Dear Alumni/ae and Friends:
This issue of Medicine at Michigan highlights the wonderfully collaborative work
behind the University of Michigan
Depression Center, the first comprehensive center in the nation devoted to
depression treatment, research and education. A team of more than 100 physicians,
scientists, psychologists, social workers,
nurses and staff are working together to, as
the Center’s Executive Director John
Greden puts it, “stop this illness in its
tracks” for the 18 million Americans afflicted by it every year.
The Center is exciting — and will be successful — especially
because of the broad base of expertise brought cooperatively to
bear on this complex illness. It is a multidisciplinary approach
that very much represents the dynamic interchange that is
medicine in the 21st century, and it is a fundamental part of
Michigan’s culture.
Disease of any kind does not develop in isolation. Always there
are emotional components, family and other health issues, and
sometimes, in the case of diseases like depression, social stigmas that further complicate
and impede patient care and
can even affect levels of
research funding available to
explore causes and treatments. A concerted effort on
multiple fronts — the comprehensive approach inherent in the center concept —
is proving to be the most effective way to successfully treat such
patients, to educate students and physicians, and to make the
most rapid and significant advances in medical research.

older adults, is comprised of more than 100 faculty members
representing the Medical School, School of Nursing, School of
Social Work, Institute of Gerontology, School of Public Health,
School of Dentistry, Institute for Social Research, College of
Engineering, and the College of Literature, Science and the Arts.
From the Center for Organogenesis, which focuses on the basic
mechanisms of tissue and organ formation to create artificial
organs, stem cell therapies and improved organ transplantation
systems, to the Center for Biologic Nanotechnology, whose
multidisciplinary team applies the technology behind supersmall devices based upon molecular entities to solve medical
and other biological problems, scientists across the campus are
working together from diverse and disparate backgrounds in a
tremendous convergence of knowledge, ideas and possibilities.
Building the structures that nurture collaboration is a high priority. Goals include facilities for the Depression Center and a
new Cardiovascular Center, as well as expansion of the Kellogg
Eye Center and a new children’s and women’s hospital, itself a
marvelous example of multidisciplinary efforts from every
corner of the Health System.
Collaboration is not just the purview of centers and institutes,
but rather a growing sensibility
University-wide and within the field
of scientific endeavor itself. The new
$220 million Biomedical Sciences
Research Building, scheduled for
completion in 2005, will be configured in ways that will foster multidisciplinary cooperation and contribute to an accelerated program of visionary research and
training. The University’s $96 million Life Sciences Institute
will likewise be based on the concept of bringing together isolated disciplines into an exciting, synergistic collaboration
where new ideas can be born and tested, with potentially profound impact on medical science and clinical care.

“It is an exciting time,
this period of walls
coming down...”

Within the University of Michigan Health System, there are
more than 30 interdisciplinary centers, programs, departments
and institutes, each working to pool expertise to achieve the
highest standards of patient care, prevention and research
activities, and effective community outreach programs.
Since 1955, Michigan’s nationally and internationally recognized Mental Health Research Institute has brought together
scientists who are active in both basic and applied studies of the
brain and behavior to work collectively on a broad program of
basic research into the etiology and treatment of mental illness.
MHRI researchers come from a range of departments, including Psychiatry, Biochemistry, Pharmacology, Psychology,
Genetics, Internal Medicine/Neurology and Radiology.
The U-M Comprehensive Cancer Center, established in 1986
and designated a “comprehensive” center by the National
Cancer Institute, has more than 200 cancer clinicians and
researchers working together in multidisciplinary teams to
rapidly bring new discoveries to more than 25 cancer care clinics in the Health System. The Geriatrics Center, also created in
1986 and seeking to increase the span of healthy, active life for

This is how we will make the truly important advances. This is
how we’ll find the cures and treatments of tomorrow.
Collaboration is key not just to medical research, but also to
optimal functioning of the entire extraordinary enterprise the
U-M Health System represents.
It is an exciting time, this period of walls coming down,
boundaries being overcome, and groups of highly talented
individuals working together. Our power comes from functioning as one integrated Health System and, in the larger context, as one diverse but united University. Through collaboration, our potential is truly unlimited.
Sincerely,

Allen S. Lichter, M.D.
Dean
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House Officers, Then

I have been reading the Winter 2002 issue of
Medicine at Michigan. My attention was drawn to
“One of those awful policies...” on page 50, part of
the “The Residency Years, Then and Now” article,
which states that African-Americans were not
admitted to the U-M residency program until 1965.
I believe the statement overlooks an exception.

I graduated from the U-M Medical
School in 1941. After a year of
internship at University Hospital, I
spent four years on active duty in the
U.S. Navy as a medical officer during
World War II. When I returned to
The Residency Years,
Ann Arbor in 1946 to start my residency in surgery under Fred Coller, I
found one of my fellow residents to
be Martin Sutler [M.D. 1941], an
African-American. As well as I can recall, he completed his residency about 1950 and went to
Cleveland to open a surgical practice. I do not know
where he served his internship.

and

Then Now

Incidentally, a Medical School classmate of mine,
Ruth Moyer [M.D. 1941, Residency 1943], was the
first woman to be accepted for an orthopedic surgery residency at University Hospital. I think Dr.
Carl Badgley [M.D. 1919] came to feel eventually
that he made a wise decision. He had declared previously that he would never accept a woman.
Wayne H. Stewart
(M.D. 1941, Residency 1947)
Vero Beach, Florida
________
The Winter 2002 issue of Medicine at Michigan states
that “The first black resident was admitted to the
program in 1965.” This, in fact, is not true.
Charles Thurston, M.D. (Residency 1966) was a
black physician admitted to the U-M Dermatology
Department residency program, directed by Arthur
Curtis, M.D., in 1963. At the time Charles was a captain in the U.S. Air Force. He completed his dermatology residency and was regarded as one of the program’s best and well-liked residents. Charles continued his career as a dermatologist in the Air Force,

retiring as a colonel. He then established a very successful private practice of dermatology in San
Antonio, Texas, from which he recently retired.
Harold (Jerry) Richards
(M.D. 1962, Residency 1966)
La Jolla, California

The Legacy of Udo Wile
I submit the following information about Udo J.
Wile, M.D., in the interest of presenting a fuller picture of his career at the University of Michigan
Medical School.
Udo J. Wile was appointed professor of dermatology
and syphilology in 1912 and served as chairman of
the department until his retirement in 1947. He
remained interested in dermatology and syphilology
until his death in 1982.
Wile was the author of at least 145
publications. He volunteered and
served in both World War I and
World War II. He was the commander of a U.S. Army hospital in Liverpool, England, in
1917-18. During the Second
World War he was a commissioned officer of the U.S. Public
Health Service. In that role, he
supervised the creation and monitoring of sixty-two Rapid Treatment
Centers for the care of military patients with sexually
transmitted diseases.
During his tenure as the chair of the Department of
Dermatology and Syphilology, Wile trained over 50
dermatologists, many of whom went on to important careers as chairs of departments of dermatology. After 1962, “syphilology” was dropped from the
names of departments, the American Board of
Dermatology and the Archives of Dermatology.
Wile was honored during the Medical School’s
sesquicentennial celebration by being named to the
Hall of Honor at the Towsley Center, which distinguishes the 100 most important medical educators
in the history of the School.
However, there is an ethical cloud over the head of
Udo Wile. On September 23, 1913, he reported in
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the Journal of the American Medical Association
about an experiment carried out at Pontiac State
Hospital for patients with mental diseases. After
consultation with the superintendent of the
Hospital, Wile, utilizing a dental drill to access the
brain through the cranium, extracted brain tissue
from living patients with general paresis and was
able to demonstrate the spirochete of syphilis by the
use of a darkfield microscope. This was an important discovery since at this time some syphilologists
believed there were different strains of spirochetes
infecting different parts of the body.
In 1916, Wile reported in the Journal of Experimental
Medicine about an additional study in which he
again took brain tissue from living general paresis
patients at Pontiac State Hospital. He injected the
material into rabbits and produced syphilis in these
animals to prove that only one strain of spirochete was
present and able to pass the infection from general
paresis patients to others.

nocere; first, do no harm. Wile used defenseless
patients and put them in harm’s way. If he had accidentally struck an arterial blood vessel while drilling
into the heads of these patients, he could have had to
deal with a life threatening complication — hemorrhage from a major artery. He was a dermatologist/
syphilologist, not a neurosurgeon. In addition, while
the concept of freely given informed consent had not
been codified in 1916, the Prussian parliament in
1898 took the position that consent of the subject
was essential in all human experimentation.
Is it reasonable, in view of his unethical experiments,
even by 1916 standards, to honor Udo Wile with a
plaque and picture and a memorial lectureship in his
name?
Michael J. Franzblau
(M.D. 1952)
San Francisco, California
________

There was significant negaWile was honored during the
tive reaction to the two
The ethical conduct of
Medical School’s sesquicentennial research is the critical
studies of Udo Wile, both in
the general public and in
celebration by being named to the foundation of academic
the scientific community. Hall of Honor at the Towsley Center, medicine and one that we
The antivivisectionists initiat Michigan believe in
which distinguishes the 100 most
ated a campaign which
unconditionally. We would,
important medical educators in the however, like to address
included newspaper editorials very critical of Wile.
some of the cogent historihistory of the School.
At the same time, the negacal issues Dr. Franzblau has
tive reaction in the scientific community was mani- raised about the research conducted by Professor Udo
fested by letters to the editor of JAMA from such Wile at Michigan in 1916.
prominent physicians as William Keen, a
Philadelphia surgeon, and Walter Bradford Cannon Susan Lederer, in her article in the Bulletin of the
of Harvard Medical School. Both physicians criti- History of Medicine (1984; 58:380-387) and in her
cized Wile in print and in private letters to him. They monograph on the subject of human experimentation
were concerned that Wile’s experiments were giving in the decades before World War II (Subjected to
aid to the antivivisectionists’ campaign to stop all Science, Johns Hopkins Press, 1995), clearly delineates
human and animal research. During the period of — rather than condemns — just how complicated it is
controversy, Wile was defended by Victor Vaughan, to judge past researchers’ conduct using 21st century
the dean of the Medical School. Wile was quoted medical standards. As she notes: “[the Wile affair] illuwhen asked by a reporter, “You may quote me as minates the dilemma that they [early 20th century
having absolutely no interest in the matter, whatever medical scientists] faced in reconciling their personal
people may wish to think regarding my experiment.” views of the ethics of experimenting on human beings
with their commitments to continued medical progress.”
Wile’s experiments violated the code of medical con- The biggest problems emerging from Udo Wile’s
duct then in force, the AMA Code of Medical Ethics research on syphilis, using brain tissue extracted from
of 1847, which was derived from the Hippocratic insane, tertiary syphilitics at the Pontiac General
Oath and had as its basic premise, primum non Hospital, was that he did not obtain informed ➤
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was away in China at the time of its acceptance, and
his assistant editor, Henry James Jr., was somewhat
obtuse in accepting any responsibility as well. The editor of JAMA, Morris Fishbein, had no formal declaration of contrition but did publish editorials by Keen
and Cannon discussing the rights and wrongs of
human experimentation. To make matters more complex, Wile’s own dean at Michigan, the eminent Victor
Vaughan, dismissed the affair as one of philosophical
These experiments remind us, however, that safedifferences only rather than one of the protection of
guards on human subjects research were quite different
human beings “subjected to science.” In a letter to
circa 1916 from those of today. In fact, there existed no
W.W. Keen, Vaughan argued: “To me the only point is
institutional review boards, per se, nor did major meda question of an individual’s ethics, whether or not an
ical associations, such as
operation should be done
the American Medical
upon an insane person
It
is
critical
for
early
21st
century
Association, have clear
incapable of giving conguidelines of what could observers to remember that by 1916
sent.”
and could not be done in standards, Wile’s work was objectionthe laboratory with either able research to many, but not to all, We get into even murkier
water when we consider
animal or human subjects.
As Lederer notes in her medical scientists. And as distasteful just how common it was to
as it is to us all today, calling it
conduct experiments well
Bulletin of the History of
Medicine article, “human unethical is a modern day conclusion, into the 1950s in this
country on individuals
experimentation remained
not an historical one.
who were disabled, insane,
a matter of institutional
mentally retarded, or convicts. The celebrated Jonas
policy and individual preference.” This is hardly a
Salk conducted his first field trial of the inactivated
blanket excuse, and a lack of policy led to disasters like
polio vaccine (before the famous 1954-55 field trials
the Tuskegee Syphilis studies and several other expericonducted by Thomas Francis here at Michigan) on
mental studies no researcher would contemplate today.
“crippled” boys living at the Watson Boys Home outAs Lederer shows quite elegantly, in 1916 the medical
side of Pittsburgh. Similarly, Saul Krugman and othcommunity was rather divided as to how to respond to
ers tested their Hepatitis A vaccine on retarded boys at
the Wile studies themselves. Leading medical statesthe Willowbrook Home during the late 1950s and
men such as W.W. Keen and Walter B. Cannon wantearly 1960s. This is hardly a conclusive list; we merely
ed to condemn Wile’s work but also feared setting back
bring these famous examples to show how common the
medical research progress by giving ammunition to the
practice was.
rather vociferous antivivisection lobby that existed
What should we do about removing Udo Wile’s name
during the early decades of the 20th century. Other scifrom our Hall of Honor? In doing so, should we not
entists of the day felt Wile was justified in the methods
also remove Victor Vaughan from the same wall, not to
he chose to employ. Hence, it is critical for early 21st
mention from the building that bears his name, and
century observers to remember that by 1916 standards,
the medical student historical society or the two proWile’s work was objectionable research to many, but
fessorships that bear his name? Should we ask JAMA
not to all, medical scientists. And as distasteful as it is
to retract the cover of the February 16, 2000, issue
to us all today, calling it unethical is a modern day
which bears Vaughan’s portrait? Wile’s collaborator on
conclusion, not an historical one.
one of the syphilis studies was a young Paul DeKruif,
How, too, should we consider with hindsight the
a Michigan graduate and later a best-selling author.
responsibilities of the editors who published Wile’s
We have at Michigan a medical student writing award
work in the Journal of Experimental Medicine and
and a professorship named in DeKruif ’s honor — this,
Journal of the American Medical Association? Simon
too, might need to be revised. We mention these issues
Flexner, editor of the Journal of Experimental
Medicine, denied even accepting the paper, stating he
consent nor did the trephining procedure help in the
diagnosis or treatment of these individuals. Indeed,
Wile’s sole justification was that the information he
might gather could be used to help future patients —
especially by proving that tertiary syphilitics had living
treponemes in their brains and were capable of transmitting syphilis to another, something that was not
fully understood and accepted at the time.
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only to highlight the complexity of knowing where condemnation of Wile’s research should begin and end.
All of these issues were, in fact, carefully discussed by
the Medical Center Alumni Society’s Committee of
Nominations for the Hall of Honor on March 21,
2002. The committee also consulted several medical
historians, ethicists and the original publications by
Udo Wile during its deliberations.
Although one member of the Committee could not
attend the meeting and abstained in advance, the
other four members present voted unanimously to
retain the Udo Wile plaque as part of the Hall of
Honor. Among their reasons included the facts that the
standards of human experimentation in the U.S. during
this period were markedly different from those practiced
today and that no subject was injured during Wile’s
studies. More pragmatically, the Committee noted that
Wile was honored for his general contributions to medicine and, more specifically, for being professor and chair
of Dermatology at Michigan for several decades.
The Nominations Committee’s report was then presented, the following day, to the Medical Center
Alumni Society’s board of directors. The board voted
unanimously to accept the recommendations of the
Nominations Committee to retain the Wile plaque.
We are deeply indebted to Dr. Franzblau for reminding us of this chapter of Michigan medical history.
Over the past several months he has inspired thoughtful discussions and lectures on the ethical conduct of
human experimentation for our students, residents
and faculty. He has served as an active and caring
member of our University’s alumni community by
reminding us that the idea of an institution of higher
learning is to tackle tough subjects and shed light on
them even if they make us uncomfortable. Dr.
Franzblau’s contribution to this ongoing dialogue has
been invaluable, and we hope he agrees that we have
reached a reasonable conclusion to a carefully considered problem.
We are proud that our Medical School has taken a
national leadership role in studying the historical and
ethical implications of human experimentation
through the activities of its Historical Center for the
Health Sciences, the Bioethics Program, and the
Program in Medicine and Society. Most important, as
we enter the 21st century, we are engaged in a major
effort to expand our Institutional Review Board
process so that four review boards (and more than 60

faculty members) are examining each and every
experimental protocol conducted here at the
University of Michigan in order to uphold the more
rigorous – and enlightened – standards of today.
Allen S. Lichter (M.D. 1972)
Dean of the Medical School
Howard Markel (M.D. 1986), Ph.D.
Director, Historical Center for the Health Sciences
George E. Wantz Professor of the History of
Medicine
George Morley (M.D. 1949, Residency 1952)
Chair, MCAS Hall of Honor Committee on
Nominations
________
The decision of the MCAS board was communicated to
Michael Franzblau on April 26, regarding which he
concludes:
It is my feeling that I have been given ample opportunity to present my concerns about Dr. Wile to significant members of the Medical School’s community. While I was disappointed by the decision
reached by the MCAS Committee on Nominations
for the Medical Center Hall of Honor, I had my “day
in court.”
I accept the decision of the Committee and consider
the matter closed.
Your commitment to ethical conduct at the Medical
School by the creation of as many Institutional
Review Boards as necessary to accomplish the ongoing responsibility for research, both scientific and
therapeutic, is to be commended.
My medical class will celebrate 50 years since graduation this year. I am proud to be an alumnus of the
University of Michigan Medical School, and your
treatment of my concerns plays a very large role in
that pride.
Michael J. Franzblau

Medicine at Michigan welcomes your letters and comments.
Please send them to Richard Krupinski, Editor, Medicine at
Michigan, Office of Medical Development and Alumni
Relations, 301 E. Liberty, Suite 300, Ann Arbor, MI 48104-2251,
e-mail address: rkrup@umich.edu, or fax them to (734) 998-7268.
MM may edit letters for clarity and length.
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Above the Huron
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The
Self-Healing
Brain? U

“There is some cue in
common that activates
neural development and
growth.” —Jack Parent
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niversity of Michigan neurologist Jack M. Parent, M.D., is
fascinated by how primitive neural
cells called neuroblasts respond to
acute brain injuries. In a series of
experiments with laboratory rats,
Parent found that neuroblasts
multiply and form neural chains
that move across the brain to the
injury site in an attempt to form
new neurons. Understanding how
this self-repair mechanism works
could someday help physicians
reduce brain damage from strokes
or neurodegenerative diseases.
“There is some cue in common
that activates neural development and growth. We don’t know
what it is, but we are looking for
candidate molecules — growth
factors or neurotrophic factors
— that stimulate the proliferation and migration of precursor
cells,” says Parent, an assistant
professor of neurology in the U-M
Medical School.

