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Cover 
Pictured on the cover is a view of the 
proposed University Hospitals Renewal 
Project, a $233-million plan to modernize 
the hospital complex. The University 
Hospitals Health Sciences Master Plan was 
the culmination of nearly 20 years of 
extensive study. Phase II of this plan is the 
Hospitals Renewal Project, developed by 
the joint efforts of hospital administrators 
and medical staff, urban planners and 
health care consultants. This project 
emphasizes the need to upgrade University 
Hospitals' physical facilities. Despite 
continuing renovation throughout the 
years, U Hospitals are bursting at the 
seams - this aging facility has a severe 
lack of space. "We are asked to do a 1980 
job in a 1920 facility," remarked one staff 
physician. With a worldwide reputation for 
excellence, University Hospitals must 
upgrade its facilities so that it may continue 
to deliver quality health care to its 
constituents and serve as a center for 
research and education. The full story on 
this project begins on the next page. 
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U of M Hospitals Renewal Project: 
Building for the Future 

U of M Hospitals buildings and architectural conception of the renewal plan. Photo by the Minneapolis Star. 



Mayo Tower reflected at night. Its 14 stories house primarily support services and academic 
units. 

University of Minnesota Hospitals hold 
a unique place in medical history. It 
was here that doctors performed the 
first open heart surgery in 1954. Today, 
Minnesota is recognized as the organ 
transplant center of the world. 

This pre-eminence in health care 
aside, the complex of red brick 
buildings overlooking the Mississippi 
River in Minneapolis is unique in 
another way: The structure is one of 
the most antiquated in the country. A 
hodge-podge of buildings constructed 
at different times for different 
purposes, University Hospitals are 
bursting at the seams. 

To maintain its high level of patient 
care, teaching and research efforts, the 
University has undertaken the 
University Hospitals Renewal Project, a 
$233 million program to modernize the 
aging facility. 

HISTORY 
There is no single building that is 
University Hospitals. The majority of 
inpatient care and support facilities are 
located in a series of buildings 
developed between 1911 and 1954. 

U Hospitals were actually established 
in 1909 when the Board of Regents 
decided to convert an old fraternity 
house to a "temporary hospital" to be 
served by the Medical School which 
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was established in 1888. Equipped with 
24 beds, the three-story Victorian home 
was in use until1911 when the first 
new unit, called Elliot Memorial 
Hospital, was completed. During its 
first year of operation, the 120-bed 
facility recorded 912 inpatient 
admissions and more than 33,000 
outpatient visits. The majority of 
patients were indigent and were 
referred through county welfare 
departments. 

The hospital was soon overcrowded. 
In 1914, during major epidemics of 
scarlet fever and diphtheria in 
Minneapolis, the University opened a 
house on campus to assist in caring for 
patients with contagious diseases. A 
wing was added to Elliot in 1915, 
increasing the hospital's capacity to 
192 beds. 

Rapid growth continued during the 
1920s as U Hospitals, working closely 
with the Medical School, became more 
specialized in its teaching and patient 
care services. Todd Memorial Hospital 
was built in 1925 to care for eye, ear, 
nose and throat patients. In 1929, 
Eustis Hospital for Crippled Children 
opened. 

The main hospital, Mayo Memorial 
Building, was built in 1954 with funds 
from the Legislature, U. S. Public 
Health Service and individual donors. 
This new facility comprised a 14-story 

A common sight- crowded halls used as 
storage area for beds and other medical 
equipment. 



tower which contains primarily support 
services and various academic units in 
the Health Sciences. Most of the 
patient care rooms are located in the 
older facilities. 

The hospital complex also includes 
Variety Club Heart Hospital, opened in 
1951; Masonic Cancer Center, 
completed in 1958; and the Children's 
Rehabilitation Center, which opened in 
1954. These three buildings are located 
in close proximity to Mayo. 

Today, U Hospitals continue to serve 
as a general hospital and referral 
center for much of the State of 
Minnesota. Approximately 42 percent 
of its 22,000 annual admissions come 
from the ?-county metropolitan area; 
38 percent from outstate Minnesota; 
and 20 percent from other states. 

MISSION 
Dr. Lyle French, vice president for 
health sciences at the University, 
describes the hospital complex as the 
"core facility" of the Health Sciences 
Center. "The hospital is a learning 
resource for every one of the 5,200 
Health Sciences students," he says. In 
addition to medical, nursing, 
pharmacy, dental and public health 
students, the hospitals serve as a 
laboratory setting for students in 
related fields such as social work and 
psychology. 

Learning must take place in a 
less-than-idyllic environment. 

"The lack of conference rooms and 
private areas places a strain on the 
teaching function," says Dr. Robert 
Goltz, chairman of the Dermatology 
Department. Goltz is a product of the 
University School of Medicine. When 
he entered Medical School in 1941, 
most of the main hospital complex was 
already 20 years old. 

Without places for discussion, 
teachers and students must 
congregate in already noisy hallways. 
Dr. John Najarian, chief of surgery, 
says: "We are constantly apologizing 
to our students, saying, 'You wouldn't 
normally see this in outside 
hospitals.'" 

This article was prepared by Ralph 
Heussner, Health Sciences Writer, 
University News Service, and Laura 
Willers, Coordinator, Health Sciences 
Public Relations. 

Photos by Joan Halgren 

U Hospitals' research role has also 
hastened the obsolescence of the 
facility. When a new technique or a 
new piece of equipment is developed, 
room must be found to put it into 
practice. 

"It is the role of a research hospital 
to develop better ways of caring for 
patients and when it works, to spin it 
off for community hospital use," says 
John Westerman, general director of U 
Hospitals. "We are in the business to 
serve other hospitals." 

Of 6,500 hospitals in the United 
States, approximately 400 serve as 
teaching hospitals. But the majority of 
research activities actually occurs in 
the 64 university-owned teaching 
hospitals such as U of M Hospitals. In 
terms of research dollars, University of 
Minnesota ranks among the top 10 in 
the nation. 

Westerman points out that one of the 
missions of U Hospitals is "to translate 
the findings from the laboratory into 
patient care protocol. It is not a simple 
procedure." 

One of the best examples of the 
"spin off" principle is open heart 
surgery. Years of research and 
experimentation in the laboratory 
preceded the first human surgery by 
Minnesota Drs. C. Walton Lillehei and 
Richard Varco. But today the 
procedure is performed in thousands 
of hospitals throughout the world. 

Because of the concentration of 
expertise- teachers and scientists 
from a wide variety of disciplines- U 
Hospitals has become a tertiary care 
referral center. Most patients who are 
admitted here either have multiple 
health care needs or require advanced 
skills which are not available in 
community hospitals. 

"We serve very ill patients- even in 
our medical/surgical areas, people who 
need close monitoring and 
observation," said Barbara Tebbitt, 
director of nursing services. "They may 
have three IV's instead of one, for 
instance, and require constant 
observation." 

"The kinds of procedures we are 

3 



doing are different than the kinds done 
in community hospitals," she 
continued. "When new people join the 
nursing staff, many of them look 
around our medical/surgical areas and 
say, 'Where I came from, these people 
would be in intensive care.'" 

Consider, for example, the diabetic 
patient suffering from kidney failure. U 
Hospitals have developed a specialized 
program for performing kidney 
transplants on diabetics; it is one of 
only a few hospitals in the nation 
performing such an operation. 

Specialty services are found in every 
medical department. Other examples 
include the Hemophilia Center in the 
Department of Laboratory Medicine 
and Pathology, bone marrow 
transplanation evaluation in the 
Department of Hematology and the 
Anorexia Nervosa Program in the 
Department of Psychiatry. 

"We have a worldwide reputation for 
being willing to deal with the most 
complicated and difficult cases. What 
is important to remember is the 
aggregation of expertise here not 
typically found in other institutions," 
said Robert Dickler, senior associate 
director of U Hospitals. 

While the most frequent diagnosis 
during 1977 in community hospitals 
was newborn delivery and care, the 
most prevalent diagnosis at U 
Hospitals was chemotherapy aftercare, 
thus distinguishing it from most health 
care institutions. 

THE NEED 
Two of the biggest problems facing the 
hospital staff are lack of space and 
space which cannot be used efficiently. 
Despite continuing renovation since 
1911, U Hospitals still does not have 
enough room for storage, patient care 
and research. 

"Think of the changes that have 
occurred in medicine. We are being 
asked to do a 1980 job in a 1920 
facility," Goltz says. 

The main hospital essentially fills a 
city block with a quarter-mile-long 
corridor with rooms on either side. 
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Staff members sardonically call it 
"the racetrack." Movement of supplies 
and contaminated linens must go past 
patients' bedrooms. Patient rooms are 
too small to accommodate modern 
equipment, storage space is critically 
short, power supplies are inadequate 
for modern equipment, privacy is 
almost non-existent and teaching must 
be done in the hallways. There is an 
inadequate air control system and no 
place for medical staff to meet, chart or 
dictate, and there are very few 
treatment and examination rooms. 

Patient rooms are not only too small, 
but also poorly distributed. There is an 
inadequate mix of room types (private, 
two-bed and multi-bed) and an 
inadequate number of isolation rooms. 

Typical patient rooms are not supplied 
with the minimum ventilation rate of 
two air changes per hour. Twelve 
percent of the rooms contain no 
toilets. 

The building complex was 
constructed with the view that a public 
hospital serving indigent patients did 
not require amenities such as day 
rooms and visitors lounges. Therefore, 
there are no places for doctors or 
nurses to talk privately with patients' 
families. "There is very little room for 
someone to go and work things 
through alone," Tebbitt said. 

There was no way planners of the 
early hospital facilities could have 
foreseen the rapid growth of medical 
technology. 

