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FOUR YEARS, FOR OUR STUDENTS IN THE MIDST OF THEIR
medical school training, sometimes seem endless. But then graduation and the
start of their next stage in a lifetime of professional learning propel them into a very
different world of medicine than physicians who preceded them encountered —
lean principles to enhance care, for example, as you’ll read about in this issue. We
congratulate our most recent graduates, including the four on our cover who we’ve
been following throughout their medical school experience, and wish them well as
they continue training as resident physicians at the U-M and elsewhere. We’re confident they will continue the tradition of Michigan graduates who daily make major
contributions to the nation and the world through their patient care, biomedical
research and medical education. We hope you’ve enjoyed our series of articles on
studying medicine in the early 21st century.
Along with pride in our students, I also recognize the importance of their family
and friends who’ve supported them throughout their medical school years.
I likewise appreciate the many benefactors who, through their foresight and generosity, have helped make a Michigan medical education accessible for so many.
At a time of rapidly rising
student debt in medical
schools across the nation, our average student
debt has remained stable
over the last decade in the
mid-$120,000 range. This,
however, still presents a
formidable burden which
we remain committed to
diminishing. It’s what we,
Dean Woolliscroft and
the Michigan family of
student speaker Jessica
Guh at Commencement
medicine, do to support our
newest members.

Published three times a year by the
U-M Medical School and the Office of
Medical Development and Alumni Relations, 1000 Oakbrook Dr., Suite 100, Ann
Arbor, MI 48104, (734) 998-7705,
medicineatmichigan@umich.edu.
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U-M research sparks insights into the
coMpLexities of pancreatic cancer

PAST AND PRESENT
Around 1942, we medical students were
assigned a topic so as to teach us how
to use the medical library and how to

From the Editor
CHRONICLING “OUR FOUR STUDENTS,” AS THEY CAME TO BE
known, has been a joy and an education in itself. Witnessing their growth
— from students with aspirations to physicians with specialties — has been
amazing; hearing what they’ve already accomplished has been humbling.
Their goals are high and their horizons broad. They also are really cool
people who make great company for dinner at Pizza House, lunch at Angelo’s, or coffee at a number of Ann Arbor java haunts.
These four new alumni and their classmates are the faces of the solutions
to future challenges in health care, medical research and education that we
often discuss in the pages of Medicine at Michigan. Here is the intelligence,
the energy, the innovation and drive that will turn vexing challenges into
new ways of working. The optimism through which they view the world is
truly remarkable and heartening, and not born of naivete.
We’ll keep in touch with our four students and let you know how and what
they’re doing from time to time. Their stories, after all, are just beginning.

write an article. My topic was cancer
of the pancreas (“Believing in Hope,”

Rick Krupinski, rkrup@umich.edu

spring 2012). I had difficulty finding
enough subjects to write about.
Now I live in an area with a drawing

essential drug shortages in our country.

power of about 60,000 people. When

Her ending remarks were also very well

I occasionally read the local paper

thought out and a clarion call to M.D.s to

and check the obituaries, there nearly

get on the stick and prod Congress into

always is one with the cause of death

doing something. All other accounts I’ve

listed as pancreatic cancer. To me, this

read have neglected to cite the bills she

seems an astounding frequency.

mentioned. Thank you.

Medicine at Michigan is now avail-

Frank B. Miller (M.D. 1974)
Morganton, North Carolina

app for Apple iPad and iPhone at

I am glad that medical scientists are
researching the epidemiology of this
terrible disease.

Belle Calkins Richards
(M.D. 1944, Residency 1945)
Helena, Montana

CORRECTION
In the faculty profile in the spring 2012
issue (p. 41), we mistakenly stated that
Sundeep Kalantry has an M.D. and was

SWEET EXPLANATION

born in Queens, New York; in fact, he

I would like to compliment Dr. Gundy

holds a Ph.D. and was born in India. Our

Sweet on the article “Falling Short” in

apologies.

WE HAVE AN APP
FOR THAT!
able as a free app. Download the
the App Store, or use your device
to access it directly via the QR
code below. We welcome feedback
on your experience; contact us at
medicineatmichigan@umich.edu.

the spring 2012 issue of Medicine at
Michigan. This is the single best, clearest
explanation of the vexing problem of

Letters to the editor may be sent to
rkrup@umich.edu or to 1000 Oakbrook
Dr., Suite 100, Ann Arbor, MI 48104,
and may be edited for clarity or length.

To opt-out of a print subscription to
Medicine at Michigan and instead
receive e-mail notification when a
new issue appears online, send an
e-mail with your name and address to
medicineatmichigan@umich.edu with
“opt-out of print” in the subject line.
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In the Lab

Cracking the
Virulence Code
U-M research makes
strides in fight
against major
worldwide killer
WHILE ESCHERICHIA COLI BACTERIA
are part of the normal flora of the human digestive system, harmful strains
of E. coli kill 1 million people worldwide
each year and sicken 160 million more.

Gabriel Núñez and
Nobuhiko Kamada

Children in the developing world are hit
hardest, though Western, industrialized
each other, but we’re also gaining

a particularly virulent strain traced to

insights into fighting these infections,”

to be overwhelmed by the infections,”

bean sprouts killed dozens of people in

says Núñez. Research led by the U-M

Núñez says. “That all the mice survived

Germany last year.

duo was recently published in Science

was very shocking to us, but it was

magazine.

good because it showed us that there
was something important that we

trolled by antibiotics, but with severe

The scientists compared the re-

E. coli infections the patients actually

sponse of conventionally raised mice

do worse. Typically you take them to

and germ-free mice — which do not

the hospital, put them on IV fluids

have normal, “good” bacteria living in

expression regulates the bacteria’s

and just pray for the best,” says Ga-

their digestive systems — to Citrobac-

virulence. Early expression of virulence

briel Núñez, M.D., the Paul H. de Kruif

ter rodentium, which serves as a model

genes helps the pathogen out-compete

Professor of Pathology in the Medical

for human infections of enterohemor-

the existing microbiota and establish

School.

rhagic and enteropathogenic E. coli.

itself on the intestinal lining. Then, after

Núñez and postdoctoral fellow

For both types of mice, the C. roden-

didn’t understand.”
The key lay in an island of genes whose

about a week, virulence expression is

Nobuhiko Kamada, Ph.D., are helping to

tium load rises dramatically over the

down-regulated and the bacteria move

unravel fundamental questions about

first seven days. In those with normal

to the open center of the intestine, where

how infectious E. coli interacts with

flora, known as commensals, the infec-

they are eventually competed into extinc-

non-pathogenic E. coli and other mi-

tions drop until they are eliminated

tion — but not before the diarrhea they

crobes inside the gut — which, in turn,

by day 21, while the germ-free mice

cause provides an escape route for some

may lay the groundwork for new clinical

maintain a steady, high load — indicat-

of them, allowing them to leave the body

approaches.

ing healthy gut bacteria are necessary

and seek new hosts.

for the eradication of the pathogen. But

“From the point of view of evolution,

tions about how the microbiota in the

something left the scientists scratching

the pathogen and host shake hands in a

gut and the pathogen try to control

their heads.

very important agreement. The patho-

“On one side you have basic ques-
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“Most bacterial infections are con-
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“We expected the germ-free mice

countries also experience outbreaks —

gen is allowed to multiply, but eventu-

possible to greatly lessen the effects in

ally virulence gets turned off, which

humans by tricking virulence genes into

allows both to survive,” Núñez says.

turning off early.

Protein
Implicated in
Insulin Resistance

The researchers found that chang-

“We are very optimistic. The drugs

ing the balance of dietary sugars can

would simply need to mimic what na-

help tip the scales against the invad-

ture does,” Núñez adds, noting that his

YOU MIGHT WANT TO THINK

ers. They also discovered that when

lab is continuing to study the mecha-

twice before you cuddle up to that

a factor activating the expression of

nisms underlying virulence regulation,

tub of ice cream: U-M research-

virulence genes was missing, commen-

and collaborating with others at the

ers have found new clues to how

sals could out-compete and decimate

U-M to identify potential therapeutic

overindulging in fat can lead to the

the invading pathogen in the early days

agents. —IAN DEMSKY

insulin resistance seen in diabetes

of an infection — suggesting it may be

MORE ON THE WEB

and related metabolic problems.
By tracing the health-damaging
molecular changes set in motion by

New Cell Linked to Treatment-Resistant Asthma

the wrong kind of treats, they found
that a protein known as Bcl10 plays
a key role in the ability of free fatty

STUDYING THE ROLE OF A SIGNALING MOLECULE ASSOCIATED WITH

acids — found in high-fat foods

asthma known as interleukin 25 (IL-25), a research team led by pathology professor
Nicholas Lukacs, Ph.D., and Medical Scientist Training Program student Bryan
Petersen has uncovered a new type of cell — dubbed T2M — which, in a mouse
model, continued to produce inflammation-promoting cytokines in the presence
of steroid medication.
Partnering with U-M allergy specialist Alan Baptist, M.D. (Fellowship 2005), an
assistant professor of internal medicine, the researchers also discovered T2M-like
cells in humans — with higher numbers in those with asthma. Future research will
determine whether the cells are more prevalent in those with more severe, treatmentresistant forms of the disease. The team hopes that the findings, published in Nature
Medicine, may aid in the development of new therapies and better ways of identifying
MORE ON THE WEB
patients at risk for becoming steroid-resistant. —ID

and stored in body fat — to impair
insulin action, leading to potentially
dangerous elevations of blood
sugar. The results, published in Cell
Reports, also revealed that mice
deficient in Bcl10 were protected
from developing insulin resistance.
“We were surprised to learn that
Bcl10, a protein previously known
for its critical role in immune cell
response to infection, also plays a
critical role in the liver’s response
to fatty acid,” says senior study
author Peter C. Lucas, M.D., Ph.D.

AUSTIN THOMASON, MICHIGAN PHOTOGRAPHY

(Residency 2001), associate
professor of pathology. “The study
underscores how very short-term
changes in diet can induce a state
of insulin resistance.” The findings could lead to novel ideas for
treating the increasing number of
patients with metabolic syndrome
and type 2 diabetes. —SK
Nicholas Lukacs

Bryan Petersen

MORE ON THE WEB
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In the School

App-lied Technology

professor of computer and information

Mobile apps aid learning and practicing medicine

a course in game development — and

science at U-M Dearborn, who teaches
his students — Chapman, Judge and
colleagues worked out an initial design.

ONE OF THE GREAT CHALLENGES

Services Manager Chris Chapman have

Maxim’s students did the program-

of medical education is imparting a

collaborated on several projects that

ming. “We performed usability testing

level of practical skills that equals and

use technology to improve learning and

throughout the process,” Chapman adds.

complements the strong didactic learn-

skill acquisition. One of those projects

“Students liked it, and they kept going

ing students get during medical school.

included a Web-based interface for

until they could identify the sounds and

Clinical rotations, patient simulators,

learning heart sounds, providing 24 well-

get a perfect score.”

patient “actors” — even anatomical dis-

known variations to help students learn

section — are among many methods of

to distinguish among them.

teaching these sensory skills, yet gradu-

The heart sound challenge was widely

The Heart Sounds Challenge app was
released on iTunes in August 2011. “We’ve
learned that we’re good at teaching

ating U-M Medical School students have

used but not very portable. With the

science, but less good at teaching skills,”

reported in exit interviews that they lack

iPhone, the smart phone of choice for a

Judge says. But given the success of the

full confidence in their hands-on abilities.

majority of students, Chapman saw the

Web-based version at the U-M, now also

opportunity to bring portability to the

in use at Dartmouth Medical School,

skill-based educational arsenal, merging

challenge, and at the same time ramp up

Chapman and Judge are excited about

learning with convenience as technol-

student engagement by adding game-

the possibilities of the app for anywhere,

ogy continues to provide new avenues

like qualities — a technological world it’s

anytime skill-building.

for reaching students and maximizing

safe to call familiar to most students.

“Using a program like this helped me

Learning to distinguish among the

gain confidence in my ability to use my

Now mobile apps have joined the

learning opportunities. Waiting for a
bus? Why not challenge yourself to

different sounds the heart makes is

stethoscope,” says Erin Strong. “As a third-

learning heart sounds? Your smart

difficult to master. “We needed to create

year student who sees patients, I know I’m

phone is probably in your hand anyway.

an environment where someone would

being judged by the residents on my skills

listen to something over and over, and

as well as the confidence I project.”

Professor Emeritus of Cardiology
Richard Judge (M.D. 1951, Residency

not make it boring,” Chapman says.