Until recently, scientists believed
the mammalian adult central
nervous system — the brain and
spinal cord — was incapable of
generating new neurons from
adult stem cells, a process known
as neurogenesis. But now scientists know that precursor cells in
a part of the brain called the subventricular zone or SVZ continue
to produce new neurons throughout life for the brain’s olfactory
bulb, which processes scent.
Another area of the brain called
the dentate gyrus also generates
neuroblasts, which form neurons
in the hippocampus — the section
of the brain involved in learning,
memory and regulating emotions.
“Many other sites in the brain’s
cortex contain neural progenitor
cells, but they never develop into
neurons,” Parent adds.
Parent cautions that, while his
results are intriguing, many years
of research at the molecular level
and in animals will be necessary
before human clinical trials could
even be considered. “It’s not
enough to stimulate the development of neuroblasts in human

brains and hope they do what you
want them to do,” Parent says.
“There can be harmful consequences.”
Parent’s research is supported by
the National Institute for Neurological Disorders and Stroke of
the National Institutes of Health
and the Parents Against Childhood Epilepsy Foundation. His
research collaborators include
Daniel Lowenstein, M.D., from
Harvard Medical School and
Donna Ferriero, M.D., and Zinaida
Vexler, Ph.D., of the University of
California-San Francisco Medical
School.
—SFP

Read the complete story at:
www.med.umich.edu/opm/
newspage/2002/neuralstem.htm
See Parent’s home page at:
www.med.umich.edu/neuro/
parent.htm
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RhoC: Early Warning Sign for
Aggressive Breast Cancer?
Photo: Marcia Ledford

E

Celina Kleer, Sofia Merajver and
Kenneth van Golen

Kleer and her U-M colleagues — including
Sofia Merajver (M.D. 1987, Residency
1993), Ph.D., associate professor of internal medicine, and Kenneth van Golen,
Ph.D., assistant professor of internal medicine — designed the study to find out how
much RhoC was produced in different kinds
of breast cancer cells compared with normal
breast cells.
hoC, a protein found in breast tumors, could someday help doctors and patients spot potentially
metastatic breast cancer before it begins to
spread. A test to detect the protein is still more than a year
away from clinical trials. But research at the U-M’s
Comprehensive Cancer Center shows that RhoC could be a
marker for breast tumors that are most likely to spread or
metastasize — identifying them when they are less than
one centimeter in diameter.

R

U-M scientists developed the
test based on their prior
research on the RhoC gene.
They evaluated its effectiveness as a cancer marker in
182 tissue samples from 164
patients whose breasts had
been biopsied at U-M, as well as information about
whether they had cancer or benign breast disease like
fibrocystic changes.

“We found RhoC only in invasive cancers,
and almost always correlated with the presence of metastases. Very few non-metastatic cancers contained high levels
of RhoC,” Kleer says. “The level of RhoC expression also
increased as the stage of the breast cancer increased,
which is another confirmation that it’s a marker of more
aggressive cancer. We had enough samples from invasive
metastatic cancers of less than one centimeter in size to
show that RhoC is highly specific for those tumors, but
we’d like to look at more samples to be sure.”
Kleer, Merajver, van Golen
and their colleagues are
preparing to examine more
breast tissue samples for the
presence of RhoC, to see if
their initial results hold up.
The team also is planning
clinical studies to test the predictive power of RhoC.

“We hope RhoC will help identify
early-stage cancer that could
be vulnerable to aggressive
treatment.” –Celina Kleer

The RhoC test detected invasive cancer with the potential
to metastasize with 88 percent specificity, and with 92 percent specificity for tiny tumors that had already metastasized. In contrast, samples of normal breast tissue, benign
breast cysts, or non-invasive breast cancer contained little
RhoC. U-M scientists presented their results at an April
meeting of the American Association for Cancer Research.
“RhoC is a very promising marker for small, but invasive
breast cancers, which are hard to identify,” says Celina
Kleer, M.D. (Residency 1999), an assistant professor of
pathology in the U-M Medical School who specializes in
breast cancer. “While more research is needed before clinical testing can begin, we hope RhoC will help identify
early-stage cancer that could be vulnerable to aggressive
treatment.”

The study was funded by the National Institutes of Health,
the Department of Defense’s breast cancer research program, and a grant from the John and Suzanne Munn
Endowment at the U-M Comprehensive Cancer Center.
Additional collaborators on the study were Zhi-Fen Wu,
M.D., and Yanhong Zhang, Ph.D., U-M research associates;
and Mark Rubin, M.D., an associate professor of pathology
and urology in the Medical School.
—KG
Read the complete story at:
www.med.umich.edu/opm/newspage/2002/
breastcancer.htm
For more information on RhoC:
www.cancer.med.umich.edu/news/genenews.htm
For more information on breast cancer:
www.cancer.med.umich.edu/learn/breastinfo.htm
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The
Duvernoy
Dynasty
At Michigan, medicine is a family affair

W

hen Claire Sibylle Duvernoy (M.D. 1990, Residency 1993) was a
little girl, someone made the mistake of giving her a nurse’s outfit, while her brother, Christian, received a white coat and toy stethoscope. The future physician was not amused. “My mother says I
stamped my foot and said: ‘No! I’m going to be a doctor, too!’”
It’s not surprising that Claire Duvernoy grew up wanting to be a physician. Her father, Wolf Duvernoy, M.D., was chief of cardiology at
Detroit’s Providence Hospital with a thriving private practice. Claire
often accompanied her father on weekend rounds at the hospital. She
learned to read EKGs by practicing on the family dog. And for vacations,
the entire family went to cardiology meetings.
Today, Wolf and Claire Duvernoy have more than a close family relationship. They are the only father-daughter physicians in the U-M Medical
School. She is an assistant professor of internal medicine-cardiology
who specializes in interventional cardiology, conducts research on cardiovascular disease in women, and directs the Cardiac Catheterization Lab
at the VA Ann Arbor Healthcare System. He is a clinical professor of
medicine who teaches house officers and treats patients at outpatient
clinics in the U-M Health System.
“Wolf Duvernoy is the kind of cardiologist I would want were I to be a
patient, and the kind of role model I aspire to be as a cardiologist,” says
Kim A. Eagle, M.D. — the Albion Walter Hewlett Professor of Internal
Medicine and chief of clinical cardiology in the U-M Health System —
who two years ago recruited Duvernoy to join the faculty — and his
daughter, a faculty member since 1998.
If a “doctor gene” exists, scientists will find it in the Duvernoy family
genome. The first Dr. Duvernoy on record moved to Germany from
Wolf and Claire Duvernoy

U-M Medical School:
No. 8 and Climbing!

T

he University of Michigan Medical School
is one of the 10 best research-oriented
medical schools in the country, according to
the annual “Best Graduate Schools” rankings
released April 5 by U.S. News & World Report.

drug/alcohol abuse (10), family medicine (10),
geriatrics (6), internal medicine (8), and women’s
health (6). This is the first year the Medical
School has placed in the top 10 in the areas of
drug/alcohol abuse and women’s health.

The U-M Medical School is now ranked eighth
among the nation’s 125 accredited medical
schools, an increase from last year’s ninthplace finish. Only one other medical school
affiliated with a public university — the
University of California-San Francisco —
placed higher.

Among separate rankings of primary careoriented medical and osteopathic schools, the
U-M ranked 14th, up significantly from last
year’s 26th-place ranking.

U.S. News & World Report also ranked the
U-M in the top 10 for five medical specialties —
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“The kudos go to our talented and dedicated
faculty. Their commitment to excellence in
patient care, research and teaching is driving
this upward trend,” says Allen S. Lichter,
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France in 1698 to serve as personal physician to Duke Friedrich Karl von
Wuerttemberg. Continuing the long family tradition, Wolf’s father and
older brother were physicians in their native Germany.
In 1960, Wolf Duvernoy graduated from the Eberhard-Karls Universität
Tübingen Medical School in Tübingen, Germany. He and his wife, Eva,
a multi-lingual interpreter, moved to Michigan so Wolf could accept a
fellowship in internal medicine and cardiology at Detroit’s Henry Ford
Hospital.
“Maybe because we were immigrants, we have
always been a very close family,” says Claire
Duvernoy. “Papa worked long hours, but we always
waited to have dinner until he came home. My brother and I internalized the values our parents showed
us every day — the importance of education, hard
work and trying to be the best you can be.” Christian
Duvernoy went on to become an attorney currently
living in Belgium.

“I can always tell if someone’s from Germany,” says Claire. “We spoke the
same dialect and our families were from the same part of the country.”
When Claire spent a year studying in Germany, the relationship progressed. They married one year later, and Bogun now is completing his
cardiology fellowship at Henry Ford Hospital.
“What she won’t tell you is that she received Fulbright and Humboldt
Scholarships to study in Germany, and that she presented a paper at
the World Cardiology Congress in Berlin,” adds Wolf, who points out a
framed certificate in Claire’s office indicating that she
is the recipient of a scholars’ grant from the Society
for Women’s Health Research and Pfizer, Inc.

If a
“doctor gene”
exists, scientists
will find it in
the Duvernoy
family genome.

Claire Duvernoy’s dream of becoming a physician
nearly ended in 1985, just six weeks after she
enrolled in the U-M Medical School. “I had just finished
my first gross anatomy exam and was crossing Fuller
Road, when I was hit by a drunk driver,” she says. Seriously injured,
Claire had to leave medical school for a year to recover. “I got gray hair
overnight,” adds Wolf Duvernoy.
In 1990, Claire Duvernoy graduated from the U-M Medical School and
went on to complete her residency and fellowships in internal medicine
and cardiology at U-M. “Cardiology combines the aspects of medicine
I like best,” she says. “There’s the instant gratification of being a surgeon, plus all the cerebral aspects of internal medicine.”

“Cardiology is a demanding profession, and especially difficult for a
woman with a family,” says Wolf Duvernoy. “You are caring for very
sick patients and you must be available for them. Traditionally, in this
country, women have gravitated to other disciplines, such as pediatrics.”

To his daughter’s somewhat embarrassed surprise, he
also pulls from his briefcase a drawing of the transvenous system that was part of Claire’s science fair
project when she was 10 or 11. “Isn’t it amazing that
she was able to do this at such a young age?” he
asks.

Claire Duvernoy works a four-day week now, so she
can spend time at home with two-year-old
Maximillian, who naturally has his own little doctor’s kit and a “Future Cardiologist” T-shirt. “I was
always working, so I never diapered my own children,” says Grandpapa
Duvernoy. “But now I’m learning from Max.”
Visibly proud of her accomplishments, Wolf Duvernoy likes to tell people
he’s following in his daughter’s footsteps. “When one of my patients
needs a catheterization or arteriogram, I call Claire and ask: ‘Can you
take just one more for Dad?’”
“He gives me all the hard cases,” Claire responds.
“Claire has the right approach; she’s very attached to her patients,”
Wolf says. “Our family tradition is that the patient always comes first.”
—SFP

It was during her U-M fellowship that Claire met her future husband,
Frank Bogun, M.D., who had come to Ann Arbor from Germany to study
the field of cardiac electrophysiology with Fred Morady, M.D., a U-M
professor of internal medicine.

M.D., dean of the U-M Medical School. “The
move from No. 12 two years ago, to ninth last
year, to this year’s No. 8 ranking shows that
our peers realize that great things are
happening at the U-M Medical School.”
For the first time, U.S. News & World Report
also ranked Ph.D. programs in the biological
sciences. The U-M placed 14th overall. In the
specialty of microbiology, the U-M was ranked
seventh. This represents a campus-wide
achievement, as the Medical School and the
College of Literature, Science and the Arts
were surveyed as one. At the U-M, about half

of the doctorates in the biological sciences are awarded
through the Medical School.
In determining its overall
national rankings, U.S. News
& World Report considers
several quality indicators, including reputation among medical school deans
and senior faculty, levels of research funding,
student selectivity, and faculty/student ratios.
To determine rankings in the biological sciences, department heads and deans or directors of graduate studies at each program in

each discipline were
surveyed.
In 2001, the U-M Medical
School selected 170 firstyear medical students
from 4,688 applications.
The School’s current total
enrollment is 666 medical
students and 347 graduate students.
—MBR
See this year’s complete rankings at:
www.usnews.com

Medicine at Michigan 11

A B O V E

T H

Anthrax Spores Use Failsafe
Germination System
Photo: Bill Wood

rotected by a tough outer coat that is
impervious to cold, heat, drought and
harsh chemicals, anthrax spores can remain
dormant in the soil for decades. Once inside a
living host, however, they can shed that coat,
germinate and begin infecting cells in as little
as 10 minutes.

P

Scientists know very little about what triggers
an anthrax spore to break dormancy.
Identifying the biochemical signals that start
the process is an important first step in preventing anthrax infection.
A study by Medical School scientists John
A.W. Ireland, Ph.D., and Philip C. Hanna,
Ph.D., shows that germination requires the
coordinated activity of several genes, receptor
proteins and amino acids in at least two simultaneous signaling pathways. The U-M study,
published in the March 2002 issue of the
Journal of Bacteriology, is the first to match
anthrax genes with specific amino acids and
signaling pathways that trigger germination.
“Anthrax doesn’t rely on a single signal,” says
Hanna, an assistant professor of microbiology
and immunology. “Spores have a redundant
germination mechanism. It’s the bug’s way of
ensuring that it won’t lose its protective armor
until conditions are right for germination.”
Hanna and Ireland discovered that amino
acids, the fundamental building blocks of all
proteins in the body, in combination with
purine ribonucleosides, the building blocks of
DNA and RNA, are triggers for anthrax spore
germination. The process appears to begin
when receptor proteins on the spore’s membrane bind to ring-shaped or aromatic structures found on certain amino acids and
ribonucleosides.
“The receptor protein is the lock and ring
structures are the keys,” says Ireland, a U-M
post-doctoral research fellow.
“The only place we know where all the
required elements for germination are present
is inside our cells, especially our phagocytes
— the scavenger cells of the immune sys-
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John Ireland and Philip Hanna

tem,” Ireland explains. “But even
in the macrophage, where conditions are perfect for germination,
the spore stays intact until at
least two separate signaling
pathways are activated.”

The process appears to begin when
receptor proteins on the spore’s
membrane bind to ring-shaped or
aromatic structures found on certain
amino acids and ribonucleosides.

Because it can be handled safely
outside a high-level bio-containment laboratory,
Hanna and Ireland used Sterne-based strains
of anthrax in their research. The Sterne strain
has been altered, so it cannot infect people.
In future research, Hanna will test the amino
acids and ribonucleosides to see if they trigger anthrax spore germination in tissue cultures. Eventually, he hopes to expand the
study to animal models. His research is supported by the National Institutes of Health and
the Office of Naval Research.
—SFP

Full text of the published article is available
on the American Society of Microbiology
Web site:
http://jb.asm.org/cgi/content/abstract/184/5/
1296
To learn more about Hanna’s research, go to:
www.med.umich.edu/microbio/faculty/
hanna.html
To learn more about anthrax, see the U.S.
Center for Disease Control Web site:
www.bt.cdc.gov
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Graduate Student Council
Winter Banquet
The second Annual Graduate Student Council Winter Banquet last February brought
together students from all graduate disciplines in the biomedical sciences to honor
those graduating this year and to present faculty and students of Detroit Community
High School with funds toward new science equipment for the School. Each year the
Council helps raise funds for local community service projects; last year the group
helped build a Habitat for Humanity home in Ann Arbor. Allison Miller, a third-year student in pathology, served as Graduate Student Council president during the 2001-02
academic year.

Neali Hendrix

the amount of acid in your stomach may seem like a good idea.
But scientists at the U-M Medical
School have learned it could be
the worst thing you can do.

In a series of recent experiments
with laboratory mice, U-M scientists found that antibiotics were
actually the best way to treat an
inflamed stomach and kill the
bacteria that cause gastritis.
Mice treated instead with prescription drugs called proton
pump inhibitors or PPIs, which
block acid production and often
are used to treat gastritis in
humans, had more bacteria and
developed more inflammatory
changes in their stomach linings
than untreated mice.
“The inflammatory response,
which triggers overproduction of
hydrochloric acid, is the stomach’s
primary response to bacterial
colonization,” says Juanita L.

Merchant, M.D., Ph.D., a Howard
Hughes Medical Institute assistant investigator and associate
professor of internal medicine
and physiology. No matter what
type of bacteria causes the problem, gastritis is a serious medical
condition which, if untreated, can
lead to peptic ulcers and stomach
cancer.

“Inflammation of the stomach
lining coincides with production
of peptides called cytokines,
which stimulate production of a
hormone called gastrin. Gastrin
triggers parietal cells in the
stomach lining to produce more
hydrochloric acid, which kills off
most invading microbes. If you
inhibit gastric acid production,
you interfere with the stomach’s
natural defense mechanism
against invading bacteria.”
Since Merchant wanted to study
the relationship between other

“If you inhibit gastric acid production,
you interfere with the stomach’s natural
defense mechanism against invading
bacteria.” —Juanita Merchant

Photo: Marcia Ledford

Conventional Approaches to Gastritis
soothe the burn- May Not Be the Best
reducing
Ifingyoupainneedoftogastritis,
bacteria and gastric acid,
Helicobacter pylori, bacteria that
75 percent of people with gastritis test positive for, were excluded from the study. H. pylori is the
only bacterial organism in the
stomach that cannot be killed by
hydrochloric acid.
Without controlled clinical trials,
Merchant says she can’t say
whether the results would be
exactly the same in humans. But
since reduced gastric acidity
does appear to make the mammalian stomach more vulnerable
to bacterial invasion and gastritis, Merchant suggests physicians may want to re-evaluate
the long-term use of protonpump-inhibiting drugs in their
patients.
“The bottom-line message is that
a two-week course of antibiotics to
treat the inflammation is essential
for a successful cure,” Merchant
adds. “Once you get rid of the
inflammation, the gastric acid levels should return to normal.”
In addition to the Howard Hughes
Medical Institute, the research
was supported by the National
Institutes of Health. Linda C.
Samuelson, Ph.D., associate professor of physiology in the
Medical School, developed the

Juanita Merchant

strain of transgenic mice used in
the experiments. Former U-M
post-doctoral fellows Gabriele
Rieder, Ph.D., and Amy Ferguson,
Ph.D., collaborated in the study.
Results of the research were
published in the January 2002
issue of Gastroenterology.
—SFP

Read the complete story at:
www.med.umich.edu/opm/
newspage/stomachacid.htm
A press release from the
Howard Hughes Medical
Institute is available at:
http://www.hhmi.org/news/
merchant.html
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Kids Who Snore
Act up More
Medical School
Moves to Number
Nine in FY 2001 NIH
Funding Rankings
‘Indicator of faculty commitment’
esearchers in the University of Michigan Medical
School received a record $203 million in funding from
the National Institutes of Health in federal fiscal year 2001,
making the school ninth in the nation and third among public universities in total NIH grants. In fiscal year 2000, the
Medical School was ranked 10th. The Medical School has
more than doubled its NIH funding over the past decade.

R

According to data released in March 2002 by the NIH and
revised in April 2002, U-M Medical School grants increased
14.5 percent since fiscal year 2000, with 561 awards totaling
$203 million. Of these grant allocations, 489 were for individual research awards, the seventh-largest such total in the
nation for two consecutive years. Training grants, fellowships, research and development contracts and other awards
also are included in the total funding figure.
“We first entered the NIH top-10 tier in 1988, with $71 million in total support. Growth since then, including this year’s
move to the number nine spot, is an indicator of our faculty’s
commitment to seeking visionary advances in scientific
research,” says Allen Lichter (M.D. 1972), dean of the U-M
Medical School. “We’re also proud to be the third-highest
ranked in training grants because of our continuing commitment to professional education.”
Not only do the NIH awards make up a majority of the
Medical School’s external funding, but they also comprise
a significant percentage of NIH and total research funds
awarded to the entire University. Medical School NIH
awards account for more than 67 percent of the total
$302.3 million in NIH funding to the U-M, helping to again
make the University sixth in the nation in NIH awards to
higher education institutions.
The National Institutes of Health are the nation’s largest
funding agency for biomedical research, and the amount of
funding that a medical school receives is a major indicator
of research activity.
—MBR
The list of research awards is available on the NIH
Website at:
http://grants1.nih.gov/grants/award/rank/medttl.htm
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hildren who snore frequently are
nearly twice as likely as other
children to have attention and
hyperactivity problems, according to
a study published in the March 2002
issue of the journal Pediatrics.
Conducted by researchers at the
University of Michigan, the University of Pittsburgh and Stanford
University, the results of the study
provide solid evidence of a link
between sleep problems and behavior
in children.