Nursing staff on Station 31, general medicine, try conducting meetings in an office that has 
been converted from closet space. 



This is cramped space on Station 55, pediatrics, where medical staff have meetings around a table, while patients, nursing staff and visitors 
attempt to carry out other daily activities. 

Testimonials from the medical and 
nursing staff are supported by 
professional health care consultants 
who have studied U Hospital facilities: 

"Over the past two decades most 
hospitals have experienced an 
accelerated rate of functional and 
physical obsolescence due to rapid 
advancement in medical technology, 
services, teaching and research. 
Augmenting this has been the rapid 
elevation of minimum building 
standards, health codes and general 
life safety requirements. While 
technology and programs of service 
have undergone dynamic changes, the 
buildings' fundamental characteristics 
have remained fixed. Physical 
obsolescence is caused by this 
physical inflexibility plus 
over-utilization, the over-taxing of the 
mechanical and electrical facilities, 
and the general deterioration of 
materials and finishes, all of which 
accelerate as time passes." 

The report noted that 45 percent of 
the basic inpatient hospital facilities 
are at least 50 years old and another 45 
percent is 30 years of age. According 

to present health care industry 
standards, the useful life span for a 
health facility is 30 years as the result 
of today's rapid health facilities 
obsolescence. 

SOLUTION 
The need to upgrade U Hospitals and 
Clinics physical facilities has been 
recognized and planned since the early 
1960s when the University, after 
extensive study, developed the Health 
Sciences Master Plan. 

In the first phase of this plan, the 
University concentrated on the 
development of expanded and 
renovated facilities for academic units 
and the Hospitals' outpatient clinics. 
Unit A, home for the School of 
Dentistry and dental clinics, was 
completed in 1974. The 
Phillips-Wangensteen Building, 
housing out-patient clinics and several 
medical departments, was completed 
in 1978. The Nursing School and 
College of Pharmacy occupied Unit F 
inearly1981. 

The second phase- the Hospitals 
Renewal Project- was initiated in the 

mid-70s after the Board of Regents and 
Hospitals Board of Governors explored 
a variety of options for upgrading 
hospital facilities. Those alternatives 
included total replacement of existing 
facilities, renovation without new 
construction and a unified 
construction and renovation project. 

Total remodeling was deemed not 
viable because of the age of the 
facilities and disruption of ongoing 
operations. Total replacement was 
ruled out because of lack of space for 
the project within the Health Sciences 
Center and the cost (two to three times 
more than the proposed program). 

After lengthy consideration, it was 
determined that the only viable option 
was a unified program of renovation 
and new construction: attempting to 
use existing facilities but providing 
more adequate space at the same time. 

Detailed planning for the Renewal 
Project began in mid-1979. Schematic 
designs and cost estimates were 
completed in August, 1980. The 
Metropolitan Health Board and 
Metropolitan Council, agencies 
responsible for health care planning in 
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Conducting testing in the pediatric laboratory adjacent to Station 45 is usually a back-to-back situation. 

Minneapolis, endorsed the project in 
the fall of 1980, and the State 
Gommissioner of Health granted a 
Certificate of Need in February, 1981. 

The Minnesota Legislature is 
presently reviewing the University's 
proposal to finance the project through 
the sale of state general obligation 
bonds which would be repaid through 
patient care revenue. 

The Renewal Project involves 
construction of a new 1 0-story 
building, Unit J, on the site of Powell 
Hall, the former nursing dormitory built 
in 1933, and the renovation of the main 
Mayo building for administrative and 
support services. 

The project will not substantially 
affect Masonic Cancer Center, 
Children's Rehabilitation Center or 
other hospital facilities. The Clinical 
Research Center in Masonic will be 
expanded and renovated. 

Tunnels and bridges will link the five 
hospital buildings for efficient and 
separate movement of patients, staff, 
public and supplies. Unit J will also 
have separate elevator banks for 
various types of traffic. 

Following is a more detailed look at 
the proposed improvements: 
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Bed Distribution 
The new Unit J will have a total of 

520 med/surgical beds on Levels 7, 8, 
9, and 10. There will be three units on 
Level 7 and four units on each of the 
upper three levels. Each unit will house 
approximately 26 to 30 beds with 20 
single rooms and five rooms that can 
serve as singles or doubles. Depending 
upon bed allocation and service 
assignment of these latter rooms, a 
nursing unit will offer great flexibility. 
In its Certificate of Need approval, U 
Hospitals received approval for the 
operation of 719 beds. This represents 
a decrease in licensed capacity of 
about 150 beds. 

Diagnostic Radiology 
The functions of Diagnostic 

Radiology will be located on Levels 2, 
3, and 4 of Unit J. Level 2 will house 
Special Imaging which includes 
ultra-sound, nuclear medicine and 
computer tomography. Level 3 will 
include technical, administrative 
maintenance and engineering 
functions. Level 4 is designed to house 
general radiology services, including 
cardiovascular radiology. At present 
there are 29 diagnostic procedures 
rooms located in the Mayo building 

and Variety Club Heart Hospital. The 
new facility will include 32 procedure 
rooms. 

Therapeutic Radiology 
This department will be located 

below ground level in the new Unit J in 
close proximity to the elevator system 
of Masonic Cancer Center and 
reasonably accessible to outpatient 
entrances and parking. The space and 
layout of the existing department is 
deficient and must be replaced. The 
existing department has three 
megavoltage radiation therapy 
machines. The new department will 
accommodate four units with 
appropriate treatment and support 
areas. 

Laboratories 
Some of the U Hospitals' laboratories 

will be relocated to Level 2 of Unit J to 
provide lab service on a paid 
turn-around basis to acute-care 
inpatient areas. Labs in this location 
will include a chemistry acute-care lab, 
a coagulation lab, the hematology 
acute-care lab, the central blood bank, 
and the specimen collection, 
receiving, processing and distribution 
facilities for the clinical/anatomical 
laboratory system. 



Operating Rooms 
Operating rooms are being relocated 

to the "high technology" Level 5 of 
Unit J. The surgery is being relocated 
in close proximity to anesthesiology, 
the recovery room and the intensive 
care units. The existing surgery area 
has an insufficient number of 
operating rooms, has numerous rooms 
which are too small and lacks essential 
support space. It is also on a different 
level from the other related critical care 
areas. The new facility will include 20 
ORs. 

Obstetrics 
All perinatal activity will occur on 

Level 7 of Unit J, eliminating the 
proximity and logistical problems 
which exist within the Mayo complex. 
The neonatal intensive care unit will 
have 30 incubators. Additional support 
area will be provided. 

Dialysis 
The dialysis unit will remain on the 

second level of the Mayo building but 
will expand to provide essential 
support services. The hospital 
currently has 10 stations. However, 
demand during the next decade may 
require 20 stations of various types. 

Psychiatry 
The existing facilities will be 

converted into a 60-bed facility for 
treatment of adult and child psychiatric 
patients. 

Mayo Complex 
The existing Mayo complex building 

has fourteen floors used for hospital 
and academic space. The Renewal 
Project will retain and renovate some 
space on five floors which will 
continue to be used for ancillary and 
support departments, Physical 
Medicine and Rehabilitation Treatment 
Center, Dialysis and Cystoscopy. The 
rest of the building will continue to be 
used for classrooms, offices and other 
academic space. 

Financing 
The project cost of $233 million 

includes $114 million for new 
construction, $39 million for 
remodeling and $79.5 million for 
equipment, fees, site work and utilities. 

The University is seeking permission 
from the state to finance the project 
through the sale of tax-exempt State of 
Minnesota general obligation bonds. It 
is estimated that total interest and 
financing costs using state General 
Obligation Bonds would save over 100 
million dollars in comparison with 
University Bonds. The bonds would be 
repaid through patient care revenue. 

Two independent organizations, 
Ernst and Whinney, an accounting 
firm, and Dain Bosworth, an 
investment firm, have both reported 

that the project is financially feasible. 
Project Schedule 
The proposed timetable calls for the 

demolition of Powell Hall this spring 
with new construction to begin in July. 
(The Powell Hall accommodations 
office will continue to function. 
Arrangements have been made with 
area hotels and boarding houses to 
take care of visitors in need of 
affordable housing while visiting U 
Hospitals.) New construction should be 
completed by early 1985 with the 
remodeling completed in 1987. 

A fifth floor office in the main hospital (Mayo Tower) has been converted from an original surgery dome 
viewing room in order to provide needed space for employees. 
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U Microbiologist Makes Headlines with 
Research on Toxic Shock Syndrome 

Patrick Schlievert 
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When 31-year-old University 
microbiologist Patrick Schlievert 
quietly announced in February that he 
believed he had isolated the specific 
toxin that causes toxic shock 
syndrome (TSS) in menstruating 
women, he unleashed a series of small 
shock waves in the media which set off 
repercussions in his own life as well. 

TSS was the focus of much 
discussion and study here in 
Minnesota because of a reportedly 
high incidence of it in this state. Local 
and national media were scrambling to 
broadcast news of Schlievert's 
breakthrough. But, much to 
Schlievert's dismay, the facts about his 
work were often misrepresented or 
misreported. A meticulous scientist, he 
cringed at the inaccuracies quoted in 
the media and set about to correct 
them. His fear was that his findings, 
soon to be published in the Journal of 
Infectious Diseases, would be 
discredited by these inaccuracies. 

"I've been spending a great deal of 
valuable research time setting the 
record straight, fielding long-distance 
phone calls while at the same time 
working in the lab attempting 
to continue my work," he 
said. He explained that once news of 
his research reached the scientific 
community, lots of other scientists 
would be clamoring to take over the 
research where he left off. "I can't 
linger in my work if I want to continue 
to make advances in TSS research," he 
explained. 

