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AP: This is Ann Pflaum. It is July 12, 1999. Dr. Shelley Chou is here and sitting in is Cherie 
Perlmutter, former vice-president for Health Sciences. The primary interviewee will be Dr. Chou. 

I will start with the usual question: Dr. Chou would you explain how you got to the university? 

SC: I came to the university for training in neurosurgery. I arrived here in 1950. I was a resident in 
neurosurgery for five years. At that time, the chief of Neurosurgery was Dr. William Peyton, P-e-y-t- 
o-n, and his associate was Dr. Lyle French. Then, after I completed training here, I went to Salt Lake 
City where I was a part-time faculty in neurosurgery at the University of Utah and part-time in private 
practice. When Dr. French became the head of the Division ofNeurosurgery in 1960, he asked me to 
join him, which I did. Prior to my coming here, knowing that I would be in an academic institution, I 
spent one year as a visiting scientist at the National Institute of Neurological Diseases in [unclear]. 

AP: Where is that? 

SC: In Bethesda. That's part of the NIH [National Institutes of Health]. 

So, basically, I've been here since 1960 as a faculty member. Eventually, when Dr. French became the 
vice-president for Health Sciences, I was chosen to succeed him as head of the Department of 
Neurosurgery. 

AP: Would that have been about 197 1? 

SC: In 1974 I was made permanent head. I was acting head fiom 1970 on. I relinquished my 
position as head of the department in 1989, remaining on the faculty as a professor. Then I retired in 
1992. In May or early June of 1993, I came back from Arizona and was approached by faculty 
members and, ultimately, by then President Nils Hasselmo to become the interim dean of the Medical 



School. Also, I carried a title called the deputy vice-president for Medical Mairs, which means to 
oversee the hospital fbnction as well. My second retirement occurred in June 1995. 

AP: What this history is trying to do is explain to people.. . I want to imagine a business executive 
that moves to Minnesota fiom, let's say, South Carolina, who knows nothing about the Health 
Sciences and nothing about the medical complex. We want this book to be able to help them 
understand the footprint of what this place has accomplished, so we're talking to people like yourself 
Would it be helpfbl for you to kind of describe the orthopedic program in the world that you knew in 
1950 with the world that you left at your second retirement in 1995? 

SC: Orthopedics is not my own discipline. Possibly, I can do better in neurosurgery. 

AP: Oh, sorry! Right! I misspoke. 

SC: When I came here as a resident in 1950, neurosurgery was a relatively young discipline. Even 
though, intellectually we were quite far advanced in terms of knowledge of the function of the brain, 
in terms of taking care of the patients, the devices and technology we had were extremely poor. 

I'll give you an example of a patient coming in with a brain tumor. The patient would have certain 
kinds of problems in terms of motion or sensation, perhaps speech, and fiom our knowledge of the 
function of the brain, we would deduce where that brain tumor might be, but there were very few safe 
diagnostic methods we could use and even those that we could use would cause a great deal of 
discomfort on the part of the patient. Many times, we could only get indirect information; in other 
words, we could not really see where the brain tumor was. In this connection, the University of 
Minnesota actually was a pioneer in developing a new technology, a diagnostic tool called isotope 
scanning of the brain. The idea was that the normal brain has a protective mechanism called the blood 
brain barrier-we call it the BBB-which protects the brain from noxious substances entering into the 
brain substance. When a certain part of the brain is sick, like having a tumor or infection or a stroke, 
that part of the brain does not have the BBB anymore. Isotope was then given intravenously to the 
patient allowing time for the isotope to reach the brain. We used, at that time, Geiger counters to 
measure the radioactivity in the brain comparing one side versus the other side over a number of 
positions. 

AP: Were these inventions invented by a kind of Earl Bakken type person or members of the surgery 
staff or were they in common use and used for something else? 

SC: The Geiger counter, of course, you could buy. But then you'd have to hook up the [unclear], 
which would give you counts per minute. We hired a young person with an electrical engineering 
background. 

AP: He joined the staff? 

SC: He joined the staff. He was [unclear] associate type appointment. He hooked up all these 
gadgets. 
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AP: It must have been incredibly exciting. 

SC: You could compare the two sides of the brain, different locations. Where the concentration is 
most intense, then that would be where the tumor is located. 

