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F A C T S  &  F I G U R E S

Glove compartment
Make mine purple neoprene, please!

1758
First report of medical gloves (made from sheep intestines)

1890
First use of latex (rubber) gloves during surgery

10 billion
Estimated annual use of latex gloves in the U.S. since the introduction

in 1987 of universal precautions against infectious diseases

8-12%
Estimated percentage of health-care workers allergic to latex  

4,073,267
Pairs of medical gloves used annually at DHMC

$585,602
Annual cost of those gloves

90
Number of different sizes and kinds of gloves (sterile and

nonsterile; latex, vinyl, neoprene, nitrile; etc.) that DHMC stocks 

6
Number of different colors those gloves come in 

(natural latex, clear, blue, green, yellow, and purple) 

SOURCES: KCHEALTHCARE, U.S. DEPARTMENT OF LABOR, MEDICINENET.COM

DHMC FIGURES APPLY TO THE FEBRUARY 2004-JANUARY 2005 PERIOD  

VITAL SIGNS

Training physicians 
to help patients take
ownership of their care

F or much of her 35-year career,
Dr. Martha Regan-Smith has

investigated ways to improve
physician education. Now, para-
doxically, that interest has her
focusing on patient education.
She will soon complete a Hel-
mut Schumann Fellowship—de-
signed for mid-career profession-
als seeking new approaches to
problems—and begin training
doctors how to teach their pa-
tients better self-management of
chronic disease. 

Care: “Most illness and most
cost in the [health-care] system
is chronic disease,” says Regan-
Smith, a rheumatologist and a
professor of medicine at Dart-
mouth. Patients with diseases
like arthritis and diabetes, which
require careful monitoring of
symptoms and adjustments in
behavior, could assume more re-
sponsibility for their own care.
And yet, Regan-Smith explains,
many do not—either because
they don’t know how or because
their doctors don’t know how to
encourage self-management.

Believing strongly that care
should be designed both for and
with patients, Regan-Smith ap-
plied for the two-year Schumann
Fellowship with the goals of
learning more about patient self-
management and finding or cre-
ating a curriculum to train doc-
tors in using this technique. 

Her quest took her from near-
by Springfield, Mass., where she
learned the basics of self-man-
agement; to Stanford, where she

took a course with Dr. Kate
Lorig, a pioneer in self-manage-
ment for patients with arthritis;
and ultimately to Flinders Uni-
versity in Adelaide, Australia,
where all the pieces of the puzzle
came together as she learned
how physicians can promote self-
management using a method
called the Flinders Model.

Developed by Dr. Malcolm
Battersby, the Flinders Model is
based on a structured way of in-
terviewing patients. First, pa-
tients take a short self-assess-
ment test to determine their cur-
rent level of self-management
skills. Next, a doctor or another
health professional asks a series
of questions to get at patients’
understanding of their diseases
and medications, as well as their
involvement in monitoring
symptoms and adjusting behav-
iors. Finally, patients are asked
about the impact of the disease
on their daily life. During the in-
terview, Regan-Smith explains,
the doctor’s role is to listen and
let the patient talk. 

Goal: Then the doctor will ask,
“What is your biggest problem in
life and how do you feel about
it?” Often the disease itself is the
biggest problem and the patient’s
goal is to reduce its symptoms,
but not always. Regan-Smith
says patients of hers have identi-
fied goals such as “I want to be
able to renovate the bathroom in
our house” or “I want to be able
to put my children to bed at
night.” When they are working
toward a realistic goal chosen by
the patient, it is easier for the pa-
tient and the doctor to come up
with a care plan together—and
for the patient to stick with it.



One of Regan-Smith’s pa-
tients, James Cote of Etna, N.H.,
was diagnosed with rheumatoid
arthritis about 10 years ago. Now
56, Cote had to retire from his
job with the phone company
earlier than he’d have liked and
to curtail activities he enjoyed,
such as gardening and hunting. 

Flare-up: “The thing about
rheumatoid arthritis,” Cote says,
“is that you feel like you can still
do things. But if I went out and
hunted all day, I wouldn’t be able
to move the next day.” Not sur-
prisingly, the disease made him
despondent, especially when he
gave in to his urge to behave
“normally” and then paid for it
with a flare-up that brought days
of pain and near-immobility.

A little over a year ago, Re-
gan-Smith invited Cote to ac-
company her to Springfield for
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Students address big needs behind bars

P rison health care is a really,
really, really big public-

health problem,” says Olga Lem-
berg, a second-year student at
DMS. Lemberg and her class-
mate Maricruz Merino—two of
several Albert Schweitzer Fel-
lows at DMS this year—are do-
ing their part to address the
problem. They are organizing
health-awareness workshops at
the New Hampshire State Prison
for Women, in Goffstown, N.H.,
where such services are desper-
ately needed.

Anger: A December 2004 re-
port from the New Hampshire
Commission on the Status of
Women (NHCSW) makes it
clear just how big the need is.
“Outside of chaplaincy services,
the New Hampshire State Prison
for Women has no state-funded
life skill programs,” the report
notes. In contrast, the New
Hampshire State Prison for Men
has 11 state-funded programs in
areas such as anger management,
domestic violence, and parent-
ing, as well as Alcoholics Anon-
ymous and Narcotics Anony-
mous meetings. At the women’s
facility, similar programs are run
only by volunteers, like Lemberg
and Merino.  

“For us, the main goal is that
we are providing these women
with skills, practical skills, life
skills, to productively live out
their time in the prison and
then, when they get out, in their
lives outside of the prison,” says
Lemberg. Working with the
prison’s mental-health director,
Lemberg and Merino decided to
focus on seven topics: nutrition,

the patient self-
management semi-
nars. That changed
everything, Cote
says.  Instead of
fighting his disease
and its treatment,
he has learned to
work within its lim-
itations. Now, if he
wants to go hunt-
ing, he goes out for
a few hours. He
might work in his
garden for an hour
at a time. “You can
still do things,” he
says. “You just have
to do them in mod-
eration. If people
could learn how to
do this,” he adds,
“they could take
better care of them-

selves and they wouldn’t have to
run to the doctor all the time.”

While she was in Australia,
Regan-Smith observed medical
students being trained to use the
Flinders Model; she hopes that
American students will soon
have the same opportunity. In
fact, she says, she hopes that
training in patient self-manage-
ment will be mainstreamed into
American medicine within the
next five years.

Regan-Smith will be doing
her part to bring that about. She
was recently invited to present
two workshops with Malcolm
Battersby at the International
Conference on Patient Self-
Management, in British Colum-
bia. “This is a big honor for me,”
she says, “with less than two
years’ work in self-management.”

Catherine Tudish

substance abuse, oral health,
HIV and AIDS, other infectious
diseases (especially tuberculosis
and hepatitis C), mindfulness
and meditation, and patient-
doctor communication. 

So far, the prison workshops
have been well received by the
inmates who have attended
them. “They were more recep-
tive to us than I thought they
would be,” says Merino. “I really
felt like they might write us off
as two medical students who
know nothing about what
they’ve been through. Just going
there made me realize that these
women, for the most part—the
ones that we’ve met—they want
to better themselves.”

Lemberg and Merino are not
teaching the sessions themselves
but have recruited specialists
from DHMC and DMS. Clinical
dietician Jil Shangraw led the
session on nutrition. “It was
100% better than I thought it
would be,” says Shangraw. The
women had done some research
about nutrition before the ses-
sion and asked good questions,
she explains, such as how much
vitamin C they should take and
whether powdered eggs are as
healthy as regular eggs. “Their
interest was one of the best I’ve
ever seen,” says Shangraw.  

“That workshop was basically
to make sure they had the infor-
mation to make the best choices
they possibly could given what
they are provided at the prison,”
Lemberg explains. For example,
they may decide to drink plain
water instead of “juice” that
could be essentially sugar water. 
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Martha Regan-Smith became one of the first Americans
to train in the Flinders Model of patient empowerment.
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BABY STEPS: Cheryl Boyarsky of Bedford, N.H., ran the
New York Marathon last fall as a benefit for DHMC’s In
Vitro Fertilization Program. The mother of triplets born by
assisted reproduction, she raised $8,327 for the cause.

Learning to confront physician substance abuse

W e are incredibly selfish peo-
ple. We make family and

colleagues suffer,” said a doctor
who coped with a longtime drug
addiction while in practice. He
was speaking to an auditorium
filled with rapt DMS students as
part of a class on physician sub-
stance abuse; it is one session in
a fourth-year course for medical
students called Health, Society,
and the Physician. “It will hap-
pen at one time for all of you—
that you will have to confront a
colleague about this,” continued
the doctor. That was the reason
he and two other doctors were
willing to share their stories.

Struggle: Talking to someone
about their addictive disorder
can be extremely hard, Dr. Sed-
don Savage told the students.
Savage, the director of the Dart-
mouth Center on Addiction,
Recovery, and Education, had
put together the two-hour class.
People still struggle, she said,
with the idea that substance
abuse is a disease. Other care-
givers can be afraid to confront a
colleague because they may
think they’ll be perceived as
pushing some kind of moral mes-
sage. “I think that doctors are
generally pretty strong and inde-
pendent people, and it’s difficult
for nonphysicians especially to
bring up issues that suggest
they’re less than full, whole, and
strong,” explains Savage in a lat-
er interview.

Medical researchers, physi-
cians, and the public are starting
“to understand and believe that
addiction is a chronic medical
condition” and to treat it that

way, says Savage. Likewise, med-
ical schools are “just beginning
to educate young, evolving phys-
icians—medical students—in
addiction medicine and in the
chronic medical illness that is
addiction. And until that infus-
es medical education, the per-
ceptions of the general public
and the operations of the health-
care system are not going to op-
timally address addiction in any-
one, including physicians.” 

A 1992 study in the Journal of
the American Medical Association
found that addicted physicians
are most likely to practice anes-
thesiology, followed by emergen-
cy medicine, family practice, and
general surgery, and that alcohol
is the most common substance of
choice, with opiates and benzo-
diazepines close behind.

Stress: For physicians, says
Savage, substance use can look
like an easy way to relieve the
stress of their work—the respon-
sibility for others’ health; the
privilege and burden of knowing
intimate details of others’ lives;
the long hours; and the compet-
ing demands of work, family, and
self-care. Some medical profes-
sionals hike, listen to music, or
exercise to let off steam, while
others, Savage says, “kick the
dog” or turn to substances.

