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Wesley Spink

Special Article

All's Well That Begins Well*
Wesley W. Spink, M.D. t

On behalf of the faculty and administration I welcome you
into the Medical School. I am mindful on this occasion of a
remark made by a distinguished surgeon of the past, John
Abernathy, when he faced a large group of medical students
for the first time - "Good God gentlemen,
whatever is to become of all of you!" When
one considers the tremendous advancements
that are taking place in the medical sciences
and the socio-economic changes facing the
medical profession, I am moved to echo
what Abernathy said almost 200 years ago,
"Good God ladies and gentlemen, whatever
is to happen to all of us!"

It is not my purpose to disturb you with
future problems to be faced, but I am aware
that you are the Class of 1970. For many of
us interested in medical education the year
1970 is unusually significant. Following World War II it became
more and more apparent that this country would require a con
siderable increase in doctors, para-medical personnel and medical
facilities. The Bayne-Jones report issued in 1958 stated that in
order to meet these needs 14 to 20 new medical schools were
required before 1970. Most of us were overwhelmed by this
authoritative report because the cost of establishing a single
medical school would be around $50,000,000, and there would
be the additional problems of recruiting a faculty and competent
students. Furthermore, the lapse of time between the founding
of a new school and the first graduates is generally about 10
years. While there is every expectancy that this challenge will
be met, I still am going to be more interested in what happens
between now and the day you graduate in 1970. Perhaps at

·Presented at Freshman Orientation Day, University of Minnesota Medical
School, Sept. 23, 1966.

t Professor of Medicine.
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that time someone will advise you about your future professional
life, but for the time being let us focus on the present.

My theme today will revolve around the Medical School
and your responsibility to the faculty.

THE MEDICAL SCHOOL

The principal components of a medical school are the
student body and the faculty. The University of Minnesota
Medical School has an excellent tradition for scholarship and
for the thorough training of men and women headed for the
practice of medicine. The people of this State are proud of the
school and through the State Legislature have generously sup
ported the effort, which includes hospitals, laboratories, and
an excellent library. During your active professional life the
Medical School will celebrate the lOOth Anniversary of its
founding. You are participating in an educational and profes
sional tradition that is mature and widely known. You will
contribute to that tradition beginning this very day - your first
day at the Medical School. I would like to emphasize the
interdependence of the faculty and the student body. A good
faculty is recruited in large part by the excellence of its product
- the graduates, and conversely, competent students gravitate
to that school having a tradition of scholarship and an out
standing faculty.

I have participated in the activities of this medical school
for 30 years, and a cardinal feature has been and is the excel
lence of the basic sciences departments, including anatomy,
physiology, pathology, pharmacology, physiological chemistry
and microbiology. The art of medical practice is based upon
these basic sciences. This Minnesota effort is reflected in the
caliber of the medical practice carried out by its graduates and
by the original contributions of its faculty to medical science.
No medical school is worth its salt unless the faculty is creative
and is adding to medical knowledge. A mechanical computer
can retrieve past knowledge and present information for your
benefit. But this does not approach the stimulus and enjoyment
received from exposure to an orderly and inquiring mind.

THE FACULTY

It would be immodest for me to detail either the virtues or
abilities of your faculty. Suffice it to say that I have lived with
many of the members for several years and sincerely believe
that you will enjoy their friendship and learning as much
as I have.

However, I should like to touch upon two points relative to
these persons. I am certain that on occasion you will be told
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that the faculty is more concerned with research than with
teaching students. Since most of the members are engaged in
some creative effort, which has contributed to the greatness of
Minnesota, it is necessary for you to know the facts before
accepting uncritical comments. There are individuals engaged
in full-time research, but except for very isolated instances I
have never known a first-rate member of the faculty to neglect
teaching responsibilities in favor of research. However, I do
know that students have benefited because of all this creative
endeavor, sharing in the excitement and knowledge that come
with each new discovery. You are graduate students in a great
University, not members of a trade school, and you cannot help
but profit from exposure to creative people.

Charles Eliot, a former President of Harvard, was and is still
considered to be one of the great educational leaders of America.
Under his personal guidance the direction of the Harvard Medi
cal School was completely changed and became an outstanding
institution. Pertinent to the present discussion is the following
portion of a letter written by him in 1907: "We want to have
a School which is going not only to train men learned and skill
ful in lchat is now knOlcn and applied, but expectant of prog
ress, and desirous to contribute to new discovery. We want to
have the lchole atmosphere and spirit of the School a hopeful
and expectant one as regards preventive medicine and medical
and surgical discovery."

You will also hear that the Medical School faculty, wrapped
up in Ivory Towers of learning, is not acquainted with the
everyday problems of medical practice. We have been told that
we are not directing students into the area of general practice
but rather toward specialty practice. The raw facts are that the
trend toward specialization will increase regardless of what any
first class medical faculty can do. This applies not only to medi
cine but to many other professions. In medicine specialization
has increased because of the advancements in all areas of medi
cal science and because of the rapid and thorough disseminatioll
of medical knowledge to the population at large. More and more
informed people are demanding the best of medical services,
including attention by specialists. I have learned that 75 percent
of the membership of the American Medical Association is made
up of specialists. I happen to believe that there is still an urgent
need in our society for well-qualified general practitioners and
I do not see the necessity for curbing any source of supply.
However, you need not concern yourselves with these problems
for the time being although you should be alerted to the dia
logue going on about you.

52



THE MEDICAL BULLETIN

THE STUDENTS

As students, you not only have a responsibility to this Medi
cal School and faculty, but also to those who have made it
possible for you to be here-including your parents, your
teachers at all levels of education and to the community.

Your prime concern for the next two years is to master the
basic sciences. Too many students in your position look upon
the classroom work and laboratory exercises as a necessary
drudgery for an introduction to seeing and caring for patients.
You will never escape a measure of drudgery during all your
professional lives. Later you will be charged with patient care
but now is the time to master the basic science material, so es
sential to being a good doctor. Furthermore, it will be necessary
for you from time to time in the future to acquaint yourselves
with new developments in these sciences, and you cannot do so
unless you have a firm foundation of knowledge upon which to
build. You are in the position of the natural born athlete yearn
ing to play a game of football who soon learns that as an in
dividual he must master the fundamentals of blocking and
tackling if he is to be of any value on the team. And many
of you probably know what drudgery that is.

At this point I direct your attention to the biography of the
most influential physician of the Twentieth Century. Many
years ago while still in college I fortunately came upon this
work. I can only say that "The Life of William Osler" by
Harvey Cushing influenced me in medical school and in my
subsequent professional life more than any other book. Inci
dentally, Cushing was the world's leading neurosurgeon at the
time that I read this biography and later he was my Professor
of Surgery. Osler, himself, was Professor of Medicine at Johns
Hopkins and subsequently at Oxford. He delivered an immortal
lecture at the dedication of the University of Minnesota Medical
School in 1892 on "Teacher and Student." His whole philosophy
was wrapped up in the simple dictum, "do the day's work."
Since his theme inspired me, may I say to you: Don't sit around
yearning for the day when you will be on the hospital wards
but concentrate your undivided attention on your basic courses.
You will never regret it.

