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FROM THE DEAN

Big News for
= Little Patients

The new chair of Obstetrics and Gynecology, Dr. Joanna Cain, recruited from the University of Oregon in 2008, is a
nationally recognized leader who in her first year has already brought to Brown outstanding leaders in several special-
ties of obstetrics and gynecology. She and Dr. Jim Padbury, chief of neonatal medicine, oversee a team that provides
the most up-to-date care available for infants who are premature or have serious medical conditions. Women & Infants
CEO Connie Howes, the board, and the staff should be congratulated on the new NICU—a wonderful achievement.

My wife, Rena, and I recently had the first-year class of Alpert Medical School at our house for a backyard reception.
The members of this class come from 25 states, Washington, DC, Canada, and Pakistan. Harvard is the second-most
represented undergraduate institution after Brown. The students have arrived via different paths, including the PLME
(Brown’s eight-year combined degree program) and postbaccalaureate (premed programs at Johns Hopkins, Bryn Mawr,
Goucher, and Columbia) routes. Many have come after years in the pursuit of other careers. For example, the class in-
cludes alawyer, a former writer for Seinfeld, an Army paratrooper, a graduate of Dillard University (President Simmons’
alma mater) who spent a year in Madagascar and earned two masters degrees, and a Navy veteran who served on a nuclear
submarine. This diverse class brings tremendous talent to Alpert Medical School, Brown University, and Rhode Island.
Itisa privilege to serve as their dean. You can read more about why they have chosen to pursue medicine in this issue.
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“Just do what you have to do in
order to help them survive.”

JESSICA DEANE ROSNER; KAREN PHILIPPI; FRANK MULLIN

—Amy Marchand Collins
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FROM THE EDITOR

It’s a bit of a commonplace to say that as your children get bigger, so
do the problems you’ll have to deal with. Extremely premature babies
turn that saying on its head. They seem impossibly small—a 24-weeker
canfitin the palm of your hand—but right from the start their challenges
are as immense as their bodies are tiny. As Vicki Forman wrote in This
Lovely Life, her excellent memoir of having premature twins, to a certain
extent these infants are “bodies to preserve, a collection of levels (sugar,
oxygen, blood pressure, respiration) to manage.” Theyrisk brain
hemorrhages, life-threatening infections, blindness, and, later, cerebral
palsy, learning disabilities, and a multitude of other complications.

The cover story in this issue focuses on the latest in neonatology as
manifested in Women & Infants Hospital’s state-of-the-art neonatal
intensive care unit, or NICU. The field is complex and fascinating,
and the article introduces many important questions we have yet to
explore—about why there are now more than half a million premature
births each year in this country, about the toll the experience takes on
parents, about cost, outcomes, and quality of life. There is, after all, more
to life than survival. But for the preemies and families who end up at
Women & Infants, a great NICU is a good place to start.
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ADRENALINE JUNKIE
As I read Kris Cambra’s article “Ex-
pect the Unexpected,” (Brown Medicine,
Winter 2009) my mind was flooded with
thoughts of my own experiences as an
emergency physician and the challenges
that we continue to face. In 1979, I knew
upon graduation from Brown Med that
the emergency department (ED) was
the place for me. I had completed two
month-long rotations in the ED at Rhode
Island Hospital and I loved to “hang out”
in The Miriam Hospital ED. There was
something about the pace, mobilization,
and call to action when that “bad case”
came through the door that appealed to
my adrenaline needs. Although express-
ing interest in completing a residency in
Emergency Medicine, I was strongly dis-
couraged by some advisors that it was a
field without academic credibility.

My internal residency training in New
York City was excellent, but I was most
fulfilled when working in the hectic

and  sometimes
chaotic environ-
ments of the in-
ner city EDs. I felt
that I was reach-
ing people at their
greatest point of
need. I did not en-
vision myself treat-
ing chronic dis-
eases in a doctor’s
( office somewhere.
So after some ad-
ditional training in
trauma, I took an
attending position
inthe EDatHarlem
Hospital, where I
remain to date.
The early years in the Harlem ED
were a fairly stark contrast to my expe-
riences in the Rhode Island hospitals.
The Harlem community was ensconced
in the midst of a crack cocaine epidemic
and major trauma was regular daily oc-
currence. Penetrating trauma (gun shot

mobilization
case”

Patients with bacterial endocarditis, ac-
tive tuberculosis, and all manifestations
and complications of HIV disease were
regular presentations in our ED.

I was also struck with the apparent
lack of primary care access for many of
my patients. Manyused the ED forminor
problems, medication refills, and many
other conditions that clearly could and
should have been managed in primary
care settings. As a medical student at
Brown, I was often admonished to call
the patient’s PCP after my evaluation in
the ED. At Harlem, ED patients gener-
ally did not have or could not identify a
primary care provider. We attempted
to provide good discharge planning
with appointments to our on campus
or community clinics, but 70 percent of
the time, patients were “no shows.” The
real tragedies occurred when so many of
these patients returned to the ED with
catastrophic presentations of stroke,
acute coronary events, end-stage renal
disease, etc., because their risk condi-
tions were not managed appropriately.

pace
“bad

adrenaline needs.

wounds and stabbings) were a fairly rare
occurrence even at Rhode Island Hospi-
tal. At Harlem, it was unusual not to see
three or more of these victims daily. I re-
call a midnight shift where we received
seven gunshot and two stabbing victims
between the hours of midnightand 9a.m.

Harlem and similar communities in
NYC have changed considerably over
the last 30 years. There is now million-
dollar housing in Harlem and gentrifi-
cation in the area is remarkable. We are
still challenged with a hard core group of
patients who struggle with alcohol and



drug addiction, poverty, homelessness,
violence and, for some, mistrust of the
medical establishment. At Harlem, close
to 9o percent of the inpatient admissions
still come through the ED. Similar to the
Brown hospitals we are an academic de-
partment with a home at the medical
school (Columbia University College of
Physicians and Surgeons). Residents,
PAs, and other medical personnel train
at our hospital. Harlem hospital has also
been a training site for military medical
corpsmen to provide experience in man-
aging “war-type injuries.”