Addiction is tricky to treat,
she explains, since addicted in-
dividuals often deny the hold the
drug has over them. They crave
it because their brain tells them
they need it—a phenomenon
called the “hijacked brain,” since
the craving can disorder think-
ing. The manipulation and de-

Since volunteers run the
health- and life-skills programs
in the women’s prison, those pro-
grams tend to be “sporadic and
[the] quality may be inconsistent
over time,” according to the
NHCSW report. In an effort to
avoid that trap and ensure that
their program continues, Lem-
berg and Merino are compiling
curriculum and contacts for each
of the sessions. In addition,
they’re recruiting first-year DMS
students to take their places. 

Active: Sustaining projects is
also a core objective of the na-
tional Albert Schweitzer Fellow-
ship program, which funds com-
munity-service projects run by
graduate students. 

Merino adds that she and
Lemberg hope the presenters
they’ve recruited will also be part
of the effort to keep the program
going. “They get to see what it’s
really like” for women behind
bars, she explains. “And if they
get excited about it, they may
spread the word.” 

Jennifer Durgin

‘

nial addicted individuals engage
in to protect or regain their use
of a drug “are sometimes pretty
onerous,” says Savage.

One way they can seek help,
she told the soon-to-be doctors
in the class, is through the com-
mittee dealing with physician
health that every hospital is re-
quired to have. Such committees
don’t provide direct treatment
but make treatment referrals.
Physicians can seek help direct-
ly; more often, referrals come
from friends, colleagues, or hos-
pital administrators. The com-
mittees make sure addicted indi-
viduals follow the treatment pro-
tocol. “The physician health
committee is a wonderful con-
cept because it allows us to ad-
dress health problems as health
problems, not as disciplinary
problems,” says Savage.

Matthew C. Wiencke 
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Olga Lemberg, left, and Maricruz Meri-
no have been bringing health education
to imprisoned New Hampshire women.

Seddon Savage is helping to open med-
ical students’ eyes to the complexities
of substance abuse among physicians.



Friends of DMS and DHMC came from near and far for
a celebratory event in late November. A day of insights
into medicine at Dartmouth was preceded by a gala
dinner enjoyed by 1 Susan and Peter Williamson;
2 Mimi and George Bennett and DMS Overseer Al Mul-
ley; 3 Sheila Tanzer and Kathy and David Clem; 4 Cyn-
thia Blake (getting her copy of the new DMS history au-
tographed by author Constance Putnam); 5 Al Griggs
and Dartmouth President James Wright; 6 DMS Dean
Stephen Spielberg and Susan Dentzer; 7 Peg Thomson
and Jack Wennberg; 8 Peggy Vail; and 9 DMS alum
Norm Payson (see page 13 for more about Payson). 
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Celebration serves 
as a foundation for 
$250-million campaign

T oday we are faced with an
enormous explosion of new

knowledge,” Dr.  Stephen Spiel-
berg, DMS’s dean, told a crowd
of people who gathered at
DHMC at the end of November
to celebrate medicine at Dart-
mouth. “The challenge then is
how to integrate this new knowl-
edge into our curriculum—the
teaching of medical students—
and into the care of patients.”

The “Celebrating Dartmouth
Medicine” event featured a din-
ner for DMS and DHMC sup-
porters, plus panel discussions
and presentations the next day
by prominent faculty members.
Held just a few weeks  after Dart-
mouth College’s announcement
of a Collegewide campaign to
raise $1.3 billion by 2009, the
DMS event laid a foundation for
the official launch of DMS and
DHMC’s portion of the cam-
paign, which has a goal of $250
million; that launch is scheduled
for late May.

Session: A session titled “Are
We Better Off Today than 200
Years Ago?” was a reprise of a
panel offered at the College
launch in New York City. Once
again, Dartmouth alumna Susan
Dentzer—health correspondent
for the PBS NewsHour, as well a
DHMC Trustee, a DMS Over-
seer, and a former College Trust-
ee—moderated a provocative
discussion between Dr. Mark Is-
rael, director of Dartmouth’s
Norris Cotton Cancer Center,
and Dr. John Wennberg, direc-
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the PainFree Program at the
Children’s Hospital at Dart-
mouth; and Dr. Ira Byock, direc-
tor of palliative medicine at
DHMC. DeLeo described her re-
search on the mechanisms of
chronic pain and her efforts to
help biotech companies translate
lab discoveries into drugs.
Cravero, who has been evaluat-
ing sedation safety and efficacy,
explained how the PainFree Pro-
gram, created in 2002, helps
children undergo medical proce-
dures without undue anxiety or
pain. And Byock, an interna-
tionally renowned advocate for
high-quality end-of-life care,
talked about what DHMC is do-
ing to ensure comfort and digni-
ty for people who are dying. 

Attendees also had a chance
to interact with Dartmouth med-
ical students to learn about stu-
dent-run community service pro-
jects. And the Dermatones, an a
cappella singing group made up of
first- and second-year DMS stu-
dents, treated everyone to a spe-
cial performance. 

“We shared with you just a
very small fraction of what goes
on” at DMS and DHMC, Spiel-
berg said in his concluding re-
marks: basic sciences, applied
sciences, clinical care, and com-
munity outreach. During the
campaign, he said, “we’ll talk
about our goals for the future . . .
in terms of the things that we re-
ally feel committed to doing for
the Upper Valley, for New Eng-
land, for our country, and for our
world. It will be great fun and joy
for all of us to continue that dia-
logue as we’re going forward in
trying to transform medicine.” 

Laura Stephenson Carter

I t all started with Dr. Norman
Payson scratching his head

and thinking, “What’s going on?
This is crazy.” As a young family
physician in a California hospi-
tal in the 1970s, Payson noticed
major pitfalls in the way health-
care payments were made. At
the time, most insurance compa-
nies did not cover outpatient
care—so people who were not
very sick were often admitted to
the hospital for routine proce-
dures. If unnecessary hospitaliza-
tions could be avoided, he rea-
soned, “you could that much
more afford to pay for immuniza-
tions, prenatal care, for medica-
tions, which normally were not
covered by insurance plans.” 

Economic model: This was the
“basic economic model” of early
health maintenance organi-
zations (HMOs), he explains.  

Gradually, Payson, who is a
1973 graduate of DMS, became
more involved with the delivery
of health care and less directly
involved with patients. One hos-
pital committee led to another,
family priorities led to a move to
New Hampshire, and, in 1985,
Payson founded Healthsource in
Concord, N.H. 

Quickly: The HMO grew quick-
ly, spreading throughout New
Hampshire and into Maine and
the Carolinas. By 1989, Health-
source was generating revenues
in excess of $40 million.  And in
1997, it was sold to Cigna for
$2.2 billion.

Payson says that he learned
the business of HMOs by hap-
penstance, but he’d like to help
formalize that process for future
DMS graduates. So he’s donated
$2 million to the Medical
School to do just that. “Dart-
mouth took care of me,” says
Payson, who grew up in New Jer-
sey as the son of a welder and at-
tended DMS on scholarship. “I

VITAL SIGNS

DMS alumnus gives his
alma mater $2 million 
toward scholarships

tor of the Center for the Evalua-
tive Clinical Sciences (CECS). 

“I think there’s no question
that the future is extraordinarily
bright,” said Israel. He described
several advances, including new
drugs, that have been made in
medicine. “The beginning of the
end of cancer is today and the
things that we do today.” 

Wennberg, however, pointed
to problems in the health-care
system—variation in health-care
utilization across the country; in-
equitable distribution of re-
sources; and the fact that too
much health care can be worse
than too little. He also noted
that medical innovations should
not be rushed to market but must
be thoroughly evaluated to see
what works best. And, he added,
providers should encourage pa-
tients to weigh the risks and ben-
efits of health-care choices so
they make informed decisions
about their own care. “Most of
the decisions are being made by
the providers and not the pa-
tients,” he said. 

Productive: At another session,
titled “Rehabilitation of People
with Severe Mental Illness,” Dr.
Robert Drake talked about his
success achieving what everyone
else had assumed was impossi-
ble—helping the severely men-
tally ill find employment and
reestablish productive lives.
Drake is director of the New
Hampshire-Dartmouth Psychi-
atric Research Center.

The final session, on “Pain,
Suffering, and Opportunity,” fea-
tured presentations by Dr. Joyce
DeLeo, director of the Neuro-
science Center at Dartmouth;
Dr. Joseph Cravero, director of

Norm Payson, who learned the business side of medicine on his own, has given DMS
$2 million to help future medical students, including any who want to get an M.B.A.
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HI, TECHNOLOGY: Incoming Dartmouth medical 
students are now, as of the current first-year class, 
required to have a personal laptop computer (a com-
puter was recommended before this year but not required). 
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Spring bulbs light up the DHMC campus

P oets discovered the daffodil long ago: “And then my heart
with pleasure fills, and dances with the daffodils,” enthused

William Wordsworth in 1807. Health-care professionals have
more recently become devotees of the cheery spring flower. In
1970, the American Cancer Society adopted the daffodil as a
symbol of hope. And daffodils—as well as tulips and daylilies,
all planted by volunteers—have brightened the grounds of
DHMC since the 1991 move to the Lebanon campus. 

More recently, in 2000, the Friends of the Norris Cotton
Cancer Center sponsored the creation of a Garden of Hope,
featuring winding stone walkways, secluded benches—and lots
of flowers. During the past two years, however, as DHMC’s Proj-
ect for Progress expansion was under way, more tools and con-
struction equipment than blooms and greenery were in evi-
dence. But this spring, the Garden of Hope will be a garden
once more—a quiet refuge where patients, visitors, and staff
can slow down and pay attention to their spiritual health amidst
the therapeutic beauty of nature.

The Garden of Hope was inspired by the Zen gardens in Ky-
oto, Japan. Dr. O. Ross McIntyre, former director of the Can-
cer Center, recalls observing visitors there “sit quietly on a
bench alongside the garden and stare at it, while strength to face
what comes flow[ed] from the garden into them.”

DHMC has now taken over ongoing maintenance of the
Garden of Hope, while the Friends plan to revive the twice-
yearly planting parties they used to host to encourage local res-
idents to take part in the improvement of the flower beds. “Peo-
ple would bring sandwiches and share a few hours of their day,”
recalls Judith Rocchio, a former NCCC staff member.

Paul Goundrey, grounds engineering supervisor for the Med-
ical Center, looks forward to having even more flowers around
DHMC. The daffodils, daylilies, and tulips, he says, truly make
the Medical Center “complete.”                                     G.C.C.

