Fall 2010

Critical Care
in the Air
Also
• Proteins, Good and Bad
• CME and COI at the U-M

p. 16
Brandon Bak doesn’t remember October
2, 2005 — the day Survival Flight crew
members transported him by helicopter to
the U-M from a nearby hospital. He was in
a coma, induced by doctors after his joints
were stricken with severe pain, his kidneys
gave out and his lungs filled with blood. He
would later learn he suffers from Wegener’s
Granulomatosis — a very rare autoimmune
disease that can cause the body to attack
itself. Today, he’s able to manage his illness,
and enjoys every minute of life with his
wife, Meggan, and daughter, Leila. He may
not remember the flight, but he didn’t want
to forget the people who saved him — so
he commemorated the day with a forearm
tattoo (cover photo) honoring the Survival
Flight team.
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In the late 19th
century, medical students routinely carried
walking sticks, and
when commencement
rolled around, they
would ask their friends
to carve their names or
initials on them, much as
later generations solicited
autographs for their
yearbooks.
I am privileged to have
a walking stick from that
era in my office. It bears
the inscription “W.J.
Mayo,” carved by William James Mayo, who received his medical degree from the University of Michigan
in 1883 and went on to co-found the Mayo Clinic. The walking stick that bears his
name serves as a constant reminder to me of the storied history and impact our
medical school enjoys — not just nationally, but globally.
The legacy of leadership in medicine and medical education that was established
by those who came before is now entrusted to us to sustain and enhance for future
generations. It is important for us to thoughtfully consider the important issues and
social problems of our time. It is our responsibility to help lead the quest for solutions and improve health care, research and medical education.
The Medical School’s decision to forego corporate funding for continuing
medical education emanates from this tradition of leadership. The integrity of our
physicians must be beyond question for our patients, students, residents and community. Even the appearance of conflict of interest can jeopardize that trust. We
want the William Mayos of the future to choose Michigan with confidence, and
our patients to never doubt our ability to provide the best clinical care possible.

Published three times a year by the
U-M Medical School and the Office of
Medical Development and Alumni Relations, 301 E. Liberty St., Suite 400, Ann
Arbor, MI, 48104-2251, (734) 998-7705,
medicineatmichigan@umich.edu.
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Caring and Connecting
Students Build Their Clinical Skills

Also:
• Allocating Organs for Transplant • Epidemic: Basal-Cell Skin Cancer

Cited
In “The Wages of Sun (and Genes)”
(summer 2010), I am interested to
know what study you cite here: “The

Opt Out, Opt … On
Prefer to read Medicine at Michigan online?
Approximately a quarter of the readers who responded to our survey
late last year indicated they might want the opportunity to opt-out of
receiving printed issues of the magazine in favor of online reading.
To opt-out of a print subscription and instead receive e-mail notification when each new issue appears online, simply send an e-mail to
medicineatmichigan@umich.edu with the message “Opt-out of print”
in the subject line. In the text of your e-mail, please provide your name
and mailing address so that we can remove you from our print mail list.
The majority of our readers indicated that they prefer the traditional
print edition of Medicine at Michigan. We wish to reassure those readers that we have no plans to become an online-only publication. The
magazine you’ve come to know will continue to appear in your mailbox
— the real one next to your front door — three times a year.

risk of developing another basal-cell
cancer is 10 times higher for people
with a history of BCC than it is for the

Rick Krupinski, Editor
rkrup@umich.edu

general population. Even more alarming, a recent study found that the risk
for other types of cancer — especially

William, “Correspondence,” (2009) 101

lung, colorectal, breast, prostate and

(3) 210; Alberg, A., et al., “Correspon-

pancreatic cancer — was twice as high

dence” (2009) 101 (3) 211; as well as

in people previously diagnosed with

Rubin, A., et al., “Basal-Cell Carcinoma,”

any type of non-melanoma skin cancer

(2005) 353 (21) 2262-2269, from the

than it was for those who never had

New England Journal of Medicine.

skin cancer. The association was strongest for adults ages 25-44.”

Kind Words

Cristina Bodea
East Lansing, Michigan

Love reading your publication. Always
waiting for it in the mail. Thank you for
sharing the wonders of the University’s

Editor’s note: The author refer-

Medical School.

enced the following articles in the

Tom Charters
Grand Blanc, Michigan

Journal of the National Cancer Institute:
Chen, et al., “Nonmelanoma Skin Cancer and Risk for Subsequent Malignancy,” (2008) 100 (17): 1215-1222; Grant,

Letters to the editor may be sent to
rkrup@umich.edu or mailed to 301
E. Liberty St., Suite 400, Ann Arbor,
MI, 48104, and may be edited for
clarity or length.

Corrections
Alexandra Minna Stern, Ph.D., was
incorrectly referred to as an assistant
professor of obstetrics and gynecology
on page 43 of the summer 2010 issue;
she is in fact associate professor. Our
apologies.

MCAS Awards
Three alumni were honored by the
Medical Center Alumni Society
(MCAS) at its annual awards dinner
October 13. Jon K. Sekiya, M.D.
(Residency 2001), U-M associate
professor of orthopedic surgery,
received the Early Distinguished Career Achievement Award; Nathaniel
F. Pierce (M.D. 1958), professor
emeritus of international health
at the Johns Hopkins University
Bloomberg School of Public Health,
received the Distinguished Service
Award; and Sid Gilman, M.D., William J. Herdman Distinguished University Professor of Neurology in the
U-M Medical School and director of
the Michigan Alzheimer’s Disease
Research Center, received the Distinguished Achievement Award.
To nominate an alumnus/a, visit
www.medicineatmichigan.org/
MCAS/awards.asp. —MF
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In the Lab

Stem Cell Strides

by the National Institutes of Health.

New lines will lead to disease-specific research

The project was approved by U-M’s
Human Pluripotent Stem Cell Research
Oversight Committee and the Medical
School’s Institutional Review Board.

U-M scientists have created the

was not possible before November

state’s first human embryonic stem

2008, when state voters approved a

cell line — a major step toward future

constitutional amendment permitting

developed techniques to convert adult

development of new stem-cell-based

scientists to derive cell lines from do-

skin cells into induced pluripotent stem

therapies for many diseases. The cell

nated surplus embryos in fertility clinics.

cells, known as iPS cells. Earlier this

line was derived from a cluster of about

Work to create the cell line took place

Consortium researchers also have

year, the consortium created its first iPS

30 cells removed from a 5-day-old

at the U-M A. Alfred Taubman Medi-

cells, using skin samples donated by

human embryo, originally created for

cal Research Institute’s Consortium

healthy individuals and by patients with

reproductive purposes in a fertility

for Stem Cell Therapies, established

diseases including amyotrophic lateral

clinic and later donated for research.

in March 2009. The consortium will

sclerosis (ALS) and several ataxias.

“Our ability to derive new embryonic
stem cell lines will allow us to take the

distribute cell samples to its research
collaborators at the U-M and statewide.

“There are few university programs
in the U.S. deriving disease-affected

The project was supported with

stem cell lines,” says Sue O’Shea, Ph.D.,

that could someday lead to new

private gifts, including major support

professor of cell and developmental biol-

treatments,” says Gary Smith, Ph.D., a

from Taubman, and internal resources.

ogy and co-director, along with Smith, of

professor of obstetrics and gynecology

No federal funding was involved. All

the consortium. “Our special niche will

who led the project.

procedures and policies are in compli-

be creating, studying and understanding

ance with federal and state law, as

normal and abnormal development of

well as new regulations established

disease-affected stem cell lines — both

next step: disease-specific research

Smith adds that creation of human
embryonic stem cell lines in Michigan

embryonic and iPS.”
Sue O’Shea and Gary Smith

In the future, consortium researchers plan to use genetically abnormal
embryos to create cell lines that carry
genes for diseases such as cystic fibrosis, Huntington’s disease, spinal muscular atrophy and Tay-Sachs disease.
Smith and O’Shea announced the creation of the new cell line on October 3 at
the World Stem Cell Summit in Detroit,
an international symposium which this
year was co-sponsored by the U-M. “Our
efforts have finally started to bear fruit,
so now the truly exciting and novel work
can begin,” says Smith.
In addition to Smith and O’Shea, 14
presentations at the meeting. —JIM
ERICKSON AND SALLY POBOJEWSKI
More on the Web
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steve kuzma

other U-M scientists made research

Targeting Asthma
Why does catching a cold
cause asthma patients to develop
coughing, chest tightness and wheezing, while people without asthma get
by with just a runny nose and stuffy
head? A new U-M study suggests it’s
because immune cells in the lungs of
asthmatics are hyper-responsive to
viral infection.
When U-M scientists infected mice
sensitized to allergic airway disease
with the human rhinovirus that
causes the common cold, immune
cells called macrophages produced a
flood of pro-inflammatory molecules,

Dealing with C. Diff

including a protein called eotaxin.
Control mice infected with rhinovirus

Need one more reason to practice compulsive hand-washing?

did not produce these immune sys-

Consider Clostridium difficile — a nasty intestinal bug that infects nearly

tem triggers.

500,000 Americans every year. The bacterium forms spores that can pass

Results from the study could help

from person to person or be picked up from the environment, but not every-

researchers identify cellular and

one who is infected shows symptoms. People who become ill usually start

molecular targets for new drugs to

feeling sick during or immediately after taking antibiotics. Antibiotics kill off

treat viral-induced asthma, says

many of the normal bacteria living in the gut, making it easier for C. difficile to

Marc Hershenson, M.D., the Frederick

multiply and take over.

G.L. Huetwell Professor of Pediatrics

Infection with what doctors call “C. diff” can cause several days of watery

and Communicable Diseases, who

diarrhea or a life-threatening colon inflammation. Researchers don’t know why

directed the research. —SP

the bacterium causes mild symptoms in one person and severe symptoms in

More on the Web

another, but believe it involves differences in individual immune responses and
changes in the number and variety of microbes living in the gut.
Perhaps because they have a weakened immune response, people age 65
and older who have been hospitalized or live in a nursing home are especially
vulnerable. This makes C. difficile infections a serious and growing problem for

Left: Ron Sumners/dreamstime.com
right: Janice Haney Carr, CDC

hospitals and extended care facilities. The number of infections has doubled
in the last few years and cases of severe, recurrent infection and deaths are
becoming more common.
U-M investigators have received a $7.5 million research award from the
National Institutes of Health to probe the many mysteries of C. difficile. The
goal is to find more effective ways to prevent, treat and avoid the recurrence
of infection — according to Vincent B. Young, M.D., Ph.D., associate professor
of internal medicine and of microbiology and immunology, who will lead the
study. —SP

More on the Web
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Partnering with China

U-M, Peking University establish joint institute

facing our world,” says Ora Pescovitz,
M.D., executive vice president for medical
affairs and CEO of the Health System.
“Without that, we can’t make the major
discoveries that we strive for and that we
are committed to achieve.”

The Medical School’s global

large-scale clinical trials. More than

initiative took another major step

simply sharing data, faculty at the U-M

forward on October 12 when officials

and Peking will collaborate actively on

the joint institute’s executive board, as

from the University of Michigan and the

projects on an equal basis. A $7 million

will Medical School Dean James O. Wool-

Peking University Health Science Center

commitment from each university will

liscroft, M.D. (Residency 1980); Senior

signed an unprecedented agreement to

fund the initiative. An executive board

Associate Dean for Education and

establish a joint institute for collaborative

comprised of leaders from both orga-

Global Initiatives Joseph Kolars, M.D.

research in cardiovascular, pulmonary

nizations will delineate the scope of the

(Fellowship 1989); Steve Forrest, Ph.D.,

and liver diseases — areas of interest to

collaboration, establish priorities and

U-M vice president for research; and

both institutions.

oversee a strategic plan to ensure the

Steve Kunkel, Ph.D., senior associate

success of the joint institute.

dean for research at the Medical School.

In addition to research collaborations,
the institute will feature exchanges of

“This kind of partnership will give our

Pescovitz will serve as a member of

Kolars notes that there are 19 Medical

faculty, medical residents, fellows and

Medical School … exposure to new ideas,

School departments that already are col-

other researchers, and completion of

new ways of thinking, and the problems

laborating with 31 Chinese universities,
including a joint laboratory.
In the summer of 2009, a leadership
team that included Kolars and Woolliscroft traveled to China to visit four
institutions. Peking University held the
best match for research interests, and
its similar governing structure made it a
good fit for a formal collaborative effort.
With 6,688 beds in its health centers
— compared to U-M’s 930 — Peking
University offers tremendous potential
for gathering patient data. Peking has
32,431 outpatient visits on a daily basis;
U-M has 6,411. Emergency room visits
daily, compared to U-M’s 319.
Says Kolars: “This (joint institute) is
evidence of the University of Michigan
Medical School’s intention to have a
global impact on the way physicians are
trained, and to be leaders in research

6

Joseph Kolars; Executive Vice President of Peking University and its Health Science Center,
Yang Ke, M.D.; James Woolliscroft; Ora Pescovitz; and Vice President of the Peking University
Health Science Center, Weigang Fang, M.D.

Medicine at Michigan

that can solve the medical problems of
our world.” —MARY MASSON AND RICK
KRUPINSKI

More on the Web

scott soderberg, u-m photo services

are also much higher at Peking: 1,810

Student Dies from
Uganda Traffic Accident

Medicine at Michigan’s Newest Recruits
Forty-nine percent speak
more than one language; 37 percent

Sujal Parikh, a fourth-year

speak three. Twenty-four percent have

U-M medical student, died October 12

published research and 92 percent have

from injuries sustained in a motorbike

been involved in research. More than

accident in Kampala, Uganda. Parikh

half have tutored; others have served

was a 2010-11 Fogarty International

in the Peace Corps, AmeriCorps or the

Clinical Research Scholar at the Joint

Red Cross. And about 99 percent had

Clinical Research Centre in Kampala

offers from other medical schools, but

studying pediatric HIV/AIDS.

chose to come to Michigan.

