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Light Box

Rhapsody in blue: In April, several Weill Cornell buildings were lit in blue to mark National Autism
Awareness Month. They included the Rogers building on the Westchester campus, future home 
of the Institute for Brain Development.

NYPH/WCMC
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Federal and state governments have
been pushing for implementation of
electronic health records (EHRs), which

—with their potential to improve quality and
safety, and reduce costs and errors—have become
a centerpiece of efforts to reform health care. The
U.S. government is investing up to $30 billion in
physician incentives for what policymakers call
“meaningful use” of EHRs—uses that tie electron-
ic records to improvements in the quality, safety,
and efficiency of care. Indeed, many current
approaches to reform, including patient-centered
medical homes and accountable care organiza-
tions (see feature story, page 32), will be impossi-
ble without EHR systems in place. 

Putting heavy emphasis on health informa-
tion technology in recent years, NYP/Weill Cor-
nell has rapidly become a leading institution in
the research, educational, and operational activi-
ties of health-care informatics and policy. In 2007,
WCMC created the Division of Quality and Med-
ical Informatics, jointly housed in the Depart-
ment of Pediatrics and the Department of Public
Health. Under the leadership of Rainu Kaushal,
MD, MPH, founding chief, and with a team of
seven full-time faculty members and a half-dozen
affiliated faculty, the Division has been at the fore-
front of health services research on how health
information technology affects health care, receiv-
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Leading the Way in
Electronic Health
Records

Deans Messages

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

ing much federal, state, and foundational support. 
The Division’s researchers evaluate various

health IT initiatives, including EHRs, electronic
prescribing, and personal health records, as well
as health-care delivery models such as the
patient-centered medical home. (A study it re-
cently released, for example, showed that in an
ambulatory setting, the use of ambulatory elec-
tronic prescribing was able to reduce prescribing
medication errors up to seven-fold.) The Division
is also heading efforts to evaluate New York
State’s $840 million initiative in health informa-
tion technology, including a statewide health
information exchange. The Division is the lead
entity in a unique academic consortium called
the Health Information Evaluation Collaborative,
which also includes Columbia University, SUNY
Albany, and the University of Rochester. In order
to further enhance our leadership position in
health-care informatics, the Medical College has
also recently established a new Center for
Healthcare Informatics and Policy (CHIP) to be
directed by Dr. Kaushal.

At NYP/Weill Cornell, we have federally certi-
fied, vendor-based EHR systems in both ambula-
tory and inpatient settings. Our systems have
undergone significant refinements to optimize
performance and tailor them to our needs. They
are linked to patient portals or personal health
records—allowing patients to access their lab-
oratory values or radiology results, schedule 
appointments, and conduct secure online com-
munication with their physicians. 

From the beginning of their education, Weill
Cornell medical students learn to integrate
health IT fully into their future practices. We also
train our residents and attending physicians on
the best ways for EHRs to enhance clinical prac-
tice, from billing and compliance issues to creat-
ing patient discharge information.

This is an exciting time in modern medicine.
EHRs form the foundation of health-care infor-
matics, a field that offers rich potential for
numerous multi-disciplinary scientific collabora-
tions and for influencing important policy
trends. It also offers physicians new ways to help
us in our core mission: improving the health of
the patients entrusted to our care.
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Research: The Engine That Propels
Us Toward the Cure

David P. Hajjar, PhD, 
Dean of the Graduate
School of Medical Sciences

Scientific research is the driving force
of medical advancement. It has fueled
the remarkable progress we have

made over the last twenty-five years in fighting
disease and prolonging life. Today, we at the
Graduate School of Medical Sciences, and the sci-
entific community at large, are on the cusp of
making profound strides in understanding and
treating many of the major diseases affecting
Americans. With technology advancing at break-
neck speed, we expect to make enormous im-
provements over the next two decades in how we
treat cancer, Alzheimer’s disease, and cardiovascu-
lar disease. We expect to see the eradication of
numerous infectious diseases affecting people
around the world.

When researchers understand the earliest
stages of disease, they gain insights into how to
fight it. That’s the essence of bench-to-bedside
research—the laboratory breakthroughs that
translate into clinical treatments that save lives. It
is this promise that drives the 500 full-time facul-
ty members currently doing investigative re-
search at Weill Cornell. In their quest to expand
human knowledge and fight disease, they coop-
erate to share new techniques and approaches,
generate ideas for animal models or reagents,
design novel experiments, and more. This spirit
of collaboration is one of our strengths. 

This spring, the Medical College launched the
Research Leads to Cures initiative. In the next phase
of the $1.3 billion Discoveries that Make a Difference
campaign, its aims are to raise $225 million to sup-
port priority research programs and recruit thirty
new scientists. It is focused on eight areas: the
brain; cancer research; heart health; children’s
health; diabetes, metabolic disorders and obesity;
global health and infectious diseases; stem cell,
developmental biology, and reproductive and
regenerative medicine; and scholarships to attract
the next generation of physician-scientists. 

Our scientists form a powerful nucleus of tal-
ented people working to tackle the challenges
facing us today, such as how to produce new
drugs that not only extend life expectancies but
offer higher quality of life. They are working
together to implement advances in personalized
medicine, build upon epigenomic techniques,

and more. In the next decade they will be
instrumental in improving how we treat symp-
toms and enhancing early detection methods.
Meanwhile, they fulfill another key role in men-
toring our graduate students and postdoctoral
fellows, in helping to shape those who will
build upon our knowledge and combat many
diseases that today may seem intractable. 

Thanks to the 480,000-square-foot medical
research facility now under construction, collab-
oration among scientists in New York City and
in Ithaca will grow as well. We will soon have
the space to foster greater connections between
the two campuses in areas such as biomedical
engineering, nanoscience and nanomedicine,
and the life sciences—drawing on the strengths
of both campuses to put basic science to work at
a clinical level. This is the great promise of med-
ical science research, and of how we conduct it
at Weill Cornell. In this way, the faculty in the
Graduate School will continue to make progress
toward our goal of training the next generation
of basic and clinical scientists.

JOHN ABBOTT

Bench to bedside: In the 
lab of neurology and 
neuroscience professor M.
Elizabeth Ross, MD ’79, PhD
’82, PhD candidate Jason
Gray uses mouse models to
study the genes that cause
birth defects—and how envi-
ronmental factors, like levels
of folic acid, can affect them. 
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Scope
News Briefs

Microbiology and immunology chair Carl Nathan,
MD, is among the seventy-two new members
elected to the National Academy of Sciences this

spring. Membership is one of the highest honors available to an
American scientist; of the approximately 2,000 living Academy
members, more than 180 have won Nobel Prizes. Established in
1863, it serves to “investigate, examine, experiment, and report
upon any subject of science or art” whenever called upon by the
government. Nathan, the R. A. Rees Pritchett Professor of Micro-
biology and director of the Abby and Howard P. Milstein Program
in Chemical Biology and Infectious Diseases, has served on the
Weill Cornell faculty since 1985. He was inducted into the
Academy at its annual meeting in April.

Nathan studies host-pathogen reactions with an interdiscipli-
nary team that seeks to bring immunology, microbiology, biochem-
istry, structural biology, and chemical biology to bear on
tuberculosis. “Each one of Dr. Nathan’s many unique research con-
tributions has significantly deepened our understanding of the
immune system and its interaction with pathogens,” says David
Hajjar, PhD, dean of the Graduate School and the Frank H. T.
Rhodes Distinguished Professor of Cardiovascular Biology and
Genetics. “In particular, his investigations into the mechanisms of
tuberculosis have the potential to overcome the problem of anti-
biotic drug resistance and transform the way the disease is treated.” 

Tuberculosis is a major cause of death around the world, with as
many as one-third of the world’s population infected with the bac-
terium; about 9.4 million develop the disease each year and 1.7
million succumb, mainly in developing countries. Says Dean
Antonio Gotto, MD: “Dr. Nathan’s pioneering work in immunolo-
gy, microbiology, infectious disease, and global health has long
been a source of pride for Weill Cornell.”

Lachs Gives Senate Testimony on Elder Abuse
In March, Mark Lachs, MD, co-chief of the Division of Geriatrics
and Gerontology, testified on an expert panel on elder abuse con-
vened by the U.S. Senate Special Committee on Aging. The hearing,
“Justice for All: Ending Elder Abuse, Neglect, and Financial Ex-
ploitation,” included testimony from actor Mickey Rooney, who
described suffering emotional abuse and financial exploitation at
the hands of a family member. 

In his testimony, Lachs presented the results of a recent study

that interviewed more than 4,000 elders in the metro area about
their personal experiences with abuse. It found that 7.2 percent
had suffered some form of mistreatment in the past year; the most
common form was financial exploitation (about 4 percent) followed
by physical abuse (about 2 percent). “If that’s not worrisome
enough,” Lachs, the Irene F. and I. Roy Psaty Distinguished Pro-
fessor of Medicine, said in an essay in the Huffington Post, “I think
the most compelling finding from the study is the fact that for
every case we identify, we miss about twenty-three.”

Fins Honored with New Davis Professorship
Joseph Fins, MD ’86, chief of the Division of Medical Ethics, has
been named the first E. William Davis Jr., MD, Professor of Medical
Ethics. An internationally renowned medical ethicist and pioneer in
the field of neuroethics and disorders of consciousness, Fins has won
numerous awards and more than twenty competitive grants. He was
a member of the White House Commission on Complementary and
Alternative Medicine Policy under President Bill Clinton and cur-
rently serves on the New York State Task Force on Life and the Law.
Last year he was elected to the Institute of Medicine of the National
Academies, one of the highest honors in medicine. 

The new professorship was created in honor of E. William Davis
Jr., MD ’51, who was instrumental in creating NYP/Weill Cornell’s
ethics committee in 1994, when Fins was named its founding chair.
Formerly a professor of clinical obstetrics and gynecology at the
Medical College, Davis is vice president for medical affairs emeritus
at NewYork-Presbyterian Hospital. Says Fins: “It is truly a singular
honor having a professorship named in honor of Dr. Davis, a per-
son who is especially beloved at the medical center for his dignified
manner and discernment.” 

Nathan Elected to National 
Academy of Sciences

Carl Nathan, MD
AMELIA PANICO
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Former Health Commissioner Daines Dies
Former New York State health commis-
sioner Richard Daines, MD ’78, passed
away suddenly at his home in Stan-
fordville, New York, on February 26. He
was sixty. Previously the chief executive
of St. Luke’s-Roosevelt Hospital Center
in Manhattan, Daines was appointed
health commissioner by Governor Eliot
Spitzer in 2007. During his tenure, he
advocated for a tax on soft drinks and
other sugary beverages—ultimately,
after contentious debate, it was not
enacted—and helped develop public
policy on the swine flu epidemic. He
created an office of health information technology within the
Health Department and, in a move that sparked controversy,
tried to reduce Medicaid costs by consolidating and closing nurs-
ing homes and hospitals. 

Daines stepped down from the statewide post in January and
was about to become a visiting scholar at the New York Academy
of Medicine. “Richard Daines was an outstanding physician, a
proud Cornell alumnus, a loving husband and parent—including
father of two Cornellians—and a dedicated
public servant who cared deeply about public
health and the future of health care within
our state,” said Cornell president David
Skorton, MD. “With his passing, New York
State has lost a great leader, and we at Cornell
have lost a dear friend.”

