Dear Alumni/ae and Friends:
Earlier this year, the University of
Michigan Medical School tied for
ninth place in the prestigious U.S.
News and World Report ranking of
the best medical schools in the
nation, up from a tie for 12th the
previous year. In Fiscal Year 2000,
the School received $177 million in
NIH research funding, making us 10th in the nation.
And just this summer, the U-M Health System was
ranked seventh among academic medical centers by
U.S. News and World Report, compared with 12th
last year. These impressive rankings reflect well on
the skill, determination and dedicated effort of the
many men and women who work daily not just to
steward a great institution but to move toward ever
greater levels of achievement.
While no ranking system is a perfect measure
of excellence, rankings nonetheless signify something important.
They represent, in
large part, recognition by our peers,
perhaps the most
exacting group that
exists. Recognition
creates reputation,
and reputation draws the very best faculty and
researchers to prepare the very best students for
careers in medical science and practice. One reason
our peer institutions like Hopkins, Harvard and
Duke consistently rank in the top five is that such a
ranking itself helps attract some of the brightest
faculty and students to their doors. But it is an
unrelenting commitment to the highest possible
standards of medical science and education that
places schools in the forefront to begin with, and it is
that same commitment that keeps them there, year
after year.

position to have an even greater impact on medical
education, research and clinical care.
None of us should underestimate the enormous
challenge such a goal entails. It will take phenomenal
effort on the part of faculty, administration and
staff. Private giving will be one of the keys to our
success, for we need to double our number of
endowed professorships, perhaps the most powerful
faculty recruitment tool there is; to build new
research facilities capable of housing medical science
in the 21st century; and to significantly increase
scholarship support to ease the daunting burden of
debt that medical education has come to represent
for many of today's students.
Our most important sustainable advantage is our
ability to change, and the timing is right for change
at U-M. Over the next five years, we will, because
of faculty retirement, find ourselves needing to
replace nearly half of our department chairs. We are
investing in the
new Life Sciences
Institute, the Basic
Sciences Research
Building, new clinical facilities and
an extensive renovations program.
This is the perfect time to take stock in our accomplishments as one of the country’s premier medical
schools and to commit to moving toward a level of
accomplishment that is even greater in the years ahead.

Our vision is to be widely
acknowledged as one of the
top five medical schools in
the United States by 2010.

This is an undeniably dynamic place with a long, distinguished history. We continue to excel in many
remarkable ways, but our best days still lie ahead.
Our vision is to be widely acknowledged as one of
the top five medical schools in the United States by
2010. I believe, as I'm sure you do, that the
University of Michigan Medical School has the capability. Improving our reputation will put us in a

If we are to advance our stature and reputation relative to our peers, the time to do so is now. Achieving
top five status by 2010 will require clarity of vision,
a singular focus on that vision, and an unrelenting
quest by all faculty, staff and friends to attain our
goals. Our potential is unlimited. Together, we can
move the School forward into a new era of medicine
— at Michigan, and around the world.
Sincerely,

Allen S. Lichter, M.D.
Dean
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Holly Nath, M.D., who recently completed her
ob/gyn residency at U-M, wrote the following personal account of the aftermath of the September 11
attack on the World Trade Center to Timothy R. B.
Johnson, M.D. (Residency 1979), chair of the
Department of Obstetrics and Gynecology. Holly’s
husband, Pravene, is a 1999 graduate of the U-M
Medical School finishing his emergency medicine
residency at Bellevue Hospital in New York City.
The Naths graciously gave Medicine at Michigan
permission to reprint the account here.
■

■

■

Dear TJ,
I’ve been thinking of you all and miss everyone at
U-M. Pravene and I are safe and healthy. I wanted to
give you an update and share with you what's been
going on here these past few days. We are in the thick
of things and are still pretty raw and overwhelmed.
It all started for us Tuesday morning when Pravene
heard on National Public Radio that there was an
explosion in the north tower of the World Trade
Center. He saw smoke billowing from a huge gash in
the tower as he looked out
on the Center from our
balcony. Like all ER docs
from Bellevue anytime
there’s a major event or
accident in the city, he put
on his scrubs and headed to the ER. Before leaving
the apartment, he stepped onto the balcony again to
have one last look and while looking south, he saw
the second plane hit and then the huge bright orange
and red flames. He couldn’t believe his eyes — it was
too unbelievable, so bright and brilliant and clear,
like a cartoon. It was then he realized it was not an
accident. En route to the ER he called me at work
and told me there was an explosion. I was in the
midst of giving MTX to one of my patients with an
ectopic. I looked out the window of my office on
32nd Street, which has a beautiful unobstructed
view of the World Trade Center, and saw the smoke
from both buildings.

Everyone knew something was wrong, but many had
not yet seen or heard the details. People were still
trying to carry out their business.
“I spent the morning in the Bellevue Emergency
Department along with hundreds of other health
care providers. The entire emergency room was
cleared of all patients. Our disaster plan was implemented, and we had a surprisingly well-organized
group. Eight full trauma teams headed by chief residents and attending surgeons were assembled and
standing in triage. Twelve emergency medicine
attendings were on duty, along with at least fifteen
residents from our department and scores of other
house staff and medical students. Miraculously, supplies were mobilized and placed in the emergency
department. I have no idea from where they came.
Endo-tracheal tubes, saline bottles, suture kits and
everything in-between were stacked in boxes.
“The NYPD had set up its command post in Bellevue, standard emergency procedure for even small
incidents in the city. Our morning conference room
became the command station, filled with administrators, detectives, police and fire commanders, telephones, computers and lots of other high-tech
equipment Bellevue doesn’t
normally have. Police surrounded the building. All
clinics were closed. The
emergency room was closed
to walk-in patients. No one
without hospital or police identification could enter
the hospital. People seemed to understand.

“We felt useless at work
and guilty at home.”

This is Pravene’s account of Tuesday’s events in the ER:
“As I walked to work, smoke billowed from the
southwest side of the city over to the East River.
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“We waited. Slowly they trickled in. A few traumas,
lots of walking wounded. One fireman who could
not be resuscitated. But only a trickle.
“I was sent home in the early afternoon, to remain
fresh and return for the ‘second wave’ that evening. I
bought food in a crowded grocery store and waited
in a long line to get cash from an ATM. A sheet of
paper hung in the window of the Chase Manhattan
Bank branch on 40th Street and 3rd Avenue that
read ‘Emergency Closing!’
“There was no panic. Thousands of people were
walking north on each avenue, quietly. Some were
covered in soot. Cell phones were not working.
People waited in line for pay phones, most of which
I had never seen used before.
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“I tried to sleep in the afternoon,
expecting a long night ahead. I
couldn’t, so I listened sometimes to
the news, sometimes to the sirens.
Holly returned from work early,
and we spent some time together.
Shortly after 5:00 p.m., we both
headed for the Bellevue Emergency
Department.
“Unfortunately, the scene was the
same as it had been earlier. I was
assigned with two interns and an
attending to ‘side three,’ essentially
one-third of the acute emergency
department which includes the
suture room. Plenty of staff, not
enough patients. Holly walked
around, ready to help. One patient,
a fatigued rescue worker, arrived
during the first two hours. I discharged a 56-year-old woman who
had been cared for earlier. She
worked on the 72nd floor of the
north tower and walked down the
stairs to safety after the building
was hit. Her triage blood pressure Candlelight vigil, U-M Diag, September 11, 2001
was 192/112. We treated a fireman
for conjunctival irritation, the most common prob- On Wednesday, I went to work to cover L&D. It was
lem related to the dust exposure. He had been off hard to get into the hospital because of the tight
that day and reported to the scene later where he security, also there were lines of hundreds of New
found that his company had been one of the first to Yorkers waiting to donate blood. The medical examrespond. All of his coworkers were trapped inside iner’s office is on the premises of our hospital, and so
First Avenue was closed because refrigerated trucks
during the building collapse.
with bodies were lined up outside of the medical
“We cried when a medical student brought in a photo- examiner’s office. Unlike the crowded medical examgraph given to her by a woman outside the hospital. iner’s building, the ER and ambulance bay at
The woman was looking for her husband who Bellevue and NYU were deserted. Pravene was called
worked on the 104th floor of one of the towers. We in and went with a medical team down to ‘ground
didn’t know what to do with the photograph, so we zero.’ He spent the afternoon down there. When he
posted it on the wall. This was our first exposure to came home Wednesday night he was covered with
what has now become a common sight.
soot and really had no words, just tears. He could not
“A few hours later, we were once again sent home. describe the scene. He’s still having a tough time.
There was little to do, and the place was overstaffed. The devastation is horrific — body parts, dust, papers,
I was to return to NYU Hospital Emergency concrete and steel, body bags. No patients to treat.
No survivors. We all feel so helpless, as there is no
Department the following morning at 8:00 a.m.
one to treat or take care of.
“The streets were closed. Police were guarding every
intersection. Sirens echoed everywhere. We watched Our apartment is in the midst of craziness — we’re
the news and tried to sleep. It was hard. We felt use- four blocks from the United Nations building and
four blocks from Grand Central Station, both of ➤
less at work and guilty at home.”
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which have had bomb threats and evacuations during
the last few days. The UN has a one-block perimeter
around it with police, military vehicles, and bombsniffing dogs. Our street is closed and filled with
police. Five blocks south all of First Avenue is still
closed because they need to be able to bring the big
freezer trucks carrying bodies to the morgue which
is part of NYU. There’s always a long line of weeping
families in front of the NYU morgue looking for
information about their missing loved ones. Lots of
pictures hanging on the hospital from family members looking for loved ones. It’s really tough around
here still. The sirens are non-stop. It is not clear when
we will be able to reclaim our city or some normalcy.
That’s all for now. Please let people know that we are
safe and well. I’d like to give a big hug to everyone in
this tough time.
Love,

under $5. A new car, had we been able to afford it,
might have cost $2,000.
Now, if each of those figures is multiplied by 10 for
inflation, we are not far from the averages quoted by
Dr. Lichter. That new grad will have $100,000 debt,
will be paid in excess of $100,000, and, if in family
practice will charge $40 for the routine call. The new
car will cost $20,000. When will it stop? Probably
never. In another 40 years, the new grad will owe
$1,000,000.
Thomas F. Higby
(M.D. 1958)
Fowlerville, Michigan
■

■

■

Dean Lichter replies:

Holly

The Case for Scholarship
Support
Initially, upon reading Dean Lichter’s comments
about the debt load of recent medical grads (Spring
2001), I was shocked, but after reflection I realized
that the main change in the 43 years since my graduation has been in the value of the dollar, which has
decreased by a factor of about 10.
I was able to survive as a student on about $2,000
per year, or about $8,000 for the four years. Tuition,
as I remember it, was about $900 per year. The most
expensive textbook that I bought was Pilsbury’s
Dermatology, for the huge cost of $16.
As an intern I was paid the princely salary of $300
per month. On entering small-town general practice
with an established doctor, I was paid about $10,000
per year, more by quite a bit than I really earned. He
celebrated the coming of a new associate (me) by
raising the fee for the routine office visit from $3 to
$4. My wife and I were able to rent a nice new house
for $90 per month. That first year saw our fifth wedding anniversary, and we dined at Lansing’s finest
restaurant — steak and all the trimmings and tip for
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Inflation, unfortunately, does not account for the enormous debt that must be assumed by many of today’s
graduating medical students. I asked University of
Michigan economist Saul Hymans, one of the nation’s
best-known economic forecasters, to explain why. Here
is his answer:
“If it really were the case that inflation alone
explained the higher costs of attending medical school,
that might mean that the average family of today
could afford the current tuition to the same degree that
the average family of 40 years ago could afford the
tuition of $550 at that time. From 1960 to 2000, aftertax income per person in the U.S. has gone up from
$2,026 to $25,400, a factor of 12.5. If Medical School
tuition now were $6,875 ($550 x 12.5), the average
person today could afford to pay the tuition out of current income to the same degree as the average person
of 1960. But tuition today is not $6,875; it’s $18,760!
(Current in-state tuition is $18,760; non-resident
tuition is $28,814.)
“Here’s another way to look at it. The average price
level for all consumer goods and services (the CPI) was
172.2 in 2000; the 1960 CPI was 29.6. So the average
price level has gone up by a factor of 5.8, which
amounts to an average inflation rate of 4.5 percent
from 1960 to 2000. If Medical School tuition had risen

The tuition bite...has grown enormously

1960: Tuition was 27% of after-tax income

2000: Tuition is 74% of after-tax income

($550 of $2,026)

($18,760 of $25,400)

at this average rate of inflation, it would have gone
from $550 to just about $3,200. But going from $550
to $18,760 implies a tuition inflation rate of 9.2 percent per year, not 4.5 percent.
“The better way to look at it is the income way, not the
price way. Basically, people used to pay about a quarter
of their after-tax income for tuition; today they pay
three-quarters of their after-tax income for tuition!”
Thus one has to interpret the change in tuition as a
huge increase, far beyond what inflation could ever
account for. It explains why tuition that was affordable
for the average family in 1960 is not affordable today. It
explains why students must assume enormous debt in
pursuit of their dreams.
Key points regarding a student’s ability to repay a loan
include, of course, the loan interest rate and the student’s salary. Many students, too, one has to remember, are entering medical school with substantial debt
accumulated during their undergraduate years.
Currently, under the federal Stafford loan program,
students are charged six percent interest annually. The
cap is 8.5 percent. (Under the Stafford program, students can borrow $8,500 per year interest-free until
graduation. They can borrow up to $36,667 per year
under the Stafford program, but the loan amount
above $8,500 begins accruing interest immediately.)

ing those years. The interest alone on their debts will
be about $6,000 the first year. So, beginning to repay
the debt during the three to seven years of residency
while maintaining a household is very difficult if not
impossible.
Graduating from medical school with a huge debt burden creates financial pressures that make it difficult for
physicians to choose rural over urban practice, to
choose family practice over higher-paying specialties.
It makes it difficult for certain highly talented individuals with limited resources to even consider medicine
as a profession.
We alumni who benefited so greatly from attending a
tax-supported public university can help ease the burden on these young people who have chosen to follow
us into one of the most rewarding and demanding of
all professions.
President Lee Bollinger, at the spring honors convocation earlier this year, summarized beautifully the sense
of obligation we all, as graduates of a public university,
must assume: “Each of you has achieved something
quite special, and you, accordingly, deserve our congratulations and admiration. But it would be a mistake to think either that you did it alone, on your own,
without the contributions of others, or that the system,
the institution within which you have achieved these
successes is without meaning for you. You have been
provided with the opportunity to do well, and now you
must think about how, over a lifetime, you can return
the favor, and help others to do well, too.” m

Letters
Assuming no undergraduate debt, how fast can the
student who graduates from medical school with
$100,000 of debt, the average at Michigan currently,
repay his or her debt?
Residents currently earn about $34,000 per year with
slight increases over the course of their residency, which
amounts to an after-tax income of about $25,000 dur-
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Above the Huron
MAMA-2B Helps Pregnant Women Buckle Up Safely
high-tech, pregnant crash-test dummy called
MAMA-2B — for Maternal Anthropomorphic
Measurement Apparatus, version 2B — is helping
U-M physicians and scientists learn more about how to
protect a pregnant woman and her unborn fetus during an
automobile crash.

A

Designed by engineers at the U-M Transportation Research
Institute (UMTRI), First Technology Safety Systems and
Mark Pearlman, M.D., the S. Jan Behrman Professor of
Reproductive Medicine in the U-M Medical School,
MAMA-2B represents a 30-week pregnant woman and
contains sophisticated instrumentation to relate its
response in crashes at different speeds and under varying
conditions to the likelihood of adverse fetal outcome.
MAMA-2B is part of a multi-phase long-term research study
of automotive safety during pregnancy. Results show that
good fetal outcomes are more likely to occur when the
mother uses correctly positioned lap and shoulder seat belts.

“Creating this dummy was particularly interesting because
of the unique anthropometry of a pregnant woman,” says
Pearlman, who also is vice chair of obstetrics and gynecology and an associate professor of surgery. “The limited
amount of biomechanical data available on injury in pregnant
women also presented a challenge.” Pressure measures in
the fluid-filled abdomen component, he says, are related to
the risk of adverse fetal outcome.
“We estimate that between one and two percent of motorvehicle crashes during pregnancy may result in an adverse
fetal outcome, including fetal death,” says Pearlman. The
most common cause of fetal death in a motor-vehicle crash
is from abruptio placentae. This occurs when the placenta,
which supplies nutrients and oxygen to the fetus, prematurely separates from the uterine wall.
Associated projects that supported development of the
MAMA-2B included investigations of 43 actual vehicle
crashes involving pregnant women. “Examining real-world
crashes lets us review how restraints are working to prevent injuries in the field,” according to Pearlman. Another
project examined how belt fit and seated anthropometry
change over the course of pregnancy.
Pearlman recommends that expectant mothers sit in an
automobile seat equipped with both a lap belt and a shoulder
belt. “If there is no other available restraint system, a lap
belt is better than no belt at all,” he says. Don’t disconnect
the air bag, adds Pearlman, but tilt the steering wheel up
toward the face and chest, so the bag is not pointed directly
at the abdomen.
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Building
Bones
to Fight Osteoporosis
he first clinical trial of a new therapy, which uses the patient’s
own bone marrow to grow new cells and strengthen bones, is
underway in the U-M Medical School. If the trial’s results show
promise, the treatment one day could help millions suffering from
osteoporosis — a degenerative disorder in which bones slowly
become thinner and weaker.

T

“Current treatments try to stop osteoporosis
from getting worse and prevent additional
bone loss,” says Robert W. Lash, M.D., a
clinical associate professor of internal
medicine in the Medical School. “One of
our goals is to develop new therapies that
can help people build new bone.”

Mark Pearlman with pregnant crash-test dummy MAMA-2B

To properly protect themselves while driving, expectant
mothers should wear the lap belt positioned underneath
the bulge of pregnancy, so it can load through the pelvis
and not the fetus, says Pearlman. The shoulder belt should
ride along the side of the uterus, between the breasts and
over the mid-portion of the collarbone. This will leave the
pregnancy bulge with as little lap belt or shoulder belt over
it as possible and restrain the mother and fetus — preventing the mother from crashing into the steering wheel,
dashboard and windshield or being thrown from the car.
Pearlman emphasizes that if a pregnant woman is involved
in a motor-vehicle crash, even a minor one, she should contact her obstetrician or nurse-midwife as soon as possible,
especially if the trauma occurs in the second or third
trimester of pregnancy.
Members of the research team include Lawrence
Schneider, Ph.D., a senior research scientist at UMTRI;
Jonathan Rupp and Kathleen Klinich, research engineers at
UMTRI; and James Ashton-Miller, Ph.D., senior research
scientist in the College of Engineering.
—Krista Hopson

Read a related story online at:
www.med.umich.edu/opm/newspage/pregtrauma.htm
For more information on Mark Pearlman and his research, go to:
www.med.umich.edu/obgyn/fachompg/pearlman.html
To learn more about health and safety during pregnancy, visit:
www.smartmoms.org/health-safety/index.html

Technology developed by Ann Arbor
biotechnology firm Aastrom Biosciences,
Inc., is an integral part of the new treatment. “We take a small amount of the
Robert Lash
patient’s bone marrow and put it into a
special device called the AastromReplicell™
System,” says Lash. “The system grows these cells in very, very large
numbers, which we then return to the patient.” When these boneforming or bone progenitor cells are injected back into the patient
they hone in on places in the body with bone — in effect, going
where they are needed to strengthen existing bone.
“We hope to give patients enough of
these active, bone-forming cells to
turn on the bone-producing process to
a much greater degree than would
occur naturally,” says Lash. Currently,
the therapy is being tested on women
with significant osteoporosis and is
not designed for patients with minimal bone loss or for those who are Bone progenitor cells produced
in the AastromReplicell™ System
concerned about bone loss in the for possible treatment of severe
future. Lash emphasizes that preventive osteoporosis. Courtesy of:
measures are still vitally important in Aastrom Biosciences, Inc.
warding off osteoporosis. “Our goal is always to prevent osteoporosis,
and we certainly encourage women to take calcium and vitamin D
from their teenage years through their adult years,” Lash says. “We
urge people to maintain healthy lifestyles, to exercise, not to smoke,
and not to drink excessive amounts of caffeine or alcohol.”
—Valerie Gliem
Read the complete story on the Web at:
www.med.umich.edu/1libr/1cellreg.htm
For more information on Robert Lash, visit:
www.med.umich.edu/intmed/endocrinology/Lash.html
For general information on osteoporosis, please see:
www.med.umich.edu/1libr/womens/gyn07.htm
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Copper Counts
Copper transport gene vital for healthy embryos?
opper could be more important to
the health of your unborn baby than
folic acid, giving up smoking or
abstaining from alcohol — according to a
new study at the University of Michigan
Medical School.

