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on their “home” turf, and, ulti-
mately, the quest for peace and
social justice that is at the heart
of the medical profession. Or at
least should be.

Richard A. Aronson, 
M.D., M.P.H.

Augusta, Maine

Aronson is medical director of the
Maine Bureau of Health’s Division
of Maternal and Child Health.

At patients’ beck and call
What a delight to read the entire
Spring issue of Dartmouth Med-
icine—especially “House Calls
with John.” Just as there are
books celebrating The Joy of
Cooking and The Joy of Garden-
ing, Dr. Radebaugh should be en-
couraged to write The Joy of
House Calls.

I was fledged in 1949 as an
M.D. from Harvard Medical
School—poor training for some-
one who wanted to be a family
physician and make house calls.
My mentor wanted me to do a
fellowship and be a gastroenter-
ologist, but I resisted and never
regretted being the only LMD
(local M.D.—a disparaging term
in the ’40s) allowed to practice
for 37 happy years at the lofty
Massachusetts General Hospital.
I even sewed up lacerations on
occasion (unheard of for in-
ternists) and rode in ambulances
to the emergency ward.

One house call in particular
delighted me. A friend of my in-
laws had what sounded on the
phone like nothing more than a
heavy cold. Please would I drop
by on my way home to see “Un-
cle Bobby”? I was greeted at the
door of quite a fine home by Bob-

Where’s Wendell?
I wonder if you have any infor-
mation about the individuals
pictured in the painting on the
cover and on page 40 of the
Spring Dartmouth Medicine.
The article mentioned Dr. Mo-
senthal but not the other people
in the picture. 

I currently take care of the
gentleman to the left of the bed.
His name is Wendell Cherrier
and he is from Windsor, Vt. He
is a retired nurse who worked at
Dick’s House [the Dartmouth
College infirmary] for 35 years,
and before that for 10 years at
Mary Hitchcock Hospital. 

John D. MacDonald
Windsor, Vt.

We have, in fact, learned the names
of everyone except the patient in the
photo from which the cover painting
(reproduced above) was made—
thanks to a newspaper clipping fea-
turing the photo. They are, from
the left,  Mary Thomas, an aide;
Wendell Cherrier, then an orderly;
Dr. William Mosenthal, then a sur-
geon; Janet Wenzell, R.N.; and
Dr. George Cole, an intern. We

still don’t know the exact date the
photo was taken, however. It was
sometime between 1955, when the
unit was created, and 1957, when
the photo was used in an exhibit.

Medicine cum heart (and harmonica)
The article by John Radebaugh,
“House Calls with John” [Spring
2005], is awesome, courageous,
inspiring, visionary, and told
with wonderful humor and wit!
My medical education and train-
ing coincided with several points
in his career; the article brought
back memories of Rochester,
Brawley, the Imperial Valley in
the summer of 1970, and a
month I spent with him in Fres-
no in 1975. I loved the story
about the woman with the pseu-
dopregnancy. But I never knew
he’d started his career in Maine,
and I’d forgotten about the har-
monica he always carried. 

Throughout the piece, he put
into words exactly the ideals that
inspired me and others to enter
the profession of medicine—the
compassion, the curiosity, the
advocacy for patients, the out-
reach and partnering with them

Cold comfort for ICU patients
I thoroughly enjoyed the article
in your Spring issue on the ori-
gins of intensive-care units.

I was a neurosurgery resident
at Hitchcock in the 1950s and
have many memories of Dr. Mo-
senthal’s revolutionary concept
of placing all acutely ill hospital
patients in one location. Hypo-
thermia was thought back then
to be beneficial in treating brain
problems, such as from trauma or
a ruptured aneurysm. So during
the winters of 1956 to 1958, we
placed such patients in a separate
room on the ICU and left the
window open; the nurses became
very adept at keeping patients’
body temperatures close to 90
degrees by raising, lowering, or
closing the window. I doubt this
accomplished much, but it made
for chilly rounds.

I also enjoyed John Sibley’s
sketches, which I had not seen
before. John and I were residents
at the same time, and he was also
at Dartmouth in 1982, the year I
returned as a visiting professor of
neurosurgery. We both found no
comparison to the ICU we had
known 25 years earlier.

David M. Barry, M.D.
Housestaff ’56-58

Stuart, Fla.

M aybe the wet spring (at
least in the Upper Valley)
kept everyone indoors—

but for whatever reason, readers re-
sponded in droves to our Spring is-
sue.We were deluged with letters on
the cover feature, about ICUs; on
a feature titled “House Calls with
John”; and on two essays—one by
a Dartmouth undergraduate and
one by a DMS faculty member. 

This painting of Dartmouth’s first ICU—featured on the cover of our Spring issue
—came in for comment. See below for the identities of most of those pictured.
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by’s wife, who asked if I could
first help her. She held a rattrap
in her hand and asked me if I
would bait it for her—which I
dutifully did, seeing myself as
“the compleat physician.”

Uncle Bobby was just fine,
though I may have prescribed
some medication to persuade
him he really was sick. 

The next day a second call
came. Uncle Bobby was no bet-
ter; would I stop by again? True
to my calling, I did. His wife
again said she had an unusual re-
quest: Please would I remove a
dead rat from the trap? I did! Un-
cle Bobby was, again, just fine
and pleased to see me. The so-
cially registered of Chestnut Hill
continued to think well of “the
compleat physician.”

Like Dr. Radebaugh, I never
wore a white coat either on
house calls or within the great
MGH, though my peers wore
them—all the way down to their
knees! I always felt it created a
psychological gulf between doc-
tor and patient, although my
daughter, a resident at your mag-
nificent hospital, disagrees. As a
doctor, one should, as Rudyard
Kipling put it, be able to “walk
with kings—nor lose the com-
mon touch.” I am now 85 years
old and loved every minute of
my career, especially the house
calls, and I love every issue of
your excellent journal.

John W. Keller, M.D.
Nahant, Mass.