Madoff Named Chief of
Interventional Radiology 
An expert in the emerging field of interven-
tional oncology has been named chief of
interventional radiology at NYP/Weill Cornell
and a professor of radiology at the Medical
College. David Madoff, MD, who comes to
Weill Cornell from M. D. Anderson Cancer
Center in Houston, is a leading academic prac-
titioner of interventional radiology, which
uses minimally invasive, image-guided tech-
niques to diagnose and treat a wide range of
disorders. 

Madoff’s area of expertise is interventional
oncology, including catheter-based and abla-
tive treatments for solid organ malignancies,
particularly primary and metastatic liver can-
cer therapy. He has participated in numerous
clinical trials for liver cancer treatment, which
include novel strategies for drug and radiation
delivery. He is an authority in preoperative
portal vein embolization, a technique used to
improve the safety of major liver surgery by
stimulating the growth of healthy tissue.
Madoff is the editor of a textbook on the
topic, Venous Embolization of the Liver:
Radiological and Surgical Practice, which will be
published later this year.
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WCMC-Q students Abdulhadi Al Saei
’13, Arnab Chowdhury ’13, and Sanah
Sadiq ’13, winners of the Qatar National
Research Fund’s Undergraduate Research
Experience Programme competition for
their project on public perception of
Down syndrome in Qatar.

Physiology and biophysics professor
Olaf Andersen, MD, winner of the Dis-
tinguished Service Award from the Bio-
physical Society.

James Bernat, MD ’73, a professor of
neurology and medicine at Dartmouth,
winner of the President’s Award from
the American Academy of Neurology.

N. Reed Dunnick, MD ’69, radiology
chair at the University of Michigan,
given honorary membership in the
American Society of Radiation Oncology.

Anne Gershon, MD ’64, director of
Columbia’s Division of Pediatric In-
fectious Diseases, winner of Weill Cor-
nell’s Distinguished Alumni Award.

Radiology and medicine professor
Stanley Goldsmith, MD, elected to the
board of directors of the Lymphatic
Research Foundation.

Roderick King, MD ’92, on the faculty in
the Department of Global Health and
Social Medicine at Harvard, named a
Fulbright Nexus Scholar. 

Professor of clinical medicine Anne
Moore, MD, medical director of the
Weill Cornell Breast Center, winner of
the New York Academy of Medicine’s
Academy Plaque for Exceptional Service.

Pablo Rodríguez del Pozo, MD, PhD,
JD, associate professor of public health
at WCMC-Q, given the Humanism in
Medicine Award by this year’s graduat-
ing class at the Qatar campus.

The Sackler Institutes at Weill Cornell and
Columbia University, which have awarded
the Mortimer D. Sackler Prize for Distin-
guished Achievement in Developmental
Psychobiology to Fernando Nottebohm,
PhD, head of the Laboratory of Animal
Behavior at Rockefeller University.

Vice chair of child and adolescent psy-
chiatry John Walkup, MD, winner of the
Blanche F. Ittleson Award for Research in
Child Psychiatry from the American
Psychiatric Association.

TIP OF THE CAP TO. . .

Richard Daines, MD ’78

NYP Ranked Tops in Metro Area
NewYork-Presbyterian Hospital has been ranked number one in the
metro area by U.S. News and World Report. Released in March, the
magazine’s rankings of sixty-six hospitals across the U.S. considered
such factors as reputation and mortality rates. NYP was among the
top ten hospitals nationwide—and the only one to be highly rated
in all sixteen clinical specialties. According to NYP president and
CEO Herbert Pardes, MD, the honor “reflects our continued com-
mitment to provide our patients with the most effective and com-
passionate care—from everyday illnesses to some of the most
complex and life-threatening conditions.”

Lyden Co-edits First Textbook on Metastasis
In April, Cambridge University Press published Cancer Metastasis:
Biologic Basis and Therapeutics, the first textbook on the subject. It
was co-edited by David Lyden, MD, PhD, the Stavros S. Niarchos
Associate Professor in Pediatric Cardiology and a professor of cell
and developmental biology. “This groundbreaking new text com-
prehensively covers the process underlying cancer metastasis and
the clinical treatment of metastatic disease,” Lyden says. “The inter-
nationally renowned authors of this book have summarized the
state-of-the-art research in the metastasis field.”
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Scope

FROM THE BENCH

WCMC-Q Hosts Diabetes Conference
In March, more than 650 scientists, physicians, and other health-
care professionals met in Doha, Qatar, for the XVII International
DALM (Drugs Affecting Lipid Metabolism) Symposium on Diabetes,
Obesity, and the Metabolic Syndrome. The event—which marked
the first time the symposium was held outside the United States or
Italy since its inception in 1960—was hosted by the Qatar
Foundation, WCMC-Q, and the Giovanni Lorenzini Medical
Foundation. The program featured keynote presentations by inter-
national experts as well as panel discussions on such topics as
lifestyle and dietary modifications for at-risk patients; economic and
public health challenges; and treatment of women, young people,
and the elderly. “As Qatar’s only medical college,” says WCMC-Q
dean Javaid Sheikh, MD, “we welcome the opportunity to help
bring scientists and physicians together to focus on significant
issues in patient care here and around the world.”

Alumna’s Book Explains How
Psychiatrists Work 
Dinah Miller, MD ’88, has co-authored a
general-audience book aimed to help
laypeople understand psychiatry. Published
by Johns Hopkins University Press, Shrink
Rap addresses such issues as how psy-
chotherapy works and what happens on a
psychiatric unit. It uses patient vignettes to
describe how psychiatrists deal with chal-
lenges from the mundane (how much to charge) to the controver-
sial (involuntary hospitalization). The book is based on a blog and
podcast series by Miller, who has a private practice and serves as a
consulting psychiatrist for the Johns Hopkins Hospital Community
Psychiatry Program, and coauthors Annette Hanson, MD, and
Steven Roy Daviss, MD.

New Guidelines for
Evaluating Stroke Care
Neurology professor Dana Leifer, MD, has helped
develop new guidelines for metrics to monitor and
improve the quality of care at stroke centers. The
guidelines, published in Stroke: Journal of the
American Heart Association, include tracking the
percentage of ischemic stroke patients identified
as eligible for the clot-busting drug tPA and treat-
ed within sixty minutes of arrival; tracking the
time from hospitalization to blood vessel repair
for patients with ruptured aneurysms; and per-
forming a ninety-day follow-up to assess outcomes
in ischemic stroke patients.

Information ‘Towers’ for
Earthquake Response
According to a study by researchers at Weill
Cornell and the University of California, Davis,
information technology could improve patient out-
comes following an earthquake. Senior author
Nathaniel Hupert, MD, associate professor of pub-
lic health and co-director of the Cornell Institute
for Disease and Disaster Preparedness, advocates
the use of “control towers” as telemedicine hubs
to manage communication between first respon-
ders and medical professionals. Computer simula-
tions show that such towers increase the odds
that critically injured victims would get timely
care and survive; they also reduce patient waiting
times and decrease overall hospitalizations. The
work, published in the Journal of Medical Systems
in March, employed applied engineering methods
normally used to analyze queuing systems like
telephone call centers and road traffic.

Zebrafish Aid Melanoma Work
The humble zebrafish is offering new hope for
patients with melanoma, the aggressive skin can-
cer that is responsible for some 8,700 deaths each
year in the U.S. In a study featured on the cover
of the March 24 issue of Nature, Weill Cornell
researchers screened more than 3,000 zebrafish
and found a gene, SETDB1, that dramatically
increases melanoma formation. The same gene
appears to be overly expressed in humans, playing
a role in up to 70 percent of malignant
melanomas—and offering a potential target for
future drugs. “People are surprised when I tell
them I use zebrafish to do cancer research,” says
assistant professor of medicine Yariv Houvras, MD,
PhD. “It is still amazing to me that the same
genes that cause cancer in humans also cause
cancer in fish. The zebrafish is an amazing organ-
ism because we can do complex genetic studies,
and the fish has many of the same organs and tis-
sues that we have.”

Receptor Key to Alzheimer’s
Damage Identified
In the Proceedings of the National Academy of
Sciences, Weill Cornell researchers have described a
single receptor that may be key to the vascular
damage in the brain associated with Alzheimer’s
disease. According to lead investigator Costantino
Iadecola, MD, the findings could have “broad bio-
logical and clinical implications,” with the receptor,
CD36, offering a potent drug target. In recent
years, scientists have begun to understand how
constricted blood flow plays a role in worsening
dementia. “Now we know that when amyloid-beta
particles—the presumed culprit in Alzheimer’s dis-
ease—build up in the blood and brain, CD36 sets

off a response that ends up damaging the vessels,
which reduces blood flow,” Iadecola says. “This is
like what happens in an ischemic stroke in that the
brain does not receive sufficient nourishment,
except that in Alzheimer’s disease brain vessels are
not blocked. In Alzheimer’s disease there is suffi-
cient blood flow to maintain a low level of brain
activity, but not enough to provide the extra ener-
gy that the brain needs when it becomes more
active.” The researchers found that when they dis-
abled CD36 in experimental animals, the vessels
supplied nutrition to Alzheimer’s-affected neurons
and improved their function.

Gene Therapy Reduces
Parkinson’s Symptoms
A Phase 2 clinical trial of gene therapy for

Parkinson’s disease has shown promising results.

In Lancet Neurology, Michael Kaplitt MD ’95, PhD,

and colleagues reported that the therapy, NLX-

P101, dramatically reduces movement impairment

in Parkinson’s patients by normalizing chemical

signaling.“This not only confirms the results of

our Phase 1 trial performed at NewYork-

Presbyterian/Weill Cornell,” says Kaplitt, vice

chairman for research in the Department of

Neurological Surgery, “but also represents a major

milestone in the development of gene therapy for

a wide range of neurological diseases.” The current

study involved forty-five patients with moderate

to advanced disease not adequately controlled

with conventional therapies; half received the

gene therapy, half a placebo. The researchers

found that half of those who received the therapy

showed dramatic improvements in symptoms, com-

pared with just 14 percent of the control group. 
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Talk of 
the Gown
Insights & Viewpoints

Awakenings
With its striking similarities to coma, general

anesthesia may offer a window into the injured brain

Every day, some 60,000 patients in the
U.S. undergo general anesthesia. If
they were asked what the process con-
sists of, many would likely describe it

as “going to sleep” for the duration of surgery.
But in biological terms, general anesthesia is far
more akin to a reversible coma than to normal
slumber. 

Over the past several years, a trio of experts in
anesthesia, sleep medicine, and coma medicine
have been working together in the hope that by
better understanding the intersections among
these fields, they might advance all three. Last
winter, the researchers—Nicholas Schiff, MD ’92,
a professor of neurology and neuroscience at
Weill Cornell and an authority on recovery from
coma after traumatic brain injury; anesthesiolo-
gist Emery Brown, MD, of Massachusetts General
Hospital, MIT, and Harvard Medical School; and
Ralph Lydic, MD, a sleep medicine expert at the
University of Michigan—published their findings
in the New England Journal of Medicine. 