AP: Is the machine still in use or are there other kinds of things? 

SC: As you can imagine, this is a very time consuming technique. As time goes on, what happened 
was the camera industry came up with very, very sophisticated cameras-they're called gamma 
cameras-so that when you inject radioactive isotope into patients, you're just taking a picture. The 
picture will show it dark in the area on the film, so that's where the pathology is. 
AP: Is it kind of like an X-ray or is it a variation of X-ray? 

SC: It's a variation of X-ray. 

AP: Was there any danger of the use of radioactivity in the early days? 

SC: We chose a radioactive isotope, Iodine 13 1, which has a half life of thirty-six hours, I believe-- 
I'm not sure about it. It's excreted through the urine and feces. The amount is in terms of 
microcuries, so it's not a lot of activity for the patient. 

AP: And, of course, it's better than the alternative they are facing. 

SC: That's right. From this kind of technology, the diagnostic technology jumped into the CAT 
[Computerized Axial Tomography] scan. The CAT scan came into use in 1975. Then, in 1985, the 
Magnetic Resonance Imaging [MRI] technology was available. All of these, of course, are non- 
invasive technologies and give us three-dimensional views of where the brain tumor, or any other kind 
of pathology, is located. 

AP: Is it so dramatically improved-I'm guessing that there would b e t h a t  if I came in with a 
condition of moderate severity in 1950 and I came in 1998 with relatively the same condition, thanks 
to the advances, would I be much better off! 

SC: The mortality rate in terms of operation for a brain tumor in 1950 was about 25 to 30 percent. 
Today, a person with a brain tumor coming in for surgery with the modern technology, including 
microscopic surgery technique, would have the mortality rate of less than .3 percent. 
AP: Presumably diagnostic equipment allows you to discover things much earlier in addition? 

SC: Yes. 

AP: It's a combination. A person with the same condition has a better chance but we probably know 
more about the symptoms and can spot things a lot earlier? 
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SC: That's correct. I'm just giving you only one example. 

AP: I know. That's the kind of thing that I think people reading the book.. . Too many scientific 
terms are too hard to remember, but if you can say it practically.. . 

If you were thinking of the university, if I were to talk to either the Department of Surgery or the 
Medical School and I looked for three examples of changes between 1950.. . Brain surgery is a good 
one. What others would I look for that might be very compelling examples of the change? 

SC: I think in cardiology, let's talk about cardiac arrhythmia, which is irregular heartbeat. Irregular 
heartbeat is a group of abnormal heart conditions. Within the group, you have many kinds of 
abnormal heartbeats. The most risky kind is called supra ventricular tachycardia [SVT]. 

AP: Will you spell that? 

SC: S-u-p-r-a and t-a-c-h-y-c-a-r-d-i-a. In 1950, or even in 1960 or 1970, that patient dies. Now, 
there's technology that's been developed in cardiology and the University of Minnesota Hospital and 
the Medical School has been in the forefront of this technology. Dr. [David] Benditt, B-e-n-d-i-t-t, in 
the Division of Cardiology is a very well known individual in this area. 
AP: What is the intervention that caused the change? 

SC: I'll try to explain it to you. This kind of condition comes and goes and you never know when it 
will come or how long it will last. If it lasts a matter of a few minutes, the patient dies. What they 
can do now is to use wires which can be threaded into the heart through the veins in the neck and in 
the thigh, the groin, and under fluoroscopy, and the doctors can manipulate the terminals of those 
wires into different parts of the heart, inside the heart. They can record the cardiac rhythm and they 
can stimulate the suspected area of the heart, which causes this abnormal cardiac arrhythmia. 

AP: Does it just take one intervention of stimulus and the heart goes back to working properly? 

SC: No, I'm sorry. What happens here is to try to find out which part of the heart is causing it. 
Assuming that you can localize this area.. . 

AP: Then you do surgery? 

SC: . . .then you can pass a current through the same wire and burn out this area. This procedure is 
called electrophysiological ablation. 

AP: That's remarkable. 

SC: My wife had this condition and she had an automobile accident because she fainted with this 
condition. Then she came here and had two of these procedures. Her cardiac rhythm now is okay. 
She's not on any cardiac medication at all. So I have personal experience with this particular 
condition. 
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AP: That is very helpfbl. Something practical is more convincing than just simply telling people, "We 
make many advances and the world has not been the same since." This is very concrete and very, 
very helpfbl. 

