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for their continued support and inspiration. This year has 
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taken the time to capture what it feels like to be in this 
labyrinth, in the hopes we can look back at it in better 
times. 
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The rise of SARS CoV-2 virus, a respiratory disease known 
as COVID-19, has presented providers and patients with 
unprecedented challenges regarding the prevention of 
breast cancer. COVID-19 has significantly impacted pre-
ventative screenings, diagnostic tests and genetic counseling 
both nationally and worldwide. Given the widespread con-
cerns regarding employment, social distancing, and virus 
exposure risk, many patients have reduced motivation to be 
proactive in utilizing preventative services (Janda, 2020). 
Researchers have predicted that these delays in screening 
and diagnosis could lead to a significant increase in can-
cer-related deaths, displaying an urgent need to increase 
preventative measures and employ risk reduction methods 
for long-term care of breast cancer patients. Given that 
early diagnosis has a significant impact on breast cancer 
prognosis, an analysis of screening changes is essential in 
navigating diagnostic regulations in the pandemic envi-
ronment and assessing long-term repercussions of inter-
ruption of breast cancer diagnostics. 
Nationally, multiple studies have revealed that breast can-
cer screening rates decreased amidst the lockdown period 
of the COVID-19 pandemic. One cross sectional study 
reported a 51.8% decrease in average weekly number of 
newly diagnosed breast patients when comparing a base-
line period (January 6, 2019 to February 29, 2020) to the 
emergence of COVID-19 (March 1 to April 18, 2020) 
(Kaufman, 2020). Furthermore, a US based survey 
revealed 26.5% of 404 participants reported 
deferred or cancelled breast cancer 
service, of which the most commonly 
impacted type was mammogram, 
MRI, or ultrasound (Warner, 2020). 
The decreased screening rates are likely 
a result of both closures due to hospi-
tal COVID-19 regulations, as well as 
altered health seeking behaviors to avoid 
exposure to the virus. Researchers have 
estimated that delayed screening could 
lead to an excess of more than 30,000 can-
cer and multimorbidity deaths in the US, 
suggesting an urgent need to plan for post-
pandemic increases in cancer incidence and 
management (Lai, 2020).
The delay of breast cancer screening and follow-
up poses significant risks to long-term breast 
cancer management. Due to this emerging cri-
sis, frequent patient monitoring as well as indi-
vidualized follow-up plans are desperately needed. 
Increased utilization of telehealth modalities can ena-
ble improved communication and frequency of follow-up 
appointments and bolster the doctor-patient relationship, 
while still maintaining adequate viral transmission pre-
cautions. The incorporation of hospital-provided private 
transportation services for select patients could facilitate 
increased accessibility for necessary in-person appoint-
ments. Some studies have also suggested that patients may 
benefit from direct behavioral “nudging” from practition-
ers; for example, personalized reminders for screening 
scheduling or incentives for influenza/COVID-19 vacci-
nations during diagnostic testing appointments (Janda, 

2020). One study from Taiwan revealed a delayed decrease 
in screening at mobile mammography visits compared 
to hospital mammography, suggesting that utilization of 
mobile units could increase screening rates (Peng, 2020). 
While health providers can enable systemic changes to 
improve cancer screening access and patient monitoring, 
it is critical that they consider established risk stratification 
schema, such as the one created by the American College 
of Surgeons’ COVID-19 Breast Cancer Consortium, to 
properly organize follow-up appointments in particularly 
vulnerable populations.
It is essential for physicians and public health practition-
ers to recognize the ways in which existing cancer dispari-
ties could be exacerbated in the pandemic environment. 
The COVID-19 pandemic has disproportionately affected 
underserved and vulnerable populations, which may have 
additional barriers, such as work conflicts, changes in 
employment, and lack of daycare services for children, 
that hinder utilization of screening services during the 
pandemic (Carethers, 2020). Therefore, it is critical that 
health professionals create outreach programs that can 
incorporate extended screening hours, awareness for screen-
ing programs, and transportation to improve accessibility 
for these populations. As vaccination efforts increase and 
the public begins to resume regularly scheduled preven-

tative care, healthcare providers must not only look 
to improve cancer screenings, but 
also focus on reaching out to vul-
nerable populations with missed 
diagnostic tests to mitigate wors-
ened prognosis.
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Last week we saw Mrs. James, an 80-lb woman who looked like a 
purple, bruised, toothpick that would blow over at the slightest breeze. She 
had severe COPD, was satting 84%, but Dr. Denno wasn’t even worried 
about that since that was normal for her. She was here today because she 
had had a stroke (supposedly) and had total weakness and even paraly-
sis of her left body. When she wanted to rest her arm on the armchair of 
the wheelchair, she had to lift it up like a sack of potatoes with the other 
arm and drop it where she wanted it, and even then it would gradually 
slide off against her control. She was in denial that something that seri-
ous had happened to her, and it seemed like had this been up to her and 
not her son who was accompanying her, she would not have even showed 
up for this appointment today. She did not feel that anything was that 
wrong (despite needing a wheelchair and being unable to walk). The 
nurses couldn’t even stand her up to walk her over to the scale to weigh 
her, she was so weak. Karen brought in the digital scale from the next 
room and it took 3 people to steady her onto it. 3 people. For an 86lb 
woman who would topple over at any moment. Despite the mark she 
was already leaving on my mind just from seeing someone so crippled 
and incapacitated and bruised, she left a physical mark in the exam room 
that day. The shoes she stood up on were completely falling apart, leav-
ing smudges of disintegrating black tarry foam material across the floor 
and the digital scale she stood upon. She was more fixated on the mess 
her shoes were making than her failing health, deflecting the conversa-
tion about advanced directives and the urgences Dr. Denno uttered to 
her about going to a hospital for a stroke workup. She kept apologizing 
for the mess her shoes were making, and made futile attempts to wipe it 
up with her crumbling shoe sole. The conversation circled over wanting 
to get her checked into a hospital, not to shut her away in a bed forever, 
but to give her some answers for why she couldn’t move half her body, 
and give her a chance at some independence and quality of life down 
the road. She was skeptical and adamant. And fixated on the shoe mess.

 

Fast forward to the next day, I come into the office to find her 
radiology report from the hospital on my desk, in that crisp typewriter-
spaced font that makes it look like you went back in time and received 

a telegraph from the other side of the Atlantic. Impression: frontal lobe 
glioma. Brain tumor. Aha! Not a stroke after all, but perhaps worse. No 
chance her body could handle even a small attempt at treatment. She 
was in the hospital 3 days, then home hospice. How different would 
her life be if she hadn’t been pulled into the doctor that day by her son? 
Would she be living any differently, any better, without this new shock 
of a terminal cancer? 

Unfortunately we won’t really get to know the flip side. A week 
later, Dr. Denno was set to do a home visit for Mrs. James. She had had 
some stomach issues, tarry stools, was on lots of steroids for pain, and 
was quite literally falling apart. I asked to come, but covid rules prevented 
that. He would go see her after work, probably around 5:45p. At 1:15p 
that day, Dr. Denno got a call. Mrs. James had passed. 

That was quick. I was a little stunned, not surprised, but shaken. I 
just saw her 5 days ago. I was anticipating hearing about her tomorrow 
morning after Dr. Denno’s home visit, and was genuinely curious how she 
was doing. Luckily covid means masks can conceal most of your emotions. 
You can tell when someone’s smiling and laughing, but not when they’re 
biting their lip or truly thinking something over. We had to go see the 
next patient and put that emotion on hold for now. As Dr. Denno talked 
to another patient about their shoulder pain, I was just replaying over 
and over in my head what had just transpired. Actually, I was on reruns 
of the office visit from last week, zooming in on that last snapshot in my 
brain of her still alive. Was she this close to death at that time? Could 
anyone have any idea that that’d be her last time in Dr. Denno’s office? 
Did Dr. Denno appreciate the possibility of never seeing her again too?

Artist - Isidora Monteparo, “Self Forgiveness”

“THE SOULS OF OUR SHOES” 
CARLY CARLIN

As I replayed the scene from the previous week, I saw myself from 
an aerial perspective. I saw the scene through the room’s eyes, my view-
point a 360-degree fluid security camera. So many conversations have 
happened in these exam rooms: celebrations, sorrows, hurdles, arguments, 
denials, pain, confusions, fears. Laughing and crying, in no particular 
order. These rooms are like a one-way sponge, absorbing every human 
emotion till they can’t anymore.  The walls suffocate these emotions, 
squish them in between the sheetrock and under the exam table and in 
the cabinets between the tongue depressors and gauze, but I know they 
leech out like incense or smoke, sometimes building an immense and 
pulsating pressure, and sometimes diffusing wispily like steam off a cup 
of tea. In Mrs. James’ case, we didn’t have some life changing diagnosis 
for her at the time, so it didn’t seem like that billowing pressure, but 
more of a light and airy lingering cloud that left a little mugginess once 
we said goodbye and that we’d follow up with her next week. 

