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TIMES OF GREAT CHANGE CALL FOR GREAT LEADERS. SHAPING
the future requires not only expertise, experience and knowledge, but also the
ability to step back to insightfully determine what can and must be different, as
well as the courage to act on those judgments.
The social, economic and political changes being wrought in society today will
heighten the challenges — and the opportunities — of medicine in the future.
Many of those who are tomorrow’s leaders are now students of medicine at
Michigan. Four of them are featured in our cover story for this issue, part of our
series of articles that portray, through their experiences, what learning medicine
is like in the early 21st century.
I believe you will recognize in
these four bright physicians-to-be
the character, commitment and
drive that will propel them toward
leadership in the field of medicine,
and which make them and their
classmates such a privilege to train.
Already globally-oriented, organizationally savvy and communityminded, the students of our Medical
School are squarely facing the future.
The honor of teaching them carries a
responsibility to do everything that
we in academic medicine can do to
prepare not just great physicians,
researchers and medical educators,
but great leaders as well.
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Medical Development and Alumni Relations, 1000 Oakbrook Dr., Suite 100, Ann
Arbor, MI, 48104, (734) 998-7705,
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From the Editor

Still a Formidable Foe in treating mental HealtH
pluS
• When Diseases are rare
• the taubman transformation

MISTREATMENT
Thank you for your article on the serious and highly prevalent problem of
depression among medical students
and physicians (“Secrets and Truths,”
spring 2011). The misery depression represents — directly through
its symptoms and indirectly through
the consequences of its stigma — is
profound and sometimes fatal. And
although I applaud your efforts to bring
this topic to light, I am disturbed by
your choice of words on the magazine
cover (“Stigma: Still a formidable foe

THE GREATEST AMONG MANY JOYS OF SPENDING TIME
with the students we’re shadowing through medical school has been
experiencing firsthand the ideals and motivation that underlie their hard
work, their dogged pursuit of a difficult goal, and the choice of that goal
itself — to become doctors of medicine.
This is how physicians begin: with a profound, impenetrable desire to
do good for others, to better the human condition. Whether their sights
are set on careers in operating rooms or in clinics serving the disadvantaged, it is the unique and collective impact on the world their work
can have that drives these four students and, it’s fair to say, each of their
classmates as well.
Watching Fasika Aberra, Ron Romero, Lindsay Brown and Shaun Patel grow into their careers has been a great privilege and a slow-motion
drama that is, in retrospect, concluding with ironic speed. Seeing the
eagerness on their faces when they talk of helping their patients is proofpositive that these students are on career paths true to their natures and
to the fundamental motivation that has spurred them this far into the
world of medicine and health care.
If you’d like a refresher on their earlier years, beginning with profiles
of each of the four upon their admission to the U-M Medical School in
the summer of 2008, visit the summer issues of Medicine at Michigan at
www.medicineatmichigan.org/magazine. With just one year and one
more story to go, we’ll soon know them as Drs. Aberra, Romero, Brown
and Patel.

in treating mental health”). Your article
was not about treating mental health;
it was about mental illness. Exchang-

Rick Krupinski
rkrup@umich.edu

ing “mental health” for “mental illness”
is at best euphemistic and at worst
Orwellian. Perhaps one way of combating the stigma that surrounds mental

Congratulations on the spring edition of

the result of stigma associated with

illness is simply to call it what it is.

Medicine at Michigan. After practicing

mental illness.

G. Scott Waterman (M.D. 1982)
Professor of Psychiatry and Associate Dean
for Student Affairs
University of Vermont College of Medicine

and teaching psychiatry for 50 years

Emanuel Tanay, M.D.
Clinical Professor of Psychiatry
Wayne State University School of Medicine

I certainly agree with the theme and
the statement of the dean, “Depression respects no intellectual, economic
or cultural boundaries.” However the
cover message, “Stigma: Still a formidable foe in treating mental health,”

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

was grist for my mill. For decades I have
been engaged in a futile effort against
using “mental health” as a synonym for
mental illness. This misnomer is in fact

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

Good Bug/Bad Bug

One was Jay Luther, M.D., then a sec-

The two faces of Helicobacter pylori

ond-year resident in internal medicine
who had received an NIH grant to do
research in basic science. The second,

A FUNNY THING HAPPENED TO

H. pylori down-regulates inflammation

Stephanie Owyang, was an Ann Arbor

Helicobacter pylori, the bacterium

in its human host by causing certain

high school student who had received

that causes gastric cancer or peptic

immune cells to shut down production

an award from the American Gastroen-

ulcers in up to 15 percent of the people

of pro-inflammatory molecules called

terological Association to work in Kao’s

it infects. After decades of work to

cytokines. Suppressing the immune

lab during the summers. Min Zhang,

develop a vaccine and plans for a global

system helps the bacteria avoid the

M.D., a research specialist in Kao’s lab,

vaccination campaign, scientists now

body’s normal attack-and-kill response

assisted with the project.

have evidence that it might not be such

to bacterial infection.

a bad bug, after all. In fact, for most

Kao wondered if the bug’s innate abil-

Luther and Owyang analyzed DNA
from different strains of H. pylori, E. coli

people, there could be benefits to hav-

ity to dampen down the immune system

and other bacteria. They found that

ing H. pylori living in your stomach.

could explain why cases of inflamma-

DNA from H. pylori contained more

“Until recently the consensus was

tory bowel disease (IBD) like ulcerative

regulatory sequences known to reduce

that the only good H. pylori are dead

colitis or Crohn’s disease increased as

an inflammatory response. DNA from

H. pylori,” says John Y. Kao, M.D., a

cases of H. pylori infection went down.

E. coli and other pathogens had more

U-M gastroenterologist and assistant

He assigned three researchers from his

DNA sequences known to stimulate an

professor of internal medicine. “But 85

lab to work on the problem.

inflammatory response. When added to

percent of infected individuals have no
symptoms and never develop cancer or
ulcers. We want to know if there’s anything good about these bacteria before
we talk about wiping them out.”
More than half the world’s population
is infected with H. pylori. Most people are
infected early in childhood, especially
among families living in crowded, unsanitary conditions. The bug spreads via fecaloral, oral-oral or gastric-oral transmission.
“The global incidence of H. pylori
infection has been declining for the last
has been attributed to a cleaner environment, testing and treatment, but as
the rate of H. pylori infection goes down,
rates of chronic inflammatory diseases
like asthma, allergies and inflammatory
bowel disease are going up.”
Kao and his team discovered there’s
a connection between H. pylori and
4

the immune system. They found that
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Jay Luther, John Kao, Min Zhang
and Stephanie Owyang
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two decades,” says Kao. “The decline

cultures of dendritic cells grown in the

Focus: Fucose

laboratory, H. pylori DNA suppressed
production of pro-inflammatory cyto-

PANCREATIC CANCER IS A LEADING

kines.

cause of cancer deaths in the U.S.,

The next step was to determine if

structure of its sugar groups.
The investigators found that hapto-

and it has the worst prognosis of any

globin from almost all the cancer pa-

H. pylori DNA could suppress inflam-

type of cancer. It’s difficult to diag-

tients — some with very early stages

mation in laboratory mice with colitis,

nose in its early stages and hard to

of disease — had extra fucose groups,

an acute inflammation of the colon.

distinguish from other non-malignant

particularly in two specific locations.

The researchers fed H. pylori DNA to

conditions. But the outlook is not

By analyzing fucose patterns, the sci-

one group of mice with colitis and E.

completely bleak. Scientists in the

entists could discriminate accurately

coli DNA to a second group. Mice given

U-M Cancer Center are developing a

between cancer and other conditions.

H. pylori DNA had significantly less

new way to detect pancreatic cancer

“We’re hopeful that this technique

diarrhea, bleeding and inflammatory

earlier with a simple blood test.

changes in the colon than mice in the
control group or mice given E. coli DNA.
As a final step, the researchers

can eventually be applied to other

The key is a sugar called fucose,

cancers,” says Lubman. —CMW

says David Lubman, Ph.D., the Maude

MORE ON THE WEB

T. Lane Professor of Surgical Im-

measured levels of type 1 interferon, an

munology. Fucose attaches to cellular

inflammatory cytokine, in blood serum

proteins in groups to form specific

from 46 healthy men. The 22 men who

patterns, which are different in can-

were infected with H. pylori had lower lev-

cer cells than in normal cells.

els of this pro-inflammatory molecule in

Lubman’s research group obtained

their system than men without H. pylori.

blood samples from healthy humans

Kao emphasizes that he’s not sug-

and patients with chronic pancre-

gesting physicians start infecting their

atitis, type 2 diabetes, and various

patients with H. pylori. He hopes this

stages of pancreatic cancer. They

research will highlight the potential

isolated a protein called haptoglobin

negative consequences of global vac-

from these samples, and analyzed the

David Lubman

cination programs against H. pylori and
support the current practice of treating
only people with symptoms. He hopes
to identify the H. pylori DNA sequences
with potent anti-inflammatory effects

AUSTIN THOMASON, U-M PHOTO SERVICES

and use them to develop a new therapy
for patients with IBD and other chronic
inflammatory diseases.
“This could be a way to give patients
the beneficial effects of H. pylori without
causing any of its complications,” Kao
says. “If you give only these genetic
sequences, the bug cannot colonize the
stomach, so there’s no concern about
cancer or ulcers.” —SALLY POBOJEWSKI
MORE ON THE WEB

The Fruit Fly Shuffle
How do you get a fruit fly to exercise? To study the
long-term effects of exercise on geriatric flies, Robert
Wessells, Ph.D., an assistant professor of internal medicine, had to find a way. Nicole Piazza, his former lab
technician and a recent U-M grad, came up with the
solution: A device that takes advantage of flies’ natural
instinct to climb up vertical surfaces. Someday, Wessells’
research could help people stay healthier and more active as they age. —SP
Video: fruit flies exercising
MORE ON THE WEB
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In the School

Training Agents of Change
Leadership paths for students will develop
focused expertise

Former Dean Giles
G. Bole Dies at 82
GILES G. BOLE (M.D. 1953, RESIDENCY
1956), former dean of the U-M Medical School, died June 8 at University
Hospital. He was 82.

IN TODAY’S WORLD — AND MORE

Paths of Excellence will offer a self-

importantly, tomorrow’s — it isn’t al-

directed, flexible program of study for

Bole served as dean from 1990-96,

ways enough for physicians to be highly

medical students to develop the skills

during which time the Medical School

skilled clinicians, dedicated medical

to become change agents in a domain

moved from 16th to 9th in the nation

educators or tenacious biomedical

of their choosing. The first of several

among research-intensive medical

researchers. The University of Michigan

anticipated paths will begin this Sep-

schools, according to U.S. News &

Medical School is committed to train-

tember, in the domain of global health

World Report. In 1992, he led a redesign

ing outstanding future physicians who

and disparities.

of the medical curriculum, the first

changing field of health care.

“Students choosing to focus on disparities in health care will be assigned

for cultural diversity and commissioned

to a faculty member who will help them

an audit to help the school develop new

develop and implement their course of

ways to integrate the values of diversity.

study and clinical experiences through-

During Bole’s tenure, construction

out their medical training,” says Brent

of Medical Science Research Building

Williams, M.D., associate professor of

III and renovation and remodeling of

internal medicine and director of the

Medical Science Buildings I and II were

U-M Global Health and Disparities Path

completed; the Cancer-Geriatric Cen-

of Excellence.

ter and East Medical Campus construc-

Students will build foundational
knowledge on determinants of health

MEDICINE AT MICHIGAN

tion projects were begun.
Prior to serving as dean, Bole, who

disparities and sustainable methods to

specialized in rheumatology and ar-

address them, and apply this knowl-

thritis research, directed the Rackham

edge in clinical settings domestically

Arthritis Research Unit and served as

and internationally. Students will meet

chief of the U-M Division of Rheumatol-

regularly with their mentor throughout

ogy, and as senior associate dean and

their four years of medical education

executive associate dean. In 2003, he

to monitor progress and refine their

retired from the U-M after spending

course of study.

nearly his entire academic career here.

The choice of global health and

Brent Williams

such change in 23 years. He advocated

“We are still benefiting from the

disparities as the first Path of Excellence

leadership of Dean Bole, whose com-

to be implemented “reflects the school’s

mitment to research helped lead to

larger commitment to address the

our current success as a top academic

profound inequalities in health status

medical center,” says James O. Wool-

and health care encountered by patients

liscroft, M.D. (Residency 1980), dean

in the U.S. and throughout the world,”

of the Medical School and Lyle C. Roll

Williams says. —RICK KRUPINSKI

Professor of Medicine. “He will be

MARTIN VLOET, U-M PHOTO SERVICES

also will serve as leaders in the ever-

remembered for his exemplary work
as a clinician, educator, leader and
administrator.”

Medical Students Place Third in
International Writing Competition

Memorial contributions may be
designated for the Giles G. Bole, M.D.,
Professorship in Rheumatology at the

A GROUP OF U-M MEDICAL STUDENTS WON THIRD PLACE IN THE 2011

U-M and sent to Internal Medicine

NextBillion Case Writing Competition, an international business-writing

Development, 1000 Oakbrook Dr., Suite

contest.