C
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In the June 5 issue of the Proceedings of
the National Academy of Sciences, U-M
scientists report that copper and a protein
called Ctr1, which helps copper get inside
cells, are essential for normal embryonic
development in mice.
Although scientists knew
that Ctr1 was involved in
copper transport in yeast
microorganisms, no one
knew exactly how the gene
worked in mammals until
now.
“Since the genetic structure
and function of Ctr1 is
nearly identical in mice and
humans, it is very likely that
Ctr1 is essential for human
embryonic development, as Dennis Thiele
well,” says Dennis J. Thiele,
Ph.D., a professor of biological chemistry
in the U-M Medical School, who directed
the study.
“Without copper,” Thiele says, “cells can’t
produce energy, metabolize iron or
detoxify free radicals. Without copper, we
can’t grow blood vessels, synthesize
neuropeptides that control muscle contractions, or make the collagen that gives
our skin its elasticity.”
Thiele’s research team created a new strain
of mice by using genetic engineering technology to remove one of two alleles — or
copies of the Ctr1 gene — found in normal
mice. Although these heterozygous mice
appeared and acted normal, U-M
researchers found that their brains and
spleens contained about half as much copper as was found in normal littermates.
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The big surprise came
when researchers bred male
and female heterozygous mice to
see what would happen to mice without
either copy of the Ctr1 gene. When Thiele
examined mouse embryos from these
crosses, he discovered that embryos without the Ctr1 gene all died 10 to 12 days
after fertilization. In addition, all these
embryos were much smaller than normal
and had major abnormalities in organ
and cell development.
“I anticipated the importance of copper in development, but I didn’t expect
it to be so critical that all
the mouse embryos without Ctr1 would die,”
Thiele said. “Based on
these results, it wouldn’t
surprise me to find that
human embryos lacking
both copies of Ctr1 are
aborted spontaneously
during pregnancy.”

Laboratory mouse on a
piece of copper ore.
Photo: Dennis Thiele, U-M Medical School

This research was supported by grants
from the National Institutes of Health,
the International Copper Association and
the American Heart Association.
Jaekwon Lee, Ph.D., U-M post-doctoral
research fellow, and Joseph R. Prohaska,
Ph.D., of the University of MinnesotaDuluth, were co-authors of the study.
—Sally Pobojewski
Read the complete story online at:
www.med.umich.edu/opm/newspage/
coppermouse.htm
Information on Dennis Thiele’s research:
www.med.umich.edu/biochem/all.faculty/
thiele.html
For information on copper and health
from the International Copper
Association, visit:
www.copperinfo.com/health/
health_fr.htm

To test whether copper
supplements would help, U-M researchers
added it to the drinking water of female

“Based on these results, it wouldn’t surprise me to
find that human embryos lacking both copies of Ctr1
are aborted spontaneously during pregnancy.”
—Dennis Thiele

experimental mice three weeks before
and during their pregnancies. Although
they received 50 to 100 times more copper than control mice, the effect on their
embryos was unchanged.
“These data suggest there is no alternate
system for copper uptake into cells that
can compensate for loss of the plasma
membrane Ctr1 transporter, and that the
presence of at least one functional copy
of the Ctr1 copper transporter gene is
essential for normal embryonic development,” Thiele says.
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Biking for
A Cure

U-M students ride cross-country for
diabetes
team of students from the University of
Michigan took the biggest ride of their lives
this summer — a 3,500-mile bicycle trip through
13 states from San Francisco to New York City.

A
Team DAX members were introduced to U-M Regents at their July 20 meeting by U-M Executive
Vice President for Medical Affairs and Health System CEO Gil Omenn and were recognized for
their efforts to increase awareness about diabetes. Pictured in front of the Fleming Building, left
to right, are second-year medical students Andrew Heyman and Aaron Daniel; Kevin Lochner;
second-year medical student Cara Kettler; Gil Omenn; and Barbara Behling.

U.S. News & World Report
Ranks U-M in Top 10 “Best
Hospitals”
The University of Michigan Health System has once again taken
its place among America’s top 10 hospitals, according to an
annual ranking released recently by
U.S. News and World Report. It is the
only health care system in Michigan
to make the list.
UMHS ranked seventh this year, up
from 12th in 2000. Only 15 hospitals
make the prestigious U.S. News and
World Report honor roll.
Three specialties were in the top 10 — ear, nose & throat, geriatrics, and hormonal disorders — including endocrinology and
diabetes.

The goal: to increase awareness for diabetes —
a condition that affects 16 million Americans and
is the seventh leading cause of death in the
United States — and raise funds for diabetes
research and education projects along the way.
The journey began June 11, 2001, and took about
eight weeks. The team traveled between 50 and
70 miles per day along the historic Lincoln
Highway, which meanders through mountain
passes and deserts, across the Great Plains, and
near major metropolitan areas.
“To us, this was kind of an emotional journey,
maybe even more so than a physical one,” says
Andrew Heyman, a second-year student at the
U-M Medical School, and one of the founders of
Team DAX — for Diabetes Awareness Crosscountry. “I think, in some way, this trip was symbolic of what people with diabetes have to go
through every single day. Each of us brought our
own special reasons for doing this which, combined, were a source of strength for all of us to
reach our goal.”
During their journey, the students stopped at diabetes treatment and education centers recognized by the American Diabetes Association.
Team members kept a daily diary of their adventures and posted photos on their Web site.
For information on how to support Team DAX,
email TeamDax@umich.edu or visit their Web site
at www.med.umich.edu/teamdax.
— Valerie Gliem

“This honor reflects the commitment of every U-M Health
System employee to bring our patients the best care and the latest medical technologies available,” says Gilbert S. Omenn,
M.D., Ph.D., U-M executive vice president for medical affairs
and chief executive officer of the U-M Health System. “We are
all proud of this No. 7 ranking which highlights the national
recognition of our clinical care programs that are strengthened
by our outstanding research and educational mission.”
The top three hospitals identified by U.S. News & World Report
were: Johns Hopkins Hospital in Baltimore, Maryland, Mayo
Clinic in Rochester, Minnesota, and Massachusetts General
Hospital in Boston.
—Valerie Gliem
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Denise Tate and Hope Haefner

or Hope Haefner (M.D. 1985), her
year as a fellow in the Hedwig van
Ameringen Executive Leadership in
Academic Medicine (ELAM) Program
for Women was an opportunity to network and discuss topics from mentoring

F

spring session concludes with a two-day
forum, attended by deans of the fellows’
institutions.

Women in Medicine
ELAM strengthens leadership skills

to financial management. Denise Tate,
Ph.D., appreciated the chance to sharpen
her negotiating skills, polish her public
speaking and prepare to serve as a role
model for junior faculty.
“The ELAM program was very valuable
to me,” says Tate, associate professor and
director of research in the department of
Physical Medicine and Rehabilitation
and director of the U-M’s Model Spinal
Cord Injury Care System. “It gave me the
leadership skills I needed to occupy positions of greater responsibility — administrative skills, financial skills, preparation in
personnel management.”
“It’s an amazing program,” adds Haefner,
associate professor of obstetrics and
gynecology and director of the U-M
Center for Vulvar Diseases. “It really reinforced my institutional commitment.
Hearing people talk about their departments and institutions made me realize
how strong we are, but how we can still
improve.”

The competitive fellowship program,
which selects about 40 participants each
year, helps mid-career women faculty at
academic medical centers prepare for
leadership roles. While U.S. medical and
dental schools are attracting increasing
numbers of female students, women are
still rare in senior academic administrative
positions. Of the nation’s 125 medical
schools, only seven have women as deans;
three women (one of whom is an ELAM
alumna) serve as deans at the 55 U.S.
dental schools.

ELAM is sponsored by the Institute for
Women’s Health at MCP Hahnemann
University in Philadelphia, with support
from the U-M Medical School, the
School of Dentistry and the Office of the
Provost. In addition to Haefner and
Tate, two other U-M medical and dental
faculty women have participated in the
ELAM program. They are Lisa Tedesco,
Ph.D., vice president and secretary of the

While U.S. medical and dental schools are
attracting increasing numbers of female
students, women are still rare in senior
academic administrative positions.

The effects of this
imbalance spill out
into society, ELAM
administrators believe.
Fewer women heading
academic medical centers mean less emphasis on women’s
health issues, they assert. ELAM aims to
rectify the imbalance by offering training
in the skills, perspectives and knowledge
that managers need and by focusing on
issues of special concern to women leaders.
The program includes two one-week
sessions of intensive study in the
Philadelphia area, attendance at the
Association of American Medical Colleges
annual meeting, independent assignments and an institutional project. The
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“We are heavily committed to seeing
women advance into leadership in academic medicine,” says Allen Lichter
(M.D. 1972), dean of the U-M Medical
School, “and we recognize that this
needs to happen not merely by accident,
but by design. ELAM is one of the
strongest programs in the country for
introducing women to the issues of academic medicine and helping them build
the skills needed to advance their
careers.”

U-M, interim provost and a professor in
the School of Dentistry; and Eva
Feldman, M.D., Ph.D., professor of neurology in the Medical School.
—Nancy Ross-Flanigan
________________________________
Used with permission of University Record.

T H

Genetic Mutation Increases
Risk of Crohn’s Disease
Nod2 Gene is Key
esearchers from the University of Michigan Medical School have identified a genetic mutation that increases the risk of Crohn's disease. The discovery provides the first insight into
the complex causes and mechanisms of this chronic condition.

R
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U-M scientist Gabriel Nuñez, M.D., with researchers from four other institutions, found that
mutations in Nod2, a gene involved in the immune system's initial response to bacterial infection, significantly increased susceptibility to Crohn's disease. Having one copy of the mutated
gene doubled the risk of Crohn's disease. Having two copies increased the risk 15- to 20-fold.

Photo courtesy Robin’s Pathologic Basis of Disease,
6th Edition, W.B. Saunders
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Crohn's is a chronic inflammatory disease of the gastrointestinal tract, usually the small intestine.
It affects about 500,000 people in the United States and tends to cluster in families. Symptoms
include abdominal pain, diarrhea, fever and weight loss. The cause is unknown, but most scientists think the immune system over-reacts to viruses or bacteria in the intestine triggering an
ongoing, uncontrolled inflammation.
“There is an important link between bacteria
in the gut and genetic factors related to
Crohn's disease,” said Nuñez, an associate
professor of pathology in the U-M Medical
School and a scientist at the U-M's
Comprehensive Cancer Center whose laboratory originally identified Nod2. “Nod2
(l to r) Yasunori Ogura, Felicia Chen, Naohiro Inohara could explain this missing-link connection
and Gabriel Nuñez
between genes and bacteria.”
The Nod2 gene is expressed predominantly in monocytes —
primitive defensive cells that can detect and engulf invaders.
Nod2 encodes a protein that helps the innate immune system
recognize and respond to the presence of a molecule found in
the outer membrane of certain types of bacteria.
Working with co-author Judy Cho, M.D., of the University of
Chicago, Nuñez found that mutated forms of Nod2 lacked
about three percent of the protein found with normal versions
of the gene. The mutated gene was less effective at recognizing bacteria and triggering an immune response. So how
does a less effective immune response by the gene trigger an
over-active immune response in the gut? At this point, Nuñez,
Cho and their collaborators say they have more questions than
The colonic mucosa and muscu- answers. More research will be needed to solve the puzzle.
laris. The mucosa shows chronic
inflammatory cells and granulomas
— classic features of Crohn's disease. Inflammation throughout the
gut wall, including the muscular
layer, is demonstrated by the lymphocytes streaming in between the
muscle fibers. A fistula tract, or fissure, is also prominent, developing
from the lumen and extending
through the muscular wall.

U-M members of the research team included Yasunori Ogura,
Ph.D., Naohiro Inohara, Ph.D. and Felicia Chen. The research
was funded by the National Institutes of Health, the Crohn's
and Colitis Foundation of America, the Scaife Family
Foundation, the Meyerhoff IBD Center, the Logan Foundation
and the Gastrointestinal Research Foundation.

Read the complete story on the Web at:
www.med.umich.edu/opm/newspage/crohns.htm
See Gabriel Nunez’s Web page at:
www.pathology.med.umich.edu/faculty/Nunez/biosketch.htm

— Sally Pobojewski

While most laboratory
mice in the Medical
School live under
stress-free conditions,
mice in the Center for
Integrative Genomics
have a more spartan
lifestyle. This one is
helping U-M graduate
student Nathan LaCross
(right) learn how exercise
affects mice with genetic
mutations involving
obesity and cardiovascular performance. The
Center provides expertise and equipment for
those studying the complex interactions among
genes, organisms and
the environment.
Joseph M. Metzger,
Ph.D. (left), an associate
professor of physiology
and of internal medicine,
directs the new Center.

For patient information on Crohn’s disease, visit:
www.niddk.nih.gov/health/digest/pubs/crohns/crohns.htm
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Survival
Flight Gets
New Pad

Cooling the burn
A

Photo: Martin Vloet

Procedure provides long-term relief from acid reflux
s part of a multi-center clinical trial,
U-M Medical School physicians are
evaluating a simple, outpatient procedure that could provide long-term relief
to the 14 million Americans who suffer
from severe, chronic heartburn. Called the
Stretta procedure, it was approved by the
U.S. Food and Drug Administration in
April 2000 to treat gastroesophageal
reflux disease.

Nostrant added that
t h o s e w i t h s eve r e
hiatal hernias, or
patients who only
experience heartburn
occasionally — as much
as half the American
population — are not
candidates for the
treatment.

“In nearly all patients, the procedure
gave partial or complete relief from symptoms of gastroesophageal reflux disease,”
says Timothy T. Nostrant, M.D., professor
of internal medicine in the U-M Medical
School. Nostrant is lead researcher for the
U-M Health System's part of the study.
Stanford University coordinated the
multi-center trial.

The next step is to
continue monitoring
patients who received
the Stretta procedure
to determine its longterm effectiveness. A
double-blind study also
is planned to rule out
the placebo effect.

“Patients reported increased quality of life,
decreased medication use and continued
improvement in symptoms even 12
months after treatment,” Nostrant says.

—Valerie Gliem

The disease may develop from a combination of factors, says Nostrant, “but the
most important is that the valve, or
sphincter, separating the stomach from
the esophagus is too weak to keep acid
in the stomach.”
The Stretta procedure uses an intense
pulse of radio waves to tighten muscle
control at the point where the esophagus, or food pipe, meets the stomach.
This prevents acid from traveling upward.
U-M gastrointestinal specialists are now
offering it to patients whose heartburn
has progressed far beyond the occasional post-dinner upset. The procedure uses
equipment made by Curon Medical,
which sponsored the clinical trial that led
to FDA approval.
“It doesn't strengthen the muscles, but
instead produces a little bit of scarring
between the esophagus and the stomach,
which makes the valve less likely to
open,” Nostrant says.
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Timothy Nostrant with the Stretta device

On May 23 at the Digestive Diseases
Week meeting in Atlanta, results were
presented on 119 patients — 72 men and
47 women — who received the Stretta
procedure. Sixteen of them were U-M
patients. All patients were between the
ages of 22 and 75 and all had chronic
heartburn or regurgitation, chronic acid
exposure in the esophagus, minor hiatal
hernia (a condition where part of the
stomach protrudes through the diaphragm from the abdomen into the
chest) or esophagitis, an inflammation of
the esophagus.
At 12 months, two-thirds of patients no
longer needed the anti-reflux medications they were taking before the Stretta
procedure. Esophagitis was present in 33
patients at the start of the study and in
25 patients six months after the procedure.

T H

University of Michigan Health System
survival flight helicopters have a new
$7-million helipad
facility that gives
critically ill patients
and medical staff
faster and more direct
access to the emergency department
through a tunnel
under East Medical
Center Drive. The new
facility replaces a 15year-old landing pad
located on the roof
of the U-M Hospital
complex.

See the complete
story online at:
www.med.umich.
edu/opm/newspage/
stretta.htm
For more information on Dr. Nostrant,
visit:
www.med.umich.edu/intmed/
gastroenterology/
Patient information on GERD is
available at:
www.niddk.nih.gov/health/digest/
pubs/heartbrn/heartbrn.htm
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Ultrafast Laser
Brings New Precision to Cornea Surgery
esearchers at the Kellogg Eye Center and the College of
Engineering have developed a new, ultrafast laser that makes
clean, high-precision surgical cuts in the human cornea. The new
laser will be used to cut a flap in the cornea — the first step in the
popular LASIK vision correction surgery. Because it is more precise
than the mechanical blade surgeons now use, it is expected to reduce
complications associated with LASIK. Use of the laser for cutting the
LASIK flap received Food and Drug Administration approval earlier
this year.

R

“Although useful in treating several eye diseases, current commercial
lasers are not able to cut or remove tissue without disrupting the eye’s
delicate superficial tissues, which can cause significant inflammation
and scarring,” says Ron Kurtz, M.D., an assistant professor of
ophthalmology and visual sciences in the U-M Medical School.
Light pulses produced by the laser are so short and intense they are
measured in femtoseconds or millionths of a billionth of a second.
This enables eye surgeons to make extremely precise cuts with far less
damage to adjacent tissue than is possible with current LASIK surgery
technology.
Kurtz and Tibor Juhasz, Ph.D., an associate professor of biomedical
engineering, co-founded IntraLase™ Corporation to commercialize
the new laser with support from the National Science Foundation, the
NIH National Eye Institute, and the Department of Defense.
Femtosecond laser
technology for ophthalmic applications
was developed at the
U-M Center for Ultrafast Optical Science, a National Science
Foundation Science and Technology Center, and the Kellogg Eye
Center. The research team is now exploring the possibility of extending
this technique to other eye procedures — such as corneal transplants
or glaucoma treatment.
Photo: Bill Wood

Others involved in development of the new, ultrafast laser include
Gerard A. Mourou, Ph.D., the A.D. Moore Distinguished University
Professor of Electrical Engineering and Computer Sciences, who directs
the Center for Ultrafast Optical Sciences in the U-M College of
Engineering; and Paul R. Lichter, M.D., the F. Bruce Fralick Professor of
Ophthalmology and director of the Kellogg Eye Center.

Photo courtesy of U-M Department of Ophthalmology and Visual Sciences
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—Randall Wallach
For more information, see the IntraLase Web site at:
www.intralase.com/home.html
See more information from the U-M Kellogg Eye Center on LASIK at:
www.kellogg.umich.edu/LASIK/index.html

Ron Kurtz
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Benign Prostate Tissue

Prostate Cancer Tissue

Normal prostate tissue (left) has an organized structure with prostate epithelial cells (stained blue) which surround and line
prostate glands (white areas). Cancerous tissue (right) is completely disorganized. The uncontrolled growth of malignant cells has
destroyed the normal glandular structure. Photos: Mark Rubin, U-M Medical School

Cancer’s Fingerprint
U-M study links new genes to prostate cancer

ike most killers, prostate cancer leaves fingerprints. Every malignant cell has a unique pattern of active genes and proteins that spells the
difference between benign, localized or metastatic
tumors. Hidden in this molecular profile are answers
to questions doctors hear every day: Is surgery really
necessary? Can I afford to wait? Will the cancer come
back?

L

Until now, physicians have been unable to decode
these fingerprints, which hold the key to understanding the relationship between gene expression
and future prognosis for men with prostate cancer.
But a new study from the University of Michigan
Medical School, published in the August 23
issue of Nature, offers
scientists their first
look at the genetic and
molecular profile of
prostate cancer.
“Our study has important applications in the
diagnosis, prognosis
and treatment of prostate cancer,” says Mark
Rubin, M.D., a coauthor of the Nature paper and an associate professor
of pathology and urology in the U-M Medical
School. “The ultimate goal is to help physicians
determine which patients need immediate, aggressive
treatment and which can be watched and treated
more conservatively.”
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Rubin and colleagues at the U-M Comprehensive
Cancer Center analyzed prostate tissue samples from
50 men and found nearly 200 genes or gene fragments in which activity profiles varied consistently,
depending on whether the tissue was normal or
malignant.
They then used DNA “chips” called microarrays to
identify which genes were active in four types of tissue. These included normal prostate tissue from
men with and without prostate cancer, tissue with
benign changes, localized prostate cancer and
aggressive, metastatic cancer. Tissue samples were
obtained from the U-M Prostate Specialized
Program of Research Excellence tumor bank, funded
by the National Cancer Institute and directed by
study co-author Kenneth Pienta, M.D., a professor of
internal medicine and of surgery in the Medical
School.
“Microarray technology allows us to look at thousands of genes in prostate cells simultaneously,” says
Arul Chinnaiyan, M.D., Ph.D., an assistant professor
of pathology in the U-M Medical School, who
directed the study. “This is important, because it is
most likely that many genes are involved in the
development and progression of prostate cancer—
each controlling a different step in the process.”
While some of the genes identified in the U-M study
are well known to cancer researchers, many others
have never before been associated with prostate cancer.
Two of these new genes are hepsin and pim-1, which
could turn out to be important new clinical biomarkers for prostate cancer, according to Rubin.