While hard work is essential in medical school it is also
necessary to maintain your health and to rekindle your inner
spiritual forces periodically. Aside from the ministry, medicine
is the noblest of professions requiring men and women of char
acter and compassion. You will have to reflect on these qualities
as long as human beings place their lives in your hands - no
matter what your chosen place in medicine is to be.
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Personal problems will affiict you - and frequently these
will pertain to health or to finances. I have already cautioned
you about the state of your health. I would like to believe that
no medical student at Minnesota need drop out for financial
reasons. Furthermore, I hope that no student will jeopardize his
health by working long hours outside of school for needed
money. Not only will your health suffer, but your academic
standing may be critically threatened. I would suggest if anyone
is in serious financial need that he consult the Dean's office.
I do know that the Minnesota Medical Foundation will gladly
listen to you and try to help you.

Finally, life can be grim - challenging to all of us. Therefore.
a certain buoyancy of spirit and common sense are needed. All
of us must live with other human beings. A story involving
President John Kennedy appeals to me. He had a close per
sonal friend - Dave Powers - who was loved by the Kennedys
and their children. He had a lively sense of humor and often
cheered the sagging spirits of the President. On the occasion of
the President's birthday Powers presented him with a silver
beer mug and on this mug the following was inscribed:

"There are three things lchich are real:
God, hllman folly, and laughter.
The first two are beyond ollr comprehension
So we must do what we can with the third."

Good luck to you!
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Reader Contribution

Medical Science and Humanism*

Robert Tarail, M.D.t

!J.t is a particular privilege to help commemorate this silver
anniversary of Professor Evans' remarkable contributions to our
Medical School. I cherish the opportunity for this presentation
because I feel that my former teacher represents that sector of
the Medical School faculty which combines ethical grandeur
with scientific achievement. Some discussion of beliefs and gen
eral concepts in areas of long-standing interest to Dr. Evans
appears appropriate. My thoughts are proffered with the knowl
edge that proof of their validity and truth is not known to me;
but then neither is proof of their invalidation.

The dilemma of representative versus comprehensive edu
cation presents itself to those privileged to teach students
of medical science (I say privileged despite the tendency of
many to regard teaching as a type of chore without which their
research would be curtailed): Shall the hasty need to ram as
many "facts" as possible down the craw of the student pre
dominate? Or shall a doctrine of representativeness prevail?

Representative education assumes that proper grist for the
mill derives from a leisurely (not lazy), thorough tackling of
some concepts which are a foundation of our thinking in a given
field. This implies further that per unit time the student gains
much by reflective thinking over the how and why of establishing
"facts" in the subject being studied.

Representative education in this view is both a prime
weapon in creating thoughtful physicians as well as a prime
antidote to liberal acceptance of the notion that so many "new
facts" have been added to "modern knowledge" that enormous
textbooks, longer courses, and extended blocks of time are
necessary. The horns of the dilemma of comprehensive versus
representative medical education are, in a sense, extensions of

'Part of the tribute to Dr. Gerald T. Evans held Novemher 20-21, 1964 on the
occasion of his 2.5th year on the faculty of the University of :Minnesota Medical
School.

tClass of 1943; address Medical Service, V.A. Hosp., Martinez, Calif. 94.5.53
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the following choices: Is science a body of organized knowledge
or is it a specific method of dealing with a problem irrespective
of the nature of the problem?

John Dewey stated my position: "[ mean that science ha~

been taught too much as an accumulation of ready-made ma
terial uAth 1chich students are to be made familiar, not enough
as a method of thinking, an attitude of mind, after which the
pattern of mental habits are to be transformed." And: "Thus we
come around to the primary contention of the paper: that science
teaching has SlIffered because science has been so frequently
presented iust as so much ready-made knowledge, so much
subiect matter of fact and law, rather than as the effective
method of inquiry into any subiect matter."

Does not reflective thinking help to produce an armor im
pregnable to the savage onslaught of the pharmaceutical house
which hopes to sell its wares by questionable appeals to
authority? Does not careful, crisp but unhurried contemplation,
coupled with sharpening of critical powers, confer immunity
against easy grasping at straws invited by the dominance of
hastily contrived pseudo-facts in our medical literature? It may
be said that my views are utopian and unrealistic. I contend
that the processes implicit in these views should become part
and parcel not only of medical education, but of all education
starting both in the home and with the earliest school experi
ences. But I wonder as well whether such goals are indeed
attainable. I hope they are but, for here and now, doubt it
because of our meager knowledge of core factors in interpersonal
relationships. But a bit more of this later.

I turn to another aspect of the work of Gerald Evans: The
Laboratory. In 1911 Richard Cabot underscored principles
needed for the reciprocally beneficial union of clinical laboratory
with clinician. These are among principles which Gerald Evans
has fostered vigorously, perhaps uniquely, at the University of
Minnesota. "... I should say that medical specialism within the
hospital calls for special integrating factors if we are to get the
good of it and not to run foul to obvious disasters." And "[ see
tmeering structures of therapeutic effort based upon laboratory
findings which wiill not bear the strain."

Or: "The essential difference bettceen clinical work and lab
oratory lCork is not in the technical methods employed, nor in
their degree of accuracy, nor in the methods of reasoning used.
The essential difference consists in the predominance of psychical
elements among the data used in the wards, and their elimina
tion in the laboratory." Further: "The clinician cannot safely
utilize at the bedside the results of laboratory tests which he
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knows only by reading. He should familiarize himself with these
tests in the laboratory in order to understand the sources of
error and the limits of reliability."

Moreover: "No laboratory worker should remain out of touch
uAth the clinical aspects of the cases which furnish him material."
Finally: "In the absence of any single dominating personality as
an integrating factor in the hospital system, the best available
substitute seems to be combined ward visits in which the
pathologist, surgeon, physician, chemist, and physiologist work
together for the increase of their practical and scientific fruit
fulness. The evils of specialism may be thlls in a measure
neutralized and its benefits enjoyed."

Now I turn to Gerald Evans who as a physician is dedicated
to preserving health, saving lives, and to the relief of suffering.
Yet he and his disciples may be preoccupied with clinical inves
tigation and experiments on patients.

Which clinical investigator has not been faced with the
following choices? This procedure may harm the patient but
may benefit humanity. I can do this experiment on this patient
because he is a charity or ward patient, but I would not do it
on a private patient because of the danger. The risk of this
additional catheterization or biopsy may be appreciable but I
can do it because the patient won't know that it is unnecessary
for his treatment and I ought to do it because it provides me
with data which I could not otherwise obtain. I would not want
to do this experiment on a patient with good chances of recovery,
but the patient is a "hopeless case."