100, Ann Arbor, MI 48104. —MM

The students’ entry, “Catch a Falling STAR: Sustainable Financing for a
Base of Pyramid Hospital (BoP),” was written by Shilpa Gulati, Gopal Pai,
Dave Seo and Alice Zheng, working under the supervision of Paul Clyde,
an adjunct professor of business economics and public policy at the U-M
Stephen M. Ross School of Business.
Clyde says the students’ work is “a concise description of some of the
key challenges of health care delivery in emerging markets.”
STAR, a comprehensive mission hospital in India, is facing an impending
decrease in donations, which currently comprise nearly 50 percent of the
mission’s total funding. The hospital’s founder must consider shifting its
business model to adopt more sustainable financing mechanisms.
“This was a great way to put together our interests and combine our
different backgrounds to look at emerging market health care issues,” says
Alice Zheng, a third-year medical student. “We have experience in different
sectors spanning business and public health, which helped us have a multidisciplinary approach in writing a case.”
The William Davidson Institute at the U-M was one of the sponsors of the
competition. The 2011 winning submissions have been published by Glo-

Giles Bole

baLens, a publishing division of the William Davidson Institute. GlobaLens
features one of the largest collections of BoP and Social Enterprise teach-

Student Earns AMA
Leadership Award

ing cases available from any publisher.
The NextBillion Case Writing Competition, now in its second year, recognizes and publishes the best new business cases on social enterprise or
BoP topics. The goal of the annual competition is to engage students and
faculty on campuses globally in the emerging field of social enterprise. —IH

MEGAN ALYSSA GAYESKI, A FOURTHyear U-M medical student, is one of 24
U.S. medical students to receive the
American Medical Association Foundation’s 2011 Leadership Award. The
award provides medical students, residents and early career physicians with
special training to develop their skills
as future leaders in organized medicine
and community affairs.

[M]

Gulati

Pai

Seo

Zheng
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In the Clinic

The Hurt Blockers
U-M researchers test gene therapy for pain
MEDICINE HAS COME A LONG WAY

After the HSV vector is injected into

pass through the DRG before entering

since the days when a shot of whiskey

the skin, it travels up the long project-

the spinal cord to reach the brain, it is an

was the best painkiller doctors had to

ing axon of the sensory nerve cell until

ideal site to interrupt the transmission

offer. Today’s physicians use morphine

it reaches the cell’s nucleus located in

of pain sensations.

and other analgesic drugs to control

the dorsal root ganglion, or DRG, just

acute pain in their patients after surgery

outside the spinal cord. When the vector

its specificity. “Because gene delivery can

or traumatic injury. But when it comes to

reaches the nucleus, the gene it carries

be targeted to specific sensory nerves, it

severe chronic pain, it’s a different story.

is activated and begins to express the

allows us to block incoming pain signals

For many patients, even high doses

natural painkilling peptide that has been

from just one part of the body,” explains

of painkilling drugs cannot relieve the

inserted in the vector. Since pain signals

Mata, a U-M professor of neurology.

Another advantage of gene therapy is

agony of advanced bone cancer or dull
the constant burning pain of diabetic
neuropathy. Opiate drugs like morphine
act inside the central nervous system
— the brain and spinal cord — to block
the perception of pain. But these drugs
have systemic side effects that limit the
amount patients can take safely.
U-M researchers David Fink, M.D., and
Marina Mata, M.D. (Residency 1981),
believe they have a better idea: using

2

targeted gene therapy technology to
block pain signals before they reach
the central nervous system. They have
constructed a non-infectious form of the
herpes simplex virus (HSV) — the same
virus that causes cold sores — to deliver
genes for natural painkilling opioids
directly to the nucleus of sensory nerve
cells near the spinal cord. The genes
inactivated, so it’s impossible for the virus to reproduce and spread in the body.
“HSV is the perfect gene delivery vector for sensory nerves, because the virus
moves naturally from the skin into sensory nerve fibers,” says Fink, the Robert
Brear Professor of Neurology and chair
8

of the Department of Neurology.
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David Fink and
Marina Mata
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that control replication of the virus are

Fink and Mata worked with coinventor Joseph Glorioso, Ph.D., and
colleagues at the University of Pittsburgh to develop the gene therapy
technology while Fink was a professor
of neurology at Pitt. Since joining the
U-M faculty in 2004, Fink and Mata
have continued their research here.
After 20 years of work to develop the

Warning Signs for Heart Disease in Kids

technology and test it in research
animals, Fink and Mata were able to

RESEARCH FROM THE U-M CARDIO-

heart rate and a standardized question-

celebrate the completion, early in

vascular Center suggests that low levels

naire assessing diet and exercise.

2011, of the first human clinical trial of

of high density lipoprotein (HDL) choles-

their gene therapy technology. It was

terol — so-called “good” cholesterol —

compared results from two groups —

a small phase 1 trial of 10 patients with

could be a warning sign of future heart

those with HDL below 40 mg/dL and

intractable severe pain from cancer.

disease in children, just as it is in adults.

those with HDL greater than 40 mg/dL.

Each patient received 10 injections

“There may be factors that could help

Jackson and her co-researchers

Students with low HDL were much more

in one sitting of an HSV-based vector

us identify young people who might be

likely to be overweight and physically

called NP2, which contains a gene for a

at increased risk for developing health

inactive, and have higher blood pressure

natural pain-inhibiting endorphin.

problems later on,” says Elizabeth

and triglyceride levels, than children
with higher levels of HDL.

“Patients who received low doses of

Jackson, M.D., M.P.H., a U-M preventive

the vector reported little change in pain

cardiologist and assistant professor of

levels, but patients receiving higher dos-

internal medicine.

es reported more than an 80 percent

U-M medical students collected and

They also found that students whose
heart rates were still elevated one
minute after completing a three-minute

reduction in pain over the four weeks

analyzed data from more than 1,100

step test were more likely to be obese,

following treatment,” says Fink. “No seri-

sixth-graders enrolled in Project Healthy

have higher cholesterol levels and other

ous adverse effects related to treatment

Schools, a school-based intervention

cardiovascular risk factors. Jackson

were reported during the four-month

program in southeast Michigan. The

says this simple test could be a practical

follow-up period of the study.”

data included lipid and glucose levels,

way to assess cardiovascular fitness in

body mass index (BMI), blood pressure,

children. —SP

Diamyd Medical, the Swedish bio-

MORE ON THE WEB

technology company that sponsored
the phase 1 trial, has initiated a phase 2
trial to compare pain levels in cancer pa-

Glaucoma Risk and Asian Americans

© MICHAEL MAHOVLICH/MASTERFILE

tients who receive gene therapy to those
of patients receiving a placebo. Diamyd

ASIAN AMERICANS NEED TO KNOW THAT THEY FACE A SIGNIFICANT RISK OF

Medical holds exclusive licensing rights

developing glaucoma as they get older, says Joshua Stein, M.D., an assistant

to patents for the technology. Other vec-

professor of ophthalmology. Stein and other Kellogg Eye Center researchers

tors developed by the group for other

reviewed insurance records of more than 44,000 Asian Americans over age 40.

types of pain, including neuropathic pain

They found that Asian Americans had a 51 percent increased risk of open-angle

caused by diabetes and nerve injuries,

glaucoma and a 123 percent increased risk of narrow-angle glaucoma compared

are being prepared for additional clinical

to non-Hispanic whites. “Eye care providers should be aware that their Asian

trials. —SALLY POBOJEWSKI

American patients are at increased risk for glaucoma and monitor them care-

MORE ON THE WEB

fully after age 40 for signs of the disease,” he says. —SP

MORE ON THE WEB
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In the Clinic
Health Briefs

Older, but Stronger

Millions of women take bisphosphonates to help prevent bone loss

GROWING OLDER DOESN’T HAVE TO MEAN GETTING WEAKER. U-M RESEARCHERS

after menopause. A new U-M study

say that progressive resistance training can build muscle and increase strength in all

found that women who took these

adults — no matter what their age.

bone-strengthening drugs for more

“People can significantly improve strength with progressive resistance exercise,

than one year had a 50 percent re-

even into the eighth and ninth decades of life,” says Mark Peterson, Ph.D., a physical

duction in relative risk for develop-

medicine and rehabilitation research fellow.

ment of post-menopausal colorec-

Peterson and Paul M. Gordon, Ph.D., M.P.H., an associate professor of physical

tal cancer. If results are confirmed

medicine and rehabilitation and director of the Laboratory for Physical Activity and

in clinical trials, researchers say

Exercise Intervention Research, have conducted multiple studies pertaining to resis-

bisphosphonates could become an

tance exercise in older adults. They found that after 18-20 weeks of progressive resis-

important cancer prevention drug.
MORE ON THE WEB

tance training, healthy older adults can add as much as 2.42 pounds of lean muscle to
their body mass and increase overall strength by 25 percent to 30 percent.
They suggest that people over 50, especially those who are sedentary, should first

If you’re a middle-aged adult with

check with their doctor to see if it’s safe to start a resistance training program. A good

diabetes, your risk of developing

way to begin is to use body mass as a load for simple exercises like squats, modified

common geriatric conditions be-

push-ups and lying hip bridges. Non-traditional exercises that progress through a full

fore age 80 is nearly twice as high

range of motion, such as tai chi, Pilates and yoga, can also be effective.

as it is for adults without diabetes.

Once accustomed to these activities, older adults can progress to more advanced

In an analysis of data from the

resistance training in an exercise and fitness facility. A certified trainer or fitness pro-

U-M Health and Retirement Study,

fessional who has experience working with older adults can help with the transition.

researchers found that adults aged

“Working out at age 20 is not the same as at age 70,” Peterson says. “A fitness

51-70 who had diabetes devel-

professional who understands the difference can help you plan a safe training regi-

oped ailments like incontinence,

men and adjust it based on how you respond.” —SP

falls, dizziness, or chronic pain

MORE ON THE WEB

faster and earlier than adults in the
Mark Peterson and
Paul Gordon

same age range who did not have
diabetes.

MORE ON THE WEB

U-M’s C.S. Mott Children’s Hospital
has once again earned top rankings
the publication’s annual evaluation
of the top 50 children’s hospitals
in the nation, Mott had the highest
rankings in the state of Michigan
and was nationally ranked in all 10
evaluated pediatric specialties, including third in heart care and heart
surgery. —SP
10
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from U.S. News & World Report. In

MICHIGAN ANSWERS

ON CALL

MARTIN VLOET, U-M PHOTO SERVICES

Relative Risk
From a simple X-ray of the abdomen
to a nuclear disaster in Japan:
Radiation and radioactivity are on
the minds of patients and public
alike. What are the true dangers? A
trio of U-M Health System experts
— Radiology Chair N. Reed Dunnick, M.D., nuclear
medicine specialist
Kirk Frey (M.D.
and Ph.D. 1984)
and medical
physicist Mitchell Goodsitt,
Ph.D. — helps us
understand the
complexities and
realities of radiation that comes
from sources like
medical imaging
and treatments,
the Earth’s crust,
and even airport
scanners.

Kirk Frey, Mitchell
Goodsitt and
N. Reed Dunnick
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Q: What are the sources of radiation

doses all at once, and we know that high

exposure we encounter in life?

doses can cause cancer. It’s compli-

known as sieverts. A threshold that is

tion on a daily basis: cosmic radiation;

exposure, which varies from location

typically used is 100 thousandths of

radiation from radioactive materials in

to location. If you’re living in mile-high

a sievert, or 100 millisieverts (mSv):

the earth, such as uranium, which are

Denver, you get more cosmic radiation

below that, don’t worry; above that, we

greater in some geographic areas than

than we do in Ann Arbor and more dose

think you’re at increased risk. Average

others; radioactive materials that are

from greater concentrations of uranium

background radiation from all sources in

in the food we eat, such as an isotope

in the soil. Airplane pilots spend more

the U.S. is about 3 mSv per year.

of potassium in bananas. And there’s

of their lives at altitudes where cosmic

medical exposure — plain radiographs;

radiation is much higher than it is for the

Q: Why is there increased concern

computed tomography, or CT; mam-

rest of us. But people living and working

for children?

mography, which is a specialized form of

in high radiation dose areas don’t seem

A: First, because their cells are prolifer-

X-ray; fluoroscopy for studies of motion,

to have a detectable difference in the

ating much more rapidly than in adults,

like swallowing and blood flow; and

frequency of cancer from those living

children are more radiosensitive than

some medical treatments as well.

in low dose areas. Some scientists have

adults. Second, because children have

even proposed the concept of radiation

more years to live, cancer has a greater

hormesis, which suggests a very low

chance to develop during their lifetime.

dose of radiation actually stimulates the

We believe that X-rays are capable of

Q: Why is there so much public concern regarding radiation from X-rays?

A: People have heard about radiation

and radioactivity, usually from a non-scientific source. They know it’s bad, but not
how bad. The range of possible radiation
doses, from what you should ignore to
what you should avoid, if possible, makes
this confusing. People are afraid that
radiation from their mammogram will

EFFECTIVE RADIATION DOSES RELATIVE TO BACKGROUND EXPOSURE
RADIATION
SOURCE

AVERAGE
TIME NEEDED
EFFECTIVE
TO GET SAME DOSE
DOSE (MSV)*
FROM BACKGROUND
		RADIATION (3 MSV/YR)

cause cancer, yet the whole purpose of

Airport Security Scan

0.0001

18 minutes

doing the mammogram is to detect cancer. We also have patients being treated

PA and Lateral
Chest Radiographs

0.1

12 days

with radiation therapy who don’t want to

Head CT

2

8.4 months

get a diagnostic CT scan. Concerns and

Head and/or
Neck Angiography

5

1.7 years

mation, and it’s a complex topic.

Nuclear Medicine
Bone Scan**

6.3

2.1 years

Q: Does long-term exposure to low

Coronary Angiography
(diagnostic)

7

2.3 years

Chest CT

7

2.3 years

confusion are based upon lack of infor-

levels of radiation cause cancer? How
much is too much?

