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Old and 
New 

" • This issue of Brown Medicine highlights 
areas of excellence for which Alpert 

HA Medical School has long been renowned: 
the study of aging from the molecular to 
the clinical and patient advocacy, 

produced some of the world's 
leaders in health care activism. 

What is new, however, is that medical 
students now have an opportunity to 
translate personal interests in areas from 
aging to health advocacy, from women's 

reproductive health to informatics, into scholarship. Implemented this past academic 
year, the Scholarly Concentrations Program offers medical students an unprecedented 
opportunity to define their educational experience by pursuing a course of study beyond 
the scope of the core curriculum. 

This summer, Alpert medical students undertaking a scholarly concentration 
embarked on the first leg of their academic journeys by beginning field experiences that 
will inform their research. One student went to Cambodia to study cultural traditions; 
two others traveled to Shanghai to document social practices that contribute to the 
spread of HIV. As part of their scholarly concentration, students pursue additional 
coursework, shadow professors who act as mentors and advisors, and finally, produce a 
scholarly work that contributes to the field, be it a published journal article, an academic 
symposium, even a biomedical device. 

Though the program is voluntary, almost half of the Class of 2010 opted to undertake 
study in the ten (now eleven) concentrations offered. Faculty with years of expertise in 
these areas, such as geriatrician Richard W. Besdine and pediatrician and health advocate 
Patricia J. Flanagan offer mentorship and, in some cases, act as research partners with 
our students. Their efforts are yet another example of how Alpert Medical School faculty 
generously share their talents to the benefit of medical education at Brown. 

The program is also a manifestation of the efforts of faculty and students on the 
Curriculum Committee who have worked over the past few years to devise a new, 
inventive, twenty-first-century curriculum that anticipates and addresses changes 
in modern medicine, reflects the interests and learning styles of today's students, and is 
uniquely and genuinely Brown. I do believe they have succeeded. 

Sincerely, • 

£1/1 
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[Physicians] have the ability to advocate 
in ways that other people don't. It transla 
to a duty." 

A 
translates 

—Josiah Rich, MD 
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LETTER F R O M  T H E  E D I T O R  INBOX 

Do the right thing. 
If you look closely through this 
issue of Brown Medicine, you'll find 
singers and songwriters, poets and 
essayists, amateur photographers, 
mothers and fathers and grand
daughters. This being Brown, these 
individuals also happen to be 
doctors and scientists or people on 
their way to becoming doctors 
and scientists. 

As you will see, many among them are also driven by the impulse 
to right wrongs, to intercede for those who can't, to refuse the status quo 
when the status quo is unjust or injurious or both. Personal reasons and 
professional principles push them to be activists and to teach others to be as 
well. Some advocate for those who have lost their homeland or their legal 
rights. Some advocate for members of their own profession, finding 
ways to allow physicians to preserve their humanity—by not being 
complicitous in harmful acts or by having the right to express remorse. 
Others are working to ensure that there will be people with the appropriate 
skills and knowledge to care for us as we age. 

Whether they spend their days tracking down proteins or studying flying 
mammals or treating people like you and me and my ninety-two-year-old 
neighbor, they all appear to be animated by a similar passion: to understand 
something essential about human life and thus find ways to help us live 
better and die more decently. 

O N  THE C O N T R A R Y  
I have just finished reading the latest issue 
of Brown Medicine and it is truly wonderful. 
Every article was terrific. 

My only issue was with a comment made 
by Dean Adashi. In referring to the "nascent" 
academic health center, he hopes that these 
new changes can "undo a thirty-five year 

F R E E D O M  
O F  E X P R E S S I O N  

Brown Medicine welcomes 
readers' letters, which may be 
edited for length or clarity. 

Brown Medicine 
The Warren Alpert Medical 
School of Brown University 
Box G-A413 
Providence, RI02912 

brown_medicine@brown.edu 
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status quo." I'm surely not the only one 
who takes offense at that. A lot of people 
gave of their souls over those years, and to 
have that dismissed seems cavalier. 

J A N I C E  M I L L E R  
Director of Continuing Medical Education 

1986-1991,1999-2006 

Cranston, RI 

THE WAY WE WERE 
Your spring issue of Brown Medicine 
touched me on many levels. 

My initial response was the evolution 
from the newsletter twenty-five years ago to 
a magazine that reflects a significant forward 
step that coincides with the maturity and 
growth of the Medical Program at Brown. 

More importantly, I think back to the 
early '60s, when the medical school was just 
beginning. At the time, I worked in Arnold 
Lab toward a master's in biology following 
graduation from Brown. Fred Barnes walked 
the hallways of Arnold, and I frequently 
spoke with him. Gradually, we became 
friends. I was moved by his quiet elegance, 
his humility, his thoughtfulness and his 
kindness. We spoke often, and he would 
ask my thoughts about various issues 
involving the fledgling medical pro
gram ... Henceforth, I followed 
i s evolution with great inter
est and enthusiasm, mindful 
of its humble and difficult 
beginnings. 

Now, thanks to the work of 
its leaders' foresight and the recent 
gift of Warren Alpert, [the medical 
school] is on the threshold of greatness 
where it belongs. Looking back, I somehow 
wish that I could have savored the moments 
with Fred Barnes and the highlights of the 
program's evolution more completely. I 

realize that things I took for granted 
throughout my life, including my years at 
Brown, were more important than I ever 
realized. I guess the "happiest moments of 
youth's fleeting hours were passed ..." at 
Brown and elsewhere as I matured. Time 
does pass ever so quickly. 

P A U L  K E C H I J I A N ,  M D  ' 6 1  

S C M ' 6 4 ,  P ' 0 2 ,  ' 0 6  

Manhasset, NY 

KEEPING UP APPEARANCES 
The recent article "The Doctor Is Out 
(Spring 2007) raised two separate concerns 
that I would like to address. I am not an "old 

bias in that they are my patients and may be 
telling me what they think I want to hear, but 
nevertheless, I found it interesting. From a 
fifty-one-year-old gay man who remembers 
the bad old days: "[The students] have no 
idea how much better things are now, why 
are they complaining?" and "I wouldn't 
want a person with a lip piercing waiting on 
me in a store," from a sixty-seven-year-old 
lesbian. Granted, both of these patients are 
of an older generation, but the patients that 
these students will be seeing on their rota
tions will also be largely of this age group. 

While at Brown, I was taught to make 
sure that the patient feels comfortable dur-

My first reaction to the term Queer Med 
was discomfort bordering on mild shock. I 
had the same reaction to seeing a medical 
student with a lip piercing. 

guy in a white coat." I am a fifty-nine-year-
old female internist with a RISD degree who 
happens to be straight but has a significant 
number of gay patients. 

My first reaction to the term Queer 
Med was discomfort bordering on 

mild shock. I had the same 

P reaction to seeing a medical 
student with a lip piercing. 
Given my reactions, I thought 
that I would perform an 

informal survey of some of my 
gay patients ... So far, they all find 

the term Queer Med offensive, de
scribing it as hostile and self-hating. The lip 
piercing also elicited uniformly negative 

responses. 
I understand that this is a small and 

unscientific survey, and that there may be 

ing the visit. Facial piercings, extensive tat
toos, huge dreadlocks are most likely as off-
putting to the average patient as a dirty 
white coat. These serve as distractions 
from the patient's problems, and may create 
a barrier between doctor and patient. 

I understand the students' aims in raising 
awareness and lowering barriers. I also 
understand that Brown strongly encourages 
self-expression. However, patient care is 
about the patient, not about us. I would tell 
the students that we are human beings first, 
doctors next, and that sexual orientation is a 
part of who we are and in most cases is irrel
evant to our patients. 

J E A N  F .  S M I T H  M D ' 9 2  

Clinical Instructor in Medicine 
Alpert Medical School 
Providence, RI 
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INBOX 

The APA removed homosexuality from 

DSM-III in 1973 and the 1987 publication of 

DSM-III-R deleted ego-dystonic homosexu
ality as well. HIV has been a pandemic since 
the early eighties, but it is not the only issue 
to be considered in LGBTQ health issues. It 
is a bit disturbing to me that one of the pre
miere medical schools in the country has 
taken thrity-four years to "consider" a cur
riculum that would address the needs of the 
LGBTQ community. I am also hopeful that 
this is but one of many articles to come, as 
the needs of the LGBTQ community are as 
varied as its members. 

It is the [patient-doctor] relationship 
that is so important. I have in my thirty years 
of being openly gay had good experiences 
with straight doctors and bad experiences 
with gay doctors. I think working to form a 
relationship that allows for open communi
cation about a host of health indicators is as 
important as knowing the sexuality of the 
practitioner. 

Give me a doctor who knows how to listen 
and take a good medical, psychosocial, sexual 
and substance use history, and wants to work 

at forming a working doctor-patient relation
ship any day over someone who happens to 
share my sexuality. With this said, I am 
extremely proud of the doctors and students 
who "outed" themselves for this article. 

The lesbian community has a different list 
of medical needs all their own. Bisexuals often 
do not share their sexuality, as is now being 
seen in the "down low" phenomenon. The 

transsexual community is often lumped in 
with lesbian and gay, but their strife and lack 
of understanding of what it means to be trans
sexual is often lost. Also different is their need 
for skilled practitioners to assist in a usually 
difficult transition in a non-judgmental 
manner. The emotional and financial impact 
on each community is also very different. 
Access to care can be vastly different based 
not just on sexuality but the socioeconomic 

impact bias and prejudice can bring in the 
workplace and in accessing insurance and 
care spans the gamut of individual situations. 

I have learned so much working with the 
LGBTQ and substance using communities 
over the past twenty-three years. The issues 
are complex but not insurmountable once 
we recognize the full human condition and 
how similar we all are. The article has hope

fully started a swell of catching up to the 
conditions out here and I look forward to 
others' feedback and future issues. 

R O B E R T  H I T T  

Co-founder of AIDS Project RI 
Director of Project Aware (HIV Services) 

Stanley Street Treatment and 
Resources, Inc. 
Fall River, MA 

TRUE STORY 
As an African-American physician, I  truly 
appreciated the article "Reap What You 
Sow" (Spring 2007). However, I was startled 
to find the following quote: "... included a 
biography of Dr. Charles Drew, the black 
physician who revolutionized blood banking 
during World War II. Smith was only thirteen 
and already in high school when Drew died, 
having been refused treatment at a southern 
white hospital after a car accident..." Two 
things are wrong here. 

First, Dr. Drew did not, as is commonly 
believed, invent blood banking—the work of 
many men and women contributed to this 
effort. He was, however, the first to serve in 

The continued perpetuation of this myth only 
serves to reduce Dr. Drew's legacy to one 
moment marked by the ugliest of racist acts. 
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the capacity now referred to as a medical 
director of a blood bank, and his efforts at 
mobilizing donors and developing methods 
to manufacture, store, and ship lyophilized 
plasma helped to save the lives of many 
servicemen in World War II. 

founded distrust many African Americans 
have of the medical establishment, leading 
to reduced rates of participation in clinical 
research trials, as well as a problem that hits 
close to home: low rates of blood donation. 
This impacts alloimmunized sickle cell dis-

As a mother who watched her son's 
de elopmental skills crash following the 
MMR vaccination, I hope for a day 
w! en children who are at risk can be 
screened out and vaccinated more safely. 

Second, Dr. Drew was not left to bleed to 
death at a hospital in North Carolina after 
his car accident. He was recognized by 
two of the white surgeons on staff at that 
hospital as a colleague, and these surgeons 
worked to save his life, but Dr. Drew's 
injuries were likely beyond what even a 
Level I trauma center could save today, 
having been ejected through the front wind
shield of a car that rolled over several times. 
There is a wonderful biography by Spencie 
Love titled One Blood: The Death and 
Resurrection of Charles R. Drew which pro
vides further detailed information, particu
larly regarding the "Drew myth." 

The continued perpetuation of this 
myth only serves to reduce Dr. Drew's legacy 
to one moment marked by the ugliest of 
racist acts; Dr. Drew served as a chairman of 
a department of surgery, and trained many 
of the African-American surgeons of that 
day, and was also an examiner for the 
American College of Surgeons, in addition 
to his accomplishments in early transfusion 
medicine. The other problem that the con
tinued survival of the Drew myth may foster 
is a reinforcement of the unfortunately well 

ease patients who rely on blood transfusion, 
more often than not requiring African-
American blood donors to supply the neces
sary red cell phenotype to avoid hemolytic 
transfusion reactions. Dr. Smith's story is a 
great inspiration, as is Dr. Drew's complete, 
true story, and stories like those should be 
told more often. 

S A L L Y  A .  C A M P B E L L - L E E ,  MD ' 8 7  

Director, Transfusion Medicine 

University of Illinois at Chicago 

Author Sharon Tregaskis responds: 
I carefully chose "revolutionized" and not 
invented because of the fact that the work on 
blood banking had been ongoing and many 
people laid foundations, but Drew was a crit
ical contributor/leader in the effort to make 
it more effective. 

BY THE WAY 
I'm writing you on Autism Awareness Day 
[April 30], and as the parent of a fourteen-
year-old boy with regressive autism. 

Please know that I was thrilled to see 
such a thoughtful article in your magazine 
"Looking Autism in the Eye" (Fall 2006), 

and am pleased that the Brown medical 
community is committed to supporting chil

dren and their families. 
One area that I hope you'll cover in future 

articles pertains to autoimmunity and the 
environmental factors that trigger autistic 
spectrum disorders in some children. Given 
that autism now affects one in 150 American 
children, we need to move away from the 
traditional frameworks; genetic disorders 
can't possibly increase exponentially. 

As a mother who watched her son's 
developmental skills crash following the 
MMR vaccination (with medical documen
tation to prove the regression), I hope for a 
day when children who are at risk can be 
screened out and vaccinated more safely; I 
also hope for a day when true medical treat
ments will be available to my son because 
there's a recognition of the autoimmune fac
tors exacerbating his symptoms. 

K A T H L E E N  Y A Z B A K  

Dover, MA 

Nostra Culpa 
The specialty choice of three students 
was incorrect in the Match Day list 
(Spring 2007). Charlene Hooper, 
Monica Lucero, and Terrissa Martin 
all matched to programs in obstetrics 
and gynecology. 

Kudos Again 
Staff writer Kris Cambra's article 
"Changing Your Mind" (Spring 2006) 
won a Silver Medal for Best Article of 
the Year in the Council for Advance
ment and Support of Education 
(CASE) Circle of Excellence Awards 

Program. 

F A L L  2 0 0 7  I  B R O W N  M E D I C I N E  5  



f. 

INSIDETHEBEAT 
A big step 6 

Back to school 7 

Data at hand 8 

Alarming proteins 8 

Bat mobility 9 

Disaster fashion 9 

In press 10 

To tattoo or not to tattoo? 11 

Our spiny sib n 

Retiring but not shy 12 

Rxfor young asthma suffers. . . 13 

Big, brand new, and 
all digital 13 

Da Vinci artistry 14 

It's all personal 14 

Feline intuition 15 

High marks for RI i5 

So happy together i5 

Garth Stewart shows 

off his new leg. 

A Spring in 
His Step pf 
New prosthetic ankle walks the walk 

6 B R O W N  M E D I C I N E  I  F A L L  2 0 0 7  



Garth Stewart walked briskly across a 
stage in the crowded auditorium of the 
Providence VA Medical Center, while news 
reporters and their cameras, hospital digni
taries, and even a senator stared intently at 
his left: -g. He picked up his pace effortlessly, 
something he hadn't been able to do since he 
lost the leg below the knee during the inva
sion of Iraq. 

The twenty-four-year-old Army veteran 
was demonstrating the world's first powered 
ankle-foot prosthetic, developed through the 
Center for Restorative and Regenerative 

Medicine, a collabo-
TECKIVfOLOGY rative research ini

tiative that joins 
Brown, The Massachusetts Institute of 
Technology's Media Lab, and the Provi
dence VA Medical Center. Unlike any other, 
the prosthetic swaps muscle and tendon for 
electric motor and springs. 

