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VITAL SIGNS

CAPITOL ONE: In March, DMS’s David Goodman, an expert on the
physician supply, was invited to testify about health-care work-

force issues before the U.S. Senate Finance Committee. For
more about Goodman’s work, see dartmed.dartmouth.edu/sp09/f03.

ical Association (AMA). Clini-
cians define chronic pain as pain
that lasts beyond the usual
course of natural healing—from
surgery or injury, for example—
and that is not associated with a
terminal illness. Before the
1990s, opioids were rarely pre-
scribed, even to terminal cancer
patients, because of the fear of
addiction.

Chronic: Since then, doctors
have become more comfortable
p r e s c r i b i n g
opioids for ter-
minal patients,
as well as for
those with chronic pain, realiz-
ing that many patients can ben-
efit from the drugs without be-
coming addicted.

“But misuse and related ill ef-
fects [have increased] as well,”
the AMA noted in a recent arti-
cle. “The number of accidental
overdose deaths from narcotics
or hallucinogens among those
15-64 years old . . . increased
83%, from 5,921 in 1999 to

10,829 in 2005.” (For insight
into opioid-related deaths in
New Hampshire, see “A painful
conclusion” on page 10 and the
web-extra in the box above.)

Estimates of the total number
of Americans using opioids for
chronic pain are not readily
available. However, the FDA re-
cently reported that in 2007, 21
million prescriptions for long-
acting opioids were dispensed to
about 3.7 million unique pa-

tients. Perhaps
of more con-
cern is the fact
that 5.2 mil-

lion people age 12 and older re-
ported using prescription pain re-
lievers for a nonmedical purpose
in the past month, in a 2007 sur-
vey conducted by the Substance
Abuse and Mental Health Ser-
vices Administration.

Such national trends seem to
be showing up locally, says Fan-
ciullo. Many primary-care prac-
tices in New Hampshire and
Vermont have stopped prescrib-

Accidental narcotic overdose deaths

rose 83% from 1999 to 2005.

ing opioids entirely, he says. This
likely means that more patients
are seeking opioids from DHMC
—either to treat pain or because
they are addicted, or both.

The Pain Management Cen-
ter is not the only service expe-
riencing this trend. Obstetrics
and gynecology has seen an in-
crease in the number of pregnant
women on opioids, and the num-
ber of opioid-dependent new-
borns is increasing. Between Oc-
tober 2007 andOctober 2008, 67
babies admitted to or born at
DHMC were diagnosed as being
substance-exposed—about 10
more than in the previous 12
months. And Dr. Bonny Wha-
len, medical director of DHMC’s
newborn nursery, expects that
number to increase to almost
100 this year.

Policy: For providers who treat
adults, the national and DHMC
guidelines offer advice on how to
prevent the abuse and diversion
of opioids. DHMC’s guidelines
include some policy changes,
too. Patients prescribed opioids
by a Dartmouth provider must
now sign a form that outlines the
risks and responsibilities associ-
ated with taking such drugs and
signifies that they agree to un-
dergo periodic urine drug screens
in order to confirm that they are
taking their medication as di-
rected. The form also tells pa-
tients that there are other ways
to effectively treat pain, such as
physical therapy, psychotherapy,
injections, operations, and non-
opioid medications.

“Opioids are the final op-
tion,” says Fanciullo. Or at least
they should be.

Jennifer Durgin

A reminder of the pace of change,
and of timeless truths, from the
1957-58 edition of the Dartmouth
Medical School Bulletin:

“The medical library occu-

pies the mezzanine floor of

the Baker Library, where

over 30,000 volumes have

been segregated from the

stacks. The current numbers

as well as the bound vol-

umes of over 300 periodicals

devoted to the medical sci-

ences are to be found in the

journal room on this floor.”

2
Number of biomedical

libraries now (one in

Hanover, one in Lebanon)

302,000
Volumes in the collection

>3,800
Number of electronic

journal subscriptions

3 million
Hits on the biomedical

libraries’ website in FY08
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For a about undergraduate
Laura Hester’s study of opioid deaths, see
dartmed.dartmouth.edu/su09/we05.

WEB EXTRA

The use of therapeutic opioids—natural opiates and synthetic versions—increased
347% between 1997 and 2006, according to this U.S. Drug Enforcement data.