William Bean, our Iowa neighbor, has defined humanitarian
limits which I aspire to live by: "The patient, hOtcever humble
and hOtcever ill, in whatever degree derelict and forlorn, has
sacred rights which the physician must always put ahead of his
burning curiosity." McCance and Bean take their cue from that
towering figure in research of the nineteenth century - Claude
Bernard. He stated: "The principle of medical and Stlrgical
morality, therefore, consists in never performing on man an
experiment which might be harmful to him to any extent, even
though the result might be highly advantageous to science, i.e.,
to the health of others. But performing experiments and opera
tions exclusively to the patient's own advantage does not prevent
their turning out profitably to science."

It is my belief that hospitals and health programs which
include experimentation (within the above limits) and teaching
(without either exhausting or degrading the patient; or scaring
him with words such as tuberculosis, he,ut failure, or brain
damage, within careless earshot) are the best hospitals and

57



THE MEDICAL BULLETIN

health programs. Moreover, I subscribe to the conviction of
R. A. McCance who believes that proper teaching and experi
mentation on human beings should be proudly and openly dis
played before the public. Thus, McCance would have each
patient and/or next of kin encounter the following statement as
a part of the admission procedure: "The hospital staff seeks your
assistance in carrying out the hospital's duty to the community
in the investigation of disease and in the training of doctors and
nurses; if a member of the staff wishes to make a study of your
condition or to explain it to a medical student, doctor, or nurse,
it is hoped we may have your cooperation."

"The fool doth think he is wise, but the wise man knou:s
himself to be a fool." Most of us in medicine - steeped in a
tradition of omniscience - find it difficult to reconcile our egos
to the fact of meager knowledge. Yet it should be clear to those
who have tackled the demanding combination of laboratory,
patients, teaching, and research that infinite wisdom remains to
be distilled. The following are examples of our hopes for
the future.

The laboratory: Why are we not wise enough to provide
within the framework of the average hospital) precise, accurate
chemical analyses of 10 different substances within say 30
minutes after 0.1 ml. of blood is obtained? Is this blind spot to
be attributed to lack of knowledge or to sluggish application of
existing information? I think the latter.

Patients: What is the nature of mental illness? Why do many
physicians fail to differentiate in practice between emotionally
based symptoms and malingering? It has been said that there
are not two kinds of headaches - one organic, the other func
tional. Either a patient has a headache or he is lying. One with
a functional headache is not lying.

Which factors lead to diabetes mellitus? By definition, there
is no tuberculosis without tubercle bacilli, but what constitutes
resistance - so that a given person does not sustain the illness
despite presumably heavy exposure to the tubercle bacillus; in
contrast, "susceptibles" sustain the disease in the face of exposure
to comparatively few germs. What differentiates susceptibility
from resistance? Is there cogent evidence for the use of mag
nesium in parenteral fluid therapy?

Teaching: Why is the teaching of medical subjects regarded
on occasion as a road block which must not stand in the way
of research? Why do teachers teach students by example to
wander afield from logical processes - hence, the reason this is
the proper way to treat a given illness is that distinguished
authOrity "X" says so? Why does the therapist resort to a kind
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of reasonableness to "prove" the efficacy of a given system of
treatment instead of accumulating carefully controlled data
without which no way of treatment can be judged effective
or ineffective?

This point may be elaborated upon. Two or more ways of
trying to cure a given patient of a certain disorder may be
presented at a clinical conference. For example, one group states
that this patient of 62 years of age who has cancer of the lung
should be treated by operative intervention because without this
treatment he shall die anyway. The latter conclusion is bolstered
supposedly by the assertion of an able, respected chest specialist
that: "In my experience operation offers the only hope." More
over, they state, isn't it reasonable to remove a cancer before
lethal spread? On the other hand, the opponents of this view
say that in "their experience" the discomfort, hazard, and com
plications of operation outweigh its advantages. Is it reasonable
to treat this cancer by attempted excision in view of the reason
able evidence that spread and recurrence may be determined
primarily by the tendency toward very early seeding and
multifocal origin?

Both of the above conflicting points of view employ reason,
but neither offers crucial evidence: Namely, the results of care
fully controlled study which approaches the ideal of varying only
one aspect in the care of comparable patients with cancer of the
lung - excision. Without this kind of information, we have
possibly prejudiced and certainly intuitive, but inadequate,
foundations of treatment. It is not my intention to deny the
patient and the physician the possible benefits of experience
and of theoretical mechanisms. Without experience and theory,
we limit our offerings to patients, and advances in prevention
and treatment are curtailed. It is my intention for us to recog
nize, however, that the proof of the pudding is in the eating:
That whether a given treatment is or is not effective depends on
the results of controlled observation. The history of thera
peutics bulges with approaches which proved eventually to
be ineffective or dangerous after initial widespread use came
to pass because of pseudo-convincing experience and theoretic
justifications.

Research: Why are the journals filled to bursting with
repetitious junk? (I have contributed my share.) Why is clinical
investigation not more consistently characterized by deliberate,
thorough, scholarly time-consuming approaches instead of by a
premature, headlong rush into print?

Commercialism: Why do pharmaceutical firms find it profit
able to deluge the physicians and public of the United States
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with propaganda costing astral sums of money? Charles D. May
put it another way: "The traditional independence of physicians
and the welfare of the public are being threatened by the neu:
vogue among drug manufacturers to promote their products by
assuming an aggressive role in the 'education' of doctors."

The title of this presentation includes the word "humanism."
What is its meaning? I would paraphrase a dictionary and define
humanism as follows: A doctrine, attitude, or way of life cen
tered on human interest or values; it asserts the dignity and
worth of man and his capacity for self-realization and im
provement through reason and emotion without resort to
supernaturalism.

The evidence is overwhelming that dedication to humanism
by physicians is frequently illusory. If this is so, what can be
done to insure a dominant place for humanitarian devotion,
instead of dollar worship, as a motivating force in the practice
of medicine? How do we physicians escape from an all-encom
passing web of the tempting material gains of an affluent society?

I believe that Lawrence Kubie has pointed to one of the
undermining tendencies of our culture: To retreat from our
problems in ostrich-like fashion; to hide from ourselves. The
antithesis, not easy to attain, of this process may help to make
compassion of the physician for his fellows a crux of medical
care. Do we have the knowledge, curiosity and courage to
attempt to deal with the serious psychic limitations of ourselves
as physicians and of normal man generally?

REMEMBER THE

MINNESOTA MEDICAL FOUNDATION

IN YOUR WILL
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Dermatology

A Cutaneous Role in the Regulation of

the Body's Carbohydrate Milieu*

Ramon M. Fusaro, M.D., M.S., Ph.D.,f and

John A. Johnson, M.S·t

Uhe skin is surpassed in weight only by the skeleton,
striated muscle and, usually, adipose tissue and constitutes
about 10% of the body weight. It consists of two components,
the epidermis and dermis. The epidermis which has essentially
no intercellular space accounts for most of the metabolic
activitv of the skin. The lower boundarv of the dermis is the
deepest projection of the cutaneous appendages and the upper
limits of the subcutaneous fat. The dermis is an extracellular
fluid interlaced with connective tissue fibers and cells and a
vascular tree. The fluid volume of the dermal compartment is
almost equal to that of blood plasma, and is 5% of the body
weight. In contrast, the dermal vascular tree accounts for less
than 2% of the fluid volume of the skin. The skin can be
visualized as a system of three associated compartments: (1) a
small intravascular extracellular blood space, (2) a larger intra
cellular epidermal volume and, (3) a very large fluid compart
ment - the "dermal ground substance sea." Through this latter
compartment cross the pathways for all nutritional materials
from the blood and metabolic products from the epidermis.