T H

“The ultimate goal is to
help physicians determine
which patients need
immediate, aggressive
treatment and which can
be watched and treated
more conservatively.”

Photo: J. Adrian Wylie
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—Mark Rubin
Photo: D.C. Goings
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Medicine at Michigan

Christopher Kim is in his second year of a four-year program combining pediatrics and internal medicine. Born in Seoul, South
Korea, he has lived in this country since he was eight.
Arul Chinnaiyan and Mark Rubin

“This approach could give us many new diagnostic
tests for prostate cancer within three to five years,”
says Rubin. Eventually, it could lead to a diagnostic kit
physicians could use to determine the best treatment
and prognosis for their patients with prostate cancer.
The research was supported by the National Cancer
Institute’s Specialized Program of Research Excellence
in Prostate Cancer. The U-M has applied for a patent
on prostate cancer gene expression profiles for
future diagnostic and therapeutic use.
Other U-M scientists involved in the study include:
Saravana M. Dhanasekaran, Ph.D., research fellow;
Terrence R. Barrette, research associate; Debashis
Ghosh, Ph.D., assistant professor of biostatistics in
the U-M School of Public Health; Rajal Shah, M.D.,
assistant professor of pathology; Sooryanarayana
Varambally, Ph.D., research fellow; and Kotoku
Kurachi, Ph.D., professor of human genetics.
—Sally Pobojewski
Read the full story on the Web at:
www.cancer.med.umich.edu/news/relprostate.htm
See Arul Chinnaiyan's Web page at:
www.pathology.med.umich.edu/faculty/Chinnaiyan/
biosketch.htm
See Mark Rubin's Web page at:
www.pathology.med.umich.edu/faculty/Rubin/
biosketch.htm
For patient information on prostate cancer:
www.cancer.med.umich.edu/prostcan/prostcan.html

“I think of myself as American, but the idea of being Korean
American will always be with me. Sometimes this cultural heritage
helps me relate to a patient.
“I was working with an adolescent girl with a terminal illness. Her
mother was Korean and a lot of people had a hard time dealing with
the mother. She was a devoutly religious individual and would
oftentimes be very resistant to procedures or certain individuals or
treatment methods. Sometimes people thought, ‘Why is this mother
behaving this way?’ There were times I thought it through from my
American-hospital-physician point of view and I thought her
behavior was irrational. At the same time, if I thought it through
with my Korean-American background, then I could see where she
was coming from. To understand what it is like to be a parent faced
with losing a child is impossible, I think, no matter who that parent
is. But the fact that this mother was Korean gave me a little extra
insight.
“It’s for that reason that I especially like working with the very
young and the very old. In pediatrics, you’re dealing with hearts
that are so pure, no ulterior motives. They have a willing spirit and
a good spirit and you just want to help them get well, grow up and
have fun. What I like about internal medicine is the ability to interact with people who have had multiple life experiences. As you delve
into their medical history, you find out how they actualized their
illness, what they’ve gone through. And older folks tend to be at a
point in their lives where they’re not as bitter about what’s going on.
They’ve come to a point of acceptance. They have a certain sweetness about them.”
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iracles at Mott
by Whitley Hill with Bill Clayton

From hallway hockey to stunning surgeries,
exceptional science and compassionate care add up to
some of the best children’s medicine in the country.
➤
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isit the University of Michigan C.S. Mott
Children’s Hospital and you may be surprised to
come face to face near the entrance with
Georges Seurat’s A Sunday on La Grande Jatte: a sunlit
park, a river, children playing.

V

Oh, it’s not the original; that’s hanging in the Art
Institute of Chicago. But in many ways, this wall-sized
reproduction is far more valuable than the real thing.
That’s because it was painted by 125 young U-M Mott
patients, their siblings and parents, on a pre-shrunk
hospital bed sheet that was folded into sections and
passed from bed to bed.The painters ranged from a
32-month-old leukemia patient to a young woman
awaiting a heart transplant.

blending of compassionate care and hard science—that
has made the practice of children’s medicine at
Michigan as important and successful as it is today.

Look closely.Thousands of tiny dots cover the surface
with brilliant reds, blues, yellows and greens.Thousands
of moments when a child was thinking about color,
form and accomplishment instead of pain and procedures, when a parent or sibling was thinking about
trips to the park instead of trips to the doctor.

When, earlier this year, Child magazine produced a
ranking of the best children’s hospitals in America, the
University of Michigan C.S Mott Children’s Hospital
appeared ninth among 178 children’s hospitals. Mott
chief administrator Patricia Warner, who’s headed the
hospital for seven years, was thrilled with the news.

Step back and look again.The painting is the perfect
image to greet people as they come through the doors
of this hospital. Like Mott itself, it’s the result of hundreds of people working together to make something
beautiful, powerful and positive.

Gilbert Omenn, M.D., Ph.D., U-M executive vice
president for medical affairs and chief executive officer
of the Health System, was also pleased with the recognition, noting the wide-ranging teamwork that had
made the award possible. “This ranking belongs to the
faculty, staff and volunteers whose work has made
Mott a top-notch hospital for children from Michigan
and around the country,” he said at the time. Medical
School Dean Allen S. Lichter, M.D., pointed out that
U-M Mott “is one of only two comprehensive children’s hospitals in the state and, as such, has the special
responsibility to be available to care for complex
problems that children all over Michigan encounter.
We do the job very well, and we’re pleased that others
recognize us for that expertise.”

In 1901, Love Palmer, widow of Alonzo B. Palmer,
gave the University $20,000 to build a children’s ward
on Catherine Street, one of the first in the nation.The
75-bed Palmer Ward was completed in 1903 but for
years had to share space with other patients.Then, in
1921, departing Medical School Dean Victor Vaughan
established pediatrics as an independent department,
strengthening the focus on children. Children’s healthcare at U-M took a giant step in 1964 when Flint
industrialist and philanthropist Charles Stewart Mott
gave the University $6.5 million for the construction of
a separate children’s hospital on the medical campus. In
1969, U-M Mott Children’s Hospital opened its doors.
One wonders if Palmer,Vaughan and Mott could have
imagined their efforts would one day become a place
where hearts are transplanted, cancers cured, organs
rebuilt, and where kids play “hallway hockey” outside
rooms filled with art projects. Could they have imagined a hospital so advanced and so special that it draws
families from all over the world to a small midwestern
city? Could they have imagined a bed-sheet Seurat?
Perhaps they could have. Since the beginning, pediatric
care at Michigan has included a special focus on the
well-being of the entire child. Seeing children as deeply
feeling and creative individuals, whole in their own right
and not just small adults with symptoms, has defined
care at U-M. It’s that kind of forward-thinking — the
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Tyler White with Child Life specialist Lisa Engbrecht

ut Tyler White isn’t thinking about rankings.The
six-year-old Belleville boy is playing Go Fish
with his buddy Rachel Standifer (a Child Life specialist) in the U-M Comprehensive Cancer Center, his
I.V. standing next to him. He shyly lifts his shirt to
show a visitor his Broviac, the tube through which he
is receiving a blood transfusion for his leukemia, which
was diagnosed just after Christmas of last year.

B

The Cancer Center’s Pediatric Infusion Area is a cheerful
place with a high, vaulted ceiling and curved windows.
Sunlight pours down upon play stations covered with
games and toys.While Mott is a separate hospital, the
boundaries blur: Mott’s pediatric oncology services are
part of the Cancer Center — it’s all about taking care of
sick children. Many of the kids who come to the U-M
Cancer Center for outpatient chemotherapy and transfusions have spent time at Mott recently. Some will again.

Seeing children as deeply feeling and creative individuals,
whole in their own right and not just small adults
with symptoms, has defined care at Mott.

Around the center of the room are satellite stations
where people of all ages are receiving transfusions or
chemotherapy. Some knit, read, chat or watch TV.
For nearly 80 years, the U-M Mott Child and Family
Life Department has devoted its resources to easing
and normalizing the hospital experience for children
through the use of activity rooms, bedside play,
schooling for young patients, art and music exploration,
emotional support, visits by friendly dogs and much
more. In fact, Mott’s exemplary Child Life program —
the first in the country when it began in 1922 — was
one of the prime reasons for the Hospital’s sterling
Child magazine rating.

Photo: D.C. Goings

Lisa Engbrecht is a Child Life specialist stationed in
the Cancer Center. With her curly red hair, gentle
voice and ready smile, she could put anyone at ease.
That’s her job. She gestures around the room. “You
don’t see children with illnesses; you see children who
are doing children’s activities and just happen to be
getting treatment
at the same time.
Often, when it’s
time to go, kids
don’t want to
leave.”

“There’ve been times when he hasn’t been able to go
anyplace but here,” she says. “His immune system was
so weak, even a common cold would be dangerous.
So every Friday he would come here for treatment,
play with friends, whatever he wanted to do.When
Lisa was gone (for a pregnancy-related medical leave)
he was worried that she got what he had. He was real
glad when she came back. I mean, when they said
‘playroom,’ I never expected this — people who
actually sit down and play with him! He likes consistency; that’s the way we raised him. He likes to come
here and have the same few people take care of him.
They make him feel comfortable, and they do way
more than what is needed.”
She recalls Tyler’s first visits to Mott. “There were
dolls with I.V. lines and he could flush out the lines,
draw blood, and understand what is happening to
him.They explain in words a six-year-old can understand.” A Child Life staff member is planning to visit
Tyler’s school in the fall, to help his classmates
understand about Tyler’s leukemia.
Back in Mott, the 7th floor activity room up in hematology/oncology is a busy, cheerful place.Two girls sit
at a table drawing while a boombox blasts the “Wide
Open Spaces” of the Dixie Chicks.There’s a guitar,
keyboard, paint table, computers, and a friendly guy
named Devyn Baker who, with his shaved head, small
hoop earrings and jeans looks more rock star than recreational therapist.There’s a story behind the head.
“I did it because a girl on the floor was losing her hair.
I had a bet with some boys that if they could beat ➤
Photo: D.C. Goings

Tyler leaves his game and goes over to see a friend
who has just arrived.The boys stare at each other
shyly. Nikki, a cool preteen with flashy light blue fingernails and a killer smile, pulls her I.V. pole into a cozy
alcove and sits down at a computer. She’s exploring
StarBright, a computer network created by film director
Steven Spielberg for kids in hospitals. Once she’s registered online, she can cruise hundreds of approved
Web sites and chat with kids from across the country
— or even on the next floor at Mott. A tiny camera
even allows for video conferencing. “I’ll be here at
least four more hours,” she says, rolling her eyes, then
turns back to the monitor.

Tyler’s mom
Heather stops
doing an Internet
search for sports
equipment to talk
about what the
Child Life program has meant
to her family during a difficult
time.
Artist Adrienne Rudolph

Child Life specialists Devyn Baker and Theresa Foster
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“I had a bet with some boys that if they could beat me
at hallway hockey, they could shave my head.
They lost. I made sure of it!
Then a girl on the floor started losing her hair
and asked me if I would go bald with her.
So for her 21st birthday, we shaved our heads.”
—Devyn Baker

me at hallway hockey, they could shave my head.They
lost. I made sure of it!” he laughs. “I was not going to
shave my head.Then the girl — she was 20 at this
time — started losing her hair and asked if I would go
bald with her. So for her 21st birthday we shaved our
heads.The little guys I had the bet with lathered me
up to shave, but I wouldn’t trust them with the razor.”
Baker’s philosophical when it comes to the paradox
inherent in his work: celebrating life, creating fun for
kids, but also dealing with loss when a patient dies.
“The staff really pulls together when there’s a loss,” he
says. “I also eat a lot of Little Debbie snacks.”
When he’s not in the activity room, Baker, like the
rest of the Child Life specialists, brings the room to
children’s bedsides when they’re too sick — or
sometimes too scared, or simply unwilling — to
leave their rooms.
Child Life even sponsors an in-house music consultant,
renowned Michigan composer and performer (and
R.N.) Dianne Baker (no relation to Devyn), who visits
kids with her guitar and gets them singing, even writing
their own songs.
Adrienne Rudolph, Mott’s artist-in-residence (and the
force behind the Seurat collaboration) keeps the ideas
coming.When she’s not devising projects to do with
patients, she’s creating art for them.Walk any hallway
in the hospital and the doors to patient rooms are
decorated with upbeat, painted posters depicting the
young people inside. She’s also officially responsible
for all recreational head-painting for patients who’ve
lost their hair (maize and blue for one young
Wolverine fan). Casts, too, make convenient and
appreciated canvases; she’s even painted on the tiny
casts of premature babies. Rudolph’s work can also be
seen in a 7th-floor treatment room — not exactly a
favored destination for most kids.What could be a
bleak and scary environment is softened with a wallsized mural of a bucolic meadow filled with 33 different
animals that children can focus on. Distraction is an
often-used word at Mott.

“It’s almost primary; children are easily distracted and
art captivates them,” Rudolph says. “It’s wonderful in
the treatment room.We turn the art into a game.”
Rudolph, a former painter, began as a volunteer at
Mott nine years ago. She’s now a full-time activities
therapist who is daily amazed by the power of art to
ease children through difficult times.
“A lot of pain is anticipation and anxiety. If you can
distract a child and relieve that anxiety, the actual pain
becomes secondary — the child is not expecting it,
he’s not traumatized.Whereas a poke might capture
his attention 100 percent, if it’s off in the background,
he might just say ‘ouch’ and that’s the end of it.”
ut hospitals are more than just environments to
be humanized with color and compassion. At
the core of this place is leading-edge medicine
and fascinating research, and it’s distraction of a different kind that is the metier of Steven Buchman, M.D.
He’s currently in the process of performing distraction
osteogenesis — a jaw-lengthening procedure — on
two-year-old Savanna Falls, a blindingly blonde little
girl born with Pierre Robin Sequence, named for a
French physician who first reported the combination of
small lower jaw, cleft palate and tongue displacement in
1923. Savanna’s parents, American missionaries living
in a remote Venezuelan village, initially had no idea
something was wrong. Said Savanna’s mom, Cassandra
Falls, “The night after she was born we were sitting
down to dinner and I had her cradled in my arms —
you know, the way you hold a baby — and she turned
blue. I flipped her up and she was fine… the next
morning we saw blood-stained mucous coming out of
her nose and mouth.Within 24 hours of her birth we
were on a plane to Caracas.”

B

Doctors at the hospital there diagnosed PRS. Children
born with the syndrome have a lower jaw that is either
small in size (micrognathia) or set back from the upper
jaw (retrognathia). As a result, the tongue tends to be
displaced back towards the throat, where it can obstruct
the airway (glossoptosis). Most infants, but not all,
will also have a cleft palate.These babies struggle
terrifically to breathe and eat but with surgery can
grow to live completely normal lives.
A church member arranged for a Life Flight to
transport the family to Philadelphia, where Savanna
received a feeding tube and the family took time to
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neurology — respiratory people when she’s in the hospital…and Katherine Kelly, the orthodontist and dentist
— she’s one of the most personable people I’ve ever
met. I was talking to her and I got a little teary and
she did too. It’s all about people with all of them.”
The team approach is central to medical care at Mott.
Because children are growing and developing, their
systems are continuously changing – and they differ
from adult systems. Or, as Karin Muraszko, M.D.,
chief of Pediatric Neurosurgery, puts it: “Kids aren’t
small adults.” Such medical issues as blood loss, fluid
management and anesthesia are more complicated in
children, she says.The variance between children and
adults is something that physicians and nurses have to
keep in mind every time they listen to a heartbeat,
palpate an abdomen or prescribe a medication.

Savanna Falls with her mom, Cassandra

regroup and find the best place to settle.When the
Fallses were offered teaching positions at a Bible college in Jackson, they jumped at the chance. “Our plastic surgeon told us, ‘If you take the job in Jackson, you
can go to Mott Hospital and work with Dr. Buchman.’
So really, we picked our jobs based on Mott and the
availability of good service for our child.”
Distraction osteogenesis of the jaw is a procedure in
which the jawbone is broken, then a series of pins and
rods is surgically implanted into the separated bones.
A screw mechanism allows the bones to be slowly
separated — a tiny bit every day — until new bone is
formed between the edges and the jaw is lengthened
to its correct size. Little Savanna seems quite unconcerned by the metal posts and screws that surround
her jaw which, for now, juts forward from her face.
Quite intentionally, Buchman has overcorrected the
chin; when the framework is removed, a bit of retraction is to be expected. Savanna is also expected to
“grow into” her new chin rather than be subjected to
subsequent surgeries.When the process is completed,
he will perform another surgery to close her palate.
Says Cassandra Falls, “Dr. Buchman knows his stuff.
You don’t get to work at Mott because you have a
diploma and just show up! What’s neat is the teamwork
that it takes to get this surgery to come together.There
are six different teams: ear, nose and throat, a speech
pathologist, the gastroenterologist people, the plastics
team with Dr. Buchman, sleep study people — that’s

Janet Gilsdorf, M.D., professor of pediatrics and communicable diseases in the Medical School, expands on
Muraszko’s observations. “Since young children can’t
use language to communicate, we need to rely on
non-verbal cues from our patients and on parents’
observations,” she says. “Children are physiologically,
emotionally, anatomically and socially different from
adults, so we as pediatricians learn these differences
and incorporate them into our assessment and management techniques.”
James Ferrara, M.D., professor of medicine and pediatrics and director of the U-M Cancer Center’s Bone
Marrow Transplant Program, adds that children “get
sicker more quickly. Often there isn’t a lot of time to
make decisions, and if you don’t get the best treatment
for cancer the first
time, you may not
get a second
chance at a cure.”
Ferrara notes that
children who are
bone marrow
transplant patients
“are among the
sickest anywhere.
It takes a critical
mass of multidisciplinary talent and
expertise — doctors, nurses, play
therapists, pharmacists, dieticians,
Steven Buchman
radiologists, clinical
laboratories — to bring a child through this harrowing
process safely.
“When I was born, children’s cancers were almost
universally lethal.With new therapies, including bone
marrow transplant, we can now cure almost 75 percent
of our young patients.That’s one huge leap for humankind in a single lifetime, but it’s that last 25 percent
that keeps driving us.” Ferrara, who left a tenured ➤

Fall 2001 23

“When I was born, children’s cancers were almost
universally lethal.With new therapies, including
bone marrow transplant, we can now cure
almost 75 percent of our young patients.
That’s one huge leap for humankind in a single lifetime,
but it’s that last 25 percent that keeps driving us.”
–James Ferrara
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Karin Muraszko
Valerie Castle

Janet Gilsdorf
James Ferrara

position at Harvard to come to U-M, did so because
“I think this is the place where I can help do this work
the best.”
Valerie Castle, M.D., professor and associate chair of
Pediatrics and Communicable Diseases, says,
“Whenever I tell people I’m a pediatric oncologist, the
first thing they say is ‘Oh, how can you do that? It
must be a terribly difficult job.’ Actually, it’s probably
the best job in the world.” For acute lymphoblastic
leukemia, for example, Castle cites survival rates of
near zero in the 1930s and 1940s, rising to over 85
percent today. Looking back on her “relatively short
career,” Castle takes heart and hope in the major strides
that have been made. At U-M, Castle says, scientists
forge unique collaborations across disciplines, “and
we’re seeing our patients in the same place we’re
doing our research,” allowing for effective translation
to bedside treatment of childhood cancers.
Jean Robillard, M.D., a French-Canadian originally
from Montreal, heads the Department of Pediatrics
and Communicable Diseases which oversees the
complement of extraordinary pediatric medicine and
pioneering research that converges in U-M Mott
Children’s Hospital. He loves talking about the great
researchers and clinicians with whom he works.
“One of our major research programs is being conducted by Samir Hanash, a professor in the Division of
Hematology and Oncology,” Robillard says. “He is
looking at determining the different genes and proteins
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involved in cancer — sequencing proteins, finding
genes, then finding therapies; this is very exciting work.
“Another group, Delia Vasquez, John Barks, Faye
Silverstein, and Sheila Gahagan, are involved with the
development of the brain — the normal brain and the
effect of stress during the perinatal period on brain
development.That same group is looking at brain
injury in newborns. Barks and Vasquez have a tremendous amount of funding and what they do is starting to
be applicable to patient care. It’s very important and
very timely.
“We’ve just recruited a physician from Germany, Dr.
Friedhelm Hildebrandt. He’s a renal geneticist and has
made tremendous discoveries in multiple renal diseases.
He’s coming to join a fantastic team and concentrate
on his work on the genetics of renal disease.
“Gary Freed is another major recruit in this department
— a pediatrician who is doing his research in health
services. He is looking at the distribution of care,
studying the implementation of vaccines, evaluating
state programs, looking at the economic aspects of
these programs. He came here with one research associate and now has a program with over $10 million in
funding and 25 people working for him. His program
in health services focusing on children is very unique
in many respects, and it’s become one of the major
programs in the country.”
Robillard himself left Canada to finish his residency
and complete a research fellowship at UCLA. His

mentor there, Fred G. Smith Jr., decided to accept a
chair at the University of Iowa; Robillard moved with
him and stayed 20 years.Then Michigan called and “I
got in love with the place — the excellence of the
Medical School, the ability to collaborate.There are no
departmental barriers.What is most important is the
quality of the people — from the top on down.With
this type of philosophy, I was ready to change careers
and be more of an administrator, to get a chance to
influence academic pediatrics using this position,” a
position he has held for five years.
“The University is a leader in a multitude of spheres.
When you look at the ratings of schools — business,
engineering, social work, nursing, medicine — this is
unbelievable! To have this much excellence across-theboard!”
Robillard speaks of his own attraction to the field of
pediatric medicine: “One day you may take care of a
baby at 30 weeks gestation, and the same day you
work with a young adult 20 years old.The huge range
of physiology, that’s what attracted me — the whole
aspect of development in terms of emotion, physiology,
learning.You don’t see that in adults so much. In pediatrics, the diseases we see are often reflected later in
adults. In a way, it is the fetal origin of adult disease.
You have a chance as a pediatrician to influence health
later in life — if you do good things!”

