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Light Box

On the move: Third-year medical student Nakesha King (center, in striped sweater) attends an exercise session in East Harlem as part of
the Movement Against Childhood Obesity (MAChO), a volunteer group that encourages inner-city kids to eat right and exercise. For more,
see page 38.
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Training for an Uncertain Future

Deans Messages

Antonio M. Gotto Jr.,
MD, DPhil, Dean of the
Medical College

health policy clerkship—taught by Madelon
Finkel, PhD, for more than ten years—that offers
an overview of the non-clinical side of practicing
medicine and exposes them to some of the issues
they may be facing as they treat patients. This
includes the confusing, and at times conflicting,
restrictions placed on physicians and patients
alike. “With the current debate among policy-
makers and others about how our health-care
system should be reformed, it is ever more
important to give our students the skills neces-
sary to navigate the increasingly complex health-
care system,” says Dr. Finkel, who is a professor
of clinical public health and director of the
Office of Global Health Education at Weill
Cornell. (For more on global health, see page 20.)

Student response has been enthusiastic. “The
health policy course forced us to step back from
our basic science and clinical courses and put our
training into a real-world context,” says Anthony
Rosen ’10. “We met industry experts who shared
their often dramatically differing viewpoints on
health care. The timing for the course was per-
fect, as we were discussing these issues as the
health-care reform debate unfolded. I think that
understanding health policy will be invaluable
for me as a practicing physician.”

T he words “health care” and “reform”
seem nearly inseparable these days.
When one appears, the other is sure
to follow. 

While many agree that a reevaluation of the
current health-care model is long overdue, there is
little agreement about how reform should be
administered. Some people argue for greater
involvement from the federal government. Others
say Washington already plays too large a role and
Americans would be better off choosing their own
health-care options. Many doctors worry that
Medicare reimbursements, already on the decline,
will continue to fall, forcing them to take on even
greater patient loads and further stressing all
aspects of the health-care process. New legislation
seems likely, but the debate will hardly end there. 

Whatever the immediate outcome, Weill
Cornell Medical College is not taking a passive
role. Change is coming to health care, and as we
train the next generation of physicians and
researchers, it is our mission to ensure that the
doctors and scientists of tomorrow not only keep
pace with the shifting world of medicine, but
also continue to push the boundaries of discov-
ery and patient care. 

Our fourth-year students take a two-week

JOHN ABBOTT

Madelon Finkel, PhD
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Productive Partnerships David P. Hajjar, PhD, 
Dean of the Graduate
School of Medical Sciences

Science and medical research are
highly collaborative endeavors.

At the Weill Cornell Graduate
School of Medical Sciences,  our

students work closely with faculty mentors
and fellow students as well as with re-
searchers and scientists from neighboring
institutions. In a stretch of First Avenue no
longer than a mile, one encounters some of
the finest medical and research facilities in
the world: NewYork-Presbyterian/Weill
Cornell, Memorial Sloan-Kettering, the
Rockefeller University, and Hospital for
Special Surgery. 

While that proximity is a great asset, one
of our most valuable partners lies 260 miles
beyond the sometimes insular community of
Upper East Side Science—our parent institu-
tion, Cornell University. It should
surprise no one that the Graduate
School would work so closely and
fruitfully with the Ithaca campus.
But the distance between the cam-
puses at times makes it easy to for-
get that each offers a rich source
of talent and resources to the
other. Collaborations between the
Graduate School and the various
colleges in Ithaca have worked
splendidly, and you can count on
even more significant partnerships
down the road. 

One current effort has taken
shape in the Outreach Office of
Weill Cornell Graduate School,
which is cooperating with Cornell’s
Institute for Biology Teachers.
Through this partnership, profes-
sional development workshops are
held annually in which secondary
school science/biology teachers
visit both campuses. The goal of
the program is to update these
teachers in topics related to bio-
medical science, so their lessons
remain as current as possible. The
program provides classroom lab
exercises and connects the faculty
with local secondary school
teachers and students.

Students who are interested in com-
bining the strengths of the field of psy-
chology and cognitive science in Ithaca
and the neuroscience program in Man-
hattan are encouraged to consider the
IMAGINE program (Ithaca Manhattan
Graduate Initiative in Neuroscience). In
Ithaca, the program specializes in basic
analysis of perception, cognition, com-
munication, and decision making,
grounded in developmental and evolu-
tionary perspectives, with a strong com-
putational emphasis. The Graduate
School provides an outstanding research
facility for investigation of the develop-
ment, structure, and function of the
nervous system, drawing from a variety
of scientific disciplines including pharma-

cology, neuroanatomy, electrophysiology,
imaging, and genomic and transgenic
approaches within animal models and spe-
cific clinical populations. IMAGINE stu-
dents receive exceptional training in both
how to choose and design research ques-
tions and how to apply this skill in clinical
settings with the most current and power-
ful techniques.

No great milestone in medicine or sci-
ence was achieved alone. The work can
often seem solitary—all those days and
nights in a lab—but it helps a great deal to
know that we are part of a team, an entire
school dedicated to solving the world’s
medical dilemmas. We have excellent part-
ners in that endeavor, be they down the
street or hundreds of miles away.

Duffield Hall on the Cornell campus

JASON KOSKI / CORNELL UNIVERSITY PHOTOGRAPHY
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Weill Cornell’s $1.3 billion Discoveries that Make a

Difference Campaign is dedicated to building on 

our world-class strengths in research, education, 

and clinical care to move breakthrough discoveries faster from the 

laboratory bench to the patient bedside. 

Alumni play a unique and critical role in this research-focused Campaign. There is a direct
connection between the robustness of our research programs and the quality of our students’

medical education, a strong thread that alumni—most of all among our friends and
supporters—can appreciate from first-hand experience. 

“The vision of the Discoveries Campaign to expand research opportunities and
mentors here, and especially the construction of a new research building, will be
extremely helpful to MD students and is something we are all looking forward to,”
says Ankit Patel, a fifth-year MD-PhD student in the Department of Physiology and
Biophysics and a former student representative on the Weill Cornell Board of
Overseers.

From the first year of medical school, our students are exposed to research 
professors in the classroom, and their choice of specialties is often inspired by the com-
pelling research they hear about and visits to their professors’ laboratories. For 
Sharline Madera, a second-year MD-PhD student, this has helped her understand how
patient care and research are intertwined. Researchers who also see patients “can ask
questions that are more pertinent to the disease, and then take the patient’s answers
back into the lab,” she says. “This can definitely lead to more quickly finding ways to

improve patient treatment overall.”
Expansion of research space and recruitment of additional talented scien-

tists will also enhance the rankings of the Weill Cornell Graduate School of
Medical Sciences, because rankings are based largely on scientific awards, new
research grants, and number of publications.

A related goal of the Campaign is to build endowments for scholarships,
which help to give students the financial freedom to choose clinical and
research specialties of genuine interest to them without laboring under a six-
figure loan debt after graduation. The average indebtedness of Weill Cornell
graduates is $128,000—lower than the national average of $170,000, but still
daunting. This financial burden is too often a factor that drives students into
specialties based on earning power rather than on interest or where they think
their medical skills will be of most benefit. 

From the Lab Bench to the 
Classroom and Back

The Story Behind 
the Discoveries Campaign 

Second-year MD-PhD 
student Sharline Madera

Fifth-year 
MD-PhD 
student 
Ankit Patel
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‘If one looks at medical research citations in the

literature per square foot of research space,

Weill Cornell is top-notch. But if one examines

the total NIH funds invested here, we are less

competitive. The only thing stopping us from

being in the upper echelon of medical schools

now, as it has been for decades, is the lack of

research space that will allow us to enhance

our already robust collaborations and attract

more top scientists.’

— Michael H. Lavyne, MD ’72
Clinical Professor of Neurological Surgery

Third-year medical student Joseph Pale, whose interest is global
health, was able to pursue his dream because he received the Thomas
P. McGovern, MD ’74, Scholarship. “It literally opened the world to
me. I have the freedom to focus on the medical specialty that interests
me, instead of worrying about what specialty will help me pay off my
school debt,” he says. 

Dr. McGovern, clinical assistant professor of urology, for whom the
scholarship was created by grateful patients, marvels at the ripple effect
of scholarship endowments. “It’s the gift that keeps on giving through
the generations,” he says.

Dr. McGovern, along with Paul F. Miskovitz, MD ’75, clinical pro-
fessor of medicine, Division of Gastroenterology and Hepatology, are
co-chairs of the new Alumni Campaign Committee, which was created
to encourage Weill Cornell alumni to become involved in the Discoveries
that Make a Difference Campaign. This dynamic group consists of

alumni who serve as faculty and 
voluntaries, and who work in a wide
range of specialties. All are deeply
committed to Weill Cornell and to
the urgency of our scientific 
mission.  

Explains Michael H. Lavyne, MD
’72, who recently joined the Alumni
Campaign Committee: “When I
heard Dean Gotto’s vision behind
the Discoveries Campaign—to
expand our capacity for ground-
breaking research—it resonated
with me immediately. I felt not just
obligation but excitement. Weill
Cornell deserves to be ranked
among the top medical schools in
the country.”

Antonio M. Gotto Jr., MD, DPhil,
the Stephen and Suzanne Weiss
Dean of Weill Cornell, says it best:
“At the end of the day, our goal is

conducting the research and educating the students needed to drive
home the next levels of prevention, treatments, and cures for people
everywhere. Our alumni and their families have been extraordinarily
generous with student support, and research as well as scholarships
are an integral part of that. I urge all alumni to join us at this exciting
moment in our history.”

For more information on opportunities for alumni giving to the
Campaign, please contact Amy Buick, Director of Alumni Relations
and Giving, at 646-962-8216 or Christine Larchian, Director of Major
Gifts, at 646-962-3577. 

Third-year medical student Joseph
Pale and Thomas P. McGovern, MD
’74, whose grateful patients created
an endowed scholarship in his name.

Rendering of the 
projected Medical
Research Building
on East 69th Street
between York and
First avenues.
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GHESKIO Treats Earthquake Victims

Refugees flock to clinic seeking 

medical help and humanitarian aid

Scope
News Briefs

T he devastating earthquake that struck
Haiti in mid-January left the Weill
Cornell-affiliated GHESKIO clinic dam-
aged but functioning. In a message

posted on the Medical College’s Global Health
website, medicine professor and GHESKIO co-
founder Jean Pape, MD ’75, reported that the
clinic was “very lucky.” Although its two sites—
the original, in the heart of Port-au-Prince, and a
new facility north of the city named in honor of
tropical medicine professor Warren Johnson,
MD—were both damaged and will likely need
millions of dollars in repairs, most of the staff and
their families were unharmed. 

Pape—who was meeting with the prime min-
ister, minister of health, and international aid
officials when the quake occurred—suffered a
minor knee injury when he was struck by a piece
of concrete that fell from the ceiling. Everyone
present was able to escape before the room col-
lapsed. “All the walls around both GHESKIO sites

Help for Haiti: Earthquake survivors fill the grounds
at GHESKIO. Right: Marie-Marcelle Deschamps, MD
(in white coat), shown treating patients on “NBC
Nightly News.”

are broken,” said Pape, a native of Haiti.
“Buildings have been structurally damaged, par-
ticularly at the old GHESKIO.”