There are lots of flower beds, as well as sickbeds, at Dartmouth-Hitchcock. 
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Nowe Dartmouth everything for
my education.” 

Payson’s gift will be divided
equally: half will provide schol-
arships for New Hampshire stu-
dents to attend DMS and half
will sponsor a select group of
DMS students who wish to pur-
sue an M.B.A. at Dartmouth’s
Tuck School of Business, in ad-
dition to their medical degree.
“It’s very expensive to go to med
school and to go to business
school, and to do both is really a
hardship,” he says.  

By helping to train physicians
in business, Payson hopes to
bridge the “disconnect between
what really happens in the mar-
ketplace, how health care is de-
livered, how it’s financed, and
medical science.” 

Marketplace: He explains fur-
ther: “They’re different fields re-
ally. So physicians don’t neces-
sarily understand, nor should
they understand, the marketing
of health insurance, or what goes
on in the marketplace, or what
are the economics of drug devel-
opment, or how hospital eco-
nomics work. It’s not their field
to understand that. But Tuck stu-
dents, on the other hand, are
well groomed in business and
they understand markets, fi-
nance, and business, but obvi-
ously they don’t have the health-
care background.”

Payson attributes his own
success in building Healthsource
—and later saving New York-
based Oxford Health Plans from
financial collapse—to his knowl-
edge of both medicine and busi-
ness, as well as to his professors at
DMS. “I got a truly healthy sense
of skepticism . . .  about how

health care is delivered,” he says.
He was introduced to the ideas
“that our medical records are run
amuck; that there’s no commu-
nication between physicians; . . .
that one should be more skepti-
cal about how health care is de-
livered; that we can do better—
provide better care [that is ] more
affordable, more responsive to
patients.” These are among the
concepts that later became em-
bodied in Dartmouth’s Center
for the Evaluative Clinical Sci-
ences (CECS).

Dartmouth now has the op-
portunity “to be a model for how
health care can be delivered bet-
ter. And the glue is CECS, be-
cause CECS is such a national
leader in studying variation of
practice patterns and outcomes,”
says Payson, who has served on
the DMS Board of Overseers
since 2001. He also teaches
health-care finance to Tuck and
CECS students and is part of a
workgroup—led by Dr. Paul
Batalden at CECS—that is fo-
cused on reducing costs within
the health-care system.

Formalize: Ultimately, Payson
hopes that his gift will help to
train some of the future leaders
of the health-care marketplace.
“Who’s going to be the CEOs of
the big pharmaceutical compa-
nies?” he asks. “Who’s going to
run the big biotech companies?
Who’s going to help run the in-
surers of the world and all the
rest? We should train some of
those people, rather than people
just randomly learning and do-
ing it. That’s good, too,” he adds,
“but it’s good to really formalize
the educational pathway.”

Anne Villeneuve  
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drugs for HIV, and then begin a
treatment program.” 

The grant will also fund a
study aimed at keeping pregnant
women with HIV and TB from
transmitting TB to their babies.
(There are already programs to
prevent mother-to-child HIV
transmission.) Von Reyn and his
colleagues in Dar es Salaam have
found that about 15% of people
with HIV in Tanzania also have
previously unrecognized active
TB; they suspect that a similar
percentage of HIV-positive preg-
nant women have undiagnosed
TB. “There is very little known
about how to diagnose that,” von
Reyn explains, “the best way to
treat it, and the best way to man-
age their newborns.” 

Endowment: A new DMS facul-
ty endowment—named in hon-
or of John L. Steffens, a 1963
Dartmouth College alumnus and
a major supporter of FTCA—is
also being funded by the grant.
The position will be filled by an
infectious-disease specialist who
will serve as director of the new
pediatric program.

Investing in the future is an
important component of DAR-
DAR, which provides learning
opportunities for students from
DMS and Muhimbili University
College of Health Sciences. This
past fall, Cara Mathews, DMS
’05, became the first student to
do DARDAR’s six-week elec-
tive. The experience affected her
deeply. “It is part of me, a part of
every day, and a part of my fu-
ture,” says Mathews. 

She divided her time in Tan-
zania between seeing patients at
the DARDAR clinic and partic-
ipating in rounds at the Muhim-

VITAL SIGNS

Teleconference connects collaborators

C an you hear us?” Pause. “Can you hear us?” Finally, the Al-
banian translator, whom everyone in the DHMC confer-

ence room could see on the television screen in front of them,
replied, “Yes, we can hear you. Can you hear us?” So began the
first telemedicine conference between DMS and Kosova’s only
medical school, at the University of Prishtina. 

Though the two schools have been collaborating and host-
ing each other’s students and faculty (in the flesh) for several
years now, the December teleconference marked a major ad-
vance in the collaboration. For the first time, many represen-
tatives from each institution were able to sit (virtually) face-to-
face to ask questions of each other and exchange ideas, with-
out taking the time to cross an ocean. Dr. David Nierenberg, se-
nior associate dean for medical education at DMS, gave the
main presentation, outlining the structure, approach, and goals
of the DMS curriculum and of U.S. medical education in gen-
eral, which differs greatly from the Kosovar system. 

The first two years of medical school at DMS are primarily
in the classroom, while the last two are primarily clinical. But
in Kosova, the curriculum is lecture-based “right up until grad-
uation,” explains Dr. Ellis Rolett, an emeritus professor at DMS
who has visited the Prishtina school several times and was one
of the participants in the teleconference. “Probably the first
time they get hands-on experience with a patient is when they
are in their . . . internship.”

In the second teleconference, which took place in late Feb-
ruary, Prishtina medical school administrators presented an
overview of their curriculum in an effort to gain feedback from
Nierenberg and others who have made DMS a national leader
in medical education.

“If this works,” says Dr. James Strickler, also an emeritus pro-
fessor, who helped organize the teleconferences, “maybe we’ll
try this with some other medical schools.”                            J.D.

These satellite dishes on DHMC’s roof are fostering international connections. 

T he DARDAR Health Project
at DMS has been fighting

AIDS in Tanzania—one patient,
one scientist, and one student at
a time. The project began in
2000 as an ambitious but single-
focus study of tuberculosis (TB)
in AIDS patients. Now it en-
compasses a health clinic in Dar
es Salaam, an elective for DMS
students, a fellowship underwrit-
ten by the National Institutes of
Health’s Fogarty International
Center, and studies related to
HIV, TB, and hepatitis C. Next
on the horizon is the establish-
ment of a pediatric program in
Dar es Salaam, thanks to a $2-
million grant from the Founda-
tion for the Treatment of Chil-
dren with AIDS (FTCA). 

“The new grant actually pro-
vides money for a number of dif-
ferent projects,” explains Dr.
Fordham von Reyn, principal in-
vestigator for DARDAR. “The
most important of these is a com-
prehensive HIV-care program for
HIV-positive children of the
mothers in our DARDAR study.
We have done a survey of ap-
proximately 1,200 women in the
study and have estimated that
they have about 100 HIV-posi-
tive children, none of whom are
in treatment.” 

Antiviral: “Many of the women
in the study have already lost
children to AIDS,” continues
von Reyn. “A major part of this
grant will be to build a facility,
hire . . . staff, provide the pur-
chase of the expensive antiviral

$2 million grant 
will aid in the fight 
against AIDS in Africa

‘
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bili University-affiliated hospital
in Dar es Salaam. “I got to see
the patients when they were ill,
and that was a great experience
for me because the diseases are so
different than what we would see
here,” recalls Mathews. While
she was fascinated by the cases of
malaria, which is uncommon in
the U.S., the Tanzanian students
were intrigued by the one patient
who had had a heart attack—a
condition Mathews had seen any
number of times but the Tanza-
nians had not. “I had kind of
thought, ‘Okay, we’ll treat him,
and let’s move on.’ [But] we just
stayed there and stayed there and
talked about him.”

Encounter: Students who go to
Dar es Salaam will “encounter
both infectious diseases and oth-
er diseases . . . that they would
never encounter in their careers
here,” says Dr. Richard Waddell,
a research assistant professor of
medicine at DMS and one of the
directors of DARDAR.

“You also get to see how these
diseases are dealt with in a re-
source-poor setting,” says Dr.

Lisa Adams. Adams is a member
of the DMS faculty and oversees
the Fogarty Fellowship part of
DARDAR. It allows graduate
students and postdoctoral fellows
from Muhimbili University to
study at DMS and Boston Uni-
versity in one of several areas re-
lated to HIV and TB—vaccine
research, mucosal immunology,
behavioral change, and treat-
ment research. 

The name DARDAR is based
on the first syllables of Dart-
mouth and Dar es Salaam; in ad-
dition, “dada” means “sister” in
Kiswahili, one of the local lan-
guages. That way of describing
the relationship between Dart-
mouth and Muhimbili Universi-
ty has become ever more apt in
the years since the program’s
founding. Not only strong work-
ing relationships but friendships,
too, have arisen from the collab-
oration, according to Dr. Kisali
Pallangyo, the principal of Mu-
himbili University College of
Health Sciences. 

Infected: Although HIV statis-
tics in Tanzania remain daunt-

ing—as many as 3.3 mil-
lion of the country’s 36
million residents are in-
fected—DARDAR “holds
great promise for growing
and serving a community
that has been severely af-
fected by the AIDS epi-
demic,” according to Dr.
Gary Noel, a 1977 Dart-
mouth College graduate
and one of the founders of
FTCA. 

Pallangyo agrees. “The
future of this collaboration
is very promising,” he says. 

Jennifer Durgin
A participant in the DARDAR study is pictured
receiving either a trial vaccine or a placebo. 

Incisionless surgery: Not a sci-fi movie anymore

I magine having surgery that
didn’t entail a single cut

through the skin—not even the
small ones made as portals for
laparoscopic procedures. Instead,
a little robot would enter the
mouth, zoom down the esopha-
gus to the stomach, and exit
through the stomach wall to oth-
er internal organs—like the ap-
pendix or gallbladder—and re-
pair or even remove them. 

Dr. Richard Rothstein, sec-
tion chief of gastroenterology
and hepatology at DHMC, is
testing the world’s only robot
that might be able to do just
that. The robot’s flexible arms
are attached to an endoscope—
a tiny, flexible tube with a light
and a camera lens—that’s been
outfitted with surgical acces-
sories. Rothstein demonstrates
the system, sitting at a computer
console where he views images
being broadcast from inside his
research model. He uses two joy-
stick-like devices to control the
robot’s movements and can ad-
just the robot’s “hands” to mim-
ic the precise movements of hu-
man wrists, arms, and elbows. 