And as I replayed that cloud in my head, that subtle steam, I 
felt privilege and honor to be a fly on the wall. Sure, she was 95 and 
in poor health, death was no surprise to anyone but her perhaps. But 
I still felt this sense of pride that I was let into her health experience, 
even if inconsequentially and immemorably. The joke or two I was able 
to crack when Dr. Denno left the room for one second, or the crinkles 
in my eyes showing my smile under my mask, or just the subtle nod-
ding along when she expressed how frustrated she was, all felt like such 
a blessing to be able to offer. A blessing not to her, the recipient of my 
small human acknowledgments, but to me, the giver, to be able to see 
what was going on and adopt the emotions of the situation with such 
a magnified lens. 

As I zoomed back into the current patient and his seemingly irrel-
evant and unimportant shoulder complaint, I looked around. I was stand-
ing right next to the digital scale, the same scale that had been wheeled 
into Mrs. James’ room last week because they couldn’t weigh her on the 
other scale. The scale that bits of her shoe kept shedding onto and quite 
frankly kept making a mess on. There was a little glob of black gunk 
stuck on the scale from the previous week. To anyone else it would just 
look like mud, or maybe wet tar. But I smiled subtly because it was like 
she had left a piece of herself for us in the office. Whether on purpose or 
not, it felt like she was still a patient of ours, even though she was gone.

The following week I was in that exam room again (well I was 
in there many times before that) and I saw some of Mrs. James’ shoe 
on the digital scale, this time really caked in between the rubber ridges 
of the part you stand on. It had clearly been wiped off, but not thor-
oughly cleaned. Kind of gross if you’re thinking practically, but kind of 
beautiful if you’re thinking poetically. She was wiped away but still was 
there, at least a tiny bit.

During the rest of my family med rotation, I always looked for-
ward to going into the room with the digital scale. Each time I’d evalu-
ate whether it had been more heavily wiped down from the day before. 
How much shoe bit could I spot in the crack? It felt like it challenged 
me to take a chance to think about this patient I had met for 5 minutes 
who I could not shake from my brain. It felt like a shouting yet subtle 
reminder of the impact every patient can have on you, how fleeting life 
can be even when it’s your time to go, and what a privilege it is to be 
just a fly on the wall in all this, or just a student scrutinizing some dirt 
on a scale day by day.

Artist - Carly Carlin

Artist - Carly Carlin
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SUMMER INTERNSHIP REPORT: ABSTRACT
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ROLE OF EMOTIONAL INTELLIGENCE IN ADDRESSING THE CIVIL UNREST AND ROLE OF EMOTIONAL INTELLIGENCE IN ADDRESSING THE CIVIL UNREST AND 
GENDER-BASED VIOLENCE DURING COVID-19,  IN THE CONTEXT OF ACHIEV-GENDER-BASED VIOLENCE DURING COVID-19,  IN THE CONTEXT OF ACHIEV-

ING THE SUSTAINABLE DEVELOPMENT GOALS OF THE UNITED NATIONSING THE SUSTAINABLE DEVELOPMENT GOALS OF THE UNITED NATIONS

Emotional Intelligence is 
an armor for the Law Enforcement 
Officers, Educators and Public Health  
Officers and Counselors, who deal with 
societal complexities in order to foster 
positive  communication and maintain 
a sound physical and mental health. 
Emotional Intelligence is a prerequi-
site to respond effectively to high-stress 
environments. Building the resiliency 
of a workforce  has a direct impact on 
the achievement of the goals or deliv-
erables of a task. The Law Enforcement 
sector functions as the first respond-
ers to our community and relentlessly 
contribute to the local and global goals 
that preserve social justice, peace and 
the overall well-being of a  commu-
nity. This study examines the impact 
of Emotional Intelligence (EQ) and job 
performance  of the Law Enforcement 
Officers (LEO) during COVID-19 
and civil unrest. The common goal 
was  to assess the need for a training 
program and offer a well- structured 
course on ‘Emotional  Intelligence 
and Sustainable Development Goals’, 
to reduce the civil unrest and gender-
based  violence occurring as a result of 
the pandemic-lockdowns.

The researchers found it pertinent 
to conduct a gap analysis in months 
of March through August  2020, to 
analyze the need for capacity-building 
on ‘Emotional Intelligence’. Based on 
the results  of a survey conducted on 
eighty police officers (on a local and 
national level), there was a signifi-
cant need to address the importance 
of ‘Emotional Intelligence’ across all 
professions. This  study was carried out 
under the guidance of Dr. Kenneth 
Knapp of the New York Medical 
College and Bidia Deperthes, Global 
HIV Prevention Advisor of the United 
Nations Population Fund (UNFPA). 

The goal of Phase-I of this study was 
to assess the need for a training on EI. 
Phase-II of this research focused on 
providing awareness and assessment of 
the impact of a training on ‘Emotional 
Intelligence’ and the Sustainable 
Development Goals (SDGs) for law 
enforcement officers, by utilizing a 
partnership model between the Public 
Health and Public Safety sector.

PARTNERSHIP BUILDING: A 
Public-Private Partnership [PPP] strat-
egy was utilized to design a workshop 
(in October 2020), that addresses the 
applications of emotional intelligence. 
The overarching goal of the workshop 
was to provide empowerment on how 
professionals could  emotionally and 
intelligently connect with the commu-
nity to enhance the achievement of the  
Sustainable Development Goals (SDGs 
of the United Nations): SDG-3 (Better 
health outcomes for  all), SDG-8 
(Decent work and economic growth), 
SDG-16(Peace and Social Justice). This  
workshop takes the participants on a 
journey from their current local initia-
tives to global  perspectives. 

The first responders to this capac-
ity building workshop were the ‘First 
Responders’ of  Franklin Township 
Police Department (New Jersey).

METHODS: For the purpose 
of this study the research investi-
gators partnered with the United  
Nations Association- USA (UNA-
USA), National Office of Black Law 
Enforcement Officers (NOBLE)  
and the Franklin Township Police 
Department. This workshop was 
incentivized by the award of a  certifi-
cate from the Director and the Youth 
Engagement Manager of the UNA-
USA. Chandra P. Daniel, the Global 

Goals Ambassador for Partnerships 
(UNA-USA) and Lieutenant Dr. Stacey  
Lloyd facilitated this partnership by 
bringing the three organizations to 
partner together on the  award-cer-
tificates.The capacity building work-
shop is called: ‘Training: Emotional 
Intelligence and  the Sustainable 
Development Goals of the United 
Nations’.

RESULTS: This study brought 
to light that each situation encoun-
tered by the public safety sector  was 
worsened and plagued with the onset 
of the opioid epidemic and the pan-
demic (COVID-19). The shut-down 
and lockdowns due to the current pan-
demic has caused a silent but steady  
increase in gender-based violence and 
many other forms of civil unrest. The 
rescuers and first responders to all 
the challenges and civil unrest during 
COVID-19, in the months of March 
through August 2020, were the law-
enforcement officers.

INFERENCE: It was inferred 
from the study and preparations for the 
collaborative training that  the efficient 
way to achieve any task or local goals 
is done with emotional intelligence, 
especially when routine tasks revolve 
around frequent and high-conflict cir-
cumstances. The law enforcement offic-
ers are the population who require this 
training the most since they shoulder 
the challenge of being our first respond-
ers to the several environmental, social 
and political situations in our com-
munity. This collaborative project will 
evaluate the impact of the workshop  
on the target audience and expand to 
a national training in the year 2021.
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JAMAIS VU
BY JAI AHLUWALIABY JAI AHLUWALIA

Boredom and paranoia filled my lungs as I took 
a deep breath in the kitchen of my childhood home. I had 
been left to take care of the place for the past week while 
my parents visited relatives off the coast of Maine, and I 
felt eyes on me. I always felt eyes on me when I was here. A 
cold beer sat in front of me begging to be opened, asking to 
occupy the seemingly unnecessary and pointless time that 
had occupied my life as of late. Might as well go for a walk 
with it. You could get away with that around here, nobody 
you ran into around here would care. Letting the paranoia 
win once again, I peered over my left shoulder into the pine 
tree forest surrounding my house before shaking it off and 
walking out the door. 

The sun beat down heavily on my bare back as I wan-
dered my day down the seemingly endless country road 
before me. Never before had I taken this route in the 17 
years I lived at home, but here I was, a sweaty T-shirt in one 
hand, a bottle in the other. Even though I had left the for-
est and now found myself  staring down the vast expanse 
of farmland, I still felt as if I was being watched. But it was 
daytime and I was semi-lost, wandering without a purpose. 
I was convinced I was going crazy.

From behind me a machine roared. Turning quickly to 
assess the danger, I moved a little too slow. A single man in 
the driver seat of a car pulled up next to me, some sort of a 
revolver pointing out his window. We shared a stare at one 
another. He fired. I was hit. Fire emerged from my right 
shoulder and I could feel the blood poor slowly from my 
fresh wound. The man drove off, the shooter smiling care-
fully at me as I plugged my wound with the loose t-shirt. 