Do you want to talk a little bit about your time as administrator in the Medical School, the time that 
you were dean, some of the issues you had to overcome or deal with? 

SC: When I came in, the Medical School was without a leader. Dean Brown had resigned. Vice- 
president Robert Anderson also had resigned. I might say that Dr. Richard Elzay, E-1-z-a-y, was 
appointed by President Hasselmo as the deputy vice-president for Health Sciences. 

CP: Which was understood to cover everything but the Medical Affairs, so they were really jointly 
acting as the vice-president. There were two deputies. 

SC: You also recall that Mr. Win [Winston] Wallin was the special adviser to the president and 
Cherie Perlmutter was the associate vice-president for Health Sciences. So we had a team of four 
people working together. 

AP: We have an interview with Win Wallin describing his sense of this. 

SC: When I came as the interim dean, the problem that we had then was both internal and external. 
I'll talk about the internal one first. Number one, of course, morale was very, very low. I'm talking 
about faculty morale. There was a great deal of suspicion on the part of the faculty because of the 
Central Administration investigation of the ALG [Antilymphocytic Globulin] affair. Likewise, the 
Central Administration had a lot of distrust for the Medical School faculty and administration. So I 
was kind of in between the two, the rock and a hard place, as you might call it, in trying to alleviate 
and improve the relationship of the two sides across the Washington Avenue. 

AP: Do you want to point to any tangible things that you feel made things better, or any reflections 
on being in this mid-point, that you want to put down for the record? 

SC: I think I tried to explain to the faculty as to why the university investigation of the ALG affair 
had to go on. On the other side of the coin, I had to explain to the Central Administration as to the 
departmental policies of the Medical School and the administration of the dean's office in terms ofmy 
effort to alleviate their distrust. 

CP: Shelley, you worked with the task force that Win Wallin set up. 

SC: Yes. 

CP: That whole effort that he undertook, I think, was an important effort during that time. 
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SC: Yes, that's correct. This was called the Task Force on Reorganization of the Health Sciences, 
which was chaired by Win Wallin and we had twenty people on it-both Cherie and I were on the 
task force-including Vice-President for Finance Robert Peterson, and Vice-President for Academic 
Affairs [Ettore] Jim Enfante. 

CP: We had a couple of people external: Dr. Jim Eland from Allina Health System and Mike 
Dougherty who, at that time, happened to be the chairman of our hospital board of governors and, 
then, a lot of key leadership people from within the Medical School. 

SC: Public Health was also involved. 

CP: And Dr. Elzay was there. 

AP: I remember that Deloitte & Touche was brought in. This committee was an internal committee 
or did you commission the Deloitte & Touche study. 

SC: No, we did not. 

AP: Somebody else did that. 

CP: Enfante did that. 

AP: Can you recall the key findings that you came up with? 

CP: We can get a copy of it. 

SC: I think they termed these areas, what they called, risk areas, or some such term. 

CP: [unclear] Deloitte report, yes. 

SC: I think one thing was that the dean's office did not have the full information of the Department of 
Finances. That, of course, had to do with the funds coming in through private practice and so on. 

AP: I was thinking also of the committee that was the internal committee. What were their 
recommendations, the Wallin Committee? 

SC: The Wallin Committee actually did not deal too much with the Deloitte & Touche. 

CP: No. 

SC: I think maybe we are a little bit ahead of.. .I'd like to tell you.. . 

AP: Please, do. 
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SC: . . .that the Medical School, when I came in as interim dean, I found for that particular fiscal year 
was in structural deficit of about $12 million, so something had to be done to correct that. One was 
to freeze hiring and number two was to have departmental meetings, one department at a time, to find 
out how their plan was to meet the deficit. That took a long time. Then, finally, we had to come up 
with a plan to meet the deficit. As you know, 75 percent of the expenditure annually was for salaries 
and fringe benefits, so we came up with the idea of trying to reduce the staff by, ultimately, 250 
heads, including faculty members and supporting staff members. 

AP: This would be, presumably, non-tenured faculty? 