A: Physicists have debated this for

Abdomen CT

8

2.7 years

a century. The information we have

Barium Enema

8

2.7 years

comes from extrapolating data from
the nuclear bombing of Hiroshima and
12

Radiation is often measured in units

cated, because you’ve got background

Nagasaki in 1945. Those were acute
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*Dose for airport security scan from: M. Mahesh, “Use of full body scanners at airports,” British Medical Journal 2010. All others: F.A.
Mettler, W. Huda, T.T. Yoshimuzi, M. Mahesh, “Effective Doses in Radiology and Diagnostic Nuclear Medicine: A Catalog,” Radiology
2008; 248: 254-263. **(99mTc-MDP).

COURTESY OF MITCHELL GOODSITT

A: We’re exposed to background radia-

immune system and is good for you.

causing cancer, but there is a very long
lag time. If it takes 30 or 40 years to
develop a radiation-induced cancer,
someone in their 60s or 70s needn’t be
too concerned, but we expect a child to
still be alive when cancer could develop.
To reduce risk, the trend in the field is to
find ways to make diagnostically useful

TO REDUCE RISK, THE TREND IN
THE FIELD IS TO FIND WAYS TO
MAKE DIAGNOSTICALLY USEFUL
IMAGES WHICH IMPART LESS
ABSORBED RADIATION PER DOSE.

images which impart less absorbed
radiation per dose.

Q: How is radiation used in patient
treatments?

A: We know radiation can kill tissue, so

Radiation oncologists use external
beams of high dose radiation, and
they’re getting very good at targeting

doses in radiography, mammography
and fluoroscopy.
Nuclear medicine imaging equipment

when we find cancer, we can kill it with

just the cancer. There’s also an interme-

manufacturers have developed single

radiation. The challenge is to kill just

diate method used in nuclear medicine,

photon emission computed tomography

the cancer and not the normal tissues

and that’s to implant radioactive seeds:

(SPECT) and positron emission tomogra-

around it. For that, nuclear medicine

Put the seed on a needle, stick it into

phy (PET) scanners that are more sensi-

specialists in the radiology department

the cancer, and then remove the needle

tive, so we can use doses of radiotracers

use radioisotopes. We typically treat

leaving the seed inside. It’s not as

reduced as much as 50 percent.

the thyroid gland, for instance, using

elegant as radioactive antibodies, but it

iodine-131, because the thyroid con-

preserves the surrounding tissue while

Q:

centrates iodine. A measured dose of

killing the cancer.

their safety when getting X-rays?

damage to kill the cancer, to the exclu-

Q: How can doses of radiation be

facility that is accredited and physicians

sion of other parts of the body.

kept low?

radioiodine produces intended thyroid

Other therapies involve more compli-

A: As a field a number of years ago,

A:

How can patients help assure
Patients should look for an imaging

who are board-certified, which will increase chances for the best study at the

cated molecules to which a radioactive

we decided we needn’t chase the best

lowest dose. Sometimes a non-ionizing

emitter is attached. The therapy used

image quality; we just need an image

exam, like MRI or ultrasound, can be

most frequently is an antibody frag-

good enough to make the diagnosis.

an alternative. Patients always have a

ment that targets malignant lympho-

So we try to hold the radiation dose

choice, too: They don’t have to have any

cytes. In certain forms of lymphoma,

down, especially in children. Vendors

examination we recommend. But it’s a

these cells have proteins on their sur-

are producing CT scanners that use

tradeoff: If you get the examination, you

faces that uniquely distinguish them.

a process called iterative reconstruc-

get the diagnostic information that was

There are two antibody radiopharma-

tion to get the same image quality for

sought; if you don’t get the examination,

ceuticals that are designed to stick

a lower dose. We’ve installed General

you save the radiation, but don’t get the

to that unique protein. The tenacious

Electric’s iterative reconstruction

diagnostic information.

adherence of the antibody to the lym-

product on all of our 64-slice scanners

phocyte protein causes the lymphocyte

and have reduced radiation doses by

of relative risk. Patients are virtually

to get irradiated. You couldn’t pos-

about 30 percent. The use of digital

always better off having a needed imag-

sibly deliver that kind of a dose from

X-ray detectors, special X-ray beam fil-

ing study than avoiding the modest

external beam radiation therapy on a

ters, and other new technologies have

radiation associated with it. [M]

this-cell-but-not-that-cell level.

allowed us to similarly reduce radiation

The most important message is that

Interview by Rick Krupinski
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LOOKING BACK

MILESTONES THAT MADE MEDICINE AT MICHIGAN

Michigan’s First ‘University Hospital’
The Pavilion Hospital arose from the stormy medical history of its era and
outlived the expectation that it would soon be deliberately burned to the
ground. BY JAMES TOBIN
IN MID-1800S AMERICA, ASPIRING

14

physicians took training by one of two
treacherous paths. One was apprenticeship to a practicing doctor, who
might or might not entrust the student with much hands-on work. The
other led through one of the motley
string of American medical schools.
Some were professional and scientific,
Michigan’s among them. Others were
for-profit and fly-by-night. Both types
relied almost wholly on the lecture
method.
In a big city, a medical school could
at least send students on “a hasty walk
through the wards of a hospital,” as
one critic put it. But in a town like
Ann Arbor, with no hospital and a
population of only a few thousand,
even that was impractical.
This was the casus belli behind
the first big battle in the Medical School’s history — the push by
several professors in the late 1850s to
move the enterprise to Detroit. Their
campaign faded when the high cost
became obvious and the Regents approved an optional summer course in
clinical medicine in Detroit. But the
need for broader clinical education
remained.
Then came the medical catastrophe
of the Civil War, which saw far more
soldiers killed by disease than by shot
and shell. Afterward, progressive

MEDICINE AT MICHIGAN

physicians, including several at the
U-M, raised increasingly urgent calls
for better clinical training.
So in 1869, the Regents agreed that
one of the four “professor’s houses”
on the Diag — built when the campus
was founded in the early 1840s —
could be converted to hospital space.
The house closest to the Medical
Building (which was on East University where the Randall Laboratory
now stands) was chosen, though it
served as little more than a holding
area for patients to be demonstrated
before the students in the Medical
Building. With space for 20 beds, the
little hostel limped along with skimpy
funding. Everyone recognized the
need for something bigger.
But the issue hung fire while the
medics debated their second great
challenge — whether to bend to

the state legislature’s insistence that
homeopathic medicine be taught in
Ann Arbor. State funding for the
whole university hung in the balance, and six years passed before an
uneasy compromise was struck. The
state would help pay for a separate
Homeopathic Medical College
and for a shared teaching hospital.
Lansing would put in $8,000 if Ann
Arbor pledged $4,000, a condition
the citizens approved by a 422-4
landslide.
So, in 1875, U-M’s first real hospital
arose on North University opposite the future site of the Michigan
League. Its official name was the
“University Hospital,” but it was
commonly known as the “Pavilion
Hospital.” It was modeled on military
hospitals — one story and built of
wood, so that in case of contagion, the

THE PAVILION HOSPITAL WAS
MODELED ON MILITARY HOSPITALS
— ONE STORY AND BUILT OF WOOD,
SO THAT IN CASE OF CONTAGION,
THE BUILDING COULD BE PUT
TO THE TORCH.

Men gather on the lawn behind
the Pavilion Hospital, circa 1877

COURTESY OF THE U-M BENTLEY HISTORICAL LIBRARY

The Pavilion Hospital
floor plan

building and its germs could be put to
the torch without a crippling cost.
As an architectural term, “pavilion”
refers to a wing extending from a central structure — in this case, the two
identical wings that reached southward from the converted professor’s
house. But “pavilion” also denotes
a large tent or tent-like structure,
and this better denotes the hospital’s
distinctive look. From a distance it
resembled a pair of long, white circus
tents with cupolas and spires like the
minarets of a castle. The roof line
zigged and zagged in occasional peaks,
with Victorian trim here and there
below the eaves. On a campus composed chiefly of stolid brick blocks,
it drew the eye. It wasn’t lovely, precisely, but it was certainly interesting
to look at — a “real ornament,” said
the student-run Chronicle.

Construction proceeded over
several years in a southward crawl
toward the center of the Diag. In the
first phase, the “professor’s house”
was remodeled into an office and
reception area. Then, straight behind
the house, a long kitchen was built.
To right and left, corridors led to two
rectangular wards — the 115-foot-long
pavilions — one for men, one for
women, with open-air porches at the
ends and a courtyard between. Soon
the edifice was extended further by
the additions of an operating amphitheater and a ward for eye and ear
patients.
Despite allopathic grumbling, one
of every five beds was reserved for homeopathic patients. Then the homeopaths got their own pavilion hospital,
much like the first, where the Natural
Science Building stands now.

If the Pavilion Hospital’s exterior
design was “tasteful,” as President James
Angell allowed, the same could not be
said of the interior, at least after a couple
years of hard service. According to Reuben Peterson, a U-M obstetrician who
wrote an early history of the hospital,
health inspectors were reported to be
“deeply impressed by the insufficiency
of the ventilation system the moment
they entered the main wards. Indeed, it
was such as to remind one very forcibly
of the condition of the military hospitals
in the early years of the late war.”
Their recommendation for better
ventilation was ignored, but sanitary
practices were sound enough that there
was never a need for the cleansing conflagration anticipated by the designers.
Before too long, President Angell
and others were saying it was neither
healthy nor convenient to have a hospital in the middle of the campus. So,
once again, city and state put up funds
for a new hospital — $50,000 from
Lansing, $25,000 from Ann Arbor —
and in 1891, a new University Hospital
opened its doors on Catherine Street,
the first incarnation of today’s medical
campus. The Pavilion Hospital was
cleaned up and had a second career as
the College of Dental Surgery. In 1909
it was torn down — not burned — to
make way for the Chemistry Building
that still stands today. [M]
Sources include Richard M. Doolen, “The Founding of the University of Michigan Hospital: An
Innovation in Medical Education,” Journal of
Medical Education, January 1964; Reuben Peterson, unpublished history of University Hospital,
Bentley Historical Library; and The University
of Michigan: An Encyclopedic Survey.
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t’s two degrees below zero late in February, and
Fasika Aberra, shivering in spite of a hooded parka
and heavy scarf, makes her way to the U-M C.S.
Mott Children’s Hospital, floor 5 West, for a 6:30
a.m. arrival. Having volunteered at Mott as an
undergraduate, she navigates the place with ease. She prerounds with each of the three patients under her charge to
see how they did overnight, checking vital signs, completing brief physical exams, reviewing lab reports and charting
treatment plans for the day.
It’s the second month of her two-month pediatrics rotation, the first having been spent in outpatient specialty
and subspecialty pediatrics clinics. Sounding far less like
a medical student and more like the budding physician
she is, Aberra admits that she thought working with such
young patients was going to be a very sad experience. “But
the wonderful thing is that many of these patients get better quickly, and it’s inspiring to see that happen and to be
part of it. And you can always do something to make them
smile — maybe it’s the gleam on your stethoscope, or a
funny face you make …”
16
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Finding
their
Future

An intense
third year is
comprised
of clinical
rotations —
and decisions
that form
students’
future

PHOTO CREDIT

Fasika Aberra
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Later in the morning, rounding with a team that includes
her attending physician, senior resident, a second medical
student and an intern, Aberra presents her assessment of
each of her patients, as does the other medical student on
the team. At Mott, rounds are “family centered,” taking
place with family members present at the patient’s bedside,
giving them the chance to ask questions and contribute information about the patient, and to have input in planning
subsequent steps in their child’s care.
The group places a silver flag high on the doorway of the
patient room to identify their team and signal that rounds
are taking place. Medical staff on the floor seeing the colorcoded flags — nurses, for instance — can listen in on
rounds if they choose. The rounding team enters the
room in hierarchical array: attending physician first,
then senior resident, resident, intern and students.
Discussion ensues briefly in the hallway after the
patient visit — questions are asked and answered — and
the group moves on to the next. Halfway there, Aberra
dashes back to retrieve the silver flag and places it on the
next patient’s doorway.
After rounds, Aberra and the rest of the team discuss
each case in a small staff room on 5 West. Black and
white photos of past pediatrics house officers line the
walls, along with a child’s colored picture of a princess,
charts indicating the prednisone tapering regimen for
IBD patients, the electrolyte composition of various body
fluids, and a day-prior-to-discharge to-do list. The team
reviews and confirms the courses of patient treatment,
medications, and plans for the day. Then, at a small work
station, Aberra and her student teammate enter notes on
a computer.
“In general,” Aberra says of her pediatrics rotation, “I saw
quite a few cases of bronchiolitis from respiratory syncytial virus, which is very common in winter months. There
were also several cases of failure to thrive — kids falling off
their growth curve — skin infections, inflammatory bowel
disease, type 1 diabetes, and rare cases too, like Kawasaki’s
disease and Duchenne muscular dystrophy.”
Though she gave serious thought to a combined internal
medicine and pediatrics specialty, Aberra now plans to pursue residency in internal medicine, working mostly with
hospitalized adult patients. “I just feel I can do more good
with adults,” she says, “and I like the inpatient practice of
medicine — caring for patients with multiple medical problems, utilizing evidence-based guidelines, team discussion,
bedside and teaching rounds.”