Known for his passion for social

The Medical School’s 2010 entering class helps paint an early portrait of the

justice and human rights, Parikh was

future of health care and medical research in America and beyond. Service-ori-

an active member of several groups ad-

ented, academically gifted, active in sports and community, the 170 members

dressing human rights and health care

of the class (chosen from nearly 5,200 applicants) represent a dynamic group

disparities across the globe, including

of idealistic individuals determined to make a difference in the world. Other

the Student Advisory Board for Physi-

characteristics of the entering class are shown below. —RK

cians for Human Rights, Student Advisory Committee for the Global Health

Female

50%

Education Consortium, the American

Male

50%

Medical Student Association’s AIDS Ad-

Average age

vocacy Network Steering Committee,
and Board of Trustees for the Uganda

23.5
(range: 21-31)

College fields of study
Biology/biomedical

46.5%

Science/mathematics

13.5%

Chemistry/biochemistry

10.0%

Engineering

    7.7%

Psychology/
psychology-biology

   6.5%

Village Project. He also was associate

Underrepresented
Minority

12.9%

editor-in-chief of Global Pulse, the inter-

Michigan residents

51.2 %

national health journal of the American

Non-residents

48.8%

Other science

   4.7%

Medical Student Association.

U-M undergrads

29.4%

Humanities

   4.1%

Other

   4.1%

Business/economics

   2.9%

Born and raised in Dallas, Texas,
Parikh earned his undergraduate

Average GPA
Average MCAT

3.77
11.58

left: courtesy of the U-M center for Global health
right: Martin Vloet, u-m photo services

degree in public health and neurobiology from the University of California,
Berkeley. Elizabeth Petty, M.D., associ-

HHMI Selects Three Fellows from U-M

ate dean of medical student education,
called Parikh

Three University of michigan medical students are taking time

“a visionary

off from their studies to spend a year doing hands-on research at the U-M, thanks

young man who

to a Howard Hughes Medical Institute program to encourage students to pursue

was incredibly

careers in scientific research. Alan Chu, Nicholas Dewyer and Erin Gillespie were

humble and

selected from a pool of 274 students to be HHMI Medical Research Fellows

generous with

for 2010-11. HHMI sponsors a range of programs to nurture the careers of

his time. He

researchers who bridge the gap between clinical medicine and basic science

will be deeply

as part of its goal to foster the translation of basic research discoveries into

missed.” —RK

improved diagnoses and treatments. —RK
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In the Clinic

Dueling
Guidelines
Routine mammogram
screening still
recommended
For women who consider an
annual mammogram to be insurance
against breast cancer, it was confusing.
Doctors and clinics all over the United
States, including at the U-M Health System, were flooded with questions when
the U.S. Preventive Services Task Force
issued new mammography screening

Mark Pearlman

guidelines in November 2009.
“The reasons for the change weren’t
clear to patients or even to their doc-

met the next day to discuss changing the

was for women age 60-69 — the years

tors,” says Mark Pearlman, M.D., the

policy on screening women in their 40s,

when breast cancer is most common.

S. Jan Behrman Collegiate Professor of

but decided against it, says Pearlman.

The additional benefit of routine
screening for women age 40-49 was

stetrics and gynecology and of surgery.

from all sectors — including the U.S.

small, and the task force concluded

The task force, an advisory group

Congress, cancer organizations and

it was outweighed by the potential

for the U.S. Center for Medicare and

physician societies,” he says. “I’ve been

harms — including anxiety, discomfort,

Medicaid Services, issued its original

in medicine for 28 years and I’ve never

radiation risk, the risk of unneces-

guidelines on breast cancer screening in

seen a reaction that dramatic.”

sary biopsies, and overtreatment for

2002. At that time, they recommended

Based on the widespread negative

2

cancers that would never become lifethreatening.

annual screening mammograms for

reaction, the task force updated its

women 40 years and older. The 2009

recommendation on December 4, 2009,

guidelines endorsed mammograms ev-

to state “the decision to start regular, bi-

younger women’s lives are more valuable

ery two years for women age 50-74, but

ennial screening mammography before

than older women’s, Pearlman sug-

did not recommend them for women

age 50 should be an individual one and

gests that the implications are different,

age 40-49 or for women over age 74.

take patient context into account.”

“because younger women are more likely

While careful not to suggest that

The task force based its new guide-

to be mothers and to be managing the

leased, the American Cancer Society, the

lines on a review of mortality outcomes

lives of others. This takes us out of the

American Medical Association and the

from clinical trials involving women with

scientific arena and into socio-ethical

American College of Obstetricians and

breast cancer. They found that screen-

areas,” he says, “but we need to be aware

Gynecologists issued public announce-

ing mammography reduced the risk of

as a society of the implications of not

ments opposing the change. Clinicians at

death from breast cancer in women of

the U-M Comprehensive Cancer Center

all ages, but the greatest risk reduction

screening a woman in her 40s.” —SALLY
5

As soon as the new guidelines were re-

8

“There was an immediate backlash
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More on the Web
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Reproductive Medicine, professor of ob-

Health Briefs
Brock Mealer’s Victory
Brock Mealer was greeted by 113,090 cheering fans as he walked
onto the field of the Big House and reached up to touch the “Go Blue” banner
before the Wolverines’ September 4 game against the U-Conn Huskies. The
brother of U-M offensive lineman Elliott Mealer, Brock Mealer was injured in a
December 2007 car accident that left him paralyzed from the waist down. Two
years of intensive inpatient rehabilitation and outpatient therapy by U-M spinal
cord injury treatment specialists and physical therapists, followed by eight
months of strength training and conditioning by U-M Athletic Department staff,
helped make it possible for Mealer to walk again. —SP

Few people who suffer cardiac
arrest outside a hospital survive.
A U-M study found that chest
compressions before defibrillation
in patients with sudden cardiac
arrest were just as successful
as immediate treatment with an
electrical defibrillator. So if EMS
providers are not immediately at
hand, starting chest compressions
right away could save a life.
More on the Web

Doctors with a healthy lifestyle
are more comfortable talking to
patients about diet and exercise,
according to results of a U-M
survey. While few physicians felt
confident about their ability to
change patient behavior, doctors
who exercised regularly, were
not overweight and had received
training in counseling techniques
were most likely to encourage
patients to improve their diet and
start exercising.
More on the Web

With $5.7 million in funding from
the National Institutes of Health,
the U-M has established the Michigan Nutrition Obesity Research
Center, one of 13 federally funded
centers that will focus on studies
eric bronson, u-m photo services

related to diet and metabolism.
The center is a cross-campus
effort that includes faculty from
the U-M Medical School, School
of Public Health and School of
Kinesiology. —SP
More on the Web

Brock Mealer (center) with his brother Elliot Mealer (right) and Athletic Department Assistant
Strength and Conditioning Coach Parker Whiteman (left)
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Statin Controversy
Cholesterol-lowering drugs called statins are used so widely
today, some people say it would be easier to just add them to the public drinking
water supply. Statins are known to be effective at reducing levels of artery-clogging
LDL cholesterol and lowering the risk of death in people diagnosed with coronary
heart disease. But can statins reduce mortality in healthy individuals who have risk
factors for future development of cardiovascular disease?
According to Lee A. Green (M.D. 1983, Residency 1986), professor of family
medicine and associate chair for information management, the use of statin drugs
for primary prevention has been a “long-simmering controversy” in the medical
community. “The stakes in the debate are high,” says Green. “Three-quarters of
patients who take statins are taking them for primary prevention, so enormous
expenditures from the payors’ perspective, or revenues from industry’s perspective, are at stake.”
Now, based on a recent
study, Green says physicians finally have a definitive
answer. In a meta-analysis of 11

Helping
Hearts
Purchase a
bottle of Owens
Creek Olive Oil
from Zingerman’s Deli and you’ll
be helping make hearts healthier.
Not only does a small daily
portion of olive oil help reduce
cardiovascular risk, but Owens
Ranch owner Walter Hewlett
has partnered with Zingerman’s
to contribute $4 from the sale
of each bottle to support
research into the prevention
of heart disease at the
U-M Cardiovascular Center.

previously published studies,
researchers found no evidence
that statins were associated
with a reduced risk of death
among people with risk factors,
but no history of cardiovascular
disease. The meta-analysis
included a total of 32,623 study
participants assigned to take
statins and 32,606 assigned to
take placebo. Over an average
of 3.7 years of follow-up, study
investigators found no statistically significant reduction in
with statin use.
“In the short term, for true

Lee Green

primary prevention, the benefit

Learn more:

of statins, if any, is very small,”

www.umcvc.org/oliveoil

says Green. “In the long term,

Order online:

we really must admit that we

www.zingermans.com

do not know.” —SP
More on the Web
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the risk of dying associated

michigan answers

on call

High Impact

martin vloet, u-m photo services

With the National Football League
and National Collegiate Athletic
Association establishing committees to review ways of keeping
athletes safe, considerable attention
recently has been paid to concussion and how it affects the brain.
Jeffrey S. Kutcher, M.D., assistant
professor of neurology and director of the U-M’s new NeuroSport
Concussion Program, has been
influential nationally in enlisting
neurologists in the discussion, and
in developing concussion policies
for high-impact sports.

11
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on call

Q: What exactly is concussion?
A: Concussion is the clinical manifesta-

to individual more than any other part

it’s necessarily truer for concussion

of us. If you gave 100 kids the same

than other injuries. Athletes are also

tion of a brain injury brought on by force.

blow to the head, you’d get 100 different

going to try to hide ankle or knee injuries

Classic symptoms are headache, confu-

responses because the threshold for

because they want to play, but it’s more

sion and dizziness, but it’s a very diverse

being concussed is different, and that

obvious when somebody’s limping. But

injury that can present in different ways,

threshold is dynamic and can change

that’s only one aspect of it. Traditionally

such as personality changes, slowed

over time. We need to look into what fac-

concussion has been thought of as part

thinking, and subtle physical signs. The

tors determine that threshold. We also

of the game, an injury that goes away in

key is that it’s a functional injury, not

need to consider individual differences

a few minutes. The awareness and con-

structural, so it’s one you can’t neces-

at the cellular level — how do neurons

cern at the athlete level is a lot greater

sarily see with traditional neuroimaging.

respond to these forces? That response

today than it was 10 years ago. It’s not

Rather, it’s best diagnosed with a good

in a lot of ways predicts not only the

always that athletes are hiding injuries

history and physical examination.

kind of symptoms, but perhaps how

— sometimes they simply don’t realize

each brain handles long-term multiple

that they’ve been concussed. After the

impacts. Why do some individuals over

game they may experience headache or

become a hot topic recently. Are

time develop significant problems or

vomiting and realize they don’t remem-

rates of concussion going up, or are

Parkinson-like syndromes, and some

ber certain plays, but during the game

we simply more aware?

don’t? We need to figure out what it

it’s not always so obvious to them.

Q: Sports-related concussion has

A: I think both. Over the last couple

decades, I suspect there’s been an
increase in the actual concussion rate as

is about those brains that leads them
down that path.

a result of how our games have evolved,

Q: How serious is the issue of ath-

the way our youth are being coached

letes hiding concussions?

and taught how to play, the fact that

A: That is true, but I don’t know that

Q: How does the neurological approach to concussion differ from the
traditional approach?

A: The neurological approach applies

our expertise in knowing the brain from

they’re perhaps training and getting
stronger and faster at an earlier age. All
of these factors have led to an increasing rate of concussion that I think has
been slow and progressive. On top of
that, over the past few years, there’s
been much higher awareness about the
injury, so we’ve seen a large bump in the
number of diagnosed concussions.

A: Absolutely, depending on what

sport and position they play, but also
how they play, how they hit, how they’re
taught to hit — all those things add to
the variability of concussion risk. The
brain is an extremely complex and di12

verse organ; it’s different from individual
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Q: Are some athletes more prone to
concussion than others?

I view my role first and foremost to protect athletes,
but I also see the value in the
sports that we play and
understand what makes them
a large part of our culture.

in the press, and in the political and scientific arenas. The section is trying to
formalize our curriculum in sports neurology so we can train our neurology
residents and fellows in sports-specific
issues. We also provide neurological
expertise to sports medicine associations, like the American Medical Society
for Sports Medicine and the American
College of Sports Medicine.

the clinician standpoint, understanding

there’s also a need for sports-specific

Q: What has been your role in craft-

the complexity of taking a neurological

training in neurology because the aver-

ing policies with the NCAA, Big Ten

history, performing a complete neuro-

age neurologist doesn’t know how to

logical examination, understanding how

take care of athletes. We weren’t trained

A: I’ve acted as an expert consultant

the brain performs in the setting of oth-

to do that; it’s a completely different

to the NCAA’s committee on competi-

er diagnoses and injuries. We care for

paradigm. So another of our goals is

tive safeguards, which oversees medical

patients with migraine headache, with

to bring those two worlds together

issues in college athletics, helping them

encephalopathy from other causes, with

— educating neurologists and sports

develop their concussion policy. I also

Alzheimer’s, so we know the different

medicine people about the other side.

participated in an educational webinar

states of the brain and how it performs

We also have a serious commitment to

for athletic training and sports medicine

in these settings — insight that the aver-

the community and educating parents,

staff at the collegiate level, allowing me

age sports medicine doctor, orthopedic

coaches and athletes. We have several

to get key messages out to more than

surgeon or neuropsychologist doesn’t

ongoing research projects that are

1,000 universities. At the Big Ten level,

have. A lot more neurologists realize that

looking at diagnostic and management

I helped develop the concussion policy

this is a serious injury; when I trained,

questions of concussion, risk factors,

that’s now in place; with the Mid-Ameri-

very few understood that it was a seri-

and long-term outcomes.

can Conference, essentially the same.

ous issue, and so neurology didn’t get
involved. That’s changing.