Looking to get away from any other sort of trouble, I 
turned right and headed up a road I had never seen before. 
Just to take a rest. I felt the staccato beat of my heart radi-
ating up my chest and out through my wound. I found a 
thick tree to prop myself up against, and peacefully lost my 
consciousness. 

I woke up to the gentle breath of winter blowing against 
my weak body. How long had I been out? I pulled the t-shirt 
off my shoulder. The bleeding had slowed down, but didn’t 
appear to be stopping any time soon. Why was it snowing all 
of the sudden? Using the stiff tree as my staff, I pulled myself 
up to find myself surrounded by redwood trees in all direc-
tions but one - a massive hill that I could have barely man-
aged, perhaps in perfect health. But it didn’t look as if I had 
a choice, for the path upon which I had once traveled had 
closed up behind me. My decision had been made for me.

Trying not to think too hard about the fever dream I was 
certainly suffering through, I took a deep breath and took 
the first step of what would certainly be a long journey. As 
I trekked my way up the steep hill, my feet grew painfully 
numb. The snow beneath me had infiltrated the top of my 
shoes, for it was at least 6 inches deep now. With only a few 
dozen feet standing between me and the top of the hill I felt 
my jacket being tugged on by a young boy, no older than 
10. Our eyes locked for roughly 7 seconds before he spoke. 

“At the top of the hill rests a man twice your age. Ignore 
your first instinct at all times when he speaks, for you will 
betray yourself if you don’t.”

Dumbstruck, I stood staring at the boy, even after he 
had turned around and ran into the woods to my right. 

In a feeble attempt to shake off the boy’s strange advice, 
I took another deep breath, taking a second to appreciate 

what surrounded me. Redwoods and snow- two elements 
that rarely met. I wished they had met more though, after 
appreciating what a beautiful couple they made. Even in the 
middle of a crisis, it was almost as if together they released 
an aphrodisiac that snuck its way up my nostrils and straight 
to my brain. I was centered again. 

I reached the top of the hill and found myself sur-
rounded by trees on all sides except the path I had just trave-
led, now behind me. Each direction had its own cleared off 
path surrounded by the redwoods, but only one had foot-
steps. If I were to take the boy seriously, I still needed to 
find the man even if I wasn’t to trust him. I just needed to 
ignore my instincts the second he started speaking. 

I continued formulating my plan as I moved along the 
snow-free path. The intense density of redwood trees must 
have been protecting the ground from snow. Besides trees, 
I was surrounded by silence. There were no cars, no broken 
lights, no angry arguments, not even the sound of a plane 
above my head. In my temporary lapse in focus, I saw a set 
of beady eyes staring at me through the trees. With nothing 
to defend myself with but the empty bottle of beer, I stood 
ridiculously, hand gripped tightly around the bottle for the 
second time that day. The grip loosened as I processed what 
was staring at me. The beady eyes belonged to the head of 
a fully grown buck. They didn’t blink because the rest of its 
body was missing. All that was left was the head. 

In a state of hemorrhagic shock and redwood-aphro-
disiac induced fear, I sprinted down the path, following the 
new smoky smell being emitted from a few hundred feet 
away. Panting, I came to rest at a campfire already burn-
ing, taking a seat on a petrified tree stump just behind it. 
Recovering from the horrifying sight I had just seen, I felt 
a hand rest upon my shoulder. Just as the child had pre-
dicted, I was looking at a man roughly twice my age. He 
was looking back at me.

“I’m not to trust you” I said, frankly.
“You don’t even know me though. Do you?” He 

responded, genuinely. 
“I feel like I don’t know anyone here. Not that there 

are many people to know.” I took a second to pause. “Was 
this all here when I was a kid?”

“That’s a bit of a tricky question, and I don’t think I 
have time to explain to you why.” He responded with a 
slight sense of urgency.

The man took a look at his watch.
“Why the rush?” I asked, reaching my numb hands 

toward the fire.
“Spring is coming soon, and unfortunately you must 

continue running for your life.”
The sky had begun changing from the cloudy grey infin-

ity of winter to the hopeful blue skies of spring. The wind 
that had penetrated the membranes of my skin with blis-
tering snow was transforming into a cool breeze just strong 
enough to blow out a candle. Without the numbness of the 
snow, my bulletwound began to sing once more. I needed 
to keep moving. 

But I didnt, remembering at the last minute the boy's 
advice.

“Good idea my friend. Give it some time to rest. You 
don’t have to leave right away. That deer you saw earlier won’t 
be coming back to life anytime soon, after all” He smiled.

Once again, remembering the child's advice, I gavePHOTO BY ROSEMARY TREWIN
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myself a few seconds to think. The 
man had a trusting nature to him. 
He seemed to know things about 
me that I didn’t know, even if he 
hadn’t said much. With this in 
mind, I doubled down and took 
off in a dead sprint back down the 
path. The deer’s head was gone, but 
that was the least of my worries, for 
soon I would be hearing the sound 
of the truck driven by the strange 
man in black. I felt as if I was a few 
seconds away from a second bullet. 

The old man was far behind 
me, and so now it was time to trust 
my instincts again. I emerged from 
the woods to the top of the hill and 
took a hard left up the path per-
pendicular to the one I had just 
taken. I sprinted gently along the 
side of the track, making sure to 
keep my feet away from the mud, 
avoiding the placement of incrimi-
nating footsteps. 

I ran and ran and ran until 
there was nothing left to run on - 
the path had ended and soil upon 
which I was running had dropped 
from beneath my feet. I tumbled 
down the emptiness below, mirac-
ulously and narrowly missing the 
trees that were rotating in and out 
of my vision. With my eyes open 
I saw the world turning with me. 
The sky became the ground, the 
trees became a set of repulsive walls 
down the shoot from which I fell 

freely. Eventually my body came to 
rest on whatever the ground was, 
my world spinning around me as 
I gently lost consciousness once 
again.

I came too with yet another set 
of beady eyes staring into my own. 
This time they were attached to the 
head of a grown woman around the 
age of my own mother. She bore a 
29 pearl necklace and a tiara that 
gave her a wise yet youthful energy. 

“What has happened to me?” 
I asked hopefully.

She stared back, wordless, but 
smiling. 

“How do I get back?” I grasped 
at straws once more.

She nodded her head in the 

direction to the left of me. 
I turned my head slowly, 

against the resistance of the light 
summer breeze that had replaced 
the cool spring one. After a few sec-
onds, I was reoriented. I was at the 
bottom of a hill again, only this 
time I was facing a challenge nearly 
twice as large.

I got up gingerly, but for no 
reason. Nothing hurt anymore, 
my bullet wound was gone and 
my oscillations between pain, 
numbness, and both had ended. I 
turned back to thank the woman 
who must have healed me, but she 
was gone. I took a deep breath and 
took another look up the hill, this 
time noticing a giant trudging its 
way up it.

Desperate for help and my way 
back home, I began a hesitant and 
exhausting sprint up the hill. Just 
when I thought nothing could sur-
prise me, a light snow began to fall. 
The giant paused for a moment, 

sticking its hands out and looking 
up in utter shock. I did not take the 
time to appreciate the miracle of 
season switching, for I needed every 
second I could get if I was going 
to catch up. As the snow piled, my 
strides became increasingly taxing, 
burning holes in my calf muscles. 
With one final push I made a drive 
for the giant’s cloak, hoping at the 
very least he’d notice my feeble bot-
tle weighing against his mammoth 
one. To my luck and surprise, he 
noticed, turning around.

It took me a moment to pro-
cess what was happening, the 
wheels turning in my head. They 
clicked.

“At the top of the hill rests a 
man twice your age. Ignore your 
first instinct at all times when he 
speaks, for you will betray yourself 
if you don’t.” I mumbled.

I was the giant. And I was me. 
I was the child with a warning. I 
knew I had to be. Although I was 
unsure why. With nothing left to 
say, I stuck to the script, sprinting 
off in the opposite direction. 

I needed to see the old man if 
I was to make sense of all of this. 
Head spinning, I took my long-
est strides through the untouched 
floor of the woods, pausing only 
when I saw my savior lying peace-
fully under a tree. It was the buck, 
this time with a full body. If I were 
to reach the top of the hill before 
myself, I would need his help. He 
seemed to understand, for when I 
mounted his back, he rose gently 
and strode gracefully up the hill, 
running parallel to the path giant 
me was currently traveling up.

In a matter of seconds I had 
reached the peak, I dismounted 
him and thanked him with a con-
fident nod of my head. A sense of 
profound sadness filled me when 

I remembered the buck’s fate, but 
he seemed to understand as well. 
We parted ways and I made my 
way parallel to the side path, down 
which the other me would soon 
follow. But when I arrived at the 
site of the fire it was empty, and 
there was nobody near me. I looked 
at my watch, as if that would give 
any indication of the arrival of the 
old man. 