With many of the nation’s medical facilities
destroyed, Pape and his staff worked tirelessly to
treat survivors, as well as provide humanitarian
aid to the more than 1,000 refugees who came to
GHESKIO seeking help. The clinic also sought to
continue treating its regular patients on drug reg-
imens for HIV and tuberculosis. Said Pape: “We
are doing all we can to fulfill three missions at
the same time.”

In the wake of the disaster, the Center for
Global Health has been collecting donations to
fund GHESKIO’s relief efforts. Donors can give
online through the Global Health website
(weill.cornell.edu/globalhealth) or send checks,
made out to “WCMC-GHESKIO,” to Weill
Cornell Medical College Center for Global
Health, 440 East 69th Street, New York, NY
10021.
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Evelyn Attia, MD

Medal of honor: Joan and
Sanford Weill accept the
Carnegie Medal of Philanthropy.

PROVIDED

Weills Honored with Carnegie Medal

Sanford and Joan Weill were among the recipients of the 2009 Carnegie Medal of
Philanthropy, awarded to individuals and families with outstanding records of
philanthropic giving. The Weills’ generosity, which has spanned more than half a
century, has totaled more than $800 million. In addition to the Medical College,
beneficiaries of their largesse include Carnegie Hall, the Alvin Ailey American
Dance Foundation, Memorial Sloan-Kettering Cancer Center, and Weill Bugando
Medical Centre in Tanzania. Other recipients of the 2009 award were Mayor
Michael Bloomberg, the Koç family of Turkey, and Intel founder Gordon Moore
and his wife, Betty. 

In First, Tumor Drug Delivered Directly to Brain

Neurosurgeons from NewYork-Presbyterian Hospital/Weill Cornell Medical Center
have performed the world’s first infusions of the drug Avastin directly into malignant
brain tumors. The procedures, one of which was described in an extensive piece in
the New York Times in November, are aimed to offer new hope for patients with
glioblastoma multiforme, a common type of brain cancer that does not respond well
to current therapies. Principal investigators John Boockvar, MD, and Howard Riina,
MD, are now leading a Phase I study of safety, tolerability, and dosage. The present
standard of care is intravenous Avastin; intra-arterial cerebral infusion, which breaches the blood-brain bar-
rier, could make it much more potent. “This new technique may be a way to get through that barrier and
deliver higher doses of the drug to the tumor with less toxicity to the patient,” says Boockvar.

Eating Disorders Center Reopens in White Plains

Weill Cornell’s seventeen-bed residential eating disorders program has reopened on the Westchester campus,
with refurbished facilities and a new name, The Outlook. It will operate under the umbrella of an integrated
eating disorders center in collaboration with Columbia University College of Physicians and Surgeons and be
overseen by Evelyn Attia, MD, professor of clinical psychiatry at Weill Cornell and director of the Columbia
Center for Eating Disorders. According to psychiatry chairman Jack Barchas, MD, the new center will “bring
together unprecedented clinical, research, and educational expertise and resources so that we can better pro-
vide comprehensive and compassionate treatment that addresses each patient’s specific needs.” Five to 7 per-
cent of American females are estimated to have an eating disorder in their lifetimes.

Institute to Focus on Elderly Pain Control

Improving pain management for older adults is the focus of a joint effort by Ithaca-based gerontologists,
geriatrics experts at Weill Cornell, and public health researchers at Columbia. Funded by a $2 million,
five-year grant from the National Institute on Aging, the Cornell-Columbia Translational Research
Institute on Pain in Later Life will be a community-centered effort expected to reach more than 300,000
seniors in the New York metro area. “Pain is a prevalent, costly, and woefully under-addressed cause of
suffering in older adults,” says Cary Reid, MD, PhD, the Joachim Silbermann Family Clinical Scholar in
Geriatric Palliative Care. “Its deleterious consequences are far-reaching and include impaired quality of
life and sleep, as well as decreased immune function, cognition, and mobility. Through the Institute’s
expanded nexus of participating researchers and care providers, we will be able to implement an array of
new interventions aimed at improving the health and well-being of older New Yorkers in pain.”

Pardes to Retire as NewYork-Presbyterian Hospital President

Herbert Pardes, MD, will step down as president and CEO of NewYork-Presbyterian Hospital next year,
trustee chairman John Mack has announced. In a message to the NYP community, Mack praised Pardes—
who has led the hospital since January 2000—for his “unique energy, deep compassion, and executive lead-
ership skill,” noting his successful shepherding of the hospital merger, his ability to instill a patient-focused
culture, and the implementation of health programs to serve residents of Northern Manhattan. Pardes will
remain in his position until the end of 2011, to smooth the transition to a new executive, and will contin-
ue to play a vital role in the hospital beyond that time. A psychiatrist, Pardes is former dean of the
Columbia medical school. “While Dr. Pardes certainly measures his success by the quality of care that every
one of our patients receives each day,” Mack said, “the strong performance that NewYork-Presbyterian has
delivered across the entire organization is a powerful testament to his achievements as a leader.”
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MDs Doing Less Research,
Book Argues

The diminished role of physicians in med-
ical research is the subject of a new book
edited by Department of
Medicine chairman Andrew
Schafer, MD. Published in
December by Cornell Uni-
versity Press, The Vanishing
Physician-Scientist? chronicles a
movement away from bench
research by MDs and offers
ideas for spurring their partici-
pation. “In the last thirty
years, there has been a dramat-
ic increase in the number of
non-physician PhDs conduct-
ing medical research that starts
in a laboratory, while the number of physi-
cians in academic medical centers conduct-
ing research has declined,” says Schafer,
physician-in-chief at NYP/Weill Cornell.
“This is a major shift from the previous
era, when physicians often initiated
research based on patient observations and
led the research effort from clinical studies
to laboratory work.”

Sheikh Named Dean
of WCMC-Q

Javaid Sheikh, MD, interim dean
of the Qatar branch since
January 2009, has been appoint-
ed to the position on a perma-
nent basis. A psychiatrist with
expertise in anxiety disorders,
Sheikh joined WCMC-Q in 2007
as vice dean for research. He suc-
ceeds Daniel Alonso, MD, the
branch’s inaugural dean.

1 0 W E I L L  C O R N E L L  M E D I C I N E

Scope

Hospital Power Plant 
Goes Green

In November, NYP/Weill Cornell unveiled
the first hospital-based co-generation plant

in Manhattan. Located at
70th Street and York
Avenue, the plant will gen-
erate 60 to 100 percent of
the medical center’s electric-
ity and help fulfill its pledge
to decrease carbon emissions
30 percent by 2018. The 7.5-
megawatt plant burns natu-
ral gas to generate electricity,
then captures heat from the
turbine to create steam for
heating and cooling. It will
cut 20,000 tons of pollu-

tants per year and save millions of dollars.
Says NYP executive vice president Steven
Corwin, MD: “The Medical College is a
direct beneficiary of this technology since
it shares power and heating systems with
the hospital, its next-door neighbor on
York Avenue.”

Center Unites Physicians 
and Engineers

The National Cancer Institute is funding
a new Center on the Microenvironment

Peter Adamson, MD ’84, a pediatric oncolo-
gist at the Children’s Hospital of Phila-
delphia Research Institute, named head of
the Children’s Oncology Group, which
unites more than 5,000 experts in the field
worldwide.

Ronald Arky ’51, MD ’55, dean of curricu-
lum at Harvard Medical School, winner of
the Alpha Omega Alpha Robert J. Glaser
Distinguished Teacher Award from the
AAMC. 

Psychiatry chairman Jack Barchas, MD,
recipient of the Academy Plaque for
Exceptional Service from the New York
Academy of Medicine.

Joseph Fins, MD ’86, chief of the Division of
Medical Ethics, elected president of the Amer-

ican Society for Bioethics and Humanities.

Public health chairman Alvin Mushlin, MD,
elected to the American Clinical and
Climatological Association.

Elizabeth Nabel, MD ’81, named president of
Brigham and Women’s/Faulkner Hospitals.
Nabel was also selected as a torchbearer for
the relay leading up to the 2010 Vancouver
Winter Olympic Games.

Gene Resnick ’70, MD ’74, winner of the
Outstanding Alumni Award from Cornell’s
College of Agriculture and Life Sciences. 

William Schaffner, MD ’62, given the
American College of Preventive Medicine’s
Ronald Davis Special Recognition Award for
his public health leadership.

TIP OF THE CAP TO. . .

and Metastasis, which will be headquar-
tered at Cornell University in Ithaca in part-
nership with Weill Cornell and the
University at Buffalo. One of twelve nation-
wide, the $13 million research center will
focus on using nanobiotechnology and
other physical science approaches to
advance cancer research. “By partnering
engineers with physicians, this grant is, in
essence, inviting a whole new discipline of
scientists to the cancer table,” says Barbara
Hempstead, MD, PhD, co-chief of the
Division of Hematology and Medical
Oncology, who will serve as senior co-
investigator. “Through this innovative col-
laboration, we hope to gain new insights
into how cancer cells migrate and form
malignant metastases.”

Corrections

“To Shatter the Ceiling” (Fall 2009)
included an incorrect title for Randi
Silver, PhD. Her correct title is associate
dean of the Graduate School. In the
same issue, we mistakenly omitted the
name of David S. Blumenthal, MD ’75,
from our list of 2008–09 donors. We are
most grateful for the long-standing,
generous support of Dr. Blumenthal and
sincerely regret this oversight.

Javaid Sheikh, MD
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FROM THE BENCH

Conference Examines Medical
Consequences of War
The toll of war on psychological and
neurological health was the subject of
the Association for Research in Nervous
and Mental Disease’s annual meeting,
held at the Rockefeller University in
December. Organized in collaboration
with NYPH/WCMC, the event featured a
talk by a Marine colonel and panel dis-
cussions on topics such as the treat-
ment of traumatic brain injury and the
use of emerging technologies to aid
PTSD patients. “In the context of ongo-
ing military conflict and extremist vio-
lence in Iraq, Afghanistan, and
elsewhere, it is ever more important
that we work to ameliorate the consequences of war as it affects the physi-
cal and mental health of combatants and noncombatants alike,” says Jack
Barchas, MD, conference coordinator and chairman of psychiatry at Weill
Cornell. “At the same time, we endeavor to better understand and address
some of the underlying motivations that perpetuate violence.”

Laparoscopy Successful in 
Rectal Cancer Patients 
In a seven-year study of 103 patients, researchers at NYPH/WCMC have
found that minimally invasive surgery is as effective in rectal cancer cases
as the traditional open procedure. “More than 90 percent of the patients in
our study were able to undergo laparoscopic surgery successfully,” says
Toyooki Sonoda, MD, one of the study’s lead surgeons. “We define ‘success’
in both the short- and long-term sense: More than 95 percent emerged with
an intact and functioning rectum and, as expected after a minimally inva-
sive procedure, recovered rapidly. None had cancer-positive tumor margins,
which has been a major concern in the medical literature all along. In fact,
after five years, overall survival has remained high at 91 percent, with more
than 73 percent of patients completely free from disease.” The results were
reported in the journal of the American Society of Colon and Rectal
Surgeons. Researchers at Weill Cornell and elsewhere are following up with
larger, randomized studies.