Perched on a rickety old stool in the 
corner of the microbiology laboratory, 
Schlievert painstakingly injected new 
strains of bacteria into tiny test tubes 
as he discussed his work on TSS." 

"Actually," he said grinning, "when I 
first started on this, I didn't realize 
what an enormous task it was - not 
only to identify the cause of a disease 
but, more importantly, to make 
physicians and the public aware of it," 
he said. 

Toxic Shock Syndrome is a 
sometimes fatal disease which occurs 
primarily in menstruating women. It 

creates symptoms of high fever, 
sunburn-like rash, vomiting, diarrhea, 
and a life-threatening drop in blood 
pressure. 

The Minnesota Department of Health 
has been conducting a lot of research 
on this dread disease, partly because 
of what appears to be a particularly 
high incidence of TSS in Minnesota. 
However, this is probably due to better 
surveillance by Minnesota public 
health officials, according to 
Schlievert. 

Recent studies had revealed that the 
Staphylococcus aureus bacterium 
releases a toxin or toxins that cause 
the illness. But until Schlievert's 
findings, the specific toxin or toxins 
that cause the illness had not been 
identified. Schlievert's isolation of the 
toxin may be considered a medical 
breakthrough. His results on the 
association of this toxin with 
menstrually-associated TSS have 
already been confirmed by other 
medical experts, and his paper on this 
work, has already been accepted by 
the Journal of Infectious Diseases. 

The implications of Schlievert's 
discovery are significant: 

1. In the future, this discovery may 
allow physicians to identify those 
women who are most vulnerable to 
developing TSS. Physicians would 
be able to warn those women of 
the high risk of using tampons. 
Schlievert believes that tampons act 

as passive co-factors in production of 
the disease. Tampons provide an 
obstruction that collects blood and 
creates an environment that allows the 
staph aureus bacterium to grow. When 
the organism grows, it releases the 
toxin which enters the bloodstream 
and produces the symptoms of the 
disease. Minnesota Department of 
Health studies indicate that women 
using higher absorbency tampons 
were found to have a significantly 
higher incidence of TSS than women 
using less absorbent tampons. But 
Schlievert is uncertain at the present 
time whether widespread screening to 
identify women with a higher risk 



would be useful because there's no 
way yet to know how often the test 
would have to be done. Moreover, it's 
not known how many healthy women 
carry the toxin-producing bacterium, 
yet are not susceptible to the disease. 
It is suspected that some women have 
already had asymptomatic or very mild 
cases of TSS and developed immunity. 
These women may carry the TSS 
organism and not show signs of the 
disease. 

2. The study may help physicians 
in diagnosing the disease. 
Schlievert believes that testing for 

the presence of this toxin-producing 
strain may help physicians diagnose 
cases which are presently not being 
recognized. TSS is not being identified 
in some cases because all of the 
defining symptoms are not always 
present or the disease is mistaken for 
other diseases. 

3. Now that the toxin is identified, 
microbiologists can reproduce the 
disease and then begin studies on 
treatment. 
Once the disease is produced in 

experimental animals, as Schlievert 
has reported he's done, then scientists 
can work on ways to alter the 
progression of the disease. One 
method that Schlievert mentioned that 
may be useful is the development of 
treatment with a specific anti-toxin. 
Such research is being supported by 
the Minnesota Medical Foundation, 
which recently granted Schlievert 
funds to conduct a one-year study on 
altering the progression of TSS in 
rabbits. 

Schlievert recently arrived here at 
the University of Minnesota to assume 
an assistant professorship of 
microbiology and immunology. 
Ironically, he began work on TSS here 
at the University as a graduate student. 
As a post-doctoral associate from 1976 
to 1979, he worked on TSS with the 
head of the microbiology department 
Dr. Dennis Watson. At that time, there 
was no disease named "Toxic Shock 
Syndrome." Instead, it was called 
"Adult Kawasaki Disease," and had no 

known cause. He and Watson 
proposed at that time (1978) that 
fever-producing toxins such as the TSS 
toxin, may cause the disease. This 
work was published in Infection and 
Immunity journal, in March 1979. At 
the same time that Watson and 
Schlievert were working on this, Dr. 
James Todd, a pediatrician specializing 
in infectious diseases, described a 
disease in children called TSS, which 
he reported was caused by the staph 
aureus. Some time later, Dr. Michael 
Osterholm, chief of acute disease 
epidemiology at the Minnesota 
Department of Health, and his 
associates concluded that Todd's 
disease, which had occurred in 
children, was the same disease that 
Minnesota physicians had found in 
young menstruating females. For the 
past eight months, investigators in this 
field have been making a major effort 
to inform physicians and the public 
about TSS. 

Although he is inundated with 
inquiries about his work, Schlievert has 
managed to continue with his research 
in the hopes of making more 
breakthroughs. He maintains that it's 
also his job as a scientist to present the 
facts accurately. "I have concluded 
that there are more people in the press 
than there are scientists in this 
country," he said. 

Schlievert injects strains of TSS bacterium 
into test tubes. 
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Campus News 

Med Students Win N.Y. Life Scholarships 

Buckley 

Freshmen Medical students David 
Wendell Buckley and Peter H. Kelly are 
this year"s winners of New York 
Life Insurance Company scholarships. 
Under this program, each is awarded a 
$1 ,500 scholarship renewable each 
year until the students graduate. 
Scholarships are renewed if the 
recipients continue to perform 
satisfactorily in medical school. 

This year, the insurance company is 
contributing $12,000 to the 
Minnesota Medical Foundation for 
sponsorship of scholarships to eight 
outstanding students in the Medical 
School. 

New York Life Insurance Company 
initiated this scholarship program at 
the Foundation two years ago, 
pledging a total of $60,000 in 
scholarships over a five-year period to 
the U of M Medical School. The 
Minnesota Medical Foundation 
administers the program locally. The U 
Medical School is one of 15 in the 
country selected to participate in this 
unique four-year program that provides 
scholarships each year to two 
outstanding members of each entering 
medical class until they graduate. 
Winners are selected on the basis of 
scholastic achievement and financial 
need by a committee of Foundation 
and Medical School officials. 

The U of M Medical School was 
selected for this program because of 
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Kelly 

its high standards of excellence and 
strong commitment to the training of 
physicians, according to New York Life 
Insurance Company representatives. 

David Buckley, 22, of Moorhead, 
Minn., graduated last year from St. Olaf 
College with a B.A. in chemistry, math 
and biology. His parents, Joan and 
Wendell Buckley, are professors at 
Concordia College, Moorhead. 

Buckley was the recipient of several 
honors is college, including Phi Beta 
Kappa and honors in chemistry. 
Besides studying medicine, Buckley 
finds time to play the violin. In college 
he was the concertmaster of the St. 
Olaf Orchestra. 

Peter Kelly, 25, St. Paul, graduated in 
1979 from St. Thomas College with a 
B.A. in biology. He is the son of Peter J. 
and Shirley Kelly. Although he is the 
first in his family to enter medical 
school, he is not the first to study 
medicine. His sister Kathleen Kelly is a 
nurse in the St. Paul schools. He says 
that she was a major influence over his 
decision to become a physician. A 
dean's list student in college, Kelly, like 
Buckley, llas achieved an outstanding 
scholastic record in medical school. 
Kelly is married and has a 
six-month-old child. 

Kelly's outside interests include 
jogging, skiing, and spending lots of 
time with his family. 

50th Anniversary Medical 
Reunion June 4-5 

Dr. Vernon D. E. Smith, past president 
of the Minnesota Medical Foundation 
and alumnus of the U of M Medical 
School, is chairman of the Class of 
1931 Golden Anniversary Reunion, to 
be held June 4-5 at the University, 
during the Medical School Graduation 
celebration. Other alumni active in 
planning reunion events include Dr. 0. 
L. Norman Nelson, Dr. S. Lane Arey, Dr. 
Bror Pearson and Dr. Russell 
Lindgren. 

All members of the U of M 
graduating medical classes of 1930, 
1931, and 1932 are invited to attend 
their 50-year reunion celebration, June 
4 at 6:30p.m. at the Town and Country 
Club. The entire visiting reunion party 
will also be honored on June 5 at the 
1981 University Medical School 
Graduation program at Northrop 
Auditorium. 

For information, contact Kathy 
Broderick, Minnesota Medical 
Foundation, (612) 373-8023. 

Smith 



U Press Wins Grant to Publish 
Health Science Books 
The University of Minnesota Press has 
been awarded a grant of $100,000 from 
the McKnight Foundation of 
Minneapolis to initiate a special fund to 
support publication of books in the 
health sciences. The award will speed 
the development of an expanded and 
emphasized medical book program 
according to Richard Abel, Health 
Science Editor of the University of 
Minnesota Press. 

"The University of Minnesota Press 
has published a good number of books 
in medicine, physiology, history of 
medicine, and related fields, during its 
fifty-plus year history, but never in the 
systematic, emphasized way now 
possible," Abel said. "We plan to 
increase the scope of the whole 
program, to actively seek out books 
that help practicing physicians keep 
abreast of important research and its 
practical applications in their fields, 
teaching books especially where there 
is an acute need for texts, reference 
books, research monographs, and 
discussions of health care policy and 
procedures," Abel said. 

The decision that the University of 
Minnesota Press become more active 
in health science publishing resulted 
from study undertaken cooperatively 
by press publishing staff and members 
of the medical school faculty. "We 
found that many people in the medical 
community feel that existing channels, 
including established medical 
publishers, are not fully meeting the 
need for materials to be used in 
instruction, continuing education, 
reference and dissemination of 
research," Abel said. 