SC: This is where we thought the tenure problem came in. But, in your history, you wrote 
something about the tenure thing? 

AP: Yes, we did. 

SC: You talked about [William] Brody [unclear] idea. At that time, the Medical School already had 
two tracks. We had the tenure track and the clinical track. What happened was that some of the 
older but less productive faculty members were not retiring because of the tenure code. We were 
having problems. Some we talked to were willing to take an early retirement and others were not. 

CP: The university hadn't, in my view, adequately faced the constraints that were placed upon it and 
other universities by the loss of mandatory retirement, so the conflict then, in terms of no mandatory 
retirement and life time tenure, really created the problem that Dr. Chou is talking about. 

AP: So that was the primary source of the $12 million problem, would you say? 

SC: Let me go on to the external problem that I was faced with. Primarily because of managed care, 
the University Hospital was losing patient population and, consequently, the clinical faculty members 
were losing patients and, therefore, clinical income. I think that $12 million deficit is a reflection, a 
major reflection, on this issue. I remember we had a dinner with the major CEOs of the health care 
delivery systems.. .Dr. Elzay, Win Wallin and myself with them. We explained to them that the 
University Hospital and Medical School were having problems because of the managed care issue. 
We were hopehl that they might come up with some suggestions to help us. By the way, the hospital 
already had gone through a strategic planning and achieved a reduction of 15 percent per admission 
for that year and that was to continue for the next years. 

AP: You're saying 15 percent? 

SC: Per admission. 

AP: Do you mean the cost of handling an admission was reduced by 15 percent per person? 

SC: Yes, admission per patient that's being taken care of This was designed to somewhat level the 
playing field so that the cost for medical care in a community hospital and the cost of medical care at 
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the University Hospital might be somewhat leveled. But this cost containment is a moving object. 
We save; they save, too. We, therefore, because of the cost issue and many other issues, I'm sure, 
were losing patients. 

AP: That was a very tough position to be in when you came in. 

SC: That's true. 

AP: [unclear] solutions? 

SC: It is still today. We continue to have problems with that. 

AP: The sale of the hospital looks like a pretty smart strategic move. 

SC: Well, I'm not sure whether it is smart or not. We were, in a way, forced to do it because the 
University Hospital was losing I don't know how many millions of dollars per year and it was 
anticipated that if nothing was done, the hospital reserve would have been exhausted and the hospital 
would have to close. Is that true, Cherie? 

CP: That's right--or would have had to have some subsidy for the amount of loss in clinical revenue 
that was supporting the operation of the Medical School. Medical schools all over the country did 
this, but you can argue whether or not that was the smart thing to do. The clinical revenue might 
have covered, maybe, some innovation and, certainly, the market salary for faculty. A surgeon gets 
paid a lot more than an English professor, so that market difference is appropriate to come fiom 
clinical revenue. I'm not sure that education and seed money for research really ought to come fiom 
clinical revenue. 

AP: And there just wasn't the political will or something at that time to get you, like, the tobacco 
money? It wasn't there then. 

SC: It wasn't there. 

CP: There was very little understanding on the part of the university administration at that point in 
time. 

AP: Although, it was a national problem. 

SC: But Minnesota was a forerunner for managed care. 

AP: I see what you mean. Therefore, the problem hit us faster? 

SC: That's right. 
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AP: The HawardMagazine, this weekend, had an article on the hemorrhaging of the Massachusetts 
hospitals. 

SC: Yes. 

CP: It's starting to hit more broadly. The New York Times had an editorial, about two months ago, 
on academic health centers. It's becoming better understood and well known by the political and 
business leaders in the country. 

SC: At the dinner I alluded to, the CEOs told us, "You guys take care of education and research. 
We take care of patients." But they did not know that without patients, we could not do research. 

CP: Or education. Or it is also a short-sighted approach because the innovations that Dr. Chou is 
talking about over this fifty years, because we're in the education business, immediately got 
transferred out into the community so all citizens would have the advantage of it. We were doing our 
job but we were supporting the competition, if you will. The idea of keeping as a public utility a 
medical school that has a clinical component with a strong research and education base is in the best 
interest of health care to the state of Minnesota. The community hospitals that are interested next 
month's bottom line don't have that kind of viewpoint. 