MEDICINE AT MICHIGAN

The third year of medical school — from May to May — is
almost exclusively about clinical rotations, punctuated weekly with Friday afternoon all-class seminars. There are seven
rotations: pediatrics, surgery, neurology, family medicine,
internal medicine, psychiatry, and obstetrics and gynecology. Inpatient rotations include on-call duty — 30 hours at a
stretch spent in the hospital. While the frequency of being
on call varies with the rotation (internal medicine has the
most frequent, at every four days), and there’s no on-call
activity with the outpatient specialties, it’s readily apparent
that with the early morning starts and long days, year three
couldn’t be much more different from the first two years.
“Third year has been amazing,” Aberra says. “It has
given me all I hoped for from medical school.”

>

The third year of medical school —
from May to May — is almost
exclusively about clinical rotations,
punctuated weekly with Friday afternoon
all-class seminars. There are seven
rotations: pediatrics, surgery, neurology,
family medicine, internal medicine, psychiatry, and obstetrics and gynecology.
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t’s an assessment shared by Ron Romero. “I loved M3
year!” Engaging with patients made studying medicine meaningful, Romero says, and was invigorating
after the first two years of lectures and exams. “Even
on the hardest days, or when I was tired, it was
always rewarding.
“We had more autonomy than you might think in connecting with the patient right from the start,” he says. If the
emergency room calls for admission to an inpatient service,
it’s typically the medical student who goes down to see the
patient first, take the history, and do the physical exam.
“The student often has the opportunity to bond with the
patient before anyone else on the team.”
Romero’s favorite rotation, true to his foremost interest from the beginning, was family medicine because of its
patient-centered approach and the continuity of seeing

ERIC BRONSON, U-M PHOTO SERVICES

patients repeatedly over time. Equally important to
Romero is the ability to get involved in psychosocial
issues that can impact a patient’s health. He recalls
taking a young patient’s history at the Ypsilanti
Health Center and seeing signs of such issues, perhaps even sexual abuse. He was able to connect the
patient and her family with the appropriate support
and resources. “It allowed me to have an impact
beyond the immediate reason she was there, to
perhaps make some long-term changes.
“I really responded to the family medicine environment,” he says. “I loved the patients — Ypsilanti
has a diverse population, and some patients were
disadvantaged, which I could relate to from my
own background in Miami as the son of a single
parent struggling to get by.” Though he considered
pursuing obstetrics and gynecology as a specialty,
he ultimately was drawn to the diverse range of
patients and holistic approach of family medicine.
His commitment is solid. “Every time I think it
through,” Romero says with his trademark smile,
“I come to the same place.” Romero’s wife, Jen, is
currently pursuing a master’s degree in social work
at the U-M.
In year three of medical study, grading becomes
more structured than the pass/fail system of the
first two years. Did that result in competitiveness?
Romero saw little to none. “I think the students did a great
job of continuing to work together throughout the year.”
For Romero, grading didn’t add a significant amount of
stress to the year: “I tried to maintain perspective,” he says.
“You do the best you can and learn as much as you can.
Ultimately, I tried to focus on the patient interactions, not
the external evaluation. I think that helped me enjoy the
year more.”
He says one of his most memorable patients was part of
his pediatrics rotation. “Many of the children I met left a
really big impression.” A one-month-old infant impaired by
a heart defect, the patient Romero remembers had already
undergone surgery and was likely to be blind. “It was very
sad,” he says, “that this kid wouldn’t have a chance to have
the kind of life you hope for a baby.” Because of the many
tubes and wires connecting infant to equipment, Romero
couldn’t hold her. “So every morning when I saw her I tried
to provide some sense of human connection, holding her
hand, speaking to her in a soothing voice,” he says. “It was
all I could do.”

Ron Romero

O

f the seven clinical rotations in year three,
surgery was the toughest, according to
Shaun Patel, but also the one he loved
most. In addition to a full day on the
feet, and long stretches of time observing
operations — punctuated by sudden questions from the
surgeon — there is also, after scrubbing, the need to stay
clean. Sterile from waist to neck, students cannot scratch an
itch on the nose or touch anything that could compromise
their clean state. Despite the rigors, Patel’s specialty likely
will be orthopedic surgery. His active lifestyle has generated
a desire to treat disorders of the musculoskeletal system,
and to improve patient quality of life through the return of
form and function.
“You may be hungry, but you can’t eat. You may have to
go to the bathroom, but you have to stay in the OR. These
urges might be there, but I found that once I got involved
— like when I sutured the surface layer when an operation
was completed — I forgot all about them,” Patel says. While
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other rotations offer some opportunity for a bite to eat, the
surgical schedule doesn’t always allow time for healthy eating. He often grabbed quick prepared food at the hospital
cafeteria, since the many fresh lunchtime options aren’t
available after 2 p.m.
While emphasizing the need to limit significant emotional attachment to patients in the interest of providing
good, objective medical care, Patel says that he tries to find
something in common with his patients to help strengthen
the patient-physician relationship. “There was one patient
who, anytime I explained my physical exam findings, the
treatment plan or next steps, would reply ‘Heck, yeah!’ to
anything I said. It reminded me how much trust patients
place in their physicians, whom they may have just met,
to do what’s best for them and their health, a process that’s
particularly unique to medicine. It reinforced my goal to
always be the best advocate I can for all of my patients.”
The patient, when younger, had turned down an offer to
play hockey with the Detroit Red Wings since the pay was
poor back then. Patel, a devoted Red Wings fan, found
their “something in common.”
Patel also emphasizes the need to communicate not just
with the patient, but family members too. “In many instances, the family members are the ones who actually have
more questions and concerns.” He says this was especially

MEDICINE AT MICHIGAN
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hile choosing a residency field has
been fairly clear for Aberra, Romero
and Patel, it’s not always so straightforward. All along, Lindsay Kennedy Brown has weighed surgery
against family medicine, but very late in her third year,
she began to think of ob/gyn as a choice that could allow
her to combine both surgery and primary care, while also
pursuing her public health interests in women’s health and
preventive medicine.
“The hardest part of third year, in my opinion, was not
the rigors of the year itself, but rather the decisions we are
faced with afterwards,” Brown says. “It’s been incredibly difficult to walk away from a particularly amazing experience,
like my time on pediatric hematology-oncology, and think
that I will never work with that patient population again.
I could say the same about my experiences on inpatient
psychiatry, infectious disease clinic and adult oncology. For
me, this decision has not been an easy one.
“For the rotations I loved, I’m left wondering if I truly
loved the field, or simply the serendipitous combination

ERIC BRONSON, U-M PHOTO SERVICES

Shaun Patel with
orthopedic surgeon
James Goulet, M.D.

true with non-responsive patients on the neurology and
surgery services. “While we
may not have been able to
communicate directly with
those patients during their
care, it was very important to
have an effective communication line with their families
during a difficult time. It’s
important to take care of not
only the patient, but also
their family.”
Keeping emotional attachments in check isn’t
always possible, as Patel
saw. “When I was on the
pediatric cardiology service,
there was a baby who was
born with a congenital heart
defect,” Patel recalls. “I was
on service for only a couple
days before the baby died, but the resident on service was
particularly shaken by the death, to the point of tears.”

It wasn’t until the new third-year students joined her service this spring that
Lindsay Brown realized she had adjusted after all. “As I helped guide them
through the first few days, it astonished
me how much I’d truly learned ...”

>
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of teammates and faculty mentors,” she says. As for
the rotations she didn’t gravitate to, she wonders if she
might fit nicely into the field in another setting. Weighty
questions, to be sure.
Brown is not idly wringing her hands over the dilemma.
Instead, she’s exploring further by taking a representative
mix of early fourth-year electives to help
her decide, as well as weighing the advice
Lindsay Brown
of as many people as possible in each field,
including her attendings, residents and
recently graduated classmates.
“I think I’m still processing third year
itself,” Brown says. It was an adjustment
at first, she admits, and she says it wasn’t
until the new third-year students joined
her service this spring that she realized
she had adjusted after all. “As I helped
guide them through the first few days,
it astonished me how much I’d truly
learned, which is easy to lose sight of
while still in the midst of the commotion
of third year.”

school, and indeed before that, as an undergraduate. With
the week-to-week scheduling involved with clinical rotations, Patel found planning trips to meetings and conferences “a bit more complicated than the first two years.” He
identified when travel would be necessary, then worked
with advisors, residents and the M3 coordinator on his
hospital schedule. Only once was he told he couldn’t go.
“That day turned out to be slow and I was sent home early,”
he laughs.
But this past year was, as Romero says, a glimpse
of residency — now just a year away for all four.
Though not mandated, most students will have chosen a specialty by July in order to begin the process
of exploring and applying to residency programs, a key
focus in year four. Aberra has a method in place for that.
“I’m going to draw a line across the country and not cross
north of it,” says the Ethiopia native. “Minus two degrees in
the morning, well, I’ve had enough!” [M]

T

hat commotion of third year
has a lot to do with weekto-week schedules that often
aren’t known until Friday of
the week before. “It’s hard
to plan life,” Ron Romero says. “How do
you schedule a dental appointment, for
instance?”
Active involvement in organizations
from the U-M to the national arena has
been a hallmark of Patel’s time in medical
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that works in people. The valley of death is where all those
experimental therapies that showed such promise in laboratory mice go to die.
The cold, hard reality of biomedical research is that
ideas are cheap and plentiful, while the process required to
transfer those ideas to the clinic is long, risky and extremely
expensive.
To turn a research discovery into medicine, university
scientists have two options. They can license the discovery

James Baker
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e live in a golden age
of biomedical research
where scientists seem on
the brink of unlocking
the basic secrets of life
itself. Today, it’s possible
to sequence your entire
genome — the genetic code that influences your medical
destiny. Researchers have identified thousands of genes
that, when defective, either cause or
increase your risk of getting a disease.
Billions of taxpayer dollars are
used to fund biomedical research at
universities and non-profit research
institutions. Results are reported
in glowing terms every day on the
Internet, in newspapers and on
television, making it seem as though
new treatments for every disease
that afflicts humankind must be just
around the corner.
But in spite of all the money and
all the knowledge, only 21 new drugs,
therapies or vaccines came on the
market in 2010 — according to the
annual report on the use of medicines in the U.S. prepared by the IMS
Institute for Healthcare Informatics.
And just 10 of these were what the
Food and Drug Administration calls
a new molecular entity — an innovative approach to treating a specific
disease.
So it’s reasonable for patients and
taxpayers to ask: Where are the
cures? What happened to all those
promising new treatments for diabetes, heart disease and cancer we’ve
heard so much about? Why does it
take so long to get these discoveries
out of the laboratory and into medicine that can help me today?
One big reason is what researchers
call the “valley of death.” It’s the stage
of drug development that’s required
to transform a discovery that works
in research animals into a new drug
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ogy company and hope it gets on
made of soybean oil, water, surthe market eventually. Or they
factant and other ingredients —
TOP
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can start their own company and
that penetrates the skin and kills
have more control over what
the virus. It also inactivates many
happens to their discovery. Either
other infectious agents, according
way, success depends on having a
to NanoBio officials, and has the
corporate partner willing and able
potential to treat more diseases.
to raise the money and take the
It took 10 years and $5 million
risk of shepherding a discovery
to complete the initial phases of
1) Lack of finan
cial support
through the lengthy and complihuman clinical trials for NB-001,
2)
W
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required by the FDA.
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who know what it takes to get
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Baker estimates will cost more than
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comes out
has a lot more gray hair now
$14 million, and the company has an
		 with a bette
r
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than he did in 2000 when he
agreement with NanoBio to market
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the new drug in North America. If
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says risks exceed
company, NanoBio Corporaall
goes well, Baker hopes to have
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7)
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NB-001 on the market by 2013 as an
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h
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About 136 million Americans have Herpes labialis — recurrent cold sores caused by a virus called HSV-1 or herpes
simplex virus, type 1. The sores aren’t life-threatening,
but they are painful, disfiguring and can last for days. The
pharmaceutical firm GlaxoSmithKline (GSK) makes an
over-the-counter product called Abreva, which is the only
FDA-approved topical treatment currently available for
Biomedical research in the United States has been divided
cold sores.
for decades into two halves with a bright shining line
Jim Baker believes he has a better idea. He calls it a “salad
down the middle. University researchers stayed on the
dressing that kills herpes,” but to the FDA, it’s NB-001. It’s
“basic science” side of the line. In the process of probing
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series of clinical trials to test the experimental drug in human
volunteers and patients with a specific disease or medical
disorder. Under the best of circumstances, the entire process
takes at least 10 to 15 years and can cost as much as $1 billion.
The division of labor between university and corporate scientists worked well for years, but recently major
changes have swept through the pharmaceutical industry. A
depressed economy, reduced sales and widespread availability of cheaper generic drugs have slashed profit margins,
leading to major cutbacks in R&D and a wave of corporate
takeovers and serial acquisitions.
Today’s investors want quick returns and are unwilling
to assume the risks or take the time required for early-stage
drug development. So instead of paying for a large research
facility staffed with expensive scientists and state-of-the-art
equipment, pharmaceutical companies find it more profitable to purchase promising new drugs by buying up the
smaller companies that develop them.
The changing business climate also has increased corporate
interest in drug compounds discovered at universities, says

ERIC BRONSON, U-M PHOTO SERVICES

the mysteries of biochemistry, genetics or molecular and
cell biology, they sometimes identified possible new drug
compounds or drug targets, but that was not the goal.
Their goals were to advance knowledge in the field, teach
students and publish their research findings in a prestigious scientific journal.
It was left up to scientists in corporate pharmaceutical
labs to handle all the so-called “applied science” involved
in turning potential drug compounds into human medicine. It takes years of pre-clinical laboratory and animal
studies, all conducted under the watchful eye of Food and
Drug Administration officials, to determine the pharmacokinetics, efficacy and toxicology of an experimental
drug compound — how it works, how it is metabolized
and whether any toxic side effects are acceptable. Then,
the company must demonstrate that the experimental
drug can be manufactured in large quantities under strict
quality control standards.
Only after all this work is completed and approved by
the FDA can the company apply for permission to begin a