The University of Minnesota Press 
hopes to meet a part of the need by 
furthering a synergistic relationship 
between health science and 
institutions and a university press 
drawing many of its authors from 
researchers, teachers, and practitoners 
at those institutions. "This state and its 
institutions have had a long tradition of 
excellence in the health sciences " 
said John Ervin, Jr., Director of the 

University of Minnesota Press. "The 
Press can encourage authors, provide 
publishing expertise and standards, 
and produce and market the books 
that emerge, and thus advance 
knowledge, instruction, and patient 
care," Ervin said. 

The Press expects to publish at least 
four new medical books in the coming 
year, and will expand that number in 
the future. In February 1981 the Press 
will publish the Manual of Surgical 
Pathology Gross Room Procedures by 
Juan Rosai, M.D., professor of 
laboratory medicine and pathology and 
director of anatomic pathology at the 
University of Minnesota. Forthcoming 
books include Clinical Decisions and 
Laboratory Use, edited by Ellis S. 
Benson, M.D., M. Desmond Burke, 
M.D., and Donald Connelly, M.D., 
volume one of the University of 
Minnesota Continuing Medical 
Education series, and Intensive Care of 
Newborn Infants by Theodore R. 
Thompson, M.D., director of the 
Neonatal Intensive Care Unit, 

University of Minnesota Hospitals. The 
Press also publishes the Wesley W. 
Spink Lectures in Comparative 
Medicine and books related to 
research based on the Minnesota 
Multiphasic Personality Inventory. 

Stenstrom Lecture Held 

Noted radiation therapist Dr. Juan de 
Regato, of the Veterans Administration 
Hospital in Tampa, Florida, delivered 
the Seventh Annual Stenstrom Lecture 
Feb. 7 at the annual meeting of the 
Minnesota Radiological Society. 

Del Regato is well-known for his 
work in radiation therapy. For the past 
40 years he has been active in cancer 
treatment and research. He spoke on 
the historical contributions of 
University of Minnesota radiation 
therapists such as Dr. Carl Stenstrom, 
after whom the annual lectureship was 
named. The lectureship is sponsored 
each year through the Minnesota 
Medical Foundation. 

Dr. Mark Killingback (left), a colon and rectal surgeon from Sydney, Australia, talks with Dr. 
Stanley Goldberg, U professor of colon and rectal surgery, at the winter C.M.E. course on 
colon and rectal surgery. Approximately 400 surgeons from all over the United States 
attended this course. Kil/ingback was a guest speaker. 



Commentary 

The following letter to the editor, 
written by Dr. Reuben Berman, former 
president of the Minnesota Medical 
Foundation, was published in 1969 in 
the New England Journal of Medicine. 
It was so popular among Minnesota 
physicians (Berman got tired of 
supplying reprints to friends and 
colleagues) that we decided to publish 
it again in our Medical Bulletin. Here it 
is: 
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How to Treat Witches 

To the Editor: Every physician sees a few 
patients who disrupt routine and generally 
raise hell, leaving a trail of havoc as they 
progress through his office. Her name (this 
type is predominantly female) on the dally 
appointment sheet sends office help home 
with a headache. The doctor pretends to be 
unaffected by this scourge but finds himself 
becoming unprofessionally angry at the 
close of a totally unsatisfactory interview. 

1 have found solace in a diagnosis never 
recorded on the chart: the patient is a witch. 
Recognizing her for what she is, a witch, 
changes the picture completely. Instead of 
succumbing to anger, I find myself admiring 
the perfectly malignant touch that only a 
devil's minion, a witch, can possess. 

Here is an example of witchcraft, in this 
case, by a wife accompanying her ulcerous 
husband into the doctor's office. 
Doctor: 1 suspect a gastrointestinal problem 
and your husband must have a Gl and 
barium-enema examination. 
Witch: Oh! Does that mean my poor 
husband must enter the hospital? 
D: Not necessarily; this can all be arranged 
on an outpatient basis. He takes castor oil 
the evening before and an enema in the 
morn .... 
W: (interrupts) Oh no, doctor, that is much 
too much trouble for us. Couldn't all this be 
done in the hospital? (Usually, this ploy is to 
be interpreted: but doctor, our insurance 
only pays if he is in the hospital and doesn't 
cover outpatient care. This thought, 
however, is not uppermost in our witch's 
mind.) .. 
D: Well, yes, I think I can arrange adm1ss1on. 
(Picks up telephone and calls hospital.) 
W: Then my husband is going to be 
admitted after all? 
D: Yes. 
W: 1 really didn't think his condition was 
serious enough to have to put him in the 
hospital. 
D: Oh no, Mrs. W. You misunderstand. We 
are putting him in the hospital only to run 
the tests. We could do the studies in the 
x-ray laboratory in the building. 
W: But doctor! You just said you wanted to 
arrange an admission to the hospital. Why 
are you changing your mind? Why? . 

At this point the doctor should recogn1ze 
that before him sits a witch and pause to 
admire the satanic technic that reduces his 
argument into futility in a matter of seconds. 
Proficiency should be admired. At any rate 
such thoughts sustain me as I listen to the 
lacerating comments of my favonte Witches. 

Illness itself evokes latent witchery. Fear of 
invalidism and the overpowering thought of 
fatal sickness can anesthetize human 
qualities in a patient enabling a bud of 
witchiness (which probably exists in all of 
us) to blossom. 

Some doctors na'lvely think they can 
exorcise themselves of such patients by 
"referring" them. Unfortunately, they are 
nontransferable. The hex is on you. But 
there are great rewards for the physician 
who has learned to wrestle witl": witches and 
survive. For he who can successfully treat a 
witch will have no difficulty with people. 

I 

Reuben Berman, M.D., Minneapolis 

Editor's Note: 
Lest any of you forget- there are male 
witches as well as female witches. Berman 
will attest to that. 



Owen Wangensteen Dies at 82 

. Today we participate in the 
memorial to one of the foremost 
leaders in all of human history in 
the utilization of the most unique 
characteristics of mankind. The hu
man race is distinguished from all 
other products of evolution primari
ly by the ability of humans to per
form the sophisticated feat of ab
stract constructive logic, combined 
with a capacity for rational ethics, 
and a facility for communicating 
and storing both. Owen Harding 
Wangensteen has already found his 
place in the history of the healing 
profession as a 20th century 
pioneer in the development of 
medicine . .. " 

-Maurice B. Visscher, M.D., Ph.D. 
Regents' Professor Emeritus of 
Physiology 
January 23, 1981 

Dr. Owen Harding Wangensteen, 
Regents' Professor Emeritus of 
Surgery at the University of Minnesota 
Hospitals, died of a heart attack 
January 13 at Abbott-Northwestern 
Hospital in Minneapolis. He was 82. 

Dr. Wangensteen was a world-noted 
surgeon and long-time chief of surgery 
at the University. Among his 
achievements are a suction tube 
technique used in hospitals around the 
world and procedures for treatment of 
gastric cancer. 

Many of his former students are now 
department chiefs or full professors at 
leading medical schools and hospitals. 
Under his leadership, U of M surgeons 
played leading roles in pioneering 
open-heart surgery in the 1950s. Two 
of his students, Drs. Norman E. 
Shumway and Christiaan Barnard, 
performed the first heart transplants. 
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Of teaching, Wangensteen once 
wrote. "As the life of a parent 
continues in a child, so too the life of a 
teacher goes on to his pupils. As a 
father thrills in having a son whose 
achievements dwarf his own, so too 
the teacher finds as great and keen a 
satisfaction in the accomplishment of 
his scholar-sons for whose training he 
was partly responsible as in any 
accomplishment of his own." 

Wangensteen was born on a small 
farm in Lake Park, Minn., in September 
1898. He earned a B.A. degree from the 
University of Minnesota in 1919 and an 
M.D. degree in 1922. 

After a year as a fellow in surgery at 
the Mayo Clinic in Rochester, 
Wangensteen returned to University 
Hospitals as a resident in surgery in 
1925, and in that year received a Ph.D. 
degree in surgery. 

Wangensteen, then age 31, was 
chosen in 1930 to head the surgery 
department, a post he held until he 
retired from the University in 1967. 
Wangensteen remained active in the 
department until his death. 

"This man had an extraordinary 
impact on medicine throughout the 
world," said N. L. Gault, dean of the 
Medical School. 

"Dr. Wangensteen was one of the 
greatest teachers of surgery in the 
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United States," said John Najarian, 
successor to Wangensteen as head of 
the surgery department. "He will be 
greatly missed at conferences and 
teaching sessions and I will personally 
miss his friendship and consultations," 
he said. 

When Wangensteen became head of 
the surgery department, intestinal 
obstruction frequently killed patients 
after surgery. He developed a 
technique known as "Wangensteen 
suction" in which a tube is passed 
through the nose, down the esophagus 
and into the stomach. There it draws 
fluid from the intestinal tract. 

Every hospital in America uses the 
technique and, as one University 
faculty member put it. "the 
Wangensteen suction is a household 
word in surgical clinics." It has been 
credited with saving 100,000 lives. 

In 1962, Wangensteen developed a 
technique to treat ulcers by deep 
freezing the patient's stomach. A 
balloon attached to a tube is lowered 
into the stomach and inflated with a 
coolant to refrigerate, for example, an 
ulcer. 

The technique apparently works to 
reduce the pain of gastric disorders by 
destroying tiny nerve endings that 
cause pain and by impairing the 
stomach's ability to make acids and 
other secretions. 

He also worked with cancer of the 
alimentary tract. He fashioned a 
number of radical operations for 
cancer and encouraged work in the 
early detection of cancer, establishing 
the first cancer detection center. 