Luckily, my idiosyncrasies had 
saved me, for the presence of this 
watch indicated my emergence 
from childhood. I was the old man 
now. With little time to think, I 
began working on a fire with what 
scraps of wood I could find. After 
building a small one in the clear-
ing, I made my way back into the 
thicket, with the hopes of coming 
up with a bit more before I arrived.

Realizing I would come up 
empty, and that I only needed a 
few minutes worth of fire. I made 
my way back, to find myself sit-
ting, bleeding profusely in front 
of the fire. 

I emerged from the woods, 
taking a seat next to myself. 

“I’m not to trust you,” he said, 
naively.

“You don’t even know me 
though. Do you?” I responded, 
sarcastically. 

Upon the conclusion of 
our conversation and my even-
tual sprint down the path, I put 
out the fire and took a second to 
think. The hunter never followed 
me down the path that ran perpen-
dicularly to the one I was on now. 
Perhaps they caught a whiff of the 
fire, and assumed I was still down 

here. Regardless, it is my philoso-
phy that sitting still never gets any-
one anywhere. So I assumed myself 
to be correct and decided to travel 
stealthy off the path, but toward 
the intersection of paths. 

Awaiting me at the intersection 
was not the hunter, but instead his 
revolver. It would cost me a few 
seconds to get it. Did I have the 
time to spare? I had already wasted 
enough time analyzing this. So I 
got back to the task at hand.

I knew what would await me 
if I took the perpendicular path 
once more. I certainly would once 
again be sent down the abyss, and 
perhaps restored to the state of a 
child once more. All that was left 

was the third path, the only one 
I had yet to take. As I ran down 
the path, the seasons changed as 
predicted, the light spring breeze 
greeting me as I passed through a 
seemingly identical thicket of trees 
as the ones behind me. But as my 
speed picked up, my surround-
ings changed. The breeze started 
to warm up, the redwoods turned 
into cherry blossoms, and the 
cherry blossoms turned into palm 
trees, and the palm trees eventually 
became the native pine. The trees 
were not the only things changing; 
I felt my clothes getting baggier on 
my body, my skin growing tighter 
upon my bones. The watch became 
too loose and went flying behind 
me. There was no time to save it, 
for I was where the trees ended. 

I came to an abrupt stop at 
the edge of the forest, dropping 
my belly to the ground and star-
ing through the weeds. Through 

it all, I saw my home, specifically 
the kitchen through a window. And 
there I sat, with an unopened bot-
tle of beer and a look of supreme 
boredom. I watched myself get up, 
pace around the kitchen, and even-
tually stare out the window. For a 
second, I swore we locked eyes. He 
turned abruptly, exiting the kitchen 
and eventually the house. As if I 
was receiving divine instructions, 
I rose automatically and made my 
way down the back yard, through 
the baby trees that sat propped up 
by a few poles and some string. I 
entered my home through the back 
door, just in time to hear the garage 
opening and my parents entering. 
My back to the woods from which 
I had just emerged, I for once took 
comfort in the eyes that I knew 
were watching me. 
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I was an accomplice in a robbery 
once...or so my father likes to say, as he 
retells the story in amusement to anyone 
who will listen. As a teenager, I spent my 
summers as the only cashier of a small gen-
eral store in the Adirondacks. The store was 
filled ceiling high with trinkets and knick-
knacks that I was sure no one would ever 
buy, but they did. My sister was a wait-
ress, and my brother washed the dishes for 
three tiny breakfast tables. We complained 
about working seven days a week all sum-
mer long, but we complained together, to 
no one. 

Anyway, back to the heist. There was a 
horrible fire at the only other general store 
in the area and the other owners lost eve-
rything. To help, the store we worked in 
began to raise money by collecting custom-
er’s donations and small change for several 
weeks. And that’s when SHE walked in. I 
like to think it was a “Bonnie and Clyde” 
type scenario, her and I were meant to be. 
In reality, it was a random woman that I 
had never seen before. But that’s what they 
all say, isn’t it?

The line for checkout that day was 
unusually long. Customers were eager to 
get back home to hang their “Life is Better 

at the Lake” signs and I was in a rush to get back to sittin’ down, doin’ nothin’, and gettin’ paid. My sweet Bonnie 
came out of nowhere and asked in a somewhat urgent tone “did my dad pick that up yet?!” Not having a clue as to 
what she was referring to, I thought to myself “well if she can see it, then clearly he did not”, but I replied with a 
simple “No mam, I don’t think so” and went back to assisting the other customers. She aggressively cut in front of 
the customer at the counter, but then very politely asked if she could have a bag. I obliged (if only to get her to walk 
away) and in that moment, I became the hardened criminal you see before you today, walking amongst you all. She 
reached into the donation jar, grabbed as much as she could, threw it all into the bag that I GAVE HER and ran 
out the front door. The slick Clyde that I am, absolutely panicked. I immediately screamed at the top of my lungs 
to the owner all the way across the very populated tiny store “SOME LADY TOOK THE MONEY!” and we both 
ran out after her. In hot pursuit, it took this “former criminal turned rookie detective” about 10 seconds to locate 
and apprehend the suspect, just as she was trying to hop onto her getaway vehicle, a child’s bicycle. 

I’d like to say that I hung up the cape and retired from vigilantism that day, but then I wouldn’t have caught 
“The Earring Thief” later that summer. Still, here I am with no detective’s pension, waiting for my “Key to the City 
Ceremony”. Meanwhile, my brother continues to harass me about why I didn’t “cut him in on the action.”

THE 
HEIST

BY ANDREW MILLER

Two men in my family used to sit across from each other in the living room 
They would trade quips and push each other’s limits 
All us bystanders would chuckle, roll our eyes, slink away lest we be pulled in 
Today, both those men hang as portraits in the “living” room 
The daily battle of wits has ceased but their presence has never been more palpable 
Why is it that we can glean the essence of others more strongly in their absence? 

Their physical shrouds, the noise of their being 
The clatter and chaos
The sharp words and short tempers
The lack of social inhibition 
Obscures and clashes with the person you love 

Distance gives us perspective. 
Death is the ultimate distance. 
Death gives us the ultimate perspective. 
Why does it have to be like that? 

My grandfather was so earnest 
He would beg family, friends, anyone he met at his doctor’s appointments
To come *bless* our home 
It was a sacred thing for him to receive a guest with care
He never cared that people would think he cared too much
Called too much 
Pleaded with them to take just one more sweet too much 

Why am I so worried about being “too much” for people? 
Because all the love in the world squeezed into every minute till it explodes
Doesn’t feel like enough the moment they’re gone 
Who sets the threshold for “this is enough”? 

Don’t miss the chance to cherish people 
In all their complexities when they’re with you
In death, the essence of who they were becomes so clear
You crave every flavor of them 
Not just the sweet, creamy belly laughs
Or the pervasive rich aroma of prayers sung at dawn with heart-wrenching conviction 
But the proud fiery green chillies of “I don’t need your help” that bring tears to the eyes
The rock hard exterior of nuts, traditions, that will break your teeth if you chomp down too hard  
The dry, crackly reality of aching bones searing over wide open flames of souls.

REFLECTING ON A SEASON OF LOSS
BY BRINDA RAVAL

ISIDORA MONTEPARO - “AT REST”

ARTIST -  ASIM AHMED 

ASIM AHMED - "REFLECTION"
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FRAGILE X 
SYNDROME

Abstract
Fragile X syndrome is of rising maternal public health con-

cern. Fragile x syndrome is an inherited form of learning disa-
bility which was discovered in the late 1970s. It was discovered 
by cytogenetic detection of an associated fragile site on the X 
chromosome. Fragile x syndrome makes clinical diagnosis dif-
ficult as it is associated with subtle physical features and few 
medical problems. There is no known cure, and treatment plans 
consisting of behavioral interventions are the most effective for 
living with fragile x syndrome. Future better future treatment 
care plans, there needs to be in-depth research surrounding the 
social determinants of health fa1919ctors, which can affect a per-
son who has fragile x syndrome. As well as how having fragile x 
syndrome makes one more vulnerable to other chronic illnesses. 
Background:

Fragile X syndrome is one of the most commonly known 
inherited causes of intellectual disabilities. Both males and 
females who have fragile x syndrome exhibit a wide range of 
intellectual ability and may have various degrees of behavio-
ral, emotional, social, and learning difficulties. “In 1991, the 
gene responsible for FXS was identified on the X chromosome 
and named fragile x mental retardation 1 (FMR1 gene)” (3). 
By definition, Fragile X syndrome is a genetic disorder, which 
means there are changes to the genes in a person. Fragile X syn-
drome is caused by a change in the fragile x mental retardation 
1 (FMR1) gene. Fragile X syndrome and fragile x syndrome-
associated disorders are caused by a trinucleotide repeat (CGG) 
expansion mutation, which occurs in the promoter region (exon 
1) of FMR1. “Affected individuals with the full FXS mutation 
have > 200 repeats. When the full mutation is present, FMR1 
methylation occurs during gestation, which causes silencing 
of gene transcription” (3). “The FMR1 gene usually makes a 
protein called fragile x mental retardation protein (FMRP)” 
(3). Fragile x mental retardation protein (FMRP) is needed for 
there to be healthy brain development. People who have Fragile 
X syndrome are missing this necessary protein for proper brain 

development. Other people who have fragile x-associated disor-
ders have changes in their FMR1 gene but make some protein 
for brain development. Fragile X syndrome affects both females 
and males. It is seen that females have milder symptoms when 
compared to males. “The exact number of people who have 
FXS is unknown, but it has been estimated that about 1.4 per 
10,000 males and 0.9 per 10,000 females have FXS” (1). It affects 
almost twice as many males as it does females. However, it is 
shown that four times as many females appear to be carriers of 
the altered gene when compared to males. “1:250 females and 
1:1000 males)” (1). Most males who are diagnosed with fragile 
x syndrome have an intellectual disability. It is seen that a small 
number of males have less impaired function due to methyla-
tion patterns or mosaicism. “In females, FMRP levels depend 
on the X activation ratio or the percent of cells expressing the 
normal allele on the active X chromosome resulting in a range 
of normal intellectual ability to moderate intellectual disabil-
ity” (1). Fragile X Syndrome has also been found in many major 
ethnic groups and races. 

Scientists over the past two decades have made significant 
advancements in identifying and describing cellular, genetic, 
and molecular underpinnings of Fragile X Syndrome. These 
significant advancements help to make there be a more pre-
cise diagnosis of the condition. The current challenge at hand 
is to move from focusing on accurate diagnosis and make sure 
there is public health action in regards to Fragile X Syndrome. 
To ensure there is appropriate public health action taken it is 
required there be a better understanding of the natural history 
of Fragile X syndrome, clear description on how the complex 
conditions can affect the individual diagnosed and their families, 
and the identification of studied interventions and treatments 
which will lead to better health outcomes. Learning about the 
lifespan of those infected by Fragile X syndrome from a clinical 
aspect, family aspect, caretaker aspect, it will help as we design 
both treatments and services to provide the best optimal care. 
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 Signs & Symptoms
There are various signs to look out for to see if one may 

have Fragile X syndrome. Starting from a young child, one can 
start to notice if the child has developmental delays such as not 
walking, not sitting, or talking around the age of other chil-
dren the same age would. Another sign to look out for is learn-
ing disabilities and trouble learning new skills. Moreover, one 
can look for social and behavioral problems as well. These signs 
include the child not making eye contact, having trouble paying 
attention, having anxiety, acting and speaking without think-
ing, hand flapping, and being very active. “Fragile x syndrome 
is characterized by moderate intellectual disability in affected 
males and mild intellectual disability in affected females’’ (5). 
It is seen that males who have fragile x syndrome have some 
degree of intellectual disability, which can range from mild to 
severe. It is seen that females who have fragile x syndrome can 
have normal intelligence and some degree of intellectual dis-
ability. “The physical features in affected males are varied and 
may not be obvious until puberty” (5). An example of the physi-
cal features affected includes a large head, long face, protrud-
ing ears, prominent forehead, and chin, loose joints, low mus-
cle tone, flat feet, frequent ear infections, heart problems, and 
crossed eyes (strabismus). Autism spectrum disorders can also 
occur and is frequently seen in people with fragile x syndrome. 
The autistic behaviors which could be displayed include hand 
flapping, poor eye contact, or self-stimulating behaviors. Lastly, 
motor and language delays can be present and become more 
apparent over time.
Screening, Testing, and Diagnosis

There has been established population-based screening pro-
grams for several genetic conditions in newborn, preconception, 
and in prenatal settings. “Specific criteria, such as those devel-
oped by the World Health Organization, are available to pro-
vide guidance on which conditions are suitable for screening” 
(4). Early diagnosis starts when a child is young. The diagnosis 
of fragile x syndrome happens when the young child is approx-
imately three years old of age. The child should show signs of 
delayed or absent speech. Other signs and problems that can be 
recurrent in children before the age of 2 years include delayed 
motor milestones, hypotonia, poor eye contact, hand flapping, 
delayed motor milestones, frequent emesis, and irritability. “The 
behavior of boys with FXS typically includes attention deficit 
hyperactivity disorder (ADHD), with significant impulsivity 
and anxiety, as well as behaviors that include repetitive lan-
guage, hand biting, hand stereotypies, rocking, and sometimes 
headbanging” (8). Having these behaviors combined with lan-
guage and social deficits can lead to the diagnosis of an autism 
spectrum disorder (ASD) before the diagnosis of fragile x syn-
drome. “Approximately 30% of boys with FXS meet the diag-
nostic criteria for autism, and these children have the lowest 
developmental and adaptive behavior scores of those with FXS” 
(8). Children who are diagnosed with fragile x syndrome are fre-
quently described as being hyper-aroused, which is an imbalance 
of the excitatory and inhibitory synaptic pathways. Relatives to 
the child being diagnosed with fragile x syndrome may also be 
at risk of having children with intellectual disabilities, and it is 
advised they seek out genetic counseling. By conducting other 
clinical observations that may also reveal the FXS phenotype. 
“Sometimes a family history of ID, ASD, neurological problems 
(such as tremor, ataxia, or dementia in one of the grandparents), 
or early menopause (before 40 years of age) will lead the clini-
cian to diagnose FXS in the family” (8).

To test to diagnose if one has fragile x syndrome, DNA 
has to be taken by conducting a blood test. A doctor or genetic 
counselor can order the test. The testing can help to find if there 
are changes in the FMR1 gene, which can lead to the develop-
ment of fragile x associated disorders. Moreover, there may be a 
need for a late diagnosis in older patients. These older patients 
are those who may have undergone genetic testing before the 
1991 discovery of the FMR1 gene, or the patients may be show-
ing a mild form of the disease showing atypical symptoms. 
“Occasionally, individuals with fragile x syndrome were insti-
tutionalized in their adolescence or adulthood years, without a 
subsequent diagnostic study to find the cause of their intellec-
tual disability” (8). Reasons why proper screening and diagnos-
ing is urgently needed. 

To improve the screening policies and criteria, it would be 
effective to see if women early in pregnancy can be tested to see 
if they have the pre-mutation or full fragile X mutation. The 
diagnostic testing could then be followed out on fetal cells to 
help with identifying fetuses that transitioned to the full muta-
tion. “Prenatal screening would be restricted to pregnant women, 
because normal transmitting males do not give rise to offspring 
with the fragile X phenotype and because full mutation fragile 
x males rarely have children” (4). If a pre-mutation is identified 
in a woman, she will be offered DNA and amniocentesis test-
ing to determine the fragile X genotype of the fetal cells. There 
is no effective treatment for the mental retardation associated 
with fragile x syndrome, but prenatal screenings for the disorder 
allow the parents to have the option of selective termination of 
affected fetuses. This would be an act of secondary prevention.  

A diagnosis of fragile x syndrome can be of help to a fam-
ily as it will provide reasonings as to why their child is having 
intellectual disabilities and behavior problems. This allows the 
family and caregivers to learn more about fragile x syndrome 
and be able to help the child to reach his or her full potential. 
The results of the DNA tests can affect family members and 
raise issues, to help eliminate this; It is advised to consider hav-
ing genetic counseling before getting tested.
Treatment

Currently, there is no successful treatment available for 
fragile x syndrome. Treatment services can help those infected 
by fragile x syndrome learn essential skills. These services can 
include and are not limited to learning to walk, talk, and interact 
with others. For additional treatment, medicine can help as well. 
Medicine can be used to control some issues, such as behavior 
problems. For the best optimal treatment plan for people who 
have fragile x syndrome, parents, and healthcare providers have to 
work together in one accord and be involved through the treat-
ment plan and support one another. This team of support can 
also include teachers, childcare providers, coaches, therapists, and 
other members of the affected family. “The direct medical and 
social costs associated with the lifetime treatment and care of a 
mentally retarded person are estimated to be between one and 
four million dollars in the United States, depending on sever-
ity” (6). These costs may raise issues for those diagnosed with 
fragile x syndrome and their families. By taking advantage of 
all the available resources, it will be an aid in helping to make 
sure they have a successful treatment plan.