AP: It's too bad. It is a case where the common good didn't get somehow properly addressed. One 
can be very sad about it. It's also one ofthe few times when the benefits of the Health Sciences didn't 
connect. One of the things that John Westerman was telling me in his interview on the hospitals was 
that people told him when they were putting money into our hospitals that they would like to spread it 
around more in the country, but you're one of the few places that has really got your stuff organized 
and your interdisciplinary or collaborative are very effective. So there's an enormous hugely 
impressive track record of structural and scientific innovations here. It's sad that this most recent one, 
which of course is huge.. . Do you think there's a chance with the tobacco money or with other things 
that fbnding, even without the hospital hnding, can be improved? 

SC: I was at Eastcliff one day and the current president, [Mark] Yudof, told me about this potential 
tobacco money and I was asking him, "How much do you think it will be for the Academic Health 
Center on an annual basis?" He said, at that time, that it was about $30 million. I said, "Mark, it's not 
enough." In that particular academic year that I told you about, I appointed a Medical School 
Finance Committee to dig out all these money issues because there was money going one way and 
another way.. .hospital, Medical School, departments. It was very, very cofising. The dean's office 
did not have all of the information. Cherie served on that committee. That particular year, it was 
found-I think it was a very solid finding-that clinical hnds of approximately $80 million went back 
to the Medical School for education and research. 

AP: So that $30 million is less.. .? 

SC: [unclear] for the Academic Health Center is about $8 million per year. 

Shelley Chou Interview 



CP: Not for the Medical School.. .it's $8 million for the entire Academic Health Center. 

SC: Going back to what I was faced with when I came as interim dean.. . The regents wanted the 
Medical School to clean up their practice plans. There were about thirty-four in fourteen clinical 
departments. The regents allowed us to have one practice plan per department, so that had to be 
done and in short order. I appointed a task force and we came up with what we called a template. In 
other words, your organization has to follow the template so that the dean's office would be in a much 
better position to monitor. Each department would have to submit a budget to the dean's office and a 
quarterly report. With Cherie's help, I also reported to the Board of Regents a year later on the 
clinical faculty salary. 

AP: Does that mean the percentage of salary that the faculty member earns in the university or do 
you mean.. .? 

SC: Total, both parts. There was also suspicion that doctors were making too much money and we 
compared what faculty here was making versus the AAC scale versus the private practice scale and 
versus the HMO [Health Maintenance Organization] scale. We had three scales. It turned out that 
we are very, very much behind. 

AP: All three scales? Even the HMO scale? 

SC: Even the HMO scale. 

AP: That is astonishing. 

The other fact, of course, in the funding is the grants. It's hard to plan on what grants the faculty are 
going to be able to bring in. That's sort of a wild card. 

SC: Yes. With grants, the grants would come in and the faculty member would ask for a certain 
amount of salary, fiinge benefit [unclear] laboratory technician. The university decided to increase 
that 3 percent or 4 percent or whatever it might be. 

[End of Tape 1, Side 11 
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CP: . . .the fact that the Medical School's total resources for operating come from a variety of sources 
and only about 15 percent come from state funding; whereas, in other parts of the university, almost 
100 percent of their resources come from state funding. When they pass a rule that says, everyone 
should get a raise of 2 percent or 5 percent or 8 percent, whatever it is, we're only dealing with 15 
percent of the hnding and we have to apply it equally to everyone. So what Dr. Chou is saying is 
that the only place to get it was from clinical revenue. You can't use federal funds. 
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AP: At the same time, that clinical revenue is in a squeeze fiom the HMOs; hence, we've got this big 
time problem. 

SC: Yes. 

CP: Win Wallin's task force, I think, in terms of what he brought to that. 

SC: Yes, going back to Win's task force-you wanted to know something about that-I think the 
key thing that task force wanted to accomplish was to have the doctors and hospital practice as aunit, 
to really simplifjl whatever was going on. 

CP: Right. 

SC: We had the weekly meetings for I don't know how many months. 

CP: A long time. We can look at that.. .but also the increased autonomy for the Academic Health 
Center and the creation of a provost. 

SC: Yes. 

AP: That would seem like a business model. It must have come out of Wallin's experience? 

SC: Wallin's experiences. 

