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Dear Colleagues,

Welcome to the Winter Edition of  SBH Physician.  In this issue we

are introduced to our new chair of  emergency medicine, Dr. Daniel 

Murphy, hear about our response to Ebola Virus from Dr. Judith

Berger, and get an update on DSRIP from Dr. Jeeny Job, our new

CMIO, as well as learning about other exciting programs at SBH

Health System. 

We want to thank all of  our contributors, our Editorial Board and 

Editors as well as the department of  communications and marketing,

led by Susan Kapsis, and Steve Clark for their help in making this 

inaugural year for SBH Physician a successful one.  

We would also like to wish the best of  success to Dr. Jerry Balentine,

former CMO and EVP, in his new leadership role at NYIT.  Lastly, a

special thanks to all SBH Physicians for taking great care of  our 

patients and community.

Sincerely,

t

David Perlstein, MD, MBA              Ernest Patti, DO, FACOEP
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The emergency department began operation as a state-designated level 1 trauma center on August 5, 2001, just prior to 9/11, and the trauma
bay opened the  following year.  In 2013 SBH received 1,833 trauma visits and 92,987 emergency visits.



GEttING DOWN tO 
BUSINESS

In 2014 we have focused our efforts

on the Fast Track, known as ED 2. We know

there have been problems with throughput

in the SBH ED. The time it takes a patient

to get in and out of  our emergency depart-

ment has been simply too long. If  Fast

Track efficiency is continuously improved,

it relieves pressure elsewhere and increases

patient satisfaction. An efficient Fast Track

is the engine that empties the waiting room

and makes us better in all areas of  the 

department.

Data told us that the average time pa-

tients spent in our Fast Track was between

six and seven hours. The emergency medi-

cine industry expectation is less than three

hours! Such a prolonged length of  stay can

lead to important clinical delays, crowding,

compromised patient safety and poor 

patient satisfaction.   

In a short time we’ve been able to 

reduce ED 2 throughput to between four

and five hours.  We’ve been successful in in-

creasing the efficiency of  the patient-physi-

cian encounter and we’ve decreased the

time it takes for a patient to be discharged

after that important decision is made. As

our throughput times have improved, so

too, it seems, have our patient satisfaction

ratings.  But we are just getting started.

pLANNING OUR NExt StEpS
We must understand the patients who

come to our emergency department.  We

must know our community and work effec-

tively to address their needs. An emergency

department is a very complex place, with

many sub-sections, processes and relation-

ships between patients and staff.

Indeed, an ED is more than a clinical

unit. It is also the portal to the hospital and

a place for answers, reassurance, social in-

teraction and refuge 24 hours a day. Illness,

injury and despair do not care what time it is

and do not care if  it’s a weekend or holiday. 

While working to maintain and im-

prove upon our gains in ED 2 our next

steps, working closely with our new ED

Nursing Director Kim Filauro and her excel-

lent nursing staff, will be to re-organize our

Ambulance Triage and ED 3 areas.

Ambulance Triage is where most

very sick patients arrive. The transfer of  in-

formation, the recognition of  acuity and the

early initiation of  treatment at Ambulance

Triage need to be reliable and effective.

Those EMS professionals who bring pa-

tients to our ED appreciate a quick and ef-

fective reception.  A properly equipped and

staffed area in the ED dedicated to Ambu-

lance Triage is an important next process

improvement at SBH. 

This means we need more room, we

need to work more efficiently on throughput

in ED1, and we need ready access to ED 3,

our Observation Unit, 24 hours a day. 

Collaborating closely with all clinical

departments at SBH, we intend to use ED 3

as a place where prudent admission and ob-

servation decisions can be made by proto-

col, creating much-needed capacity else-

where in the ED. The parts need to function

seamlessly.

tHE GOAL
When it all comes together, the re-

sults will be magnificent. I’ve seen it hap-

pen. The goals are to establish reliable and

standardized diagnostics and therapy, effi-

cient and timely care that is satisfying to our

patients, capacity that is in equilibrium with

demand, and a caring, attentive and recep-

tive touch by a staff  full of  compassionate

listeners. 

Our outstanding emergency medi-

cine residency program will continue to be

a place where residents learn, faculty teach

and academic and operational break-

throughs evolve that are directly applicable

to the unique community we serve. The

very best techniques, practices and technol-

ogy will be applied.

The goal is to make SBH’s ED better

than any other ED in the Bronx. It’s begin-

ning to come together.  It won’t happen

overnight, but it’s an exciting time and I be-

lieve we’re well on our way.

Finally, I would like to thank everyone

for welcoming me so warmly to the SBH

family. When I first came here I was very

impressed with the leadership and the mis-

sion. I was just as impressed with the

warmth and energy of  the people that work

here. That respect has only increased. 

Emergency Medicine at SBH
planning Our Next Steps  
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DANIEL G.
MURpHY, 
MD, MBA

CHAIRMAN,
EMERGENCY
MEDICINE

“We must understand 

the patients who come 

to our emergency 

department.  We must

know our community 

and work effectively 

to address their needs. 

An emergency department 

is a very complex place,     

with many sub-sections, 

processes and relationships 

between patients

and staff.”

Medical students and residents benefit from outstanding clinical training in the SBH emergency
department.

Kim Filauro, RN, BSN, MSN, ANP, director of
nursing for the emergency department.

MD
Chicago Medical School, 
North Chicago, IL

Internship/Residency
Emergency Medicine 
Cook County Hospital,
Chicago, IL

MBA
Hofstra University, 
Hempstead, NY

Emergency Medicine was recognized as a

specialty in 1979 and I was lucky enough to

witness its early years. 

I was a medical student rotating at

Cook County Hospital in Chicago during

the 1980’s and I was quickly hooked. The

pace, the clinical breadth, the personal in-

teractions, and the need to think on your

feet as you use your hands – it was every-

thing I wanted as a physician.

I was then accepted into the second

class of  the Cook County Emergency Med-

icine Residency Program and when I grad-

uated I worked there as an attending on

their faculty. 

Over a decade, I witnessed the trans-

formation of  the Cook County ER from a

crowded and disjointed collection of  parts

into one of  the most respected academic

emergency departments in the United

States. The progress we made resulted from

years of  hard work, good leadership, and a

purpose and vision that were consistently

and clearly communicated. It was not easy.

Money was tight. There were many strug-

gles and disappointments for every success,

but the successes did come.

My career after Cook County took

me to several emergency departments, ac-

ademic and non-academic, large and small,

urban and suburban. I am very familiar with

the current best practices of  emergency

medicine and have implemented most of

them in a variety of  settings.

This brings me to my role today as

chairman of  the department of  emergency

medicine at SBH, a clinical environment

that feels familiar, indeed just like home.

Some of  the same techniques and certainly

the same diligence and effort will be applied

here – and I have faith that the successes

will be remarkable. 
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Ebola preparedness at SBH Health System                                                                                                              

The arrival of  the Ebola virus in Dallas,

Texas, in late September 2014 did not catch

SBH Health System off  guard. We had

started preparing in August when Ebola

was declared a public health emergency of

international concern by the World Health

Organization (WHO). By September we

were already developing protocols for iden-

tifying patients or visitors with possible

Ebola, caring for a suspected Ebola patient,

and protecting our patients and healthcare

workers. 

As chief  of  the division of  infectious

diseases, I chair a productive multidiscipli-

nary committee that has an active core

committee consisting of  infection control,

nursing, nursing education, emergency, in-

ternal medicine, pulmonary and critical 

care, and materials management. Working 

along with this core group  is a larger very

engaged committee consisting of both clin-

ical and nonclinical departments:  anesthe-

sia, Ob/Gyn, emergency and critical care

nursing staff, pediatrics/pediatric emer-

gency, radiology, laboratory, risk manage-

ment, quality management, community

and intergovernmental affairs, purchasing,

communications and marketing, IT, SBH

senior administration, safety/emergency

preparedness, environmental services, reg-

istration, security, ambulatory care, human

resources, employee health, engineering, St.

Barnabas Rehabilitation and Continuing

Care facility, Union Community Health

Center and Fordham-Tremont Community

Mental Health Center.  

Mobilization and education for 

prevention, diagnosis and treatment of

Ebola requires unprecedented collabora-

tion and communication. Emergency pre-

paredness has never been more critical. As

a result of  multiple hours of  planning and

hard work, the Ebola preparedness com-

mittee developed a comprehensive plan to

screen and manage “Ebola suspect” 

patients.

• Signage at all entries to our facilities

alerts visitors or patients to come

forward that have travelled to

Liberia, Guinea, Sierra Leone, or

Mali in the last 21 days.

• Screening and triage is in place at

all entry points to the hospital, 

By Judith Berger, MD, Chief, Division of Infectious Diseases                                      

MD
Mount Sinai School of  Medicine,
New York, NY

MpH                                        
University of  California, 
Los Angeles, School of  public
Health

Internship/Residency
Internal Medicine
Brookdale Hospital Medical 
Center, Brooklyn, NY

fellowship                                         
Infectious Diseases
SUNY Downstate Medical 
Center, Brooklyn, NY

JUDItH BERGER, 
MD

CHIEf, DIvISION 
Of INfECtIOUS 
DISEASES
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rehabilitation and ambulatory care

sites. 

• Isolation rooms in the ED are being

upgraded for safe care of  a patient

with suspected Ebola. Interim iso-

lation room plans are in place. 

• protocols are prepared for evalua-

tion of  the patient, contacting DOH,

notification escalation for depart-

ments, and transportation and

transfer of  patients.

• protocols are in place for screening,

laboratory, transportation, house-

keeping, waste disposal, human re-

sources and occupational health.

Our personal protective equipment

(PPE) is ready and in compliance with CDC

and GNYHA recommendations “to cover

all skin.” The PPE is available for use in des-

ignated “E” carts.  Nursing education is ac-

tively training all who will be involved in the

care of  a patient with suspected Ebola in

donning and most importantly doffing of

PPE. 

The SBH Intranet (Wiki) created an

EBOLA section that posts all Ebola-related

information, including an educational 

PowerPoint presentation and DOH policies,

etc., all easily accessible. Further, working

with Dr. Edward Telzak, chairman of  the

department of  medicine, we scheduled

Town Hall educational sessions that took

place during all shifts, and we will continue

this process as needed.

Finally, we encourage all healthcare

workers to screen for travel to Ebola-

affected countries and for symptoms.