Before examining the cutaneous role in the regulation of the
carbohvdrate milieu of the bodv, a few basic facts should be
noted: . (1) Oxygen consumptio~by the skin is low; in fact, the
only organ exhibiting a lower rate is the lens. (2) The enzymes
of the Embden-Meyerhof Pathwa:" of the hexose monophos-

*From a preliminary report presented to the Staff Meeting of University Hospitals
on October 28, 1966. Supported in part by USPHS Research Grant No. AM
03964.

tAssociate Professor, Director of Dennatology Clinic; University of ~1innesota

Hospitals; F. W. Lynch, ~LD., Director, Division of Demlatology.

*Scientist, Division of Dermatology
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phate (HMP) shunt, and of the Krebs cycle are present in
epithelial tissue. (3) In vitro utilization of radioactive glucose
by the epidermis demonstrates that 7O'I of glucose is converted
to lactate, less than 30% is utilized via the HMP shunt, and less
than 2% enters the Krebs cvcle. (4) Lactate concentration of
the skin of the resting animal is considerably higher than
that of blood.

The metabolic activities of skeletal muscle and liver should
be reviewed in order to evaluate their role in the bodv's utiliza
tion of glucose and lactate. Muscle cells are well oxygenated,
and exhibit a high degree of Krebs cycle activity. Muscle tissue
during moderate to severe exercise utilized glucose and releases
lactate into the blood. However, resting or minimally active
muscle utilizes lactate (venous levels are lower than arterial).
In any case adenosine triphosphate (ATP) is required by muscle
in order to perform contraction and synthesis of protein, and
is obtainable from the oxidative phosphorylation of reduced
nicotinamide adenine dinucleotide [NADH (DPNH)] arising
from Krebs cycle activity. The muscle's ATP-producing ca
pacity is exceeded only during periods of more than moderate
muscular activity.

The liver performs not only the important functions of
storing and releasing glucose according to the body's needs but
it also removes excess blood lactate by converting it to glucose.
This conversion, coupled with the formation of lactate from
glucose as a result of muscular contraction, forms the basis of
the Cori lactic acid cycle.

We have developed a technique for examining the rise and
fall of skin glucose concentration after intravenous administra
tion of dextrose to fasting humans. After a post-injection lag of
30 to 35 minutes the skin glucose concentration reaches a
maximum and thereafter decreases in a first-order decav manner.
Assuming that skin mass is 10% of body weight and 'using the
maximum skin glucose levels attained after injection of a known
amount of glucose, we have found that approximately 20% of
the injected dextrose (over a range of 35 to 45 gm.) is absorbed
b~' the skin. Our data therefore indicate that the skin performs
an important physiologic function as a temporary reservoir for
excess blood glucose.

The elevated skin glucose resulting from an intravenous
dextrose load can follow one of three possible routes from the
extracellular compartment of the dermis: (1) diffuse back into
the blood; (2) flow back to the blood via the lymphatic system;
(3) enter the epithelial intracellular compartment (see illustra-
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tion). With respect to the first route, post-injection blood glucose
normally decreases more rapidly than skin glucose levels, and a
point is reached during the test when the latter is greater than
the former. Data concerning the role of the lymphatic system
in removing excess skin glucose were obtained by performing
simultaneously an intravenous and cutaneous glucose tolerance
test on a patient having lymphectasia of the leg. Post-injection
blood, lymph and skin glucose values showed that the blood
glucose concentration returned to normal within H~ hours. The
skin and lymph glucose levels reached a maximum at 35 minutes
and thereafter both decreased at the same rate. At the termina
tion of the test (H~ hours), the skin and lymph values were
considerably higher than the pre-injection glucose levels, indi
cating that the skin and lymphatic glucose compartments are
in equilibrium, and that the lymphatic system represents a
second route for the removal of excess skin glucose.

The third possible route of excess skin glucose (entrance
into the cell and conversion to lactate) has not to our knowledge
been studied in vivo. The epidermal cells are continuously pro
liferating and the epidermis exfoliating at such a rate that it
reproduces itself in less than 3 weeks. This energy-requiring
synthesis necessitates the production of large quantities of ATP.
Since the Krebs cycle is largely inoperative in skin, and oxygen
tension is low, the efficient mechanism involving oxidative
phosphorylation of NADH is not available for ATP production.
The skin must rely on the substrate-level phosphorylation steps
of the Embden-Meyerhof pathway for ATP production. There
fore it is likely that the skin converts large quantities of glucose
to lactate in order to provide the necessary energy for its
epidermal regeneration. A natural extension of this hypothesis
is that skin lactate diffuses freely into the blood and is converted
back to glucose by the liver. Thus one postulates a continuous
"skin Cori cycle" (see illustration - Cycle II) which offers the
concept that the skin is provided not only with an adequate
means of producing ATP, but with an additional mechanism for
control of elevated blood glucose; that is, the conversion to
lactate in the skin and transformation of the lactate to glucose
in the liver where it can be stored as glycogen. Consideration of
the "Skin Glucose-Lactic Acid Cycle (II)" (see illustration),
suggests a mechanism whereby skin can play an active role in
the removal of excess blood glucose. This concept also provides
an economical means for skin to produce ATP via an otherwise
inefficient glycolytic sequence. The illustration demonstrates
our concepts of the role of the skin in glucose and lactate
homeostasis.
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Skin Glucose Cycle (I) and Skin Glucose-

Lactic Acid Cycle (II)
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In conclusion, the skin has long been ignored as a factor in I•.
the maintenance of the carbohydrate milieu of the body, The
size of this organ, the amount' of a blood glucose load' which
it absorbs, and the necessity of the skin to produce ATP by an
inefficient, nonoxidative mechanism suggest that the skin may
be of major importance in the maintenance of blood glucose
and lactate levels.
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Pediatrics

The Role of Complement in the
Acute Inflammatory Response*

Arthur R. Page, M.D.,f Henry Gewurz, M.D.,t

Richard Pickering, M.D.,§ and Robert A. Good, M.D., Ph.D.~

In recent years it has become clear that the complement
(C') system mediates several important components of the
inflammatory response: increased capillary permeability, immune
phagocytosis and neutrophil chemotaxis. Indeed, although
immune hemolysis requires the presence of at least nine C
components acting in sequence, only the first four to seven
components mediate these aspects of the inflammatory response.