Q: What are the goals of the NeuroSport Concussion Program?

A: Simply stated, our goal is to im-

and Mid-American Conferences?

Q: What is the role of the American

Q: Are you active in high-impact

Academy of Neurology’s Section of

sports yourself? Have you experi-

Sports Neurology, which you helped

enced concussion personally?

create and now chair?

A: I played hockey most of my life and

A: The Sports Neurology Section of

thinking back over the years, almost

prove the neurological care of athletes

AAN was started in 2009 to improve

certainly had concussions. One of the

at all levels. Specifically, we want to

the neurological care of athletes at

big dilemmas we face is, are our sports

increase athletes’ access to sports neu-

the national level — working within the

safe as we play them? I view my role

rologists and concussion experts, while

community of neurology toward greater

first and foremost to protect athletes,

educating the entire spectrum of the

understanding that sports neurology

and I want to do so in any way that it

health care profession, from EMTs and

is a unique and specific subspecialty.

takes, but I also see the value in the

ER nurses to physicians, pediatricians,

We have approximately 300 members

sports that we play and understand

sports medicine doctors, orthopedic

of the section from around the country,

what makes them such a large part of

surgeons, neurologists. While there’s a

and we’ve seen a growing influence on

our culture.

need for neurology in sports medicine,

the national concussion conversation

[M]

Interview by Rick Krupinski
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Looking Back

MILESTONES THAT MADE MEDICINE AT MICHIGAN

The New Women of China

Even more than a century ago, medicine at Michigan had a global impact
By James TOBIN

14

When two young Chinese
women crossed the stage at University
Hall in 1896 to receive their diplomas
as doctors of medicine, the audience
erupted in cheers and applause. One
of the women was known to her fellow students as Ida Kahn, the other
as Mary Stone. They were not only
the first Asians to earn degrees at the
University of Michigan, but they were
also among the very first Chinese
women ever to become Westerntrained physicians.
The two had made many friends
and compiled excellent academic
records. (This surprised some who
doubted that Chinese students could
succeed at an American university,
though not the officials who had
given them their entrance exams —
the women outscored nearly all other
applicants.) In class and around campus they spoke excellent English and
wore Western clothes, but for Commencement they appeared in Chinese
gowns, a symbol of their intent to
practice medicine among their own
countrywomen.
“Their future career,” said U-M
President James B. Angell, “will be
watched with every expectation of
their eminent success.”
For Angell himself, for the University, and even for China, it was a
moment of historic significance.

Medicine at Michigan

The Chinese women who

called themselves Ida Kahn (born
Kang Cheng, also called Kang Aide,
1873-1931) and Mary Stone (born Shi
Meiyu, 1873-1954) came to Michigan
largely because of Gertrude Howe
(1847-1928), a native New Yorker educated at the Ypsilanti Normal School
(now Eastern Michigan University)
who had crossed the Pacific to spend
most of her life as a missionary and
teacher in Asia.
The daughter of an abolitionist,
Howe and other Methodist women
missionaries of the late 1800s were
harbingers of liberation for Chinese
women, who for centuries had lived
in a profoundly patriarchal society.
In a China torn by conflict between
Confucian tradition and the intruding
forces of colonialism and modernism,
they fought such practices as female

infanticide, child betrothal, concubinage and foot-binding.
Howe and many of her colleagues
devoted themselves to the education
of women, but they fought over the
purpose and extent of that cause.
When, at a conference, Chinese
Christians asked, “How much education shall we give the girls?” the missionary Elizabeth Fisher, a contemporary of Howe’s, gave a famously radical
reply: “Give your girls just as much
education as you do your boys.” That
was farther than many missionaries,
especially men, were prepared to go.
They believed Chinese girls should be
taught only skills of everyday use in
their lives as wives and mothers.
But in the early 1880s, Gertrude
Howe scandalized colleagues by
adopting Kang Cheng, an unwanted
sixth daughter, and three Chinese

Stone and Kahn were cited as
symbols of the emerging “new
woman” of China — not only
literate but well-educated,
and a force for higher
standards of health and
for social reform.

courtesy of the U-M bentley historical library

Ida Kahn

boys. To prepare them and several
of the best students in the mission
school she ran, including Shi Meiyu,
for professional training in the West,
she tutored them in English and the
sciences. In 1892, she accompanied
the two girls to Ann Arbor, where she
lived with them as they pursued their
medical degrees.
Michigan was especially welcoming
because of the ties Angell had established with the Orient. An expert in
international law, he had served as
U.S. minister to China from 1880-81,
negotiating new terms for Chinese
immigration to the U.S. as well as
laying a foundation for the education of Chinese students at American
universities.
But even Angell hardly could have
imagined the impact that university
training would have through the lives
and careers of these early and illustrious Chinese students.
When Kahn and Stone ar-

rived in their home city of Jiujiang
(Kiukiang), according to a contemporary account, crowds gathered to
see them. Within days they were
treating patients. As representatives
of the Women’s Foreign Missionary

Mary Stone

Society of the Methodist Church, the
two gradually gained the confidence
of the community and opened a small
hospital for women and children.
With funding from a wealthy Chicago
patron, they built a larger facility,
closed it during the Boxer Rebellion
against colonial influence, reopened
it — and soon were among the best
known women of China’s tumultuous
era of modernization.
Chinese reformers and western
missionaries alike were pointing to the
subjugation of women as inarguable
evidence of the need for social change.
So the two young physicians (especially Kahn, since her family was reputed
to be descended from Confucius)
were cited as symbols of the emerging
“new woman” of China — not only
literate but well-educated, and a force
for higher standards of health, for
social reform, and for the liberation of
women from male tyranny. They were
constantly held up as models for the
next generation of female students.
“When our schoolgirls learn of
anything ‘the doctors’ did when they
were pupils,” Gertrude Howe herself
reported, “they seem to think they
have found solid ground on which to
set their feet.”

Eventually the two women went
their separate ways — Stone remaining as head of the hospital in Jiujiang, Kahn to found and lead a new
hospital in Nanchang, the capital of
Jiangxi province. Kahn returned to
the U.S. to earn a master’s degree in
English literature at Northwestern
University, then resumed her medical
career in China. After further training
at Johns Hopkins on a Rockefeller
fellowship, Stone largely abandoned
medicine to become a Methodist minister, a popular evangelist and head of
the Women’s Christian Temperance
Union in China. She also helped to
found the Chinese Red Cross.
The careers of Ida Kahn and Mary
Stone also left a lasting legacy at the
U-M. Some years after they left Ann
Arbor, the two encountered U-M
Regent Levi Barbour in China. He was
so impressed by their work that he endowed a fund to support Asian women
studying at Michigan. Since 1918, the
Barbour Scholarships not only have
helped hundreds of women to earn
advanced degrees, but have bolstered a
cosmopolitan tradition that continues
to define Michigan. [M]
More on the Web

Source references appear online.
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Flight Nurses Elaine Philipson
and Paul Mazurek

Medicine at Michigan

in the sky

Saving
Lives
It’s the high level of critical care
provided during transport that
sets U-M’s Survival Flight apart
from so many other air medical
transport programs.
by Rick Krupinski

I

n a small town in southeast Michigan, a desperate father
rushed his 3-month-old son to the nearest emergency
room; the baby presented in extremis, and doctors feverishly
worked to bring him back from the point of death. When, after
all they could do with the resources they had, the boy continued
to decline, the physicians called Survival Flight.
A medical crew was dispatched to transport the infant to the
U-M Health System where more extensive resources could be

employed in the effort to save the boy’s young life. Upon arrival
at the scene, however, Survival Flight Nurses Elaine Philipson
and Paul Mazurek knew that the immediate focus needed to be
on stabilizing the infant so that he could survive being transported to the U-M. Working with staff at the referring hospital,
they were able to temporarily stabilize the child, only to have
him lose vital signs again after the mother arrived. Again they
stabilized him; again he lost vitals. When the rigors of yet a third

Critical Care Transport
Manager Denise Landis

Medicine at Michigan

effort failed to stabilize the infant’s condition, the parents made a
gut-wrenching decision. “Enough,” they said. “Enough.”
Philipson and Mazurek remained with the parents — a time
of consolation and acceptance for all of them — for an hour-anda-half beyond the infant’s death. A note the parents later sent to
them, thanking them for their valiant efforts to save their son,
and for their compassion, helped the two nurses find some peace
around the experience.

B

ased in the Department of Emergency
Medicine, Survival
Flight is more than transport
of very sick patients; it’s the
highly specialized care those
patients receive from expert
flight nurses before, during
and after transport. Survival
Flight is also more than the
emblematic helicopter with its
200-mile radius; the program
includes a fixed-wing air-

equipped with the very best in critical care technology and
supplies. Survival Flight is at its core the cohesive, dedicated,
expert team which, according to an array of metrics, makes it
one of the best — and certainly a leader among — air medical transport programs in the country. Its four-word vision
statement, “To be the benchmark,” guides everything the
program does.
While taking obvious pride in their work, Critical Care
Transport Manager Denise Landis calls Survival Flight “just a
spoke in the wheel of U-M health care,” an extension of the
physicians who care for patients. That “spoke in the wheel”
is comprised of 20 flight nurses highly and broadly trained in
critical care, as well as eight communication specialists who
monitor five radios and eight telephone lines. The aircraft are
leased, an arrangement that also provides 18 full-time pilots
and seven mechanics.
Cross-training among flight nurses is key to Michigan’s program. “A lot of flight programs have specialty teams — that can
minimize resources at the bedside,” Landis says. With crosstraining and experience in every intensive care unit — and
staying up-to-date with a fast-changing world of medicine —
the Survival Flight nurses form a comprehensive, interchangeable team of critical care specialists. “We cover everything from

Previous page: Scott soderberg, u-m photo services
This page: Paul Jaronski, u-M photo services

Critical Care Transport Manager Denise
Landis calls Survival Flight “just a spoke in
the wheel of U-M health care,” an extension
of the physicians who care for patients.
craft capable, for instance, of
transporting patients to the
U-M from Michigan’s Upper
Peninsula or even from Haiti
after the 2010 earthquake, and
procuring organs for transplant
from facilities around the
country. And it’s more than
service by air: When weather
or other conditions preclude
the air ambulance from flying,
ground ambulance services,
contracted with Huron Valley
Ambulance, are a ready option.
Above all, it’s more than
a fleet of impressive aircraft

geriatric to pediatric/neonatal and pre-hospital care,” Landis
says. And while most Michigan air medical programs carry a
required paramedic in addition to a flight nurse, U-M flight
nurses are dual-licensed as paramedics, allowing the greatest
level of expertise to be dedicated to the patient in transit.
Spending extra time on the ground, as Philipson and Mazurek did, is something other flight programs might not do.
“A lot of newer programs are for-profit,” Landis says. “There’s
nothing wrong with making a profit, but the pressure to do
so sometimes can mean a push to lower costs and achieve the
greatest possible volume to improve the profit margin,” she
continues. “Our aircraft are very high-end, and all our staff
members are full-time. With the high acuity of patients we
transport, I believe all our staff — communications, pilots,
nurses — need to work full-time. If they don’t, it’s hard to
keep up because things change so fast.”
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“We’re fortunate that the Health System understands that
this is an expensive program to run,” adds Mark J. Lowell, M.D.,
medical director of the Survival Flight Program. “At one of our
appeals to the Regents for new equipment, one of them said,
‘We put our best people on those aircraft. Make sure they’re as
safe as they can possibly be.’ ”
The 2007 Survival Flight crash into Lake Michigan near
Milwaukee, which killed all six air and medical crew members
on board, still stirs emotions in whoever speaks of the event —
one of the U-M’s darkest hours. “When our airplane crashed,
it was the communication specialists who held things together,” Landis says. “They were in a mode I’d never seen before
and don’t ever, ever want to see again.”
“The crash had a devastating impact on a number of levels,”
Lowell adds. “We gave all the flight nurses the option to fly or
not fly. They all chose to fly again. ‘Yes, it was horrible — it is
horrible,’ they said, ‘but we have to get through it. There are
patients who need our services.’ ” The program resumed operations just four hours after the tragedy. Lowell pauses to keep his
composure. “I’m privileged to be part of Survival Flight,” he says.
As the program’s medical director, Lowell writes the
protocols for procedures and treatments, and reviews every
patient chart “to make sure the quality of care we’re providing
is appropriate and up to our standards.” He calls his job an easy
one. “This is the most self-motivated group I’ve ever worked
with. They know their job and they want to do it well — they
want to do it better than anybody.”
If the annual competition sponsored by the Air Medical
Transport Conference is any indication, they achieve their

tion in Prague. Three of the current flight nurses — Paul Mazurek, Elaine Philipson and Jeff Thomas — have been named
national Air Medical Crew Members of the Year. “Three from
one program — that’s unprecedented,” says Lowell.
With an influx of new air medical programs, competition for
patients has heated up, Lowell says. “It’s the biggest challenge
to the program right now. The level of care we provide is much
higher than others, and referrers need to understand that it’s not
just the flying, it’s what’s going to happen during the flight.”