Shaomeng Wang, Ph.D., the Warner Lambert/Parke-Davis
Internal Medicine and the Medical School for providing
Professor of Medicine. Wang directs the Cancer Center’s
administrative and financial support and an infrastructure
Cancer Drug Discovery Program and is a co-founder of a
that facilitates drug discovery research in an academic
U-M spin-off company called Ascenta Therapeutics.
environment. Wang adds that the U-M Office of TechnolWang uses computer-assisted design technology to create
ogy Transfer protects faculty research discoveries agdrug compounds customized to bind to the three-dimengressively and is very helpful to researchers who want to
sional structure of a specific molecule in a way that blocks
create start-up companies.
that molecule’s pathological activity. Organic chemists synthesize the most promising compounds, which are tested
for their effectiveness at killing tumor cells — first in a test
tube and then in animal models of human cancer.
A more traditional academic scientist might simply publish the results of the work at this point and move on to the
next drug compound, but Wang says that’s not enough. “I
want to move our compounds quickly into clinical development to help patients and ultimately become marketed medicines,”
“We believe strongly that what we do
he says. “We started the company to
in our basic science research only has
help us achieve these goals.”
value to our patients and to society
Two of Wang’s compounds, AT-101
if it’s translated into actual drugs that
and AT-406, were designed to trigger
can benefit patients,” says Max Witumor cells to undergo programmed
cha, M.D., Distinguished Professor
cell death, or apoptosis. Wang’s
of Oncology and director of the U-M
laboratory research showed that both
Comprehensive Cancer Center.
compounds were effective at killing
Nine U-M spin-off companies have
cultured cancer cells and reducing
been created by researchers affiliated
the size of tumors in research mice.
with the Cancer Center, including
Ascenta Therapeutics licensed the
a California-based company called
THESE WERE WHAT
development rights to AT-101 and
OncoMed, which was founded by
AT-406 and is currently sponsoring
Wicha and other U-M researchers
several phase 1 and phase 2 clinical
in 2004, and currently has several
trials in patients with different types
experimental therapies in phase 1
of cancer.
clinical trials.
“The company supports our
Recent advances in cancer research
research and has an option to license
have accelerated the push toward
our technology,” says Wang. “It’s
new drugs targeted at specific genetic
a win-win for the university and
mutations and signaling defects that
the company, because if you don’t
trigger the development of malignant
get new technology on the market,
tumors.
nobody will benefit from it — not
“We’re learning that cancer, even
the university, not the inventors and,
the same type of cancer — like breast,
more importantly, not the patient.”
colon or prostate — is really many
Wang says his interest in drug
different diseases,” says Wicha. “Our
discovery was encouraged from the
scientists are developing technology
moment he joined the U-M facthat will make it possible to perform
.
ulty in 2001. He credits leaders in
a complete molecular analysis of each
the Cancer Center, Department of
patient’s tumor. Then we can select
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the best therapeutic agents to match that patient’s molecular profile. So instead of treating all lung cancer patients
with one drug, just 5 percent of lung cancer patients might
get that drug, but 5 percent of ovarian cancer patients with
the same mutation would get it, too.”
Cancer Center administrators have created a central
Clinical Trials Office with staff trained to manage the
financial and regulatory issues involved in a human clinical trial and to provide administrative support to research
investigators.
In 2008, the Cancer Center established its own phase
1 clinical trials program. A private gift from the Ravitz
Foundation made it possible for the Cancer Center to create a dedicated unit called the Ravitz Center for patients
enrolled in these trials. During 2010, the center conducted
13 phase 1 studies with 102 patients. The center is available
for phase 1 trials of experimental cancer therapies developed

MEDICINE AT MICHIGAN

at the U-M and by companies outside the university. Plans
are under way to increase staffing and conduct more phase 1
studies in the future.
Research entrepreneurs like Baker, Wang and Wicha
believe that closer collaboration between universities and
private industry is vital to the success of university drug
discovery research. They say universities can do their part
by encouraging more innovative public-private research
partnerships and providing more incentives for clinical
scientists to pursue drug discovery research.
The gulf between academic and corporate culture is
deep and wide and major changes will be required on
both sides in order for collaboration to work. The journey
is risky and success is not guaranteed. But if universities
and corporations can work together to bring the products of biomedical research to patients, the payoff will be
MORE ON THE WEB
worth it. [M]
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Whether it’s a sudden
crisis or an ongoing illness,
outcome-driven
comparative effectiveness
research helps physicians
determine the best
course of care.

Critical
Distinctions
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WHAT IT IS, WHAT IT ISN’T,
AND WHY WE NEED IT

C

omparative effectiveness research is different
from the kind of medical research that usually
makes headlines. Those studies typically are
clinical trials, in which questions are narrowly
defined, and patients are studied in carefully
controlled settings, says James Froehlich, M.D. (Fellowship
1996), associate professor of internal medicine and director
of the Michigan Cardiovascular Outcomes Research and
Reporting Program (MCORRP), which oversees IRAD and
other comparative effectiveness research projects.
In clinical trials, “patients get a very different level of care
and attention than patients outside clinical trials,” says Froehlich. “Someone is making sure they take their medication,
someone is watching them for side effects, someone is seeing
them more frequently than they normally would be seen.”
Comparative effectiveness research, on the other hand,
takes place in the messy, unpredictable real world that
patients actually inhabit and involves observations rather
than experiments.
“We observe and record treatments given and outcomes
obtained in a world where things are not so well-controlled,”
Froehlich explains. “By studying what happens in the real
world, we learn things about who actually receives medications and treatments. Are medications and treatments being
given to people for whom benefit isn’t proven? Or is it that
treatments aren’t being given to people who would benefit?
“What we get with comparative effectiveness research,”
he says, “is answers to questions that physicians and patients
ask every day: Does it make any difference if I take this drug
or that drug? Does it make a difference if I have surgery for
this problem or not?”
Comparative effectiveness research also covers territory that clinical trials don’t touch. Most clinical trials are
funded by drug or device companies that must demonstrate
the safety and effectiveness of their products before they
can be approved for public use. There’s no such requirement for medical procedures, and thus no incentive to test
the safety and effectiveness of procedures in clinical trials.
The two approaches are complementary, not mutually
exclusive, Eagle emphasizes.
“We can’t afford to do clinical trials for every little question,” he says. “We also understand that simply observing
care doesn’t necessarily offer the study design to ask, does
the new therapy really add value? And so we need both.
We absolutely need both.”
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udden, staggering chest pains, nausea, cold sweats
— the symptoms are instantly recognizable. But
not every patient who arrives at the ER with these
classic signs of a heart attack is actually in the throes
of myocardial infarction. A rare few may be suffering from aortic dissection — a tear in the lining of the aorta
that can lead to rupture of the vessel and death, as it did in
the widely publicized case of actor John Ritter in 2003.
Similar symptoms, yet the treatments for these two
conditions differ in important ways: clot-busting drugs and
artery-opening procedures for heart attack; urgent surgery
for aortic dissection. Mistaking the rarer disease for the
more common cardiac emergency can result in measures
that actually worsen the condition and hasten death, so distinguishing between the two and making sure patients get
the appropriate treatment is crucial, says Kim Eagle, M.D.,
the Albion Walter Hewlett Professor of Internal Medicine and a co-director of the Cardiovascular Center. That’s
becoming more and more likely, not just at the U-M, but
throughout the world, thanks to work by Eagle and others
using comparative effectiveness research.
Asked to define the term, Eagle deconstructs it. “There
are two words in there: compare and effective. This whole
field is about examining the ways we care for patients and/
or individual problems, learning from that examination and
striving to make care better.”
With aortic dissection, for instance, comparative effectiveness research has taken the form of a worldwide collaborative
project: the International Registry of Acute Aortic Dissection
(IRAD). Through IRAD, researchers evaluate treatments and
track patients at 33 hospitals in the U.S., Spain, Israel, Italy,
France, Japan, Germany, Austria and Switzerland.
“We’re comparing the care that we’re giving, and we’re
learning what is the best practice for early diagnosis, how to
properly manage the patients surgically and non-surgically,
and what’s the most effective means of follow-up,” says Eagle,
who was recruited to the U-M in 1994 to develop a comparative effectiveness research program in cardiovascular care.
Over the years, U-M researchers have applied the approach to a range of questions, from how best to care for
heart attack patients to how to combat obesity in middle
school students. Along the way, they’ve been reassured to
learn that many common health care practices are sound.
But they’ve also had to re-think a few, such as across-theboard administration of anticoagulants to patients with
irregular heartbeat and widespread use of blood transfusions
after angioplasty.

Kim Eagle

James Froehlich

That’s truer than ever today, with mounting pressures to
improve health care while containing costs.
“Americans want and deserve better health care, and the
sentiment of our nation right now is that we need to be sure
we’re getting the best health care product for the dollar,”
Eagle says. “Comparative effectiveness research takes us in
this direction, telling us how care delivery can improve, how
we can make it more efficient and affordable, and how we
can effect real improvement in the health of our population.”

T
SCOTT SODERBERG, U-M PHOTO SERVICES

SOLUTIONS SOMETIMES SIMPLE

he observations and analyses of Eagle, Froehlich and their colleagues don’t necessarily lead
to seismic shifts in practice patterns. But even
slight adjustments can have significant impact,
as illustrated by a project initiated soon after
Eagle’s arrival at the U-M to evaluate the care of heart attack patients.
“When a patient is admitted with a heart attack, there’s
a certain group of medications that we should always
administer unless there’s a contraindication,” says Eagle.
“Similarly, at the point of discharge, patients should go
home with a particular set of medications and preventive
strategies unless there’s a contraindication. What we saw in
our analysis of our own practices was that there was a lot of
variation, and sometimes we forgot.”
From those findings came a program called Guidelines
Applied in Practice with the simple mission of standardizing
admission orders and the discharge process for heart attack

Hitinder Gurm

patients. “When we did that, we got a lot better at doing
what we were supposed to do, and patients got better care as
a result,” Eagle says. The U-M researchers went on to lead a
statewide initiative involving 33 hospitals, aimed at improving
heart attack care by making sure everyone followed the same
guidelines. “We all improved, and the mortality of patients
improved, both in the hospital and a year after discharge.”
Another statewide initiative, now funded by Blue Cross
Blue Shield of Michigan and headed by Hitinder Gurm,
M.D., assistant professor of internal medicine, focuses on
the safety and quality of coronary artery angioplasty (a procedure used to open blocked or narrowed heart arteries and
improve blood flow to the heart) and stenting (inserting a
tiny, mesh tube inside the artery to keep it open).
“For anyone in the state of Michigan who gets a stent
in their heart, we follow their in-hospital outcome,” says
Gurm. “We look at who these patients are, what kind of
medical problems they have, what medications they’re on.
And then we look at what happens with them: Do they
survive? Do they develop kidney problems? Do they develop bleeding problems? We ask what kind of stents were
used, what medications were given during the procedure,
and whether, when they were sent home, someone talked
to them about diet, smoking and cardiac rehab.”
After analyzing the data, Gurm and colleagues can
compare hospitals and individual physicians. Based on their
findings, the collaboratives’ advisory group, made up of
physicians from participating hospitals, sets goals and works
to reduce any problems.
WWW.MEDICINEATMICHIGAN.ORG/MAGAZINE
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COMMON PRACTICES

O

34

ne such problem was kidney failure after
coronary artery angioplasty. “This is a very
rare event, so a practitioner might see it
only once every three or four years and
chalk it up to bad luck,” says Eagle. “But
if you’re studying it in 35 hospitals, and you have all the
details of how angioplasty is performed, you may discover
preventable processes that actually cause the problem.”
That’s exactly what researchers discovered. During angioplasty, special dye, visible on an X-ray, is used to reveal the
location and extent of blockages. The dye is essential to the
procedure, but too much can be toxic to the kidneys.
“We found that we could calculate, based on a patient’s
body weight and pre-procedure kidney function, the maximum amount of dye that should be used,” says Eagle, “and
we demonstrated a six-fold increase in the incidence of dialysis-dependent renal failure if that amount was exceeded.”
Another revelation: Hospitals across the state varied widely
in their use of blood transfusions after angioplasty, with some
performing four to five times more transfusions than others.
Transfusions can be lifesaving, but they also can cause allergic
reactions and suppress the immune system, opening the
door to infections. Couple those concerns with the limited
resource of banked blood, and there’s a strong argument that
only patients who really need transfusions should get them.
U-M was one of the hospitals on the high end of the
transfusion spectrum. After evaluating its practices and
reviewing the literature, the research team recommended
adopting more conservative guidelines published by the
American College of Physicians. “We went from being one
of the highest users of transfusion to one of the lowest by
discovering the problem, evaluating what we were doing,
and creating a system to improve,” says Eagle.
Discover, evaluate, improve. That’s also the mantra for
another collaborative project sponsored by Blue Cross Blue
Shield of Michigan: the Michigan Anticoagulation Quality
Improvement Initiative. In this project, Froehlich and colleagues are studying the use of the anti-clotting drug warfarin
in patients with atrial fibrillation. The condition puts people
at risk for developing blood clots in the heart, and if a clot
breaks free and travels to the brain, it can cause stroke.
Warfarin prevents clots from forming. But the drug carries
its own risks — most notably severe, life-threatening bleeding
— and patients who take it must have frequent blood tests to
make sure they’re taking just the right amount.
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Based on their research, Froehlich’s group recently
reported that some 10 to 15 percent of atrial fibrillation patients taking warfarin may be at low enough risk for blood
clots to stop taking the drug altogether.