1957) and Medical School Media

With the help of Bruce Maxim, associate

The iPhone’s younger sibling, the iPad,
provides residents the essentials needed
for education, patient care and other
functions in the Department of Anesthesiology — the first residency program to
use a paperless environment.
There are apps for patients, too.
and store a full body photographic library,
track detected moles and lesions, access
informational videos and literature, and
fill out a melanoma risk calculator.
—SUSAN TOPOL
For a complete list of U-M mobile
apps, visit mobileapps.its.umich.edu/apps.
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UMSkinCheck allows users to complete

New Leadership for
Emergency Medicine
ROBERT W. NEUMAR, M.D., PH.D., A RENOWNED EXPERT IN BRAIN
damage after cardiac arrest or head trauma, is the new chair of the Medical School Department of Emergency Medicine, effective July 1. Neumar
succeeds William Barsan, M.D., who led the department since its establishment in 1999 and remains on the U-M faculty.
Sujal Parikh

Neumar comes to the U-M from the University of Pennsylvania Perelman
School of Medicine, where he was an associate professor of emergency
medicine and associate director of the Center for Resuscitation Science.

The first annual Sujal
Parikh Memorial
Symposium for Health
and Social Justice was
a global event, drawing
speakers and presenters
from around the world on
March 26 to discuss such
topics as curricula as an
agent of social change, the
concept of health equity,
and innovations in global
engagement. The symposium, co-sponsored by the
Medical School and the
national organization
Physicians for Human
Rights, honors Parikh,
a U-M medical student
who was killed in a motor vehicle accident in
Uganda in 2011 while on a
Fogarty Fellowship. —RK

Along with maintaining an active clinical practice at the Hospital of the
University of Pennsylvania, Neumar conducted extensive research focused
on understanding the mechanisms of brain injury, and developing therapies
to minimize brain damage and improve brain recovery after cardiac arrest
or traumatic brain injury.
Neumar has a 17-year track record of continuous NIH funding and is
certified by the American Board of Emergency Medicine. A fellow of the
American College of Emergency Physicians, he is a recipient of ACEP’s
Award for Outstanding Contribution in
Research.
His appointment
brings Neumar back
to the state of Michigan where he received
his Ph.D. in physiology from Wayne State
University. He received
his M.D. from the
University of Pittsburgh
School of Medicine, and
completed his internship and residency
at the University of
Pittsburgh, as well as
research fellowships at
Pitt and Wayne State.

Robert Neumar

—KG
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In the Clinic

Improving Kidney
Cancer Survival
Partial nephrectomy
may increase odds

KIDNEY CANCER RATES ARE
steadily rising, but research results
have been mixed regarding whether

Ray Tan and David Miller

it’s best to remove the whole kidney
or, when possible, just the tumor. Now
a U-M study, published in the Journal
That recommendation was called

provides new evidence that a partial

into question, however, by a study pub-

nephrectomy in those with early-stage

lished in European Urology at the end

Findings from the U-M study ran

cancer may offer the better possibility

of 2010. The randomized control trial

counter to those of the 2010 study,

for long-term survival.

showed a slight survival benefit with

showing patients with small tumors

radical nephrectomy, but Miller and

undergoing partial nephrectomies had

Society, nearly 60,000 people will be di-

his team felt the study had limitations.

better survival rates: After an aver-

agnosed with kidney cancer this year, a

Since previous observational studies

age of five years, 42 percent of those

majority of them with localized or early-

produced one result and the random-

having their entire kidney removed

stage tumors. David Miller, M.D., M.P.H.

ized trial showed the opposite — and

2
had died compared to just 25 percent

(Residency 2005), assistant professor

represented a significant change from

of patients who had a partial nephrec-

of urology and the senior study author,

the literature — there was an interest in

tomy. “Adjusting for differences in

says that beginning in the 1990s data

exploring the issue further, says urol-

patient groups, these data suggest

increasingly suggested that for some

ogy resident Hung-Jui “Ray” Tan (M.D.

that for every seven patients we treat

patients, removal of the tumor alone

2007), the U-M study’s first author.

with a partial (rather than radical)

could achieve the same cure rates as

U-M researchers undertook an

benefits of the two surgical treatments.

nephrectomy, we could avoid the loss
of one more life,” says Tan.

radical nephrectomy, or removal of the

observational study, but made efforts

entire kidney. That led researchers to

to reduce sampling bias and thereby

consider whether the procedure should

come closer to replicating a randomized

nephrectomy is a more complex proce-

be used even when the remaining kidney

study. In a unique partnership, they col-

dure, with a higher risk of complications,

is healthy, since those undergoing radi-

laborated with health economist Edward

but notes the effects are manageable

cal nephrectomy may end up with worse

Norton, Ph.D., from the U-M School of

and typically resolve within a few weeks.

kidney function in the long run. In 2009,

Public Health, who developed statistical

“If patients can accept the slightly

the American Urological Association

models that helped balance the char-

higher risk of short-term complications,

recommended partial nephrectomy

acteristics of patients in the treatment

we think there could be a bigger pay-off

as the preferred treatment for most

groups. In so doing, the models pro-

in the long-term with partial nephrec-

patients with small kidney cancers.

vided less biased insight than a typical

tomy,” Miller says. —JULIE HALPERT

MEDICINE AT MICHIGAN

Miller acknowledges that partial
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According to the American Cancer

8

observational study about the relative

of the American Medical Association,

Honesty is the
Best Policy

An Ounce of Prevention
A U-M-LED TEAM OF RESEARCHERS HAS SHOWN THAT A SINGLE DOSE

ONCE AGAIN, INNOVATIONS

of anti-inflammatory medication costing less than $3 can help eliminate a

developed at the U-M are helping to

disabling and occasionally deadly complication from a common gastrointes-

change medicine across the country.

tinal procedure.

In April, seven major Massachusetts

Despite decades of research, the trial, published in the New England Jour-

hospitals, along with the state’s medical

nal of Medicine, was the first to convincingly demonstrate an effective means

society, announced they will emulate an

of preventing pancreatitis after a procedure known as ERCP. Endoscopic ret-

approach pioneered at the U-M for deal-

rograde cholangiopancreatography is performed on hundreds of thousands

ing with unexpected medical outcomes

of patients each year and involves inserting a lighted scope through the

— one that focuses on honesty, transpar-

mouth, in order to diagnose and treat disorders of the bile and pancreatic

ency and prevention of future errors.

ducts, including blockages and leaks.

A roadmap to the U-M model of ad-

Only 9.2 percent of patients who were given indomethacin developed post-

dressing mistakes was also recently laid

ERCP pancreatitis compared to 16.9 percent of those who received a placebo

out in Frontiers of Health Service Man-

— a 46 percent drop in relative risk, the study found. Post-ERCP pancreatitis

agement, published by the American

costs an estimated $150 million annually to treat and af-

College of Healthcare Executives. The

fects up to 1 in 4 high-risk patients.

authors — who include Health System

“Health care costs in the U.S. are soaring, so

Chief Medical Officer Darrell “Skip”

it’s important for the scientific community

Campbell Jr., M.D. (Residency 1978),

to find innovative, low-cost ways to

and Chief Risk Officer Rick Boothman,

improve health,” says lead study author

J.D. — emphasize that the approach

and gastroenterologist B. Joseph

goes far beyond “apology” policies that

Elmunzer, M.D., assistant profes-

have been advocated elsewhere, and

sor of internal medicine. “This is a

replace the “deny and defend” approach

perfect example of a widely available,

still in place at most hospitals.

inexpensive, easily administered drug

When a U-M doctor acknowledges
a mistake, it’s the outward sign of a

that does exactly that.” —ID
MORE ON THE WEB

deeper culture shift “that seeks to
elevate patient safety to the foreground
and relegate claims considerations
to the background,” they note. Since

DAVID GALLAHER/DREAMSTIME.COM

implementing the approach in the early
2000s and continuing to refine it, the
Health System has seen a drop in claims
filed against it and improvements in
other metrics, such as time taken to
processes claims, defense costs, and
average settlement amounts. —KG
MORE ON THE WEB
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In the Clinic
Health Briefs

IPF Standard of Care Raises Concerns

As use and abuse of prescription painkillers like OxyContin and
Vicodin have skyrocketed in the last
decade, the number of babies across

RESEARCHERS ARE CALLING ON DOCTORS

the country born suffering the ef-

around the world to cease using a three-drug

fects of drug withdrawal has almost

combination to treat patients with idiopathic

tripled, according to U-M research.

pulmonary fibrosis. A 25-center research trial

By 2009, roughly one baby was born

found the therapy for the deadly lung disease

per hour with neonatal abstinence

resulted in far more hospitalizations and deaths

syndrome, which often leads to

than did a placebo, says pulmonologist Fer-

longer, costlier hospitalizations.

nando Martinez, M.D., a professor of internal

MORE ON THE WEB

medicine at the U-M who presented the results
at the annual American Thoracic Society meet-

Following the rapid adoption of

ing in May.

intensity-modulated radiotherapy

“The findings show the importance of testing

Fernando Martinez

even those treatments that doctors give routine-

a team of U-M researchers found

ly for any type of condition — to see if they truly

that men with low-risk disease were

help, and don’t harm, patients,” Martinez says.
The National Heart, Lung, and Blood Institute-funded research, conducted by the
IPF Clinical Research Network, was stopped early when an interim analysis raised
concerns about the regimen of prednisone, azathioprine and N-acetylcysteine. Eight
patients in a group of 77 assigned to the three-drug combination died and 23 were
hospitalized, compared with one death and seven hospitalizations in the placebo
group. The treatment, which had been the standard of care, additionally did not appear to improve lung function, nor slow the disease’s progression. The unexpected
results were also published in the New England Journal of Medicine.
IPF affects nearly 100,000 Americans, slowly robbing them of their ability to
breathe. In addition to investigating treatments, U-M researchers are also working to
illuminate the biological factors driving the disease. —ID

(IMRT) to treat prostate cancer,

MORE ON THE WEB

nearly as likely as high-risk patients
to receive it, raising some concerns
about overtreatment. Although
evidence is accumulating in support
of IMRT, it comes at a price — up
to $20,000 more than surgical or
other radiation options — and raises
questions about the costs to achieve
small improvements in outcomes.
MORE ON THE WEB

The antidepressant drug duloxetine,
or Cymbalta, helped relieve painful

THE GLEAMING NEW HOME OF THE C.S. MOTT CHILDREN’S HOSPITAL AND
Von Voigtlander Women’s Hospital won’t be the new kid on the block for long. The
former Mott space freed up by the move will allow the U-M to create the state’s
first neuroscience hospital. It will also pave the way for much needed expansion of
adult inpatient capacity.
In April, the U-M Board of Regents approved a $163 million expansion and
renovation project that will include the establishment of a new hospital offering
advanced treatments and therapies, including those emerging from U-M research.
The project will also result in 120 new beds and eight more operating rooms.
10

Completion has been targeted for the end of 2014. —ID

MEDICINE AT MICHIGAN
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tingling caused by chemotherapy
in 59 percent of patients who took
it, a U-M study found. This is the
first clinical trial to find an effective treatment for this chemo side
effect. Duloxetine has previously
been shown to help relieve painful
diabetic neuropathy. It is believed to
work on pain by increasing neurotransmitters that interrupt pain
signals to the brain. —ID
MORE ON THE WEB

AUSTIN THOMASON, MICHIGAN PHOTOGRAPHY

A Michigan First: The U-M Neuroscience Hospital

MICHIGAN ANSWERS

ON CALL

AUSTIN THOMASON, MICHIGAN PHOTOGRAPHY

Publish and Perish?
In late 2011, the National Science Advisory Board for Biosecurity (NSABB)
made an unprecedented recommendation that details of two H5N1 bird flu
studies by researchers from the Netherlands and the University of Wisconsin
be withheld from publication because
they could potentially be used to start a
deadly pandemic. In March, following
months of controversy and additional
review, the board reversed that
recommendation. Michael
Imperiale, Ph.D., Arthur F. Thurnau Professor and associate chair
of the Department
of Microbiology
and Immunology,
has served on the
NSABB since
its inception
in 2005 and
explains what’s
at stake in the
debate.
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Q:

What makes the H5N1 flu so

dangerous?

A:

There have only been a small num-

Q:

What is the scientific value of this

type of research?

A:

There are three potential benefits.

that virus and how to reproduce the
virus from that sequence were already
known. Now you could argue with the

ber of human cases of H5N1 — just over

The first is simply confirming that

H5N1 research that someone could

600 to date — but the mortality rate is

mammal-to-mammal transmission is

also go into the literature and figure out

incredibly high, nearly 60 percent. So,

possible. Another is that it may be use-

how to do it, but our thinking here was,

while we’ve been seeing it transmitted

ful for vaccine development. And finally,

“Why give them the actual template?”

from bird to human, rather than human

if public health authorities know certain

to human — primarily in populations

mutations can cause transmissibility,

Q:

with direct contact with animals, like

they can watch out for them. Now there

board expect?

poultry workers — we’ve come to know

are two caveats to that: Presumably

A:

it as a highly lethal virus in humans. In

these aren’t the only mutations that

community was going to stop what it

contrast, the mortality rate associated

can cause transmissibility, so you don’t

was doing and have a serious discus-

with the 1918 influenza pandemic was

want to get a false sense of security;

sion about the risks and benefits of

around 2 to 3 percent and it killed up

and influenza surveillance is not that

this type of research. They did stop

to 40 million people; a quarter of the

great. It’s been argued that by the time

what they were doing during a 60-day

world was infected.

you’ve seen a particular sequence, it

research moratorium [which was later

may already be too late.

extended], but it’s not clear to me

Q:

Where does the research at the

heart of the controversy fit in?