"The Chief," as he was known to his 
colleagues, has been called one of the 
big three who had key roles in making 
the Medical School one of the world's 
leading research centers. (The other 
two are Dr. Cecil Watson, Regents' 
Professor Emeritus of Medicine and 
former head of the Department of 
Medicine, and Dr. Maurice Visscher, 
Regents' Professor Emeritus of 
Physiology.) 

As head of surgery, he became a 
leading proponent of the concept of 

academic surgery. Instead of training 
surgery residents for general hospital 
practice, Wangensteen believed they 
should be taught to translate research 
into clinical care. His residents were 
required to work toward an M.S. or 
Ph.D. in surgery by doing 
experimental-surgery research, 
working in a basic science lab, and 
writing a dissertation. 

He started with one surgical fellow 
and two interns, and cared for 
approximately 130 patients. At his 
retirement in 1967, there were 100 
surgical fellows, 18 interns, and 200 
surgic31 beds. He produced over 33 full 
professors and department heads and 
more than 100 fellows in academic 
positions throughout the country. In 
1940, he established the Surgical 
Forum at the American College of 
Surgeons, where young surgeons 
present their ideas. 

"We're training a new type of 
surgeon," he once said, "a scholar, not 
a mechanic." 

Shortly after Christiaan Barnard's 
revolutionary heart transplant 
operations in the late 1960s, an article 
in Business Week magazine about the 
University of Minnesota Medical 
School traced that surgery back to 
Wangensteen's laboratories and 
teaching methods. 

Heart transplants, the article noted, 
"can be traced to a long series of 
developments in surgical science over 
the last 15 years- many of them in the 
United States and many of them at the 
University of Minnesota." 

The magazine described how the 
department of surgery "grew up 
around Wangensteen like a mushroom 
in the middle of the prairie," adding 
that "the Wangensteen approach is 
leading to miracles of surgery." 

Wangensteen was often called the 
modern American surgeon who was 
most instrumental in wedding surgery 
to science- applying his 
understanding of nature to patients 
and then pioneering extensive 
laboratory studies as an important part 
of surgeon training. 



He often began his day at 3:30a.m. 
reading at his desk for several hours 
before starting a day of surgery and 
teaching. He was noted for the ideas 
he generated among his students and 
encouraged them to investigate and 
for his support of students and staff as 
they explored new frontiers of surgery. 

Wangensteen's ingenuity also helped 
to make the surgery department grow. 
Instead of billing well-to-do patients, 
he tactfully suggested that they could 
donate funds for research. Many gave 
generously. 

Besides his surgical and teaching 
accomplishments, he wrote several 
books and chapters of books and 
authored and co-authored more than 
900 medical publications. 

During his retirement he and his wife 
Sarah, completed a 785-page historical 
book, The Rise of Surgery: From 
Empiric Craft to Scientific Discipline, 
published by the University of 
Minnesota Press in 1979. 

In 1972, Wangensteen established 
the Wangensteen Historical Library of 
Biology and Medicine at the University. 
The library includes more than 25,000 
volumes, some dating to the 15th 
century. 

And in 1979 the University dedicated 
the Phillips-Wangensteen Building as 
one of the newest additions to its 
health sciences complex. The 16-level 
building was named for Wangensteen 
and Minneapolis philanthropist Jay 
Phillips. It houses outpatient clinics, 
some Medical School departments, 
and related health science service 
departments. 

Wangensteen was a former president 
of the American College of Surgeons, 
and was president of the Minnesota 
Medical Foundation 1949-54. 

His many honors and awards 
included honorary membership in the 
Royal College of Surgeons of England, 
citations from the Sorbonne and the 
Norwegian Academy of Science and 
the distinguished service award of the 
American Medical Association. 

Wangensteen once wrote, "The 

future of medicine and surgery 
demands that while we strive to 
improve the sciences of our craft, we 
do not neglect the compassionate 
graces of sympathy, mercy and 
charity." 

He is survived by his wife, Sally 
(Davidson) Wangensteen of 
Minneapolis; a daughter, Mrs. Mary 
Brink of Wayzata, Minn.; and two sons, 
Stephen Wangensteen of Tucson, Ariz., 
and Owen Griffin Wangensteen of 
Spain. 

Memorial services for Dr. 
Wangensteen were held January 23, 
1981, in the University of Minnesota's 
Minneapolis campus. 

He was eulogized by former students 
Dr. Lyle French, University of 
Minnesota vice president for health 
sciences; Dr. Gill Campbell, former 

University professor and current head 
of the surgery department at the 
University of Arkansas; Dr. C. Walton 
Lillehei, a retired University professor 
who performed the University of 
Minnesota Hospitals' first open-heart 
surgery; Dr. Richard Varco, Regents' 
Professor Emeritus of Surgery; and Dr. 
Maurice Visscher, Regents' Professor 
Emeritus of Physiology, a long-time 
colleague of Wangensteen's. Visscher 
and Wangensteen are credited with 
forging the partnership between 
surgical research and physiology. This 
unique partnership was pivotal in 
making the Medical School one of the 
world's leading research centers. Dr. 
John Najarian, current head of surgery 
and Wangensteen's successor also 
delivered a eulogy. 

Wife Sarah ("Sally") and Owen Wangensteen, 1978. 
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Clinic Emphasizes Early Detection 
of Breast Disease 

Dr. Ted Nagel, clinic director, discusses a case with nurse practioner Deborah Boehm. 

For the last four decades, a startling 
statistic has remained essentially 
unchanged: breast cancer kills 35,000 
women a year. 

It strikes one of every 12 to 14 
women and 35 percent of them die. 

"Considering that survival rates have 
not improved, we need to learn to 
prevent breast cancer, to find a more 
effective treatment, or to find it 
earlier," said Dr. Theodore Nagel, 
associate professor of obstetrics and 
gynecology at the University of 
Minnesota Breast Diagnostic Clinic. 
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The clinic provides regular screening 
to help detect cancer before a breast 
tumor can be felt. "Ninety percent of 
breast cancer patients find the lump 
themselves or their doctor finds it 
during the woman's annual physical," 
Nagel said. 

By the time it can be felt, the tumor 
has been growing for years. The goal 
of the clinic is to find the cancer in its 
earliest stages when the woman's 
chances of survival are greatest. 

The screening program focuses on a 
woman's medical history and a 

physical examination. Family histories 
help identify women with a high risk of 
cancer, Nagel said, and include a 
woman's age (only 1.5 percent of 
cancer cases occur in women under 
30), incidence of cancer among women 
in her family, and the age at which she 
first became pregnant. 

The clinic used ductography and 
cytology, two procedures that have 
been in use for years, but whose results 
are not well understood. Until recently, 
medical technology was not advanced 
enough to make the tests useful for 



cancer detection, Nagel said. 
In the cytology exam, fluid is 

extracted from the breast and analyzed 
in a process that detects abnormalities 
in the cells. It is similar to the test used 
in a Pap smear. 

"An abnormal result can detect 
disease early but a normal result 
cannot rule out the presence of a 
cancer," Nagel said. 

If the results are positive, the woman 
undergoes a ductograph, an X-ray 
process that can find a lump the size of 
a match head, Nagel said. 

Many other screening techniques are 
in use but they are not diagnostic since 
they cannot be used alone, Nagel said. 
Thermography, for example, which 
measures the variation in temperature 
in the breast, can detect an 
abnormality but cannot determine its 
nature. So if a lump cannot be found 
manually, a mammography, or breast 
X-ray, is necessary, Nagel said. 

Frequent screening is important 
because the time it takes a breast 
cancer cell to double in size is only 
about 100 days. Even though the 
cancer grows quickly, it can go 
undetected for years. "The cancer 
could exist for six to eight years before 
being felt, a couple of years before 
becoming symptomatic, and another 
two years before killing the woman," 
Nagel said. 

The goal of screening is to find 
tumors in the six or so years before 
they can be felt as lumps. "Large 
tumors are not automatically more 
serious, but they are more likely to 
have spread to the lymph nodes or 
beyond," Nagel said. Also, the 
laboratory procedure is useful only if 
the cancer is small and still in contact 
with the duct from which the fluid is 
taken, Nagel added. Large tumors 
block the duct so no fluid gets 
through. 

More research would help the 
clinic's diagnostic procedure, Nagel 
said. "Mostly we would like to find out 
more about the cytology. We hope to 
define by the kinds of cells we find 
which women are at a higher risk," he 
said. 

Pap smear cells, for instance, are 
graded 1 through 5, with 1 being 
normal and 5 indicating cancer. "We 
need to know if women with results of 
grade 3 or 4 are at higher risk and 
therefore need more extensive or more 
frequent examinations," Nagel said. "It 
will take 5 or 10 years to answer this 
question." 

The clinic, which is open to the 
public, serves about 50 women a 
month. Approximately 400 women have 
been examined in the clinic since its 
inception two years ago. 

Patients are first examined by nurse 
practitioner Deborah Boehm, R.N., 
M.P.H. If any abnormalities are 
detected, then patients are evaluated 
by Nagel, who then refers patients 
needing surgery to University surgeon 
Dr. John Delaney, associate professor 
of surgery. 

Nagel started the clinic as a pilot 
project. It is scheduled to end July 1, 
1981. 

"My involvement in the clinic 
stemmed from my primary interest in 
infertility, which occasionally is 
accompanied by galactorrhea (breast 
discharge)," he said. "This engendered 
my interest in breast disease." 
Establishing a clinic for the detection 
of breast disease with the aid of 
cytology was first pioneered 10 years 
ago by a California surgeon Dr. Otto 
Sartorius. 