A

INSIGHTS, NOT EDICTS

key part of all of these projects is sharing information and conclusions through
publications, presentations and face-to-face
meetings with health care teams at participating hospitals in Michigan.
“We want to make sure that the clinicians and care
teams have an opportunity to compare themselves to their
colleagues across the state, and potentially make changes
in their practices,” says Paul Michael Grossman, M.D., an
associate professor of internal medicine who directs a Blue
Cross Blue Shield of Michigan-funded initiative focused on
evaluating peripheral vascular intervention — treatments
designed to reopen blocked vessels in parts of the body
other than the heart. “We send out the reports, but we also
travel to hospitals and meet with the teams that take care of
the patients — not just the physicians, but also the technicians and nurses and administrators.”
The point is not to deliver edicts, but to offer insights.
“We try not to prescribe how patients should be cared
for, but we set a standard, set a bar,” says Grossman. “We’ve
seen significant improvement across the consortium in
many of the areas on which we’ve focused attention.”
Physicians and other caregivers welcome the shared wisdom and guidance, says Froehlich. “Every physician wants to
do the best job for their patients, and arming them with information is often all you need to do to see changes. Through
these Blue Cross Blue Shield initiatives, we empower caregivers to seek self-improvement, rather than try to impose
someone else’s idea of improvement. It’s very much a carrot,
rather than a stick, approach to quality improvement.”
But wait a minute — if physicians and hospitals everywhere are standardizing procedures and conforming to
the same guidelines, isn’t there a danger of one-size-fits-all
patient care? That’s a fair question, Gurm says, and it’s important to keep in mind that even the most thorough research
may not show a clear advantage to doing things one way
versus another. Some aspects of medical practice will always
be less black-and-white than shaded in gray, and there should
be room for physicians to exercise judgment based as much
on interactions with patients as on results of studies. The
hope is that comparative effectiveness research offers another

tool to help physicians cope with the complexities of caring
for human beings, with their many and varied needs, physical
differences and combinations of conditions.
Another concern that’s often voiced is that comparative
effectiveness findings could lead to health care rationing —
those scary scenarios of elders being denied treatment and
insurers refusing to pay for lifesaving therapies.
To that assertion, Eagle has a ready response: “We’re already rationing, but it’s what I call irrational rationing: People
who have insurance get care, and people who don’t have

insurance, don’t,” he says. “We have two choices at this moment in our medical heritage: one is to continue what we’re
doing now; the other is to move toward ‘rational rationing.’
Using things like comparative effectiveness research, we
decide as a society how much we can afford for health care,
what is the best buy for the amount of benefit to individuals
and populations, and what is discretionary. We haven’t gotten there yet, but we need to get to that. Americans deserve
better, and comparative effectiveness research is one tool that
we can use to try to begin to do things rationally.” [M]

Comparing Effectiveness, Changing Lives
A number of other comparative effectiveness research projects are under way
at the U-M, under the auspices of the Michigan Cardiovascular
Outcomes Research and Reporting Program (MCORRP).
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possibly Pakistan. Com-

now includes almost 350

consumption of sugary

more than the average

parative effectiveness

patients. Researchers are

beverages and fast or fatty

person’s annual income. As

research is being used to

comparing approaches to

food, and reduce “mindless

a result, about one million

study every aspect of the

managing the condition,

screen time,” substituting

people die each year for

program. —NR-F

patients in the Philippines,
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TRANSFORMING MEDICINE THROUGH PRIVATE GIVING

“Beyond Terrifying”
MARY WEISER CARRIES A
frying pan in her purse.
A few years ago, on a pleasant
weekend getaway at their family
place in northern Michigan, Mary’s 2
1/2-year-old daughter Cate and husband Marc caught a fish. They cleaned
the fish and fried it for dinner. When,
after a small bite, Cate complained
that her mouth hurt, then her throat,
Marc and Mary Weiser reached for
the Benadryl, a proven first intervention to Cate’s allergies to eggs and
other foods. But by the time the
bottle was open, their daughter’s face
and throat had swelled almost beyond
recognition. In a matter of seconds,

Marc and Mary Weiser
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a bucolic family trip turned into lifeand-death drama.
The Weisers administered epinephrine and called 9-1-1, but their newly
built home wasn’t recognized on the
9-1-1 emergency grid. “We broke every
law of the road to get to the emergency
room as quickly as possible,” Mary
Weiser says. The ER staff was waiting
and immediately administered more
medications. Cate was going to make it.
“The realization that my child had
been dying in my arms from something I fed her is almost unbearable
to remember,” says Weiser. “Knowing that it’s likely to happen again is
beyond terrifying.”

After a similarly frightening experience when Cate was just a year old
and reacted to a small piece of egg,
the Weisers had sought the help of
a pediatric allergist who determined
that Cate was also allergic to peanuts
and tree nuts, shellfish, dairy, wheat,
oat, soy and seeds. Over the next year
and a half, tests continued to show
that Cate was not allergic to fish — an
excellent source of fat and protein,
two items severely lacking in Cate’s
highly restricted diet.
The fish that nearly killed Cate
was prepared in the frying pan Mary
Weiser carries to ensure that food
cooked anywhere for Cate is not
contaminated with traces of anything
she’s allergic to. Unfortunately, allergy
tests aren’t 100 percent accurate and,
as the allergist told the Weisers, the
true test is how Cate’s body reacts
when she puts food — like that
seemingly innocuous bit of fish — in
her mouth. Now, every new food
Cate eats has to be consumed in a
medical setting in case she has another
anaphylactic response — one involving multiple bodily reactions that can
rapidly cause death.
Food allergies affect 12 million
Americans — including 4 percent of
U.S. children — and ingestion isn’t
always necessary; reactions through
inhalation and skin contact may be a
threat as well. This ease of transmission can make the most common of
childhood events fraught with risk
— and dread for parents. Birthday

parties, public transportation, holiday
fare, even classrooms can be a source
of contamination. “Even taking her to
a park, I wonder what the other kids
had for lunch that day that might have
been transferred to the play structure,” Mary Weiser says.
If fear and worry were kindled by
Cate’s allergic reactions, so was Mary
Weiser’s uncommon sense of activism. No newcomer to philanthropy,
having raised $8.6 million for the
Washtenaw Housing Alliance and
more than $12 million in the Michigan political arena, Weiser became
closely involved with the U-M Food
Allergy Center. Led by James Baker
Jr., M.D., chief of the allergy divi-

sion, as well as Jim Baldwin, M.D.,
Marc McMorris, M.D., and Matthew
Greenhawt, M.D., head of the center, clinical director and research director, respectively, the Food Allergy
Center is dedicated to providing full
care to food allergy patients, including expanding education, research
and community services for patients
and their families. Weiser and Baker
have the shared goal of growing a
food allergy Center of Excellence at
the U-M.
Mary Weiser’s efforts have already
secured more than $2 million for the
center in just over a year, including a
$1 million four-to-one matching gift
from the Food Allergy Initiative and a

$750,000 commitment from an anonymous Michigan family foundation.
Marc and Mary Weiser have made a
personal commitment of $100,000.
With the active support of husband
Marc and father-in-law Ron Weiser,
Mary is passionate about improving
the lives of food allergy patients. Of
Cate she says, “I want her to have the
same opportunities everyone wants
for their children.
“I’m indebted to the University of
Michigan for recognizing the importance of this effort,” Weiser says, “and
those whose futures are made better
because of the work of the Food Allergy Center surely will feel the same.”
—RICK KRUPINSKI

In Gratitude for a Life Saved
HE GRADUATED FROM THE UNIVERSITY OF MICHIGAN LAW

years ago, and I still remember everything Dr. Burney said to

School, but Martin Lagina also has a special place in his heart

me,” Lagina says. Burney still practices surgery at the U-M.

for the U-M Health System. “My life was saved at the U-M Hos-

In gratitude for the lifesaving care he received, La-

pital,” says the successful

gina and his wife, M.

energy entrepreneur from

Olivia Lagina, have

Traverse City, Michigan.

established the Ann

While still in law school,

Lagina Family Endowed

Lagina developed an

Scholarship in the

acute case of appendicitis,

U-M Medical School,

which was initially misdiag-

in honor of his mother.

nosed. Several days later,

Lagina’s hope is that

his roommate insisted on

the scholarship will help

taking Lagina to University

medical students full of

Hospital, where physician

dreams for big futures

Richard Burney properly
diagnosed his dangerous
condition. “That was 30

with the heavy financial
Martin and M. Olivia Lagina

burden they incur to
achieve them. —RK
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Uniting
Passion
and Purpose
Carolyn and Peter Mertz
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PETER MERTZ HAS ALWAYS
been passionate about the natural
world. Now this 1974 graduate of the
U-M School of Natural Resources
and Environment (SNRE) has found
a way to unite that passion with the
new U-M C.S. Mott Children’s Hospital and Von Voigtlander Women’s
Hospital through generous and
unique support.
Mertz, along with his wife, Carolyn,
has made a gift to help fund the green
roof of the new hospitals. The roof
will be named the Carl and Mary Jane
Mertz Green Roof in honor of Peter
Mertz’s parents. The Mertzes, residents of Hanover, New Hampshire,
have also provided seed funding for
the Pediatric Cardiology Longitudinal
Outcomes Program, a study that will
improve quality of life for children
with congenital and acquired heart
disease.
While attending the 2010 Griese/
Hutchinson/Woodson Golf Tournament in support of the new Mott
Hospital, Peter and Carolyn took
a tour of the existing facility. They
were struck by the amazing care they
witnessed and, in particular, the
compassionate, skilled professionals
who were so devoted to improving
children’s health and helping patients

MEDICINE AT MICHIGAN

and families feel comfortable during a
challenging hospital experience.
Peter Mertz, who also holds a U-M
M.B.A., considers it “a privilege to
support this new hospital and the
lifesaving research conducted here. It’s
a very special opportunity to be a part
of such an amazing place.”
Philanthropy has been part of
Mertz’s life since his student days. A
grateful scholarship recipient himself,
he established the Peter C. Mertz
Scholarship in SNRE just a year after
graduating. From that gift, he says, he
learned three important lessons that
have guided him to this day. “It was
easy,” he says. “It was very meaningful to the recipients. And I’ve never
felt that I have less after I have given
something away to help another
person.”
Peter Mertz is the CEO of Global
Forest Partners LP, an investment
advisory firm that makes private
equity investments in sustainable
forestry on behalf of institutional
clients. Founded in 1982, it is one of
the oldest and largest timber investment managers in the world. “We
plant more than 20 million trees each

year,” Mertz says, “creating benefit for
users of wood 10, 20 or 30 years into
the future.” Carolyn Mertz is active in
community affairs and is the past chair
of the board of trustees of the Montshire Museum of Science in Norwich,
Vermont, which features interactive
learning about the natural and physical sciences, ecology and technology.
She says, “Peter and I have made a
lifelong commitment to give of our
time, talent, substance and influence
to work with and help others.”
The green roof that the Mertzes
have funded is part of the U-M’s commitment to use resources more efficiently and to harmonize natural and
built environments, as well as to pursue LEED certification of the hospital
facility. The goal of the Longitudinal
Outcomes Program is to design and
conduct long-term follow-up research
to better understand the nature and
scope of difficulties that survivors of
childhood heart disease experience
over the course of their lives. Through
their gift, the Mertzes will be helping
countless children, women and their
families — and the environment — for
generations to come. —RK

The diagnosis
of food allergy is
complicated.
Living with
it can be
distressing to
patient and
family alike.
Your gift can
help give hope
to a child,
a parent,
a family member,
a friend.
To contribute to food allergy
research, education and
patient care at the University
of Michigan, call (734) 9987705 or visit www.med.umich.
edu/foodallergy/gift.htm.

Challenging Prostate Cancer
THE CALIFORNIA-BASED PROSTATE CANCER FOUNDATION HAS MADE A $5 MILLION
commitment to match an equal amount of support in order to propel the advancement
of prostate cancer diagnosis, prognosis and personalized treatment strategies through
research at the U-M. The challenge extends to December 31, 2013.
Prostate cancer is the third-most-common cause of cancer death in men of all ages
and the most common cause of death from cancer in men over age 75. Since 1993, the
Prostate Cancer Foundation has been investing in the most promising research programs,
channeling resources to the world’s top scientific minds. The foundation’s partnership
with the U-M fuels an already robust and promising program of Michigan research into the
causes and treatment of prostate cancer.
To make a gift to what is known as the Prostate Cancer Foundation-University of Michigan $10 Million Challenge, go to www.medicineatmichigan.org/gifts, call the Comprehensive Cancer Center Development Office at (734) 998-6893, or use the giving envelope
provided in this issue of Medicine at Michigan. —RK

Professorships Recently Inaugurated
A longtime

Professor is Shahzad I. Mian, M.D., an

champion of

associate professor of ophthalmolo-

education in the

gy and visual sciences, and residency

Department of

program director.