A:

The unanswered question is,

Q:

What kind of response did the
Our hope was that the influenza

whether they have had any serious
Why did the board make its initial

recommendation?

discussions during that period. We also
were hoping that this would be a wake-

“Could this virus start spreading from

A:

This is the first time we’ve

up call to the public health community

human to human?” There’s been a lot

seen papers and said, “Whoa, this is

that this issue needs serious attention.

of debate in the influenza community

potentially really dangerous.” We had

Since about 2005, we’ve been telling

as to whether this is going to happen.

reviewed a couple of papers previously

the U.S. government — and anybody

that described the reconstruction of

else who’s willing to listen — that we

the 1918 influenza virus. In that case,

need a better way to deal with this

we deemed that publishing wasn’t

type of research-of-concern. We made

of concern because the sequence of

some specific recommendations in

Q:

What did the two research teams

find?

A:

They introduced mutations into

the virus based on the fact that avian
viruses use different receptors to get
into cells than human viruses. They
changed the virus so that it would be
able to recognize human receptors, and
then they took the engineered virus and
passaged it through ferrets. When they
introduced this virus to ferrets within
sneezing distance of non-infected
animals — a well-established model for
influenza transmission — they found
that the passaged virus can be transmitted from ferret to ferret through an
12

airborne route.
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WE INITIALLY RECOMMENDED
THE ARTICLES BE REDACTED,
BUT WANTED PUBLIC HEALTH
OFFICIALS AND RESEARCHERS
STILL TO HAVE ACCESS TO THE
DATA. WE LEARNED, HOWEVER,
THAT THERE WAS NO WAY TO ACCOMPLISH RESTRICTED SHARING.

A:

I think there needs to be a better

system that’s truly global in nature,
where research like this will be discussed and decisions will be made
at an earlier stage in the process, like
when someone applies for funding or
obtains a result — not when they’ve
already written it up, presented it at
a conference and/or submitted it for
publication. Local institutional review
boards and biosafety committees
should be more involved, too.

Q:

Where does the debate stand

within the scientific community?

A:

That’s a great question. I’m

not sure where the larger scientific
community stands on this. I would
have loved to have seen senior,
well-respected scientists speak out
publicly, but there’s been this eerie
silence, in my view. Certainly, the vocal
members of the influenza community
said the research should absolutely be
a report in 2007, but in the interim,

even whether or not the experiment

published, that no one is going to use

nothing much happened. One of the

should be done in the first place.

influenza as a terrorist weapon. But

AUSTIN THOMASON, MICHIGAN PHOTOGRAPHY

good things that came out of this

with respect to the dual-use issue in

controversy was that on March 29, the

Q:

government finally did release a policy

mind about publication?

Why did the board change its

general, many scientists seem to have
the opinion that this doesn’t really

on dual-use research [research that

A:

We had initially recommended that

affect them — either “I’m not doing

can be used for good or ill].

the articles be redacted, but we wanted

research that could be misused,” or

public health officials and research-

“That’s not my responsibility to think

ers still to have access to the data. We

about.” One of the points the NSABB

learned, however, that there was no way

has emphasized is that there has to

toxins and outlined seven categories

to accomplish restricted sharing. We

be better awareness of the issue and

of experiment that are deemed to be

were left with two options: publish, or

that we as scientists have a respon-

the most dangerous. A federal agency

don’t publish. So, along with additional

sibility to the public, to show them

that’s funding any research that uses

information provided by the research-

we’re behaving responsibly. They fund

one of the listed agents for one of those

ers, the board felt the benefits of pub-

our research through their tax dollars

categories of experiments must look at

lishing outweighed the risks.

and they’re the ultimate beneficiaries,

Q: What does the policy say?
A: They made a list of 15 agents and

it more closely and work with the inves-

through better medicines, better vac-

tigator to think about things like putting

Q:

restrictions on publication, or maybe

review system is sufficient?

Do you think the current dual-use

cines and better treatments.
Interview by Ian Demsky

[M]
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LOOKING BACK

MILESTONES THAT MADE MEDICINE AT MICHIGAN

Liège under Siege
The U-M physicians and nurses of the 298th General Hospital treated the
wounded of World War II while bombs fell all around them. BY JAMES TOBIN
THE FIRST “BUZZ BOMB” CAST

a sickly orange glow over the 298th
General Hospital — the all-volunteer
unit of doctors and nurses organized
at the University of Michigan — on
the night after Halloween, 1944, just
outside the Belgian town of Liège.
That one fizzled down into an empty
field, but more of Hitler’s V-1 flying
bombs came every day and night, so
many the staff got grimly accustomed
to their blatting putt-putt-putt, like
hideous motorcycles in the sky.
The men and women of the 298th
had been stationed for much of the
war in a pleasant English village. During all of 1943 they treated only 540
battle casualties. On November 20,
1944, they took in nearly 600 patients
before midnight. Their real war had
begun.

14

The 298th started in the mind of
Albert Furstenberg, M.D., dean of the
Medical School from 1935-59. Furstenberg had taken steps to prepare U-M
physicians and nurses for military
service when the Nazi armies invaded
Poland in 1939. By mid-1940, the
Medical School had become the official sponsor of the Army’s 298th Hospital, and plans to train a staff were
put in motion. Soon after the attack
on Pearl Harbor, the unit was ordered
to active duty. Walter G. Maddock,
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M.D., an associate professor of surgery
and a lieutenant colonel in the U.S.
Army, commanded a cadre of 28
physicians, while Captain Margaret K.
Schaefer oversaw some 120 nurses.
On October 20, 1942, the 298th
sailed from the New Jersey docks on
the S.S. Mariposa, a luxury cruise
liner that had spent the 1930s ferrying well-heeled tourists from Hawaii
to Tahiti to New Zealand. There was
not much luxury left; members of the
298th bunked four-deep in the ship’s
ballrooms. But like many Americans
who reached the U.K. early in the
war, they were in for a long wait to
see action.
Orders landed them in the South
Gloucestershire village of Frenchay,

just outside the city of Bristol. Here
they took over a half-built hospital,
the third U.S. Army hospital in the
U.K. But months went by before
many beds were needed.
In the spring of 1943, battle casualties from North Africa began to arrive
at what Maddock called “this little bit
of Michigan in England,” and more
soon followed from the battles for
Sicily and Italy.
After months of preparation and
training, Maddock reported, “it was a
great thing for the unit to get down to
the work of taking care of patients.”
Three out of four injuries were to the
extremities, with many complicated
fractures of knees, elbows and ankles,
so the orthopedic service was espe-

ON SOME DAYS THE GROANING
BOMBS CAME FITFULLY, ON
OTHERS LIKE CLOCKWORK, EVERY
FIFTEEN MINUTES. AMID THE
RACKET, MAIMED SOLDIERS AND
CIVILIANS ALIKE STREAMED INTO
THE HOSPITAL FOR TREATMENT.
IT WAS ESTIMATED THAT SOME
3,000 BUZZ BOMBS HAD STRUCK
OR PASSED OVER LIÈGE.

COURTESY OF THE U-M BENTLEY HISTORICAL LIBRARY

cially busy. The doctors also repaired
many nerves severed or damaged by
flying shrapnel and bullets. But plenty
of injuries couldn’t be blamed on
the Germans. “As in our practice at
home,” Maddock wrote, “the motorcycle is a deadly weapon.”
The patient load was still not terribly heavy, and the staff found time
for bicycle trips, baseball (the merits
of which they debated with the local
cricket squads) and British girlfriends,
whom they courted at a local establishment called Fishponds. The
highlight of their British service was
a visit by the Dowager Queen Mary,
grandmother of Elizabeth II.
Finally, orders came to move up
to Colwyn Bay in North Wales,
where the training turned to anti-gas
procedures. It was May 1944. On June
6 they listened to radio reports of the
Normandy invasion, then cooled their
heels for six more weeks. In mid-July
they finally reached Utah Beach. The
front was twelve miles inland. In an
old hospital in the captured port of
Cherbourg, they treated Allied casualties all that summer.
In October, the 298th moved via
train and truck to a field outside the
city of Liège, Belgium, just 30 miles
from the German border. The buzz
bombs began to pass over their heads
in November, bound for Antwerp
and England; then they began to fall
on and around Liège.
V-1s exploded all around the
hospital, two or three while the staff
watched a performance of “La Traviata.” Another hospital in Liège was
destroyed. On some days the groaning
bombs came fitfully, on others like

clockwork, every fifteen minutes.
They could be heard approaching for
agonizing moments, with no way to
judge where they would land. Amid
the racket, maimed soldiers and civilians alike streamed into the hospital
for treatment.
By mid-December the buzz bombs
were falling so often the officers drew
names from a hat to decide who
would stay if the camp had to be
abandoned. But the order to move
never came. Just before Christmas, the
298th was flooded with new casualties — many of the wounded from the
Battle of the Bulge, some 60 miles
to the south. The doctors and nurses
worked on, though the buzz bombs
continued.
Finally, when the Germans were
far to the east, toward Berlin, the long
barrage wound down. It was estimated that some 3,000 buzz bombs
had struck or passed over Liège. Not
one had hit the 298th, and none of its
members had been killed.
“Few general hospitals found themselves under enemy fire equal to that
experienced by your unit during the
siege of Liège by robot bombs,” Col.
C.H. Beasley, a senior surgeon in the
Medical Corps, wrote Maddock. “You
did not let this form of Nazi terror
interfere with the performance of
your mission.” [M]

Top: Harry Towsley at the 298th
Bottom: A train carrying members of the
298th leaves Ann Arbor

On September 21, 2012, a monument
will be dedicated to the heroic men
and women of the 298th U.S. Army
General Hospital at the site where
the hospital was located in Liège,
Belgium. E-mail m.ms@skynet.be for
more information.

Original sources for the history of the
298th are preserved mostly in the papers of
Harry A. Towsley (M.D. 1931, Residency
1934), at the U-M Bentley Historical
Library. Towsley, who served with the unit
throughout the war, acted as its historian,
keeping a detailed journal and shooting
thousands of feet of 8 mm film. He was
a member of the pediatrics faculty from
1934-67 and chair of the Department of
Postgraduate Education (today the Department of Medical Education) from 1967-71.
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A DREAM
ACHIEVED
FOUR
YEARS LATER,
FOUR NEW
PHYSICIANS
ENTER
MEDICINE’S
FOLD
BY RICK KRUPINSKI

PHOTOS BY SCOTT SODERBERG
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t the end of year three of her medical studies, Lindsay Kennedy Brown remained torn
between long-term interests in surgery,
family medicine and women’s health,
along with a new interest in obstetrics and
gynecology that she discovered during her clinical rotations.
“I really appreciate the holistic approach to patient care that
you have the opportunity to provide as a family physician,”
she says. “At the same time, my passion is to provide care for
women — and I know I’d greatly miss being in the OR.”
Brown ultimately followed her heart and applied to 26
ob/gyn residency programs.
After the tightly scheduled third year of clinical rotations,
the fourth and final year of medical school couldn’t have been
more different for our four students — and their 144 fellow
members of the Class of 2012. With few required curricular
components — sub-internships, an ICU month, a month of
emergency medicine and an online therapeutics course —
the year was largely unscheduled, but hardly free. The main
event is the process that matches students with residency
programs and determines the course of their future.
Late last year, having just completed her residency interviews, Brown had an appointment with Timothy R.B.
Johnson, M.D. (Residency 1979), chair of the U-M Department of Obstetrics and Gynecology and the Bates Professor
of the Diseases of Women and Children, to discuss her rank
list of residency programs. The new Mott Children’s and Von
Voigtlander Women’s Hospital had recently opened, and
Brown wasn’t sure if the faculty offices had moved as well. “I
learned the offices were still in the old Mott, but my key card
wouldn’t work and I had a hard time getting into the offices,”
she recalls. Finally knocking on a door to get the attention
of someone she saw inside, Brown got in. She navigated the
unfamiliar labyrinth (“The old Mott was difficult to get around
in, to say the least!”), finding help along the way, and landed in
Johnson’s office on-time. “He was so supportive and thoughtful in helping me work my way through some very difficult
decisions. I’m grateful for his guidance,” Brown says.
Her meeting with Johnson was not so different from the
medical school experience itself, during which she and her
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classmates navigated their way through intense, new courses
of learning, met considerable demands and made some tough
decisions — finding help along the way in the form of dedicated teachers, willing mentors, supportive fellow students
and their own innate sense of direction.
But solving her specialty dilemma still left Brown with
another. She met her boyfriend, Andrew Admon, early in
her second year. Originally in the class one year ahead of her,
Admon had taken a year off to earn a master’s degree in public health and returned to join Brown’s class. Like many other
couples in the class, Brown and Admon wanted to match
together. His chosen specialty, internal medicine, is typically
a three-year residency, and his family resides in Michigan.
Brown’s choice of ob/gyn will be four years, and most of her
family is in Massachusetts. They applied to programs in both
areas and, their futures hanging in the balance, waited for
Match Day, this year held on March 16.
Though the substance of the year is much the same for
all fourth-year students — Brown completed her elective
requirements through rotations in urogynecology, family
medicine, primary care obstetrics, pelvic anatomy and women’s radiology, along with the surgical ICU — the timing and
activity is largely independent. After completing residency
applications through the Electronic Residency Application
System, a process that begins in September, students then
await invitations to interview with those programs. Accepted
interviews result in students criss-crossing the nation, where
they assess programs and programs assess the students, each
side working toward a rank order.
Students in year four also take the Step 2 exam — more
clinically-based and, students say, more relevant and less
difficult than Step 1 — both of them board exams which are
required for a U-M M.D. designation. Most students take the
Step 2 exam early in the fourth year — during the summer
— to allow them to focus more exclusively on the residency
application and match process during the remainder of
the year. By February 22, students and residency programs
were required to enter their rank order preferences into the
computerized National Resident Matching Program, which
analyzes all information and matches students and programs.