Laudable approach
I read the article “House Calls
with John” with keen interest,
for I remember when our family
doctor made house calls. My

mother did not drive and my fa-
ther used our car to commute to
his work as a police officer. Pub-
lic transportation in our farming
community was poor. Our Dr.
Lundberg made his hospital
rounds first thing in the morn-
ing, then did house calls, and lat-
er held office hours in the after-
noon—so I am somewhat famil-
iar with the subject.

“House Calls with John” is
well written and contains nu-
merous true-life examples of real
house-call experiences in a vari-
ety of venues across the country.
Dr. Radebaugh has had several
careers of medical practice and
recounts them in a pleasant, eas-
ily read style to make the case for
house calls in any general med-
ical practice.

Dr. Radebaugh’s recounting
of the importance of house calls
should resonate in the minds of
many of your professional read-
ers, including medical students.
Not every medical doctor will
subscribe to Dr. John’s somewhat
philanthropic approach to his
various practices over the years,
but it is laudable and should re-
mind all physicians of the value
of house calls. I mentioned the
article to a family physician I

know, and he scoffed at the idea,
claiming that making house calls
is a highly inefficient approach
to medical practice. He claimed
that anyone who is so sick as to
want a house call belongs in a
hospital. Of course I didn’t argue
but I’m aware that he was look-
ing at it strictly from the point of
view of the physician’s time and
not from the viewpoint of the
patient in need of qualified at-
tention. Besides, he did not ad-
dress the questions of where is
the hospital, how does the pa-
tient get there, and at what cost
to the medical care system.

Our Dr. Lundberg mentioned
above, after a normal retirement,
lived to a good old age in quite
comfortable circumstances, so I
don’t think we can assume that
making house calls equates with
physician poverty.

Herbert K. Seymour
Falmouth, Maine

Grace note noted
I enjoyed the article “House
Calls with John” by Dr. John
Radebaugh. I played in a re-
corder group with him before he
retired to Maine. He clearly
made good use of his musical tal-
ents during his career. I can’t

evaluate his approach to medi-
cine, not having a medical back-
ground myself, but if I were a pa-
tient I’d be thrilled to find a doc-
tor so attentive to my needs.

Burton Bickford, DC ’44
White River Junction, Vt.

Peripatetic passion
I am a faithful reader of Dart-
mouth Medicine and was de-
lighted to find the article by John
Radebaugh in your Spring issue.
He (with his wife, Dottie) was a
neighbor at Dartmouth’s Sachem
Village in the early 1950s, when
we were both interns at Hitch-
cock. I have wondered where his
career took him. Now I know.
He’s certainly had a peripatetic
existence and a career driven by
honesty and compassion, which
comes as no surprise to anyone
who has known him. 

Though my almost-stay-put
career looks dull by comparison,
I had a great time, too, and hope
I also made a difference. Like
John, I learned early on the val-
ue of house calls. The norm
when I began practice was that
after hospital rounds, the morn-
ing was for house calls. Morning
office hours were many years in
the future. I bought a geodetic
survey map to find the back
roads. In those days, there was no
charge for mileage and you could
carry pretty much what you
needed in your black bag. 

I was glad to learn that John
came full circle and ended his ca-
reer back in Hanover. I might
have wound up there, too. I
stayed on at Hitchcock after in-
ternship for another year of gen-
eral practice (GP) residency.
There was no such official pro-

W e’re always glad to hear from
readers—whether it’s some-

one weighing in with an opin-
ion about an article in a past
issue or someone wanting to be
added to our mailing list to get future
issues. We are happy to send Dartmouth
Medicine—on a complimentary basis, to address-
es within the United States—to anyone who is interested in the
subjects that we cover. Both subscription requests and letters to
the editor may be sent to: Editor, Dartmouth Medicine, 1 Med-
ical Center Drive (HB 7070), Lebanon, NH 03756 or DartMed@
Dartmouth.edu. Letters for publication may be edited for clarity,
length, or the appropriateness of the subject matter.



raised his spirits. At the same
time, it presented a compelling
overview of my brother’s strug-
gles, dedication, and accom-
plishments. What an inspiration
to students and other health-
care professionals as a role mod-
el of commitment to the under-
served. (Following his example, I
was a public-health nurse.)

Thank you again for sharing
his story—and for mentioning
the important role played by his
wife, Dottie.

June Radebaugh Hall
Lexington, Mass.

Rueful recognition
I was delighted, on many levels,
to read Marjorie Dunlap’s essay
—“Whither genetics?”—in the
Spring 2005 issue.

First, I enjoyed it because my
husband was Marjorie’s guidance
counselor at Thetford Academy.
I immediately showed the piece
to him so he could share a mea-
sure of pride in what she’s done
since high school.

Second, I appreciated her
graceful writing style and gentle
humor—the piece was exceed-
ingly insightful and well-written
for someone still just a first-year
college student.

And third, as one of her par-
ents’ DMS faculty colleagues, I
can—ruefully—identify with the
stresses she has observed as they
cope with preparing grant appli-
cations, writing scientific papers,
and meeting deadlines.

I wish her all the best as she
pursues her determinedly non-
scientific course!

Constance Brinckerhoff, 
Ph.D.

New London, N.H.

gram, but John Milne and
William Wilson had told me I
could devise my own program.
Sam Doyle, a 1950 graduate of
DMS, was initially going to join
me, but he was seduced by John
Murtagh into ear-nose-throat
(ENT) medicine. John tried to
recruit me, too, so that was the
first instance when I might have
stayed in Hanover. But I was de-
termined to be a GP. I divided
my year in quarters and assigned
myself to relevant faculty in
ENT, orthopaedics, medicine,
and anesthesia. Obstetrics was
an add-on; I went to Providence
Lying-In Hospital for that.

I must have seemed like a
fifth wheel to the Hitchcock
clinicians, but they were all very
gracious and I really had good
training. I was asked to stay on
by both the neurosurgeons and
the orthopaedists, but I persisted
with my plan to be a GP. After
I’d gotten my practice started,
Rodger Weismann, a vascular
surgeon, asked if I’d be interest-
ed in starting a family practice
department. It was a tempting
offer, but I was too happy where
I was and again declined.