C

The link is strongest in boys under
eight years of age; habitual snorers
in this group were over three times
more likely than non-snorers to be
hyperactive. Based on a survey of
the parents of 866 children treated Ronald Chervin
in U-M Health System pediatric clinics, the study is among the largest to
explore the connection between
sleep and hyperactivity.

“It’s conceivable that by
better identifying and treating children’s snoring and
other nighttime breathing
problems, we could help
address some of the most
common and challenging
childhood behavioral
issues.” –Ronald Chervin

While the study does not provide any
clues as to whether and how sleep
problems might contribute to behavior issues, or vice versa, the evidence
of a link between the two is strong
enough to warrant further and thorough investigation — says lead
author Ronald Chervin, M.D., director
of the U-M’s Michael S. Aldrich
Sleep Disorders Laboratory and
associate professor of neurology in the U-M Medical School.

“If there is indeed a cause-and-effect link, sleep problems in children could represent a major public health issue,” says Chervin. “It’s conceivable that by better
identifying and treating children’s snoring and other nighttime breathing problems,
we could help address some of the most common and challenging childhood behavioral issues. But more research will be necessary to show whether this is the case.”
Besides Chervin, the study’s authors included former U-M nurse Kristen Hedger
Archbold, Ph.D., now at the University of Washington; U-M child psychiatrist
James Dillon, M.D; U-M pediatricians Parvis Panahi, M.D., and Kenneth Pituch
(M.D. 1981, Residency 1985); and sleep specialists Ronald Dahl, M.D., of the
University of Pittsburgh and Christian Guillemenault, M.D., of Stanford University.
The study was funded by the National Institutes of Health and the U-M Health
System.
—KG
Read the complete press release at:
www.med.umich.edu/opm/newspage/2002/sleepproblems.htm
To learn more about the Michael S. Aldrich Sleep Disorders Laboratory, see:
www.med.umich.edu/neuro/sleep.htm
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“The fish does naturally what medicine
would like to do therapeutically.”
–Peter Hitchcock

Nature’s Way of Healing Eye Injuries
Photo: Lin Goings

hen a teleost, or bony, fish experiences an injury to its
retina, it is able to do something that humans cannot.
It regenerates retinal neurons, repairs the damage, and
restores vision. Fish are among two classes of vertebrates
— amphibians being the other — that make new retinal
neurons throughout their lifetimes.

W

Kellogg Eye Center scientist Peter F. Hitchcock, Ph.D., is
studying this biological phenomenon because it could provide insights into therapies for human retinal injuries and
other neural disorders. Among the more dramatic possibilities is that of transplanting stem cells capable of generating
new tissue to heal injuries to the retina or central nervous
system. Hitchcock, associate professor of cell and developmental biology and associate professor of ophthalmology in
the U-M Medical School, says, “We know that stem cells
reside in the retinas of fish. The fish does naturally what
medicine would like to do therapeutically.”
Hitchcock’s study of neurogenesis in fish is important
because the process is similar to that in the human nervous
system. Vertebrates — including humans and fish — share
a similar retinal anatomy and physiology.
Currently, Hitchcock and his colleagues are trying to identify
the genes that regulate the production of new retinal neurons under normal conditions and during regeneration following an
injury. Says Hitchcock, “Identifying the gene is just the beginning,
because that allows you to move on to the really interesting biological
questions — how these genes function, which cells express them, and
what roles they play in retinal repair.”

(Above) Peter Hitchcock, who studies the fish’s remarkable ability
to make new neurons that repair the retina and restore sight after
an injury.
(Below) The cellular structure of this cross-section of the retina
of a teleost fish is essentially identical to that of the human retina.

Hitchcock’s research is funded in part by the National Eye Institute.
—BN
Read the complete article at:
www.kellogg.umich.edu/patient/advances.html
For more information on Peter Hitchcock’s research:
www.kellogg.umich.edu/bios/peter_hitchcock.html
See the Department of Ophthalmology and Visual Sciences Web site at:
www.kellogg.umich.edu
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When Transplant
Rejects Host
Cytokines key to common bone marrow complication
In clinical trials under way at the U-M Cancer
Center, Ferrara and colleagues are investigating
new drugs to determine if they can prevent cell
damage in patients with graft-versus-host disease and lung disease after a bone marrow
transplant. In a future study, Ferrara hopes to
determine whether other drugs can block the
original interaction between host antigen-presenting cells and donor immune cells, preventing the initial activation phase of acute graftversus-host disease.

U

-M scientists have discovered how graftversus-host disease, a common and deadly complication of bone marrow transplants,
attacks and often kills its victims. The discovery
could help prevent the deaths of at least 500
Americans each year, and reduce the risk of
hospitalization and debilitating side-effects for
more than 5,000 others who receive donor bone
marrow transplants annually, primarily to treat
leukemia and other cancers.
Results from the study, published in the June
2002 issue of Nature Medicine, show how skin,
liver and gastrointestinal cells in mice with the
disease are destroyed from a distance by a
firestorm of immune system proteins called
inflammatory cytokines.
“Cytokines turn healthy immune cells in donated bone marrow — something given to cure
patients — into lethal weapons capable of
killing them,” says James L.M. Ferrara, M.D.,
director of the U-M Blood and Marrow
Transplantation Program and a professor of
internal medicine and pediatrics in the U-M
Medical School.
Ferrara says the study calls into question a
widely accepted assumption that T cells —
immune cells which attach to and kill just one
target cell at a time — are the major cell-killing
agents of graft-versus-host disease. “It’s the difference between a direct attack by ground
troops and a general air strike,” Ferrara explains.
The study’s findings will help scientists focus
graft-versus-host disease prevention strategies
on its primary killing agents. “Now that we
know cytokines are the major cause of graftversus-host disease-induced cell damage, we
can look for ways to neutralize them or block
their production,” Ferrara says.
Instead of the patient’s body rejecting a donated organ, as occurs in an organ transplant, the
donated bone marrow, called the graft, rejects
cells in the host or patient. Damaged by heavy
doses of radiation and chemotherapy used to
destroy the patient’s cancerous bone marrow
before the transplant, these cells secrete substances that activate antigen-presenting cells
in the patient’s immune system.
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James Ferrara

The study was supported by the National
Institutes of Health. Additional U-M collaborators were Takanori Teshima, M.D., Ph.D., now
at Japan’s Okayama University; Kenneth R.
Cooke, M.D., assistant professor of pediatrics
and communicable diseases; Rainer Ordemann,
M.D., research fellow; Pavan Reddy, M.D., lecturer in internal medicine; and Svetlana Gagin,
M.D., research assistant.
—SFP

Instead of the patient’s body rejecting a donated organ, as
occurs in an organ transplant, the donated bone marrow,
called the graft, rejects cells in the host or patient.
Previously, researchers assumed that pre-transplant radiation killed all the host’s antigen-presenting cells, so scientists discounted the
importance of these cells in graft-versus-host
disease But the U-M study found that a few
antigen-presenting cells remain deep inside
tissue. If even one percent survives, it is enough
to trigger the graft-versus-host reaction.
When immune cells from the donor’s bone
marrow meet antigen-presenting cells carrying
substances from host cells, some of the donor
cells are sensitized to see the patient’s cells as
the “enemy.” These cells respond by firing
salvos of inflammatory cytokines. The cytokine
barrage transforms “good” immune cells in the
patient’s new bone marrow into an army of
destructive effector cells all primed to attack
and kill the host.

Read the complete story at:
www.med.umich.edu/opm/newspage/2002/
gvhd.htm
To learn more about the U-M Blood and
Marrow Transplantation Program, go to:
www.cancer.med.umich.edu/clinic/
bmtclinic.htm
For information on clinical trials, call U-M’s
Cancer Answer Line at 1-800-865-1125.
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Melanoma Information on the Internet:

USER BEWARE
opular Internet sites on melanoma may
seem trustworthy, but the information they
provide is often only skin-deep, according to
physicians at the U-M Medical School. The
study suggests that people should be skeptical when using the Web to learn about
melanoma, and that physicians should guide
patients to sites that give complete and accurate information.

P

Timothy M. Johnson and Christopher Bichakjian

The Web sites identified in the U-M
study that were accessible with standard
search engines and contained the most
complete and accurate melanoma information were:
www.med.usyd.edu.au/medicine/
melanoma/index.htm
www.melanoma.net/index.cfm
www.melanoma.com
http://ontumor.com/melanoma/
wynk/index.htm

“No one expects every Web site to include
every bit of information available, but the lack
of even basic preventive, diagnostic, treatment and risk factor data on so many sites
amazed us,” says Christopher Bichakjian,
M.D., a lecturer in dermatology. “The fact that
melanoma so often strikes young adults —
who are more likely to turn to the Internet for
medical information — makes melanoma
Web site quality even more important.”
Bichakjian and his colleagues found Web sites
for their study by searching for “melanoma”
on six of the most popular commercial search
engines, as well as two well-known medical

search engines. After discarding dead links,
duplicates and pages with no facts, they
found 74 Web sites to assess against a “gold
standard” checklist of 35 factors developed by
the National Comprehensive Cancer Center
Network.
Fourteen percent of these sites had erroneous
information. Most inaccuracies were relatively
minor, but some were dangerous. “Some sites
recommended unnecessary tests and more
invasive, unnecessary surgery,” says Timothy
M. Johnson, M.D., director of the U-M
melanoma clinic and the William B. Taylor
Professor of Dermatology.
Other Medical School collaborators in the
study included Sybil Biermann, M.D., assistant professor of surgery; Timothy Wang, M.D.
(Residency 1997), clinical assistant professor
of dermatology; Jennifer L. Schwartz, M.D.,
lecturer in dermatology; and Janette Hall,
M.S., senior research associate in orthopedic
surgery.
—KG

Photo: Gregory Fox

Medstart:

A Decade of Influencing Children’s
Health and Development
ohn Barks, M.D. (Residency 1987), associate professor of pediatrics and
communicable diseases in the U-M Medical School, leads a workshop
during the 2002 annual Medstart community conference, “Surroundings and
Society: Shaping our Children,” held on March 9 on the U-M campus. Barks
discussed the effects of maternal chemical dependency on fetal and child
development.

J

Medstart is a coalition of students from the University of Michigan Medical
School and the Schools of Public Health, Nursing, Social Work, Public Policy,
Education and Law. Now in its 10th year, Medstart, founded by Kevin N.
Hibbert (M.D. 1996) and others, promotes a multidisciplinary approach to child
advocacy and exposes current and future professionals to children’s issues
John Barks
early in their careers through its programs and activities, which include volunteer opportunities at U-M Mott Children’s Hospital, health fairs, prenatal support for expectant mothers, and Child Watch, a program developed by the Children’s Defense Fund. Michelle Berg (M.D. 2002) served as Medstart’s
president for the 2001-02 academic year; next year’s leadership will be shared by Brian Bednarski (Class of 2003) and Alison Gehle (Class of 2004).
Many Medical School students are involved in Medstart’s programs and contribute to its success and longevity.

www.umich.edu/~medstart
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Normal mice (left) and obese mice without the
gene for leptin (right) were essential to the
U-M discovery of leptin’s link to blood clotting.

MOMENTS
in

Medicine
at Michigan

Eric Jackson, from West Bloomfield, is a member of
the Medical School’s Class
of 2002. He entered a seven-year neurosurgery residency program at the University
of Pennsylvania this June.
“Going into our residency is anxiety-provoking, but at the same time it’s exciting. We’ve definitely learned the basics of what we need to do — the thought process and the way to
approach different situations. I think the biggest question is whether we feel comfortable
assuming the role of the decision-maker, and that question is what I think provokes the most
anxiety.
“The adjustment to a new level of responsibility is going to be one of the more difficult
aspects of residency. I expect that this difficulty will become apparent when I show up in
June and take my first call — when everyone else leaves the hospital, and I’m the one there
to make the decisions. It’s easier when you’re a student and your decisions are not final.
“I think the most important aspect of medical school training I’ve experienced here is not necessarily in learning any specific material, but rather in learning a way of thinking and
approaching what I will encounter. Throughout my career, medicine will continue to change
— facts I learned in medical school will prove to be incorrect as research reveals new
insights. Part of medical education is coming to the realization that you don’t — and can’t
possibly — know everything. Still, if you can at least generate the questions, then you can
find the right place to look for the best solutions.”
—RS

Part of medical education is coming to the
realization that you don’t — and can’t
possibly — know everything.
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Eitzman and his research
team also are studying the
relationship between
leptin and insulin sensitivity to try to discover
why diabetics have a
higher-than-normal risk
of blood clots.

E
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Leptin Linked to Blood
Clots and Obesity
A new risk factor for cardiovascular disease?
igh levels of leptin, a hormone produced by
fat cells in the body, could explain why obese
people develop dangerous blood clots — which
can cause heart attacks and strokes — more
often than people who are not overweight.

H

The association between obesity and blood clots
is well known; but the cause has remained a mystery. Now, new research with mice conducted by
scientists at the University of Michigan Medical
School and published in the April 3 issue of the
Journal of the American Medical Association
indicates that leptin may be responsible.

tin at all. He just wanted to examine how obesity affects blood clot formation. So he
decided to use the fattest laboratory mice he could find – a strain of mutant mice
that just happened to be missing the gene required to produce leptin.
Recent research by other scientists finds evidence for leptin’s role in human blood
clotting. Results from the West of Scotland Coronary Prevention Study, published in
the December 2001 issue of Circulation, showed that high levels of leptin were an
independent risk factor for cardiovascular thrombotic events, such as heart attacks
and strokes, in 1,160 men enrolled in the prospective study.
Photo: Martin Vloet

“Our results suggest that clot formation begins
with some type of interaction between leptin and
the leptin receptor on platelets — blood cells
which stick together to make clots,” says Daniel
T. Eitzman, M.D. (Residency 1991, 1996), a cardiologist at the U-M Cardiovascular Center and an
assistant professor of internal medicine in the
Medical School.
Knowing how to block this leptin-receptor interaction could help prevent heart attacks and
strokes in people who are either obese or overweight, which is half the adult population of the
United States.
According to Eitzman, leptin released by fat cells
regulates body weight in part by suppressing
appetite. When leptin levels in blood go up, the
brain signals us to stop eating. But the system
breaks down for those who are significantly overweight. Since they have more and larger leptinproducing fat cells than thinner people, their leptin levels increase substantially with every pound
of additional weight gain. When leptin reaches
very high levels in the blood, Eitzman explains,
obese people become resistant to leptin’s signal,
making them increasingly vulnerable to leptininduced blood clotting.
While it certainly plays a major role, Eitzman
emphasizes that leptin may not be the only factor
involved. “The link between obesity and cardiovascular disease is very complex, and there is
much we don’t know about how other blood clotting factors are regulated in obesity,” he says.
Eitzman’s discovery of the relationship between
leptin and clotting was a lucky accident.
Originally, he had no intention of focusing on lep-

Daniel Eitzman

“We suspect that the more leptin in blood plasma, the higher the risk of forming
blood clots, but we haven’t quantified the relationship yet,” Eitzman says. “We know
that losing weight lowers the amount of leptin in your bloodstream, however. So for
now diet and exercise remain the best ways to prevent blood clots and the strokes
and heart attacks they cause.”
This study was funded by the National Institutes of Health. Other U-M Medical School
researchers involved in the study included Peter F. Bodary, Ph.D., the paper’s lead
author, who is now at the University of Toledo; Randal J. Westrick, graduate student;
Kevin J. Wickenheiser, undergraduate; and Yuechen Shen, M.D., research associate.
—SFP
To learn more about the U-M Cardiovascular Center and cardiovascular disease,
go to: www.med.umich.edu/cvc
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Conquering

DEPRESSION
With resources, understanding and support, John Greden, dynamic leader of the
University of Michigan Depression Center, is passionate about the possibility
magine waking up every morning so physically and
emotionally exhausted that even making coffee
seems an impossible task. Your body feels sluggish
and heavy. Simply getting out of bed requires an enormous effort. Deciding what to wear can reduce you to
tears. Coping with the everyday responsibilities of a
job or family seems out of the question.

I

and senior research scientist at the U-M Mental Health
Research Institute, calls depression the “under” disease
— as in under-diagnosed, under-treated and underdiscussed. The real tragedy, he says, is that depression
is a highly treatable illness, but lack of information,
social stigma and other factors too often prevent people
from getting the help they need.

Beneath the exhaustion lurks a profound sense of
shame and a growing sense of panic. The more you
feel yourself spinning out of control, the harder you try
to keep anyone from knowing. If I just try harder...if I
just stay focused...if only I were a better person...if I
weren’t such a complete and total failure...I could make it
go away.

In this issue, Greden talks to Medicine at Michigan
about what causes depression, how therapy and
medication can help control its progression, and how
scientists and clinicians affiliated with the University
of Michigan’s Depression Center are finding answers
to questions about depression.
—SFP

This is clinical depression.
Eighteen to 20 million Americans know exactly how it
feels, but fewer than three million of them currently
are well-diagnosed and receive adequate treatment.
Because of this, depression destroys marriages and
shatters families. It costs the economy billions in lost
productivity, absenteeism and employee turnover. Its
victims can be found in corporate offices and homeless shelters, in high schools and mental hospitals, in
prisons and in morgues.
Illustration: ©Rob Colvin/Images.com

John F. Greden, M.D., the Rachel Upjohn Professor of
Psychiatry and Clinical Neuroscience in the U-M
Medical School, chair of the Department of Psychiatry

How common is depression and who is most
likely to develop it?
The World Health Organization has developed criteria
for assessing what they call the global burden of disease. They compared 100 of what they consider to be
the world’s most important diseases. Of 100 diseases,
depression ranked fourth on one measure used in their
report and it is projected to rank higher in the future.
It actually ranked first on the second measure, which is
years lived with the disability, and first in women. This
is true both in developed and developing countries. The
impact and burden of this disorder are profound. ➤
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“The impact
and burden
of this
disorder are
profound.”
Depression has a lifetime prevalence risk
of 15 to 17 percent of the population at
large. When we talk about lifetime
prevalence, we mean how many people
are likely to develop this disorder at
some time in their lives. About 21 percent of people with depression are
women and 12 percent are men, so
there’s almost a two-times greater risk
of depression in women.
There are many illnesses with gender
differences in prevalence risk.
Depression is especially intriguing
because ratios between boys and girls
are identical until they reach puberty.
Then, the two-to-one gender difference
begins to appear and continues
throughout life. Depression’s first
symptoms often develop during adolescence, with a peak onset of symptoms
between ages 15 and 19. The actual
diagnosis usually isn’t made until years
later, though, and that’s a severe problem. It means the disorder is underway
but untreated, and that damage is being
done. The Michigan Depression Center
aims to help eliminate that problem.
Because clinicians aren’t often looking
for depression or making the diagnosis
in adolescents, families attribute symptoms to adolescent rebellion. ‘Maybe
she’s smoking too much marijuana, or
it’s the beer-drinking, or hormones.’ All
of these turn out often to be depression
in disguise. Doctors and parents miss
the underlying condition.
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John Greden

Can children be clinically
depressed, too?
Absolutely, although younger children
develop depression much less frequently. It’s estimated to occur in about one
in 33 children, as compared to one in
eight adolescents who actually have a
diagnosis of clinical depression.
Clinicians and families should consider
family history whenever children and
adolescents are struggling with depression’s symptoms.