“The idea would be to effort-
lessly recreate what you would
try to do with your hands inside
a very small space at the tip of
the instruments,” Rothstein ex-
plains. He already uses endos-
copy to perform diagnostic as
well as therapeutic procedures,
such as removing polyps and tu-
mors in the stomach; treating
gastroesophageal reflux disease;
and removing precancerous cells
from the intestinal tract.

The idea of incisionless sur-

gery originated with endoscopy
researchers in Japan, who began
removing large stomach tumors
through the mouth. In the
process, they would sometimes
puncture the stomach wall—
without apparent ill effect. 

“We don’t like . . . to perfo-
rate anything,” says Rothstein.
But the Japanese experience “led
to a whole new thought process
about the future of surgery . . . in
the sense that we no longer
needed to make incisions on the
surface of the body. We could
make an incision inside the
stomach, go out into the peri-
toneal cavity, and now you have
access to the appendix, gallblad-
der, the fallopian tubes, the liver,
even the uterus, ovaries, [and]
other organs.”

As Rothstein worked on per-
fecting incisionless surgery tech-
niques, he realized it might be
possible to use surgical robots to
assist in these complex proce-
dures. About two and a half years
ago, he began working with a
Norwood, Mass., company that
had developed a portable robot
for laparoscopy—operations per-
formed using a fiberoptic device
inserted through a  tiny incision
in the abdomen. He thought the
robot would work for endoscopy
as well—operations using a fiber-
optic device inserted through a
natural opening in the body,
such as the esophagus—especial-
ly incisionless procedures. 

System: Robots aren’t new to
medicine. For instance, the
daVinci robotic surgical system
is used at some medical centers
to assist surgeons performing lap-

WORKING ASSETS: More than 30 physician assistants (PAs) work
at DHMC in specialties ranging from pediatrics to orthopaedics to
cardiology. PAs are licensed to practice medicine under physician

supervision; it’s the third-fastest-growing profession in the nation. 
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aroscopic procedures. But that
robot has rigid arms, while Roth-
stein’s has flexible arms better
suited to endoscopic, incisionless
procedures. And robots also as-
sist in peripheral activities, like
the pair of voice-activated robots
in DHMC’s laparoscopic surgery
suites. One can guide a camera
inside the patient, while the oth-
er can turn lights on and off and
send images from inside the pa-
tient to a desktop computer. 

Although incisionless surgery
in humans has not yet been ap-
proved in the United States, it is
already being used in India. A
surgeon there has performed sev-
eral appendectomies through the
stomach wall. 

Rothstein hopes “his” robot
and techniques will be approved
for use in humans in the U.S.
within a few years. It might even
be possible to use the system to
do incisionless gastric bypasses
on people who want to lose 20 to
40 pounds, he says. So far, such
procedures have been done only
on people who are very obese. 

Robot ic -con-
trolled incisionless
surgery would have
several benefits. Pa-
tients would have
no external scarring
and so would tend
to recover faster
than from invasive
surgery. In addition,
robots can filter out
fa t i gue- induced
tremors in a doctor’s
hands and include
safety features such
as reading a pa-
tient’s ID bracelet
to be sure the cor-

rect patient undergoes surgery.
And robots would allow a sur-
geon to operate in a remote lo-
cation. Few people realize that a
robot did a trans-Atlantic colon-
oscopy in September 2001; the
surgeon was in New York City,
and the patient was in France.
But news of that advance was
overshadowed by the tragic
events of September 11.

Stages: Within the next five to
ten years, “we’re going to be able
to do bigger operations through
smaller incisions, or no incisions,
if you do what Rothstein does,”
predicts Dr. Joseph Rosen, a
DMS plastic surgeon and futurist
who helped the military develop
one of the first surgical robots.
Rosen envisions that, one day,
people will be able to swallow
multiple robots that would
clump together, perform an op-
eration, disengage, and then be
excreted. That may be a way off,
however. “All of this is new and
exciting but still in its very early
stages,” Rothstein says.

Mark P. Lawley
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Promoting the intersection of healing and the arts

I specialize in ‘sexy’ music,” ac-
cordionist Gary Sredzienski

told a crowd of New Hampshire
hospital administrators. To the
elderly nursing-home residents
for whom he often plays, Sred-
zienski explained, a jazz tune of
the 1920s is every bit as “sexy” as
a rock hit of the 1950s is to a
baby boomer. He came to that
realization, he said, when “a 90-
year-old lady says to me, ‘Play
that sexy music.’”

Sredzienski was the opening
act of a symposium titled “Cre-
ating a Healing Environment:
The Power of the Arts and Hu-
manities.” It was sponsored by
DHMC and held at Concord,
N.H., Hospital. “Music as thera-
py can be terrific,” commented
Naj Wikoff, director of the Heal-
ing and the Arts Project at Dart-
mouth’s Koop Institute and an
organizer of the symposium.
Someone like Sredzienski, ex-
plained Wikoff to the symposium
attendees, is able to lift people’s
spirits and spark memories. “Get-
ting them to sing a lot of
the old songs . . . is exer-
cising their brain,” he says.

Wikoff, who is also
president of the national
Society for the Arts in
Healthcare (SAH), has
helped foster the growing
recognition of the healing
effects of the arts. “A lot
of the more personalized
activities,” he says, such as
storytelling, painting, and
crafts, “take time. And
doctors are in a time
crunch. So the artist is
able to spend time with

the patient, and that makes the
nurses feel better because they
know a very important part of
healing is taking place.” But it’s
not easy work. To train to work
in a hospital, an artist must learn
how to deal with disfigurement,
how to uphold privacy, and how
to share patients’ reactions with
a nurse or doctor.

Positive: At the symposium,
Wikoff offered several examples
of ways that art is used in hospi-
tals worldwide to create a posi-
tive environment for patients
and staff. A hospital in London,
England, has huge stained glass
windows in a public space, he
said. “You go to the waiting room
and you’re flooded with light.
[It’s] a lot like going to church,
that’s how glorious that stained
glass light feels. It just makes
people feel like [they’re] sitting
inside of a rainbow.” And, he
added, a children’s hospital in
Valhalla, N.Y., has a big tank in
its lobby filled with tropical fish
—a sort of living kaleidoscope. 

DHMC’s Rich Rothstein demonstrates the robotic inci-
sionless surgery system that he is working to perfect.
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Naj Wikoff poses with one of many pieces of art
at DHMC—a granite sculpture titled Owls.
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Wikoff has helped develop
many such efforts at Dartmouth.
The Healing and the Arts Proj-
ect has set up a variety of arts
electives and volunteer opportu-
nities for medical students. In a
2003 survey of first- and second-
year DMS students, 75% said
they welcomed electives in the
arts and humanities. A 2002 na-
tional survey reported that out of
100 medical schools, only 42 of-
fered arts electives.

Impact: SAH’s impact has also
soared under Wikoff’s leadership.
Membership, consisting of both
individuals and health-care or-
ganizations, doubled from 600 in
2003 to 1,200 in 2004. SAH also
administers many grants, includ-
ing to hospitals interested in es-
tablishing arts programs.

In a 2003 national survey ad-
ministered by SAH and the Joint
Commission on Accreditation of
Healthcare Organizations, more
than 2,500 hospitals reported
having arts programs. Many such
programs serve patients, and
41% of respondents to the sur-
vey reported also using the arts
to serve hospital staff. 

Caregivers “have a tendency
of not wanting to be too close to
their patients,” says Wikoff, “es-
pecially with patients who are at
the end of life, because it’s emo-
tionally hard. . . . The arts can
help people through those tran-
sitions. They can help them deal
with those fears, those emotions. 

“The arts can’t reduce the
number of patients that a doctor
or nurse has to see,” he acknowl-
edges. “There are a lot of things
it can’t do. It’s not about curing,”
he says, “it’s about healing.”

Matthew C. Wiencke

Laura Yasaitis—a senior ma-
joring in biochemistry and mi-
noring in Latin American stud-
ies—found her research question
difficult to tackle. “It’s not like
studying a specific intervention,”
she said. Her study looked at the
accuracy of the diagnoses that
Spanish-speaking patients re-
ceive in emergency departments.
“I was trying to address more sys-
tematic issues,” she said. 

“The hardest thing” for senior
philosophy major Trevor Jensen
“was separating out the truth
from the non-truth,” he ex-
plained. “A lot of the studies,
just from what I know, were pret-
ty sketchy.” His topic was the ef-
ficacy of certain edible mush-
rooms in reducing the fatigue of-
ten associated with breast-cancer
treatments.

“This class gave me a real
sort of hands-on understanding
of how clinical research works,”
said junior Justin Altschuler, a
studio arts major. His trial, on
the benefits of cinnamon for di-
abetics, may even make the leap
from the hypothetical to the real
world.

Actually: During the class’s
poster presentation, Altschuler
struck up a conversation with
Dr. Todd MacKenzie, an assis-
tant professor of medicine who
studies the effects of green tea
and other beverages on diabetes.
MacKenzie agreed to help Alt-
schuler find a way to actually
conduct his study. 

But, said Altschuler, “a lot
needs to be done to get this from
a poster to an actual study.”

Jennifer Durgin
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The studies weren’t for real, but the “investigators” worked really hard

T hey had had a lot to consider
when designing their clinical

trials: Ethical concerns. Alterna-
tive study designs. Confounding
factors. Statistical integrity. Ex-
isting published research. 

From the beginning, the
Dartmouth undergraduates in
Biology 81 knew that they would
not actually be carrying out their
studies. Nevertheless, their trials
had to be built for the real world.
And when it came time for their
final poster presentations, they
realized how much they had
learned.

The course was designed by
Dr. Kevin Curtis, a DMS emer-
gency physician, to help under-
graduates interested in medicine
learn about clinical research.
“Dartmouth College students
will be our future leaders in many
fields, including science and
medicine,” according to Curtis.
“The degree to which they will
participate in future research will
vary, but even for those who will
only be reading journal articles

on the research of others, an un-
derstanding of the underlying
principles is essential.”

Though most of the students
in the course were premeds, few
had been exposed to the basic
concepts of biomedical research.
“Now I feel like I’m at least lit-
erate in the basic statistical
terms,” said Katie Muse, a senior
biomedical engineering major, as
she stood in front of her poster.
Muse, a member of Dartmouth’s
junior varsity soccer team, fo-
cused her study on the effective-
ness of passive-motion therapy
in recovering from knee surgery
—something many soccer play-
ers are familiar with. 

