
OCTOBER 1964



E U I I,)!{ \ I ',>

ADMINISTRATIVE
SPONSORS

W. ALBERT SULLIVAN, JR., M.D.
Editor

EIVIND HOFF, JR.
Managing Editor

University of Minnesota Hospitals
GERTRUDE M. GILMAN, Director

Minnesota Medical Foundation
CORRIN H. HODGSON, M.D., President

VERNON D. E. SMITH, M.D., Vice-President

N. L. GAULT, JR., M.D., Secretary-Treasurer

EIVIND HOFF, JR., Executive Director

University of Minnesota Medical School
O. MEREDITH WILSON, President

University of Minnesota

ROBERT B. HOWARD, M.D., Dean
College of Medical Sciences

H. MEAD CAVERT, M.D., Associate Dean
N. L. GAULT, JR., M.D., Associate Dean
ROBERT J. McCoLLIsTEH, M.D., Assistant Dea

Minnesota Medical Alumni Association

NEIL M. PALM, M.D., President

JAMES C. MANKEY, M.D., Vice-President

ROBERT H. MONAHAN, M.D., Vice-President

DUANE C. OLSON, M.D., Secretary

L. G. IDSTROM, M.D., Treasurer



UNIVERSITY OF MINNESOTA

Medical Bulletin
O/licial Publication of

UNIVERSITY OF MINNESOTA HOSPITALS

MINNESOTA MEDICAL FOUNDATION

",frNNESOTA MEDICAL ALUMNI ASSOCIATION

Circulation this issue 6,500

VOLUME XXXVI October 1964

CONTENTS

NUMBER :l

SPECIAL LECTURES

Science and the Future of Man
COL. JOHN P. STAPP

The Doctor and the Patient
WILLIAM R. FIFER, M.D.

STAFF MEETING REPORTS

54

62

Gastrointestinal Pacing
AYDIN M. BILGUTAY, M.D., ROBERT WINGROVE, RE.E.,
WARD O. GRIFFEN, JR., M.D., AHMAD NAKIB, M.D.,
RAYMOND C. BONNABEAU, JR., M.D., and
C. WALTON LILLEHEI, M.D. 70

Neonatal Respiratory Distress Syndrome
Part One-Etiologic Speculation
EDWARD C. DEFOE, M.D. 73

Part Two-Histopathologic Correlation
BARBARA A. BURKE, M.D. 75

Studies on Some Elastic Tissue Diseases
ROBERT W. GOLTZ, M.D. 77

ALUMNI NOTES 82

Published monthly from September through June at Minneapolis, Minn. No ad
vertising accepted. Second class postage paid. Address all correspondence to
The Editor, University oI Minnesota Medioal Bulletin, 1342 Mayo Bldg., Uni
versity of Minnesota, Minneapolis, Minn. 55455.



COL. JOHN P. STAPP

Special Lecture

Science and the Future of Man *

Col. John P. Stappt

c4rcheologists hypothesize that two and a half million
generations of evolution transformed primates into the first
flintstone tool maker, Pithecanthroptls ErectLts; and that Pithe
canthroptls evolved to Homo Sapiens, the prehistoric equivalent
of modern man, in 75,000 generations. Homo Sapiens has under
gone very little change in 2,000 generations. It is the changes
he has wrought that take on the aspect of
a civilization explosion, when viewed in the
time scale of 75,000 generations since Pith
ecanthroptls ErectLts. The three great mile
stones of human achievement are the de
velopment of agriculture 500 generatiom
ago, the Golden Age of Greece 100 genera
tions ago, and the Renaissance and scientific
revolution which began only 20 generations
ago.

Pre-historv does not record the existence
of certain 'strains of the human species
having an important bearing on the origin
of the civilization explosion. The most nu
merous strain of the species was Homo Conformans. The most
important attribute of the average Homo Conformans was that
he was so average. Homo Conformans was characterized by
being hairy, timid, gregarious, resistant to innovations and above
all, imitatively conformist in his behavior.

Contemporary with Homo Conformans was a less hardy and
less numerous strain, known as Homo ExoticllS. Homo Exotictls
was smooth skinned, an individualist, eccentric, introverted, a
non-comformist, continually discontented and full of innovations.
Because he was hairless and could be cooked without skinning,
he was preferred as a main dish for cannibal banquets, partic
ularly since he would not be missed very much by the com-

'Minnesota Medical Foundation Lecture presented September 28, 1964
t.\ledical Corps, U.S. Air Force; Deputy Chief Scientist, Aerospace Medicine

Division, Brooks AFB, Texas
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THE MEDICAL BULLETIN

munity. In later ages he was a favorite victim for massacres,
pogroms, burning at the stake and Siberian exiles. This helped
to keep Homo Exoticlts in a dissident minority.

A very hardy hybrid of these two strains emerged early in
unrecorded pre-history. Known as the Homo Politiclts, its mem
bers were characterized by a smooth but very thick skin, and
a loud voice; like most hybrids, Homo Politic liS was usually
sterile. Homo Politiclts delighted in organizing community action,
such as groups of Homo Conformans to hunt down obnoxiously
intransigent individuals of the Homo Exoticus strain, to pro
vide the meat course for banquets celebrating their extinction.
To avoid this fate, Homo Exoticlts became adept at beguiling
his captors with songs, poems, stories, magic and superstition,
gradually accumulating quite a bag of tricks to create a diver
sion. There were instances where aHoma Exoticlts originally
destined to be the entree became instead the toastmaster.

At about the time that flint toolmaking flowered into a fine
art, a Homo Exoticus unremembered genius invented metal
weapons and tools, to which Homo Conformans converted in a
short interval of a few centuries. This was not to be the last
instance of a technology becoming an art at about the time it
is discarded.

Homo ExoticlIs exploited his early monopoly on metal tech
nology to acquire status, power, and wealth, enabling him to
employ Homo Conformans; and even to buy Homo Politicus.

The need for keeping books and records led Homo Exoticus
to invent writing. At first transactions were inscribed on stone
tablets. One clever Exoticus scribe made them into cuff links
for ready reference. Following the invention of pencils, his
descendants took to writing credit transactions on their shirt
cuffs.

In his new status, Homo Exoticus the inventor, the manager,
and the recorder, acquired the role of the teacher. He soon dis
covered that Homo Conformans learned very little, and that
little not very well. To teach him anything required the inven
tion of a special idiom for simple ideas, simply communicated.
This became known as journalism. It overSimplified information
into such general, broad terms that the content could be com
pletely garbled or distorted with little or no loss of plausibility.
It served as a medium for perpetuating taboos, superstitions,
and community ceremonies.

While most of the Homo Exoticus class continued the pursuit
of survival, if not happiness, by exploiting Homo Conformans,
while appeasing Homo POlitiCllS, a small minority of Exoticus
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pursued knowledge with a dedicated disregard of consequences.
Their self-forgetful cries of "Eureka," hailing a new discovery,
brought instant retaliation from Homo Politicus and Homo Con- I
formans, closing their ranks against unwanted advancements.
Many of these unfortunate sages perished on the rack-or saved
themselves by humiliating recantations of their absurd fixations,
such as the fantastic notion that Earth is a sphere circling around
the sun.

Again, Homo Exoticus resorted to ingenuity in order to sur
vive. Among them were alchemists, who continued to dabble
with metals, learning precipitation and solution with acids and
alkalies. Soon certain alchemists began a whispering campaign
among leading personages of the Politicus class to the effect
that base metals could be transmuted into precious metals. Thev
suggested that with just a little support for the project, noble
metals could be thus produced by a foundation named after
the benefactor. The initial resistance to this appeal was quickly
overcome when Homo Exoticus resorted to journalism, in which
language he promoted the enterprise, announced eminent de
velopments and coming new discoveries, readily persuading the
hordes of Homo Conformans to a fashionable new conformity;
and the successful exploiter class of Exoticus, to reach for ne'w
status by contributing. To promote is one thing, to produce is
another. Failure to deliver promised results brought many al
chemists to being roasted, and even to getting themselves
stewed. However, serendipity came to the rescue, and patrons
were placated with useful alloys and glowing reports on new
approaches, sure to achieve results. The by-products of tech
nological progress brought prosperity to the foundations and
leisure to the alchemists, in which they gradually developed
a mystic language of metaphysics. Its incomprehensibility con
ferred immense prestige, and was no impediment to translating
their enigmatic philosophies into journalism, for the battlement
of Homo Conformans, alwavs useful to Homo Politicus. It be- I
came fashionable to treat ~lchemists with superstitious rever- ,•.•
ence, like sacred cows no longer kicked for not producing gold •
from lead. Cloaked in the immunity of scholastic mystery, they

occupied the best caves and were appointed to the most im- I.·...

portant committees, where their capacity for obscuring issues .
and delaying decision tendered a service of untold value to
Homo Politicus.