"This design releases three times the 
power of a conventional prosthesis to propel 
you forward and, for the first time, provides 
amputees with a truly humanlike gait," 

iains Dr. Hugh Herr, NEC Career Devel-
i i Professor and head of the Biomech-
atrori. Group at the Media Lab. Herr, a 
double amputee himself, has also been wear
ing the new prosthetic. 

The computerized design of the ankle 
constantly "thinks" and responds, allowing 
the person to walk or run in a more natural 
and comfortable way. It's also easier to con
trol. Traditional prostheses rely on the hip 
to drag the leg forward, putting pressure on 

the back. 
With the robotic ankle, "you get the 

push-off that a toe 
gives you," explains 
Stewart. "It feels like 
havingyour leg back." 

Restoring injured 
veterans to the full
est possible extent is 
the mission of the 
Center, which was 
created in 2004 on 
the strength of a $7.2 
million grant from 
the Department of 
Veterans Affairs. 

"I would never have said that we would 
develop a therapy in the first two-and-a-half 
years," says the Center's director Dr. Roy K. 
Aaron, professor of orthopaedics, "but we 

have." 
The Center's goal is to improve the lives 

of individuals with limb trauma through tis
sue restoration, advanced rehabilitation, 
and new prosthetics that give amputees— 
particularly war veterans—better mobility 

and control of their limbs and reduce the 
discomfort and infections common with 

current prostheses. 
Faculty members with expertise in tissue 

engineering, orthopaedics, neurotechnology, 
prosthetic design, and rehabilitation are 
working together to develop "biohybrid" 
limbs that meld biological and man-made 
materials. Tissue engineers, for instance, are 
working to cultivate skin so that prosthetics 
can be grafted to existing bone and tissue. 
Neuroscientists hope to exploit the body's 
natural "phantom limb" phenomenon so 
that a user can move the prosthesis just by 

thinking about the action. 
The ankle will go into clinical trials this 

fall and Herr hopes it will be available com
mercially by summer 2008. "We need to 
make it smaller and lighter without sacrific

ing function," he says. 
That's a challenge, and so is scaling it up 

or down, so that it works for every amputee, 
from a man with a size-thirteen shoe to a 
woman with a size four. —Kris Cambra 

N E W  B L O O D  
Wondering who's coming to Alpert 

Medical School this year? 

As usual, variety is the name of the game. They hail from twenty-seven states 
including Alabama and Washington, Massachusetts and Alaska—not to mention 
Tanzania and Singapore. Their undergraduate institutions range alphabetically 
from Amherst to Yale and geographically from northern New York (St. Bonaventure) 

to southern Florida (University of Miami). 
Below are some more clues as to what the Class of 2011 is made of. 

TOTAL STUDENTS 96 

Female 53 

Male 

PLME 

43 

55 
Postbaccalaureate 

EIP 

6 
2 

MD/PhD 

Standard Admissions 

l MD/PhD 

Standard Admissions 32 

AGE RANGE 21-36 

ADVANCED DEGREES 5 

UNDERGRADUATE 
INSTITUTIONS 29 

After Brown, most students 

are from Harvard (4) and NYU (3). 

UNDERGRADUATE MAJORS 

Humanities 49% 

Physical and Life Sciences 44% 

Computer Science, Computational 

Biology, Engineering 7% 

F A L L  2 0 0 7  I  B R O W N  M E D I C I N E  7  



THEBEAT 
The Future Is Now 
Using IT to enhance primary care. 

In 2000, the Center for Primary Care and Prevention at Memorial 
Hospital of Rhode Island went "paperless," converting thousands 
of patient charts into electronic medical records and ushering in 
the age of health informatics. In the ensuing years, the Center has 
pioneered efforts to harness the potential of information technol

ogy to develop tools that would give health 

COOL TOOL care consumers a measure of control in the 
treatment and prevention of illness. 

"We believe that really is the model of the future," said 
Professor of Medicine Charles Eaton last year. "If patients really 
took personal control of their health and did things proactively to 
improve their health... they'd either prevent disease or lessen its 

seriousness." 
Today Eaton and colleagues are moving forward with plans to 

make their IT visions reality. The Center, led by Eaton, has 
announced a partnership with electronic health record provider 
InterComponent Ware to integrate the Center's existing elec
tronic medical records with a patient-controlled portal. The portal 
will allow patients to access their personal medical information, 
get nutritional and dietary advice, track prescriptions, even sched
ule appointments—all online. 

The program, called Life Sensor, is in line with Eaton's philos-

"If patients really took personal 
control of their health 
they'd either prevent disease or 
lessen its seriousness." 

ophy of medical care, which emphasizes the cooperative nature of 
the doctor-patient interface. "Health care providers and patients 
are equal partners in monitoring and managing patients' health," 
he says. He is quick to point out, however, that Life Sensor is "not 
meant to replace the traditional doctor's office practice but rather 
to enhance and improve upon it." —Jumoke Akinrolabu 
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Beware of Dog 
Researchers sniff out the secrets 
of immune response. 
A class of proteins known as toll-like receptors are the guard 
dogs of the immune system, sniffing out bacteria and viruses, then 
activating the body's immune system for an attack. 

Their ability to quickly activate the body's defenses has recently 
made them a darling of drug makers. One of the most powerful 

guard-dog proteins in the pack, TLR9, can 
FINDINGS even sniff out a snippet of DNA common in 

bacteria and viruses. 

The idea is to create DNA-based drugs containing these snip
pets, called CpG DNA. The drugs would get the guard dogs howling, 
which would trip a fast immune response, causing the body to 

"What's exciting is that drug 
makers might be able to use th 
knowledge to treat disease. CpG 
DNA and HMGBi could be usee 
together in a vaccine." 

attack cancerous tumors or, if used in vaccines, bolster the assault 
on infectious diseases such as hepatitis B and G. 

But to make these pills or vaccines we need to know what gets 
the guard dogs howling. New research led by immunologist Wen-
Ming Chu has uncovered one of these molecular mechanisms— 
high-mobility group box 1 protein, or HMGBi, a protein released 
when infection occurs, cells are damaged, or tissue is injured. 

Chu, an assistant professor of medical science in the 
Department of Molecular Microbiology and Immunology, and his 
team found a direct interaction between HMGBi and TLR9. When 
the invader's DNA is present, TLR9 meets up with HMC.Bi inside 
tiny cellular "cargo boxes," where the two proteins bind to form a 
complex. This sets off a biochemical cascade that triggers the 
body's immune response. 

When HMGBi is absent from cells, they discovered, the body's 
immune response is significantly delayed. 

"We found out that HMGBi acts as an accelerator, quickly acti
vating the body's defenses," Chu says. "What's exciting is that drug 
makers might be able to use this knowledge to treat disease. CpG 
DNA and HMGBi could be used together in a vaccine." 

Results of the research were published in the June issue of the 
journal Blood, then highlighted in the July issue of Nature Reviews 
Immunology. —Wendy Y. Lawton 

Charles Eaton 

with a patient. 
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The team uses high-resolution, three-
dimensional video to record bats as they fly 
in wind tunnels. Their observations have 
demonstrated the many ways in which bat 
flight differs from that of birds and insects. 

"Bats have unique abilities. They can gen
erate wing shapes and motions other animals 
can't," says Kenneth Breuer, professor of 
engineering and a member of the team. This 
shape-shifting ability is attributed to the two 
dozen independent joints found in bat wings 
that work in concert with a flexible skin mem-

H O L Y  A E R O D Y N A M I C S ,  B A T G I R L !  
Bats take flying to a higher plane. 

In West Africa, bats are sacred. In China, 
their presence guarantees happiness and 
long life. Here in the States, the flying mam
mals invoke images of blood-sucking vam
pires and a certain caped, crusading super
hero. But for Associate Professor of Biology 
Sharon Swartz, bats are much more than myth 
and could represent the future of military 

aviation. 
UNDERWAY Swartz and col

leagues at Brown's 
Bat Flight research program are applying an 
interdisciplinary approach to ask how bats 
do what they do: how is it that they are able 
to maneuver in flight in ways that would 
result in a crash landing for a bird or insect? 
How are they able to carry up to 50 percent 
of their weight? How can they fly with dam
aged wings and show no visible change in 
flight control? 

The study that will answer such ques
tions is supported by a five-year, $6 million 
grant from the United States Air Force 
Office of Scientific Research. The group 
hopes that a deeper understanding of the 
mechanics of bat flight will lead to the design 

of smaller military air craft. 
"The Air Force envisions a future in which 

they have autonomous air vehicles that can 
take on different kinds of missions and don't 
have pilots," Swartz says. "We know a lot 
about the aerodynamics of large things mov
ing fast. There is almost nothing known yet 
about the basic physics of bat flight." 

brane to give bats more lift with less effort. 
"Bats are operating with the same skeleton 

that we have. Every joint in the human hand is 
there in the bat's wing, and actually a couple 
more," Swartz explains. "Think about the 
degree of control that we have over the shape 
of our hands-bats are able to extend that to 
make fine scale adjustments during flight." 

These factors may also explain the supe
rior "towing capacity" of pregnant bats, 
which are able to carry a load equal to half of 
their body weight during gestation. Such 
load-bearing skills are of particular interest 
to the AFOSR, which hopes that the research 
will lead to the design of vehicles with dra
matically increased payloads. —J-A. 

Design to the Rescue 
Pret-a-porter for first responders. 

Brown bioengineers and disaster-
response experts teamed up with students 
and faculty from RISD on an industrial 

design project to 
FASHION improve protective 

gear for paramedics. 

The resulting prototype was featured in 
Metropolis magazine and was presented at 

the National Disaster 
Medical System Con
ference. Professor of 
Orthopaedics Joseph 

"Trey" Crisco, Adjunct Professor of Engin
eering David Durfee, and Associate Pro
fessor of Emergency Medicine Selim Suner 
worked with students from both schools 
in the RIH Medical Simulation Center. 
RISD instructors Matt Cottam and Jasper 
Speicher—a certified EMT—co-taught the 

j oint studio course. —K• C. 

A model 

sports the 

improved 

safety 

suit. 
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L E S S  R A R E ,  B U T  
N O  L E S S  
M Y S T E R I O U S  
Incidence of cutaneous T-cell lymphoma, 
a rare and mysterious cancer, is on the rise, 
according to the first nationwide study of 

the disease in a decade. 
The study found that incidence more 

than tripled between 1973 and 2°°2- when 

4,783 new cases were diagnosed. 
Caused by the uncontrolled growth of a 

type of white blood 
INK cell within the skin, 

the cancer spreads 

slowly, and may start as a rash. The cause is 
unknown. There are treatments, but no 

cure. 
Second-year medical student Vincent 

Criscione was lead author of the article, 
published in July in Archives of Dermatology. 
He conducted the research with guidance 
from Professor of Dermatology and Com
munity Health Martin Weinstock, head of 
the Dermatoepidemiology Unit at the 

Providence VA. 
Criscione's article describes trends in 

cutaneous T-cell lymphoma, including: 
• incidence climbing steadily for thirty years 
• men nearly twice as likely to be diagnosed 

as women 
•blacks much more likely to be diagnosed 
than whites or Asians 

• most common among the elderly 
• incidence varies geographically and socioe-

conomically. 
While the study doesn't answer why these 

trends are occuring, Criscione says, "having 
basic information on how the disease is dis
tributed is an important first step to under
standing how to prevent and treat it." 

R I S K Y  B U S I N E S S  
Teens who engage in one form of risky 
behavior, like drug or alcohol use, are likely 
to engage in others, like self-harm or unpro
tected sex. However, these behaviors are 
rarely discussed during a medical or mental 
health exam. Now, researchers at Alpert 
Medical School have shown that a simple 

and brief screening measure called the ado
lescent risk inventory (ARI) can quickly and 
reliably identify the broad range of risk 

behaviors found among adolescents. 
The study, which appeared in April in 

Child Psychiatry and Human Development, 

revealed that abuse or self-harm behaviors 
were highly predictive of sex risk. This is 
important, for while many clinicians are 
aware of the sexual risks that aggressive 
youths take, many are unaware of the associ
ation between those risks and emotional 
distress, abuse, and self-harm. Behaviors 
like self-cutting thoughts, suicidal thoughts 
or attempts, or a history of sexual abuse 
should alert clinicians to the potential for 

significant sexual risk, the authors say. 
"Identifying early that a teen is engaging 

in a risky behavior may prevent it from 
being the gateway to further risky behav
iors," says lead author Celia Lescano, assis
tant professor of psychiatry and human 

behavior (research). 

G E T  A C T I V E ,  
I N T E R A C T I V E L Y  
Researchers at Alpert Medical School and 
The Miriam Hospital have found that web-
based intervention programs aimed at 
changing the behavior of sedentary adults 
are just as effective as traditional, print-

based programs. 
The study, published in the May 14 issue 

of the Archives of Internal Medicine, "pro
vide^] evidence that different channels of 
delivery can provide equally effective 
results," according to lead author Bess 
Marcus, professor of community health. 
"Non face-to-face methods, such as the mail 
and the Internet, can reduce potential bar
riers such as lack of access to fitness facilities 
and time constraints." They also can be 
made available to larger populations at min
imal cost. 

Physical inactivity and dietary patterns 
are second only to tobacco use as a leading 
cause of preventable death in the U.S. Less 
than half of Americans engage in the recom
mended physical activity levels. 

Says Marcus: "In 2006, 147 million 
American adults were Internet users. 
...[T]his means roughly eighty million 
under-active adults are online and 
might be reached via web-based inter

ventions." 

S O M E B O D Y ' S  
G O N N A  
G E T  H U R T  
Are doctors ignoring the American 
Academy of Pediatrics' longsta; ng 
recommendation to parents not et 
their children use home trampoline It 
would seem so, according to a :-.udy 
published in June in Academic Emer c ncy 
Medicine by Associate Professor of 
Emergency Medicine James Linak; id 
colleagues from the Injury Preve : on 
Center and the departments of 
Emergency Medicine and Pediatric . 

According to that study, the nuir er 

of emergency room visits by ch n 
injured on trampolines has incree 
percent in recent years, from a quai 
million in 1990-1995 to just over h; a 
million in 2000-2005. Ninety-five er-
cent of those injuries were on home 

trampolines. 
This dramatic rise is likely due1• :• the 

increased availability and affordability 
of home trampolines, according to 
Linakis. In 2004,1.2 million new tram

polines were sold in the U.S. 
The authors' conclusion? Emergency 

physicians should join pediatricians in 
discouraging the purchase and use of 

home trampolines. 

10 B R O W N  M E D I C I N E  I  F A L L  2 0 0 7  



i¥ 5*5p Rhonda 
New technology 
means tattoos without 
the commitment. 

W H E R E  D O  B A B I E S  C O M E  F R O M ?  
Our cousin the starfish * 
may tell us. 
The title sounds like a piece of science 
fiction film noir: "Primordial germ cell 

fate determination 
SAY WHAT? in echinoderms." 

It's actually a grant 
awarded to Professor of Biology Gary M. 
Wessel from the National Science 
Foundation. But what does it all mean? 

"This project examines the formation 
of stem cells in sea urchins and starfish—creatures that represent the earliest branch 
of animals that gave rise to humans, but which are easier to study," Wessel explains. 

Last year he was part of an international science team that sequenced the genome 
of the sea urchin—or echinoderm—which revealed that it shares 7,077 genes with 
humans, making it more genetically similar to humans than other model organisms 
like Drosophila or C. elegans. A developmental cell biologist, Wessel led the scientists 

who identified the genes responsible for sea urchin reproduction. 
That sea urchins have a clear embryo and the ability to lay millions of eggs in a life

time make them particularly good models for the study of fertilization and reproduction. 
With their help, we may finally know which came first—the urchin or the egg. —K.C. 

