
then the medication is only going to  
do so much.” 

This meant a transition towards a 
population-oriented and place-based 
engagement strategy that resulted in 
outreach to 35 buildings (including 
NYCHA public housing) with high 
rates of asthma-related emergency 
room visits and hospitalizations and 
high rates of building code violations. 
Landlords in these buildings were 
required to make capital improvements 
(from new boilers to new windows), 
which included cost-effective, energy 
efficient and health upgrades, air 
quality improvements and general 
structural repairs. Home-based 
asthma interventions were initiated, 
tenant leaders were trained in social 
determinants of health, and pest 
management contracts were secured. 
Asthma resources were diversified by 
increasing partnerships, such as with 
a community health network to train 
homecare attendants and community 
pharmacies to deliver medicines and 
educate recipients. An app, RxHealth, 
was deployed to enhance the interaction 
between PCPs and their patients. 

Pre-intervention surveys found that 
among residents of these buildings:

•   43 percent of adults and 25 percent  
of children had asthma 

•   24 percent of adults and 18 percent  
of children had asthma attacks in the 
last year 

•   14 percent of adults and 4 percent  
of children were hospitalized for 
asthma-related attacks 

•   16 percent of adult residents and  
8 percent of children went to the  
ER with asthma-related attacks

A majority of surveyed patients 
reported being dissatisfied with their 
housing conditions, which was not 
surprising in that 52 percent reported 
water leaks; 58 percent complained 

of mold and mildew; 73 percent had 
problems with poor rat control services; 
and 74 percent had issues with poor 
cockroach control services.

Pilot findings for the healthy  
buildings project have been nothing 
short of amazing. Within the purview 
of patients seen at SBH during this  
2018 period, it was found that  
ED visits fell 75 percent post- 
intervention and the rate of ED visits 
per asthmatic patient (average number 
of visits per patient) fell 100 percent 
(from 1.34 visits per patient to 0.34 
visits per patient). 

The Changing Role at SBH
In its pursuit of becoming an asthma 
center of excellence, SBH has doubled 
down on making changes to heighten 
patient accessibility and fill in much-
needed gaps in care. 
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“ Someone can have an ED visit and go get their inhaler 
and all their medications, but if they are coming home, 
where the paint is peeling off the walls and there is 
mold, then the medication is only going to do so much.”

“I am working very closely with SBH  
on a project aimed specifically at 
reducing potentially preventable 
emergency department visits (PPV),” 
says Dr. Amanda Ascher, chief medical 
officer at BPHC. “Together, as a group, 
we looked at a list of state-reported PPV 
and found that over 90 percent of them 
were asthma related. Now, I am working 
with the emergency department and the 
ambulatory folks on how to target the 
asthmatics better. How can we make sure 
everyone has an asthma action plan? 
Are vaccines up to date? Has tobacco 
counseling been addressed? How can 
we make sure every one of our highest 
risk patients has a nebulizer at home?” 

The hospital, as a result, has developed 
a “bundle” of measures to move forward 
on. This includes immunizing patients 
to prevent exacerbations; making sure 
patients have an action plan so they  

can better manage their disease;  
getting smokers to stop smoking; 
encouraging the use of digital resources 
like RxHealth; and making sure those 
with very severe or atypical asthma  
have access to special medicines  
(such as biologic therapy). Resources 
like community pharmacies and 
paramedics are now part of the overall 
care equation.

“Because asthma is such a prevalent 
condition in our community, we see 
a lot of people in primary care who 
not only have asthma as their only 
diagnosis, but as a constellation of  
a variety of different illnesses,” says  
Dr. Gurunathan. “In the primary care 
setting, it is our job to try and identify 
and make sure people are getting very 
basic preventative care and health 
maintenance that is related to having 
asthma, and also identify those people 
who would benefit from, say, extra 
pulmonary support.” 

Much of this comes down to changing 
processes, so asthmatics won’t fall 
through the cracks. 

“Take the case of the patient who had 
a nebulizer prescribed by our PCP and 
then went to her pharmacy to fill the 
prescription, only to find the pharmacy 
doesn’t dispense them,” says Dr. Ascher. 
“So the patient, without a nebulizer, 
ends up back in the ER. Now, with 
that patient referred to community 
paramedics, who fixed the problem, 
everything has worked out to keep her 
out of the ER.”

On a practical scale, according to Dr. 
Raghu Loganathan, director, division of 
ICU and Pulmonary Medicine, adults 
and children now have access to same-
day appointments. A pulmonologist 
sees all asthmatics coming through the 
emergency department or admitted 
to the hospital. A special program is 
focused around the high risk, high 
utilizers of services. To eliminate gaps 
in care, patient navigators provide 
outreach to make sure they get referred 
to the necessary services. 

Adds Dr. Loganathan, “We take it very 
personally now if a patient ends up in 
the ER or needs to be hospitalized.”
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INFECTION CONTROL

A manager from the hospital’s 
Environmental Services Department 

(ESD) uses a wand-like device to swab 
the door knobs, bed rails, TV remote and 
other “high touch points” in the patient’s 
room after it has already been disinfected 
with bleach or hydrogen peroxide 
gas to stop the spread of spores from 
the Clostridioides difficile bacterium. 
Extremely common and contagious 
within the hospital environment, C. diff 
can live on surfaces for as long as five 
months. The wand is then placed within 
a hand-held computer, where seconds 
later a number measuring the Adenosine 
Triphosphate (ATP) particles found on 
the surface is emitted. The number on the 
computer screen reads 29, slightly over 
the threshold, which means the room 
must be re-cleaned and re-inspected. 

This is one small, but critical part of 
an intensive, multi-pronged campaign 
that SBH has undertaken to reduce the 
rate of hospital-acquired infections. 
This includes the number of C. diff 
cases, as well as the rate of central-line 
associated infections (CLABSI), catheter-
associated urinary tract infections 
(CAUTI) and surgical site infections 
(SSI), including those following colon 
and hysterectomy surgery. The effort has 
proven enormously successful – to the 
point where ZERO infection certificates 
awarded to patient floors has become 
more the rule than the exception.

“People’s thoughts and perceptions 
have changed to ‘We have a difficult 
patient population that tends to be sick, 
has more complications and gets more 
infections, so how can we get down to 

zero hospital acquired infections?’” says 
Dr. Daniel Lombardi, vice president/
associate medical director, chief quality 
and patient safety officer at SBH. “The 
first piece of the campaign was awareness 
and the second was understanding the 
definitions. Each one of these hospital-
acquired infections has its own set 
of rules. C. diff is different from the 
catheter-associated infections, which are 
different than the surgical site infections. 
We really had to understand them in 
depth. It took a lot of education.” 

In terms of culture, there has been 
a paradigm shift. “There was some 
resistance at first because no one really 
thought we could get down to zero,” 
says Dr. Manisha Kulshreshtha, vice 
president/associate medical director, 
medical affairs. “We saw that other 
hospitals had data showing this, but we 
frankly didn’t believe it. Our feeling at 
the time was that patients are going to 
get infections no matter what we do and 
it was just a question of how we treated 
them, being more judicious, for example, 

Reducing Hospital-Acquired Infections 
By Steven Clark

© World Health Organization 2016. All rights reserved.

*About 1 in 3 SSIs are due to S. aureus, >40% of which is MRSA, making SSI prevention critical to the antimicrobial resistance (AMR) agenda 
1SAVE LIVES: Clean Your Hands. WHO 2016. www.who.int/gpsc/5may
2WHO (2011) Report on the Burden of Endemic Health Care-Associated Infection Worldwide WHO:Geneva (includes a range of SSI rates in low/middle/high income countries)
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in our use of antibiotics (a cause of C. 
diff.) Education was the very first step in 
getting people to start believing change 
was possible.” 

Hospital-acquired infection rates, at 
the time, were “off the charts,” says Dr. 
Lombardi. “Our C. diff numbers were 
ridiculous. We had a lot of patients 
coming in who had C. diff and we 
couldn’t get a handle on it.”

Changing Protocols
Dr. Judith Berger, director, division 
of infectious diseases at SBH, has 
been a point person for much of the 
improvement, along with Dr. Edward 
Telzak, chairman of internal medicine, 
and Drs. Lombardi and Kulshreshtha. 
She speaks about infectious diseases like 
C. diff and the effort made at the hospital 
to curb it with the passion of a food 
connoisseur rhapsodizing over a meal at 
a four-star restaurant, or a baseball scout 
after watching a five-tool player. 

She started a campaign called “Stop 
C. diff at the door” to halt its spread 
from patient to patient. This involved 
the introduction of new protocols, in 
addition to the use of the wand, such 
as employing a stronger disinfectant to 
clean patient rooms and ORs, initiating 
molecular testing for patients suspected 
of the disease once they enter the ER and 
replacing the system of sending out stool 
specimens, which can take five days, to 
having it done in-house, which can be 
completed within an hour. 

“If the stool test is positive now, the 
patient remains on contact isolation and 

they get treated,” she says. “If the test is 
negative, they get taken off the treatment 
and go to a regular room. Right away, we 
are stopping the spread by identifying 
who has it and who doesn’t.” 

This, she says, has helped the hospital 
better define community-acquired onset 
from hospital-acquired cases of C. diff. 
According to Dr. Berger, the hospital 
is also monitoring those patients who 
are on more than four days of certain 
antibiotics such as Vancomycin or 
protein pump inhibitors to decide 
whether they need to continue on them.

The CLABSI and CAUTI committee 
chaired by Dr. Telzak include 
representatives from across the spectrum 
– infectious diseases, nursing education, 
the emergency department, the NICU, 
ESD, IT and administration. 

“We’ve started to look at, ‘How do you 
get a central line infection? How do you 
get a Foley catheter infection?’” says Dr. 
Berger. “You think about how do you get 
it and then attack it at that point. So, along 
these lines, ‘If you don’t have a catheter or 
central line, you can’t get an infection.’” 