Pre-history fails to reveal when another hybrid combining
the attributes of Homo Conformans, Homo Exoticus and Homo
Politicus first appeared on the scene. Known as Homo Modernus,
this hybrid was a dirty trick perpetrated by nature on itself,
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since he dedicated all his energies to conquering or destroying
nature. He had one perpetual obsession-whatever came to
his attention had to be modernized, regardless of whether or
not it was improved. Homo Modernus soon had his contempo
raries competing for status at an ever faster pace of moderniza
tion to stay ahead of obsolescence, which took on the aspect
of a fate worse than death.

Machines were invented and enlisted into mass production
to keep up with the race against obsolescence led by Homo
Modernus, who relentlessly pioneered new models of moderni
zation, promoted bombastically in the language of metaphysics
transplanted into journalism.

For a time, the Aztecs and the Incas were successful hold
outs, quietly disposing of all suspected Homo Modernus hybrids
appearing in their midst, by the expedient of human sacrifice,
ostensibly to appease the gods of harvest and war, but actually
to conserve their serene and changeless social order. Their re
sistance was in vain; an uninvited invasion by fleets of Homo
Modernus put an end to their gracious way of living.

The foregoing relates only to the untold past of pre-history
and in no way relates to man as he is today. It is only brought
up to show from what humble beginnings, in the log cabin of
the stone age, so to speak, the descendant of man has achieved
his present state of being only a little lower than the angels.
He can leave his humble origins and imperfect progenitors to
the archeologists who finger their shards and flints with patron
izing pity.

Now that man is almost totally honest, almost completely
kind-hearted, almost infallibly wise, and living on the brink
of almost perfect peace, in a world where germs are banished
while anxieties flourish, what more can the future determined
by science and technology hold in store for him? In fact, how
are we doing today? What we do with science can well be
reviewed in an agonizing appraisal of what we let science do
to us.

After years of laboriously purifying the water we drink,
we endure a more intimate and copious pollution of the air we
breathe, and even contribute to it by smoking. The science of
acoustics teaches how to wall out noise, but we use the walls
to inclose and incubate a generation of cacophono-philiacs, dot
ing on stereophonic reiteration of nonsensical music.

Our rarest luxuries are clean air and silence-for vacation
we return to the woods whence our Stone Age ancestors fled,
taking delight in what was their hardship of hunting and fishing.

57



THE l\IEDICAL BULLETIN

Visual and audio communication avalanches the mind with
torrents of facts, fiction, and propaganda. Triviality will attain
an all time high when multimillion dollar telecon satellites are
used to relay a IS-year-old grade B movie murder mystery to
a waiting world. The audio-visual bombardment of television ,•.•..
fatigues the affect and over-burdens the comprehension, causing
discrimination of fact from fantasy, to merge in a more prim- I'
itive selection of what is pleasant and acceptable, disCarding ••.•
what is unpleasant and rejectable, no longer concerned with •
whether it is fact or fiction. This uncritical spectator state
leads to the phenomenon of false illusion. False illusion results
when unpleasant reality, over-explicitly presented by television
if attenuated and selectively transformed into less unacceptable
fantasy. It is as though the mental monitor were saying "This
is so unpleasant that it can't be real-let's stack it in the mental
garret among the western bad men and Chicago gangster movies,
where it won't bother us and we can forget it." And so, reality
is desensitized and sublimated to resemble fantasy, to spare
arousal of unpleasant emotions. Acceptable fantasy, conversely,
is enhanced to the status of reality, as evidenced by television
fan letters to ventriloquist's dummies, cartoon characters, and
animal actors. The fantasies are reinforced by being relived bv
young Davy Crocketts, Tarzans and Supermen. I

In common with all my compatriots, I heard with unbeliev- I
ing horror the radio reports on the assassination of President f
John Kennedy. In the days that followed, television unremittingly f
covered every detail of the real events unfolding from this
national tragedy, giving them a quality of unreality. Never
before has news transformed into history, and history trans-
figured into legend so swiftly. Like a national electronic tran-
<luilizer, it soothed a trauma to the national consciousness bv
transforming real events while they happened into the aspect
of fantasv drama which thev resembled. I was made aware of
this by a-motion picture re-enacting the assassination of Lincoln, ii
shown bv a network during a standbv interval of the news
coverage: Suddenly I realized that ~y passive feelings and f
reactions to the movie version of Lincoln's assassination which i
happened a hundred years ago was the same as my reactions I
to real events as they happened during the Kennedy news co\'- !.•
erage. I was equally a spectator to both, which were made f

equivalent to the perception and affect by translation through
the same medium.

The day and night audio-visual dramatization of crime 011

television might condition viewers to regard criminal violence
as unreal. They may witness actual criminal acts committed
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in their presence as passive spectators to a TV crime thriller,
looking on without being moved to interfere while a terrified
victim of assault, murder or imminent drowning cries in vain
for help. Are we so preoccupied with being entertained by
television that we are unaware of what it might be doing to us?

Recently there has been phenomenal progress in developing
prosthetic devices and the transplanting of human and animal
organs to replace defective or diseased organs vital to a fatient.
What with electronic heart pacers complete with wires and
battery; synthetic plastic heart valves, aortas, arteries and veins;
vitallium universal joints in his hips; and even plastic corneas
that could come equipped with miniature windshield wipers,
man grows more and more to resemble the car he drives. If
more than .51 percent of him is thus replaced, does he become
someone or something else? This would give new meaning to
the cliche about feeling like a new man after the operation. Or
would the patient be like the oldest axe in Minnesota, 1.50 years
old after six new handles and four new heads? Will periodic
overhauls with replacement of worn-out parts enable man to
live two or three times his present three score and ten years?
If so, who wiII be more likely to receive such synthetic longevity
-some worthy but obscure citizen, or a tyrant dictator whose
oppressive rule could be thus prolonged?

We have become aware of diurnal circadian cycles, the
physiological clock spacing the intervals of eating, sleeping and
wakefulness to which we are adjusted in our daily habits,
because jet transports in less than a day of intercontinental
flight can shift our schedule by eight to 12 hours of time zones.
Supersonic transports wiII soon be crossing a time zone every
20 minutes of flight, and wiII be able to go around the world in
eight hours of flying time. The sun need never set on a super
sonic transport. But what about the shuttling envoy, the inter
national scientist, the movie tycoon caught in a nightless sched
ule and compelled to eat half a dozen ceremonial dinners or
business luncheons in one 24 hours of physiological confusion?
Joshua's battle, for which the Lord made the sun stand still,
could be re-enacted in our unfortunate traveler's stomach. Have
we become so obsessed with the air speed indicator that we
forget the compass? Is how fast we go more important than
why or where we go? Has travel become more important than
places, while we lose our psycho-physiological adjustments to
either?

Humans are made surplus at an ever earlier age by auto
mated mass production, which once emancipated men from
long hours of repetitive drudgery, but now evicts them from

59



THE MEDICAL BULLETIN

the opportunity to be employed. It is as though machines take
over the living while displacing people into suspended ani
mation. In this idleness the unused fund of human energy fer
mented by discontent explodes in violent protest. How long can
machines stay in business by putting people out of business? t

Meanwhile, the race against death by disease to prolong'
community longevity is rapidly catching up with the expansion
of resources for human life support. After the land is over-
crowded and artificial islands in the sea are filled, do we move
to diving bell cities under the sea while looking for new planets
to colonize? It would be unthinkable, of course, to control
human overproduction at the source, even with war as an
alternative.

Having managed so brilliantly up to the present, what alter
natives have we left ourselves for the future? How much more
can man be de-humanized, regimented, overstressed, and still
be man?

The Golden Age of Greece showed how a few inspired men,
released from drudgery by slave labor, could exalt human living
by their creative thinking. The quality of human judgment in
the use to which discoveries and inventions are put is badly in
need of improvement. In almost every instance, every new
power discovered or invented by man is applied first to enhance
his arsenal of hostility, then as an afterthought, justified by
useful expansion of peaceful civilization. The power of decision
and choice of directions is still a human function that computers
cannot usurp-they only process mathematical analysis by human
direction to produce data for humans to reason with. It is
within the power of human decision to use the technological
and scientific advances to free mankind for a golden age of
creative greatness through the development of individuality in
a compassionate civilization; or to relegate mankind to a par-
anoid hell of regimented conformity, already prevailing over f
millions of victims behind the iron and bamboo curtains dividing •
our world. '

!
The scientific and technical revolution in which we live can t

and will create for us the means for future greatness almost l
beyond conception. By projection and not by prophecy, we can Iii
foresee: !

( 1) The conversion of solar energy and earth heat energy
to electricity in quantities to exceed all human requirements.

( 2) Extraction of fresh water from the oceans to supply
all deficiencies and make all deserts habitable.

(3) Climate control achieved by air conditioning expanded
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to cover whole cities, enclosing a micro-climate independent of
outside weather.