Can depression be cured?
If by “cure,” you mean totally eliminating the condition forever, I would suggest that’s not the way we should think
about it. Indeed, it is probably inaccurate for most. If you’re asking, can you
bring people with depression to a state
of remission, well-being and normal

functioning, and can they remain there,
then the answer is a resounding yes.
There are treatment strategies that allow
us to do that quite effectively. But it
usually requires ongoing, continuous
treatment, and that is not something
that is well understood.

Some people say depression is a
lifestyle disease caused by the
stress and frantic pace of modern
life. If we all went back to a simpler way of life, would depression
disappear?
Can you name me a time in history
when we’ve never had to live with
stress? I would rather be alive today —
even after the horrible events of 9/11 —
than have to worry about saber-toothed
tigers, the bubonic plague, and wondering whether I would ever live to adulthood. Depressive episodes clearly are

precipitated by stress, just as cardiac
problems are, but it is a neurobiological
illness, and cannot be attributed solely to
stress or lifestyle. Nevertheless, clinicians
and families definitely need to work on
lifestyle issues to control depression. It’s
important to get enough sleep, regular
exercise, and good nutrition. Alcohol
and drugs are major contributors to new
episodes or increased severity.

What do we know about the causes
of depression?
Depression is a brain illness. When
underlying genetic vulnerabilities are
coupled with stressors or stress (stressor
is the researcher’s word for the actual
event, stress is the consequence) in the
environment, the combination leads to
changes or alterations in neurotransmitters or chemical messengers in the brain.
In the process, you start getting an
imbalance of regulatory mechanisms
that control pleasure, sleep, appetite, sexual function, the ability to think ahead,
confidence, pain mechanisms, and many
other physical symptoms such as energy,
rate of speech, even facial expressions.

I can sit here and gesture like this and
it’s reasonably normal. When people are
depressed, they often don’t have normal
gestures or they are agitated. They
exhibit alterations of their voice, or even
neurological motor functions like grimacing or hand-wringing. It really is
important to note that physical symptoms, one of which is pain, are key features of depression, and this is often
what people notice first.
In fact, most people in the early stages
of clinical depression see a primary care
physician, rather than a psychiatrist. It’s
kind of uncommon for people to sit
back and say, ‘I think I’m depressed. I’d
better go see a psychiatrist.’
Initial presenting symptoms are almost
always fatigue, sleep problems, lethargy,
appetite changes, ‘I don’t feel well; I feel
like I have the flu,’ a variety of physical
complaints, headache, gastrointestinal
symptoms — these are very common.
Emotional symptoms — sadness or
tearfulness — receive more attention,
but about 80 percent of the time, the
physical features are more prominent in
the early stages.

A

Do you need both the genetic predisposition and a stressful event in
your life to develop depression?
For most people, probably yes, although
we don’t know enough about the underlying genetics to really state that definitively yet. Similar to diabetes or cardiovascular disease, depression is a complex
genetic disorder, meaning it involves
multiple genes. As Huda Akil [Ph.D.,
Gardner C. Quarton Professor of
Neurosciences and co-director of the
U-M Mental Health Research Institute]
and Stan Watson [M.D., Ph.D., Theophile
Raphael Professor of Psychiatry and
co-director of the U-M Mental Health
Research Institute] are fond of saying, all
the genes may even be functioning
normally, but are altered in small ways
and the combination of alterations can
lead to the vulnerability, to changes in
gene expression, and in the right circumstances with the wrong stressors, to the
development of the actual illness.
Couple a genetic vulnerability with
something bad happening in your life —
such as a death or divorce in the family, ➤

What’s the best way to help
s director of the U-M depressed teens?

Child/Adolescent Depression Program, Cheryl King, Ph.D., works with some of depression’s most vulnerable victims. Adolescents with serious depression are difficult to treat and
often struggle with suicidal thoughts. Other than hospitalization, psychiatrists have few options;
no outpatient intervention has been shown to be effective at preventing these teens from
attempting suicide.
“These are extremely ill young people,” says King, an associate professor and chief psychologist in the Medical School’s Department of Psychiatry. “They have serious social impairment
and often feel out of control. Many of these youth either have no close relationships or constant conflict in their relationships.”
King developed a new social network intervention program called the Youth-Nominated Support
Team to supplement traditional psychiatric treatment. Teens in the YST program choose up to
four adults to be their support team. After being trained by U-M mental health professionals,
team members have contact with the teen-ager once a week to encourage treatment adherence
and provide support.

Cheryl King

“Preliminary data show YST is effective at reducing suicidal thoughts and emotional distress,
especially in girls,” King says. “Now we are testing to see if it improves teen-agers’ willingness
to adhere to other recommended treatments.”
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“It really is important to note that physical symptoms, one of which is
pain, are key features of depression....Emotional symptoms — sadness or
tearfulness — receive more attention, but about 80 percent of the time,
the physical features are more prominent in the early stages.”
a major illness, or severe financial
distress, things of that nature — and
suddenly a sequence gets underway.

And so this sequence — these
changes in brain neurotransmitters — once they begin, are you
set up for a lifetime of changes?

But these recurrences are not inevitable.
That’s a key point, and one of the
often-overlooked principles of disease
management. I like to call depression a
chronic preventable disorder, because it
is best considered in a long-term, lifetime perspective. With effective treatment, you can prevent recurrences and
the deterioration they cause.

Not necessarily. We don’t know enough
yet to totally recognize those
at risk and then prevent the
first appearance of this disorder, but we can do a great
deal to prevent its progression by finding it early
enough and stopping it in its
tracks. That’s a key goal of
the Depression Center.
My own academic and clinical interests have focused on
defining the longitudinal
course of depression. In most
people, depression tends to
be episodic, recurrent and
last a lifetime. How often do
you find someone who’s only
had one clear-cut episode of
depression and will never
have another? It’s not very
frequent — perhaps only
about 10 to 15 percent.
Unfortunately, most people have
more than one episode of depression.
Untreated, the vast majority of individuals will have multiple episodes. It
tends to be four, five, six recurrences in
people with unipolar depression or the
one-direction subtype. And even more
— seven, eight, nine — in those with
bipolar or manic depression — if
untreated, and that is an important ‘if.’
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intervention, full and complete resolution of depressive symptoms, prevention of recurrences, and reduction of
the overall burden this disorder otherwise produces.
Depression is an illness. It’s treatable.
Go see your doctor. That’s probably the
best axiom. And yet, in order for that
formula to work, we have to educate
the public, the media, and our
clinicians. Happily, everyone
seems eager to learn more. Yet,
people often go to see doctors
and usually don’t discuss
what’s troubling them, and
doctors don’t ask as often as
we would like. There’s too little
time and too many practical
barriers that get in the way.
What often happens is that the
underlying cause of depression
is overlooked and symptoms
are treated instead.

Tell me more about the
Depression Center. I know
you’ve been directing its
development. How will it
support research and clinical care for depression?

Is it true that depression tends to
become more severe with each
recurrence?
Very true. With each episode, recurrences tend to get more severe, but also
last longer, occur more frequently and
closer together. There’s also a tendency
for the depression to become more difficult to treat. This is why our clinical
priorities should be driven by our goals
for the U-M Depression Center — earlier detection, earlier and more effective

The Center’s vision and mission are to bring various
sources of expertise together, so there is
almost a blending, if you will, of multidisciplinary approaches to depression,
to find it earlier and stop it in its tracks.
We need the behavioral scientists, the
neuroscientists, the clinical investigators, the health services people who
measure outcomes, and the people who
work on assisting patients and families
to stay with the treatment all to be
working together. We need pediatricians, people in student health, nurses,
social workers, and primary care physi-

cians to pick up depressive syndromes
when they first appear. We need experts
in obstetrics and gynecology to detect
depression in women coming in for
pregnancy check-ups. We need molecular
scientists, pharmacologists and pharmacists to develop better treatments.
If we can screen patients more effectively
and conduct lifetime assessments looking at the complex array of genetics and
other factors, then these and other parts
of this story will all come together and
help us better understand the causes,
treatments and preventive strategies for
depression. My little cliché is that the
more we learn, the more we can be confident that the mosaic is becoming a picture. Knowledge does heal.

You are planning a beautiful new
building on the U-M Medical
Campus for the Depression Center.
Is it a way to bring depression out
in the open?
Indeed, we are currently designing a
beautiful new facility, so we can conduct
research and advance knowledge, edu-

cate a new generation and bring about
the most effective treatments now and
in the future. But I also envision the
building to be what I call the ‘antithesis
of depression.’ If you’re addressing a
problem with some remaining stigma,
you should have a facility that sends the
right signals. So we intend it to be light,
airy, warm, inviting and a community
resource.
The major reason is that one of our
goals for the Depression Center is to
diminish this stigma of depression.
Other disorders, like cancer, were stigmatized in the past. Now, we have a
national network of 21 cancer centers.
Ten years from now, I hope we will have
a national network of depression centers and it is our goal to make Michigan
a prototype.

Are there depression centers at
other universities?
Not of the same scope. There are none
that have tackled our goal of blending
the essence of multiple schools and
multiple disciplines throughout an

entire university into an integrated
comprehensive approach with a research,
clinical, educational and public health
and public policy agenda.
Why at Michigan? This university has
world-leading scholars in the behavioral
sciences and psychology, the Institute
for Social Research, social work, nursing, pharmacy, and public health. Its
professional schools, including the
Medical School, all are top-ranked
nationally. Our Health System is superb.
Our neuroscientists are world leaders.
We have almost a unique situation here,
and I am almost in awe of the array of
talents. Yet, our experts have never really come together before into one network to foster ongoing programs to
counteract depression. We already have
made great progress in bringing together the components within the health
system, and have a good start in linking
with the other systems on campus. The
exciting part is that we’re doing progressively more with each passing day.
Even in this extramural arena, ‘the
mosaic is becoming a picture.’ ➤

What does stress
tress doesn’t cause depression, but do to your brain?

S

recurrent episodes of stress appear to make some people more vulnerable to
developing it, says Juan F. Lopez, M.D., an associate professor of psychiatry in the
Medical School and assistant research scientist in the U-M Mental Health Research
Institute.

Lopez studies the effect on the brain of stress-related hormones called glucocorticoids.
Working with U-M colleague Stanley J. Watson, M.D., Ph.D., he found that rats secreting high levels of these stress hormones for long periods of time develop biochemical
and molecular changes in their brains. He sees the same changes in human brains from
people with severe depression who committed suicide.
People with depression do have an enhanced physical and emotional response to stress,
says Lopez. But the brain’s perception of stress is just as important as the reality. Lopez
believes there may be many sub-types of depression, which could explain why certain
medications work well in some patients, but are ineffective in others.

Juan Lopez

“We are trying to determine what is the core of depression and what is a by-product
of the illness,” he says. “It’s humbling, because we can see just how complicated the
system really is.”
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What do you mean by
‘extramural?’
I have referred to the operations within
Psychiatry as the ‘intramural’ part of the
Center and simply for communication, I
consider the extramural components to
be those operations within the rest of
the U-M Health System and other parts
of the University. I’ve already mentioned
some of those — earlier detection
strategies in pediatric and primary care
settings when symptoms first occur. For
example, in the Women’s Health Center,
5,000 pregnant women have been
screened to determine their risk for
depression. It turns out to be almost at a
predictable level — it’s 18 percent.
Without such screening, many of these
women would not be diagnosed until
years later when their symptoms could
be much worse. This is a study conducted by Sheila Marcus [M.D., a clinical
assistant professor of psychiatry in the
Medical School] and Heather Flynn
[Ph.D., an assistant research scientist
and clinical associate in psychiatry]
working with members of the department of obstetrics and gynecology, led

by Tim Johnson [M.D., Bates Professor
of the Diseases of Women and Children
and chair of the Department of
Obstetrics and Gynecology].

are developing what we intend to be an
internationally leading bipolar research
clinic. Bipolar, by the way, is the ‘official’ term for manic depression.

Our strategy is to move depression
expertise into primary care and specialty
care settings, starting with those areas
that have highest risk. We do not want
to wait until someone is identified and
then sent to a psychiatrist. The reason is
that otherwise you miss people or catch
them too late. This approach is called
collaborative care, and it’s something we
are emphasizing heavily as part of the
concept of the Depression Center.
Psychiatrists who are depression experts
have key roles, but we emphasize taking
the expertise to the venues where
depression is most likely to first appear
and where we need to identify it, if we
are going to prevent recurrences. For
those who can’t be helped with prevention of recurrences, referrals to the specialty programs in the intramural
branch of the Center may be required.
For example, a special program is
underway for evaluation of those with
treatment resistant depression, and we

If tomorrow you could answer just
one question about depression,
what would it be?
Could I ask for two questions instead of
one?
It’s perhaps a bit of a dream, but I would
like to know the genetic underpinnings
that create the vulnerability, because that
knowledge would open the door to prevention, better treatments, and interventions that would actually stop the disease from ever gaining momentum. The
second and related aspect would be to
develop better approaches to preventing
recurrences among those who already
have had multiple depressive and manic
depressive episodes. The episodic, recurrent pattern is the real reason why
depression is so burdensome. Both
questions, by the way, emphasize preventive aspects — the real goal for this
disorder.

Can primary care
docs treat depression?
ost people with depression have no idea they have a mental illness. They just
know they feel lousy, and they usually seek help from a family doctor or primary
care physician. So how does a busy general practitioner, with an over-booked schedule
and minimal training in psychiatry, diagnose and treat depression?

M

That’s where Michael Klinkman (M.D. 1982, Residency 1985) comes in. Klinkman develops and evaluates the most effective ways to treat patients with mental health problems in a primary care setting. He directs the U-M Health System’s participation in a
$26-million national study under way in 13 research institutions called STAR*D, which
is the largest clinical trial ever funded by the National Institute of Mental Health. Its
goal is to determine what to do if the first antidepressant prescribed by the physician
fails to help the patient, which happens about 50 percent of the time.
“People who begin treatment for depression in the primary care setting are just as
impaired as those who are treated initially by a psychiatrist or clinical psychologist,”
Klinkman says. “So it’s important that family physicians have valid treatment guidelines
and effective support systems in place, so they can help their depressed patients.”
Michael Klinkman
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Let’s talk about treatment. Aren’t
there about 20 antidepressants on
the market now?
Actually, there are more than 40 antidepressants on the market and more than
50 new products in the pipeline, including some very new concepts that take a
whole different approach. Virtually all
traditional antidepressants work by trying to readjust the balance of neurotransmitters in the brain. The bottom
line in depression is that if norepinephrine, serotonin, dopamine, acetylcholine
and other neurotransmitters are altered,
you will have ‘downstream’ effects in
brain function, changes in gene expression, and ultimately, depression. What
current antidepressants do is try to
restore the balance of neurotransmitters
to normal and thus improve imbalances
at each step in brain function. During
recent years, we have discovered many
other potentially relevant brain transmitters and proteins. For example, various
recent findings show that there are
changes in neurotrophins (what some
have called the ‘plant foods’ of our
neurons or brain cells), or in CRH —

corticotropin-releasing hormone, the
first step in the stress-hormone cascade.
Some of the newer approaches to antidepressants are designed to intervene at
these points, such as by trying to stop
the stress cascade before it gets rolling.
These include agents called CRH antagonists that block the effects of CRH in
the brain. They interrupt the cascade of
biochemical signals involved in the
stress response to create a cushion or
buffer. These and other studies are in
early stages, but they are promising new
strategies.
Just as importantly, during the last 20
years, we also have learned a great deal
about where and how to look for
depression in general population settings, in other words, how to screen for
it, and ideally, how to prevent its
appearance when social and behavioral
stressors are inevitable. International
leaders at U-M like Rick Price [professor
of psychology in the College of
Literature, Science and the Arts] and
Susan Nolen-Hoeksema [Ph.D., also a
professor of psychology in LS&A] have

led efforts to translate behavioral science
advances into clinical worlds. Researchers
have made great progress in learning
how to help people cope with behavioral
stressors in their lives, but too often, this
knowledge has not made its way into
clinical worlds. The Depression Center
also aims to fill that void.

As you said, most people with
depression are first seen by family
physicians. Are they qualified to
diagnose and treat depression?
They are the front line, and actually do
wonderful work considering the barriers
they face, starting with time constraints.
Family physicians, for example, average
only 11 minutes with each patient.
That’s simply too little time for accurate
diagnosis and certainly not enough time
for psychotherapies like cognitive behavioral therapy, that are effective for mild
to moderate depression. They actually
do make many diagnoses and prescribe
the majority of antidepressants used in
the country.
➤

What happens to baby
up with when Mom is depressed?
Growing
stress is not healthy for infants and young children, says Delia M. Vazquez, M.D.,

an associate professor of pediatrics and psychiatry in the U-M Medical School. Children
who live with chronic stress are more likely to develop depression early in life. In extreme
cases, children even stop growing until their high-stress environment is changed.
To learn more about the relationship between a mother’s depression and development
of the stress hormone system in her infant, Vazquez is involved in a long term study of
new mothers at U-M Women’s Hospital who have a high risk of developing depression.
By measuring a stress hormone called cortisol in saliva, researchers can track the relationship between a mother’s mood, the personal interaction with her infant and the normal development of cortisol levels in her child.
“Cortisol follows a day-and-night cycle; it is high in the morning and low at night,”
Vazquez explains. “Cortisol production in depressed patients is high when it should be
low. In contrast, children living in adverse environments, such as third world orphanages, have low cortisol levels when these should be high. We wonder if a child’s cortisol levels would be a mirror image of their caretaker. Is there a set point that is in part
genetic and in part from their early life experience, beginning during the first year of
life? Can we intervene early to stop a negative outcome, such as depression? How
early? These are the types of questions we hope to answer.”
Delia M. Vazquez and Mark Isaacs, one of the
children participating in her study of cortisol
levels in infants and mothers
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How do antidepressants work?
n 2001, Americans spent $12.5 billion on antidepressants to treat the debilitating
symptoms of depression. Scientists know that antidepressants work by restoring the
normal balance of hormones and neurotransmitters in the brain. But no one knows exactly
how they do it. Robert Thompson, Ph.D., an assistant professor of psychiatry in the
Medical School, is trying to find out.

I

By analyzing subtle changes in the brains of laboratory rats receiving one of three common antidepressants, Thompson and U-M colleague Juan F. Lopez, M.D., have found 10
to 20 neural genes whose expression patterns change in response to medication. They
use advanced DNA microarray technology to analyze the activity of thousands of genes
just to find a few that change in response to more than one type of antidepressant. It is
tedious, painstaking — but important — work.
The next step is tracking complex biochemical changes in the brain, which are controlled
by changes in gene expression. “Understanding how antidepressants work at a genetic
and molecular level could help us address their limitations, like delayed responses and
side effects,” Thompson says. “It also could lead to new medications to help people who
don’t respond at all to the antidepressants we have today.”

Robert Thompson

Primary care physicians also must confront systems issues with insurance
reimbursement, because most insurance
companies will not reimburse them for
time spent treating depression. Only 34
states have legislation requiring insurance parity for major mental illnesses
such as depression and manic depression. We are hopeful that Michigan will
soon become the 35th. As I already
mentioned, patients traditionally have
been reluctant to talk about depression,
because they sometimes have feared the
future implications for their job, their
family or their image, but sometimes
payment has been the barrier. Primary
care physicians and certain specialty clinicians such as in cancer centers and
cardiology are at the front lines, and by
necessity, will need to remain there.
Our Center aims to recognize this and
to increase the effectiveness of detection
and treatment at all levels, but definitely
starting here.
It won’t be easy, but we can make
progress and thus make a difference. In
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fact, we are already doing it here, and
our family medicine faculty are international leaders in primary care depression.