This has meant decreasing the use of 
catheters whenever possible and making 
sure they are being used properly in a 
sterile manner. It has led to the creation of 
policies that include putting in midlines 
rather than central lines for giving 
antibiotics for such things as bone and 
heart infections, and avoiding, whenever 

possible, the use of femoral lines, where 
there is a higher incidence of infection 
(placing these lines instead in the groin, 
where there is less chance of infection). 

Dr. Telzak and other members of the 
committee started going on daily rounds 
to see whether individual patients could 
have their catheters removed to eliminate 
the likelihood of infection. “So the 
committees started out making policy  
by asking questions,” says Dr. Berger. 
“What are the indications for a line? 
When do they need to come out? It 
was the same with surgical infections. 
Is the OR sterile? Are people preparing 
themselves properly for surgery? What 
is being used to disinfect the surgical 
site? How is the wound being taken care 
of afterwards? Does the patient have a 
history of MRSA? If they are putting in a 
prosthetic device, should it be colonized 
for staff before surgery?” 

Hand Hygiene
A major piece of the campaign has 
involved the use of hand hygiene 
protocol. Proper hand hygiene is 
one of the Lean Daily Management 
metrics, with a member of the senior 
management team conducting daily 
observances for several months now. 

“This year we began a hand hygiene pilot 
project in the ICU and IMCU centered 
on the hand hygiene pledge,” says Dr. 
Jay Hawkshead, director, infection 
control at SBH. “We are also monitoring 
compliance using a more detailed data 

“ EDUCATION WAS THE VERY FIRST 
STEP IN GETTING PEOPLE TO START 
BELIEVING CHANGE WAS POSSIBLE."
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collection tool that will give us insight 
into the nature of lapses in hand hygiene 
and other infection control practices. 
Additionally, we have emphasized the 
need for workers to promote good hand 
hygiene among their colleagues, as well 
as to observe World Health Organization 
guidelines for hand hygiene, particularly 
the ‘5 Moments for Hand Hygiene’ 
approach, and the need to devote 
adequate time to disinfecting their hands 
(at least 20 seconds, rather than the 5 to 
10 seconds typically seen in practice).”
 
Other service areas have also 
participated in the campaign. IT has 
become an integral part of the process 
by creating order sets within the EMR 
to make sure documents can be tracked. 
Finance was brought to the table to 
discuss value-based purchasing, with 
hundreds of thousands of dollars already 
saved with the elimination of penalties it 
had previously incurred for poor results. 

“Everyone understands there is a ticking 
clock and that we need to get it done,” 
says Dr. Kulshreshtha. “That kind of 
awareness wasn’t there before. Our 
residents are now well-versed in the 
campaign. When I was an intern, I knew 
nothing compared to what they know 
now. I’m sure I had patients with C. diff 
and patients who were fully catheterized. 
The nurse at discharge would say, ‘Doc, 
what do we do?’ You didn’t know. You 
took care of patients and sent them 
home. Now the residents know all about 
central line infections and C. diff. The 
nurses know it. It’s all about patient care 
and getting the right treatment for the 
right patient.” 

Adds Dr. Lombardi, “When you have all 
these people looking at the same thing, 
you are bound to be successful.”

YOUR 5 MOMENTS FOR HAND HYGIENEWhen?

Clean hands
are safer hands.
Are yours clean?
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WHEN? Clean your hands before touching a patient when approaching 
him/her.

WHY? To protect the patient against harmful germs carried on your 
hands.

WHEN? Clean your hands immediately before performing a 
clean/aseptic procedure.

WHY? To protect the patient against harmful germs, including the 
patient's own, from entering his/her body.

WHEN? Clean your hands immediately after an exposure risk to body 
fluids (and after glove removal).

WHY? To protect yourself and the health-care environment from 
harmful patient germs.

WHEN? Clean your hands after touching a patient and her/his 
immediate surroundings, when leaving the patient’s side.

WHY? To protect yourself and the health-care environment from 
harmful patient germs.

WHEN? Clean your hands after touching any object or furniture in the 
patient’s immediate surroundings, when leaving – even if the 
patient has not been touched.

WHY? To protect yourself and the health-care environment from 
harmful patient germs.
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All reasonable precautions have been taken 
by the World Health Organization to verify 
the information contained in this document. 
However, the published material is being 
distributed without warranty of any kind, either 
expressed or implied. The responsibility for the 
interpretation and use of the material lies with 
the reader. In no event shall the World Health 
Organization be liable for damages arising from 
its use.
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The Changing Trend in Dietitian Roles at SBH
By Cecilia Moy, RD, Clinical Nutrition Manager, SBH

The vision of the SBH clinical 
nutrition team members has 

changed and they are transforming their 
vision into action. The trend within 
the registered dietitian role at SBH is 
evolving beyond the traditional hospital 
treatment mode to a much more effective 
community disease preventive mode. 

In past years, the main role of a hospital 
dietitian has been to ensure that patients get 
adequate dietary treatment to help manage 
their acute diseases while in the hospital. 
During recent years, SBH Nutrition Services 
has been directed toward educating the 
community on preventive measures 
that will empower patients to take the 
initiative to enhance their lifestyle and 
overall health and wellness. 

The key to this change is switching the 
service focus to nutritional education, 
health maintenance and chronic 
disease prevention through increasing 
awareness. Within the last year, the 
nutrition clinic at SBH has expanded 
its service hours to five days per week, 
with a central office in the Ambulatory 
Care Building that will better serve 
patients by increasing appointment 
availability and flexibility. The dietitians 
are actively engaged in various 
community programs, such as the 
Lifestyle Enhancement Program, A1C 
Program and health fairs to promote 
overall awareness about nutrition and 
disease management. As an example, 
Andrea Plunkett, RD, facilitated a four-
week educational program for diabetes 
management in the Comprehensive  
Care Center and is currently involved  
in a New York State grant project, 

“Healthy Aging Initiative.” This four-
month workshop series is designed to 
promote a successful and healthy aging 
process for the community’s growing 
aging population. 

In addition to public education, the 
SBH nutrition team has also increased 
its involvement in physician education. 
Multiple dietitians are involved in 
providing on-going nutritional education 
to physicians in the Department of 
Pediatrics and Department of Medicine 
– Critical Care service. 

One of the future goals of the Nutrition 
Department is to be more involved 
in community outreach programs by 
collaborating with the Health Education 
Department to bring nutrition and 
health awareness to the community. To 
be most effective with the most positive 
outcome, education needs to reach people 
at an early age. Our vision is to get more 
involved in the local schools and Head-
Start programs, in addition to the senior 
centers and adult daycare programs, to 
promote a better quality of life to all. 

Equally important, better nutritional 
education to our hospital staff can 
also expand our education network 
and support reaching out to the 
communities beyond SBH. The Bronx 
is ranked last (62 out of 62 counties) 
for health outcomes in New York State. 
The rates of diabetes and obesity are 
skyrocketing and are affecting both 
adults and children. According to the 
New York City Department of Health, 
“an estimated 987,000 New Yorkers 
have diabetes, and 19 percent among 
them don’t know they have it.” These are 
very alarming statistics. It is also quite 
alarming that “40 percent of elementary 
school children are overweight,” and 
so are at increased risk for developing 
diabetes. Other chronic illnesses, such as 
asthma, heart disease and kidney disease 
also disproportionately effects the Bronx. 

More emphasis must be placed on health 
promotion and disease prevention if we 
want to have healthier communities. The 
registered dietitians at SBH are committed 
to help effect change in the community – 
and lead to better outcomes.

VISION
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Leaders represent, direct,  
and set the organization’s goals. 
Leaders say whether the ends 
justify the means or whether 
both matter. Leaders have the 
tremendous responsibility of 
others following their example. 

THE TONE AT THE TOP 
By Cassandra Andrews Jackson, Compliance and HIPAA Officer, SBH

COMPLIANCE NEWS

According to “Tone at the Top:  
How Management Can Prevent Fraud 
in the Workplace,“ as presented by 
the Association of Certified Fraud 
Examiners, “Tone at the top refers to 
the ethical atmosphere that is created 
in the workplace by the organization’s 
leadership. Whatever tone management 
sets will have a trickle-down effect 
on employees of the company. If the 
tone set by managers upholds ethics 
and integrity, employees will be more 
inclined to uphold those same values. 
However, if upper management appears 
unconcerned with ethics and focuses 
solely on the bottom line, employees 
will be more prone to commit fraud 
because they feel that ethical conduct 
is not a focus or priority within the 
organization. Employees pay close 
attention to the behavior and actions of 
their bosses, and they follow their lead. 
In short, employees will do what they 
witness their bosses doing.”

There are ways to assess an organization’s 

ethical culture; these include reviewing 
how exceptions to the code of conduct 
are handled. Tough, but fair and 
consistent consequences tend to indicate 
a stronger tone at the top; monitoring 
hotlines for issues that consistently 
arise – for instance, ongoing reports of 
harassment – may indicate executive 
leadership is only paying lip service to 
the idea that all employees should be 
treated with respect. Does the training 
budget allow for all employees to 
receive training on the ethical culture 
the organization claims it’s trying to 
cultivate? Look for small exceptions to 
the rules that can indicate a “do as I say, 
not as I do” mentality. For instance, an 
organization may require all employees 
to change their computer passwords 
every three months, but looks the other 
way when senior leaders flout the rule. 
According to an article written by Karen 
Kroll, a writer focusing on corporate  
and consumer finance and business 
issues in a MIS Training Institute 
newsletter, “Even if management says 
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everyone is held accountable, this shows 
the rules really are for those lower  
in organization.”

As it pertains to supporting compliance, 
and in plain language, “Tone at the 
Top” speaks to the message that leaders 
communicate both in words and 
actions. For example, whether folks 
attend compliance meetings, respond 
to the compliance officer or compliance 
department in a timely manner, 
take his/her calls, provide requested 
documentation, integrate compliance in 
the department operations, speak highly 
of the compliance program and functions, 
are willing to support it with resources — 
you know, all those intangibles that add 
up to “Tone at the Top”.

Now, absolutely, the leaders are supposed 
to model compliance. But, the leaders 
don’t make the entire organization. They 
are a small (very small) percentage of 
the workforce. While the leaders lead, 
the work of this organization proceeds 

with the many hands of many employees 
dispersed throughout the campus. 