As my Brown colleagues expressed
so well, we pride ourselves on being
able to handle any situation that may
come through the door of our emer-
gency departments. No one gets turned
away even if their condition is not of an
emergency nature. During periods of
economic downturn, stress and even
reports of “swine flu,” the volume in
EDs tends to increase. Although I have
“matured” considerably over the last
28 years, I still work several evening
and night shifts clinically to take care of

MORE GOOD NEWS

The New England Society
for Healthcare Communications
recognized two Brown Medicine
articles by Kris Cambra at their
annual Lamplighter Awards.
“Imagine That!” (Fall 2008)
received the Silver in the
Excellence in Writing: Feature
Articles category, and “Live by
the Code” (Spring 2008) took
the Award of Excellence.

academic programs

patients and fulfill my diminished but
still present adrenaline needs.
Reynold L. Trowers,
FACEP ’75 MD’79
Director,
Emergency Department,
Harlem Hospital Center

NICE WORK
The springissue of Brown Medicinewas
a pleasure to read—and to look at. The
layout and graphics were easy on the
eye and added positively to the variety
of articles in the issue. Your cover story
on Darwin (“A Shropshire Lad”), with
its several contributors, was a highlight.
Keep up the great effort!

Rick Marshall

’71, P’10

MORE PRIMARY

CARE, STAT

Iwas pleased to see the mention of the
Rhode Island Area Health Education
Center (RI AHEC) in the most recent
issue of Brown Medicine (Spring 2009).
The article on the patient-centered
medical home was especially pertinent
tothework ofthe RIAHEC Programand
its three affiliated centers operating in
Rhode Island’s medically underserved
communities, and to that of many of
the AHEC programs in 52 medical
schools, two nursing schools, and 220
community-based centers in 48 states.
I was also delighted to see a number of
other Alpert Medical School initiatives

links
local communities.

and student and faculty profiles that
had direct and indirect connections to
RI AHEC. Each of these, in some fash-
ion, supports the recruitment, reten-
tion, and continuing education of the
primary health care workforce, particu-
larly increasing access to quality health
care for underserved populations. The
National AHEC Program has a nearly

4o-year history of influencing health
policy and practice, and RI AHEC is
proud to be one of the links between
academic programs and local com-
munities working to improve health
outcomes and the supply, distribution,
and diversity of the primary health care
workforce.
Robert M.
Trachtenberg, MS
Associate Director,
RIAHEC Program
TeachingAssociatein
Family Medicine
President-Elect, National
AHEC Organization 7'
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FRANK M ULLIN

WHAT’S NEW IN THE CLASSROOMS, ON THE WARDS, AND IN THE LABS

ENTERPRISE

A More Perfect Union

Brown’s myriad global health activities come under one umbrella.

—

This fall, Brown’s varied and far-
reaching global health efforts were
united as one cohesive program, the
newly created Global Health Initia-
tive. The Initiative will provide faculty,
students, and researchers with the nec-
essary infrastructure to develop and
nurture new and existing global health
partnerships.

“Brown has a long tradition of facul-
ty and students working to improve the
lives and health of people in resource-

N\

limited countries,” says Dr. Susan Cu-

Uvin, aprofessor of obstetrics and gyne-
cology, renowned expert in HIV/AIDS
inwomen, and the director of the Initia-
tive. “The Global Health Initiative will
coordinate these activities, which span
Brown’s departments, institutes, cen-
ters, programs, and affiliated hospitals.”

Brown currently has medical, public
health, and public policy projects and
programsin 33 countries—28 of themin
developing countries.

~ Susan Cu-Uvi:ll1
plans to make
Brown’s global
health enterprise
bigger than

the sum of its

parts.

Much of the Initiative’s focus will
be reducing health inequalities among
underserved populations locally and
worldwide through education, research,
service, and development of partner-
ships. In particular, physicians and
scientists will work with international
partners to develop sustainable solu-
tions that will benefit communities in
Africa, India, Southeast Asia, the Carib-
bean, South America, and the Pacific.

Global health involves a wide vari-
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ety of specialists, from doctors to public
health researchers, from social scientists
to engineers. The Initiative will cross
these disciplines and facilitate engage-
ment in research, teaching, and service
opportunities.

Students and faculty spend count-
less hours in classrooms, labs, and hos-
pitals. But for those who venture abroad
to learn about—or contribute to—med-
icine and health care delivery elsewhere
in the world, being or becoming a doctor
or researcher entails more than rounds
and lab work.

Butthe goalisnotonlyto send people
from Brown into the world. The Initia-
tive is also intended to be a destination
for global health leaders from the U.S.
and abroad to gather, share insights, and
promote innovative practices.

“Some of our international partner-
ships have been ongoing for more than
20 years,” says Cu-Uvin. “Many Brown
trainees now occupy leadership posi-
tions in their countries. And students
and faculty who have worked interna-
tionally come home stating that they
havehad a ‘life-changing experience.” We
have a truly fulfilling bilateral exchange
with our partner countries.”

—Rebecca Kaufman ’11

Over

“We need to put our resources

toward public health research,
health care delivery, environmental
studies, and research to combat other,
less preventable diseases—all the while
taking better care of ourselves.”

—Clinical Assistant Professor of Family Medicine

FINDINGS

Mail Order Health

Brown University researchers have
shown that there is an inexpensive way to
help low-income, ethnically diverse peo-
ple eat better: send personalized nutrition
education materials through the mail.