It is reported that reducing sensory and anxiety issues will 
help to reduce challenging behaviors that some children with 
fragile X syndrome have. It is suggested in several case studies that 
the use of behavioral principles such as positive reinforcement is 
effective. "Behavioral interventions can be effective for children 

with FXS through the development of individualized multicom-
ponent intervention plans implemented by parents and sup-
ported by professionals” (7). Moreover, few studies have exam-
ined educational or cognitive interventions for individuals who 
have fragile x syndrome. It was found that learning strategies 
that incorporate visually based experiential or holistic learning 
were most successful among young children who have fragile x 
syndrome. “A recent case study found a combination of early 
pharmacologic treatment combined with intensive educational 
interventions resulted in improved behavior and normal IQ in 
2 young children with FXS” (7). These intensive interventions 
include memory and cognitive games, which visualized math 
tasks and supplemental occupational therapy, social skills train-
ing, and speech-language therapy. “Pharmacotherapy is fre-
quently used as a primary intervention to target specific symp-
toms for individuals with FXS (7). For the neuropsychiatric 
symptoms of those diagnosed with fragile x syndrome, there 
are guidelines suggested for treatment that involve the use of 
stimulants or selective serotonin reuptake inhibitors, and they 
work to decrease hyperactivity, psychiatric symptoms, and cog-
nitive deficits. 

Another option for treatment includes early intervention 
services. Children from birth to 3 years old can benefit from 
early intervention services and learn essential skills. These ser-
vices are an aid in helping to improve a child’s development. A 
child does not have to be diagnosed with fragile x syndrome to 
be eligible for services. Each state has an early intervention sys-
tem in which children can seek enrollment to be provided with 
these services. Once in the early intervention system, the child 
is eligible to have an evaluation. If treatment is needed for lan-
guage delays, speech therapy is offered and often does not need a 
formal diagnosis to be obtained. Early intervention is an impor-
tant treatment option as well as treatment services at any age. 
Public Health Recommendations

The identification and treatment of fragile x syndrome are 
of high public health importance. The information presented 
provides an understanding of fragile x syndrome as well as its 
screening protocols and its lack of inefficient treatment options. 
There is a wealth of information and research did in regards 
to fragile x syndrome, but much work is needed to support 
affected individuals and families fully. There are areas in which 
we have current limited knowledge in regards to fragile x syn-
drome. These areas include the prevalence estimates for the full 
mutation lack precision, no large scale population-based study 
on fragile x syndrome available, and data is unknown about the 
sociodemographic characteristics of fragile x syndrome popula-
tions. Furthermore, there is not any adequate data in regards to 
fragile x syndrome variability among ethnic and racial groups. 

The medical problems and physical features associated with 
fragile x syndrome are already well documented. What is lack-
ing is the public health issues that are related to fragile x syn-
drome. These public health issues that have little research include 
details on health disparities, access to preventative care, health 
promotion activities, and healthcare decision making. The rate 
of communication of health information relevant to individuals 
affected by fragile x syndrome is also lacking. There is also lit-
tle data on the prevalence of noncommunicable diseases among 
individuals who have fragile x syndrome. Data is needed on the 
prevalence of noncommunicable diseases as well as how it com-
pares to other intellectual and developmental groups and also 
compared to the general population. “There is a shortage of evi-
dence regarding service use, intensity, or efficacy for school-age 

and preschool children with FXS, including special education 
eligibility and the types of educational services most commonly 
provided” (7). If we had the evidence, we could use the infor-
mation to develop more precisely targeted treatment options. 
It is currently very challenging to conduct high-quality inter-
vention studies that target specific behaviors since individuals 
with fragile x syndrome are located in broad ranges. For future 
intervention research, there needs to be more research done on 
the efficacy of treatment plans. Finally, the use of behavioral 
interventions and medications in the first year of life needs to 
be examined. As well as the efficacy of large scale screening such 
as newborn screening. With the results from the research, it will 
help public health professionals in the future push for resources 
to be taken by those affected early on with fragile x syndrome. 
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Item 30 of Too Many
Question Id: Doesn’t Matter

A 25-year-old female medical student G0P0 (gravitas 0 parachutes 0) presents to your office complaining of 6 months 
of headaches, decreased motivation, and a recent growing obsession with Antoni from Queer Eye. She has a history of 
scoliosis, sneeze attacks in the library, and attracting people with her sharp wit and amazing hair. Past Medical History 
significant for a booboo obtained while razor scootering, status post treatment with Scooby Doo Band-Aid. She has 
a paternal uncle with Lame Pun-itis and a cousin with beady eyes. She states that she no longer enjoys morning jogs, 
going out with her friends, or making TikToks about the fools she encounters on dating apps, but would rather just 
assume a cozy burrito blanket position in bed with her 2 cats all day. Temperature is 37 C (to us silly Americans, it’s 
98.6F), blood pressure is 120/70 mm Hg, pulse is 103/min, and respirations are 21/min. She tells you her tachycardia 
and high respiratory rate are reflections of the hot lady nurse who just stepped out. During the evaluation she is teary-
eyed and weeps with the gentleness of a beautiful woodland nymph. You discover this is because she is hiding an onion 
in her hoodie. She tells you, “School is too overwhelming. I don’t feel like I belong here. I’m worried I’m depressed.” 
Which of the following is the best response?

A. “Same.”
B. “Why the onion?”
C. “Do you have any thoughts of harming yourself?”
D. “Ew, why did you enjoy jogging?”
E. “How did you like the newest Queer Eye season?”
F. “Wow, your case sounds like a weird UWorld question.”
G. “Sorry, don’t know what’s wrong with you. That’ll be $825.”

*Long frustrating explanation about why the answer that should be correct is not.*

TEST MODE
By Marisella Garcia

Artist - Gihad Abdelhady

By Sara Heide

Each dawn turns down to close of day 
Tomorrow there’ll be less who stay 

So life turns into dust and air 
White rooms fill then with hug and prayer

But with each dawn and close of day 
Bodies may leave but souls will stay

The hole will shrink in the bleeding heart
That yearns for those who did depart

Then smiles replace the fallen tears 
Of memories throughout the years

And so they live in those they knew 
Felt in sunrise and morning dew

Their life preserved on a contented face
A print on the heart cannot efface

End-of-Life Care

The World is at War
By Sarriyah Hanif 

Soldiers are on the frontlines, ready for battle
Their weapons are ready to fire
They head into combat knowing that casualties are inevitable 
They try not to look around because everyone’s faces are laced with fear 
People are scared to leave their homes, fearful of the battle taking place outside 
their doors
Soon, the ammunition starts to run out
People fear they will be unable to protect their loved ones 
Food runs low, shelves are empty
The battle rages on and the soldiers try their best to save everyone around them
 
Except…
There are no soldiers; only doctors, nurses, healthcare workers and essential staff
There are no weapons; only N95 masks, gowns, and gloves
There are no winners; just mitigation of the damage
Doctors struggle to decide who gets placed on a ventilator
They are forced to decide who lives and who will not take another breath
They entered a field with vows to do no harm, and they are torn and worn out
But they keep fighting.
Grocery workers, delivery workers, janitorial housekeeping staff, no one catches a 
break
They leave their homes knowing they face danger the second they walk out the 
door
But they are fearless and they are heroes 
 
The world is at war with an invisible enemy

Artist - 3rd_e.y.e. Submitted by Sarriyah Hanif

Artist - Rebecca Nguyen
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I scream black lives matter,
They call me a racist.
I scream black lives matter, they shut me down with statistics
I scream black lives matter, 
Then suddenly people chant from the rooftops
“All Lives Matter,” as if it ever mattered to them before.

Yet suddenly all lives do matter to them. 
The sp*cs, the immigrants “stealing their jobs,”
The homeless,
The poor, starving kids in Africa, 
The Jews,
Those asians they decide to just call Chinese because
“Hey, they all look the same, am I right?”
Those terrorists *ahem* I mean Muslims
The fags. 
They all suddenly matter to you right?
Or do all those lives seem to matter to you
When you don’t want the black ones to?

Now, I’m not going to stand here and preach
How the black life is superior to others, 
Because Lord knows that’s not even half a truth
And I’m not going to stand here and call every white person a racist
Because that’s far from the truth too.

But when I stand here and say black lives matter, 
There’s an automatic disconnect.
I saw half of your faces from the sh*t I just said
So imagine 80% of America laughing at a black man
With a gun to his head.

I mean that’s how I imagine people’s reaction
When they say another Eric Garner is dead.
You sit and watch the news and thank God 
It’s not you, 
Because you know that deep down that could never be you
That could never be your father.
That could never be your uncle.
That could never be your cousin.
That could never be your brother.

When I Say Black Lives Matter...
By Marissa Mann

Yet, I know that could be mine.
So, when I stand here and say Black Lives Matter,
I’m not preaching for some radical movement.
I’m not thinking my race is better than yours.
When I stand here and say Black Lives Matter,
I say it because I know I could be the next Sandra Bland
I say it because I know my mother could be the next Sandra Bland
I say it because I know all my brothers and sisters who share the same 
complexion as me
Could be the next Sandra Bland
Yet all my brothers and sisters who bleed the same color blood as me
Could seem to care less
Because “thank God it’s not them”

So when I stand here and say Black Lives Matter, 
It’s more of a plea of  “please show that we matter to you.”
That black boy with his pants hanging low rapping
N*gga this and n*gga that,
Please show that he matters.
That only black girl in Harvard Law’s graduating class of 2018,
Please show that she matters.
That black woman with two baby daddies, 
one in the penn. and one who’s M.I.A, basically dead,
Please show that she matters.
Because when they get stopped by the police, 
They all share the unshakeable grief,
That this may be their last time ever breathing in this world again.