"I thought it would be a valuable 
service to the community if we 
established a pilot project at the 
University to determine the feasibility 
of such a clinic. I think we've 
demonstrated that this form of service 
is justified not only for cancer 
detection, but also in dealing with 
breast disorders. Now that we've 
demonstrated the value of this type of 
concept, hopefully other medical 
providers in the community will 
establish similar clinics," he said. 

This aspirator is a suction device used by 
the clinic to extract breast fluid for detection 
of breast disease. The fluid is analyzed by a 
process that detects abnormalities in the 
cells. 
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Prenatal Tests for Healthier Babies 

PRENATAL TESTING: GAZING INTO THE CRYSTAL BALL 

Amniocentesis- a method for examining 
the cells of an unborn child. 

This year marks the 15th anniversary of 
a revolutionary medical procedure that 
has helped thousands of women give 
birth to normal, healthy children. 

Called amniocentesis, the procedure 
allows doctors to examine the cells of 
an unborn child and determine if the 
fetus is afflicted with any of a variety of 
genetic disorders. 

The test works this way: a three-inch 
hypodermic needle is inserted into the 
amniotic sac through the wall of the 
abdomen and a sample of amniotic 
fluid is removed. 

Fetal cells in the fluid can then be 
tested for several chromosomal 
disorders, including Down's syndrome 
{formerly known as mongolism) and 
Tay-Sachs disease. The test is done in 
the fourth month of pregnancy, 
requires the use of a local anesthetic, 
and nearly always is completed without 
overnight hospitalization. 

In the last several years, 
amniocentesis has been made safer by 
a new prenatal examination technique 
that uses sound waves to produce an 
image of the fetus on a television 
screen. 

The new test, called ultrasound 
imaging, allows doctors to examine a 
fetus visually and to locate the 
fluid-filled portion of the womb before 
inserting the needle used in 
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amniocentesis. This procedure 
decreases the risk of injuring the 
mother or her child. 

In 1966, reports of the first 
successful use of amniocentesis in the 
United States appeared in medical 
journals; at first the procedure was 
used to diagnose women with 
Rh-positive fetuses and to determine 
the sex of children before birth. 

As biologists refined the analysis of 
fetal cells, amniocentesis allowed the 
diagnosis of about 300 genetic 
disorders, all the major chromosomal 
disorders in which excess body 
chemicals impair an infant's 
development, and structural defects of 
the brain and spinal cord. 

At least 30 sex-linked genetic 
diseases affecting only male fetuses 
were identified, and some parents 
chose to abort male fetuses thought to 
be afflicted with these life-limiting 
disorders. 

Until the introduction of ultrasound 
in the late 1960s, amniocentesis was 
risky for the mother and her unborn 
child, according to Dr. Richard Bendel, 
professor of obstetrics and 
gynecology, who performed the 
University of Minnesota Hospitals' first 
amniocentesis in 1970. 

The needle used in the procedure 
sometimes punctured the placenta or 
injured the fetus, resulting in 
miscarriage, Bendel said. Researchers 
disagree over the rate at which 
amniocentesis causes miscarriages, 
but a widely used estimate is that 20 
out of every 100,000 procedures lead to 
miscarriage. 

A recent study of 380 amniocentesis 
procedures performed by Bendel over 
an eight-year period in which 
ultrasound was used to locate the 
fluid-filled portion of the womb before 
inserting the needle found the risk of 
injury to the mother or fetus at less 
than 1 percent. 

"Ultrasound is getting better and 
better," Bendel said. "The technique is 
now being used to confirm the size of 
the fetus and find out if there are twins. 
The machines are getting better and 

resolution of the picture has 
improved." 

In ultrasound examinations, sound 
waves are sent through the amniotic 
sac where they bounce off the fetus, 
producing a live image of the fetus on 
a television screen. 

Bendel said that as he examined a 
pregnant Minneapolis woman with 
ultrasound in 1979, he spotted a tumor 
on the tailbone of the fetus "as large as 
its head." The baby was delivered by 
Caesarean section and the tumor was 
removed, but if the tumor had been 
damaged in a vaginal birth the baby 
might have suffered serious deformity, 
he said. 

In the first 28 days of pregnancy, 
when the human fetus is still less than 
an inch long, a plate-like structure 
along its back curls upward. The 
resulting neural tube forms the 
backbone, spinal cord and brain. 

For reasons not yet known, in some 
cases the embryonic tissue that forms 
the neural tube does not close. 
Depending on the site and size of the 
opening, neural tube defects can lead 
to stillbirths, death shortly after birth or 
mental retardation. 

Neural tube defects include 
anencephaly, or absence of part of the 
cerebrum, which usually results in 
death within five years after birth; 
spina bifida, which causes the spinal 
cord to protrude through the 
backbone, leaving the afflicted child 
paralyzed below the defect with no 
bowel or bladder control; and 
hydrocephaly, or water on the brain, 
which leads to mental retardation. 

Recent studies have found that 
neural tube openings leak abnormal 
amounts of alphafetoprotein, or AFP, 
into the mother's bloodstream. The 
U.S. Food and Drug Administration is 
currently studying a blood test to 
diagnose abnormal levels of AFP in the 
bloodstream early in pregnancy. 

Unlike amniocentesis, the new blood 
test would be available to all women at 
little cost. Moreover, if it were 
approved, the test would add another 
procedure to the growing list of 



These articles were prepared by 
George E. Jordan, health sciences 
writer, University News Service. 

prenatal exams available to parents 
who suspect their children might be 
afflicted with serious genetic defects. 

On the surface, breakthroughs that 
lead to more prenatal tests may sound 
like welcome medical advances. But 
they may force society to answer some 
uncomfortable questions about how 
far science should go to ensure that 
more babies are born healthy, about 
our tolerance for the handicapped, and 
about the legal concept of "wrongful 
life." 

Groups opposing prenatal diagnosis 
argue that if testing becomes 
widespread, more women will choose 
abortion rather than the hardships
both emotional and economic- faced 
by disabled persons and their families. 

On the other side are those who 
point to the variable degrees of 
affliction, arguing that those with 
serious diseases sometimes cannot live 
meaningful lives. Prenatal testing, they 
say, at least gives parents more 
information in deciding whether to 
bring a pregnancy to term. 

A 1979 survey by the national March 
of Dimes found that 97 percent of 3,561 
women whose family histories or 
advanced age caused concern about 
the outcome of pregnancy were 
reassured by prenatal tests that the 
defect in question was not present. 

These families who "were worried 
about having children with serious 
birth defects were spared further 
anguish through the remainder of 
pregnancy," the study said. 

But suppose that more fetuses are 
aborted because testing shows 
chromosomal disorders and neural tube 
defects. Suppose again that parents 
are given greater insight into the future 
health of their children. What will 
happen if screening techniques are 
developed to diagnose a predisposition 
towards heart disease, muscular 
dystrophy or alcoholism? 

"Prenatal diagnosis is still in its 
infancy," Donna Walgenbach, a 
genetic counselor at the University of 
Minnesota's Dight Institute for Human 
Genetics, said. 

"But the big question here is if we 
develop all these new methods to 
diagnose diseases before birth, who 
decides what is normal and healthy?" 
she asked. "And who decides how the 
new methods are applied to each 
pregnancy? What is a desirable trait to 
one couple may not be desirable to 
another." 

As the ever-increasing range of 
prenatal examinations broadens and as 
society moves closer to having 
"perfect babies," an ethical question at 
the center of all discussion about 
abortion is being talked about anew: 
Does the fetus have a right not to be 
born? 

This question is now before the 
courts. In several cases, parents have 
sued doctors to recover the cost of 
raising a child born, they say, because 
of negligence on the physician's part 
either in informing them about prenatal 
testing or in failing to conduct the tests 
properly. 

Courts have also begun to award 
damages for "pain and suffering" on 
the part of parents who have had 
defective children as a result of a 
doctor's negligence. 

In 1979, a New Jersey family sued a 
physician for the "wrongful life" of their 
son born with Down's syndrome. The 
case was later rejected because the 
plaintiff "will be able to love and be 
loved and experience happiness and 
pleasure- emotions which are truly 
the essence of life and which are far 
more valuable than the suffering (the 
family) will endure," the court said. 

But last summer, a California court 
of appeals judge ruled that a child with 
genetic defects could not only sue a 
physician or laboratory, but his or her 
parents as well. 

No such "wrongful life" suits have 
been filed in Minnesota courts. In a 
future that promises more genetic 
diseases will become detectable before 
birth, however, will individuals born 
with defects claim their "unbirthright" 
in court? 
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REDUCING THE ODDS AGAINST GENETIC DISORDERS 
All prospective parents face a small 
risk that their children will have a 
serious genetic defect. 

Some fear that they might pass 
inherited defects on to their children, 
defects that might claim an infant's life 
or place a great burden on the parents. 

For example, about one in every 700 
male infants is born with an extra 
chromosome, and although most of 
these children go on to lead routine 
lives, many are mentally deficient. 

This is one type of case that 
confronts specialists in a relatively new 
branch of medical genetics. The 
specialists are genetic counselors
practitioners almost unheard of 10 
years ago. 

In the last several years the field has 
developed from guesswork to a 
science that can predict with some 
degree of certainty what genetic 
defects parents might pass on to their 
children. 

For 40 years the Dight Institute for 
Human Genetics at the University of 
Minnesota has counseled potential 
parents about their children's chances 
of inheriting serious deformities, 
mental retardation, or errors in their 
body chemical processes. Often the 
service is provided free of charge. 

"Almost all genetic counseling is 
pediatric. People are very much 
concerned about their babies," said 
Sheldon Reed, retired professor of 
genetics and former director of the 
Dight Institute. 