Warner also believes that the atmosphere of creative
caring fostered by the Child Life program is a powerful
plus. “Child Life offers those services that truly support
the children and families, to maintain as close as possible
a child’s developmental environment. Developmental
play, education, pet therapy, preparing children for
operations through play therapy…and we celebrate
every holiday that can be dreamed up!”
Why does she think people choose to come here? “We
really are the state resource for special services.We also
serve a lot of out-of-state needs. People come here
because we have absolutely comprehensive services.
Not only physicians but nurses, respiratory therapists,
physical therapists, pharmacists — all have training in
pediatrics. And remember, children aren’t usually hospitalized unless what they have is very unusual, or they
are very ill. People want to come where the most
research exists.
“Even though I’ve worked here many years, I still feel
very privileged to do my best to support the care team
that does such a great job, not only with medical
sophistication, but also with family-centered care. All
our staff nurses, the allied health people, really work
as a team. I feel challenged and excited to be able to
support that.”
➤
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For Patricia Warner,
keeping the University
of Michigan up there
with the best of the
children’s hospitals in
the nation associated
with major academic
research centers is her
first goal. “There are
other wonderful children’s hospitals,” she
notes, “like Children’s
Hospital in Detroit. But
the breadth of our
research and the leading-edge clinical care
that immediately
results from that
research is our great
strength.
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As an academic administrator, Robillard says, “The
challenge is really to find the best people, especially in
pediatrics where there is a huge demand for the best
faculty and the best scientists.There are very few people
available. Because of this, we are looking at the entire
world when we try to recruit the best people.That’s
why we were able to recruit Hildebrandt, one of the
best renal geneticists in the world.”

“The first extracorporeal membrane oxygenation
(ECMO) with children was offered here, for instance.
And we were the first to be able to give a child
ECMO while being transported here by air. Also, our
birth center is geographically and programmatically
very integrated with our Neonatal Intensive Care
Unit.That’s important because when you have a highrisk delivery, the babies often have to go into the
NICU. In a freestanding hospital, the baby has to be
transported away from its mother.”

Patricia Warner

Jean Robillard

Fall 2001 25

Photo: D.C. Goings

“People want to come where
the most research exists.”
–Mott Administrator Patricia Warner

For all the successes, for all the discovery and education
and healing, there are some very real constraints and
limitations on these doctors and researchers who come
to work every day with their eyes on a healthier future
for the world’s kids.Warner takes a deep breath.
“We need a new facility because we have outgrown
Mott, both in size and in the ability to maintain and
house future technologies.We’re limited.The rooms
are small, and we have very few private rooms.We
believe in accommodating families, but there’s little
space for that, and very little privacy.” Adds Robillard,
“We have exceeded the capacity of this building to the
point where it’s become extremely difficult in the
space we have to expand present programs and even
more difficult to create new programs.
“If we want to continue to be leaders in academic
medicine and in developing the next generation of
pediatric academic leaders in this country, as well as in
providing the very best care to our young patients, we
need a facility that will allow us to do this.When you
have a great research and clinical facility, then you
can attract the best fellows, residents, faculty and
researchers. In the last five years, we have seen at least
eight medical centers that have built new children’s
hospitals or have tremendously improved existing
ones, including UCLA, the University of Chicago,
and the University of Pittsburgh.”
n a cool day in August, just a few days after
the break of a two-week-long heat spell,
Jesus David Andrade Ysea is doing well, sitting
up in bed, busy looking as cute as a happy 22-monthold can look. His mother and father, both physicians in
Venezuela, are hovering over him, reading books,
stroking his leg. At the entrance of a visitor, Jesus looks
a bit apprehensive and holds out his arms to his father
who soothes him with kisses and soft words.

O

Just five days earlier, Jesus had an esophagus created
for him by Arnold Coran, M.D., Mott’s head of
Pediatric Surgery. And in a few days more, little Jesus
will begin to learn how to eat.Television’s The Learning
Channel took a great interest in the case; a camera crew
taped the operation and spent hours interviewing
Jesus’s family and Coran for an upcoming segment on
rare surgeries.
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Jesus Andrade Ysea with his mother, Lizmar Ysea

It’s all in a day’s work for the Boston-born Coran who
sits in a hospital library, unfazed by lights, microphones
and cameras. “Jesus was born with an absence of his
esophagus, called esophageal atresia,” says Coran. “It’s
an anomaly that occurs in about one in 2,000 live
births. He had a very rare variant of that anomaly: a
pure atresia.The distance between the ends of the
esophagus was extreme — there was a little tissue in
the neck and a tiny bit in the abdomen. His father
contacted me by email when the baby was 16 months
of age.There was nobody in South America who
wanted to tackle it.”
Since Jesus’s birth, his mother and father have kept
him alive with a feeding tube and by scrupulously
caring for the pump that continually suctioned his
saliva, which he was unable to swallow. Coran and his
team performed the surgery to connect the ends of
Jesus’s esophagus on the morning of August 10. “On
his first day in the ICU, he was quite stable,” Coran says.
“This (operation) can do damage to the vocal cords, but
there was no problem.” Jesus’s stay in intensive care
was prolonged by two days only because of a shortage
of beds on the regular floor.
And so now, two weeks before the family is scheduled
to return home, there’s a new hurdle to cross. Often,
a child with a condition necessitating long-term feeding
via tube, develops an aversion to food. Indeed, Jesus’s
father says, in soft and halting English, that he and his
wife have never eaten in front of their son. In the time
that remains before the family’s departure, Mott pediatric occupational therapists will slowly begin to introduce the boy to the joys of juice and rice and cookies.

A dangerously sick child, a trip halfway around the
world, major surgery on a tiny and treasured boy.
What has this been like for these young parents? “We
had faith that the surgery would be OK,” says Heberto
Andrade. “It was a surprise when we arrived.This
hospital, the people here make you feel like home.
They have been doing great work. I want to give
thanks to the people here.We were afraid, but now we
are so happy. He’s playing, he’s laughing, he’s a strong
boy.” Such triumphs keep Coran going at a pace he
couldn’t have imagined when he was younger. “I love
to go to work,” he says. “I’m going to be 64 next April
and I’m as excited about what I do here as I was 29
years ago.”

t Thanksgiving,” Heather White recalls, “Tyler
started complaining of his knee hurting and the
doctor couldn’t see anything, but there was
fluid there.Then a couple of weeks later his shoulder
was hurting and you could see the swelling; it looked
pretty weird.We took him back and they said ‘If he
develops a fever take him to the ER, don’t call, just
go.’ On December 28 he ran a fever.They ran some
tests and at 2:00 in the morning came in and said,
‘Well, it’s either a tumor or leukemia.’We were halfasleep — what do you do? What do you say? You just
stand there dumbfounded.They said ‘You need to be at
Mott Children’s Hospital in the morning. Go home
and get some sleep.’ As if we could sleep…”

“A
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And thus began a certain kind of nightmare for the White
family of Belleville: stay-at-home mom Heather; ➤

Pediatric surgeon Arnold Coran has done more than 60 operations in
which he’s used a child’s stomach to create an esophagus. But Jesus
Andrade presented a challenge that Coran hadn’t seen before: a fistula
connected the tiny bit of esophagus that the child did have to his trachea.

Arnold Coran

“It’s an extremely rare variation,” Coran says. “It was fortunate that we
discovered it before the actual surgery.” It meant that, during the nearly
five-hour surgery, the connection created by the fistula had to be cut
before a tunnel could be created in the baby’s chest via incision in the
lower neck and abdomen to bring the stomach through, with good
blood supply, to successfully complete the esophageal connection.The
toddler, enjoying solid food for the first time in his life, and his parents
were able to fly back to Caracas just three weeks later.
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attorney Thomas; and kids
Amanda, 12, Zachary, 9,
and Tyler, 6.The months
since that winter night have
been a whirling blur of hospital stays, invasive procedures,
a crash course in cancer, and
a whole lot of hope.
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“Whenever I tell people I’m a pediatric oncologist,
the first thing they say is ‘Oh, how can you do that?
It must be a terribly difficult job.’
Actually, it’s probably the best job in the world.” –Valerie Castle

At Mott early the next
morning, the Whites met
Jim Williams, M.D., clinical
assistant professor of pediatrics and communicable diseases, and an immediate
bond was formed. After an
examination of Tyler’s bone
marrow,Williams visited the
family, now joined by grandparents and friends, to discuss the diagnosis: acute
lymphoblastic leukemia.
Recalls Heather White, “I
Jim Williams and Tyler White
remember he said, ‘If you
have to get leukemia, this is the one to get.’With
spinal taps, his buddy, nurse Laura Siggens, has to be
chemo alone, there’s almost a 90 percent cure rate.
on hand.Tyler and Laura share a passion: country
And my older son Zachary wanted to know everything.
singer Reba McIntyre. “He loves Reba,” smiles
Dr.Williams explained things in a way he could underHeather. “He calls her ‘his woman.’When he has hair
stand.We were relieved—just knowing the problem
it’s the same color as hers.” And when the Whites went
helped. It didn’t make it go away, but we knew what
to a McIntyre concert last summer, Laura went along
we were fighting. He was in the hospital for five days.
too.Tyler’s nurses also attended Friend Day at the
His first clinic visit (for chemotherapy) was on January
Whites’ church.
5.They don’t waste time. It’s six months of intense
treatment, then three years of maintenance.”
Mostly,Tyler comes to the Cancer Center for outpatient
chemotherapy on Friday mornings, but when fevers
From the beginning, the relationship between doctor
cause him to be admitted to Mott he takes up residence
and patient has been a lifeline in more than the expected
on the 7th floor and, when he feels up to it, plays
ways. Says Heather White, “The man is fabulous. I
hallway hockey with Devyn Baker, gets visits from
haven’t seen a kid in that clinic who doesn’t like him.
friendly dogs, or gets propelled at breakneck speed
Tyler runs to him and jumps in his arms. He thinks Dr.
around the hospital in a stroller that’s gussied-up to
Williams is the greatest thing in the world. He takes
look like a car. One nurse rigged up his I.V. on the
his job very seriously. He finds the positive, even if it’s
back of a tricycle so he could ride around on his own,
very small, and he gets down on a kid’s level. He can
untethered. Says his mother, “They should get horns;
talk to a six-year-old and make a six-year-old underI don’t know how many people he’s run over.”
stand.Ty loves him. He’ll go off with him and couldn’t
care less if I’m in the room. Anyone else, forget it — I
have to be there.”
Tyler White has also forged a special friendship with
his nurse, Marcia Louisell-McFawn. He doesn’t like
any of the poking, but if she’s there, it’s easier. And for
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At the other end of childhood is 22-year-old LaTesha
Tigner. As Tyler White and his buddies tackle puzzles
and popcorn out in the playroom, she’s snuggled into a
chair-bed, under a blanket. “I’m waiting for my blood,”
she smiles sleepily.

The 10 Best Children’s Hospitals
University of Michigan’s C.S. Mott Children’s Hospital
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• Recognized internationally for its success in performing heart transplants
and in treating congenital heart conditions and rare heart syndromes
• Developed ECMO, a system that
provides temporary heart and lung
assistance for children
• Improved ventilators that help
premature babies breathe easier
• Assists children in preparing for surgery by
running through a “pretend”
version of the procedure
• Boasts a top-notch pediatric trauma
center, one of 13 nationwide recognized by
the American College of Surgeons
• Specializes in treating birth defects of the face
and skull
• Staff board-certified in pediatrics: 100%
Physicians at the Congenital Heart Center at C.S. Mott Children’s Hospital are
among the country’s most experienced, having treated about 20,000 children since
1978. And every year, they increase their caseload. In 1999, they performed 850
major heart surgeries, 700 cardiac catheterizations, and 600 open-heart procedures.
“Despite the high volume, we treat every patient as an individual,” says Patricia A.
Warner, associate hospital director. “Teams of specialists, including surgeons, cardiologists, nurses, pharmacists, and dieticians, put their heads together to ensure the best
results for each patient.”
LaTesha Tigner

Battling sickle cell anemia, LaTesha has
been coming to Mott for a long, long
time. “I had a major stroke when I was
six,” she says. “It paralyzed my whole body
for three to four months.”
With time and treatment, LaTesha is getting around just fine now, despite arthritis
in her knees and a susceptibility to
migraines. A recent graduate of Ypsilanti
High School, she’s planning to be a pediatrician. She, too, is a Williams fan.
“I just love Dr.Williams. He’s my favorite
doctor. He knows what I go through. I just
love him…”
And U-M Mott Hospital and her treatment
here? She lies back and smiles. “It’s a part
of life…”
It is a part of life, too, for the hundreds of
dedicated U-M Mott men and women
who, like each of the countless dots of
brilliant color in the Seurat tapestry, work
their individual wonders every day in an
incredible collective effort to make sick
children from Michigan and beyond well
again — or maybe even for the very first
time. m

Besides a comprehensive cardiac care center, C.S. Mott has also built a well-respected
transplant program, including kidney, heart, heart-lung, pancreas, liver, bone marrow,
and cornea grafting.While waiting for a heart transplant last year, 9-year-old Julia
Strecher went into cardiac arrest six times. “The doctors assured me that they would
do their best not to let Julia die before she got a heart transplant,” says her father,Vic.
“They kept their word.”
________________________________________________________________
Copyright © 2001. Originally published by Gruner+Jahr USA Publishing in the February 2001 issue of Child magazine.
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Progress for Preemies

When native New Yorker Steven M. Donn, M.D., began his fellowship in neonatology at the University of Michigan Medical
Center in Ann Arbor, he began to notice that something was
not quite right with the ventilators widely used for premature
babies. “They weren’t in synchrony with the baby’s own breathing,” explains Dr. Donn, 51, director of neonatal and perinatal
medicine at C.S. Mott Children’s Hospital. “They would drive
oxygen into the baby’s lungs when the infant might be exhaling.”The result: Babies were more likely to suffer a ruptured
lung and even brain damage.
But it wasn’t until 1990 that the technology became available to detect minute
changes in air flow and react lightning-fast—within 35 milliseconds—so the baby
and the ventilator were working in unison. “When I heard about the new technology,
I jumped all over it,” says Dr. Donn, who had wanted to be a physician since he was a
toddler. In the next several years, he led a series of clinical trials that showed babies
treated with the new ventilators could breathe on their own six days earlier than
those given the older types.The risk of complications was reduced, too.
One of Dr. Donn’s first patients on the ventilator, now a 10-year-old basketball player,
visited him last summer. “He was born under 24 weeks and weighed just a tad over a
pound. No one thought he’d survive. But he did so well on the new ventilator that I
extended the clinical trial so I wouldn’t have to switch him to the older model,” he
recalls.
In the late 1990s, patient-triggered ventilators became the standard of care for
infants. Dr. Donn is now studying other ways to combat brain damage and improve
lung function in preemies.
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Gerald Abrams, course director, told students that
Mini-Medical School was designed to help them “think a bit more
critically about the welter of medical information” coming at them.
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Last March when James Woolliscroft,
M.D., related to a roomful of eager new
“medical students” the legendary lines
“Look to your left. Look to your right.
One of you won’t be here to graduate,” it
wasn’t quite the same as when professors
used the warning on students of decades
ago. This particular “class” would field
no homework, endure no exams, and
would graduate in just six weeks.
Woolliscroft, executive associate dean of
the Medical School, was convening the
first University of Michigan MiniMedical School, an overview of Medical
School topics intended for the general
public.
Lawyers, insurance agents, families, people with a particular interest in certain
illnesses, students considering a “real”
medical education, and a local newspaper
medical science reporter — ranging in
age from 12 to 87 — were among those
who signed up for the first Mini-Med.
From over 20 communities in Michigan,
Ohio and Indiana, the 185 attendees had
come for a better understanding of
human health, disease and treatment
from faculty at one of the most prestigious medical schools in the nation.
Gerald D. Abrams (M.D. 1955), professor
of pathology and U-M Mini-Med course
director (also known as the “pathological
emcee” and “mini-dean”), explained the
rationale for Mini-Med: in addition to
training physicians and researchers, the
Medical School has the responsibility to
provide medical and health information
to the citizens of Michigan and beyond.
Response to U-M’s first Mini-Medical
School was strong, with a waiting list of
250 beyond those enrolled.
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“It’s part of the general educational mission of the School,” says Abrams, “to
bring information from the ivory tower
to the community and to provide insight
into the School itself as an important
public institution and a community
resource. We also wanted to convey how
we translate research into clinical practice.” Indeed, students cited a general
desire for information on medical and
health issues as their motivation for
attending, with one specifically seeking
“to obtain information without media
spin, commercial interest or bias.”
“It was a sophisticated audience,” says
Abrams, noting the specificity and number of questions — which served the students well, for though no exams were
administered, the curriculum was far
from lightweight.
Mini-Med students began their studies
in the same fashion four-year students do
— with anatomy. “Anatomy is a crucial
first-year experience for medical students,”
Roy Glover, Ph.D., associate professor of
cell and developmental biology, told the
Mini-Med attendees, “so we, too, must
have an anatomy experience.”
Dissection, the traditional first-year
anatomy intensive, was not a requirement
of Mini-Med students, however, thanks
to the U-M Medical School being one of
the few schools in the country to have a
plastination lab, one of the largest of its
kind in North America. Plastination is a
process, developed in Germany in the
1970s, that removes tissue fluids from
anatomical specimens and infuses in their
place curable silicone polymers that preserve the specimens virtually forever and
allow them to be handled and studied
closely — and repeatedly. Mini-Med stu-

Kim Eagle presented the Mini-Med course on
coronary artery disease, “Michigan’s silent epidemic.”
Forty-five percent of Michiganians die of the disease
due to high incidence in the state’s population of risk
factors such as obesity and smoking.

Thomas Gelehrter
Photo: D.C. Goings

covered genetics, the
“science of variation”:
“In the beginning,
there was Mendel.”

Roy Glover handled
anatomy, a crucial firstyear experience for medical students: “We, too,
must have an anatomy
experience.”

Barry Gross reviewed the history
of imaging techniques, from Roentgen’s
discovery of the x-ray in 1895 to today’s
PET scans and emerging digital technology replacing traditional imaging film.