A

former U-M pediatric ICU nurse dedicated to caring
for “very sick kids,” Donna Robinson found herself
intrigued one night when a pair of Survival Flight
nurses brought in a very sick boy. “The presentation they
made, the report they were able to give me, the grasp they had
on the boy’s condition and history — it was very significant
to me,” she says. “Our huge ICU team worked on the boy for
three hours, and these two nurses had been at his bedside on
their own during the flight.”
Robinson talked with them about the skills necessary to become a successful flight nurse. With their encouragement, she
got the experience she needed and became a Survival Flight
nurse herself in 1997. Now chief flight nurse, she schedules
aircraft staffing, helps make sure that nurses’ skills are kept current, and participates in the considerable administrative work
of running a large 24/7 venture of life and death importance —
as well as continuing to fly.
The teams of flight nurses are co-equal, according to Robinson. Protocols from the medical director
and a systematic way of approaching
diagnosis and treatment preclude the
need for hierarchy between them. In
the rare event disagreement over patient
treatment should occur, nurses call the
referring and receiving physicians to
reach a consensus on how to proceed.
“It’s a little more apparent,” Robinson
says, “when flying with someone who
doesn’t fly consistently and doesn’t know
the full scope of our protocols.”
Residents, for example. All emergency
medicine residents fly at some point; Survival Flight is a rotation
in their training. “In the beginning we may teach them some
tech skills and decision-making trees, but by their fourth year
they’re comfortable, knowledgeable, and their skills are up here,”
she says, gesturing high in the air.

“When our airplane crashed, it was
the communication specialists who
held things together,” Landis says.
“They were in a mode I’d never seen
before and don’t ever, ever want to see
again.” Survival Flight resumed operations just four hours after the tragedy.
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goal. For the past three years, the national critical care skills
competition, which uses the latest in human patient simulation technology and real-life scenarios, has been won by flight
nurse teams from the U-M, and last year Survival Flight shared
top honors with a Canadian team at an international competi-
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Medical Director
Mark Lowell

Shifts are 12 hours, but with 99 percent of calls being unscheduled, there’s an axiom among the crew: Don’t make after-shift
plans. Robinson recalls a memorable case that indicates why.
With then-resident Brad Uren (M.D. 2002, Residency
2006, now Survival Flight’s associate medical director),

Robinson traveled to Saginaw to pick up a young boy on a
ventilator; it was around 5 p.m. The boy’s condition deteriorated and he became too sick to transport with the
equipment they had; they needed ECMO — a temporary
blood oxygenation process developed by professor of surgery
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T

he first such program in Michigan, Survival Flight has
been transporting critically ill patients for 27 years. It
began with a single helicopter with a flight-nurse/physician team and has grown to meet demand over the quartercentury to a fleet of three Bell 430 helicopters (two in service
at all times, and one as back-up), a fixed-wing Cessna Citation
Encore, and ground ambulance service. Since those early days,
Survival Flight has flown more than 4,000,000 miles — the
distance from Earth to the moon nearly 17 times over.
Early in the program’s history, Professor of Surgery Richard Burney, M.D., medical director of Survival Flight when
it initially was located in the Department of Surgery, studied
the difference between a nurse/attending physician team and a

Chief Flight Nurse
Donna Robinson

Medicine at Michigan

photo credit

Robert Bartlett (M.D. 1963) for extreme cases of respiratory
failure. That meant returning to Ann Arbor for a second
helicopter, surgeons and ECMO equipment needed for
the complex procedure. Robinson stayed behind with the
boy; it was approaching midnight. Throughout the night,
she ventilated the boy by hand, a laborious and exhausting
process. The patient was coded at one point, but Robinson
was successful in bringing back his vital signs. It was nearly
6 a.m. before Survival Flight returned with ECMO support,
which sufficiently stabilized the boy’s condition for transport
to University Hospital. Pausing to contain the emotion still
there, Robinson adds, “The patient eventually got well and
walked out of the hospital.”

nurse/nurse team, measuring data such as morbidity and mortality. “There was absolutely no difference,” Landis says. It was then
that the medical crew composition changed to the two-nurse
team it is today, freeing the physician to remain on the ground to
care for patients. Fewer than 10 percent of air medical programs
today use the nurse/nurse model that’s in place at Michigan,
relying on a nurse/paramedic team instead.
Last year’s outbreak of H1N1 influenza brought both challenge and innovation to Survival Flight’s transport of patients
with acute respiratory distress syndrome. Moving them with a
ventilator posed serious risks. ECMO has protocols H1N1 patients often don’t meet. Survival Flight Nurse Jeff Thomas, who
had experience administering nitric oxide to neonatal patients
as a means of respiratory support when he was a flight nurse in
Iowa, wondered if the same procedure could work with adults.
After lengthy discussions with physicians, technicians and other
nurses, criteria for its use were developed. Says Landis, “Once
the protocol was in place, we expected maybe four transports
that year in anticipation of the H1N1 season, and ended up doing
12 in the next few months.” Thomas is continuing research to
further assess the effectiveness of nitric oxide treatments.

left: scott soderberg, u-m photo services
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O

n a late-August Sunday, the hottest day of the summer,
Flight Nurses Joe Mollinger and Jeff Pietsch begin their
shift at 7 a.m. In the small, dimly lit communications
room, the pilot reviews the weather, aircraft, and protocols of
the day with them and the communication specialists on duty,
then goes off to complete a checklist review of the helicopter.
Mollinger and Pietsch complete their own review of the aircraft,
making sure medical supplies and equipment are ready to go.
Time spent waiting for a call is not downtime for the nurses;
they update charts and work on presentations, educational
materials, and upcoming conferences Survival Flight conducts
— locally and around the state, including Michigan’s Upper
Peninsula. The Survival Flight team is a primary source of
education in the latest critical care techniques and equipment
for first responders such as firefighters and ambulance crews.
Asked if the life-and-death urgency of the job ever costs
him sleep, Pietsch pauses before speaking. “It’s not that death
doesn’t bother me; it does. But if I know that I did the best I
could possibly do, I don’t lose sleep over that. If I feel I may
not have performed at my very best — that’s a sleepless night.
“People ask me all the time: What’s the worst that you’ve seen?”
Pietsch says. “I tell them, I’ve seen a mother grieving the loss of her
child.” A profound silence hangs in the air after his words.
At 1:05 that afternoon, a call is relayed by the communications

Since the program
began in 1983, Survival
Flight has flown more
than 4,000,000 miles
— the distance from
Earth to the moon
nearly 17 times over.
team that a newborn needs to be transported from a smaller
hospital in Michigan to the U-M. Pietsch gets the 192-pound
isolette, in which the hours-old infant will be kept during transport. Mollinger catalogues small vials of narcotics and medications that may be needed, verifying and accounting for each.
The isolette and supplies aboard, pilot and nurses enter the
helicopter and strap themselves in. Throughout the flight checklist, they wipe sweat from their brows beneath their maize and
blue helmets. The fire-retardant blue flight suits, a recognizable
emblem of the Survival Flight crew, are confining and hot.
The main rotors begin to spin. The deafening sound mounts
as they quicken their rotations. The helicopter lifts several feet
off the ground, hovers for a few moments, then swoops away,
the big block-M leaving no doubt that Michigan’s Survival
Flight is once again on a critical mission to save a life. [M]
More on the Web

The Mobile Training Unit
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The Medical School will decline industry
funding for continuing medical education
even before a major report opines on
corporate influence and conflict of interest.

g
n
i
k
a
T
d
n
a
t
S
a
by Jeff
Mortimer

24
Medicine at Michigan

pali rao/istockphoto
photo-illustration by clint blowers photography

M

edical School Dean James Woolliscroft’s misgivings about industry’s ties to
medical education have deep roots.
“Even when I was a resident,” he recalls, “I vividly remember faculty
members on the speakers circuit who would give lectures or presentations with a drug
company’s logo prominently displayed, and wondering how much that influenced
their recommendation for a certain antibiotic or anti-hypertensive. Drug companies are
strategic. They identify the educationally pivotal people to maximize their influence,
people who can say, ‘You prescribe drug X when you do this.’ How many hundreds of
residents and medical students are you going to influence this way?”
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James Woolliscroft
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in their most difficult cases in the 1860s. The precursor to today’s
Office of Continuing Medical Education, now part of the Department of Medical Education, was founded in 1927. When it
opened in 1969, the U-M Towsley Center was the first building
in the country dedicated to community medical education.
Spurred by increases in the amount of postgraduate study
required of physicians in order to retain their licenses, CME
grew steadily into the 1990s. And then, spurred by industry
spending, it exploded. From 1998 to 2006, the number of
CME activities nationally almost doubled. During that same
period, corporate support for CME
more than tripled, eventually accounting for 61 percent of all CME funding.
The introduction of blockbuster
drugs like Lipitor and Viagra and
pricey procedures like hip and knee
replacements had spawned a financial
bonanza for the health care industry. What better way to reinvest the
profits from those products than in
marketing to the only people who
were legally entitled to use them,
especially since they were obliged to
take CME courses anyway?
Industry’s ways of influencing physicians’ decisions also included speakers’ bureaus, consultancies, junkets,
opulent exhibits at medical conventions, and outright gifts. The effects of
such seismic changes in the landscape
did not go unnoticed. Anecdotes
abounded about what looked like
attempts to compromise physicians’
integrity. Articles and books were
published, documentaries produced,
congressional hearings called.
In 2003, the Office of Inspector
General of the U.S. Department of
Health and Human Services issued
guidance to the pharmaceutical industry detailing which practices were acceptable and which constituted fraud.
A year later, the Accreditation Council
for Continuing Medical Education
published its Standards for Commercial Support in order to “ensure the
independence of CME activities.”

martin vloet, u-m photo services

Or, in the case of continuing medical education, how
many practicing physicians? As executive associate dean,
Woolliscroft chaired the committee that standardized the
Medical School’s management of conflict of interest in research. After he became interim dean, he increasingly understood “that conflict of interest went way beyond research,
into essentially all of our missions.”
The Medical School’s involvement in CME, in various forms
and under a variety of names, goes back nearly to its founding.
The school had begun inviting community physicians to bring

V

I

an Harrison, Ph.D., professor of medical education,
t was Woolliscroft’s concern as dean about conflict of indirected the Medical School’s Continuing Medical
terest that led to the formation of the committee that Paul
Education Office from 1983 to 2009. He is widely
Lichter (M.D. 1964, Residency 1968) chaired.
recognized for his leadership and expertise in the field, and
Lichter has been chair of the Department of Ophthalmolhe thinks the steps taken by HHS and ACCME successfully
ogy and Visual Sciences since 1978. He, too, has a long history
addressed abuses.
of involvement in this issue, in part because his department has
“Reviews of existing literature have found no evidence of
never accepted corporate support for CME. While the Medisystematic bias in independently developed CME activities
cal School has a standing Conflict of Interest Board, its focus
that receive commercial support,” he says. “People who argue
is on research and technology transfer. Woolliscroft wanted a
against accepting commercial support for CME generally
panel that would investigate, in Lichter’s words, “how industry
focus on a potential for influence and do not believe that any
can influence decisions physicians make in general, and where
rules can adequately mitigate that potential. Ofthe Medical School felt the line should be drawn.”
ten anecdotes from before the stricter rules
Lichter felt strongly that this panel be made up
were implemented are used to provoke
largely of departmental chairs. “It was my
an emotional decision on the issue.
thought that ultimately we would be
Woolliscroft at
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making policy recommendations that
th
l
e
n
a
p
a
d
are seldom addressed.”
would go to the chairs, so we would
wante
Paul
in
,
te
a
g
ti
Harrison sees several drawbacks
be better served to populate the
s
e
v
y
would in
tr
s
u
d
in
w
to refusing industry support at
committee with many chairs,” says
o
s, “h
Lichter’s wordnce decisions
this time, chiefly a likely reducLichter. “If they didn’t agree with
e
u
fl
in
n
a
c
tion by a quarter to a half in the
something, we might as well find
e in general,
k
a
m
s
n
ia
number of CME activities for
out
sooner than later.”
ic
s
y
ph
al
ic
d
e
M
e
th
e
r
community physicians offered
Called
the Clinical Conflict
e
and wh
ld
u
o
h
s
e
n
li
by the Medical School, which
of
Interest
Group, Lichter and
felt the
l
o
o
h
c
S
has long been the state’s leading
colleagues used a 2008 report by
be drawn.”
CME provider. His concern is that
an Association of American Medical
those physicians’ patients may suffer as
Colleges’ (AAMC) task force on industry
a result. Additionally, patients they might
funding of medical education as a template.
have referred to the U-M for clinical care or
It finished working on CME first and, at the
research may go instead to other institutions. Most CME
dean’s request, sent its recommendation to him rather than
providers are waiting for the report, due next spring, of the
waiting to complete all its deliberations on medical educaConjoint Committee for CME, which is being coordinated by
tion issues. He, in turn, presented it to the Dean’s Advisory
the Council of Medical Specialty Societies.
Committee, comprised of the chairs of all the Medical School’s
“Virtually nobody is moving — they’re waiting to see what
departments, including the Department of Medical Education,
this report recommends,” Harrison says. “If you change now
who approved it unanimously.
and the report says little change is needed, you’ve cut yourself
Lichter doesn’t agree with the contention that doctors are imout of a major funding resource to offer CME. Leadership
mune to being biased by corporate support.
understood we would take a ‘hit’ by going without the money
“It’s now well known through functional magnetic resowhen other people have it, and has taken a position that they
nance imaging studies that bias is a hard-wired process in our
hope will lead the country and a meaningful risk that it will not.”
brains,” he says. “When we are given something, there is a part
The Medical School took action when it did, says Woolof our brain that responds in a way that is very biased toward
liscroft, because, “The archives are filled with erudite volumes
reciprocity. When we receive money from a pharmaceutical
that have been put together by expert committees and haven’t
or device company, we would be inclined to favor products of
made a whit of difference. It’s a little different when a school
that company. Whether the company tells us to talk about a
or college comes together and says this is where we’re going,
specific product or not doesn’t matter.”
because then you actually do something. In areas where we can
There’s also a factual basis for believing that the current
have direct impact and leadership, we should do so.”
arrangement is bad for patients, he says: “Every dollar that
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public’s interest, it isn’t the physician’s role to sell the drugs
and devices for companies.”
No one is more aware of that distinction than Raymond J.
Hutchinson, M.D., associate dean for regulatory affairs and
chair of the Conflict of Interest Board, who served on the
AAMC committee that produced a recent report on conflict
of interest in clinical care.
“I refused to take a black bag when I got my degree at
Dartmouth in 1970 because I felt it wasn’t the proper thing to
do,” he says. “I don’t get involved in industry ties in order to
avoid concerns about my patient care, my resident education,
or my personal behaviors. I think it’s a good idea to maintain
some distance, but we live in the real world, too. We do have
to interface with medical industries to further the interests of
our patients, particularly on the research side. I think on the
CME front, if we can, it’s best to deliver the education free of
industrial or biomedical industrial influence, or the appearance of influence.”