(4) Cargo transport by atomic powered high speed sub
marines, and by cargo-Hying atomic ships of 5,000 tons ca
pacity; passenger rocket transports to span any two points on
earth in less than two hours.

(5) Direct catalytic synthesis of carbohydrates, fats and
proteins from their elements without dependence on photo
synthesis by natural chlorophyll.

(6) Control of genetic molecular architecture to predeter
mine somatic development of useful plants and animals, and
eventually, of man.

(7) Prolongation of optimum age and health of tissues
through applied biochemistry.

(8) Communications with instant electronic translation, to
erase language barriers.

(9) Combining teaching machines with optimizing human
learning capability for educating man efficiently to participate
in the technical and social life of his expanding civilization.

(10) Attainment of permanent peace in which to enjoy all
these potential benefits.

Man must rise above the limitations of caveman reHex be
havior and adapt himself to the world his thinking brain and
civilized compassion can make for him. For better or for worse,
science is man's greatest tool for shaping his own destiny.
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Special Article

The Doctor and the Patient*

William R. Fifer, M.D.t

1Jou are all now physicians, and are beginning your pro
fessional lives. 1 congratulate you on attaining this goal-your
degree as a doctor of medicine-but do not wish to deal with
the past, preferring instead to discuss your future.

1 have here the results of the class poll. First, let me say
that 110 of 131 class members responded, which means that 21

people are planning on retiring at this point.
They are presumably, the oldest members
of the class, and 1 congratulate them on
their retirement. Of the 110 who have plans
for the future, 86% are going to a rotating
internship, 10% straight and 4% mixed. As
to the type of hospital, 22% will intern in
private hospitals, 59% in county or city,
11% in University and 8% in Federal gov
ernment hospitals. It is interesting that our
internship training remains primarily based
in governmental hospitals - city, county,
state and federal-in this area in which
medicine is trying so hard to stay "private"

and shun government or third party medical care. This tradition
is deep in American medicine, of course, and has always been
an interesting paradox. Our medical students through the years,
all over the world, have learned medicine by caring for the
sick poor-as interns have bandaged and sewed up legions of
drunkards through long nights in our great charity hospitals all
over the world-and then have moved to a nice address to open
the fancy office to care for those who can pay-and who present
wholly different medical care problems.

This appears to be a "practicing" class, according to the
survey:

"Address to the Class of 1964 Graduation Banquet. University of Minnesota
Medical School, June 12, 1964

tStaff Physician. Students Health Service. University of l\Iinnesota
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----_.-_.-._--- ------

Number Plan

1.5% general practice

20% general practice with later specialization l67 . I' ,
47% . I' . d' I ( %specIa IStS.

o specIa Ize Imme late y .
1% research

20% undecided

If 2/3 of the 20% undecided specialize this will mean 80%
of this class, 4 01lt of 5, will specialize. Of the specialties:

Medicine 17%
Surgery 11%
Surgery subspecialties

ortho
neurosurgery

urology
ENT
Ophth

Pediatrics
Miscellaneous:

10% Psychiatry
3 Obstetrics
3 Neurology
1 Radiology
1 Dermatology
1

3%

3%
2
2
2
]

Last, the poll shows that 62% of those responding are mar
ried. My hat is off to these wiYes, because with 47% of the class
going t~ specialize immediately it means five years of franks
and beans. The only thing that saves the stomach of the intern
and residents is getting free meals at the hospital-and the only
thing that saves the wives' stomachs from the steady diet of
franks and beans are the antacid samples the drug salesmen
give away free!

The portrait of this class then is a "rotating internship fol
lowed by practice, four-fifths in the specialties of medicine."
How well prepared are you for this? How happy will you be?
How well will you fill the needs of your patients? Let's examine
these questions.

There have been some rumblings of dissatisfaction about the
kind of job American medicine is doing. It would be foolish
to deny this. You've all heard it. "My doctor is too busy." "He
doesn't spend enough time with me." "He's interested only in
money." "He won't come at night to make a house call." A by
product of this dissatisfaction is the desire to change the system;
to do away with private fee-for-service practice and replace
it with another system. In England it is socialized medicine,
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in some places it is prepaid or insured medicine. While some
of the demand is simply part of the great social and economic
reform of the last 100 years, it is a very real demand. People
have come to expect health and medical care as a human
right and will eventually insist that it be provided through
governmental channels. It is paradoxical that at a time when
medical care was never better, people are dissatisfied with it
Medical care in the United States has reduced infant mortality,
practically Wiped out contagious diseases through immunization,
made childbirth safe, prolonged the life span by 30 years in
the last 2 generations, and still there is dissatisfaction. We may
have a healthy patient, but we don't have a happy one. What
happened?

First, let's examine the image of medicine 50 years ago and
today. The physician of that time was barely trained by today's
standards. He had no magic drugs in his bag. He went to the
sickroom in the farm home of his little girl patient and sat all
night by kerosene lamp waiting hopefully for the crisis, the turn
for the better, or death, perhaps from diphtheria, a common
killer of children. While he sat, dumbly hoping for the best
he really had nothing to work with. Yet he was loved and
respected. He was called "old doc" and if the child lived "old
doc" pulled her through or if she died "old doc" did all he could.

The new doctor, (131 strong in this graduating class) is
superbly trained, and he's going to train for 5 more years in
most cases. He will be able to nail a fractured hip or replace
the valves within the heart, or cure SBE or tuberculosis or
almost any other infectious disease. He will detect and cure
a lot of cancer, save the burned and injured who would have
died before, make the blind see and the deaf hear-but he's not
"old doc".

The patient has changed as much as the doctor. The family
of 50 years ago expected three out of seven children would
die before they grew up, expected that young mothers would
die in childbirth and children of diphtheria, expected to die
of leakage of the heart or consumption, and accepted the tragedy
of blindness, deafness or insanity as necessary evils that befell
them. They accepted these things like they did drought and
flood and hunger and cold and darkness and, above all, ignor
ance.

The new patient expects to have been delivered safely,
raised by a healthy mother, vaccinated and immunized to
prevent diphtheria and smallpox and polio, and expects to live
to age 72, the national average. He expects health as he expects
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control of weather, a warm house, electric light, and an air
conditioner in the bedroom. He expects to have his cataract
removed and his hearing aid to be efficient and not make
buzzing noises. Above all he is no longer ignorant. We have
educated him about his health and his diseases and his hygiene,
just as he has been educated in other areas.

The cause of the dissatisfaction seems to me to lie in a
distortion of the roles of the doctor and his patient in these
rapidly changing years. The doctor sees a distorted image of
his patient, and the patient a distorted image of his doctor.
I think both the 1964 doctor and the 1964 patient are better
in every way than their 1914 counterparts. Yet they see each
other as if looking in one of those fun-house mirrors on the
circus midway.

The cure for the dissatisfaction is to replace the curved
mirror with a straight one so that the doctor and his patient
can see each other clearly in the doctor-patient relationship
of 1964.

First let's look at what today's physician is really like. He is
thoroughly trained and he is specialized. He has finished the
most complicated medical school curriculum in history, and
will (taking our average man in this class) receive one year of
superb training in a rotating internship followed by 3 to 5
years specialty training in a residency. The reason he chooses
to specialize is because he would rather be very good in a
limited area of human health and disease than just good in
all areas of health and disease. The reason 47% of the class will
specialize immediately is because there is more ego gratifica
tion in mastering a limited area of medical care than in being
all things to all men. As an internist I am the least specialized
of specialists and watch with certain envy my colleagues who
deal with only neurosurgery, stapes mobilization procedures,
or dermatology. As you are aware, many internists feel that
they are too little specialized, and subspecialize in Endocrin
ology, Hematology, Rheumatology, etc. We have highly trained
physicians who do nothing but interpret electrocardiograms
(or even only vectorcardiograms); others who only interpret
electroencephalograms, and you may be aware of the neuro
surgeon in New York who does only cryosurgery on the basal
ganglia to help victims of Parkinson's disease.

Thus today's physicians have divided and subdivided, and
subdivided the specialties largely for two reasons (1) because
specialization was made necessary by the tremendous scientific
and technologic advances of the last decade or two (and inci-
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dentally the more the subspecialist learns the more complex
the advances become) and (2) because it is more ego-grati
fying to master a little area and be an expert counsellor to one's
fellow physicians. We not only have hematologists, but special
ists in diseases of platelets. We not only have cancer specialists,
but also those who spend their whole lives treating cancer of the
thyroid in children, for example. So in answer to the question
of what today's physician is like-he's greatly gifted, superbly
trained, highly specialized and the ablest in the world.