In her laboratory, Edith Mathiowitz makes 
tiny particles coated in polymers. These 
microcapsules, some as small as the point of 
a pin, can carry medicines, genes, paints, 
pesticides—any molecule that needs pro

tection or controlled release. 
Mathiowitz developed her technique as 

a drug delivery system, 
APPLICATIONS but her microcapsules 

are now being put to a 
very different use—to make ink for the first 
permanent removable tattoo. Under a new 
intellectual property licensing agreement 
signed by Brown University and Freedom-2 
Holdings Inc., the company has the right to 
make and sell their ink based on research 
Freedom-2 has funded in the Mathiowitz 

laboratory. 
With that funding, Mathiowitz and team 

have made microencapsulated dye-filled 
beads, which are mixed with a solution to 
make Freedom-2 tattoo inks. The inks are 
safer than conventional products, free of 

heavy metals and other toxins. 
To top it off, the inks can also be easily 

removed with a single laser treatment. 

"It's terrific that my technology has such 
a cool consumer application," Mathiowitz 
says, adding that her microencapsulation 
method has other potential uses, particularly 
for making new medicines. In 1997, the pro
fessor of medical science and engineering 
founded Spherics Inc., a pharmaceutical 

company that now makes drugs to treat 
nervous system disorders, gastrointestinal 
diseases, and cancer. Mathiowitz is known 
in the field for coming up with innovative 
coatings for molecules. The trick, she says, is 
understanding the substance that you're try
ing to protect. Microencapsulation requires 
a smorgasbord of scientific knowledge. 
Understanding of physics, physiology, biol
ogy, and pharmacology is needed, but mostly, 
the work demands expertise in chemistry— 
and the Mathiowitz lab reveals its chemical 
roots. The room is filled with beakers and 
vats bubbling with solvents, polymers, and 
dyes used to make Freedom-2 inks. 

"Microencapsulation is a real science," 

she says, "and a real art." 
It can also be big business. Microcapsules 

can be made to carry vaccines or human 
growth factors that can help the body regen
erate bone, nerves, or cartilage. They also 
can carry controlled release drugs. Of the 
top 200 best-selling drugs in 2004, eleven 
compounds used oral controlled or extend
ed release technologies and accounted for 
sales of about §9 billion. W. Y.L. 
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The Medical School's first dean 
of students retires. 
When Professor Stephen R. Smith, MD, 
MPH, talks about stepping down from his 

position as associate 
MOVING ON dean of medicine, he 

tells a story about his 
mentor, David Greer, former dean of medi
cine and professor emeritus of community 
health. 

"His wife always told him he 'flunked' 

retirement. I'm afraid I 
may do the same, 

Smithjokes. 
Indeed, while he 

hopes to do some sail

ing on his 1929 wood

en catboat, the family 
medicine specialist 

may not find much 
free time—despite 

"retiring" from his 
duties as associate 

dean on July 31. He'll 
still teach the same 
highly popular under
graduate course he's 
taught for the past 
twenty years, Cost vs. 
Care: The Dilemma 
for American Medi
cine, and he'll continue 
to teach doctoring skills 
through his class for 
medical students. He'll 
also continue volun
teering to see patients 
at Rhode Island Free 
Clinic (RIFC) each 
Thursday evening; he's 
been overseeing Brown 
medical students there 
since 2000, the year 
after it was established. 

Smith—who earned 
his medical degree 
from Boston Univer
sity School of Medi
cine in 1972 and his 
master of public health 
degree from the Uni
versity of Rochester 
in 1977—began his 
career at Brown in 

1979 as an associate professor of family med
icine. In 1982, Greer appointed Smith as the 
Medical School's first dean for student 
affairs and curriculum. As assistant, and 
then associate dean, Smith organized the 
first clerkship in family medicine and played 
a pivotal role in the creation of Brown's 
nationally renowned Program in Liberal 
Medical Education. 

"He was an extremely hard worker and 

very creative in his ideas," Greer says of his 
protege. "He was my right-hand man as we 
put together the innovative PLME that's 
been the great jewel in our crown." 

During the 1990s, Smith was the chief 
architect of Brown's competency-based cur
riculum, which has since become a model 

replicated by medical schools around the 
world. More recently he turned his creative 
talents to e-learning and developed a virtual 
practice for a global consortium of medical 
schools, the International Virtual Medical 

School (IVIMEDS). 
Smith is also a long-time activist. In addi

tion to his work with RIFC (whose board of 

Smith's advocacy 
earned him AMSA's 
2005 Lifetime 
Distinguished Sen 
Award. 

J 
directors named him "Provider of the Year" 
this year), he helped create the National 
Health Service Corps while still a medical 
student, served as deputy mayor in his home
town of New London, CT, and worked to 
bring universal health insurance to Rhode 
Island. He currently serves on the b< ard of 
directors of the National Physician.-- Vliance, 
a three-year-old multi-issue, multi specialty 
physicians organization that he says is work

ing "to restore integrity to medicine.' 
Smith's advocacy on behalf ot medical 

students earned him the Lifetime 
Distinguished Service Award from the 
American Medical Student Association in 
2005. "Dr. Smith was a terrific advisor who 
always had a supportive ear and useful sug
gestion. He encouraged me to do my best," 
recalls Pebble Kranz '91 MD'07. 

Such awards indicate Smith has achieved 

the primary goal of his career at Brown-
that is, "to bring to life the concept ol the 

socially responsible physician." 
"Everything I've done has been to further 

that part of our mission," he says. "That's my 
passion and my legacy." —Mary Jo Curtis 
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The Community Asthma Programs of 
Hasbro Children's Hospital have been 
changing those notions with a week-long, 
overnight camp for children with asthma. 
Each summer thirty kids between the ages of 

might not otherwise have a chance to go to 
summer camp," says Camillo. "Many of 
them have never been out in the woods 

before." 
In addition to participating in traditional 

"Asthma doesn't have to prevent you from 
being a real kid." 

Into the Woods 
hronically ill campers get a 

ittle breathing room. 

IELD TRIP For some young asthma 
sufferers, going to sum

mer camp is out of the question. Swimming 
and boating are things other kids do. 

nine and thirteen take part in the summer 
program at the Canonicus Camp and 
Conference Center in Exeter, RI. 

The annual camp—founded in 1998 
through the support of private donors, cor
porate sponsors, local community groups, 
and Hasbro Children's Hospital—is open to 
all children in Rhode Island regardless of 
ability to pay. Chris Camillo, manager of 
Lifespan's Community Asthma Programs, 
works closely with the Neighborhood 
Health Plan of Rhode Island to identify chil
dren who are most at risk and in need of the 

camp experience. 
"These are kids with moderate to severe 

asthma that's not well controlled, and who 

camp activities like swimming, soccer, arts 
and crafts, sing-alongs, and canoeing, 
campers learn to control their asthma 
through daily messages and educational 
exercises such as "Asthma Family Feud" or 
"Asthma Trigger Treasure Hunt." Juan 
Vasquez, a second-year medical student, 
helped organize some of the daily activities 
and conducted research, while undergradu
ate Alicia Hartley volunteered to work with 
the children as an "asthma mentor." 

"Being with twenty-nine other kids with 
asthma is probably the most beneficial mes
sage of camp," notes Camillo. "They learn 
having asthma is not such a big deal if you 
take steps to control it." —M.J.C. 

D I G I T A L - A G E  O . R .  
Operating rooms go high tech. 

Surgical patients have been transported into the digital age 
since The Miriam Hospital opened its new Victor and Gussie Baxt 

Building in June. 
Not only are the facility's ten new operating rooms double the 

size of the previous ones, they've been custom designed to 
accommodate technology-enabled surgical 

HOSPITAL procedures—with Webcast capability. 
"They're quite incredible, and everything 

is digital," says Miriam CEO Kathleen Hittner, an anesthesiolo

gist who has worked in the new surgical rooms. 
Although many procedures are now minimally invasive, "the 

equipment hasn't shrunk," notes Hittner. The roomier spaces 
accommodate added technology, such as overhead lights with 
cameras that allow the surgical team a better view of proceedings 
and send digital images to television screens that can be moni
tored in real time from nearby nursing stations—or used later in 
teaching medical students. Computerized monitors installed in 
waiting rooms allow anxious families to track their loved one s 

progress from pre-op to surgery and recovery. 

An operating 

room in 

The Miriam 

Hospital's new 
Baxt Building. 

The ORs have also been wired for boom-mounted monitors 
that will soon enable hybrid cardiac procedures (angioplasty and 

a bypass done at the same time). 
"The hybrid is not common, but it's gaining in popularity," 

Hittner says. —M.J.C. 
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Knowledge Is Power 
Multiple points of view on the next 
big thing in medicine. 

Last June, some 200 people attended the fourth annual Fron 
of Health Care conference to hear national experts discuss t 
future of personalized medicine. 

Dr. Francis Collins, director of the NIH's National Hun 1 
Genome Research Institute, gave e 

ON CAMPUS opening keynote address, which was t 
lowed by a policy roundtable discuss a 

moderated by Harvard Law School professor Charles Ogletree i 
a closing address by Dr. Mark McClelland, former commissions 1 
the FDA. 

The day-long event inspired dialogue about the utility J 
implementation of genetic sequencing, as well as its legal, eco 1-
ic, scientific, political, and ethical implications. Will we be em 
ered by knowing our genetic information, Collins asked, or "v ve 
increasingly think of ourselves as hapless victims of our genr 

OVER 
H E A R D  "As a scientist, I 

have nothing to say 
about the soul. It's 

not a scientific idea." 

—Professor of Biology KENNETH MILLER,  when asked 

what he as a scientist has to say about the soul 

THEBEAT 
I, Robot 
Man plus machine equals new surgical 
technique. 

At the controls of the da Vinci Surgical System, urologist Gyan 
Pareek, MD, becomes a real, live Vitruvian Man, in control of robotic 
arms with fully articulated 360-degree movements that respond to 
every roll and flick of his wrists. 

The da Vinci is a state-of-the-art surgical robot that was acquired 
by The Miriam Hospital last November. Currently approved by the 

state's Department of Health for prostatec-
HOSPITAL tomies, it gives surgeons more precise 

views of the prostate and surrounding tissue, 
as well as greater dexterity. Its miniature instruments are con
trolled by a surgeon at a remote console. 

At the controls one morning in late August, Pareek, an assistant 
professor of surgery, division of urology, removed the prostate of a 
fifty-one-year-old man with prostate cancer. Five keyhole-size 
openings were made in his abdomen. Three are for the surgeon's 
tools, two are for the assisting physician—in this case, second-year 

urology resident 
Lanna Cheuck—and 
one is for the cam
era that relays mag
nified images from 
inside the body. 

"In prostate can
cer there are three 
concerns: cancer 

control, incontinence, and impotence," Pareek explains. The goal 
of robot-assisted surgery is to improve outcomes in all three areas. 

In open prostatectomies, an eight- to ten-inch incision is made 
in the abdomen, and recovery typically involves a five-day hospital 
stay and catheterization for up to two weeks. While laparoscopic 
methods have evolved, they require great skill and stamina to 
remove the elusive prostate, positioned deep in the narrow and 
bony pelvis and obscured by the bladder. 

Pareek emphasizes "that the magnified 3D vision provided by 
the robotic system allows the surgeon to see anatomic detail far 
superior to that appreciated in open prostate surgery." 

While long-term studies are still pending, Pareek says that the 
success of cancer removal is similar with the robot to that with 
open procedures, and that preliminary data indicates that inconti
nence and sexual dysfunction are comparable and possibly superior 
to open surgery. 

The da Vinci also presents a new training opportunity for the 
Department of Surgery's academic endeavors. Urology residency 
director Anthony A. Caldamone '72 MMS'75 MD'75 says that the 
residents are now taking part in fewer open surgeries and more 
robotic procedures. —K.C. 
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The Cat Who Roared 
Oscar, the death-predicting kitty. 
Maybe it was the mid-summer news slump or just the public's 
unending fascination with death, but a cat named Oscar appeared 
on the pages of just about every U.S. newspaper and in media out
lets around the world, from Europe to Japan. 

Interest in Oscar was touched off by a piece written by Assistant 
Professor of Medicine David M. Dosa in the New England Journal of 

Medicine. Dosa, a geriatrician, described 
how the two-year-old house cat who lives in 

WHO KNEW? the advanced dementia unit at Steere House 
Nursing and Rehabilitation Center was able 
to predict the deaths of twenty-five resi-
dents on the unit. 

a Oscar's M.O. rarely changes: about two 
to four hours before death, he curls up 

o^ar beside the patient. After the patient dies, he 
rises and simply walks away. Oscar's accu

racy is such that once he settles in with a patient, the nursing staff 
will summon family members. 

Media reports on the work of Brown's Center for Gerontology 
and Health Care Research are not unusual, since its researchers 
have produced some of the seminal data on end-of-life care, nurs
ing home quality, and health care resource usage. But the frenzy 
over Oscar suggests that there's still an interest in knowing not 

only how we die in America, but when. —K.C. 

H E A L T H Y  S T A T E  
Rhode Island gets high marks. 

In June, the Commonwealth Fund Commission on a High 
Performance Health System ranked Rhode Island's health 
care system sixth overall in the country, ahead of 

Connecticut and Massachusetts. 
The commission published the results of its State 

Scorecard, the first-ever ranking of states' health systems. The 
scorecard assesses five key dimensions 

REPORT CARD of health system performance: access, 
quality, avoidable hospital use and costs, 

equity, and healthy lives. It also lists thirty-two specialized 
"indicators" of health-system performance, such as hospital 
admissions for pediatric asthma, breast cancer, and adults 
never experiencing a time when they needed to see a doctor 

but could not because of cost. 
And Rhode Island came in first for hospitalized patients 

who received "recommended care for acute myocardial 

infarction, congestive failure, and pneumonia." 
Visit commonwealthfund.org for the full report. 

Mutually Inclusive 
What a concept: health and community 
professionals training together. 

Doctors, nurses, pharmacists, and community advocates have 
much in common: all are invested in the health of their communi
ties and each plays a significant, often converging role in steering a 
patient toward wellness after illness or injury. Despite their mutu

al interests, clinical and community practi-
TEAMWORK doners interact surprisingly little during 

their training. 
Shedding light on this blind spot within medical and human 

services curricula was the goal behind an April 12 panel discussion 
and case study organized by the Central Rhode Island Area Health 
Education Centers (AHEC) in cooperation with the Inter-
Professional Development Project (ICDP), a network of educators 
and students at Alpert Medical School, the schools of Social Work 
and Nursing at Rhode Island College, and the College of Pharmacy 

at the University of Rhode Island. 
"Quality in health care is dependent upon effective communi

cation among health professionals in different disciplines," says 
Laura Vares, former director of continuing education programs at 
AHEC. "It is likely that miscommunication among health care pro
fessionals is due to the dearth of exposure and training that they 
have with one another during their schooling." 

The panel discussion was led by nurses and physicians from Rhode 
Island Hospital's trauma surgery team and representatives from the 
Institute for the Study and Practice of Nonviolence. Vares says the 
interactive case study that followed called on students to consider the 
interdependence among health and community professionals as they 
deal with the needs of a patient with complex injuries. 

The well-attended event was a success, but the need for contin
ued dialogue among health professionals was clear in the program 
evaluations. "We read comments from students that said things like 
T didn't realize that social workers play such an integral role in 
[patient care]' or T didn't know that nursing students learn this 

subject,' "Vares says. 
"Students don't know what their peers are learning. These 

comments led us to believe that knowledge can be gained by expo
sure to other professionals. It makes such a difference." —J.A. v 
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FIELDNOTESI B Y  J O S E P H  D .  D I M A S E ,  M D  

Bahamian Rhapsody 
Two GIs bridge the gap between Providence 
and New Providence Island. 

In the mid-eighties my wife and I pur
chased a one-week timeshare at Cable 
Beach in Nassau, Bahamas, five miles 
from the center of town. Our interest 
in the history of these islands, partic-

. . .  J  j  • ,  J  •  1  C  o n e  d a y  o t  m y  w e e r s  v a c a t i o n  r o g e m i  ularly with regard to the medical care ot every year rounding at the hospital, seeing 

their citizens, prompted US to do some patients in Ms office, or performing endo-
i scopies in his endoscopy unit. 