As our efforts have clearly demon-

strated, an extremely high level of  

collaboration is paramount for effective

emergency preparedness. In preparing for

Ebola at SBH, we have relied upon the 

diligence, perseverance, hands-on hard 

work and commitment of every committee

member, along with support from senior

administration and our chief  medical 

officer, Dr.  David Perlstein.  

If  you have any concerns about Ebola

preparedness at SBH Health System please

contact Dr. Judith Berger at 718-960-6205.

All patients and visitors entering our facilities are stopped and questioned about travel to the four Ebola-affected countries before they are allowed
to enter. 

Carts dedicated exclusively to storage
of PPE are marked with a capital E.
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Methadone is a full opioid receptor

agonist and through this action prevents

withdrawal and reduces drug craving in

those who are opioid dependent.  Habitual

users of  heroin have a mortality rate that is

several times higher than that of the general

population. This higher mortality rate is

most often due to violence, overdose, and

infectious disease, in addition to other

causes. Once an individual is addicted to

opiates, changes in the brain occur that

make that individual forever predisposed to

opioid addiction. The administration of

methadone as a long-term opioid substitute

provides a much safer alternative. 

Many patients enrolled in methadone

maintenance treatment programs (MMTPs)

work, have families, and can lead productive

lives; however, there are some drawbacks to

methadone treatment. Due to its long half-

life, achieving a therapeutic dosing range

can be tricky, and overdosing is a real pos-

sibility. Combining methadone with alcohol

or benzodiazepines increases the risk of

overdose; consequently, MMTP patients

need to obtain their methadone frequently,

sometimes as often as every day. In addition

to minimizing drug diversion, this enables

our clinical staff  to have “eyes on” the pa-

tient prior to methadone administration, so

that signs of  intoxication may be detected.

Some individuals may even be asked to un-

dergo a breathalyzer test with subsequent

adjustment or withholding of methadone as

indicated.  This need for daily visits is 

obviously a burdensome requirement, 

especially for working individuals, those

with limited mobility, or those with child or

elder care responsibilities. 

Buprenorphine is a partial opioid 

receptor agonist that also partially blocks

the opioid receptor. One of its great advan-

tages is that it is virtually impossible to over-

dose on buprenorphine alone; however,

when combined with alcohol or benzodi-

azepines this does remain a risk.  When

treatment is started, patients generally 

undergo an initial period of close observation

and dosage adjustment with frequent urine

toxicology screens.  Afterward, they may be

provided with home supplies of  the drug

and be seen as seldom as monthly.  As with

methadone, there are certain drug interac-

tions with buprenorphine, (e.g., quinolones,

macrolides) that can result in prolonged QT

interval, and in those circumstances these

medications should be avoided.  

Patients are entrusted to use their

drug appropriately and are given significant

supplies of  the

drug to take

home and store

in a secure loca-

tion. It is there-

fore important to

be somewhat se-

lective when as-

sessing a patient

for buprenor-

phine therapy.

Those with un-

controlled psychiatric illnesses, very unsta-

ble home environments, ongoing criminal

behavior or positive urine toxicology

screens may not be appropriate candidates

for this treatment.  We use buprenorphine

co-formulated with naloxone. The trade

name is Suboxone.  It is administered in

sublingual strips. 

Since the introduction of  our 

suboxone/buprenorphine clinic at SBH, 

demand for this treatment has been brisk.

Patients may be referred for evaluation for

buprenorphine treatment to the St. 

Barnabas Methadone Treatment Center at

4535 Third Avenue. Call 718-960-6214 for

an appointment. Patients may

also walk in for an initial assess-

ment by a counselor, Monday

through Friday between 9AM

and 12PM.  Patients who are al-

ready on methadone need to be

on 30 mgs or less before they

can be safely switched to 

buprenorphine. 

Methadone or Buprenorphine (Suboxone): 

Options for the treatment of
Opioid Dependence

By Jonathan Samuels, MD
Medical Director, HIV Services, Senior Physician Advisor, Clinical Financial Services

MD
Chicago Medical School,
North Chicago, IL

Residency
Internal Medicine, 
Montefiore Medical Center,
Bronx, NY

fellowship                                         
Infectious Diseases
SUNY Downstate Medical
Center/Kings County 
Hospital, Brooklyn, NY

JONAtHAN
SAMUELS, MD 

SBH Health System introduced a suboxone/buprenorphine

clinic in the summer of  2014. Methadone treatment had been

the mainstay of  management for individuals with opioid 

dependence for over half  a century. Buprenorphine, approved

by the FDA in 2002, provides an alternative.  While methadone

maintenance can only be administered from a federally licensed

methadone clinic, buprenorphine can be dispensed from a

physician’s office, after the physician has undergone the 

requisite training to do so.  

NEW INItIAtIvE: 

Integrating primary Care and

Methadone Maintenance

The SBH Methadone program and the department of medicine will soon

be offering primary care services on site for patients being treated for substance

use disorder. These patients tend to have a higher burden of medical and psy-

chiatric illnesses than the general clinic population and as such are in great

need of primary care services. Some MMTP patients are neither seeking nor

getting healthcare. The integration of  primary care and methadone mainte-

nance has been shown to improve outcomes for patients as well as to be cost

effective.  Since patients may present at our facility for methadone as frequently

as every day, on-site treatment will provide a convenient location as well as a

familiar environment in which to deliver care. Patients requiring subspecialty

services will be referred to our ambulatory care center.  

We hope that the integration of  methadone maintenance and primary

care will have a significant positive impact on the health of  this population. 

SBH-PHYSICIAN  |  9



SBH Health System has established a joint

urology group with doctors at Bronx-Lebanon

Hospital Center.  This partnership will allow urol-

ogists at SBH to perform minimally invasive ro-

botic surgery, including prostatectomies, at

Bronx-Lebanon and doctors there to do open

major oncology procedures here. 

“This is the first time robotic surgery has

been offered in the South Bronx,” said Dr. Marc

Bjurlin, the new director of  urologic oncology at

SBH Health System.   

The da Vinci Surgical System now available

to SBH patients has been designed to provide

surgeons with enhanced vision, precision, 

dexterity and control.  These capabilities include

high-definition 3D and a greatly magnified visual

system, and tiny instruments that rotate far

greater than the human wrist.  This enables 

surgeons to translate their hand movements into

smaller, more precise movements of  tiny instru-

ments inside their patients’ bodies, and perform

routine and complex procedures through just a

few small openings, as with traditional 

laparoscopy.   

For patients, the minimally invasive proce-

dure allows such benefits as smaller incisions,

shorter convalescence, fewer days with a

catheter, a lower risk of  complication, and less

blood loss and need for a transfusion.  As it 

allows for more precise removal of  cancerous

tissue and the ability to perform nerve-sparing

surgery, patients get faster return of  erectile

function and better chance for return of  urinary

function.  

Open major cancer surgery, which is best

done in a trauma/critical care center like St.

Barnabas Hospital, is generally done for more

complicated cases where the size of  tumor is

greater, such as large bladder and kidney cancers.

Dr. Bjurlin, who recently completed his 

fellowship training in urologic oncology at NYU

Langone Medical Center, comes to SBH with 

experience in cancers of  the prostate, bladder,

kidneys, ureters, adrenals, retroperitoneum and

genitalia, in addition to general urology.  He will

see outpatients in the hospital’s Ambulatory

Care Center and at the Bronx Park Medical

Pavilion/Surgical Office, in addition to 

providing in-patient consultations at St. 

Barnabas Hospital.

Robotic Surgery Now 
Available to SBH patients                                                                                                           

By Steven Clark
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SBH urological oncologist Dr. Marc Bjurlin, performing robotic surgery at Bronx Lebanon.

SBH Men’s Health Clinic
The First in the Bronx

Men’s health epidemiology and

behavioral risk factors     

Several studies have shown repeat-

edly that in most of  the world’s regions and

countries, men’s average life expectancy is

shorter than women’s regardless of  geogra-

phy, ethnicity or race.  Of  the 15 top causes

of  death, men exceed women in 12.  Fur-

thermore, in many common diseases, men

get ill earlier in life than women and conse-

quently suffer from disability more fre-

quently and earlier than women.  Studies of

behavioral risk factors show that men have

higher rates of  health risk behaviors includ-

ing smoking, alcohol abuse and substance

addiction.  In addition, men utilize health-

care services, including preventive services,

less than women.  This information creates

opportunity for risk modification and im-

provement in men’s health. Poor health sta-

tus in men affects their families in a number

of  ways, including relationships and family

finances.  Improvement in men’s health may

reflect positively on their families and on so-

ciety at large.

the link of  the metabolic syn-

drome and urologic symptoms

and conditions

Recent scientific studies have shown

strong association between the metabolic

syndrome and common urologic conditions,

including sexual dysfunction and urinary

symptoms.  The metabolic syndrome is a

very common syndrome consisting of  a

group of  diseases including: diabetes or

pre-diabetes, hyperlipidemia, hypertension

and obesity (especially visceral obesity).  It

is now known that the metabolic syndrome

is significantly associated with low testos-

terone and its symptoms of  fatigue, low

sexual desire and erectile dysfunction.  Fur-

thermore, it is significantly associated with

the lower urinary tract symptoms (LUTS)

of  frequency, nocturia, urgency and slow

stream.  Longitudinal studies have shown

that erectile dysfunction in middle-aged

men is even predictive of  the future devel-

opment of  the metabolic syndrome and low

testosterone is predictive of  future diabetes.

Additionally, erectile dysfunction is an inde-

pendent predictor of  coronary artery dis-

ease. These associations create an oppor-

tunity for improvement in men’s health and

implementation of  preventive interventions

through a multidisciplinary approach.

the men’s health clinic at SBH

Health System

SBH Health System has taken the pi-

oneering approach of  starting a men’s

health clinic that opened in October 2014.

The clinic is multidisciplinary, staffed pri-

marily by urology and internal medicine. It

further benefits from the wide range of

other specialties available in the SBH

Health System.  The clinic is open every

Wednesday from 3PM to 7PM in the ambu-

latory care center at 4487 Third Avenue,

across the street from the hospital.  

Appointments may be made by calling 

718-960-3730. 

Remarkably, the SBH men’s health

clinic is the first dedicated men’s health ini-

tiative in the Bronx and the third ever in

New York City.