I enjoyed my career im-
mensely—first as a GP in Exeter,
N.H.; then in emergency medi-
cine in Wilmington, N.C.; and
for the last few years at an urgent
care center. I finally quit at age
69. In retrospect, the way I struc-
tured my residency year was
prophetic. Or maybe my career
developed the way it did because
of my training. Who knows? In
any case, I loved it all.

Jerome T. Nolan, M.D.
Housestaff ’52-54

Wilmington, N.C.

Important articulation
I recently read a wonderful arti-
cle in Dartmouth Medicine
concerning the lifework of Dr.
John Radebaugh.

It is encouraging to read how
one person had such an impact
in many underserved areas of our
country and beyond. Dr. Rade-
baugh is obviously committed to
patient care—care of the entire
patient, including physical, so-
cial, and emotional needs and
more. It was truly refreshing to
read this article.

Inasmuch as Dr. Radebaugh
clearly has an important story to
tell, I wonder if there is a way
that his life story can be told in
detail. Does Dartmouth have a
way of connecting him with an
agent or publisher?

A few years ago, DMS hon-
ored Dr. Radebaugh by naming
its student community service
award in his honor, so clearly the
institution sees his work as sig-
nificant. Moreover, I feel certain
that Dartmouth recognizes the
impact made on the world at
large by Dr. Radebaugh’s willing-
ness to testify about the needs of
migrant workers and others. If
someone at Dartmouth can take
the time to pursue his story in

detail, it would be a great service.
Medicine was, in the past,

about caring for people regard-
less of their means. In the fast-
paced, technological society of
the last 25 or so years, it is im-
portant to know that there are
still individuals who have com-
mitted their lives to serving
those who might not otherwise
receive care or be heard. Dr.
Radebaugh’s story causes one to
reflect on that fact and on the di-
rection of medicine today. It is a
story that needs to be heard.    

Sarah D. Krug
Royal Oak, Mich.

There is no office at Dartmouth
with an official mission such as
Krug describes, but Dartmouth
Medicine has been pleased to offer
Radebaugh some advice on publish-
ers—and pleased (though not sur-
prised) by the response to his article.

Distilled spirits
Thank you for distilling and pub-
lishing “House Calls with John”
in your Spring issue. Its author,
John Radebaugh, is my brother.
He has been trying for some time
to find a publisher for a book-
length version of his life story,
and the article’s appearance has
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Radebaugh made many a 
house call during his career. 

ate for some income. It was potato-picking season
in Aroostook County, l00 miles to the north, so I
rented a small room there and picked potatoes for
four days. Finally a phone call to Dotty revealed
that someone had made an appointment. I returned
home eagerly and stepped into the waiting room to
greet my first patient—only to find that our new
puppy had left a calling card in the middle of the
waiting room. Embarrassed, I cleaned the rug be-
fore inviting the mother and child in for an inter-
view and examination.

ther patients followed, though slowly at
first. Soon, however, the visiting nurses
alerted me to a number of families living in

poverty whose children needed care. I would often
tell such parents, when I needed to follow up on a
child with an ear infection, for example, that I
would be making house calls in their neighborhood.
“Why don’t I stop at your home to check that ear
without any extra cost to you,” I’d say to them.
They were always grateful. 

One of my early house calls was to a family
whose address appeared to be in the middle of a
field. Puzzled, I asked for help from a neighbor at
one end of the field. “Yes,” was the response, “there
is a family living in the field—in that little hill is a
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A retired member 

of the Dartmouth

faculty reflects on

his varied career—

and makes the case

for the powerful

healing effects of

the house call.

learned the value of making house calls early in
my career and even in retirement continued to
make home visits as a volunteer caregiver. The

hustle and bustle of the usual medical practice al-
lows the doctor to acquire only a superficial knowl-
edge of the patient as a person. Sometimes the in-
dividual behind the clinical history—not to men-
tion the patient’s family and living situation—is
central to the success of treatment. In addition, I
have learned much from my patients, especially
when I get a chance to see them in less structured
settings. They have taught me the importance of
taking time to listen, of digging for real answers, of
regarding everyone with respect.

My interest in medicine arose during high
school when I found part-time work as a hospital or-
derly. After service in the infantry during World
War II, I entered Bates College on the GI Bill
and—thanks to summer studies at Bowdoin and the
University of New Hampshire—graduated in two

John Radebaugh, a retired pediatrician and family physician, is a
clinical associate professor emeritus at Dartmouth Medical School.
He also did a rotating internship at Mary Hitchcock Memorial
Hospital. All the photos in the article are courtesy of the author.

By John F. Radebaugh, M.D.

few resources. I also appreciated the dignity with
which Dr. Blodgett approached patients, as well as
their confidence in his caring manner.

By the time I finished my training I was married,
and my wife, Dotty, and I had three small chil-
dren—so I needed to open a practice quickly. We
settled on Bangor, Maine, and bought a small
house; as was the fashion then, I planned to open a
home office. I even created a clinical laboratory in
a former pantry next to the examining room. I was
able to perform blood counts and throat cultures,
which I incubated in a cardboard box heated with
a 15-watt light bulb (I tested different-sized bulbs
and determined that 15 watts was perfect to main-
tain a 98.6-degree temperature). I hung my shingle
in August of 1955 and awaited patients. My first
visitor was a woman who brought her ailing dog.
This was not an auspicious start!

After a week of no (human) patients, no in-
come, and mounting bills, we were getting desper-

and a half years. Then it was on to Harvard Med-
ical School, a rotating internship at Mary Hitch-
cock Memorial Hospital, and a pediatrics residen-
cy at Massachusetts General Hospital.