That is the primary finding in a new study published in the International Journal
of Behavioral Nutrition and Physical Activity by Kim Gans, associate professor (re-
search) of community health and co-director of Brown’s Institute for Community
Health Promotion. The $2-million Your Healthy Life/Su Vida Saludable study fund-
ed bythe National Cancer Institute showed so much promise that the research team
isin the middle of disseminating the program to local community agencies, funded
bya $1.3-million grant from the Centers for Disease Control and Prevention.

Participants received nutrition information in the mail. One study group
received nutrition brochures from national agencies. The other three study groups
received nutrition information that was individually tailored to their needs and in-
terests, based on their answers to a telephone survey regarding their dietary habits.

Of the three tailored study groups, one group received the information all in one
mailing. The two other groupsreceived the information splitinto four mailings during
a 12-week period. One of these two groups also received additional surveys between
mailings to “re-tailor” the materials.

Gansand the other researchers found
that people in the tailored groups had
greater increases in vegetable and fruit
consumption and larger reductions in
their fat intake than those in the nontai-
lored group. Ofthe tailored groups, those
people who received their informationin
small batches over time made the stron-
gestimprovements in their diets.

Unexpectedly, the researchers also
found that less-educated consumers
benefitted even more from the tailored

and Graduate Medical Education Editor for the New England dietary materials. They improved their
Journal of Medicine TERESA L. SCHRAEDER, MD, fruit and vegetable intake even more than

in an op-ed from The Boston Globe on July 6, 2009. consumers with higher education levels.
—Mark Hollmer
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KAREN PHILIPPI

FINDINGS

Tiny Killers

Infected implants now have a foe.
Brown researchers have created anano-
particle that can penetrate a bacterial-
produced film on prosthetics and kill
the bacteria. The finding, published in
the International Journal of Nanomedi-
cine by Thomas Webster, associate pro-
fessor of engineering and orthopaedics,
and graduate student Erik Taylor, is the
first time that iron-oxide nanoparticles
have been shown to eliminate a bacterial

& a wmt H X T

Tom Webster
makes minute
bacterial
hunters.

infection on an implanted prosthetic
device (see Brown Medicine, Fall 2008).

Commonly found on human skin,
the bacteria Staphylococcus epidermidis
pose little danger. But s. epidermidisisa
leading cause of infections in hospitals.
The bacteria multiply on the surface of
medical implants and then build a slimy,
protective film to shield the colony from
antibiotics.

According to a study in the journal
Clinical Infectious Diseases, up to 2.5 per-
cent of hip and knee implants in the U.S.

alone become infected, affecting thou-
sands of patients, sometimes fatally.

More ominously, there is no effec-
tive antidote for infected implants. The
only way to get rid of the bacteria is to
remove the implant. “There is no [easy]
solution,” says Webster.

Now, Webster and Taylor have created
anano-sized headhunter that zeroesinon
the implant, penetrates s. epidermidis’s
defensive wall, and kills the bacteria. The

particles are able to penetrate the bacte-
rial cells because of their super-small size.

In lab tests, the researchers noted
that up to 28 percent of the bacteria on
animplant had been eliminated after 48
hours by injecting 10 micrograms of the
nanoparticle agents. The same dosage
repeated three times over six days de-
stroyed essentially all the bacteria.

The tests show “there will be a con-
tinual killing of the bacteria until the
filmis gone,” says Webster.

—Richard Lewis

COMMUNITY

iHablamos
Espafiol!

The Brown-based Rhode Island Bio-
Bank (RIBB) has an exciting and unprec-
edented mission: to gather DNA samples
and data from thousands of Rhode Is-
landers to be used in genome-wide as-
sociation studies—critical research that
will help identify the genes and environ-
mental interactions at play in a variety
of diseases (see Brown Medicine, Spring
2008). Now, thanks to support from bio-
tech company Amgen, RIBB has a tool
that will allow Spanish-speaking resi-
dents to partner in the project.

Spanish-speaking staff from Amgen’s
Puerto Rico site translated the intricate
health survey that all RIBB participants
complete. The biological samples they
provide and data are stored at Brown
until researchers request them to use
for genetic studies.

“Ensuring minority representation
in BioBank collections is one way to
address potential health disparities in
future research,” says Caroline King-
don, research nurse supervisor at RIBB.

“We are pleased to offer our support
to RIBB, which will surely be an invalu-
able resource for researchers and of sig-
nificant value to Rhode Islanders,” says
Kimball Hall, vice president, Amgen RI

Operations. —Kris Cambra



Lambrese

and Dean

CURRICULUM

Student Teachers

“U.S. medical schools are doing a
poor job of teaching about LGBTQ
health care concerns,” says Jason Lam-

brese ’06 MD’10. Lambrese and Andrea
Lach Dean MD’10 (see Brown Medicine,
Spring 2007) are ensuring that these
issues become incorporated into medi-
cal education at Brown.

As first-year medical students, Lam-
brese and Dean noted the absence of
lesbian, gay, bisexual, transgender, and

queer (LGBTQ) issues in their course-
work. They designed the elective course
“Gender and Sexuality in Health Care:
Caring for ALL Patients” to increase
students’ preparedness to deal with the
health care issues faced by the LGBTQ
community. The course was offered in
fall 2007 and 2008 at Alpert Medical
School.

“We believe that education is one
of the most effective ways to enact
change,” says Lambrese.

In May, Dean and Lambrese were
awarded the American Medical Stu-
dent Association and the Gay and
Lesbian Medical Association LGBT
Health Achievement Award. The two
students presented the course at the
Society for Teachers of Family Medicine
Northeast Regional Conference in 2008
and the American Medical Student
Association Convention in 2009, and at
the Gay and Lesbian Medical Associa-
tion Annual Meeting last September.

“Our short-term goal was to im-
mediately increase the educational of-
ferings [at the Medical School] on the
health care needs of LGBTQ patients.
However, our long-term goal is to in-
clude this information in our standard,
required curriculum,” says Lambrese.