… men utilize health-

care services, including

preventive services, 

less than women. this 

information creates 

opportunity for risk

modification and 

improvement in men’s

health.”

Men’s health clinic staff: Guido Macchiavello, MD, and Renee Wilson Bennett, NP, with medical director Ridwan Shabsigh, MD, chairman of surgery.

By Ridwan Shabsigh, MD, FACS
Chairman, Department of Surgery, 
SBH Health System
Professor of clinical urology, 
Cornell University

“

Erectile 
Dysfunc-
tion and 
Cardio-
vascular
Disease 
Share Risk
factors

Erectile dysfunction (ED) and

cardiovascular disease (CVD)

share risk factors and frequently

coexist, with endothelial dysfunc-

tion believed to be the pathophys-

iologic link. ED is common,

affecting more than 70% of  men

with known CVD. In addition, clin-

ical studies have demonstrated

that ED in men with no known

CVD often precedes a CVD event

by 2-5 years. 

ED severity has been corre-

lated with increasing plaque bur-

den in patients with coronary

artery disease. ED is an independ-

ent marker of  increased CVD risk

including all-cause and especially

CVD mortality, particularly in men

aged 30-60 years. Thus, ED identi-

fies a window of  opportunity for

CVD risk mitigation. 

Jackson G, Nehra A, Miner M, Billups KL,

Burnett AL, Buvat J, Carson CC, Cunning-

ham G, Goldstein I, Guay AT, Hackett G,

Kloner RA, Kostis JB, Montorsi P,  Ramsey

M, Rosen R, Sadovsky R, Seftel AD, Shabsigh

R, Vlachopoulos C, Wu FC. The assessment

of vascular risk in men with erectile dysfunc-

tion: the role of  the cardiologist and general

physician. Int J Clin Pract. 2013

Nov;67(11):1163-72.
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Colon and rectal cancer (CRC) is the 4th

most commonly diagnosed cancer and the

2nd leading cause of  cancer death in the

United States. According to the most recent

National Comprehensive Cancer Network

(NCCN) guidelines, there were an estimated

96,380 new cases of colon cancer and 40,000

new cases of  rectal cancer in the United

States in 2013. It is estimated that in 2013

over 50,000 will die from CRC in the United

States.  The lifetime probability of developing

a colon and rectal cancer in the United States

is 5.5% and 5.1% in men and women respec-

tively.  Specifically in the Bronx from 2007 to

2011, there were on average 570 new cases

of colorectal cancer diagnosed annually.

The adenoma-carcinoma sequence in

CRC is well described, and it is clear that

early detection of  CRC and removal of  

adenomatous polyps have decreased the

mortality rate from the disease.  Unfortu-

nately, it is estimated that only 50% of adults

over the age of  50 underwent screening for

CRC by fecal occult blood test or endoscopy

in 2005.

After initial diagnosis of colorectal can-

cer, complete pathologic and metastatic stag-

ing is necessary.  Colorectal cancer is classified

by the TNM classification system.  A complete 

metastatic work-up includes a CT of the chest,

abdomen, and pelvis for both colon and rectal

cancer.  For rectal cancer specifically, either an

MRI of the pelvis or endorectal ultrasound are

necessary to stage both tumor invasion and the

lymph node status. 

For colon cancer, surgery is generally

the first-line treatment.  Minimally invasive

surgery has been shown to produce equiva-

lent oncologic results when compared to

open surgery.  Both the resection margin and

the lymph node evaluation are crucial to

evaluation.  A properly oncologic evaluation

will have at least 12 lymph nodes in the sur-

gical specimen.  Stage 1 tumors do not ne-

cessitate any further therapy.  Stage 2 tumors

with high-risk features such as lymphovascu-

lar invasion will sometimes require adjuvant

chemotherapy. All Stage 3 and 4 tumors will

require adjuvant chemotherapy.  FOLFOX is

the standard chemotherapy for colon cancer.

It is comprised of  5-FU, leucovorin, and ox-

aliplatin.  This chemotherapy regimen is fairly

well tolerated.  Neuropathy secondary to 

oxaliplatin is one of  the main side effects.

Colon cancer is one of  the few malignancies

where stage 4 tumors can be treated surgi-

cally.  Hepatic metastases can be surgically

removed and there is a 5-year median 

survival around 40% in patients with 

resectable liver metastases.

Rectal cancer, in contrast, is often

treated with neo-adjuvant chemoradiation

prior to surgery.  This determination is made

during the metastatic work-up as determined

by MRI and endorectal ultrasound.  T3 tumors

and N (+) tumors require upfront chemoradi-

ation.  Surgery is then delayed for at least 6-8

weeks.  The most important oncologic tenet in

rectal cancer surgery is the total mesorectal ex-

cision (TME).  Dr. Bill Heald introduced this

technique in the early 1980s.  This “holy plane”

resulted in decreased local recurrence after

rectal cancer surgery.  Recently, there has been

research analyzing non-operative treatment for

rectal cancer in patients who have complete

clinical response after neoadjuvant chemora-

diation.

Follow-up after surgery for colon and

rectal cancer is of  tantamount importance.

According to the NCCN guidelines, repeat

colonoscopy is recommended at the 1-year

postoperative date, followed by 3 years, and

then at 5-year intervals. For higher stage tu-

mors, yearly CT scans for up to 5 years and

CEA levels at 3-6 month intervals for the first

2 years and 6 month intervals for a total of  5

years post-op are recommended.
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Colon and Rectal Cancer

By Michael Polcino, MD, Colorectal Surgeon, Department of Surgery

…in the Bronx

from 2007 to

2011, there were

on average 570

new cases of  

colorectal cancer

diagnosed 

annually.

prostate Cancer:
An Update on Incidence and Early Detection

MARC A. 
BJURLIN, 

DO, MSc

By Marc A. Bjurlin, DO, MSc
Director of Urologic Oncology, Division of Urology, Department of Surgery

Other than skin cancer, prostate cancer

is the most common cancer in American

men. It is also one of  the leading causes of

cancer death among men of  all races and

Hispanic origin populations. The American

Cancer Society estimates that 233,000 new

cases of  prostate cancer will be diagnosed

in 2014 alone and 29,480 men will die of  the

disease. This translates into about 1 in 7

men will be diagnosed with prostate cancer

during his lifetime.

Prostate cancer occurs mainly in

older men. About 6 cases in 10 are diag-

nosed in men aged 65 or older, and it is rare

before the age of  40. The average age at the

time of  diagnosis is about 66. Prostate can-

cer is the second leading cause of  cancer

death in American men, behind only lung

cancer. About 1 in 36 men will die of

prostate cancer.

Several risk factors for prostate can-

cer exist, including gender, age, family his-

tory, ethnicity, and lifestyle.   The older a

man, the more likely he is to be diagnosed

with prostate cancer. More than 65% of  all

prostate cancers are diagnosed in men over

the age of  65. A man with a father or

brother who developed prostate cancer 

before the age of  60 is twice as likely to 

develop the cancer during his lifetime.

African-American men are more likely to

develop prostate cancer and are nearly 2.5

times as likely to die from the disease. Poor

diet and lack of  exercise have also been

shown to place men at risk for prostate 

cancer.

The majority of  prostate cancers

have no symptoms, and it is mainly only ad-

vanced cancers that have spread through-

out the prostate (and beyond) that cause

urinary symptoms such as slow urinary

stream, urinary hesitancy, frequency, or 

urgency, blood in the urine or semen, re-

duced ability to get an erection, or painful

ejaculation. Since the majority of  prostate

cancers are without symptoms, the National

Comprehensive Cancer Network (NCCN)

continues to recommend screening for

prostate cancer. 

The goal of  prostate cancer screen-

ing is to detect prostate cancer at its earliest

stages, before the disease progresses. There

are currently two common tests available

for initial detection: the prostatic specific

antigen (PSA) blood test and the digital rec-

tal exam (DRE). In September of  this year

the NCCN established updated guidelines

where most panelists believed that baseline

prostate cancer screening should be avail-

able to men aged 45-49 years, and the panel

uniformly recommended that baseline PSA

should be offered to healthy, well-informed

men aged 50-70 years. Men with an abnor-

mal DRE or whose PSA level is above the

threshold of  3.0 ng/mL should be offered a

prostate biopsy. The panel further recom-

mended PSA testing should be individual-

ized after the age of  70 years (Carrol PR, et

al. Prostate cancer early detection, version

1.2014. Featured updates to the NCCN

Guidelines. J Natl Compr Canc Netw. 2014

Sep;12(9):1211-9). Since the advent of  PSA

testing in the 1980’s, prostate cancer mortal-

ity has decreased by nearly 40%.

Although prostate cancer can be a se-

rious disease, most men diagnosed with

prostate cancer do not die from it. In fact,

more than 2.5 million men in the United States

who have been diagnosed with prostate can-

cer at some point are still alive today. Accord-

ing to the most recent data, when including

all stages of  prostate cancer the relative 

5-year, 10-year, and 15-year survival rate is 

almost 100%, 99% and 94% respectively. 
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training future Surgeons

SBH Health System is pleased to welcome

Dr. Fausto Vinces back to the department

of  surgery after seven years in Brooklyn at

Lutheran Medical Center, where he was di-

rector of  trauma and surgical critical care

and director of  the general surgery resi-

dency. He has returned to head the general

surgery residency program at SBH. Teach-

ing has always been a high priority, he says.

In fact, he recounts that it was primarily the

teaching opportunity at Lutheran that

pulled him away from SBH back in 2007. 

Sitting in his new office in the sur-

gery department, Dr. Vinces reflected on

the general surgery residency program at

SBH. “As a level I trauma center with a high

percentage of  penetrating wounds, the

learning opportunities here are extraordi-

nary,” he said.  “SBH has so much to

offer—our surgery residents get to do sur-

gery here and perform life-saving proce-

dures. The surgery department’s recent

expansion of  services to include subspe-

cialties like colorectal, minimally invasive

and urologic oncology surgery has widened

the scope of learning opportunities and will

improve residents’ surgical skills. The 

diversity of  the patient population and

range of  pathology is another compelling

reason to train here.” 

Looking ahead, Dr. Vinces pointed to

the upcoming merger of  the AOA and

ACGME as an important item on the 

department’s agenda. There is a lot to 

accomplish by the 2020 deadline and the

major burden falls on the residency 

programs, he stated.