scott galvin, u-m photo services

industry spends on marketing goes into the price of drugs
and devices. This means that patients pay for it. How is that
helping doctors help patients? Industry’s CME support also
leads to the increased use of expensive drugs and devices,
many of which are not proven to help patients.”
Helping patients is the litmus test, and some relationships
between medicine and industry pass it. “When we get a new
instrument in the OR, for instance, often part of the contract
is that the company teaches the surgeons and residents how to
use it,” says Woolliscroft. “Occasionally, there’s CME around
that. We said, that’s only appropriate. You don’t want them
learning new technology or devices on our patients.”
And there’s no way around collaborating with industry
on research. “The way they develop drugs and devices, by
necessity, has to involve physicians,” says Lichter. “One could
call it an unholy alliance but, whatever it is, it can help the
public in the end. But while it’s the physician’s role to work
with companies to develop drugs and devices that are in the

Raymond Hutchinson
Van Harrison

I

Larry Gruppen

From 1998
to 2006, the
number f
CME activitoie
nationally s
almost
doubled.
During that
same period,
corporate
support for
CME more
than tripled,
eventuall
accounting yfor
61 percent of a
CME fundingll
.

f the spike in industry money for CME
in the late 1990s and early 2000s created
a “new normal,” how much of it will
still be delivered under the terms of what
Woolliscroft calls the “new, new normal,”
and in what forms?
“It’s not as if the practicing physician will
now suddenly be unable to find CME activities,” says Larry Gruppen, Ph.D., chair
of the Department of Medical Education
and acting director of the Office of CME.
“Getting the number of credits you need
for maintaining your license is not at all
difficult. You can get them for an array
of activities: reading, audio tapes, selfstudy in journals, online, podcasts … ”
“That’s where continuing education is moving very, very rapidly,” says
Woolliscroft. “What we do now, the sage-onthe-stage sort of thing, will no longer be relevant. Arguably, it’s
not relevant now.”
Besides, industry support is shrinking along with its revenue
bubble. The recession, profitable drugs coming off patent, and
an ongoing lack of new blockbusters to replace them have all
dampened enthusiasm for lavish marketing endeavors.
But Woolliscroft admits that still leaves some financial holes
to be filled. “We’re trying to figure out what are the really key
reasons we’re doing CME,” he says. “Which of the courses really
meet the criteria? Those are the ones that we need to continue.
How do we do that? In some cases, the departments or divisions

are stepping up and funding them. In several cases, the cost of putting on the course is
being decreased. Rather than a nice resort up
north, we can have it here or at an area hotel,
which lowers the expenses.”
Participant fees could also be increased,
but that raises what Hutchinson calls one
of the “valid points the minority makes that
have to be considered in this process.” Not all
CME participants are doctors, and the ones
who aren’t — nurses and ancillary personnel, for
example — could be priced out of the market.
But if there are devils in the details, there
may also be an angel in the big picture.
“The controversy has been around what
impact the courses may have had on physician
behavior,” says Gruppen, “but to me what’s
equally salient is that money had a strong
biasing impact on what topics were presented.
Many issues that are important but not money-makers got
little attention because there was no outside commercial support for them. When we free ourselves from that, we’ll have
a lot more flexibility.”
CME content that is driven by therapeutic needs rather
than industry’s marketing agenda would seem to be an
undoubted boon to patients, but there’s still at least one devil
that’s left to confront.
“The wonderful idea of socially responsible CME courses
will depend to a considerable degree,” Gruppen says, “on
[M]
whether somebody is willing to pay for it.”
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When
Good
Proteins
Go
Bad
Proteins are the
building blocks
of life. Every cell,
tissue and organ
in the body is
made by and
from proteins.
Most of the time,
they do their jobs
with amazing
reliability. But
what happens
when something
goes wrong?
By Sally Pobojewski
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proteins are produced and folded at different locations
within the cell. No matter where it takes place, the details
of exactly how this feat of cellular origami occurs are still
unclear. And, as with any complex process, there are lots of
things that can go wrong along the way.
Proteins can be fussy. If they get too hot, they fall apart.
If it’s too acidic, they stop working. They require helper
molecules called chaperones to push and pull them into the
correct shape. If their chaperone-of-choice isn’t available,
they won’t fold.
A cell has several ways of dealing with a protein-folding
problem. It can shut down protein production, giving it
time to catch up with a folding backlog. It can make more
chaperones to guide proteins through the folding process.
It can digest unfolded proteins and recycle the component
parts. But one way or another, the cell has to do something
quickly because if nothing works, it’s going to die.
Folding errors can result in the absence of a protein
that’s required for normal cell function, a misfolded protein that cannot do its job, or — most dangerous of all — a
clump of sticky abnormal protein called amyloid. Regardless of the type of protein abnormality, the effect on the
cell can be catastrophic. Improperly folded proteins are
never a good thing, and aggregations of misfolded protein
can be toxic.
“Protein folding is the most error-prone step in gene
translation,” says Randal Kaufman, Ph.D., the WarnerLambert/Parke-Davis Professor of Medicine who has studied protein folding since the 1980s. “The more difficult the
protein is to fold, the greater the association with disease.”
Researchers are just beginning to understand the connections between abnormal protein folding and human disease.
The growing list of what are now called protein misfolding
diseases includes Alzheimer’s disease and other dementias,
atherosclerosis, cancer, congenital hypothyroidism, cystic
fibrosis, diabetes, fatty liver disease, hemophilia, polycystic
kidney disease, Parkinson’s disease and retinitis pigmentosa.
Protein folding is an area of strong research focus at the
U-M. Teams of scientists and clinicians from many disciplines are working together to study the effects of abnormal protein folding in different types of cells and different
diseases. But sorting out all the factors involved is not easy.
It’s one thing to study protein folding in a test tube,
but determining exactly how folding defects contribute to
disease in a cell or a living organism is far more difficult,
according to Kaufman. “It’s like looking at an automobile
crash and trying to figure out what went wrong,” he says.
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enes may get the glory, but in the day-today life of cells, it’s proteins that do most
of the work. While genes remain safe and
sheltered inside the cell’s nucleus, proteins
are out there on the front lines doing everything it takes to keep cells alive, healthy and functioning
normally.
There’s a lot of turnover in the protein business. Human
cells must synthesize thousands of new proteins every minute to replace old ones that wear out and are recycled back
into their component parts.
The first step in protein synthesis takes place in a part of
the cell called the ribosome. Following genetic instructions,
the ribosome selects specific amino acids from a pool of 20
possible variations and strings them together to make a long
chain. Then, this chain of amino acids is folded into one
specific three-dimensional shape.
For many proteins, folding takes place inside a cellular
compartment called the endoplasmic reticulum. Other

Death by Toxic Protein

U

nlike many cells, neurons in the brain are not
expendable. If you kill a muscle cell, the body just
grows a new one. If you kill a neuron, it is not easily replaced and any memory stored in that neuron is gone
forever. This makes the brain particularly vulnerable to the
lethal effects of toxic proteins.
There are many types of neurodegenerative disease, each
characterized by toxic deposits of a different abnormal
protein in the brain. People with Alzheimer’s disease have
accumulations of two different proteins — beta-amyloid
outside neurons, and tau inside — the so-called plaques
and tangles of Alzheimer’s. In Parkinson’s disease, a protein called alpha-synuclein forms aggregates called Lewy
bodies. Huntington’s disease and eight other hereditary
polyglutamine disorders each involve a different abnormal
protein.

“We are providing drugs to people who already have
lots of amyloid in the brain,” says Henry L. Paulson, M.D.,
Ph.D., the Lucile Groff Professor of Neurology for Alzheimer’s Disease and Related Disorders. “It may be that
the horse is already out of the barn and we need to treat
earlier. To be successful, we must understand how these
disease proteins accumulate.”
Genetic mutations also are involved in neurodegenerative
diseases, but they are more important in some diseases than
others. “Huntington’s disease and the other polyglutamine
disorders are always directly caused by a genetic mutation,”
explains Paulson, “but less than five percent of Alzheimer’s
disease is directly due to gene defects. The biggest risk
factor for Alzheimer’s disease is aging. The risk goes up
exponentially as we get older.”
Gestwicki believes that “drug-like small molecules” targeted
at a specific component of the protein quality control process

Human cells must synthesize thousands of new proteins every minute
to replace old ones that wear out and are recycled back into their
component parts. Improperly folded proteins are never a good
thing, and aggregations of misfolded protein can be toxic.
Regardless of the specific protein involved, the outcome is the same. Slowly and inexorably, neurons die
and the brain is destroyed. It’s unclear whether deposits
of toxic protein actually cause the disease or are just byproducts of the disease process. There is still no definite
answer to one basic question: What kills the neurons?
“The one commonality in all these neurodegenerative diseases is that they involve protein folding defects,”
says Jason Gestwicki, Ph.D., a research assistant professor
in pathology and in the U-M Life Sciences Institute, who
studies proteins involved in neurodegenerative diseases.
“We believe something is wrong with the protein qualitycontrol machinery that should be preventing abnormal
proteins from accumulating in neurons.” Gestwicki and his
colleagues believe that understanding how cells deal with
abnormal proteins could lead to new, more effective therapies for human neurodegenerative diseases.
U-M scientists say it’s important to identify the initial
events leading to the formation of abnormal protein deposits in the brain, because it’s vital to intervene early before
neurons start to die. This is a major issue in Alzheimer’s disease where current drugs produce only short-term, limited
improvements in memory and cognition.

could be a solution for protein-folding diseases. One
promising candidate is Hsp70, or heat shock protein 70.
Found in every cell of every organism, Hsp70 is a chaperone molecule that helps cells deal with high temperatures, lack of nutrients or oxidative damage — conditions
that make cells more likely to misfold proteins and form
toxic protein deposits. One of the ways cells under stress
protect themselves is to make more Hsp70.
Gestwicki has discovered several small molecules that
increase the activity of Hsp70 in cells. He’s testing these
molecules in animals and, if results are positive, hopes to
obtain approval from the Food and Drug Administration to
start a small clinical trial in elderly patients with dementia.
Gestwicki thinks a deficit of Hsp70 in neurons could
explain why neurodegenerative diseases are much more
common in older people. “When cells from young people
are exposed to higher temperatures, they make more
Hsp70,” he says. “But in the elderly, this protective mechanism doesn’t work well. Someone in their 80s makes only
about half as much Hsp70. It’s part of a general aging-related suppression of the protein quality-control machinery
that could explain the increased risk of neurodegenerative
diseases with age.”
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While Gestwicki’s lab focuses on finding therapies to
boost the effectiveness of the cell’s quality-control machinery, Paulson’s research team is searching for ways to prevent
production of abnormal protein in the first place. Currently,
he’s exploring a technique called RNA-interference that uses
short segments of genetic material to turn off genes associated with toxic protein aggregates in neurons. Paulson’s lab
also studies chaperone proteins and how they interact with
enzymes that tag abnormal proteins for degradation in cells.
“I believe in taking a broad view of potential therapies,”
says Paulson. “We won’t know for years which of these
experimental treatments will turn out to be an effective therapy, so it’s important not to put all our eggs in one basket.
“If you look at HIV treatment, it’s a cocktail of medications,” Paulson adds. “Cancer therapy, when it’s successful,
usually involves a cocktail of medications. I believe the final
powerful therapeutic entity for Alzheimer’s and other neurodegenerative diseases will involve a cocktail approach.”

Saving the Beta Cell

P

34

eter Arvan, M.D., Ph.D., and his colleagues in the
Brehm Center for Diabetes Research believe research
on protein folding could help them find a way to
prevent diabetes — the insulin-deficiency disease that affects 24 million American children and adults.
Insulin is an essential protein that
regulates how cells store and use glucose.
Without enough insulin, blood sugar
levels skyrocket causing extensive damage to cells and organs. Researchers know
that diabetes is caused by the malfunction
and death of specialized beta cells in the
pancreas that produce insulin. But in spite
of decades of research, there is still no definitive answer to the most basic question
about diabetes: What kills the beta cell?
Pancreatic beta cells make insulin from
a precursor molecule called proinsulin,
which is folded into its proper shape in
the beta cell’s endoplasmic reticulum.
Arvan and his research team are part of
a small-but-growing group of scientists
who think the answer to the beta-cell
murder mystery will be found in the
endoplasmic reticulum and abnormal
proteins that accumulate there.