THE MAIN EVENT IN YEAR FOUR IS THE PROCESS THAT
MATCHES STUDENTS WITH RESIDENCY PROGRAMS AND
DETERMINES THE FOCUS AND COURSE OF THEIR FUTURE.
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Lindsay
Kennedy
Brown,
M.D.

This is a caption this
is a caption this is
caption this caption

R

on Romero applied to 14 residency programs
and interviewed at 12, in the field of family
medicine, “the place I’ve always belonged,”
he says. For Romero and his wife, Jen, who
opted for a U-M master’s degree in social work
as her route to a career in mental health, the search for the
right residency program took on an added dimension. While
aware that they can pick up and move after residency if they
choose to, many residents remain in the geographical area

where they do their residency, so it’s not unusual to assess
an area for the long term. For the Romeros, who became the
proud, happy parents of Maya Olivia (6 pounds, 2 ounces) on
April 11, that long-term look at residency locations included
the quality of area schools, since their family will include a
pre-schooler by the time Romero’s three-year residency is
completed.
In looking back on the last four years, Romero sees a lot
of maturation. “Medical school, and the past year, has been
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a time of personal and emotional learning for me. I felt that
of diagnostic resources.” There, Aberra says, it can take two
I learned to be emotionally present with patients, being witto three days to get a CT scan — if you can afford it — and
ness to others rather than just being there.”
two days to get lab work results from blood tests. “Many
Though family medicine is ultimately an outpatienttrainees leave Ghana to pursue further training elsewhere,
focused specialty, two-thirds of Romero’s residency training
and some who train in Ghana leave for the U.S. to practice
will take place in a hospital setting, where the concentrabecause of better working conditions, abundant resources
tion of patients and availability of attendings for consuland research opportunities.”
tation and evaluation provides the most comprehensive
An unexpected education in other health care systems
family medicine learning experience. For his fourth-year
occurred when, halfway through her time there, physicians
electives, Ron completed a sub-internship in family mediin the government teaching hospital where Aberra was doing
cine and an ICU month at the U-M Cardiovascular Center.
her rotation joined a nationwide strike to protest the governThe more relaxed fourth year involved a
lot of thinking time, time to be with Jen,
and the opportunity to plan for the arrival of
their daughter. “I feel more responsible now,
and more comfortable seeing myself that
way. Medical school was a time of finding
Ron
myself, and I feel much more self-sufficient
Romero,
now.”
M.D.
Romero found the residency program interview experience to be essential. “You have
to meet the people — other residents and
faculty — to really sense the energy and fit.”
Fasika Aberra went one step further, making a point to drive to most of her interviews,
“to get a feel for the area’s daily life,” she says.
She followed a course to Cleveland, Pittsburgh, Maryland, North Carolina and Georgia. In all, Aberra applied to 23 residency programs in internal medicine. She received 17
invitations to interview, which she narrowed
to 10 acceptances. The U-M made it into her
top five despite her resolve to migrate toward
warmer, southern weather. Of the colder
weather, the Ethiopia-native says, “It would
only be another three years. Michigan has
great people and great resources, but I also
think there are other places I’d be happy.”
Vanderbilt, for instance, which she finds fairly
comparable to the U-M in many ways.
Aberra calls a four-week international
rotation she did in Accra, Ghana, last fall “an
eye-opening experience. There are so few
resources,” she says, “fewer imaging possibilities, fewer lab resources. Physicians use
their physical exam and history-taking skills
much more thoroughly to make up for lack
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ment’s method of paying physicians.
“They are the lowest paid health professionals relative to the time they put
in,” Aberra says, and had not yet been
brought into the government’s new
payment system, which pays all government workers based on education level
and other factors. “The doctors stopped
taking new patients and refused to attend to even emergency cases,” she says.
“Patients with money could get care at
private hospitals, but those without just
had to wait.”
The strike ended two weeks after
Aberra’s departure, brought on by
appeals by citizens and civil society
groups, as well as a deadly flood that
hit the capital city. Not long after,
Ghanaian government physicians were
successfully placed on the government’s new payment system.
Aberra plans to work at an academic institution where teaching and
Fasika
research opportunities exist, along
with opportunities to do international
Aberra,
work. After gaining experience in the
M.D.
U.S. and true to her original goal, she
will return to Ethiopia to practice in
areas of greatest health care need. “The
more you stay focused,” she says of her
unwavering commitment to her plan,
“the easier it gets — no distractions.
As you go through residency interviews, the more you talk
in aerospace medicine and yet another at the Hospital
about your goals and vision, it helps solidify those goals and
for Special Surgery, a specialty hospital in New York
narrows the possibilities.”
renowned for orthopedics. His ongoing interests in athletFor Shaun Patel, the path to his future has also reics, orthopedics and surgery solidified into his chosen
mained relatively steadfast. During his fourth year, he
field of specialty, orthopedic surgery. A competitive field
completed rotations in orthopedics and anatomy, as well
nationally with roughly 1,100 applicants for 720 slots,
as a month in cardiac surgery, which served as his ICU
Patel’s choice called for a greater volume of residency apmonth, plus an additional rotation at NASA in Houston
plications. He applied to 40 programs, was invited to in-

“AS YOU GO THROUGH RESIDENCY INTERVIEWS, THE MORE
YOU TALK ABOUT YOUR GOALS AND VISION, IT HELPS
SOLIDIFY THOSE GOALS AND NARROWS THE POSSIBILITIES.”
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terview at 30, and accepted 14 invitations. Throughout, he
continued his elective organizational and committee work
— a bit tricky to schedule, he says, but not as complicated
as during clinical rotations in year three.
Interviews, Patel explains, are anywhere from five to 45
minutes long and can vary from conversational approaches
to questions about the program and applicant to ethical
scenarios applicants are asked to respond to. “They are
looking for what the applicant can bring to the residency
program,” he says.
Fourth-year medical students from across the country
often encounter each other at more than one residency
interview. Patel sees these students as his new colleagues,
the ones he’ll be working and networking with, an evolution that begins in the later medical school years as students
begin to follow a path toward a specialty.
Romero broadens the perspective even further: “Medical
students from all kinds of backgrounds and with all kinds of
interests come to medical school, which provides basically
a single learning experience for all that diversity. It’s at the
point of residency when those diverse individuals begin to
gravitate toward what appealed to them about medicine in
the first place.”

I

n a vast, brightly lit room at the U-M’s North Campus Research Complex, formal tables are set, maize
and blue balloons rise to the rafters, and the very air
seems charged with excitement. It’s Match Day, the
culmination of the interview process, and the moment when graduating students learn and share the results
of the National Resident Matching Program. While Michigan graduates typically match with a program among their
top three choices, the anxiety — particularly with couples
— is inescapable. Students, their families and their friends
gather for the news, made public at the stroke of noon and
announced by each of the soon-to-be graduates.
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Some students have opened their envelopes in advance;
others await the microphone moment to learn simultaneously with everyone else in the room what the next stage of
their future will be.
In the midst of the luncheon tables just before the
ceremony, a small commotion occurs. Lindsay Brown has
opened her envelope, as has boyfriend Andy Admon, to
learn that the two have matched with residency programs
at the U-M. Tearful with joy and relief, Brown hugs her
sister, her classmates and Andy; the wait has been worth
the welcome news.
Shaun Patel has likewise looked inside his envelope,
but confides the news it holds solely to his parents until
announcing it to everyone. Fasika Aberra, boyfriend at her
side, erupts into cheery tears when she sees her results.
One by one, in random fashion, the students approach
the podium. “Internal medicine at Vanderbilt University
Medical Center!” Aberra proclaims. Patel announces his acceptance to the Harvard Combined Orthopaedic Residency
Program. And Brown shares with the room that she, like
many of her fellow grads, will be staying at the U-M.
Students aren’t required to participate in the Match Day
event; results are published online at the appointed hour
and some students, like Romero, choose the less public
route. With Maya’s birth just weeks away, he and Jen elect
to learn their fate — Sutter Medical Center in Santa Rosa,
California — in a quieter, private way.
When asked if she feels she’s arrived, given the M.D. that
now follows her name, Aberra is quick to say no. “There’s
so much more to learn, she says, “and that will always be
true.” She admits that taking on more responsibility as a
resident is both challenging and exciting, even at 80 hours
of work a week. “It’s the only way to do it.
“I’m very grateful for what I’ve accomplished so far,”
Aberra says. “Coming from my parents’ home in Ethiopia
to the United States, navigating geography and educational systems, finding my way. I feel blessed to be where
I am today.”

“THE BUSY-NESS OF MEDICAL SCHOOL CHALLENGES YOU
TO FIGURE OUT HOW TO BE PART OF THE LIFE YOU
WANT TO LIVE. IT REQUIRES YOU TO GROW
AND PRIORITIZE WHAT’S IMPORTANT TO YOU.”
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Shaun
Patel,
M.D.

For Romero and his family, work-life balance has always
been in the forefront of their decisions. “The busy-ness of
medical school challenges you to figure out how to be part
of the life you want to live. It requires you to grow and
prioritize what’s important to you.”
Brown, like Aberra, may well pursue a master’s in public
health to accompany her M.D., but both want to experience residency first to further narrow their interests for
public health study.

All four feel deep gratitude for the scholarship support
that helped enable their education and make real their shared
dream of becoming doctors of medicine. Romero, Patel and
Brown each received a Dean’s Merit Scholarship; Aberra
received the J. Griswold and Margery H. Ruth Scholarship.
Patel sums it up this way: “I’ll graduate debt-free and can
do anything I want without worrying about loans, which is
pretty amazing. And I’ll give back in the future to similarly
help others, a cycle that I will be proud to be part of.” [M]
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WHAT THE
MAKING OF
WORLD-CLASS
CARS HAS TAUGHT
US ABOUT DELIVERING
WORLD-CLASS MEDICINE

EMPOWERED TO

IMPROVE
THIS MUCH IS OBVIOUS: PEOPLE ARE
not cars. Operating on a cancer patient — an individual, someone’s spouse, someone’s parent — is
not the same as the assembly-line manufacture of
identical coupes.
And yet, the same “lean thinking” techniques
that fueled Toyota’s global success in quality and
market share are having a dramatic impact on the
delivery of health care, and helping the University
of Michigan to map a future of medicine that relies on new efficiencies and smart innovations to
improve patient care and lower health care costs.

BY IAN DEMSKY
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were actually pretty simple — like doing certain tasks simultaneously rather than in series,” says Bradford. “But simple
things can pay big dividends.”
The findings come at a time when hospital budgets — including U-M’s — have been strained by financial downturn,
high rates of uninsurance and underinsurance, and potential
impacts from changes to federal health care laws. “We’re
entering an era where we have to be more and more mindful
about how to deliver care safely, efficiently and effectively,”
Bradford adds. “Efficiency is without question part of health
care reform.”

