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VITAL SIGNS

F ran Hunt stumbled into her
office at DHMC one day last

October. She’d felt fine while
driving to work but started to
feel strange as she walked in from
the parking lot. She began veer-
ing and bumped into the door as
she entered the building.  

“I go in my office and I sit
down and I realize I can’t move
my right hand, I can’t move my
right leg,” she recalls. “If I didn’t
know any better, I’d think I was
having a stroke,” she remembers
thinking. But she considered
herself too healthy for that. 

Then the phone rang. “My
speech was slurred when I tried
to speak,” says Hunt. The caller,
a colleague in another office,
thought at first Hunt was kidding
around but soon realized she was
in trouble and called for help.
Within minutes, Hunt was being
rushed to the emergency depart-
ment, where Dr. Timothy Luko-
vits, a neurologist who special-
izes in stroke, treated her right
away. His team administered tis-

sue plasminogen activator (tPA),
which dissolved a blood clot that
had lodged in a cerebral artery.
She recovered completely. In
fact, after a two-night hospital
stay, she drove herself home.

But not everyone is as lucky.
Stroke is the third-leading cause
of death in the U.S., killing
about 160,000 people a year—
out of the 700,000 who suffer a
new or recurrent stroke. There
are about 5.5 million stroke sur-
vivors in the U.S., many with
permanent disabilities. 

Act: Administering tPA with-
in three hours is one proven way
to treat stroke. Rapid evaluation
and treatment of stroke patients
is now routine at DHMC, thanks
to a “stroke alert” system. When
the emergency department gets
word a stroke victim is en route,
staff are prepared to act even be-
fore the patient arrives. 

Lukovits and an interdiscipli-
nary team of colleagues are also
collaborating on three clinical
trials to find other ways to treat
and prevent the devastating con-
sequences of stroke. 

Lukovits is principal investi-
gator at DHMC for a trial called
CLOSURE-I, for patients with
patent foramen ovale—a hole in
the septum, or wall, separating
the upper chambers of the heart.
The defect allows blood to cir-
culate back to the body without
going through the lungs first. If
debris is present, it may travel to
the brain and cause a stroke. The
standard treatment is blood thin-
ners to reduce the risk of clots.
Trial participants are randomly
assigned to take standard blood

Clinical trials: Hunting for a stroke of luck thinners or to get a device im-
planted to repair the defect. The
multicenter trial is sponsored by
the device manufacturer.

Another trial, sponsored by
the National Institutes of Health,
is for patients with narrowed
carotid arteries, which supply the
brain with blood. The Carotid
Revascularization Endarterecto-
my vs. Stenting Trial (CREST)
is comparing carotid endarterec-
tomy, surgical removal of arteri-
al plaque, to stent-assisted caro-
tid angioplasty, in which a tiny
balloon is temporarily inflated in
the artery and a mesh tube in-
serted to hold the vessel open.
Dr. Richard Powell, a DHMC
vascular surgeon, is the principal
investigator and DHMC is one
of 110 participating centers. It is
“the largest trial comparing
stenting and endarterectomy
ever,” says Lukovtis.

Factor: And Lukovits is the
principal investigator of a trial
DHMC just joined, to determine
if Factor VII, a clotting factor
typically administered to hemo-
philiacs, is a safe and effective
way to stop bleeding in patients
with acute intracerebral hemor-
rhaging. About 15% of strokes
are due to such hemorrhaging.
Currently, “there’s no proven
treatment,” says Lukovits.

While Hunt is not participat-
ing in any of the trials, she and
Lukovits are working hard to en-
sure that she won’t have anoth-
er stroke. She doesn’t smoke or
have high blood pressure, two
risk factors. But she discovered
that she has high cholesterol and
diabetes, also risk factors. She’s
being treated for both.

Laura Stephenson Carter

Tanzanian agreement
targets the global
impact of AIDS

I n Tanzania, when you hire
someone for a new position,

you often have to hire two peo-
ple because one will [soon] be
dead from AIDS”: Dr. Stephen
Spielberg, the dean of Dart-
mouth Medical School, was
sharing something he’d been
told by Dr. Kisali Pallangyo, his
counterpart at a Tanzanian med-
ical school. Tanzania has some of
the highest HIV infection rates
in the world, Spielberg went on,
and its social fabric is unraveling
as many young, potentially pro-
ductive members of society are
lost to AIDS. And those who’ve
died have left behind more than
a million orphans. 

“Is international AIDS im-
portant?” Spielberg asked. Then
he answered his own question:
“Yes.”

Mark: DMS’s dean was speak-
ing at a ceremony in November
to mark the signing of an agree-
ment between Dartmouth and
Tanzania’s Muhimbili Universi-
ty College of Health Sciences
(MUCHS). 