I C o C CL1 CII. Over the years Dr. Munnings and I have 

JUST ASK THE LOCALS 
As a gastroenterology I was curious to 
know if there was a physician practicing this 
specialty on New Providence Island, so I 
looked in the phone book. That is how I 
found Dr. Harold Munnings, a native 
Bahamian, in 1992. He had just begun his 
practice there the year before, having com
pleted three years of GI specialty training at 
the Bristol Royal Infirmary in England. I 
introduced myself by phone, and Dr. 
Munnings invited me to accompany him on 
GI rounds at Princess Margaret Hospital 
From that visit to the present we have spei 
one day of my week's vacation togeth • 

The Islands of the Bahamas form a 100,000-square-mile archi
pelago extending over 500 miles of warm, clear, blue-green water. 
Seven hundred islands comprise the archipelago. New Providence 
Island is one of the smallest of the fourteen main islands and 
includes Nassau, the capital city, where two-thirds of the population 
of 300,000 resides. 

In 1492 Columbus made the first European landing in the New 
World on the island of San Salvador, in the eastern Bahamas. He 
named the area from the Spanish baja mar, or "shallow sea." After a 
tumultuous history the British claimed the islands in 1670 and rec
ognized them as a colony in 1718. In 1964 England granted the 
Bahamas limited self government and in 1973 granted their inde
pendence as a free and sovereign commonwealth. 

The government insures universal access to essential health serv
ices regardless of the ability to pay. Private health insurance is 
offered and all workers, private or public, are required to participate 
in the National Insurance Scheme. In September the legislators were 
considering a bill that would provide for national health insurance 
for all Bahamian citizens. 

For most conditions medical care is excellent in Nassau, where 
there are two major hospitals, Princess Margaret Hospital and 
Doctors Hospital. The publicly operated Princess Margaret 
Hospital has 400 beds; Doctors Hospital is a seventy-bed, privately 
operated hospital dealing with acute care. The Ministry of Health 
operates at least ten clinics on the family islands, and when more 
medical assistance is needed, patients are flown to Princess 
Margaret Hospital. 

shared interesting and difficult cases together and developed 1 
strong friendship. In the mid-nineties, a twenty-eight-year-o 
woman who had had her gallbladder removed for gallstones a ye 
prior to her visit came by boat to see Dr. Munnings. She was deep 
jaundiced. It so happened that she appeared during our timeshare 
week. An abdominal ultrasound suggested a possible common du. • 
stone. Dr. Munnings asked if I would assist him with one of his first 
ERCP's (endoscopic retrograde cholecystopancreatoscopy), endo 
scopic sphincterotomy, and stone removal. The procedure prove, 
successful and the patient returned to her home on the following 
day. Dr. Munnings has since become an expert in this procedure. 

W H E R E  I N  T H E  W O R L D  H A V E  
Y O U  B E E N ?  

You made the journey, now 
share your story. 
Broum Medicine accepts submissions of essay ideas 
from Alpert Medical School alumni, faculty, and students that 
recount medical service outside the Providence city limits. 

E-mail your idea to brown_medicine@brown.edu or 
drop us a line at Brown Medicine, Box G-A413, Providence, 
RI, 02912. 
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Today, he often schedules difficult gastroenterological procedures 

when he knows I will be there. 
On my most recent visit we saw several of his patients in follow-

up who had come from various islands by boat or by plane, all clearly 
fond of their doctor. On the same day there were two colonoscopies 
performed in his endoscopy unit. Both patients were in their mid-
eighties and were put to sleep by his trained endoscopy nurse using 
Propofal, a general anesthetic. A colonoscopy done in this way is 
painless for the patient. In the U.S., however, we have yet to use it 

routinely. 

THE ONLY GAME IN TOWN 
From our first meeting I was impressed 
with this man twenty-eight years my junior. 
He has superb organizational skills. He is 
highly motivated, meticulous, and astute. 
His consultative office and all of his med
ical work are computerized and paperless; 
reports on GI consultations are sent out on 

the same day. 
He is also very accomplished: he founded 

the first hospital endoscopy unit in the 
Bahamas in 1991; he standardized the man
agement of GI bleeding and organized the 
first GI clinic at Princess Margaret Hospital 
that same year. In 1997 he underwrote the 
first and only purpose-built ambulatory 
endoscopy center in the Caribbean. He has 
authored a book on the history of Princess 
Margaret Hospital and the article "A History 
of Gastroenterology in the Bahamas," which 
details digestive disorders starting with the 
Lucayans, the islands' first inhabitants. To 
this day Dr. Munnings is the only gastroen-
terologist in the Bahamas. 

Clearly well trained and highly respect
ed by his peers, Dr. Munnings has presented 
numerous scientific papers to medical con
ferences in the Caribbean. Because Nassau 
draws large cruise ships to its port, over the 
years he has managed a cadre of passengers 
with serious GI problems. At the twenty-
fourth annual scientific conference of the 

• Medical Association of the Bahamas in 
1997, he presented twenty such cases that 

he treated successfully. 
Dr. Munnings is married to Manera, a 

CPA who manages his busy office. They have two children, Harold Jr. 
and Jennifer,-ten and six. Harold and his son visited my wife and 
me in Warwick last year on a trip to the U.S. for a medical conference. 
We have shared a unique relationship which I anticipate will continue 
in the coming years. Although I miss a vacation day on that beautiful 
island I look forward to spending time with my friend and colleague. E 

Joseph Dimase is clinical assistant professor emeritus at Alpert 
Medical School, where he currently teaches first- and second-year 

gastroenterology fellows. 
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U P  C L O S E  A N D  P E R S O N A  o N A L  W I T H  J O N  

BY LISA ROWLEY 

J O N A H  C O H E N  

PORTRAIT OF THE 
SINGER-SCIENTIST AS 
A YOUNG MAN 
How a modern-day Renaissance man spent his summer. 

Jonah Cohen set himself an unusual pair of goals for the summer: 
pass the boards, and finish recording his latest CD. Composed of 
songs he'd written over the past three years, the album still needed a 
name. "Coming up with a title is always the hardest part," he says. He 
should know—the new CD will be his third. 

With a taste for blues, folk, "anything soulful, really," this upstate 
New York native graduated from Brown in 2004 with a bachelor's in 
visual arts, then took a year off before starting medical school to 
explore his musical ambitions—mostly guitar, vocals, and songwriting. 

The exploration was worth it. After waiting tables in a Cambridge 
Mexican restaurant and playing his guitar in Boston subway stations, 
Cohen found a manager who booked him steady gigs at colleges and 
clubs around New England. Today, his songs are available on iTunes, 
he has his own website (www.jonahcohenmusic.com), and he per
forms regularly in New York City. A licensing company in California 

even called unexpectedly last year to place 
one of his songs in a small indie film and 

another in a documentary for ESPN. 

F I N D I N G  D I F F E R E N T  
W A Y S  T O  C R E A T E  
Cohen's interests in the arts and medicine 
both began early. He played piano and guitar 
from a young age before settling on the latter, 
because "as an eighth grader, there was just 
something more intriguing about playin; 
electric guitar than classical piano." The sc; 
of a physician, he also saw what "a beautif. 
profession" medicine could be—how mu-
his father learned from his patients and ho 
profoundly he cared about them. "De > 
down," Cohen says, "I think I always kne 
medicine would be my career. The combir 
tion of utilizing science to better care t 
people just seemed right for me." 

With that future in mind, Cohen came t 
Brown through the Program in Liber 
Medical Education, and shortly after h 
arrival on campus, he says, "my songwritir 
really began to take shape. I loved the crc 
ative process—it was my way of trying v 
make sense of life and the world around me 

As a concentrator in the visual arts 

Cohen focused on painting and drawing and found his art classes " 
refreshing complement to pre-med courses like organic chemistry 
During his junior year, he spent a semester in Florence study 
fifteenth- and sixteenth-century sculpture and painting. "To me, t' 
Renaissance embodied the essence of representational art," Co. '; 
explains. "Ironically, as if in reaction to that, I started exploring m 
abstract art while I was living in Italy." When he returned to Pi 
idence for senior year, he continued to "experiment with color in •' 
absence of more traditional forms," while focusing more and more 
of his energy outside the classroom on songwriting and recording. 

Today, with two years of medical school under his belt, Cohen 
sees definite parallels between the creative process and his studies. 
"Studying art revolves around using your eyes attentively, trying to 
recognize patterns," he explains. "In pathophysiology and physical 
diagnosis, you also begin to see patterns that are repeated in differ-
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ent diseases within the various systems of the body. It's exciting to 
try to make integrations in a way that might not happen without a 
creative emphasis." 

"There is so much room for creativity in medicine," Cohen says, 
recalling a doctor that he knows back home in Syracuse, who as a 
family medicine physician and songwriter has always been an inspi
ration to him. "Before I left to begin my first year, he told me I just 
might do some of my best writing in med school, as medicine is a 
source of inspiration like no other." 

The family friend may be right. Cohen had an article published in 
The Journal of Family Practice last year. Based on an exchange he 
had as part of the Doctoring course with a seemingly nondescript 
sixty-two-year-old patient, the essay cautions against jumping to 
conclusions "in the blink of an introduction." The man he imagined 
as an aging blue-collar worker turned out to be a master jewelry 
maker whose work had been commissioned by the Vatican and the 
White House. 

"'Reserve thy judgment,"' says Cohen, quoting Hamlet. 

BENCH TO BEDSIDE 
This July, as his classmates began their clinical rotations, Cohen 
headed instead for the Washington, DC, area to join the Howard 
Hughes Medical Institute-National Institutes of Health Research 
Scholars Program. With only forty-two scholars selected from 336 
applicants, the highly competitive program enables medical stu
dents to live on the NIH's Bethesda campus for a year while they con
duct research in NIH labs. Though he had little research experience 

when he applied to the HHMI program, Cohen was excited about the 
possibilities, he says, "because I love questions, and research is all 

about exploring the unknown." 
In Bethesda, the prominence of translational research impressed 

him. "Building 10," he explains, "is the clinical research center and it 
is enormous. About half of it is devoted to hospital beds and the other 
half laboratories. That proximity allows the principal investigators 
to move their work quickly from the lab, literally across the hall to 

the clinic, and then 
right back again to 
the lab." 

He and the other 
HHMI fellows spent 
the opening weeks 
of the program 
choosing a lab to 
work in during the 
year ahead. An as
signed advisor, plus a database of previous HHMI scholars, helps 
guide the selection, though visiting the labs and speaking with the 
researchers remains the meat of the process. 

Cohen wanted to make sure he was in an explicitly collaborative 
setting with mentors eager to teach. After visiting many labs, he 
decided on one in the National Institute for Deafness and 
Communication Disorders—perhaps not surprising for a musi
cian—working with an ear, nose, and throat surgeon who is investi
gating cancers of the aerodigestive tract. Specifically, Cohen hopes 
to work on cell signaling pathways in tumors, as well as to investigate 

the links between inflammation and cancer. 
As Cohen describes the work of various labs he visited, he 

explains scientific terms like "angiogenesis" and "immunotherapy" 
with the clarity, ease, and enthusiasm of a born teacher. 

"I definitely hope to teach at some point," he says. Last year 
he served as a teaching assistant for the general pathology course 
for first-years. "Being a TA was one of the highlights of my second 

year," he says. "I really enjoyed trying to 
make things easier to understand, as I get 
frustrated when something I'd like to know 

is not explained clearly." 

MISSION ACCOMPLISHED 
Eager for as broad an HHMI experience as 
possible, Cohen is taking in all he can. In 

addition to exploring the NIH campus (he's still getting used to flash
ing his program ID at security check points) and venturing into DC 
and Georgetown, he takes an introductory yoga class via a daily pod-

cast from Sedona, AZ, and plays guitar every day. 
As for his summer goals, Cohen's two for two: he passed his medical 

boards and finished his CD. He even came up with a title: Harboring the 
Day, meant to evoke the importance of protecting one's time in over-
scheduled lives, of creating safe haven for what one most enjoys. E 

) 
The man he imagined to be an aging blue-collar 
worker turned out to be a master jewelry 
maker whose work had been commissioned by 
the Vatican and the White House.  
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EXAMROOM J E F F R E Y  B O R K A N ,  M D ,  A N D  M A R K  J A C O B S ,  M D  

# 1 ^ reduces cost. In addition, the role of preven-

^sl-rpncrfn 1T1 Nl]TTlL)6rSr tionand preventive services is increasingly 
^ LA ^AA0 important in protecting the health of the 
A strong hospital system might weaken primary care. popuiation. A merged hospital system, with 

•r -r 7 7? x U^wi+r /  7 new political clout, and more negotiating 
Oil July 28J Rhode IslClVldS two uOSpllOU powerwithinsurers, islikely to consume 

vrouvs Lifespan and Care New England, more of our health care resources. m®* 
O ir > i i / _ ________ rj~iT_ ^ -7/-/7 07 / 7t"7T70r some of these resources be better used to announced plans to merge. ̂ 1 resu g bring communities an(j primary care prac-

organization would comprise seven hos tices together, and to facilitate everyone get-

pit als, five of which are teaching partners 
of Alpert Medical School. While propo- The merged hospital system will also 

n e n t s s e e  t h e  s t a t e  b e n e f i t i n g  e c o n o m i c a l l y  J —  
and Providence being well positioned to cialty0riented. The next generation ofpri-

mmiiete with Boston for biomedical mary careproviders needs to be ensured, 
• ^ 1  7 7  i -  J /JV /vi/op since Rhode Islanders will certainly need 

researchers and doctors, complex cpues Mghly g^ned- knowledgeable, patient 
tz'ons remain—about market balance, ented physicians who will care for their 

health care costs, and the fate of the six 
hospitals in the State not included in the job of bringing high-tech jobs and research 

merger. 
The proposed merger of Lifespan and Care New England may well 
herald a new era in Rhode Island. The union of these organizations 
makes the proposed move of Alpert Medical School to the South 
Providence area a much more powerful synergy, which potentially 
brings together big medicine, big research, and high-tech industry. 

This collaboration may well be a driver for both health and eco

nomic development in Rhode Island. 
However, there are some unexpected conse
quences of these actions that need to be 
addressed—particularly the potential unbal
ancing of the health system infrastructure in 

the state. 
The Lifespan-Care New England merger will clearly enhance the 

delivery of highly specialized services. Without proper attention, 
however, Rhode Island's already compromised primary care system 
may be further weakened. Without strong primary care practices, 
health insurance in Rhode Island, already expensive, may become 
downright unaffordable to most, and Rhode Island's most vulnera
ble people may see their health jeopardized. 

Studies of other health care systems, across the U.S. and around 
the world, show that primary care improves health outcomes and 

to Rhode Island. 
A vibrant primary care system will do a bet

ter job of keeping us healthy, and of keeping our health care affordat -
The challenge isn't in choosing between two good things. 'I he 

challenge is to keep our health care system balanced, so we get the 
new high-tech and research jobs and easy access to affordable he. ! i 

care and preventive services. 
The challenge is to speak up, so that our citizens and our public 

Studies show that primary care improves 
health outcomes and reduces cost. 

officials understand the importance of both improving the hospi: al 
system and building vibrant primary care, so Rhode Islanders, and 
Rhode Island communities, develop a health care system that is per 

\T' 

sonal, affordable, rational, excellent, and just. 

Jeffrey Borkan is chair of the Department of Family Medicine. Mark 
Jacobs is president of Coastal Medical Inc., Rhode Island's largest private 

group practice. This article also appeared in the Providence Journal on 

August 19. 
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RESIDENTEXPERT BY MICAELA HAYES, MD 

^ t 
Talkin' About My Gener " 
It doesn't have to be all or nothing. 