For example, while Rob Church serves 
as the SBH’s chief nursing officer, an 
army of nursing professionals serves 
SBH’s patients. While Mary Grochowski 
serves as SBH’s chief financial officer, 
another host of finance staff are 
ensuring that the hospital, vendors and 
employees are paid. While Dr. Jitendra 
Barmecha leads the IT Department as 
SBH’s chief information officer, an array 
of information technology staff runs 
reports, responds to help desk requests 
and fixes hardware issues. 

Absolutely, the “Tone at the Top” is 
significant, and leaders must model 
compliance. But, all of us are responsible 
to follow their model of compliance, to 
model compliance for others and for 
ourselves. That makes me the top of my 
own table of organization, even if it’s a table 
of organization of one. So, what does that 
mean? Here are some tangible examples:

•   Comply with SBH’s policies, 
from the very easy, e.g. wear 
your identification card, to the 
more challenging, don’t accept 
cash/gifts from vendors or 
patients

•   Report non-compliance to your 
leaders, the compliance officer, 
or anonymously at 844-239-
0567

•   Disclose conflicts of interest to 
the Office of Compliance

•   Complete mandatory training

•   Secure patient information 

•   Practice the DRIVE to patient 
centered excellence

•   Ask vendor representatives for 
their identification card

•   Prepare comprehensive 
and timely medical record 
documentation

If each of us sets the tone of compliance 
for ourselves, SBH is guaranteed to 
have a compliant organization. Not a 
perfect organization that doesn’t make 
errors, but, an organization that is 
actively looking for errors, reporting, 
investigating, and correcting errors. This 
is an organization where each workforce 
member is valued, understands his 
or her value to the health and wealth 
of the organization, is encouraged to 
engage, and feels safe to wave a red flag 
of concern. In other words, we’ll have 
an organization that understands and 
practices compliance. 

“ All of us are responsible to follow their model of compliance, 
to model compliance for others and for ourselves. That makes 
me the top of my own table of organization, even if it’s a table of 
organization of one.”
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Maybe a year or so into being 
an attending physician, my wife 
noticed a prominent vein on 
the side of my leg. “You’ve got 
to start wearing compression 
socks,” she said. I should have 
known what was going on.

Like many healthcare workers, I spend 
most of my day on my feet. This can lead 
to a wide range of problems and this 
prominent leg vein was the first sign of 
venous insufficiency. The heart pumps 
blood to the body, which is carried 
to the legs by progressively smaller 
arteries. The way that blood gets back to 
the heart from the legs is not nearly as 
straightforward a process.

If we’re running, jumping, being active 
in any way, the muscles of the legs move 
and push the blood up towards the heart, 
assisted by one-way valves in the veins. 
Unfortunately, when we’re just standing, 
blood can collect and pool in the veins. 
Over time, veins can distend and the 
valves in those veins can start to fail, 
leading to worse and worse symptoms of 
venous insufficiency.

The first step in prevention for people at 
risk for venous disease, such as people 
working on their feet, is compression 
socks. Having the external pressure 
provided by the socks keeps blood from 
pooling in the veins and breaks the cycle 
of veins getting bigger and the valve 
function getting worse. It’s estimated 
that 70 percent of the blood in the body 
is in the veins. Wearing compression 

socks has been reported to give increased 
energy. I didn’t believe it at first but for 
me, it’s real. Having blood squeezed out 
of my legs and available for the rest of me 
really gives me a burst. 

Since I started wearing compression 
socks a few years ago, I now wear them 
every day and at every occasion. So 
even when I’m not wearing compression 
socks, my veins function and look just 
fine. Not everyone is so lucky though. 

Approximately 15 percent of the United 
States’ population is affected by varicose 
veins, the prominent, swollen and 
twisted looking veins that often are the 
first sign of venous disease. Many are 
bothered by the physical appearance 
of these veins, but this is the least of 
it, these veins can also make you more 
susceptible to blood clots, which can be 
painful and even life-threatening.

The pooling of blood can also lead to 
skin changes and ulcers which can 
become infected and very difficult to 
heal without treating the underlying 
venous disease. The prevalence of 
chronic venous insufficiency has been 
estimated to be as high as 40 percent, as 
symptoms can be as vague as swelling 
and/or heaviness of the legs. Often, 
people won’t even know how badly their 
veins are doing until they get treatment. 

Chronic Venous Insufficiency
SBH has a new diagnostic evaluation for under-diagnosed,  
under-treated disease.  By B. Bobby Chiong, MD Chairman, SBH 

Radiology Department 

DIAGNOSTICS 

To meet the needs of these patients with 
concerns about venous insufficiency, the 
radiology clinic at SBH now offers  
a diagnostic evaluation. After taking  
a history and performing a physical exam, 
the first test we provide is ultrasound. 
Using the power of doppler ultrasound, 
we can determine the direction of blood 
flow in a vein. On standing up, valves 
should keep blood from going towards the 
feet. If ultrasound shows that the blood is 
going away from the heart, damage 
 to the valves has already been done. 

While socks might still help in this 
setting, the next step usually calls for 
eliminating the damaged vein. Blood will 
then have a chance to find its way to veins 
with healthier and properly functioning 
valves. The old-fashioned way of doing 
this was by surgical removal of the vein, 
which was often a very traumatic and 
bloody process. The most advanced way 
to treat this problem is through thermal 
ablation. Instead of tearing out the 
offending vein, we now place a catheter 
to “cook” the vein. These catheters have 
a laser that generates heat. Alternatively, 
there are medications that we can inject 
to scar the veins shut. These minimally 
invasive, radiology-guided procedures are 
performed with local anesthesia, relatively 
quickly, with patients resuming their 
normal activities the same day. Success 
rates are as high as 98 percent.

Certainly venous disease is under-
diagnosed, under-treated, and under-
appreciated. Even in my own leg, it took 
my wife pointing it out to me that my veins 
were starting to fail me. For such a mild 
case as mine, I was still very impressed how 
much better I felt once I started taking care 
of my veins. With patients that we’ve 
treated for non-healing chronic venous 
ulcers and large varicosities, the difference 
has been night and day. It’s one of the 
more fulfilling parts of the way we practice 
radiology here at SBH.
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RESIDENCY SPOTLIGHT

It would be an understatement to say 
that Dr. Kim took a circuitous route 
to becoming a PGY-1 in psychiatry. 
Prior to starting her training at SBH, 
her journey after graduation from the 
University of Rochester included the 
following stops: earning a law degree 
from Pace University; working at both 
AIC, the global insurance company, 
and Cravath Swaine and Moore, a 
prestigious law firm; doing medical 
research; picking up Master’s degrees 
in healthcare management from the 
University of Rochester and biomedical 
sciences from Rutgers/UMDNJ, AND 
getting her MD from St. George’s 
University (and, oh by the way, having  
a baby who just turned one). 

“I always wanted to be a doctor,” 
says Dr. Kim. “I took my LSATs at 
the same time I took my MCATs.” 
She says that her father, who like her 
mother emigrated from South Korea 
and together ran a successful printing 
company in Long Island City, always 
dreamed of becoming a doctor and this 
may have rubbed off on her. “He kept 
asking me while I was in law school, ‘Is 
this still (going to medical school) what 
you want to do?’”

By the time she was approaching 30, 
and well into a successful law career, 
with her MCAT score about to expire, 
it was recommended that if she was 
still interested in medicine she should 
consider a graduate degree in a health-
related field. She did this, and shortly 
thereafter was accepted at medical 
school. Here, she got to know three 

different healthcare systems – year one 
in Grenada, year two in the United 
Kingdom, and years three and four at 
Elmhurst Hospital in Queens. 

Initially considering risk management, 
hospital administration or political 
advocacy, and questioning whether 
she wanted to do a residency, Dr. Kim 
eventually found herself drawn to 
patient care. Her interest in obstetrics/
gynecology shifted to reproductive rights 
and teenage counseling. “I realized that 
psychiatry made sense, and would be a 
very good fit with my legal background.”

While it is not unheard of for doctors to 
broaden their knowledge by attending 
law school later in their careers – after 
all, law school classes can be taken 
part-time at night – very few do it the 
other way around (although there are a 
handful of medical schools that offer a 
combined six-year MD/JD program). 

“As soon as someone finds out you’re 

a lawyer, the jokes start coming,” Dr. 
Kim says. “A lot of people, especially in 
healthcare, say, ‘Oh, you’re a lawyer, I have 
to watch what I say around you.’ I always 
tell the other residents, ‘Think about what 
your notes are going to look like when 
posted on a screen in front of the court.’” 

Being a lawyer was a career she enjoyed 
– and which paid considerably more 
than what she will earn annually as a 
resident over the next four years.

“It’s not that I didn’t love what I did as 
a lawyer,” she says. “Everyone assumes 
I hated it, which is not so. I hope to 
combine what I learned from it to 
become a better doctor.” Unsure what 
her future medical plans are, she admits 
to having a fascination with forensic 
psychiatry. “Whatever I do, I know that 
patient care is going to be a big part of it.” 

And, at least for now, her husband  
can relax. She’s not looking to return  
to school any time soon.

A WELL-EDUCATED RESIDENT
Jennifer Kim’s soon-to-be husband generated more than a few chuckles from family and friends when 
he pledged in wedding vows to his betrothed, tongue firmly planted in cheek: “I promise to love you 
forever – if you promise to stop going to school.” 
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The patient, a young 
construction worker, was 
rushed to the emergency 
department at SBH following 
an on-the-job accident. 
Conversant only in Polish, his 
native language, it was difficult 
for staff to communicate with 
him. Then, looking around the 
room, someone came up with a 
rather obvious solution. 

“We don’t get many Polish people here 
and someone else was interviewing 
him. When they realized he spoke 
Polish they asked if I could help,”  
says Dr. Katarzyna Matyjaszek,  
a PGY-3 in emergency medicine,  
who came to America with her family 
from Krakow at the age of 15. “I was 
very excited to use my Polish.” And 
the patient’s response? “After being 
surprised, he was very excited  
to see that someone could speak  
with him.” 