Although some people seek genetic 
counseling for help in identifying the 
cause of an existing disorder, most are 
concerned about the possibility of 
passing on a defect to their offspring. 

Genetic inheritance is a matter of 
mathematical probability. By charting a 
family's history of abnormalities, 
genetic counselors like Reed can 
figure the odds of a certain trait or 
syndrome of traits showing up from 
generation to generation. 

Parents who carry genetic 
syndromes can learn the probability of 
passing on abnormalities to their 
offspring and decide if they want to 
take the risk of bearing children. The 
seriousness of the disorder and the 
emotional and financial resources of 
the family are the two most important 
considerations. 

Usually people who come for genetic 
counseling- a term coined by the 
Dight Institute in 1949- have a 
genetic disorder themselves, or they 
have a child with a problem and want 
to know the probability of another 
child's inheriting the same problem. 

Genetic counseling has at times 
been associated with controversial 
practices. The field has its roots in 
Denmark in the 20th-century eugenics 
movement that advocated betterment 
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of the human race by sterilizing those 
afflicted with genetic defects. History's 
most notorious eugenicist was Adolf 
Hitler. 

An early American eugenicist was 
Charles F. Dight, who, in 1927, left his 
estate to the University of Minnesota 
for an institute devoted to research, 
teaching and counseling about human 
inheritance. When the institute opened 
in 1941 it was one of only 10 genetic 
counseling centers in the United States 
and Canada. 

Dight established the institute in the 
hope of advancinQ euqenics. When 
Reed came to the Dight Institute in 
1947 as its second director, he made a 
practice of divorcing eugenics from 
day-to-day counseling and research 
activities. 

"We were concerned only about 
what was good for a particular family," 
he said. "We did not try to make any 
judgment as to whether genetic 
counseling was good for the country 
as a whole or not." 

Rejecting genetic counseling as a 
technique of eugenics was responsible 
for the field's having gained 
widespread acceptance, Reed said. 
There are now about 400 genetic 
counseling centers in the United States 
and 200 abroad. 

The most common cases confronted 
by genetic counselors at the University 
of Minnesota concern nonhereditary 
chromosomal disorders in infants. 
Such disorders involve changes in 
arrangement or other characteristics of 
chromosomes that occur at the time of 
conception. 

The major example is Down's 
syndrome, commonly called 
mongolism, which is caused by an 
extra chromosome in an infant's 
genetic material. Women over 35 years 
old run a higher risk of bearing 
children with this disorder than 
younger women. 

The experts are not sure of why 
women over 35 are more likely to bear 
a child with Down's syndrome, but 
there are two popular theories. 

The first proposes that changes in 
the body's hormone levels in 
preparation for menopause affect the 
cell division of eggs stored in the 
ovaries, resulting in the ovulation of 
defective eggs. 

Renown genetic counselor Sheldon Reed, 
former director of the Dight Institute. 

The second theory says that some 
women's eggs are in an arrested state 
of division from birth. Most of their 
eggs have an extra chromosome, and 
those ovulated after the woman is 35 
are particularly likely to have an 
additional chromosome because of the 
hormone changes. 

Other frequent inquiries at the Dight 
Institute are about disease of the 
nervous system such as hydrocephalus 
(water on the brain), spina bifida 
(opening of the spinal cord at the lower 
back) and anencephalus (undeveloped 
cerebral lobes). All of these defects are 
debilitating, and they sometimes result 
in the death of an infant at birth. 

When patients come to the Dight 
Institute, counselors take a family 
history, review the latest information 
on genetic disorders and perhaps do a 
blood analysis to examine 
chromosome order. 

One of the most important factors to 
the counselor, Reed said, is a correct 
diagnosis of the disorder. "Without the 
correct diagnosis we can't give the 
correct genetic counseling," he said. 

Genetic counselors should not 
impose their views on prospective 
parents who are in doubt about what to 
do if there is a high risk of their 
bearing a defective child, Reed said. 



Alumni Notes 

1930s 
Theodore B. Rasmussen, '34, 
retired last year from clinical 
neurosurgical practice after a 
busy year which included a 
week as visiting professor at 
the Barrow Neurological 
Institute in Phoenix, an 
Emeritus Professor Award from 
McGill University, and an 
Honorary Doctor of Medicine 
from Edinburgh University. 

1950s 
Ray W. Gifford, Jr., '52, is head 
of the department of 
hypertension and nephrology 
at a Cleveland Clinic in Ohio. 
He was a member of President 
Reagan's transition team for 
health care. 

Gerald B. Sinykin, '54, is 
medical director of Fluor 
Corporation, Irvine California 
and has been director of 
student health at the University 
of California at Irvine for 15 
years. He won the 
"extraordinarious" award from 
the University in 1979. His 
major field is administrative 
and occupational medicine. 

Stanley M. Goldberg, '56, was 
elected president of the 
American Board of Colon and 
Rectal Surgery. He and 
colleagues Dr. Philip Gordon, 
McGill University, and Dr. 
Santhat Nivatvongs, U of M, 
recently published a textbook, 
"The Essentials of Anorectal 
Surgery." The U of M 
continuing medical education 
course on the "Principles of 
Colon and Rectal Surgery" this 
winter, was hosted by Goldberg. 
Approximately 400 surgeons 
from all over the United States 
attended the course which 
featured a host of speakers 
including guest surgeon, Dr. 
Mark Killingback, of the 
Edward Wilson Colon & Rectal 
Unit Sydney Hospital, Sydney, 
Australia. 

1960s 

Yutaka Yoshida, '61, has been 
a professor and chairman of 
the first department of internal 
medicine at Hirosaki University 
School of Medicine, Hirosaki, 
Japan. He is a 
gastroenterologist and 
hematologist with special 
interests in blood coagulation 
and colon diseases. 

Susan Crutchfield, '63, was 
elected vice president of 
medical services of the 
Prudential Insurance Co., Mpls. 
She was a family practice 
physician in St. Paul until 1972. 

Kenneth R. Williamson, '63. 
has returned to the department 
of Laboratory medicine at the 
Mayo Clinic. 

Donald G. Young, '64, is a 
fellow of the Royal College of 
Physicians and Surgeons, 
Edmonton, Alberta. He is 
director of laboratory medicine 
at a hospital there. 

Wallace Rogers, '65, recently 
returned from a sabbatical in 
Liverpool, England and in 
Washington, D.C. He studied 
tropical medicine and earned a 
diploma in tropical medicine 
and hygiene in Liverpool. In 
Washington, he worked at AFIP 
in the Infectious and 
Geographic Pathology branch. 
His major field is anatomic and 
clinical pathology with 
emphasis on infectious disease 
and chemistry. He is a member 
of the department of pathology, 
University of Maryland. 

John F. Greden, '67, was 
recently promoted to professor 
of psychiatry and director of 
the clinical studies unit, 
department of psychiatry, 
University of Michigan Medical 
Center. He is interested in 
neuroendocrine markers of 
affective disorders, 
psychomotor regulation in 
affective disorders, and 
affective manifestations 
associated with caffeinism. 

Lorraine J. Rubis, '68, was 
elected to fellowship in the 
American College of 
Cardiology this fall. She is 
assistant professor of surgery 
at Marshall University School of 
Medicine and is engaged in 
cardiovascual and thoracic 
surgery. 

1970s 
Lilla O'Grady, '70, is the first 
woman to be elected president 
of the medical staff at 
Children's Orthopedic Hospital 
and Medical Center, Seattle, 
Washington. She is in private 
practice as a pediatrician, 
specializing in pulmonary 
diseases. Of special interest to 
her is cystic fibrosis. She is one 
of four pediatric 
pulmonologists in the state of 
Washington. She is also on the 
clinical pediatric faculty at the 
University of Washington. 

Paul Buhr, '70, worked for five 
and a half years as a family 
practice physician, surgeon 
and teacher in Manambro and 
Ejeda Lutheran Hospitals in 
South Madagascar. He was a 
medical missionary of the 
American Lutheran Church. He 
is now in family practice in 
Olivia, Minnesota. 

David E. Anderson, '70, has 
been a resident of Great Falls 
for the past four years, 
working on the staff of the 
Great Falls Clinic, Montana 

Deaconness Medical 
Center, and Columbus 
Hospital. He was recently 
elected to fellowship in the 
American College of 
Physicians, an honor bestowed 
on internists who have 
authored articles in medical 
journals, presented papers at 
medical meetings, been 
involved in teaching young 
doctors and medical students 
and made other notable 
contributions to the 
advancement of medical 
science and practice. He was 
one of 669 elected this year. 

William P. Myers, '71, is an 
anesthesiologist in Winter 
Haven, Florida. 

Donn R. Erickson, '72, was 
recently appointed director of 
the Family Practice Residency 
Program at Eglin Air Force 
Base, Florida. A recent selectee 
for the rank of Lt. Colonel, he 
joined the Air Force in 1975 
after completing his family 
practice residency at North 
Memorial Medical Center, 
Minneapolis. He had served at 
Hahn Air Force Base, Germany, 
as a family practitioner and 
flight surgeon until moving to 
Florida in 1979. 

Robert J. Strukel, '73, is an 
orthopedic surgeon practicing 
in Merlin, Oregon. During his 
residency at the University of 
Washington, Seattle, he 
presented a paper on thoracic 
outlen syndrome in athletes at 
the annual meeting of the 
American Academy of 
Orthopedic Surgeons. This was 
subsequently published in the 
American Journal of Sports 
Medicine. He was elected chief 
of staff of one of the local 
hospitals. His special interests 
include scuba diving, steelhead 
fishing, and hiking along the 
beaches. 