The article, an integrative review of the
mechanisms of disease, details the commonalities
and contrasts among the three states, focusing on
the circuits by which the brain switches from
wakefulness to unconsciousness and back again.
“It was extraordinary how many deep connec-
tions we kept linking up that were not obvious to
us,” says Schiff. “So a lot of the article is novel, a
fresh organization of material on these three top-
ics. People have looked at coma and anesthesia,
and sleep and anesthesia, and sleep and coma—
but what makes this different is that we tried to
come together with some specific ideas about
common circuit mechanisms. Nothing quite like
this has been done before.”

Particularly powerful and potentially useful,
Schiff says, are the similarities between general
anesthesia and coma. “At levels appropriate for
surgery, general anesthesia can functionally
approximate brain-stem death,” the authors write,
“because patients are unconscious, have depressed
brain-stem reflexes, do not respond to nociceptive
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Head space: An illustration that accompanied Nicholas Schiff’s article in the New
England Journal of Medicine shows a neural circuit model depicting links between
phenomena observed during anesthesia and the metabolic and brain electrical 
activity changes observed in different stages of recovery from coma.

[painful] stimuli, have no apneic [breathing]
drive, and require cardiorespiratory and thermo-
regulatory support.” In essence, anesthesia is
coma in microcosm. While the recovery process
of the former can last from minutes to hours and
the latter from days to years, patients follow sim-
ilar stages as they come out of either state. 
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Talk of the Gown

Nicholas Schiff, MD ’92 As patients emerge from anesthesia, they
pass through what amounts to a vegetative state,
then to a minimally conscious state, before
returning to full consciousness. “It’s not that
you’re in an anesthetic coma or a brain injury
coma and then you’re awake and normal,”
Schiff notes. “Those are the extremes. It’s the
understanding of the unfolding of the process of
recovery from either condition that’s the subject
matter here.” Early clinical signs of emergence
from anesthesia—such as the return of regular
breathing, salivation, swallowing, gagging, and
grimacing—echo the return of sensory, motor,
and autonomic function in brain-injured
patients, the researchers note; later signs, such as

response to oral commands, signal the return of
cortical function. “What happens in all types of
coma and what happens in all types of general
anesthesia are comparable on some level,” Schiff
says. “In both conditions, there is a massive
reduction in background synaptic activity in the
brain, affecting a mix of excitatory cells and
inhibitory cells. The entire brain, in both situa-
tions, quiets dramatically, and one of the things
that we’ve identified in our comparison of the
two is that there are regularities in electrical phe-
nomena and in circuit-level changes.”

Those similarities present a golden opportu-
nity: by studying the biology of anesthesia, scien-
tists could gain a much more comprehensive
understanding of how the damaged brain
emerges from coma. General anesthesia is safe,
effective, and common—those 60,000 daily cases
in America alone—while each traumatic brain
injury is, in its own way, unique. “Since every
brain injury is different, it poses a challenge to
come up with general insights into the process of
recovery,” Schiff says. “Anesthesia offers us a use-
ful, rich, large, controlled database to understand
that process.” That concept, he says, “is com-
pletely new; it is not the way people have looked
at cross-talk between these fields.”

Weill Cornell researchers are now forging
partnerships with colleagues at other institutions
to gather massive amounts of data on recovery
from brain injury; meanwhile, Brown and his
colleagues are working to generate interest in
comprehensive data-gathering on general anes-
thesia, through both monitoring of electrical
activity in the brain and observation of behavior
at the bedside. “It’s not like we have to go out
and develop machines that are expensive and
specialized, but what is going to be expensive
and will require effort is collecting enough data,
and analyzing it, to make the measurements
meaningful,” Schiff says. “That’s hard, actually;
it’s a lot of work. But it’s quite doable.”

Such data could offer invaluable insights
into the “black box” of the injured brain.
Physicians have long relied on behavioral obser-
vations and time after injury to indicate a
patient’s likelihood of future recovery—but
given that some people make astonishing strides
years after injury, it’s clear that our understand-
ing of the process has a long way to go. Doctors
are now unable, for example, to gauge the effica-
cy of a particular medication if it has no out-
ward effect, though it could potentially be
helping in a way we can’t yet measure. The ulti-
mate goal, Schiff says, is to build “a biology of
the recovery of consciousness” that could guide
future treatment. “That will change things,” he
says. “Doctors are going to be saying different
things about some patients—that’s for sure.”

— Beth Saulnier

JOHN ABBOTT
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Drugstore Doc
As chief medical officer for Walgreens, Cheryl Pegus, 

MD ’88, aims to parlay the chain’s 7,600-store footprint 

into better care for Americans in their communities

Cheryl Pegus, MD ’88, never went to a Walgreens growing up; back then, the chain had no
outlets in New York City, where she spent most of her childhood. But these days, Pegus vis-
its the stores constantly in her role as Walgreens’ chief medical officer, traveling from the

company’s offices outside Philadelphia. The job, which was created for Pegus a year ago, gives her
responsibility for medical affairs; clinical quality, outcomes, and analytics; and clinical sales at a chain
of more than 7,600 stores with 73,000 health-care providers of various types—from pharmacists behind
the counter to nurse practitioners staffing in-store clinics to physicians at employer sites and specialty
units that provide home care and infusion services. “There aren’t many places that allow you to have a
national reach,” she says. “Many physicians with an interest in public health and population manage-
ment want to take a holistic view of health care. I’m fortunate in that I’m getting to do just that.” 

In Pegus’s view, Walgreens plays a vital role in health-care delivery—providing customers with treat-
ment and information outside of physicians’ offices, which may be out of reach due to logistics, finances,
or access. “More than two-thirds of Americans live within three to five miles of a Walgreens store, and 50
percent of our stores are in communities that are underrepresented by health-care providers,” says Pegus.
“We bring health-care services into these locations, easing the burden on emergency rooms as a primary
source of care. If you aren’t able to make it to your doctor’s office between nine and five, if you don’t have
health coverage, or if you don’t have a primary care physician, you have a place you can go that interfaces
with community physicians, making sure there is connected health care.”

At modern drugstores, she says, “pharmacists don’t just count pills.” In fact, notes Pegus, the litera-
ture has shown that they play a vital role in patient adherence with medications, in preventing drug
interactions, in co-managing patients with diabetes, and in forestalling future hospital admissions—par-
ticularly in underserved communities. “Once you leave the physician’s office and go back to your daily
life, if you want to talk to someone about clinical care, many people are more comfortable having these
discussions with pharmacists and nurses,” she says. “They use them as a link to their main health-care
providers.” And with the advent of health-care reform, she says, their role will become more important.
“There aren’t enough primary care providers in this country,” she notes. “How will we manage 32 mil-
lion more people? Who’s there in these communities to provide care?” 

Walgreens’ retail clinics, Pegus says, use an electronic health record (EHR) system and coordinate
with health-care systems and physicians to promote continuity of care for people in the communities
they serve. “This is an important part of our value proposition,” she says. “I have the opportunity to
oversee Walgreens’ research activity on clinical outcomes and their contributions to the scientific litera-
ture. Improving health-care delivery processes in this country is not just theoretical—it’s important to
demonstrate clinical and financial value.”

Pegus’s interest in aiding underserved and minority populations goes back to her youth. Born in
Trinidad, she immigrated to Brooklyn as a child. After attending public high school, she earned an under-
graduate degree from Brandeis before coming to Weill Cornell. She stayed on for an internal medicine res-
idency and cardiology fellowship at NYP/Weill Cornell, then became medical director of the
Cardiovascular Risk Factors Group at Pfizer. Prior to joining Walgreens, she earned an MPH from Columbia,
held several positions with Aetna, and served as general manager and chief medical officer for SymCare
Personalized Health Solutions, provider of the diabetes-management system InTouch. “After meeting
Pegus,” Jim Champy and Harry Greenspun, MD, wrote in their 2010 book Reengineering Health Care, “we
would be hard-pressed to find a part of the health-care business she hasn’t improved.”

About a decade ago, Pegus endowed a Weill Cornell scholarship that helps support minority medical

Cheryl Pegus, MD ’88

PROVIDED
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Talk of the Gown

there are from there—but one of the great
barriers is financing.” Mindful of the men-
torship she received throughout her educa-
tion, Pegus has maintained close ties with
Weill Cornell, offering guidance to students
and staying in regular contact with such
mentors as Dean Antonio Gotto, MD, and
clinical public health and medicine profes-

Overcoming an addiction to cocaine is a tough proposition. But soon there may be an
easier way than going cold turkey for people seeking to get clean and sober: a vaccine
developed by scientists at Weill Cornell, the Ithaca campus, and the Scripps Research
Institute in California shows great potential in blocking the drug’s effects, at least in

mice. “It has proven itself well enough that we think it has the promise of fighting the addiction in
humans,” says Ronald Crystal, MD, chairman of genetic medicine at Weill Cornell and the lead inves-
tigator for an NIH-funded study on the vaccine. Preliminary data indicates that the vaccine, which
could move into human trials in a year or two, may also be effective against heroin and nicotine addic-
tion. The work was published in Molecular Therapy in January.

Crystal explains that in humans, small-molecule drugs like cocaine pass through our internal secu-
rity systems unchecked, going straight to the brain’s pleasure centers. “The immune system doesn’t nat-
urally tag cocaine as something to be destroyed,” says Crystal, chief of the Division of Pulmonary and
Critical Care Medicine at NYP/Weill Cornell. The vaccine induces an immune response by combining
harmless proteins from the adenovirus, which causes the common cold, with chemical structures
resembling cocaine. (The researchers used a cocaine analog because it is more stable and elicits stronger

Breaking the Habit

A new vaccine shows promise in battling 

cocaine addiction

Ronald Crystal, MD

Dangerous drug: The cocaine molecule

students. As she sees it, the funding bene-
fits both the students and the community.
“We need a more diverse population pro-
viding care,” she says. “In a lot of under-
served communities, the people who work

sor Lewis Drusin, MD ’64. (She jokes that
they give her advice so often, “they’re
worse than my mom.”) “The mentoring
I’ve had has made me feel that this job is
not something different from what I went
to medical school for,” Pegus says. “This is
exactly what I went into health care to do.”

— Beth Saulnier

WIKIPEDIA.ORG

JOHN ABBOTT
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Ready for Anything

Student-researched guide helps hospitals 

prepare for disasters

ABBOTT

‘When it comes to emergencies,
hospitals are where the buck
stops in the health-care system,”
says associate professor of public

health and medicine Nathaniel Hupert, MD, MPH.
“There’s a fundamental expectation that when public
health disasters occur, people will be able to get care for
serious injuries.” But how can hospitals ensure that
they’re ready to cope with a major calamity—whether it’s
a terror attack like 9/11 or a natural disaster like
Hurricane Katrina?

In December, Hupert and his colleagues at the
Cornell Institute for Disease and Disaster Preparedness
published an invaluable tool: the nation’s first compre-
hensive, federally funded guide to hospital emergency
preparedness exercises. “It became apparent over the past
decade that there was a bewildering variety of rules, reg-
ulations, and recommendations about what is required of
health-care institutions in preparing for an emergency,”
says Hupert, the Institute’s co-director. “We realized that
the volume of information being thrown at hospitals
regarding preparedness exercises was massive.” 