Dean and Lambrese’s curriculum-
wide efforts have produced a case study
for clinical examination that highlights

LGBTQ issues. The Medical School’s
Doctoring course and a lecture on ado-
lescent psychiatry have also undergone
changes. In the future, the pair hopes
to address the material in the Embryol-
ogy, Psychiatry, Endocrinology, Infec-
tious Diseases, and Pediatrics courses

aswell. —R.K.

STUDENT

Splice of Life

Brian Chang’09 MD’14 may be a medi-
cal student now, but as an undergradu-
ate he encountered disease on a scale far
removed from patient care.

Many illnesses, including cancer,
are known to have microscopic mech-
anisms. In the laboratory of Brown
biologist William Fairbrother, Chang
examined the function of splicing pro-
teins implicated in cancer, ASF/SF2 and
PTB, which process pre-mRNA. The
pre-mRNA is transcribed from DNA to
transport the genetic code to the sites of
protein production in the cell. Splicing
of the pre-mRNA creates an RNA tem-
plate used to produce proteins.

Through use of RNA mapping tech-
niques patented at Brown, the binding
of the ASF/SF2 splicing proteins to pre-
mRNA is visualized and may illuminate
the nature of RNA processing mecha-
nisms relevant to cancer.

“The method could be useful in de-
veloping therapies for splicing diseases
asthe affinity of small molecules [certain
drugs] to RNA can be measured with the
technique on alarge scale,” says Chang.

Thestudy,onwhich Assistant Profes-
sor of Applied Mathematics (Research)
William Thompson and Jon Levin ’08
collaborated, will be published in the
journal Combinatorial Chemistry and
High-Throughput Screening.

Fairbrother is proud of the under-
graduates’ accomplishment. “They pretty
much did all the work together as a

collaboration,” he says. —R.K.
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Q&A

Home at Last

At the May meeting of the Corporation of Brown Univer-
sity, plans were approved for the renovation of 222 Richmond
Street in Providence’s Jewelry District, paving the way for the
Medical School to have its own home for the first time in its
four-decade-long history. Following the $45 million renova-
tion, this Brown-owned building will be a dedicated, state-of-
the-art medical education facility.

Brown Medicine talked with Rhode Island’s Lt. Governor,
the Honorable Elizabeth Roberts ’78, about how this project
will benefit Providence and Rhode Island.

Brown’s decision to locate the medical education
building in the Jewelry District was heavily influenced
by Alpert Medical School’s potential to catalyze
economic development. What is your perspective?

A key element of economic recovery in Rhode Island will be
our ability to capitalize on the strengths of the state’s many
institutions of higher learning. Alpert Medical School is the
only medical school in Rhode Island, and is uniquely posi-
tioned to continue to be a significant driver of economic devel-
opment, not only in training physicians and medical profes-
sionals,butinfosteringtranslationalresearchinbiomedical
and biotech development. The school already has success
stories in this area. But there is room for growth.

I have worked closely with the emerging Research Alli-
ance, which spans higher education institutions and clinical
researchers to support these kinds of efforts. The co-location
of the primary center for medical education with some of the
most important hospital-based research efforts will surely
take development efforts to anew level.

What is the “knowledge economy”?

To me, the knowledge economy is one of the most important
paths to bring us out of the current downturn. Our record-high
unemployment rate and dire economic conditions are due in
large part to an inability to transition from a manufacturing-
to a knowledge-based economy. Higher education institutions
are among the most important assets for developing the con-
centration of talent needed in a knowledge economy.

Current efforts, including Brown’s collaborative part-
nership with IBM and the development of the Rhode Island
Center for Innovation and Entrepreneurship [RI-CIE], are
decisively steps in creating a vibrant knowledge economy.

I'am also a big champion of local small businesses. Many of
these are retooling themselves to respond to the technology
and markets of today. There is significant crossover between
the Main Street businesses that continue to make up a signifi-
cant core of today’s Rhode Island economy and the local, entre-
preneurial, knowledge-based businesses of our future economy.
These two worlds meet in an important way at RI-CIE. Not
coincidentally, RI-CIE, too, is located in the Jewelry District.

Brown says the new medical education facility will be
good for the people of Providence and Rhode Island.
How do you see it benefiting the community?

The building will anchor a vital “knowledge district,” a medical
education and research complex in the heart of the state’s
capital and largest metropolitan center. With its proximity
to Brown’s affiliated teaching hospitals, it will optimize edu-
cational and research opportunities. In the short term, the
construction and development of the facility will create jobs.
And in the long term, the knowledge district will attract and
retain highly skilled workers, growing the ranks and building
the base of the state’s knowledge economy.

-~

KNOWLEDGE AHEAD

\

Do you see this as a significant step in positioning

Providence to compete with Boston as a locus of
biomedical talent?
Rhode Island has tremendous potential to leverage its assets
to become a regional leader in biomedical research and de-
velopment. With strong partnerships between institutions
of higher learning—Brown, URI, CCRI, and RIC, among
others—and the health care industry in the state, Rhode Is-
land is positioned to become a center that can attract and
retain talent in the life sciences and biomedical research.
We must also recognize those attributes that make it different
from other regional research hubs such as Boston. Our cost
of living, costs of doing business, physical environment, and
excellent cultural offerings for a metropolitan area of this size
are significant assets when we compare ourselves to other
metros in New England. I see the relationship to Boston not
as competitive but as additive. There are things we can offer
that Boston cannot, and vice versa. We need to identify our
strengths and play to those, even in collaboration with research
entities throughout the region when appropriate.