OPIOID USE IN THE U.S.
Use of therapeutic opioids
in the United States in
milligrams per person
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NO BOOB: When the Today Show tackled “the issue of too
much cancer screening,” health-care blogger Gary Schwitzer
said, “thank goodness they had one of the best evidence-
based minds on the set . . . Dartmouth’s Dr. Gil Welch.”

mentary schools, where fourth-
graders coach kindergarteners in
oral health. It’s funded by the
Dartmouth Center for Clinical
and Translational Science.

In the study, four fourth-grade
classes will learn how to take
care of their teeth by avoiding
sugary foods and brushing and
flossing correctly. Then two of
the classes will prepare and give
a presentation to kindergar-
teners. (The other two classes
will be controls, to test the effect
of having the older kids work
with younger ones.) They’ll use
fake teeth to teach the kinder-
garteners how to floss and brush
and show a PowerPoint presen-
tation about oral health.

Mouths: In addition, the older
kids will help the kindergarten-
ers measure the plaque in their
mouths by using disclosure tab-
lets, chewable tablets that tem-
porarily dye plaque red. And per-
haps the best part for the fourth-
graders will be dressing up in
gloves and surgical masks.

“Any time you dress kids up
in health-care
paraphernalia,
they get all ex-
cited and they
think about what they are going
to be when they grow up,” says
Lawrence, a former day-care di-
rector. “We’re trying to hit a lot
of things . . . role modeling a ca-
reer [in health care] . . . a sense of
social responsibility and teach-
ing between students . . . and
helping kids learn to take better
care of their mouth.” Lawrence
and her colleagues will also be
training the elementary schools’

D r. Melanie Lawrence, a fami-
ly physician in Bradford, Vt.,

is tired of seeing toddlers with
teeth so decayed they need to be
pulled. A few states over, in
Maine, Dr. William Alto is “in-
creasingly frustrated” that his pa-
tients often lack dental care be-
cause they can’t afford it or can’t
get a dentist to see them.

Scope: Both Lawrence, an ad-
junct assistant professor at DMS,
and Alto, a professor in the
Maine-Dartmouth Family Medi-
cine Residency, have taken ac-
tion. The initiatives they’re
helping to spearhead are not re-
lated. In fact, until recently, they
were unaware of each other’s ef-
forts. But both are aiming to im-
prove the dental health of their
patients, many of whom depend
onMedicare or Medicaid or lack
health insurance entirely. It’s a
new wrinkle for physicians, who
used to consider patients’ teeth
to be beyond their scope.

Lawrence and her colleagues
at Little Rivers Health Care are
attacking the issue three ways:

� They revamped their well-
child checkups to include a basic
dental screening, thanks in part
to the work of second-year DMS
student Thomas Hoke.

� They’re working with three
other health centers in northern
Vermont and RonaldMcDonald
House Charities to staff a mobile
dental unit that will travel around
the region and serve children
and young adults up to age 21.
The van is scheduled to go into
service this fall.

� They’re going to conduct an
unusual pilot study in three ele-

Physicians sink their teeth into dental care

nurses, teaching them how to
screen for dental problems.

While Lawrence is tackling
dental health by teaching young-
sters, Alto and his colleagues in
the Maine-Dartmouth Residen-
cy program are targeting doctors-
in-training. The program, which

is based in Fair-
field and Au-
gusta, Maine,
m a y b e t h e

only one in the country that
teaches physicians how to ex-
tract teeth and perform basic
dental procedures, such as fluo-
ride varnishes.

Maine-Dartmouth residents
can also get an additional month
of dental training at the Togus
VA Medical Center in Augusta.
That’s thanks in part to a collab-
oration with dentist James
Schmidt, now the president of

Under the watchful eye of Melanie
Lawrence, center, fifth-grader Meghan
Boardman, dressed up in doctor gear,
checks out a kindergartener’s teeth.

Alto’s patients often lack dental

care because they can’t afford it.

A reminder of the pace of change,
and of timeless truths, from this
magazine’s Summer 1989 issue:

Dr. Robert Markison, DMS

’74-5, wrote about the use of

multimedia computing in

medical education: “The

creation of multimedia

teaching materials involves

the assembly of text, data,

animation, and sound. . . .

Multimedia computing is

still a brand-new medium,

just as ‘talkies’ were still new

to the motion picture indus-

try through the late 1920s.”