In 2008, the federal Agency for Healthcare Research
and Quality (AHRQ) and the Office of the Assistant

immunity.) Once injected, the vaccine
seizes and sequesters cocaine molecules
before they reach the brain—halting
cocaine-related hyperactivity, a standard
sign of a high in mice. A natural immuni-
ty to cocaine develops; whether the drug is
injected, smoked, or inhaled, antibodies
prevent it from getting to the brain. 

In in vitro tests that were replicated
hundreds of times, common lab mice gen-
erated powerful antibodies that were
extracted and placed into test tubes and
exposed to the cocaine analog; the anti-
bodies surrounded and neutralized the
drug as if it were an invading pathogen.
The next tests were behavioral: mice that
got the vaccine before being exposed to
cocaine did not demonstrate hyperactivity,
even after receiving large doses. The vac-
cine’s effect lasted for thirteen weeks, a
record compared to trials of other anti-
cocaine vaccines, which have required
“multiple and expensive infusions” in lab
experiments at other institutions, says
Crystal. 

Such a breakthrough is not only
important for individuals but for society as
well. According to the NIH-affiliated
National Institute of Drug Addiction
(NIDA), the economic impact of substance
abuse in the U.S., including health and
crime-related costs, exceeds half a trillion
dollars annually, including roughly $181
billion for illicit drugs such as cocaine. The
figures do not account for damage to fam-
ilies, unemployment, dropout rates,
domestic violence, the strain on court sys-
tems, or the medical effects of withdrawal
on addicts whose supply runs out or who
try to quit alone. Currently, no FDA-
approved anti-cocaine vaccines exist,
Crystal notes, nor are there any new thera-
pies ready to move into human trials. “An
approach that works is desperately needed
for cocaine addiction,” he says, “which is
an intransigent problem worldwide.”

Crystal is quick to point out that the
vaccine would not be a magic bullet, even
if it works in humans. The addict must
also have a sincere desire to quit, and the
vaccine would work best in combination
with traditional psychosocial therapies,
such as twelve-step groups and talk thera-
py. But for those on the path to recovery, it
could make a difficult process a great deal
easier. “Cocaine activates the brain’s
reward center with a pleasure response,”
says Crystal. “Take away that reward and
there’s a fighting chance.” 

— Franklin Crawford
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Secretary for Preparedness and Response
in the Department of Health and Human
Services contracted with Weill Cornell to
conduct a comprehensive assessment of
available resources on disaster prepared-
ness exercises. Ten first-year medical stu-
dents were hired to serve as research
assistants; in teams, they dissected and
evaluated more than 400 documents,
from hospital accreditation standards to
descriptions of proper costumes for actors
in disaster simulations. “The scenario that
Dr. Hupert gave us was, ‘Imagine yourself
being told to plan a disaster exercise or to
guide your hospital’s disaster planning
procedures,’” says student researcher
David Nissan ’12, a California native who
will be commissioned as a Navy officer
after graduation and plans to specialize in
trauma surgery and critical care. “That
could be pretty daunting. So the manual’s
goal was to arrange the resources that
could be used to help in that planning.”

After the students combed through the
reams of material, research coordinator
Melissa Cheung Miller, MPH, and assistant
professor of public health Wei Xiong, PhD,
spent the following summer writing the
guide, with the help of Thu Vu ’12. The
assignment offered valuable insight into
how hospitals work, says Vu, who holds a
master’s in neuroscience from Tulane and
serves as president of her class. “Now that
I’m in my third year, I see things on the
level of day-to-day patient care,” she says.
“Learning more about the overall structure
helps me see why we do certain things,
like why certain types of paperwork have
to be filled out. It helps me understand the
framework I’m working in.”

Alvin Mushlin, MD, chairman of the
Department of Public Health, praised the
team for its “innovative and careful work
guided by technical expertise and real-
world experience.” Said Mushlin: “Their
well-organized toolset will help hospitals
protect communities during public health
emergencies when time is critical.”

The fruit of the faculty and students’
labors is available for download at
www.ahrq.gov and will eventually be pub-
lished in hard copy. Their work yielded
three products: the complete guidebook, a
quick-reference pocket guide, and a search-
able atlas of the reviewed, exercise-related
documents. “Before, hospitals were faced
with a thicket of information,” Hupert
says. “We tried to bring some order to it.”

— Beth Saulnier
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Talk of the Gown

A fter Steven Gabbe, MD ’69, diagnosed himself with diabetes as a
third-year medical student, his adviser recommended that he
reconsider his planned specialty, ob/gyn. “You ought to think

about something that will give you a more controllable lifestyle,” Gabbe was told,
“like ophthalmology, pathology, or radiology.” But Gabbe stuck with ob/gyn—
and eventually channeled his own experiences as a patient into improving the
outcomes for pregnant women with his disease. “I was determined,” says Gabbe,
now CEO of Ohio State University Medical Center, senior vice president for
health sciences, and an expert in managing diabetes during pregnancy, “that I
was not going to let this bother me.” 

In his four decades as a scientist and physician, Gabbe has helped countless
diabetic women—who otherwise might have delivered stillborn or disabled chil-
dren—to have healthy babies. One of his basic science findings, in 1972, had
important clinical implications: while doctors previously believed that the pla-
centa was not affected by a pregnant woman’s insulin levels, Gabbe showed that
insulin could, in fact, alter its ability to provide energy to a growing fetus. The
finding suggested that artfully controlling an expectant mother’s diabetes—
whether she already had the disease or developed it during pregnancy—could
prevent its associated malformations, stillbirths, and obesity. In two large trials,
he proved it. 

Bringing diabetes into his work wasn’t Gabbe’s original plan, especially when

‘Insight and Opportunity’
Physician-scientist Steven Gabbe, MD ’69, has 

used his own experience with diabetes to help 

expectant mothers with the disease

Steven Gabbe, MD ’69

OHIO STATE UNIVERSITY
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mal, we don’t see as many large babies, we don’t
see the stillbirths, we don’t have to deliver the
baby early.”

Gabbe credits much of his success and posi-
tive attitude to his wife of twenty-nine years,
Pat, a pediatrician. The two collaborated on a
2000 study that showed that insulin pumps can
effectively treat diabetes in pregnancy, and both
are members of a group working to reduce
preterm births in Columbus, where Ohio State is
located. Gabbe’s other research has shown that
ultrasound imagery can detect spina bifida in a
growing fetus; in 2005, he wrote the American 
Congress of Obstetricians and Gynecologists’
clinical guidelines for managing diabetes com-
plicating pregnancy. He is senior editor of
Obstetrics: Normal and Problem Pregnancies, one of
the leading textbooks in the field; his co-authors
are Jennifer Niebyl, MD, and Joe Leigh Simpson,
MD, both of whom he met when he was a med-
ical student at Cornell.

Gabbe’s research has also been informed by
his administrative work. His first leadership posi-
tion came in 1975, when he led the student clerk-
ship in ob/gyn at L.A. County. Since then he’s
served as ob/gyn division director at the
University of Pennsylvania and as department
chair at Ohio State and the University of Washing-
ton, work that has led him to explore ways to
improve leadership training in academic medicine.
“I noticed at several important meetings that peo-
ple were discouraged, angry, and unhappy about
how things were going,” Gabbe recalls. “I won-
dered how we could prevent this.” The result: in
2002, Gabbe published a paper that found that
burnout among department chairs can be mini-
mized with supportive partners and family. 

During Gabbe’s seven-year run as dean of
the Vanderbilt University School of Medicine,
beginning in 2001, its National Institutes of
Health funding rose by 77 percent. He is now
back at Ohio State, in his third year as CEO
overseeing a $2 billion enterprise, and has
signed on for five more. “The first thing I’ve
done in every leadership position is to have for-
mal interviews with the leaders and staff and
ask, ‘If you were me, what would you be worry-
ing about? What would you take advantage of?
What have we done well and not well? How
happy are you, and what would make you hap-
pier?’ In this way, I’ve learned an enormous
amount about the institution, and people really
appreciate the chance to be heard.” 

— Jordan Lite

‘I realized the
more I learned
about caring
for pregnant
women with
diabetes, the
more I’d learn
about my own
diabetes, and
then I could
share that
with my
patients.’

he was learning to live with the disease as a
twenty-four-year-old. Management of type 1 (for-
merly known as “juvenile”) diabetes, in which
people don’t produce the insulin necessary to
regulate the body’s use of glucose, was still crude
back in the Sixties and Seventies. There were no
blood-glucose meters; syringes were made of
glass. When Gabbe first entered medicine, he
admits, “I tried to avoid patients with diabetes—
I didn’t want to see their problems.” Only during
a fellowship at Harvard, where he met Priscilla
White, MD, an expert in the care of pregnant
women with diabetes who became his personal
physician and mentor, did Gabbe’s feelings
change. “That was a turning point for me,” he
says. “I realized the more I learned about caring
for pregnant women with diabetes, the more I’d
learn about my own diabetes, and then I could
share that with my patients. Living with diabetes
has given me a real insight and opportunity to
help people deal with the challenges.”

When Gabbe began his fellowship in repro-
ductive medicine in 1970, some 10 percent of
women who had diabetes before pregnancy
delivered babies who were stillborn or had mal-
formations of the heart, brain, spine, or skeleton.
Because the placenta manufactures hormones,
which increase insulin resistance, judging the
right amount to give during pregnancy was
tricky. Patients would be hospitalized from their
thirty-second week on or have labor induced
early to avoid a stillbirth or having their babies
grow too large and then difficult to deliver.
Infants who were born early sometimes died
because their lungs were underdeveloped. “It was
a very, very difficult problem,” Gabbe recalls. 

The advent of blood-glucose meters, new
forms of insulin, and insulin pumps made con-
trolling diabetes easier. One trial Gabbe published
from Los Angeles County Women’s Hospital in
1977 showed that closely monitoring glucose lev-
els and fetal heart rate in diabetic patients could
extend pregnancies nearly to full term. Another,
at the same hospital, demonstrated that women
who develop gestational diabetes in the third
trimester aren’t at increased risk of delivering
stillborn children—though they are at risk of
developing type 2 diabetes within five to ten
years. “The outcome for pregnant women with
diabetes who get excellent care has become very
close to that for women without diabetes,”
Gabbe says. “Things have changed dramatically.
As we’ve controlled the mother’s diabetes better
and better, keeping her blood glucose more nor-
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Talk of the Gown

On East 61st Street in Manhattan,
next door to a nineteenth-centu-
ry stone building covered in ivy,
stands the Gertrude and Louis

Feil Family Research Building. A seven-story, red-
brick structure just steps from the East River, the
building offers few clues from the outside of
what goes on within: the work of Weill Cornell’s
Division of Neurobiology and the multi-institu-
tional Clinical and Translational Science Center

(CTSC), which are conducting and facilitating
groundbreaking research that has the potential
to improve millions of lives.

“When I think of all those people in there
trying to make discoveries that are so important
to this country and this world, I find it truly
thrilling,” says Jeffrey Feil, a Weill Cornell over-
seer and son of the longtime Weill Cornell bene-
factors for whom the building is named. He and
his sisters—Judith Jaffe, Marilyn Barry, and
Carole Feil—and their families attended the ded-
ication ceremony last fall. “My parents would
have loved to know about the research going on
in the building,” Feil says, “and the enthusiasm
of the people inside it.”