Are physicians too quick to prescribe prescription drugs for
depression? Isn’t psychotherapy
more effective?
This is an important question and I
would like to use it to launch a key clarifying point. Psychotherapies that are
specific and tailored to the patient’s
individual needs are effective in treating
depression, especially in its earlier
stages. Such psychotherapies ideally
should be included as part of an optimal package of care. Antidepressant
medications also are effective. What is
most frustrating to me is the ‘either-or’
debate on the best way to treat depression. Is it medication or is it therapy?
We can’t come up with the right answer
because that’s the wrong question.
If you had diabetes, you wouldn’t be
told: ‘Let’s not use medications like
insulin; they’ll just get in the way of our

psychotherapy efforts to help you deal
better with stress (which is a factor in
diabetes).’ You also shouldn’t be told,
‘Here’s a bottle of pills. You don’t need
to do anything else.’ Similarly, we would
never suggest stopping cardiac medication if the patient had cardiovascular
disease, but that doesn’t mean one
shouldn’t deal with stressors. Depression
is analogous to these two diseases. It is a
biological illness that is linked to events
of living. Medications and psychotherapy should both be used as needed. To be
clear, however, antidepressants are often
absolutely essential in resolving episodes
and preventing recurrences, and evidence suggests that for many, they are
started too late. The only goal that
counts is achievement and maintenance
of remission — continued well-being.
We would all be better off if we ended
the ‘either-or’ debate.
Incidentally, every degree of severity in
depression can respond to treatment.
But for patients whose depression is further along, some type of antidepressant
medication therapy is required.

“One of our goals for the Depression Center is that we do something
to diminish the stigma of depression. Other disorders, like cancer,
were stigmatized in the past. Now, we have a national network of 21
cancer centers.”

I’ve read that most people with
depression are never properly
diagnosed and treated. Since
depression responds so well to
treatment, what prevents people
from receiving the help they need?
You are correct in your description of
the problem. To illustrate, let’s start with
the total pool of people with depression
— that is, 18 to 20 million people in the
United States alone. About 50 percent of
these people will never receive a diagnosis during routine clinical care. The vast
majority of the others who are diagnosed either don’t get treatment or
receive inadequate treatment. Only 10 to
15 percent of the total population
receives adequate treatment.

What prevents people from receiving the
help they need? A multitude of factors.
There is a tremendous lack of awareness
on the part of patients, families, physicians, teachers, clergy, and society at
large. We’ve had great success in educating the public about cancer’s warning
signs. There is simply not the same
degree of awareness about depression.
We are making progress, but have a long
way to go. That is why educational outreach is a key part of the Center, supported by a generous grant from Friends
of the University of Michigan Health
System.

Depression can be fatal. How
common is suicide in depression?
Too common, and far too tragic whenever it occurs. Perhaps 35,000 people die
annually from suicide, and most have
some form of depression or manic
depression. It should be noted that suicidal thoughts are to depression as fever is
to pneumonia. It is often a painful companion. The main goals are to detect
earlier, treat earlier, prevent progression,
and eradicate the underlying disorder
that produces the degree of pain that
makes people consider ending their life.
Incidentally, suicide is the most obvious
lethal effect of depression, but there are
others. For example, if you have a
myocardial infarction and depression,
your risk of death is five times higher in
the following year, than the risk of death
in someone with the same cardiac condition, but without depression. There
also are relationships between depression and autoimmune diseases or cancer. Depression is a major intensifier of
all diseases.

What would you most like people
with depression to know?
Many things, and almost all are optimistic. Depression is an illness, and
while its burden has been huge, it’s
actually highly treatable, the treatments
are getting steadily better, and fears of
discussing the illness are overstated.
Depression is an episodic, recurrent disorder, but we have learned how to prevent most recurrences. Staying well is
achievable, but specific steps are
required.
Our knowledge bases in neuroscience
and behavioral sciences are exploding. It
is reasonable to think we can conquer
this disorder, but we need understanding, support and resources to do it.
There are many barriers to decreasing
depression’s burdens, and we do have
strategies to make that happen, but,
again, help is needed. I urge people to
take their concerns about unequal treatment for depression and other major
mental illnesses to their insurance company and government officials.
And especially if you have a family history, I encourage you to learn as much
as you can about this condition, and
talk openly about it within your family
and with your clinicians. Seek the help
that is effective and stay with the treatments that work. Together, we can and
will make both the stigma and the burden of depression painful memories of
the past.
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Match Day for
the Class of 2002
Primary care continued to draw the largest numbers
of graduating students to residency programs in
2002, at the U-M (39 percent) as well as nationally
(47 percent). Primary care includes the specialties of
family medicine, internal medicine, pediatrics, and
obstetrics and gynecology. Support specialties drew
the next-largest group of students (25 percent of U-M
graduates, 20 percent nationally), including emergency medicine, diagnostic radiology, radiation
oncology, physical medicine and rehabilitation,
anesthesiology and pathology. Surgical specialties
drew nearly 17 percent of U-M students, compared
with nearly ten percent nationally.

Photos by Paul Jaronski

Ninety-six percent of U-M Medical School students
who participated in the National Resident Matching
Program were successfully matched with one of
their choices for specialty at a specific institution,
higher than the national match rate of just over 94
percent.
Following are the results of Match Day for the Class
of 2002.
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ANESTHESIOLOGY
Jonathan Charnin
Massachusetts General Hospital,
Boston
Christopher Ciarallo
University of California,
San Francisco
Thomas Gaffey
University of California,
San Francisco
Veronica Guzman
Brigham and Women’s Hospital,
Boston
Richard Hong
University of Michigan Hospitals
David Meinhardt
University of Michigan Hospitals
Glen Ni
New York-Presbyterian HospitalColumbia Presbyterian, New York
City
Jeremy Scarlett
Barnes Jewish Hospital, St. Louis
Kevin Vorenkamp
University of Michigan Hospitals
DERMATOLOGY
Robert Gielczyk
University of Michigan Hospitals

Margaret Gillis
Henry Ford Health Science Center,
Detroit
Matthew Hysell
University of Michigan Hospitals
Joseph Keithley
Henry Ford Health Science Center,
Detroit
Jacques Kobersy
University of Michigan Hospitals
Arun Kumar
University of Michigan Hospitals
Elke Marksteiner
University of Michigan Hospitals
Susan Moore
Grand Rapids Medical Center
Jenefer Oyama
Mount Sinai Hospital, New York City
Sheila Philpott
Medical College of Virginia,
Richmond

Marjorie Alexander
Riverside Regional Medical Center,
Virginia

Reza Kafi
Stanford University, California

Ahmadou Diallo
Naval Hospital, Jacksonville

Lisa Maier
University of Michigan Hospitals

Tammy Durant
MidMichigan Medical Center,
Midland

Anthony Cruz
Henry Ford Health Science Center,
Detroit
Carl Dahlberg
Indiana University School of
Medicine, Indianapolis
Peter Davis
University of Florida Health Science
Center, Jacksonville

Muneera Kapadia
McGaw Medical Center,
Northwestern University
Ravi Rajani
Cleveland Clinic
Jessica Robbins
University of Michigan Hospitals
Bradley Segura
University of Michigan Hospitals
David Simhaee
University of Rochester/Strong
Memorial Hospital
INTERNAL MEDICINE

Victoria Blinder
New York-Presbyterian HospitalCornell Medical Center, New York
City

Alexis David
University Hospitals, Cleveland

Dylan Cooper
Indiana University School of
Medicine, Indianapolis

Geetha Jeyabalan
University Health Center, Pittsburgh

FAMILY MEDICINE

Sarah Jacobson
University of Michigan Hospitals

Ethan Booker
University of Chicago Hospital

Rahul Anand
University Health Center, Pittsburgh

Kifle Admassu
St. Paul Medical Center, Dallas

Te-Yu Chang
Oregon Health and Science
University, Portland

EMERGENCY MEDICINE

John Ammori
University of Michigan Hospitals

Bradley Uren
University of Michigan Hospitals

Rachel Gustin
University of Michigan Hospitals

Adrienne Moore
University of Kansas School of
Medicine, Kansas City

GENERAL SURGERY

Elise Georgi
University of Michigan Hospitals
Amanda Hallberg
St. Joseph Hospital, Illinois
Damani Hosey
Halifax Medical Center, Daytona
Beach
Erin Williams-Robertson
University of Pennsylvania,
Philadelphia

Robert Chang
University of Michigan Hospitals

Matthew Woods
Michigan State University,
Kalamazoo

Sarah Cookinham
University of Michigan Hospitals

Jenel Wyatt
University of Maryland Medical
Center, Baltimore

Aashish Didwania
McGaw Medical Center,
Northwestern University

Ed Chan

g
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Christina Economides
VA Greater Los Angeles Healthcare
System

Jennifer Preston
University of Maryland Medical
Center, Baltimore

Shanti Eswaran
University of Michigan Hospitals

Veena Rao
University of California, Davis

John Frangiskakis
University Health Center, Pittsburgh

Stephen Reck
University of Michigan Hospitals

Luciana Funtowicz
Mayo Graduate School of Medicine,
Scottsdale

Nathan Reed
Rush-Presbyterian-St. Luke’s
Medical Center, Chicago

Kristy Keller
University of Virginia, Charlottesville

Jennifer Goerbig
Emory University School of
Medicine, Atlanta

Sharon Reifler
University of Michigan Hospitals

Natalie Saunders
University of Michigan Hospitals

Veena Shankaran
University of Michigan Hospitals

Amy Schmidt
University of Colorado School of
Medicine, Denver

Sarah Handeyside
University of Michigan Hospitals
Susan Joseph
Barnes Jewish Hospital, St. Louis
Julia Kharlip
University of Maryland Medical
Center, Baltimore
Deborah Kwon
University of Pennsylvania Medical
Center, Philadelphia
Steven Lubitz
Mount Sinai Hospital, New York City

Nicole Simon
University of Chicago Hospital
Matthew Steinhauser
New York Presbyterian HospitalColumbia Presbyterian, New York
City
Vanessa Tang
Kaiser Permanente, San Francisco
Alice Yang
New York Presbyterian HospitalColumbia Presbyterian, New York
City

OBSTETRICS-GYNECOLOGY
Beatrice Chen
University Health Center, Pittsburgh
Renuka Darolia
University Hospital, Cincinnati
Helen Kang
University of Michigan Hospitals

Kimberly Spells
Pennsylvania Hospital, Philadelphia
Linda Yang
Beth Israel Deaconess Medical
Center, Boston
OPHTHALMOLOGY
O’Neil Biscette
Howard University Hospital,
Washington, D.C.

MEDICINE-PEDIATRICS

Sudhakar Cherukuri
Henry Ford Health Science Center,
Detroit

Jennifer Meddings
Ohio State University Medical
Center, Columbus

John Galasso
Loyola University/Hines VA Hospital,
Illinois

Ali Thomas
Rush-Presbyterian-St. Luke’s
Medical Center, Chicago

Jeffrey Lupovitch
William Beaumont Hospital, Detroit

Kimberly Yee
University of Michigan Hospitals
MEDICINE-PRELIMINARY YEAR
Jonathan Cho
Huntington Memorial, Pasadena

Steven McKinley
Baylor College Medical, Houston
Derrick Montgomery
Loyola University/Hines VA Hospital,
Illinois
Joselito Navaleza
Wills Eye Hospital, Philadelphia

NEUROLOGY
Amy Miller
Harvard/Massachusetts General
Hospital and Brigham and Women’s
Hospital, Boston
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Anna Manion
University of Michigan Hospitals
Jacob Ninan
University of Wisconsin Hospital and
Clinics, Madison

Patricia Oakes
University of Washington Affiliated
Hospitals, Seattle
Steven Sykes
UCLA Medical Center
NEUROSURGERY

James Novak
University of Michigan Hospitals
Anand Parekh
Johns Hopkins Hospital, Baltimore
Binh An Phan
University of Washington Affiliated
Hospitals, Seattle
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Rohit Bhasin
University of Florida, Gainesville
Eric Jackson
University of Pennsylvania,
Philadelphia

Nayna Rahman
University of Michigan Hospitals
Samir Shah
University of California, Los Angeles
Matthew Thompson
University of Wisconsin, Madison
Penporn Vongsvivut
University of Michigan Hospitals
Wayne Wei Wu
Scheie Eye Institute, Philadelphia
ORTHOPAEDIC SURGERY
Asheesh Bedi
University of Michigan Hospitals

Bradley Dunlap
McGaw Medical Center,
Northwestern University
Evan Ellis
University of Washington Affiliated
Hospitals, Seattle
Ronald Hollis
University of Utah Affiliated
Hospitals, Salt Lake City
Allison MacLennan
University of Washington Affiliated
Hospitals, Seattle

Elizabeth Rzepka
University of Michigan Hospitals
Benjamin Troy
University of Alabama Hospital,
Birmingham
Katrina Ubell
Medical College of Wisconsin
Affiliated Hospitals, Milwaukee
Carrie Zimmer
University of Chicago Hospital
PLASTIC SURGERY

Michelle Sagan
University of Kansas School of
Medicine, Kansas City

Jeff Angobaldo Torres
Wake Forest University Baptist
Medical Center, Winston-Salem

Harold Schock
Loyola University Medical Center,
Illinois

David Bogue
Georgetown University Hospital,
Washington, D.C.

OTOLARYNGOLOGY

Edwin Chang
University of Michigan Hospitals

Michael Carron
Wayne State University/Detroit
Medical Center

Emily Hu
University of Michigan Hospitals

Andrew Drescher
Washington University, St. Louis

PHYSICAL MEDICINE AND
REHABILITATION

Lamont Jones
University of Michigan Hospitals

William Anderson
Temple University Hospital,
Philadelphia

Benjamin Saltman
Columbia University, New York City
PATHOLOGY
Kristen Curlett
University of Michigan Hospitals
Lauren Smith
University of Michigan Hospitals
PEDIATRICS
Swapna Abhyankar
Children’s National Medical Center,
Washington, D.C.
Michelle Berg
University of Michigan Hospitals
Neal Blatt
University of Chicago Hospital
Kayse Budd
University of Colorado School of
Medicine, Denver
Susan Henrikson
University of Michigan Hospitals
Brendan Kelly
University of Michigan Hospitals
Vidya Kumar
Children’s National Medical Center,
Washington, D.C.
Sarah Rozeboom
University of California, Davis

Pradeep Suri
University of Washington Affiliated
Hospitals, Seattle
PSYCHIATRY
Benjamin Gilmore
McGaw Medical Center,
Northwestern University
Welton Washington
University of Michigan Hospitals
RADIATION ONCOLOGY
Clara Choi
Stanford University, California
Jay Liao
Georgetown University Hospital,
Washington, D.C.

Michael Hynes
New York-Presbyterian HospitalCornell Medical Center, New York
City
Tyler McLeod
Hospital of San Raphael,
Connecticut
Rahul Patel
University of Washington Affiliated
Hospitals, Seattle
Hong Pham
Virginia Mason Hospital, Seattle
Monisha Shetty
William Beaumont Hospital, Detroit
Oleg Teytelboy
Johns Hopkins Hospital, Baltimore
Nghi Tran
Oakwood Hospital, Detroit
SURGERY-PRELIMINARY YEAR
Rebecca Dunkailo
University of Michigan Hospitals
David Peterson
Stanford University, California

Alexander Lin
University of Michigan Hospitals

TRANSITIONAL

Lauren Stegman
Memorial Sloan-Kettering, New York
City

Daniel Osborne
Grand Rapids Medical Education
and Research Center

RADIOLOGY

UROLOGY

Xinhao Fan
University of Michigan Hospitals

Brian Eisner
Massachusetts General Hospital,
Boston

Ron Gaba
University of Illinois College of
Medicine, Chicago
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Brian Lane
Cleveland Clinic
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When the nation needs experts and leaders in medical science, it ofte
by Jeff Mortimer

“First, it’s good for the country,” he says.
“There are many issues being debated here
that require sophisticated intellectual input,

rancis Collins puts it succinctly.
“Having University of Michigan faculty
involved in policy matters in Washington,
D.C., is good on two counts,” says Collins,
who knows whereof he
speaks: He’s the director of
the National Human Genome
Research Institute, and he’s
on leave from the U-M

and Michigan faculty can provide that expertise. The legislative and policy apparatus in
our nation’s capital is hungry for objective
information to guide good decision-making.
Second, it’s good for Michigan to have its faculty in the thick of things, adding to the
University’s prestige and recognition and
making sure that the University’s interests are
heard.”

Medical School’s Depart-

His field has a high profile these days, which

ments of Human Genetics and

has helped make Collins perhaps the most

Internal Medicine.

celebrated of the impressive list of biomedical Wolverines inside the Beltway. Some,
like Collins, are on leave from the faculty.
Others have formally left it. But all of them
retain their ties with, and affection for, the
University.

Francis Collins
In addition to Collins, that list includes:
• Josephine Briggs, M.D., head of
the Division of Kidney, Urologic and
Hematologic

Diseases

of

the

National Institute of Diabetes and
Digestive and Kidney Diseases
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en turns to Michigan
• Kathryn Clark, Ph.D., chief scientist
for human space flight, National
Aeronautics and Space Administration

experts do in fact get a hearing,” says Collins,
“often by staffers, not members of Congress,
but it’s the staffers who often determine the
outcome.”

• Elizabeth Nabel, M.D., director of
clinical research at the National
Heart, Lung and Blood Institute
• Gary Nabel, M.D., Ph.D., director

Rebuilding the Nation’s Research
Infrastructure

of the Vaccine Research Center of

Just as the above list is not exhaustive, so the

the National Institute for Allergy and

ways in which U-M faculty serve the govern-

Infectious Diseases

ment, and the public, are not limited to shap-

• Paul Sieving, M.D., Ph.D., director
of the National Eye Institute and

ing the national research agenda and keeping
Congress up to speed on it, important as those
activities are. For example, U-M Executive Vice

• Jeffrey Trent Ph.D., scientific

President for Medical Affairs Gilbert Omenn

director of the National Human

chairs an Institute of Medicine panel on quali-

Genome Research Institute

ty oversight in federal health care programs,

With the exception of Clark, they all work
within the National Institutes of Health.
“There was a period when it seemed we

and he testified on behalf of increased NIH
appropriations for research infrastructure construction.

were gradually taking over the place,” says

“The vast NIH budget is set up to support

Briggs, who has held her current job for five

direct costs on individual research projects,”

years and is on leave from the Departments

says Omenn. “Institutions are supposed to pro-

of Internal Medicine and Physiology. “We had

vide the facilities with which to conduct the

a pretty steady influx.”

research. The accumulated need in this coun-

Despite occasional appearances to the
contrary, the government doesn’t hire these
people and bring them to Washington so they
can be ignored. “Scientists and other content

Josephine Briggs

its reputation
and track
record make
Michigan a formidable competitor
for the global
benefits that
flow from the
efforts of its
people in
Washington.

try for new facilities and renovation of existing
ones is in the hundreds of billions of dollars —
such big estimates that NIH, the National
Science Foundation, and the federal ➤
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“Construction and renovation is the hardest

state sources of funding”), its reputation and

funding to get,” says Omenn. Michigan got it

track record make Michigan a formidable com-

because it was a good competitor, not

petitor for the global benefits that flow from

because Omenn was a player in the process.

the efforts of its people in Washington and

But the resources might not have been there

their peers.

in the first place if the latter weren’t the case,
and the case illustrates several points.