—Sarah Baldwin-Beneich



ON AIR

Don’t Touch That Dial

Learning how to speak with audiences from diverse socio-
economic, educational, and cultural backgrounds can be a
challenge to medical students and physicians alike. The De-
partment of Obstetrics and Gynecology and Latino Public
Radio have teamed up on a new program that will develop
these skills in medical students. It’s called “Communicating
Women’s Health Concepts to Patients and the Community.”
Through this program, students are involved in the pro-

duction and broadcast of a daily radio show in Spanish, “Nues-
tra Salud.” Issues of cross-cultural communication, transla-
tion of science into common language, and the interaction
between media and health care will be explored,” explains Dr.
Pablo Rodriguez, clinical associate professor of obstetrics and
gynecology and associate chair of community relationships
for that department. Rodriguez is also president of Latino
Public Radio and host of “Nuestra Salud.”

The program is funded by a National Institutes of

'
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r. Rodriguez
isready to take
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Health grant, “ESCUCHE—Evaluating the Spanish Radio
Community’s Understanding of Clinical Research and Health

Topics,” through which researchers are exploring methods

to increase science and health literacy in the Hispanic
community using radio.

The program is offered during the

clerkship in obstetrics and gynecology.

Rodriguez says, “Medical students are

actually producing the content and will

be interviewed on the radio program.

They also have the opptunity to answer

callers’ questions on the topic being discussed. At the end

of the experience, I ask them to discuss their experience so

that feedback can be provided to identify their strengths and

weaknesses in communication, content, and effectiveness.”

Topics to be discussed include hypertension in pregnancy,

abnormal Pap smears, sexually transmitted infections, and

contraception.

To listen, tune in to WELH 88.1FM or www.lprri.org.

FINDINGS

A Rough Patch

Dr. Martin Weinstock, professor of
dermatology and community health,

and lead author Vincent Criscione
MD’10 recently published a study in
the journal Cancer illuminating the
connection between actinic keratoses
and squamous-cell carcinomas, a treat-
able skin cancer (see Brown Medicine,
Fall 2008). Actinic keratoses are sun-
damaged rough patches orlesions onthe
skin that often appear pink and scaly.
After studying patients with a high
risk of skin cancers and patients froman
earlier chemotherapy prevention trial,
the researchers found that two-thirds
of the patients who had developed
squamous-cell carcinomas could trace
the cancer to actinic keratoses. One-

third of patients developed basal cell
carcinoma, the most common form of
skin cancer in the United States. Actinic
keratoses had not previously been con-
nected to basal cell carcinoma.

Scientists estimate that 40 million
people in the U.S. have actinic kera-
toses. The lesions become invisible and
resurface over time, rendering some
undetectable during follow-up appoint-
ments. Preventive removal of the lesions
costs more than $1 billion annually.
Weinstock says research is under way
to determine if one of the treatments for
actinic keratoses will be effective in pre-
venting skin cancers.

A
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FRANK MULLIN (2)

RESIDENTS

Girl Power

“I think people are still amazed to see
female residents doing urology. There
have been afew times that I’ve heard the
comment ‘I didn’t know there were fe-
maleurologyresidents!”” says Akanksha

Mehta 02 MD’06, a resident currently
training in Alpert Medical School’s
Urology Training Program.

Mehta is one of four females in the
nine-resident program. In recent years
abouthalf of Brown’s residents inurology
have been female, but less than 10 years
ago only one female resident trained in
the Brown program atagiven time.

A gender reversal occurred in 2001,
when two women were accepted into the

urology residency program. “My year was
the first that Brown took two females
as the new residents,” says Rashmi Licht
’98 MD’02, who is now an attending.
“After the two of us, things changed a bit.”

Almost 15 years ago, an enormous gen-
der disparity existed nationwide in urol-
ogy. In1995,1.2 percent of board-certified
urologists were female. But women were
training in larger numbers, compris-
ing 4.2 percent of urology residents. Just

seven years later, in 2002, 18 percent of
graduates in urology were women.

“The atmosphere of surgery, as well
as [having] more female role models, has
created an increase in females,” says Li-
cht, one of two female attendings on the
program’s 20-physician staff. Although
this number of females on the attending
staffis typical of most urology programs,
Mehta says “hopefully that will change

aswe graduate more women!”  —R.K.

Left to right, back row, attending physicians Rashmi Licht ’98 MD’02,

Director of the Urology Training Program Anthony Caldamone >72 MMS’75

MD’75, and Dr. Pamela Ellsworth. Front row, residents Akanksha Mehta 02

MD’06, Liza Aguiar 04 MD’08, Lanna Cheuck, and Simone Thavaseelan.

WHO KNEW

Tour de Brown

Neither snow, nor rain, nor heat,

nor gloom of night stays this intrepid
cyclist. Exceptin theicy heartofa
New England winter, you can expect
to see Dean Ed Wing—doubtless

the nattiest bike rider in Providence—
pedaling to Arnold Lab from his
—S.B.B.

home on the East Side.

Book

Medical
Child Abuse

By Thomas
Roesler, MD,
Associate
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ROLE MODELS

You Are Not Your
Disease

“If you could get rid of your illness
with a pill, would you?”

Dr. Gary Maslow HS’09 asks this
question of participants in The Adoles-

4

AT,
TALC teens compete in

a dance-off during June’s

overnight program.

cent Leadership Council (TALC). The
teens, who suffer from chronic illnesses
such as lupus, multiple sclerosis, and
Crohn’s disease, take up to 10 medica-
tions aday, are inand out of the hospital,
and are constantly visiting doctors. But
when asked if they would get rid of their
illness, often the answer is no.

The education of residents and medi-
cal students is a major component of
TALC. “A resident may not recognize
that patients may value that illness,”
says Maslow, TALC’s founder. But the
teenagers of TALC are out to set the
record straight.

TALC helps teens with chronic ill-

ness shoulder responsibility for their
care as they transition to adulthood.
Mentorsareundergraduatesand medical
students, and most suffer from chronic
illness. The group meets monthly and
every year the teens spend three days
on the Brown campus for TALC camp.
Joelle Karlik ’08 MD’12 and Elizabeth
Silbermann ’08 MD’12 served on this
year’s program staff. The program has
grown to include about 25 regular par-
ticipants, with 20 more teens waiting for
spots.