Dr. Matyjaszek remembers being 
“terrified,” when her parents uprooted 
her as she was entering high school.  
“I was not excited about it at all.  
I did not want to leave my friends  
to move to a small apartment in 
America,” (in Copiague, a small Long 
Island town with a significant Polish 
population and deli).

“The first year was the worst, I almost 
don’t want to think about it,” she recalls. 
“In high school, I was scared because 
I didn’t speak English well and I didn’t 
make any friends because I didn’t want 

to talk to anyone. I felt pretty isolated.”
Back in Poland, she lived an “outdoorsy 
life,” indulging her love of animals  
and working at a nearby horse stable.  
On Long Island, she needed to depend 
on her parents for transportation to 
leave her home. 

One summer on vacation back in 
Poland she found herself intrigued by 
the huge anatomy books her cousin, 
who was attending medical school 
at that time, carried with her. This 
spurred an interested in studying 
medicine. Her interest grew after she 
volunteered to work with neonatal 
babies at nearby Stony Brook Hospital.

After college, she took a year off 
traveling throughout Australia. Once 
she made the commitment to attend 
medical school, and getting over the 
shock of doing rotations in busy ERs 
at St. Barnabas Hospital and Bellevue, 
she realized she liked the fast pace of 
emergency medicine.

Today, you can barely hear a trace of 
an accent. Yet, if any Polish-speaking 
patients come into the ED, she’s got 
their back.

From KRAKOW To The BRONX

ABOVE AND BEYOND
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Medical Mission to the Dominican Republic
Dr. Juanita Rufran, a PGY-2 in podiatry at SBH, recently spent a week in the Dominican Republic on 

a medical mission. She writes about her experiences below.

ON A MISSION

This past summer, I was presented 
with an invitation to join the New 

York College of Podiatric Medicine’s 
International Podiatry Club on their 
medical mission to the Dominican 
Republic. I was more than happy to accept 
the invitation being a big fan of travel, 
adventure and, of course, helping people. 
Needless to say, I had the experience 
of a lifetime. The patients I saw had a 
huge positive impact on me, and I could 
only hope I provided the same to them 
through my medical care and treatment. 

After the flight and a very warm 
welcoming, we made our way up the 
hills of rural Santiago to our sleeping 
headquarters and, after inventory was 
completed, slept in anticipation of the day 
to come. In the morning, I was humbled 
to find that most people in the Dominican 
Republic do not have the luxury of hot 
water – never again will I take my hot 
showers for granted. After my freezing 
but refreshing shower, I was ready to treat 
some feet. We packed our supplies and 
headed to meet our patients. When we 
arrived, we were greeted, to our surprise, 
by what looked like 100+ people sitting or 
standing inside and outside of the clinic, 
most with soiled bandages on their feet.  
I have to admit, it was a bit overwhelming. 
I questioned what I had gotten myself into. 

Once we became acquainted with the 
other physicians in the clinic and settled 
in, the patients began to trickle into the 
examination rooms, one by one. Although 
some patients were more hesitant than 
others to receive treatment, each and 
every one of them was extremely grateful 
for our services. The clinic itself lacked 
many of the sterilization protocols 

commonly used for invasive procedures 
in the U.S. For example, amputations 
of digits, which would have been 
performed in an OR in the Bronx, were 
done here without general anesthesia.

The patient I most vividly remember 
was a man that I followed up daily with 
during the mission. He presented with 
a wound to his left foot that was filled 
with pus and necrotic tissue, as well as 
a cellulitis that tracked up his left leg. 
The patient stated that he worked on 
his feet daily. However, like most of 
our patients, he wore slip on sandals. 
The man needed a wound incision 
and debridement more than most of 
the other patients and, fortunately, 
being that he was neuropathic, he was 
able to tolerate the procedure bedside. 
After about the third or fourth day 
of debridement and antibiotics, the 
cellulitis in his left leg subsided. He 
was grateful and our medical team was 
relieved to know we saved this man’s 
limb, and quite possibly his life. 

According to the International Diabetes 
Federation, the prevalence of diabetes in 
adults in the Dominican Republic is 8.1 
percent and rising. Although we spent 
considerable time educating our patients 
during the mission on wound care, I know 
the impact was minuscule. However, if 
everyone stepped up to the plate when 
given the opportunity to make even the 
slightest impact, many more lives would 
be saved or at the very least improved.

The mission left me with immense 
gratification. The patient population 
we treated was definitely in need of our 
services, and although the impact we had 
may have been small, I would do it again 
in a heartbeat. I encourage all physicians 
to take a medical mission at least once 
in their lives to learn about other patient 
populations around the world. Also, 
such an experience helps one to grow 
in humility and grace, realizing how 
fortunate we are to have such a multitude 
of conveniences that are lacking in many 
other parts of the world.

The author is second from left.
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Obstructive sleep apnea (OSA) is 
a condition that all too often goes 
undiagnosed. And yet, according 
to the National Sleep Foundation, 
it affects an estimated 18 million 
Americans (with more than a 
quarter of all adults considered 
at risk). If left untreated, due to 
fragmented sleep and low blood 
oxygen levels, it can lead to 
hypertension, heart disease, mood 
and memory problems and, in 
some cases, death. 

OSA happens when the airways in one’s 
nose, mouth and/or throat are blocked 
or narrowed. This may occur due to 
bones or tissues that are too large or 
irregularly shaped. At night, when the 
individual lies down, they can press 
down on the airway, narrowing it and 
causing the condition.

Sleep is one of the most basic of human 
needs, and yet it’s rarely discussed  
during a typical primary care visit.  
This is unfortunate because identifying 
OSA or other sleep disorders can be 
as simple as asking patients one or 
two questions. This is particularly 
important when the primary care 
physician is having difficulty 
controlling patients with such 

Sleep Apnea Begins with the  
Primary Care Physician
By Mediha Ibrahim, MD, Director of the Center for Sleep Medicine at SBH

associated comorbidities as diabetes, 
hypertension, atrial fibrillation 
or mood disorders, despite the 
intervention of medication. 

Physicians should also consider 
screening patients who present with 
obesity or wide neck circumference  
(17 or more inches for a man, 16 inches 
or more for a woman), which are 
common signs for OSA. Other signs that 
can be determined during a physical 
exam include a recessed chin or a low-
hanging soft palette. Typical symptoms 
of OSA can include:

•   General sleepiness 

•   Trouble concentrating

•   Waking up with a headache

•   Loud snoring, gasping or 
choking while sleeping

•   Tossing and turning  
during sleep 

NEW FINDINGS
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Additionally, since home monitors tend 
to only measure breathing during sleep, 
it can be difficult to determine if the test 
is inaccurate or the patient is negative for 
OSA despite symptoms. 

A sleep study monitors the patient’s 
sleep state, eye movement, muscle 
activity, heart rate, respiratory effort, 
airflow and blood oxygen levels.  
It will diagnose both sleep apnea  
and its severity. 

A CPAP (continuous positive airway 
pressure) device is the gold standard 
when it comes to treating OSA. 
Covering the nose and/or mouth, 
the mask gently blows air into the 
airway to keep it open during sleep. 
Other treatments include oral 
breathing devices, medication and 
surgery (the most common being 
uvulopalatopharyngoplasty, which  

is the removal of extra tissue in the  
throat; or a maxillomandibular 
advancement, or MMA, which moves 
the upper and lower jaw forward to 
enlarge the airway.)

Lifestyle changes can also be initiated  
by the PCP. This includes helping  
the patient lose weight (if necessary), 
convincing them to change their  
sleep position (sleeping on their side 
instead of back), going to sleep at the 
same time every night, not smoking, and 
avoiding alcohol and sedating medicines 
before bedtime. 

OSA is a preventable condition, one 
that can be addressed and treated long 
before it becomes a serious problem. 
Taking that first step by asking the right 
questions and getting the patient help 
if necessary, needs to begin with the 
primary care physician. 

Lifestyle, ethnicity and age can also play 
a role. Those who smoke, use alcohol or 
take medication, are over the age of 40; 
and are Hispanic or African-American 
have an increased likelihood of OSA.
Screening can be as simple as including 
a section on sleeping in a new patient 
intake/annual physical exam form. 
The STOP questionnaire, for example, 
contains these four yes/no questions 
related to sleep apnea: 

   Do you snore loudly? 

   Do you often feel tired, 
fatigued, or sleepy during  
the daytime? 

   Has anyone observed you  
stop breathing during sleep? 

     Do you have or are you  
being treated for high  
blood pressure? 

Two or more “yes” answers would 
indicate an increased risk for OSA. More 
expanded questionnaires can also be used. 

Then What?
Should the PCP suspect a patient of 
having OSA, the individual should be 
referred to a sleep center for an overnight 
sleep study. Home monitoring is a 
second option, but should only be used 
for uncomplicated patients without any 
comorbidities (e.g. COPD, heart failure 
or morbid obesity) that might require 
medical intervention during the study. 

“ Screening can be as simple as including a 
section on sleeping in a new patient intake/
annual physical exam form.”



SBH Internal Medicine Residency:  
A TRUE MELTING POT

by Steven ClarkAt the recent alumni reunion for 
SBH internal medicine residents, one 
40-something-year-old alumnus spoke 
fondly of his three years as a resident, a 
time he spent running with a cadre of 
colleagues who came to the Bronx from 
his hometown in Pakistan. 

These days, that is not likely to happen.

“We try to avoid cliques from forming 
and they are not as likely to form today, 
even if it’s only natural that those from 
certain parts of the world will tend 
to gravitate to each other,” says Dr. 
Victoria Bengualid, director of the 
residency program.

The program receives about 3,000 
applicants annually and chooses to 
interview about 250 – 300 during an 
intensive process that begins in October 
and lasts until Thanksgiving. Many 
of the prospective residents will have 
already spent several years in their 
native countries as physicians, often 
in far more independent roles than 
they will experience as residents in the 
U.S. One recent resident, for example, 
worked as a neurosurgeon back home. 
Considering the patient population in 
the Bronx where many speak Spanish, 
an emphasis over the last several years 
has been placed by the department’s 
leadership on bringing in qualified 
applicants from the Caribbean Islands, 
Mexico and Central and South America 
(although the greatest number of 
residents are still from India).