We had better now examine the next question-what does the
patient think the doctor is like? While she is pleased to read
in Time magazine that cryosurgery of the basal ganglia for
Parkinson's disease is the year's biggest medical breakthrough,
she doesn't have Parkinson's disease and she doesn't even know
anybody who has. What troubles her are migraine headaches
that make her so sick she has to go to bed for two days before
every menstrual period. She has been to three different doctors
about this and has several kinds of pills to take, but she's really
no better. She's talked to the family doctor about it many times,
but he's always so busy he doesn't seem to have time for any
thing these days. He gave her some pills for the headaches,
some suppositories for nausea, three different tranquilizers and
finally a series of B12 shots, but nothing really helped. She went
to an internist next because they were supposed to be good
diagnosticians. There she had an exhaustive medical history
and a very detailed physical examination. He checked her for
high blood pressure, thyroid disease, did complete blood counts,
kidney function tests, sinus X-rays, skull X-rays, and pronounced
her in excellent physical health. He explained that her headaches
were not true migraine, but vascular cluster headaches. When
she asked him what treatment he would suggest, he advised dis
continuing the B12 shots, and sent a copy of his examination
and recommendations to her family doctor.

Her family doctor finally sent her to a neurologist who hos
pitalized her for a careful neurological examination, spinal
puncture, electroencephalogram and cerebral angiography. He
concluded she did not have a brain tumor or any serious intra
cranial pathology, and suggested to her family doctor-guess
what-a series of B12 shots!

Now here is how the patient sees the doctor. She respects
him, she knows he works too hard, she likes him, and she knows
he would refer her to the best specialist in the world if she
needed a heart valve replacement or a kidney transplant, or
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brain surgery. But she has headaches! So she's somewhat dis
satisfied with medical care in 1964.

Now let's look at what the physician thinks the patient is
like. He has been superbly trained all through medical school,
internship and residency to deal with intricate diagnostic and
therapeutic situations-all of them organic. He can diagnose
hyperparathyroidism, acute intermittent porphyria, rheumatic
fever and glomerulonephritis like a shot. These are the diseases
he sees in the hospital-oriented world he trained in. In his
world, the most common cause of change in bowel habit is can
cer of the colon. His grand rounds presentation, his textbooks of
medicine, his reading of the literature all deals with organic
disease. As he progresses in his specialty training he becomes
more and more proficient at dealing with his special problems.
If he is in OB-GYN he gradually becomes more interested (and
more proficient) in GYN than in OB. As he does more GYN surgery
he finds disease of the ovary more challenging than those of
the uterus, and he organizes and runs an ovarian clinic. He
writes three manuscripts about cystic ovaries, discovers these
cysts are more common on the left ovary, and before you know
it he is a left ovary specialist! More and more left ovary prob
lems are referred to him and he has two conclusions after exam
ining such a patient- (1) that the patient has disease of the
left ovary (2) that the patient does not have disease of the
left ovary. When the patient has abdominal pain he listens
carefully to the type, location, duration, relationship to menses,
examines the abdomen, the pelvic organs, and correctly an
nounces to the patitent "You have no disease of the left ovary."
The question is what does she have? To answer that we'll have
to examine the last aspect of the doctor-patient 1964 relation
ship-namely, what is the patient really like?

The answer is that he or she is a likeable, open, honest
person who has symptoms that frighten her, and she is worried
about them. She has headaches which begin in the neck muscles.
She has dizzy spells. She has a feeling of constriction in her
throat that shuts off her wind at times, and sometimes she
even awakens at night gasping for breath. She has tenderness in
her breasts, bloating of the abdomen so that she just can't
stand to have her girdle on, and continual gas and burping.
She has pains across the whole lower abdomen and into the
back, the very tip of her tailbone aches, she is constipated
and her feet swell just before her periods. All this is making
her miserable. The amazing part is that although any of these
symptoms may be those of a serious disease, there is absolutely
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nothing organically wrong with her. She has already been told
it's her "nerves," she's been given a tranquilizer, and she's no
better. Some day she may get Parkinson's disease and need
the wondrous cryosurgery on the basal ganglia, but right now
all she wants is to feel better.

What kind of a doctor does she need? The answer is she
needs us all. She needs a husband who can listen to her prob
lems, make her feel important, and give her love and support.
She needs a friend she can really talk to. She needs a good
education in mental hygiene, and someone to show her the way
to feel happy, to feel useful, to adjust to the tragedies of living
and to find gratification and satisfaction in her daily life. And
finally, she needs every kind of physician we have produced
or can conceive in the future. The kind of physician she needs
is one who can listen perceptively, examine critically, and decide
what her symptoms mean. Some of them will mean hyperpar
athyroidism or cystic disease of the left ovary or Parkinson',
disease-but most of them will mean conflict and anxiety over
a million things. ''I'm tired all the time" is the chief complaint
in a physician's office. It may mean leukemia or silent stomach
cancer, but 99 times out of 100 it is not a symptom of organic
disease.

The physician that the patient needs today is a man with an
ear so sensitive that he can hear organic disease in the midst
of eight hours a day of functional symptoms. He must then
skillfully trace that organic symptom to its conclusion and cure
it before it kills the patient. More important, he must trace
the functional symptom to its origin-for that is treating it
before it kills the patient's joy in living. They are equally
important goals.

You are going to be the new breed of American physician
who bridges the gap between "old doc" and the researcher in
the laboratory. We don't want old doc back again because ht'
didn't have the tools to do the job. We can't fill the patient's
need with a research scientist in a laboratorv. The solution is the
1964 doctor with one foot in the laboratorv and one at the
bedside. .

You're going to do some research yourselves, you're going
to teach and to practice and give the patient a new kind of
medical care which blends art and science as never before.
You're going to keep reading and learning and studying and
teaching all your lives and you're going to get better and better
at this tough job every year. The tough job is to keep bringing
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all the breakthroughs of science and technology and research
to the benefit of your patients.

You'll do it as no medical generation has ever done before
you because none has ever had your preparation. You'll be a
new kind of doc who's better than any kind we've ever had
before. And we'll be even prouder of you in every future year
than we are today. In concluding, I commend to you this quo
tation from Dr. Dana w. Atchley:

"As the physician has been able to give up the magic
that was once the chief stock in trade of the most
honest practitioners and assume the role of sCientific
advisor to his patient, a new quality of integrity has
entered the relationship. The atmosphere is that of
an honest and candid interchange, the patient re
sponding to the penetrating interest that is implicit
in a modern diagnostic study and the physician re
acting from the self-confidence and humility that
comes from scientific insight. Such honesty is the
firmest foundation for such human relationships."
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Staff Meeting Report

Gastrointestinal Pacing *

Aydin M. Bilgutay, M.D. t
Robelt Wingrove, B.E.E.t

Ward O. Griffen, Jr., M.D.§
Ahmad Nakib, M.D.1f

Raymond C. Bonnabeau, Jr., M.D.~~

C. Walton Lillehei, M.D.tt

paralytic ileus is a form of intestinal obstruction char
acterized by inadequate peristalsis affecting all or part of the
gastrointestinal tract. It frequently follows intra-abdominal sur
gery, various types of peritonitis, retraperitoneal hemorrhage or
sepsis, spinal injuries, disease of the genito-urinary tract, and
surgery or trauma of the chest and extremities. If the condition
is not treated it may lead to intestinal distention with impaired
absorption, and loss of fluids and electrolytes into the third
space. Distended bowel loops may twist sufficiently to super
impose a mechanical obstruction. In severe cases shock and
death may ensue.

Prompted by the success of direct myocardial stimulation
with electronic pacemakers for the treatment of complete heart
block, we have developed a gastrointestinal pacemaker unit and
a suitable technique for clinical application to induce peristaltic
activity in the paretic bowel by electrical stimulation.

METHOD

A specially deSigned plastic tube electrode for stimulation
and suction (if needed) is introduced into the stomach. An
indifferent electrode in the form of a 4x4 in. stainless steel

"From a report to the Staff Meeting of University Hospitals on November 29,
1963, and supported by grants from the Graduate School, University of Minne·
sota; Life Insurance Medical Research Fund; and U.S. Public Health Service
t~ledical Fellow, Department of Surgery
:j:Research Associate, Deparnnent of Surgery
§Assistant Professor, Department of Surgery
IlResearch Assistant, Department of Surgery

""Medical Fellow, Department of Surgery
ttProfessor, Department of Surgery
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plate is applied to the abdominal wall externally. Non-drying
electrode jelly is used to provide for better contact. Both elec
trodes then are connected to the gastrointestinal pacemaker
(Peristart) which, when turned on, gives impulses of seven
seconds duration every 60 minutes. Pacing is continued until
either flatus or feces is passed after which oral intake is allowed.
The catheter-electrode may be utilized simultaneously for suc
tion and pacing, and in some cases for feeding while pacing.
Since distention seriously impairs motility and absorption, suc
tion should always be combined with stimulation when intestinal
distention is already present. Rectal and serosal stimulation may
be used also. In the latter case electrodes are attached to the
gastric antral wall by catgut stitches, and electrode wires are
led outside through drain sites at operation. They are simply
pulled out when peristalsis resumes.