Dr. Vinces holds double board 

certification in general surgery and surgery

critical care. 

Born in Mexico City to an Italian

mother and Peruvian father, he was raised

in Peru and grew up speaking both Spanish

and Italian, languages that serve him well

in the Bronx community.

Although he left SBH in 2007, Dr.

Vinces retained his privileges, continued to

perform surgery here and kept close ties

with his colleagues.

SBH Health System is glad to 

welcome him back.

By Susan Kapsis
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“the most important

lesson for a surgery

resident to learn 

is to be a good 

human being…

to be compassionate, 

empathic and 

respectful.”

tYpES Of INCONtINENCE
According to Dr. Rosing, there are four

types of  incontinence, though there is some

overlap: stress is the involuntary loss of  urine

during such physical activity as coughing,

sneezing, laughing, sex or exercise; urge or

"overactive bladder" is an involuntary loss of

urine caused by abnormal bladder contrac-

tions; functional is when one can’t get to a

bathroom quickly enough usually due to mus-

culoskeletal or neurological problems; and

neurologic is the result of not having any sen-

sation with the need to urinate.  Stress and

urge incontinence are the most common

types and the most treatable at SBH Health

System, where specialists offer both sophisti-

cated diagnostic testing and multiple treat-

ment options. 

“The patient has to decide how much

the problem bothers her and whether it is im-

portant enough to get an evaluation and ex-

plore treatment,” he said. “It’s very much a

personal decision.”

While stress incontinence can occur at

any age – and Dr. Rosing sees women in their

20’s – most patients tend to be older when es-

trogen levels decline. Many have had multiple

pregnancies, more likely vaginal births, al-

though the physiologic trauma of carrying for

nine months can also play a factor in weak-

ening a woman’s pelvic floor.  Diabetes, obe-

sity, and many commonly used medications

can also contribute.

While the type of incontinence may be

easily evident from a clinical history or office

evaluation, at times it’s not so clear cut.  For

example, stress incontinence can often be de-

termined by simply having the patient cough

standing up or lying down.  

The “Q-tip test” is one of  the com-

monly used ways to evaluate women with

urinary problems because it effectively quan-

tifies the degree of  anatomic rotation of  the

support of  the urethra and bladder neck. A

cotton swab soaked in lidocaine is inserted

into the bladder and then withdrawn slowly

until resistance is felt. This places the tip of

the Q-tip at the level of  the bladder neck just

distal to the internal urethral meatus. The pa-

tient is then asked to perform a Valsalva ma-

neuver or to cough, and the maximum

straining angle is noted. An angle greater than

30 degrees is present in the majority of

women with stress incontinence.

Should there still be some question of

the type of  urinary incontinence, specialists

will conduct a more sophisticated urody-

namic study. 

“This gives us the information needed

to clarify the case and determine the optimal

treatment,” said Dr. Rosing.  “It’s important

because certain treatments might actually

worsen other types of  incontinence.  Some-

times more than one type can co-exist.  After

testing, we educate the patient about treat-

ment options and likely outcomes.”

tREAtMENtS
Conservative treatments are offered

first, whenever possible.  This may include

medications with few if  any side effects, in-

cluding a patch that is now available over the

counter.  Kegel exercises can be done by all

women with a bit of  coaching and some

practice.

Behavioral therapy – for example,

keeping a diary to determine what liquids are

most likely to exacerbate the problem, or

learning to empty the bladder before certain

activities – is also offered.  

Surgery can also prove remarkably ef-

fective for certain patients.  Dr. Rosing per-

forms a 20 – 40 minute procedure called a

urinary sling.  He inserts a very narrow strip of

mesh material underneath the bladder neck –

“like a hammock” – to support it and prevent

urine leakage by bringing the anatomy back to

where it was before it became weakened.  The

procedure, he says, has about a 90 percent

success rate, and is viewed as the “gold stan-

dard” solution for women who are no longer

planning to have children.

URINARY INCONtINENCE IN WOMEN                                                                                                          

An Undertreated Disorder             
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By Steven Clark

Dr. Mark Rosing, director of the depart-
ment of obstetrics and gynecology at SBH
Health System, calls it “a profoundly 
undertreated disorder” and one that can
have a “profound impact” on one’s quality
of life. In fact, a recent survey reported
that only 45 percent of women who 
reported urinary incontinence at least
once a week sought care for their 
problem. 
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SBH Health System Invests in NYC’s
first Robotic Medication System

Safety experts say that nearly two mil-

lion medication errors occur annually – this

includes getting the wrong medication, tak-

ing the wrong dosage, or ingesting medica-

tion that causes an allergic reaction.  

Perhaps, this was most horrifyingly

demonstrated in 2012, when doses of

epidural steroid injections originating from

the Massachusetts Compounding Com-

pany, and contaminated by strains of  fun-

gus that causes meningitis, were distributed

to 75 different medical facilities in the U.S.

As a result, over 60 deaths and 700 cases of

reported illness were attributed to the

meningitis outbreak.  

there is virtually zero 

chance of  this happening at 

St. Barnabas Hospital.    

To encourage patient safety – specif-

ically eliminating the likelihood of  the

wrong medication, an incorrect dosage and

the risk of  contamination – St. Barnabas has

invested in a highly sophisticated robotic 

system that compounds IV syringes and

bags in a fully enclosed sterile environment.   

RIVA (Robotic IV Automation) ac-

cepts both patient-specific and non-patient

specific orders.  St. Barnabas Hospital is the

first and only hospital in the New York met-

ropolitan area to use a robotic system like

this, and one of  only a relative handful

throughout North America.  

The pharmacy staff  initiates the pro-

cessing of  the batch orders by touch screen.

Patient-specific orders are entered from the

electronic medical record.

“RIVA takes repetitive tasks and auto-

mates them, so you don’t get task fatigue,

which can result in human error,” said Dr.

Ruth Cassidy, vice president of  clinical serv-

ices and chief  pharmacy officer at SBH

Health System.  “In addition to providing

safety to our patients by reducing the possi-

bility of  error and providing our employees

with protection from exposure to toxic

chemicals, we believe the robot will save the

hospital significant costs over time.”

The medication error rate nationally

when done manually has been estimated to

be as high as 10 percent.   In addition to ad-

verse effects that occur quickly – as they did

in the Massachusetts Compounding inci-

dent – contaminated medication may lay

dormant in patients for years, or until one’s

immune system begins to decline.

In October, a demonstration of  RIVA

was given at St. Barnabas by Intelligent

Hospital Systems, the Canadian company

that created the robot, to more than 40

pharmaceutical and clinical specialists from

hospitals, healthcare systems and organiza-

tions in the New York metropolitan area.

This idea for RIVA stemmed not only

from the possibility of  a doctor’s or a phar-

macist’s error in a hospital, but from the

possibility of  human error in general,” said

Thomas Doherty, Chief  Technology Officer

for the company, which has a background

in air and space travel.  “Out of  every 1,000

astronauts, 1.9 astronauts will make a mis-

take in a spacecraft.  This might not seem

Medication errors may

cause as many as 400,000

deaths a year, according to

a recent study published

in the Journal of  patient

Safety. this would make

medical errors the third

leading cause of  death be-

hind heart disease and

cancer, according to statis-

tics provided by the Cen-

ters for Disease Control

and prevention. 

Chief Pharmacy Officer Ruth Cassidy, Pharm.D., with Neils Erick Hansen, CEO, Intelligent Hospital Systems (left) and Thomas Doherty, Chief Tech-
nology Officer, Intelligent Hospital Systems (right) at the Technology open house held in the SBH pharmacy on October 16. Because the robot is en-
closed in a sterile environment, the flat screen on the wall (right) runs a video loop demonstrating the inner workings of the robot.

like much, but it’s still a very high number

when you consider the chance of  death in

that situation.  

“With RIVA we took the exact ap-

proach and precautions to prevent any

chance of  human errors in hospitals.  Not

all errors may seem big at first, but the con-

sequences of  these errors could be severe.”

How It Works 

Employing state-of-the-art safety fea-

tures and practices, the hospital’s robotic

medication system uses new, sterile syringes

for fluid transfers, a port disinfection system

with high-energy UV light to sanitize vials

and bag ports, and multiple scanning and

weight checks throughout medication prepa-

ration to confirm accuracy.  

Designed as a de facto manufactur-

ing plant, RIVA eliminates the need for any

human interaction in the compounding

chamber.  This prevents any possibility of

contamination.

After the robot’s installation two

years ago, the hospital’s pharmacy staff  en-

tered data into the software system on each

drug regarding vial size, concentration, ap-

propriate shaking speed, etc. This informa-

tion was then independently triple checked

by three pharmacists before final testing to

ensure accuracy prior to the preparation of

patient doses. After medications were

loaded, the robot’s camera additionally

recorded via scanning drug labels for

names, doses and expiration dates.  

The robot keeps a record of  each pa-

tient’s information, which can be accessed

by doctors and pharmacists by scanning the

barcode on the patient’s wristband.   As part

of  a drug tracking system formatted for

each patient, the wristband’s barcode fur-

ther helps RIVA provide those in need with

their proper prescription dosage, and con-

firms the weight of  each dosage with a

scale and picture.  

Any wrong drug subsequently loaded

into the robot is identified by safeguards in

the software, and placed in the reject rack.

It has been estimated that at RIVA imple-

mentations across the country about 1% of

drugs prepared by the robot are rejected

before completion due to discrepancies,

with data captured in the software equiva-

lent of  a black box in case of  errors.  

An additional benefit of  the robot,

said Dr. Cassidy, is that without the need to

spend hours manually compounding the

medication, pharmacy staff  can be de-

ployed to patient floors where they can

work more closely with nurses, physicians

and patients.  

“Most importantly, the robot gives our

doctors and patients the confidence that

what they have prescribed or what they are

taking,” she said, “is the right medication, in

the right dose, and free of  contamination.”

By Steven Clark
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“We use virtual Surgical planning for 
complex surgeries and 3-dimensional analysis to
guide surgery and optimize patient outcomes.”

virtual Surgery in Our Division of  Oral
and Maxillofacial Surgery By Allen Glied, DDS, Division Chief, 

Oral & Maxillofacial Surgery, Dental Department
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2014 Research Studies Review

In 2014 the SBH Institutional Review Board (IRB) 

approved the research studies below submitted by medical

staff  at SBH and UCHC.