“Our residents are very appreciative of 
the chance to work at SBH. Many 
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The 97 residents in this year’s program, in fact, 
including the two chief residents, represent no 
fewer than 31 different countries. Diversity is the 
name of the game. They come, in alphabetical 
order, from: Albania, Argentina, Bangladesh,  
Belize and Brazil. China, Colombia, Costa Rica, 
Cuba and the Dominican Republic. Ecuador, 
Egypt, El Salvador, Germany and India. Indonesia, 
Iran, Iraq, Israel, Jordan and Mexico. Nicaragua, 
Nigeria, Pakistan, Panama and Paraguay. Peru, 
South Korea, Syria, the United States and Venezuela.

Drs. 1. Katherine Garcia (Dominican Republic), 2. Giannina Folgarait (Belize), 3. Rasha Shahin (Syria), 4. Roshni Culas (India), 5. Shadi Safar-Gholi (Iran), 6. Evan Siau 
(Indonesia), 7. Alberto Brizuela (Venezuela), 8. Juan Carlos Sequiera (Nicaragua), 9. Paula Dibo (Argentina), 10. Monica Mauri (Cuba), 11. Adriana Moncayo (Ecuador), 
12. Tina Wexler (Israel), 13. Giovanni Cordoba (Costa Rica), 14. Rezaul Hoque (Bangladesh), 15. Harry Shao (Canada), 16. Julianna Bahia Mazzaferra (Brazil), 17. Oscar 
Cisneros (El Salvador), 18. Hernando Salazar (Colombia), 19. Hassan Mohammed (Egypt), 20. Cong Zhou (China), 21. Umair Chisti (Pakistan), 22. Opeyemi Ayeni 
(Nigeria), 23. Sabrina Goth-Brana (Germany), 24. Christopher Brana (United States), 25. Tariq Halasa (Jordan), 26. Andrea Broka (Albania), 27. Mohammed Algodi 
(Iraq), 28. Roberto Cerrud Rodriguez (Panama), 29. Renato Bobadilla (Peru), 30. Diego Alcaraz (Mexico) .
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of course, there is the annual Winter Ball.

“I would say that the residents don’t see 
nationalities in their peers, and I think 
that’s the beauty of it,” says Dr. Evan 
Siau, the department’s second chief 
resident, who grew up in Indonesia 
and attended medical school in China. 

COVER STORY

At the recent alumni reunion for 
SBH internal medicine residents, one 
40-something-year-old alumnus spoke 
fondly of his three years as a resident, a 
time he spent running with a cadre of 
colleagues who came to the Bronx from 
his hometown in Pakistan. 

These days, that is not likely to happen.

“We try to avoid cliques from forming 
and they are not as likely to form today, 
even if it’s only natural that those from 
certain parts of the world will tend 
to gravitate to each other,” says Dr. 
Victoria Bengualid, director of the 
residency program.

The program receives about 3,000 
applicants annually and chooses to 
interview about 250 – 300 during an 
intensive process that begins in October 
and lasts until Thanksgiving. Many 
of the prospective residents will have 
already spent several years in their 
native countries as physicians, often 
in far more independent roles than 
they will experience as residents in the 
U.S. One recent resident, for example, 
worked as a neurosurgeon back home. 
Considering the patient population in 
the Bronx where many speak Spanish, 
an emphasis over the last several years 
has been placed by the department’s 
leadership on bringing in qualified 
applicants from the Caribbean Islands, 
Mexico and Central and South America 
(although the greatest number of 
residents are still from India).

“Our residents are very appreciative 
of the chance to work at SBH. Many 
medical school graduates throughout 
the world want to train in the U.S.,”  
says Dr. Edward Telzak, chair, 
Department of Medicine at SBH.  
Adds Dr. Shorabh Sharma, one of this 
year’s two chief residents, “The U.S. is 
viewed as the mecca of medicine.”

Virtually all of the residents not only 
want to train in the U.S., but want to 
practice here once their training is 
completed (with the only exception, for 
the most part, being those, primarily 
from the Mideast, who are required by 
their native countries to return home).

According to Dr. Rajan Gurunathan, 
chief, division of general medicine, 
“Our residents are a very dedicated 
group, but it’s tough coming to the U.S., 
and the Bronx in particular. Many come 
here by themselves without a support 
group. When you can’t sleep at 2 in the 
morning and, maybe, you’re dealing 
with a patient’s death, you often need to 
process it in a certain way. That’s when 
the other residents are there for support.”

While all residents must speak English 
fluently to be considered for a position, 
cultural differences, homesickness 
and adjusting to living and working 
in the Bronx can make life somewhat 
intimidating at first. Dr. Bengualid 
speaks about how certain residents from 
Eastern Asia, especially the women, 
tend to be very reserved. “We tell them 
that’s not necessarily a bad trait, but 
to do your job effectively you need to 
moderate your shyness.”

Leadership focuses on teamwork, doing 
what it can to help the residents adjust 
by hosting various events. Diwali, for 
example, may be the Indian “festival 
of lights,” yet residents from Ecuador 
or Jordan are also encouraged to 
partake in the costumes and the food. 
The department holds a picnic and a 
retreat, and residents get to bond over 
their mutual love of familiar sports, 
like soccer and cricket. Often, residents 
from different parts of the world end up 
rooming together, or at least bonding 
over meals with such native fare as 
falafel, kimchi and biryani. And then,  
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“ Let food be thy medicine  
and medicine be thy food.”  
— Hippocrates 

A growing number of studies have 
shown that plant-based diets are the real 
thing. They can help prevent and even 
reverse chronic conditions like heart 
disease, diabetes and cancer. 

According to an analysis of risk factors 
over a 20-year period from 1990 – 2010, 
it was found that the leading cause of 
early death and disability in the United 
States is, in fact, diet. 

“What we are finding in the literature 
is that whole food, plant-based diets 
have the potential to dramatically 
decrease cardiovascular complications 
and potentially prevent cancer,” says 
Dr. Rajan Gurunathan, chief, division 
of general medicine, Department 
of Medicine at SBH. “The literature 
that started to populate this theory 

The Arrival of the Plant-based Diet 
By Steven Clark 

NUTRITION

started back in 2005 when T. Colin 
Campbell and his book, “The China 
Study,” looked at diets and its relation 
to cardiovascular disease and cancer-
related outcomes. What we are seeing is 
that more and more research is coming 
out that supports the plant-based model 
as more beneficial than the typical meat 
and potatoes diet that many Americans 
are used to.” 

The China Project, which the book 
is based on, presented researchers, at 
the time, with a unique opportunity 
to study a Chinese population that 
tended to live in the same area all their 
life and to consume the same diets 
unique to that particular region. Their 
diet, in stark contrast to the Western 
diet, was low in fat and high in dietary 
fibers and plant materials. Campbell’s 
book examined the link between the 
consumption of animal products 
(including dairy) and chronic illnesses 
like cardiovascular disease; diabetes; 
and breast, prostate and bowel cancers. 
Their conclusion was that a plant-

based diet – one that avoided animal 
products, processed foods and refined 
carbohydrates – can escape, reduce or 
reverse the development of these diseases. 

“Many people may equate this to 
veganism or vegetarianism, but it’s not 
entirely the same,” says Dr. Gurunathan. 
“Vegan diets eliminate all animal 
products, including dairy, and are 
100 percent plant-based. Vegetarians 
eliminate animal products, with the 
exception of dairy and whole foods. The 
movement towards a more plant-based 
diet emphasizes whole food, plant-
based options, while de-emphasizing 
animal products (including meat, dairy, 
and eggs), processed foods, and foods 
high in sugar and fat, replacing them 
with a diet that has a higher percentage 
of fruits, vegetables, nuts, legumes and 
whole grains. Even if patients are not 
ready to go fully plant-based, simply 
increasing the percentage of fruits, 
vegetables, nuts, legumes and whole 
grains, while decreasing the percentage 
of animal products, processed foods, 
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and foods high in sugar and fat, can have 
a profoundly positive impact on health.” 

SBH is embarking on an educational 
campaign for providers and patients. 
This includes a survey this month of 
attendings, residents and medical students 
on their feelings about the plant-based 
diet. “There are some barriers,” admits 
Dr. Gurunathan. “Diet is something that 
is very difficult to implement because 
there are so many cultural and patient-
focused preferences in this area. Yet, there 
is a real lack of awareness in the patient 
community about the potential benefits 
of this diet. We need to start educating 
physicians and we need to start educating 
patients that this is really something 
instrumental in cardiovascular health and 
reducing cancer risk. In addition, contrary 
to popular belief, plant-based foods can 
provide more than enough protein to 
satisfy the needs of an active and healthy 
lifestyle. Furthermore, plant-based foods 
have zero cholesterol, are a rich source of 

vitamins and minerals, and are the only 
sources of dietary fiber, which is essential 
for maintaining the health of the digestive 
tract. In fact, many world-class athletes 
have recently adopted a fully plant- 
based diet and have seen, if anything,  
an increase in energy and performance.” 

However, it should also be noted that 
eliminating all animal products from 
one’s diet does increase the risk of certain 
nutritional deficiencies. Micronutrients 
of special concern for vegans include 
vitamins B-12 and D, calcium, and 
long-chain n-3 (omega-3) fatty acids, 
which should be supplemented. 

In light of this, the SBH Food and 
Nutrition Services Department rolled 
out “meatless Mondays” this month. 
As part of National Nutrition Month in 
March, it offered recipes for plant-based 
meals. According to Karen Travali, 
department director, discussions 
have been underway between her 
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department, senior management and 
the Department of Medicine about 
expanding “meatless Mondays” to 
inpatient meals. 

“I think from a physician perspective, 
it has always been more traditional 
to look at pills and other kinds of 
interventions for improving health,” 
says Dr. Gurunathan. “The biggest 
barrier from a patient perspective is a 
lack of awareness. Additionally, there is 
a perspective that maybe these kinds of 
foods are not accessible, or they may be 
too expensive. Then, there is the inertia 
of maybe not wanting to change, that 
‘I’m ok the way that I am.’” 