New Compound Shows Promise 
for Non-Hodgkin’s Lymphoma
Nature Medicine has published findings on a newly discovered molecular
mechanism that may offer a target for treating non-Hodgkin’s lymphoma. The
work in lab testing and animal models by Weill Cornell associate professor of
medicine Ari Melnick, MD, and colleagues has led to an upcoming clinical
trial on a compound, PU-H71, that is part of a new class of drugs called heat
shock protein inhibitors. With current treatment—which includes chemother-
apy, radiation, and monoclonal antibodies—only about half of non-Hodgkin’s
lymphoma patients are cured. “We observed almost complete tumor regres-
sion after treating the animals with PU-H71,” says Melnick. “I hope that
clinical testing will have similar results for human participants.”

Questionnaire Could Catch 
Undiagnosed Diabetes
A new screening tool aims to
boost early detection of diabetes,
which currently goes undiagnosed
in nearly a third of patients. The
simple, six-item questionnaire
rates risk factors such as age,
gender, and exercise level; those
with elevated scores are instruct-
ed to consult their physicians for
further testing. It was developed
via statistical analysis of data on
more than 5,000 American adults
compiled by an arm of the CDC.
“Our goal was to develop an accurate and easy-to-use screening tool that
can be used in a wide variety of community and clinical settings, including
patient waiting rooms or online, or by using pencil and paper,” says lead
author Heejung Bang, PhD, associate professor of biostatistics in public
health. “By highlighting risk factors for diabetes, this tool is designed to
motivate people to be screened, or at least to spark a discussion with their
doctor and encourage them to adopt a healthier lifestyle.”

NIH Award Funds Work on 
Novel Testing Tools
Pharmacology professor Samie Jaffrey, MD, PhD, has received a five-year,
$1.7 million grant known as an NIH Director’s Transformative R01 Award—
given to “encourage investigators to explore bold ideas that have the poten-
tial to catapult fields forward and speed the translation of research into
improved health.” The award, one of forty-two given by the NIH totaling $30
million, will fund Jaffrey’s work on methods to speed up lab testing by
instantly measuring proteins within biological samples. His lab is developing
new tools that rapidly emit light upon binding with specific target proteins.
“The ability to simply add a sensor to a biological sample, and monitor the
level of a given protein in minutes, would allow clinical diagnosis and med-
ical decision-making to occur much more rapidly,” Jaffrey says.

Consensus Reached on 
Value of Diabetes Surgery
In November, the findings of the Diabetes Surgery Summit were published,
offering a consensus statement on treatment for the disease. Participants at
the meeting, which was held in Rome and included dozens of experts in the
field, recommended that the criteria for bariatric surgery be expanded to
include diabetic patients who are not clinically obese. “With an emphasis on
caution and patient safety, the position statement boldly advances a revolu-
tionary concept: the legitimacy of gastrointestinal surgery as a dedicated
treatment for type 2 diabetes in carefully selected patients,” says lead
author Francesco Rubino, MD, director of the gastrointestinal metabolic sur-
gery program at NYPH/WCMC. “The recommendations from the Diabetes
Surgery Summit are an opportunity to improve access to surgical options
supported by sound evidence, while also preventing harm from inappropriate
use of unproven procedures.”

Jack Barchas, MD

Heejung Bang, PhD
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Talk of 
the Gown
Insights & Viewpoints

Weill Cornell Medical Center’s Greenberg Pavilion may
seem an unlikely place for cooking, but that’s just what
occupational therapists and patients were doing there
one morning in late fall. Held on the eighth floor in the

William Randolph Hearst Burn Center, the cooking group is designed to
help people recovering from burn trauma exercise their healing bodies and
re-acclimate to the kitchen. 

What’s Cooking?
In the Burn Center’s rehab kitchen, it may be nachos—

or virtual minestrone
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game called “Cooking Mama: Cook Off” as a
novelty treatment. He and Yurt were intrigued
enough by the results to launch a study compar-
ing the benefits to patients who used the Wii
versus the real-life version. “I think it comple-
ments the standard group,” Yurt observes.
“Patients are diverted from the pain they may
be feeling, and they’re able to do repetitive
movements for longer.”

In the game, players choose a dish they
want to cook—choices range from flan to
sushi—then use the handheld “Wii-mote” to
mimic the actions needed to peel and chop veg-
etables, stir pots, and plate the finished items.
Therapists use this game, which may require
standing and twisting, to help prevent scar tis-
sue from stiffening as it forms. The versatility of
the virtual group also makes it an appealing
alternative to traditional therapies. “We’re notic-
ing benefits to the virtual cooking group, such
as improved socialization and participation,”
says Yohannan. “We can also bring the game
into a patient’s room and work one-on-one to
distract them from their injury.” 

Stewart, it turns out, is already a pro in the
virtual kitchen, having played the game at home
with her younger sister. She handily turns out a
complex—albeit imaginary—minestrone. “It’s a
fun game, and it’s more competitive than the
regular cooking group,” says Stewart, twisting
her arm sideways to take the skin off a pixelated
potato. The irony isn’t lost on the group. When
another patient cringes at the idea of peeling
skin, they burst into laughter. “Ultimately, we
want our patients to go back to the activities of
daily life,” says Yohannan, “and cooking is a
large part of that.”

The study subjects take part in both the real
and Wii groups, then complete a questionnaire
that asks them to rate, on a scale of one to five,
the benefits of each. The review also takes into
account how effective the group is at reducing
their stress in the kitchen and distracting them
from the pain of movement. While the Wii can
be helpful with younger patients like Stewart,
those who aren’t familiar with gaming have a
steeper learning curve. Back in the regular
group, another benefit becomes apparent as the
smell of cranberry bars wafts out of the oven.
“You get to eat food in the traditional cooking
group,” Yohannan says. “That can be hard to
compete with—but at least with the virtual
group there’s no cleanup.”

— Liz Sheldon
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The weekly program was started eleven years
ago with the help of Kimberly Hill, a certified
occupational therapy assistant whose goal was to
get patients out of their rooms—and give new
meaning to the term “hospital food.” The menus
run the gamut from snacks to desserts; the main
criterion is for the dishes to have enough steps to
give patients an opportunity to move their bodies
while they become re-accustomed to working
near the stove, where some of them were injured.

Such was the case with Taciana Stewart.
Stewart sustained burns to her torso as the result
of an accident with a pressure cooker—but she
approached the rehab kitchen without hesitation.
A nineteen-year-old student from Brooklyn,
Stewart has been hospitalized since the beginning
of October, and admits that the daily routine of
the burn unit can at times get monotonous. She
says she’s thankful her injury wasn’t worse, and
she’s ready to get back to her life. “Can we turn
this up?” Stewart asks when tasked with scram-
bling eggs at the unit’s electric stove. She admits
she’s not an avid cook, although being in the
group may change that. “I’ve never made scram-
bled eggs before, and now I know how,” she says.
“Plus you get a chance to meet other patients
and get out of your room.”

Her reaction is exactly what Hill hopes for.
She and Burn Center director Roger Yurt, MD,
have evaluated the effectiveness of the group
by asking participants to rate whether it
reduced their anxiety in the kitchen and dis-
tracted them from pain they might feel during
movement. The results, which appeared in the
Journal of Burn Care & Research in spring 2007,
were positive. “There is definitely some appre-
hension with patients who were burned in the
kitchen,” says Hill. “This is a controlled envi-
ronment, and one of our goals is for patients to
go home and feel comfortable. I might give
them a task near the stove, not necessarily
something stirred on the burner, but gradually
build up to tasks that are closer to the stove.
Once they feel comfortable with that, they can
go on to the next step, like putting a tray of
nachos in the oven.” 

In the hope of expanding the benefits of such
courses beyond the rare burn units equipped
with kitchens, senior physical therapist Sam
Yohannan has been exploring a technological
alternative. After the #44 Engine of the Fire
Department of New York donated a Nintendo
Wii console to the same rehab gym that houses
the cooking group, Yohannan began using a

JOHN ABBOTT

Cooking light: Senior physical
therapist Sam Yohannan (left)
watches certified occupational
therapy assistant Kimberly Hill
and patient Ebony Moham-
med cook on a virtual stove
using the Wii game system.
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The Bionic Man

Colonel Geoffrey Ling wants to create a robotic 

human arm—and that’s just one of his big ideas

Talk of the Gown

T his is not a project for the faint of
heart,” says Colonel Geoffrey Ling.

Ling, MD, PhD ’83, is an Army
officer, a neurologist, and a master of understate-
ment. The effort he’s spearheading aims to create
nothing less than a functional, lightweight
robotic human arm—and fast. Ling works for the
Defense Advanced Research Projects Agency
(DARPA), where he and a team of collaborators
are bringing prosthetics into the twenty-first cen-
tury. But unlike many civilian research projects,
Ling’s work isn’t open-ended. With hundreds of
Iraq and Afghanistan war veterans returning
with lost limbs—due in part to the advances in
body armor that saved their lives—the mandate
is to have the arm in clinical trials with all delib-
erate speed. “Upper extremity limb replacement
has not really progressed since the days of
Captain Hook,” says Ling, who has served in
combat support hospitals in both conflicts.
“What it needed was a concerted, goal-oriented
effort to move prosthetics research forward.”

One of those goals has already been met. As
viewers of “60 Minutes” saw last April (and again
when the story was rebroadcast in September),
the first iteration of a prosthetic arm—devised in
just twenty-four months by the same engineer-

ing firm that created the Segway—has been
delivered and is now being tested in collabora-
tion with the Department of Veterans Affairs. On
the TV program, the VA’s head of prosthetics,
Fred Downs, was shown using the arm to pick up
a soda bottle and drink from it. Since being
injured by a landmine in Vietnam, Downs had
worn the same type of hooked arm that has been
issued to veterans since World War II. “The feel-
ing is hard to describe,” Downs said on the show.
“For the first time in forty years, my left hand
did this. I almost choke up saying it now.”

The prosthetic that Downs wore—Ling calls it
the “strap and go” arm—is controlled by flexing
shoulder muscles and pressing buttons concealed
in a shoe. But another version, due forty-eight
months after the project’s launch, is planned to
work with a surgically implanted neural interface.
“What I like about this is that it’s a program of
choice,” says Ling. “A patient may say, ‘I don’t
want surgery. I want something I can just put on
and get a good level of function.’ Another patient
may say, ‘I’m a concert pianist’ or ‘Working a key-
board is critical to me,’ so they’re willing to get
surgery for a neural interface. All of these arms
are modular; if you’ve lost your hand, your arm
above the elbow, or your whole arm, we’ve got a
replacement for you.”