It was early Saturday morning and 
once again I found myself trudg
ing from the parking lot into the 
hospital. Minutes earlier I had 

deposited my screaming daughter in my 
husband's arms, leaving him to calm her 
and explain why Mommy couldn't stay and 
play. The past two months had been a daily 
struggle: to keep Maggie fed, clothed, and 
occasionally clean; to keep John sane 

while he defended his PhD thesis; to get observe the 
me through the final two months of internship. And as I walked in As individuals, we must consciously and dehtotely observe 
that morning, knowing that my family needed me but I couldn't be give-and-take in our own lives, adjusting our choices and am y 
there, I had an unsettling realization: This is how divorce begins. finding our own unique balance ;™eachofrheserotem 

It begins with consistently, repeatedly putting your work first, another-spouse, parent, child, patient, colleague, friend 

The long hours and inflexible schedule of internship mean all the mustn't forget to involve^ examination 
"little" parenting tasks fall to my husband: every morning getting As a profession, we must continue and expand our examination 
hZZsed, fedfand off to day/are; on call nights getting her fed, of personal-professional balance and its impair » 
bathed into pajamas, and off to bed; taking her to the pediatrician; Our literature demonstrates the importance of trong family 
missing a day of work when she's sick and must stay home. I do my community connections, the benefits of healthy hfestyks 
ZH SuperMom impersonation when I'm home^playing with detriment of long hours to patient and physician dike Yetoursys-
Maggie, paying bills, catching up with laundry and dishes but it's tem still depends on the dedicated physician-Toiling long hours 

never quite enough. This past yeaiy John frequently was a single dad ^ ̂ i^buta 

FOTUmd^^mmshipTasts for a year, not forever. Our relation- quaMtyoflifeissue.Betweenincreasingnumbersof™er»u-
ship is not in jeopardy after those twelve months. But that morning I ples.fatherstakingmoreactweorevenprmiaryrolesmcMd-reanng, ======= ===== 
=E~~ ======= 

2 1 = , »  ' r  * - * ;  
, , , family? How could we do it differently? 

wives, friends, and daughters. 
Hangingup the stethoscope is not the answer. It is possible ^^tinBrw'sgenerdirt 

reasonable measure to be a successful mother, wife, sister, daughter, Micaela Hayes zs 
and physician. But awareness is only part of the solution. residency pi og> am. 
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First, Do No Harm. 
Then. Make Some 

B Y  E I L E E N  O ' G A R A - K U R T I S  

P H O T O G R A P H Y  B Y  S C O T T  K I N G S L E Y  

Josiah Rich (left) and 

Scott Allen in front 

of the Rhode Island 





| an April evening a couple 
I ; - of years ago, in the lovely 
• :» seaside town of West-

| : port, MA, Josiah "Jody" 
Rich found himself standing on the fray
ing edges of public policy—or, more spe
cifically, standing on the steps of Town 
Hall with a bullhorn in the pouring rain. 

Two days earlier, the Westport Town 
Council had voted to allow the Fall River, 
MA-based Stanley Street Treatment and 
Resource Center, Inc. (SSTAR) to launch a 
needle-exchange program in town. 

Rich had contributed his expertise and the 
weight of his credentials—as a former mem
ber of the SSTAR medical staff, as an infec
tious disease specialist based at The Miriam 
Hospital, and as a professor of medicine and 
community health at The Warren Alpert 
Medical School of Brown University—to the 
deliberations. 

"I testified that nobody starts shooting up 
because they happen to find a syringe, and 
that drug users don't have a problem getting 

Here's how the New Bedford Standard-

Times reported it the next day: 
In a quiet, pained voice he attempted to plead 

his case to the crowd. "I am an infectious disease 

specialist and..." 
"Where you from?" a man asked. 

"Providence, Rhode Island." 
"Go back to Rhode Island. We don't needyou 

in Westport," the man said. 
Dr. Rich persisted, and tried to portray the 

venom that had been pulsating all afternoon as 

misdirected anger about drug abuse. "I hate it 

when someone comes in to me and they are 
addicted to drugs," he said. "I hate it when some
one diesfrom drug use..." 

A woman several feet away from him shout

ed, "Yeah, and I hate when they break into my 

house." 
The Town Council voted to rescind its 

vote to approve the needle-exchange pro
gram. Then it voted never to entertain such a 

proposal again. 
Jody Rich went back to Providence. 

A M E R I C A ' S  L E A S T  
W A N T E D  
One brief conversation didn't make it 

into the paper. 
"A guy came up to me after it was all over 

and said Doc, you have no idea... this is in my 
family, you have no idea how close this is ton;, .. 

someone very close to me has an addiction,. d 

when he dies I will go to the funeral and tho''s 
about it," Rich remembers. "Addic on 
makes people do things that are godawfu I 

know that." 
Rich lives on the unpopular side of the 

policy world—the side inhabited by the for
gotten, the feared, and the reviled. After 
more than two decades, it's familiar territo 
ry. It's where his work takes him, and whcr 
his heart is. 

"When I'm here, 'MD' means medical doctor...'! 
syringes, just sterile syringes," he recalls. "I 
told them that you can't stop people from 
using drugs by making syringes illegal—but 
what you can do is try to get people into treat
ment when they come in. Because once you 
start injecting, you are in a whole different 
risk category for AIDS, hepatitis, and crime." 

The Town Council bought Rich's argu
ment. The town didn't. 

More than 300 local residents—far too 
many to fit inside—turned up at Town Hall 
two nights later to protest the decision and 
circulate petitions to recall the Council. 
Which is how Rich ended up on the steps, in 
the rain, with the bullhorn. 
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Clinically, Rich divides his time between 
The Miriam Hospital, an Alpert Medical 
School-affiliated teaching hospital, and 
Rhode Island's Adult Correctional Insti
tutions (ACI), where he co-directs the infec
tious disease program with Professor of 
Medicine Timothy Flanigan. He sees patients 
whose lives are eroded by crime (of which 
they are often both victims and perpetrators) 
and shattered by substance abuse. Many are 
HIV-positive. 

When he's not treating them, he's speak
ing for them—advocating for substance 
abuse treatment in prisons, alternative sen
tencing models, a transitional methadone 
program for inmates, and other reforms. 

"We're seeing dramatically increasing 
rates of incarceration in this country, and 

U ...When I'm home, it 
it's directly related to our societal failure to 
address addictions and mental illness," Rich 
says. "We're taking a corrections approach 
to a social problem, and ultimately it just 
doesn't work." 

"Jody doesn't give up," says Neil 
Corkery, a former Rhode Island state repre
sentative, now the executive director of the 
Drug & Alcohol Treatment Association of 
Rhode Island. Corkery and Rich collabo
rated to launch Rhode Island's needle-
exchange program a decade ago. "If one 
approach doesn't work, he finds out what 
people's concerns are and works with them. 
He has a great talent for turning constituen
cies around." 

"Because he has an MD after his name, 
people listen to him at the State House," 
Corkery adds. "But he doesn't come across 
as an academic. It's very, very clear that he's 
been in the trenches." 

Last year, Rich teamed with a colleague, 
Clinical Assistant Professor of Medicine 
Scott A. Allen MD'91—well known in Rhode 
Island as an advocate for humane treatment 

of prison inmates, and known elsewhere as a 
growing force in the international human 
rights movement—to launch the Center for 
Prisoner Health and Human Rights at The 
Miriam Hospital. Their constituency: peo
ple who, as Allen puts it, "go from America's 
most wanted to America's least wanted" 
when the steel door closes behind them. 

The nascent center has already become a 
magnet for media interest; Rich and Allen 
are widely quoted on topics ranging from 
inmate health to human rights for detainees 
(see sidebar, p. 29). It is also drawing togeth
er a disparate group of Medical School fac
ulty and students who are interested in the 
welfare of the incarcerated. And it's part of a 
growing movement to create an academic 
home for those who are interested in the 
societal context of medical issues. 

"We have a lot of people doing research 
and working with correctional populations, 
and it's helpful to be aware of each other's 
work," says Rich. "It's also helpful to have 
that wealth of perspective in bringing focus 

to our work and bringing attention to the 
issues we care about." 

"Doctors don't speak up often enough," 
says Allen. "It's important to create a locus 
of expertise that will give people a place to 
explore their concerns, advance the discus
sion, and develop a voice. One of the most 
rewarding aspects of the Center is that stu
dents—creative, humanistic students—are 
finding us on their own and making great 
contributions." 

M I L E S ' S  D A D  
A late spring snow is falling in Cranston, 
RI, and the muffled sounds of traffic on New 
London Avenue can be heard from the walk
way between the AC I and Eleanor Slater 
Hospital, the state's public chronic care 
facility. Inside, some of Rhode Island's most 
vulnerable citizens—people brought low by 
mental illness and dementia, paralyzed by 
street violence, diminished by accident or 
injury—are preparing for night. 

Scott Allen will be here until dawn. 
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T H E  M A K I N G  O F  A N  A C T I V I S T  
Scott Allen lit the match. 

the summer afternoon erupted 
with the sounds of little boys 

screaming and small, sneakered feet trying to stomp out the flames. In an instant, a 
backyard campfire had gone horribly wrong. 

Fire. Pain. Darkness. 
Shriners. 
Over the next few months, surrounded by injured children on a windowless burn unit, 

the ten-year-old boy Scott Allen had been before the accident would become 
someone new. A boy with a new kind of radar for the pain of others. A boy who knew 
that life is not fair. 

"I was actually in better shape than a lot of other kids on the burn ward, but there was 
immense suffering all around me," he remembers. "You can't go through that and not 
come out with a heightened sense of compassion. It changes your view of the world." 

The physical scars are not the first thing you notice when you meet Allen today—but 
they're still there. The emotional scars are there too, but they've morphed into some
thing else, something stronger—a new kind of connective tissue that throbs with a 
pragmatic empathy. 

He is wary, however, of anyone thinking of him as some kind of sainted crusader for 
good—or as a person who sees himself that way. 

"People who don't know me sometimes misunderstand me as someone who's a naive 
idealist. Nothing could be further from the truth," he says. 

When he was seventeen, Allen broke some rules and leapfrogged over layers of 
bureaucracy to get himself to the heart of holocaust—arriving unprepared and 
untrained in the refugee camps of Cambodia, offering only a compulsion to help. He 
would spend a year among the survivors of Pol Pot's killing fields. 

"I couldn't rationalize not trying to do something," he says simply. 
Being there—getting close enough to absorb the pain of people who need help—is, 

Allen believes, how advocates are made. 
"The first step is simple exposure," he says. 
The year in Cambodia taught him about the unseen scars that people bear, about 

the strength of human dignity, and about the Eastern view of the inevitability and value 
of pain. "Buddhists know that you're never going to end suffering... the name of the 
game is to alleviate it when you can." 

He also learned something about endurance. "I looked around, and there were 
people who were clearly going to be in the [relief] business for a long time and other 
people who were burning out fast. If you're going to stick with this work, you have to 
make sure that you take care of yourself. And you have to understand that the challenges 
will sometimes be overwhelming, and that you'll measure your progress in small 
victories and big setbacks." 

"Sometimes, life isn't about keeping your feet on the ground," he adds. "Sometimes 
it's important to be able to lift your feet up and let life carry you." 

Traveling the wards and corridors of 
Eleanor Slater, Allen is part small-town 
mayor, part country doctor. A nurse catches 
him to ask a question about a patient's meds. 
A pleasant, elderly woman with a walker, 
who happens to have a tendency to bite 
when agitated, pauses to say hello. In an ele
vator, a young man in a wheelchair, sur
rounded by a posse of friends who've 
stopped by for a visit, updates Allen on an 
altercation he had with his roommate last 
night. "Not good, man," Allen says. 

Allen looks everyone in the eye and gives 
his undivided attention. They will have it 
until morning, when he will leave the hosp; 
tal and go home and take his thirteen-ye; • 
old son, Miles—disabled by a congem; 
brain anomaly—to school. 

"When I'm here, 'MD' means medical c! 

tor" he says, pointing to the embroiden 
name and credential on his white coat 
"When I'm home, it means Miles'sdad." 

Allen is also six-year-old Kari's dad. His 
wife, Emma Simmons MD'91, is an assista 
professor of family medicine, based a 
Memorial Hospital of Rhode Island. The\ 
met in medical school at Brown. 

Miles Allen will never publish a paper, 
treat a patient, or give a lecture. But he's 
already made a significant contribution to 
medicine by shaping his parents' lives as 
physicians. 

An MRI taken soon after Miles was born 
early in Scott and Emma's careers, made k 
clear that he would require constant care. 
The need for regular hours was one factor 
that led Scott to take a position on the med 
ical staff at the ACI. Which led to his collab 
oration with Jody Rich and the launch of the 
Center for Prisoner Health and Human 
Rights. Which led to his appointment as a 
Soros Advocacy Fellow, collaboration with 
the international advocacy group Physicians 
for Human Rights, and a place in the escalat
ing debate surrounding the rights of 
detainees. 
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Miles's odyssey has also given his father a 
deep appreciation for the value of incremen
tal victories and the relativity of success— 
qualities that are essential for all physicians, 
but especially for physician-advocates who 
intend to be in it for the long haul. 

"When Miles has what most of us would 
consider a minor victory, it's immense ... 
huge," Allen says. "And you know what? He's 
a really happy kid. When it comes down to it, 
what do all parents want for their children? 
For them to be happy. Within his scope of 
experience, Miles is happy." 

"Life has repeatedly had to bang me over 
he head to get it," he adds. "But, because of 

Miles, I'm very grounded." 

F I R S T ,  D O  N O  H A R M  
Scott Allen knows a few things about 
trauma. A survivor himself (see sidebar, p. 26) 
and a veteran of both the American correc
tional system and the Cambodian refugee 
camps, he has witnessed his share of violence. 

Still, the first photos from inside Abu 
Ghraib made him catch his breath. 

When the images began to flash on 
America's laptop screens, Allen was on a rare 
hiatus. He had recently resigned his post as 
medical director at the ACI (partly in protest 
of the prison's response to an incident of 
what he viewed as inmate mistreatment) 
and had not yet begun his current assign
ment at Eleanor Slater Hospital. 

As the Abu Ghraib story unfolded, it 
became increasingly apparent that events at 
the prison occured in the context of a larger 
culture and system—a system that included 
military physicians and psychologists. 

Allen identified with the inner conflict 
that can occur when a physician is caught in 
a system whose values are not always con
gruent with his own. "What do you do, as a 
physician, when you are asked to do some
thing or support something that runs count
er to your principles?" 

Allen had begun his journey into policy-
level advocacy in 2003, as lead author of the 
nation's first study on treatment of hepa
titis C in correctional populations, which 
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he'd conducted at the ACI. His work influ
enced the development of an NIH consen
sus statement on the issue. Now, he felt 
called to step on the gas. 

At the recommendation of Rich, Pro
fessor of Medicine Michael Fine, and Asso
ciate Professor of Pediatrics Patricia J. 
Flanagan, all of whom had been awarded 
Soros fellowships, Allen applied for and won 
a Soros Advocacy Fellowship for Physicians 
at the Institute on Medicine as a Profession 
at Columbia University's College of Phy
sicians and Surgeons. Designed to advance 
advocacy as a core professional value for 
physicians and to enable doctors to develop 
and enhance their advocacy skills, the fel
lowship supports a cadre of physicians 
across the United States who are working to 
achieve system or policy change at the local, 
state, and national levels. 

"George Soros funded the advocacy fel
lowship program because he believes that 
physicians, lawyers, clergy, and a few other 
professionals have historically held leader
ship roles that counterbalance the power of 
the state," says Allen. "It gave me the means 
to make the leap from doctor and con
cerned citizen to advocate." 

Over the next two years, as Allen contin
ued to practice at Eleanor Slater and in a pri-

have when they happen upon evidence or 
histories of abuse in their patients," he says. 
"What are their responsibilities? To tend to 
the wounds and look the other way? Repoit 
up the chain of command? It was clear that 
tightening up ethical guidelines for physi

cians would protect everyone." 
Allen testified before American Medical 

Association leadership to advocate for 
strengthening of a position statement rein
forcing physicians' obligation to decline 
participation in interrogation. Variations 
on the statement were later adopted by vir

tually every specialty society. 
"It's not that interrogation is not impor

tant, or that these functions are not legiti
mate. They are just not appropriate or ethi
cal functions and roles for physicians," 
Allen testified. "I am here to argue for the 
protection of the profession itself, and for 
the protection of physicians who find them
selves in the service of their country in the 
most difficult and trying circumstances." 