Dr. Dara Rosenberg, director of  the dental depart-

ment, chairs the IRB, which convenes monthly and includes

the following members: co-chair Dr. David Rubin, Antonia

Alafris, PharmD, Mia Arce, Dr. Victoria Bengualid, Dr. An-

drea Culliford, Renee Hulen, Patricia Murphy, RN and Dr.

Richard Stumacher. Designated alternates are Ruth Cassidy,

PharmD, Dr. James Uyanik, and David Roman.

Information on how to submit a project to the IRB

may be found on the SBH Wiki under the tab “Boards and

Committees.” Guidelines on how to develop a research

study are available on the SBH Research Web site at

sbhny.org/research.

The dental department leads the way with 11 research studies in progress: six of
those are credited to Dr. Stacy Lubetsky (left), shown with award-winning re-
searcher Dr. Cindhura Citeneni, Dr. Dara Rosenberg, dental department director,
and Dr. Paul Chu, director of the pediatric  dental residency program.

Project Title Principal Investigator Department

A Retrospective Review of the Relationship Between 
Obstructive Sleep Apnea and Sleep Bruxism in Children Daniel Erichsen, MD Pediatrics

Quality Assurance/Quality Improvement Plan for Patient 
Care Post Hospital Discharge Guido Macchiavello, MD Medicine

Retrospective Review of Gunshot Injuries in the Foot and Ankle: 
A New Classification System and Treatment Protocol Emilio Goez, DPM Podiatry/ Surgery

Association between BMI and Tooth Eruption in the Bronx, NY Stacey Lubetsky, DDS Dental

A Community Survey about Influenza Vaccination in a 
Central Bronx Institution Florenta Bederniceanu, MD Medicine

Oral Health Status of Bronx, New York Head Start Children, 2014-2015 Stacey Lubetsky, DDS Dental

An Exploration of Emergency Department Physician Attitudes and 
Beliefs Towards the Discharge Against Medical Advice Disposition Michael Gindi, MD Emergency Medicine

A Modified Orthodontic Bonding Protocol for Reduction of White 
Spot Lesions Ariel Bales-Kogan, DDS Dental

Pathogenic Bacteria on Fomites in the Emergency Department Judy Berger, MD Medicine/ID/ ED

Maxillary Molar Distalization with the Carriee Distalizer: 
A Prospective Clinical Pilot Study Ariel Bales-Kogan, DDS Dental

What is the Incidence of Occult Pre and Post Operative 
Hyperglycemia in Patients Undergoing Elective Surgery? Robert Karpinos, MD Anesthesiology/Dental

Effectiveness of Anterograde Amnesia with 0.5 mg/kg Midazolam Berry Stahl, DDS Dental

LPCN 1021-13-001, Phase 3, Active-Controlled, Safety and Efficacy Trial
of Oral Testosterone Undecanoate (TU LPCN 1021) in Hypogonadal Men Ridwan Shabsigh, MD Surgery

Parental Knowledge and Perceptions of Obstructive Sleep Apnea Daniel Erichsen, MD Pediatrics

A Patient’s Virtual Plan who underwent corrective
jaw surgery at SBH for small upper lower jaws. The
patient is now doing very well.

The division of  oral and maxillofacial 

surgery is well known in the SBH Health 

System for treating all modalities of  facial 

injuries ranging from complex injuries in-

volving the craniomaxillofacial skeleton to

lacerations and salivary gland injuries.

Working with the trauma service, we deliver

the highest quality of  evidence-based care

for our maxillofacial trauma patients. 

Our division also runs an outpatient

and inpatient service welcoming consults

and regarding infections and lesions of  the

face, tongue, teeth, palate and floor-of-mouth

for all ages.  We perform ablative and 

reconstructive surgery for benign lesions of

the jaws.

Advanced treatment for 
Dentofacial Deformities      

Our division is now actively seeking to

expand our treatment of  dentofacial defor-

mities and is using Virtual Surgical Planning

(VSP®) for these complex surgeries and 3-

dimensional analysis to guide surgery and

optimize patient outcomes. Genetic, congen-

ital, as well as developmental dentofacial de-

formities occur in approximately 2% of  the

population and may qualify for treatment.

Some examples of  these deformities include

facial asymmetry, retruded or ‘receding’

lower jaw, upper jaw or enlarged lower or

upper jaws and open bite.  These abnormal-

ities may lead to sleep apnea or other airway

related issues, social and psychological 

problems, difficulties in mastication, speech

disorders, periodontal disease and dental

caries. 

Surgical Intervention for 
Sleep Apnea  

The division of OMS performs corrective jaw

surgery for these patients, guided by 3-dimen-

sional imaging allowing us to improve function,

esthetics and the airway. Maxillomandibular

advancement, one type of these surgeries, can

be the most effective surgical intervention for

sleep apnea.  Cone-beam imaging allows us to

project airway benefits for these surgeries.

These can truly be life-altering surgeries.

Surgery for tMJ

Many patients with TMJ disorders can

also benefit from these surgical and imaging

modalities. For those patients that experience

difficulty or complete inability to open or close

their mouth, quality of  life can be severely 

impacted.  Common examples of these condi-

tions are called open or closed lock, respec-

tively, and can be acute, sub-acute or chronic

in nature.  Acute situations can be painful and

distressing to patients and are often treated ur-

gently or emergently. The patients often require

a surgical intervention to address the problem

and the relief  they may obtain is gratifying.

Residency training
The division of OMS within the depart-

ment of dentistry trains one of the largest gen-

eral dental residency programs in the country

as well as pediatric dentistry, dental anesthesia,

orthodontics and oral & maxillofacial surgery

residents. We are happy to be on the forefront

of  training for our residents and ensure that

they graduate with a comprehensive view of

oral and maxillofacial surgery.
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Southern Medical Group is an SBH

Health System ambulatory care site located

in the South Bronx in an area known as

“The Hub,” a vibrant, multi-ethnic commer-

cial neighborhood where the sidewalks are

teeming with pedestrians, and the main

thoroughfare, 149th Street,  hums with ac-

tivity 24/7.  Back in the year 2000, when

SBH assumed responsibility for patient care

at the site, the facility was known as HIP

Southern Center and served only patients

on the HIP (now EmblemHealth) insurance

plan.  Since then the site has evolved, ac-

cepting more insurance plans and expand-

ing from strictly primary care to include a

range of  subspecialties. 

According to Patricia Belair, senior

vice president for SBH ambulatory care,

“This site gives us a strong presence in the

South Bronx and we are looking forward to

expanding outreach into that community.” 

Another plus, she noted, is the prox-

imity of  behavioral health services on the

second floor of  Southern Medical Group,

which rents space to Fordham-Tremont

Community Mental Health Center. “There

is a move toward integrating primary care

and behavioral health and this site has the

advantage of  the colocation of  services,”

Ms. Belair said. 

Plans for the future include expanded

hours to accommodate after-work appoint-

ments and possibly the addition of  after-

hours rapid care walk-in services. The site

can be reached at 718-585-6100.

Project Title Principal Investigator Department

Topical Methimazole for the Treatment of Moderate to 
Severe Melasma Charles Gropper, MD Dermatology

Could Melanosis Coli be a Protective Factor Against Diverticulosis:  
A Retrospective Analysis in a Underserved Population in a 
Community Hospital Andrea Culliford, MD Medicine

Epidemiology and Outcome of Candidal Infections at
St. Barnabas Hospital 2002 to 2013 Michelle Dahdouh, MD Medicine

Prescription Writing Decision Making in the Emergency 
Department by Residents Jean Dorce, MD Emergency

Comparing MRSA Clones Causing Disease - In Hospitals and in 
the Community of New York City in 2013 Judith Berger, MD Medicine

Demographics of Recidivists with Penetrating Trauma Injuries in Surgery/
an Urban Emergency Room Robert Davis, MD Emergency Medicine

Parental Attitudes on HPV Vaccination in Male Adolescence 
and How this Affects the Rates of HPV Vaccination Among the 
Low Income Communities in the Bronx Paulo Pina, MD Pediatrics

Determining the Validity of Using the Speed of the Vehicle that 
Struck the Pedestrian as Trauma Activation Criterion Michael Gindi, MD Emergency

Prevalence and Underdiagnosis of Obesity in Union Community 
Health Center, St. Barnabas Health System Andrea Culliford, MD Medicine/GI

The Somatic Symptom Scale 8 (SSS-8) as a Predictor of 30-Day 
ED Utilization Scott Leuchten, DO Emergency

Analysis of the Psychosocial Aspects of Asthma Treatment 
Compliance in Pediatric Patients with Persistent Asthma Alyson Smith, MD Pediatrics

Should We Have a Better Adherence to the Ottawa Ankle Rules Narasinga Rao, DO Emergency

An Inquiry on Why Low Acuity Patients in an Underserved Area 
Present to the Emergency Department for Non-Emergent Reasons Scott Leuchten, DO Emergency

Where Do Patients Obtain Medical Information and 
Does this Affect Initiation of Medical Treatment Blanca Grand, DO Emergency

Use of Silver Nitrate and Fluoride Varnish to Increase 
Parent's Compliance for Child's Follow Up Visit to Dental Clinic Dara Rosenberg, DDS Dental

Rubber Dam or Isodry? A Comparison of Two Isolation 
Mechanisms for Class I Restorations and Sealants Stacey Lubetsky, DDS Dental

Comparison of NISS and ISS Scores in Penetrating Trauma 
in a Bronx Level I trauma Center Robert Davis, MD Emergency

Prevalence of Male Sexual Victimization in a Nationally 
Representative Sample and Association to Adverse Health Outcomes Janine Clark-Adjo, MD Pediatrics

Improving Nutritional Status of African American and Hispanic 
Individuals via Peridialytic Oral Nutrition Supplement Administration James Croll, MD Nephrology

Clinical Efficacy of Laser-Performed Circumferential Fiberotomy 
of Reduction of Anterior Post-Orthodontic Treatment Relapse Ariel Bales-Kogan, DDS Dental

Effect of video Education on Acceptance of the Papoose Board Stacey Lubetsky, DDS Dental

Localized Cooling vs. Topical Anesthetic: Comparing the 
Effects on Pain Perception in Pediatric Dentistry Stacey Lubetsky, DDS Dental

The Effect on Salivary pH of Chewing Gum after a Sugar Challenge Stacey Lubetsky, DDS Dental

Southern Medical Group provides Care
in the Hub

The façade of Southern Medical Group at 346 149th Street recently received an upgrade with the addition of window graphics and new signage.