The prosthetics research is just one of the
many projects Ling has initiated at DARPA—
where, he notes, “I get graded by how many new
ideas I come up with and how many new
research projects I execute.” Others include work
on traumatic brain injury, for which he drew on
lessons learned from his grad school professors.
“They would always challenge me to ask: What’s
the mechanism? What’s the underlying process?
So I took a look at this blast-brain problem and
said, where is the first principle? Nobody knew.
DARPA allowed me to start an effort where we
were trying to elucidate the basic mechanism of
how the brain is injured—from a molecular,
structural, and clinical standpoint—by explosive
blasts.”

That work, by collaborators at institutions
including Walter Reed Army Institute of
Research, Harvard, Yale, and Johns Hopkins,
comprised more than 240 blast experiments. In
DARPA fashion, the project was goal-oriented
and finite, lasting just twelve months. “They

DARPA

Arms race: Colonel Geoffrey
Ling, MD, PhD ’83, greets a
patient testing DARPA’s new
robotic prosthetic limb.
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defined what is a limited traumatic brain
injury, what is moderate, what is severe.
And they did this on the cellular, biochemi-
cal, macro-anatomical, and critical outcome
levels. They know when the brain starts to
react negatively to a blast explosion. They
know the level of it. They know what that
first response is—it’s inflammatory, not
unlike any other trauma, like spraining your
ankle.” 

Just as DARPA’s creation of global posi-
tioning systems led to cell phones that offer
turn-by-turn directions, Ling is confident
that the work on injured soldiers will soon
point the way to civilian treatments.
Researchers are currently working to identi-
fy drugs to mitigate brain trauma, which he
says could be as simple as anti-inflammato-
ries like Motrin. “If your son or daughter
has a mild brain injury from a sporting
event, your local emergency department has
nothing to offer,” he says. “But at the end
of next year, I bet the drug that we give to
our soldiers will be available to kids who get
soccer injuries.”

As ambitious as the prosthetics and
brain injury initiatives are, Ling says they’re
just the tip of the iceberg. “I’ve got a lot of
projects,” he says, “some of them pretty
wacky.” Another he’s especially passionate
about is called PHD, for Predicting Health
and Disease. Researchers, including collabo-
rators at Duke, are working to devise a pin-
prick blood test that can diagnose im-
pending illness—be it cancer, heart disease,
or viral infection—while it’s still subclinical.
The team has already published the results
of a study in which healthy volunteers were
exposed to three types of viruses, those
causing influenza A (H3N2), bronchitis
(RSV), and the common cold (rhinovirus).
“After one year, we found biochemical
markers that are classic for being exposed to
a virus and also submarkers that say it’s
H3N2, RSV, or rhino,” he says. “And get
this: within a few hours of exposure, we can
tell who will get sick and who will not—and
who will ultimately become contagious.”
The work, he says, has profound implica-
tions for management of outbreaks like
H1N1 influenza. “If I knew you would be
sick, I could treat you with Tamiflu right
away—and I’d need a lot less to cure you
because your viral load is so low,” Ling says.
“You’d never lose a day of work. Even
though you were destined to be sick, I could
change that by treating you early. It changes
the definition of illness.”

After completing his PhD in pharmacol-
ogy at Weill Cornell, Ling did a postdoc at

Sloan-Kettering, then returned to the
Graduate School as faculty; he joined the
Army in 1985 to finance his MD at
Georgetown. Having fulfilled his military
commitment, he was pondering leaving
the service when the September 11
attacks occurred. “It changed every-
thing,” he says. “Here I was in uniform,
about to get out, and then 9/11 hits. So I
stayed in, and it was a smart decision. I
was able to respond meaningfully—to go
to war and be a doctor for these kids, as

Trash to Treasure

Saving lives with America’s 

unwanted medical supplies

well as do research that I think is going to
help them.” At Weill Cornell’s 2009
Commencement, Ling was honored for his
efforts with the Graduate School’s Dis-
tinguished Alumnus Award. “The research
that DARPA is enabling is not just for the mil-
itary or for Americans,” he says. “This is the
American taxpayer providing the resources,
and American scientists and engineers pro-
viding the intellectual horsepower, to
advance medicine in the whole wide world.”

— Beth Saulnier 
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A t the 2005 Clinton Global Initia-
tive, former President Bill Clinton
asked participants to help the
developing world—and Bruce

Charash, MD ’81, took the request to heart. He
founded Doc to Dock, a nonprofit that sends sur-
plus medical supplies from America to needy
countries. The organization collects two types of
donations: new disposable supplies and used
equipment. Although used disposables—such as
gloves, syringes, and IVs—must be thrown away
for regulatory reasons, he notes that hospital
beds and other capital equipment are often dis-
carded just because they aren’t shiny enough.
“It’s amazing how much is thrown out that is
still perfectly good,” says Charash, a cardiologist
at Lenox Hill Hospital, noting that 7,000 tons of
supplies are disposed of every day in the U.S. “Our philosophy is that, if someone’s dying
across the world who needs these things, it’s immoral to send them to a landfill.” 

Doc to Dock conducts needs assessments at more than 300 hospitals in a dozen devel-
oping countries, mostly in Africa; with the help of other nonprofits in the U.S. and abroad,
it ships containers filled with everything from surgical kits to sonogram machines. The
organization depends solely on contributions, collecting money from donors—which it uses
to cover shipping costs—and surplus supplies from hospitals. “For every dollar we collect,
we’re able to supply twenty times that in medical supplies,” says Charash, who earned an
undergraduate degree from the Ithaca campus in 1977. 

Charash frequently visits the recipient countries, where he gets a firsthand look at the
impact of Doc to Dock. After sending one of the nonprofit’s first containers to Benin, a sta-
ble democracy in West Africa, Charash met a four-year-old boy who was gravely ill with
malaria. The anti-malarial drug was in a storage room nearby, but the hospital had no intra-
venous lines available. The Doc to Dock package, containing more than 200 IV lines,
arrived just hours after Charash met the boy, who survived. Since then, Charash estimates
that thousands of lives have been saved by the organization’s efforts. Says Charash: “Like
our tagline says, ‘Convert surplus into survival.’ ” 

— Rebecca Coffman

STOCK
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A couple of hours after taking
the drug, the patient was
unsteady on his feet. By
hour seven, he wouldn’t sit

still for a blood test. Not long after that, he
was drawing in the air with an invisible
pencil and making music on a nonexistent
violin. “Playing with small imaginary ani-
mal in palm of hand, telling it to be good,”
observers noted in his chart at hour 43:35.
“Removed sheet from bed. Picked up mat-

Long, Strange Trip
A former Army psychiatrist chronicles 

government research into psychedelic weapons

Talk of the Gown

book-sized hardcover was written by former
Army psychiatrist James Ketchum, MD ’56.
Now retired and living in Santa Rosa,
California, Ketchum worked at Maryland’s
Edgewood Arsenal from 1961 to 1971, con-
ducting research on hallucinogens that
might be used to subdue the enemy. “I felt
we were doing a noble thing, possibly pro-
viding an option to more lethal weapons in
the field,” he recalls. “I didn’t have any
qualms. It was a positive, patriotic mission
approved from the top.” Ketchum cites an
Army general who offered Congress a vision
“of this new drug ‘LSD’ being released over
a small city, causing everyone to be tem-
porarily disabled—making it possible to go
in and round up bad guys, and then every-
one would return to normal.”

Run from 1955 until the early Seventies,
the program tested more than two dozen
drugs, including LSD and synthetic marijua-
na. Its most viable pharmacological weapon
was 3-quinuclidinyl benzilate (BZ), a mem-
ber of the belladonnoid family—the drug
that the mattress-skewing patient was given
in February 1963. That test subject, a soldier
whom Ketchum calls John Blake, was
injected with BZ and spent the next seven
days in a padded room under close observa-
tion. At times there were glimpses of lucidi-
ty, but for much of the experiment he was
all but incapacitated—wetting his pants,
talking nonsense, and failing a battery of
performance tests. In any event, he was
incapable of making war on anyone. “The
atmosphere in the Sixties was quite differ-
ent,” Ketchum notes. “The Cold War was a
real thing; everyone was anxious about hav-
ing to face the Soviet Union. So what we
were doing was viewed as a reasonable
response to the threat. It wasn’t until the
Vietnam War began to change public senti-
ment that we had any real problem, and
the Army decided to pull in its horns and
not do any further testing.”

It took Ketchum four years to write the
book, which runs 360 densely packed pages
and weighs in at three-and-a-half pounds.
(Although it includes some formerly classi-
fied material, Ketchum says that as a civil-
ian he was free to write about the program,
though there would have been restrictions
had he still been on active duty; he left the
Army in 1976 and went on to private and
clinical practice.) He had long been mean-
ing to chronicle the drug research, Ketchum
says, but the September 11 terrorist attacks
spurred him to start writing. “I realized that
there was going to be a lot of concern about
chemical weapons, so I thought the story of

tress and put it off angle to box springs.”
Then the patient announced: “Holy hell,
I’ve got to get home and help milk the
cows!”

The chronicle of the man’s seven-day
foray into psychedelia is just one chapter
in a detailed account of the U.S. Army’s
Sixties-era research into hallucinogenic
drugs, by a physician who spent a
decade in the program. Entitled Chemical
Warfare: Secrets Almost Forgotten, the text-

James Ketchum, MD ’56
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A s medical mysteries go, cases
don’t get much colder than
that of “Dr. Anonymous,” the
nameless patient who went

unidentified for more than two centuries.
The puzzle’s solution, by a Weill Cornell car-
diologist, was the result of a quarter-century
of research—and more than a little luck.
“The strange case of ‘Dr. Anonymous’ is a
tale of discovery, of medical history, of bib-
liomania and serendipity,” says Paul
Kligfield, MD, who described how he and
medical student Konrad Filutowski solved
the mystery in a Heberden Society lecture at
Weill Cornell in October.

The tale begins with William Heberden,
the elder (father of the namesake of the
society, established in 1975 to promote
interest in the history of medicine).
Heberden was a London physician who was
among the most famous of the late eighteenth century. In 1772, he published “Some
Account of the Disorder of the Breast” in Medical Transactions of London’s Royal College of
Physicians. Heberden’s description of angina pectoris due to coronary artery atherosclero-
sis has been described as “the most concise and precise original description of disease in
the history of medicine.”

Soon thereafter, Heberden received an anonymous letter that described the correspon-
dent’s own chest pain, along with associated palpitations, in extraordinary detail. (It was so
clear that Kligfield can diagnose it today: ventricular arrhythmia with postextrasystolic
potentiation.) The anonymous author expressed fear that he would die suddenly and
offered his body for autopsy, in a benevolent attempt to help uncover the cause of the dis-
ease. Indeed, three weeks later, the correspondent died; his will requested that Heberden be
notified. Heberden reported the results of the autopsy by the noted surgeon John Hunter in
Medical Transactions in 1775.