Inherent difficulties:The students’
understanding expanded even
more when they got a chance to
spend some time in the DHMC
Emergency Department, where
they helped to enroll patients in
real clinical trials. And their
work on their own studies gave
them a sense for the difficulties
inherent in certain topics. 

Daniel Shivapour and other undergrads produced polished-looking presentations.

REINVENTING THE WHEEL: Dr. Patricia Watson, an assistant
professor of psychiatry, cofounded Mobility without Barriers,
which designed a wheelchair suited for developing countries 
and is helping destigmatize wheelchair use in such regions.
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DHMC is caring for staff as well as for patients

T his spring, DHMC began “in-
vesting” in its employees’

health. By doing so, it hopes to
benefit both its employees and its
bottom line. The initiative,
called the Health Care Worker
Health Promotion (HCWHP)
project, is partially funded by a
grant from the U.S. Centers for
Disease Control and Prevention.
It provides free, voluntary health
screenings for any DHMC physi-
cian or staff member on the
Lebanon campus.

“A healthy workforce is a
very good investment for em-
ployers,” says Dr. Robert McLel-
lan, medical director of employ-
ee health and safety at DHMC.
He believes that improving em-
ployee wellness can lower
health-care costs, reduce the
number of workers’ compensa-
tion claims, improve retention of
current employees, and—by en-
hancing an institution’s reputa-
tion for treating its employees
well—make the recruitment of
new employees easier. Further-

more, in the field of health care,
maintaining a healthy staff is im-
portant because healthy workers
serve as good role models and are
more likely to provide the best
care possible for patients.

HCWHP has three parts. In
part one, employees are offered
an opportunity to participate in
a 10- to 15-minute health
screening that includes measur-
ing their blood pressure and fast-
ing blood-sugar and cholesterol
levels. In part two, employees
will complete, at their conven-
ience, an online questionnaire
(www.howsyourhealth.com). All
participants will receive individ-
ually tailored health profiles that
highlight their health strengths
and weaknesses.

Parts: For most employees, the
process will end at part two. But
anyone with slightly elevated
blood sugar—people who are at
risk for developing adult-onset,
or Type II, diabetes—will quali-
fy for part three. This is a volun-
tary two-year study involving pe-
riodic screenings and surveys
about lifestyle choices.

The HCWHP project is tar-
geting pre-diabetes partly be-
cause the condition can lead to
other chronic diseases, which in
turn can lead to missed workdays
and higher health-care costs.
According to the American Di-
abetes Association, “Some long-
term damage to the body, espe-
cially the heart and circulatory
system, may already be occurring
during pre-diabetes.” HCWHP
chose to address this condition
because it is easy to detect in
screenings and because it re-

S hhhhh!” is an injunction more often associated with libraries
than with hospitals. But it’s now being uttered in hushed

tones for an hour every afternoon on one floor at DHMC. 
The inpatient floors of big hospitals—even Dartmouth-

Hitchcock, which was built in 1991 without an overhead pag-
ing system in order to reduce noise—
are infamous for the constant clatter
of cart wheels, beeping of monitors,
and background hum of conversa-
tion among staff and visitors. The
poor patient sometimes finds it im-
possible amidst all the hubbub to
rest, much less take a nap. 

But for the past several months on One East at DHMC,
every day between 1:30 and 2:30 p.m., the doors of patients’
rooms are closed, the lights are turned down, and silence is en-
forced on the whole floor. 

Although the new regime is reported to be a minor incon-
venience for staff, the compulsory quiet is getting glowing re-
views—no, make that dim reviews—from patients.            A.S.

S ay “prescription” and most people think of a pill—or perhaps
a lotion. But the term has taken on new meaning at Dart-

mouth-Hitchcock Medical Center, where doctors have started
issuing prescriptions for exercise. The scrips—suggesting, say,
that a patient take a biweekly two-mile hike—are individual-
ized and just as detailed as orders for medication; they may even
come with a trail map. 

The project is a collaboration among DMS and DHMC, sev-
eral local towns and schools, the National Park
Service, and a group called the Upper Valley
Trails Alliance, which received a $200,000,
five-year grant from the Robert Wood Johnson
Foundation to support the initiative. 

Dr. Charles Brackett, an assistant professor
of medicine, is director of the new program.
The concept behind it is that the more specif-
ic a directive is, the more likely it is that pa-

tients will follow it. The program will also involve medical stu-
dents who have volunteered to make calls to patients to offer
follow-up encouragement. So that would be “Take two hikes
and we’ll call you in the morning”?                                       A.S.

G E T T I N G  C A U G H T  N A P P I N G

‘

R X : TA K E  A  T W O - M I L E H I K E

These posters are all over DHMC to
promote a new staff-health initiative.
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I t can take less time than brew-
ing a cup of tea to receive a ra-

diation therapy treatment. But it
can take many hours for some
cancer patients, especially those
in rural areas, to travel to ap-
pointments to see specialists or
to get treatments such as radia-
tion therapy. Since public trans-
portation is spotty or nonexis-
tent in rural areas, this can be in-
convenient, not to mention ex-
hausting and expensive.

Doctors at DHMC’s Norris
Cotton Cancer Center have
long been aware of this problem.
Ever since the Cancer Center’s
establishment in 1972, Dart-
mouth oncologists have held
outreach clinics all over the re-
gion. But patients have still had
to drive to DHMC to get some
treatments or to participate in
clinical trials—which can mean
a two- to three-hour trip on a
weekly or even daily basis.

But now, with one initiative
to the south and one to the
north, Dartmouth is greatly ex-
panding its commitment to bring
the latest cancer therapies to pa-
tients throughout the region. In
February, Norris Cotton opened
a newly renovated 4,000-square-
foot space at the Dartmouth-
Hitchcock Clinic in Manches-
ter, N.H. And Norris Cotton
Cancer Center-North, a brand
new $7.5-million facility under
construction in St. Johnsbury,
Vt., is projected to open in Sep-
tember 2005.

Both facilities will offer the
research-based care that is a hall-
mark of Norris Cotton—which
has been designated since 1990

by the National Cancer Institute
as a comprehensive cancer cen-
ter. Most clinical trials and all
but a few very complicated pro-
tocols or those requiring hospi-
talization will be available at the
new sites. In both locations, says
Dr. Mark Israel, Norris Cotton’s
director, “we’ll save area cancer
patients and their families hun-
dreds of hours, thousands of
miles, and untold travel expense.
More important, cancer patients
will no longer be forced to make
health-care decisions based on
their ability to travel.” Some pa-
tients in remote towns have felt
compelled to set their chemo-
therapy or radiation schedules—
or even decide what kind of
treatment to receive—based on
travel considerations.

Tailor: Israel emphasizes that
“we work collaboratively with
area hospitals and health-care
providers, to tailor our services
and expertise to meet the com-
munity’s specific needs.” Patients
may, for example, visit one of the
new sites to
see a specialist
but then re-
ceive chemo-
therapy at a
hospital even
closer to their
home. In fact,
eight commu-
nity hospitals
in northern
Vermont and
New Hamp-
shire collabo-
r a t e d  w i t h
DHMC in de-
veloping the

Norris Cotton-North project.
Dr. Marc Gautier, the Cancer

Center’s assistant director for re-
gional affairs, models this philos-
ophy in his own practice. In ad-
dition to his administrative re-
sponsibilities, Gautier sees pa-
tients one day a week in other lo-
cations, such as New London
and Lancaster, N.H.

It’s at academic medical cen-
ters like DHMC where re-
searchers develop the latest
treatments, Gautier explains. For
example, “we’re finding the
switches that turn cancerous
growths off and on.” Still newer
treatments, he adds, involve the
genetic engineering of molecules
and proteins tailored to an indi-
vidual patient’s particular cancer
—achievements considered im-
possible just a few years ago.
Such breakthroughs can take
from two to five years to reach
oncologists in community hospi-
tals, however. But now residents
of northern New England don’t
have to wait—or drive—to
benefit from such advances.

John Milne
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Cancer Center branches out both south and north

FRIENDS INDEED: Margie Cole of DHMC’s  Comprehensive
Breast Program started a project called BeFriend, which

pairs breast cancer survivors with newly diagnosed patients;
more than 100 volunteers responded to her first appeal. 

sponds well to changes in physi-
cal activity and diet. 

“Increasing physical activity
and improving diet have been
shown to minimize the risk that
people with pre-diabetes will
progress to diabetes,” McLellan
says. “Without this intervention,
the risk of progression is about 11
percent over three years.” He es-
timates that 800 of DHMC’s
5,000 employees may be at risk
for developing diabetes. Of those
800, he figures about half will
participate in stage three.

Access: The program will also
give employees access to behav-
ioral counseling, health educa-
tion, and exercise classes. And
program leaders will look for oth-
er ways DHMC can foster a cul-
ture that supports healthy be-
haviors; they hope all employees
will become more focused on
good health and will help each
other make positive changes.

DHMC is not the first orga-
nization to pay attention to em-
ployee health. But as one of the
biggest employers in northern
New England, it has an opportu-
nity to be a role model for the re-
gion, says McLellan. In addition,
the Medical Center will be
showing medical students, many
of whom may become employers
themselves one day, the impor-
tance of employee health. 

“DHMC is rightfully proud of
its continued efforts to improve
the quality of health care it pro-
vides to its patients,” McLellan
says. “With the HCWHP project,
DHMC will evaluate its efforts
to improve the well-being of its
own employees. To manage,” he
adds, “you must measure.”

Mark P. Lawley
Norris Cotton Cancer Center’s new southern facility is housed
here, at the Manchester, N.H., Dartmouth-Hitchcock Clinic.
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I N V E S T I G A T O R I N S I G H T

I n this section, we highlight the human side of
biomedical investigation, putting a few ques-

tions to a researcher at DMS-DHMC.  

Michael Whitfield, Ph.D.
Assistant Professor of Genetics
Whitfield joined the DMS faculty in 2003. He uses
a genomic approach to study both basic biology and
disease—including scleroderma, a degenerative con-
dition that affects the skin and internal organs.

How did you decide to become a scientist?
I found molecular biology fascinated me more
than any other subject I studied in college. I
took every biochemistry and molecular biology
course they would let me into as an undergrad-
uate. My entry into genomics came from a desire
to combine computational and quantitative
thinking with molecular biology. As I pursued
the technology, it has taken my science in di-
rections I could not previously have imagined.