At any another camp, the physical
limitations imposed by use of a cane or

multiple sclerosis would bar a teen from
participating, but not at TALC. “TALC
gives kids a chance to be normal...these
are just teens,” says Maslow.

TALC is based on a body of research
that has shown teens who suffer from
chronic illness often become lonely and
isolated. “TALC helped me realize I'm

not the only person going through this,”
says Deron Drameh, age 19. Drameh has
participated in the program since it be-
ganin200s.

“I needed to talk to other teenagers,”
saysJessicaBerry,16. Berrymet Maslowat
Hasbro’s Partial Hospitalization Program
and attended her first TALC campin June.
“Now I know that there are other people
out there who have dealt with their issues
and can support me,” she says.

Elizabeth Fisher, 16, credits camp
director and mentor Joelle with helping
her learn to manage her illness and over-
comeitslimitations. “We have alot of the
same struggles, like fatigue and constant
meds. She’s done what I'm doing and has
taught me how to balance mylife.”

Some of the older teens continue to
benefit from TALC by returning to the
program as mentors. Drameh became
a TALC mentor after recovering from
a stroke last October. “Being a mentor,
kids are looking up to me. I have more of a
reason to fight,” he says.

Despite statistics indicating that
teenswith chronicillness have decreased
high school and college graduation rates,
the next step for all TALC graduates is
college. High school senior Elizabeth
“feels less nervous about the transition”
from high school to college and says that
she knows now that she can take care of
herself. She hopes that, like her TALC

mentors, she will attend Brown and men-
tor other teens in the program. But even
if Brown is not in the cards for Elizabeth,
TALCwill never be far behind. She would
like to startaprogramlike TALC wherev-
er she continues her education.

“I wouldn’t be this far if I hadn’t
joined TALC,” she says. —R.K.
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RICHARD HOWARD

FINDINGS

Chemo Lite

Research led by Professor of Pediat-
rics Cindy Schwartz MD’79 has identi-
fied a new chemotherapy regimen for
pediatric Hodgkin lymphoma patients.
Schwartz and the researchers of the
Children’s Oncology Group published
their findings in the journal Blood.

“For decades, the chemotherapy

regimens known as MOPP and ABVD
had been the standard treatment op-
tions for these patients. However, while
they yielded excellent survival rates,
they often resulted in long-term effects

THE

from toxicity, including infertility, sec-
ond malignancy, and cardiopulmonary
toxicity,” Schwartz says. “With the new
treatment paradigm we’ve developed,
in essence, we’ve been able to cure the
cancer while reducing the risk of long-
term effects on our patients.”

The group designed a new chemo-
therapy treatment known as ABVE-PC,
combining six different drugs into one
“dose-dense” regimen that could limit
the cumulative doses of each drug below
therecognized thresholds known for re-
sulting in long-term toxicity.

The treatment focuses on early re-
sponse after nine weeks, measuring to
detect primary chemosensitivity—a

favorable response to chemotherapy,
indicating that the therapy is working.
Schwartz notes that this is important,
because, “[t]his early detection allows
for a reduction in therapy for those who

Schwartz
battles

toxic
o : "; ciemo.

respond well to the dose-dense treat-
ment, [so] individual response can be
tailored for maximum efficacy.”

As opposed to other regimens that
require six to eight months of chemo-
therapy, 63 percent of patients in the
study required only nine weeks. The
new, shorter treatment results in less
cumulative toxicity.

The outcomes are impressive. “We
have successfully achieved five-year
event-free survival in 84 percent and
overall survival in 95 percent of our
patients with this dose-dense, early-
response based treatment algorithm,”
Schwartz says.

Be pragmatic. Many health care workers infected

Block That Sneeze

Leonard A. Mermel, DO, professor of medicine and
medical director of epidemiology and infection control
at Rhode Island Hospital, knows we haven’t seen the
last of “swine flu.” Below he offers practical tips on how
to keep the spread of infection in check.

I am a health care provider. How can I reduce my
risk of illness from swine-origin HiN1 influenza
(S8-0 H1N1) virus?

Anyonewith direct patient care responsibilities should,
in my opinion, be required to receive both the seasonal
fluvaccine and the S-O HiN1vaccine.

by S-O HiN1 acquired their illness from a colleague. If
you have influenza-like illness (ILI) symptoms, don’t
go to work. Encourage patients who call your office to
stay home if their symptoms are mild. Patients coming
to your office with ILI should be encouraged to putona
mask and clean their hands upon entering the waiting
room. Space chairs at least three feet apart in the wait-
ing room to mitigate risk of transmission.

If you come within six feet of someone with ILI and
risk exposure to sneezing and coughing, wear a mask
and observe scrupulous hand hygiene. Use respiratory
and eye protection during cough-inducing procedures,
such as nebulizer use.

Go to www.brownmedicinemagazine.org for more details
on how to avoid H1N1 or to ask a health care or medical
question of your own.
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MODERN LIFE

Squeeze My Virtual Hand

Christina Ballard of Attleboro held her newborn infant, Claire. “Oh, look how
beautiful she is,” Christina told her husband, Jacob. The proud dad smiled in agree-
ment, saying she looked like her mom.

Although a seemingly typical moment for new families, the birth of Claire Bal-
lard was far from ordinary. While mom and baby were in the Birthing Center at Me-
morial Hospital of Rhode Island, dad was seeing his daughter for the first time from
aMarine base in Afghanistan.

With an Internet connection and Web cam, Marine Corporal Jacob Ballard was
able to communicate with his wife and the birthing and care team throughout labor,
delivery, and the hospital stay. “I'm so happy that the military allowed him to have
the opportunity to be a part of this,” says Christina Ballard.