Gil Omenn

“Many academic medical centers are in financial trouble,” says Omenn. “The U-M is looked

First, although it obviously gives Michigan better

to either with astonishment or plaudits for

access to the national research conversation,

expanding our research, investing in the

having past and present faculty in Washington is

research base, drawing top students and resi-

not a route to “insider trading.”

dents and faculty, and delivering patient care

“Once you become a government employee,
you cannot give preferential treatment to one

in a competitive, cost-effective, financially
sound, high-quality way. People take notice.
We don’t draw anywhere near as many

government as a whole threw up their hands and

university versus another,” says Elizabeth

said, ‘There’s no way we can make a dent.’ “

Nabel, who formerly served as director of

Wrong. A dent, perceptible if not huge, has

U-M’s Cardiovascular Research Center.

been made. “The program that was funded

“Knowing what I know about Institute initia-

and increased each year — we took it from

tives, I can’t go back to the faculty or leader-

10 to 30 to 75 to 100 million dollars in suc-

ship of the U-M and say, ‘Hey, six months

cessive years — has been very helpful,” says

from now, this proposal is coming down the

Omenn. “In contrast to so-called earmarked

pike and you should start putting a grant

programs, where a senator or an expensive

together.’ That has to be avoided.”

lobbying firm writes a specific building with

“We thrive on competition and peer review,”

no competition into the appropriations lan-

says Marvin Parnes, U-M associate vice presi-

guage, this is a competitive program requiring

dent for research and executive director of

matching funds.”

research administration, “so our interest is not

U-M has been among the beneficiaries.

in earmarking or getting special allocations for

Grants from the fund have gone toward

the University. Our interest is in ensuring that

equipment for the Functional Magnetic

there are adequate funds for us to compete for

Resonance Imaging Unit of the Department of

research dollars in areas that we think are

Radiology, renovations to the Kellogg Eye

intellectually exciting and important.”

Center, and enhancement of nuclear medi-

Second, although it doesn’t directly profit from

And an investment in infrastructure helps

cine equipment and facilities.

its contracts (in fact, says Vice President for

float all boats: research, teaching and

Research Fawwaz Ulaby, “By regental direc-

service — the three explicit missions of the

tive, the University does not lobby federal or

University, all of which commingle and com-

our state as the Mayo Clinic or Mass General
or Johns Hopkins does, yet we have this high
national reputation.”
Photo: Marcia Ledford
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patients from the rest of the country beyond

Marvin Parnes

plement each other, and all of which are also

10 years, but its focus has broadened, both in

well served in other ways by the Medical

terms of the diseases targeted and the collat-

School’s Washington presence. “We’re not

eral benefits of its work. Nabel became its

trying to increase our funding or secure mate-

head in 1999, after 12 years on the faculty of

rial gains for the University,” says Ulaby, “but

the Medical School’s Internal Medicine and

an integral part of our responsibility as an

Biological Chemistry Departments. He also

institution and as individual faculty within the

was the director of the Center for Gene

institution is to serve the public. This is a

Therapy and co-director of the Center for

form of public service, for the pure purpose of

Molecular Medicine at U-M.

serving our broader community. Period.”

“Our primary emphasis is HIV/AIDS,” Nabel

“We have definitely made a contribution to

says. But the ripples spread wide. “Our philos-

biomedical research in this country by send-

ophy is that in the process of developing

ing some of our best scientists and scholars

vaccines for one agent, we develop certain

to NIH,” says Dean Allen Lichter. “These sen-

core technologies that could be applied to

ior level positions often have profound policy

other vaccines,” he says. “Obviously, we want

implications.”

to make the most of the scientific and finan-

Or, as Jeffrey Trent puts it, “I can think of very
few institutions that can actually provide
pretty compelling evidence that they’ve
impacted the breadth of the field of biomedicine and biomedical sciences the way
Michigan has.”
That impact stems from decisions on what to
investigate, the quality of the research itself,
the effectiveness of its dissemination to
peers and students, and the range and utility
of its applications.

Jeffrey Trent

cial investment, and we work with other people to help move their efforts forward as well.
As we develop these concepts and strategies,
I’d like to think we expand the horizons of
what we can do scientifically.”
Those other efforts include developing vaccines that are unlikely to be profitable, and
thus unlikely to draw much attention from the
private sector. Although legion, the victims of
scourges like Ebola and measles hardly constitute a lipitor-style market. While Ebola has

Gary Nabel

been much in the news lately because of its
potential as a bioterrorist weapon, Nabel has
been on its trail since early in his U-M days.

Expanding the Horizons of
Biomedical Science

“Markets can define society’s medical needs
to some extent, but they’re not based on

The Vaccine Research Center that Gary Nabel
directs was established in 1998 primarily for
the implementation of former President

human health needs. They’re based on economics,” he says. “Ebola and other diseases
like tuberculosis and malaria have ➤

Clinton’s mandate of an AIDS vaccine within
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major impacts on world population, yet from

take to respond to bioterrorism outbreaks are

director of the Center for Retinal and Macular

a commercial point of view, vaccines for these

those we need to take to respond to emerg-

Degeneration.

microbial agents, or even an HIV vaccine, offer

ing infectious disease outbreaks,” he adds.

less incentive to the private sector. That’s

“One of the important challenges is not only

when we have to step up as citizens of the

that we develop vaccines for these untreatable

world and say this is important for people, and

diseases but that we develop approaches

we’re going to do our best to make something

where we can make vaccines more quickly,

that will work. I’m all for letting the market do

identify emerging infections more rapidly, and

the job when the market can do it, but when it

protect the public health more effectively. In

can’t, when huge losses are sustained and

many ways, bioterrorism is just a form of a

there’s no other way to deal with the prob-

newly emerging infectious disease. Instead

lems, then we have to recognize that and do

of emerging naturally, people are trying to

something about it.”

take advantage of the biology of the organism

Aside from a sense of social responsibility,

and introduce it deliberately.”

enjoy that part of it. At the same time, there
are realities in terms of budgets and space and
people and energy and hours in the day. It’s
going to take a while to have everything converge on some products that I can hold up and
say ‘this is what I’ve accomplished.’”
The Institute released a much-publicized

boomers continue their implacable aging. “As

point in time can evolve from being a rare iso-

the population gets older, the imperative for

lated case to being a major worldwide human

good vision care increases, and the Eye

health problem,” says Nabel. “Throughout

Institute and vision doctors and Kellogg Eye

human history, we have had to deal with out-

Center physicians and the Department of

breaks of different infectious organisms, and

Ophthalmology at the U-M, all of us are going

nothing magical has happened to say that era

to be increasingly busy. I just hope that in the

is behind us. We’ve had some remarkable suc-

midst of being busy we don’t lose sight of the

cesses with antibiotics, and we’ve saved a lot

fact of what the diseases are, so the next

of lives with antibiotics, but you can go into

generation inherits some solutions from us.”
Paul Sieving

dying from resistant organisms. If we’re lucky

there will be another epidemic, whether it’s

for vision,” he chuckles. “And I’m beginning to

double in the next 30 years as the baby

back in the 1980s is that any virus at any given

lifetime, you can almost take it to the bank that

part of it is the vision thing — the vision thing

blind or visually-impaired Americans could

lesson that I learned by studying HIV beginning

enough to develop a vaccine for AIDS in our

but he quickly understood that “the biggest

report in March predicting that the number of

why should this concern the First World? “The

any hospital any day and see people who are

Mastering the job is taking a while, he says,

Still passionate about his research, Sieving is

The Vision Thing: Impacting the
National Research Agenda

dismayed by some current trends in that
arena. “There’s a lot of ego on the line in
research, we all know that, but ultimately

West Nile, Ebola, or an organism that we don’t

Paul Sieving was named director of the

that research has to help people,” he says.

currently view as a threat.”

National Eye Institute in 2001, having served

“When we set up potential theoretical road-

on the Department of Ophthalmology and

blocks and ‘protections of subjects’ that are

Visual Sciences faculty since 1985 and as

detrimental to finding answers that might

Speaking of a widening ring of applications,
being ready for that also means being ready
for bioterrorism. “All the actions we need to
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help people, I’m bothered by that.”

Nabel has also made the health and well-

ture,” he adds. “It takes someone who fully

being of patients in the clinical center of her

understands the complex interrelatedness of

institute’s intramural research program a top

science to be able to articulate the agenda.

priority. “Since I’ve been here, I have put into

For example, realizing how much discovery-

place a system to support the conduct and

driven rather than product-driven research has

monitoring of clinical research at the National

to go on to provide the necessary groundwork

Heart and Blood Institute to ensure that

for disease cures, and that it might be less pro-

patients are adequately protected, that

ductive if one were only to focus on specific

adverse events are promptly and responsibly

outcomes. We can’t neglect basic science and

reported, and that all research is being con-

engineering funding if we want to address dis-

ducted in an ethical manner,” she says. “We

ease. Scientists understand this.”

have a responsibility to communicate this
Photo: Marcia Ledford

Elizabeth Nabel

process to the public, so that the public can
have trust in our ability to conduct and super-

Elizabeth Nabel says what attracted her to

vise clinical research in this country.”

her current position was “the opportunity to
have a beneficial impact on the national

That trust is undergirded by what might be

research agenda. I believe very passionately

called the ethical infrastructure, the design

about the role of biomedical research in this

and support of which are integral components

country, and that we should be leaders in

of the medical science enterprise. “As more

basic biomedical research and then translate

and more of our ‘progress’ rests on science

those discoveries into new therapeutics that

and research, it’s important to know what the

are going to benefit the public.”

social contract for research is and how it is
formulated,” says Marvin Parnes. “What is

On the other hand, she says, “While it allows
you to establish a research agenda, I wear an
Institute hat in making those research decisions. Often those are research programs or
priorities that may not be aligned with my
own personal interest, but I don’t wear an
individual hat anymore. One must be a good
steward of institute funds, which are taxpayer
dollars. We have to ensure that those dollars
are put to research programs that are going to

the expectation attached to funding research?
How do we manage the vision of the
University as a place of great integrity, where
it is only the pursuit of knowledge that should
guide our activity, when that is intersecting

A Real Obligation to Inform the
Public

with large amounts of federal funding? Is the

Although he’s still in Ann Arbor, Howard

understanding the same on both sides regard-

Markel (M.D. 1986), Ph.D., participates in the

ing what should be expected from that fund-

national conversation by writing for The New

ing? You want the funding to be shaped by

York Times and Harper’s, among other gener-

where the greatest good can be achieved.

al interest publications. A professor of pedi-

directly impact the health and well-being of
our public.”

Howard Markel

“The perspective you gain as a researcher into
what is truly required to advance knowledge
is different than the view from the legisla-

atrics and communicable diseases, director of
the Historical Center for the Health Sciences,
and the George E. Wantz Professor of

➤
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the History of Medicine, Markel sees his role

But the payoffs are real, even if the evidence

“I’m all in favor of keeping the energies flow-

as a contributing medical correspondent and

is anecdotal, and they range from sharing in

ing both ways, from the University into me

columnist as completely consistent with his

the general societal benefit that that presence

and those of us who have moved on, and back

other duties as a physician and scientist.

helps generate to knowing the person on the

to the University. One wants always to be

other end of the line when you need help

careful not to overtly favor the institution one

from someone in Washington.

came from, but the reality is there are a limited

“Physicians in the academic arena, in particular, have a real obligation to make sure that
the very wide constituency that we serve is

Says Gary Nabel: “We often can help triage

informed about what we do,” he says. “All of

when we talk to people and they say, for

us who do research are serving the public.”

example, ‘We’re having a horrible problem

He served the public in April 2001 by
co-authoring a front-page story in the Times
on studies showing that babies now start
crawling later, if at all, due to being placed on
their backs more to prevent sudden infant
death syndrome. “A lot of parents worry about
every little developmental milestone, and to be
able to reassure people in this way was really
quite gratifying,” he says. “It was just fun to
get the information out there. For me, my writing is an extension of my role as a professor.
I’m an educator. Sometimes I educate in the

finding a supply of nonhuman primates for x,
y or z,’ and I can tell them that’s a global prob-

institutional science in order to develop as
fully as they can.”

some help. We can help direct people to the
best sources of advice to solve a problem,
whether it’s an administrative problem or a
scientific problem. As with most of academic
medicine, the value of information and communication is really hard to overestimate.
That’s probably the most important way that
we help one another.”

times in the journalism arena. They’re all

ing scientific talent toward Ann Arbor. “There

extremely legitimate and extremely important

are a lot of talented young investigators here

venues.”

at NIH,” he says. “When they go off looking

ment and the research community. It’s more

make contacts back into that strong bed of

dealing with it and this is how you might get

Nabel says he has also steered some promis-

presence pays off for the public, the govern-

and new young strong scientists need to

lem at NIH and these are the people that are

classroom, sometimes in the clinic and some-

It’s clear that the Medical School’s national

number of very strong places in the country,

Kathryn Clark

for opportunities in academia, we can point
them back to Michigan and start to direct
some of the newer talent to the University.”

The ‘Halo Effect’
What might be called the “halo effect” can

difficult to specify how it’s an advantage for

Paul Sieving views such nudging as at least

also be useful in luring luminaries. “The

the School. How does one assign a value to

appropriate, if not an actual civic duty. “I sim-

University of Michigan becomes more visible

the experience of seeing Francis Collins end

ply view the University of Michigan as a very

at NASA because of my presence there,” says

his remarks at the 2000 commencement cer-

strong university, and in terms of the educa-

Kathryn Clark, on leave from the Department

emony by picking up his guitar and accompa-

tional needs of the country, having the

of Cell and Developmental Biology, “and

nying himself in one of his satirical songs?

University of Michigan even stronger makes it

Michigan has the ability to dance on that a

How does one prove he wouldn’t have done

an even better national resource,” he says.

little bit because NASA is hands-down the

the same at Harvard or Johns Hopkins?
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government’s favorite entity. The NASA logo

And then there’s, well, the vision thing. “It

leave Michigan lightly. We loved it there, and

— we call it the meatball — is the most rec-

was an absolutely terrific experience to be

we still think very fondly of our days in Ann

ognized non-corporate logo in the world. I

surrounded at Michigan by outstanding scien-

Arbor. If it weren’t for the fact that we would

have been told that even among corporate

tists who had the vision to want to affect

be unable to do what we’re doing in any other

logos, the only one that beats us is Mickey

their fields more broadly,” says Jeffrey Trent.

way, I don’t think we would have come.”

Mouse. So there is some visibility for the

“Michigan provided a venue to do that in

University to have somebody stationed there,

allowing a number of these people [who are

especially as chief scientist.”

now in Washington] to be involved in major

People from U-M, in turn, are clearly attrac-

program initiatives there.”

tive to Washington. “Because of its strong

The word “fun” frequently surfaces in their

research programs, it’s a source for NIH of

conversations, but so does the challenge of

people who are both superb scientists and

juggling their own research activities with the

have worked in a complex institution as man-

exigencies of managing such large operations.

agers,” says Marvin Parnes. “It’s the right

Says Briggs: “That’s one of the challenges of

constellation of talents. Much like our

these jobs — the administration of science,

provosts go off and become presidents: if you

which is really what we do here, requires real

can run something here, you can run some-

active proximity to the scientific issues. I think

thing anywhere.”

if you have people who function just as admin-

Michigan’s emphasis on interdisciplinarity is
another high card in the deck. “It is very critical, with the kind of science that has to happen

back fondly at our time at Michigan,” says
Trent, “and the longer we’re gone, the more
we miss it.”

m

istrators and aren’t centrally engaged in the
questions, the quality of the administration
would not be as good.”

nowadays, to not approach the problem with

“Right now, I am needing to let go at some

the perspective of any one discipline,” says

level of my own research agenda and see that

Josephine Briggs. “At Michigan, certainly in

agenda being accomplished by other people,”

the Department of Internal Medicine, we were

says Sieving. “At the same time, I can never

eager to be as non-discipline-bound as possi-

let go of that agenda because scientists

ble. That certainly continues to be a focus here

thrive on science.”

at NIH.”

“I bet you can’t find any of us that don’t look

The Medical School’s “faculty alumni/ae”

It’s a focus for Clark, too. “My job is to represent

don’t let go of their ties to Michigan, either.

all the science possible on the space station at

Although Gary Nabel says his job at the

advisory committee meetings, in the general

Vaccine Research Center has been “a very ful-

world, in talking to engineers,” she says. “My

filling experience and a unique opportunity; it’s

knowledge in physiology was helpful but I was

not very often that you can build a new effort

responsible for everything that went into the

literally from the ground up,” he also says, “we

space station, so I had to learn all of it.”

[he and Elizabeth Nabel are married] didn’t
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on the ‘final frontier’
Kathryn Clark met John Glenn
when she was a 10-year-old girl in Silver Lake
Village, Ohio, and she hasn’t been the same since.

Clark’s father was a physician “and I worshipped
him,” she says, “so I was interested in how things
worked in the body — and then broke — from a
young age.” She came to Michigan for graduate
school in 1981 from the College of Wooster, earning
an M.S. in education from the School of Education’s
Department of Physical Education and a Ph.D. in
kinesiology after that department became the
School of Kinesiology. “I actually got to help with
that change,” she says, “and I
never moved.”