By Susan Kapsis

Patricia Belair, senior vice president for ambula-
tory care, has been the senior administrator 
leading Southern Medical Group since 2000,
when the site was known as HIP Southern Center.

Southern Medical Group recently welcomed
Franchesca Reynoso, LSCW, as the site’s new ad-
ministrative director. Ms. Reynoso came from
Bronx Lebanon where she worked in the
methadone maintenance program.
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As a result, new hardware was installed

and software enhancements included use of

bar coding for medication administration at

the bedside (Knowledge-Based Medication

Administration – KBMA), use of the Patient

Portal (Follow My Health), and exchange of

clinical summary documents (CCDA) with

disparate electronic health systems. This was

achieved through mailboxes via DIRECT

methodology in the community, thereby en-

abling better transitions of care. Patient edu-

cation materials were enhanced through the

use of the Info button within the EHR— a

standard mechanism for clinical information

systems to request context-specific clinical

knowledge from various online resources. 

The system upgrade resulted in a

number of  advances. It enabled immuniza-

tion information to be transmitted directly

into the Citywide Immunization Registry

(CIR). Similarly, syndromic surveillance and

public health data can now be shared or

transmitted with various governmental

agencies. Providers now have the ability to

generate a list of  patients by a specific con-

dition. This upgrade also involved capturing 

patient demographic data on ethnicity and

preferred language. Finally, E-Prescribing

education was completed and workflows

were re-engineered to improve clinical doc-

umentation and patient satisfaction.

Several clinical decision support fea-

tures were added to assist clinicians to pro-

vide safer care (stroke care, venous

thromboembolism prophylaxis and platelet

nomograms, among others). Monitoring of

all measures will continue, along with feed-

back to clinicians as per current CMS regu-

lations. Meaningful Use Risk Analysis

(MURA) was conducted, an annual require-

ment ensuring that SBH Health System is

compliant with Health Insurance Portability

and Accountability’s (HIPAA) administrative,

physical and technical safeguards. 

SBH Achieves Stage 2 of  Meaningful Use of  Electronic Health Records

Information technology Update 

By Jitendra Barmecha, MD, MPH, SVP
Chief Information Officer

Dr. Barmecha (right) was a panelist on electronic health records adoption in the Bronx at the 
National Health IT Collaborative for the Underserved (NHIT Collaborative) annual conference in
September.  The conference focused on strategies that use health IT (HIT) tools to advance health-
care and ultimately improve health in underserved populations. With Dr. Barmecha are Karen B.
DeSalvo, MD, MPH, MSc, National Coordinator for HIT at the Department of Health and Human
Services and Louis Belen, CEO, NHIT Collaborative.

Since 2011, SBH Health 

System has been engaged in

achieving the objectives of

Meaningful Use, an incentive

program that authorizes the

Centers for Medicare and 

Medicaid Services to provide 

incentive payments to eligible

hospitals that adopt, 

implement, upgrade or 

demonstrate meaningful use 

of  certified electronic health

record technology. 

the three-stage program 

includes instituting data 

capture (Stage1), improve-

ment of  clinical processes 

and interoperability (Stage 2)

and demonstration of  

improved outcomes (Stage 3).

We achieved stage 1 in March

2012 and last summer the 

department of  information

technology, with the 

assistance of  various clinical 

departments, began 

preparation for Stage 2 

Meaningful Use of  the 

Allscripts Electronic Health

Record (EHR). 

DSRIPstands for Delivery System

Reform Incentive Payment Program.  The

term may be nondescript but it represents an

ambitious program to transform healthcare

delivery for Medicaid and uninsured popula-

tions in New York State. The program aims to

promote health and well-being while reducing

high-cost care, specifically in emergency room

and hospital settings. 

DSRIP was originally developed as a

CMS demonstration program to show how in-

novations in Medicaid programs can be

budget neutral to states, while improving the

health of populations. The concept of popu-

lation health, defined by Kindig and Stoddart

in 2003, is a recent construct and is described

as “the health outcomes of  a group of indi-

viduals, including the distribution of such out-

comes within the group.” In 2007, the Institute

for Healthcare Improvement (IHI) took this

concept and promoted a model to improve

the American healthcare system called the

Triple Aim framework. The 3 dimensions of

the Triple Aim include improving the patient

care experience and the health of populations,

while reducing per capita healthcare costs. At

the time, this was considered radical.

However, the framework gained trac-

tion as growing recognition that current

healthcare spending doesn’t produce high

quality care. In fact, Americans spend twice

as much per capita on healthcare as the aver-

age developing country with health out-

comes that are no better. 

When you examine the health of spe-

cific regions and sub-populations, the out-

comes are more troublesome. Let’s look at the

Bronx for instance: in 2012, there were 13,447

preventable admissions and a staggering

347,837 potentially preventable ED visits. The

Bronx leads the state in premature deaths of

patients aged less than 65. By most health

measures, the Bronx is considered the least

healthy county in the state. 

DSRIP aims to reduce those avoidable

hospitalizations and ED visits by 25% over the

next 5 years. By aligning funds to prevent hos-

pital utilization, the DSRIP program creates

an environment for hospitals to take on more

risk and reengineer the delivery system to de-

liver care in outpatient or community settings.

SBH has taken a lead role in this trans-

formation by creating a coalition of over 150

provider organizations that supply a variety of

services to residents in the Bronx. Called

Bronx Partners for Healthy Communities

(BPHC), the coalition or Performing Provider

System (PPS) in DSRIP terms, is represented

by 2 hospital systems, SBH and Montefiore,

along with other clinical service providers.

Also represented are behavioral health

providers, independent physician associations

and non-traditional healthcare providers such

as community-based organizations that have

a focus on social determinants of  health. In

my role as CMIO of SBH, I have had the priv-

ilege to witness the planning phases for this

transformation.

Over the next several months, the plan-

ning phases will move into the implementa-

tion phase. The physicians’ voice as an

advocate for the patient and as leaders of

health system transformation will be critical

to the success of Bronx Partners (BPHC). It’s

an exciting time to be practicing at SBH and I

look forward to working with SBH physicians

as we redefine the future of healthcare.

DO
New York Institute of  technology College of  Osteopathic Medicine, 
Old Westbury, NY

Internship/Residency/Chief  Resident                                 
Nassau University Medical Center, East Meadow, NY

JEENY JOB, DO 

Chief  Medical Informatics Officer

By Jeeny Job, DO, Chief Medical Informatics Officer

DSRIp Update: 

SBH Has a Leading Role in the Bronx                                                                                                           

Len Walsh, EVP, COO, (right) and Irene Kaufmann, executive director, DSRIP (center) addressed a
packed SBH auditorium with a grand rounds presentation on DSRIP sponsored by the department
of medicine chaired by Dr. Edward Telzak (left).



Dr. Elliot Melendez 

On September 12, 2014, Milagros Para

Niños (Miracles for Children), a Latino initia-

tive at Boston Children’s Hospital with the

mission to help the underserved children of

New England, held its annual gala.  Honored

was Dr. Elliot Melendez, a pediatric emer-

gency physician at Boston Children’s Hospi-

tal; a respected and beloved physician triple

board certified in pediatrics, pediatric critical

care and pediatric emergency medicine; and

a Harvard Medical School graduate. 

Most impressive credentials – 
particularly for a high school

dropout from the South Bronx.

“I remember Elliot when he first worked

here as an overnight registrar,” said Dr. Ted

Spevack, a one-time emergency department

director, head of  the emergency medicine

residency program, and member of  the

Board of  Trustees at St. Barnabas Hospital,

who was seated that night at the head table

with Dr. Melendez and his family.  “When he

first came to the hospital [in the mid-1980s],

he asked me if  he could make teaching

rounds in the morning.  I asked him why and

he said, ‘I need to learn more because I want

to go to medical school.’  I was shocked,

speechless. I had no idea.  He looked like a

little kid, like he was 15, but it didn’t take long

before we realized how brilliant he was.” 

While working at the hospital, Elliot re-

turned to school to get his GED and in 1989

started classes at Lehman College.  Marrying

a nurse at the hospital, he juggled work,

school and, soon, fatherhood, graduating

cum laude with a degree in biology in 1995.   

It wasn’t long before others he touched

also bought into his dreams.  When he com-

pleted his GED, a counselor asked him what

he wanted to do with his life and he said “I’ve

always liked the TV show ‘MASH,’ so maybe

I’ll become a doctor.”  Rather than look at

him cross-eyed, she encouraged him.   

In a videotape shown at the Milagros

Para Niños dinner, Dr. Melendez spoke elo-

quently about his youth – which included a

close encounter with gang violence – where

he was at that time and where he wanted to go.

“I looked at my friends, who I was grow-

ing up with.  No one had a high school

diploma, no one had a sustainable job and I

began to look at myself  and say, ‘Is this what

I’m going to be?’ “I began to remember the

lessons my father and mother were trying to

teach me:  work hard, show who you are by

example, and don’t expect anything will

come free.” 

Dr. Spevack and other physicians at St.

Barnabas Hospital continued to mentor El-

liot, who was promoted to a researcher for

the residency program.  They helped him

with his medical school applications and

wrote letters of  recommendation.  They

cheered when he was offered a full ride to

Harvard Medical School, graduating in 1999

and then doing his residency and fellowship
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Dr. Melendez with his wife, a nurse he met at 
St. Barnabas.

SBH physicians that Beat the Odds                                                                                                                   

Dr. Elliot Melendez, a pediatric emergency
physician who was recently honored by
Boston’s Children’s Hospital, started his career
as a registrar at St. Barnabas. 

they were the 1,000 to 1 shots, the tortoises outracing the hares, the little 

engines that could. Each overcame overwhelming, seemingly insurmountable odds.

And they all did it with a little help from St. Barnabas Hospital.

By Steven Clark

training at Boston Children’s, one of  the na-

tion’s best pediatric hospitals.  For a while he

kept in touch with Dr. Spevack and other

physicians at the hospital, sending them hol-

iday cards and Harvard Medical School

sweatshirts.  Once he left, said Dr. Spevack,

the staff  realized just how special Elliot was.