There, I came under the influence of Dr. Fred-
eric Blodgett, who made regular house calls in the
west end of Boston, an area filled with tenement
housing. He knew the neighborhood well. As he
walked the streets, former patients would call down
from their apartments, “Hello, Dr. Blodgett,” and
he’d call back to them by name. I clearly remember
one of the first times I accompanied him, to see a
sick child in a fourth-floor flat. The building was in
poor condition outside, but inside the apartment
was immaculate. As he listened to the mother de-
scribe the illness and then examined the child, he
placed them both at ease by explaining exactly
what he was doing. He obtained a throat culture
from the patient, who had tonsillitis, and left some
medicine, assuring the mother that he would return
in two days to check on her child’s progress. I im-
mediately realized the importance of such visits, es-
pecially for families without transportation or with

House Calls with John

I

O

This Spring issue feature elicited more than half a dozen letters from readers.
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been diagnosed with leukemia.
They refused: “We only want
you.” The grandfather was pale
and trembling—from illness or
fear or both. I said I’d request his
lab reports, hoping the hard facts
would force them to obtain care.
When I called County, I was
told, “There was a mistake on
that case. We mixed up his lab
work with someone else’s. He
doesn’t have leukemia.”

Knowing many M.D.’s, I have
no illusions that the rest of the
profession is any more sanguine
than Dr. Ross about the medical
nightmare unfolding in this
country. It may soon blow up in
the public’s and the govern-
ment’s face. Perhaps that will in-
duce reform. In the meantime,
we alternative practitioners are
not going away. Medicine is free
to continue treating us with its
usual conceit: ignore us; dismiss
our results as anecdotal; bad-
mouth us in the press; and con-
descend to patients about us.

Or we can start to really talk
with each other. I cast my vote
for dialogue. But if we ever actu-
ally meet face to face to share
knowledge and experience, may
it go better than an address I was
invited to give at the University
of Michigan Medical School 30
years ago, when the professor
who preceded me at the mike
announced that he’d mark down
the grade of anyone who dared
to stay and listen to me.

Frederick R. Campion, D.C.
South Pasadena, Calif.

Campion is a doctor of chiropractic.
His mother, Nardi Reeder Campi-
on, is a former member of the
Dartmouth Medicine Editorial
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Brinckerhoff is DMS’s Nathan
Smith Professor of Medicine and of
Biochemistry and the associate dean
for science education.

Repudiation and reconsideration
It was with great pleasure that I
read the latest issue of Dart-
mouth Medicine—especially
the engaging essay by Marjorie
Dunlap, about her repudiation of
her parents’ careers in science.

Even I am reconsidering my
intention to pursue a scientific
career after reading that she
“equated a career in science with
stress, overwork, and paper shuf-
fling.” I am also curious as to who
Marjorie was commenting on in
line two!

Seriously, it was a great article
—her parents must be proud.

Giles E. Duffield, Ph.D.
Hanover, N.H.

Duffield is a research associate in
the genetics department at DMS.

Generally speaking
Dr. Jonathan Ross asks in your
Spring issue, provocatively, if
generalist medicine continues its
decline, “Who will be connected
to the patient through wellness
and illness?”

One answer, meant in no way
to be self-serving, is us—we chi-
ropractors, acupuncturists, nat-
uropaths, etc.—the burgeoning
ranks of alternative medicine
practitioners. Patients crowd our
offices for the 30- to 60-minute
consultation they cannot dream
of getting with an M.D. A 1994
New England Journal of Medicine
study established that 12% of
Americans came to us and that
out-of-pocket payments to us

equaled noninsurance payments
to all U.S. hospitals. The figures
have undoubtedly risen since. 

I realize this is not the answer
Dr. Ross hoped for. (Disclosure:
He is my mother’s physician, and
she lauds him to the skies.) The
idea of “alternative generalists”
—for that is what we are—must
scare conscientious M.D.’s who
question competency and scope-
of-practice, and anger avaricious
ones. In part, this sea change has
come about by default, for the
reasons Dr. Ross listed. But there
are other factors. Here is an in-
complete list:

Personal contact: Our meth-
ods require us to listen to, be
with, and often touch patients.
No nurse, no accounting depart-
ment intervenes. Like all family
practitioners, we live and work
in the communities we serve. I
take care of the grandchildren of
those who began with me 30
years ago. In that same period,
my patients have seen dozens of
M.D.’s who cannot possibly be
attuned to their evolving per-
sonal and family histories. Even
low-income patients—a third of
my practice—prefer our sliding
scale to medical roulette. 

Insurance influence: Few of

us work under the yoke of man-
aged care. We don’t need to play
the volume game to offset fee re-
ductions. This means more time
per patient. An M.D. friend told
me the oncologist he refers to is
obliged to see 26 advanced cases
in four hours. How sad!

Cost: Our professions did not
promise, nor do most of us seek,
six- or seven-figure incomes. We
are willing to work for less.

Indifference: Patients are if
not infuriated, at least frustrated
by such lines as “We’ll only call
you if the test is positive” or
“Don’t call unless it gets worse.”  

Arrogance: No one is im-
mune to this ill, but U.S. medi-
cine has taken it to breath-tak-
ing heights. Susan Sontag’s Ill-
ness as Metaphor quotes a doctor
who said: “When I can’t find
what the patient’s problem is, I
assume he doesn’t have one.”
Many alternative precepts run to
the contrary: “What the patient
feels and thinks is as important
as the diagnosis,” for example.

A personal story summarizes
what drives people crazy about
modern medicine. I once had to
beg a Spanish-speaking family to
return their grandfather to
County Hospital, where he had
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Whither genetics? 
By Marjorie Dunlap
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A few months ago, for a fleeting moment, I felt
like a child again. At the dinner table, my
parents began to argue about one of their

students. I traced a tiny pink flower on the pat-
tern of my plate and for an instant didn’t feel like
a college student home for the weekend, but like
a little kid sitting at my childhood kitchen table,
at a time when the only thing there was to talk
about over dinner was my par-
ents’ lives—since mine and my
brother’s were not yet complex
enough to warrant discussion.
And my parents’ lives were (and
still are, in fact) consumed by
one thing: science. 

Over the last few years, as my brother and I have matured into
more animated participants in dinnertime conversation, my parents’
work has faded as a subject of discussion. It is rarely mentioned at all
anymore. Or perhaps it’s that my parents’ roles as scientists on the
faculty of Dartmouth Medical School have become less about bio-
chemistry (in my mother’s case) and genetics (in my father’s) and
more about their management of a lab and a department.