Over the next 200 years, scholars speculated about who the correspondent—who became
known as “Dr. Anonymous” because of the medical language in his letter—might have been.
Guesses abounded, but no one made a definitive identification. Then, while nosing around
a London bookshop in 1982, Kligfield found a first edition of Medical Transactions, which
included a reprint of the correspondence. Under the closing salutation “Unknown,” this was
written in a neat eighteenth-century hand: “Mallet/formerly of Exeter.”

Kligfield and Filutowski searched the London Evening Post obituaries for a Mallet who had
died three weeks after the date of the original letter. Sure enough, the paper had reported
the death of “Mr. John Mallet, formerly of Exeter, merchant.” Eventually, Mallet’s grave was
located in a cemetery in central London—and  a 1770 edition of Baldwin’s Complete Guide,
essentially a Who’s Who of London business of the period, listed “John Mallet, formerly of
Exeter” as a prominent merchant who lived on Aldersgate Street, not far from the cemetery
in which he was buried. Subsequent investigation by Kligfield, including talks with contem-
porary members of the Mallet clan, established John Mallet as a grocer of substantial means.
So, as Kligfield discovered, for all his storied history in the annals of cardiology, “Dr.
Anonymous” was no doctor at all.

— Gabriel Miller

Secret Identity
A cardiologist solves an 

eighteenth-century mystery

what we did in the Sixties ought to be avail-
able to the public,” he says. “That was my
primary motivation—trying to reconstruct
that period from the inside.” 

When he didn’t find interest from pub-
lishers, Ketchum opted to self-publish the
book and sell it via his website, forgotten
secrets.net; he says he’s sold about 600
copies and distributed 300 more. It has
attracted some national media attention,
including a piece in USA Today. “I’ve had
surprisingly positive reactions from various
quarters,” he says. “The Army actually liked
what I did, even though I didn’t have offi-
cial clearance. And I’ve had good reviews
from people in the counterculture, many of
whom I’ve become acquainted with, includ-
ing two who made underground LSD in the
Sixties. So I’ve made some new friends.”

One of Ketchum’s main goals in writing
the book was dispelling what he calls a com-
mon misconception about the Army’s drug
program: that its experiments were conduct-
ed on unwilling subjects, hapless soldiers
who hadn’t given informed consent. “We
probably gave more information and oppor-
tunity to choose to participate than most
civilian programs,” he says. “You had to go
through a number of hoops to get into the
program to begin with. Only one of four was
chosen. Their reactions during testing were
very positive—a number of them saying they
enjoyed the experience and would like to
come back. So I don’t think it’s fair to say
that these individuals didn’t know what they
were getting into.” 

Another point that Ketchum empha-
sizes is that the Army and CIA programs on
chemical weapons were separate entities;
the CIA, he notes, did dose unwitting sub-
jects with drugs like LSD, in some cases
causing lasting harm. “The Army program
was basically a scientific research project
designed to find a low-lethality weapon
that could be used in the field and reduce
casualties,” he says. “The CIA’s goal was to
find a drug that would change people’s per-
sonality and behavior—in other words, put
them under control of the CIA agent. That
was an entirely different goal.”

So did Ketchum ever try the drugs him-
self? Just once, he says, and it wasn’t much
to write home about. “I took eighty micro-
grams of pure LSD in the way volunteers
were tested, in the same environment with
performance tasks to carry out,” he says.
“But I didn’t get any major hallucinations,
so it was little anticlimactic. I really wanted
to see what an LSD trip was like.”

— Beth Saulnier
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Over the past few years, the pro-
gram has increasingly focused on
recruiting and selecting students
who are interested in pursuing a
PhD rather than an MD, and as a
result more Summer Access alums
have been applying to the Graduate
School. The Tri-Institutional MD-
PhD program hosts a similar sum-
mer program called “Gateways to
the Laboratory” for underrepresent-
ed minority and disadvantaged col-
lege students who are interested in
pursuing the dual degree. 

When speaking with prospective
students at recruiting events, mem-
bers of the admissions team describe
the unique partnerships the Grad-
uate School has with neighboring
institutions and point out that PhD
candidates are free to work with any
faculty member affiliated with the
School, including those at the
Sloan-Kettering Institute, the Rocke-
feller University, and Hospital for
Special Surgery. “There’s an open-
ness and flexibility here that’s a real
draw for students,” says Silver. “If
they’re interested in stem cell

research or angiogenesis or neurological
diseases, there’s more than one lab for
them to choose from.” For Jeffrey Russ, a
second-year MD-PhD student, that was a
key reason he chose the Tri-Institutional
Program. “Because of the collaboration
with nearby institutions and all the oppor-
tunities to talk with their faculty members
at lectures and other events, you are
exposed to so many more ideas and re-
search approaches,” says Russ.

Silver says that the Graduate School aims
to recruit more students from other coun-
tries and is exploring the possibility of creat-
ing new programs or events that would
introduce them to the School. In November,
her team traveled to India in an effort to
develop relationships with outstanding uni-
versities there. “We want to identify top stu-
dents who are interested in biomedical
research,” she says, “wherever they may be.”

— Jen Uscher
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Numbers Up
Recruitment efforts enrich the pool of prospective PhDs

Talk of the Gown

This year, almost 700
prospective students
applied to the PhD pro-

grams at the Weill Cornell Grad-
uate School of Medical Sciences,
reflecting a 50 percent increase in
applications from just four years
ago. Under the leadership of Dean
David P. Hajjar, PhD, enrollment
has also doubled over the past ten
years. Randi B. Silver, PhD, the
associate dean of the Graduate
School, says a number of new
recruiting initiatives have helped
to get out the word about the
School and its seven doctoral pro-
grams. “We’ve been reaching out
by hosting an open house each
fall for students from the tri-state
(New York, New Jersey, Connecti-
cut) area, introducing students
from other parts of the country to
the School through our summer
programs, and enlisting our cur-
rent students as ambassadors who
talk with prospective students at
recruiting events,” says Silver.
“Over time, these efforts have
made a difference.”

The Graduate School’s admissions
process identifies undergraduates with strong
science backgrounds by seeking students
with high GPAs and asking colleagues at
other institutions, including the Cornell
campus in Ithaca, for recommendations.
They send out personalized letters and
encourage the students to explore the
Graduate School’s website, which was re-
launched in 2009 with an updated design
and more user-friendly navigation. 

Several of the new initiatives are aimed
at encouraging more underrepresented
minority students to apply. Along with
Francoise Freyre, the assistant dean, Silver
makes presentations about the School to
science undergrads at the campuses of the
City University of New York (CUNY). For
example, they speak to students in the
Minority Access to Research Careers pro-
gram—an NIH-funded honors program
that helps prepare students interested in

biomedical research to apply to graduate
school—at the City College of New York,
Hunter College, and Brooklyn College.
Freyre and Silver also attend the Annual
Biomedical Research Conference for
Minority Students, where they meet
with potential applicants from across the
country. “We talk with students who
may not have considered a doctorate
and make them aware of our programs,”
says Silver. “That has increased our appli-
cant pool as well.” 

For more than a decade, the Grad-
uate School has offered a ten-week sum-
mer internship program for underserved
students who have excelled in their
sophomore or junior years in college.
Participants in the program, called
Summer Access, conduct basic research
in labs at the Medical College or
Graduate School and attend lectures,
workshops, and journal club meetings.

Grad student life: Kelly Yule, who works in the Sloan-Kettering
lab of molecular biologist Prasad Jallepali, MD, PhD

JOHN ABBOTT
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Holly Andersen, MD

Heart of the Matter
For cardiologist Holly Andersen, it’s all about prevention
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Holly Andersen, MD, says that
when she was offered the posi-
tion of director of education and
outreach at the new Ronald O.

Perelman Heart Institute, she pondered taking
the job for about thirty seconds. The opportu-
nity to champion prevention, to reach people
before they fell ill, was irresistible. “No one
pays doctors to prevent disease,” she says, cit-
ing an insurance system that necessitates see-
ing more patients in shorter periods of time
just to make ends meet. “As a physician, it’s
incredibly frustrating.”

When Andersen accepted the position,
she added the Institute’s goals to an already
crammed dance card. She has 2,600 active
patients in her Weill Cornell cardiology
practice, consults for news shows (on ABC,
NBC, CBS, Fox, MTV, and the BBC), hosts
medical webcasts, blogs for two websites
devoted to women’s issues, and sits on sev-
eral boards, including that of the Michael J.
Fox Foundation for Parkinson’s Research.
On a typical day, Andersen might field
questions about the flu for “Good Morning
America” and then turn the microphone
around to interview cardiologists for
ORLive, a website for physicians and sur-
geons. But she most often focuses on her
personal passion: women’s heart health.

Fifteen years ago, as a senior resident at
Weill Cornell, Andersen started talking
about gender differences in cardiac disease.
It took nearly another decade for research to
quantify what Andersen already knew: that
men’s and women’s bodies react differently
to heart disease. In 2003, the American
Heart Association published research docu-
menting that nearly 43 percent of women
do not experience chest pains during a
heart attack, and that women more often
complain of heartburn, neck and jaw aches,
fatigue, and breathlessness than their male
counterparts. Since then, more differences
have been documented. For reasons that
remain largely unidentified, women having
a heart attack take longer before calling 911,
are 55 percent more likely to suffer a delay
getting to the hospital after medical help
arrives, and are less likely to have certain
diagnostic tests than their male counter-

parts. Andersen’s to-do list now includes
implementing a tracking system at Weill
Cornell to identify why female patients
exhibit such dramatic differences in the
emergency response process. 

Ideally, Andersen would like to
improve women’s health through pre-
vention, and her position at the
Perelman Institute has given her the
opportunity to do so. Located at the
heart of Weill Cornell, the Institute is
architecturally centered around a five-
story atrium. The design gives patients a
view of a Chinese garden with trees, lit
by natural light—but it’s also intended to
be a hub of education and outreach. The
counseling and prevention area has inter-
active computer kiosks that provide in-
depth health information. On weekdays,
anyone can speak with a dedicated, full-
time nurse educator about medical proce-
dures and seek advice on preventing
cardiovascular disease. “When patients

come in with a heart attack,” Andersen
observes, “their families and friends are a
captive audience whom we can try to teach
about prevention.”

Andersen and her staff—along with
nurses volunteering their time—have also
been brainstorming ways to reach out to a
broader audience. A Perelman-specific web-
site is in the works, and Andersen wants to
create more webcasts and Internet-accessible
videos about heart disease and prevention.
She also sees a huge opportunity to pro-
mote the automated external defibrillator,
an easy-to-use device that can increase the
chances of surviving cardiac arrest from 6
percent to 36 percent. In the meantime,
Andersen will continue to spread the word
about the importance of quitting smoking,
eating well, getting enough sleep, managing
stress, and controlling weight. Says Ander-
sen: “Everything that’s good for your heart
is good for your life.”