Now I’m not going to sit here and front,
That I’m not one of those nappy headed n*ggas
Singing “F*CK THE POLICE”
“She preaching about equality but can’t respect her authority?”
Well I’m going to be honest with you,
I can’t find the respect for the authority who lays their eyes on a mi-
nority
And automatically see them as a “threat”

Again, it’s that disconnect.
But how do you fix a system that’s been broken
Long before it was even a system,
A country built on genocide and the later generations’ regret?

PHOTOS BY ROSEMARY TREWIN
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Our country will always be a discombobulated mess,
If we let this lingering hate manifest
Blaming all Muslims on 9/11,
Terrorizing homosexuals because love is that foreign of a topic, 
Kicking out immigrants just seeking a better place to call home,
Stereotyping Asians because their vast cultures are too much for our 
dome
We let this selfish hate manifest 
To where a black life means nothing as long it’s not your own

So how do you fix a system that’s been broken?
You can stand with me and say Black Lives Matter
Because every life in this country should matter to its people,
Whether it’s Black, White, Latino; young or old.

Screen Time
By Terry Park

Artist - Isidora Monteparo, “Half Of My Heart”PHOTO BY ROSEMARY TREWIN

From leagues away, with you I converse.
Though our plans were canceled, I can see your face.

We laugh in delight, spending time reminiscing,
About years gone by, despite present distance and space.

On the small screen I can see your curly hair.
But surely this is no touch screen, for I cannot hold you,

Cannot feel your weight in my arms, nor your hand in my hand.
So close, yet so far! We can no longer meet like we used to.

We chat for the holidays, showing our tables groaning with food.
Your eyes light up as we gush and begin storytelling.

We wish each other good fortune and health, a stinging reminder,
Of the ever-looming threat, which keeps us in our respective dwellings.

We chat again, about the news that I heard.
Your eyes seem dimmer and hearing weaker.

But your voice is strong, and hope held stronger,
As we promise future feasts, my voice barely heard through the speaker.

As the sun sets and tide flows, we cannot hold back time.
Rage, plead, weep as we may; There’s naught we can do to change fate.

On a warm, sunny day you passed on,
Carried by a gentle breeze, up to the pearly gates.

All I have is the memories, your lessons and affections,
Your melodic voice and your perfume in the air.

I am who I am, thanks to your kindness and love.
I choose to celebrate our time, rather than over its shortness, despair.

Thank the heavens we were able to talk,
To see your face and hear your voice once more.

I have treasured memories of you, lasting and sweet.
May we overcome this pandemic soon, may the world be restored.

PHOTO BY ROSEMARY TREWIN
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Reminder
By Gillian Hecht

I’m thinking about what this year has done to my humanity
I never saw myself as frigid or unfeeling before 
Cerebral? Sure. 
Thoughtful? Often.
Robotic? Quiescent? Never. 
yet here I sit, unsure of almost everything. 
prepared for the solitude of safety.
well, the illusion of safety.
When did I become afraid of the world?
When did my doubts, even in the face of almost-certainty, become so looming?
What happened to my humanity? To my will to fill my life with warmth and love?
I tell you I’m afraid I’ll never find it again. That my life will go on, 
eternally cold and calculating and unbearably calm. 

I tell you that I need you to give me certainty. It’s all I can comprehend right now.
But you don’t.
I ask you to see me for the ounce of humanity I have left - the tears I cannot stop crying - 
yet you refuse.

If my last drop of humanity is unrecognizable, is it really still there?
If my last drop of humanity is a tear, why do I even want it anyways?

But I find myself clinging to the tears. Rubbing them into my cheeks. Letting them stream 
into my mouth.
I feel them. 
They remind me I am still feeling. 
Humanity encased. In hiding.
waiting for unbounded sanctuary, absolutism;
trying to learn that absolute does not exist
trying to remember there’s beauty in chaos. in platitude, too. 
Who will I be when all of this is done?

8pm 
By Rebecca Nguyen

It was 8pm and this patient had a particularly difficult  NG tube placement.  He 
couldn’t  speak and was not happy about our efforts to place the feeding tube. 

And then there was me. Scared.  An accessory to the team at best .  My job was to 
hold down his arms because he kept trying to pull out the tube.  A hand applying 
pressure at the wrist  met resistance and distress .  I  moved to hold his hand 
instead and felt  him relax.  He squeezed my hand lightly and I rubbed my gloved 
thumb over his . 

I was there,  connected with this man who was so afraid and so uncomforta-
ble,  stuck in this alien place.  I only offered another human hand to hold his . 
Anyone could have done it ,  but someone needed to do it . 

All of the chaos of the universe and clerkship scheduling had put me there to do 
what any person could.  Right then, this man did not need my skills ,  my story,  or 
any of the countless facts that I had burned into my brain.  He just needed me, 
as a person, to be with him. To be scared with him. To see him. It  could have 
been anyone, but it  was  me. 
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T H E  U P P E R  E A S T  S I D E  V S  C E N T R A L 
H A R L E M :  W H A T  I S  R E S P O N S I B L E  F O R 

T H E  D E R M A T O L O G Y  D I S P A R I T I E S  T H A T 
S H A P E D  T H E S E  C O M M U N I T I E S ? 

B Y  Z A K I Y A  M .  C U S H  &  J E F F R E Y  W E I N B E R G ,  M . D

ABSTRACT 

Despite the paucity of dermatology 
practices in the Central Harlem (CH) 
community in Manhattan, very few 
studies have been done to understand 
this occurrence. This ecological study  will 
identify factors such as, geographical 
location, race, socioeconomic status, health 
care and  medical education, as reasons why 
there is a disparity between the dermatology 
services in the CH  community versus the 
Upper East Side (UES) of Manhattan. From 
May to July 2019, the patient  population 
in the Central Harlem dermatology practice, 
Uptown Dermatology, was observed and  in 
this time frame 20 patients were seen at 
the site, during the research hours, which 
amounted to  60 patients a week. In this 
time patients would remark that their 
community lacked dermatology  services. 
Thus, it was reasonable to hypothesize that 
there were social and health disparity factors  
that attributed to this sentiment among 
patients, and this project aimed to identify 
those  contributing disparities. 

Thus, examining the difference in the 
neighborhoods as a mediator, it is clear 
there is a need  for increased dermatology 
practices to CH, as not catering to the 
clinical needs of a community  can be 
detrimental to the public health and welfare 
of its residents. Therefore, initiatives 
like:  improved medical education among 
dermatology residents, dermatology 
outreach, accepting  public insurance plans  
in CH, incentives to open dermatology 
practices in CH and free  dermatology clinics 
can be developed to help close this disparity 
gap.
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I think that if I could take medical school now and do a do-over with my perspective, I would so much 
more appreciate some of the foundational sciences and how important it is to have some of those concepts. 
I don’t know that anyone knows what the right balance is. There are lots of opinions and there are lots 
of schools that have gone to a year or year and a half of basic science. I don’t know what the right answer 
is. But I do know that there are so many pressures on students, even when they get into clerkships to be 
able to enjoy your clerkship, to say, “wow, I may not be an OB GYN, but I’m gonna make sure I deliver 
a baby.” And meanwhile not worry all the time about a shelf exam.

And I would love for the fourth year students to be able to not have to check boxes off and feel as if they 
have to meet someone else’s expectation, but that they can really try to be the holistic doctor that they 
want to be. Since the chapter was founded at New York Med, I’ve been a huge proponent of humanism in 
medicine. I think that the doctor-patient interaction is the core of everything and I think we sometimes 
lose it. And so I see it as part of my goal to make sure that I spend time trying to lead by example and 
try to incorporate many of the basic scientists into conversations about, “so how do you think we should 
approach this?”And, you know, I would say one thing about New York med. I think students say it all 
the time. I’ve been at several different institutions, but there’s really a deeply rooted community here. The 
students love being with one another. And I think the hardest part about this pandemic is that the faculty 
also love being with the students, and we haven’t had in-person opportunities for a really long time. 

Q: WHAT WAS YOUR EXPERIENCE THIS PAST YEAR WITH COVID AND TRANSITION-
ING TO A VIRTUAL CURRICULUM?

A: It’s been an interesting ride because every senior administrator in a medical school is reinventing the 
wheel at the same time. And I think that the challenge that we had in New York was that everything was 
happening so fast and other schools in the country really weren’t going through it. Yes, the students were 
put on pause as well, but we were put on pause and people were dying around us and we needed to think 
quickly. 