This was the first long-distance birth for Clinical Assistant Professor of Fam-
ily Medicine Emily Harrison, who described the experience as very exciting. “The
whole staff was emotional,” she adds. Harrison included Jacob in the entire process,
noting that he was a great labor partner. “Even though he was not physically in the

room, his presence was much more real than I had expected.” —R.K.

Baby Ballard poses

for her dad, stationed

halfway around
the world.

FINDINGS

Good
and Cheap

Brazil’s nearly two-decade effort to
treat people living with HIV and AIDS
shows that developing countries can
successfully combat the epidemic. In-
expensive generic medicines are a large
part of the solution, say researchers
from Brown University and the Harvard
School of Public Health.

In the 1990s, the country passed a
law guaranteeing free, universal access
to drugs for AIDS treatment. The coun-
try also began producing generic AIDS
medicines in public factories. Brazilian
authorities pressured drug companies
to reduce their prices drastically for
patented medicines by threatening to
produce genericversions of those drugs.

The results were enormously ben-
eficial. Researchers say the country’s
treatment initiatives helped minimize
the spread of the virus in Brazil. The
HIV/AIDS epidemic is confined to .5 per-
cent of Brazil’s population. Today, some
660,000 Brazilians live with the disease.

“Brazil has proved it is possible to
treat people with AIDS in develop-
ing countries,” says lead author Amy
Nunn, assistant professor of medicine
(research). She added that the country
saved more than $1 billion as a result of
bargaining with multinational pharma-
ceutical companies.

Details of the findings appeared in the
July/Augustissue of Health Affairs. 4
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BLAIR THORNLEY

RESIDENT
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ﬁowtan I

From the beginning I dreaded go-
ing to clinic. This was an uncomfort-
able feeling for me. I had spent the last
10 years struggling through physics,
biochemistry, and endless multiple-
choice exams in order to do what I do:
practice primary care medicine in an
urban health center. “What I love about
medicine are the stories,” I wrote in
my personal statement for residency
programs. “I want to work with people
whose lives are complicated.” Yet here
I was, two years into a general internal
medicine residency, wishing for a tor-
rential downpour every clinic day so
that none of my patients would show up.

Most of us who go into medicine do
so because we want to make people’s
lives better. We are not naive about this;
we appreciate that forces more power-
ful than we are at work shaping health
outcomes. In spite of this, we hold on to
the belief that we can make people’s lives
better, at least in some small way.

In clinic, however, this often feels
impossible. Patients’ health problems
are so tightly woven into the fabric of

’
Help?

A doctor learns that social ills keep patients sick.

their complicated lives that we cannot
adequately address them without ad-
dressing the underlying social turmoil.
I have one patient who comes to see me
every two or three months for chronic,
lower back pain due to several herniated
discs. He has seen an orthopedic sur-
geon, who recommends surgery. But the
patient, who is homeless, lives in his car,
and the surgeon, quite reasonably, is un-
willing to perform the operation with-
out a stable, safe place for the patient to
recover once he leaves the hospital. Nor
does the patient have health insurance;
he cannot even go to a nursing home for
rehabilitation. No home, no surgery; no
surgery, no improvement in back pain;
no improvement, no ability to work and
earn money; and no money, no home or
healthinsurance. The cycle is dizzying.
I see another patient regularly for
pain in her right wrist. An extensive
work-up has revealed no medical cause of
her symptoms, yet the pain is disabling.
Each encounter is the same: I ask how
she is doing, and she puts her head in
her hands and says, “I'm running away,

BY JOANNA D’AFFLITTI, MD, MPH

I’m just going to run away.” I ask, “From
what?” and she replies, “From the pain.”
She has tried physical therapy and all of
the medications I have in my armamen-
tarium. [ have sent her to specialists who
send her back to me with notes stating
that her pain is not neurologic, or rheu-
matologic, or orthopedic, or vascular. I
do not know how to treat her pain. What
I do know is that at 37 she has four
children and two grandchildren; they
have all been evicted from their apart-
ment and are living with a friend; and
the father of her children has been
incarcerated for the past nine years.

One story is more complex than the
next, and I leave clinic at the end of the
day with a pounding headache that has
nomedical cause. What canIdo for these
patients? I can listen, try to comfort, but
they need homes, jobs, childcare, educa-
tion, access to mental health services,
and, most of all, stability. Without these,
my success in managing their pain, high
blood pressure, and diabetes is limited.
The problem is that there is no one to ad-
dress the underlying issues. I refer my
patients to the clinic social worker; I
know that she, too, will listen and try to
help. But she is no more equipped to sin-
gle-handedly fix the social ills of our
country than I'am. I dread going to clinic
because it is a constant reminder of how
we, as asociety, have failed to take care of
our citizens and how I, as a primary care
doctor, now feel responsible for shoul-
dering the burden. LA

Joanna D’Afflitti is in her third
year of Brown’s general internal medicine
residency training program.
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ZOOM

Justin Fallon, professor
of neuroscience, seeks
to cure a fatal form

of muscular dystrophy.

BY EILEEN O’GARA-KURTIS

e

Doing It for the Kids

A brain scientist takes a detour into muscle to understand—

and someday treat—a disease.

Justin Fallon and histeam of research-
ers work in the dynamic spaces between
one reality and the next—the places
where synapses fire to catalyze creative
thought and long-term memory, and

16 BROWN MEDICINE |FALL 2009

where basic science may one day morph
intoaclinical therapy for children suffer-
ing the cruel fate of muscular dystrophy.
Fallon was recently awarded a $5.3
million grant from the National In-

L %

stitutes of Health (NIH) to continue
to build on research suggesting that
Duchenne muscular dystrophy—the
most common form of the disease—
may be treated with a new therapy. The
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new approach would be designed to
prompt wasting muscle cells to express a
specific fetal protein, replacing another
essential protein no longer produced by
those afflicted with the disease.