Rolland P. Erickson, '74, was 
appointed a consultant in the 
department of physical 
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medicine and rehabilitation at 
Mayo Clinic. He will be working 
with Dr. G. K. Stillwell and 
Associates. He worked in 
general practice in Maui, 
Hawaii from 1975 to 1977 and 
began residency training at 
Mayo in 1978. 

Kenneth A. LaBresh, '74, is 
assistant professor of medicine 
at Brown University, chief of 
cardiology at VAMC, 
Providence, R.I. and director of 
Noninvasive Laboratories, 
Division of Cardiology, Roger 
Williams General Hospital. He 
has a special interest in 
two-dimensional 
echocardiography. 

Robert Bosl, '79, is a family 
practice resident in 
Minneapolis, was recently 
elected by the residents and 
medical students to represent 
them on the AMA Board of 
Trustees. He has written an 
article describing the life of a 
resident in a family practice 
program. 

Duane G. Amundsen, '80, is in 
private practice performing 
peripheral vascular surgery in 
Arcadia, California. He had 
moved from La Crosse, 
Wisconsin to California in July, 
1980. He's on the staff of 
Huntington Memorial Hospital 
and St. Luke Hospital in 
Pasadena. He writes that he's 
"working on breaking into the 
'old boys' club' of the medical 
community of Pasadena." He 
spends his free time playing 
tennis, running and flying. 

Bruce R. Zimmerman, '80, is in 
endocrinology at Mayo Medical 
School. His research interests 
are in diabetes and lipids. He 
recently traveled to Portugal, 
Argentina, Washington, and 
Los Angeles. 
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In Memoriam 

Lloyd A. Stelter, '27, Edina, 
Minn., died Dec. 5, 1980 at 
Fairview Southdale Hospital. 
He was 81. Born in Danube, 
Minn., he had practiced in 
Minneapolis for 50 years. He 
was affiliated with the 
Fairview-Minneapolis Hospital 
and was asked to perform the 
first surgery at the new 
Fairview Southdale Hospital in 
1965. He retired because of ill 
health in 1971. He was active in 
many medical groups as well as 
in the Shrine Hospital for 
Crippled Children. 

C. Eugene Schuets, '27, died 
last summer in Ojai, California. 
He was 82. He had practiced at 
the Hollywood Presbyterian 
Hospital for 25 years and had 
served as resident 
anesthesiologist. Prior to 
retirement at the age of 70, he 
was executive medical doctor 
at Douglas Aircraft Co., Santa 
Monica, California for 10 years. 

Robert R. Kierland, '33, died 
Jan. 13, 1981 in Sun City, 
Arizona. He was 70. He was 
retired head of the department 
of dermatology at the Mayo 
Clinic and had been on the 
staff for 34 years until retiring 
early for medical reasons in 
1974. 

Albert T. Balmer, '38, a retired 
radiologist and former chief of 
staff at St. Luke's Hospital, died 
Nov. 25, 1980 in his home in 
Duluth. He had retired in 1979 
as an associate of Duluth 
Radiologists P.A. in the Medical 
Arts Building. He had lived in 
Duluth for 24 years. He was 
past president of the St. Louis 
County Medical Society. 

James Peter Tetlie, a Duluth 
ophthalmologist, died Jan. 14, 
1981. A Duluth resident for 30 
years, he was born in Brooklyn, 
N.Y. He specialized in diseases 
of the eye in the Medical Arts 
Building and had served on the 
Minnesota State Committee on 
Ophthalmology. 

Dexter D. Whittemore, Sr., '35, 
a retired general practitioner in 
Bemidji, Minn., died in Nov., 
1980. He was 70. 

Robert H. Monahan, '42, head 
of the ophthalmology 
department at St. Paul-Ramsey 
Medical Center for 14 years, 
died last year. He was 66. He 
was a clinical professor and 
head of the eye pathology 
laboratory at the University of 
Minnesota Medical School. He 
was a past president of the 
Minnesota Society for the 
Prevention of Blindness and a 
founder of the Joint 
Commission on Allied Health 
Personnel in Ophthalmology. 

Jose Sanchez, '48, of Mendota 
Heights, Minn., died Nov. 29, 
1980. 

Gregory Schaub, '74, a 
specialist in emergency room 
medicine in Salt Lake City, 
Utah, died at the age of 36. 

Arthur N. Russeth, '30, in 
general practice in St. Paul, 
died June 9, 1980. 

Oscar Walter Thoeny, '28, died 
in Dec., 1980. He was a retired 
ophthalmologist. 

Bernard I. Saliterman, '27, a 
general practitioner and 
specialist in obstetrics and 
gynecology, Minneapolis, died 
May 29, 1980. 

Rudolph J. Wilkowske, '30, of 
Owatonna, Minn., died Dec. 31, 
1980. He was 74. 

William B. Norment, '22, died 
Nov. 11, 1980. He had lived in 
Greensboro, N.C. 

James S. Emond, Sr., '32, a 
general practitioner in 
Farmington, Minn., died in 
1976. 

Willis M. Duryea, Sr., '30, died 
Jan. 23, 1980. He was from 
Minneapolis. 

JohnS. LaDue, '32, died April 
18, 1980. He was from New 
York City. 

David V. Sharp, '31, died March 
21, 1979. He was from San 
Diego, California. 

Hugh T. Jones, '19, a retired 
orthopedic surgeon living in 
California, died Aug. 24, 1980. 



Donor Profile 

This is the first in a series of short 
profiles of major benefactors of 
Medicine at the University of 
Minnesota. 

Jay Phillips 

Jay Phillips is a dynamic business, 
civic and community leader whose 
reputation as humanitarian and a 
benefactor has become legendary. 

At the age of 83, Phillips is still giving 
his time, interest, and support to the 
betterment of society. The Phillips 
Foundation recently contributed 
another $100,000 to the Rose and Jay 
Phillips Loan Fund for Medical 
Students at the Minnesota Medical 
Foundation. Established at the 
Foundation in 1977 by Phillips, this 
Phillips' student aid fund now totalling 
$200,000, has served to advance the 
education of medical students at the 
University of Minnesota. 

Through the Phillips Foundation and 
other sources Jay Phillips has 
established a long and impressive 
record as a benefactor to medicine at 
the University of Minnesota, pouring 
millions of dollars into a vast array of 
research and educational projects. 
They include construction of the 
brand-new health sciences facility, the 
Phillips-Wangensteen building. This 
16-level building houses outpatient 
clinics, some Medical School 
departments and related health 
sciences service departments and 
stands as proud testimony to Jay 
Phillips philanthropy. 

However Jay Phillips' generosity 
extends far beyond buildings, touching 
into almost all areas of medicine at the 
University. The breadth of 
Phillips' support has been broad. 
His donations have provided support 
for new medical and scientific 
equipment, medical student 
scholarships and loans, medical 
research grants, fellowships, and 
professorships. 

And yet, Jay Phillips has given more 
than financial support to the University 
and to the community. He has been an 
active industrial leader, having 
developed a small business into a 
major company. A much-respected 
member of the business community, he 
has always been regarded as a man of 
keen business acumen and an 
acknowledged leader of industry. 
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Jay Phillips continued 

Despite his business successes, 
Phillips has managed to devote his 
energies to serving many charitable 
and civic causes. He was instrumental 
in founding a hospital and a college of 
medicine, has served as a fellow of 
four distinguished educational 
institutions, has been a tireless and 
generous contributor to the physically 
handicapped as well as a patron of 
medical research and hospitals here in 
the Twin Cities and throughout the 
country. His time and efforts devoted 
to his civic and charitable concerns 
seem limitless. He has served as a 
director of the Sister Kenny 
Foundation, director of the 
Minneapolis Rehabilitation Center, 
Director of the International Society for 
Rehabilitation of the Disabled, U.S. 
Committee, and vice president of the 
Sky Ranch for Boys Foundation. 

A long-time friend and active 
supporter of education, he serves as a 
trustee and vice president for the 
University of Minnesota Foundation 
and has been honored as a fellow of 
Brandeis University, a founder of the 
Albert-Einstein College of Medicine, 
Yeshiva University of New York, and a 
founder of the Hebrew University of 
Jerusalem. He received a Doctor of 
Humane Letters from the Jewish 
Theological Seminary of America, and 
he is also a regent of St. John's 
University, Collegeville, Minn. 

Obviously, sharing has been a 
life-long creed of Jay Phillips. And the 
Minnesota Medical Foundation is glad 
to share with its readers this profile of 
a tireless crusader for the cause of 
humanity. 
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MMF DONORS FORUM 

Donors and Friends of the Minnesota 
Medical Foundation attended a 
luncheon and program March 25 at the 
Town and Country Club, St. Paul. Guest 
speaker was microbiology professor 
Patrick Schlievert who reported on 
"Toxic Shock Syndrome: Discovery of 
Its Causative Agent." Sch I ievert 
recently received a good deal of 
attention and praise for his research on 

toxic shock syndrome. He has been 
credited for isolating the specific toxin 
that causes the dread disease in 
menstruating women. His research in 
this area has been acknowledged by 
some as a major breakthrough. Eivind 
0. Hoff, executive director of the 
Foundation, announced that the 
Minnesota Medical Foundation hopes 
to sponsor more Donor Forums in the 
coming years. 

William D. Clapp (center), St. Paul businessman, recently presented a gift of $10,000 to the 
Minnesota Medical Foundation. On hand to receive the check was Or. Vernon D. E. Smith 
(right), a former president of the Foundation. Current MMF president Tony Bechik was also 
there to thank the donor. Still active in numerous fundraising and alumni activities, Smith is a 
long-time friend and physician of Clapp's. 
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