We also relied on our colleagues outside of the institution. So for me, I connected with the curriculum 
deans group and they started having meetings every week. It was a time when we could allow ourselves to 
say we don’t know and express how uncomfortable we are.  So each of us decided to split up into different 
communities and our task forces tried to see how we can get the brightest minds across the country to 
create policies and procedures. By doing so, I realized that we had this great community of sharing.

Q: THIS YEAR’S THEME FOR QUILL AND SCOPE IS THE LABYRINTH. HOW DO YOU MAKE 
A DECISION WHEN YOU DON’T KNOW WHAT THE END OF THE ROAD LOOKS LIKE? 

A: How do you navigate the maze? You start by admitting that it’s okay not to be perfect and it’s okay to 
admit that you might not know all the answers. But, if you’re willing to learn and willing to partner with 
others, you can get a lot further. There are always challenges, but learning how to  not immediately answer 
the challenge or fix the problem, and instead slowing down and listening can help you do something that 
is more meaningful and beneficial. 

INTERVIEW CORNER: DR. 
KOESTLER

Q: HOW DID YOU END UP IN MEDICINE? DID 
YOU ALWAYS WANT TO BE A DOCTOR?

A: I knew that I wanted to be a doctor from kindergarten. 
There’s no one in medicine in my family, and I grew up 
with little means. I grew up in Brooklyn, New York. My 
dad was a postman and my mom was a teacher who was 
home with my brother and I, while we were growing up. 
I continued through public school all throughout education. One of the things that inspired me is that 
I grew up in schools that were very diverse. And that was just really meaningful for me. I was inspired to 
pursue science really early. I couldn’t understand why everyone else didn’t want to do that. After graduating 
from high school, I entered a seven year medical program at Union College and Albany Medical College 
again, because I just thought, why, why would that not be the pursuit for everybody? 

I’m so incredibly fortunate to have such a supportive family. I think it was shared with the community 
that over this COVID pandemic I lost three family members, both my dad and my father-in-law both 
to COVID and my mother-in-law to cancer, all in the span of less than six months. I think that that has 
been an interesting process to deal with, being in medicine and family being so important to me. As an 
entire family, we were forced to really step back and reimagine what we were doing. My family has always 
been so supportive of what I’ve been doing. I think that this weird COVID pandemic has helped a lot of 
people reflect on a lot of things. 

Q: HOW DID YOU DECIDE TO BECOME A PEDIATRICIAN?

A: I decided after Albany Med to pursue a residency in internal medicine and pediatrics. You have to be 
really passionate about the study of medicine and a little crazy, because it’s actually taking two residencies 
and combining it into four years. That was also the residency that Dr. Ludmer pursued, we were in the 
same program. From early on, I wanted to be a pediatrician, and I thought that medicine was all about just 
being with kids. I didn’t really understand the difference between enjoying being with kids and managing 
sick children and their families until I was a medical student. I had some very compelling experiences 
during my pediatric rotation, where a patient of mine was in a mentoring program that we had as medical 
students, and she died. And that was a pretty life-changing experience for me. 

Q: WHAT DO YOU THINK IS MISSING IN MEDICAL EDUCATION RIGHT NOW? 

A: I would love medical education to be able to get to a place where there is more of a balance between 
some of the external pressures that students face with USMLE exams and getting into residency. I wish 
some of that pressure could be taken off for them to be able to more fully be immersed in realistic patient 
scenarios, so that they’re appreciating much more of the structural determinants of health and gaining 
more of the practical skills. I mean, truly appreciating the time of being able to lay hands on a patient and 
interview them and appreciate the magnitude of that situation without the pressures of studying for the 
basic science exam or step exam. 
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Q: IN THE GREEK MYTH OF THE LABYRINTH, THE HERO IS GUIDED OUT OF THE MAZE 
BY ARIADNE’S STRING. IN YOUR LIFE, WHAT IS THE STRING? WHAT’S THAT GUIDING 
FORCE WITHIN YOU THAT HELPS YOU MAKE YOUR DECISIONS FOR YOUR LIFE?

A: It is sort of my principles. It may sound trite, but I found my soulmate in college and the way we ap-
proach life and raising kids is by choosing compassion first. We check in with one another. Growing up as 
I did provided this perspective that has given me so many benefits. I was always very grateful for the things 
that I was afforded and it ties into how we’re raising our kids. We feel fortunate, we loved our home and we 
just to try to think of doing the right thing.

Q: WHAT ABOUT IN YOUR PRACTICE?

A: Those principles guide me in medicine too. I love my patients. I love practicing medicine and the rela-
tionships with kids, adults, and families that I’ve sort of collected over time are meaningful. I guess I’m a 
storyteller, but I was an English major with a Bioethics minor in undergrad. My Ariadne’s string is just trying 
to find and think about what’s right. That’s both from sort of a philosophical and bioethical stance. 

I’ve tried to balance the doing because I’m just a doer. I like to fix problems and I like to create curriculum. 
I like to do things. Butt I think that my job is particularly challenging, because there were more important 
things at stake, right. There’s 200 plus medical students a year who I am tasked with helping them become 
outstanding doctors that I want to bring my family members to. 

Q: IT CAN BE DIFFICULT FOR STUDENTS TO SEE THOSE BENEFITS AT THIS STAGE IN 
OUR CAREER. IT IS NICE TO HEAR YOU SPEAK ON THEM.

A: That’s the hardest part about medicine. Students are making choices about what careers they want to do 
for a lot of different reasons. And for me, I don’t know that I knew I would go into medical education in 
medical school, we didn’t have an area of concentration at that time. I knew I loved taking care of kids and 
adults and I wanted to help kids and adults manage their health through primary care interventions. I did 
that and I found leadership.  Maybe if I really looked harder, that was something that was in me the whole 
time through different experiences that I had even in high school and the leadership roles that I had then, 
but I didn’t know how that would translate. You have to love what you’re doing because there’s so much time 
and effort that you put into it.

Now, you can go into any field and eventually choose a pathway within the field. And for me, academic 
medicine was the right “balance”.  I don’t know that there’s any balance in anything anymore. I think that 
medical education allowed me to make meaningful impacts in the lives of hundreds of students, thousands 
of students now over time. 

And it’s an interesting thing to try to explain to your parents what you’re doing when you spend all this time 
and get very much in debt, becoming a doctor, and then you decide to teach. My dad never understood it 
and it was a running joke all throughout his life, just, “What exactly are you doing?”

For me, medical education is not so dissimilar from taking care of patients, it’s just being able to take it to 
another level. That’s where I found my passion and that’s what gets me going. 

Q: AS YOUNG MEDICAL STUDENTS, IT CAN SOMETIMES FEEL LIKE WE ARE THE FIRST 
PEOPLE EVER TO BE TRAINING TO BE DOCTORS. IT’S HARD TO  IMAGINE YOUR EX-
PERIENCED ATTENDINGS EVER BEING IN YOUR SHOES. WHAT WOULD YOU SAY TO 
YOURSELF IF YOU MET YOURSELF AS A MEDICAL STUDENT?

A: Enjoy every minute. Take all the time you need with patients, and know that there are going to be people 
who say that you’re taking too much time. One thing I didn’t learn then was resilience. For most doctors at 
the time, resilience wasn’t a thing, wellbeing wasn’t a thing. I think that I would tell myself to learn habits 
of self care.  Because when you get to be old, it is harder to unlearn bad habits. Self care doesn’t mean the 
same for everyone.

And I think that what’s interesting now when I’m having discussions with students is that there’s a dynamic 
between taking time off and spending time for personal wellbeing and the importance of engaging in the 
moment.  Appreciate when you have an opportunity to learn in person, because no one else, other than 
students who were privileged to be medical students, can have the opportunity to learn it. Just enjoy it,  it 
doesn’t have to be for the test. 

Dig deep into why you’re going into medicine and try to remember that not everything is about Step. It’s 
a privilege to be a doctor it’s an uber minority of people who get accepted into medical school. Appreciate 
that opportunity and  treat it as a gift.
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who is  currently a  third year med   
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lots  of commas.
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again,  or reading f ict ion and history.
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Li l l ian Chiu is  from Brooklyn,  NY,  and has enjoyed 
writ ing s ince she was a chi ld.  Before medical  school , 
she spent several  years in Cal ifornia,  working as a 
writer and doing research.  In her spare t ime,  she 
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Mandy Honeychurch is  a  fourth year medical 
student from Cal ifornia.  She wil l  be start ing 

her psychiatry residency this  summer.  She 
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After majoring in creative writ ing and Engl ish 
in col lege,  Sima Vazquez knew she wanted to 
help make creative writ ing more accessible in 
medical  school .  She loves working on Qui l l  & 
Scope as a Literary Editor because she gets 
to help writers produce a piece that coinci-
des with their creative vis ion.  

Wendy Zhang is  a  recent graduate from 
Stony Brook University and is  now a f irst- 

year student at  Graduate School  of Basic 
Medical  Sciences,  Class of 2022.

Not pictured:  Maya Pandit



Artist - Isidora Monteparo, “Dynamic Equilibrium”