The grant is milestone-driven,
delivering more than $1.3 million an-
nually to the project for four years
as long as progress is being made.
The earlier research was funded by
the NIH along with three advocacy
groups—Charley’s Fund, Parent Project
Muscular Dystrophy (PPMD), and the
Nash Avery Foundation.

POCKETS OF HOPE

Duchenne muscular dystrophy rides
stealthilyin onthe X chromosome. Itisa
hereditary disease caused by a mutation
in the gene that contains instructions
for making a protein called dystrophin,
which strengthens muscle fibers and
protects them from injury as muscles
contract and relax. Duchenne wastes
and weakens little boys’ muscles as
toddlers, puts them in wheelchairs by
puberty, and takes their lives in young
adulthood.

There is no treatment. There is no
cure. There are just pockets of hope.

“In the absence of effective treat-
ment, it’s very important for parents to
know at least that people are working on
the disease,” says Fallon. “And we are.
There is a significant aggregate effort [of
research targeting Duchenne]. The more
shots on goal, the better. The big ques-
tion is Which one s going to work, when?”

Pat Furlong knows how high the
stakes are. The founder of PPMD, she
is the mother of two boys who were di-
agnosed with Duchenne in 1984, at the

ages of 4 and 6, and succumbed to the
disease at the ages of 15and 17.

A nurse married to a physician,
Furlong first sought answers in the
medical community. There were none
to be had. Then she turned to the sci-
entific community, where she learned
that the sum total of annual investment
in research on the disease was under
$1million at the time.

It was clear that her immediate mis-
sion lay not in medicine or science, but
inadvocacy.

PPMD was founded in 1994. Today,
there are chapters on four continents
and a website (Www.parentprojectmd.
org), and the organization is funding
scores of research projects in its urgent
push toward treatment and cure.

“If successful, Justin’s research rep-
resents an amazing opportunity to treat
every single boy with muscular dystro-

important

have a more direct humanistic connec-
tion. You now have these kids in mind,
and the major motivation is to develop
an effective treatment. To help them.”

THE FORK IN THE ROAD
The journey began not with a dis-
ease, but with a discovery.

Fallon never intended to work on
diseases of the muscle. From the begin-
ning, he was drawn to the mysterious
domain of the brain, to “the alchemy of
how our experiences are transformed in
the structures of the brain,” as he puts
it. He started working in the field in the
1970s, completing his doctoral stud-
ies in the anatomy department because
the University of Pennsylvania did not
yet have a neuroscience department.
Today, a significant focus of his work
continues to be on brain function,
centering on the synaptic processes

to know

people are working on the disease

phy,” Furlong says. “It’s stunning. And
that possibility offers hope.”

“It’s affected every single fam-
ily [that is coping] with Duchenne,”
she adds, noting the vast international
information network powered by the
muscular dystrophy community.

Fallon carries that responsibility
into the lab with him.

“I was trained as a basic scientist
to create new knowledge [for its own
sake], which is great fun and...is its own
reward. But now, with this work, you

that may unlock the secrets of Fragile
X syndrome, autism, and possibly Alz-
heimer’s disease—all devastating con-
ditions that defy not only treatment
but understanding.

But in 1984, Fallon encountered a
fateful fork in the road. While study-
ing synapse formation during his post-
doctoral work at Stanford, he and col-
leagues discovered a glycoprotein called
agrin, which is critical to the develop-
ment of the neuromuscular junction

at the very dawn of life, during embryo
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development. In the early 1990s, when
leading his own group, he discovered
that agrin binds to dystroglycan, a trans-
membrane protein that binds to dystro-
phin—the protein that ceases to be pro-
duced in Duchenne patients—creating a
complexthat providesstructuralintegrity
in muscle tissues. In 2000 came the

offer the advantage of decreased risk of
autoimmune response.

“Our focus is translational research
for DMD, moving promising drugs from
the labs to human clinical trials,” says
George Vella, PhD, director of research
and strategic planning at Charley’s
Fund. “We’ve castafairlybroad net, from

“The more shots on goal, the better.

Which one is going to

work, when?”

next link in the chain: the team discov-
ered that dystroglycan binds to biglycan, a
small glycoproteinknown to playarolein
bone, but whose function in muscle was
mysterious.

Fallon believes that biglycan may
hold the key to treating Duchenne
muscular dystrophy. His team, spear-
headed by Research Associate Beth McK-
echnie and Postdoctoral Research As-
sociate Alison Amenta, has shown that
therapeutic doses in mice can spark ex-
pression of utrophin—a fetal protein that
is normally replaced after birth by dystro-
phin but is still present at very low levels
at the muscle synapse. The theory is that
symptoms could be significantly relieved
if the muscle could be spurred to produce
enough utrophin to compensate for the
depleted dystrophin—translating to an
effective treatment option for children
suffering from Duchenne. Because utro-
phin and biglycan are naturally occurring
substances, they would also presumably

gene therapy and stem cell research, for
which more work is required, to other
therapeutic approaches that are on the
cusp of human clinical trials. Justin’s
biotherapeutic approach is unique and
promising. The basic science is showing
very positive results in the dystrophic
mouse model.”

MOLECULE BY MOLECULE
Significant pre-clinical work, de-
signed to further explore the physio-
logical effects of biglycan and identify its
manufacturing requirements, lies ahead.
And beyond that (in about two years,
Fallon hopes) there will be clinical trials.

So farithas been alongand fascinat-
ing journey, emblematic of the pain-
staking nature of scientific discovery—
a series of incremental breakthroughs
fueled by tenacity, belief, and piecemeal
funding from diverse sources.

“We’vejust taken it one molecule ata
time,” Fallon says.

There is a fine line to be walked, in
his work and in his conversations with
the people most desperate to find a
treatment.

“As a scientist, you have to be an
optimist...90 percent of bench science
is failure. On the other hand, you have
tobe arealistas well.”

The