Setting a New Standard for Research

A superb facility honors the generosity 

of the Feil family

Gertrude and Louis Feil, whose business was
real estate, began giving to Weill Cornell in the
mid-Eighties in the form of support for scholar-
ship programs. Later, they established endowed
professorships, funded clinical scholar awards,
and offered capital support for the Judith Jaffe
Clinical Unit for Multiple Sclerosis and Peri-
pheral Neuropathy Center. Louis Feil passed away
in 1999, his wife seven years later. A $30 million
gift from the Louis Feil Charitable Lead Annuity
Trust, made as part of the Discoveries that Make a
Difference campaign, led to the creation of this
research and administrative building—which serves
as a blueprint for twenty- first-century science.

For the Division of Neurobiology, the 70,000-
square-foot facility provides optimal space for
investigations into stroke, Alzheimer’s disease, and
the factors that lead to both. Headed by
Costantino Iadecola, MD, the George C. Cotzias
Distinguished Professor of Neurology and Neuro-
science, the division has conducted landmark
studies showing that antioxidant therapy can help
reverse the effects of Alzheimer’s; that subtle
changes in blood flow in the brain may be early
signs of the disease; that brain inflammation is an
important contributor to the damage produced by
stroke; and that fighting inflammation can help
protect brain tissue from the effects of the disease. 

Until the Feil Building opened in February
2009, the Division was housed in an early twen-
tieth-century art deco building that, according to
Iadecola, was more beautiful than functional. “It
was a little like the city of Rome or the New York
City subway,” he says. “The old infrastructure
was not conducive to modern research activities.
In this new building, everything is up to current
standards and designed to foster the interaction
among investigators, a critical aspect of the cre-
ative process that drives science. There’s a much
more logical and functional design.” 

The Division of Neurobiology comprises
about forty scientists who study similar topics
but have varied areas of expertise, making effi-
cient communication essential—and its space is
designed to facilitate it. Interspersed among the
offices that line the building’s outer perimeter are
conference rooms with state-of-the-art videocon-
ferencing technology. Lunchrooms with tables
designed for large groups anchor one end of the
main corridor on each floor. A glass wall marks

Neuroscience professor
Teresa Milner, PhD, with
a member of her lab,
Eli Townsend-Shobin,
at work in the Feil Family
Research Building

JOHN ABBOTT
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an inner perimeter, within which laborato-
ries run almost the entire length of the
building. ”Everything we need is right
here,” Iadecola says. “It’s efficient and reli-
able. Our research activities have been
more productive and rewarding because of
the outline of the building and research
facilities. We are immensely grateful to the
Feil family for making this change in
venue possible.” 

Downstairs at the CTSC—a multi-
institutional partnership that promotes
translational research and multidiscipli-
nary collaboration from bench to bedside
and to the community, and is the hub of
investigator-initiated clinical and transla-
tional research at Weill Cornell—effective
communication is just as vital, says its
director, Julianne Imperato-McGinley, MD.
“This building has been wonderful,” says

Imperato-McGinley, the Abby Rockefeller
Mauzé Distinguished Professor of Endo-
crinology in Medicine and associate dean for
translational research and education. “We
now have a home where all major compo-
nents of our Center come together.”

The administrative home of the CTSC is
a conduit through which resources and
technology can be efficiently managed by
CTSC staff. Working together in an open-
floor environment with state-of-the-art
technology, the staff provides services to
CTSC researchers and students throughout
the protocol and clinical and translational
training lifecycle. The conference room that
hosts outreach events and center-wide edu-
cational programs promotes collaboration
within Weill Cornell and with CTSC part-
ner institutions, and cutting-edge video and
teleconferencing equipment provides a plat-

form for real-time interactive videoconfer-
encing on health and wellness to commu-
nity and faith-based organizations. “The
CTSC is an extraordinarily complex entity,”
says Imperato-McGinley. “Having a central
location facilitates the work we do, from
supporting research to offering training to
providing funding.”

For Jeffrey Feil, the building is an appro-
priate way to mark his parents’ gifts to Weill
Cornell—and Weill Cornell’s gifts to his par-
ents. They were grateful for the care they
received at Weill Cornell, he says, and for
the friendships they formed with the physi-
cians who watched over them. “Their doc-
tors were always so compassionate,” he
says. “It meant a lot to them to be able to
give back to the people who had helped
them so much.”

— Amy Rosenberg

Well built: The Feil Family Research Building houses the Division of Neurobiology and the Clinical and Translational Science Center.
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When William Gordon ’11 was
doing his primary care clerk-
ship the spring of his third
year, a patient came in com-
plaining of vomiting and diar-

rhea. The man wasn’t in New York City, though; under a
collaboration with Cayuga Medical Center (CMC) that
brings Weill Cornell students and residents to Ithaca,
Gordon was training at a family medicine practice 200
miles north. The health-care setting was new, and so was
the patient population—the man was a farmer and dog
breeder, unusual jobs for the city. “The differential for
somebody who lives in Manhattan and has vomiting and
diarrhea is very different than for somebody who lives on
a farm and breeds dogs,” says Gordon. “We were thinking
pesticides. Or were the dogs sick with parasites? Had he
done any butchering? Was he eating raw pork?”

A collaboration between Weill Cornell and
Ithaca’s Cayuga Medical Center gives students
and residents a look at how medicine is 
practiced outside the big city

Northern
Exposure
By Beth Saulnier

This patient, and many of the others whom
Gordon encountered during his six weeks in Ithaca,
forced him to think beyond the medicine he’d been
learning for the previous three years at an urban
academic medical center—with its myriad special-
ists, advanced technologies, and established hierar-
chy of attendings, residents, and medical students.
“Medicine in Ithaca is different from medicine in
New York, which is subspecialty oriented,” says
Gordon, who earned an undergraduate degree in
history from Cornell in 2005 and will do his resi-
dency in internal medicine at Mass General. “Ithaca
is more specialty and primary care. People go to
their family-medicine doctors and stay with them
for their entire lives. A lot of things that in New
York would get sent out to a specialist right away
are dealt with by the primary-care doctor first.”

During his six weeks in Ithaca, Gordon was
exposed to a variety of health-care settings; he spent
time in the local hospital and at a downtown family-
medicine practice and worked with a gastroenterol-
ogist, a cardiologist, rehab medicine staff, and a
nurse practitioner who does home visits. He also
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Campus care: Anastasia Grivoyannis ’11 and Robert Korom ’12 at Cornell’s Gannett Health Services, one of several health-care facilities
where they worked during their six-week, Ithaca-based clerkship this spring
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tion to giving students and residents a wider per-
spective and deepening the relationships among
staff at the two hospitals, Skorton says, the pro-
gram offers the Ithaca-based mentors the invalu-
able experience of working with doctors-
in-training. “The physicians get to interact with
medical students and residents who, like bright
young people everywhere, are asking questions,”
Skorton says. “They’re learning things for the
first time—and like all teachers, the physicians

are seeing the world anew through their eyes. That is a terrific, grat-
ifying experience.”

One of those CMC mentors is David Feldshuh, MD, PhD—who,
in addition to being a professor of theatre at Cornell, is board certi-
fied in emergency medicine. Each month, he does about a half-
dozen shifts at CMC’s Convenient Care Center, a satellite emergency
clinic located a few miles from campus. He is occasionally shadowed
by Weill Cornell students, including two this spring whom he guid-
ed in inserting their first-ever intravenous lines. “Besides having a
great time and being challenged in a positive way to answer ques-
tions, it was extraordinarily fulfilling, because it gives you a sense
that people value what you know and you can contribute in some
small way to the growth of the future physician,” says Feldshuh, a
clinical instructor of emergency medicine at Weill Cornell. “That
kind of interaction keeps you on your game.”

Among the lessons Feldshuh aims to impart is the essential role
of the clinical exam—particularly outside the context of a tertiary
care center. “The notion that the clinical examination is still a vital
part of what it means to be a physician is reinforced in this kind of
environment,” Feldshuh says. “You’re not going to send everybody
to get a CT of the abdomen, especially if they come into an urgent
care center and you need to decide whether to send them to the
hospital. Frequently, you have to make that decision based on the
physical exam plus a limited number of modalities.”

The chance to have that kind of extensive, one-on-one exposure
to attending physicians is another of the program’s attractions.
During his time in Ithaca this spring, Robert Korom ’12 got to work
with attendings in a variety of fields, including internal medicine,
family medicine, pediatrics, urology, and orthopaedics. Because he
was working outside the context of a traditional teaching hospital,
he says, the dynamic was different. “Overall, there was probably
more responsibility given to us in Ithaca,” says Korom, “because
there were no residents between us and the attendings.” In addition
to sampling such Upstate delights as skiing at nearby Greek Peak and
chowing down at Ithaca’s annual chili festival, Korom relished the
chance to see how small-town doctors live and work. “I like the idea
of everyone in the community knowing each other,” says Korom, a
Milwaukee native who was an undergraduate at the University of
Wisconsin, Madison. “It’s nice to see your patients in the supermar-
ket. Being more in tune to the community, you are more in tune
with your patients. I think there’s a huge benefit to that.”

Korom enjoyed the chance to get out of the city for six weeks, to
have a break from the intensity of New York and of Weill Cornell.
Although Ithaca has a slower pace, he says, he learned that its physi-
cians are no less dedicated than their urban counterparts. “It’s nice
to get away from the pressure cooker of medical school for a while,”
says Korom. “To remove yourself from that reminds you that it’s not
just about academic concerns, it’s also about being there for your
patients, like a lot of these primary-care physicians. What I really
learned from them was a sense of professionalism: I am this person’s

spent two weeks at Cornell’s campus clinic, Gannett Health
Services—which Gordon had visited when, as an undergrad, he
broke his left pinkie playing football. “In terms of clinical stuff, one
of the things I noticed in Ithaca was that the presentations for dis-
eases were much more classic, what they call bread and butter med-
icine,” notes Gordon, who hauled staples like salsa and peanut
butter back to New York at the end of his visit, marveling at the
comparatively low prices in Ithaca supermarkets. “Things I never

really saw in Manhattan, like
the patient with gout who has
the inflamed big toe that you
always read about, were much
more common. You spend less
time thinking about these
super-complicated patients who
have multiple comorbidities; it
was more straight up. I think
that helps, because a lot of the
medicine you’ll see when you
go out into the world is going
to be like that.”

Giving physicians-in-training
a more comprehensive view of
how community medicine is
practiced is one of the major
aims of this clerkship program,
which has brought some three
dozen students and a dozen res-
idents to Ithaca since fall 2009.
The collaboration, participants
say, is good for all concerned:
the students, the physician
mentors, Weill Cornell, Cayuga
Medical, and the Ithaca com-
munity. “There are big benefits
on all sides,” says Adam Law,
MD, an endocrinologist who
jump-started the collaboration
during his term as CMC staff

president and now mentors visiting students. “Many of the local
physicians are very experienced, and everybody likes to pass on
their knowledge, but we had no vehicle to do that. It always seemed
strange to me, being a physician and an academic, that you couldn’t
be an academic physician in Ithaca.”