He was so proficient at his job that it took

two full-time people to replace him.

Dr. Spevack, meanwhile, moved to

Cape Cod, working in the emergency de-

partment at a community hospital.  Several

years ago he was speaking on the phone to

a nurse at Boston Children’s Hospital about

a patient he had referred there, when the

name of the accepting physician, a Dr. Me-

lendez, came up. “Would that be Dr. Elliot

Melendez?” asked Dr. Spevack.  It was.  

For Dr. Spevack, reconnecting with Dr.

Melendez and attending the dinner gave him

an enormous sense of  pride.  “I hadn’t seen

him in some time, but at the dinner we made

a beeline for each other.  It was wonderful to

see a young man come this far, and to be-

come such a wonderful mentor and a role

model to others.”

Dr. Rebecca Aleck 

When Dr. Rebecca Aleck finishes

speaking before a group, there often isn’t a

dry eye in the audience after hearing her

story of  struggle, sacrifice, and determina-

tion to never let go of  her childhood dream

of becoming a doctor.

Dr. Aleck is a 2014 graduate from St.

Barnabas Hospital’s internal medicine resi-

dency program, where she was a chief  resi-

dent. Now working at a community hospital

in a small Missouri town, she talks from per-

sonal experience about achieving one’s

dreams, despite obstacles and personal set-

backs. 

A sickly child, she spent a great deal of

her childhood in and out of  hospitals.  At the

age of seven, she was so inspired by a doctor

who cared for her that she said she wanted

to someday become one. For a bright child,

growing up in the Midwest, it was a worth-

while ambition.  Only life got in the way –

over and over again.  

Rebecca’s parents split up when she

was a teenager and she went to live with her

mother. Things didn’t work out and she

ended up in foster care at the age of  16.

When she was 18 and had aged out of  the

foster care system, she became homeless,

living on the streets.  It wasn’t long before she

had two children, born two years apart.

When her youngest child was just two weeks

old, she took the kids and left their father, a

man who was physically abusive to her. 

She held various secretarial and book-

keeping jobs, and proved to be a fast learner.

She moved to Bentonville, Arkansas, work-

ing her way up the management ladder at

Walmart’s headquarters, yet never taking her

eye off  the ball.  She returned to school,

graduating from community college in 2005

and the University of  Arkansas in 2007 as a

pre-med student.  

At times, it seemed overwhelming to

manage raising her family without any sup-

port, working multiple jobs and studying.

She often faced the reality of  running out of

money and dropping out of  school.  But she

managed to dodge that bullet – getting a

scholarship at the last minute – and making

ends meet by selling wedding cakes out of

her home and driving school buses between

classes to keep her family afloat.

She eventually chose a medical school

in a small town in northeast Missouri for one

reason – “It was a good place to be a single

mother in medical school.  It was boring

there and there was nothing else to do except

study.”  

In 2011, at the age of  41, she graduated

from medical school and chose to do her 

residency in the Bronx where “you see

everything and get the kind of medical train-

ing I couldn’t get back home.”   

One day, during her residency at St.

Barnabas, she got a call from her daughter,

now in her early 20s and a college student,

from the mall she worked at back home in

Arkansas.  Her daughter told her she had

someone who wanted to talk to her – a girl

Rebecca had taught organic chemistry to

years ago and had expressed similar ambi-

tions.  The two also shared something else:

both had suffered at the hands of  physically

abusive men. The young woman got on the

phone and thanked Dr. Aleck for inspiring

her.  She wanted to tell her that she had just

been accepted to medical school.

Lazeni Koulibali 

Lazeni Koulibali was in his early 30s

when he left the Ivory Coast, a landlocked

country in West Africa officially known today

as the Republic of  Côte d'Ivoire, to come to

America.  Speaking little English – French is

the nation’s official language although Lazeni

and his family spoke one of  the country’s

many indigenous dialects – he arrived in the

Bronx in the early 1990s and soon took a job

Dr. Ted Spevack, a former director of the 
emergency department at SBH, was a mentor
for Dr. Melendez.



SBH Health System is pleased to an-

nounce Dr. Daniel Lombardi, associate di-

rector of  the department of  emergency

medicine, as the system’s Patient Safety

Officer (PSO). The Patient Safety Officer

(PSO) has primary oversight of the facility-

wide patient safety program. This leader-

ship role directs staff  within the

organization toward process improve-

ments that support the reduction of  

medical/healthcare errors and other fac-

tors that contribute to unintended adverse

patient outcomes. The PSO provides lead-

ership for safety assessments and coordi-

nates activities of patient safety and quality

while engaging stakeholders in the process.

Dr. Lombardi came to SBH in 2001

as a resident in the five-year emergency

medicine/family medicine program. In

2008 he was named program director of

emergency medicine and co-project 

director for the emergency medicine/

internal medicine and emergency medi-

cine/family medicine programs. Since

2010 he has served as associate director

of  the emergency department. 

As the hospital’s first PSO, Dr. Lom-

bardi is moving forward with a number of

initiatives and protocols to improve patient

safety. Currently he is working with IT to

develop a double identification system that

will help avoid patient/order misidentifica-

tion and reduce medication errors. He will

also be working with the GME committee

to explore the development of  a standard-

ized process for credentialing residents’

procedure competency. 

To promote a culture of  safety, Dr.

Lombardi will take the lead in setting clear

goals and establishing practices and values

necessary to keep all SBH employees on

target in our commitment to patient safety.
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as a transporter at St. Barnabas Hospital.  

According to his younger brother,

Abubakar Conde Coulibaly, who Lazeni

brought to the Bronx two years later and

who for many years now has worked as a

patient technician at the hospital, Lazeni

was always good in the sciences and had

long had a burning desire to become a 

doctor.  

This stemmed from an incident that

occurred while growing up in his village

back home.  At a young age, both he and his

twin sister contracted malaria.  He survived

and his sister died. 

Senior emergency medicine physician 

and medical staff  president Dr. Ernest Patti

remembers Lazeni for what he calls his

“beautiful, infectious smile.”  “He and his

brother were always hustling, moving the

patients quickly.  We loved him because

when it was busy in the ED, he would say,

‘Let me do that.  Let me take care of  the pa-

tient.’  He always asked a lot of  questions

and I encouraged him to go back to school.”   

While working at St. Barnabas Hospi-

tal, he attended Lehman College.  Upon

graduation, he went to Iowa to study at Des

Moines University College of  Osteopathic

Medicine, graduating in 2000 in his

late 30s, and then moving to 

upstate New York where he

completed a family practice

residency at Wilson Memorial

Hospital in Binghamton and

an emergency medicine resi-

dency at the University at Buffalo.

Today, he works as an emergency med-

icine physician at Salem Hospital in Oregon.  

Known as a friendly and caring physi-

cian, his accomplishments have not gone 

unnoticed – both inside and outside the hos-

pital.  An avid soccer player, he and a col-

league were warming up before a game one

afternoon several years ago when they

heard that a player had collapsed on the

field.  Finding the man unconscious, his face

blue and without a pulse, the two doctors

administered CPR until an ambulance 

arrived to take him to a local hospital.  

“In the emergency room of the hospi-

tal, we have all these fancy toys and

pretty much give orders what to

do while other people do these

things,” Dr. Koulibali later said.

“This was different, scary.  Out

here, you feel like you’re com-

pletely naked.”

The man had suffered a 

massive heart attack – only an estimated

6 percent of  who survive such an attack 

outside a hospital – but thanks to the two ER

doctors, he survived.  For this, Dr. Koulibali,

the young man who had come to the Bronx

years ago from the Ivory Coast, and his 

colleague were awarded the American Red

Cross’s Medical Real Hero Award. 

Introducing New Medical Staff

SBH patient Safety Officer (pSO)
Dr. Daniel Lombardi

By Ann Marie McDonald, RN, CEN, Ed.D., VP, 
Chief Quality Officer

Lizica troneci, MD
Chair, psychiatry

Jeffrey Gunzenhauser, 
MD, Director, 
Radiology

Nicola Kotchev, MD
Geriatric Medicine

Ragu Loganathan, MD
Director, Critical Care 
and pulmonary 
Medicine

Leon Eisen, MD
vascular Surgery

Jeeny Job, DO
Chief  Medical 
Informatics Officer

Michael polcino, MD
Colorectal Surgery

fausto vinces, DO,
fACOS, fACS, Surgery
and Surgery Critical
Care, Director, General
Surgery Residency

James Brassel, MD
Director, Blood Bank

Marc Bjurling, DO, 
MSc, Director, 
Urologic Oncology

The SBH Hemodialysis Center has been recognized as a Five-

Diamond Patient Safety Facility by IPRO’s End Stage Renal 

Disease Network of  New York.

St. Barnabas Hospital has been recognized by the Immunization

Action Coalition (IAC) for achieving one of  the highest reported

rates in the state (99%) for its work to protect newborns from

hepatitis B virus infection. The Immunization Action Coalition's

Hepatitis B Birth Dose Honor Roll recognizes U.S. birthing insti-

tutions that have attained a birth dose coverage rate of  90% or

greater and have met specific additional criteria.

SBH Health System achieved Silver Star Status in the NYC

DOHMH Tobacco-free Hospitals Campaign and is one of  the

first hospitals in the Bronx to achieve this recognition.

Awards
and Recognition

Congratulations to the SBH stroke team (shown above), led by

Dr. Scott Segan.  For the third consecutive year, SBH Health

System achieved the Get with the Guidelines Stroke Gold plus

Quality Achievement Award for implementing specific quality

improvement measures outlined by the American Heart 

Association/American Stroke Association for the treatment of

stroke patients.
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SBH medical staff at the Yankee fundraiser on September 19, organized by SBH Trustee John Tognino to benefit the Center for Comprehensive
Care.  The Yankees won the game, and SBH Chief Financial Officer Todd Gorlewski topped the evening by catching a foul ball.

Dr. Malcolm Phillips enjoying the game.

Dr. Guido Macchiavello, Dr. Lisette Roble do and Renee
Wilson-Bennett, NP, joined the SBH team that turned out

to support breast cancer prevention at the annual 
Orchard Beach “Making Strides Against Breast Cancer”

walk benefiting the American Cancer Society.  

Dr. Mark Rosing (left)
joined Zane Last,
PharmD, and other
members of the SBH
team in the 2014 Tour de
Bronx on October 26. 