“It was so inspirational to me that I still carry the picture of the two of us in my wallet,” says Clark, “and
it’s been a long time since I was 10. I want to be an
astronaut in the biggest way. I started to apply to the
astronaut corps several years ago and continue to
update my application every year. I
have friends who applied for up to
14 years before being successful,” Clark’s primary
she says, “so I’ll just keep on trying.”
scientific

Her primary scientific interests are
neuromuscular development and
adaptation to altered environments,
so it’s clear how her expertise fits
with NASA’s mission. But what she
really likes to do is educate, formally
or informally, within or outside the
walls of the agency, whether it’s
fourth graders in a classroom, members of the U.S. Congress, the movie
and television producers for whom
she consults, or the scientists all
over the world that she meets with
as part of her job.

interests are
In the meantime, she has at least
made it to the National Aeronautics neuromuscular
development
and Space Administration, where
she’s worked since 1998 while on and adaptation
leave from her position as a
to altered
research investigator in the Departenvironments,
ment of Cell and Developmental
so it’s clear
Biology. Clark joined NASA as the
how her
first woman to serve as the International Space Station’s senior sciexpertise fits
entist, a job limited to two years so
with NASA’s
it can be rotated among specialties
mission.
as well as individuals. At the end of
While Clark was deputy director of
their term, “Most people retire or go
the Center for Microgravity Automation Technology,
back to their home institutions,” she says.
a NASA commercial space center in Ann Arbor, she
But the agency had other plans. “I was getting ready
assisted with a ladybug experiment that flew on the
to go back to Michigan,” Clark recalls, “and my boss
93rd space shuttle mission and served as a pilot for
[Joe Rothenberg, associate administrator for the
a larger education program aimed at inspiring stuOffice of Space Exploration] walked into my office
dents to study math and science. “A group of girls
and said, ‘What do I have to do to keep you here at
from Chile designed the experiment to see if ladyheadquarters?’ And I said, ‘Give me a job.’ So they
bugs could still eat aphids, and therefore act as a
created my current position.”
natural pesticide, while in microgravity,” Clark says.
Her intergovernmental personnel agreement, the “The answer is yes, they can. But there is also some
formal procedure whereby faculty are granted indication from the experiment that aphids breed
leaves for such service, was renewed for two more faster in space than on the ground.”
years, and she became chief scientist for Human
The project, one of seven that she’s flown on the
Exploration and Development of Space, one of five
space shuttle, had other results, too. Although the
so-called “enterprises” (Star Trek, anyone?) within
Center for Microgravity Automation Technology
the agency. The others are Biological and Physical
faded into history shortly after Clark left it to go to
Research, Earth Science, Aeronautics, and Space
Washington, the education program survived. It’s
Science.
now called Launching Education into Orbit, and
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plans are in the works to get student experiments to
the International Space Station.
Even commuting time can be valuable. Clark returns
virtually every weekend to the Ann Arbor home she
shares with her husband, Robert Ike, M.D.
(Residency 1985), an associate professor of rheumatology in the Department of Internal Medicine. “I fly
with a lot of the congressmen,” she says, “which
can be kind of a benefit.”
A pilot herself, she’s also an avid cyclist, swimmer
and cross-country skier, and was one of the first
inductees when the National Women’s Museum
opened in Dallas in 2000. “I’ve never put much time
into worrying about being a woman
in anything I do,” says Clark. “Some
people tell me that this is why I have
my job, because they needed a
woman. Other people tell me that I
must have to struggle hard
because I’m a woman. I feel that if
you do your job well and with
enthusiasm and you’re not
obnoxious, nobody really cares.”

absolutely great. I’ve been all over the world. I’ve
done only five continents — I haven’t yet dipped into
Africa or the South Pole, but I have been to the North
Pole.”
And Hollywood. She was the technical consultant
for the feature films Mission to Mars and Space
Cowboys and is currently working on a pilot for a television series, as well as with director James
Cameron, of Terminator and Titanic fame, on a movie
set on Mars. “When you take the elevator up to Jim’s
office, the actual terminator is standing right in front
of you as you exit. And the hand that’s at the end of
the first Terminator movie is actually sticking out of
his desk,” she says. m
—JM

It’s spreading the word that
lights her fire. In addition to
“KC,” a high school nickname
that stuck, she’s also been
dubbed a “space station
ambassador,” having logged
more than 600,000 miles,
worked at 16 shuttle launches, given more than 100
speeches and briefings,
and brought together sci- Kathry
n Clark a
t age 10,
entists in 10 fields from 16
with John
Glenn
countries to work on getting science into the space station.
“I spend most of my time talking to other scientists,
both around the agency and around the world, about
ways to collaborate in how we’re going to explore,”
she says. “Going to Mars, going to Europa, the
Hubble Telescope, all the things related to exploration, I get to talk about. It’s phenomenal. It’s
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Assessing the Outcomes
of Medical Education
Medical Education Day 2002
explores an increasing emphasis
on competencies
Photos by Gregory Fox

paper work and demands a great deal of time from their already busy
schedules. Some physicians also wondered how they can be sure they
are completing assessments in ways that best benefit students and
residents.

(Above) Chris M. Chapman,
assistant manager of media
in the Office of Medical
Education, looks on as a
participant examines the
exhibit, “Case-Based
Multimedia at the University
of Michigan,” developed by
Chapman and Casey B.
White, director of the
Learning Resource Center.

Medical School faculty, staff
and students gathered in the
Towsley Center for Continuing Medical
Education on February 26 for the lectures, discussions, workshops and demonstrations that
comprised Medical Education Day 2002.

U-M

David C. Leach, M.D., executive director of
the Accreditation Council for Graduate
Medical Education, began the day with the
keynote address, “Competency is a Habit:
Assessing the ACGME Competencies.”
Following Leach’s presentation, James
Woolliscroft, M.D. (Residency 1980), executive associate dean and associate dean for
graduate medical education said, “The bottom line to all of this is improved patient care.
When we’re done, if it’s successful, residency
education will look much different than it
does now.”
Several participants noted that the assessment process, while helpful, involves a lot of
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“The bottom
line...
is improved
patient care.”

Panelists Frank Brosius, M.D.
(Residency 1983), associate professor
of internal medicine and physiology;
Richard Cohan, M.D., professor of radiology; Terry Kowalenko, M.D., clinical
associate professor of emergency
medicine; Lawrence Marentette, M.D.,
associate professor of neurosurgery
–James Woolliscroft
and otolaryngology; and Sonya Miller,
M.D., clinical instructor of physical
medicine and rehabilitation, discussed
their perspectives on the educational
outcomes of residency training. They spoke of the difficulties in
assessing whether residents are performing to the best of their ability
and of the pressures of serving as role models. This sparked discussion
about how to be sure medical students choose the specialty for which
they are best suited in the first place. As the system currently exists,
physicians said, there is no formal method that helps students assess
their strengths and determine how and in what area they can best be
put to use.
In the afternoon, participants attended small group workshops, followed by a reception and poster and computer presentations.
Workshops included “A Model for Resident and Medical Student
Wellness Programs,” in which professional caregivers learned skills
that can help them cope with the challenges of providing compassionate care to patients as well as to themselves. Computer demonstrations explored the latest in technological learning and teaching
resources available to medical faculty and staff.
—MF

The 84th Annual Smoker
Director Czars
Jacques Kobersy
Penny Vongsvivut
Producer Czars
Mandy Hallberg
Eric Jackson
Musical Director
Dale Owen
Dance Demi-Czars
Elise Georgi
Suzy Tosh
Guest Choreographers
Emily Bugeaud
Anna Dubovoy
(left to right): Erik Paschall, Veena Shankaran, Sarah Handeyside, Charlie Ashbrook, Shanti Eswaran, Suzy Tosh,
Rick Bhash, Josh Bess, and Karen Fauman

his year’s Galens Smoker was another success for the students who wrote, directed and performed in the show, as
well as for wildly appreciative audiences who were part of
its two-night run April 19-20 in the Lydia Mendelssohn
Theater. Parodying the satirical fairy tale love story “The
Princess Bride,” directed by Rob Reiner, “The Prinzmetal’s
Bride” provided sometimes raucous humor and always lively
musical performances and dance routines.

T

The story follows two young medical students in love,
Buttercup and Wesley, as they attempt to escape the endless
prying of the evil chief of surgery, Buffalo Humperdinck, and
his band of misfit docs, to be together at last. With live musical
accompaniment from Dr. Lichter’s Smokin’ Med Studs Band,
“The Beatles” occasionally dropped in and entertained the
crowd with songs such as “Wesley’s Gonna Buy Her a
Diamond” and “Maiden Lane.”

Photos by Gregory Fox

Audrey Baker

Jacques Kobersy

As part of the annual event, the Galens Society presents a carefully chosen Medical School Faculty member with the Silver
Shovel Award, in recognition of their overall popularity with
the students. This year’s honoree was Sanjay Saint, M.D., assistant professor of internal medicine.
—MF
Chandu Vemuri

Penny Vongsvivut

(left to right): Karen Fauman, Josh Bess, Leo Chen

Mark Gjolaj
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Class Notes
The 50s
Robert Burton (M.D. 1953,
Residency 1959), like most doctors,
can claim he has saved lives —
what is different about him is that
he’s never met many of the people
he’s saved. After spending each
Wednesday afternoon for two years
in Lansing as chairman of the
Michigan Coalition for Seatbelt Use,
Burton convinced legislators to pass
the 1983 legislation that made not
wearing a seatbelt a secondary
offense in the state. He continued to
push for the law to be classified as a
primary offense, and won that battle
just two years ago.

The 70s
Ronald B. Irwin (M.D. 1971) has
been appointed medical director and
senior vice president of Beaumont Hospital
in Royal Oak.
Irwin is an
orthopedic surgeon specializing in bone
cancer and also
directs the
Musculoskeletal Tumor Services at Beaumont. He
has served as corporate director of
oncology services for Beaumont
Hospitals since 1998, a position he
will continue to hold.

The 90s
Mihir Meghani (M.D. 1997), an
emergency specialist with Kaiser
Permanente of Northern California,
was part of a team of experts in disaster management and planning
from the state of California Office of
Emergency Services to conduct a
workshop following an on-site tour
of Bhuj, India, and surrounding
areas. Sponsored by the Gujarat
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State Disaster
Management
Authority and
the American
Association of
Physicians of
Indian Origin,
the workshop
brought together parties that
would be
involved in managing a disaster like
the earthquake that struck Bhuj in
January 2001. Workshop participants
discussed the resources and capabil-

ities available to them in the event of
another disaster in Gujarat.
Mark Moronell, M.D. (Residency
1997), completed a fellowship in cardiovascular disease at Vanderbilt
University and was recently appointed chief of cardiovascular services at
Alaska Regional Hospital. He is a
member/owner of the Alaska Heart
Institute and lives with his wife,
Christina, and their two children in
Anchorage.

Civil Rights Leader John
Holloman Is Dead at 82
John L.S. Holloman Jr. (M.D. 1943) died at 82 of a stroke in
Queens, New York, on February 27. Holloman, a leader in the
civil rights struggle as it related
to medicine, was featured in the
Summer 2000 issue of Medicine
at Michigan. A substantial obituary on Holloman in the March 2
edition of the New York Times
noted his presidency of New
York City’s public hospital corporation in the mid-1970s, his
myriad contributions to civil
Holloman, 1963
rights in medicine, and his tireless advocacy of better health care for the poor. He was a board
member of the State University of New York for almost 30 years
(1966-95). In his many medical leadership positions, including
the presidency of the National Medical Association, he
appealed to the medical profession to fight racial prejudice,
including racist practices in the American Medical Association.
In many forums he pressed for health care as a basic right, and
he campaigned tirelessly for national health insurance. He was
a native of Washington, D.C., where his father preached for 53
years at the Second Baptist Church.

LIVES LIVED
Julius J. Deur (M.D. 1948) died on
January 23 of complications from
Parkinson’s Disease. He was 79. He
served his internship at Butterworth
Hospital in Grand Rapids and completed a residency and postgraduate
training in internal medicine at the
Alexander Blain Clinic and Hospital
in Detroit. He served in the uniformed corps of the United States
Public Health Service and maintained a private practice for 30 years
in Lafayette, Indiana before retiring
in 1988.
David A.W. Edwards (M.D. 1943)
died on October 16, 2001, in London,
England. Edwards returned to his
native England at the end of his
Rockefeller scholarship at the U-M.
He became a physician at University
College Hospital Medical School
London and later a reader in medical
sciences there. He specialized in
gastroenterology.
David F. Frederick (M.D. 1946) died
on December 2, 2001. He was 78.
William J. Hanley (M.D. 1946) died
on February 28 in Naples, Florida,
after suffering from Parkinson’s
Disease. Born and raised in
Muskegon, he practiced ophthalmology there from 1952 to 1989. Hanley
was an early pioneer in the field of
ocular surgery and one of the first in
Michigan to use the phacoemulsification process to remove cataracts.
He was a past president of the
Muskegon County Medical Society
and chief of staff at Mercy Hospital.
Bronko P. Lelich (M.D. 1939) died
on April 23, 1999, at the age of 83.
Cary S. Peabody (M.D. 1939) died
on January 12 in Grand Rapids at
age 88. Peabody served as a physician in the U.S. Army Medical Corps
with the rank of captain during
World War II, from 1942-46. He then
practiced ophthalmology for 25 years
in Ohio. After retiring in 1976, he and
his wife, Marion, moved to Lake
Odessa, then in 1990 to Grand Rapids.

John Raskin (Ph.D. 1935, M.D.
1939) died of complications from
a stroke on November 7, 2001, in
Sacramento,
California, at
the age of 95.
Raskin contributed greatly to
the understanding of the
nature of the
tuberculosis
organism as a
part of the
Deparment of Bacteriology at the
U-M. He practiced general medicine
and surgery for eight years in Detroit
and for 30 years in Vallejo,
California. Following retirement, he
began active research into malignant
insulinoma in conjunction with the
Pathology Department at the
University of California, Davis,
School of Medicine.
Joel Salon (M.D. 1946) died at the
age of 78 on December 25, 2001 at
Covington Manor Nursing Center in
Fort Wayne, Indiana. Salon was a
polio survivor, having contracted the
disease while stationed with the Air
Force in Bermuda during the Korean
War in 1953. He spent a year in
recovery before returning to the private medical practice he had established prior to the war. He retired in
1989 after a distinguished career
that consisted of being a member of
the courtesy staff at Lutheran and
Parkview hospitals, a consultant for
the Veterans Administration Hospital
and clinical assistant professor of
internal medicine at the Indiana
University School of Medicine. He had
also served as president of the Fort
Wayne Medical Society and had been
awarded the Chapter Laureate award
of the Indiana Chapter of the American College of Physicians. In 1987,
Salon, whose father, grandfather,
uncle and cousin also attended the
U-M Medical School, and his wife,
Marilyn, established the Joel W. and
Marilyn G. Salon Endowed Scholarship
Fund at the University of Michigan.

Former NIH Director Donald
Fredrickson, 77, Pioneered
Acceptance of Genetic
Engineering
Donald S. Fredrickson
(M.D. 1949), noted geneticist and leading researcher
on the relationship between
lipids, fats and heart disease, died on June 7 at the
age of 77 at his home in
Bethesda, Maryland.
Dean Allen S. Lichter (M.D. Fredrickson, 2000
1972) stated: “We at the Medical School are saddened
by the passing of Donald Fredrickson, a distinguished
U-M Medical School alumnus, former director of the
National Institutes of Health and past president of the
Howard Hughes Medical Research Institute in
Bethesda.
“After he graduated from the Medical School, he began
a career in research and scientific leadership. Dr.
Fredrickson discovered two genetic disorders and
helped to illuminate our understanding of plasma
lipoproteins. While serving as NIH director, he smoothed
the way for our society’s acceptance of genetic engineering and the safety of recombinant DNA technology.
“Physician, scientist, teacher, author and leader...he will
be missed.”
Fredrickson served as president of the National
Academy of Sciences Institute of Medicine from 197475, as NIH director from 1975-81, and as president of
the Howard Hughes Medical Institute from 1984-87. He
was a keynote speaker during the Medical School’s
sesquicentennial celebration gala in October 2000.

L.S. Whitaker, M.D. (Residency 1941),
died on July 17, 2001. He was 91.
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A Time to Give Back
Bill and Dee Brehm help lead the advancement of medicine at Michigan
n 1949, Delores “Dee”
Soderquist was diagnosed
with Type 1 diabetes at the
University of Michigan Hospital. It was a frightening time for
the young EMU student and her
devoted boyfriend, Bill Brehm, a
student at U-M. Jerome Conn,
M.D., then division chief of
endocrinology at Michigan,
treated Dee and set up her original treatment program. When
she told him she was engaged to
be married, Dr. Conn sat the
young couple down and shared
with them what to expect from a
lifetime with diabetes.

I

Fifty-two years, two children
and six grandchildren later, Bill
and Dee Brehm have not forgotten the wisdom and caring they
received at the University of
Michigan. They decided last
year that it was time to give
something back to the institution that had helped them deal
honestly and practically with a
situation that seemed anything
but encouraging.

expertise in information science.
“If we really put information science to work in medical research,
and in diabetes research in particular, we can speed up the research
process,” he says. “We have some
heavy conversations going on
about how to build a program
around an initiative that gives
greater information science support to our talented investigators.
We feel we are part of the family.
This goes way beyond the gift-giving thing. Michigan has welcomed
our ideas. It’s a wonderful privilege
not only to have the opportunity
to provide financial support, but to
trade ideas as well.”

As inaugural members of the 28member Health System Development Task Force, the Brehms have
also been making regular trips to
Ann Arbor over the past several
months to help chart the course of
the Health System’s future. As
members of the Task Force, they
hope to share their boundless
enthusiasm for the future of medi“At U-M, collaboration is in. And today cine at Michigan with other poten“It has been our dream for a one must have collaboration to make sig- tial supporters, to help them discover their own areas of passionate
long time that some day we
concern in medicine and then to
might be in a position to be nificant progress in medical science.”
match them up with the physicians
helpful in the area of diabetes
and scientists at Michigan who are
research and especially in the
began to think about establishing a prosearch for a cure,” says Dee. Her husband fessorship, and possibly something doing leading work in these areas. Brehm
says, “People generally get excited and
Bill (B.S. 1950, M.S. 1952) is board chair beyond that.”
enthusiastic through observing the enthuof SRA International, a leading information technology consulting and systems The resulting Brehm Professorship for siasm and commitment of other people.
integration company based in Fairfax, Diabetes Research expresses the Brehms’ “The Task Force represents a wonderful
Virginia. The company has been named passionate hope for a cure for Type 1 dia- diversity of caring individuals,” he adds.
for three years in a row by Fortune mag- betes, and their equally strong confidence “Their variety of life experiences in health
azine as one of the 100 best companies to in the University of Michigan Health matters, and the breadth of their business,
work for in America, and just recently System and the research that is taking personal, and philanthropic backgrounds
became a public corporation listed on place there. “At U-M, collaboration is in,” have contributed significantly to shaping
Bill notes. “And today one must have colthe New York Stock Exchange.
the direction of Task Force work and
laboration to make significant progress in
“About a year and a half ago, we began to medical science. Michigan has an incred- plans. It has been a genuine delight to
think more deeply about our interest in ibly collaborative atmosphere. You don’t come to know the Task Force members
helping to advance diabetes research at find that everywhere, but it’s definitely a and to work with them as colleagues on
Michigan,” Dee says. “We visited the part of the culture at Michigan. It is in the this important mission.”
campus, met with Dean Allen Lichter water!”
—WH
and several other faculty members, and
For the Brehms, their philanthropy has
not stopped with a gift alone. Bill Brehm
has also been generous in sharing his
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Photo: Martin
Vloet

Benjamin Carson, a graduate of the
Medical School’s class of 1977 and one of the best
known neurosurgeons in the world, returned to
Michigan to deliver the 15th annual Reverend
Dr. Martin Luther King Jr. Memorial Keynote
Lecture to the U-M community at Hill Auditorium
on January 21. Carson is widely celebrated as director
of the Division of Pediatric Neurosurgery, professor
of neurosurgery, plastic surgery, oncology and pediatrics, and co-director of the Craniofacial Center at
Johns Hopkins Medical School in Baltimore,
Maryland.
Carson recalled the challenges he faced growing
up in Detroit, where his poverty and his father’s
abandonment of the family threatened his future.
He was failing fifth-grade classes until his mother
decided that he and his brother, Curtis, should turn
off the television, read two books a week and write
reports on each book. Years later Carson discovered
that, having only completed third grade herself, his
mother couldn’t read the book reports but would
put a check mark on each after examining it. She let
them choose any book they pleased, and Carson,
having always been interested in science and nature,
read every book he could find at his local library on
rocks, plants and animals. One day he surprised his
science teacher by identifying an obsidian rock when
no one else in the class could, and Carson wondered,
“What if I read books about all my subjects?”