Footsteps: I have always been proud to have such smart, important
parents. As a kid, I was sure I wanted to follow in their footsteps.
Early on, I told anyone who asked that I was going to be an ocean-
ographer. Then, after realizing that this long and impressive word
did not actually mean what I had thought, I decided that “marine
biologist” was actually my true calling. I spent quite a few years cud-
dling this ambition.

Soon, I had chosen the Woods Hole Oceanographic Institution
(maybe influenced by a certain Flying Horses Carousel on nearby
Martha’s Vineyard?) as my future employer. I remember hearing that
the University of Miami had an especially good marine biology pro-
gram. Some time during my tenure as a biologist-to-be, I discovered
that my father had spent his college years as one, too; it wasn’t until
he went to graduate school that his career ideas changed from Marine
Biologist to Geneticist. (I’d begun to picture these important words
with an initial capital.) It pleased me to no end to learn this. 

But then, after having spent five years of my life—an important
five years developmentally, from age five to ten—on these aspira-
tions, I suddenly and inexplicably dropped them. What, you ask, was
the even more exciting career choice that took my childish fancy?

The answer is that nothing specific did. I just felt
as if a switch had been flipped. I felt as repelled by
science as I had formerly felt attracted to it. It was
not Marine Biology that disgusted me, it was the
whole genre. I simply knew I wanted nothing to do
with science. 

Change of heart: More recently, I have begun en-
tertaining thoughts of becoming a writer, a pho-

tographer, perhaps even an ar-
chitect. It has just been in writ-
ing this essay, in fact, that I have
come to realize the strangeness
of this complete change of heart.
I can’t explain the root of the
conversion; it’s just that I no

longer saw any place in my future for science.
I don’t know whether this disappoints my parents. Sometimes they

have suggested a certain course of action (“How about chemistry? You
seem to enjoy chemistry . . .”), but perhaps this is more because they
have perceived a lack of direction on my part than because they have
felt a compelling desire for a professional heir. And that’s something
they won’t find in my younger brother, either, for his interests run
more to drama and English than to algebra and biology.

It must be acknowledged that I have always been somewhat mys-
tified by the happiness that my parents’ chosen profession has brought
them. Actually, “happiness” may be the wrong word—perhaps satis-
faction would be better. Or possibly it’s just a simple love of the FRQ
protein that they study. I really don’t know.  Was it because I didn’t
actually see them at work—I heard only the arguments about gradu-
ate students, saw only the stress when grant-renewal time rolled
around—that my career direction changed? 

Contrarian way: What if my parents’ occupational choices really have
had everything to do, in a contrarian way, with mine? How many chil-
dren, I wonder, rather than taking after their parents, are propelled in
the opposite direction? And what catalyst is the cause? I was not trag-
ically neglected as a child, abandoned for the highs of scientific dis-
covery. Nor was I subjected to endless lectures about their work—say,
the fascinating biological clock of honey mushrooms. My only con-
clusion is that, subconsciously, I must at some point have equated a
career in science with stress, overwork, and paper shuffling. 

I also wonder where my predisposition to the sciences might have
taken me, given my early aspirations. Might I, like my father before
me, have been inspired by biology and ended up in genetics? Perhaps,
a few summers from now, I would have found myself analyzing dolphin
blubber samples on a marine expedition rather than seeking the mean-
ing of a da Vinci painting on a foreign study trip to Florence. People
always tell me that I am so much like my parents; I wonder, had things
been different, just how true that might have been.

The “Point of View” essay provides a personal perspective on some issue in medicine or
science. Marjorie Dunlap is a first-year undergraduate at Dartmouth College. She grew
up in Thetford, Vt., not far from Dartmouth, and is a 2004 alumna of Thetford Acad-
emy. Both of her parents are longtime members of the Dartmouth Medical School facul-
ty: her father, Jay Dunlap, Ph.D., is chair of the Department of Genetics, and her moth-
er, Jennifer Loros, Ph.D., is a professor of biochemistry and of genetics.
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I have always been mystified by the happiness that my parents’
chosen profession has brought them. Actually, “happiness” may

be the wrong word—perhaps satisfaction would be better. 
Or possibly it’s just a simple love of the FRQ protein.

POINT OF VIEW
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E leven years ago, several colleagues and I pub-
lished an article in the American Journal of Med-
icine about the future of general internal medi-

cine. At that time, there was much interest in the
role that generalist physicians could play in im-
proving health care while constraining costs. We
defined a generalist physician as someone who
would be accessible to patients
and be able to provide them with
continuous, comprehensive, and
personalized care. 

Generalist physicians would
have broad knowledge of dis-
eases and therapeutics and would
promote healthy behaviors and preventive strategies. They would also
be able to explain to patients such emerging concepts as evidence-
based medicine—care based on what research shows to be most effec-
tive—as well as individualized risk assessment and risk reduction.

Concept: But generalist physicians never emerged as the central con-
cept of health care, partly because the health-care reform efforts of the
1990s fell short of their goals. At the same time, the medical profes-
sion was heading toward further subspecialization, not only for pro-
cedure-based specialties like radiology and surgery, but also for inter-
nal medicine-based specialties like cardiology and gastroenterology.
And new specialists emerged: the hospitalist, the intensivist, the geri-
atrician, the palliative-care physician. In an effort to control costs,
managed-care and other health-insurance companies began “homog-
enizing” generalist physicians, internists, family physicians, nurse prac-
titioners, and physician assistants, lumping them together as generic
primary-care providers (PCPs). 

But ignoring the vastly different skill sets and orientations of such
professionals only served to diminish the meaning of the generalist
physician. Furthermore, medical services provided by PCPs were re-
imbursed at lower rates than services provided by specialists doing
procedures. Such inequalities in remuneration reinforced the idea that
generalists had less value than specialists.