This paper deals with the role of the C system in one of
these modalities, the chemotactic attraction of neutrophils. A
factor chemotactic for neutrophils produced by antigen-antibody
complexes interacting with the C system was first demonstrated
by Boydan and confirmed by others. Studies by Ward et aI.,
showed that at least the first six C components are needed for
this function, and more recently Ward has presented evidence
that the chemotactic factor is an activated complex of C.5,
C6, and C7.

These observations have been extended to in vivo immune
reactions in experimental animals. Cochrane and his collab
orators have shown that an intact C system is required for the
attraction of neutrophils to the site of the antigen-antibody
interactions on blood vessel walls in the Arthus reaction and in
nephrotoxic nephritis. In these situations immune complexes
served as the inciting stimulus to the C-mediated chemotaxis.
Boyden has suggested that even the exudation of neutrophils
after a nonspecific inflammatory stimulus, such as a scratch,
might involve production of this factor, with activation of the
C system occurring via the reaction of autoantibodies with
modified connective tissue antigens.

*From a report to the Staff Meeting of Universit).' Hospitals Gn Octo her 7, 1966
t Associate Professor, Department of Pediatrics
:j:Research Fellow, U.S.P.H.S., Bethesda. "'d.
§Research Fellow, Department of Pediatrics
1TProfessor, Department of Pediatrics
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In this report these studies are extended to man. We have
correlated neutrophil exudation in vivo and neutrophil chemo
taxis in vitro with C' and C' component titers in patients with
essential hypocomplementemia, agammaglobulinemia, and renal
diseases associated with low titers of serum hemolytic comple
ment. These studies showed that neutrophil exudation is de
ficient in patients with renal disease who also have a circulating
inhibitor of in vitro chemotactic activity; that neutrophil exuda
tion is also deficient in a patient with essential hypocomple
mentemia, but is normal in patients with nonlymphopenic
agammaglobulinemia. They suggest that neutrophil exudation
following a nonspecific inflammatory stimulus is mediated by a
chemotactic factor produced through activation of the C' system.
and further, that the C' system may be activated to mediate the
inflammatory response in the absence of antibody.
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Laboratory Medicine

Late Replicating DNA and Human
Chromosome Abnormalities*

Jorge J. Yunis, M.D. t

01 few years ago, Ohno discovered that one of the two X
chromosomes of female mammals remains condensed in somatic
interphase nuclei, and Park showed that this phenomenon be
comes apparent during the first three weeks of embryonic life.
Based on these findings and on the mosaicism observed for
X-linked factors in female mice, Lyon proposed a relationship
between DNA condensation and metabolic inactivation of one
of the two X chromosomes of females.

In agreement with this idea, it is now known that X chromo
somes in excess of one become highly condensed in interphase
somatic nuclei during early embryogenesis and produce little
phenotypic effect. Furthermore, normal males (XY) and females
(XX) as well as individuals with as manv as 5 X chromosomes
have similar amounts of an X-linked enz~'me.

A further characteristic of the X chromosome was recently
reported by Taylor when he found that the X chromosome th,it
forms the sex chromatin body has a characteristic late DNA
replication pattern. .

An analogy to the condensed X may be presumed for the
Y chromosome since it shows positive heteropyknosis in early
prophase, has late DNA replication and extra Y chromosomes
produce mild phenotypic effects.

It is noteworthy that out of 22 pairs of autosomes, only three
well documented, viable trisomies are known: trisomies Db 18
and C l . Because of the small number of viable autosomal
trisomies and the existence of autosomes with smaller DNA
mass than the D l and 18 chromosomes, it seems reasonable to
assume that a large portion of the DNA of chromosomes D l , 18
and C l is condensed in somatic interphase nuclei and, therefore,
physically unable to produce RNA. Furthermore, due to the
multiple phenotypic effects and the lack of conspicuous inter
phase DNA condensation of the chromosomes involved in the

'From a report to the Staff Meeting of University Hospitals on October 21, 1966.
t Associate Professor and Director, Medical Genetics Division, Department of

Laboratory Medicine.
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viable autosomal trisomies, it can be again assumed that such
autosomes would be less condensed and not as late replicating
as the heteropyknotic X.

Work from this laboratorv has shown that the chromosomes
involved in the only three vi~ble autosomal trisomies are largely
late replicating ones, although not as much as the hetero
chromatic X chromosome.

Since autosomes other than D 1 , 18 and G) have relatively
large late DNA-replicating segments, the hypothesis can be
extended to predict that autosomal partial trisomies and partial
deletions will be found and would correspond to large and mostly
late replicating or very small and early replicating chromosome
segments. In this direction, it is interesting to know that partial
trisomy for the short arm of chromosome No..5, as well as for
a sizable segment of the long arm of a C chromosome, are now
known to be viable and to involve late DNA replicating chromo
some segments. Furthermore, deletions of the short arm of
c\romosomes No.4, No. 5 and No. 18, as well as partial
deletions for the long arm of chromosomes No. 18 and G),
have been found recently in the human population and cor
respond to absent late DNA replicating chromosome segments.

All of the well documented viable human congenital chro
mosomal abnormalities have been found to be composed of late
replicating DNA. (Triploid/diploid individuals and trisomy
mosaics for chromosomes other than Db 18 and G) have been
observed; in these individuals, it is suggested that life is
sustained by a sufficient admixture of diploid cells.) It is postu
lated that late replicating chromosomes are not as deleterious as
early replicating ones when present in excess or defect became
late replicating DNA may be an expression of complete or
partial metabolic gene inactivation.

Recent studies from our laboratorY indicate that the mam
malian heteropyknotic X chromosome ~is early replicating before
embryonic implantation, and that the autosomal late replicating
DNA remains unchanged throughout development.

We are now attempting to characterize biochemically the X
and autosomal type of late replicating DNA and to determine
their functional significance in phylogeny and otogeny.
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CARLOS MARTINEZ

Dr. Carlos Martinez, professor of physiology, died of a
heart attack in Universitv of Minnesota Hospitals on August 24,
1966. He was ,52 vears' old and director of the Laboratory of
Oncology.

A native of Argentina, Dr. Martinez
was widelv known for his contributions in
the field of cancer research, including more
than 200 scientific papers. His work re
ceived major support from the U.S.P.H.S.
and American Cancer Societv, and has been
fundamental to the Minnesota program in
the fields of transplantation, endocrinology,
and immunobiology. In recent years he
collaborated extensivelv with Dr. Robert A.
Good in study of the j'ole of the thymus in
the development of immune competence. Carlos Martinez

Dr. Martinez first came to Minneapolis as a fellow in
physiology in 1943. He joined the Medical School facultv in
19.51. Survivors include his wife, Teresa, and four children.

S. MARX WHITE
Dr. S. Marx White, 93, noted Minneapolis heart specialist

and emeritus professor of internal medicine at the Medical
School, died August 29, 1966, in Minneapolis. An 1897 graduate
of Northwestern Medical School, he had devoted a lifetime to
practice and teaching of medicine in Minneapolis and is fondh'
remembered bv thousands of medical students.