Several healthcare institutions around 
the country and in New York City have 
started to incorporate the plant-based 
diet into their patient offerings, including 
Kaiser-Permanente in California, some 
HHC facilities in New York City, and at 
Montefiore Medical Center as part of 
its Cardiac Wellness program. SBH has 
taken a lead role in its approach. The 
Health and Wellness Center at SBH, 
scheduled to open in early 2020, will 
feature a rooftop farm that will produce 
fresh fruit and vegetables and a teaching 
kitchen that will give residents the 
chance to learn how to cook healthy and 
tasty meals for their families. This is the 
first of its kind in this part of the country. 

“ Conway lifted the bowl to his 
lips and tasted. The savour was 
slender, elusive and recondite, 
a ghostly bouquet that haunted 
rather than lived on the tongue.”   
— “Lost Horizon,” the 1933 novel 
describing the utopian paradise 
“Shangri-La.”

SBH will be growing produce in its rooftop farm later this spring.
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SBH is once again on the DRIVE to Patient-Centered 
Excellence by participating in the Baby-Friendly 
Hospital Initiative. Current research and the 
American Academy of Pediatrics, support breast 
milk as the optimal form of nutrition for newborns. 

The Baby-Friendly Hospital Initiative promotes early 
breastfeeding and non-separation of the couplet throughout 
their hospitalization to support infant bonding. Julie Crocco 
CNM, director of midwifery in the Department of Obstetrics 
and Gynecology, is currently the lead on the Baby-Friendly 
Hospital Initiative at SBH. I sat down with her to explore  
the initiative.

1. What is the Baby-Friendly Hospital Initiative?

The Baby-Friendly Hospital Initiative (BFHI) is a global 
program that was launched by the World Health Organization 
(WHO) and the United Nations Children Fund (UNICEF) 
in 1991. It recognizes hospitals that offer the optimal level 
of newborn care, infant bonding and infant feeding. As the 

accrediting body and national authority for the Baby-Friendly 
Hospital Initiative (BFHI) in the United States, Baby-Friendly 
USA (BFUSA) is responsible for coordinating and conducting 
all activities necessary to confer the prestigious Baby-Friendly® 
designation and ensure the widespread adoption of the BFHI  
in the US.

2. Why is it important?

Evidence shows that there are multiple health, economic 
and environmental benefits to breastfeeding. Evidence also 
supports that there are racial and ethnic disparities when it 
comes to breastfeeding initiation and continuation rates.
 
The Baby-Friendly Hospital Initiative assists hospitals in giving 
all mothers the information, confidence and skills necessary 
to initiate and continue breastfeeding. It compels facilities to 
examine, challenge and modify their policies and procedures.  
It requires training and skill building among all levels of staff.

Mothers who give birth at a Baby-Friendly Hospital are 
more likely to be breastfeeding at six months because of the 
institutional support they received.
 
3.  What are the “Ten Steps to Successful 

Breastfeeding?”

They are the broad framework that guides the Baby-Friendly 
Hospital Initiative. This includes:

1.  Have a written breastfeeding policy that is routinely 
communicated to all health care staff.

2.  Train all health care staff in the skills necessary to 
implement this policy.

3.  Inform all pregnant women about the benefits and 
management of breastfeeding.

4.  Help mothers initiate breastfeeding within one hour  
of birth.

5.  Show mothers how to breastfeed and how to maintain 
lactation, even if they are separated from their infants.

6.  Give infants no food or drink other than breast-milk, 
unless medically indicated.

10 Questions About the Baby-Friendly Hospital Initiative
By Olga Argeros, MD, Department of Obstetrics and Gynecology

BABY FRIENDLY INITATIVE
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7.  Practice rooming in – allow mothers and infants to 
remain together 24 hours a day.

8.  Encourage breastfeeding on demand.

9.  Give no pacifiers or artificial nipples to  
breastfeeding infants.

10.  Foster the establishment of breastfeeding support groups 
and refer mothers to them on discharge from the hospital 
or birth center.

Look for these steps, which are posted throughout the hospital.

4.  What is the “The International Code  
of Marketing of Breast-Milk Substitutes?”

Marketing of breast-milk substitutes, including infant formula, 
discourages mothers from initiating and/or exclusively 
breastfeeding their infants. The International Code of 
Marketing of Breast-Milk Substitutes calls for restrictions on 
the marketing of breast-milk substitutes. Hospitals and birthing 
centers wishing to attain and retain Baby-Friendly designation 
must abide by the provisions of this code.

Some of requirements of the code are:
•  No advertising or promotions of breast-milk substitutes to 

families and staff
•  No free samples or supplies in the health care system.

Not only do these practices reduce breastfeeding, they also 
increase consumer cost to those who formula feed. 

5.  Is formula forbidden to be used in a  
Baby-Friendly designated facility?

Baby-Friendly supports a mom’s right to choose how to  
feed her infant. It only requires that moms receive information  
on the benefits of breastfeeding prior to formula feeding. 
Formula-feeding moms receive full support from staff and 
receive information on safe formula feeding practices.

6.  How do these changes improve care?

All patients receive evidence-based medicine, where exclusive 
breastfeeding is promoted and there is a reduction in 
institutional bias. 
 
7.  How are physicians at SBH involved? What do 

they need to know?

Every employee is required to take the Healthstream Baby-
Friendly course and expected to be able to list two benefits 
of breastfeeding. Medical staff must include questions about 
current breastfeeding when caring for patients as this will guide 
medication prescribing, admission decisions, counseling and 
breastfeeding support.
 
 8.  Does SBH have a lactation room?

Not at this time. If a patient, visitor or staff member needs 
lactation support, they may contact the Mother-Baby unit and 
the staff will assist them. 

9.  What types of data are being collected?

The maternity department is collecting data on a monthly basis 
through interviews, surveys and EMR. The data is stratified by 
race and reflects breastfeeding rates and mother-baby bonding. 
Changes are implemented monthly to improve care.

10.  Who are the members of the team and what 
is their role?

A multi-disciplinary core committee includes staff from 
Mother-Baby, NICU, WIC, IT, administration and marketing 
that meets monthly. The required training for all hospital 
employees has been conducted on Healthstream. 

We are excited and proud that SBH is on the journey to 
obtain certification. We are in the final phase and expect to be 
evaluated for certification in Dec 2019. 

BABY FRIENDLY INITATIVE



35  |     SPRING 2019

Is the Time Right for Universal Health Coverage?
by Jeffrey Lazar, MD, MPH, Vice President, SBH Medical Staff

VIEWPOINTS

I can at least partly trace my belief 
in universal access to comprehensive 
health care back to my days as a 
graduate student in literature, before 
I had any inkling that I’d someday 
become a healthcare provider. In the 
midst of a terrifically snowy winter 
in Ithaca, NY, I was trying to track 
down a copy of Phillip Levine’s book, 
“What Work Is,” and while tromping 
along an unshoveled sidewalk towards 
a bookstore, I came across, stapled 
to a street corner telephone pole, a 
crudely photocopied poster publicizing 
a fundraising pancake breakfast that 
was being organized to assist a local 
individual with the monetary costs 
associated with the treatment of 
their inoperable brain tumor. I recall 
standing there, contemplating what 
almost felt like an absurdity verging 
on surreal: the fact that a fellow citizen 
stricken with a terminal illness would 
have to resort to a fundraising pancake 
breakfast, and not be supported by a 
society and a government that could 
so effortlessly provide for them. This 
struck me as grotesque, disheartening, 
and Neanderthalic. I did then, and still 
do, aspire to live in a society where 
everyone has access to quality medical 
care without having to worry about 
organizing a pancake breakfast to stay 
alive and financially afloat. 

Fast forward 25 years and I’m still 
terrifically disturbed by our nation’s 
approach to health care. As a member of 
Physicians for a National Health Program, 
I actively advocate for a functional form 
of universal health coverage. 
Our country has flirted successfully 
with limited forms of universal 

health coverage: e.g. Medicare and 
the Veterans’ Administration. When 
Lyndon Johnson signed Medicare into 
law, he stated, “No longer will older 
Americans be denied the healing 
miracle of modern medicine.” Implicit 
in that statement, of course, is that 
it’s okay for all other Americans to be 
denied the miracle of modern medicine. 
I, of course, don’t think that’s okay.

It is sadly amusing to read the history 
of the American Medical Association’s 
greed-and-self-interest inspired 
opposition to Medicare when it was 
introduced, with Dr. David Allman 
calling it “nine parts of evil to one 
part sincerity.” It seems so uniquely 
American for a physician, especially the 
head of our nation’s largest physician 
organization, to refer to health 
coverage as “nine parts of evil.” And 
Ronald Reagan at the time, acting in 
conjunction with the AMA, warned 
it was the beginning of the end of 
our personal freedom, horrifically 
misleading rhetoric which continues 
to be employed by one of our nation’s 
two main political parties. I also find 
it notable that those who are most 
staunchly against universal health 
coverage are unanimously in possession 
of very fine health coverage themselves. 

Working in New York City emergency 
departments now for over a decade, I’ve 
witnessed the ramifications of patients 
presenting with medical emergencies 
without health insurance. One of my 
first patients as a young attending was a 
woman who, while riding her bike down 
7th avenue, had been struck by a taxi. 
Her knee was literally shattered in many 

“Of all the forms of 
inequality, injustice in 
healthcare is the most 
shocking and inhumane.”  
– Martin Luther King, Jr.
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pieces. She pleaded with me to please let 
her go with crutches because she didn’t 
have insurance. I had to explain to her 
that if she ever wished to walk again, 
she’d have to consent to emergency 
surgery which would, of course, 
cost tens of thousands of dollars she 
obviously didn’t have. More recently in 
our own emergency department, I saw a 
young woman who presented extremely 
cachectic, sunken eyes and sunken 
cheeks, reporting a three-month history 
of weight loss because she was having 
profound difficulty simply swallowing 
food. When I inquired as to why she’d 
waited so long to seek medical care, 
her answer was she had been without 
insurance. I’m not certain if it is widely 
known that two of three Americans 
who declare personal bankruptcy cite 
medical issues as a key contributor to 
their economic downfall. It would seem 
a truism that no one should go broke 
for getting sick. But they do, by the tens 
of thousands on an annual basis.