While Mini-Med students learned about
basic biological processes fundamental
to human life and disease, as well as
research into disease prevention and
treatments, they came away, too, with
plenty of practical knowledge, such as
the need to avoid raspberries grown in
tropical climates. Since a raspberry, with
its many lobes and minute hairs, can’t
truly be washed, exotic microbes on
tropical raspberries confront temperate
U.S. immune systems not prepared to
battle them, and acute food-borne illness
can result. Students of Mini-Med also
learned that colorectal is the one preventable form of cancer that could be eradicated within 50 years through screening
and education, and they went away with
Timothy Nostrant’s impassioned observation that “A good set of bowels is
worth all the brains in the world!”

Carol Kauffman instructed MiniMed attendees in emerging and re-emerging
infections such as E. coli and West Nile
virus; food-borne infections like Salmonella
enteritidis; and the growing problem of
antibiotic resistance.

Steven Kunkel covered the historical
study of the immune system in Alexandria,
Padua, Berlin, and Paris and current understandings of innate and acquired immunity,
basic mechanisms of immune events, and the
challenges of HIV, pox and influenza viruses.

Photo: Martin Vloet

The concept of mini-medical school was
first developed in 1990 at the University
of Colorado. Since then, hugely popular
programs have sprung up at universities
across the country and at NIH in
Bethesda, Maryland. What about the
future of Mini-Med at Michigan? Plans
are underway for a second Mini-Med
course to be held in spring 2002 with a
new curriculum being designed by
Abrams. m

Photo: D.C. Goings

Subsequent lectures covered host
defense, the immune system and allergy,
presented by Steven Kunkel, Ph.D., professor of pathology; atherosclerosis and
cardiovascular disease, covered by Kim
Eagle, M.D., Albion Walter Hewlett
Professor of Internal Medicine; infectious disease, emerging infections, foodborne disease and antibiotic resistance,
presented by Carol Kauffman (M.D.
1969, Residency 1971), professor of
internal medicine; genetics and genetic
disease, the Human Genome Project,
and attendant ethical considerations,
delivered by Thomas Gelehrter M.D.,
professor and chair of Human Genetics;
and colorectal cancer and digestive tract
health, presented by Timothy Nostrant,
M.D. (Residency 1979), professor of
internal medicine.

Photo: Gregory Fox

dents, most with great interest, availed
themselves of the opportunity to handle
plastinated specimens. Contemporary
clinical imaging methods, presented by
Barry Gross (M.D. 1977), professor of
radiology, completed the anatomy section.

Timothy Nostrant presented the
Mini-Med section on colorectal cancer,
the second-leading cancer in incidence
and death rate and currently the only
preventable form.
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Mapping the Brain
At U-M’s Mental Health Research Institute,
studies are producing new insight into how we think and feel

By Eric J. Lerner

Sagittal view of the
distribution of
µ-opioid receptors
in a healthy volunteer. Concentrations
range from low
(blue) to higher
(green and yellow)
to highest (red), as
measured with
positron emission
tomography and a
selective radiotracer.
The PET scan is
superimposed over a
gray-scale magnetic
resonance image.
Photo: courtesy of Jon-Kar
Zubieta

H

ow does the brain integrate the work of billions
of neurons into a single conscious experience? In
recent years, brain researchers struggling towards
an understanding of this profound question have
shifted from viewing the brain as a hierarchy of
individual cells to seeing it as a symphony of
cooperating assemblies of neurons. Thinking is
thus seen as the shifting pattern in time and space
of the activity of these neuron assemblies.
At the University of Michigan’s Mental Health
Research Institute (MHRI), a half dozen researchers,
some collaborating with colleagues in the Department of Psychology, have been using advanced
mapping technology to see how the various tasks
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that the mind carries out are distributed within the
brain. By analogy, where in the brain’s orchestra are
the woodwinds, the brass and the string sections?
These studies have started to reveal how some of the
simplest mental tasks such as recognizing words,
objects and places are carried out, how we keep
objects in short term memory, and how diseases such
as depression alter the way we experience emotions.
Efforts to map the brain have a long history and
much is known about the locations of certain very
basic functions, such as seeing, hearing and control
over muscles. But how these basic functions
become integrated at higher levels, generally in the
frontal part of the brain, has remained mysterious.

in Action
The development of new mapping technologies is now allowing researchers to
catch the brain in the act of thinking
and, in the process, is generating new
insights that help in the diagnosis and
treatment of brain diseases, as well as in
the fundamental effort to understand
the biological basis for mental activity.
While many brain mapping groups
have focused on techniques using the
electroencephalogram (EEG) and the
magnetoencephalogram (MEG) that
can capture fast brain actions but have
poor spatial resolution, most of the
work at MHRI uses technologies that
have much finer spatial resolution,
although they average brain activity
over periods of seconds. The different
techniques are complementary and,
together, are beginning to form a much
clearer view of how the brain functions.
Mapping emotions

We feel as well as think with our brains,
and our emotions can be studied by
brain mapping, including the way they
become abnormal in mental illnesses.
Jon-Kar Zubieta, M.D., Ph.D., assistant
professor of psychiatry and of radiology,
is seeing how the brain regulates emotional functioning, both in healthy
volunteers and in patients suffering
from depression and substance abuse.
“We are focusing on chemicals called
endorphins and how they modulate the
expression of emotions in the brain.
We know that these endorphins, which
are brain chemical messengers (so-called
neurotransmitters), are involved in
adaptation to stressful situations, and
that stress is involved in the development of depression and substance abuse
in predisposed individuals. We are now
capable of labeling the receptors for
those endorphins, using PET scans to
examine how and where in the brain
these chemicals are able to regulate
emotional reactions,” Zubieta says.

Using the mapping technique of
positron emission tomography, small
amounts of radioactive materials can
be used to trace neuronal activity, or
the concentration of various proteins.
Radiation from these tracers can then
be detected and used to map the location of changes in neuronal function or
in those proteins. (See accompanying
article, “Brain maps old and new.”)
In one of these studies, Zubieta asks
subjects to think about a sad experience in their life Photo: Martin Vloet
during the PET
scan and to recall
that sad emotion.
During that experience, there are
changes in the
chemical responses
of certain regions
of the brain, especially the amygdala
and the anterior
cingulate. In
patients suffering
from severe, clinical depression,
those chemical
responses are
abnormal, with
different patterns
than those observ- Jon-Kar Zubieta
ed in healthy volunteers. “We see in these patients large
releases of endorphins in certain areas
of the brain, especially in the anterial
temporal lobe, that do not show up in
healthy subjects. However, there is a
fair amount of variability in these
responses, with some depressed patients
showing changes more similar to those
of non-depressed volunteers.”
What is the difference between the two
sets of depressed patients, one with a
normal or close-to-normal brain
response and the other with a very

abnormal one? “We did not find any
correlation at all with the severity of
the symptoms,” points out Zubieta,
“but we are finding a relationship with
responses to antidepressant medication.
Those with the more abnormal pattern
did not respond to medication, but
those with the more normal pattern did.”
These findings suggest that abnormalities in brain chemicals associated with
the brain’s adaptation to stress may
herald poorer responses to antidepressant treatment. A
considerable
number of patients
diagnosed with
severe depression
do not respond
co m p l e t e l y t o
available treatments. The study
of these mechanisms may ultimately improve
current treatments
for depression.
“Emotions are
extremely complex
and there is no
clear picture presented by the brain
scans — there are
no happy or sad
areas that show up consistently,” cautions Stephan Taylor, M.D. (Residency
1993), assistant professor of psychiatry.
Taylor, in collaboration with Israel
Liberzon, M.D. (Residency 1992), associate professor of psychiatry, has used
brain mapping to study the relationship of emotions and working memory
— how emotional attachment can
affect the ease with which something is
remembered. “What we and other
researchers find is that while specific
areas are active in specific situations, the
same emotions will affect different ➤
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areas in different experimental contexts.” He and his colleagues have been
trying to pull together work done by
various groups using different sets of
mapping techniques, but the task is a
difficult one. “Hopefully, as we get
more data from brain scans, we will
find new and more subtle ways to characterize emotions that will be far more
accurate than our primitive categories like
happiness and sadness,” he speculates.
Measuring how our
brains cope with pain

Endorphins are not only involved with
emotions, they also have a big effect on
pain. Endorphins are also released by
the brain to reduce the sensations of
pain. They are chemically related to powerful drugs like opium and morphine,
but are naturally produced by the body.
Pain management poses a major problem for physicians, because pain is not
objectively measurable. While physi-

p r e scribing painkillers a n d o t h e r
treatment. Is a g iven patient really
feeling more pain or just less tolerant of
pain?
Zubieta and his colleagues have taken a
step toward objectively measuring with
their PET mapping techniques how
pain is regulated by the brain. They
injected the jaws of a group of volunteers with a saline solution that temporarily produced pain resembling that
caused by temporo-mandibular joint
disorder, or TMJ, a common cause of
chronic pain. As a control, they alternated the saline with injections of a
non-pain-causing solution, using each
in a 20-minute cycle. Neither the
experimenters nor the subjects knew if
the control or the saline solution was
being used at a given time. The volunteers rated their pain level, and a computer feedback mechanism adjusted
the amount of saline to maintain the
intensity of the pain at a constant level.

Photo: Martin Vloet

In the meantime, Zubieta’s team was
mapping the release of endorphins in
the subjects’ brains with a PET scanner.
Says Zubieta, “We saw an intense
release of endorphins activating their
receptors in a number of brain areas,
including the anterior cingulate, frontal
cortex, amygdala, thalamus and hypothalamus,” which are brain regions
involved in the processing of emotions
or sensations. The more endorphins
that were released, the lesser the experience of pain as rated by the volunteers.

Edward E. Smith

cians are aware that patients with similar
physical conditions perceive different
levels of pain, they have trouble taking
these variations into account w hen
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When the team examined the responses
of different volunteers, they found
that some subjects released far more
endorphins than others, and it was
those volunteers that subjectively rated
the pain the least. “These differences
may show why some people react to
pain differently than others,” Zubieta
points out. It also could provide a way to
objectively measure individual subjective responses to pain and to anti-pain

Stephan Taylor

medications, and perhaps help to explain
why some chronic pain conditions like
TMJ and fibromyalgia become persistent in some but not other patients.
The specialized brain
One of the key discoveries of brain
mapping research is how specialized
certain areas of the brain can be, at
least in a given experimental context.
Edward E. Smith, Ph.D., senior research
scientist at MHRI and a professor in
the College of Literature, Science and
the Arts’ Department of Psychology,
has been looking with his colleagues at
the way brain regions cooperate to
carry out tasks using working memory.
In such tasks, separate regions appear
to be responsible for verbal memory,
spatial memory, and executive functions like selectively attending to some
sources of information.
Working memory — the memory we
use to keep things in mind for a few
seconds, like phone numbers — lends
itself to experimental studies of brain
specialization because it can be tested
rapidly over and over again in short
sessions and because it integrates in
simplified fashion some of the basic
functions used in memory generally.
Beginning in the mid-1990s Smith and
his collaborators, including Patricia A.
Reuter-Lorenz, Ph.D., associate professor of psychology, John Jonides, Ph.D.,
professor of psychology, and Christy

Marsheutz, Ph.D., began studying
working memory using PET scanning.
However, in the past two years, Smith
and others have shifted their work to a
newer and more potent mapping technique, functional magnetic resonance
imaging (fMRI), a variant of the familiar
MRI scans. Unlike standard MRI which
maps static structures in the body, fMRI
detects changes in blood flow, so it can,
like PET, trace increases in neuronal
activity. “There are many advantages of
fMRI over PET,” Smith explains. “The
spatial resolution is finer — down to a
few millimeters. Its time response is faster

with a stimulus. These steps can be distinguished experimentally. For example,
a test of pure rehearsal involves asking
subjects to repeat a letter over and over,
while pure recognition might involve
matching test letters to a single letter
given at the beginning. A task involving
all three steps might be to look at a
group of letters and then a few seconds
later, see if a new letter corresponded to
any in the group.

“What we learn by subtracting the
areas activated in these different situations is that there are regions specializing
in each task,” Smith says. A specific area
called the dorsoPhoto: D.C. Goings
Photo: Michael Marsland
lateral prefrontal
cortex or DLPFC,
is activated mainly
when tasks involve
switching attention, such as alternating between
recognizing a letter and a number.
Another region on
the right side of the
brain is involved
only in short-term
memory of images,
while another on
the left side is
involved only in
Patricia Reuter-Lorenz
Christy Marshuetz
memory of words
as well, dropping from several seconds and letters. Still others are active only
with PET to one or two seconds with during rehearsal or recognize portions
fMRI. In addition, it’s entirely noninva- of the tasks.
sive, requiring no radioactive materials
— which also makes it cheaper to use.”
But what is still more interesting is the
way that the tasks performed by certain
The studies show that as different parts regions changed depending on circumof simple tasks are performed, different stances, giving clues to how the tasks
areas of the brain are activated, in vary- were being carried out. In one test,
ing combinations. Most short-term researchers looked at the areas that
memory tasks involve three steps — were activated in a test that required
memorizing an initial object; rehears- subjects to remember the order in
ing the memory to retain it, as when we which letters were shown, and specifirepeat a phone number over and over cally how far apart certain letters were
until we dial it; and retrieval, as when a in the order. The work, performed by
memory is used to compare the object Marshuetz and colleagues, showed that

the area that became more and more
active as the difference in order increased
was the same one that was involved in
numerical calculations. It thus seems
that in the brain there is a close relation
between quantity and order, a result
that makes sense, since our basic ideas
of numbers seems to have emerged
from counting, an ordering process.
The studies also showed that the harder the task, the larger the neuronal
assemblies that worked on it, and the
larger the flow of blood. For example,
when subjects were asked to compare

Colored regions indicate the areas of younger and older
brains activated during verbal working memory tasks,
demonstrating a higher degree of left lateralization in
younger adults compared with more bilateral activity in
older adults. ©1999 from the Primer of Cognitive Aging, D. Park and
N. Schwarz, eds. Reproduced by permission of Taylor & Francis, Inc.

letters with those that had been seen
two or three tests before, more activity
was observed than for the simple comparison of letters with the immediately
previous test. In accord with our subjective perception, when we are “thinking hard” our brain is actually burning
more energy — perhaps by 10-15 percent — than when we are just resting.
The generalized brain

The specialization of brain function is
not the only story that brain mapping
studies tell. As the brain ages, the high
degree of specialization evident in ➤
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young adult subjects becomes replaced
with a more complex pattern: the older
brain seems to be more of a generalist.
One of Smith’s colleagues in the Department of Psychology, Patricia ReuterLorenz, has concentrated on understanding how normal, healthy human
brains change with age.
“In one recent series of studies, we
looked at short term memory tasks that
involved inhibition,” explains ReuterLorenz, “both in a group of adults in
their 20s and another group in their
60s and 70s.” Subjects were supposed to
respond to letters they had just seen as
part of a group. But to complicate the
tasks, a letter that had been seen in a
recent previous
test was shown.
Since the letter
was familiar, there
was a tendency to
respond to it, but
this impulse had
to be inhibited to
provide the correct
answer. For all
subjects, response
times were a bit
longer for the
confusing letters,
and delays and
inaccuracies were
somewhat greater
for older subjects
than for younger
ones. (Older subjects’ response Kirk Frey
times increased by
about seven percent, compared with
four percent for younger subjects.)
“The interesting result was shown in
the brain scans,” says Reuter-Lorenz.
“When the younger subjects were dealing with the inhibition task, a specific
area in the brain was activated that was
not used in the other cases. But in the
older adults, this did not happen — the
areas activated in the inhibition case
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were just the same as the other cases. It
seems as if the younger brains are using
a higher degree of specialization to get
a somewhat faster response time.”
Other studies by Reuter-Lorenz and
Smith confirm the idea that human
brains become less specialized with
normal aging. For example, the tendency for the left hemisphere to be
involved in verbal tasks and the right in
spatial ones breaks down with increasing age, and areas in both hemispheres
become involved in both types of tasks.
“Only certain parts of the brain are
involved in a given task, but there is
much more overlap between the areas
involved in one task and those in
another in older adults, and
there are more areas involved
in each task,” Reuter-Lornez
points out. “We don’t yet
know the reason for this.
The brain might be compensating for the lower efficiency
of neurons by bringing more
of them into a task, or more
positively, the older brain,
with a richer base of experience, is using a richer combination of experiences and
skills to perform a task, even
at the expense of doing it
slightly slower.”
Sick brains and well
The more that brain mapping shows how the normal
brain functions, the more
useful it becomes for diagnosing disease as well. Kirk Frey (M.D.,
Ph.D. 1984), professor of radiology and
neurology and senior research scientist
at MHRI, has shown that PET scans
indicating the uptake of specific neurochemicals can be used to measure the
progression of both Parkinson’s and
Alzheimer’s diseases and indicate how
patients are responding to medications.
“The advantage of PET scanning is that
you can see the very uneven distribu-

tion of labeled neurochemicals, a distribution that is sensitive to brain damage in these two diseases.” By carefully
selecting the neurochemical to label,
Frey has been able to distinguish the
level of damage in the brain, despite the
brain’s attempts to compensate chemically for the damage. Such studies can
provide a test of medication efficiency
that is more objective and accurate than
tests of patients’ performance.
While brain mapping is being applied
for diagnosis, to a large extent the field
remains in its early stages. “We are just
starting to pull together the information
from different types of mapping, such as
fMRI, EEG, MEG and PET,” Taylor
emphasizes. “It’s only in the past few
years that we have started to have good
time-and-space resolution and we still
have not achieved both at once.” In the
next few years, as the growing mass of
brain mapping data is integrated together,
a far clearer picture will develop of how
huge assemblies of neurons in different
parts of the brain work together to produce our thoughts and feelings. m

Brain maps old

T

he first technique used for brain
mapping was the electroencephalogram (EEG), which measured the
oscillating electrical potentials over
various parts of the scalp. This has
good time resolution, but it is difficult to interpret and has poor spatial
resolution, since electrical fields are
severely distorted in passing through
the brain and especially through the
skull. A more sophisticated version of
EEG, coming into use in the last
decade, maps correlations between
EEG patterns in different parts of the
brain — that is, it shows which parts
of the brain are in phase with another
at a given frequency of oscillation.

Two models of the brain

U

ntil five years ago, the dominant
model of the brain was hierarchical,
focused on individual neurons and
patterned on the way digital computers
work. In brief, the hypothesis held that
single neurons operated by detecting
features in the environment. At the base
level, individual neurons in the optic
region of the brain, for example, would
detect simple features, such as lines and
edges. At the next level, higher order
neurons integrated data from the hundreds of lower order neurons to which
each was linked to detect more sophisticated features — a red ball, for example,
or green squares. At the highest level,
cardinal neurons would integrate sensations of higher order neutrons to recognize concepts such as “grandmother’s
face.”
Problems confronted the hypothesis
from the start. First, there was the

“binding” problem — how could information obtained by different means be
bound together into a single perception?
How could the neuron that recognized
grandmother’s face, the neuron that recognized her voice, and the one that
recognized the word “grandmother” all
work together to create a single perception of grandmother? Closely linked
with this was how billions of individual
neurons could produce a single consciousness.
A competing model, now becoming
dominant, contends that the brain stores
and processes information only when
millions of neurons work together, with
their electric potentials correlated or
synchronized in patterns at various
frequencies. Large-scale electrical fields
produced by the brain and recorded as
electroencephalograms can only be
produced by the cooperative actions of

many neurons, the theory holds. These
cell assemblies, as they are called, are not
anatomical entities. Rather, they are
temporary functional collections of
neurons scattered across wide areas, or
even throughout the brain, whose firings
are correlated or synchronized at a given
frequency.
The newer model makes it much easier
to understand the data from brain
mapping which show that close coordination of several relatively large regions
of the brain are essential for almost any
activity. In turn, since the model
hypothesizes that it is the patterns of
brain activity in space and time that are
important, not the states of individual
neurons, it makes brain mapping
essential to understanding how the
brain works. m

and new

Since magnetic fields produced by
currents in the brain are less distorted, magnetoencephalograms (MEG),
which measure these fields, give
more precise three-dimensional
maps but still do not have resolution
finer than a few centimeters.
In positron emission tomography
(PET) scans, chemicals are labeled
with radioactive materials which
emit positrons, the positively charged
anti-particles to ordinary electrons.
These travel only a very short distance before they encounter electrons
and are annihilated, releasing tiny
amounts of gamma rays. Since these

travel in straight lines, their origin
can be mapped very accurately,
showing where the chemical is concentrated. Often this technique is
used to measure change in blood
flow, and thus brain activity.
The most recently developed mapping technique, functional magnetic
resonance imaging, like ordinary
MRI, detects radio signals from
atomic nuclei as they oscillate in a
strong electronic magnetic field. One
of the more sensitive fMRI techniques, flow-sensitive inversion
recovery, measures relaxation times
in flowing blood — the time it takes

for a signal from a batch of nuclei to
decline. These times are faster when
flow is increased because of greater
turbulence in the blood. At high
magnetic fields (up to four T), this
technique can deliver spatial resolution of less than one millimeter in
three dimensions. However, since it
takes a second or two for the brain to
increase blood flow, time resolution
is still far less than for EEG and
MEG. m
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Commencement
“The American Dream does not end
when it comes to you; rather,
you have an obligation to help
make it happen for others.”