Slowly, with his mother’s continued encouragement,
Carson launched himself from the bottom of the
class to the top. He began considering various medical careers and assessing his strengths — the most
prominent of which was hand-eye coordination —
and realized that he might be most successful as a
neurosurgeon, and through his scholarship-funded
undergraduate education at Yale, and later at the
U-M Medical School, he achieved just that.
He is the author of three best-selling books — Gifted
Hands, Think Big and The Big Picture — and he has
written more than 90 neurosurgical articles and
received more than 24 honorary degrees. In 1987
he led a medical team in the separation of West
German conjoined twins and 10 years later led a
team of South African doctors in the first successful
separation of vertically conjoined twins.
Carson and his wife, Candy, are deeply involved in
the Carson Scholars Fund, an organization they
co-founded. The fund recognizes young people for
academic and humanitarian achievements in an
effort to promote the idea that intellectual careers,
while perhaps not as glamorous as sports and
entertainment, can be even more rewarding and
are worth striving for.
–MF
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Message from the
Executive Vice President for Medical Affairs
Late in May, the Board of Regents introduced Mary
Sue Coleman, Ph.D., as the 13th president of the
University of Michigan, effective August 1. She is a
leading figure in higher education and an experienced Big Ten president. President-elect Coleman is
a scientist who studied the biochemistry of
leukemias before moving into full-time administration in 1990 at the University of North Carolina,
then the University of New Mexico, and since 1995
the University of Iowa. She is a member of the
Institute of Medicine and is knowledgeable about
the fine academic medical center at Iowa. She
exhibits a great sense of humor and an eagerness to
join the U-M. We warmly welcome President-elect
Coleman and her husband, Kenneth, to Ann Arbor.
My colleagues and I thank Interim President B.
Joseph White for very effective leadership of the
University and engagement with the Health System
during this transition.
Meanwhile, your Medical School and the U-M
Health System continue to advance in all dimensions
of our responsibilities. We are attracting top students, faculty, and staff; markedly increasing federal
and total grant support for research; building a magnificent 470,000-square foot Biomedical Sciences
Research Building, as well as underwriting a substantial portion of the University-wide Life Sciences
Institute; growing our clinical programs and planning major facility expansions for patient care;
improving technology transfer; and moving progressively higher in the national rankings of hospitals, medical schools, and health plans. As described
in this issue of Medicine at Michigan, we are contributing our share and more to national leadership
at NIH and to advocacy for important needs of academic health centers, in the broad public interest.
Nevertheless, there are serious stresses, basically
reflecting the chasm between the desires of an aging
and growing population for access to high-quality,
rapidly-advancing medical care and the willingness
of those who pay for most of this care, the employers
and taxpayers, to foot the bill. After several years of
beating up on “managed care,” which was mostly
“managed cost,” politicians, payers, providers, and
consumers are now beginning to realize that wideopen choice for patients and greater discretion for
physicians are accompanied by big increases in
expenditures. Employers, including the U-M, and
governments are anxiously trying to pay this year’s
double-digit increases in private health care insurance premiums, while all signs point to even larger
increases next year. The Medicare experiment with
managed care, called Medicare + Choice, is vanishing even while the federal agency proclaims high
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interest in expanding it. M+Choice offered a (partial) outpatient prescription benefit, while the rest of
Medicare does not. M-CARE is one of only three
plans in the nation (among a couple dozen which
competed) with which the federal Medicare agency
agreed to share the difference in reimbursement
between fee-for-service payments and the capitated
payment under M+Choice. Nevertheless, barring
increased reimbursement, M-CARE may have to
drop this plan due to continuing under-payment,
costing millions of dollars to the Health System, for
the actual cost of care for the patients who chose this
option.
While the national administration seems unconcerned overall about the reappearance of large federal
budget deficits following the big tax act of 2001 and
the costs of the open-ended war on terrorism,
President Bush has proposed a 5.4 percent reduction
in reimbursement rates to physicians and serious
cuts in the graduate medical education-based payments to hospitals. Despite payment pressures each
year, we continue to achieve positive operating margins through a combination of increased volumes
and effective cost containment. And we are investing
in patient safety and quality-of-care initiatives.
On the research side, there is a final glorious 15 percent increase in funding for NIH, though a large part
of the increment is for bioterrorism-related programs.
The NIH budget will have more than doubled from
$13 billion to $27 billion per year from fiscal year 1998
to fiscal year 2003. Beginning in 2004, the Bush
Administration budget shows two percent per year
increases for NIH, a drastic reduction from the current growth rate. We and others will work hard in the
Congress to increase NIH funding substantially, confident of broad public support for such investments.
We have had lots of very positive feedback about
Medicine at Michigan. I thank our editorial staff and
all of the members of the UMHS community —
including our loyal, keenly interested alumni — for
the advances and services that we are able to highlight with this publication. And I wish our recent
Medical School and residency graduates satisfying
careers in the always-fascinating, still-wonderful
world of medicine.
Best wishes to all.

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

In the Limelight
Neil Alexander, M.D.,
associate professor of
internal medicine and
geriatric medicine and
director of the U-M
Geriatrics Center’s
Mobility Research
Center, has received a
J. William Fulbright
Research Award for
2001-02, based in
Jerusalem, Israel. Alexander’s research
focuses on assessing and improving
mobility in older adults. Currently, he is
working with a number of American and
Israeli agencies to establish a fall riskreduction project for older adults attending a day care center. Alexander will also
serve as a visiting professor at Hebrew
University in Jerusalem.
Dean Brenner, M.D.,
p ro f e s s o r i n t h e
Department of Internal Medicine, Division
of Hematology, will
serve as chairperson
of the Clinical Oncology Study Section,
Center for Scientific
Re v i e w, a t t h e
National Institutes of
Health. Members of
the study section are selected on the basis
of their demonstrated competence and
achievement in their scientific discipline
as evidenced by the quality of research
accomplishments, publications in scientific journals, and other significant scientific
activities, achievements and honors.
Andrzej Dlugosz, M.D., associate professor,
Department of Dermatology, and director,
Skin Cancer Basic Science Program, was
elected in April 2002 to the American
Society for Clinical Investigation, an
honor society of physician-scientists who
translate findings in the laboratory to the
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realm of clinical practice. Its 2,600 members are rigorously
selected from the
upper ranks of academic and corporate
healthcare. Dlugosz’s
research focuses on
invasive basal cell carcinoma.
Dee Fenner, M.D.
(Residency 1989),
associate professor of
obstetrics and gynecology, was recently
appointed director of
the Division of Gynecology and associate
chair of Surgical Services in the Department of Obstetrics
and Gynecology. Her previous academic
positions have been on the faculty of Rush
Medical College and the University of
Washington.
Caren Goldberg, M.D.,
clinical assistant professor of pediatricscardiology and lecturer, Cardiac Surgery
Section, together with
Richard Ohye, M.D.,
assistant professor in
the Cardiac Surgery
Section, are the recipients of a Doris Duke
2001 Innovation in
Clinical Research
Award in Cardiovascular Diseases and
Blood Disorders. The
purpose of the award
is to stimulate the
development of novel
approaches in targeted clinical research
areas.

Rajendra
Mehta,
M.D., clinical assistant professor of cardiology
in
the
Cardiovascular
Center, is the recipient of the American
College of Cardiology
W. Proctor Harvey,
M.D., Young Teacher
Award. The award
was established to
identify, recognize and honor young
members of the College each year who
have distinguished themselves by their
dedication and skill in teaching. Mehta
received the award at the College’s annual
convocation in March.
Juanita Merchant,
M.D., Ph.D., associate
professor of internal
medicine and physiology, was honored
with a Special Recognition Award at an
April 12, 2002, conference dedicated to
“Women of Color in
Health, Science and
Te c h n o l o g y.”
Sponsored by Career Communications
Group, the award recognizes Merchant for
her career accomplishments and dedication to helping minorities succeed in
health, science and technology.
Cassandra Milling,
M.D., lecturer, Department of Neurology, is
the winner of the
2002-03 American
Academy of Neurology Education and
Research Found a t i o n’s C l i n i c a l
Research Training
Fellowship. The twoyear fellowship is
designed to address the critical need to
train the next generation of clinical ➤

Matthews Elected to National Academy of Sciences
Rowena G. Matthews, Ph.D., the G. Robert Greenberg Distinguished University
Professor of Biological Chemistry, is one of 72 new members elected April 30 to the
prestigious National Academy of Sciences.

Academy members are elected in recognition of their distinguished and continuing
achievements in original scientific research. Members act as official advisers to the
federal government on questions involving science and technology, and election to the
Academy is considered one of the highest honors a scientist can receive.
New members bring the total number of active members to 1,907. Matthews is one of
24 National Academy of Sciences members from the U-M, six of whom are from the
Medical School — four of those being affiliated with the Department of Biological
Chemistry.
Matthews is a protein chemist who studies the mechanisms of enzymes. Her most
recent research focused on an enzyme called methylenetetrahydrofolate reductase.
This enzyme with the tongue-twisting name catalyzes a critical step in the biochemical chain reaction within cells that converts a compound called homocysteine to an
essential amino acid called methionine. Her research has yielded important and unexpected applications to medicine and public health, solving the mystery of how folic
acid reduces the amount of homocysteine, which is associated with an increased risk
of heart attacks, strokes and birth defects in humans.
Other National Academy of Sciences members from the U-M Medical School include:
Minor J. Coon, Ph.D., the Victor C. Vaughan Distinguished University Professor and
professor of biological chemistry; Horace W. Davenport, Ph.D., professor emeritus of
physiology; Jack E. Dixon, Ph.D., the Minor J. Coon Professor of Biological Chemistry
and director of the U-M Life Sciences Institute; J. Lawrence Oncley, Ph.D., professor
emeritus of biological chemistry; and Vincent Massey, Ph.D., professor of biological
chemistry.
—SFP
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Surgery for the New Century
Photo: Gregory Fox

“Surgery for the New Century,” a scientific symposium honoring
Lazar J. Greenfield, M.D., for his fifteen years of dynamic leadership
as chair of the Department of Surgery, was held in Ann Arbor May 2-3.
The highlight of the symposium was Greenfield’s delivery of the 71st
annual William J. Mayo Lecture.
Greenfield, professor of surgery at U-M and shown above (right) with
current Surgery Chair Michael Mulholland, M.D., is best known for
his development of the Greenfield Filter, an intracaval device to prevent pulmonary embolism. He is the author of 128 book chapters, 111
abstracts and 360 articles in peer-reviewed journals. He has served
on the editorial boards of 15 scientific journals and has edited two
major surgical textbooks. Greenfield has been elected to membership in 51 scientific and professional societies, including, in 1995, to
the Institute of Medicine of the National Academy of Science.
An oil portrait of Greenfield, to be displayed in the Department of
Surgery and painted by Drayden, Maryland, artist Peter Egeli, was
unveiled at a gala at the Michigan League which concluded the twoday event.

researchers. Milling’s research focuses on
the usefulness of the electroencephalogram recorded during sleep in pinpointing the area of the brain from which
epileptic seizures originate.
Henriette Remmer,
P h . D. , h a s b e e n
appointed director of
the Protein Structure
Core in the Biomedical Research Core
Facilities. Remmer
served as the director
of Protein Services in
the Protein Sciences
Facility at the University of Illinois-Urbana before coming
to Michigan. In that role, she helped lead
the development and implementation of a
state-of-the-art facility for investigators
requiring a broad range of support in all
areas of protein structure.
Denise G. Tate, Ph.D., associate professor,
Department of Physical Medicine and
Rehabilitation, presented the Inaugural
Kenneth L. Estabrook
Distinguished
Research Scientist
Lectureship on defining quality of life in
rehabilitation medicine in November
2001, at the New
Jersey’s Kessler Institute for Rehabilitation
where actor Christopher Reeve received
inpatient rehabilitation following his
spinal cord injury in 1995. The talk
focused on the need to develop better
measures to assess health-related quality
of life for patients with physical disabilities. Representatives of major federal
agencies including the National Institutes
of Health and the National Institute on
Disability and Rehabilitation Research
also attended the lectureship.
Henry Tong, M.D.
(Residency 1999), lecturer and research fellow in the Department of Physical
Medicine and Rehabilitation, was recently
selected by the
Association of Academic Physiatrists to
take part in their
young leaders program. The program elects only a few
young physiatrists who have strong ➤
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Recently published books authored or edited by members of the University
of Michigan Medical School faculty include:
Edited by Barbara Apgar, M.D., clinical professor of family medicine,
Gregory Brotzman, M.D., and Mark Spitzer, M.D.: Colposcopy Principles and
Practice: An Integrated Textbook and Atlas. W.B. Saunders, 2002.
By Ragavendra R. Baliga, M.D., clinical assistant professor of internal medicine:
250 Cases in Clinical Medicine, third edition. W.B. Saunders, 2001.
Edited by Eric R. Bates (M.D. 1976, Residency 1981), professor of internal
medicine, and Steven M. Hollenberg, M.D.: Cardiogenic Shock. Futura
Publishing Company, Inc., 2002.
By Kristen L. Barry, Ph.D., senior associate research scientist in psychiatry,
Frederic C. Blow, Ph.D., associate professor and senior associate research
scientist in psychiatry, and David W. Oslin, M.D.: Alcohol Problems in Older
Adults: Prevention and Management. Springer Publishing Company, Inc., 2001.
Edited by Stanley Berent, Ph.D., professor of psychology, and J. Chris
Sackellares, M.D.: Psychological Disturbances in Epilepsy. Butterworth-Heinemann,
1997.
Edited by Stanley Berent, Ph.D., professor of psychology, and James W. Albers
(M.D. 1972), Ph.D.: Neurological Clinics: Clinical Neurobehavioral Toxicology. W.B.
Saunders, 2000.
Edited by John E. Billi, M.D. (Residency 1981), associate professor of internal medicine and
medical education and associate dean for clinical affairs, and Gail B. Agrawal: The Challenge of
Regulating Managed Care. University of Michigan Press, 2001.
Edited by Christopher M. Brammer, M.D., resident physician, and M. Catherine Spires, M.D.
(Residency 1992), clinical assistant professor of physical medicine and rehabilitation: Manual of
Physical Medicine and Rehabilitation. Hanley & Belfus, 2002.
Edited by Alfred E. Chang, M.D., Hugh Cabot Professor of Surgery, Jeffrey A. Norton, M.D., R.
Randel Bollinger, M.D., Ph.D., Stephen F. Lowry, M.D., Sean J. Mulvihill, M.D., Harvey I. Pass, M.D.,
and Robert W. Thompson, M.D.: Surgery: Basic Science and Clinical Evidence. Springer-Verlag, 2000.
Edited by Lazar J. Greenfield, M.D., former chair and professor of surgery, Michael W. Mulholland,
M.D., current chair and professor of surgery, Gerald B. Zelenock (M.D. 1973, Residency 1978), professor of surgery, Keith T. Oldham, M.D., and Keith D. Lillemoe, M.D.: Surgery: Scientific Principles and
Practice, third edition. Lippincott, Williams & Wilkins, 2001.
Edited by Ralph Lydic, Ph.D., Bert N. LaDu Professor of Anesthesiology Research and professor of
physiology, and Helen A. Baghdoyan, Ph.D., professor of anesthesiology, pharmacology and psychiatry: Handbook of Behavioral State Control: Cellular and Molecular Mechanisms. CRC
Press, 1999.
Edited by Beth A. Malow, M.D., associate professor of neurology, Carl W. Bazil and
Michele R. Sammaritano: Sleep and Epilepsy: The Clinical Spectrum. Elsevier, 2002.
(continued)
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Medical Student Scholarship Honors Mel Barclay
The Department of Obstetrics and Gynecology, along with its faculty and alumni/ae,
have established the Mel Barclay, M.D. Medical Student Scholarship in honor of the
popular associate professor of obstetrics and gynecology who, for over 30 years, has
served as director of medical student education within the Department. Barclay is
retiring in January 2003.
The Barclay Scholarship will provide financial support to an outstanding medical student selected by the Dean’s Office. Over the years, innumerable medical students
have benefited from Barclay’s guidance and, especially, his facility with computers.
Those interested in contributing to the Mel Barclay Student Scholarship may forward
their gifts to the Office of Medical Development and Alumni Relations, 301 E. Liberty,
Suite 300, Ann Arbor, Michigan, 48104; (734) 998-7705.

Students Vote Four Professors “Most Outstanding”
Thomas Gelehrter, M.D., professor of
human genetics and chair, Department of
Human Genetics; Thomas Gest, Ph.D.,
associate professor of anatomy; John
McReynolds, M.D., professor of physiology, Department of Physiology; and
Ameed Raoof, M.D., Ph.D., lecturer, Cell
and Developmental Biology, were each
voted “Most Outstanding Professor” by
the Class of 2005 for the fall semester in
recognition of excellence in teaching.
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By John R. Pfeifer, M.D., adjunct clinical professor of surgery, and John W. Hallett Jr.,
M.D.: The Evolution of Modern Vascular Surgery. Midwestern Vascular Surgical Society,
2001.
By Sanjay Saint, M.D., assistant professor of internal medicine, Lawrence Tierney Jr.,
M.D., and Mary A. Whooley, M.D.: Essentials of Diagnosis and Treatment, second edition. McGraw-Hill, 2002.
By Dennis Sugrue, Ph.D., adjunct clinical associate professor of psychiatry, Sallie Foley
and Sally Kope: Sex Matters for Women: A Complete Guide to Taking Care of Your
Sexual Self. Guilford Publications, 2002.
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Raoof

potential leadership qualities to further
train them in leadership and management skills.
Peter A. Ward (M.D.
1960, Residency 1963),
Godfrey D. Stobbe
Professor and Chairman, Department of
Pathology, has been
designated a lifetime
“National Associate”
to the National Academy of Sciences for
his extraordinary service as advisor to the
National Academy in matters of science,
engineering and health. The Academy is
one of the largest professional scientific
organizations in the U.S.
Ann L. Whall, Ph.D.,
professor in the
School of Nursing,
associate director of
the Geriatrics Center
and faculty associate
of the Institute of
Gerontology, has been
awarded a Fulbright
Distinguished Scholar
Award. Whal l w il l
work in the United
Kingdom at the University of Ulster in
Belfast, Northern Ireland to address problem behavior in dementia. The findings
will be used to help predict aggressive
physical behaviors in persons institutionalized with dementia.
Gregory T. Wolf, M.D.
(Residency 1973),
chair of the Department of Otolaryngology and Head and
Neck Surgery, received
a Presidential Citation
from the American
Head and Neck Society at its annual meeting in May. This award
recognizes Wolf’s pioneering role in introducing the concept of
organ preservation by the use of combined
chemotherapy and radiation therapy, an
approach that has revolutionized the treatment of head and neck cancer patients.
The Society is the single largest organization in North America for the advancement of research and education in head
and neck oncology.
—MBR

Michigan’s Continuing Medical Education Calendar

Summer 2002
J U L Y
11-14 Advances in the Management of Infectious Diseases
Grand Hotel, Mackinac Island
19-21 The Rapidly Evolving Management of Cancer
Inn at Bay Harbor, Bay Harbor
Psychopharmacology Update: From Bench to Bedside in Psychiatric Practice
Grand Traverse Resort, Grand Traverse
26-28 Internal Medicine Update
Grand Hotel, Mackinac Island

A U G U S T
9-11

Update in Office Gastroenterology
Grand Traverse Resort and Spa, Grand Traverse

16-18 Cardiology Update
Grand Hotel, Mackinac Island

S E P T E M B E R
6-7

Advanced Trauma Life Support (student course)
Towsley Center, Ann Arbor

6

Shoulder Symposium
Towsley Center, Ann Arbor

9-14

Pediatric Board Review
Crowne Plaza, Ann Arbor

20

Scientific Evidence in Cardiovascular Practice: A Tribute to Bertram Pitt, M.D.
Towsley Center, Ann Arbor

26-27 Critical Clinical Issues in the Care of the Elderly
Towsley Center, Ann Arbor
28

Current Concepts in the Office Management of Venous Diseases
Novi Hilton, Novi

30

Update on Pulmonary and Critical Care Medicine
Towsley Center, Ann Arbor

Course dates may change. For verification or more information about course locations and
content, call or write: Office of Continuing Medical Education, Department of Medical Education,
University of Michigan Medical School, Box 1157, Ann Arbor, MI 48106-1157.
Phone: (734) 763-1400 or (800) 800-0666
Fax: (734) 936-1641
Web site: www.med.umich.edu/meded
E-mail: Registrar Joyce Robertson at robanjoy@umich.edu
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