Continuity: It’s hardly surprising, then, that medical students and res-
idents, well aware of these developments, were increasingly disin-
clined to become generalists. They had medical school debt to pay off,
among other reasons. To make matters worse, more physicians began
entering primary-care specialties part-time, accepting lower wages
than full-time doctors in exchange for less on-call duty and shorter

workweeks. Continuity of patient care suffered as a
result. Medical centers, which were already strug-
gling to deal with limits on residents’ hours (resi-
dents now work a maximum of 80 hours a week,
whereas they used to work 100 or more), must now
also provide coverage for part-time physicians’ pa-
tients. In response, institutions have begun ex-

panding the number of hospital-
ists, doctors who focus only on
hospitalized patients, further
fragmenting patient care. 

This rise in specialization, de-
cline in reimbursement for PCPs,
and further separation of hospi-

tal- and office-based care portends the virtual extinction of the gen-
eralist physician. Who will know the whole patient? Who will be con-
nected to the patient through wellness and illness? Who will provide
“continuous, comprehensive, and personalized care”? 

While efficiency and specialization can bring concentrated exper-
tise that’s good for patient care, they can also result in a loss of the pa-
tient-doctor relationship, in unnecessary treatments or diagnostic
tests, in increased rather than decreased costs, and in patients feeling
abandoned in an impersonal system. The conflation of so many forces
has created a patchwork system of care.

Is the vision we had in 1994 still valid? Do patients want the kind
of physician we described instead of the fragmented care that is com-
monplace today? Is there a way to balance efficiency, specialization,
lifestyle concerns, and repayment of medical school debt with gener-
alist principles of care? Or is generalism a dying philosophy?

Challenges: Few political figures seem to understand these challenges.
Academic leaders appear to be more interested in pursuing biomed-
ical research than in exploring generalist principles of care. Pharma-
ceutical and insurance companies, as well as powerful interest groups
and medical lobbies, benefit from the existing system and thus have
little incentive to change. So who will speak up? If there is to be a re-
vival of medical care that reflects generalist principles, it will have to
come from individuals—both patients and physicians—whose desire
and demand for good care will push against the apathy and compla-
cence that are forces against change. 

I hope that the humanistic impulse, which still characterizes med-
ical students as well as physicians, will serve as a nidus for reconsid-
ering what has happened to this country’s health-care system. We
need political leaders to serve citizens rather than corporations. Our
academic leaders must help us ask and answer this question: Is gener-
alist medical care preferred by patients and is it better for them? If so,
we need to do a far better job of teaching generalist medicine, foster-
ing generalist careers, and rewarding generalist care both academi-
cally and financially. Is anyone interested in this question?

The “Grand Rounds” essay covers a topic of interest to the Dartmouth medical faculty.
Jonathan Ross, an associate professor of medicine and of community and family medicine,
has been practicing and teaching internal medicine at Dartmouth-Hitchcock Medical Cen-
ter since 1983. He is the Department of Medicine’s associate chair for education and also
oversees the department’s Morbidity and Mortality Conference, which was the subject of
the cover feature in the Summer 2003 issue of Dartmouth Medicine magazine.

Is this what we want? 
By Jonathan M. Ross, M.D.
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Who will speak up? If there is to be a revival of medical care
that reflects generalist principles, it will have to come from
individuals—both patients and physicians—whose desire 
for good care will push against apathy and complacence.

GRAND ROUNDS

These two recent essays prompted reflection—and rebuttal—from readers.
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Board—and the author of an essay
in this issue (see page 32).

Making a difference
The eloquent appeal in your
Spring issue by Dr. Jonathan
Ross, for the retention of the
generalist, may fall on deaf ears.
There is an old expression that
“it’s different at Dartmouth.” I
wish this were so. Most longtime
DHMC patients have noticed
the problems that result from the
lack of continuity in patient
care. This is most obvious when
one physician is your primary-
care physician, another the “hos-
pitalist” who sees you as an inpa-
tient, and another a specialist or
surgeon. One can wait hours or
even days for them to communi-
cate with each other. They nev-
er see the whole picture. 

Dartmouth-Hitchcock can
still make a difference, both in
practice and training, but it takes
courage on the part of hospital
and clinic administrators to do
so. Patients need to make them-
selves heard, but unfortunately
even at the friendly Dartmouth-
Hitchcock Clinic they do not
know how.

Jon H. Appleton
White River Junction, Vt.

Appleton is the Arthur R. Virgin
Professor of Music at Dartmouth.

We offered Jonathan Ross an
opportunity to respond to the points
made by both these letter-writers,
and he replied as follows: “I appre-
ciate both written responses to my
essay in Dartmouth Medicine;
they complement many oral com-
ments I’ve heard from students,
housestaff, faculty, and patients.
There is no doubt that a chord was

struck—everyone has felt, directly
or indirectly, the loss of continuity
and accessibility in health care. 

“Whether alternative medicine
practitioners can adequately fill that
gap is doubtful, despite their provi-
sion of many desirable practices.
And as frustrating as it is in our
own backyard, I continue to be
proud of my DHMC colleagues,
who strive to practice a quality of
medicine that most other regions in
the country would be grateful to ap-
proach. My sense is that Dart-
mouth-Hitchcock once again has a
chance to lead in the renaissance of
the best in medical care, by an-
swering the plaintive cry of so
many: ‘Where is my doctor?’ I con-
tinue to be hopeful that the expec-
tations of our patients, which have
at times strongly influenced the
course of medical care, will, in this
instance, force the profession to res-
cue care from the increasingly frag-
mented model so dominant today.”

A rich resource
I enjoy every issue of your fine
magazine and was especially de-
lighted to see the article in your
Spring issue on Dr. Rich Roth-
stein’s latest work [on perfecting
robotic-assisted incisionless sur-
gery]. He was my primary doctor
when I lived in Hanover, so I
know how fortunate Dartmouth
is to have him on the faculty and
performing such great work. 

Keep up the excellent work.
John L. Gillespie, DC ’54

Boothbay Harbor, Maine

Name-dropping
I enjoy receiving Dartmouth
Medicine and always look to see
if there is anyone I know men-
tioned in it. In the Winter 2004

issue, I noticed an interview with
Joan Crane Barthold, M.D. I
wonder if she grew up in Ply-
mouth, N.H., and if her parents
were doctors. If I’m correct, she
is from a wonderful family and is
following in her parents’ foot-
steps in serving others—and the
surgical suite at Speare Memorial
Hospital in Plymouth is named
in her father’s memory. 