GOING TO THE GEMBA
The 1990 bestseller The Machine That Changed the World
describes the difference between mass production and
lean production as a “difference in goals.” Mass production
settles for being cost effective and “good enough,” while
lean producers “set their sights explicitly on perfection”
and continual improvement. At its core, lean thinking is
about ensuring that each step of a particular process — in
Bradford’s case, all aspects of an operation from the induction of anesthesia to the surgical dressing — adds value for
the customer, no matter whether that customer is in a car
dealership or a hospital bed.
“Doctors and nurses already do this process in their clinical
practice every day,” explains U-M’s lean guru John E. “Jack”
Billi, M.D. (Residency 1981), professor of internal medicine
and of medical education. They gather information about a

NOT ONLY WERE BRADFORD AND
HER COLLEAGUES ABLE TO
IDENTIFY ABOUT 75 HOURS OF
WASTED TIME PER YEAR WITHIN
HER WEEKLY BLOCK OF TWO
OPERATING DAYS, THEY SHOWED
THAT FOCUSING ON EFFICIENCY
AND PROFITABILITY DOES NOT
HAVE TO COME AT THE EXPENSE
OF STAFF MORALE, SURGICAL
RESIDENT EDUCATION, OR CARE
PROVIDED TO PATIENTS.
Carol Bradford
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Lean efforts — which reassess work to maximize value and
learning while minimizing waste — have been under way
at the U-M for several years, including initiatives that cut
door-to-balloon times for heart attack patients, reduced the
lengths of stay for critical care patients on ventilators, and
improved access for new patients to the Urology Clinic.
One recent project exemplifies the big impact that can
come from looking at medicine through lean-colored lenses.
For a year-and-a-half, Department of Otolaryngology Chair
Carol Bradford (M.D. 1986, Residency 1992) turned her operating room into a laboratory — the first anywhere to apply
the lean model to head and neck surgery. Not only were she
and her colleagues able to identify about 75 hours of wasted
time per year within her weekly block of two operating days,
they showed that focusing on efficiency and profitability
does not have to come at the expense of staff morale, surgical
resident education, or care provided to patients.
If the approach were extended to all 35 adult operating
rooms over a five-day work week, it could add as many as
6,500 additional hours of OR capacity each year and potentially millions in new revenue, according to the team’s study,
which was published in the June issue of the Journal of the
American College of Surgeons. “Most of the changes we made

ERIC BRONSON, MICHIGAN PHOTOGRAPHY

Jack Billi

patient’s problem, analyze it, and propose an intervention that
treats the root cause of the issue, not just the symptoms. Then
they monitor the outcome and adjust the strategy if necessary.
“The only difference is that with lean the patient is the
Health System,” says Billi, who heads the Michigan Quality System, the unit tasked with implementing lean across
UMHS. MQS efforts are coordinated by an operations team
and supported by seven full-time lean coaches and more than
20 additional part-time coaches embedded across various
departments.
Besides valuing the insights of front-line workers over
top-down directives, leaders of lean-thinking organizations
also spend time in the trenches observing firsthand the real
capabilities and difficulties within an organization — a step
known in the lean idiom as “going to the gemba,” going to
where the work is done.
Adopting the lingo is one way of helping an institution
become conversant with lean principles and to start to think in
new ways. “Just yesterday I said to a colleague, ‘This isn’t working very well, better pull the andon cord,’ ” says Bradford, referring to the stop cord that every worker on the Toyota assembly
line is empowered to pull when they see a problem.
Above all, lean principles are stubbornly practical. “At
first the idea that one would go and look at a problem,
talk to workers about it, write down problems and dissect
them to their root causes, and then address them one by
one almost seemed too simple, too common sense,” says
Michael W. Mulholland, M.D., Ph.D., the Frederick A.
Coller Distinguished Professor of Surgery and chair of the
Department of Surgery.

But Mulholland’s initial skepticism of the lean approach
was eclipsed after witnessing the success of projects like
Bradford’s — which was a finalist for the 2011 National Lean
Best Practice Award presented by the Institute of Industrial
Engineers, where it faced competition from innovators at
places like IBM, Xerox and Vought Aircraft Industries.
“Every discrete improvement is cumulative,” notes
Mulholland, who has been thinking a lot these days about
the entire surgical “value stream,” where 10 major areas of
improvement opportunity have been identified. “Not to diminish its importance, but Dr. Bradford’s project is one piece
of one of those big areas.”
Moreover, the surgical stream has two siblings — acute
medical care and ambulatory care — that are receiving
similar attention.

BREAKING OPEN THE BLACK BOXES
The analysis in Bradford’s OR, spearheaded by the study’s
first author, Ryan M. Collar, M.D. (Residency 2011), and
lean trainer Mary Duck, began by mapping the actions and
responsibilities for each of seven roles — from surgical faculty
to scrub nurses, anesthesiologists to OR technicians — for
every stage of an operation.
“I think many of us assumed the delays and problems we
were experiencing were someone else’s fault,” says David
Healy, M.D., assistant professor of anesthesiology and director of head and neck anesthesia. “Sometimes anesthesia is
blamed for delays, but it’s like a black box — not many people
know what it takes to get people ready and keep them safe
before a surgical intervention. My view of the preparation
happening inside the OR was the same way.
“But by doing the timelines and working out who is doing
what, when and why, we could actually see as a group where
the issues really were.” The exercise helped each role to better
understand the responsibilities of others, along with the challenges they routinely face. “It gives you renewed respect for
the people you work with,” Healy says.
The “swim lane” mapping process also helped Sandra Feiner, R.N., communicate to her coworkers the
importance for nurses of interviewing patients before
they’re sedated, even though the work may at first appear
redundant. “We’re doing one last double check of important documentation and making sure the patient is 100
percent ready for surgery,” says Feiner, who oversees care
in the otolaryngology ORs. “Those few minutes while
the patient is still awake is also our chance to get to know
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patient. Though not appropriate for every case, one underutilized option was to use the overhead paging system to call
for another faculty member to assist.
“Interestingly enough,” confides Healy, “that system
already existed. The surgeons in the OR weren’t always aware
it could be done and we anesthesiologists just assumed they
knew about it. That’s one of the key things we learned — that
we all probably assume too much.”
Meanwhile, ORs were sitting empty between the completion of cleaning and the arrival of the next patient. “One of the
easiest changes was to say ‘room ready’ about 10 or 15 minutes
earlier so that the transportation could be done in parallel with
the last part of the room preparation,” says Bradford. As a result, OR turnaround time — the time from the end of dressing
one patient to the first incision on the next patient — fell from
89 minutes to 69 minutes. “When you’re doing several cases a
day, that can make a huge difference,” she says.
The time savings also led to financial gains from reducing
by half the number of cases that finished after 5 p.m. and
required overtime for hourly workers.
Michael Mulholland
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them a bit, meet their families, and reassure them they’re
in good hands.”
Bradford echoes her colleagues’ sentiments. “It was freeing,
actually, to all be pulling in the same direction,” she says.
“Creating a team of people who trust each other and who
can ask questions and work together as a team is probably the
most important take-away from this process.”
The anecdotal evidence is backed up by data. The study
measured staff morale, feelings of support, and thoughts
about problem-solving on a five-point scale before and
after the lean implementation. Progress was made in every
category, with the composite score rising from 2.93 to 3.61 —
an improvement of more than 20 percent. The research also
surveyed surgical residents and found that the increased emphasis on efficiency did not have a detrimental effect on their
education. More importantly, perhaps, they’ll carry their
experience with lean philosophy into their future careers,
says Bradford.
In their search for valueless work, or muda, Bradford and
her colleagues identified several places where time was being
wasted. Each was relatively small and simple, but collectively made a significant impact. For example, time could be
lost when anesthesiology faculty who were responsible for
multiple rooms were not immediately available to induce a
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Although he wasn’t a doctor, what naturalist John Muir said
of the entire universe is equally true of health care systems:
When you try to pick out anything by itself, you find it’s
hitched to everything else.
Creating 6,500 hours of new operating room capacity
would also require having enough inpatient beds for all those
new patients. As problems are addressed, bottlenecks shift
downstream: Work hard to fix delays and make sure all your
morning cases start on time, and you may discover they’re
now backing up in the recovery room.
“The U-M has been so successful that we don’t have
enough beds and operating rooms to easily accommodate all
the patients who want to come here,” Mulholland says. “So
the top-priority projects within the surgical value stream deal
with capacity, which can be improved by more efficient and
coordinated use of our physical assets.”
Going lean also means changing some of the traditional
ways of thinking about medical practice. “Hierarchies are
being flattened, and for good reason,” Mulholland says. “It’s
a reflection of the world we live in. In the operating room
there will always be differentiation. The anesthesiologist will
put the patients to sleep, the surgeon will wield the scalpel,
but they all share knowledge. One group is not smarter than
any other group.”

PAUL JARONSKI, MICHIGAN PHOTOGRAPHY

THE RIGHT SYSTEM, THE RIGHT CULTURE

SCOTT SODERBERG, MICHIGAN PHOTOGRAPHY

“We always go around and introduce ourselves by our first
names,” explains Bradford. “In the OR, I’m Carol, not Dr.
Bradford — even through some of my residents have a hard
time getting used to that.”
Recently Billi, also associate vice president for medical
affairs, got to see hospital operations from a new perspective.
“It was really enlightening and humbling to actually be a family member of a patient,” he says.
Billi observed nurses running back and forth because there
wasn’t enough laundry, being diverted by call lights going off
because meals weren’t delivered on time, and sorting things
out after a patient’s X-ray was scheduled at the same time as
a blood transfusion. “You have these nurses who are incredibly talented and capable, who are spending time doing these
workarounds, and they probably don’t see them as workarounds because it’s been the standard way of getting the job
done,” he says.
“We have a fantastic health system,” Billi continues. “My
family gets all of their medical care here. I moved my parents
here so my father could have a hip replacement. And yet, like
every health system in the country, we have challenges. We
need to be honest about them and try to understand their
causes — and then not bring in experts to fix them, but help

David Healy and
Sandra Feiner

“MOST OF THE CHANGES WE
MADE WERE ACTUALLY PRETTY
SIMPLE — LIKE DOING CERTAIN
TASKS SIMULTANEOUSLY
RATHER THAN IN SERIES. BUT
SIMPLE THINGS CAN PAY
BIG DIVIDENDS.”
the front-line workers find and fix the root cause of the most
important problems because they know the work the best.”
Billi points to the long-term savings that came from something as simple as adding drawer dividers and reorganizing a
single supply cart used for peripherally inserted central catheter lines. “The estimate is that it saves a nurse an hour a day
— every PICC team nurse, every day, for the rest of time,” he
says. Since 2009, more than 200 “everyday lean” ideas have
been put into practice.
The U-M received coaching on its first few lean initiatives from General Motors, which itself had come to realize
the value of lean principles, but coaching
will never get the U-M where it needs to
go, says Billi. “That might work if we had
three problems, but if you have 22,000
workers and each one touches a dozen
processes and each process has a dozen
problems, you can never hire enough
coaches to help. Who has to fix these
problems? The workers themselves.”
But the lean approach doesn’t attempt
to tackle the existing culture head-on, according to Billi. “Within lean thinking, the
concept of culture is really important. But
culture is a result of the right processes. If
you want a culture that empowers workers
to solve problems, you don’t get a culture
transplant — the right system will build the
right culture.
“Toyota’s leaders have said they combined average workers with brilliant
processes to produce superb work,” Billi
says. “We have brilliant people at the U-M.
Imagine what we can do when we make
our processes equally brilliant.” [M]
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Marshaling the efforts of
4,314 paramedics, 79 receiving
hospitals and 33 EMS agencies across
the country, an NIH study coordinated
by the U-M charts a new standard
for treating seizures that
won’t stop.

I

			
t’s a scene familiar
to paramedics across the country: a man lies in the
grass at a local park, his body wracked by seizures.
They note that he is in status — shorthand for
status epilepticus — meaning that unlike most seizures, which are fleeting, these convulsions have
been going on for more than five minutes and are
creating a feedback loop that will require medical
intervention to short circuit.