Working with Cambridge-based Physi
cians for Human Rights, he and two col
leagues also reviewed Department of 
Defense data on all known deaths of 
detainees in U.S. custody between 2002 and 
2005. The team found that, of 112 detainee 
deaths in Iraq and Afghanistan during that 

"Medicine is hardball today. The health 
care system has deteriorated to a 
point where it's no longer enough to 
be clinically competent." 

vate practice in northern Rhode Island, the 
Soros fellowship would support his deepen
ing inquiry into the role of physicians in 
protecting their patients and advocating for 
human rights—and his advocacy on their 
behalf. 

"Eight years working in corrections had 
sensitized me to the conflict, or dual loyalty, 
that military and correctional physicians 

time frame, homicide was the leading cause 
of death in 43 cases, followed by enemy 
mortar attacks (36), natural causes (20), 
unknown (9), and accidental or natural 
causes (4). 

Allen continues to work with Physicians 
for Human Rights in its inquiries into 
alleged mistreatment of detainees and its 
long-term psychological effects. 

"It's been like stepping on a surfboard 
with a tsunami rolling in," he says. "I have 
the sense that this will come to be one of 
those stories that they'll be teaching in 
medical ethics courses for years to come. It 
will be as big as Tuskegee." 

M A K I N G  S O M E  N O I S E  
Advocacy, Allen points out, doesn't need 
to be in the headlines to be important. The 
everyday realities of today's practice envi
ronment—whether one works in a private 
office, a hospital, a clinic, a prison, an int r-
national health setting, or elsewhen -
make every physician an advocate. 

"Medicine is hardball today," he r • s. 
"The health care system has deteriorati 0 
a point where it's no longer enough to be 
clinically competent. You can no lor r 
assume that the platform on which yo -e 
always delivered care will continue to i>e 
there. You need to be prepared to help r 
patients address the challenges and bar rs 
that affect their access to treatment." 

Adds Rich: "Physicians have a unique 
perspective, as well as a position of power 
and authority. Whether it's calling an insur
ance company on a patient's behalf or push
ing for policy change, we have the ability to 
advocate in ways that other people don't, ft 
translates to a duty. If you can see that 
there's a problem, and you know how to fix 

it, you have to fix it." 
Several new Medical School initiatives 

are helping students, residents, and faculty 
flex their advocacy muscles. Among them: 
the new scholarly concentration Advocacy 
and Activism, which brings students together 
with colleagues from the Rhode Island 
College School of Nursing, the University of 
Rhode Island School of Pharmacy, and 
Roger Williams University Law School to 
explore social issues that affect health status 
and to develop advocacy plans to address those 
issues. Pediatrician and advocate Patricia 
Flanaaan sprvps as concentration director. 
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T H E  I N V I S I B L E  W O U N D S  O F  W A R  
Report sheds light on long-term 

effects of "enhanced" 
interrogation techniques. 

i':.. physical pain of injury, or the psychological pain of constant fear and humiliation? 
\ new joint report by the advocacy groups Physicians for Human Rights and 
lan Rights First, co-authored by Scott Allen, concludes that psychological harm 

, , in many cases, be more debilitating in 
ng term—and that the use of physical 

•motional abuse in combination with 
mother "compounds their devastating 
hological impact." 
he report further concludes that those 
inflict psychological pain through 
anced" interrogation techniques, 
'firmed but widely reported to be in 
the questioning of terrorism suspects, 

risk criminal prosecution under the 
Crimes Act, the U.S. Torture Act, and 

: etainee Treatment Act of 2005. 
; led "Leave No Marks: 'Enhanced' 
rogation Techniques and the Risk of Criminality" (the title references the 
i: (jues' purported design, which is to inflict psychological trauma and pain 
ut leaving physical scars), the report comprehensively examines ten 
iced" interrogation techniques ranging from simulated drowning to induced 
hermia. Over the course of an intensive six-month research project, the 
1 ques were evaluated through medical and psychological literature reviews 
rough analysis by experts who have treated victims of torture and abuse 

irious settings. 
'hese techniques can cause severe and often irreversible harm," says Allen, 
e seen the effects over and over again, all over the world, in a number of 
nt situations—PTSD (post-traumatic stress disorder), psychosis, substance 

a!, -e, suicide." 
- ychological trauma reverberates through the lives of its victims and down 

tli ;gh generations," he adds. "Particularly in people suffering from PTSD— 
v nether they were refugees or prisoners of war or survivors of childhood ti auma or 

ahi: e—the effects are felt by their children and grandchildren as well. 
The report calls upon the executive branch and the Congress to adopt a series 

of recommendations designed to clarify and prohibit harmful techniques and 

create "a single standard of humane treatment." 
To view the full report, visit www.physiciansforhumanrights.org. 

Scott Allen 

testifies 

on human 

rights issues 

before the 

"Many of us have always seen our respon
sibility for our patients as extending beyond 
the office door," says Flanagan, who has 
practiced at Hasbro Children's Hospital for 
twentyyears and founded its Teens and Tots 
Clinic for young moms and their babies. "The 
time has come for everyone in our profession 
to ask, What are my obligations to society?" 

It's also time to fill the advocacy toolboxes 
of medical students, she says. "The faculty 
working in the advocacy concentration have 
sort of gathered these skills in an ad hoc way 

over the course of their pro
fessional lives, and they're 
not necessarily skills that 
come naturally to physicians. 
Learning how to testify, or 
write an op-ed, or pick up the 
phone and talk to a reporter, 
is very different from learn
ing physiology. The best way 
to learn advocacy is to watch 
someone do it." 

This year, Flanagan is 
also leading a new required 
rotation in community 

health for first-year pediatrics residents—a 
one-month curriculum, developed in part
nership with Ready to Learn Providence, in 
which the residents will spend half a day 
learning from various community agencies 
and the other half working in daycare cen
ters and libraries. At the end of the rotation, 
they will be required to write a mini-grant 
for funding from the American Academy of 
Pediatrics to address a specific issue or 

problem. 
"It's important to develop your advocacy 

skills as early in your career as possible," she 
says, "and use them to make an impact." P 

Eileen O'Gara-Kurtis is a frequent contributor 

to Brown Medicine. She is the founder and 
president of Silver Branch Communications, 
LLC, a strategic communications consultancy 

based in Seekonk, MA. 
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The 
Hardest 

Word 
Why doctors can't say {SORRY} 

B Y  K R I S  C A M B R A  *  I L L U S T R A T I O N  B Y  J A M E S  Y A N G  

It's a rule usually learned before kindei 
garten: If you do something wrong, say 
you're sorry. And mean it. 

But in today's contentious medical malpractice environment, the rules of good behav 
are thrown out when millions of dollars in legal fees, insurance payouts, and cash set de
ments are at stake. "Sorry" can be as incriminating as "I'm guilty" in a court of law. 

Rhode Island physicians hoped that the state would join the twenty-seven others who 
have so-called "sorry laws" on the books. The law would have allowed physicians to apolo
gize after adverse medical events without the fear that their "benevolent statements" would 
be entered as evidence of wrongdoing in a malpractice suit. The Rhode Island Medical 
Society (RIMS) pushed for introduction of the bill during the General Assembly's 2007 ses
sion, but the legislation died in committee. 

Clinical Associate Professor of Surgery (Ophthalmology) Michael E. Migliori '79 MD'82, P'11 
led the charge as chairman of the Medical Society's Public Laws Committee. He blames the 
bill's failure on the state's trial lawyers association, claiming they exerted control over the legis
lature, "stonewalling any attempt at liability reform." 
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In the end, the issue is about fairness-for the patients harmed, the doctors who may or 
may not have done anything wrong, and the rest of us who are suffering the consequences of 

a health care system imperiled by current malpractice law. 

( I N S U L T  T O  I N J U R Y }  
RIMS has been trying for years to improve the medical liability 
climate in Rhode Island, a state, Migliori says, where the laws 
are particularly unfair to doctors. 

Malpractice insurance premiums have doubled over the past five years. While the num
ber of claims hasn't gone up, the monetary awards have increased. It can take almost seven 
years before a claim is resolved, and the state's pre-judgment interest rate is 12 pei t e; 
year. That means once an award amount is determined, an additional 12 percent is tin * on 

for each year the case was in litigation. 
RIMS wants to streamline the system. "If someone is injured they deserve to be co 1 ; a-

sated but it should be done quickly," Migliori says. "There's no reason why someone s • aid 
have to wait that many years. And when a significant proportion goes to trial atton ; as 

not hard to figure out why it's taking so long for things to get resolved.' 
But it's not money that motivates most patients to file suit. Many simply want : s 

about the case. According to Migliori, that's because once an adverse event or unan 1: d 
outcome occurs, risk managers and insurance companies tell doctors "keep you 
shut, don't say anything that can be used against you." Patients are left not knowir it 
happened to them, or why. Usually, another physician will speak to them about wh 1 > 

pened, not the one who was initially caring for them. 
"So the first advice is to break that trust that you've formed with the individual u c 

Migliori says. "They trust you—there's a confidence. Then something goes wrong an*.: you 

suddenly stop being the doctor you've been up to that point." 

* "In any other area if I make a mistake, I own up to it, 
but I can't do that when it's most important." 

Understandably, that makes patients suspicious, and eventually, angry. They sue .use 
they think the real facts of the case will come out in court. 

"In any other area if I make a mistake, I own up to it, but I can't do that when : vn 1st 
important," Migliori says. 

( H O S P I T A L  P O L I C Y }  
The Joint Commission (JCAHO) requires accredited hospi
tals to have a policy in place for the disclosure of "sentinel 
events," where there are unanticipated outcomes of care, to 
patients and to their family members when appropriate. 

Joan Flynn, director of risk management for Lifespan, the health care system that over 
sees three of Alpert Medical School's affiliated hospitals, says the hospitals had a disclosure 
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policy long before the JCAHO requirement was put in place in 2001. Lifespan's policy incor
porates not only the JCAHO guidelines, but also state law and the recommendations of the 
American Medical Association and other professional organizations. 

She divides cases into two categories: errors where something clearly was done wrong, 
and so-called "gray areas" that are the result of reasonable clinical judgments that, in retro
spect, may not have been the most effective and resulted in poor outcomes for the patient. 

In either scenario, "From a risk management position, the best course is truth," she says. 
Flynn cites a recent incident at Rhode Island Hospital where a procedure was done on the 

wrong side. (It's been reported that the error was recognized immediately, and surgery was 
then performed on the correct side. The man later died, and the state Department of Health 
is i m v estigating whether the wrong side surgery played any role in his death.) 

In either scenario, "From a risk management position, the 
best course is truth." 
he resident involved in the case came to me and said 'Can I apologize to the family?"' 

s , says. "And I said, 'Absolutely.'" 
an says that physicians often assume that they are not supposed to say they are sorry, 

a 1 hat's not true. Lifespan also encourages the treating physician to continue to work with 
t: itient or the family. The hospitals are self-insured, but their malpractice insurance does 
n ver all physicians who have privileges at the hospitals. A physician might receive con-
f 1 advice from his or her own insurer or attorney, which creates confusion as the doctor 

t r to respond to an incident. 
s not in anyone's best interest to break the bond between the patient and the physician 

u, • it is the patient's choice. The physician needs to be there for the patient," she adds. 
h ile saying sorry is sometimes just "pure politeness," Flynn says full disclosure of a 

m il error is a critical piece of meeting the standard of care. Patients often have to make 
ck ms about their care after the incident, and need complete information about the error 

in order to do that. 
re's a difference, too, between "I'm sorry I did this" and "I'm sorry this happened to 

\ The latter is usually what a physician would say in a situation where an actual mistake 

d! 1 occur, but the treatment did not work as planned. 
Patients often misunderstand the difference," Flynn says. And that's not surprising 

giv, : he heightened anxiety anytime someone is in a health care setting. She recommends 
to d tors that when they must deliver bad news to a patient or family, they should be aware 
of the patient or family's ability to understand information. Doctors should also realize that 
patients will undoubtedly have questions, and should be available to answer them. 

That's wise counsel. There's probably no greater risk for a lawsuit than a patient who feels 

abandoned. 

{ T H E  R I G H T  T H I N G  T O  D O }  
Doctors and hospitals don't really need a law on the books m 
order to apologize, says Doug Wojcieszak, foundei or t e 
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Sorry Works! Coalition. The national group advocates for 
disclosure policies as a means of reducing liability costs from 
medical errors. 

"What drives medical malpractice is not the error. Patients can live with errors. Judges 
can understand errors. However, Americans do not understand cover-ups. Once you cover 
up and run away and playgames with patients and families, that s what gets the mod mal law
suit going, the judges and juries fired up, and results in those eye-popping verdicts that you 

read about in newspapers," he says. 
Sorry Works! recommends a three-step disclosure program. The first step is to go to the 

patient or family and tell them that "something happened, and we're going to investigate it," 
Wojcieszak explains. Then you offer to get them whatever it is they may need a hotel, a 

clergy member, a ride home. "Be empathetic but don t admit fault, yet. 
The second step is to do the investigation and determine if the standard of care was 

breached or not. Wojcieszak recommends doing that quickly and involving outside experts if 
possible. Most importantly, the hospital should stay in contact with the famih vwiile the 

investigation goes on. 
The final step is the resolution. "If there was a mistake, you go in and say that w. made a 

mistake," Wojcieszak says. "Tell them what you're going to do to prevent it from ->ening 
to another patient. And you discuss compensation, and that could be everything • • m writ

ing a check, to waiving the bills, to another surgery." 
Often, hospitals and physicians balk at that advice. "If it goes to court they'll ki ," they 

tell Wojcieszak. 
"If you do all [the steps] and you get sued, under that circumstance you're go n o go to 

court and tell the judge and juryyou did the right thing. 'We tried to settle this fair! i we're 

sorry.' Plaintiff's attorney has nothing to say to that defense," he says. 
Wojcieszak stresses that typical disclosure policies enacted by hospitals havi : teeth 

unless they are part of a bigger program. And any policy that tries to withhold i1 nation 
from aggrieved patients in an attempt to indemnify against potential litigation cm kfire. 

While the Sorry Works! program advocates fair compensation for patients an . milies, 
Wojcieszak agrees with Migliori that it's about more than money. 

"Overall patients and families who have experienced medical errors are a mistic 
bunch. If you talk to enough families, they tell you they just want to make sure t h i going 
to happen to anyone else," he says. 

He should know. Wojcieszak's oldest brother died because of a medical error ter the 
incident, he says, the hospital "did the typical circle the wagons thing," and his p;i had to 
endure a difficult two-year legal process that ended with them receiving paymt ut find
ing little satisfaction. 

{ M O R E  T H A N  W O R D S }  
Lifespan's protocol is similar to what Wojcieszak advii ?s. ,lIt 
sometimes takes a fair amount of time to figure out what hap
pened during the investigation," says Flynn, because there 
are often numerous staff members involved and people will 
remember what happened in different ways. 

Because Lifespan is self-insured, it has more leeway in making attempts to compensate 



patients. In one case, in which the patient required home care because of the error, the hos
pital paid for the services. Sometimes the hospital will make an offer of reparations, in an 
amount they deem appropriate for the harm caused, that is accepted by the patient without 
the involvement of attorneys. 

"But in Rhode Island most people go to an attorney. They think if the hospital made the mis
take there's no way they will be fair with you," Flynn says. "I tell people, do what you feel is right." 

Attorneys were critical of Rhode Island's sorry law and portrayed it as being a means for 
doctors who are negligent to get off the hook. One Providence lawyer who handles malprac
tice suits, Steven Minicucci, told the Associated Press in April, "I like to call it the 'I'm-sorry-

* "I like to call it the Tm-sorry-I-killed-your-mother' bill." 

I d-your-mother' bill. If a doctor comes out and says something like that, he shouldn't be 
a immunize himself against statements like that by couching it in an apology." 

rprisingly, defense attorneys are not fond of the laws either. That's particularly true 
v hospitals use outside counsel for defending malpractice suits. Even unmeritorious 
si ; ;ck up enormous bills for both sides just in responding to the claim and the discovery 
p . Nationwide, about two-thirds of cases are dismissed with no financial payments 
n dynn says Lifespan's numbers are in line with the national average. 

jiori stresses that the Rhode Island law was written conservatively, so that it clearly 

ap 'd only to apologies and not admissions of guilt. 
-hie apology laws can make doctors feel more comfortable about being honest after a 

m i error, the absence of a sorry law should not prevent hospitals from adopting disclo-
si . igrams, Wojcieszak says. "The University of Michigan hospital system has the biggest 
a: -st successful disclosure program. They cut lawsuits in half and cut legal expenses by 

$2 nillion. And there's no apology law in Michigan. 
ve asked them if they would like to have one. They said 'It can't hurt but we'd 

new use it."' 