It’s nice to come across ac-
quaintances as well as read all
the articles. In the same issue was
a story about Ethan Bennett
Gagné, who died only a few days
after his birth. It reminded me of
our son, Raymond, who was di-
agnosed in 1981 with a brain tu-
mor. Dr. Peters at Plymouth
made the diagnosis and sent
Raymond to Dartmouth for test-
ing, where we had Dr. Saunders
and his team, who all were very
nice. I was a patient at Dart-
mouth myself as a child; I had
nephritis and was sent to the old
hospital for tests. I remember
looking out at a lovely sunrise. 

DHMC is a wonderful place,
expanding and reaching out to
the community. I’m so very glad
there’s a place like it nearby.

Fay Gray
Rumney, N.H.

A consequential matter
I was interested in your Winter
2004 article about the DMS fac-
ulty member who was involved
in the withdrawal of the anti-in-
flammatory drug Vioxx. I believe
the Vioxx story is a perfect ex-
ample of the law of unintended
consequences. 

Treating inflammation has
been one of the major tasks of
medicine since ancient times.
The problem has persisted, so
makers of medications continue
to come up with all manner of
new drugs. Studies in the 1880s
showed that aspirin was benefi-
cial against inflammation, and
later research showed benefits
from antipyretics (anti-fever
drugs), analgesics (anti-discom-
fort drugs), and anti-inflamma-
tory drugs. These all became
known as “aspirin-like,” and the
term non-steroidal anti-inflam-
matory drug (NSAID) was first
used (for phenylbutazone) in
1949. The mechanisms of these
drugs were all found to involve
activity of the enzyme cyclooxy-
genase (COX), which mediates
the synthesis of endogenous
prostaglandins. Yet we still don’t
completely understand how
NSAIDs curb inflammation. 

In 1992, a new enzyme, cy-
clooxygenase-2 (COX-2), was
cloned from human and animal
sources. COX-2 levels rise in the
presence of inflammation. Pros-
taglandins are also involved in
inflammation and form a group
of fatty-acid derivatives called
prostanoids. Once the existence
of two different cyclooxygenases
was known, it was theorized that
NSAIDs’ anti-inflammatory ef-
fects were due to inhibition of
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T iming can be everything, especially in
clinical drug trials. That’s one lesson of

the recent worldwide withdrawal of Vioxx, a
multibillion-dollar anti-inflammatory med-
ication for arthritis and acute pain. Vioxx’s
manufacturer, Merck, voluntarily pulled the
drug after results of an ongoing study showed
that its prolonged use could double the risk of
heart attack and stroke. The news was star-
tling, especially for a drug that had been on
the market since 1999. Why was such a sig-
nificant risk not known before? 

Data: “If you did a study that lasted 18
months, you would have seen exactly noth-
ing [based on] our data,” explains John Baron,
M.D. He is a professor of medicine at DMS
and chaired the steering committee for the
study, known as the Adenomatous Polyp Pre-
vention on Vioxx (APPROVe) trial. Baron is
not an employee of Merck but was paid to of-
fer advice on protocols and to serve as the top
liaison between the data-safety monitoring
committee, which was responsible for the
safety of participants and which made the ini-
tial recommendation to halt the study, and
the steering committee, which made the final
decision to discontinue the trial.

APPROVe began in 2000 and was de-

signed to judge Vioxx’s potential to prevent
a recurrence of colon cancer, Baron’s area of
research specialty. The doubling of cardio-
vascular risk emerged only after 18 months,
he explains. And since participants entered
the trial at different times, the trend did not
appear conclusively until September 2004,
nearly five years after the study began. The
Food and Drug Administration (FDA) had
approved the drug based on studies with
shorter time frames.

Vioxx belongs to a class of drugs that tar-
get COX-2, an enzyme responsible for in-
flammation, while avoiding another closely
related enzyme, COX-1, which has a protec-
tive effect on the stomach. Though compa-
rable to aspirin in relieving pain, COX-2 in-
hibitors are not as damaging to the stomach
and digestive tract. “After the discovery of
COX-1 versus COX-2 and the different
enzymes, these drugs were developed very
quickly,” says Baron. 

Trial: Since COX-2 is over-expressed in
many cancers, researchers wondered if such
drugs could be used to treat cancer. The pros-
pect was “very exciting, almost delicious,”
says Baron. In the APPROVe trial, partici-
pants were divided into two groups of 1,293

each. One group received a placebo, while
the other received 25mg a day of Vioxx. In
the placebo group, there were 25 confirmed
cardiovascular events—heart attacks or
strokes. In the Vioxx group, there were 45
events. Those numbers represent 1.9% and
3.5% of participants, respectively, and trans-
late into a near doubling of risk.

And because “people who get into clini-
cal trials tend to be healthy,” says Baron, re-
searchers worried what would happen in “a
more real-world situation, where the rate of
cardiovascular disease depends on age and sex
and smoking and all those other factors.” 

In fact, Vioxx had been in a “real-world
situation” for five years. It was being taken by
20 million people in the U.S. and millions
more worldwide. According to one FDA es-
timate, Vioxx may have been responsible for
as many as 27,785 heart attacks, fatal and
non-fatal, in this country between 1999 and
2003. Though the risk of Vioxx causing a
heart attack in an individual patient is small,
the elevated risk is significant because of the
drug’s widespread use. Its withdrawal spurred
hundreds of lawsuits against Merck. 

Coverage: Meanwhile, the coverage of the
withdrawal in the lay press and even in sci-
entific journals has been “loud and deceptive
and sometimes ill-informed,” believes Baron.
Merck’s response was “quite impressive and
very fast,” he contends. “There was absolute-
ly no push-back.”