2001

—U.S. Surgeon General David Satcher
Photos: Martin Vloet

Jeff Martus, Kate Maturen and Estrella Matyas
Steven Vela and Peter Denk

U.S. Surgeon General David Satcher

“No time to stop dreaming”
Entering the field of medicine on the threshold of
a new millennium, the 165 graduates of the
University of Michigan Medical School got some
visionary advice from the nation’s top doctor, U.S.
Surgeon General David Satcher, M.D., Ph.D., during his commencement address at ceremonies in
Hill Auditorium on June 8. Describing the 20th
century as “a great century for medicine and
health” and citing declines in death rates from diseases like cancer and cardiovascular disease, Satcher
encouraged the new physicians to “bring the best
available science to bear on our policies as a
nation” in order to continue the gains made in
health and against disease and to end racial and
ethnic disparities in American health care in the
21st century.
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I shall be telling this
with a sigh
Somewhere ages
and ages hence:
Two roads diverged
in a wood, and I —
I took the one less
traveled by,
And that has made
all the difference.
—from “The Road Not Taken”
by Robert Frost

Wendy Golden

Social equity and quality of care were strong themes
throughout Satcher’s remarks. The 16th surgeon
general, Satcher has made it his mission to make
public health work for all groups in the nation.
“African American babies are two-and-a-half times
“This is no time to stop dreaming,” he said. “The

more likely to die in their first year than majority

American Dream does not end when it comes to

babies,” he said. “American Indians are three times as

you; rather, you have an obligation to help make it

likely to suffer from diabetes – Hispanics, two times

happen for others.” Satcher read Robert Frost’s “The

– as the white population.

Road Not Taken” and urged the graduates to consider all of the extraordinary options they will find in
life, not just the well-traveled paths to success and
meaning.

“White women still have the highest risk for cancer
of the breast, but African American women continue
to have the highest mortality rate from breast cancer.”
Along with ending disparities in health care, Satcher

In his introduction of the surgeon general, Medical

identified the aging of America, along with quality-

School Dean Allen S. Lichter (M.D. 1972) cited

of-life issues that apply to all ages but especially to

Satcher’s own dream of becoming a physician like the

the elderly, as another great challenge facing physi-

small-town doctor who saved his life at age two

cians in the 21st century. Treating Alzheimer’s Disease,

when a bout of whooping cough developed into

disability, chronic pain and depression will be med-

near-fatal pneumonia. “Dr. Satcher achieved his

ical issues fundamental to the decades to come. “At

dream,” Lichter said, “but his practice stretches far

every age,” he said, “there are challenges to quality ➤

beyond his hometown of Anniston, Alabama.”
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Class speaker Doug Franzen
Hughan Frederick and Michael Shillingford
Anne Kittendorf

Justin Strote and Harpreet Grewal

of life.” Satcher emphasized the impor-

served as director of the Centers for

tance of mental health to overall human

Disease Control and Prevention and

health and the need to counter the social

administrator of the Agency for Toxic

stigma often attached to illnesses of the

Substances and Disease Registry from

mind. Earlier in the day, Satcher spoke to

1993 to 1998. From 1982 to 1993, Satcher

a group of 70 middle and high school

was president of Meharry Medical

students in Ypsilanti, telling them, “If

College in Nashville, Tennessee.

you’re serious and you work hard, you
will find help in all kinds of places.” The
students participate in the Health
Occupations Partners in Education
(HOPE) program, a partnership between
the U-M and Ypsilanti Public Schools
which helps promote interest and success
in health science careers, particularly

Graduates and their guests were also
treated to the sage observations of class
speaker Douglas Franzen who reflected
upon medical school as “hard fun, psychologically and emotionally draining”
and “two years of sleeping through
lectures followed by two years of not
sleeping much at all.”

among minority groups now underrepresented in health care professions.

Franzen recalled a personal pilgrimage
he made not so long ago travelling U.S.

Satcher served simultaneously as surgeon
general and assistant secretary for health
from February 1998 through January
2001; his term as surgeon general continues until February 2002. He has also
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Route 50 in Nevada, “the loneliest road
in America,” on his way to Mount
Wheeler in Great Basin National Park. At
first regarding as “odd” the warnings of
deep snow and arduous hiking – the

(l to r): Leo Moschouris, Mark Hoeltzel, Eduardo Miller,
Malcolm Sickels and Denise Zao

Richard Dopp and Rachel Weiss
Jeremy Kaplan

ground was clear at the base except for

its ridges you’ll remember. And the very

the occasional patch of snow – Franzen

best part of the journey is the friends you

found, as he made his way through

made along the way.”

bristlecone pines as much as 4,000 years

The Medical School’s Class of 2001,

old, that not only did the snow deepen to

coming from 24 states and ranging in age

knee-, then waist-level and more, but

from 18 to 42 when they began their

also that each ridge was followed by

studies, represented such pre-medical

another, then another and yet another,

school occupations as grocery bagger,

his chosen goal — a certain distance

stockbroker, professor of electrical engi-

toward the summit — seeming almost to

neering and computer science, Chicago

recede rather than get closer. When at

firefighter, world-ranked tennis player,

last he arrived at the point he’d deter-

and lawn mower repairer. Eighteen per-

mined to reach and sat in the snow

cent of the graduates will go on to com-

reflecting, he mused that the point of the

plete their residencies at U-M.

journey is not to arrive, but rather it’s the
getting there in which the essence of

Six of the new M.D.s also received Ph.D.s

experience is to be found.

in the Rackham School of Graduate
Studies ceremonies last April as part of

Residency programs, Franzen noted, are

the Medical School’s prestigious Medical

yet another ridge facing the graduates,

Scientist Training Program. Over 30

and the process of reaching their goals

additional Ph.D.s were also awarded by

should be enjoyed. “For when you get to

Rackham in Medical School graduate

the top,” he said, “it’s the journey and all

programs.

m
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Richard Bucciarelli, M.D., MCAS president, told this year’s graduates:

“You are the future of our profession,
you are the future of medicine.”

The Future of Medicine
Photos: D.C. Goings

The Class of 2001
Celebrates
the Milestone of
Medical School
Graduation

(l to r) Carla Cartwright
with graduates Joy Coleman
and Estrella Matyas
Renee Shellhaas

As part of commencement week activities, this year’s graduates,
their friends and their families gathered for lunch in the ballroom of the Crowne Plaza Hotel in Ann Arbor July 7 to revel in
the excitement and sense of accomplishment that would be
marked by diplomas and official ceremonies the following day.
Medical School Dean Allen S. Lichter (M.D. 1972) greeted the
imminent physicians and their guests, pointing out that they
were celebrating not just the end of their studies as medical students, but “more importantly, the beginning of your medical
careers — and the beginning of your membership in the proud
group of 17,000 alumni of the University of Michigan Medical
School who are part of MCAS, the Medical Center Alumni
Society.”

Carol Camfield (M.D. 1970,
Residency 1973), mother of
Renee Shellhaas,
with Richard Bucciarelli

Shannon Sullivan with
her mother, Kathleen

MCAS sponsors the yearly senior lunch event. This year, both
Dean Lichter and MCAS President Richard Bucciarelli (M.D.
1972) celebrated the 29th anniversary of their graduation from
the U-M Medical School.
The Senior Lunch not only honored the class as a whole but also
served as a forum, along with commencement ceremonies in
Hill Auditorium on June 8, for announcing many of this year’s
student and faculty awards. In addition, Renee Shellhaas,
Student Council president, presented Rachel Glick (M.D. 1984),
associate dean for student programs, with a check representing
the Class of 2001’s contribution to the Millennium Fund begun
by last year’s graduating class for the purpose of one day providing financial assistance to all medical students. m

Keith Compton with his
son, Donovan

Timothy Deyer and father, Keith

(l to r) Celina Corridore with graduate
Lisa Chu and Karine Compton
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Awards & Honors
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Following is a complete list of faculty and students who received awards during various commencement
ceremonies and activities.

FACULTY AWARDS

SENIOR AWARDS

DEPARTMENTAL AWARDS

The American Medical Women’s
Association Gender Equity Award
Elizabeth M. Shadigian, M.D.

Dean’s Award for Research
Excellence
Deborah Frances Battaglia
Srini Tridandapani

Roger A. Berg Prize in Radiology
Katherine Elizabeth Maturen

Elizabeth Crosby Award
Ameed Raoof, M.D.
The Healthcare Foundation of New
Jersey Humanism in Medicine
Award
Jane T. McCort, M.D.
Jeff Angobaldo and Richard
Bucciarelli

George R. DeMuth Medical
Scientist Award for Excellence
Francis Joseph Probst III
Ralph M. Gibson Award
Joanne Marie Torres

Kaiser-Permanente Awards for
Excellence in Teaching
Louis G. D’Alecy, Ph.D.
Paul L. Fine, M.D.

The Healthcare Foundation of New
Jersey Humanism in Medicine
Award
Jocelyn Huang Schiller

Senior Year Award
Robert W. Lash, M.D.

Andrew J. Zweifler Award for
Excellence in Clinical Skills
Christina Lou Marie Pelton

Photo: D.C. Goings

CLINICAL AWARDS
Award for Excellence and
Commitment to Women’s Health
Nabila Rasool

SCHOLASTIC AWARDS
Janet M. Glasgow Memorial
Achievement Citation
Kristin Marguerite Levy
Anastasia C. Linas
Ann Acheson Little
Katherine Elizabeth Maturen
Tina Lisa Pinto
Renee Adele Shellhaas
Nazema Yusuf Siddiqui

Jocelyn Schiller, Rachel Glick and Dean Lichter

Academic Recognition Awards
Eric Dean Batts
Timothy William Deyer
Jeremy Sanford Kaplan
Peter Tun-Ho Lin
Aaron Jude Zima

C. Gardner Child 3rd Award
Joshua Michael Buckler
Terence C. Davies Award
Anne Louise Kittendorf
Excellence in Emergency
Medicine Award
Joanne Marie Torres
Albert C. Furstenberg Award
Nathan B. Sautter
Edgar A. Kahn Award
Deborah Frances Battaglia
William Dodd Robinson Award
Kristin Marguerite Levy
Justin Ari-Benjamin Strote
Eli G. Rochelson Memorial Award
Denise Hui-Chin Zao
Robert B. Sweet Award
Jonathan Arie Kroll
Harry A. Towsley Award
Neda Natalia Yousif
Raymond W. Waggoner Award
Jeremy Sanford Kaplan
J. Robert Willson Award
Kristin Suzanne Oldenberg
Patrick John Niland Award
Richard Raymond Dopp
Rachel Sarah Weiss

Academic Achievement Award
Jeremy Sanford Kaplan
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by Jeff Mortimer

The Newest Challenge for Young Physicians:

Understanding What
It Means to Be Older
W

hen, in 1980, Willard Scott, the affable NBC-TV
weather announcer, first began recognizing
Americans for the rare achievement of reaching
their 100th birthday, he received a handful of letters
from centenarians and their families. Today he
receives more than 100 letters every month. The
number is likely to keep going up: Americans over 85
are the fastest growing segment of the population.
For some, like comedian George Burns, who happily
quipped his way to 100, life was a joy almost to the
very end, and a continuing source of new one-liners
(“I get a standing ovation just for standing!”).
For others, becoming their older selves is not so
funny, not the triumph of productivity and recognition that Burns experienced to the end. Aging, like
so many other factors that influence our physical and
mental health, is a very individual thing.
Given the very large numbers of much older
Americans on the horizon (it is predicted that within
10 years most physicians will spend half their time
caring for older patients), the challenge for those
charged with training the next generations of physicians is large indeed. How to teach a young physician,
who will not personally experience the profound
effects of aging for another half-century, what it
means to be old? How to treat the old? How to give
older patients the best care possible?
No medical school in America is taking these questions more seriously than the University of Michigan,
where geriatrics has had strong leadership for
almost 20 years and where a new $2 million grant
will energize the weaving of geriatrics into every
fabric of the school’s curriculum.
“The goal is to see defined curriculum and content
in place that is a documented part of the education
of every student who graduates from the University
of Michigan Medical School and every resident who
completes residency training in a relevant discipline,” says Jeffrey Halter, M.D. In 1984, William
Kelley, M.D., then head of internal medicine at the

Medical School, recruited Halter from the Seattle
Veterans Affairs hospital to begin assembling the U-M
Geriatrics Center, an umbrella organization for
geriatrics research, education and patient care in the
U-M Health System. The Geriatrics Center was
approved by the U-M regents in 1987 and continues
to be directed by Halter.
When Alan Mellow, M.D., Ph.D., associate professor
of psychiatry and chief of the division of geriatric
psychiatry, arrived in Ann Arbor in 1988, the U-M’s
collective geriatrics consciousness had already been
conspicuously ahead of the curve for a decade or
more, in the Medical School as well as in public
health and the basic and social sciences. Both the
Turner Geriatric Clinic and the Institute of Gerontology have been around since the late 1970s.
“When I came to Michigan to start our program,”
Mellow says, “I emphasized to my department
chairman that this was a ‘growth industry,’ an area in
which it was important for Psychiatry to have
strength in the coming years.”
The neighboring VA system, a longtime U-M partner in both education and clinical care, had also
been selected in 1988, after a national competition,
as a site for a new Geriatric Research, Education and
Clinical Center (GRECC), one of 21 national centers
of excellence in the VA system. A year later, the U-M
Pepper Center was launched, the first federally funded Claude D. Pepper Geriatrics Center in the nation.
This rich historical matrix was crucial to the
Geriatrics Center’s recent successful bid for a fouryear, $2 million grant from the Nevada-base d
Donald W. Re ynolds Foundation, established in
1954 and now one of the nation’s largest private
foundations. Donald Reynolds owned more than
100 businesses, primarily in the newspaper, radio,
television and outdoor advertising industries,
known as the Donrey Media Group. The money —
along with significant support from the Medical
School, another key factor in securing the award —
will be used to infuse geriatrics consciousness ➤
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JEFFREY HALTER

ALAN MELLOW

MARK SUPIANO WITH HOUSE OFFICER JEREMY BUCKLEY

The support of the Dean’s Office was also key to receiving the
Reynolds grant. “We’ve had a significant decrease not only in
revenues to support graduate medical education but also in
clinical dollars that, in the past, would have also been available
“There is a long tradition of interest in aging here at the
to support education broadly. But we really thought it was
University of Michigan,” says Halter. “For many years, a lot of
important for us to make the commitment to invest in this edupeople across the campus have been interested in aging — the
cational enterprise,” says James Woolliscroft, M.D. (Residency
social aspects, epidemiology, the impact on society and on
1980), executive associate dean, director of graduate medical
Social Security, in addition to issues directly related to health.
education and a professor of internal medicine. Woolliscroft
The Medical School initiatives that started here in the late 1970s
notes, as do many others, that “a lot of the credit really goes to
have not been happening in isolation.”
Jeff Halter. He came here when geriatrics was just beginning to
emerge, and he’s developed a very
Ironically, U-M’s tradition was almost
strong section of geriatrics that is
a liability in getting the Reynolds
grant, says Mark Supiano, M.D.
Now, in many practices, the unit of caring recognized internationally.”
(Residency 1987), director of the
is an organ system or a practice context, like a Faculty development is at the core
GRECC, associate professor of internal
of the Reynolds initiative, and that
medicine and senior associate single emergency room visit or a single consulwork has already begun through
research scientist in the Institute of tation/referral. It can be bound by anatomy or
faculty training from geriatricians
Gerontology. Supiano directs the it can be bound by time, but it shifts away from
as well as instructors in other specialReynolds grant’s geriatrics initiative
ties and subspecialties (principally
the
patient
as
the
center
of
focus.
in medical student education, while
internal medicine, psychiatry and
Brent Williams, M.D., also an associ–BRENT WILLIAMS
neurology) which already include
ate professor of internal medicine,
geriatric skills in their training.
heads the comparable effort for house officers. “The Reynolds
Those identified as “core” faculty will train their colleagues in
Foundation was interested in stimulating geriatrics in institutions
other disciplines how to apply geriatrics knowledge to disciplinewhere there was perhaps less of a geriatrics presence,” Supiano
specific needs. This helps with both instructional credibility —
says. “One of our concerns was that we were viewed as having
students will be learning from “their own” teachers rather than
too much, and wouldn’t need additional funding to support
“outside” geriatricians — and with long-term sustainability.
these activities.” Michigan’s long history of success in geriatrics
“This is a huge project,” says Karen Hall, M.D., Ph.D. (Residency
won the day.
1997), an assistant professor of internal medicine and a research
Williams expresses his charge simply and dramatically. “The
scientist at GRECC. Hall is possibly the only person in North
University of Michigan has around 800 house officers at any
America who is board-certified in internal medicine, gastroengiven time,” he says. “Of those, only about 200 are in programs
terology and geriatrics in both the U.S. and Canada. “We’re talkthat include any form of training in geriatrics. The purpose of
ing about disciplines as disparate as ob/gyn, emergency medithis project is to move as close to the 800 as we can get.” Mellow
cine and surgical subspecialties, and then medical students
adds, “The strength of the program we’ve gotten funded is that
from year one to year four. Our hope is, if we can do this sucit’s really going to infuse this at every level of the Medical
cessfully, it will get medical students so oriented to geriatric
School curriculum, from the day future physicians walk in the
issues that they won’t have any problem identifying them,
door as medical students up to the time they are out in practice
thinking about them and dealing with them. Right now, if you
or even on the faculty.”
ask most students or residents what it’s like to care for an older
person, they find it intimidating.”
➤
into almost every facet of the medical training the U-M provides. In the process, standardized models will be developed for
teaching and testing trainees everywhere else.

“

”
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Treating Older Patients:
Not just ‘older versions of younger adults’
hen she works with residents in their rotation
through the VA system, says Karen Hall,
“there’s something I hear again and again: they say
their heart sinks when an older patient with multiple
problems comes into their clinic. They’re thinking
the assessment will take hours, that they don’t feel
comfortable dealing with incontinence or dealing
with dementia, and they’re often overwhelmed by all
the social problems these patients face.”

W

That’s because “they don’t feel that they know what
to do, they don’t have a plan,” she says. Raising that
comfort level by putting geriatric skills front and
center in their training is one of the Medical
School’s major curriculum revision initiatives.
Hall is one of a cadre of faculty who are playing a
key, early role in the implementation of “geriatrics
infusion” at the house officer level. “We don’t want
to turn everyone into geriatricians,” she says, “but we
do want to raise their awareness of some common
geriatric issues that might affect their particular fields.
Photo: Martin Vloet

“The thinking
was, years ago,
that elderly
people are
just o l d e r
versions o f
younger
adults. B u t
older people
have changes
in their ability
to metabolize
drugs and
their normal
d a y - t o - d a y KAREN HALL
physiology
t h a t m a k e them different. You can’t treat them
the same way.” They are more likely to have multiple
disorders, chronic conditions, cognitive dysfunction,
a difficult living situation, and adverse reactions to
the array of medications that they may or may not
be taking as directed. Caring for them thus requires
treating the whole person, rather than a disorder or
system, and often necessitates the involvement of
other physicians, as well as other health professionals
and the patient’s family and friends.
“Although most physicians take care of older people, they often take care of them in a fragmented
fashion,” says Brent Williams, who heads the house
officer phase of the Reynolds geriatrics project, “and
yet older people, especially, don’t do well under limited and overly focused care because they often have
multiple problems, and the problems often interact
with each other. You can’t pick off one of them and
treat it independently of the others. If you do, something else gets stressed.”