What famous person, living or dead, would you most like
to spend a day shadowing? 
People who are the absolute best at what they do
have always fascinated me. I would like to have
been able to shadow former UNC-Chapel Hill
basketball coach Dean Smith. He motivated his
players to accomplish amazing things, taught the
fundamentals, won games season after season,
and did it all in a calm, collected manner and al-
ways with integrity. He always struck me as

someone who’d be
able to teach amaz-
ing life lessons.

What about you would
surprise most people? 
I once considered
becoming a herpe-
tologist—someone
who studies reptiles
and amphibians.
Growing up in

North Carolina, I knew every local species in
the Southeast, had read every book I could find
in the library by the time I was in middle school,
and ended up giving lectures to day camps and

kindergarten classes—with an
armload of snakes as props. It’s
probably best that I chose genetics! 

What do family and friends give you a hard time about?
For ordering both my coffee (Peet’s!) and my
wine directly from California—we all have our
weaknesses. 

What’s the last book you read?
Tuesdays with Morrie by Mitch Albom, the amaz-
ing story of a dying professor giving his final
lessons about life to one of his best students. 

What book do you keep meaning to read? 
Charles Darwin’s Origin of Species. It has been on
my list for years.

What’s your favorite nonwork activity?
It is a split between rock climbing, skiing, and
just being outdoors in general. Dartmouth has
such a wonderful outdoor tradition, which
makes it the perfect place to do top-quality sci-
ence and have lots of outdoor adventures.

What are the greatest frustration and the greatest joy in
your work? 
My greatest frustration is that once you become
faculty you don’t get to do as much science as
you used to. Science has become so driven by
the chase for funding that many of us spend
much more than half of our time as fund-raisers
rather than as scientists or teachers. I find my
greatest joy to be mentoring others, both in my
laboratory and through teaching. I hope I can
teach the fundamental scientific lessons as well
as my mentors taught them to me.

What advice would you offer to someone contemplating
going into your field?
Biology is quickly becoming an information sci-
ence. The modern biologist must be as comfort-
able at the computer as at the [lab] bench. I ad-
vise anyone contemplating a career in the bio-
logical sciences to expose themselves to and
consider formal cross-training in a quantitative
discipline such as mathematics, statistics, com-
puter science, or physics as well as in biology. 

T his fall, students from a New
York City medical school will

be taking a close look at the
DMS campus to see if they’d like
to spend their third and fourth
years in the hills of New Hamp-
shire. At the same time, DMS
will be taking a close look at the
students—from the Sophie
Davis School of Biomedical Ed-
ucation at the City College of
New York. 

Ultimately, about five Sophie
Davis students will join DMS’s
third-year class in June 2007 to
begin their clinical clerkships.
Most of them will likely be from
racial and ethnic backgrounds
underrepresented in medicine—
relative to the composition of
the general U.S. population—
and from economically depressed
neighborhoods in New York
City. But the Sophie Davis stu-
dents will bring more than just
added ethnic and socioeconom-
ic diversity to DMS. 

Fresh infusion: “They’re going to
bring some different approaches
to problems and issues [and] in-
fuse our students in the third-
year class with some fresh and
different ways of thinking about
medical problems, especially
public-health problems,” ex-
plains Dr. David Nierenberg, se-
nior associate dean of medical
education at DMS. 

At Sophie Davis, medical
students complete a B.S. degree
and the first two years of medical
school in five years. They then
transfer to one of six four-year

New affiliation will
bring med students
from NYC to DMS
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E verybody loved Dr. Dudley Weider. His
family, his friends, his colleagues, and

his patients. And he loved all of them.
“Dudley was one of the best friends I’ve

ever had,” Willem Lange told the packed
church at a memorial service for Weider. “I
admit to a brief pang of jealousy every time
I realized that hundreds of other people felt
the same way. He seemed to be everybody’s
friend!” Weider, a professor of surgery at
DMS, died suddenly of a heart attack on
February 18. The 66-year-old endurance
athlete collapsed mid-stride as he was
skate-skiing into the Dartmouth Grant in
northern New Hampshire. He was on his
way to meet Lange and some other friends
for a weekend of cross-country skiing.

Weider was the consummate adventur-
er. He loved cross-country skiing, hiking,
mountain climbing, canoeing, fishing, and
biking. But he was the consummate physi-
cian, too. His easygoing nature put patients
instantly at ease. “He was unstinting of his
time and effort on their behalf,” says Dr. J.

Oliver Donegan, chief of otolaryngology.
“He made sure his patients had his home
phone number, and he encouraged them to
call if they were concerned and they need-
ed his reassurance.” 

Few people realized that Weider, who
joined the Dartmouth faculty in 1974, was
known internationally for his work. “Dud-
ley was very modest about his achieve-
ments,” adds Donegan. But “he was an in-
novative surgeon and he pioneered and in-
troduced many new surgical techniques
and procedures.” 

Tonsils: In addition to removing tonsils
and adenoids, Weider treated patients with
spinal fluid leaks in the ear; surgically re-
moved obstructions in the nose and throat
to alleviate sleep apnea; and determined
why the removal of tonsils could sometimes
stop bedwetting. “He realized that the large
tonsils created a sleep apnea, and this did
something to the antidiuretic hormone in
the pituitary,” explains Dr. Nathan Geur-
kink, a fellow otolaryngologist.

As busy as he was professionally, Weider
always found time for the out-of-doors. He
skied through Alaska on the 200-mile Idi-
tarod Trail; crossed the Arctic Circle by ca-
noe; skied 240 miles across the Greenland
ice cap; competed in the first marathon in
Antarctica; and participated in the annual
Canadian Cross-Country Ski Marathon.

“He was always an inspiration to me be-
cause he had done . . . almost outrageous
endurance events,” says former Dartmouth
ski coach John Morton, who wrote about
Weider’s adventures climbing Alaska’s De-
nali, the highest peak in North America,
for the Winter 1999 issue of Dartmouth
Medicine. “He’d hear about something
like that and say, ‘Boy, that would be kin-
da neat.’ And he’d go off and do it.” 

On the Greenland trip, even when
howling winds and 30-below temperatures
forced several members of the expedition
to quit, Weider was indomitable. “He was
like a bulldog—he would never give up,”
says Dr. Eric Sailer, a retired DMS ob-gyn

who, along with several others, was heli-
coptered out. The guides begged Weider to
consider leaving, too, because his feet were
in bad shape. But Weider just borrowed a
larger pair of boots that fit over his swollen
feet and continued.

Sometimes he brought work along, like
on a canoe trip down the Leaf River in
Canada. At the end of each day, he’d sit
and draft journal articles, oblivious to his
exhausted companions who had collapsed
beside him. “I can get my mind around it
here because there are no phone calls, no
emergencies,” Weider told John Hannon,
another member of that expedition. Wei-
der, Hannon, and Sailer were all members
of the Dartmouth College Class of ’60.

As focused as Weider could be, howev-
er, he was notoriously forgetful. “His ab-
sent-mindedness was legendary,” Lange
said at the memorial service. “Nobody in
the world but Dudley could have acciden-
tally tangled his wedding ring in his fishing
line and trolled it behind him in the water
for several hours.”

Legendary: His concern for his patients—
or for anyone who was ill—was legendary,
too. “I think he was born to be a healer,” re-
counted Lange. “If you were sick or blis-
tered or bleeding, Dudley was there. And
there was always a follow-up call to see if
you were better. He wouldn’t let go of it un-
til you were.”

He may not have been ready to let go of
life yet, but his friends and family agree that
he lived his days to their fullest. The week
he died, he had seen patients; done surgery;
attended a grandson’s basketball game and
a granddaughter’s talent show; and was on
his way to spend a weekend with good
friends doing what he loved.

“He died wearing his uniform—his
green scrubs [under] his Johnson woolies,
his L.L. Bean flannel shirt, his red sus-
penders, his headlight . . . his skis and ski
boots,” said Weider’s son, David, at the
memorial service. “He wouldn’t have want-
ed it any other way.”                         L.S.C.

Beloved otolaryngologist Dudley Weider dies . . . with his scrubs and his skis on

Weider, in the foreground, had enough stamina to
work on medical papers after a day of canoeing.
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C L I N I C A L O B S E R V A T I O N

I n this section, we highlight the human side of
clinical academic medicine, putting a few

questions to a physician at DMS-DHMC.  

Alan Rozycki, M.D., 
Professor of Pediatrics
Rozycki, a Dartmouth College ’61 and DMS ’63,
is a general pediatrician with particular interest in
attention deficit hyperactivity disorder, spina bifida,
and HIV. He has been on the faculty since 1972.

What made you decide to become a physician?
When I was an undergraduate at Dartmouth, I
was interested in doing research in the biologi-
cal sciences and actually was accepted to a num-
ber of graduate programs. Then I started to date
a young woman who lived in Norwich and I was
convinced it would be best to stay around here.
So I started in the medicine program with an
idea of getting an M.D.-Ph.D. After two years, I
went to Harvard, where I had two wonderful
clinician teachers and fell in love with clinical
medicine. So it was for the love of a woman ini-
tially, and for the love of medicine secondarily.

If you weren’t a physician, what would you like to be?
An adventurer-explorer like Indiana Jones. I
love archeology and ancient societies and there’s
just no question at all I would love to do that. 

What is the most exciting place you’ve ever been? 
Cambodia. There’s a group of beautiful 8th- to
13th-century temples at Angkor Wat. 

What’s your favorite place?
On the Connecticut River, canoeing or fishing.
That’s one of the reasons I have stayed here.
This is home, and home is my favorite place.

What person, living or dead, would you most like to spend a
day with?
I’d love to meet the Buddha. The Buddhist phi-
losophy is one that I would like to emulate a lot
more closely. But there are so many people that
I’d like to meet. Actually, I’d like to meet my fa-
ther again. He died about two years ago. So the
Buddha and my father; both had various types of
wisdom. My father was not a particularly special

guy. He was a truck driver
and a common man, but he
was . . . you know, special.

What’s the most recent book you’ve read?
I’m in the process of reading a history of India,
in preparation for going to India. It’s very good,
very intriguing, and I’m disappointed in how lit-
tle I knew about India and how little other cul-
tures are emphasized in our Western education.
I read a fair amount, I stay up with current
events, and it’s surprising to me to see things
talked about that are of great import to other
places, and important things in terms of world
history, that I’ve never even heard about.

Where has your interest in the world come from?
I think that my interest in internationalism
arose when I was in the military from 1968 to
1971. I was stationed in Holland during the
Vietnam War. Being in Europe and traveling
around opened my eyes to a lot. 