— Shelley Stuart

JOHN ABBOTT
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Joey Alsberge comes from a family of physi-
cians—his father and grandfather were doc-
tors—but it wasn’t until he worked with an
environmental conservation group in
Ecuador after high school that he seriously

considered following in their footsteps. “I was working at a
biological field station in the western lowlands, and I met a
German doctor who was doing work on malaria in the local
community,” recalls Alsberge, who grew up on an island near
Seattle. “That struck me as something interesting and compas-
sionate to be doing. It was the first time I got really excited
about medicine.”

The Wide
World

By Beth SaulnierWith students more eager than ever for
experiences abroad, global health has
become a major force in medical education

After studying premed and cultural anthropology at Lewis & Clark, Alsberge applied
to medical schools. He got into Weill Cornell—and promptly asked for a two-year defer-
ment so he could travel to Burundi. In the East African nation, he helped establish a clin-
ic in a remote area, where he worked to conduct needs assessments, manage community
health workers, and launch programs in nutrition and food security. Now a first-year,
Alsberge says that going abroad has immeasurably enriched his medical studies. “The
global health experience can open your eyes to health-care injustices,” he says. “What’s
going on in places like Burundi is just unconscionable. There’s absolute poverty and lack
of health care, and people are dying of readily treatable and preventable diseases. In my
mind that shouldn’t be happening in 2010. When you go over there young you make an

20-27WCMwinter10global  2/3/10  2:49 PM  Page 20



Home visit: During his time in Burundi before medical school, Joey Alsberge ’13 went out into the community to meet local families,
learn about their needs, and tell them about the clinic he was helping to found through the nonprofit Village Health Works.

work, either in the U.S. or abroad. “It’s really good, because in our
regular curriculum we’re studying the basis of disease from a biolog-
ical standpoint, but we don’t talk a lot about broader issues like
social policy,” says Alsberge, fresh from a lecture on health systems
by a representative of UNICEF. “The global health curriculum is giv-
ing us an opportunity to explore that.” According to Madelon Finkel,
PhD, director of the decade-old Office of Global Health Education,
half of the Class of 2013 has signed up. “It has taken off,” she says of
the curriculum. “The response has been phenomenal.” 

In July, the Medical College launched a comprehensive website
(weill.cornell.edu/globalhealth) that showcases global health offer-
ings. It includes everything from practical information on affiliated
programs abroad to first-person reports from those who’ve done
field work. “In talking with the students, I make the point that we
certainly know that they’re not all going to go into global health or
international medicine,” says Warren Johnson, MD, the B. H. Kean

PROVIDED BY JOSEPH ALSBERGE

early connection, before you get into a career that may not allow
you to do that later in life.” 

Alsberge praises the Medical College for granting him the defer-
ment without a hassle or miles of red tape. For him, as for many of
his fellow students, Weill Cornell’s commitment to global health
was a major factor in choosing a medical school. “A large percent-
age of applicants indicate that one of their reasons for applying here
is our extensive global health program,” says Liliana Montano, assis-
tant dean of admissions. “And many of those who opt to matricu-
late have already had international clinical experiences and are
interested in continuing them.”

As of this academic year, interested students can enroll in a ded-
icated global health curriculum on top of their regular coursework.
Spearheaded and designed by students, it includes three courses,
attendance at global health grand rounds, a clinical preceptorship
with underserved minority populations in New York City, and field
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Professor of Tropical Medicine and a longtime
advocate for global health issues. “But it can still
have a transforming effect on you. It will be
something that you’ll carry with you regardless
of what you pursue in your future career.”

When Johnson was a med-
ical student at Columbia, his
interest in infectious diseases
like malaria inspired him to
spend three months working at
a mission hospital in Liberia.
Back then, he says, such trips
were highly unusual. “There
were few opportunities,” says
Johnson, director of the Center
for Global Health. “Columbia
had a program that would send
two students a year to this par-
ticular hospital. They paid a lit-
tle of our transportation, we
paid the rest, and we were on
our own.”

But these days, for many stu-
dents, time abroad is an integral
part of medical school. Ac-
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cording to Finkel, 30 to 40 percent of each class
studies outside the U.S. in the final year, and the
number of students who take time off after third
year to go abroad—eight in 2009–10—is on the
rise. “Many undergraduates have gone abroad,
either in university or after graduation,” says
Finkel, a professor of clinical public health. “So
in a sense, the students are driving this whole
global health initiative. They’re the ones who are
saying, ‘I’ve lived in Africa, I was in the Peace
Corps, now I want to continue this as I’m train-
ing to be a physician.’ So we’re responding to
what the students are demanding, and we’re also
opening the eyes of those who haven’t had as
much global experience—showing them that as
a physician-to-be, you can make a difference.”

Benigno Varela, a native of Puerto Rico who
earned his undergraduate degree from Harvard,
is currently taking a year off between third and
fourth years. Most of that time will be devoted
to research, but Varela was also able to spend
more than three months in Gabon on an Albert
Schweitzer Fellowship. For part of each week, he
worked in the pediatrics ward of a hospital
Schweitzer himself founded in Lambaréné, four
hours from the capital. “I was given a lot of
independence, and that was phenomenal,” he
says. “I developed confidence in my clinical
decision-making.” The rest of his time was spent
in outlying villages, treating children who were
unable to travel to the hospital. “On those days,
I served as the doctor, providing the consulta-
tions, which was a huge responsibility,” he says.
“It was intimidating at first, but in the end it was
the most enriching part of my experience.”

Weill Cornell has a long history of interna-
tional involvement: one of its earliest female
graduates, Ida Scudder, MD 1899, founded
India’s Christian Medical College, and the two
institutions have been connected ever since.

Above: Global Health
Education head Madelon
Finkel, PhD.
Lower right: Medical student
Benigno Varela, currently tak-
ing time off between third and
fourth years, does a physical
exam on a sick child in the vil-
lage of Oyenano, Gabon, about
two hours from the pediatric
clinic where Varela worked in
Lambaréné.

JOHN ABBOTT
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Weill Cornell Medicine: Why is global health such an important
topic in today’s world?
Warren Johnson: Disease doesn’t recognize international bound-
aries. That has been most strikingly demonstrated with HIV/AIDS
over the past thirty years. People who were prepared to hunker
down and disregard what was going on in the rest of the world
found out in a dramatic fashion that these diseases traverse bor-
ders. We’ve seen swine flu, bird flu, multi-drug-resistant tuberculo-
sis. And health is broader than just medicine. You have to have
proper nutrition, security, education. If you take away any of those
elements, it destabilizes the others. It’s the recognition that we live
in one world. We cannot live in isolation.

WCM: How did your first international experience, at a mission
hospital in Liberia during medical school, affect you?
WJ: It opened my eyes to a whole other world, how people live
with so little. People are no different the world over. The things
they cherish most—their family, their relationships—are no differ-
ent in a dirt-poor village in Tanzania or Haiti or Brazil than in the
U.S. The accoutrements are add-ons, but the basic values—a better
life for their children, better education, more work opportunities—
are universal. Health is part of that.

WCM: One of your most visible initiatives has been the GHESKIO
project in Haiti. How would you sum up its past three decades? 
WJ: It was like the development of an infant. You have a newborn
who learns to roll over, then crawls, stands, and takes a few steps.
In February 2009 I was honored with the naming of the new med-
ical center there. As I said at the time, the Haitian team has perse-
vered through adversity and has thrived. We were told many times
that it couldn’t be done, let alone be done in Haiti. But it was
done, and often for the first time anywhere.

WCM: What are some of the problems being faced by Weill
Cornell’s newest major affiliate, Weill Bugando Medical Centre and
College of Health Sciences in Tanzania?
WJ: This center serves the western third of the country, about 15
million people. It’s an 850-bed hospital, and like so many institu-
tions in developing countries, it’s resource-poor in terms of person-
nel. The focus has been on training their students, interns,
residents, and assistant medical officers, including a subset we see
as future teachers and leaders. We’re introducing residents not just
to clinical medicine but to research, and a select number are com-
ing to Cornell for training. This year we’re sending forty of our
senior residents to Weill Bugando, where they’re teaching on the

floors in the hospital and
classrooms just as they
would here. 

WCM: At the center
you’re now heading, 
how do you define 
global health?
WJ: We use the defini-
tion of health problems
that transcend national
boundaries, dispropor-
tionately affect the
resource poor, and are
best addressed by multi-
disciplinary solutions—
research, service, and
training. This is the tar-
get group that we focus
on. They have 5 percent
of the world’s resources
and 90 percent of the disease burden.

WCM: What is the center’s mission?
WJ: It’s a way to say to the institution, the Ithaca campus, and the
external community that there is a focus, a place to go within
Weill Cornell if you’re interested in program development, regard-
less if it’s medical or not. Whether it’s someone from the Ag school
focusing on nutrition, or someone from the Law school interested
in ethics, it’s a way to say that we have similar interests and would
like to work with you. It’s built on the pillars of the three major
programs—Brazil going back forty-five years, Haiti going back thir-
ty, and Tanzania four.

WCM: What are the most pressing issues in global health today?
WJ: They haven’t changed in the last decade. We still have malar-
ia, tuberculosis, HIV/AIDS. Those diseases are so devastating, in so
many countries, that they threaten economic health and political
stability. One of the things we’re seeing for the first time is that
economists at the highest levels are taking a serious interest in
global health. When you have that trio of diseases and it’s as rav-
aging as it is in some places—you can lose a third of your school-
teachers, your police force, your most productive young adults,
leaving 20 percent of the children as orphans—that is devastating
to a country. 

‘We Live in One World’
A conversation with Warren Johnson, MD, 
director of Weill Cornell’s Center for Global Health

Warren Johnson, MD

Other programs trace their roots to
Benjamin Kean, MD, the much-beloved pro-
fessor of tropical medicine and public
health whose influence is still felt sixteen
years after his death. “Over the years many
of the faculty had programs and interests

globally, but it was diffuse,” says Finkel.
“When the dean set up the Office of
Global Health Education, it became an
umbrella to make it more unified.”

Today, Weill Cornell has exchange
programs and research partnerships with

institutions around the globe. In addition to
its own campus in Qatar, the Medical
College is affiliated with Weill Bugando, a
hospital and newly established medical
school in Tanzania. It has a long-standing
program in Brazil, training local researchers

PROVIDED
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When Jonathan Lee-Melk was a
fourth-year medical student, he
spent two months in Bolivia
working with the Rural Andean

Health Council. There, he met an eleven-year-old
girl named Rosa Vera Marino who suffered from
Tetralogy of Fallot, a congenital heart defect. “If
that same girl had been born in the U.S., she
would have received a surgery when she was
approximately six months old and possibly anoth-
er at eighteen months,” says Lee-Melk, MD ’03,
“and she would have had a normal life.” 

But as the child of an impoverished, Quechua-
speaking family in rural Bolivia—a country Lee-
Melk had chosen because it was the poorest
Spanish-speaking nation in Latin America—Marino
had never had corrective surgery, and her health
was failing. So Lee-Melk sent out a mass e-mail
asking friends and family to donate funds for her
treatment. He raised about $3,500 and Marino
had the operation—but sadly, her heart was so
weak that physicians were unable to take her off
bypass, and she died in the OR. “It was devastating,” recalls Lee-
Melk, now a pediatrician in rural Arizona. 