But new physicians will need to
think even more globally, enlisting the aid of a variety of other
caregivers and loved ones who
might once have been regarded
as interlopers in the doctorpatient relationship. “One of
the defining characteristics of
geriatrics is the involvement of a NORMAN FOSTER WITH EVANGELOS ATHANASIOU
multidisciplinary team,” says
Mark Supiano, who directs the medical student words, they’re not very good. They have stereotypes
derived from their training and their own biased
component of the Reynolds geriatrics initiative.
experience.” Adds Hall, “Thirty-five or 40 percent of
And not just medical disciplines. For example, 90-year-olds have some memory problems or
Norman Foster, M.D., professor of neurology and a impairment in thinking, but that still leaves a lot of
member of the project’s executive steering commit- people who don’t.”
tee, says one of the specific skills for managing a
patient with dementia is “the ability to involve other Communicating effectively with that majority also
informants or caregivers in obtaining a medical history entails special skills. “Older people are more thrown
and to form an alliance with other individuals, other off by jargon because when they were young, much
care providers, in providing care. These techniques of it didn’t exist,” says Hall. “Part of the process of
are not typical of medical practice. Physicians usu- explaining to patients why you’re recommending a
ally see adult patients by themselves; they don’t test or treatment is getting them to understand what
know how to go about involving other people in the the point of it is. When you use a lot of jargon, they
evaluation or management of adult patients, and may feel you’re putting them down or that you don’t
many physicians would view this as being intrusive.” care to explain it. I think older people need more
time to think about things, too.They often want to go
and talk to someone else,
get some advice. SomeThe thinking was that elderly people are just older times residents get frusversions of younger adults. But older people have trated because a person
changes in their ability to metabolize drugs and their doesn’t say ‘yes’ right away
off on a tangent.
normal day-to-day physiology that make them different. orTo goes
me, that’s a sign that
You can’t treat them the same way.
they may not be ready to
–KAREN HALL
deal with the issue, and if
it’s not vital to be taken
“Sensitivity to psychiatric disorders in older care of this minute, or unbelievably life threatening,
patients, such as depression, anxiety, cognitive I say, ‘Why don’t you think about it and we’ll discuss
impairment and psychosis, is critically important to it again?’”
a comprehensive understanding of their health care
needs,” says Alan Mellow, also a member of the Hall says she became interested in the practice of
executive steering committee for the Reynolds proj- geriatrics while she was doing a research fellowship
ect.“Such disorders often complicate both the pres- at U-M.“I started to realize that I really enjoyed talkentation and outcomes of other medical illnesses. ing to older patients,” she recalls, “and I also
Many of the biases and myths concerning older enjoyed the challenge of trying to balance the benpeople —— for example, that it is ‘natural’ to be efits of treatment for multiple problems.” There’s a
depressed as one ages —— often create barriers, personal dimension, too. “I’ve always believed pretty
erected both by health care providers and patients strongly in people designing their lives to fit what
they really want,” says Hall. “Some doctors have a
themselves, to adequate diagnosis and treatment.”
really hard time not treating something; they feel
Not all, or even most, elderly people suffer from guilty or frustrated or that they’re not doing a good
dementing disorders, of course; that seems to be a job if they can’t persuade someone to have treatment.
common misconception both within as well as out- My feeling is that my job is to identify a problem and
side of the medical profession. “There is a lot of con- help the person deal with it. Dealing with it may
fusion among the general public and also among involve not treating it. If that’s their choice, and if I
physicians about what is expected for normal can be convinced that it’s a reasonable choice, I’ll
aging,” says Foster. “Studies show that physicians go along with it.” m
both over- and under-diagnose dementia. In other
Fall 2001 47

“

”

Photo: Bill Wood

Photo: Bill Wood

om Fitzgerald, Ph.D., and his colleagues in the
Department of Medical Education have their
work cut out for them. One of their most pressing
jobs right now is to think about how the Medical
School will evaluate its success in raising the geriatrics consciousness of its students and house
officers.While most of the techniques are familiar,
some of them aren’t.

T

BRENT WILLIAMS

JAMES WOOLLISCROFT

“Attitudes may be the heart of it,” says Williams. “If you could open up
resident physicians’ attitudes so they automatically, reflexively, look at the
whole person, where they came from, how they function, what their goals
and needs are as a person, then everything else would be easy, because
they would ask the right questions and strive to find the answers.”
Of course, the desirability of “looking at the whole person” isn’t limited
to the treatment of elderly patients. Just as the geriatrics initiative is
expected to produce exportable instructional models, so geriatrics techniques themselves are applicable to medical practice in general.
“I think part of the Medical School’s support for this initiative and what
we’re planning to do related to the Reynolds grant is that a number of the
things we’ll be teaching the students about the health care of older people
apply to health care more broadly,” says Halter. Happily, the grant intersects with, and nicely complements, a three-year review of the Medical
School curriculum whose goal is a better alignment with the real world of
contemporary practice.
“We’re emphasizing to a much greater degree the socio-cultural aspects of
the individual and how that relates to their wellness and their care,” says
Joseph Fantone, M.D., associate dean for medical education and a professor
of pathology. “We want our students to think of the patient in the context
of his or her social and cultural environment and overall health status.”
“Our goal is to provide a meaningful geriatrics experience for every graduating U-M medical student,” says Supiano. “We don't want our students
to say, ‘Yeah, I did a one-week rotation in geriatrics and I now know how
to take care of older people.’ We want them to gain a real sense of what it
means to be a good physician to an older person.”
“Geriatrics is inherently patient-centered,” says Williams. “The unit of
caring is the whole patient, which was the baseline for traditional medicine. Now, in many practices, the unit of caring is an organ system or a
practice context, like a single emergency room visit or a single consultation/referral. It can be bound by anatomy or it can be bound by time, but
it shifts away from the patient as the center of focus. The Reynolds grant
provides an opportunity to do the two things I love most: develop new
programs for teaching physicians at the residency level to do better medicine, and teach people to take care of the whole patient.” m
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“There are two things I’m going to be evaluating,”
says Fitzgerald, an assistant professor and assistant research scientist in the Department, as well
as associate director for education and evaluation at the VA’s Geriatric Research, Education and
Clinical Center. “First are the learners, by making
sure that they’re proficient in their knowledge and
skills about geriatric patients. Second is our curriculum, to make sure that the learning environment is appropriate for the students and also to
evaluate each educational component to see
which things are working and which are not working, so we can change them.”
And, he points out, there are three different components of evaluation — one for medical students,
one for residents, and one for faculty. Plenty of
tools exist for the former, and the Medical School
has faculty development models from similar
initiatives in the past. Assessing the residents’
progress, however, is almost terra incognita.
“What we’ll do there is look at what kind of
curriculum each residency program designs and
the problems they have implementing it,” says
Fitzgerald, “so we can figure out for the residency
directors what things work, what things don't
work, and what the barriers are, anticipated and
unanticipated. We’ll be developing benchmarks.
This is a new area. In our search through the
literature, we found nothing quite like this.”
The whole effort of weaving geriatrics into the curriculum is kind of daunting; a major shift in the
wind, if not a sea change. “We’ll establish demonstration of proficiency in these competencies as a
requirement for graduation,” says Mark Supiano, an
associate professor of internal medicine who
heads the medical student component of the
initiative.“We want to send the message clearly to
our students that they should take this seriously.”
Says Norman Foster, professor of neurology and a
member of the steering committee for the project:
“As a geriatric neurologist, my particular interest
is to make sure that all physicians who treat
adults are able to recognize individuals who have
cognitive disturbances, particularly dementia or
memory problems, and that those are handled
appropriately. Not everyone will be treating
Alzheimer’s disease, but everyone will be treating
someone who has Alzheimer’s disease.”

How will we know what works
and
what
doesn’t?
Learners and methods alike will be evaluated for success.
The consciousness-raising will begin “on day one
of entry into the University of Michigan Medical
School,” says Supiano. Specific activities in the
curriculum will address the core competencies
established by the American Geriatrics Society,
and “medical students will be told that they are
expected to successfully complete each of these
activities over the course of four years. To cut to
the chase, there will be a separate line item on
their transcript that designates proficiency in caring
for older people.”
Using the Web, as the Medical School increasingly
does in many areas of the curriculum, for both
training and assessment is one of what Supiano
calls “several innovative approaches to get the
geriatric message across to the students.”
Students rotating through internal medicine outpatient clinics would report — on-line to a geriatric
consultant — their encounters with older patients
who presented with a geriatric problem or condition. The Web-based program will allow students
to get feedback from the geriatric consultant,
participate in on-line discussions, and link to a
library of resources.
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“We’ll work with
the core faculty
within each
department to
identify the
issues related
to geriatrics
that are most
salient in their
own practice
and how to get
that information
across,” says
Foster. “There’s
really been very
little done in
t h i s s o f a r.
There’s been TOM FITZGERALD
considerable
work done to try to train people in the geriatrics
specialty, but this is a little more sophisticated
issue — trying to apply geriatrics knowledge and
the skills of geriatrics to discipline-specific
needs.”

Luckily, the human resources for such a task are
“One other element is the standardized patientrelatively abundant at Michigan. “One of the reainstructor,” he
sons the Reynolds
says. “These are
Foundation came
individuals who
There’s been considerable work done to to this center is
are trained to act
train people in the geriatrics specialty, but this that we actually
as patients, and
have a very large
trained to provide is a little more sophisticated issue — trying to
faculty of multidisfeedback to the apply geriatrics knowledge and the skills of
ciplinary people
student as they’re geriatrics to discipline-specific needs.
who either have
being evaluated
certification or a
–NORMAN FOSTER
by the student.
strong interest and
We’ll develop a
training in geridesign for a standardized patient-instructor to
atrics as well as other areas of medicine, or areas
cover the area of geriatric functional assessment.”
outside medicine,” says Karen Hall, one of those
Incorporating geriatrics training at the house officer
faculty members who will be training their
level will be a bit more complex. Brent Williams,
colleagues. “There probably aren’t many centers
associate professor of internal medicine and a
in the U.S. that could marshal as large a group of
geriatrician, heads that aspect of the program.
people.”
“Our basic commitment is to develop the educaThose specialties — such as internal medicine,
tional programs in the places where the residents
psychiatry and neurology — whose histories have
are doing their current clinical work—in the subspeinherently included a higher level of geriatric
cialty clinics, in the hospital before and after an
awareness will provide the bulk of the training for
operation, in the emergency room and so forth, so
what might be called the “consumer” specialties.
that the residents will integrate geriatrics into
“In internal medicine, we’re going to be starting
what they perceive as their daily work,” he says.
with hematology/oncology, nephrology and
“And that is a huge challenge.”
rheumatology, with the idea of then moving on
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through all the other subspecialties,” says Jeffrey
Halter, director of the U-M Geriatrics Center and of
the deployment of the Reynolds grant. “Outside of
internal medicine, we’re starting with obstetrics
and gynecology and emergency medicine. Our
selection doesn't necessarily reflect priority for
need; it’s more of a practical issue of which
departments have expressed interest and have
identified individuals to begin to participate in
this process.”
One of the individuals who came forward in emergency medicine is Eve Losman, M.D., (Residency
1999), a clinical instructor. “What interests me is
looking at geriatric patients as a special population with special needs where a special skill set is
needed to take good care of them and developing
that skill set in faculty as well as residents,”
she says.
“To be perfectly honest, a year ago, I never
thought,‘Gosh, geriatrics is going to be my area of
expertise,’” Losman adds. “I was much more
interested in learning more about educating
people in the medical profession. But as I read
the literature and did some research on my own
about geriatrics and emergency medicine, I realized the need was enormous. The baby boomers
are going to get old.” m
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Class Notes
1950s
Jack C. Westman (M.D. 1952,
Residency 1959), professor emeritus
of psychiatry
at University
of Wisconsin
Medical
S c h o o l ,
received the
American
Psychiatric
Association‘s
2001 McGavin
Award for a
Distinguished Career in Child and
Adolescent Psychiatry. Since his
retirement in 1996, Westman
co-founded “Wisconsin Cares” to
improve the lives of children by
working with families to prevent
abuse and neglect.
Paul Wolf (M.D. 1952) received a
2001 Barbara J. and Paul D. Saltman
Distinguished Teaching Award for
Non-Senate Members. Wolf is professor of pathology at the University
of California, San Diego.
Frank Whitehouse Jr. (M.D. 1953),
U-M associate professor emeritus of
microbiology, is the author of
“Here’s to You, Maize and Blue,” a
march he composed to celebrate the
100th anniversary of the Alumni
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1960s
Gary VanderArk, M.D. (Residency
1968), a neurosurgeon in Colorado,
founded Doctors Care, an organization providing medical care to the
uninsured in three counties, and also
helped start the Colorado Coalition
for the Medically Underserved,
which will attempt to spread the
program statewide. VanderArk was
honored by the American Association of Neurosurgeons with its
2001 Humanitarian of the Year
Award for his efforts to help the
medically underserved and for a lifetime of community work.

1970s
Alan M. Mindlin (M.D. 1971), an
ophthalmologist in Pontiac, was
re-elected as an alternate delegate
to the American Medical Association.
He will serve a two-year term on the
26-member Michigan Delegation to
the AMA’s House of Delegates,
which sets policies on issues such as
public health, health care delivery
and medical ethics.
Laman Gray (Residency
1974) is part of a team
of surgeons who performed the world’s first
self-contained, mechanical heart replacement
at Jewish Hospital,
University of Louisville.
The titanium and plastic
device, known as
AbioCor, is designed to
allow recipients to maintain a productive life-

style while wearing it. The landmark
experimental operation has been
covered extensively in the media
since its occurrence on July 2.
Ben Carson (M.D. 1977) was listed
in the second of a five-part series,
"America’s Best," in Time magazine
which profiles America’s highest
achievers. Carson was noted for his
exceptional skills in pediatric neurosurgery at Johns Hopkins Medical
Center. He has developed several
new surgical techniques that greatly
reduce the risks of hemispherectomies, a surgery that once frequently
resulted in death. He is also known
for performing the first successful
separation of Siamese twins joined
at the head in 1987.

1980s
Keith Black (M.D. 1981, Residency
1987) is the recipient of a 2001
Essence Award, which celebrates
courage among African Americans
forging new paths in their careers or
personal endeavors. Black received
the award for his leadership as
director of the Maxine Dunitz
Neurosurgical Institute at CedarsSinai Medical Center in Los Angeles.
Black averages about 250 operations
a year, and his reputation for excising malignant brain tumors draws
patients from all over the world.
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Frank Whitehouse Jr. with pianist
Irena Portenko

Association of the U-M. The piece
was recorded by the University of
Michigan Marching Band and
appears on their CD, The Spirit of
Michigan. “Here’s to You, Maize and
Blue” was played at the emeritus
dinner hosted by Dean Lichter at the
Barton Hills Country Club in July,
where guests sang along as accompaniment to the piano. Whitehouse
himself was unable to attend, having
left shortly before for the Verdi
Festival in Verona and two days at La
Scala in Milan.

Lives Lived
James Bosma (M.D. 1941) died of
heart failure at the University of
Maryland Medical Center on June 22.
He was 85. Bosma was considered a
pioneer in research into the anatomy
and physiology of swallowing, a
topic he became interested in during
the polio epidemic when many
patients suffering from the disease
could not take nutrition orally. He
wrote numerous publications and
was a founding editor of the medical
journal Dysphagia, devoted to disorders of swallowing. In recent years
he received the Distinguished
Service Award from the American
Speech-Language Hearing Association and was honored with a symposium at the biennial meeting of
the American Association for
Cerebral Palsy and Developmental
Medicine.
Ralph M. Gibson (Ph.D. 1959), professor emeritus of psychology in
pediatrics and communicable diseases at the U-M Medical School,
died on May 23 at Albert Einstein
Hospital in New York after a long illness. He was 76. Gibson held many
positions during his long career with
the U-M Medical School. He established the first pediatric psychology
section in a department of pediatrics
in the country, became head of the
pediatric psychology unit in 1965 and
served as assistant dean for student

affairs from 1976-83. A scholarship
fund has been established in Gibson’s
name. Contributions may be made in
his memory and sent to the U-M
Health System Office of Medical
Development and Alumni Relations,
301 E. Liberty St., Suite 300, Ann
Arbor, MI 48104.
Theodore George Kabza (M.D.
1945) died at the Heartland
Healthcare Center on June 22 at the
age of 82. After graduating from the
U-M, Kabza served his internship at
Henry Ford Hospital in Detroit, then
entered the U.S. Army Medical
Corps. After returning to civilian life,
he completed his residency in internal medicine at Henry Ford and the
U-M Hospitals. He was an instructor
in clinical medicine at the U-M and
was on the staff of the Veterans
Administration Hospital in Ann
Arbor.
George Schools (Residency 1969),
who pioneered the private practice
of pulmonary medicine in Dallas,
Texas, died March 17. Schools was
on staff at Baylor University Medical
Center, Presbyterian Hospital, Gaston
Episcopal Hospital and Bristol
General Hospital. He was president
of the American Lung Association in
1987-88 and served on the board of
directors from 1969-90.

Isaac “Ike” C. Thomas, III (M.D.
1988, Residency 1996) died of a
heart attack on June 8 at 42. Thomas
was assistant professor of anesthesiology and a clinician at the U-M and
maintained staff privileges at the
Veterans Administration Medical
Center. He served as a captain in the
United States Army Medical Corps
from 1988-92, including three years
as director of the outpatient clinic at
Selfridge Air National Guard Base in
Mt. Clemens.
William W. Wilkinson (M.D. 1951)
died on July 19 at age 74 of colon
cancer. Wilkinson worked with
patients suffering from dementia
and Alzheimer’s disease as medical
advisor for senior health care services at Beverly Hospital in California.
As a student at the U-M Medical
School, he was a member of the
Galens Honorary Medical Society
and president of his senior class.
Wilkinson proposed the establishment of the Class of 1951 Medical
Endowed Scholarship Fund which
was recently awarded for the first
time to a U-M medical student.
Contributions may be made to the
fund in his memory and sent to the
U-M Health System Office of
Medical Development and Alumni
Relations, 301 E. Liberty St., Suite
300, Ann Arbor, MI 48104. m

Send Your News Online!
You can now submit your Class Notes news with easy online convenience.
Simply go to www.med.umich.edu/medschool/mcado/updateform.htm, complete the brief online form,
and tell us of professional honors, awards, promotions and publications you’d like to share with classmates
and colleagues in the pages of Medicine at Michigan. You can also send your news (and recent photos) to Rick
Krupinski, 301 E. Liberty Street, Suite 300, Ann Arbor, MI 48104-2251. Be sure to include your U-M affiliation,
current practice or title, telephone number and postal and e-mail addresses.
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(l to r): C. William Castor, James Sisson and William Martel

U-M President Lee Bollinger Speaks at Dean’s

2nd Annual Dinner for
Emeritus Faculty

More than 100 U-M Medical School professors emeriti, their guests, and School
and University officials gathered on a
warm, clear July evening for the second
annual dinner for emeritus faculty at
Barton Hills Country Club north of Ann
Arbor. “We are here to express our thanks
for all you’ve done to help build this great
Medical School over many years,” said
Dean Allen S. Lichter (M.D. 1972), “and

Irena Portenko
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(l to r): Marcia
Thomas, Norman
Thompson and
Paul Gikas

U-M President Lee Bollinger

to help foster reconnections with your colleagues and others as continuing, active and
important members of the School’s community.”
Noting the key role played by the
Health System in the life of the University,
guest speaker U-M President Lee Bollinger
acknowledged also the extraordinary role of
medicine in the nation’s social fabric today.
Just as law was at the center of social impor-

tance during the years of the Warren court
when he began his own career in law and the
First Amendment, he said, medicine is now
at the center of social importance — and of
the University’s own priorities. Bollinger
cited the Life Sciences Initiative as an example of the University’s growing commitment
to biological and medical science.
He noted also the precarious position in
which some of the nation’s leading academic

health centers have found themselves and the important role of Michigan’s leadership in keeping
Michigan on sound footing.
A highlight of the dinner occurred when, accompanied by pianist Irena Portenko, the entire crowd
sang “Here’s to You, Maize and Blue,” a march composed by U-M alumnus and Associate Professor
Emeritus of Microbiology Frank Whitehouse Jr. (M.D.
1953), and recorded by the U-M Marching Band on
their CD The Spirit of Michigan.

And so from memories learning
My thoughts keep on returning
Back to you, Maize and Blue!
— from “Here’s to You, Maize and Blue”
by Frank Whitehouse Jr.