Medicine at Michigan

Understanding what goes wrong during proinsulin
folding in beta cells is crucial to preventing diabetes, says
Arvan, the William K. and Delores S. Brehm Professor of
Diabetes Research in the Division of Metabolism, Endocrinology & Diabetes (MEND). Just like brain neurons,
the capacity of beta cells to regenerate is very limited. If a
chunk of misfolded protein gets stuck in the endoplasmic
reticulum and kills a beta cell, the cell and the insulin it
produces are not easily replaced.
“The number of beta cells you have dictates your maximal insulin production capacity,” says Arvan. “Once you
reach the point where you have only a few remaining beta
cells, the game is over.”
There used to be a clear distinction between type 1 and
type 2 diabetes, explains Arvan. Type 1 was believed to be
an autoimmune disease where the immune system attacked
and destroyed the pancreatic beta cells of children. Type 2
was considered a lifestyle disease of overweight, sedentary
adults whose cells gradually lost the ability to respond to
insulin’s signal. Now, these distinctions are “not quite as
crisp” as they used to be, according to Arvan.
Not all juvenile onset diabetes is autoimmune in nature,
explains Arvan. Neonatal diabetes that develops in the first
six months of life is largely non-immune. One of the newly
discovered causes is derived from mutations in the human
gene for insulin. There are several other recently discovered
Ming Liu, Peter Arvan and Israel Hodish
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Henry Paulson

genes that affect the performance of pancreatic beta cells
and can predispose people to type 1 diabetes. “Just having the mutation does not guarantee that you will get the
disease,” Arvan says, “but it greatly increases your risk.”
The situation is even murkier for type 2 diabetes, says Israel
Hodish, M.D., Ph.D., an assistant professor in MEND who
works with Arvan. “Many people are obese and have a sedentary lifestyle, but they don’t all develop diabetes,” he says.
“Type 2 diabetes is one of the most prevalent diseases in the
world and still we don’t know the basis of the disease.”
Now, thanks to a transgenic mouse that makes green
insulin, Arvan’s team can see when beta cells stop working.
Hodish created the mouse by introducing a human insulin
gene called a transgene tagged with a green fluorescent protein marker. Using a special microscope, scientists can see
the green glowing proinsulin protein within the beta cell’s
endoplasmic reticulum and determine whether it continued the folding process required to become insulin.
Researchers found that when the human transgene was
normal, the beta cell secreted normal insulin. But if the
human transgene contained one of the mutations that
cause misfolded proinsulin and neonatal diabetes in human
infants, the beta cell showed signs of being in trouble.
“We could see that some of the beta cells were insulindeficient,” says Hodish. “Some beta cells were sicker than
others, because they accumulated more misfolded proinsulin
inside the endoplasmic reticulum. The mouse still had several
good copies of its insulin gene and some functioning beta
cells, so it could make enough insulin to prevent diabetes,
but for how long? This could be a basis for type 2 diabetes or
contribute to why people develop type 2 later in life.”

“The question raised by this transgenic mouse is what
percent of abnormal folding is required before you get
sick?” asks Arvan. “We all misfold proteins all the time, so
it cannot be the case that if one molecule is misfolded, we
get diabetes. There must be some sort of threshold. The big
question now is, what is the threshold? How much proinsulin has to be bad before you have problems?”
Arvan noted that all but one normal copy of the insulin
gene could be knocked-out or removed in a mouse and that
mouse still would not get diabetes. “When mice get diabetes, it’s not because they lost a good copy of the gene,” he
says. “It’s because they inherited a bad copy with a mutation
that is toxic to the beta cell.”
Ming Liu, M.D., Ph.D., assistant professor in MEND
and part of Arvan’s Brehm Center research team, recently
published research results demonstrating how this gainof-toxic-function mutation kills beta cells. He calls it the
bystander effect.
“We found that misfolded proinsulin attacks normal
bystander proinsulin in the endoplasmic reticulum,” says
Liu. “Then, the normal protein folds into a ‘mess’ that can
contain a combination of misfolded proinsulin derived from
both mutant and normal genes. Becoming part of this ‘mess’
blocks the bystander proinsulin within the endoplasmic reticulum and prevents the beta cell from producing insulin.”
Suddenly, the good protein becomes a bad protein. It
propagates like a wave and more proteins get recruited. There
are many toxic events associated with diabetes, but researchers believe this one can be a root cause of the disease.
The image of malevolent abnormal proteins attacking
healthy proteins and dragging them into some sort of toxic
conglomeration is unsettling, but not unique to beta cells
and diabetes. The same thing happens in human neurological disorders like Creutzfeldt-Jakob disease, in which small
infectious proteins called prions destroy neurons in the brain.
Could this toxic bystander effect be responsible for the
death of neurons in Alzheimer’s, Parkinson’s and other
neurodegenerative diseases? U-M scientists who study
protein misfolding say it’s too soon to know for sure, but it
shows why it’s important to continue research on the basic
mechanisms involved in protein quality control.
“This is a fundamentally fascinating biological problem
that involves a remarkably wide range of human diseases,”
says Henry Paulson. “Research to identify the underlying
mechanisms could lead us to new, entirely unexpected routes
of therapy and help us understand important connections
[M]
between diseases that previously were unclear.”
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transforming medicine through private giving

Gratitude has shaped
Helmut Stern’s life every bit as much
as the challenges and hardships — and
success — he’s encountered, and he’s
not forgotten anyone who helped him
along the way. His giving to the U-M
and other causes springs from that
gratitude.
The highly respected and successful
Stern, an Ann Arbor businessman,
investor, art collector and longtime

Helmut Stern
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supporter of the University of Michigan, came from far different beginnings. Born in Hannover, Germany,
he lost his mother at the age of 10. His
father, a commodities broker unable
to earn a living under the Nazi regime, left for Italy when Stern was 17.
Not wanting to leave Germany, Stern
chose to stay behind. Through a series
of circumstances unrelated to him,
he was arrested by the Gestapo at 19.
Culpable of nothing,
Stern nonetheless
was made to report
to them on a weekly
basis. The Gestapo
advised him to leave
Germany, and, after
a series of difficulties
securing a visa, Stern
came to the U.S.
in 1938 and settled
in Washington,
D.C., where the few
American friends he
had were living.
Stern remembers
his Dutch uncle
whose help allowed
him to finally obtain
the visa he needed.
He remembers
the kindness of a
high school teacher
who helped him
gain admission to
George Washington University, and
he appreciates that

GWU had a night program that allowed him to work during the day.
“People there were extremely nice to
me, and helped me a lot. They were
very encouraging and I just was very
fortunate,” he says.
Though he came to Ann Arbor
with the idea of going to medical
school, Stern never did enroll. Sidetracked by a start-up business with
partner and U-M engineering graduate Walter Grave, the two “struggled
mightily” to keep Metrical Laboratories, manufacturer of sophisticated
measuring instruments, on a path of
success and growth. Eventually they
sold the company and started a new
one: Industrial Tectonics, which made
custom-designed bearings. Grave sold
his interest in 1950 and died in 1952,
but Stern kept on; when he sold the
company in 1982, it had upwards of
500 employees and plants across the
country.
While not discounting his own
business acumen, Stern emphasizes the loyalty and dedication of his
employees as key to the company’s
success, as was the advice and support
of business peers and community
leaders. And Stern remembers Walter
Grave as a “very bright and innovative
fellow … we made a good team.”
Of the U-M, he says, “A lot of my
key people were graduates of the University. The presence of the various
and sundry professors that we have
really makes Ann Arbor worth living
in for me. I’m really grateful, even

scott soderberg, u-m photo services

Helmut Stern Remembers

though I’m not a graduate. They really
have enriched my life. I can’t imagine living in Ann Arbor without the
university. It provides the stimuli to
make life interesting.” Stern’s generosity has also enriched the U-M, from
medicine to engineering to public
policy and more.
As a patron of the arts, Stern credits
an aunt with sparking his interest and
former U-M Museum of Art Director Evan Maurer with developing his
wide appreciation of art, especially
African art. Many of the works Stern
has given to the U-M Museum of
Art have helped shape and expand

its collection. “I like to see art in a
museum,” Stern says, “because I like
to share it — art belongs to more than
just the person who happened to pay
for it.
“I really have no desire to advertise
my ‘generosity,’ whatever it means. I
have very strong feelings that there
are a lot of individuals and a lot of
circumstances that entered into my
ability to accumulate a few dollars,”
he says. “It’s a way for me to repay the
set of circumstances that made it possible for me to enrich my life. Over
the years, I had a lot of support from a
lot of people and institutions.”

Even though Stern veered from his
original goal of a career in medicine, “I
was always interested in problems with
medicine and related to the scientific
interplay, be it chemistry or biomedical
issues. I think that probably had a lot
to do with supporting medicine.
“My greatest pleasure in giving is really in the scholarships and the letters
I get every year from the students I’ve
helped. Many I’m still in touch with.
It’s fun. I keep in touch as the years
go by and see them be successful. I
think that’s good use of my money. I’d
rather do that than buy Rolls Royces.”
—RICK KRUPINSKI

The Eternal Dimensions of Josip Matovinovic
In life, internationally recognized endocrinologist

Four years later, he married Natalie Gottlieb — a young pianist,

Josip Matovinovic, M.D., was known and respected for his

the daughter of a surgeon and an opera singer. Matovinovic

humanistic approach to his patients, and his emphasis on the

became the chief endocrinologist at the University of Zagreb

importance of patient-focused teaching. To recognize his skill as

Medical School, and in 1956, the couple returned to Boston where

a teacher, the Medical School’s Galens Society presented him

he had studied for 18 months under a Rockefeller scholarship

with its 1977 Silver Shovel Award — an annual

at Harvard nine years earlier. He worked on

tribute to outstanding faculty members.

research in the thyroid and diabetes labs at

The clinical medicine fellowship in his

Massachusetts General Hospital, and, in 1959,

name, established by his wife, Natalie, in 1998

was invited to become a faculty member at the

after Josip’s death at the age of 83, honors

U-M Medical School.

and continues his legacy of dedicated teach-

When accepting the Silver Shovel Award, Ma-

ing by providing broad-ranging support to

tovinovic demonstrated the grace and humanity

fellows at the U-M Medical School, not limited

that had endeared him to his students by urging

to any clinical specialty or subspecialty. She

those present to never forget that “truth, beauty

continues to make generous gifts to grow the

and justice, as an inseparable trinity, are eternal

Josip Matovinovic, M.D., Clinical Medicine Fel-

dimensions of the human mind. With intel-

lowship to support even more future fellows.

lectual truth, an insatiable need for beauty and

Born in a small village in Croatia, Matovi-

Josip Matovinovic

an obstinate conscience, man has acquired his

novic obtained his medical degree from the

erect stature of dignity, and without them he

University of Zagreb Medical School in 1939.

may disappear from this earth.” —WH
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as a young girl in toledo,
Ohio, Margaret Lee Bancroft’s musical
talents led her to become an accomplished pianist. But after graduation
from high school in 1938 and admission to the U-M, her studies took an
unexpected turn.
“It was thought I had some prospects in music, but I couldn’t see a
future in it,” she says. “I’d always been
interested in medicine and science.”
She graduated from the U-M in 1942
with a Bachelor of Science in zoology and a minor in chemistry. She
thought about medical school, but
World War II caused her instead
to work in the lab of bacteriologist
Reuben Kahn, helping to fine-tune
routine premarital blood tests.
It was during her U-M years that
Bancroft began dating a young man
who had graduated from the same Toledo high school. Ray Pittman earned
degrees in aeronautical and mechanical engineering from the U-M, and
the two married in the fall of 1942;
three children — Raymond B., Richard and Margaret — followed over the
next eight years. Their mother left her
job at the U-M to rear them. When
the children were old enough, she

Medicine at Michigan

Ray and Margaret
Pittman

contemplated returning to her career
in science, but instead became an
accountant at a local business. Three
generations of Pittmans, including
grandchildren, went on to earn 14
degrees at the U-M.
Ray Pittman became known as a
man determined to make cars safer to
drive. His contributions to automobile crash issues earned him a fellowship in the Alfred P. Sloan Program
at the Massachusetts Institute of
Technology and were instrumental
to automotive safety standards in the
U.S. and Europe. His career provided
opportunities for the Pittmans to
live for three years in Port Elizabeth,
South Africa, and another three
years in London before returning to
Michigan. Both Pittmans were passionate about education and over the
years helped many friends and family
members earn a university degree.
Ray Pittman retired in 1975, but
Margaret Pittman continued working
as a volunteer, supporting orchestras
and charities — which she’d done
throughout her marriage — and
became a licensed real estate agent.
While vacationing in Florida in 1996,
Ray Pittman suffered a heart attack

and died. Some time later, Margaret
Pittman married retired automotive
engineer Dick Hadley, whom she’d
met square dancing. They enjoyed
world travel together until Hadley’s
death in 2004.
After volunteering for Red Cross
blood drives for 25 years, Margaret
Pittman Hadley today keeps busy doing what she always has done: helping
others. Three times a week, she teaches an exercise class for people who use
walkers and wheelchairs. And three
times a week, she herself lifts weights
with a professional trainer. “I’m a great
believer in ‘If you don’t use it, you
lose it,’ ” she quips.
In 2007, Margaret Pittman Hadley’s
children and six grandchildren established an endowed scholarship fund
in their mother’s name to honor her
twin passions for medicine and education, and her generous, energetic
spirit. “It’s amazing,” she says — just as
her fulfilling, productive, adventurous life has been, with its unwavering
focus on helping others. The Margaret Pittman Hadley Scholarship, by
supporting bright, eager students of
medicine, will maintain that focus for
generations to come. —WH

courtesy of the pittman family

Passion for
Education,
Medicine —
and Michigan

Professorships Recently Inaugurated
A longtime

The Edward T. and Ellen K. Dryer

faculty member

Career Development Professorship

in the De-

in Ophthalmology and Visual Sci-

partment of

ences was established by the Dryer

Neurosurgery

Charitable Foundation to support the

was honored

work of junior faculty in the Depart-

August 25 with

ment of Ophthalmology and Visual

the inaugura-

Sciences. Edward Dryer was an in-

tion of the John E. McGillicuddy

ternational banking executive struck

Collegiate Professorship in Neu-

by blindness in the middle of his

rosurgery. The professorship was

career. He was let go by his employer,

established, in part, through a gift

but created his own opportunities

from the estate of the late Julian T.

for success. The first Dryer Profes-

“Buz” Hoff, M.D., and his wife, Diane

sor, installed during a September 16

S. Hoff — colleagues and friends of

ceremony, is Grant Comer, M.D. (Fel-

McGillicuddy. Professor of Neuro-

lowship 2007), assistant professor of

surgery, Otorhinolaryngology and

ophthalmology and visual sciences.