2006
Year this magazine

launched multimedia “web-

extras” in its online edition

>1,500
Average monthly visits to

the most popular web-extra

2008
Year that DM’s web-extras

won a national award
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SIM CITY: Dartmouth’s 8,000-square-foot simulation center is
the third-largest such center in the nation. Health-care
providers can practice procedures there on lifelike
manikins programmed to bleed, cry, drool, and sweat.

Foundation. He broke the insti-
tution’s environmental impact
into seven categories: products,
energy, food, waste, transporta-
tion, water, and built land.

Gas: Some measurements are
firmer than others. For example,
experts agree on the greenhouse
gas emissions associated with
consuming electricity and fuel
oil, and DHMC engineers have
tracked energy
consumption
for years. It was
much harder to
get a handle on the impact asso-
ciated with the wide variety of
products that a major medical
center uses—from disposable
rubber gloves to massive imaging
machines.

When all the best measure-
ment models and conversion fac-
tors were settled on and applied
to DHMC’s calculation, the re-
sult was 13.8 acres per full-time-
equivalent employee—of which
there are 5,700 on the Lebanon,
N.H., campus. And that doesn’t
even factor in
the resources
that all those
e m p l o y e e s
consume at
home.

S o h o w
does that fig-
ure compare
to other hos-
pitals? That’s
a good ques-
tion, but it’s
one for which
there i s , a s
yet , no an-
swer. DHMC

I t sounds like it must be a very
good, “green” thing for a hos-

pital to calculate its ecological
footprint, but what exactly does
that mean? It’s a process DHMC
recently went through, so John
Leigh, manager of waste and re-
cycling, is very familiar with the
concept. He explains that an
ecological footprint is “a measure
of natural resources consumed as
compared with the Earth’s abili-
ty to regenerate those resources.”
To achieve sustainability, a pop-
ulation shouldn’t consume more
than its proportional share of
those resources.

The Earth contains 28 billion
productive acres, such as forests
and croplands (which excludes
deserts, polar areas, and some
ocean areas). Dividing that
acreage by the Earth’s popula-
tion, 6.8 billion, gives 4.1 acres
for each person (which doesn’t
even factor in the 25 million
other species on the planet).

Rise: “We now know that hu-
mans are exceeding the bioca-
pacity of the Earth by about 24
percent,” says Leigh. “We began
to overshoot it in the mid-1980s,
and we can reliably predict that
the overshoot rate will continue
to rise because the population is
growing, the per-capita con-
sumption rate is growing, and
technology continues to drive
our consumption ability.”

The calculation of an ecolog-
ical footprint is a complicated
process. Leigh led the develop-
ment of the spreadsheet-based
tool that allowed DHMC to cal-
culate its footprint, thanks to a
grant from the Maverick Lloyd

DHMC develops a “green” yardstick for hospitals is so far ahead of the curve that
no other U.S. hospital has cal-
culated its footprint. Leigh is of-
fering the tool he developed to
other hospitals, but no one has
completed the process yet.

Meanwhile, Leigh has already
begun to apply the results of the
calculation. For example, one
startling finding was that 32% of
the overall impact came from
transportation. That includes by
patients, visitors, and staff, with

staff transpor-
tation to and
from work the
biggest factor.

The average one-way commute
to work for DHMC employees is
nearly 42 miles.

The Medical Center already
helps underwrite the local bus
system, Advance Transit; has
supported the construction of
nearby affordable housing; and
has taken other steps to mini-
mize commuting. But Leigh
would like to see more done in
this area. As theMedical Center
considers its options, he can now
plug data associated with differ-

John Leigh is the manager of waste and recycling at DHMC.

The calculation of an ecological

footprint is a complicated process.

A reminder of the pace of change,
and of timeless truths, from a 1943
book titled Fifty Years of Service:
A History of the Mary Hitchcock
Memorial Hospital:

“As early as 1776, mention

is made of [a hospital] ‘locat-

ed in the Lebanon woods.’

. . . During the next year,

the college mill on Mink

Brook, just below the bridge

on the Lebanon road, was

converted temporarily into a

hospital. These, however,

were isolation centers rather

than hospitals in the true

sense. . . . As a result of . . .

the fear that these hospitals

might serve as centers of

contagion . . . neither served

its purpose for very long.”

1893
Year Mary Hitchcock

Memorial Hospital opened

225
Acreage of the wooded site

in Lebanon where the

Hospital is now housed
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Those who are selected as
volunteers undergo 20 hours of
training from the palliative care
team—doctors, nurses, a social
worker, a chaplain, and Sichel
and Byock. They learn how the
team manages patients’ pain, as
well as about advanced direc-
tives, spirituality at the end of
life, and grief and bereavement.