Dr. White;s sweeping influence as a clinician and teacher
spanned all but ten years of the Medical School's 7.5-year
historv. He was chief of Medicine at the Universitv and founded
the Nicollet Clinic in Minneapolis. He devoted more than
one-half of his time to the Medical School, much of it at the
old Minneapolis General Hospital.

Although confined to a nursing home in recent years, Dr.
White was alert and productive and continued to contribute to
the medical literature. Survivors include two daughters and a
son, Dr. Asher A. White, Minneapolis.

BORGHILD HANSEN
Borghild Hansen, .58, founder of the University of Minne

sota's program in Occupational Therapy, died October 6, 1966,
in University Hospitals. Death was caused by cancer.

Miss Hansen was an associate professor and director of the
outstanding O.T. program at the Medical Center. She was a
native of Minneapolis and graduate of the Universitv of
Minnesota. Miss Hansen was past president and a founder of
the Minnesota Rehabilitation Association.
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$53 MILLION EXPANSION PROPOSED

It has become apparent that the traditional means of
rendering health care must be greatly altered to meet the
challenges of Medicare, the population explosion, the acute
need for more and better trained medical and paramedical
personnel, and the technical revolution in medical science.

With a concern for the problems and challenges of the
future, the University requested an independent study of re
gional health manpower needs. The report, Health Manpower
for the Upper Midwest, undertaken with a grant from the Hill
Familv Foundation of St. Paul, resulted. At the same time, the
Unive~sity also began a Long Range Planning Study of the
Physical Facilities for the Health Sciences to determine the
basis for fuhlre constmction of the medical campus. These two
reports will most certainly be the basis for extensive change in
medical education and practice here at the University and
throughout the Upper Midwest area.

RECOMMENDATIONS OF THE UPPER MIDWEST

HEALTH MANPOWER STUDY

1) That the University expand its entering medical class
from 150 to 200 students at an early date and lay plans for
further expansion to 250 at some time in the future.

2) That, since the Medical School and School of Dentistry
are closely related and share staff and curriculum, an increas~
from 150 to 200 in number of dental students accompany the
expansion of the Medical School.

3) That students from two-year medical schools in North
and South Dakota be encouraged to complete their education
at the University of Minnesota since studies indicate that a
major proportion of the graduates who complete their medical
education here remain in the Upper Midwest to practice.

4) That a greatly increased demand for medical care be
anticipated. The Commission estimated that by 1975 there will
be between 200-300 fewer physicians than will be needed to
maintain the present ratio of active physicians to population in
Minnesota. For this reason the committee favored the ultimate
establishment of a second medical school in this region.

5) That, in view of the growing need for personal or family
physicians in this area, the teaching of skills and attitudes
relevant to the responsibility of the personal or family doctor
be strengthened at the University of Minnesota Medical School.

LONG RANGE PLANNING FOR THE HEALTH SCIENCES

Since land for expansion on the Minneapolis campus is
severely limited, it is imperative that the use of this land be
carefully planned. Therefore, an attempt has been made to read
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the foreseeable future of health care education and to determine
with some accuracy the physical facilities that will be required,
within the given land limitations. Some of the notable conclu
sions of the committee are as follows:

1) Increased emphasis on ambulatory teaching programs.
2) The development of a team approach to comprehensive

health care.
3) For Dentistry - more basic sciences, more research, a

more preventive orientation.
4) Increased postgraduate and continuing education pro

grams.
5) The probable evolution of a program to train family

physicians.
6) Strengthened affiliations with community hospitals.
7) The need for an increase in hospital beds in this complex.
8) The need to coordinate all programs on a health science

basis.
Based on these considerations and the recommendations of

the Upper Midwest Health Manpower Study, the Committee
recommended the following new construction:

1) A new School of Dentistry building.
2) A new combination Clinic-Hospital facility, to include

space for the Schools of Nursing and Public Health, as well.
The new facility would contain approXimately 270 hospital beds
initially, with the ultimate plan that all hospital beds, with the
exception of Heart, Masonic and Rehabilitation Center hospital
beds, would be located in the new area. All outpatient facilities
would also be housed in the new building, as well as additional
teaching and conference facilities.

3) A building for research for the clinical departments,
including a new, modem facility for large animals.

Estimated total cost of the proposed expansion program is
$53,440,800. It is anticipated that at least half the costs can be
covered by matching funds from federal and other sources,
while the remainder will be requested from the Minnesota
legislature.

From a vantage point of 75 years of medical education in
Minnesota, and with a view to what surely will be the period
of most radical change that medicine has witnessed in this
country, we continue to maintain our confidence in the devoted
work of the individual staff members and in the support of an
interested and understanding public.

ROBERT B. HOWARD, M.D.
Dean, College of Medical Sciences
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64 Scholarships Granted By

Medical Foundation

Jacobson, Robert B., '70
Keohane, John c., '68
Kottke, Dennis B" '68
Krook, James E., '69
Larkin, Thomas, '67
Latchaw, Richard E., '60S
Lewis, Darrell V., Jr., '69
Mahowald, Mark W., '68
~L;uker, Stephen C., '67
Mersy, David J., '68
Miller, James D., '69

• 1939 '

Sixty-four medical students-more than
10% of the student body-received schol
arships worth $.34,200 at the 28th An
nual Meeting of the Minnesota Medical
Foundation held September 26, 1966,
at the University of Minnesota.

Speakers at the Annual Meeting
included Dr. Vernon D. E. Smith, presi
dent; Dr. N. L. Gault, Jr., secretary
treasurer; and Mr. Eivind Hoff, Jr.,

executive director. Main speaker was Dr. James R. Jude (Med.
'.5.3), Miami, Fla, who discussed "Medical Students and Re
search - The Development of An Idea." He is head of cardio
vascular surgery at the University of I\Iiami School of Medicine.

Dr. Wallace D. Armstrong, professor and head of Bio
chemistry at Minnesota, presented the first annual Cyrus P.
Barnum, Jr. Memorial Teaching Fellolcship to Mr. Thekke
G. K. Nair, graduate student in the department. Mr. Nair
received the fellowship for "outstanding teaching achievement
in the tradition of Dr. Barnum." Dr. Barnum was a widely
known and respected professor in the Department of Bio
chemistry. He died of a coronary attack on July 26, 196.5, at
the age of .51. A memorial fund supports the teaching fellowship
bearing his name.

Nine new trustees were elected to the Board of the Founda
tion. Joining the 36-member board were John F. Alden (Meel.
'4.5), St. Paul; Howard A. Andersen (Med. '42), Rochester;
Carl E. Christenson (Med. '.59), Clinton, Minn.; Paul F. Dwan,
M.D., Minneapolis; Philip L. Eckman (Med. '60), Duluth;
M. Melvin Goldfine (Med. '.57), Oakland, Calif.; Mr. John M.
Hollern, Minneapolis; Mr. Samuel Maslon, Minneapolis; and
Harold G. Scheie (Med. '3.5), Philadelphia, Pa.