What do family and colleagues give you a hard time about? 
I think that I can be a pain in the butt because
I’m too impatient and often too exuberant. I’m
a good listener with my patients. I’m not a good
listener with my friends and family. And I think

I talk too much.
This is part of my
New Year’s resolu-
tion, to try and lis-
ten better. 

Do you have a medical
mentor?
Kurt Benirschke.
Kurt was a profes-
sor of pathology
here at Dartmouth.

I’d call him up at 2:00 in the morning saying,
“Kurt, I’m leaving medical school. I can’t take
any more.” And Kurt would say, “Let’s have a
cup of coffee.” He’d try to convince me to stick
around. His argument was that if you want to be
a great scientist in human biology, getting your
M.D. could open so many other doors. And he
convinced me after 10,000 cups of coffee. 

medical schools through a
process similar to the National
Resident Matching Program,
which pairs medical school grad-
uates and residency programs in
a way that factors in both parties’
preferences. Of Sophie Davis’s
partner schools, DMS is the only
one outside New York State.

Feel: Dr. Stanford Roman,
dean of Sophie Davis and a 1964
graduate of Dartmouth College,
proposed the partnership with
Dartmouth in 2003. Roman be-
lieved, explains Nierenberg, that
some of his students would wel-
come the opportunity to attend a
medical school “in a very differ-
ent geography and with a very
different feel . . . [just] as he real-
ly loved going to Dartmouth
College.” Roman’s familiarity
with Dartmouth also includes
having been deputy dean of
DMS in the early 1980s and hav-
ing served as a Dartmouth Col-
lege Trustee. After several dis-
cussions to work out the details
of the matching process, Dr.
Stephen Spielberg, DMS’s dean,
and Roman recently announced
the agreement.

Roman was also drawn to

Stan Roman, former deputy dean of
DMS, is now the dean of City College of
New York’s Sophie Davis School of Bio-
medical Education, which has forged a
new partnership with Dartmouth.

 



24 Dartmouth Medicine Spring 2005

VITAL SIGNS

M E D I A  M E N T I O N S : D M S

A mong the people and programs coming in for
prominent media coverage in recent months

was DHMC’s director of palliative medicine. “Dr.
Ira Byock . . . says that physician-assisted suicide laws
are really ‘an apology for a failed medical system,’”

noted Harper’s magazine in an
article about the right-to-die de-
bate. “Byock advocates a change
that he considers ‘more contro-
versial than assisted suicide,’ ”
continued the article, “which is
to require medical residents to
do a rotation in palliative care

and pain management” of at least 100 hours.
“Physicians can graduate and be licensed and re-
ally have almost no training in pain manage-
ment,” Byock explained to Harper’s.

“Fevered reaction to a recent warning from the
National Institutes of Health that the over-the-
counter painkiller Aleve might cause heart at-
tacks may be overblown, some medical experts
say,” began a December Wall Street Journal article.
One expert, “Dr. Elliot Fisher, director of health pol-
icy research at the Center for the Evaluative Clin-
ical Sciences at Dartmouth, said he was troubled
by the possibility that science wasn’t behind the
decision to halt the study and publicize the find-
ings. ‘I have not seen their numbers, but I would
be disappointed if there were not careful thought
given to the statistical significance of the differ-
ences that were found,’” he told the Journal.

“Toys that just light up, flash, or make noise for no
reason may amuse very young children, but they
don’t foster development as well as toys that offer
a cause-and-effect,” began a January CBS News

bulletin. “Those opinions come
from one who should know, Dr.
Carol Andrew, an occupational ther-
apist and assistant professor of
pediatrics at Dartmouth Med-
ical School.” Commented An-
drew on CBS’s Early Show,
“ ‘We’re very worried because

there’s a tremendous epidemic of children who are
having difficulty learning language and having
difficulty maintaining attention and, in part, we
feel like it may be due to a lot of television and

video exposure in the very young ages.’ . . . Babies
need to be challenged more, Andrew says.”

The growing popularity of expensive, high-tech
diagnostic scans prompted a federal advisory com-
mittee to suggest “that  Medicare change the way
it pays for such imaging tests, with an eye toward
saving money,” the Pittsburgh Post-Gazette report-
ed. “The advisory committee studied whether
Medicare recipients who received more scans . . .
had better outcomes.” They didn’t. “That’s not
surprising to Dr. Jack Wennberg, director of the Cen-
ter for the Evaluative Clinical Sciences at Dart-
mouth,” the article said. “In general, increased
spending on technology results in more tests be-
ing performed, not better outcomes for patients.
. . . ‘The people in high-cost, high-capacity regions
have worse outcomes than those in low-cost, low-
capacity regions,’ Wennberg said.”

But more technology sometimes appears to be
warranted. A recommendation from a federal task
force was behind a bill introduced in Congress un-

der which “most American men
and women over 65 would be el-
igible to have Medicare pay for
a simple ultrasound screening
test for potentially lethal ab-
dominal aortic aneurysms,” ac-
cording to an article in the Wall
Street Journal. “ ‘People with a

family history, both sisters and brothers of people
with aneurysms, are at the highest risk,’ said Dr.
Robert Zwolak, a Dartmouth Medical School professor
of surgery who is leading the screening effort.”

The New York Times reported on a brain-imaging
study suggesting that people in persistent vegeta-
tive states may “in fact hear and register what is
going on around them but be unable to respond.”
Experts warned that the new research “did not
mean that unresponsive people with brain damage
were more likely to recover,” the Times noted, but
“the study did open a window on a world that has
been neglected by medical inquiry. ‘This is an ex-
tremely important work, for that reason alone,’
said Dr. James Bernat, a professor of neurology at
Dartmouth.” The Orlando Sentinel also turned to
Bernat, for comment on a brain-damaged Florida

DMS for its focus on primary
care, which encompasses inter-
nal medicine, pediatrics, and
family medicine. Encouraging
students to become primary-care
physicians in underserved urban
communities is a core goal for
Sophie Davis; about 80% of its
1,400 graduates in the past 10
years have chosen to practice
primary care. Although only
30% of DMS graduates in 2004
went into primary care, Dart-
mouth was one of the first med-
ical schools in the country to
have a community-based prima-
ry-care clerkship. 

Interested: “Anybody who is in-
terested in primary care . . .
would find a nurturing environ-
ment” at DMS, explains Nieren-
berg. “That doesn’t mean that
we try to force all of our gradu-
ates to go into primary care. We
don’t. But for those who want it,
we’re as strong as anywhere in
the country.”

When the Sophie Davis stu-
dents finally arrive at DMS in
2007, they’ll face some chal-
lenges, such as making the tran-
sition “from an urban setting to a
rural location—and then there is
the weather,” says Dr. Lori Al-
vord, associate dean of student
and multicultural affairs. Alvord,
a Navajo who grew up on the
edge of a reservation in New
Mexico and graduated from
Dartmouth College and Stanford
Medical School, can relate to
such challenges. “We’ll be work-
ing to make the transition as
smooth as possible for them,” she
adds. “We welcome socioeco-
nomic and geographic diversity,
as well as cultural diversity.”

Jennifer Durgin
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woman kept alive against her husband’s
wishes. The Sentinel said that Bernat, the
“former chair of the American Academy of
Neurology’s ethics committee, conceded
physicians can only make reasonable judg-
ments about a patient’s awareness ‘because
we can’t get into their minds.’”

A DHMC sleep specialist made the news
several times in recent months. In the Pitts-
burgh Post-Gazette, “Dr. Michael Sateia, presi-
dent of the American Academy of Sleep
Medicine, noted that the American Acad-

emy of Pediatrics now rec-
ommends that pediatri-
cians screen all children
for snoring, which can be
a sign of sleep problems.
‘This is part of a growing
recognition of the impor-
tance of healthy sleep and

sleep disorders in childhood.’ ” Sateia was
also quoted in the Los Angeles Times, on the
danger of off-label antidepressant use to
treat insomnia, and by United Press Inter-
national (UPI), on the need for more re-
search on insomnia. “Many challenges re-
main in the characterization, recognition,
and treatment of insomnia,” he told UPI.

In an article about consumer surveys of hos-
pitals, the Wall Street Journal noted, “Dart-
mouth Medical School is also expanding
distribution of its ‘How’s Your Health?’ on-

line survey, which has
been used by groups in-
cluding the military and
state health departments
for several years and will
be offered more broadly
through nonprofit and
business groups to con-

sumers later this year.” Noted the Journal,
“Dr. John Wasson, who developed the survey,
says that users can also now create their own
free portable medical record using the site.” 

“The years from 18 until 25 and even be-
yond have become a distinct and separate

life stage, a strange, transitional never-nev-
er land between adolescence and adulthood,
in which people stall for a few extra years.”
So said a recent Time magazine feature. Why
are there so many twenty-somethings who
refuse to grow up? the article wondered.
“The human brain continues to grow and
change into the early twenties, according to
Dr. Abigail Baird, who runs the Laboratory for
Adolescent Studies at Dartmouth. ‘We as a
society deem an individual at the age of 18
ready for adult responsibility,’ ” Baird told
Time. “‘Yet recent evidence suggests that our
neuropsychological development is many
years from being complete.’”

In February, when the 2005 Academy
Awards rekindled controversy over the way
Hollywood glorifies smoking, the Associat-
ed Press noted that “a Dartmouth Medical
School study last year found that children

who watch movies in
which actors smoke heav-
ily are three times more
likely to smoke themselves
than those exposed to less
on-screen smoking.” Dis-
cover also referred to the
research: “ ‘All things be-

ing equal, whether their friends or parents
smoke, the amount of R-rated movie watch-
ing is a strong predictor of smoking among
kids,’ says Dr. James Sargent, the Dartmouth
Medical School professor who led the study.
. . . ‘Kids imitate their heroes, and the
movies supply heroes to kids.’”

Exploring why Spokane, Wash., “has one of
the highest rates of hip replacement surgery
in the nation, 50 percent higher than the
national average,” the Associated Press
(AP) wrote that it “has more to do with the
local doctors’ preferences than with medical
need, according to Dartmouth Medical
School researchers who study regional vari-
ations in health care.”  AP went on to quote
Dartmouth’s chair of orthopaedic surgery.
“Medicare pays for most hip replacements,
which cost from $18,000 to $20,000, so re-

gional variation
is a public poli-
cy issue, said Dr.
James Weinstein. . . . ‘Joint
replacement is one of the
most effective procedures done in medicine,’
Weinstein said. ‘But just because it’s really
good, should it be overutilized?’”