After volun-
teers complete
the training,
they are ac-

companied for a while by an
experienced volunteer until they
are comfortable seeing patients
on their own.

“I don’t do it to collect any re-
wards,” explains Cecilia Hoyt,
another No One Alone volun-
teer. “I do it out of the need to
love and help those people and
be able to make life a little more
comfortable, easier. . . . It helps
you to grow and mature and look
at life through different eyes.”

Both Hoyt and Stern have
also spent time with families of
patients near death. Once, says
Stern, she was with a mother as
her young son was taken off life
support. “I literally had to hold
her up,” Stern says. “But we got
through it—she got through it.
. . . I felt that day like—I don’t
know how I felt, but I knew I had
made a difference.

Guts: “I’ve been learning how
to put death in its place as part of
our being,” she adds. “I’m learn-
ing grace from people that I see.
That word keeps coming out—
it’s grace. And guts.” One patient
she spent a lot of time with,
Stern adds, “I used to call . . . my
Xena warrior princess.”

Matthew C. Wiencke

Summer 2009
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DHMC’s Palliative Care Pro-
gram, which focuses on improv-
ing the quality of life for patients
with a serious illness or injury.
The volunteers spend time with
patients during long hospital
stays, when people often feel
lonely, bored, or isolated; they
sometimes in-
teract with pa-
tients’ family
members as
well. Dr. Ira Byock, DHMC’s di-
rector of palliative care, says the
people chosen as volunteers
“have to have a degree of emo-
tional maturity and sensitivity to
make use of the privilege of be-
ing at the bedside.”

Few:TheU.S. has about 1,300
hospital-based palliative care
programs; DHMC’s is one of only
a few that uses volunteers.
Wendy Sichel, the director of
No One Alone, screens appli-
cants carefully, assessing their
“motivation, emotional maturi-
ty, tolerance, warmth, and em-
pathy,” she explains. Not every

volunteer has
all those qual-
ities in equal
measure, but
“I do want to
see that they
have empa-
thy,” Sichel
says. “I try to
s e n s e t h a t
they’re peo-
ple-people.”
App l i c an t s
are also asked
to write an es-
say about loss-
es in their life.

I t would have been understand-
able if Ellen Stern had decided

she’d spent enough time at sick-
beds. But the day she saw a news-
paper ad saying that DHMC was
establishing a volunteer pallia-
tive-care program, she was de-
termined to apply.

Stern’s mother had just died,
and many years earlier she’d sup-
ported a cousin who was dying of
pancreatic cancer. “He died real-
ly hard,” she says. “But he want-
ed me a part of his process. . . . I
was holding his hand when he
crossed over. . . . He was at peace
and not hurting any more.”

The two experiences taught
Stern that “if a patient is diag-
nosed with a terrible illness, it
isn’t bang, the end. . . . If you’re
lucky, you have some time . . . to
get your priorities in order.”

Help: It was to help people like
her mother and cousin that she
enrolled in DHMC’s No One
Alone program back in 2006.
Volunteers like Stern—there are
now 27—support the work of

Finding “grace and guts” at the bedside

Cecilia Hoyt, left, is active at DHMC in one of the nation’s few
hospital-based palliative-care programs to use volunteers.

Volunteers “have to have a degree

of emotional maturity,” says Byock.

A reminder of the pace of change,
and of timeless truths, from the
1981 DHMC Annual Review:

“Hemodialysis, the use of an

artificial kidney machine to

remove toxic wastes from a

patient’s bloodstream, has

extended life for thousands

of people whose kidneys

have failed. . . . ‘As recently

as 24 years ago, if both kid-

neys failed the person was

sure to die,’ stated Frederick

Appleton, M.D., medical di-

rector, Dialysis Unit. . . . A

five-station hemodialysis

unit opened at Mary Hitch-

cock in November 1980.”

>150
Radius in miles of the area

from which the DHMC

Chronic Dialysis Unit

currently draws patients

10
Number of specialists in

kidney disease and

transplantation at DHMC
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BODY OF KNOWLEDGE: Over the past 12 years, more than
15,000 New Hampshire fourth-graders have learned about their
bodies and how to care for them, thanks to a program supported
by the Dartmouth-Hitchcock Clinic called Granite State Fit Kids.