SSNApSHOtS

Kids who are undergoing treatment in the asthma section of the pediatric emergency 
department will appreciate  the new mural, recently painted and donated to the area by
Brian Fiedler, a medical student at the Florida campus of  Lake Erie College of Osteopathic
Medicine (LECOM), who recently spent two rotations in the SBH Pediatric ED. Dr. Maya
Haasz (left), director of the department, is pleased to have this colorful addition, which
brightens the area and gives children some friendly sea creatures to enjoy.

Attn: David Perlstein, MD, Chief Medical Officer

Dear Sir: 

…we traveled … to St. Barnabas for an Endoscopic Ultrasound that

my husband needed in order to stage a tumor (colorectal ca). We were having

a difficult time getting this procedure scheduled in our area, and were referred

to your facility… 

We wanted you to know that our experience with the entire process,

from Outpatient Registration to recovery, was exceptional…by far the best 

experience we have had since this journey with cancer began with us. The 

entire staff made us feel comfortable and confident that we were in good hands. 

The Gastroenterology team was a blessing…efficient, knowledgeable,

highly qualified, and extremely professional. They inspired confidence. But

just as importantly, they were kind, caring, patient, and empathetic. …. Dr.

Andrea Culliford was wonderful to us and very obviously right on top of the

situation in her department. Dr. Jay Babich was also great. 

The Anesthesia Team of Dr. Hine, and Rene Bouquet, the CRNA also

deserve our thanks, as well as the nurses that attended my husband that day,

both pre-op and post-op. 

A diagnosis of cancer is a traumatic experience, especially for 

someone like my husband, who has not been sick a day in his life. Caregivers

who deal with it on a daily basis can become very detached. We have 

experienced indifference to downright rudeness a few times. Those who go

above and beyond, and smile while they are doing so make a huge difference...

Letter of  Appreciation

DRIvE 
to patient-
Centered 
Excellence                                                                                                             
Update from the physician
Engagement team
By Emily Spengler, MD                                 

The Physician Engagement Team con-

tinues to meet regularly to discuss our goals

of improving communication throughout the

hospital, recognition of  provider achieve-

ments, community building, and eliminating

barriers to daily clinical work. Projects we

are working on to address our goals include:

developing a list of  resources for providers

to more easily navigate hospital systems;

working with administration to update the

hospital telephone operator system; and

working with the Medical Board to improve

dissemination of information from the Med-

ical Board meetings to medical staff. 

Through a partnership with information

technology, we hope to improve intra-hospi-

tal communication. Priorities include elimi-

nating cell phone “dead zones” in the

hospital and a trial of  a new confidential

intra-hospital text-messaging app called 

IQMaxx. 

We will continue efforts to increase

provider recognition through annual physi-

cian service awards, including two new

awards—The Ron Ciubotaru Physician to

Physician Award and Medical Staff  Leader-

ship and Achievement Award. We will seek

nominations from all medical staff  and the

awards will be presented at our annual SBH

Doctor’s Day celebration.

Above all, we want to make sure we are

always addressing the concerns most impor-

tant to the work of  physicians and mid-level

providers. To that end, we will be dissemi-

nating a “Survey Monkey” to determine the

most pressing issues of  our providers. We

encourage you to take the time to share your

thoughts with us through this survey.
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presentations
and publications

Howard Morgenlander, the

face of  the urology service at SBH

Health Systems since 2001 passed

away on November 18th.  

Specializing in extracorporeal

shock wave lithotripsy (ESWL), Dr.

Morgenlander successfully treated

thousands of  patients for kidney

stones in both Brooklyn and the

Bronx.  He also specialized in the

treatment of  cancer, performing

brachytherapy of  the prostate throughout his career.  A graduate of

Brooklyn College he completed his medical education at the Univer-

sity of  Bologna, Italy.  During his summers in medical school he com-

pleted clinical clerkships at the Albert Einstein College of  Medicine

and Mount Sinai Hospital in both pathology and surgery.  

After medical school, Dr. Morgenlander completed his resi-

dency in urology at Maimonides Medical Center rising to the rank of

chief  resident during his final year.  Throughout his career Dr. Mor-

genlander held privileges at Maimonides Medical Center, Lutheran

Medical Center, Long Island College Hospital, Victory Memorial Hos-

pital, Coney Island Hospital, Kings County Hospital, and Woodhull

Hospital.  Prior to his death he was on the medical staff  of  Lincoln

Medical and Mental Health Center, and SBH Health System. 

Jo-Marie DiBattista. director of  peri-operative services, recalls

Dr. Morgenlander telling her that “we will argue constantly” after ask-

ing her how long will she stay?  I suppose he wanted to make sure

that Jo-Marie would be around long enough to exert the resources of

a good argument.  Jo-Marie remembers that behind his rough exterior

and dry humor, was a kind and humble person.  She remembers him

coming to her office in the operating room accompanied with his

ledger book tucked firmly under his arm.  It contained the personal

medical history on every one of  his patients that he had operated on.

He needed little prodding to get him to talk about his family.  Nothing

brought a bigger smile to his face then when asked “how are your

grandchildren?” 

Dr. Ridwan Shabsigh, chairman of  the department of  surgery

states: “Although I worked with Dr. Morgenlander for only a short one

year, I learned to appreciate his availability to serve the patients any

time I called upon him.  He really represented the sincere focus on

patient care and well being.”

He will be missed by his many colleagues, friends and patients.    

SBH Mourns the Loss of
Howard L. Morgenlander,
MD, Urologist  
By William Collins

After 23 years at SBH,

Jerry Balentine, DO, EVP,

has moved on to become

vice president for medical

affairs and global health at

the New York Institute of

Technology where he will

lead both the College of

Osteopathic Medicine and

the School of  Health Pro-

fessions. His position will also entail overseeing and develop-

ing NYIT health sciences outside of  the US: in addition to

campuses in Manhattan and Westbury, NYIT has interna-

tional locations in Vancouver, Abu Dhabi and China. 

Dr. Balentine graduated from the Philadelphia College

of Medicine in 1983 and trained in emergency medicine at

Lincoln Medical and Mental Health Center. In l992 he was

recruited by SBH to develop the emergency medicine resi-

dency program and then stayed on, rising through the ranks.

His tenure included director of the SBH emergency residency

program and director of  emergency medicine at Union Hos-

pital. When SBH assumed responsibility for healthcare at Rik-

ers Island, Dr. Balentine developed an urgent care center at

the correctional facility. He went on to become medical di-

rector, chief  medical officer and executive vice president at

St. Barnabas.

Looking back at some of the high points during his time

at St. Barnabas, Dr. Balentine put the hospital’s designation

as a level I trauma center in 2001 high on the list. “It was a

challenge because of  the politics,” he said. “Other trauma

centers were opposed to it.” A more recent highlight he cited

is our affiliation with Sophie Davis School of  Biomedical Sci-

ences. “This is a fundamental change,” he noted. “We will be

the school’s main affiliation.”

The SBH family will miss Dr. Balentine not only for his

leadership and professional contributions, but for his sense

of humor and genuine warmth.  When asked how he would

like to be remembered at SBH Dr. Balentine said, “I tried to

be fair and I loved the patients of  the Bronx.”

A fond farewell to 
Dr. Jerry Balentine, 
Executive vice 
president, Clinical
Strategies and 
Affiliations        
By Susan Kapsis

Ridwan Shabsigh, , MD, 

Karan Parmar, DO

In the News

• Drs. Richard Stumacher and Lisette Robledo discussed the enterovirus on NBC and News 12, respectively. 

• Dr. Daniel Erichsen was interviewed on CBS regarding the formation of  good back-to-school sleep habits and on NY1 about

the home sleep test now available at SBH.

• Drs. Guido Macchiavello and Eric Appelbaum spoke about flu shots on NBC and News 12, respectively. 

• Dr. Ernest patti spoke about Ebola screenings on Fox News and Fox Business and about the dangers of  synthetic marijuana

on NBC. 

• Vice president Ruth Cassidy was interviewed by CBS and News 12 about the RIVA system in the SBH pharmacy. 

• Dr. Ridwan Shabsigh discussed prostate health on News 12 the Bronx and was interviewed on Fox about the Ebola outbreak.

• Dr. Guido Macchiavello and Lynette Alvarado were interviewed on Tiempo about the Vive Tu Vida health fair held on the

SBH campus on September 12.

• Dr. Guido Macchiavello discussed men’s health on WFUV, the radio station of  Fordham University.

pRESENtAtIONS
___________________________________________________________________________

• Ridwan Shabsigh, , MD, chairman of the department of surgery, attended a White House
briefing on Men's Health and My Brother's Keeper on June 25, 2014. The topic was My
Brother's Keeper Moving Forward: Men of Color and Health. April 2014.

___________________________________________________________________________

• Ali Mencin, MD
Poster Presentation, Bisphenol A exposure and non-alcoholic fatty liver disease,
NASPGHAN, Atlanta, GA, Oct. 20, 2014.

___________________________________________________________________________

• Karan Parmar, DO
Clinical Pathological Case presentation, The Swollen Elbow to Never Forget, Won 3rd
Place, ACOEP Fall Scientific Seminar 2014, Las Vegas, NV

pUBLICAtIONS
_________________________________________________________________

• Maya Haasz, Director, Pediatric Emergency Medicine
Kagedan DJ, Haasz M, Kumar Chadha N, Vinod, Mehta S. Epiglottitis as a
presentation of leukemia in an adolescent. Pediatr Emerg Care. 2014 Oct;
30(10):733-5.

_________________________________________________________________

• George M, Korbel L, Haasz M, Coronado A, Kitzmiller J. Managing acute
asthma exacerbations in pediatric patients: should peak flow measurements
or pediatric respiratory assessment measure be used to titrate bronchodila-
tor treatment? Ann Pediatr Child Health.2014. 2:2;1015. 

_________________________________________________________________

• Pierog A, Martinez M, Mencin A., outpatient endoscopic closure of persist-
ent gastrocutaneous fistula with hemoclips in pediatric patients. Gastrointes
Endosc. 2014 Sept. 30. Epub.

_________________________________________________________________

• John K. Houten, MD, Neurosurgery
Invited Lecturer: Cervical Corpectomy, Cervical Spine Research Society An-
nual Meeting and instructional Course, Orlando, FL. Dec. 3, 2014.