Radiology B. Gregory Thompson,
M.D., was installed as the first McGil-

The Cyrenus

licuddy Professor.

G. Darling
Sr., M.D., and

changing
lives.
saving
lives.
The end of cancer
begins with research.
Ask how you can help.
(734) 998-6893
Office of Development

The John

Cyrenus G.

A. Faulkner

Darling Jr.,

Collegiate

M.D., Profes-

Professorship

sorship in

in Physiology,

Surgery was

inaugurated

established by David P. Darling to

August 30,

honor his father and grandfather

was estab-

— both alumni of the U-M Medical

lished through a gift from John and

School — and is a continuation of a

Margaret Faulkner. It recognizes

nearly 130-year relationship between

the achievements of John Faulkner,

the Darling Family and the school in

Ph.D., who at 50 years of service

learning, teaching and philanthropy.

was the longest-serving active fac-

David Darling hopes the professor-

ulty member at the U-M prior to his

ship will keep the legacy and work of

retirement in June. Faulkner con-

Cyrenus Sr. (M.D. 1881) and Cyrenus

tributed much toward understand-

Jr. (M.D. 1925) alive for generations

ing the physiology of humans. The

to come. During a September 23

first Faulkner Professor is Ormond

ceremony, James A. Knol (M.D. 1974,

A. MacDougald, Ph.D., professor of

Residency 1980), associate profes-

molecular and integrative physiology

sor of surgery, was installed as the

and of internal medicine.

first Darling Professor. —KB
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Faculty honors & awards

Steven Bolling (M.D. 1979) re-

president-elect of the American Col-

Eve Kerr, M.D., has been selected to

ceived the Forest Dewey Dodrill Award

lege of Surgeons at the organization’s

participate in the Hedwig Van Amerin-

for Excellence from the American

annual business meeting October 6.

gen Executive Leadership in Academic

Heart Association for advancing the

In June, the ACS presented him with

Medicine Program for Women for her

organization’s mission to reduce dis-

the Jacobson Innovation Award, which

exceptional leadership experience and

ability and death due to heart disease

honors living surgeons who have been

academic accomplishments in health

and stroke. Bolling, a cardiac surgeon,

innovators of a new development

services research. She was nominated

is the Gayle Halperin Kahn Professor

or technique in any field of surgery.

by the Dean’s Office for her role as the

of Integrative Medicine and professor

Greenfield was recognized for his sem-

director of a Veteran Affairs Health

of surgery, and also directs the Mitral

inal contributions in the development

Services Research and Development

Valve Clinic and the Myocellular Biol-

of the Greenfield filter, an implantable

Center of Excellence in Ann Arbor, and

ogy Laboratory at the U-M.

device that helps prevent pulmonary

for her potential for assuming future

emboli in patients who are at high-risk

leadership positions at the U-M.

David Ginsburg, M.D., received the

for clotting. He is editor-in-chief of

Robert J. and Claire Pasarow Founda-

Surgery News, the monthly newspaper

Paul Lichter (M.D. 1964, Residency

tion 22nd annual Medical Research

of the ACS, and associate editor of the

1968), director of the U-M W.K. Kellogg

Award in Cardiovascular Disease.

ACS members-only Web portal.

Eye Center and chair of the Department

The award celebrates achievement,

of Ophthalmology and Visual Sciences,

creativity and distinction in research

Michael J. Imperiale, Ph.D., profes-

has been elected to a four-year term as

in cancer, cardiovascular disease

sor of microbiology and immunology,

president of Academia Ophthalmologica

and neuropsychiatry. Ginsburg is the

was among 78 microbiologists elected

Internationalis (AOI). Lichter, who also

James V. Neel Distinguished University

this year as fellows of the American

serves as the F. Bruce Fralick Professor

Professor of Internal Medicine and Hu-

Academy of Microbiology. Fellows are

of Ophthalmology, has been a mem-

man Genetics, the Warner-Lambert/

elected annually based on scientific

ber of the organization since 1991 and

Parke-Davis Professor of Medicine,

achievement and original contribu-

secretary-general since 2002. AOI was

and professor of pediatrics and com-

tions to the advancement of microbiol-

founded in 1975 and limits its member-

municable diseases.

ogy. Imperiale studies how DNA tumor

ship to 70 individuals worldwide.

viruses interact with the host cell,
Lazar J. Greenfield, M.D., profes-

particularly how they traffic within the

Vallerie McLaughlin, M.D. (Resi-

sor emeritus of surgery, was named

cell and how they assemble.

dency 1992), received the 2010 Award
(continued on p. 42)
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For John Schmidt, Teaching is a Passion

Along with physically
demanding activities like scuba diving
and snowboarding, John P. Schmidt
(M.D. 1998, Residency 2002) spends
a significant portion of his free time
watching movies. He figures he can
almost count it as part of one of his jobs,
that of clinical assistant professor of pediatrics and communicable diseases.
It’s worth listening to what Schmidt
has to say on the topic, considering that
he’s won the Senior Award, presented
annually to the junior faculty member
voted best teacher by the graduating
medical class, for five of the last six years.
He thinks one reason for his popularity
may be that he peppers his presentations
with pop culture references, and watching movies is a good way to keep up
with them.
“It’s a tough cross to bear,” he jokes, “but I’m willing to make that sacrifice for my students.”
After all, what would a pediatric toxicology lecture be without citing the portrayal of the action of nerve
agents in the Nicolas Cage movie “The Rock” as a mnemonic aid for remembering the effects of a particular
toxin? “It’s another way to lock it into their brain so they can remember it,” he says.
Schmidt, who also serves as assistant director of pediatric education, a pediatric hospitalist, and an internal medicine hospitalist, is typically self-effacing about his pedagogical success. He thinks that presenting
the comprehensive review of pediatrics for third-year medical students is a factor.
“I’m really lucky that with the review sessions, all the medical students go past me, and I think the vast
majority of very good teachers here just don’t have that exposure,” he says. “The deck might be stacked in
my favor.”
Schmidt’s passion for teaching is rooted in his affection for the U-M, where he has been since beginning the Inteflex program as a freshman in 1991, and his belief in the importance of pediatrics for all
physicians.
“One of the reasons I’ve stayed at University of Michigan as long as I have is it’s just been such a great
experience,” he says, “and I want to give something back to an institution and a group of people that have
been an important, formative part of my life.”
While he’s careful to tailor his teaching differently for future pediatricians and those who choose other
specializations, he believes it’s still critical for the latter.
“You’re going to become a parent, an aunt, an uncle, a neighbor of someone with kids, and people are
always going to approach you with questions about their children,” he says. “If I’m able to reach those students and impart some pediatric knowledge to them, it will make them a better parent, better aunt, better
uncle, in addition to making them more well-rounded physicians.” —JEFF MORTIMER
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of Excellence in Pulmonary Arterial

for breast cancer patients, radiation

Medical School professor emeritus of

Hypertension from the Pulmonary Hy-

therapy for breast cancer linked to

radiology.

pertension Association. She is a profes-

BRCA gene mutations, and radiation

sor of internal medicine and directs the

treatment following mastectomy.

U-M Pulmonary Hypertension Program,

1995), professor of surgery and of mo-

which seeks to better the lives of pa-

Allison B. Rosen, M.D., received

lecular and integrative physiology, and

tients who suffer from the rare, difficult-

the Outstanding Junior Investigator

chief of the Division of Gastrointesti-

to-treat condition characterized by high

Award from the Society of General

nal Surgery, has been elected to the

blood pressure in the lung.

Internal Medicine for her research on

Institute of Medicine of the National

measuring and improving the value of

Academies, one of the highest honors

Martin G. Myers Jr., M.D., Ph.D., re-

U.S. health care spending. The award

in the fields of health and medicine.

ceived the American Diabetes Associa-

recognizes early career achievements

Simeone, who also directs the U-M

tion’s Outstanding Scientific Achieve-

and an overall body of work that has

Multidisciplinary Pancreatic Cancer

ment Award in recognition of his work

made a national impact on generalist

Clinic, is among 65 members elected

which helped build the framework for

research. Rosen is assistant professor

this year, and will join more than 1,700

understanding how the fat hormone

of internal medicine in the Medical

IOM researchers in the medical sci-

leptin regulates metabolism. Myers

School and directs the U-M Center for

ences, health care and public health.

is the Marilyn H. Vincent Professor of

Value-Based Insurance Design in the

Diabetes Research, associate profes-

School of Public Health.

sor of internal medicine and associate
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Diane Simeone, M.D. (Residency

Robert Zucker, Ph.D., director of
the U-M Addiction Research Center

professor of molecular and integrative

Terry M. Silver, M.D. (Residency

and the Substance Abuse Section in

physiology.

1974), received the 2010 Distinguished

the Department of Psychiatry, received

Alumni Achievement Award from the

the Research Society on Alcoholism’s

Lori Pierce, M.D., professor of

Alumni Association of the College of

Distinguished Researcher Award

radiation oncology in the U-M Com-

Medicine, State University of New York

during the society’s national meet-

prehensive Cancer Center, was one

Downstate Medical Center. The award,

ing June 30. The award recognizes

of 11 physicians selected this year to

given annually, honors distinguished

Zucker’s research contributions to the

be a fellow in the American Society of

service to American medicine and

understanding of alcohol abuse and

Radiation Oncology. Pierce’s research

recognizes significant contributions to

alcoholism, and his leadership in the

focuses on breast-conserving therapy

the welfare of mankind. Silver is a U-M

field. —MF
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in print

By Linda A.W. Brakel, M.D.

tenaw County Bike Rides. University of

and Masahito Jimbo, M.D., Ph.D.,

(Residency 1980), adjunct clinical

Michigan Press, 2009.

associate professor of family medicine
and of urology: Primary Care: Clinics in

associate professor of psychiatry:
Unconscious Knowing and Other Es-

Edited by Cormac O. Maher, M.D., as-

Office Practice, volume 37, number 3

says in Psycho-Philosophical Analysis.

sistant professor of neurosurgery; Paul

of Primary Care Urology. Elsevier Inc.,

Oxford University Press, 2010; and

Klimo Jr., M.D.; and Edward R. Smith,

September 2010.

Philosophy, Psychoanalysis, and the

M.D.: Pediatric Vascular Neurosurgery,

A-Rational Mind. Oxford University

volume 21, number 3 of Neurosurgery

Edited by Jess G. Thoene, M.D.,

Press, 2009.

Clinics of North America. Elsevier Inc.,

emeritus professor of pediatrics

July 2010.

and communicable diseases: Small

By Michael I. Casher (M.D. 1976,

Molecule Therapy for Genetic Disease.

Residency 1981), assistant professor

By Alexander J. Ninfa, Ph.D., profes-

of psychiatry; and Joshua D. Bess
(M.D. 2004), instructor of psychiatry:

sor of biological chemistry; David
P. Ballou (Ph.D. 1971), professor of

By Jennifer S. Weizer, M.D., assis-

Manual of Inpatient Psychiatry. Cam-

biological chemistry; and Marilee

tant professor of ophthalmology and

bridge University Press, 2010.

Benore, Ph.D.: Fundamental Labora-

visual sciences; and Joshua D. Stein,

Cambridge University Press, 2010.

tory Approaches for Biochemistry and

M.D., assistant professor of ophthal-

By Joel D. Howell, M.D., Ph.D., pro-

Biotechnology, second edition. John

mology and visual sciences: Reader’s

fessor of internal medicine, of history,

Wiley & Sons Inc., 2010.

Digest Guide to Eye Care: Common Vision Problems from Dry Eye to Macular

of health management and policy, and
the Victor Vaughan Collegiate Profes-

Edited by Karl T. Rew, M.D., instruc-

Degeneration. Quantum Publishing

sor of the History of Medicine: Wash-

tor of family medicine and of urology;

Ltd., 2009. —RJ
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40s

Stefan S. Fajans (M.D.

Gold, M.D., the second edition of Clinical

1942, Residency 1949,

Eye Atlas, which will be published by

Fellowship 1951),

Oxford University Press in 2011. Lewis is

00s

Tammy Chang (M.D.
2007), Kelly Doran
(M.D. 2007) and Anita

renowned endo-

a professor of ophthalmology, medicine,

Vashi (M.D. 2006)

crinologist and

pediatrics and molecular and human ge-

are among 27

diabetes special-

netics at the Baylor College of Medicine

medical and

ist, was honored

Cullen Eye Institute in Houston, Texas.

surgical residents

with a lectureship

nationally who

U-M Division of

David E.
Schteingart, M.D.

Metabolism, En-

(Residency 1960,

docrinology & Diabetes. The inaugural

Fellowship 1962),

dation Clinical

lecture was held in March. Fajans is an

has retired as pro-

Scholars. In July

active professor emeritus in the division.

fessor of internal

2011 the scholars

medicine in the

will begin a two-

U-M Division of

year fellowship

in his name in the

50s

Ralph F. Knopf (M.D.

Metabolism, Endocrinology & Diabetes.

1954, Residency 1958,

He became a professor in 1974, and in

Fellowship 1962) retired

1993 founded the Millie Schembechler

Chang

2011 Robert Wood
Johnson Foun-

examining the deDoran

livery, impact and
organization of

from the U-M Divi-

Adrenal Cancer Program, which he

health care. Chang

sion of Metabo-

directed until four years ago. He will

will complete her

lism, Endocrinol-

remain an active professor emeritus.

fellowship at the

ogy & Diabetes

U-M, where she is

after 47 years. He

a chief resident in

joined the faculty
in 1962, and since
1996 has served

70s

Lawrence Corey (M.D.

the Department of

1971, Residency 1973)

Vashi

has been named

Family Medicine.
Doran and Vashi,

as an active professor emeritus of medi-

president and

emergency medicine residents at New

cine. Knopf helped establish the High

director of the

York University/Bellevue Hospital and

Risk Pregnancy Clinic at the U-M.