Now, some two dozen CMC physicians have adjunct clinical fac-
ulty appointments, with many others currently in the process of
having their credentials reviewed by individual departments.
Among those with privileges at both NewYork–Presbyterian Hospital
and CMC: cardiologist and Cornell president David Skorton, MD,
an ardent supporter of the collaboration since its inception. In addi-

David Feldshuh, MD, PhD

CORNELL UNIVERSITY PHOTO

‘The notion that the clinical examination 
is still a vital part of what it means to be 
a physician is reinforced in this kind of
environment.’
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doctor and if I’m not there, it’s not like the next resident coming on
call is going to take over. This person’s health is my responsibility.”

The Ithaca-based program—which may expand to fields like
pediatrics and ob/gyn—is one of just two outside the New York
metro area where students can satisfy a required Weill Cornell clerk-
ship, notes associate professor of clinical medicine Byron Demo-
poulos, MD ’91; the other is at Methodist Hospital in Houston. “But
actually, the experience at Methodist is quite comparable to
NewYork-Presbyterian,” says Demopoulos, who oversees the clerk-
ship. “Both are big, academic, tertiary medical centers, whereas hav-
ing primary care up in Ithaca presents a different set of experiences.
Here, when students and residents see patients on the floors, they
do so with the entire weight, subspecialty expertise, and cutting-
edge technology of NewYork-Presbyterian. When you have all of
that looking over your shoulder and propping you up, you almost
take it for granted. But in a smaller community medical practice, the
generalists tend to treat patients with an empiricism that is refresh-
ing for students to be exposed to.” 

Law hopes that a formal, combined residency program in pri-
mary care will eventually be established, with participants spending
two years in Ithaca and one in New York. He notes that having
Weill Cornell physicians-in-training in Ithaca represents something
of a homecoming: until 1938, Cornell medical students had the
option of doing their two years of preclinical training in Ithaca, and
the campus’s Stimson Hall was designed for medical studies, com-
plete with dissection labs. Going forward, he sees possibilities for
closer collaboration on a range of fronts, including biomedical
research, and hopes that academic medicine will have an increased
presence in Ithaca.

Marianne Camargo, MD, was the first Weill Cornell resident to
come to Ithaca under the collaborative program; her work sites
included Gannett, a hematology/oncology practice, Convenient
Care, and Law’s endocrinology practice. “I was most impressed by
the broad range of diseases that one subspecialist saw,” says
Camargo, noting that Law treated cases related not only to
endocrinology but to internal medicine, rheumatology, and pul-
monology. “It was eye opening. It gives you an idea of the wide
range of possibilities in internal medicine.” Gannett offered the
chance to work with a patient population that students and resi-
dents rarely encounter at NYP/Weill Cornell: predominantly healthy
people in their late teens and twenties. “You’re not following chron-
ic diseases; they come in because they have a cold, a rash, a sinus

infection,” says Gordon, noting that hospitalized patients inherent-
ly skew older and sicker. “That’s different from somebody who has
diabetes, hypertension, high cholesterol, and pneumonia.”

The students and residents who come to Ithaca are
housed in a downtown apartment provided by CMC,
with funding available for transportation via bus and
taxi. This spring, Korom’s housemate was Anastasia

Grivoyannis ’11, a Bronx native who is bound for a residency in
emergency medicine at the University of Washington. “Because
physicians in Ithaca don’t work with med students all the time,
they’re waiting for our cues to find out what we’re capable of, what
our responsibilities should be,” Grivoyannis says over lunch in a
café in Ithaca’s Collegetown neighborhood. “Physicians who are
used to being with med students all the time know what to expect
from a third-year or fourth-year, what our knowledge base is. I think
it’s more of a challenge for doctors up here to gauge that, and all of
them have been extremely flexible and interested in augmenting
our education in as many ways as possible.”

During her time in Ithaca, Grivoyannis relished the chance to
interact with grad students from different fields, such as business
and veterinary medicine. And, like Gordon, she was already familiar
with Ithaca’s East Hill, having earned an undergrad degree in chem-
istry in 2006. In addition to working at Gannett, Grivoyannis spent
time in the CMC emergency department, at a sports medicine prac-
tice, and with an internist. Though much of primary care involves
treating a litany of familiar conditions, she says, she was impressed

Change of scene: Gannett Health Services on campus (above) and
Cayuga Medical Center (below) on Ithaca’s West Hill

ROBERT BARKER / CU PHOTO
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On a Thursday night last
December, a dozen physicians
from Ithaca’s Cayuga Medical
Center meet in a classroom

on the Ithaca campus for a continuing medical
education course on evidence-based medicine.
Public health professor Madelon Finkel, PhD,
and Helen-Ann Brown Epstein, head of educa-
tion and outreach at the Weill Cornell Medical
Library, are leading a discussion on a viral skin
infection that one of the participants, a pediatri-
cian, had just seen in a two-a-half-year-old girl.
The question at hand: is severe molluscum con-
tagiosum associated with immunosuppression?

“It’s spread by direct skin-to-skin contact,”
Finkel notes. “So do you think she gave it to her
brothers? Or they had it first?”

“She’s the youngest, so the brothers had it
first,” the pediatrician offers. “It’s a very com-
mon skin condition. What’s unusual is that she
had such a large flare.”

“She’s not HIV positive?” Finkel asks. “Or
any of the boys?” 

“She tested negative at birth, and we have
only that test to go on,” says the pediatrician. “I

don’t know how long she’s had
it, but at least several months,
and it has just recently flared.
When she came in today, her
diaper area was covered with it.”

For the next hour, Finkel
and Epstein guide the physi-
cians through online searches
of the medical literature using
resources like PubMed, the pre-
mier resource from the
National Library of Medicine for
searching biomedical literature,
aiming to see if the toddler’s
skin infection could herald
immune issues—and how the
child might best be treated.
They find intriguing, potentially
relevant studies in sources like
the International Journal of

Dermatology, but no definitive answer. “These
are real-world issues,” Finkel says. “These are
patients coming into your office every day.
Sometimes a perfect article will appear and tell
you exactly what you need to do and everything
is marvelous and wonderful—and in other cases
it takes more searching. But I think we arrived
at a couple of suggestions to further test the
young girl as well as her brothers to rule in or
rule out possibilities.” Epstein suggests consult-
ing a textbook, possibly in dermatology,
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A continuing
education
course taps
Weill Cornell
faculty to give
Ithaca-based
MDs a primer
on navigating
the medical 
literature

immunology, or pediatrics. “See if you can get a
bit more background before you jump to the
journal literature,” she says. Adds Finkel:
“Sometimes PubMed is just not going to do it
for you.”

Throughout the discussion, Finkel and
Epstein are 200 miles away; the classroom is
wired for distance learning, with one screen
showing the two teachers and another the desk-
top of Epstein’s computer. The class, the first
full-scale continuing medical education course
offered jointly by Weill Cornell and CMC, tapped
technology to bridge the gap between New York
City and Ithaca, giving the hospital’s physicians
the benefit of Weill Cornell’s faculty expertise.
Six of the ten sessions were taught remotely,
with Finkel traveling to Ithaca for the first two
and last two meetings. “We wanted to do some-
thing that affects the practice of all doctors,”
says former CMC staff president Adam Law, MD,
who helped launch the course, “not a specific
content area like heart failure or varicose veins,
but something that every doctor has to know
about.” A case-based primer in navigating online
research resources seemed an ideal first topic
for what is hoped to be an annual offering, Law
says. “This is the first time these three campus-
es were integrated in this way, where you had
physicians affiliated with Cayuga Medical Center
participating in a course taught by Weill Cornell
faculty and housed in facilities at Cornell
University,” Law says. “I think it’s a fantastic
precedent.” 

CMC emergency physician David Feldshuh,
MD, PhD, took the course with the aim of expand-
ing his knowledge as evidence-based approaches
become increasingly important; he also craved
some practical advice on researching a medical
condition affecting his 100-year-old mother. “The
teachers were very gracious, open to questions,
and flexible,” says Feldshuh, a clinical instructor
of emergency medicine at Weill Cornell who is
also a professor of theatre at Cornell. “The
course introduced me to a new vocabulary, and
the distance learning part—if not completely nat-
ural—is a great way to make things possible that
might not happen otherwise.”

The course is just one way that physicians at
CMC and Weill Cornell have been working
together, as leaders of the two institutions pro-
mote collaborative efforts to enrich both. Plans
are in place for Weill Cornell grand rounds to be
simulcast in Ithaca; Medical College faculty are
giving individual continuing education lectures,
both in person and remotely; CMC physicians
have received faculty appointments at Weill
Cornell and are helping to train students and
residents. “The physician groups in New York
City and Ithaca are getting to know each other
better,” says President David Skorton, MD. “It’s
a very positive relationship in both directions.”

Search Engine
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by the variety of diseases she encountered. “We saw some zebras—
some really interesting, unusual illnesses,” she says. “We had a cou-
ple of patients with Marfan syndrome who were being followed by
a cardiologist, but whom a primary-care doctor was taking care of.
There was also a Cornell student with Ehlers-Danlos syndrome,
which is a connective tissue disease that’s limiting her physical
activity on campus; the physicians at Gannett are treating her both
psychologically and medically.”

Grivoyannis also worked with Finger Lakes Migrant Health, a
free clinic for agricultural workers, such as seasonal fruit and veg-
etable pickers and dairy industry laborers. Such exposure to medical-
ly underserved rural communities is another of the program’s
benefits, supporters say; while trainees at Weill Cornell have oppor-
tunities to work with underserved inner-city populations, practicing
in a large metro area inherently limits their perspective. “One thing
that was missing was the dimension of clinical experience in rural
health,” says Andrew Schafer, MD, chair of the Department of
Medicine. “A really good educational and training environment will
expose them to the entire spectrum of health-care delivery and the
diversity of our country’s population. It’s hard to do in New York
City. We may have tremendous ethnic, religious, and socioeconom-
ic diversity, but they can never see delivery of health care in under-
served remote areas.” 

A nother boon to students and residents, Schafer
says, is exposure to “a first-class community hos-
pital” like CMC. “They have experiences in some
of the urban hospitals here, which are really

good, but those are very different in terms of their scope of activity,
the patients they work with, and the way medicine is practiced.”
Schafer also notes that the collaboration, and the status of being
associated with a teaching hospital affiliated with an elite medical
school, have clear advantages for CMC. “I think the hospital will be
a much more attractive place to physicians,” he says. “We see this as

a magnet that will bring a lot of people who want to work there—
not to mention that some of our trainees at Weill Cornell, who have
had the experience of being there, may choose to begin their med-
ical careers there.”

For Erica Miller ’11, the chance to spend six weeks in Ithaca was
a major draw. Ithaca is not only her college town (she earned a
bachelor’s degree in biology and Spanish in 2006) but her home-
town as well; her parents are both on the Cornell faculty, her moth-
er in community nutrition and her father in food science. During
her clerkship in November and December 2009, she lived at home,
studied in her favorite Cornell library, and worked in a variety of
settings, including a family medicine practice in the nearby village
of Trumansburg. “I got a lot of career exposure and advice,” says
Miller, whose Ithaca preceptors included her own pediatrician,
Marguerite Uphoff, MD. “It was a great way to try out different
career paths and see what people’s practices and lives are like.” 