Andrew Zweifler and O.Z. Sellinger

Robert Fekety and Paul Gikas
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In the Limelight
James Baker Jr., M.D.,
chief of the Division of
Allergy in the Department of Internal Medicine, director of the
Center for Biologic
Nanotechnology and the
Ruth Dow Doan Professor of Biologic Nanotechnology, has been
appointed co-director
of the Center for Biomedical Engineering in the School of Engineering.
Nicholas Boulis, M.D.,
house officer in the
Department of Surgery,
received the James W.
Crudup award at the
Moses Gunn 13th annual
Research Conference.
The award is given to
the chief resident who
has demonstrated outstanding accomplishments in research during residency training.

Mary Ellen Bozynski,
M.D., professor of
pediatrics and communicable diseases, was
elected to the 2001
Michigan chapter of
Alpha Omega Alpha, a
medical honor society
whose members foster
scientific and philosophical aspects of the
medical profession.

Lisa Colletti, (M.D.
1985, Residency 1991),
associate professor of
surgery, received the
Outstanding Teacher
Award from the Association for Surgical Education, whose primary
goal is to promote the
art and science of education in surgery.
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N. Cary Engleberg,
M.D., professor and
chief of the Division
of Infectious Disease,
Department of Internal
Medicine, is presently a
member of three U.S.
medical licensing exam
committees responsible
for developing the exam:
the Step One Committee and two interdisciplinary review committees. The Step One Committee oversees the
development and administration of the first
step in the examination, and the interdisciplinary committees re-evaluate and/or edit exam
items after pre-testing to determine whether
they should be used on live examinations.

Joseph Fantone, M.D., professor of pathology, the Godfrey D. Stobbe Professor of
Pathology Education and associate dean for
medical education, was elected to the 2001
Michigan Chapter of Alpha Omega Alpha.

Frances Farley, M.D.
(Residency 1992), assistant professor of surgery, received the St.
Giles Society Young
Investigator Award at
the Pediatric Orthopaedic Society’s annual
meeting in Cancun,
Mexico last May. The
award is given annually
to support the Foundation’s goal of benefiting disabled children.

John Frohna, M.D.,
director of the combined
Internal Medicine-Pediatrics Program, was
named president-elect
of the Medicine-Pediatrics Program Directors
Association, a four-year
position allowing Frohna
an important voice in
national issues for the
training of residents in medicine-pediatrics
programs. He also will lead the organization’s
educational mission of strengthening medical
training and promoting growth and development in the combined specialty.
Sid Gilman, M.D.,
William J. Herdman
Professor and chair of
Neurology and director
of the Michigan Alzheimer’s Disease Research
Center, was elected a
fellow of the Royal
College of Physicians.
He has also been elected
a fellow of the American Academy of Arts
and Sciences. The academy elects men and
women who have made leading contributions
to professional and scholarly disciplines.

Janet Gilsdorf, M.D.,
professor, Department
of Pediatrics and Infectious Diseases, published
a story entitled “A Simple
Song of Gratitude” in
the March 28, 2001,
issue of the Journal of the
American Medical Association. Gilsdorf ’s story
follows her diagnosis,
treatments and experiences as a doctor with breast cancer at U-M.

Irwin J. Goldstein,

Julian Hoff, M.D.,

Ph.D., professor emeritus of biological chemistry, has been appointed interim chair of the
Department of Biological Chemistry. Goldstein,
who joined the U-M
faculty in 1965, served
as associate dean for
research and graduate
studies in the Medical School from 1986 to
1999. He is known for his research on the
isolation, characterization, and biomedical
application of a class of carbohydrate binding
proteins known as lectins and enjoys an
international reputation for his contributions
to this field.

professor of surgery
and chair of the Department of Neurosurgery,
was awarded the Harvey
Cushing Medal, the
highest honor that the
American Association
of Neurological Surgeons(AANS) canbestow
on a member. Given
annually since 1977, the award recognizes an
AANS member for his or her distinguished
service in the field of neurological surgery.

Maya Hammoud, M.D.,
lecturer, Department
of Obstetrics and Gynecology, received the
Association of Professors
of Gynecolog y and
Obstetrics/OrthoMcNeil Undergraduate
Me d i c a l E d u c a t i o n
Research Award for her
project “Enhancing the
M3 Learning Experience
through Educational Interventions and
Feedback from a Comprehensive Web-based
Evaluation System.”

Samir Hanash, M.D.
(Ph.D. 1976), professor,
Department of Pediatrics and Communicable Diseases, was
named inaugural president of the Human
Proteome Organization.
The new organization
will promote proteomics
globally.

Paul F. Hollenberg
(Ph.D. 1969), Maurice H.
Seevers Collegiate Professor and Chair of
Pharmacology was elected president of the
American Society for
Pharmacology and Experimental Therapeutics
(ASPET) for 2002-03.
He will serve as President-elect during 200102. ASPET is a 4,500-member scientific society
whose members conduct basic and clinical
pharmacological research in academia, industry and the government.

Helen Kales, M.D.
(Residency 1998), lecturer in psychiatry,
received the 2001
Pfizer/FHA Postdoctor al Fellowship in
Outcomes Research in
Geriatrics from the U.S.
Pharmaceuticals Group
of Pfizer, Inc., and the
Foundation for Health
in Aging, established by
the American Geriatrics Society. This program
provides research training opportunities within an academic setting for physicians who
wish to pursue original outcomes research in
geriatric medicine, and through this research
improve the quality of life for older adults. ➤
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David Kuhl, M.D.,

Gilbert Omenn, M.D.,

Kenneth Pienta, M.D.,

professor of radiology,
chief of the Division of
Nuclear Medicine and
director, PET Center,
was awarded the Charles
P. Kettering Prize by the
General Motors Cancer
Research Foundation
for his major contribution to cancer research.
This honor has been bestowed on a select
number of the world’s top scientists, seven of
whom have gone on to win Nobel prizes. Kuhl
was cited for his contributions to the development of positron emission tomography
scanning.

Ph.D., chief executive
officer of the U-M
Health System and U-M
executive vice president
for medical affairs, was
selected to lead a panel
of other national-level
experts from academic,
non-profit, state government and private
entities as chair of the first meeting of the
Institute of Medicine’s committee on the evaluation of selected federal health care quality
activities in Washington, D.C., in April.
Omenn was selected to lead the group based
on his expertise in health policy and administration issues. Once completed, the committee’s report on its project, “Evaluation of
Federal Health Care Quality Improvement
and Oversight Programs,” will be given to
Congress, the federal Department of Health
and Human Services, and other federal agencies
for recommendations for enhancing the federal government’s quality oversight, quality
improvement and quality research programs.

professor of internal
medicine in the Division
of Hematology/Oncology
and a professor of surgery in the Section of
Urology at the U-M
Medical School, serves
as a preceptor for the
American Foundation
of Urologic Disease/
American Urological Association’s Research
Scholars Program. The program offers funding
for those interested in investigative urology.

Robert Merion, (M.D.
1979, Residency 1986),
associate professor of
surgery, Department of
General Surgery, was
elected to the United
Network for Organ
Sharing (UNOS) board
of directors. Merion also
has served on the UNOS
Scientific Advisory Committee. In addition, he
is president of the Transplantation Society of
Michigan and serves on its board of directors.

James Montie, M.D.,
Valassis Professor of
Urologic Oncology, professor of surgery and
chair of the Department of Urology, was
honored with the Outstanding Poster Award
at the Moses Gunn 13th
annual Research Conference hosted by the
Department of Surgery
in May.

Daniel Myers Jr.,
D.V.M., Vascular Surgery,
wa s h o n o r e d w i t h
the Outstanding Poster
Award at the Moses
Gunn 13th annual
Research Conference.
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Timothy Pawlik, M.D.,
house officer, Department of Surgery, was
honored with the Young
Investigator award at
the Moses Gunn 13th
annual Research Conference. The award is
presented to a Department of Surgery fellow,
resident, graduate student or medical student
who has demonstrated originality and
scientific merit in research.

Mark Pearlman, M.D.,
associate professor and
vice chair, Obstetrics
and Gynecology, has
been appointed chair of
the National Quality
Assurance Committee
for the American College
of Obstetricians and
Gynecologists, which
studies patient safety
issues, develops strategies to reduce medical
errors in the practice of obstetrics and gynecology, works to improve women’s health care
education and monitors the activities of the
Voluntary Review of Quality Care Program.
As chair, Pearlman is key to all functions of
the Quality Assessment Committee, provides
guidance to members and oversees the development and implementation of all issues
brought to the committee.

Ameed Raoof, Ph.D.,
lecturer in Cell and
Developmental
Biology, is the recipient
of the 2001 University
of Michigan Medical
School Humanism in
Me d i c a l E d u c a t i o n
Award. As the award
winner, Raoof will serve
as the Medical School’s
nominee for the American Association of Medical Colleges’ Office of
Student Representatives National Award for
Humanism in Medical Education.

Barbara Reed, M.D.,
associate professor
of family medicine,
received an American
Red Cross certificate for
personal courage for
her life-saving efforts
last fall at the annual Ice
Dance Weekend at
Veter an’s Ice Arena
in Ann Arbor. Reed, a
member of the Ann
Arbor Figure Skaters, helped resuscitate a
fellow ice-dancer after he went into cardiac
arrest on the ice.

Sanjay Saint, M.D.,
assistant professor,
In te r n a l Me d i c i n e ,
received a Young Investigator Award from the
National Association of
Inpatient Physicians
(NAIP) in recognition
of his outstanding
a c h i e ve m e n t s a s a
young researcher in the
discipline of Hospital Medicine. His research
has focused on enhancing patient safety by
preventing hospital-acquired complications.
The NAIP represents physicians whose primary professional focus is the general medical
care of hospitalized patients.
➤
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James R. Baker Jr. Installed as
First Ruth Dow Doan Professor of
Biologic Nanotechnology

Photo: Gregory Fox

Front row, left to right: James and Lisa Baker, Junia and Herbert (Ted) Doan; back row:
Alexandra Doan, daughter of Herbert and Junia Doan, Margaret (Ranny) Riecker, president
of the board of the Herbert H. and Grace A. Dow Foundation, Donald Rumelhart and his
wife, Judy Dow Rumelhart, sister of Margaret Riecker. Margaret Riecker’s and Judith Dow
Rumelhart’s mother, Margaret Dow Towsley, was a sister of Ruth Alden Dow Doan.

Ruth Dow Doan

Dean Allen Lichter and James Baker Jr.

On June 11, James R. Baker Jr., M.D.,
was installed as the first Ruth Dow Doan
Professor of Biologic Nanotechnology. The
Professorship honors Ruth Alden Dow Doan
who was the daughter of Herbert Henry Dow,
founder of the Dow Chemical Company, and
the mother of Herbert D. (Ted) Doan, former
president of the Herbert H. and Grace A. Dow
Foundation and of the Dow Chemical
Company. The Ruth Dow Doan Professorship
in Biologic Nanotechnology recognizes the
extraordinary promise of nanotechnology and
its applications to medicine and also supports
the Directorship Fund for the Center for
Biologic Nanotechnology. The professorship
was made possible through a gift from
Herbert D. Doan, the Herbert and Junia Doan
Foundation, and the Herbert H. and Grace A.
Dow Foundation, the fifth largest private family foundation in Michigan.
Baker joined the faculty of the University of
Michigan in 1989 as an associate professor
in the Department of Internal Medicine’s
Division of Allergy. In 1991 he was appointed
associate professor in the Department of
Pathology and became the director of its
Histocompatibility Laboratory. Baker was
appointed chief of the Division of Allergy in
1993 and became professor of medicine in
1996. Baker’s work concentrates on several
aspects of the host defense mechanism and
immunologic diseases. He has recently been
involved in work concerning gene transfer
and drug delivery; these studies have produced new vector systems for gene transfer
using dendritic polymers and have the potential to revolutionize pharmaceutical therapy.
Baker also serves as director of the Center for
Biologic Nanotechnology and, this year, was
named co-director of the Center for
Biomedical Engineering at the Medical
School.
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In 1994, Wantz gave his remarkable collection of antiquarian books to
the U-M Taubman Medical Library, and in 1997 he presented to the
Historical Center for the Health Sciences his outstanding collection of
70 antique surgical and medical instruments. An exhibition of some of
the instruments from the George E. Wantz, M.D. Collection, entitled
“Armamentarium Chirurgicum,” was inaugurated as part of the celebration of the Medical School’s Sesquicentennial in Ann Arbor in
June 1999.
Markel, a practicing pediatrician, medical educator and historian of
medicine at the U-M Medical School, is also associate professor of
pediatrics and communicable diseases and director of the Historical
Center for the Health Sciences. Markel is a prolific author of books
and articles on medical history and pediatrics and frequently contributes to the “Science Times” section of The New York Times, for
which he writes the column “Cases.” During the 1999-2000 academic
year, Markel was an inaugural fellow and scholar at the Center for
Scholars and Writers of the New York Public Library, was named a
centennial historian of the City of New York for his scholarly study of
New York City and the history of public health and immigration, and
served as guest co-editor of the February 16, 2000, issue of the
Journal of the American Medical Association which honored the
University of Michigan Medical School during its sesquicentennial year.
Markel, in his remarks, which followed those of Wantz family members and of Catherine DeAngelis, editor of JAMA, noted the debt we
all owe to the past: “Each and every one of us is the result of the
work, instruction and kindness of others. We are our history, the sum
total of our predecessors, and our history is an integral part of our
future...One of the tasks of the historian is to remind and instruct
those who have not acknowledged this point. I can think of no population more in need of such history lessons than those of us in the medical profession.”

Wantz family members, left to right: Dorothy Elliott, Diana Hoguet, Diana
Wantz, David Hoguet, Bruce (Bill) Elliott, Robert Shanahan, Mary Lou
Shanahan, Cindy and Andrew Elliott
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Howard Markel (M.D. 1986), Ph.D., was installed on June 15 as the
first George E. Wantz, M.D. Professor of the History of Medicine.
Wantz (M.D. 1946), a distinguished surgeon noted particularly for his
skills and techniques in hernia repair, was also an author and teacher
and, at the time of his death late last year, was a clinical professor of
surgery at Weill Medical College of Cornell University and an attending surgeon at New York Weill Cornell Medical Center, where he had
worked for more than 50 years. The George E. Wantz Professorship in
the History of Medicine was made possible through a gift from George
Wantz and his wife, Diana, and recognizes Wantz’s lifelong love for
the history of medicine.
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Howard Markel Installed as First
George E. Wantz, M.D. Professor of
the History of Medicine

Howard Markel and daughter,
Bess, with Dean Allen Lichter

George E. Wantz
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Jeremiah Turcotte
(M.D. 1957, Residency
1963), professor emeritus of surgery, Department of Surgery, was
elected President of the
United Networ k for
Organ Sharing (UNOS)
and will serve on its
board of directors.
The UNOS board of
Directors establishes uniform policies to
govern organ procurement, distribution and
transplantation for the United States. UNOS
is a private nonprofit organization linking all
members of the organ procurement, transplantation and histocompatibility communities.

Peter Ward (M.D. 1960,
Residency 1963), professor and chair of the
Department of Pathology, was honored
with the 2001 GoldenHeaded Cane Award
from the American
Society for Investigative
Pathology. This award,
the society’s highest
honor, is given in recognition of long-term contributions to pathology,
including meritorious research, outstanding
teaching and general excellence in the field.
Shelly Weaverdyck,
Ph.D., dementia specialist, University of
Michigan Geriatrics
Center, has been selected
as the 2000 Anthony V.
DeVito II Memorial
Award recipient. The
award is presented
annually to recognize
outstanding service,
dedication and commitment to excellence in the field of geriatrics
education in Michigan. m

Michigan’s Continuing Medical Education Calendar
Fall 2001
O C T O B E R
11-12 Neonatology 2001: The Odyssey Continues
Towsley Center, Ann Arbor
15
Cytokines in Rheumatic Diseases: Potential and Pitfalls
Ritz-Carlton, St. Louis, Missouri
17-18 Office Procedures for Primary Care Physicians
Towsley Center, Ann Arbor
19
Cytokines in Rheumatic Diseases: Potential and Pitfalls
Hyatt Regency, Cincinnati, Ohio
20
Practical Approaches to Managing Depression in Primary Care Practice
Ritz-Carlton Dearborn, Dearborn
22-23 Child Abuse and Neglect: Prevention, Assessment and Treatment
Ypsilanti Marriott, Ypsilanti
26
Cytokines in Rheumatic Diseases: Potential and Pitfalls
Hyatt Regency, Minneapolis, Minnesota
27
Current Concepts in the Office Management of Venous Diseases
Novi Hilton, Novi
29-30 Treatment of Common Head and Neck Problems for the Non-Otolaryngologist
Towsley Center, Ann Arbor

N O V E M B E R
2-3

Advanced Trauma Life Support (Student Course)
Towsley Center, Ann Arbor
2
Cytokines in Rheumatic Diseases: Potential and Pitfalls
Dearborn Inn, Dearborn
3
Pathways to More Effective Diagnosis and Treatment of Dementia
Marriott Livonia, Livonia
3
Update in Office Cardiology
Towsley Center, Ann Arbor
7-9 Ultrasound in Obstetrics and Gynecology
Towsley Center, Ann Arbor
10
New Insights and Challenges into Cardio-Renal Disease Progression
Anaheim Hilton Hotel, Anaheim, California
15-16 13th Annual Advances in Psychiatry
Towsley Center, Ann Arbor
29-30 10th Annual Primary Health Care of Women
Towsley Center, Ann Arbor

D E C E M B E R
1

American Association of the Study of Liver Diseases 2001 Wrap-Up:
Putting it into Practice
Novi Hilton, Novi

Course dates may change. For verification or more information about course locations and
content, call or write: Office of Continuing Medical Education, Department of Medical Education,
University of Michigan Medical School, Box 1157, Ann Arbor, MI 48106-1157.
Phone: (734) 763-1400 or (800) 800-0666
Fax: (734) 936-1641
Web site: www.med.umich.edu/meded
E-mail:
Registrar Joyce Robertson
robanjoy@umich.edu
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Message from the
Executive Vice President for Medical Affairs
The faculty, staff, and volunteers of the University
of Michigan C.S. Mott Children’s Hospital have
made this component of the U-M Health System
one of the most highly admired and most appreciated children’s hospitals in the country. We are
proud to highlight the Children’s Hospital in this
issue. The Congenital Heart Program (Cardiology
and Cardiac Surgery), Pediatric Surgery, and
Bone Marrow Transplantation are among the most
salient clinical programs. A dramatic example of
surgery transforming a child’s life is a key part of
the cover story.
Of course, the children’s services include a wide
array of outpatient care in our health centers
throughout the region and important social services and community partnerships. The Child Life
program, first in the country in 1922, is a mainstay of U-M Mott Children’s Hospital. It was a key
factor in the high ranking in Child magazine this
past year, reflecting extraordinary dedication by
both staff and volunteers. We are committed in our
clinical care, educational programs, community
outreach, and laboratory, clinical, health services
and policy research on children to make a difference in the lives of children here in Michigan and
throughout the world. They are our future!
We face discouraging statistics about teen smoking and alcohol use, obesity and physical inactivity
in high proportions of youngsters, adverse effects
on offspring from maternal smoking and drug
use, and continued poverty for a large subset of
our children despite a record 11-year run of economic prosperity. On the more favorable side,
teen pregnancy rates have declined notably in the
past decade or so. And there is greater attention
to education and the importance of good health
in readiness to learn. New vaccines broaden our
capability to prevent serious childhood illnesses.
Empowerment of children — for example, in
self-management of asthma medication dosing
— is helpful clinically and good for children’s
growth and maturation.
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One of the casualties of our mobile society, with
families scattered all over the country, is a loss of
inter-generational experience for children and
grandparents. Housing patterns reinforce the separation of the generations. In our Turner Senior
Center and in other aspects of our nationallyacclaimed geriatrics program, we seek to encourage such interactions, knowing that social networking with peers and with children and grandchildren can bring real gains in health status for
older adults.
Our traditional good cheer at the autumn start of
the academic cycle, and the arrival of another
outstanding class of medical students and graduate students, is tempered by our sadness related to
the terrorist attacks on New York City and
Washington, D.C. As medical educators, researchers
and healers, we do all we can to work toward a
better, safer world for all.

Gilbert S. Omenn, M.D., Ph.D.
U-M Executive Vice President
for Medical Affairs and CEO,
U-M Health System