Gastrointestinal pacing has been used in over 1.50 patients
at the University of Minnesota Hospitals. The use of gastro
intestinal pacing has been mostly in postoperative cases, either
routinely to prevent distention and promote earlier return of
peristaltic activity or to treat well-established ileus due to
various causes. The indications for pacing so far have been
for the conditions listed as follows:

1. POSTOPERATIVELY

a. Routine; b. Postoperative Ileus; c. Gastric Atony
or dilation; d. Partial Obstruction; e. Peritonitis

2. IN REFLEX ILEUS DUE TO

a. Renal Stone; b. Chest Trauma; c. Hemiplegia;
d. Retroperitoneal Hematoma

3. SPASTIC COLON

4. CHRONIC CONSTIPATION

.5. DIAGNOSTIC

RESULTS

In the first 20 patients the equipment was tested and im
proved. In 14 patients with paralytic ileus pacing successfully
relieved the situation. It has been difficult to compare this group
to any other to prove the efficacy of pacing. Therefore two
groups of postoperative patients comparable in age, preopera
tive condition and operative procedure, most often major car
diovascular surgery, were studied. The control group of .52
patients had nasogastric suction without pacing immediately
postoperatively. An experimental group of 6.5 patients had
nasogastric suction with pacing. The time required for naso-
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gastric suction was reduced from an average of 57 to 28 hours
by the use of gastrointestinal pacing.

DISCUSSlOX

The compact gastrointestinal pacemaker unit (Peristart) pro
vides a current of 25 milliamperes at 50 cycles per second.
The duration of each stimulus is 5-10 seconds, and it occurs
once every minute when the pacemaker is turned on. This cur
rent is not perceivable by the patient and it has no effect
on the heart rate or rhythm.

The most effective sites for catheter-electrode stimulation
that we have observed are the gastric antral region and the
first and second portions of the duodenum. The human stomach
is more responsive to transluminal stimulation than is the dog's.
Following gastrectomies of the Billroth II type the catheter
electrode is positioned in the afferent limb of the duodenum
for stimulation and suction simultaneously. Transluminal, serosal
or rectal routes for stimulation appear to be effective in induc
ing peristaltic activity, but if the catheter-electrode is lodged
within the esophagus, stimulation may not be effective.

Since the period of nasogastric suction has been shortened
considerably by gastrointestinal pacing, oral intake has been
started much earlier in postoperative patients. In a number of
other patients and in those with reflex ileus where distention
was not pronounced suction could be completely eliminated.
In these cases, the intravenous fluid requirement was admin
istered via the nasogastric tube instead of intravenously while
gastrointestinal stimulation was being performed.

The rectal route of stimulation has been preferable for
infants and children, and in conditions where pacing was util
ized for chronic constipation. In the latter instance, the patients
have been instructed to use the rectal probe and pacing upon
retiring. Bowel movement in these patients was usually initiated
in the course of several hours or upon rising in the morning.
It was also found that mild laxatives, which had proved in
effective if used alone, could be combined with bowel stim
ulation to advantage. Use of serosal stimulation is reserved
for cases when the abdomen is entered surgically.

SUMMARY

Gastrointestinal pacing has been developed as an active
therapeutic method against paralytic ileus. The gastrointestinal
pacemaker unit (Peristart) and its clinical indications, tech
nique, application and results in 150 patients have been de
scribed. Gastrointestinal pacing shortens time required for naso
gastric suction.
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Neonatal Respiratory Distress Syndrome-Part 1*

ETIOLOGIC SPECULATION

Edward C. Defoe, M.D. t

A testimonial to our continuing ignorance with regard to
etiology in Idiopathic Neonatal Respiratory Distress Syndrome
is a continuing high mortality rate attributable to the disease
in the neonatal period.

This is however, a well defined entity; clinically as well
as histopathologically distinctive. Prematurity, intrauterine hv
poxia; maternal diabetes and under certain conditions Caesarean
section are well recognized etiologic associations. Classically,
symptomatology is present from the first breath. The infant
with incipient disease is less active than the normal. Delay ill
initiation of respirations is common and initial inspiratory efforts
are less vigorous than those of the normal. Initial coloration
with pulmonary ventilation is a pale cyanosis or pale pink which
seldom attains the rubor noted in the normal. Progression of
respiratory distress culminating in irreversible hypoxia, heart
failure and death occurs in the more severe cases within the
24-48 hour period after birth. Infants surviving 48-60 hours
have a good chance of ultimate complete recovery. As the dis
ease is pleomorphic in intensity, mild cases may be morc
subtle and evanescent.

Moderate hypotension, increased tendency toward hypo
thermia, pitting edema and progressively severe acidosis (both
respiratory and metabolic) with lactic acidemia are character
istic. Hyperkalemia and hypoglycemia are not uncommon. Para
lytic ileus may complicate the initial recovery period.

A broad spectrum of etiologic speculation includes the
following:

1. Neonatal aspiration
2. Asphyxia - acidosis
3. Heart failure

°From a report to the Staff Meeting of University Hospitals on October 9, 1964
t Assistant Professor, Deparhnent of Pediatrics
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4. Decreased blood vohune
5. Hypoalbuminemia
6. O2 (high concenh'ation)
7. Autonomic dysfunction (derangement in vagal tone)
8. Fibrinolytic enzyme defect
9. Surfactant deficiency
It is doubtful that oxygen is a significant factor in the pro

duction of human disease. However, high concentrations of
oxygen hav been shown to produce a hyaline membrane (with
out the characteristic expansion pattern of the syndrome) in
animals. There is some evidence that each of the other factors
on the list may be contributors to the initiation or continuation
of disease. Asphyxia, hypoalbuminemia, and decreased blood
volume cannot be implicated as a group or singly in all cases.
Fibrinolytic and surfactant deficiencies appear to be generally
present in these infants. Of undoubted importance, the latter
deficiencies do not adequately explain the total clinical, meta
bolic and pathological background expressed.

Teleologic reasoning suggests that a key factor in production
may be h-ansient limitation in the ability of affected infants
to mobilize or activate sympathetic neurohormones. Associations
compatible with this view are:

Etiologic
Maternal diabetes
Prematuritv
Minimal ~echanical stress at delivery (i.e., Caesarean
section)
Intrauterine hypoxia

Clinical
Torpor
Hypothermia
Hypotension
Acidosis

If istopathologic
Pulmonary vascular engorgment
Respiratory bronchiolar and alveolar duct dilatation
Hyaline membrane formation?

Indirect support of this hypothesis has been gained from'l
study designed to produce the disease in neonatal animals
ostensibly by minimizing sympathetic activity at time of birth.
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Pregnant Sprague Dawley rats were given protamine zinc
insulin (3 units/Kg.) daily for a period varying between 10-18
days and a phalmacologically active methylated analogue com
petitor of the decarboxylation of dihydroxyphenylalanine, the
ethyl ester of alpha methyl dopa 3-10 days prior to parturition.
Results are tabulated below:

Drug Treatment

Number of Average
Pregnant Litter

Rats Size

%
% Liveborn

Stillborn Affected

Insulin and Alpha methyl
3,4-dihydroxyphenyl
alanine

Insulin
Alpha methyl 3, 4

dihydroxyphenylalanine
Other
No treatment

41
2
.5

52
7

8.8
7
8.6

8.4
9.4

33%
0.5%
0.4%

0.6%
16%

44%
0%
0%

.07%
0%

Approximately 45% of the live born animals in this group
revealed some evidence of respiratory distress. A few of the
animals recovered spontaneously, but the majority continued
symptomatic with a clinical picture similar to the human
disease and a consistent his to-pathologic demonstration at post
mortem which is reviewed in part II of this discussion.

Neonatal Respiratory Distress Syndrome-Part 11*

HISTOPATHOLOGIC CORRELAnON

Barbara A. Burke, M.D. t

Few pathologic lesions have incited more interest than
those associated with Respiratory Distress Syndrome (R.D.S.)
in the newborn possibly because the etiology has remained an
enigma and possibly because of the peculiar expansion pattern
of the lungs of afflicted newborns. The expansion pattern of
lungs peculiar to this disease is characterized histologically by
expansion as usual of all of the air spaces down to and includ
ing alveolar ducts. These latter structures are either expanded
or overexpanded with air while alveoli are entirely collapsed.

None of the pathognomic features of the unusual lung

#From a report to the Staff Meeting of University Hospitals on October 9, 1964
t Assistant Professor, Department of Pediatrics
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pattern has been observed in the lungs of stillborn infants.
Extrauterine existence with air breathing is necessary to produce
the abnormal expansion pattern. It is this peculiar pattern which
distinguishes so-called hyaline membrane disease of the lungs
of the newborn from hyaline membrane disease occurring in a
wide variety of pathologic states. Concomitant with this finding
is pulmonary vascular engorgment. These two features, ex
pansion pattern of lung and pulmonary vascular engorgement
are the only pathologic findings of note in infants dying in
the first 4 to 6 hours of the disease. Hvaline membrane forma
tion occurs as the disease progresse~ and is principally of
endogenous origin.