BY IAN DEMSKY

A TALE OF THREE DRUGS

F
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or the last three decades, paramedics’ primary tool
for halting seizures has been benzodiazepines, a class
of sedating drugs that includes household names like
Valium and Xanax. Although similar to each other, each
medication has a unique molecular structure and distinctive properties. Prior to RAMPART, a lack of definitive data
had fueled a sibling rivalry of sorts between medications and
delivery methods, with no clear answer for front-line medics
as to what was best for status patients.
Diazepam, popularly known as Valium, became the flagship
benzodiazepine in the 1960s, touching off a wave of development for similar drugs. “It was discovered to be a great anticonvulsant and was the mainstay of treatment for many years,”
says Silbergleit. Lorazepam, marketed under the name Ativan,
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PRIOR TO THE
RAMPART STUDY,
A LACK OF DEFINITIVE
DATA HAD FUELED
A SIBLING RIVALRY
OF SORTS BETWEEN
MEDICATIONS AND
DELIVERY METHODS,
WITH NO CLEAR
ANSWER FOR
FRONT-LINE MEDICS
AS TO WHAT WAS
BEST FOR STATUS
EPILEPTICUS PATIENTS.
came along in the late 1970s as an anti-anxiety medication and
gradually was recognized for its power to stop seizures.
Comparison studies came later: In 1998, a hospital-based
study found lorazepam to be the more effective first-line
treatment. Then, in 2001, RAMPART’s other principal
investigator, Daniel H. Lowenstein, M.D., director of the
University of California, San Francisco’s Epilepsy Center,
was the first author of a study that showed both drugs were
superior to a placebo when used by first responders in the
field — with lorazepam again appearing to be the superior
choice. “Today, lorazepam is the standard of care in hospitals,” Silbergleit says.
But the same is not true of emergency medical services,
he adds. Most EMS providers still rely on diazepam, because
refrigerated storage is recommended for lorazepam, which
loses its potency while stored in ambulances, especially in
warmer months. “And with either one, it can be very hard
or impossible to get an IV started in someone who’s having a
violent convulsion,” says Silbergleit.
Enter midazolam.
“Eventually people started recognizing that there’s another
benzodiazepine that is known to be extremely well absorbed
transmucosally and intramuscularly,” Silbergleit explains.
“Midazolam, which has also been around for decades, gets
absorbed and distributed to the brain quite rapidly. Its fat
solubility helps it cross the blood-brain barrier.”
Silbergleit co-authored a 2010 meta-analysis of a handful of
small studies in children and young adults that showed non-
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The clock is ticking. The longer the seizure is allowed to
continue, the less effective the medics’ go-to drugs will be,
and the harder the seizure will be to break. As the minutes
wear on, his overtaxed neurons will start to die, lowering his
chances of survival and putting him at risk for permanent
brain damage if he does survive.
The best way to speed medication into his system is
through an IV line, but he’s thrashing so violently, the paramedics know it will be difficult and time consuming to place
a needle safely into one of his veins. They have a few backup
options: administer the medicine rectally, or squirt it into his
mouth or nose, where it can be absorbed through mucous
membranes — though they know those routes aren’t nearly
as effective and risk the medication being expelled.
Soon, first responders may be able to count on a safe,
easy-to-administer alternative, thanks to a National Institutes of Health-sponsored study co-led by Robert Silbergleit
(M.D. 1992), associate professor of emergency medicine in
the Medical School. The findings “should lead to a systematic
change in the way patients in status epilepticus are treated en
route to the hospital,” proclaimed an editorial that accompanied the study in the February 16 issue of the New England
Journal of Medicine.
Journal Watch, a publication that highlights key research
from more than 250 medical journals, referred to the Rapid
Anticonvulsant Medications Prior to Arrival Trial (RAMPART) paper as a “landmark article.” The research also holds
important implications for military and civilian chemical
defense preparedness.

ERIC BRONSON, MICHIGAN PHOTOGRAPHY

Robert Silbergleit with
the RAMPART study kits

IV midazolam, formerly sold under the trade name Versed,
was as safe and effective as diazepam by any delivery route.
Meanwhile, a small fraction of EMS systems were already
starting to use midazolam to stop seizures. “The majority of
the EMS community wasn’t willing to do it at all because it
was completely speculative,” Silbergleit says. “Nobody really
knew if it was as effective, if it was safe, what the right doses
would be.”
Silbergleit and his colleagues knew that answering those
questions would require comparing medications in realworld practice. “Clinical trials in the pre-hospital setting are
challenging regardless,” notes Silbergleit. “And when you’re
talking about status epilepticus, you’re talking about one of
the most time-critical things paramedics do — it’s right up

there with cardiac arrest. So you have
to design the trial so that it fits in
seamlessly with the care they need to
provide.”
Moreover, the researchers wanted
to know how long each drug took
to administer, which drug worked
faster, and by how much. Asking
medics to record times after the end
of a run would be too imprecise
a measure. So, the trial organizers
worked with faculty and students at
the U-M College of Engineering to
design a study kit that relied upon a
built-in clock and voice recorder to
capture the action.
Researchers later listened to the
recordings and compiled a dataset
from the verbalizations medics made
as they administered the drugs and
noted the cessation of seizures. The
bright yellow kits also kept data on
storage length and ambient temperature to prevent degraded medicine
from being given to patients. “Because
these technologies have become
cheap, easy and ubiquitous, it was
possible to make an inexpensive
device that could do everything we
needed it to do,” says Silbergleit.
The kits also allowed patients to be
assigned randomly to one of the two
arms of the study. When the EMS
crew determined a status patient met the trial requirements,
they opened the study kit and gave the patient two drugs in
quick succession, one of which was a placebo. Patients first
received a shot in the thigh with an autoinjector — a prefilled canister tipped with a spring-loaded needle, similar to
an EpiPen — and then medics started an IV line to administer the second agent.
“Using the autoinjector was important to the study
because it allowed the intramuscular dose to be given very
rapidly and only cause a small delay, about 20 seconds,
before moving on to place the intravenous line. Since half
the patients would be getting a placebo in the IM injection, we wanted to keep that delay as short as possible,” says
Silbergleit.
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‘INCREDIBLY SERENDIPITOUS’

T

he autoinjectors used in the study were provided
by the U.S. Department of Defense, which was
already looking to test midazolam as a replacement
for diazepam in the autoinjectors included in nerve gas
antidote kits. “It turned out to be incredibly serendipitous,”
says Silbergleit. “Our goals to advance emergency treatment
in the field meshed with the chemical threat community’s
desire to test the midazolam autoinjector.”
David Jett, Ph.D., director of the Countermeasures Against
Chemical Threats program at the National Institute of Neurological Disorders, part of the NIH, says the research is a
great example of collaborative work between federal agencies
and university-based researchers.
The study, in conjunction with previous data from human
and animal tests, is being used to seek FDA approval to
use the devices to deliver midazolam, Jett says. “Data from
RAMPART will be a critical part of that overall process,” he
says. “We needed to test the efficacy in humans, but obviously we’re not going to test nerve agents on people. So, the
RAMPART findings will serve as a surrogate.

William Barsan
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“Whether a seizure is initiated by a disease process or a
chemical agent,” Jett says, “the faster you can stop it, the
better — and the evidence indicates midazolam will stop a
seizure faster than what’s currently available.”
During a chemical exposure affecting a large number of
people, the benefits of autoinjectors would be profound, Jett
notes. “The autoinjectors can deliver medication in seconds, whereas starting an IV can take minutes, so each first
responder would have the capacity to attend to many more
victims,” he says.
The RAMPART study didn’t set out to prove that intramuscular injections of midazolam were better than lorazepam given intravenously, only that it was a “non-inferior”
treatment. “We designed the study to see if we could give
midazolam through the IM-route and have it work just as
well as IV lorazepam, the standard of care,” says Silbergleit.
“In fact, we found that it worked better, which wasn’t part of
our hypothesis.”
Analysis showed that upon arrival at the emergency room,
73 percent of patients who received midazolam had stopped
having seizures, compared to 63 percent of patients who
got the lorazepam. Moreover, fewer patients who received
midazolam required hospitalization — 58 percent versus
66 percent.
Silbergleit and his colleagues weren’t entirely sure
to what they should attribute midazolam’s unexpected
success. “It’s interesting to speculate that a difference
of just a few minutes with earlier administration in the
intramuscular group may have been enough to drive
the slight superiority of the intramuscular route with
respect to outcome,” they wrote in the NEJM. “However, it is also possible that the difference in outcome
between the two treatment groups reflects differences
in the efficacy of the agents used, rather than the route
of administration.”
Either way, says Silbergleit, “The takeaway is that
intramuscular midazolam should be the preferred way to
treat status epilepticus in the field.”
While medics could start giving midazolam injections
to seizure patients using a syringe, they won’t be able to
carry autoinjectors until the devices receive FDA approval. Eventually making them available for home use
would require further study. “The fact that autoinjectors
can be safely used by paramedics doesn’t tell us that they
can be safely used by family members,” Silbergleit says.
“It’s certainly a possibility. If the breathing depression
caused by seizures is worse than side effects for breath-

ing caused by the drug, then it could be that family members
could safely use it.”

A PUBLIC GOOD

R

AMPART was the first trial completed by the
Neurological Emergency Treatment Trials (NETT)
network, which was launched with a $7.7 million
grant in 2006 — and which recently had its funding renewed
for another five years and $11.5 million.
The NETT’s unique hub-and-spoke model spans the
U.S. and makes it possible to overcome one of the biggest
roadblocks to finding new and better treatments for neurological emergencies: access to large numbers of patients and
the ability to treat them quickly, says emergency physician
William Barsan, M.D., principal investigator of the NETT’s
U-M-based clinical coordinating center. For RAMPART,
the NETT enlisted the help of 4,314 paramedics, 79 receiving hospitals and 33 EMS agencies, to treat 1,023 episodes of
patients with status epilepticus. Subjects ranged in age from a
few months old to 103 years.
“With RAMPART, we knew that whether the results were
positive or negative, we would change clinical practice,” says
Barsan, professor of emergency medicine at the U-M and
former chair of the department. “What makes the NETT
unique is we’re not focused on a particular disease, but rather
on the acute phase of treatment for any neurologic disorder that comes through the emergency department such as
stroke, head trauma, epilepsy and cardiac arrest.”
RAMPART is also a great example, Barsan says, of the type
of research that has direct, immediate benefits for the public
that private companies aren’t interested in pursuing. “This is
what we mean when we talk about ‘comparative effectiveness
research,’ ” adds Silbergleit. “When we have multiple existing
ways of doing things, it’s a public good to compare them to
figure out which works best. We’ve had a research system
that’s primarily been driven by new technology or the latest
molecule, rather than trying to determine which of the available resources work best.”
Although it may take some time for midazolam protocols to
be widely adopted by EMS agencies across the U.S., the reception so far has been extremely positive, says Silbergleit. In April,
the Neurocritical Care Society published new guidelines on the
treatment of status epilepticus that incorporated RAMPART’s
finding that midazolam was at least as effective as lorazepam and
listed it as the “drug of choice for IM administration.” [M]

BY THE NUMBERS

ALMOST 1 IN 10
Risk of suffering a seizure in one’s lifetime

1 TO 2 %

Proportion of emergency department
visits for seizures

70%
Proportion of first-time seizures for
which no cause is apparent

120,000 TO 200,000
Number of people each year who
experience status epilepticus

UP TO 55,000

Number of deaths each year to which
status epilepticus contributes

1 IN 5

Mortality rate for status epilepticus that
continues for more than half an hour

$4 BILLION
Estimated annual inpatient cost for
status epilepticus patients
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THE MICHIGAN

DIFFERENCE

TRANSFORMING MEDICINE THROUGH PRIVATE GIVING

Honoring the Life
of an Honored Teacher
KENNETH DONALD MCCLATCHEY

(M.D. 1975, Residency 1978) — dentist,
doctor, researcher and world-famous
oral pathologist — grew up on an
island in the Detroit River. What was
there for a bright, curious young man
to do on tiny Hickory Island? His wife,
Marty McClatchey, laughs and says,
“If you asked me, I’d say ‘I’m not sure,’
but if you asked Ken, he’d say there
was muskrat trapping, duck hunting
and fishing; there was hiking in the

The McClatchey Family (clockwise
from top left): Marty, Sean, Kenneth,
Stephen, Suni and Suki
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woods with sandwiches made from
wild onions.”
That spirit of fun, adventure, optimism — and a resonant respect for
the simple things in life — stayed with
Kenneth McClatchey throughout his
successful career as pathologist and
family man. McClatchey earned his
Bachelor of Science in 1964 and went
on to study at the U-M School of
Dentistry; Marty Kruger earned her
bachelor’s degree in special education

a year later. The two wed in 1968 after
McClatchey finished dental school and
Kruger earned a degree in social work.
McClatchey realized that dentistry
was not going to be a fulfilling career
for him but he kept at it, completing a
graduate program in oral pathology at
Michigan in the meantime. A mentor
encouraged him to apply to medical school, but Harvard and Wayne
State universities turned him down
because he was an older student with
a profession. Then came an acceptance
from Michigan, where he entered the
second-year Medical School class.
The McClatcheys’ love of children
and Marty McClatchey’s work in
the adoption field, specializing in
hard-to-place kids, led them to adopt
four children — Sean, Suki, Suni
and Stephen — by the time Kenneth
McClatchey finished his pathology
residency in 1978. McClatchey took
a staff position in pathology under
the renowned A. James French, M.D.
(Residency 1941), who became a treasured mentor. In 1982, he was named
associate chair, overseeing clinical
laboratories and teaching activities in
the Department of Pathology. In 1988,
he was named professor of pathology
and of otolaryngology in the Medical
School and of oral medicine/pathology in the School of Dentistry, as well

COURTESY OF MARTY MCCLATCHEY

‘He’s there, providing an opportunity.’

as associate chief of clinical affairs in
University Hospital.
As an expert in head and neck
pathology, McClatchey helped patients
and doctors with difficult diagnoses,
but he truly loved teaching: nurturing,
mentoring and stimulating the next
generation of physicians and dentists,
which he did for the next 25 years before becoming chair of the Department
of Pathology at Loyola University in
Chicago. The McClatcheys embraced
their two-state status, taking turns
traveling back and forth.
In 2003, Kenneth McClatchey was
diagnosed with an endocrine tumor of
the pancreas. After a surgical procedure to remove the tumor, doctors
felt confident he could be treated with
medication. But in December, routine
blood work revealed a severe reaction

to the medication, and he died quite
suddenly at University Hospital just
before Christmas.
Two years later, Marty McClatchey
began thinking about a way to honor
her husband’s life. “I remembered that
medical school wasn’t easy for us, financially,” she says. “So I decided to do
a scholarship. After the first scholarship
was funded, I thought, ‘Wouldn’t it
be neat if there could be a scholarship
every year!’ For always, there would be
a medical student who has a little extra
money because of this scholarship.”
In 2006, she established the Kenneth D. McClatchey Scholarship in
the Medical School, and recently made
another generous gift to support the
fund. “He may not be there teaching
but he’s there, providing an opportunity,” she says. —WHITLEY HILL

The
MICHIGAN
ALZHEIMER’S
DISEASE CENTER
(MADC) strives
to provide hope
for the future and
better solutions
for patients and
families today.
DIRECTED BY HANK
PAULSON, M.D., PH.D.,
THE MADC:
• Conducts cutting-edge
research on Alzheimer’s
disease and related
disorders
• Provides state-of-the-art
care for individuals
experiencing memory loss
or dementia

Unprecedented Exploration
PHIL JENKINS, OF ANN ARBOR, MICHIGAN, HAS MADE A SIGNIFICANT GIFT IN
support of pediatric brain tumor research in the Department of Neurosurgery. Jenkins’
gift includes the purchase of a focused ion beam and scanning electron microscope,
which will be located in the new U-M Neurosci-

• Advances the
understanding of
dementia through research,
education and outreach

ence Hospital and will allow unprecedented

MARTIN VLOET, MICHIGAN PHOTOGRAPHY

exploration of how human tumors grow.