Students receiving Minnesota Medical Foundation scholar
ships for the 1966-67 academic year are:
Asleson, Bruce A., '70 Engman. Hans R., '69
Berg, William D., '70 Erickson, Carlton R., '68
Bergfalk, Judith, '67 Gebhard, Roger L., '69
Bergman, John, '68 Gerdin~, Dale !\r., '68
Biljan, William E., '69 Gilchrist, David R., '69
Bruce, Robert M., '68 Greden, John F., '67
Brugger, Wesley E., '70 Gregory, Richard G., '68
Carter, Kenneth R., '68 Hanson, ,Milton C., '70
Cosgriff, Thomas M., '70 Hoidal, John B., '69
Daleiden, James P., '69 Holt, Anthony W., '69
Doebler, William C., '69 IloxtelJ, Eugene 0" '69
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~Iolde, Kent D., '70
Muckala, Kenneth A., '67
Nelson, Andre J., '67
Nelson, Ralph E., '68
Niemi, Sandra K., "70
Olson, Madelyn E., '67
Olson, Ross S., '67
Patterson, Charles W., '67
Perrelli, Vincent W., '68
Rockswold, Gordon A., '70
Schmiesing, Don C., '69

Schulenberg, Robert N., '69
Schulte, Terrence A., '68
Schwalbach, John F., '68
Sidney, David T., '68
Sigdestad, Joel B., Jr., '68
Soltis, Ronald D., '68
Spiiseth, Paul M., '69
Strom, James C., '70
Torstenson, Ordean L., '67
Tschida, Victor H., '67
Turchick, Sandra L., '69

Ullrich, Irma H., '69
von Lintel, Philip H., '69
Wales, Lee R., '68
Wallace, David L., '68
Westburg, Stuart, '67
White, Thomas C., '68
Wright, Margaret, '68
Zimmerman, Bruce R.. "67
Zurek, John F., '68

The Foundation expressed gratitude to the following sup
porters of the 1966-67 Scholarship Fund:

Adams Clinic, Hibbing, Minn.
Alpha Omega Alpha Honor

Medical Society
Dr. Carl C. Arvidson

Memorial Fund
Louis W. Banitt, ~I.D.

Bayport Foundation
F. R. Bigelow Foundation
Dr. Sidney C. Blackmore

Memorial Fund
Mrs. Frank W. Bowman
H. Mead Cavert, M.D.
Dr. Donald J. Cowling

Memorial Fund
Hnth Cranston
George M. Crow, M.D.
Roger L. Dell Memorial Fund
Executives' Secretaries, Inc.,

Twin Cities Chapter
Leland Fairbanks, M.D.
Finley and Friday, Inc.
M. Melvin Goldfine, M.D.
Harold Gottlieb
Lisa Brooks Gregory Memorial Fund
Greystone Foundation
GrollP Health Mumal, Inc.

(George Feller Foundation)
C. Lee Harris, ~I.D.

Hart Press
Dr. and Mrs. F. W. Hoffbauer

Memorial Fund
Dr. Charles N. Hensel Memorial

Endowment Fund
Edwin and Grace Jaeckle
Harry A. Johnson Memorial

EndoWIllent Fund
James R. Jude, M.D.
Margaret H. and James E. Kelley

Foundation
George Macpherson Fund
Mankato Clinic, Mankato, Minn.
Samuel Maslon Foundation
~Iayo Foundation, Rochester, Minn.
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~[esaba Clinic, Hibbing, Minn.
~Hnneapolis Foundation
~1inneapolis Gas Co.
Minneapolis Society of Internal Medicine
~1innesota Academy of Medicine
~tinnesota Society of Internal :Medicine
Dr. Dwight E. Minnick Memorial Fund
Modem Medicine Publications

Foundation
Sidney Nerenberg, ~I.D.

:'\icollet-LeSr<-leur County ~,fedical Society
:"orthwestern Clinic, Crookston, Minn.
:'i:u Sigma Nu Medical Foundation
~orman D. Olson, M.D.
E. B. Osborne
Alice and Gale W. Perry

Endowment Fund
Charles Pfizer Co.
Phillips Foundation
Piper, Jaffray & Hopwood Foundation
Postgraduate Medicine Foundation
Frederick A. Ramlall, M.D.
:"Jcnnan E. and Marjorie Roller

Endowment Fund
Rowell Laboratories, Inc.
Ray Schweigert
~Irs. Thelma Smalley
Elmer H. and Margaret J. Smith

Endowment Fund
~Irs. John Pillsbury Snyder, Sr.
Dr. Arnler L. Stolpestad Memorial Fund
Barbara Hanson Subak, M.D.
Tozer Foundation
Omar A. Tveten, M.D.
Twin City Federal Savings & Loan
Paul W. Vander Kooi, M.D.
Frank W. Van De Water, M.D.
Dr. Percy A. Ward Memorial Fund
Worthington Clinic, Worthington, Minn.
Anonymous
Anonymous
Anonymous
Anonymous
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New Medical Directory Published
A long awaited Directory of Medical Alumni is fresh off the

presses and being distributed this month to graduates of the
Medical School by the Minnesota Medical Foundation.

The directory is the first published since 1954 and contains
alphabetical, geographical, and class listings on the 6,750
persons who have taken the M.D. degree at the University of
Minnesota since 1884. The listings include 5,190 living alumni.
They live in every state and 32 foreign countries from Assam
to Zululand.

The listings begin with George Aagaard, end with Edward
Zupanc, and include 87 Johnsons, 52 Nelsons, and 32 Smiths.

The Editors freely admit occasional errors, such as "Elk
Rover, Minn." and the failure to include the Class of 1966 in
the Geographical Section. No doubt other discrepancies will be
discovered.

Alumni should watch for their free copy of the Directory
in the mail soon. Non-alumni may purchase the new 120-page
volume for $10.00, postpaid, from the Minnesota Medical Foun
dation, Box 193, University Hospitals, Minneapolis, Minn.
55455.

7th Combined
Medical Alumni Fund Underway

A maroon envelolJe has been sent to each of the M edi
cal School's 5,190 graduates announcing the 7th Annual
Combined Medical Alumni Fund appeal.

Again sponsored by the Minne:~ota Medical Founda
tion, CMAF seeks alumni contributions to various medical
pro;ects at the University of Minnesota. About $15,000
was contributed to the Fund in 1965 awl Minnesota's com
parative record in this respect is slOlcly improving. Donors
may earmark their gift to (/ny purpose of their choice.

The Foundation reminds graduates that CMAF may
he used to establish or maintain membership status in the
Minnesota Medical Foundation or the Minnesota Medical
Alumni Association. Although many alumni have paid dues
or made gifts already this year, the CMAF is circulated
to all graduates since many others are not memhers {/nd
prefer to make annual gifts via the Fund.