Miller, who will do a combined internal medicine and pediatrics
residency at the University of Rochester, was especially moved by
the close, long-term relationships that physicians in the Ithaca area
have with their patients. “That’s something I love and that I hope I
can have doing med-peds, taking care of different generations of the
same family,” Miller says. She recalls being impressed when one
physician mentor, who was treating a homebound patient with a
chronic disease, casually mentioned that on her way home she was
going to stop by to make sure the woman’s oxygen was running cor-
rectly. “One thing I didn’t necessarily realize starting medical school
is how the people you work with impact your choices,” says Miller.
“This gives students exposure to things they may not see if they did
all their training in New York City. And because what you see shapes
where you apply for residency, it can change your whole career.” •
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Marianne Camargo, MD

William Gordon ’11 and Erica Miller ’11

JOHN ABBOTT

ABBOTT
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As the vanguard of the 
Baby Boom reaches the 
elder years, medicine faces 
a growing epidemic of 
geriatric depression—and
Weill Cornell researchers 
are working to combat it

A Difficult
Age
By Sharon Tregaskis

FOTOSEARCH
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Most people maintain an even keel despite
such trials—and often become more resilient,
psychologically. Yet when illness and physical
disability strike, as they often do when age takes
its toll, the risk of an episode of clinical depres-
sion nearly triples. Not only are depression and
its associated symptoms of disrupted sleep and
joylessness miserable in their own right, they
also exacerbate many other conditions common
to older adults, including heart disease, diabetes,
and chronic obstructive pulmonary disease.
Depression also makes pain less tolerable,
decreases people’s ability to function independ-
ently, and increases the risk of a fall bad enough
to require a physician’s care. “We don’t think
about the roller-blading ninety-year-old when
we think of geriatric depression,” says associate
professor of clinical psychology in psychiatry Jo
Anne Sirey, PhD, who conducts research on
interventions to improve treatment participa-
tion and adherence. “It is more than age that
characterizes geriatric depression—it is depres-
sion in the context of comorbidities.”

Yet depression in the elderly remains
improperly diagnosed, undertreated, and gener-
ally misunderstood. In 2009, the National
Institutes of Mental Health awarded Weill
Cornell’s Institute of Geriatric Psychiatry a five-
year, $10 million grant to establish the Ad-
vanced Center for Interventions and Services
Research (ACISR) in White Plains, to investigate
the biological, medical, and psychosocial under-
pinnings of depression among older adults and
develop new ways of combating the condition.

Headed by George Alexopoulos, MD, who
also founded and directs the Institute of Geriatric
Psychiatry, the ACISR studies biological abnor-
malities contributing to resistance of geriatric

depression to antidepressants and develops novel
interventions for treatment-resistant depression,
as well as finding methods for facilitating the
implementation of evidence-based treatment in
the community. “The elderly population is grow-
ing exponentially,” says Alexopoulos. “Predict-
ably, 15 percent will develop clinical depression.
Improving the quality of treatment for geriatric
depression has direct implications for the overall
care of the older person.”

When Alexopoulos homed in on geriatric

‘L ife would be infinitely happier,” Mark Twain
once quipped, “if we could only be born at the
age of eighty and gradually approach eighteen.”
Much of the sadness Twain refers to owes to the
realities of aging—the deaths of friends and

loved ones, changing roles in society, cognitive decline, and a host of
inevitable failings as our bodies age. 

George Alexopoulos, MD
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psychiatry nearly thirty years ago, it didn’t even
exist as a discrete field and the primary social
connection for most of his patients was extend-
ed family. “My patients now have different fam-
ily constellations than they did then,” he notes.
Yet some things remain the same. “Older people
are going through a period of dynamic change
of the central nervous system, their individual
psychology, and the social environment in
which they exist.” Despite the rich fodder for
investigation, geriatric research was, in Alex-
opoulos’s words, “totally neglected.” There was
scant literature describing the course of psychi-
atric disorders among people over sixty-five and
almost no research being conducted to reveal
how such conditions interact with the aging
process or to test new treatments. In the inter-
vening years, Alexopoulos has authored more
than 350 articles on the psychobiology of geri-
atric mood disorders and their treatment, while
pharmaceutical advances including Prozac and
other antidepressants have expanded the physi-
cian’s arsenal. 

Yet perhaps the most significant impediment
to effective treatment for geriatric depression
and other psychiatric afflictions among older
patients—deeply entrenched attitudes about
mental illness and old age—remains unchanged.
“People expect older people to essentially live
marginal lives—to be on the periphery of socie-
ty,” says Alexopoulos. “So they also expect them
to be depressed.”

Major depression, as defined by the Amer-
ican Psychiatric Association’s Diagnostic and
Statistical Manual of Disorders (DSM-IV), is not
the same as trouble adjusting to retirement or
even grief at the death of a spouse, says sociolo-
gist and psychiatric epidemiologist Martha

Bruce, PhD, who serves as vice-chair for research
in the Department of Psychiatry and as co-director
with Alexopoulos of the ACISR. “There’s an
assumption that depression is purely an under-
standable psychological reaction to stuff that is
going on, instead of a medical illness,” she says.
“Psychiatrists know that profound depression—a
diagnosis—is not just a reaction to disappoint-
ment in life.” 

Without treatment, clinical depression exac-
erbates social isolation, makes it more challeng-
ing for people with chronic diseases like diabetes
to manage their conditions, and leads to suicide,
which is highest among elderly populations.
“People say, ‘Oh, I understand why you’re
depressed.’ Does that mean we don’t do any-
thing about it?” says Bruce. “If you went skiing
and broke your leg, I would understand why it
had broken, but that doesn’t mean I wouldn’t
repair it. There’s this aspect of depression being
understandable, inevitable, and something to
tolerate. It’s partly ageism and it’s partly that
there’s so much stigma about mental illness.”

In January, the first of America’s 78 million
Baby Boomers marked their sixty-fifth
birthdays. Over the next twenty-five years,
nearly 75 million people will become

Medicare eligible. Geriatricians have been saying
for decades that their own ranks weren’t swelling
fast enough to keep pace with the tsunami of
health-care demand the Boomers will create.
Fewer than 8,000 of this nation’s 900,000 physi-
cians are trained geriatricians—one for every
2,500 Americans currently over sixty-five. If cur-
rent trends persist, by 2030—when the youngest
Baby Boomers become Medicare-eligible—there
will be just one geriatrician for every 4,254 older
Americans. 

When it comes to mental health care expert-
ly tailored to the social, biological, and cognitive
reality of older Americans, the numbers look
even worse. “There aren’t enough geriatric psy-
chiatrists,” says Alexopoulos, who in 1999 
co-authored a consensus statement on the im-
minent crisis in the field in the Archives of
General Psychiatry and says things haven’t
improved much in the interim. Given the pace
at which the American population is aging and
the time and expense associated with training
geriatric psychiatrists, Alexopoulos advocates a
triage approach to enhancing psychiatric care for
older patients, one that emphasizes the contribu-
tions of primary care physicians, visiting nurses,
and other community-based service providers.
“You have to bring to bear other kinds of people

Jo Anne Sirey, PhD

JOHN ABBOTT
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‘Home health-
care nurses get
a better sense
of what’s going
on than anyone
else. It’s a 
thorough, 360-
degree assess-
ment of a 
person and
their needs that
you really can’t
do during an
office visit.’

who are more available—and more affordable—
to help older people.” 

Because depression disproportionately strikes
those elders already grappling with disability,
poor health, and limited resources, Martha
Bruce has focused her research on boosting the
awareness and efficacy of the professionals who
care for seniors, including primary care physi-
cians and home health agency nurses. Ameri-
cans over sixty-five comprise 13 percent of the
population but 18 percent of all suicide deaths
in the U.S. To identify those elders most at risk
of self-harm and get them help, the PROSPECT
study—a collaboration among Bruce, Alexo-
poulos, and scientists at the University of
Pittsburgh School of Medicine, the University of
Pennsylvania, the Veterans Administration, and
the National Institutes of Mental Health—devel-
oped an intervention for primary care practices
in New York City, Philadelphia, and Pittsburgh. 

Beyond training the twenty participating
physicians to detect depression and other symp-
toms of suicide risk and offer appropriate treat-
ment, the study also provided patient care
managers. Bruce served as first author of the
paper reporting the group’s findings, published
in 2004 in the Journal of the American Medical

Association. “Someone who has the expertise to
talk with patients, physicians, and families and
has expertise in depression—who can bring
information to the physicians who are making
clinical decisions—provides more intimate care
over time so that the physician can do his or her
best,” she says.

More recently, Bruce developed Depression
Care for Patients at Home (Depression CAREPATH),
a protocol for visiting nurses who see geriatric
patients through Medicare-certified home health
agencies. “Home health-care nurses get a better
sense of what’s going on than anyone else,” says
Bruce, who notes that depression rates among
individuals receiving such services is nearly dou-
ble that of populations with the mobility and
functional independence to see a primary care
physician. “It’s a thorough, 360-degree assess-
ment of a person and their needs that you really
can’t do during an office visit.” 

Bruce and her CAREPATH collaborators at
Weill Cornell, the Community Health Care
Services Foundation, Inc., and four home health
agencies in New York State, designed the protocol
to incorporate mental health screening and man-
agement into the roster of routine care already
monitored by visiting nurses. The program’s in-

Martha Bruce, PhD

ABBOTT
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Relationships
between 
scientists and
community-
based providers
demand many
of the same
skills as forging
a healthy 
marriage. 
‘It involves
courtship, 
figuring out
how you do or
don’t work well
together.’

service training curriculum taught the nurses
how to glean more insight from forms they’re
already required to complete for Medicare, mak-
ing it possible to incorporate depression screen-
ing and management into the roster of other
chronic illnesses—including diabetes and high
blood pressure—already in the nurses’ purview
during repeat visits. “Ten years ago, we’d find
that many people with depression wouldn’t be
recognized for treatment,” she says. Increasingly,
older adults are diagnosed with the disease and
even prescribed antidepressants, but at insuffi-
cient doses and without regular evaluation of the
medication’s effects or the fine-tuning such pre-
scriptions require to be effective. “The big issue
now is that people might get started on antide-
pressants, but there’s no management over time
to assess whether it’s the right treatment and
whether they are staying with it.”

To extend the utility of CAREPATH nation-
wide, Bruce and her colleagues designed elements
of the protocol to be tailored to each home
health agency’s administrative structure. Each
agency adopting the protocol crafts its own
guidelines for case coordination and nurse-initiat-
ed referrals and develops materials such as lists of
local resources. Templates for training and refer-
ence materials can be modified to match the look
of an agency’s existing forms and handouts to
present the program as an integrated element of
the agency’s efforts. “We’re doing interventions
where we’re clear about the expectations, but also
about what can be tailored to fit seamlessly into
routine care and adjusted to fit into the organiza-

tion,” says Bruce. “It’s a process of assimilation
and adaptation. You need to do that if you’re
going to develop interventions that work.”

Alexopoulos’s recent research has focused on
predicting who will respond to pharmaceutical
interventions and developing alternative treat-
ments for those who won’t benefit from a pre-
scription. Much of his work has concentrated on
the brain’s white matter, the myelinated bundles
of axons that connect neurons and facilitate
higher-order thinking. He studies the lesions cre-
ated by aging to reveal how changes to the
physical structure of the brain affect cognition
and emotion. “It gives you a great opportunity
to study in humans something that you can’t in
other age groups,” he says. “It’s like a laboratory
of nature.” 