The operation, which would have cost more than $100,000 in the
U.S., had used up less than $1,000; after paying her funeral expenses,
much of the donated funds remained. Lee-Melk used it for operations
on other children, organized by the health council. “I was impressed by
how little effort it took me to make a difference,” he says. “I sent an e-
mail. They did all the work; I was basically a fundraiser.”

Remembering Rosa

A pediatrician aids sick children in Bolivia, 
in honor of a special patient

The experience inspired Lee-Melk to found the Rosa Vera Fund
in Marino’s memory. Run entirely by volunteers, the nonprofit raises
more than $30,000 a year to fund the efforts of community health
workers and pay for surgeries for dozens of chronically ill children in
Bolivia—where, he notes, the low cost of health care means that
the money goes at least fifteen times farther than it would in the
U.S. Says Lee-Melk: “This was a beautiful thing that grew out of
something tragic.”

and clinicians and investigating such dis-
eases as leishmaniasis, leptospirosis, TB, bac-
terial meningitis, and schistosomiasis. In
Haiti, a program founded in the Seventies
by Johnson and medicine professor Jean
Pape, MD ’75, has branched out from its ini-
tial work on infantile diarrhea and
HIV/AIDS to encompass a wide variety of
medical services and social programs.
Students seeking an elective abroad can
choose from established partnerships with
institutions in cities in the developed world
such as London, Paris, Vienna, Munich, and
Sydney—where participants study compara-
tive health systems—or communities in
resource-poor countries like Peru and India.
Some opt to go abroad the summer after
first year, others for a few weeks during

fourth year, and some do both. “First-
years clearly do not have the skills neces-
sary to do any sort of clinical medicine,
but they do have the skills to become
involved in population-based, epidemio-
logic studies,” says Finkel. “And certainly
when they go abroad in the fourth year,
they have the clinical skills to assist in
providing care in many of these places.”

For many students, practicing medi-
cine with limited resources offers the
chance to hone their diagnostic skills. A
major part of the experience is learning
to work without the infrastructure of a
modern medical center—which is reflect-
ed in the fact that one of the global
health electives is a joint course with
Ithaca-based Cornell Outdoor Education

PROVIDED BY JONATHAN LEE-MELK

Doing good: Jonathan Lee-
Melk, MD ’03, with Bolivian
children helped by the Rosa
Vera Fund

on wilderness medicine and environmental
preparedness, where participants learn to
improvise with whatever they have at hand.
“Here we learn a lot about radiology—that’s
a huge part of our education, learning to
look at CT scans and MRIs,” says Nora
Ward, a second year who worked at
Tanzania’s Kilimanjaro Christian Medical
Center last summer. “That’s not something
they have to consider there, so their form of
diagnosis is quite different. I enjoyed being
able to see that more basic form of examin-
ing a patient, having to go from what you
see on the physical exam.”

Since there are many underserved popu-
lations in the U.S., students don’t necessar-
ily have to leave the country—or even the
city—to experience such challenges. Before
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medical school, Jonathan Lee-Melk, MD
’03, not only worked in an orphanage in
Mexico but spent summers aiding migrant
workers in the Midwest and mentored
underserved high school students in New
York City. When he was accepted to Weill

A lessandra Kostolias got to experi-
ence Weill Cornell as a visiting
student—and as a patient. During
a month studying high-risk obstet-

rics at the Medical College, the Rio de Janeiro
native spent long hours on her feet; it exacerbat-
ed an injury from two years earlier, when she’d
ruptured a ligament in her ankle. After it got so
swollen she could barely walk, Kostolias went to
the Emergency Department at NewYork-
Presbyterian Hospital/Weill Cornell Medical
Center. “It was interesting to invert the roles and
be a patient,” says the twenty-four-year-old, who
also spent two months at Sloan-Kettering. “I’ve
worked at ERs in Brazil and seen terrible things,
but here I had such an amazing experience. The
ER doctor was kind and he explained everything.
They had a patient-care lady who asked if I’d had
any breakfast and if I needed anything. Everyone
was so thoughtful.”

Kostolias, who earned her medical degree in
December, is among the more than 150 interna-
tional medical students who visit Weill Cornell
each year. The students, who hail from some
thirty countries, take clinical electives lasting up to a few months.
“The feedback we’ve gotten from our faculty mentors is that the
students are bright, appreciative, and eager to learn,” says
Madelon Finkel, PhD. 

Kashif Anwar came to campus in fall 2009 to study orthopaedics
trauma at Hospital for Special Surgery. A native of Karachi, Pakistan,
he had earned undergraduate and medical degrees from Aga Khan
University, where he’s now an orthopaedics intern. “Undoubtedly, it
was the best learning experience of my life,” says Anwar, who also
did stints at Brigham and Women’s Hospital and Massachusetts
General before returning home. “The patient management there is
gold standard and comparable to the best hospitals in the world.”

For Kostolias, coming to Weill Cornell was an eye-opener.
Although she was in her final semester—in Brazil, med students
study for six years, beginning immediately after high school—she
was seeing many devices and procedures for the first time. “I want-
ed to be in touch with the top technology in medicine,” she says. “I
know that we don’t always have that in Brazil. I learned practices
and disease-management that are not available back home, like lab
and radiologic tests that are common protocols in the U.S. It was
exciting to see things that I’d only read about in books. This has def-
initely been important in my medical career.” She found herself

Cornell, he deferred for a year to do a
water sanitation project in Costa Rica
and hone his Spanish; during his fourth
year, he worked with an indigenous
medical organization in Bolivia. Now he
practices pediatrics in an impoverished

Foreign Service Training international students in New York

Equal exchange:
Brazilian medical
student
Alessandra
Kostolias spent
the fall at Weill
Cornell and Sloan-
Kettering.

Arizona town, his clinic just four blocks
from the Mexican border. “Children who
live in poverty, no matter what country
they’re in, have a lot of similarities,” he
says. “Whether a child is in Bolivia or
Arizona or New York, they all have the

amazed every time she walked into the medical library, which she
says is ten times the size of the one back home. “Here you have so
much access to information,” she says. “They subscribe to more
than 200 journals. There’s any information you need from every field
of medicine and six people in the library to help you. I don’t know if
American students are aware of how different this is, and I hope
they appreciate the chance that they have to be so up to date.”

Another perk of the program, Kostolias and Anwar say, was the
chance to meet other visiting students from around the world. “It
was interesting to know about the different cultures and traditions
from students who did their clerkships at Cornell, and I got a great
opportunity to learn languages like Spanish and Portuguese,” says
Anwar. He calls a get-together sponsored by the Office of Global
Health Education, “exceptional and simply awesome.” As he puts it:
“We felt like a family throughout our stay.”

Now back in Brazil, Kostolias hopes to apply to ob/gyn residen-
cies in the U.S.—specifically at Weill Cornell, though she knows
she’ll face stiff competition. She says she wouldn’t hesitate to rec-
ommend the international program to students back home. “I’d say,
‘Go right away, because you will have the greatest experience,’” 
she says. “It has expanded my horizons. I can’t put into words how
excited and happy I was to be there.”

JOHN ABBOTT
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Danger to Life and Limb

In Tanzania, a student explores the

threat to albinos, who are being killed

for their ‘magical’ properties

It was never easy to be an
albino in sub-Saharan Africa,
with its blistering sun and
lack of resources to treat

and prevent skin cancer. But in
recent years, it has gotten even
more dangerous. In Tanzania,
dozens of albinos have been mur-
dered for their body parts, which
local folklore holds to have magi-
cal powers that can increase
wealth. In the summer after her
first year at Weill Cornell, Nora
Ward ’12 went to Kilimanjaro
Christian Medical Center in
Moshi; as part of her rotation in
the hospital’s dermatology center,
she conducted a survey of local
albino schoolchildren. 

Ward, a Syracuse native and
Dartmouth grad, had heard about
the threat to albinos during a first-
year class. With a strong interest
in genetics, she wanted to learn
more. “One of the things we
asked them was, ‘Are you afraid of
being killed?’ And, ‘What have you
done to change your life since the
killings began?’” she says. “Some
of them have started attending
boarding school and are not being
allowed out at night or alone.”

For her survey, Ward interviewed
sixty-two albinos and an equal number of non-albinos to serve as
controls. (The genetic disorder is much more common in Tanzania
than in the U.S., affecting one person out of 3,000.) With wide-
spread reports of albinos being killed and mutilated, Ward found
that many were “pretty scared,” she says. “Approximately two-thirds
said they were afraid of the killing. A lot of them couldn’t go outside

as much anymore or have as much flexibility with activities.”
In a culture where albinos have long faced prejudice, though,

Ward was surprised to find that their self-esteem seemed undimin-
ished. “We asked a few questions to assess that, and we found
that they were just as likely as their non-albino peers to see them-
selves going to college and finishing their schooling—which typically
hasn’t been the case, because they have a lot of trouble in school,”
she says. Her survey also asked about skin cancer prevention
strategies and the eye problems common to albinos, who are often

severely nearsighted. “We were
exploring things like, ‘Do you wear
sunscreen? Are you able to see the
board in school?’”

Ward’s other activities included
participating in albino outreach clin-
ics; the dermatology center visits
about ten sites twice a year. Staff do
full skin screenings and treat precan-
cerous lesions with cryotherapy, as
well as hand out sunscreen, hats,
and sunglasses. “It has decreased
the number of inpatient albinos they
have at the hospital,” she says.
During the rest of her eight weeks in
Tanzania she worked with the resi-
dents in the dermatology center—the
nation’s only teaching facility for the
specialty. “Kilimanjaro Christian
Medical Center gets patients from all
over; it has a catch population of 12
million people,” Ward marvels. “It’s
the only place in Tanzania where they
train dermatology residents, which
was just unfathomable to me—and
they had five residents in their entire
program. People would travel days to
see these doctors.”

She notes that in Africa, HIV and
other infectious diseases are often
treated by dermatologists, because
in their more advanced stages they
can cause skin problems not often
seen in developed nations. Other

conditions she helped treat included vitiligo, scabies, and eczema. “I
used to think that the only l way I could go abroad and be useful
was as a surgeon—you hear about those operational trips that peo-
ple go on,” she says. “But I found that they needed help in every
category. You can serve as another set of eyes for a few weeks at a
time in any department, and that would be very much appreciated.”

same medical, social, and psychological
needs.” He calls his experiences abroad
“absolutely integral to the kind of pediatri-
cian I am now.”