With the recent election of the 116th 
United States Congress it appears 
that we may actually, and finally, be 

approaching a tipping point. While 
Americans in general aren’t exactly 
sure what they want, it now appears 
we have a plurality of Americans who 
believe they and their fellow citizens 
deserve universal access to healthcare. 
We may actually have evolved enough 
as a society where providing care for 
our fellow Americans can no longer 
be falsely sold as an example of 
government tyranny. 

“Medicare for All,” a term appearing 
more and more frequently in popular 
media can, and arguably does, mean 
many things. It could mean the abolition 
of private insurers, who vacuum up $500 
billion/year in administrative expenses. It 
could mean adopting a German model, 
where individuals are mandated to 
subscribe to their choice of private not-
for-profit insurance plans. I ultimately 
believe it matters less in what universal 
coverage ultimately is, and more what it’s 
not: the current system, where the family 
and friends of a patient with a brain 
tumor are reduced to stapling posters to 
a telephone pole in the middle of winter. 

“ Medicare for All,” a term appearing more and more 
frequently in popular media can, and arguably does,  
mean many things.”

VIEWPOINTS
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CASE STUDY

The infection on Ruben Medina’s right foot was not 
responding to the over-the-counter ointments he had 
been applying. Although it caused him little pain, 
the small sore had grown in size, turned darker and 
become foul-smelling from the pus leaking from it. 

His sister put her foot down – she insisted he see a doctor. 
So in early September, the 43-year-old Bronx man called an 
ambulance that took him to the emergency department at St. 
Barnabas Hospital. 

“His foot was gangrenous and if he had waited another day, half 
his foot would have needed to be amputated,” says Dr. Emilio 
Goez, director of podiatry at SBH, and the doctor who met 
Ruben that day in the OR. “If he waited two days, he probably 
would have ended up with a below-the-knee amputation. And, 
if he waited any longer, he might have needed an amputation 
at the hip and, possibly, could have lost his life from diabetic 
ketoacidosis.” 

Ruben was diabetic – even though he didn’t know it. High 
blood sugar levels found in diabetics can eventually damage 
blood vessels, which can lead to decreasing or interrupting the 
blood flow to a part of the body. Dr. Goez says patients like this 
are not unusual. He sees on average two adult patients a week 
who have foot problems – typically a toenail that hurts, a rash, 
or pain in the heel, not typically a foot that is gangrenous – who 
are shocked to learn they have diabetes. 

After consulting with the hospital’s infectious disease specialists, 
Dr. Goez removed the patient’s big toe that day and made a 
drainage incision that allowed the pus from the wound and the 
gas in the soft tissue to emerge. He prescribed an oral antibiotic 
and started debridement. Initially considering a skin graft, 

he chose to see how the patient did on a more conservative 
regimen – hyperbaric oxygen therapy (HBOT) – before 
recommending the surgery. 

HBOT involves administering 100 percent oxygen to the patient 
while immersed in a pressurized chamber (about three times 
higher than normal air pressure). HBOT works by improving the 
oxygen concentration in the patient’s blood, thereby increasing 
the amount of oxygen reaching the areas that need to heal. 

“This results in the formation of small blood vessels that bring 
the blood necessary for the skin structure to regenerate and 
shrink the wound,” says Dr. Goez. 

Although the clinical use of oxygen therapy to facilitate 
wound healing of diabetic ulcers began in the 1960s – the first 
controlled trial was reported over 20 years ago – Dr. Goez says 
that he never studied it as a podiatry student or resident and 
knew little about it until the hospital opened its Hyperbaric 
Oxygen and Wound Center in 2011. 

“Hyperbaric oxygen as a therapy for infected wounds was 
laughed at 20 years ago,” says Dr. Goez. However, he has since 
taken the therapy far more seriously by becoming certified 
in wound care and a member of the Undersea & Hyperbaric 
Oxygen Medical Society. In addition to recommending daily 
“dives” for three months (two hours per session) for Ruben, 
he performs debridement on a weekly basis to remove small 
amounts of dead and calloused tissue from the patient’s foot to 
further promote healing. 

The results have been extremely positive. A wound that was  
7 centimeters long by 4 centimeters wide shrunk to 1.3 centimeters 
by 1.6 centimeters a month after treatment began. Now, in his 
last week of therapy, the patient’s foot looks virtually healed. 

“Part of the healing process is due to the patient being 
compliant,” says Dr. Goez. “He understands his disease and 
has been a big part of the solution by doing the daily dressings, 
taking his medicine, seeing his primary care provider, staying 
off his foot as much as possible, and going to his therapy 
sessions. He even lost some weight. There’s been good care all 
around and it’s made a difference.” 

Saving a Limb in Patient with Gangrene
By Steven Clark 
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FINANCIAL PLANNING

The first day of work at a job  
after completing your residency 
or fellowship can and should  
feel fantastic. Finally, your  
career begins! 

Shortly, thereafter, the student loan bill 
shows up in the mail and that euphoric 
feeling begins to subside. How are you 
ever going to be able to pay off this debt, 
buy a home, start a family and God 
forbid, retire one day? 

For many doctors, the harsh reality of 
student loans coupled with a late start in 
savings can make achieving your goals 
daunting to say the last. Many other 
professionals are already well into their 
careers at the point in time when doctors 
are first graduating, or completing their 
residency or fellowship.

One of the first decisions doctors face 
is when to pay off their student loans. 
The cost of four years of undergraduate 
study and then medical school – and 
then, in many cases, choosing to go 
into forbearance during residency to 
postpone payments (while interest 
continues to accrue) or apply for 
deferment (which is not easy to qualify 
for) – can add up to quite a tidy sum. 

The statistics are pretty sobering. 
According to a recent study by the 
Association of American Medical 
Colleges (AAMC) 76 percent of 
students graduate medical school 

with debt. The average amount of debt 
incurred is $192,000, which when 
added to undergraduate loans probably 
approaches the same size of many 
people’s first mortgage.

However, unlike most mortgages where 
the homeowner is entitled to take a tax 
deduction for the mortgage interest 
paid (yes, it’s still available under the 

new tax law), student loan interest, 
while also tax deductible, is capped  
at $2,500 of deductible interest per year. 
Furthermore, if your income is above  
a certain amount, the deduction is  
not allowed.

Further complicating the issue are interest 
rates on student loan debt, which have 
continued to rise over the past few years.

The Student Loan: Pay Now or Pay Later?
By Howard Hook, CPA, CFP

Howard Hook is a fee-only Certified Financial Planner and CPA with the wealth management firm of EKS Associates in Princeton, NJ. 
He has been named to Medical Economics’ list of its top financial planners for physicians for nearly a decade.
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FINANCIAL PLANNING

If you decide to pay just the stated 
principal and interest it could take many 
years to pay off the debt (depending 
upon the loan term you chose). If you 
are fortunate to earn enough money to 
make significant additional principal 
payments, the loan term will shorten. 
But, before doing so, you need to ask 
yourself, “What will I be sacrificing by 
making additional principal payments?” 
What if making additional principal 
payments means you cannot contribute 
to a retirement plan at work? Or what 
if it means you won’t be able to save for 
a down payment on a house? Is it still 
worth paying the extra principal?

A common way to look for the answer 
is to do so from a financial perspective. 
If paying off debt early saves you years 
of interest payments of say 6 percent, 
that may make sense if you expect the 
returns you would have contributed to a 
retirement plan are likely to earn less than 
that. The problem there, of course, is by 
continuing to delay saving for retirement 
you create a larger savings need to reach 
your retirement goals. A 35-year-old with 
a savings goal of $1 million at age 65 needs 
to save approximately $15,000 annually 
(assuming the investment earns 5 percent/ 
year). Someone with the same goal who 
starts at age 40 needs to save $21,000 / year, 
or 40 percent more by waiting five years.

A better way to address whether to pay 
down the student loan debt would be 
to take a balanced approach. Putting 
50 percent of the additional principal 
into a retirement plan at work – which 
you would have put towards the student 
loan debt – is a good way to hedge your 
bets. This way you are paying down the 
loan while at the same time saving for 
retirement (or a house purchase, should 
that be the goal).

One benefit often overlooked when 
deciding whether to contribute to an 
employer retirement plan or pay down 
student loan debt is that many employers 
will match contributions made by you  
to the plan on your behalf (up to a 
certain amount). If that’s the case,  
it definitely makes sense to contribute  
to the retirement plan up to the amount 
of the match. After all, when adding  
in the match the return on the money  
is far superior to the interest saved on 
paying down the loan debt. For example, 
if you contribute $5,000 to a retirement 
plan at work and your employer matches  
100 percent of that contribution, at the 
end of the first year – even assuming  
the funds do not earn anything – it 
would be worth $10,000, which is a 100 
percent return on your money! Last I 
checked, no student loan interest rate  
was that high. 

In subsequent years as you earn more 
money, you can incrementally increase 
both the amount of additional principal 
you are paying towards the student loan 
and how much you are contributing to 
your other savings goal. For example, 
if in the first year you pay $5,000 of 
additional principal down towards  
your student loan and $5,000 into  
a retirement plan at work, try to 
increase each of those by 10 percent  
the next year ($5,500 to each). If you  
do this each year, the amount you 
will be contributing to both goals will 
continue to get larger and you will start 
to see some material changes in both 
your shrinking student loan balance  
and your growing retirement account.

Finally, try not to get overwhelmed 
by the amounts. Breaking it down 
into smaller chunks can help you stay 
motivated and on track. 

Retirement plan contributions are 
generally made via payroll, so putting 
away $5,000 a year when you get paid 
twice a month means $208 per paycheck 
is being saved. Since retirement plan 
savings are pretax (the contribution 
reduces your taxable income), the actual 
change in your net pay is less than $208. 