Alexopoulos had already demonstrated that
interviews probing cognitive function could 
predict which older patients are least likely to
benefit from antidepressants. In 2004, Faith
Gunning-Dixon, PhD, came to Weill Cornell to
work with Alexopoulos on the biological side of
the Institute, investigating whether the regions
of the brain associated with the cognitive func-
tions he’d been testing in the interviews showed
structural changes. Now an associate professor of
psychology in psychiatry, Gunning-Dixon uses a
variety of techniques, including fMRI and diffu-
sion tensor imaging, to answer that question.
“There are certain functions—aspects of memo-
ry and the ability to juggle multiple things at
one time—that decline with age,” she says, “and
those declines correspond to certain physical
changes in the brain.”

Alexopoulos and Gunning-Dixon have paid
particularly close attention to changes in execu-
tive function—the ability to prioritize tasks and
pursue goals—and how it relates to connectivity
among regions of the brain. Most imaging of the
living brain has focused on what happens in dis-
crete regions as a patient performs a directed
task—recalling a happy or sad event, looking at
photographs, and the like. Alexopoulos and
Gunning-Dixon have instead examined the
brain at rest, documenting the patterns that per-
sist even when subjects let their minds go blank.
“If the patient is in the MRI and you ask them
to lie still and not think about anything, the
activation of certain parts of the brain seems to
be in synchrony,” she says. “Even if they’re in
remote parts of the brain from one another,
those areas seem to be functionally integrated.”
That integration seems to underlie the capacity
for executive function. ”If the connectivity is
poor or abnormal, then the brain is not going to
function as efficiently,” she says. “Depending on
what regions you’re talking about, this might
underlie both the cognitive and mood symp-
toms that we see in geriatric psychiatry.”

Faith Gunning-Dixon, PhD
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With associate professor
of psychology Dimitris
Kiosses, PhD, Alex-
opoulos has begun
exploring alternatives

to pharmaceutical treatments for homebound
elders with decreased executive function, using a
twelve-week program of counseling known as
PATH that helps patients increase their capacity
for problem-solving. “We go to people’s houses
and try to make environmental changes to
improve their function,” says Kiosses. “We use
some compensatory strategies—a calendar,
signs, reminders—to bypass their cognitive and
functional limitations, and we involve the care-
givers.” At the first session, the patient and a vis-
iting caseworker create a list of concerns, rank
their significance, brainstorm possible solutions,
and evaluate options. For someone struggling
with challenges beyond their own capacities—
trouble getting to doctors’ appointments or pay-
ing for prescription refills—the caseworker
might facilitate connections to appropriate
social services. But because the program also
aims to increase the capacity of patients to pro-
mote their own well-being, the patient takes
responsibility for tackling some tasks on the list
before the next session. “By helping them solve
the problems of everyday life, it helps reduce
their depression,” says Kiosses. “It’s not a perfect
solution, but it’s the best possible solution, and
it helps improve their mood.”

To ensure that research by investigators like
Alexopoulos, Bruce, and Kiosses has relevance
beyond the ivory tower, Jo Anne Sirey forges con-
nections among scientists and the community-
based service providers who work directly with
older people. Such relationships demand many
of the same skills as forging a healthy marriage,
says Sirey, director of the ACISR’S Community
Network Core. “It involves courtship, figuring
out how you do or don’t work well together,
how your goals overlap, how you will work
toward your goals together,” she says. “It takes a
lot of time.” 

Sirey credits staff in Westchester County’s
Department of Senior Programs and Services for
identifying the community’s home-meal deliv-
ery program as a possible partner for depression
screening. The program was already probing the
nutritional status of prospective clients and
what their needs might be in an emergency, so
incorporating a screen for depression made
sense. “Now in Westchester County as part of
the home meal certification, in addition to the
holistic assessment you are screened for depres-
sion,” says Sirey. “It’s not unusual for a screen-

ing to lead to recommendations for home meals,
heating assistance, and mental health services.” 

The bundling of such services has also
decreased the stigma associated with mental
health diagnoses and treatments in the commu-
nity. “When someone tells them they may be
suffering from depression, older individuals may
worry profoundly about stigma, shame, cost,
and what kind of toll this treatment will take on
their independence and capacity to take care of
themselves,” she says. “The only real way to
improve the delivery of care for older adults with
depression—and probably any kind of mental
health problems—is to integrate mental health
into community-based settings.” • Dimitris Kiosses, PhD
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As patients and medical 
professionals ponder how 
the system will change under
the 2010 health-care law,
Weill Cornell experts weigh 
in on three aspects of the 
legislation that—while largely
unknown to the public—
could offer the biggest gains
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By Andrea Crawford

When Congress passed the Patient Protection and Affordable Care Act
in March 2010, much of the public’s attention focused on the bill’s pro-
visions to reform insurance, such as the new rules to ensure coverage for
consumers with pre-existing conditions and prohibit lifetime benefit
caps. But a large part of the legislation, receiving almost no notice in the
mass media, concerned delivery system reform—the effort to improve the
way medical practitioners and hospitals provide care.

Lawrence Casalino, MD, PhD, chief of the Division of Outcomes
and Effectiveness Research and the Livingston Farrand Associate
Professor of Public Health, calls the inclusion of those reforms “quite
amazing.” Says Casalino: “The Administration and, for the first time,
many members of Congress seemed to realize that if the delivery system
isn’t changed so that it uses money more effectively to improve people’s
health, then putting more money into the health-care system will be like
pouring water into a sieve.” 

Among the efforts given new emphasis by the legislation are
accountable care organizations, comparative effectiveness research, and
health information technology. These areas lie “at the interface between
public health and clinical medicine,” says Alvin Mushlin, MD, chair of
the Department of Public Health and the Nanette Laitman
Distinguished Professor of Public Health. “They’re critically important
for health-care reform,” he says, “and they’re key determinants of
whether it is going to be successful.”

Accountable Care Organizations

It’s a familiar scenario: an elderly woman who takes multiple
medications for chronic congestive heart failure, coronary
artery disease, atrial fibrillation, Type II diabetes, and depres-
sion gains ten pounds in six days, begins to have trouble
breathing, and goes to the emergency department. She is

admitted to the hospital. During her hospitalization, her physicians
add some medications, stop others, and change the dose of some
medications that the patient is already taking. The patient is dis-
charged to home, but doesn’t really understand her new drug regi-
men. Five days later, she is back in the hospital having suffered a
stroke, a result of not taking the proper dose of anticoagulants and/or
of drugs that interact with her anticoagulant medication. 

Certain actions might have prevented the readmission: for exam-
ple, a nurse care manager or pharmacist could have stayed in touch
with this high-risk patient to help ensure that she took her drugs cor-
rectly, or the hospital could have promptly communicated her dis-
charge information to her primary care physician, so the physician
could provide prompt follow-up care. But the current system does
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not compensate health-care providers for taking such actions. 
Many experts believe that a solution—and a key strategy for

controlling entitlement program costs by preventing unnecessary
hospitalizations—lies in accountable care organizations (ACOs). In
seeking to link quality outcomes to Medicare payments, the
Affordable Care Act established a Center for Medicare and Medicaid
Innovation, which provides $10 billion over the next ten years to
foster innovation in payment and delivery. ACOs are at the top of
the list. Beginning in 2012, as the legislation reads, ACOs “that take
responsibility for cost and quality received by patients will receive a
share of the saving they achieve for Medicare.”  

An ACO is an organization that is willing to take responsibility
for overall costs and quality of care for a population of patients—
and has the size and scope necessary to do so. ACOs will be reward-
ed for providing higher quality care and for helping to lower the
rate at which the costs of care for their patients are rising. To do
this, an ACO will need significant knowledge of its patient popula-
tion, so that it can provide preventive care with greater attention
given to individuals at higher risk. It will need to offer care between
office visits via phone consultations or other communication and
help patients manage their own conditions. Organizations eligible
under the current legislation include multispecialty group practices,
networks of individual practices, hospitals and their employed
physicians, and hospital-physician joint ventures. 

An ACO’s goal is the holy grail of health policy: improving qual-
ity of care while controlling costs. “In the ideal sense, it would be a
way to get paid for doing the right thing for your patients, which
you’re not really paid for now,” says Casalino, an expert on organi-
zational practices and the ways in which physicians’ practices can
be structured to enhance quality and efficiency. Physicians would be
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rewarded for doing work that occurs outside of visits, such as talk-
ing to patients on the phone, consulting with other specialists, and
coordinating with a nurse care manager. ACOs would provide
greater administrative support for such care and offer incentives for
hospitals and physicians to collaborate and communicate. For pri-
mary care physicians trying to organize into patient-centered med-
ical homes—an approach to care that facilitates partnerships
between patients and physicians for comprehensive care coordinat-
ed across the health-care system—ACOs would serve as so-called
medical neighborhoods. “Right now you can be a medical home,
and that’s great,” Casalino says. “But specialists in hospitals don’t
have any financial incentive to cooperate with you.” 

While the ACO idea has generated much excitement—with
most hospitals and large medical groups around the country now
giving it serious consideration—Casalino says it’s not a slam dunk.
“It remains to be seen if this concept is ever going to come to
fruition,” he says, “so it’s hard to know if five years from now the
United States will be studded with ACOs or if people are going to
say that this was another great idea that came to nothing.” 

One challenge is that any group or hospital attempting to
become an ACO would need to undergo a fundamental overhaul.
Operationally and culturally, major obstacles stand in the way.
“There’s no question that the system is set up to produce as much
billing as possible, so it’s a big deal to change from that and to
invest in organized processes to improve care for a population of
patients for whom you’re responsible,” Casalino says. “For any
organization, it’s going to take significant culture change, financial
and time investment, and really good leadership.” 

Another challenge may be the way the legislation is written, in
that it may not offer incentives that are large enough in scope to
encourage this level of change, particularly since it is not clear that
health-insurance companies will support the ACO concept. It is
hard to alter an organization’s culture to address the care of a por-
tion of its patient population—only its Medicare or Medicaid
patients, for example. It may be, Casalino says, that the incentives
in the existing legislation are not strong enough to convince most
organizations that the changes required for success are worth
attempting. 

Nevertheless, the idea remains appealing. “If we could magical-
ly wave a wand and everyone could be in a high-functioning ACO,
I think most physicians would find that that it works well for their
patients and for themselves,” Casalino concludes. “They could
deliver better care for their patients, they wouldn’t have as many
administrative hassles as they have now, and as long as their
incomes were not particularly decreased, I think they could feel
happy knowing they’re having better work days and doing better
things. That’s the ideal.”

Comparative Effectiveness Research

The fiscal challenges facing health care are well under-
stood: rising drug and medical technology costs, feder-
al and state budget deficits, and the demographic shift
of Baby Boomers aging into Medicare. But the 2010

legislation raises the stakes. “The impact of the legislation is that
more people will have health insurance,” which could both
increase pressure on insurance companies to cut costs in order to
keep premiums affordable and give them more leverage in deci-

‘You can’t run a clinical trial
for everything—we could
never afford it. And clinical
trials often don’t answer 
the questions that we want
to answer about actual 
practices.’

Bruce Schackman, PhD
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