Last fall, Lee-Melk came back to Weill
Cornell for the first time since he graduated

Survey subjects: Nora Ward ’12 with albino children from
Mwereni Primary School for the Blind and Visually Impaired

to speak about his work in Arizona,
where he is developing a model to pro-
vide optimal pediatric care for families
that face such barriers as poverty, lack of
transportation, multiple medical issues,
and lack of insurance. After his talk, he

was surrounded by an eager scrum of future
doctors that reminded him of his own
crowd from his student days. “They were
hungry about this as a career possibility,” he
says. “Medical students are intensely inter-
ested in this.” •
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Kilimanjaro Christian Medical
Center, Moshi, Tanzania
By Lisa King ’11

I met my first pediatric AIDS
patient today. She’s in the bed
by the window wearing a red
jacket, and that’s not her moth-
er sitting on the foot of her
bed, it’s a woman from the
orphanage where she lives. 
Her smile charms me instant-
ly—melts me to the core, really. I flip through her chart: only eight
years old, but she’s already battled HIV and tuberculosis. Now
she’s back in the hospital with a probable case of pneumocystis

pneumonia, too much for her weak immune system to han-
dle. I’m listening to the resident, learning about how her
pneumonia will be treated and which antiretroviral drugs
she is taking. I can’t take my eyes off her smile—she’s a
beautiful little girl, and I know I’ll never forget her face.

This is the pediatrics ward of Kilimanjaro Christian
Medical Center (KCMC) in Moshi, Tanzania. I came to
Tanzania for nine weeks to learn about the Prevention of
Mother to Child Transmission of HIV programs here. I am
interested in global health, particularly maternal and young
child health, and I came to Tanzania because I wanted
practical experience working in international health. I want-
ed to see how medicine can be practiced effectively in a
resource-limited setting, understand the unique daily chal-
lenges, and learn to think in an innovative way about

improving health in third-world settings.
I worked under the supervision of Dr. Oneko, chair of the obstet-

rics department. A warm, kind man, and an excellent clinician, his
charge to me was to “learn something!” during my time in
Tanzania. The prevalence of HIV infection in Tanzania is 7 percent,
so HIV in pregnancy is something that every obstetrician has to
manage. The prenatal clinic, always full to overflowing, offers volun-
tary counseling and testing to pregnant mothers, along with pre-
sumptive treatment for malaria as well as iron and folic acid
supplements. On the obstetrics ward upstairs, HIV-positive pregnant
women are counseled, their CD4 counts measured, and antiretro-
viral medications initiated if indicated. 

During my time at KCMC, I wanted to spend time in the pedi-
atrics department learning about HIV/AIDS in children. During ward
rounds, I found myself lingering in the patient rooms. The mothers
taught me bits of Swahili, usually making fun of my “Swahinglish”;
they let me hold their babies, and the older girls would hold my
hand and not let go. 

I sometimes felt useless as a foreign medical student, not
speaking the language, but I learned that you can communicate
with almost anyone if you have enough patience and understand-
ing. I know this is just the beginning—my first taste of what it feels
like to work in this kind of setting, in the face of significant chal-
lenges, but not without hope.

Tiyatien Health, Zwedru, Liberia
By Carlo Canepa ’12

Liberia: it’s hard to know what to expect. A few ideas come to
mind: bucket showers, friendly faces, a rich culture, crippling pover-
ty exacerbated by civil war. But what do I, a first-year medical stu-
dent, know beyond that? And where do I fit in? Not even the visa
application offers direction: am I a tourist or here on business?

Tiyatien Health (TH) means “justice in health” in the dialect of
the Krahn people of southeastern Liberia. Since 2007 TH has been
serving a community of mostly farmers and unskilled laborers in a
town called Zwedru. Initially it focused on HIV and AIDS treatment,
but it had to expand to tuberculosis, maternal mortality, chronic ill-
nesses, and mental health. I offered my services to the executive
director of Tiyatien; my one stipulation was that my projects would
have lasting impact.  

One would figure that
after the first year of med-
ical school you’d be capa-
ble of doing things that
were once a distant
dream. The reality is more
mundane. After one year
of intense biochemistry,
molecular biology, anato-
my, and immunology, my
most important skill set is
the same as when I
entered high school: the
ability to read and a facili-
ty with computers. These are skills most American youth take for
granted, yet in Liberia they are rare. And that is how I found myself
near the border with Cote d’Ivoire, working with an NGO dedicated
to improving the lives of the rural poor.

It started with me leading computer classes for community
health worker leaders. Three times a week, I taught four students
how to turn on a computer, type up reports, and create spread-
sheets of home visits. Slowly we ventured into presentations, the
Internet, and Skype. The next step was training them to use solar
panels and rechargeable batteries for their headlamps. It went into
full gallop when TH’s main physician and I created a digital data-
base of all 396 patients who had come for HIV/AIDS treatment.

A typical day involved me teaching class, collecting headlamps,
conducting interviews for our community health workers, having a
rice and palm butter lunch, and then spending most of the after-
noon at the hospital copying charts into the database. All the while
I’d troubleshoot the realities of life in rural Liberia: Our generator is
down, so where do I hold class today? It’s been raining for six days
straight, so where can we charge the solar panels? And how can I
slip in some time at the office of the U.N. High Commissioner for
Human Rights so I can check my e-mail and Skype my mother?

It wasn’t what I expected of my only medical school summer. I
didn’t climb a mountain or go on safari. There weren’t even sou-
venirs to buy. But I am proud of what I left behind. 

Reports from the Field

Medical students share their experiences abroad

PROVIDED BY CARLO CANEPA

PROVIDED BY LISA KING
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When it comes to 
symbolism, the 
doctor’s traditional
garb is weightier than
the Physicians’ Desk
Reference. With the
AMA pondering its
possible danger as a
disease vector, is the
white coat on its 
way out?

Richard Cohen, MD ’75, still
remembers the first time he
donned the uniform of the
physician. Formal white coat
ceremonies hadn’t yet

become the norm, so Cohen and his fellow
first-years just went to the campus bookstore
and bought their own. Still, he recalls, “I felt
like a million dollars.” 

Coat of 
Many 
Meanings
By Beth Saulnier
Photographs by John Abbott

A longtime clinical professor of medicine at Weill Cornell,
Cohen remains a devoted fan of the white coat. In July, when the
New York Times published a piece on an American Medical
Association proposal to ban the coat as a disease vector, it was
Cohen who was quoted in passionate defense of the traditional
physician’s garb. “What I said to the reporter is something that I’ve
said to medical students for a long time,” says Cohen. “You come
into my office, I’ve never met you before, and you have a belly
ache. I ask you questions, and I start to think that this might be
pelvic inflammatory disease. I ask whom you’ve had sex with, when
you’ve had sex with them—and four minutes later you’re in an
exam room naked and I’m poking around in your belly. I don’t
think I ought to look like I’m pouring coffee at Starbucks. I ought to
look like a doctor.”

It’s the quintessential symbol of the medical profession—more
than the stethoscope, the tongue depressor, or the black bag. For
more than a century, doctors have worn white coats to define
themselves as masters of the healing arts. But in recent years, the
garment has come under fire for its potential to spread germs from
patient to patient. In fall 2007, the United Kingdom Department of
Health issued guidelines instructing clinical staff to eschew not only
the white coat but also long sleeves, wristwatches, jewelry, and
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Dean Antonio Gotto, MD, Baxter Allen ’10, and Bracken Babula ’11

neckties; its catchphrase is, “Bare below the elbows.” The AMA’s
Council on Science and Public Health is currently pondering
whether to eliminate the coat, with results expected sometime next
summer.

With the fate of the white coat still unknown—and the question
of whether it poses a threat to patient health very much up for
debate—Weill Cornell Medicine asked some faculty and students to
weigh in on the subject. The responses were all over the map—from
those who, like Cohen, prize the coat to others who’d just as soon
hang it up for good. “It’s a big and complex question,” says the sen-
ior associate dean of education, Carol Storey-Johnson, MD ’77. “For
physicians, it has a lot of meaning, both symbolic and emotional.”

Once upon a time, doctors wore black. Though it may
seem unimaginable to today’s health-care profession-
als—not to mention patients—white didn’t become
the physician’s defining color until the late nine-

teenth century. In a historical piece on the coat published in the
AMA bioethics journal Virtual Mentor in April 2007, Mark Hochberg,
MD, observes that, as the doctor’s uniform, black connoted a variety
of meanings—both intentional and ironic. Since the color implies
formality (like the modern tuxedo), physicians wore it to indicate
that medical encounters were serious matters. “An additional or
alternative possibility for the dark garb might be that until the late
nineteenth century seeking medical advice was usually a last resort
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and frequently a precursor to death,” Hochberg notes. “Until the
last third of the 1800s, an encounter with a physician rarely bene-
fited the patient.”

But as the age of quackery and useless cures gave way to an
understanding of the underpinnings of disease and the transmission
of infection, doctors adopted white as a symbol of their profession’s
purity and basis in science. (At the same time, he notes, sisters in
religious nursing orders switched from black habits to white ones.)
Hochberg points out that the color’s symbolic power goes back mil-
lennia. “The word ‘candor’ is derived from the Latin candidus, which
means white,” he writes. “In fact, the foundation of all professional
societies is candor or truth. The term ‘candidate’ comes from the fact
that Romans seeking public office wore white togas.”

Today, the vast majority of the nation’s medical colleges hold
white coat ceremonies for incoming students. Weill Cornell held its
first in 1997 for members of the Class of 2001; as Dean Antonio
Gotto, MD, noted at the time, the ceremony was especially appro-

priate given that the new cur-
riculum brought students into
physicians’ offices their very
first week of school. “The goal
is for them to appreciate that
medicine is a profession that
has certain obligations to it,
and certain expectations from
society,” he says today. “This

is all part and parcel of their transition into medical school. It’s not
just a day in their lives.”

But Gotto and others stress that the point of the ceremony goes
far beyond donning the coat itself. Some new students invite their
families to attend, celebrating the successful end of the long, chal-
lenging road to medical school admission. (This fall, for the first
time, Weill Cornell’s future doctors received another symbol of their
profession: the stethoscope.) The event also includes inspirational
remarks from senior faculty, which some say is the most important
part of all. “The white coat ceremony was certainly important to me
as an event, a milestone, but it wasn’t the white coat that made it
special,” says Baxter Allen ’10. “It was the speeches, the cama-
raderie, the welcoming into the medical profession by the physi-
cians at the front of the room.”

Allen is no fan of the coat in general; in fact, he calls it “a drag.”
“It serves as a barrier, both literal and metaphorical, between doc-
tors and their patients,” he says. “It serves as a marker of hierarchy,
as if we really need one. It gets dirty easily, sopping up germs,
blood, and sweat. And, worst of all, it makes me hot.” If the AMA’s
proposal is adopted, he says, he’ll be “immensely happy.” “Instead
of carrying around this bulky—and, frankly, ugly—coat, I'll be free
to roam the hospital in real physician's attire, whether that be
scrubs or a professional outfit,” he says. “Sure, I'll have fewer pock-
ets, but most of that stuff is just in the way. Leave me what I really
need: a stethoscope around my neck, a penlight and pen in my
shirt pocket, and my desire and ability to build a trusting relation-
ship with my patients. Everything else is just superfluous.”

Of course, some specialties already eschew the white coat, on the
grounds that it could intimidate patients. (There’s a familiar name

Above right: Jay Lopez ’12
Below right: Ramana Gorrepati
’13 and Lena Makaroun ’12 

Opposite: Sarah Yagerman ’13
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