While the controversy surrounding Vioxx
is unlikely to be resolved soon, he sees lessons
to be learned from the situation. The discov-
ery of COX-2 inhibitors was “really a marvel
of modern science,” says Baron, but “the
promise of molecular medicine has some lim-
itations.” It would be safer to evaluate all
drugs for longer periods before approval, he
says, “but you can easily imagine that people
would be complaining” that the FDA is bu-
reaucratic and slow. Balancing rapid approval
of potentially useful drugs against possible
long-term or delayed side effects “is a diffi-
cult issue for a society to handle,” he says. “It’s
not going to be easy.”         Jennifer Durgin

DMS’s John Baron was at eye of Vioxx storm 

Dartmouth epidemiologist John Baron chaired the committee that called a halt to the controversial Vioxx trial. 

DISCOVERIES
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A DMS alumnus shares here some
ruminations sparked by this article.
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under the austere and sometimes
scary conditions under which we
operated in Vietnam. Over the
subsequent years, whenever I
have faced the various challeng-
ing situations that life brings, I
have instinctively thought back
to Captain Morton and his in-
credible spirit, confidence, and
optimism to bolster my own
courage and will to succeed.  

John Morton is a great hu-
man being. I  was not surprised to
read of his spectacular achieve-
ments since  his army service.

CSM (Ret.) Gary Boone
Fayetteville, N.C.

Touched by Tanzer story
I read with melancholy the arti-
cle in your Summer 2003 issue
about Dr. Radford Tanzer, a
member of the DMS faculty who
was for the last year of his life the
holder of the Boston Post cane.
[The article explains a tradition
dating back to 1909, when Ed-
win Grozier, the publisher of the
Boston Post, distributed gold-
topped ebony canes to 700 towns
in New England, to be presented
to each town’s oldest citizen.] 

I was especially touched by
the story because I am Edwin
Grozier’s great-grandson.

Theodore G. Grozier
Hanover, N.H.

Grozier is, as it happens, a student
at Dartmouth’s Tuck School of
Business and Thayer School of En-
gineering. And there’s a further
“rest of the story”: Tanzer’s widow,
Sheila Harvey Tanzer, wrote a fea-
ture for the Winter 2004 issue of
Dartmouth Medicine, elo-
quently detailing her husband’s
choices at the end of his life.

LETTERS

COX-2, and the unwanted side
effects to inhibition of COX-1.
This concept then led to the de-
velopment of anti-COX-2 drugs
—Vioxx, Celebrex, and others.

The use of these drugs sky-
rocketed. But as more and more
people used them, and more
years of patient-use experience
accumulated, researchers began
to pay attention to some precau-
tionary notes in a 2001-02 article
on COX-2 inhibitors in the
Therapeutics Letter. The wide-
spread use of these drugs demon-
strated the law of unintended
consequences (first discussed by
Robert Merton in 1936).

When one bumps against a
wall of evidence not perceived in
advance, it is always sobering. In
today’s responsibility-oriented
climate, adverse outcomes can
be devastating. Soon there were
reports of an elevated risk of car-
diac events in patients taking
COX-2 inhibitors. The risk of
these adverse events seems to be
only about 1.9%, however, and
only with long-term use. Never-
theless, there has been a huge
decrease in the use of COX-2 in-
hibitors and a return to more ba-
sic treatments.

It was also known as early as
2002 that there was a family of
bioactive products, resolvins,
produced from omega-3 fatty
acids by aspirin. These com-
pounds, which are involved in
anti-inflammation signaling,
were thus of interest in the treat-
ment of inflammation. New evi-
dence about aspirin’s role in trig-
gering potent anti-inflammatory
actions was reported in 2004;
this article also speculated that
COX-2 inhibitors could block

the synthesis of resolvin. Once
again, the law of unintended
consequences is at work, for
anti-COX-2 drugs appear to in-
hibit this natural anti-inflamma-
tory mechanism. 

Further work is being done on
resolvin, and it’s likely to lead to
well-controlled clinical trials
and perhaps commercial produc-
tion of synthetic human re-
solvin. However, until that time,
patients suffering from inflam-
mation can take advantage of
the knowledge that if your diet
is high in omega-3 fatty acids,
you can add aspirin and produce
resolvin to treat inflammation.
How much aspirin must be taken
to get the desired anti-inflamma-
tory response? No one knows,
yet. However, I myself take two
tablespoons of flax oil morning,
noon, and night at the time of
major meals, plus one regular
(325 mg.) aspirin tablet at these
same times. This routine con-
trols my joint discomfort due to
arthritis just as effectively as
Vioxx or Celebrex. This is only
an uncontrolled, one-person re-
sult, but it may be worth others’
consideration. I would also cau-

tion that aspirin at these dosages
can have adverse gastrointestinal
effects, so preventive measures
against that problem must be
taken.

This small saga shows that
the mechanisms of this machine
we live in—the human body—
are very complex, and the intro-
duction of any chemical to treat
a medical condition can have
unintended consequences.

Michael J. McKeown, M.D.
DC ’58, DMS ’59

Hillsboro, Ore.

Author! Author!
I very much enjoyed John Mor-
ton’s excellent article about his
open-heart surgery [“Heart Of
An  Olympian,” Fall 2003]. 

In 1970, I had the good for-
tune to serve in Vietnam with
then-Captain Morton, who was
our team leader. I will always be
grateful for the opportunity to
meet, serve with, and learn from
this gifted, dynamic, and inspira-
tional man. He led by example,
and one of the most valuable ex-
amples he set for me was the val-
ue of sustaining a positive atti-
tude and sense of humor, even

B e sure to tell us when you move!
If your address changes and

you want to keep getting Dart-
mouth Medicine, just tear off the
address panel from the back of a
recent issue, write your new ad-
dress next to the old one, and mail it to: Dartmouth Medicine,
1 Medical Center Drive (HB 7070), Lebanon, NH 03756. It
helps us greatly—since our mailing list is drawn from six separate
databases—if you send the actual cover or a copy of it. If that’s
not possible, please include both your old and new addresses.
Note, too, that if you receive more than one copy of the maga-
zine, it’s because of those six databases (which are in different for-
mats, so they can’t be automatically “de-duped”). We’re happy to
eliminate duplications, but it’s a help to have the address panel
on all the copies you get, not just the one(s) you’d like deleted. 