Ophthalmology and Visual

The Endowed Professorship in

Sciences was

Burn Surgery was established to

honored May

assist in the development of new

12 with the inauguration of the Terry

programs in burn surgery and to sup-

J. Bergstrom Collegiate Profes-

port the activities of a clinician, in-

sorship for Resident Education

vestigator and educator. Inaugurated

in Ophthalmology and Visual

June 20, the professorship supports

Sciences. Established through gifts

the activities of Stewart C. Wang,

from friends of Terry Bergstrom

M.D., Ph.D., a professor of surgery

(M.D. 1965, Residency 1969, Fellow-

in the Medical School and director

ship 1975) and alumni of the depart-

of burn surgery in the Trauma Burn

ment, the professorship honors

Center. A skilled surgeon, educator

an emeritus faculty member who

and investigator, Wang is recognized

received the department’s teaching

internationally for his expertise in

award 16 times. The first Bergstrom

traumatic injuries research. —KB
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FACULTY HONORS & AWARDS

HUDA AKIL, Ph.D., Gardner C. Quarton

EDWARD GOLDMAN, J.D., associate

semination and Health Policy Core for

Distinguished Professor of Neurosci-

professor of obstetrics and gynecology

the Michigan Center for Urban African

ences in the Department of Psychiatry

and former associate vice president

American Aging Research.

and co-director of the Molecular and

and deputy general counsel for the

Behavioral Neuroscience Institute, has

Health System, has been elected as a

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

been elected a member of the National

fellow of the American Health Lawyers

dency 1979), Bates Professor of the

Academy of Sciences, one of the high-

Association. This is the highest honor

Diseases of Women and Children and

est honors attainable by an Ameri-

the association can award; there are

chair of the Department of Obstetrics

can scientist. Her current research

only 60 fellows among its 10,000

and Gynecology, received the Louis M.

investigates the genetic, molecular and

members. Goldman is also an adjunct

Hellman Midwifery Partnership Award

neural mechanisms underlying stress,

professor in the School of Public

from the American College of Nurse

addiction and mood disorders. She

Health, the Law School and the College

Midwives, the ACNM Foundation and

also serves as co-director of the U-M

of Literature, Science, and the Arts.

the Midwifery Business Network. The

node of the Pritzker Neuropsychiatric

award was presented at the annual

Research Consortium, which engages

CARMEN R. GREEN, M.D. (Residency

clinical meeting of the American Col-

in large-scale studies to discover new

1992), professor of anesthesiology,

lege of Obstetrics and Gynecologists

genes and proteins that cause vulner-

of obstetrics and gynecology and of

in recognition of Johnson’s career-long

ability to major depression, bipolar

health management and policy, has

support of collaboration in practice,

illness and schizophrenia.

joined the advisory committee of the

research and teaching.

Mayday Fund, a New York City founCAROL BRADFORD (M.D. 1986, Resi-

dation dedicated to alleviating the

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

dency 1992), professor and chair of

incidence, degree and consequences

has been named to the membership

otolaryngology, was named president

of physical pain. Green also serves as

committee of the Institute of Medicine

of the American Head and Neck Soci-

principal investigator for the Michigan

of the National Academy of Medicine.

ety at the organization’s annual meet-

Pain Outcomes Study Team, attending

His term will last from 2011 through

ing in May. Her term will run through

physician in the Multidisciplinary Pain

2015, and will include service as the

July 2012. Bradford specializes in head

Center, director of the Health Dispari-

vice chair (2011-13) and chair (2013-

and neck cancers, including the re-

ties Research Program for the Michi-

15) of the Section on Social Sciences.

moval of skin cancer and reconstruc-

gan Institute for Clinical and Health

Additionally, in May, Markel delivered

tive surgery.

Research, and director for the Dis-

the Harry Feldman Memorial Lecture
(continued on p. 42)
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Faculty Profile

The New Life of Janet Gilsdorf, M.D.

JANET GILSDORF’S 2006 ACCOUNT OF HER
experiences as a patient, Inside/Outside: A Physician’s Journey
with Breast Cancer, changed her life — and, potentially, the
lives of countless others — almost as much as her malignancy did.
Physicians inevitably become patients, and Gilsdorf isn’t
the first to write about the subject. She was, however,
especially well-positioned for the task. There was substantial distance between her own expertise as a professor
of pediatrics and communicable diseases and the skills her
treatment required; her husband is a surgeon; and she had
been writing seriously for years. The result is eloquent and
unflinching; it pulls no punches about the patient experience, and patients responded.
“Sales are important,” Gilsdorf says, “but what’s more
important to me is the mail and e-mail I received about
the impact this had on people who were going through
cancer themselves or had a relative going through it.”
She shares one example: “A nurse here had recently lost
her mother, and not long after that her sister developed
the same kind of breast cancer I had. The nurse’s father
couldn’t handle the illness of his daughter. He wouldn’t
talk about it, seemingly wouldn’t think about it. The nurse
had my book in her living room; he sat down and started to read it, then took it to his bedroom and finished
it that night. If I could help that man understand it wasn’t necessarily going to be all bad for his daughter,
that was a very rewarding thing.”
It was also rewarding to sign a contract for the publication next year of the novel she put on hold when she
wrote the book, but what truly lights up her life these days is what she calls “the new life” of Inside/Outside.
“During my time as a patient, some really wonderful things happened, and then there were some things
that everyone wished hadn’t happened,” she says. “There were things in my book that didn’t always put the
U-M in an excellent light, although I received excellent care.”
When Ora Pescovitz, M.D., the U-M executive vice president for medical affairs and CEO of the Health
System, read the book, “She told me she was very taken,” says Gilsdorf. “What she brought away from it was
that we have some work to do as a health system in making sure that patients have a good experience here.”
Pescovitz distributed copies to the Health System’s senior leaders, and they’ve asked Gilsdorf to serve on
committees regarding the patient experience. “Every organization can always do better, and I’m thrilled that
this organization is taking this seriously,” she says. “These attitudes flow from the top, and Dr. Pescovitz,
right at the top, has embraced this.”
Toward the end of Inside/Outside, Gilsdorf describes a few telling interactions that reveal how her approach
to her own patients has been informed by her experience. “I have a heightened awareness to their situation,”
she says, “and I think, in some ways, I enjoy them even more because of that.” —JEFF MORTIMER
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to the American Epidemiological

troenterology, professor of integrative

Society. Markel is the George E. Wantz

physiology and of internal medicine,

Distinguished Professor of the History

and chief of the Division of Gastroen-

of Medicine, professor of pediatrics

terology, is the 2011 recipient of the

and communicable diseases and

American Gastroenterology Associa-

director of the Center for the History

tion Distinguished Mentor Award. The

of Medicine.

award recognizes his exceptional
mentorship to individuals, as well

Professor of Biological Chemistry

as contributions to programmatic

ALEXANDER J. NINFA, Ph.D., and Pro-

development in the fields of academic

fessor of Microbiology and Immunol-

gastroenterology and medical educa-

ogy KATHERINE R. SPINDLER, Ph.D.,

tion. Additionally, the Royal College of

were among 78 microbiologists to be

Physicians in Thailand has awarded

inducted as fellows in the American

Owyang an honorary fellowship, in

Academy of Microbiology in February.

recognition of his contributions to

Fellows are elected annually through a

mentoring physicians and modern-

highly selective peer-review process,

izing clinical practices in Singapore,

based on their records of scientific

Thailand and China.

achievement and original contributions that have advanced microbiol-

GEORGIOS SKINIOTIS, Ph.D., assis-

ogy. Ninfa studies signal transduction

tant professor of biological chemistry

mechanisms of bacteria, and uses a

in the Medical School and research

synthetic biology approach to study the

assistant professor in the Life Sci-

functions of genetic networks. Spindler

ences Institute, has been named a

studies contributions of both viral and

2011 Pew Scholar. The Pew Charitable

host genetics to the pathogenesis of

Trusts selected him along with 21

mouse adenovirus type 1 infection, and

other early- to mid-career scientists

is interested in the pathogenesis and

across the nation. Skiniotis uses elec-

host genetics of susceptibility to bunya-

tron cryomicroscopy to study the 3-D

viruses.

structure of protein complexes, which

Pancreatic cancer
is deadly, and
survival rates
haven’t changed
in more than
30 years.

BUT THERE
IS HOPE.
New discoveries at
the U-M Comprehensive
Cancer Center hold the
promise to revolutionize
pancreatic cancer
care by detecting it
earlier and treating it
more effectively.
Find out how you
can help at
www.mcancer.org/
pancreatic-giving
or call (734) 998-6893.

provides insights into how proteins
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CHUNG OWYANG, M.D., the H. Marvin

come together and perform different

Pollard Collegiate Professor of Gas-

tasks. —MF

Ninfa

Owyang
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Spindler

Skiniotis

THE END OF
PANCREATIC
CANCER
BEGINS
WITH
RESEARCH.

FACULTY BOOKS & JOURNALS

IN PRINT

By Shan R. Baker, M.D., professor

By Victor L. Katch, Ed.D., as-

By Sayoko E. Moroi, M.D., Ph.D.

of otolaryngology: Principles of Nasal

sociate professor of pediatrics and

(Fellowship 1995), associate profes-

Reconstruction. Springer, 2011.

communicable diseases; William D.

sor of ophthalmology and visual

McArdle, Ph.D.; and Frank I. Katch,

sciences; R. Rand Allingham, M.D.;

Edited by William D. Chey, M.D. (Fel-

Ed.D.: Essentials of Exercise Physiolo-

Karim F. Damji, M.D.; Sharon F. Freed-

lowship 1993), professor of gastro-

gy, fourth edition. Lippincott Williams

man, M.D.; and Douglas J. Rhee (M.D.

enterology and of internal medicine:

& Wilkins, 2011.

1995): Shields Textbook of Glaucoma,

Irritable Bowel Syndrome, volume 40,

sixth edition. Lippincott, Williams &

number 1 of Gastroenterology Clinics

Edited by Carol A. Kauffman (M.D.

of North America. W.B. Saunders Com-

1969, Residency 1971), professor of

pany, March 2011.

internal medicine; Peter G. Pappas,

By Julia E. Richards, Ph.D., Harold

M.D.; Jack D. Sobel, M.D.; and William

F. Falls Collegiate Professor of Oph-

Edited by John F. Greden, M.D., Rachel

E. Dismukes: Essentials of Clinical

thalmology and Visual Sciences; and

Upjohn Professor of Psychiatry and

Mycology, second edition. Springer,

R. Scott Hawley, Ph.D.: The Human

Clinical Neurosciences and executive di-

2011.

Genome: A User’s Guide, third edition.

rector, Depression Center; Michelle B.

Wilkins, 2011.

Academic Press, 2011.

Riba, M.D., professor of psychiatry and

By Howard Markel (M.D. 1986),

associate director, Depression Center;

Ph.D., George E. Wantz Distinguished

Edited by Thomas L. Saunders,

and Melvin G. McInnis, M.D., Thomas

Professor of the History of Medicine,

Ph.D., research associate professor

B. and Nancy Upjohn Woodworth Pro-

professor of pediatrics and communi-

of internal medicine and managing

fessor of Bipolar Disorder and Depres-

cable diseases, and director, Center for

director of the Transgenic Animal

sion and associate director, Depression

the History of Medicine: An Anatomy

Model Core; and Shirley Pease: Ad-

Center: Treatment Resistant Depression:

of Addiction: Sigmund Freud, William

vanced Protocols for Animal Trans-

A Roadmap for Effective Care. American

Halsted and the Miracle Drug, Cocaine.

genesis: An ISTT Manual. Springer,

Psychiatry Publishing Inc., 2011.

Pantheon, 2011.

2011. —RJ
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Class Notes

50s

Charles L. Seifert (M.D.

sor at the Oakland

1959) was inducted into

University William

the Battle Creek Health

Beaumont School

System Physi-

of Medicine. Chen

cians’ Hall of Fame

is also a member

in April. He was

of the American

honored for his 26

Society for Radia-

years of service

TWO
ALUMNI
HONORED
BY MCAS

tion Oncology, the

as a urologist in

American Society of Clinical Oncology

the Battle Creek,

and the Michigan Radiological Society.

Michigan, area.
Since retiring, Seifert has remained active on the governing boards of the Battle

Michael L. Ginsberg

pated in countless civic activities, includ-

00s

ing service as vice mayor and mayor of

at NorthBay Healthcare near San Fran-

Battle Creek.

cisco, California, and an adjunct faculty

Creek Health System and has partici-

(M.D. 2005) is a general
outpatient pediatrician

member at Touro University College of
Osteopathic Medicine. Previously, Gins-

70s

Richard D. Dryer (M.D.

berg completed a pediatrics residency at

1971) has been pro-

Jacobi Medical Center and a fellowship in

moted to chief medical

adolescent medicine at the University of

officer for primary

California, San Francisco.

care at the Henry
Ford Medical

Hilary A. Roeder (M.D. 2007) began a fel-

Group. An internist,

lowship in mater-

Dryer previously

nal-fetal medicine

served as medical

at the University

director of the

of California, San

southern region

Diego, in July. She

for Henry Ford. He will lead the group

formerly served

in primary care innovation, quality and

as chief resident

standardization.

in obstetrics and
gynecology at Duke University Hospital in
Durham, North Carolina. —MF

80s

Peter Y. Chen, M.D.
(Residency 1986), of
Royal Oak, Michigan,

has been inducted as a fellow in the
American College of Radiology. Chen is a
radiation oncologist and medical director
of the Gamma Knife Center at William
44

Beaumont Hospital, and clinical profes-

MEDICINE AT MICHIGAN

Class Notes may be submitted online at
www.medicineatmichigan.org/classnotes,
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Kelch

Montie

ROBERT P. KELCH
(M.D. 1967, Residency 1970) and
JAMES E. MONTIE
(M.D. 1971) were honored with
Distinguished Alumni Awards from
the U-M Medical Center Alumni
Society on April 9.
Kelch, U-M executive vice president
emeritus for medical affairs and
professor emeritus of pediatrics
and communicable diseases,
received the Distinguished Service
Award, which recognizes
professional achievements
and/or humanitarian service to
the welfare of mankind.
Montie, the Valassis Professor of
Urologic Oncology, a member of
the U-M Comprehensive Cancer
Center and co-principal investigator responsible for the translational
science of the Specialized Program
of Research Excellence (SPORE),
received the MCAS Distinguished
Achievement Award. The award is
given to alumni or faculty members
who typify the Michigan tradition
of excellence and bring credit to
the University through personal
accomplishment and professional
achievement. —KB
To learn more about the MCAS awards,
visit www.medicineatmichigan.org/
MCAS/awards.asp.