A partnership between DHMC and an or-
ganization called the Upper Valley Trails Al-
liance caught the eye of the national press.
“Just a few months old and already earning

praise, the program in-
volves several dozen doc-
tors writing detailed, albeit
symbolic, prescriptions for
getting fit and then giving
patients trail maps to ac-
complish it,” wrote USA
Today. “ ‘The idea is to

make a more specific explanation,’ said Dr.
Charles Brackett, director of the program at Dart-
mouth-Hitchcock Medical Center in Leb-
anon, N.H. . . . Studies show that the more
concrete a doctor’s advice, the more likely a
patient is to heed it.”

“Is it possible that we place too much faith
in pictures?” asked Malcolm Gladwell in the
November issue of New Yorker magazine. He
was referring to medical images and used
mammography as one case in point. “Dr.
Gilbert Welch,” Gladwell wrote, “a medical-out-
comes expert at Dartmouth, has pointed out

that, given current breast-
cancer mortality rates,
nine out of every thousand
60-year-old women will
die of breast cancer in the
next 10 years. If every one
of those women had a
mammogram every year,

that number would fall to six. The radiolo-
gist seeing those thousand women, in other
words, would read 10,000 x-rays over a
decade in order to save three lives—and
that’s using the most generous possible esti-
mate of mammography’s effectiveness.”

A N D D H M C  I N  T H E  N E W S
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Music becomes a healing memorial

T en years ago, Michael Whitman’s teenage son took his own
life. Ever since, the Lyme, N.H., resident has found comfort

in music. Now he’s trying to help others appreciate music’s heal-
ing power. He’s compiled 83 songs about pain and loss—such
as Tom Paxton’s “No Time to Say Goodbye”—into a three-vol-
ume CD collection titled Before Their Time. Recently, he played
some of the cuts from the collection at a grand rounds presen-
tation at DHMC. 

“Michael is really helping to start a movement,” says Dr.
Joseph O’Donnell, a professor of medicine at DMS. “Hopeful-
ly, [he] is going to show the providers at DHMC . . . how mu-
sic can be used as a therapeutic tool.” 

Music is already heard throughout the Medical Center every
day. Patients and visitors can listen to tunes being played on the
Steinway grand piano that sits in a central area. Patients can
choose music they would like to hear through headphones dur-
ing cancer treatments. Music is an essential component of com-
plementary services, such as reiki massage, according to Debo-
rah Steele, support services coordinator at DHMC’s Norris Cot-
ton Cancer Center. And some people have even organized mu-
sic services for loved ones—like the one that family members
and coworkers held for nursing education director Ellen Cep-
petelli after she was seriously injured in a sledding accident a few
years ago. So when O’Donnell suggested that Ceppetelli ask
Whitman to make a presentation at DHMC, she wasted no
time in issuing the invitation. 

The next step, hopes Dr. Ira Byock, director of DHMC’s pal-
liative medicine program, may be for DHMC to hire an expe-
rienced music therapist to help create a formal music therapy
program as part of the palliative care service. He envisions a pro-
fessionally administered version of Whitman’s type of program,
as well as support for those who are nearing death—the kind of
music service that could “anoint a person who is dying, almost
as a sacramental gesture of bearing witness to this sacred event.”

In the meantime, Whitman is planning to take the presen-
tation about his Before Their Time CD series on the road, “be-
cause I think it really does have a very wide appeal.”      M.P.L.

Cuts from these three volumes were part of a recent grand rounds at DHMC.

JO
N

 G
ILB

ER
T

 FO
X

Worthy of note: 
Honors, awards,
appointments, etc.
C. Everett Koop, M.D., Sc.D., a pro-
fessor of surgery and the senior
scholar of Dartmouth’s Koop In-

stitute, was re-
cently present-
ed  wi th  the
Surgeon Gen-
eral’s Medal-
l ion by U.S.
Surgeon Gen-
eral Richard

Carmona, M.D., for his contri-
butions to the fights against
AIDS and underage smoking.

Diane Harper, M.D., M.P.H., an
associate professor of communi-

ty and family
medicine and
of obstetrics
and gynecolo-
gy, has been
named a mem-
ber of the Su-
san G. Komen

Foundation’s Risk, Prevention,
and Epidemiology Study Sec-
tion, as well as of the National
Merck Young Adult Advisory
Board for HPV Vaccines.

Jocelyn Chertoff, M.D., an associ-
ate professor of radiology and of

obstetrics and
g y n e c o l o g y,
was recently
appointed to
the newly cre-
ated position
o f  a s s i s t an t
dean of clinical

affairs for Dartmouth Medical
School. She is also vice chair of
the Department of Radiology
and assistant medical director for

medical staff affairs, as well as a
member of the Hospital-Clinic
Board of Governors.

Joseph Henderson, M.D., a profes-
sor of community and family

medicine, was
recognized by
the  Fede ra l
L a b o r a t o r y
C o n s o r t i u m
for Technology
Transfer,  for
excellence in

technology transfer, for a multi-
media educational tool titled
“Genetics in Clinical Practice—
A Team Approach.”

Tor Tosteson, Sc.D., a professor of
community and family medicine,
has been named to the Cancer
Epidemiology, Prevention, and
Control Study Section of the
National Cancer Institute.

Jonathan Park, Ph.D., supervisor
of cytogenetics for DHMC and

an adjunct as-
sistant profes-
sor of patholo-
gy, was award-
ed the Associ-
ation of Ge-
netic Technol-
o g i s t s  O u t -

standing Achievement Award.
Gina Balkus, Dartmouth-Hitch-

cock’s director of government re-
lations for New Hampshire, was

elected presi-
d e n t  o f  t h e
New England
S o c i e t y  f o r
H e a l t h c a r e
Communica-
tions. She has
served on the

society’s board since 1997.
James Platt, an instructor in psy-

chiatry and director of the Dart-
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I n this section, we highlight tidbits from
past issues of the magazine. These mes-

sages from yesteryear remind us of the pace 
of change, as well as of some timeless truths. 

From the Spring 1986 issue

Almost 20 years ago, Dr. J. Robert Beck, an assistant professor
of pathology at DMS, explained the growing importance of
computer technology in medicine. Citing a report by the As-
sociation of American Medical Colleges’ Project on the Gen-
eral Professional Education of the Physician (GPEP), he wrote:
“The GPEP panel agreed with several current theorists of med-
ical education who claim that the physician of the 21st centu-
ry will need to be an effective manager of clinical information,
able to retrieve data from both clinical and literary sources and
to apply such information to the care of individual patients. He
or she will also have to be familiar with both statistical and em-
pirical approaches to diagnosis and therapy. The physician will
need to be an information manager. Formal training in the in-
formation and computer sciences, as they are applied to medi-
cine, will need to be integrated into the general medical edu-
cation. This need has been recognized at a time when very few
U.S. medical schools have an academic program in medical in-

formation or computer sci-
ence. Those that exist are in
their formative stages.” 

But DMS was ahead of
the trend. “The Medical
School established the Pro-
gram in Medical Information
Science under my direction
in July 1984,” Beck contin-
ued. “The program was
charged with the integration
of computer and information

technology throughout the medical curriculum. . . . The formal
establishment of the program actually consolidated efforts in
medical information science that began at DMS in 1982, when
the Medical School submitted an application to the National
Fund for Medical Education to support the development of a
fourth-year course for medical students entitled ‘Computers and
Medical Decision-Making.’ This elective was designed to teach
medical students how to use microcomputers. After the suc-
cessful establishment of that elective, my colleagues and I
turned toward integrating computer technology more broadly
into the academic and research programs at the School. Thus
DMS had undertaken two years of strategic planning and pilot
course development for medical information science curricu-
lum before the recommendations of GPEP were published.”

P A G E S  P A S T

During 1985-86, officials from 43
medical schools came to see how DMS
used computers in its curriculum.

New on the bookshelf:
Recent releases by
DMS faculty authors

M olecular and Cellular Insights
to Ion Channel Biology. Edit-

ed by E. Edward Bittar, M.D.;
and Robert Maue, Ph.D., professor of
physiology at DMS; Elsevier;
2004. This book explores ion
channels through genetic, bio-
chemical, electrophysiological,

and other types
of research. It
looks at how
the function
and dysfunc-
tion of chan-
nel molecules
have furthered

understanding of their physio-
logical roles. New perspectives
include the immunology of the
glutamate receptor and aquapor-
ins as ion channels.

Microbial Biofilms. Edited by
Mahmoud Ghannoum, Ph.D.;
and George O’Toole, Ph.D., assistant
professor of microbiology and
immunology at DMS; ASM
Press; 2004. This book covers the
biology of biofilms from their de-
velopment, antibiotic resistance,
and architecture, to their roles in

infectious dis-
ease. It encom-
passes bacteria
and fungi and
includes chap-
ters on genetic
exchange and
biofilms, hospi-

tal-acquired infections, biofilms
and implant infections, and the
history of the development of
the biofilm concept.

mouth College Faculty/Employ-
ee Assistance Program, was rec-
ognized for exemplary service to
the International Association of
Employee Assistance Profession-
als in Higher Education.

Elinor Stalker, R.N., an emer-
gency room nurse at Cheshire
Medical Center/Dartmouth-
Hitchcock Keene in Keene,
N.H., was recently presented
with the New Hampshire Emer-
gency Nurse of the Year Award.

Dartmouth Medical School’s
Community Service Committee, a multi-
project, student-run initiative,
was a recent recipient of the
Dartmouth College Social Jus-
tice Award. Accepting the award
on behalf of the student body
were three DMS students:
Matthew Laquer, Jennifer Levin,
and Elizabeth Wallis.

Valley Regional Healthcare,
the parent organization of Valley
Regional Hospital in Claremont,
N.H., became the 12th member
of the Dartmouth-Hitchcock Alliance. The
Alliance is a regional network of
hospitals, mental-health centers,
and home-care agencies in Mass-
achusetts, Vermont, and New
Hampshire.

The New Hampshire Healthy
Kids Corporation recently se-
lected Dartmouth-Hitchcock Medical Center
as one of its “Business Partners of
the Year.”

The Foundation for Healthy
Communities recently honored
Dartmouth-Hitchcock Medical Center with
its New Hampshire Health Ac-
cess Network Leadership Award.
The Health Access Network is
one of the foundation’s initia-
tives and is aimed at helping
low-income residents of the state
get free and discounted care.