In evaluating the relationship between histopathological
findings and clinical-metabolic observations suggesting neuro
hormonal imbalance as an etiologic agent in the pathogenesis
of R.D.S., loss of normal smooth muscle tonus as a prominent
feature seems logical. It is evident as an underlying mechanism
in the production of the systemic and pulmonary hypotension
and vascular engorgement these infants manifest clinically and
pathologically and it is a reasonable explanation for the expan
sion pattern of lungs peculiar to the disease. Presence of a cer
tain degree of smooth muscle tonus in alveolar duct walls, by
maintaining sufficient pressure and rate of flow of air in the
lumen, allows for normal expansion of alveoli. In the absence
of normal tonus, the resultant fall in pressure and rate of flow
of air may be sufficient to preclude expansion of alveoli through
failure to achieve adequate pressure to overcome the resistant
forces opposing expansion.

Neonatal rats born of mothers treated with insulin and
alphamethyl 3,4 dihydroxyphenylalanine had gross and histo
pathologic pulmonary changes bearing close relationship to
those found in human R.D.S. In most affected neonatal rats, the
lungs showed the same blue-red discoloration, lack of complete
expansion, and diminished buoyancy observed in neonatal
R.D.S. of humans. Similarly, sections of lung of distressed
neonatal rats demonstrated the expansion pattern and vascular
engorgement found in affected human infant's lungs. Presence
of a "protein-rich" edema fluid was noted in many alveolar ducts.

Through hypothetical (as yet unproven) limitation of
catecholamine neurohormonal activity at birth a syndrome
of respiratory distress was produced in neonatal rats bearing
resemblance clinically and pathologically to the human disease.
This fact lends support to a consideration of autonomic nervous
system imbalance as a primary factor in the production of
human neonatal respiratory distress syndrome.
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Staff Meeting Report

Studies on Some Elastic Tissue Diseases*

Robert W. Goltz, MD.t

01 number of diseases affect elastic tissues throughout the
body. Among the most dramatic are generalized elastolysis, or
cutis laxa, and Ehlers-Danlos syndrome or cutis hyperelastica.

Briefly, generalized elastolysis is a familial disorder charac
terized by skin which hangs in loose, pendulous folds, giving
afflicted persons a grotesque appearance of great age, or resem-
blance to a bloodhound. Involvement of connective tissues of in
ternal organs results in the occurrence of a deep voice, pul
monary emphysema with right heart disease, gastrointestinal amI
urinary tract diverticulosis, hernias, vaginal and rectal prolapse,
and a number of other bizarre defects. Most of the patients with
this disorder have died in childhood.

Ehlers-Danlos Syndrome is characterized by skin which does
not hang loosely, but is hyperextensible, and extremely fragile.
It rips asunder after the slightest injury, with the formation
of large, gaping wounds, which heal poorly and leave unsightly
scars. Large subcutantous hematomas are common. These pa
tients also have hyperextensibility of joints, with resulting dam
age to articular structures. Pulmonary emphysema, aortic ectasia,
aneurysms, visceroptosis, megacolon, and occasionally diverti
culosis are features of this disease. It is also familial, being trans
mitted as an autosomal dominant.

Histologic studies, confirmed by electron microscopy, indi
cate that in generalized elastolysis, or cutis laxa, the essential
defect lies in the elastic fibers, and probably in the ground sub
stance as well, while the collagen is normal. The elastic fibers
are undergoing a degeneration which causes them to appear
fragmented and to stain unevenly. This granular degeneration of
the fibers causes them to become smaller, and eventually to
disappear completely in some areas. Photometric quantitation

4From a report to the Staff l\lecting of University Hospitals on October 23,
1964. and supported by USPHS Research Grant No. GM-10148-01

tClinical Associate Professor. Division of Dermatology, Department of Internal
~edicinf'
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of orcein-stained elastica confirms the visual impression of
marked decrease in size and number of the elastic fibers. At
the same time, there occurs in the dermis and aorta, and pre
sumably in connective tissues everywhere, an accumulation of
acid mucopolysaccharide material in the ground substance, near
degenerating elastic fibers.

In Ehlers-Danlos Syndrome, on the other hand, individual
elastic fibers appear normal, both to light and electron micro
scopic examination. They are, however, greatly increased in
number, both visually and to photometric measurement. In this
disease, the ground substance appears to be unaffected, as does
the collagen.

In contrast to the results of visual and photometric quanti
tation of elastic fibers in these two diseases, treatment of skin
samples with bacterial elastase results in extraction of much
greater quantities of elastin from lax than from hyperelastic skin.
This finding, coupled with the initially smaller amount of elastica
in lax skin, indicates abnormal fragility of the fibers in this con
dition, and presumably accounts for the granular degeneration
of the fibers seen in histologic sections.

Perhaps related to the increased fragility of the elastic fibers
is a lower-than-normal level of circulating elastase inhibitor in
the serum of patients with generalized elastolysis. On the other
hand, in two of three patients with Ehlers-Danlos Syndrome,
serum elastase inhibitor levels were considerably higher than
normal.

Studies of such other factors related to connective tissue
integrity as serum protein, ceruloplasmin and copper levels,
dermal and urinary hydroxyproline and urinary acid mucopoly
saccharide excretion, revealed no significant abnormality in thp
patients so studied.
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1964 SCHOLARSHIPS AWARDED

Fifty-eight scholarships were awarded by the Minnesota
Medical Foundation as the 1964-65 academic year began at the
University of Minnesota Medical School. Medical students won
the scholarships in competition based on scholastic achievement
and financial need with nearly 200 fellow students. All grants

were $500.00 or larger, with a total of
$30,775 being distributed.

In ceremonies in the Mayo Auditorium,
Dr. Corrin H. Hodgson, Foundation presi
dent, thanked nearly two score donors who
made the awards possible." The ceremonies
included an address by Col. John P. Stapp
(Meel. '43), published on pp. 54-61 in this
issue.

The Minnesota Medical Foundation is
a nonprofit organization of 2,200 members
which is devoted exclusively to the advance

ment of the University of Minnesota Medical School. Now in its
25th year of service to the school, the Foundation has distrib
uted :1 total of 442 scholarships worth a grand total of $230,700.

Students receiving the 1964-65 scholarships were:

Seniors:
Charles I. Benjamin, John A. Berger, Jerry M. Bergstein,
William K. Brokken, Tonu M. Kiesel, James P. Lantz, Alan
F. Mahler, Karen L. Pajari, Loren P. Petersen, David G.
Piepgras, and Alan J. Velander.

Juniors:
Ted J. Buselmeier, Paul E. Carlson, Richard E. Carlson, Jon
O. Flom, T. Dean Gillund, John R. Goetz, Charles L. John
son, David Lamusga, N. Kurt Langsten, Aaron E. Parkhurst,
Roger Rabold, Anthony L. Rayer, Jack S. Resnick, Gaylan L.
Rockswold, Terry A. Sorom, Richard C. Strand, and Lewis
E. Struthers. .

Sophomores:

Joseph C. Arko, Richard F. Erpelding, George S. Eugster,
David A. Gortner, Lewis J. Gramer, John F. Greden,
Stephen N. Haas, Dennis R. Jacobson, Gerald L. Jurgens,
Stephen C. Marker, Ronald C. Myrom, Charles W. Patter
son, Jerry T. Reese, Joseph W. Tempel, Victor H. Tschida,
and Stuart P. Westburg.
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Freshmen:

Thomas P. Cairns, Kenneth R. Carter, Dale N. Gerding, Paul
G. Gilbarg, Thomas W. Hilgers, Paul C. Horton, Jr., G. Phil
Janicke, Jr., Grant D. Miller, Robert D. Niedringhaus, Ter
rence A. Schulte, David T. Sidnev, Justin L. Wass, Thomas
C. White, and James J. Wiberg..

At the Foundation dinner and lecture program, new mem
bers of the Board of Trustees were elected, bring its policy
making body to 35 members. Named to four-year terms were:

Ray M. Amberg, St. Paul, Minn.; Ruth Cranston, Minneap
olis, Minn.; Gertrude M. Gilman, Minneapolis, Minn.; Dr. Ber
nard Halper (Med. '41), Hibbing, Minn.; Dr. William Hartfiel,
(Med. '25), St. Paul, Minn.; Dr. Dennis J. Kane (Med. '55), St.
Paul, Minn.; Dr. Arthur C. Kerkhof, Minneapolis, Minn.; and
Dr. Cecil J. Watson (Med. '24), Minneapolis, Minn.

°The F0111uIation is grateflll to
Scholarship Fund:

AdtWlS Clirl-ie, Hibbing, Minn.