{  H E  N E E D  
O R  A B S O L U T I O N }  

A :ent study published in the Joint Commission Journal on 
Qn, ify and Patient Safety suggests that it's not just patients 
wh are harmed by medical errors. The study found that 
phr icians' job-related stress increased when they had been 
involved with a serious error. The survey of nearly 5,000 doc
tors in the U.S. and Canada revealed that physicians were 
more likely to be distressed after serious errors when they 
were dissatisfied with error disclosure to patients. 

Migliori says RIMS will continue to advocate for a sorry law in the state, noting that it's 
typical for an issue to come up several times in the legislature before it is enacted. 

"It would be nice certainly if there were fewer suits and that's a secondary motivation," he 

says. "But the primary motivation is preserving the trust." 
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Welcome to the world of tomorrow's doctors. 

In her memoir, BODY OF WORK: Meditations 
AMSMI 

Mortality from the Human Anatomy Lab, poet 

psychiatrist-in-training, and frequent Brown 

Medicine contributor Christine Montross elega.'Uy 

parallels her first year of medical education Mth 

her dissection of a human cadaver. With limp :t 

prose and startling analogies she conveys wit 

equal skill the textures and functions oftissu nd 

bone, the fascinating history of dissection, tfio 

ineffable emotions that accompany each cut, arid 

die body's—and the profession's—inherent 

contradictions: resilience and fragility, jlpci ='•" ' V 

and grace. 
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.there we found a 
ch supply of bone s , 

v. ch we examined iftdefdtigably...until...blindfolded, 
v could identify by touch alone any bone which [our 
f. low students] pulled from the piles...and handed 
t is We were forced to these lengths because, though 
c er to learn, we had no teachers to assist us m this 
a ect of medicine. 

—Vesahus, on studying at 
the Cemetery of the Innocents in Paris, 

ON THE FABRIC OF THE HUMAN BODY 

CHAPTER I: BONE BOX 
The syllabus says, "Week One 5 p.m. Pick 
up bone boxes." The anatomy lab is empty, 
and yet it's just 18 hours or so before our 
class. The cadavers have been prepared for 
months, if not longer, and as we will learn 
early in the term, their formalin embalming 
would permit them to sit at room tempera
ture for as many as twenty years without the 

slightest trace of rot. They could be lying 
here awaiting our morning dissection, but 
the faculty is administering this intimacy 
with death in small doses. The absence of 
dissecting tables and bodies allows us to 
resume our social banter, to continue to 
introduce ourselves to one another before 
we undertake our strange new trade in the 
morning. Since the semester has not yet offi

cially begun, it is the first day that we have all 
formally gathered, and we've come straight 
from an afternoon barbecue on a university 
playing field. Though many of my class
mates know one another from their under
graduate years, I am meeting almost all 
sixty-some of them for the first time. Our 
conversations are friendly, a jumble of small 
talk about how we've all just moved and are 
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still unpacking our belongings, polite ques
tions about what we were each doing before 
medical school and what fields of medicine 
we think we might pursue. My partner 

Deborah and I were both teaching high school 

ing, This used to be a person. I am carrying 
parts of a person in this box, and no one knows 

it. On the street, girls compliment one 
another's shoes, and a man in his twenties 
sings Dylan on the curb for quarters. When I 

During the entire walk, I am thinking, This 
used to be a person. I am carrying parts of 
a person in this box, and no one knows it. 

kids in California, I say, over and over. 1 
repeat the same joke: So I'm obviously inter

ested in psychiatry. 
Our talk is frivolous, but I'm aware that 

this moment is the real beginning of what 
will be four grueling years of work and study. 
Deborah and I moved across the country for 
this day. (Not only have I never been to Rhode 
Island, I said in a moment of uncertainty 
after the decision had been made, I don't even 
know anyone who's ever been to Rhode Island.) 
And yet here I am, with my new classmates, 
in an otherwise empty human anatomy lab. 

We form a line, pose for Polaroid photo
graphs that will help the professors associ
ate our names with our faces. After the pic
tures we each pick up a wooden, handled box 
a little larger than a briefcase. The box has 
my name imprinted on a label by the handle. 
It is the kind of box that, in an academic 
community like ours, would be assumed to 
hold a telescope, or microscope, or collec
tion of fragile documents. It will hardly be 
noticed, I discover, as I walk down the main 
drag of campus, past the falafel joint, the 
copy shop, and the Starbucks, carrying two-
thirds of a human skeleton. 

The box bumps against my leg as I take it 
to my car. During the entire walk, I am think

reach the trunk, I hesitate for a minute and 
wonder if I should put the box on the seat 
beside me instead, and then decide I am 
being ridiculous. I do not look at the box 
again until I have been home for over an 
hour, have unpacked my weighty new books 
and arranged them on my shelves. I do not 
look until there seems nothing left to do but 
unfasten the clasps and lift the lid. 

Inside is a whole skull, at once eerie and 
beautiful. On close inspection the individual 
bones of the skull are visible, and their lines 
are fluid and lovely—the winging curl of the 
zygomatic bone that can be traced from the 
cheekbone to the ear, the bony hinge of jaw, 
the whorled external acoustic meatus, 
through which sounds travel to our brains. 
The lower jaw, or mandible, is held in place 
by small wire springs and screws and can 
therefore be carefully opened and closed. 
The top of the skull has been sawed off and 
reattached with removable fasteners to 
allow study of the internal cavities and 
structures of the head. 

Incomprehensibly, there are twenty-
eight bones in the skull alone. I will learn that 
there are fourteen bones which form the 
face, six auditory ossicles—the bones of the 
ear—and eight bones of the cranium, the 

"vault of the brain." The bones join together 
at irregular lines called sutures, and the look 
of them is half that of sewn fabric, as the 
name implies, and half plate tectonics; the 
ragged and uneven lines imply an ancient and 
irreversible joining. When I unhinge the top 
and look inside, the landscape is not the glo
rified basin I had imagined—it is lunar, with 
deep pits and sharp protuberances. 
Symmetric sets of holes mark tunnels 
through which nerves and arteries once trav
eled, carrying signals and sustenance. At the 
base is the foramen magnum, literal iy "big 
hole," where the brain stem and spina! cord 
emerge from the brain to run down tl body. 

The skull has a full set of teeth, an ic of 
the incisors had been crowned, as 1 see 
from the whittled shape. I think, Some issed 

this mouth; someone touched this chin n. 
I lift from the box one of each the 

bones in the arm—humerus, radiu na— 
and one of each of the bones in 
femur, tibia, fibula. I hold in my : i the 
bones of one hand, then the bom one 
foot. My skeleton is male, I am iuk. The 
bones and feet and hands are long, i a fit 
the bones together, you learn the his 
man was. At the elbow the radius m ulna 
meet the humerus in perfect. w worn 
curves and grooves. I hold the th in 
place in a straight line, then bent he 
joint. When I do this, I am unner\ • ! put 
the bones down on the floor. The rr ment 
is utterly human. Unquestionably look 
at them, now separated on my cai 't, and 
think, Bones, just bones. I pick theni p, join 
them again, raise the lower arm fron here 
the wrist would be toward the absent moul
der, and they are not bones, they are i • rm. 
The proportions are exact, of cours- the 
movement something I have never noticed 
or defined before, but something I innately 
know—the movement that a human arm 
makes. The flex, the bend and swing, the 
slight inward turn toward the body, even 
when straightened and at rest. 
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A whole spinal column lies in the box 
beside the skull, each vertebra strung with 
fishing line in its proper order to form a 
string of bones. When held aloft they form a 
skeletal silhouette of this person's back. The 
column strikes me as prehistoric-looking, 
reminiscent of the bones of large fish that 
hang in natural-history museums. At first 
the vertebrae look identical, a stack of round 
disks, their bony prominences fitting neatly 
into one another. But in fact the shape of 
each, vertebra differs slightly from those 
above and below it, and to run the eye down 
th< U column is a bit like watching a time-
la} : film of a budding flower or a develop-
in' -tus, a gradual metamorphosis from 
or- isti net shape into another. 

single hip bone sits to one side. The 
b .is odd and asymmetrical alone, only 
ha of the pelvis, unable to form the perfect 
bo 1 hat holds the entrails. Yet it is elegant 

I 

shape barely alludes to 
the way it firmly roots 
the shoulder muscles 
and the upper arm. 

Beneath all of these 
in the box is the patella, 
or kneecap, a large, 
misshapen lentil which 
has the singular distinc
tion of being a sesamoid 
bone—a bone formed 
in response to shear 
forces within the ten
don which surrounds it. 

The bones of the 
hand and foot are also 
held together by fishing 
line to show how they 
"articulate" or join. The number of small 
bones in the hands and feet exceeds all the 
rest in the body combined, and the names, I 

Body of Work 
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spinal column strikes me as prehistoric-
ung, reminiscent of the bones of large fish 
hang in natural-history museums. 

and ' zing and alien. Its inner lines rise and 
fin' d become its outer edges, like the 
bio >f a calla lily. A fistful of ribs nestle, 
cur -i nto one another, and they look thin 
anc ile and almost translucent. The final 
two les in the box are responsible for 
some f the most striking bodily shapes: the 
clavi-. and the scapula. The clavicle is a 
none script bone the size of a thick pen, and 
it is hard to imagine that it traces the insis
tent line reaching from a woman's throat out 
to her shoulder. The scapula, or shoulder 
blade, is wing-like and twisting. Its graceful 

will learn, are lovely and evocative: distal 
phalanx, capitate, scaphoid, triquetral, hook 
of the hamate. Some etymologies seem com
prehensible: The lunate is moon-shaped if 
you squint a little; pisiform means "pea-
shaped" in Latin. But as the semester wears 
on and we peer through flesh at these little 
bones, look at them on black-and-grey trans
parent sheets of imaging, hold these bone 
hands in our own hands and memorize the 
shapes and names and the muscles that 
move them, we will hypothesize and confab
ulate, in seriousness and utter lack thereof. 

about those which are 
less self-evident. Per
haps the hook of the 
hamate, a protuberance 
of one of the hand 
bones, dates back to 
the stigmatized descen
dants of Ham in the 
Bible; perhaps the sty
loid process, a bump in 
the wrist, denotes the 
exact spot where stylish 
women wear bracelets. 
Learning the nomencla
ture will become a vast 
game of memory. And 
as I sit on the couch 
with these bones whose 

names I do not know, all I think is that, of 
everything beside me, the teeth are what 
make the body seem the most real. 

Stacked beside me on my sage green 
couch: this spinal column which wraps into a 
coil without muscle to hold it upright, hands 
and feet held together with floss, this skull 
hinged and empty. A man's teeth. 

I stand, and with my right hand, I hold the 
knobby end of the skeleton's femur at my 
left hip. With my left hand, I join the tibia to 
the femur where the knee cartilage would 
have been. I am comparing his body to my 
own tall form. His legs are shorter than 
mine. His ribs too narrowly curved to wrap 
around me. I hold the threaded bones of his 
left foot against my right sole. Our feet are 

the same size. 
Here is what I will learn: the most alarm

ing moments of anatomy are not the bizarre, 
the unknown. They are the familiar. 

Christine Montross MD'o6 is in herfirst 

year of psychiatry residency training at 

Alpert Medical School. 
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B Y  S H A R O N  T R E G A S K I S  

A worst-case scenario for geriatric health care is looming, 
and Alpert Medical School is training doctors 

to take on what will he an unprecedented burden of care. 

A S  A  K I D ,  R E B E C C A  S T A R R  thought 
of growing old the way her extended family 
did: by continuing to do all the best things 
about being a grownup—going out dancing, 
enjoying the occasional cocktail, having a 
goocl time. Into her nineties, Starr's grand
mother lived in her own home, taught aero
bics, wore leather pants, lived a rich, full 
life. When Starr finished college, she 
worked as a high-end chef in San Francisco 
and lived with a great aunt in her late eighties 
who taught yoga three times each week 
and took safari vacations. 

P O R T R A I T S  O F  A N  A G E  

Leonard and Ruth Rotenberg prepare to play a game of cards 

on the deck of a friend's cabana on Narragansett Beach. 
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Pat Page enjoys water aerobics at least three days a week at her local YMCA. 

It wasn't until several years later, when 
Starr starred her MD at SUNY Downstate 
and went on hospital rotations in metro 
New York that she saw how differently most 
of the country ages. "I didn't know old people 
were supposed to be inactive," she says. "My 
grandparents never were in hospitals or 
nursing homes. The contrast was so inter
esting—how some people could be in good 
shape, healthy, vibrant, while others are in 
and out of hospitals." 

Now a fellow in geriatric medicine at 
Alpcrt Medical School, Starr (HS*07) spent 
the month of July at Providence's Butler 

him, and an eighty-five-year-old woman 
awaiting placement in a local nursing home's 
dementia unit. By nine a.m., a cadre of psy
chiatrists, nurses, social workers, and physical 
and occupational therapists had gathered— 
along with the unit's fluffy therapy dog—to 
discuss each of the sixteen patients on the 
locked, twenty-bed unit. 

Diagnoses and prognoses took only a 
fraction of their time. Most of the discussion 
centered on other issues—balancing patient 
needs with those of their caregivers, accessi
bility of beds in local nursing homes. Medi
care and state regulations, and strategies for 

'There are so many reasons not to be 
in a nursing home: 

Hospital, on a geriatric psych rotation. On a 
sunny Tuesday morning near the end of the 
month, she made her rounds, checking in 
with a sixty-sevcn-ycar-old woman whose 
schizophrenia meds needed fine-tuning, a 
man of the same age with early-onset demen
tia whose decade-long physical decline had 
finally exceeded his wife's capacity to care for 

helping families come to terms with a 
patient's changing circumstances. "My 
interest and love is to keep people as healthy 
as possible," says Starr, who hopes to bal
ance a multidisciplinary geriatric practice 
including social workers, nutritionists, and 
therapists, with teaching duties and research 
on the risk factors that compromise older 

people's ability to live independently. "There 
are so many reasons not to be in a nursing 
home." 

A  T S U N A M I  O F  D E M A N D  
Last year, the first of the Baby Boomers 
celebrated their sixtieth birthdays. Nation
wide, just 12 percent of the U.S. population 
has passed age sixty-five. By 2040, however, 
Americans over the age of sixty-five will 
comprise more than 20 percent of the popu
lation—and as they have throughout their 
lives, Baby Boomers are turning on end not 
only the rules followed by generations 
before them, but the entire nation's policies 
and provisions. Geriatricians have been say
ing for decades that their own ranks weren't 
swelling fast enough to keep pace with the 
tsunami of health care demand the Boomers 
will create. Now Americans across the spec
trum are coming to terms with the implica
tions of that looming reality. 

"As bad as the MD situation is, I think it's 
equally bad for nursing, social work, nurse 
practitioners, physician assistants, and nursing 
assistants," says Professor of Medicine and 
Family Medicine John Murphy, president-



elect of the American Geriatric Society. 
-We're not going to be able to train enough 
geriatricians to care for this huge onslaught 
of older people who are coming down the 
pike. It just won't happen." Instead, Murphy 
advocates broader exposure to geriatrics for 
all physicians, with board-certified experts 
in the field providing leadership in research 
and in public policy debates aimed at 
increasing the efficacy of every dollar spent 
on health care across the lifespan. 

"Hie future is upon us," says Richard W. 
Besdine, David S. Greer, MD, Professor of 
Geriatric Medicine and director of Brown's 
Center for Gerontology and Health Care 
Re jrch. "The medical students I taught 
th - year will start residency training six 
m i hs before the first boomer turns sixty -
fiv In the succeeding twenty-eight years, 
air st seventy-five million people will enter 
th< Medicare rolls. And they're hardly dying 
at . The burden of care and the resource 
ut i Jtion they carry with them is of a mag-
nit de that if we don't change fundamentally 
thi way we take care of these new Medicare 
be: .i iciaries, the bank will be broken." 