The maroon letter this year was included with copies
of the new Medical Alumni Directory, which was sent
free to every garduate about Novemher 1st. Please watch
for your Directory and anSlcer your letter!
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,---- STATEMENT OF CONDITION*

ASSETS

June 30, June 30,
Current Funds 1966 1965

Unrestricted
Cash on Hand $ 5.00 $ 5.0:>
Cash in Bank-Checking Account 1,643.67 3,331.40

Cash in Bank-Savings Account
and Certificates 26,955.67 22,528.3R

Executive Office Account with
University of Minnesota 1,422.01 612.71

Note Receivable 167.44

Restricted
Cash in Bank-Checking Account 25,592.67 10,384.69
Cash in Bank-Savings Account

and Certificates 45,000.84 55,232.93
Total Current Funds $100,619.86 $ 92,262.55

Endowment Funds

Regular
Cash in Bank-Savings Account

and Certificates
General Agency Investment

Accounts
Special

Investments

Total Endowment Funds.

$ 52,663.23

438,696.26

337.60

$491,697.09

$ .37,354.78

349,771.77

$387,12G.55

154.Dl
1,015.0G
1,075.00

$ 10,253.04

S4R9,G42.14

$ 490.97
7,518.00

755.04
9,250.00

.$

TOTAL ASSETS

Student Loan Funds
Herman },L Johnson Memorial

Loan Fund
Cash in Bank-Checking

Account
Notes Receivable

\Iinnesota ~ledical Foundation
Emergency Loan Fund

Cash in Bank-Checking Account 364.05
Cash in Bank-Savings Account 1,051.05
Notes Receivable 1,780.00

Total Student Loan Funds .. 8 13,200.14

$605,517.09
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STATEMENT OF CONDITION*----I

FUND BALANCES

Current Funds
Unrestricted Funds
Restricted Funds

Total Current Funds

Endowment Funds
Regular
Special

Total Endowment Funds

Student Loan Funds
IIerman M. Johnson Memorial

Loan Fund
Minnesota Medical Foundation

Emergency Loan Fund
Total Student Loan Funds

TOTAL FUNDS

June 30,
1966

$ 30,026.35
70,593.51

$100,619.80

$491,359.49
337.60

$491,697.09

$ 10,005.04

:3,195.10
$ 1.3,200.14

$605,517.09

June 30,
1965

$ :26,644.93
65,617.62

$ 92,202.55

$387,120.55
$

$387,126.55

$ 8,008.97

2,244.07
$ 10,253.04

$489,642.14

*Audited by ~lain Lafrentz & Co., Certified Public Accountants,
\Hnneapolis, Minn.

Minnesota Medical Foundation - 1966
The 27th year of the Minnesota Medical Foundation was a

most successful one. Its u;ork in behalf of the Medical School
of the Univer.sity of Minnesota was enhanced by gifts of
$2.32,985..36 sent by alumni and friends. During the year,
$140,093.77 was invested in programs benefitting the institu
tion. An additional $26,763.93 was spent to cover all operating
costs of the Foundation itself.

For the year the Foundation chalked up an advance in assets
of $115,874.95, mo.\t of which went into various permanent
endolcment funds, particularly Scholarship EndOlcment. On
june 30, 1966, the Foundation's assets stood at $605,517.09, a
25% gain in one year. They represent a market value of
approximately $630,000.00, and were returning an average
yield of 4.35% on the investment portfolio.

A mator gift of $50,000.00 for Scholarship Endowment tcas
received during the past year, boosting the Foundation's endotc-
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lltent for scholarship to more than $250,000. More than $8,000
is now available annual in earnings alone for support of
scholarships to deserving students. (The Fowulation's goal is
TOTAL ENDOWMENT of the Scholarship Fund. Present and former
scholarship recipients are being asked to pledge Appreciation
Gifts for this purpose. Nearly 50 persons have already given
or pledged.)

The Foundation derives its basic support from the dues
and gifts of over 3,000 members and friends, including alumni.
other physicians, private citizens, philanthropists, corporations.
medical clinics, and other foundations. It serves as a central
channeling agency for medical gifts to the University of
Minnesota.

Here are some Foundation highlights of 1966:
• Awarding of $34,200 in scholarships to 64 medical students,

the largest allocation since the program began in 1949.
• Loaning of $42,050 to 268 medical students for emergency

uses, plus $10,000 more to 20 students for long term purposes.
No interest is charged in either category.

• Distinguished Teaching Awards of $1,000.00 each were pre
sented to Dr. Aldo Castaneda and Dr. Morris Smithberg on
the basis of a medical student poll. These were the 7th and
8th such teaching honors sponsored jointly with the Minnesota
State Medical Association.

• $10,400 was granted to eight young faculty members and
students for beginning research projects in the fields of
heart disease and cancer.

• Ten issues of the University of Minnesota MEDICAL BULLETI!\

Icere published and circulated to over 6,000 readers. The
Foundation managed all functions of the project, and pro
vided a grant of $4,174.65 to share publishing costs with
University Hospitals.

• Establishment of the Class of 1966 Fund with 92% partici
pation, Ichich may set a pattern of greatly increased alumni
giving to the Medical School.

The rewarding progress achieved in 1965-66 is exceeded
only by our hopes and confidence in the year and years ahead.
Several exciting new opportunities have been presented to the
Foundation, and will be acted upon as appropriate to the
purposes and responsibilities of the organization.

The Foundation again expresses its corporate thanks to the
many individuals who invested in its work during 1965, in
cluding its splendid volunteer leadership and counsel.

EIVIND HOFF, JR., Executive Director
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NOTICE TO MEDICAL ALUMNI

Send your personal news to the MEDICAL BULLETIN
on the form below. Your contribution to "Alumni Notes" will
be welcome.

Name _

Address _

Class of

--------~----------------------------

------------------- ---

----------

Detach and mail to: The Editor
University of Minnesota MEDICAL BULLETIN
1342 Mayo Memorial
University of Minnesota
Minneapolis, Minnesota 55455
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• 1908
Dr. Arthur R. Soderquist, Idaho Falls, Idaho. Died March

16, 1966, of influenza and pneumonia. He was 80 veal'S old
and a graduate of the Minneapolis College of Physicians and
Surgeons.

• 1920
Dr. Joseph F. Bicek, St. Paul, Minn. Died September 27,

1966, after a fall. He was 68 years old and in private practice
of obstetrics and gynecology in St. Paul for many years. Dr.
Bicek retired from the clinical faculty of the Medical School
in June, 1966, after serving continuolisly since 1927.

• 1923
Dr. John W. Gullikson, Tacoma, Wash. Died Mav 23, 1966,

aged 65, of heart failure following lung surgery. He' was a past
president of the Pierce County (Wash.) Medical Society.

• 1928
Dr. William Duncan, Webster, S.D. Died June 9, 1966, in

Marietta, Minn. of a self-inflicted gunshot wound. He was
60 vears old,

Dr. Arnold E. Hetzler, Mandan, N. Oak. Died Mav 12, 1966,
aged 64, of a perforated ulcer. '

MEMORIALS
The Minnesota Medical Foundation acknowledges with

gratitude recent contributions made in memory of:

Mrs. Eva Herman Dr. William F. Menold

I
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Mrs. Eva B. Jerome

Tommy Kasper

Morissa Samuelson

I
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