Alpha Omcga Alplm Honarary Medical
FratL>rnity

Mr. orul Mrs. Roy E. Amold

Bayport FO'Ufulation

Catholic Physicians Guild of St. Lukc

Ruth Cranston
FrieHd.~ of Walter A. Fansler, M.D.

Charles O. Finley & Co., Inc.

George Macpherson Fund
M. Meldn Goldfine, M.D.

Harold Gottlieb
Grand-da Foundation
Lisa Brooks Gregory Memorial Fwul

Greystone Foundntion
Group Health Mutual, Inc.

(Geo. Fell",' Fund)

Eugene \V. Hanson, M.D.
Charles Norton Hensel Memorial

Endowment Fund

Edwin {l/ul Grace Jaeckle

Harry A. Johnson MC1Uorial
Endowment Fund

Margaret H. and James E. Kelley
F oundati01l

.\faslon F01.uulation
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the following supporters of the 1964

~layo Foundation, Rochester, ",finn.

A-fesaba Clinic, I1ihbing, 1.1i,m.
Minneapolis Foundation

Minneapolis Gas Company
A-linneapolis Society of Internal Medicine

Minnesota Academy of Medicine
Minnesota Socicty of InteTlUlI Medicine

Nu Sigma Nu Afeclical Fraternity
Alice and Gale \V. Perry

Endowment Fund
Charles Pfize,· & Co., Inc.

Piper Jaffray & Hopwood Foundation

Postgraduate Medicine Magazine
Rowell Laboratories, Inc.
Harold G. Scheie, M.D.
Dacid Seibel, M.D.

Elmer H. and Margaret J. sIII it/I
Endowment Fund

Mrs. John PillsbuTlJ Snyder, Sr.
Tozer F OUndati01l

Twin City Federal Savings & Loan
Anonymous
Anonymous
Anony,nous
Anonymous

Anonymotts
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VISITING PROFESSORSHIP PROGRAM

DONATED TO MEDICAL SCHOOL

Establishment of the John C. and Miriam Cornelius Visiting
Professorship in Medicine at the University of Minnesota Medi
cal School has been announced bv the Minnesota Medical Foun-
dation. .

The professorship will bring a distinguished medical edu·
cator to the University of Minnesota campus for one week each
year, starting in 1965. It will be supported in perpetuity by Mr.
and Mrs. John C. Cornelius of Minneapolis through gifts to the
Minnesota Medical Foundation.

Dr. C. J. Watson, head of the department of medicine, said
visiting professors will be appointed from abroad or from other
U.S. medical schools, and will give formal lectures to faculty
and students, participate in special conferences, problem cases.
teaching rounds and informal discussions with students and
faculty.

The professorship is the first ever established under the pro
gram of the Minnesota Medical Foundation.

"Foot bone connected to the leg bone. Leg bone connected to
the knee bone. Knee bone connected to the thigh bone."

-Courtesy Dave Matheny and the Minncsota "Daily," Scpt. 29, 1964
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Alumni ;Notes
• 1914

Katherine Nye, St. Paul, Minn. physician for nearly 50 years,
was awarded the University of Minnesota Outstanding Achieve
ment Award Oct. 21 for her contributions to public health
through community service and civic organizations. She is
director of the St. Paul citv Bureau of Health's immunization
clinic. Her sister, Dr. Lillim~ Nye, was similarlv honored bv the
University on the same occasion, also being a\~arded the prized
gold medal and citation. Dr. Lillian, a pediatrician, served 40
veal'S on the Universitv clinical faculty. She received her MD
degree from Johns Hopkins, and undergraduate degrees at the
University of Minnesota.

• 1917
Albert Boles was named Alumni King of the 1964 University

of Minnesota Homecoming celebration held October 17th. He
returned to the University from his home in Oakland, Calif.,
where he maintains an active ENT practice. Dr. Boles was an
outstanding varsity athlete at the University, serving as captain
of the football team in 1914, and winning letters in track and
wrestling. He played under the name "Boles Rosenthal" and
won the Big Ten Conference Medal for academic and athletic
proficiency. Later, he helped coach the "Gophers," served in
the Navy, and still later was a football coach at the University
of California, and prominent football referee. .

Dr. Boles has devoted 25 veal'S to Bov Scout work, and in
1961 received the Outstanding Alumnus award of the Northern
California Chapter, University of Minnesota Alumni Association.

• 1928
Charles H. Watkins, internist at the Mavo Clinic, retired from

practice there October 1 after 34 years on the staff. He held
many teaching positions in Rochester and at the University of
Minnesota, and maintained a special interest in hematology. He
resides in Rochester, Minn.

• 1930
Vernon D. E. Smith, St. Paul, Minn. surgeon, received the

Harold S. Diehl Award of the Minnesota Medical Alumni As
sociation Oct. 16th at the Association's 27th annual meeting in
Minneapolis. Dr. Smith, vice-president of the Minnesota Medical
Foundation, was honored for his contributions to the University,
the Medical School, and the medical profession. The award 'is
given in honor of Dr. Harold S. Diehl, New York, N.Y., who
served as dean of the Medical School from 1935 to 19.58.
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• 1934
Harold O. Peterson, head of radiology at the University of

Minnesota, was installed as president of the American Roentgen
Ray Society at its 65th annual meeting held Sept. 29-0ct. 2
in Minneapolis

• 1935
Harold G. Scheie, professor and chairman of ophthalmology

at the University of Pennsylvania, was recipient of the 1964
Lucien Howe Gold Medal in Ophthalmology, presented by the
American Medical Association annually to a physician "who
has made outstanding contributions to ophthalmology."

CHAS. A. WATKIKS HAROLD O. PETERSON HAROLD G. SCHFIE

• 1941
W. Compere Basom, orthopedic surgeon in El Paso, Tex.,

has been elected president of the Texas State Division of the
International College of Surgeons. He also served as moderator
of a program at a meeting of American Fracture Association
Oct. 4 in Philadelphia, Pa.

• 1945
E. Theodore Palm, who formerly practiced in the Upper

Peninsula of Michigan, has taken an appointment as chief
resident in surgery at Swedish Hospital, Minneapolis. Among
the residents in pathology there is Dr. Walter C. Hildebrandt
(Med. '58).

• 1946
Franklin A. Neva was recently promoted to professor of

tropical public health at Harvard Medical School. Before joining
the Harvard faculty some years ago, he was engaged in viral
research and teaching at the Universitv of Pittsburgh.
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• 1946
David W. Molander, who practices with the Pack Medical

Group in New York City, presented an exhibit on "Treatment
and End Results of 883 Patients with Malignant Lymphoma"

this month at the American Congress of
Radiology in Caracas, Venezuela.

• 1956
David Bender has relocated his private

practice of psychiatry at 1100 Glendon
Ave., Los Angeles, Calif.

• 1958
Thomas J. Lehar has been appointed an

assistant to the staff of the Mavo Clinic in
medicine. He recently completed a fellow
ship in the Mayo Foundation, and is pres
ently working on a master's degree in med
icine.

• 1958
Richard W. Fardal recently completed a three-year residenc~

in dermatology at the Mayo Foundation, and has joined the
staff of the Quain & Ramstad Clinic, Bismarck, N.D.

• 1959
Members of the Class of 1959, now five full years out of

Medical School, were recently asked by the edit~rs to report
their present whereabouts, etc. Here are the reports:

Toshio Akamatsu says he's an instructor in the Department
of Anesthesiology, Universit~' of Washington School of Medicine.
He expects to remain there because he's "addicted to skiing" and
likes the other year-around sports.

Freedolph D Anderson is practicing OB-GYN at the Western
Montana Clinic, Missoula, Mont. He and his wife adopted a
son last April. "Haven't been back to Minneapolis since grad-
uation," he writes, "but hope to visit there this Fall."

Bradley Appelbaum was appointed July 30, 1964 to the staff
of the Division of Health Services, U.S. Department of Health,
Education, and Welfare, in San Francisco, Calif., as a regional
consultant on mental retardation.

William J. Broussard writes from Stuttgart, Germany, where
he is chief of the EENT service at the U.S. Army Hospital, and
anticipates a three-year stay. "We now have three girls and one
boy ranging in age from 4 to 8 years," he says. His address is
c/o .5th General Hospital, APO 1.54, New York, N.Y. 09154.
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Michael W. Davis began practicing orthopedic surgery on
July 1, 1964, at 732 Chicago Ave., Minneapolis. He and his
wife, Sandy, are parents of a daughter, Elizabeth, born April
20, 1964.

Philip L. Eckman is a resident in surgery at the Mayo Foun
dation, Rochester, Minn., and was married Julv 2.5, 1964 to Julie
Ann Sherman of Albert Lea, Minn. .

Dan and Sonja Flory live at 1822 Ardmore Rd., Columbia,
S.c., where Dan is serving with the U.S. Army at Ft. Jackson
as an internist. ''I'm taking a 2-year vacation," Sonja writes,
"staying home full time with our daughters, Kathryn, 4, and
Carolyn, 2." They expect to return to Minneapolis in a veal'
or so.