JACKIE CARNEY

Alumni Profile

Cruising the World with Robert Bridge

WHEN ROBERT BRIDGE (M.D. 1969, RESIDENCY
1973) was growing up in Rochester, New York, his father
would take him to a chemical company to buy powdered
zinc, sulfur and other substances that he’d experiment
with in the family basement. “I’d mix them together to
see what happened,” says Bridge. “I was really interested
in the space race and made rockets out of cardboard and a
fuse. It’s amazing I didn’t blow the house up.”
Bridge’s early love of science never got him to the
moon, but it did lead to a life in medicine that has sent
him around the world.
As a U-M undergrad, Bridge fell in love with organic
chemistry. During summers, he returned to Rochester and worked at a local amusement park. He also
received tuition support from an unusual source. “My
father’s mother died when he was very young, and
he lived for about five years at the Jewish Children’s
Home, an orphanage in Rochester,” says Bridge. “Many
of the former residents did quite well, and they established a scholarship for children of students who had
lived there. I remember getting that check, and it sure
helped.”
Bridge signed up for the MCATs on a whim during his
junior year and, with little preparation, achieved a high
score. He was admitted to the Medical School, skipped
his senior undergraduate year and began his medical
education in the fall of 1964.
In his third year, however, he became profoundly ill
with Crohn’s disease and spent two months in University
Hospital. “I learned what it is to be a patient and to be
scared,” he says. Following surgery and a long recuperation, Bridge earned his M.D. in 1969.
A year of an obstetrics/gynecology residency at Stanford helped Bridge realize that such unpredictable hours
could adversely affect the management of his ongoing
Crohn’s disease. He returned to Ann Arbor for a residency in anesthesiology, which he went on to practice in
New Mexico and Iowa.
After retiring in the mid-1990s, Bridge went on a cruise
and met the ship’s physician. When he returned home,

he received a call from the medical director for Carnival
Cruise Lines, asking if he would like a job. Two weeks
later, he was living on the ocean. Since then, Bridge has
toured the world as a ship’s physician with an array of
cruise lines. Bridge says he likes handling everything from
simple seasickness to more serious illnesses that require
patient airlift to the mainland. After decades in anesthesiology, he has thoroughly relearned basic medicine, a
process he says never really ends.
Today, when he’s not at sea, Bridge lives in San Diego.
He’s never forgotten the solid training he received at
Michigan, nor the scholarships and loans — including
the support from his father’s orphanage — that made his
education possible. In planning his estate, Bridge has
arranged for the establishment of a scholarship in the
Medical School.
“I was always aware that I was privileged to go to
school because of other people’s kindness,” he says, “and
I can think of no better way to reinvest in our country.”
—WHITLEY HILL
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LIVES LIVED

Alumni

cian, he practiced

he performed experimental cardiac

in Wayne, Michi-

operations which became the prototype

gan, for more than

for coronary bypass operations. Hahn

Residency 1959)

43 years, including

then returned to California to practice

died August 2,

service as chief of

in Marin County. During his career, he

2010, at age 81.

staff of Annapolis

traveled to Peru, Mexico and Asia, im-

A native of Battle

Hospital. He was a

munizing residents against tuberculosis

Creek, Michigan,

life member of the

and other diseases. He formed the non-

Norman O. Amos (M.D. 1956,

he graduated from

American Academy of Family Physicians.

nearby Albion
College before

profit organization Alliance for Health
Foundation in 1966.

Michael M. Gilbert (M.D. 1948) died

completing his medical degree and or-

August 1, 2010, at age 94. In addition

Jack Kevorkian (M.D. 1952, Residen-

thopedics residency training at the U-M.

to his M.D., he earned bachelor’s and

cies 1958 and 1959), 83, died June 3,

He co-founded the Battle Creek Ortho-

master’s degrees, as well as a Ph.D. in

2011, in Royal Oak, Michigan. Kevorkian

paedic and Sports Medicine Clinic, and

psychology, from the U-M. He was a

was a well-known and controversial

was one of the first surgeons to perform

veteran of World War II and the Korean

figure who advocated for and partici-

a successful hip replacement in Battle

War. A psychiatrist/neurologist, he was

pated in assisted suicide for terminally

Creek. In April, Amos was posthumously

widely considered to be an authority on

ill patients, which led to his conviction

inducted into the Battle Creek Health

the insanity defense, and testified in sev-

for second-degree murder in 1999.

System Physicians’ Hall of Fame.

eral high-profile cases during his career.

Kevorkian was trained in pathology, but
also composed music, painted, and was

Irving F. Burton (M.D. 1943), 93, died

Donald A. Graham (M.D. 1955) died

March 10, 2011. A resident of Huntington

February 1, 2010,

Woods, Michigan, he practiced pedi-

at age 84. He

atrics for 42 years. Burton was former

served with the

Nicholas Lentini (M.D. 1939), 97, died

president of the Archives of American

U.S. Navy during

May 24, 2010, in West Palm Beach, Flori-

Art at the Smithsonian and a life trustee

World War II, and

da. He established a practice in Cheboy-

at the Detroit Institute of Arts.

was honorably dis-

gan, Michigan, in 1941, then served in the

charged in 1946.

U.S. Army Medical Corps during World

Following the war,

War II. Following his service, he returned

Rafael Castillo, M.D. (Residency

various stages in his career.

1950), age 91, died August 23, 2010.

he received bachelor’s and medical de-

to Cheboygan, where he served for a time

He trained in neurosurgery at the U-M

grees from the U-M, interned at Toledo

as chief of staff at Community Memorial

from 1944-50, then returned to his

Hospital in Ohio from 1955-56, and in

Hospital and as executive chairman of

native Venezuela and set up practice

1959 completed his residency at Wash-

the American Cancer Society. He retired

in Caracas. He taught at the Central

ington Hospital Center in Washington,

to Florida in 1978.

University of Venezuela for more than

D.C. An ophthalmologist, he spent the

30 years, and established the depart-

majority of his career in private practice

ment of neurosurgery there, which has

in Tacoma, Washington.

since been named after him. He was a
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involved in public policy and politics at

Carl A. Peterson (M.D. 1943), died
January 23,
2011. He was 92.

founding member of the Frederick A.

Richard S. Hahn, M.D. (Residency

Peterson gradu-

Coller Surgical Society at the U-M, and

1955), died February 25, 2011, at age 88.

ated from Hillsdale

founded the Venezuelan Neurosurgical

He received his medical degree from

College before

Society and the Caribbean Association

Northwestern University, and studied

completing his

of Neurological Surgeons.

cardiac surgery and general surgery

M.D. at the U-M.

before coming to the U-M for a thoracic

He was a U.S. Navy

Clyde Kenneth Dryer (M.D. 1940),

surgery residency. At the U-M, under the

veteran who served during World War II

96, died April 11, 2011. A family physi-

supervision of Frederick A. Coller, M.D.,

and the Korean War. He practiced family
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medicine in Hillsdale, Michigan, for 40

ease Control and Prevention (1966-77),

years and for 10 years in the Panama Ca-

during which he oversaw a campaign

nal Zone. He retired in 1980. Peterson and

to eradicate smallpox. He served as

his wife of 67 years established the Dr.

health commissioner of New York City

2011, at age 92. He

Carl and Martha Peterson Scholarship in

for four years beginning in 1982. He was

studied medicine

the U-M Medical School. Contributions to

instrumental in the formation of a public

at Dartmouth

the fund may be sent to 1000 Oakbrook

health department at Emory University

College and Johns

Drive, Suite 100, Ann Arbor, MI 48104.

in Atlanta which eventually became the

Hopkins Univer-

Rollins School of Public Health.

sity, then served

David G. Pietz (M.D. 1948), 85, died

Arthur B. French, M.D., died April 26,

in the U.S. Army

November 29, 2010, at his home in

David Everett Wile (M.D. 1951,

Bluffton, Indiana. A gastroenterologist, he

Residency 1955), 89, son of former

Britain from 1944-45. He completed an

practiced at Caylor-Nickel Clinic in Bluff-

U-M dermatology chair Udo J. Wile,

internship and residency in gastroenter-

ton from 1955 until retiring in 1991. He

M.D., died March 9, 2011. He attended

ology and a fellowship at Massachusetts

served in the U.S. Air Force from 1951-52.

Carleton College before enlisting as a

General Hospital, then took a position at

naval aviator in 1943. He then became a

the University of Utah Medical School in

marine pilot, and was an accomplished

1951. In 1955, he joined the faculty at the

March 14, 2010,

wrestler during his military career. Fol-

U-M Medical School, serving for many

in Ojai, California.

lowing service, Wile earned a degree in

years as director of the Clinical Research

After receiving

geology from the University of Min-

Unit. He retired from the U-M in 1985,

bachelor’s and

nesota, then completed his M.D. and

but continued to practice at Henry Ford

medical degrees

an internal medicine residency at the

Hospital in Detroit before retiring from

at the U-M, he

U-M. In 1955 he relocated to San Diego

medical practice in 1997.

completed an

and began practicing internal medicine

internship at Los

privately. He was elected chief of staff of

John W. Konnak, M.D. (Residency

Angeles County General Hospital in

Mercy Hospital in 1968, and later joined

1969), died February 6, 2011, at his

1962 and began service in the U.S. Navy.

the Sharp Rees Stealy Clinic, where he

home in Ann Arbor. He was 73. Konnak

He graduated as a naval flight surgeon

practiced until retiring in 1996.

earned his bachelor’s and medical de-

William L. Pugh (M.D. 1961), 74, died

from the School of Aviation Medicine in

Medical Corps in

grees at the University of Wisconsin and

Pensacola, Florida, in 1964. After military

Arnold Wollum (M.D. 1944, Residen-

interned at Philadelphia General Hospi-

service in San Diego and Japan, he com-

cies 1945 and 1952) died April 11, 2011,

tal. He was then commissioned to work

pleted a family medicine residency in

at age 93. Wollum attended Hillsdale

with the U.S. Public Health Service in

California, and began a family medicine/

College before entering the U-M Medical

Arizona, which was followed by one year

anesthesiology private practice in Ojai in

School. He served in the U.S. Navy from

of surgery training at Harbor General

1967. He retired in 1999.

1945-46, then returned to Ann Arbor

Hospital in Torrance, California. In 1966,

for residency and became an assistant

he became a resident in the U-M De-

professor of internal medicine in the

partment of Urology under chair Reed

dency 1954) died

U-M Medical School. Wollum served

Nesbit, M.D., and remained there for the

May 2, 2011. He

another tour of duty, this time in the

rest of his career, retiring as emeritus

was 86. Sencer

Korean War, from 1953-54. He spent the

professor. During his time at the U-M, he

attended Wesleyan

majority of his career at the VA Hospital

taught urology residents and served as

University, the U-M

in Iron Mountain, Michigan, and retired

president of the Reed Nesbit Urologic

Medical School

to Pompano Beach, Florida, where he

Society and for five years as chair of the

and the Harvard

was living at the time of his death.

University Hospital Ethics Committee.

David J. Sencer (M.D. 1952, Resi-

University School

Konnak generously supported the Reed

of Public Health. He was the longest-

Allen M. Woolson (M.D. 1964, Fel-

Nesbit Professorship in Urology in the

serving director of the Centers for Dis-

lowship 1982), 75, died March 28, 2010.

U-M Medical School. —MF
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MOMENTS

LEARNING MEDICINE AT MICHIGAN TODAY

Only the Beginning …
KEIKO ASAO, M.D., M.P.H., PH.D., IS A U-M

endocrinology fellow and native of Japan. She earned her medical degree at
Tohoku University in Sendai, one of the
areas most devastated by the March 11
earthquake and tsunami in northeastern Japan. Asao returned home in late
March to join the humanitarian effort to
help victims of the twin disasters.

INTERVIEW BY WHITLEY HILL
PHOTO BY J. ADRIAN WYLIE

“

OUR CLINIC WAS IN A SHELTER IN
a school. There were 700 people living
there, but there wasn’t a high volume of
patients. People either died in the tsunami
or they survived without injury. We saw
things like asthma, respiratory infections,
diabetes.
“We visited one community that extended
into the sea, but it was high up. The cars
couldn’t get there so we had to walk. We
saw many dead fish — even sharks — in
the debris.
“What is needed now are doctors or
nurses who can stay a couple of months to
support the hospitals. In Kesennuma,
essentially all the home health nurses died.
The tsunami struck in the afternoon and
they were all out visiting patients. So it’s
going to be very difficult to resume services.
There’s no temporary fix. This is only the
beginning.”

”

—KEIKO ASAO
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