Additional student loan principal 
payments can be made in small 
increments as well. Using the example 
above, spreading $5,000 of additional 
principal payments over 12 monthly 
payments is $416.66 per month. Sending 
$208 from your paycheck that coincides 
with the due date for the monthly 
payment and then an additional $208 
from your next paycheck helps keep the 
increments small. Also, since student 
loan interest compounds daily, sending a 
mid-month payment can help pay down 
debt even faster.

It’s not a one-size-fits-all decision, but 
taking a closer look at your own unique 
situation can help you make a decision 
that works best for you.

“ Putting 50 percent of the 
additional principal into a 
retirement plan at work – 
which you would have put 
towards the student loan 
debt – is a good way to 
hedge your bets.” 
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SBH ETHICS

Ms. G is a 43-year-old woman with a history 
of chronic kidney disease, diabetes mellitus, 
hypertension and schizophrenia who was 
admitted for weakness, nausea and vomiting. 

Testing at the time of admission demonstrated irreversible  
end stage kidney disease which required the initiation of 
dialysis, although not on an emergency basis. The patient, 
however, refused dialysis, stating that she would only accept  
it if it were a “life or death situation.” She stated that her uncle 
had died of kidney failure and she felt that starting dialysis 
at this time would cause her harm. Repeated attempts to 
convince the patient of the need to initiate dialysis before a 
crisis arose were unsuccessful. She was told that if she waits 
for a “life or death situation,” she would face the very real risk 
of death. The safest plan of care, it was stressed, is to initiate 
dialysis at a time before she reaches a crisis stage. She repeated 
her feelings that only if she were dying would she agree to 
dialysis. She requested discharge home. 

Given her history of schizophrenia, a psychiatric consultation 
was obtained to assess the patient’s capacity for decision 

making. The patient had an extensive history of mental illness 
including several prolonged hospitalizations and a prior 
history of living in a psychiatric hospital for several years. 
Most recently she had been living in a group home and had 
been well controlled up until recently when she had stopped 
her anti-psychotic medications. The consultation determined 
that the patient did not have the capacity for decision making 
at this time due to her uncontrolled mental illness. Psychiatry 
recommended resumption of her anti-psychotic medication 
and to reassess capacity at a later date. 

The patient remained on the inpatient service, at times 
belligerent, refusing to speak with staff, refusing blood draws 
and at the time refusing to take her medication. She had no 
family or close friends, so a surrogate decision maker was 
unavailable. Based upon her lack of capacity and worsening 
renal function, consultations were placed to Interventional 
Radiology for placement of a dialysis catheter and 
Nephrology for initiation of dialysis. Both Nephrology and 
Interventional Radiology refused to proceed with catheter 
placement and dialysis as the patient was a high risk to 
dislodge the catheter and would require physical restraint and 
sedation for dialysis sessions. 

When a Patient Lacks Capacity
By Steven Reichert, MD, Director, Palliative Care



41  |     SPRING 2019

How should the treating team proceed?
The four basic tenets of medical ethics include: Beneficence 
(or, only do good things), Non-maleficence (or, don’t do bad 
things), Autonomy (or, the patient decides important things), 
Justice (or, be fair to everyone). When faced with a patient 
who appears to be making a decision which is poor (refusal 
of life saving surgery or treatment) are doctors obliged to 
save the patient’s life and do what will be good in the sense 
of prolonging life, or must they respect the patient’s rights to 
make a decision even if it demonstrates poor judgment? When 
a patient lacks capacity, the patient legally no longer has the 
rights to make decisions regarding their health. 

This patient presented with a life threatening, but not critical 
illness. Initiation of dialysis would avoid a life threatening 
situation and the patient would likely live for years to come. 
Permitting her to die in this situation could be perceived as 
maleficence. However, forcing the patient to accept dialysis 
would be impractical due to her belligerent nature. It would 
require sedation and physical restraint during dialysis (three 
hours, three times per week), which could be perceived as an 
undue burden, even with her lack of capacity. 

Court cases have repeatedly established the patient’s rights 
to refuse medical care (including food and hydration), 
provided that the patient demonstrate adequate capacity. 
Capacity is defined as sufficient understanding and memory to 
comprehend in a general way the situation in which one finds 
oneself and the nature, purpose, and consequence of any act 
or transaction into which one proposes to enter. If this patient 
understood the consequences of her decisions, her right 
to refuse dialysis must be respected. However, the patient’s 
schizophrenia, lack of a surrogate decision maker, lack of 
capacity and the impracticality of pursing against the wishes of 
a combative patient left the team with a clinical challenge.

How should the team proceed?
An ethics meeting was held to discuss the patient’s dire 
situation. The committee unanimously agreed that while 
dialysis cannot be started, the patient cannot be safely 
discharged without capacity. The committee stated 
that emergency dialysis should only be started in a life 
threatening situation. 

Summary
The patient was placed under 1:1 observation with elopement 
precautions. Over time, she agreed to take her antipsychotic 
medications and, so, became less combative. However, she 
continued to refuse dialysis. After several weeks she became 
calmer and her thoughts more focused. A repeat psychiatric 
evaluation at that time demonstrated that the patient had 
regained capacity for decision making. While she continued to 
refuse dialysis, she agreed to follow up with her nephrologist 
in Brooklyn and, as she does not have immediate life 
threatening renal failure and has capacity for decision making, 
she was discharged to the community. 

Two months later, she was admitted for nausea and vomiting 
with worsening renal function. She agreed at that time to 
start dialysis. 

“�Capacity�is�defined�as�sufficient�
understanding and memory to 
comprehend in a general way the 
situation�in�which�one�finds�oneself�
and the nature, purpose, and 
consequence of any act or transaction 
into which one proposes to enter.” 

SBH ETHICS
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The SBH medical staff honored 
four outstanding physicians at 

the 7th annual Doctors Service and 
Recognition Awards. 

Honored were Dr. Vanessa Salcedo, 
pediatrics, recipient of the Emerging 
Leader award; Dr. Steven Reichert, 
director of palliative care and associate 
program director, medical education, 
who received the Medical Staff Service 
Award; Dr. Scott Segan, division director, 
neurology and director of the stroke 
center, who was presented with the 
Medical Staff Achievement Award; and 
the late Dr. Karen Sawitz, pediatrics, who 
was honored with the Ronald Ciubotaru 
Physician to Physician Award. 

Dr. Jeffrey Lazar, vice chair, emergency 
department, used a representation of 
the glucose molecule to introduce Dr. 
Salcedo, whose work in the Bronx with the 

Healthy Beverage Zone has played a huge 
role in educating both hospital staff and 
the public on the toxicity of sugar-laden 
beverages. “I think all addiction starts 
with soda,” Dr. Lazar said, quoting one of 
the nation’s foremost health experts, the 
comedian Chris Rock. “Dr. Salcedo saw 
what these beverages were doing for her 
pediatric and adolescent patients, and 
realized the hypocrisy of vending machines 
that stood no more than 20 feet away.” 
Dr. Salcedo, who was pivotal in having 
sugary beverages removed from vending 
machines at SBH thanked the hospital’s 
leadership. “Without leadership,” she 
said, “there can be no change.”

Taking the doctrine of six degrees 
of separation to its fullest extent, it’s 
hardly surprising that Dr. Reichert 
and Dr. David Perlstein, the hospital’s 
President/CEO, who introduced him 
at the ceremony, share a number of 

connections in Cincinnati, where  
both grew up. They attended many  
of the same schools, and Dr. Reichert’s 
grandfather, a well-respected rabbi,  
was a family friend of Dr. Perlstein’s 
father-in-law, who was dean of the 
Cincinnati-based Hebrew Union  
College. Dr. Perlstein applauded the 
work Dr. Reichert does in caring for 
the terminally ill, something he said he 
learned early on as a young pediatrician 
that he wasn’t cut out to do. Dr. Reichert, 
who has worked at several large 
institutions, spoke about how SBH  
“is a small hospital that fits me well.” 

Dr. Arthur Cronin, a psychiatrist, 
introduced Dr. Segan, “who when I got 
here in 1991, had already been here for 
quite awhile.” Dr. Cronin put on the 
screen a word cloud to describe how 
he and other colleagues see Dr. Segan. 
“Responsible. Untiring. Friend. Teacher. 
Compassionate. Mentor. Ethical. 
Brilliant. Mensch.” 

Dr. Sawitz “could have gone anywhere” 
after she finished her residency, said Dr. 
David Rubin, chairman of pediatrics, 
“but she chose to come here because 
she said, “that’s where I’m needed.” 
Her husband, Daniel, who accepted 
the award, said that his wife of 43 years 
always wanted to be a physician, but 
didn’t take pre-med classes until she was 
39. At the time she was an executive at 
IBM, and the mother of two children. 
“She took a big pay cut to do this,” he 
said, adding “She always knew right 
from wrong. She was my moral compass 
… She was a humanist.”

Service awards were also given to 
physicians for 10, 15, 20, and 30 years  
of service. 

Daniel, husband of the late Dr. Karen Sawitz, Dr. Vanessa Salcedo, Dr. Scott Segan and  
Dr. Steven Reichert, were the 2019 award recipients.

MEDICAL STAFF AWARDS PRESENTED

MEDICAL STAFF
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Internal Medicine alumni pose with residents, faculty and staff during SBH’s recent alumni reunion. Former residents from as far away as Florida, 
Utah and California returned to the Bronx to participate in a panel discussion and catch up with colleagues and mentors.

Dr. Jeffrey Lazar, emergency medicine, with Dr. Vanessa 
Salcedo, pediatrics, recipient of the Emerging Leader Award.

Infectious Diseases physician Dr. Michelle Dahdouh, 
honored for 30 years of service, poses with Dr. Chris 
Grantham and Susan Diaz, director of Medical Staff Affairs. 

Neurologist Dr. Scott Segan, shown here with psychiatrist 
Dr. Arthur Cronin, was the recipient of the Medical Staff 
Achievement Award. 

“Cincinnati Kids,” Dr. David Perlstein and Dr. Steven 
Reichert, pose after the hospital President/CEO 
introduced Dr. Reichert, who received the Medical Staff 
Service Award.
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