HELP MADC IN
ITS MISSION OF HOPE.

Jenkins has been a dedicated supporter of
medicine at Michigan, whose generosity has

Visit http://bit.ly/NBVZ0h
to support MADC today.

benefited the Comprehensive Depression Center and complementary and alternative medi-

www.med.umich.
edu/alzheimers

cine. His gift to the neurosciences recognizes
the “amazing leadership, accomplishments and
inspiring work” of Karin Muraszko, M.D., current
department chair and the Julian T. Hoff Professor of Neurosurgery. —RK

Phil Jenkins
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Stemming
the Tide of
an Insidious
Disease

Schwartzberg family
gift advances research
into bipolar disorder
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Steven
Schwartzberg
with his nephew,
Howie Starer,
and nieces
Melissa Starer,
Isabel Schwartzberg, Sabrina
Schwartzberg
and Molly
Schwartzberg

The Schwartzberg family’s gift will
further advance the ongoing studies being done in collaboration with
the Depression Center’s Heinz C.
Prechter Bipolar Research Fund,
where researchers are using an array
of approaches, including induced
pluripotent stem cell (iPSC) lines, to
analyze bipolar disorders on a cellular
and genetic level and help advance personalized treatments.
Over the past year, scientists at the
U-M have developed iPS cells from
skin samples donated by adult volunteers from the Prechter Bipolar Study.
These cells behave like embryonic
stem cells, and will form the starting

material to study the characteristics
of neurons from the person with the
disorder.
In addition to supporting the stem
cell research, the Schwartzberg family has worked with the Depression
Center to create the “EVEN” program,
in honor of Steven. EVEN, whose
slogan is “We are all together, We are
all EVEN,” is a cutting-edge awareness
program geared toward training teachers, school counselors and high school
students to identify and address anxiety
and depression in teenagers. The program had its kick-off this year at Byram
Hills High School in New York.
—JUSTIN HARRIS

COURTESY OF HARRIS SCHWARTZBERG
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A $1 MILLION COMMITMENT
from the Schwartzberg family of
New York to the U-M Comprehensive Depression Center will help the
U-M continue its mission to unravel
the mysteries of bipolar disorder using stem cell lines derived at Michigan.
The gift establishes the Steven M.
Schwartzberg Memorial Fund at the
Depression Center. Al and Florence
Schwartzberg named the fund in honor
of their son Steven, who died three
years ago after a long struggle with
bipolar disorder.
“Steven was a brave, sweet and sensitive soul who had to fight a fight that
many others in the U.S. are suffering
through today,” says Steven’s brother,
Harris Schwartzberg, who earned a
bachelor’s degree from the U-M College of Literature, Science, and the
Arts in 1989. “We hope that by supporting the work of the dedicated stem
cell and clinical researchers at U-M, we
will be closer to putting an end to this
insidious disease that negatively affects
the lives of so many.”

Professorships Recently Inaugurated
The late Thomas and Susan Brown

cal procedures than anyone in the

inaugurating the Franklin Davis

of St. Clair,

United States,” George Dock, M.D., was

Johnston Collegiate Professorship

Michigan,

honored April 9 during the inaugura-

in Cardiovascular Medicine and the

believed that the

tion of the George Dock Collegiate

Park W. Willis III Collegiate Professor-

U-M should be

Professorship in Internal Medicine. A

ship in Cardiovascular Medicine. The

at the forefront

memorial to the first full-time profes-

Johnston Professorship, held by Wil-

of medical

sor of medicine in the U.S., it honors

liam F. Armstrong III, M.D., serves as

discovery for

Dock’s desire to structure an inspiring

a memorial to Johnston, who headed

the treatment,

academic environment for teaching

the Cardiology Service from 1952-69.

management and a possible cure for

and the clinical practice of medicine,

The Willis Professorship serves as a

Parkinson’s disease. The Thomas H.

which led to the clinical clerkship in

similar tribute to the life and career

and Susan C. Brown Early Career

1899 and changed medical education

of Willis, who restructured the Heart

Professorship in Neurology — es-

across the U.S. The first Dock Profes-

Station into the Division of Cardiology.

tablished through the Browns’ estate

sor is Sanjay K. Saint, M.D., M.P.H., a

David S. Bach (M.D. 1986, Fellowship

and inaugurated March 28 — rec-

professor of internal medicine.

1992) is the first Willis Professor.

Brown Professor is Kelvin L. Chou

Donita Sullivan’s five decades of ser-

On June 6, Assistant Professor of

(M.D. 1998), an associate professor of

vice to the Medical School contained

Neurology Ann

neurology and neurosurgery.

many firsts — she trained to become

A. Little (M.D.

The Browns

ognizes their commitment. The first

one of the first pediatric rheumatolo-

2001, Residency

On April 2, Asheesh Bedi (M.D. 2002,

gists in the U.S., and was the holder

2005, Fellow-

Residency 2007), an assistant pro-

of the first named professorship in

ship 2006) was

fessor of orthopaedic surgery, was

the Department of Pediatrics and

installed as the

installed as the first Harold W. and

Communicable Diseases. The Donita

Helen L. Gehring Early Career Profes-

B. Sullivan, M.D., Research Professor-

sorsor of Orthopaedic Surgery.

ship in Pediatrics and Communicable

legiate Professor of Neurology.

Established in 2011 through a gift from

Diseases recognizes Sullivan’s many

Established through gifts from the

the Gehrings’ estate, this is the second

contributions to the Medical School.

trust of Edward and Kathryn Bellas,

professorship in the Medical School

Donna M. Martin (Ph.D. 1992, M.D.

the CSX Corporation, and colleagues

to bear their name. The Gehrings had

1996), an associate professor of pe-

and trainees of James W. Albers (M.D.

no children, and when Harold died in

diatrics and communicable diseases

1970, Residency 1972) — a professor

1984, it was Helen’s wish to perpetuate

and of human genetics, became the

emeritus of neurology, psychiatry,

his memory and his work in a way that

first Sullivan Professor on April 19.

and of physical medicine and rehabili-

would prepare others to serve society
as he did.

Albers

first James W.
Albers Col-

tation — it supports a faculty member
Two of the finest physicians to serve

who aspires to the highest standards

the Department of Internal Medicine

of patient care, research and educa-

A physician once described as “a

and Division of Cardiology were hon-

tion in the field of neurological dis-

man who knows more about clini-

ored April 23 during a dual ceremony

ease, as exemplified by Albers. —KB
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FACULTY HONORS & AWARDS

KYUNG J. CHO, M.D. (Fellowship

JAMES B. FROEHLICH, M.D., M.P.H.

search, which advises the directors of

1975), the William Martel Collegiate

(Fellowship 1996), is president-elect

NIH, NCMRR and the National Institute

Professor of Radiology, received a Gold

of the Society for Vascular Medicine.

of Child Health and Human Develop-

Medal from the Society of Interven-

He serves as associate professor of

ment on matters and policies relating

tional Radiology in recognition of his

internal medicine and director of the

to the center’s programs. In March,

clinical work, research, contributions

Vascular Medicine Program and the

Green became a member of the

to the literature, and education of

Anticoagulation Service.

U.S. Secretary of Health and Human

residents, fellows, radiologists and
referring physicians.

Services’ Interagency Pain Research
JOHN F. GREDEN, M.D., executive

Coordinating Committee of the NIH, as

director of the U-M Comprehensive

well as the American Cancer Society’s

N. REED DUNNICK, M.D., the Fred

Depression Center and founder and

Council for Extramural Grants.

Jenner Hodges Professor of Radiol-

chair of the National Network of De-

ogy and chair of the Department of

pression Centers, was named board

DAVID D. HOWELL JR. (M.D. 1983)

Radiology, received the Association of

president of the American Foundation

was one of 12 radiation oncologists in

University Radiologists’ Gold Medal in

for Suicide Prevention. He also is the

the U.S. to be inducted as fellows in

recognition of his contributions to the

2012 recipient of the Gerald R. Kler-

the American College of Radiology in

field as a clinician, scientist, mentor

man Senior Investigator Award from

April. Howell is an assistant professor

and leader.

the Depression and Bipolar Support

of radiation oncology, and a member

Alliance. Greden is the Rachel Upjohn

of the staff of the VA Ann Arbor Health-

KIM EAGLE, M.D., received the

Professor of Psychiatry and Clinical

care System.

American College of Cardiology’s 2012

Neurosciences and a research profes-

Distinguished Teacher Award. The

sor in the Molecular and Behavioral

TIMOTHY R.B. JOHNSON, M.D. (Resi-

award is given to a fellow of the college

Neuroscience Institute.

dency 1979), the Bates Professor of

who demonstrates innovative and

the Diseases of Women and Children

outstanding teaching characteristics

CARMEN R. GREEN, M.D. (Residency

and chair of the Department of Ob-

and compassion, and who uses those

1992), professor of anesthesiology

stetrics and Gynecology, received the

attributes to contribute to the field of

and of obstetrics and gynecology, was

Lifetime Achievement Award from the

cardiovascular medicine. Eagle is the

recently appointed to three national

Association of Professors of Gyne-

Albion Walter Hewlett Professor of

committees. In the fall she joined the

cology and Obstetrics. The award is

Internal Medicine and a director of the

NIH advisory board for the National

given to leaders who make noteworthy

U-M Cardiovascular Center.

Center for Medical Rehabilitation Re-

contributions within the specialty and
(continued on p. 42)
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Faculty Profile

Sabine Hildebrandt: Teaching and the Third Reich

“IF YOU AREN’T PASSIONATE ABOUT SOMETHING,
I think you have no business being a teacher at an academic institution,” says Sabine Hildebrandt, M.D., a lecturer
in the Medical School Division of Anatomical Sciences.
“And the students notice. If you’re not passionate, they
won’t listen to you.”
Hildebrandt is clearly passionate, about both teaching
and her subject matter, and her students listen when she
depicts the relationship that existed in her native Germany
between the study of anatomy and Hitler’s Third Reich,
which was only too able and willing to provide cadavers to
scholars and teachers in the field — provided they met the
regime’s criteria for “racial” and political acceptability.
“I find a good reception from students,” she says. “The
history of National Socialism still holds great interest
because it is so vivid, and many students are surprised that
anatomy was a part of it. It wasn’t talked about until the
last two decades. Basically, what it took was for all the
involved anatomists and their pupils to die before anyone
was willing to touch the subject.”
After an early career in experimental rheumatology,
Hildebrandt discovered her calling: teaching. “That is my
true passion,” she says. “And I’m able to combine that with
my interest for the history of the Third Reich. I was born only 13 years after the end of World War II, in a
society with vivid memories of that war and conscious of its guilt. I needed to know how all of this could
have happened, and anatomy was my subject.”
Hildebrandt has identified two classes of victims: the anatomists themselves, and those whose remains
were furnished for dissection. If they were lucky, anatomists identified as Jewish under Nazi law or who
refused to cooperate with the government merely lost their jobs, but some lost their lives. Many, especially
younger scientists, fled the country.
Researching the anatomists has been far easier than tracking down information about the individuals who
were dissected. Records are incomplete, and people were executed for everything from murder to petty theft.
Hildebrandt is now a leader in a growing movement in medical historiography. She served as co-guest
editor of a recently published special issue of Annals of Anatomy, devoted to a symposium on anatomy in the
Third Reich held in Würzburg, Germany.
In recent years, “the whole area has just exploded,” she says. “Only in May, the German Medical Association came out with the first apology for physicians’ involvement in the deeds of the Third Reich.”
For Hildebrandt, such an outcome demonstrates the value of the exploration and teaching of history.
“The continuity between the past and the now is very important to me,” she says. “Are scientists acquiescing to the regime if they use the materials supplied by the regime, or identify with the regime? I would say
yes. It’s similar to physicians taking part in executions in this country. I can’t think of anything more wrong.
A doctor is supposed to heal.” —JEFF MORTIMER
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work to further the goals of the asso-

that regulate states of sleep and

riatric and Palliative Medicine, received

ciation and academic medicine.

anesthesia, breathing and pain. Also, in

the Spirit of the Planetree Physician

May, Lydic was designated a distin-

Champion Award for 2012 for his work

CHERYL LEE, M.D., and MONICA

guished alumnus by the Texas Tech

at the VA Ann Arbor Healthcare Sys-

LYPSON, M.D., have been selected as

University Graduate School of Bio-

tem. The awards were created to cel-

fellows in the Hedwig van Ameringen

medical Sciences, where he received

ebrate patient- and resident-centered

Executive Leadership in Academic

his Ph.D. in 1979.

care by recognizing individuals who

Medicine Program for Women at

personalize and demystify the health

Drexel University College of Medicine.