I st June, Besdine became principal 
im • igator on a $2 million grant from the 
Dt Id W. Reynolds Foundation's Aging and 
Qt ty of Life program to infuse the Alpert 
Medical School's curriculum, as well as resi-
di i: ind fellow training programs, with con-
t ii m aging. The goal: prepare every stu-
de l ro face the realities of health care for an 
a; population. Few will become geriatri
cian . But everyone of them—even the pedi
atric :ns, who will see a growing number of 
patients tended by grandparents—will 
enc inter the aged in their practices. 

"It will always be the case that most care 
for older people will be delivered by physi
cians who don't have a specialty in geriatrics," 
says gerontologist and Associate Dean of 
Medicine for Public Health Terrie "Fox" 
Wetle, a member of the team evaluating the 
Medical School's implementation of the 

O S C A R  S E N S E S  wbra the end is near. l a  bis two yim on the advanced 

dementia unit at the Steere House Nursing Home in Providence, he has attended 

more than two dozen deaths, offering comfort and companionship in the waning 

hours of life. But there are limits to Oscar's efforts. He is, after all, a cat. 

Oscar made headlines worldwide in late July, after the New England Journal 

of Uedirlne published an article about him by geriatrician David Dosa, illustrated by 

a portrait of the cat shot by geriatrician and amateur photographer loan Teno. 

Newspapers dubbed the fluffy feline "the kitten of death" and -the grim 

reap-purr," and speculated about precisely how the cat senses the end. They 

missed the point says Teno, a professor of community health and associate director 

of Brown's Center for Gerontology and Health Care Research, who studies quality 

in end-of-life health care, pain management, and the role of public policy. 

Increasingly, Americans breathe their last in a nursing home. 

In an era of growing nursing shortages, who will attend our deaths—or will we 

die alone? "There's this myth about what Is a good death," says Teno, who 

coordinates the hospice rotation experience for Alpert medical students, resident*, 

and fellows. "To tell you the truth, it's a tolerable death, because nobody. In terms of 

losing someone they love and care for, can say that a death is really good. But it s at 

least dignified...tolerable. You at least help people make that transition." 

Key to making the transition, say* Teno, is a commitment from the team 

providing care to understand and pursue each patient's goals whether that means 

supporting a patient's capacity to direct treatment decisions or coaching a spouse 

that it's time to let go of a partner for whom further care would be futile. 

Increasingly, she says, Americans will have to grapple with the realities 

of death as a coda to chronic, progressive diseases. "It's no longer a question of 

whether you're going to withhold life sustaining treatment," she notes. "It's when 

you're going to withhold life sustaining treatment." And that means physicians 

will increasingly find themselves guiding families through a shift in emphasis from 

interventions that prolong life to a focus on care that comforts, even if it 

shortens life. 
"The full philosophy of patient-centered care is what we should be doing in 

our health care system," says the professor, whose interest in quality end of life 

care began at the age of twenty-three, when she attended her grandmother's death 

at home, surrounded by family. "From diagnosis to treatment to the final stages of 

disease or a cure, we need to be developing systema around the needs of patients, 

not around the needs of the institution. 
Even after decades and more deaths than Teno can count, the emotions can be 

intense. "There are some people I come very dose to and it can be hard.- she 

admits. "As a practitioner, I need to be present in the moment, but I cant take that 

home." Even so, she says, "There are some people who make such a big impression 

on you and they live with you forever." 
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Reynolds grant. "We really need to figure out 
ways for doctors to receive the information 
and training in evidence-based knowledge 
they need to appropriately care for older 
people. When they learn about the eye, for 
example, they also need to learn about the 
aging eye and how we consider the whole geri-

to guide faculty integrating his findings 
into their lectures. Classmate Ian Buchanan 
focused on the role of transitions in health 
care, such as the hand-off from internist to 
hospital to nursing home, crafting an online, 
interactive module to complement the 
third-year medical clerkship. 

'Most care for older people will be delivered by 
physicians who don't have a specialty 

in geriatrics " 

atric patient with their multiple co-morbidi
ties and poly-pharmacy and all the rest." 

That's precisely the point of the 
Reynolds grant: exposing students to the 
holistic mindset of a geriatrician, dedicated 
to preserving a patient's independence and 
overall quality of life. At Alpert Medical 
School, the effort has been both broad and 
deep. Geriatrics faculty reviewed syllabi for 
every course in the first two years of the cur
riculum, met with course directors and sec
tion leaders, generated new aging-related 
content, and even supplied multiple-choice 
exam questions to facilitate incorporation 
of the new material. (Example: Q: What 
changes in cardiovascular function occur as 
a normal part of aging? A: Pulse pressure 
and systolic pressure increase as a result of 
stiffening of the arterial walls.) 

A cross-disciplinary scholarly concentra
tion program, developed by Associate Dean 
for Medical Education Philip A. Gruppuso 
and colleagues, invites students to pursue an 
independent research project spanning all 
four years of their training. Six first-year stu
dents chose the aging option in its inaugural 
year, including geriatrician-in-training Difu 
Wu MD'io, who spent his summer identify
ing aging-specific content in the brain sci
ences course—thinning of the retinal nerve 
fiber layer, increasing the risk for glaucoma, 
for example—and compiling a bibliography 

Says Buchanan: "I saw this summer project 
as a way to gain experience with medical edu
cation and curriculum design, as well as 
immerse myself in a topic I really had no expe
rience in." Gruppuso sees an added bonus: "I 
think we're going to wind up with a curriculum 
on aging that will be different from almost any 
other medical school in the country." 

T H E  S E A R C H  F O R  C L U E S  
In stainless-steel clad laboratories a brisk 
walk from the huge Victorian building that 
houses the Center for Gerontology, where 
Buchanan spent his summer, Associate 
Professor of Biology Marc Tatar and molec
ular geneticist Stephen Helfand, a professor 
in the Department of Molecular Biology, Cell 
Biology and Biochemistry, delve into the fun
damental mechanisms of aging. Using vast 
fruit fly populations to determine how genes 
and hormones shape biological change over 
time, they are documenting the features asso
ciated with longer lifespan. 

Make no mistake: neither fancies himself 
on a Ponce de Leon-style quest for the Foun
tain of Youth. Rather, the biology of aging 
remains one of the final, unexplored frontiers 
of biology, and understanding how it works 
just might provide insights to healthier aging. 

"Presumably, once we understand the 
processes that regulate aging, and if we can 
manipulate those, then we'll end up improv

ing the health-span of the animal, and not 
just its lifespan," says Tatar. 

Key to asking the right questions in the 
lab, says Helfand, is getting a handle on the 
theoretical relevance of aging. Is aging a nor
mal biological function? Is it random or 
ordered? Passive or active? Some species 
within the same phyla have vastly different 
lifespans. The Canada goose lives an average 
of more than twenty-three years, while the 
emperor goose typically lasts only a season 
beyond its sixth year. Even within the same 
species, Helfand notes, lifespans vary enor
mously—among honeybees, for example, 
queens live a year or more, but workers born 
in the spring and summer mark only a few 
weeks. "Aging is a theoretical morass, com
plicated, and everyone understands some
thing different with the word," says Helfand, 
who investigates the genetic patterns asso
ciated with lifespan in Drosophila melano-
gaster. "We're developing a foundation for 
how to look at things that change with age, 
and using things that change with age as a 
tool for understanding the mechanisms that 
cause those changes." 

P O L I T I C A L  R E A L I T I E S  
Meanwhile, Richard J. Goldberg, professor 
and chief of psychiatry at Rhode Island 
Hospital and head of the American 
Association of Geriatric Psychiatry's fellow
ship committee, is trying to figure out how to 
improve continuity of care for patients 
bouncing from home to hospital to nursing 
home and back again. "For physicians in geri
atric psychiatry, Medicare is everything," he 
says. Yet Medicare reimburses only 50 per
cent of costs associated with psychiatric 
diagnoses (other diagnoses garner an 80 per
cent reimbursement rate), and neither insur
ance companies nor the government pay for 
the hours health care professionals invest 
reviewing the dense medical histories of 
older patients, collaborating to coordinate 
holistic care, or counseling caregivers. 
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"If you want to spend time on the phone 
with the primary care doctor and the visiting 
nurse trying to make a treatment plan, you 
don't get paid for that," says Goldberg. 
"Aside from fixing the lack of parity, the pay
ers have to look at what services really are 
needed—like coordinating care: talking 
with the visiting nurse and the primary care 
doctor together, in one room, about what 
are we going to do with this patient, and hav
ing someone pay for that meeting with a care 
coordinating billing code. That would make 
a huge difference." 

At least one national health insurance firm 
sees the merits in the geriatric psychiatrist's 
argument—not because they're concerned 
about the livelihood of physicians, but because 
they stand to save millions through reduced 
hospitalizations. Says Goldberg: "You don't 
always have to hospitalize patients if you can 
sit with the nurse and the medical director of 
the nursing home, and actually put together a 

plan where you teach each other about how to 
care jointly for the patient. If that were paid 
for, often you could manage health care in that 
setting, without having to say, i give up. Send 
that person to the hospital and they'll straight
en it out there.m 

In August, Rebecca Starr wrapped up her 
geriatric psych responsibilities at Butler 
and turned her attention to rehab on the 
second rotation of her year-long fellowship. 
She's still weighing whether to tack on 
another year of training or pursue a mas
ter's in public health before launching her 
career. She hasn't let the prospect of hefty 
loans deter her from pursuing her dreams 
thus far, but with $200,000 in debt from 
medical school, she's already grappling with 
questions about how she'll make a living. 

Goldberg, Murphy, and Besdine—with 
close to a century of geriatric practice 
among them—say the prospects aren't great. 
Murphy's geriatric practice is closed to new 

patients. And even though he has as many 
patients as he can handle, like Goldberg and 
Besdine, he counts on teaching and research 
and administrative roles—not his work with 
patients—to supply his salary. "Basically, 
my hope is to break even on my clinical prac
tice," he says. "It's very difficult to do much 
more than that." Already in their late fifties 
and sixties, all three physicians say without 
fundamental transformations to the 
nation's health care system—including uni
versal coverage and a single payer system— 
it's tough to imagine recruiting young geria
tricians to the field in the volume in which 

they're needed. 
"It's scary," says Starr. "I'm not sure what 

the solution is. This has always been my 

passion." 

Ithaca, NY-based freelance writer Sharon 
Tregaskis reports on health care, 
the environment, and higher education. 

Ernest Philippi, a WWII veteran and self-taught mechanic, skips rocks at 
Kluane Lake in Alaska. Philippi is the photographer's grandfather. 



MOMENTUM C A M P A I G N  F O R  A C A D E M I C  E N R I C H M E N T  

No Stopping Us Now 
Brown Medical Annual Fund continues to climb. 

B Y  K R I S  C A M B R A  

directed toward medical education and funded the first-year small 
group sessions of the Doctoring course. An essential part of the 
redesigned medical curriculum, the Doctoring course teaches first-
and second-year students medical interviewing and communication 
skills. Students spend one afternoon per week in the office of a physi
cian mentor, which gives them early exposure to patient care and to 
positive physician role models. The gift supports the classroom-
based portion of the course, where students interact in their small 
groups with faculty facilitators. 

eaps and bounds. That's the best way to describe the 
growth of the Brown Medical Annual Fund (BMAF) 
which closed for the 2007 fiscal year on June 30 with 
gifts totaling $721,000—a record high for the ten-year-

old Fund. That's 13 percent over last year, and 32 percent over the 
2005 total. 

Parent participation in giving took a giant step forward this year 
to meet a challenge put forth by two parent donor couples. They 
pledged that if 42 percent of medical parents gave to the BMAF, they 
would combine their support and contribute $25,000. Parents 

answered the call, reaching 46 

B o l d l y  B R O W N  percent. One of the donor couples 
was so impressed with the results 

that they have offered the same challenge this year with a goal of 
50 percent participation. 

Another boost came from the MD Class of 1977, which celebrated 
its thirtieth reunion in May. The dedicated Class Representatives, 
Mark Haffenreffer'73 MD'77and Mitchell Driesman '74MD'77, P'07, 
were instrumental in organizing this initiative. This class made its 
gift in honor of Dean Emeritus Stanley M. Aronson, revealing the 
tribute at a luncheon held at the Aronsons' home over Reunion 
Weekend. The cumulative gift, a record-breaking $76,601, was 

E A C H  A N D  E V E R Y  Y E A R  
Giving to the BMAF for fiscal year 2008 has already begun. This 
year, the funds will be allocated differently, with a higher portion— 
55 percent—supporting medical student scholarships. That's critical, 
since the need for student financial aid is increasing exponentially 
every year. 

"Our entering classes demonstrate consistently higher levels of 
financial need, beyond what we had anticipated when we instituted 

our need-blind admission 
policy," says Director of Ad- BROWN MEDICAL 
m i s s i o n s  a n d  F i n a n c i a l  A i d  A N N U A L  F U  M D  
Kathleen Baer, "and that's Allocation FY08 
without accounting for the 
impact of the larger class 
sizes." 

The remaining 45 percent 
will support medical educa
tion and will be divided 
among the Doctoring course, 
the new Scholarly Concen
trations Program, and ongo
ing curriculum development. 

The goal each year inches 
higher—$760,000 for 2008. 
By the end of the Campaign 
for Academic Enrichment, 
the Brown Medical Annual 
Fund is projected to top 
$1 million. P 

Scholarship $412,500 
I Doctoring Course $137,500 

I Curriculum 
Development $100,000 

I Scholarly 
Concentrations $100,000 

Mitch Driesman '74 

MD'77, P'07 pays tribute 
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CLASSNOTES 

1975 
Glenn W. Mitchell '67 SCM '69 has com
pleted service at the Navajo Indian Reser
vation in Arizona and is now starting a safety 
center for Mercy Health System in Missouri. 

Valerie Parisi '72 has been appointed vice 
dean for hospital relations and clinical 
affairs at Wayne State University School of 
Medicine as well as senior advisor to the 
chairman at University Physician Group in 

Detroit, MI. 

Edwin L. Zalneraitis is pediatric residency 
program director and assistant dean for clin
ical education at the University of Connec
ticut School of Medicine. He can be reached 
at ezalner@ccmckids.org. 

1977 
Claudia B. Gruss '74 is chair of the Fairfield 
County Medical Association Board of 
Trustees. She practices gastroenterology and 
internal medicine in Georgetown, Norwalk, 
and Wilton, CT, and is an attending physician 
at Norwalk Hospital. Claudia is councilor to 
the Connecticut State Medical Society, and 
also a board member of the Women's 
Medical Association of Fairfield County. 

William Kaplan '69 reports that he recently 
began a program for psychiatry and the law 
at the Long Island Jewish/North Shore 

Medical Center in NY. 

W E  H A V E  J U S T  O N E  
Q U E S T I O N  F O R  Y O U  

mm 
Take a moment to contact us at 

med.brown.edu/alumni/ (click on "fill 

us in") or send your updated contact 

information, including e-mail 

address, directly to us at Med_Alum 

@brown.edu. 

C H E C K I N G  I N  W I T H  B R O W N  M E D I C A L  A L U M N I  

Members of the 

Class of 2007 

minutes before 

becoming MDs. 
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Paul Broomfieid'75 is in private practice Morris Birnbaum '73 PhD'77 is lead author of a 
at Western Suffolk Gastroenterology Asso- . , . . . 
dates in Bay Shore, NY. He can be reached at Study that haS demonstrated 3 link between insulin 
Broomski@aoi.com. and the control of fat metabolism. 

ALUMNI 
ALBUM 
1978 
Morris Birnbaum '73 PhD'77, professor of 
medicine and cell and developmental biology 
at the University of Pennsylvania, is lead 
author of a study that has demonstrated a link 
between insulin and the control of fat metab
olism. The study results, published in the 
online edition of Nature, point to a potential 
new drug target for treating type 2 diabetes. 
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