Fred Hutchinson

Mount Sinai School of Medicine, re-

Cancer Research

spectively, will train at the Yale Univer-

Center in Seattle,

sity School of Medicine.

60s
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have been named

Hossein Gharib (M.D.

effective January 1,

1966) received the

2011. He has head-

Lee Liou (M.D. 2003) will join the

Endocrine Society’s

ed the center’s

Swedish Neuroscience Institute in

Distinguished Physician Award in June.

infectious disease program since 1996,

Seattle, Washington, as an outpatient

The award recognizes contributions to

is principal investigator of the Hutchin-

clinician and hospitalist. Liou, who

and leadership in clinical endocrinology.

son Center-based HIV Vaccine Trials

specializes in general neurology and

Gharib is professor of medicine at the

Network, and is a member of the Epide-

neuromuscular disease, recently

Mayo Clinic College of Medicine.

miology Program in the Public Health

completed a fellowship in clinical

Sciences Division. Corey also holds a

neuromuscular/EMG and translational

Richard Alan Lewis (M.D. 1969, Residency

number of positions at the University of

research at the University of Washing-

1974) has co-authored with Daniel H.

Washington School of Medicine.

ton. —MF
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A Century-and-a-Half of Breakey M.D.s

“My dad tried to talk me out of going
into medicine,” says Barry Breakey (M.D. 1953). “He was
sure there was going to be socialized medicine and the
government would tell me what to do. But I was always
going to be a doctor.”
It’s a family affair. Breakey’s great-grandfather, William
F. Breakey, earned his M.D. from the U-M in 1859, only
nine years after the Medical School was established. Then
came his son, James F. Breakey (M.D. 1894); James’s son
and Barry’s father, Robert S. Breakey (M.D. 1924); Barry;
and Barry’s son, Robert A. Breakey (M.D. 1981).
That’s five consecutive generations of Breakeys who
have earned their medical degrees at the U-M.
William F. Breakey was an Army surgeon in the Civil
War, the school’s first lecturer in dermatology and syphilology, and advocated isolating the sick and disinfecting
bedding to curb the spread of smallpox when an epidemic broke out in Ann Arbor in 1888 while he was chairman
of the city’s Board of Health.
James F. Breakey served in the Spanish-American War
four years after earning his degree, returning to action in
France in World War I with his son, who went to medical school after his return. Robert S. was a urologist, as is
Barry, while Robert A. is a family physician in Ann Arbor.
Like his dad, Robert A. Breakey decided on a medical
career early in life. “I enjoyed my studies in science and
biology and think of myself as a ‘people person,’ so back
in seventh grade I decided to become a doctor,” he says.
“I also saw my dad enjoying his career.”
He says he chose family medicine because “I wanted
to focus on helping people maintain their health, and
I have always enjoyed the breadth of all that medicine
has to offer.” Enthusiasm for a wide range of pursuits is a
quality shared by both living Breakeys. Barry is an artist
whose paintings have been exhibited in a number of oneman shows, and a life master bridge player. Robert was
enrolled in the former U-M Inteflex program, whose students could earn their bachelor’s and medical degrees in
six years, but he took an extra year “to give me a chance
to study more of the offerings available in my undergrad

Barry and Robert A. Breakey

years, like art, French and philosophy, and to take a
spring-summer term off to bicycle around Europe.”
The Inteflex program was a far cry from the course of
study completed by Robert’s great-great-grandfather: two
years of lectures on medical subjects, with the second
year a repeat of the first. Each successive generation
of Breakeys faced a higher learning bar: James had to
complete a four-year curriculum, Robert S. had to do a
residency as well, and Barry did an internship in addition
to a residency. When LIFE magazine came to the Medical School to document the study of medicine in 1950,
Barry was part of the story.
Collectively, the Breakey physicians not only span
more than 150 years of what doctors are taught, but also
what they treat. William Breakey offered combined instruction in dermatology and syphilology because a skin
rash was often one of the first symptoms of syphilis. But,
says his great-great-grandson, “I haven’t seen a case of
syphilis in 25 years of practice.” —JEFF MORTIMER
More on the Web
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Hani Hennein, M.D. (Residency

Center in Traverse City, Michigan, and

1991), 52, of Elmhurst, Illinois, died July

formerly served as a flight officer in the
U.S. Army Air Corps.

W. Lloyd Berridge Jr. (M.D. 1955)

2, 2010. He was professor of cardio-

died December 9, 2009. He was 79.

thoracic surgery at the University of

After earning his medical degree and

Wisconsin School of Medicine and

John A. O’Sullivan (M.D. 1956) died

serving two years in the U.S. Navy, Ber-

Public Health.

July 23, 2010. He was 80. O’Sullivan

ridge became medical director for the
Chevrolet Division of General Motors

practiced obstetrics and gynecology for

Donald H. Huldin (M.D. 1959,

many years at St. Joseph Mercy Hospi-

and remained there for 30 years. Follow-

Residency 1963),

ing his retirement from GM, he became

77, died July 17,

a commander in the Navy until retiring

2010, at his home

Walter Z. Rundles Jr. (M.D. 1945,

again in 1991.

in East Lansing,

Residency 1951) died June 7, 2010, at

Michigan. He prac-

age 89. He served in the U.S. Navy dur-

Marian “Molly” Braumoeller (M.D.

ticed dermatol-

ing World War II. An ophthalmologist for

1960, Residency 1964) died July 20,

ogy in Jackson for

40 years in Flint, Michigan, Rundles was

2010. She was 76. Braumoeller prac-

seven years and

also a past president of the Genesee

tal in Ann Arbor.

ticed for 30 years at Kaiser Foundation

in Lansing for 27 years. He was a clinical

County Medical Society and the Michi-

Hospital in Walnut Creek, California.

professor at the Michigan State College

gan Medical Society.

of Human Medicine from 1971-97, and

Erwin Clahassey (M.D. 1944), 93, died

was active with the Ingham County

Bernice Cohen Sachs (M.D. 1942),

July 19, 2010. He served as a physician with

Medical Society.

91, died August 21, 2010. She practiced

the U.S. Navy during World War II, then
completed ophthalmology residencies in

psychiatry and psychosomatic medicine

Harry M. McCormick (M.D. 1946)
died July 16, 2010,

Washington, for 48 years. Sachs served

Madison. He practiced in Grand Rapids,

at 87, of cancer.

as president of several local and national

Michigan, for more than 40 years.

He served as a

medical organizations, and was the first

physician in the

woman president of the Academy of

Robert P. DeClark (M.D. 1964) died Au-

U.S. Navy in Korea,

Psychosomatic Medicine.

gust 18, 2010. He was 71. DeClark served

then completed

as a radiologist at the Medical X-Ray

his residency train-

Almon “Al” Schut (M.D. 1956), 82,

Center in Sioux Falls, Iowa, for 36 years.

ing and served

died June 25, 2010. He served two

as assistant professor of pathology at

years in the U.S. Army, earned his

the University of Pennsylvania. During

medical degree, then completed a resi-

died June 7, 2010,

his career, McCormick was a pathology

dency in ophthalmology at the Indiana

at age 89. Figley

lab director at hospitals in Pennsylva-

University School of Medicine. In 1960

left his position as

nia, Michigan and Wyoming, and after

he joined the staff of Bronson Method-

associate profes-

becoming certified in treating addiction

ist Hospital in Kalamazoo, Michigan,

sor of radiology at

worked in Wisconsin and Ohio.

and founded Kalamazoo Ophthalmol-

Melvin Figley, M.D. (Residency 1951),

ogy with colleagues in 1972. During his

the U-M in 1958 to
join the University

Stanley L. Michael (M.D. 1955), 87,

career, Schut conducted research with

died June 30,

the Upjohn Company, taught at West-

where he remained until retiring as

2010. A family

ern Michigan University and worked

emeritus professor of radiology and

medicine special-

with the Rehabilitation Center for the

medicine in 1986. A founder of modern

ist, he was an

Blind. He retired in 2004.

angiography, he helped develop cardiac

honorary staff and

catheterization and was an expert in

board member at

Seymour Taffet (M.D. 1943) of

pulmonary radiology.

Munson Medical

Naples, Florida, died August 2, 2010, at

of Washington,
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Chicago and at the University of Wisconsin,
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age 91. He was a battlefield surgeon in

Michael A. Wainstock, M.D., died

years to create the Herbert S. and Carol

Europe during World War II, and received

August 3, 2010.

L. Amster Lupus Research Fund at the

the Silver Star for bravery in action.

He was 94. A

University of Michigan; donations to the

Taffet practiced family medicine in

pioneer in the use

fund may be sent to 301 E. Liberty, Suite

Bloomfield, New Jersey, for 40 years. He

of ultrasound tech-

400, Ann Arbor, MI 48104.

was on the staff of East Orange General

nology, Wainstock

Hospital and headed the Department of

led the ultrasound

Family Medicine at Mountainside Hospi-

unit within the

2010, at age 88.

tal before retiring in 1986.

U-M Department

Mardigian and her

of Ophthalmology and Visual Sciences

husband, Edward,

Helen Mardigian died August 4,

William M. Tappan (M.D. 1945, Resi-

for nearly 25 years. In 1955, he designed

who died in 1993,

dency 1952) died May 6, 2010. He was

an instrument, eventually called an

were deeply

90. A veteran of the U.S. Army Medical

ultrasonic guided gamma probe, which

involved in the

Corps, Tappan served in Italy near the

non-invasively detects malignant tu-

Armenian Church

end of World War II. He was a gen-

mors in the eye. Wainstock was the first

eral surgeon in Reno, and was named

to devise a specialized silicone contact

southeast Michigan and abroad, and sup-

Distinguished Physician of the Year by

lens that, combined with ultrasound

ported construction and maintenance of

the Nevada State Medical Association

and X-ray, allowed pinpoint localization

churches, museums, hospitals, universi-

in 1996.

of foreign bodies near the whites of the

ties and community institutions. Within

eyes, eliminating X-ray inaccuracies in

the U-M, the couple’s generosity ex-

that area. Through a bequest, he estab-

tended to the Armenian Research Center

lished the Michael A. Wainstock Col-

at the UM-Dearborn, the Comprehensive

Faculty

and community in

legiate Professorship in Ophthalmology

Cancer Center and Geriatrics Center, and

William J. Oliver (M.D. 1948, Resi-

and Visual Sciences in the W.K. Kellogg

cardiovascular medicine.

dency 1953) died May 11, 2010. He was

Eye Center; contributions to the profes-

85. Oliver served with the U.S. Navy

sorship may be sent to 301 E. Liberty,

during the Korean War, then returned

Suite 400, Ann Arbor, MI, 48104.

Angela Dobson Welch, 84, died
from complica-

to the U-M, completed a residency in

tions related to

pediatrics, and joined the faculty. He be-

cancer on June

came a professor at age 40, and shortly

Friends

26, 2010. A lifelong

thereafter, in 1967, was named chair of
the pediatrics department. Under his

resident of Ann

Herbert Amster died October 13,

Arbor, she was

leadership, the subspecialties of pediat-

2010. He was 75.

active in several

ric surgery and neonatology were added

A graduate of the

area organizations

to the department. Oliver was one of the

Massachusetts In-

including the Ann Arbor Art Associa-

first pediatric nephrologists in the na-

stitute of Technol-

tion, Planned Parenthood, Salvation

tion and participated in the first kidney

ogy, Amster was

Army, the Huron Valley Child Guidance

transplant in Michigan. He traveled the

a successful local

Clinic and the Washtenaw Historical

world as a visiting professor, and accom-

businessman and

Society. Inspired by two of her broth-

panied U-M geneticist James V. Neel and

entrepreneur, and

ers who struggled with and eventually

anthropologist Napoleon Chagnon on

co-founder of the Ann Arbor technol-

succumbed to Alzheimer’s disease,

six excursions to the Amazon to study

ogy firm Irwin Magnetic Systems, which

Welch and her husband established the

the primitive Yanomami Indians. Dona-

specialized in computer backup systems.

Angela Dobson Welch and Lyndon Welch

tions in his memory may be made to the

In 1987 he was named Michigan Indus-

Endowed Research Fund in the Medical

William J. Oliver, M.D., Fund at C.S. Mott

trialist of the Year. Amster struggled with

School Department of Neurology, with

Children’s Hospital, 301 E. Liberty, Suite

lupus, a painful autoimmune disease, and

plans to augment the fund to include a

400, Ann Arbor, MI 48104.

his experience led him and his wife of 54

professorship. —MF
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learning medicine at Michigan today

Providing a Port in the Storm
Prachi Agarwala, M.D., from New

Brighton, Minnesota, earned her medical degree from Saint Louis University
School of Medicine, completed her
residency at Michigan and is now in her
second year as a Child and Adolescent
Psychiatry Fellow. Support from the
Edwin and Mary Meader Memorial Fund
for Depression and Related Disorders
in Children and Adolescents allows fellows to gain practical experience treating children in Michigan communities,
especially underserved areas. Agarwala
works each week at the Corner Health
Clinic in Ypsilanti.
Interview by Whitley Hill
Photo by J. Adrian Wylie

“

Working with adults,
I always wondered what happened when
they were 5 or 10 years old to lead them
down this path. Now, working with kids
and teenagers, I’m attempting to treat the
problem when it first starts. The clinic is
kind of a port in the storm for many adolescents, the one place where they can come
in and drop all their problems. There’s
somebody here they can talk to, no matter
what it’s about.
“A lot of our patients are from poor families with a lot of abuse and neglect, and bad
experiences with the health care system. I
have one chance to get them to trust me —
and get them to come back.

”

—Prachi Agarwala
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