HOWARD MARKEL (M.D. 1986), Ph.D.,

The program prepares senior women

the George E. Wantz Distinguished

faculty for positions of leadership at

Professor of the History of Medicine

RICK NEUBIG, M.D., Ph.D., was named

academic health centers and aims

and director of the Center for the His-

president-elect of the American So-

to increase the diversity of women in

tory of Medicine, was elected to the

ciety for Pharmacology and Experi-

such positions. Lee is the Robert H.

American Epidemiological Society, the

mental Therapeutics; he’ll assume the

and Eva M. Moyad Research Professor

oldest body of its kind in the U.S. He

presidency in July 2013. Neubig is a

of Urology and director of the Bladder

also was appointed to membership

professor of pharmacology and as-

Cancer Program. Lypson serves as as-

on the Board of Population Health and

sociate professor of internal medicine,

sociate professor of internal medicine

Public Health Practice at the Institute

and one of the founders of the U-M

and of medical education, and as

of Medicine of the National Academies,

Center for Chemical Genomics.

assistant dean of graduate medical

a position which lasts through 2015.

education.

The board examines and develops

KEVIN TREMPER, M.D., Ph.D., received

strategies for disease prevention, ad-

the J.S. Gravenstein Award for lifetime

RALPH LYDIC, Ph.D., the Bert N.

dressing the science base for interven-

achievement for technology in anes-

LaDu Professor of Anesthesiology

tions, the public health infrastructure,

thesia from the Society for Technology

Research and professor of molecular

and the education and supply of health

in Anesthesia. Tremper is the Robert B.

and integrative physiology, will receive

professionals necessary for carrying

Sweet Professor of Anesthesiology and

the 2012 Excellence in Research Award

them out.

chair of the Department of Anesthesiol-

from the American Society of Anes-
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care experience for others.

ogy. He currently is developing a new

thesiologists in October. The award

MARCOS MONTAGNINI, M.D. (Fel-

generation of alerting display system,

recognizes Lydic’s more than 30 years

lowship 1998), associate professor of

AlertWatch, for use in operating rooms

of research on the brain mechanisms

internal medicine in the Division of Ge-

and intensive care units. —MF
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Ophthalmology Research: Visual
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Dysfunction in Diabetes: The Science
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of Patient Impairment and Health

bee, D.O., J.D.: Medicolegal Issues

Care. Humana Press, 2012. Also ed-

in Pediatrics. American Academy of
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Pediatrics, 2012. Also edited by Donn

and William W. Hauswirth: Oxidative

and Sunil K. Sinha: Neonatal and

Stress in Applied Basic Research and

Perinatal Medicine: Debunking the

Clinical Practice: Studies on Retinal

Myths, volume 16, issue 5 of Semi-

and Choroidal Disorders. Humana

nars in Fetal & Neonatal Medicine.

Press, 2012.

Elsevier Inc., October 2011. Also

World-renowned U-M
researchers Kenneth J.
Pienta, M.D., and Arul M.
Chinnaiyan, M.D., Ph.D.,
are making important
strides against this
devastating disease,
and you can help.

PHOTO CREDIT

From now until
December 31, 2013,
every dollar given to
support prostate cancer
research at the U-M will be
matched by the Prostate
Cancer Foundation as part
of a $10 million challenge
— doubling gifts and
their impact.

edited by Donn, Avroy A. Fanaroff,

By Michelle Riba, M.D., M.S., pro-

William E. Benitz, Josef Neu, Lu-Ann

fessor of psychiatry and associate

Papile, Richard A. Polin, and Linda J.

chair for education and academic af-

Van Marter: Year Book of Neonatal

fairs; and Luigi Grassi, M.D.: Clinical

and Perinatal Medicine 2011. Elsevier

Psycho-Oncology: An International

Mosby, 2011.

Perspective. Wiley-Blackwell, 2012.
Also edited by Riba; Melvyn Ru-

Edited by Thomas W. Gardner,

benfire, M.D., professor of internal

M.D., professor of internal medicine,

medicine and director of preventive

ophthalmology and visual sciences

cardiology; and Lawson Wulsin,

and of molecular and integrative

M.D.: Psychiatry and Heart Disease:

physiology; Joyce Tombran-Tink,

The Mind, Brain and Heart. Wiley-

Ph.D.; and Colin J. Barnstable, D.Phil.:

Blackwell, 2012. —RJ

Contribute today. Visit:
www.giving.umich.edu/give/
cancer-prostate-challenge
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Class Notes

80s

Marcel E. Salive (M.D.

and retention of faculty. He also is the

1985), M.P.H., a medical

director of neuroradiology and vice chair

officer at the National

of program development in the Russell

00s

Stefani Hudson (M.D.
2003, Residency 2006)
was named 2012 Fam-

Institute on Aging,

H. Morgan Department of Radiology and

ily Physician of

National Institutes

Radiological Science.

the Year by the

of Health, recently

Michigan Acad-

received the Ron-

emy of Family

ald Davis Special

Lydia Best (M.D. 1996)

Physicians. She

received a Michigan

serves as medi-

State Medical Society

cal director of

from the Ameri-

90s

can College of

Presidential Citation at the organiza-

Recognition Award

Kelch

the University of

Preventive Medicine. The award is given

tion’s House of Delegates meeting in

Michigan Ypsilanti Health Center,

annually in recognition of leadership and

April. She is the medical director at

working with individuals from a wide

outstanding contributions to the field of

Covenant Community Care in Royal Oak,

range of socioeconomic and ethnic

preventive medicine. Salive also is vice

Michigan, a faith-based non-profit com-

backgrounds. She also volunteers in

chair of the American Board of Preven-

munity health center serving the citizens

a leadership role at Ypsilanti’s Hope

tive Medicine.

of metro Detroit. Best, who began as a

Clinic, a non-profit organization which

volunteer with the organization in 2003,

provides free care to the underserved,

was recognized for her dedication and

and works with the Medical School to

dency 1985) re-

commitment to the humanitarian goals

involve students and residents in com-

ceived the Arnold

of the Hippocratic Oath.

munity work. —MF

Thomas P. Waldinger (M.D. 1980, Resi-

P. Gold Foundation
Humanism in
Medicine Award at

Class Notes may be submitted online at www.medicineatmichigan.org/classnotes, mailed to
1000 Oakbrook Dr., Suite 100, Ann Arbor, MI 48104, or e-mailed to frostm@umich.edu.

the annual meeting of the American Academy
of Dermatology in March. The award
recognizes his career-long dedication to
compassionate patient care. Waldinger
specializes in skin cancer and geriatric
dermatology at Oakwood Healthcare
System in Dearborn, Michigan.

David M. Yousem (M.D. 1983) in March
became associate
dean of professional development for Johns
Hopkins Medicine.
In his new role, he
will work to sup44
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port the promotion

WHO BEST EXEMPLIFIES
THE ART, SCIENCE AND SACRIFICE
OF MEDICINE TO YOU?
The annual Medical Center Alumni Society (MCAS) Awards
recognize the leadership, achievements and contributions
of our most outstanding alumni, in three categories:

THE DISTINGUISHED ALUMNUS ACHIEVEMENT AWARD
THE DISTINGUISHED ALUMNUS SERVICE AWARD
THE EARLY DISTINGUISHED CAREER ACHIEVEMENT AWARD
Nominations for 2013 awards are due September 17, 2012.
Go to http://bit.ly/LPAkhc for forms and guidelines.
Questions? Contact Trish Roma at trishro@umich.edu or (734) 763-5103.

NOMINATE YOUR ALUMNI COLLEAGUES TODAY!

KURT HOENECKE

Alumni Profile

Heinz Hoenecke: ‘Sustainability is Always the Objective’

WHEN HIS FATHER, A LUTHERAN MINISTER,
set out with another clergyman to establish missions
along the west coast of Africa, Heinz Hoenecke (M.D.
1954) was a senior at the U-M, trying to get into medical
school. “I wished I could have gone along,” he says. Some
years later, his mother, a public health nurse, along with
another young nurse, started a clinic in Zambia at one of
the missions his dad helped found. By then, Hoenecke was
practicing pathology in Phoenix, Arizona.
But his time finally came. “After being chained to a microscope for 35 years, I was anxious to break out,” he says. He
and his wife, Alice, turned their retirement toward altruistic
ends and embarked on their first overseas venture in Swaziland, where Hoenecke served as a general practitioner.
“That’s where I discovered a deficiency of surgical
pathology services,” says Hoenecke. “There were none. I’d
see all these tumors and had no way of diagnosing them.”
On the plus side, however, “My clinical work in Africa
helped me understand what the problems were,” he says.
“I worked in a ward of 75 patients, and in outpatient clinics
and emergency rooms.”
His next volunteer assignment, in a Zaire hospital, was
just as frustrating. “I tried to set up a pathology lab but was
unable to obtain the reagents and necessary supplies,” he
recalls.
Realizing that few African mission hospitals had the
surgical volume to justify establishing their own laboratories and hiring a pathologist, he launched his first central
pathology lab project in Nairobi, Kenya. “In Kenya, all
roads lead to Nairobi,” he says. That made it possible to
maintain a regular flow of specimens and reports.
His system there resembled the one he and colleagues
set up when he directed a lab in Arizona that served remote American Indian hospitals, in which specimens and
reports hitched rides on a vegetable truck and a bank courier vehicle that traveled between his location, the nearest
lab and the reservation. His medical and administrative
skills were beginning to align with the needs he saw.
When an article in the College of American Pathologists’ CAP Today calling for volunteers to staff the lab on

Heinz and
Alice Hoenecke
with Victor Lee

a rotating basis reaped a gratifying harvest, he organized
Pathologists Overseas to institutionalize the concept.
That was in 1991. Since then, Pathologists Overseas has
sent hundreds of volunteers to establish pathology laboratories, provide diagnostic pathology services, and train
local physicians as pathologists in Eritrea, Madagascar,
Nepal, Bhutan, Peru, El Salvador, St. Lucia, Christmas Island and Ghana. Victor Lee, M.D., Ph.D., was one of the
earliest volunteers and has been an integral partner ever
since, and Alice was always an encouraging and active
participant.
The lab in Kenya was eventually transferred to the
Kijabe Mission Hospital and is still in operation, staffed by
volunteers recruited by World Medical Mission of Boone,
North Carolina. “Sustainability is always the objective,”
says Hoenecke. “The goal is to make them self-sufficient.”
The goal is also to improve the societies in which the
labs are sited. Some of what Hoenecke calls “spinoffs,”
many led by program volunteers, have included building schools, furnishing dental supplies, helping control
diabetes, and a project Alice headed which supplied solar
cooking panels to deforested areas of Madagascar.
“There are a lot of things you can do,” he says. “You’re
there, and you see these problems. It isn’t only pathology. I
like the challenge. Sometimes your solution isn’t that good,
sometimes you might look foolish, but you’ve got to hang
in there.” —JEFF MORTIMER
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What’s in a Name?
LINDA MA, A FOURTH-YEAR MEDICAL

student from Seattle, Washington, recently collaborated with hand surgeon
Kevin C. Chung, M.D., on a research
project exploring the origin of medical eponyms — diseases, procedures
and anatomical structures named for
people, usually the scientists who first
wrote about them. Their paper, “In
Defense of Eponyms,” appeared in the
Journal of Plastic and Reconstructive
Surgery in May.

INTERVIEW BY WHITLEY HILL
PHOTO BY J. ADRIAN WYLIE

“

IN LECTURES I’D LEARNED THE
eponyms but never really thought about
them. We use these terms all the time in
clinic or the OR. Where did they come
from, and what place do they hold in
medicine today?
“Aside from being easy to use and
remember, eponyms are a poignant reminder of the humanism of medicine,
of the contributions and dedication of our
predecessors. To have an eponym is one
of the highest honors in the medical field.
“This project showed me the legacy of
medical history that I, as a new physician,
will inherit, and how it will always be important to understand and respect the past.

”

—LINDA MA
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