Brad Friedrich says he's been moving "faster than a fly in
jam time" since he left the Robbinsdale, Minn. Clinic a year
ago for his present practice with the Medical Block Clinic in
Red Wing, Minn. He's one of four CP's in an eight-man grouJl
occupying a new building "with a copper roof and purpOlted
to look like the Merrimac!" He's also just built a new house
overlooking the Mississippi river for his family.

Ken Halverson is taking a surgical residency in Yankton, S.D.
He recentlv spent four years in general practice in Chester,

Members of the Class of 1939, noting their 25th anniversary reunion Oct.
16-17, toured the Medical School's new adytum for medical stUdents. Dr.
H. Mead Cavert (right, standing) associate dean, showed some visiting
alumni through the new facility which opened September 28, 1964.
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Mont., and was back at the Medical School for the EKG Con
tinuation Course in January, 1964.

Lt. Paul D. Mayer is a staff psychiatrist at the U.S. Naval
Hospital, Oakland, Calif. He reports he and his wife now have
five children, having added twins Alan and Nancy on May 31,
1964. The others are Kim,S; David, 3; and Cindy, 2. They live
at 1609 Hubbard Ave., San Leandro, Calif.' .

Capt. Richard A. Meland has been chief of radiology at the
U.S. Army Hospital, Ft. Campbell, Ky., since October, 1963.
He took a residency at Brooke General Hospital, Texas. "We
now have three children, all under four years old," he writes.

"In quick response to your note of July 28th," writes Gerald
Ratinov two months later, "I am currently serving Uncle Sam,
doing neurology at the U.S. Naval Hospital, Great Lakes, Ill.,
and with good fortune expect to be released in Julv, 1965."

Homer Russ has now spent more than a year in a group
practice at Lindstrom, Minn. after three years solo general
practice elsewhere. He wrote: "Your letter finally moved me
from inaction to action.... You should tn selling refrigerators
in Alaska-I'm sure vou'd be successful!"

w. R. (Pony) Schmalhorst is completing his fourth year of
pathology residency at the V.A. Hospital in Houston, Texas,
and also teaches at Baylor Universitv College of Medicine. Hi~

address is 2720 Werlein, Houston 5. Tex.

Sally Swallen, wife of Thomas O. Swallen, writes: "Since
I am bookkeeper in the family, I'm taking the liberty of answer
ing your letter. Tom is in his final year of pathology residency
at University of Minnesota Hospitals. Next year he will be part
of a three-man partnership at North Memorial Hospital in Rob
binsdale, Minn."

Byron Teska finished a residency June 30, 1964 and is now
in private practice in Minneapolis with ophthalmologists Walter
and Robert Fink, 1921 Medical Arts Bldg. He's a clinical in
structor and also doing some research at the Medical School.
''I'll always remember m:' medical training really started on
White Surgery," he writes, "with the famous trio of Seljeskog,
Thompson, and Teska!" ,

Jim Thompson (named above) is an ophthalmology resident
in the Mayo Foundation, with about 15 months remaining
before he "returns to the Bemidji, Minn. Clinic to practice
and live on a lake in the woods."
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John Wilson sends this testimonial: "I now realize what a
blessing it is to have received my education at a good medical
school." John is presently a resident in orthopedics at the Min
neapolis V.A. Hospital, having completed a tour of duty with
the U.S. Army last spring. He lives at 7620 13th Ave. S..
Minneapolis .5.5423.

• 1960
Louis A. Vontver, now out of the Air Force, is taking a res-

idency in obstetrics-gynecology at the Universitv of Washington
School of Medicine, Seattle, Wash.

Loren Anderson is now in practice at the Malindi Mission,
Fort Johnston, Malawi, in central Africa. He expects to remain
there until March, 1966. "Work here could be reduced tremen
dously with some basic public health measures," he writes.
"Hookworm, bilharzia, and malaria account for more than half
of our admissions." Mail will reach him at the mission, clo
Private Bag No.4.

Costas Assimacopoulos is co-investigator of a three-year re
search project on gastric physiology underway at Mt. Sinai
Hospital, Minneapolis. His project just received an additional
grant from the John A. Hartford Foundation.

• 1961
Martin Bruhl is out of the Air Force and has begun a res-

idency in ophthalmology at University of Minnesota Hospitals.
His wife, Donna, was with him during his 22-month tour of
Air Force duty in England. Martin expects to be at University
Hospitals for four years.

• 1962
Thomas A. Onstad was married July 9, 1964 to Jacqueline L.

Nearing of St. Paul, Minn. They are now living in Enid, Okla.
Lt. Robert D. Wasson is a flight surgeon with the U.S. Navy,

and is stationed on Adak island in the Aleutian chain. His wife,
Karen, is with him, having arrived there just in time for the
April 29th birth of their daughter, Kate. Bob writes that Adak
was unaffected by the Alaskan earthquake because "we are far
out on the chain of islands." His address is c/o Navv No. 230,
Box 11, Seattle, Wash. 98791. .

• 1963
Creighton A. Holstad has begun a residency in internal

medicine in the Mayo Foundation, Rochester, Minn.
James H. Quakenbush is now associated in general practice

with the Blossom Ridge Medical Group, 1.5066 Los Gatos - Al
maden Rd., Los Gatos, Calif.
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• 1907

Dr. Melverton Edward Trainor, Los Angeles, Calif. Dierl
May 16, 1964 of cerebral arteriosclerosis. He was 82 veal'S of
age.

• 1924
Dr. Peter E. Hermanson, Hendricks, Minn. Died June 30,

1964 at the age of 6.5, of cerebral arteriosclerosis.

• 1927
Dr. Leonard K. Buzzelle, Minneapolis, Minn. Died June 22,

1964, aged 63, of acute myocardial infarction.

• 1931
Dr. Ercell A. Addington, Bellevue, Wash. Died Oct. 1, 1964

in Lisbon, Portugal, of a cardiac attack complicated by pneu
monia. He was 58 years old. Dr. Addington was a specialist in
radiology and had practiced in Washington since World War
II. He taught at the University of Washington, and was a mem
ber of its Board of Regents at the time of his death.

• 1932
Dr. Edward W. Roberts, Renton, Wash. Died Julv 17, 1964

of acute myocardial infarction, aged 56. He was a' practicing
radiologist.

• 1933
Dr. Milton M. Balcome, St. Paul, l\1inn. Died June 20, 1964,

aged 57, of a heart attack. He was a veteran of World War II,
a staff member at Midwav Hospital, and had practiced in St
Paul for 30 veal's.

• 1938
Dr. Myron J. Hertz, St. Paul, Minn. Died August 6, 1964 of

injuries suffered in an auto accident. He was 52 veal'S old and
in general practice in St. Paul.

• 1943
Dr. John M. Gosslee, Shreveport, La. Died May 25, 1964

of coronary occlusion at the age of 45. He was an orthopedic
surgeon, affiliated with the Shrine Hospital for Crippled Child
ren in Shreveport.
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University of Minnesota Medical School

CONTINUATION COURSES FOR PHYSICIANS

University of Minnesota
Center for Continuation Study

October 8 - 10
October 26 - 30
November 11 - 13
November 12 - 14
November 19 - 21

1964
.. Dermatology

. Radiology
. Ophthalmology (Refraction)

Orthopedic Surgery
Cardiovascular Diseases

1965
January 4 - 8 . . . Electrocardiography (Introductory)

January 18 - 20 Psychiatry
Februarv 1 - 3 Neurology
February 8 - 12 ..... Proctology
February 15 - 18 Internal Medicine
April 2 - 3 Trauma
April 22 - 24 Obstetrics
May 3 - 5 Ophthalmology
May 20 - 22 .. Surgery
May 26 - 28 . . . . . . . . Otolaryngology
June 2 - 4 . . . . . . . . . Anesthesiology

The University of Minnesota reserves the right to change this schedule
without notification.
Courses are held at the Center for Continuation Study or the Mayo
Memorial Auditorium on the campus of the University of Minnesota.
Usual tuition fees are $50 for a two-day course, $60 for a 2)~-day

course, $70 for a three-day course, and $100 for a one-week course.
Specific announcements are sent out about two months prior to each
course to all members of the Minnesota State Medical Association and
to any physicians who request information for a specific course. For
further information write to:

DIRECTOR

DEPARTMENT OF CONTINUATION MEDICAL EDUCATION

THE MEDICAL CENTER (Box 193)
UNIVERSITY OF MINNESOTA

MINNEAPOLIS, MINNESOTA 55455
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UNIVERSITY OF MINNESOTA MEDICAL SCHOOL

Give to the Medical Project of Your Choice

Through the

MINNESOTA MEDICAL FOUNDATION

Box 193, University Hospitals

Minneapolis, Minnesota 55455
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