On the Dartmouth side, the
joint effort—called the Global
Health Initiative—is being led
by DMS and Dartmouth Col-
lege’s John Sloan Dickey Center
for International Understanding.
It also involves Dartmouth’s
Tuck School of Business and
Thayer School of Engineering.
Projects under way include the
creation of a global health pro-
gram in Tanzania; public pro-
grams at Dartmouth to raise

Neurologist Tim Lukovits is looking for
ways to better treat and prevent stroke.
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WORLDLY-WISE: In a March 3 New York Times op-ed essay,
DMS researcher Kendall Hoyt called attention to the need 
for better preparedness—especially the development of
better vaccines—against the global health threat of avian flu.
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awareness of global health issues;
a new course in global health for
undergraduates; and even a
course in Kiswahili, one of the
languages spoken in Tanzania.
DMS and MUCHS students and
faculty will also study and do re-
search at each other’s institu-
tions. And Tuck students have
been invited to determine the
feasibility of developing a phar-
maceutical industry in Tanzania. 

The initiative builds on the
DARDAR project, a collabora-
tion between Dartmouth and
MUCHS that began in 2000.
Led by Dr. C. Fordham von Reyn
of DMS and Dr. Pallangyo,
DARDAR includes a clinic for
children with HIV/AIDS, a trial
for a tuberculosis vaccine, and a
five-year Fogarty Foundation
grant for training researchers in
Tanzania. The word DARDAR
was drawn from the first three
letters of “Dartmouth” and of
“Dar es Salaam,” the city where
MUCHS is located. In addition,

the acronym is similar to the
Kiswahili word “dada,” which
means “sister,” emphasizing the
relationship between the two in-
stitutions.

Contacts: “When we go over-
seas, we look to . . . where there
are already good contacts made
with a strong academic institu-
tion we can partner with,” said
Dickey Center Director Kenneth
Yalowitz at the November event.
Yalowitz, who is a former ambas-
sador to Belarus and Georgia, re-
tired from the U.S. Department
of State in 2001 and so has con-
siderable experience with global
initiatives. 

“We’re trying to approach
these kinds of problems not just
as isolated medical issues, and
not just as isolated social issues,”
Spielberg said, “but as a contin-
uum of society. Is [AIDS] impor-
tant to all of us in the world?” 

Yes—that’s the clear answer
from Dartmouth.

Laura Stephenson Carter

VITAL SIGNS

T he furthest most busy young
doctors or doctors-to-be get

in advocating for public health
policy is the voting booth. But
the members of a DMS student
group have gotten to the state
capitals of Vermont and New
Hampshire and even to Wash-
ington, D.C.

Chaired by second-year M.D.
student Robert Lampman, a
once-dormant committee of the
student government has become
one of its most active. Known as
the Public Health Policy Advo-
cacy Committee (PHPAC, pro-
nounced “P-H-pack”), the orga-
nization has two goals, says
Lampman. “The point of the or-
ganization is not just to try to get
medical students to be active
right now, but to try to get peo-
ple interested and comfortable to
be active later on, wherever they
go,” he says. 

In the past year and a half,
through PHPAC, DMS students
have traveled to Washington,
D.C., to lobby for increasing the
National Cancer Institute’s bud-
get; met with local representa-
tives to learn about the legisla-
tive process; spoken to New
Hampshire legislators about rais-
ing the tax on cigarettes; attend-
ed health-care policy forums in
Burlington and Barre, Vt.; and
participated in advocacy training
workshops. PHPAC has also
hosted a series of lunchtime talks
with faculty from DMS’s Center
for the Evaluative Clinical Sci-
ences, which studies health pol-
icy questions.

Teaching medical students
how to advocate for better

health policy “hasn’t been a big
agenda in medical schools,” says
Dr. Joseph O’Donnell, senior ad-
vising dean at DMS. “Most of
the time at medical schools,”
adds O’Donnell, who recruited
Lampman to chair PHPAC, “you
educate not at the policy level
but at the one-on-one patient
level.” 

Activism: While nearly all DMS
students are involved in some
form of community service, few,
until PHPAC’s revival, were in-
volved in health policy advoca-
cy. Perhaps that’s because “it’s a
different kind of activism,” says
Lampman of getting involved in
the political process. Now, how-
ever, PHPAC has an e-mail list
of 50 students and its events are
well attended. For example,
about 30 students came to a
PHPAC-sponsored talk by a rep-

Students learn to lobby between classes

Joe O’Donnell, left, looks to get medical
students like Rob Lampman, right, en-
gaged in advocating for health policy.

Tanzanian medical student Isaac Maro—foreground, visiting with friends at his Dar
es Salaam campus—has also visited DMS as part of a program linking the schools.
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