CP: We need to be more nimble than the larger administrations. 

AP: And to push out into the school, the major decision making, [unclear]; that's a business model. 
Interesting. 

CP: Shelley's got some interesting perspective just on the Medical School as a whole, less on the 
administration, on our fifty years since he came here. 

AP: Absolutely. 

CP: If you're through with those questions. 

AP: Yes. 

SC: I wasn't sure what we were going to talk about, so I reflected on the fifty years. 

AP: Wondefil. 

SC: When I came, the Medical School was small. I think there were, probably all together, around 
fifty fbll-time faculty members throughout all the departments. 
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CP: Including the basic science? 

SC: I'm talking about the clinical departments. For example, Internal Medicine had, perhaps, five or 
six fbll-time fac?r!ty members here at the university. Now, I don't know how many they 
have. . . hundreds? 

CP: At least one hundred. 

SC: That is true for almost all departments. The other thing is that because of the G.I. Bill, many 
G.I. returnees were going through training. They were on the G.I. Bill so the university wouldn't 
have to pay them at all. So we had a very, very nice crop of mature people in the residency training 
programs. Because the number was small, we were able to know each other and were very much 
interested in whoever was doing what kind of research. Therefore, collaboration was just beautifid in 
those times. We still have collaboration now, but there was a personal touch in it, at that time. 

AP: Dr. [Robert] Gorlin described coming at about that same time and being amazed, compared to 
New York, that he could range across the departments and would be welcome. He said it was so 
exciting to go to work everyday that he could hardly stand it. 

SC: By the way, in the history, you mention Dr. Gorlin and I just want to remind you that Dr. Gorlin 
was the recipient of an Italian award, the equivalent to the Nobel Prize. 

AP: Oh, good. 

CP: That's right.. . an incredible guy. 

AP: It must have been an incredible place. 

People credit Dr. [Owen] Wangensteen with shaping the culture that made this collaboration happen. 

SC: Yes. Dr. Wangensteen, of course, is an outstanding academician. He was the one that, working 
with Dr. [Maurice] Visscher, introduced the graduate degree program for the, what at that time we 
called, fellows in clinical training. We had to go through the same procedures or steps to obtain 
either master or Ph.D. degrees in clinical sciences. Many fellows obtained Ph.D.s or masters degrees 
in basic sciences at the time. We had to get two foreign languages at that time, too. We had the 
prelims, the written examination, and thesis, and, finally, you had to defend your thesis, just like any 
other Ph.D. candidate. I think Dr. Wangensteen's contribution is most well known in this area of 
training academicians. That's not only true of the Department of Surgery; it is also true of the 
Department of Medicine under Dr. Cecil J. Watson, whose personal interest was in the function ofthe 
liver. 

AP: They certainly seem to have been the giants. 
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SC: We have many giants. We had Dr. B.J. Kennedy joining us in the early part ofthe 1950s. He is 
kind of regarded as the father of cancer biology, oncology, in this country and the world over. I think 
it was under Dr. Kennedy's leadership that the Masonic Cancer Center was built with eighty beds in it. 

CP: With great support from the Masons of Minnesota. 

AP: Neal Gault has described going over to collect some of the early checks in meetings over in 
Dinkytown and how they grew and grew. 

CP: That's right. 

SC: I want to mention another thing. Dr. Wangensteen and Dr. Watson were the two faculty 
members, then and throughout the Medical School history, that were chosen to become members of 
the National Academy of Sciences, had the honor of being selected. 

AP: What I've been led to understand is that they shaped the climate and the structure of the research 
program and it's that contribution as much as their individual research expertise. 

SC: That's correct. 

AP: They were the system builders along with being very fine researchers. 

SC: My recollection, it seems to me, is that all of the departments were under the same atmosphere, 
did the same thing, more or less. 

CP: It was a single Medical School purpose. 

SC: Yes. 

AP: I'm revealing that I don't completely understand what you just said. Wangensteen and Watson 
seemed to be head and shoulders, in some way, more recognized than the other department chairs or 
are you saying all the department chairs were equally fhnctioning the same way that they did, so that 
even though we mention them in very positive terms, it should be whole panoply of names? 

SC: Yes-but certainly Wangensteen was the leader. Dr. Watson was not as, shall we say, assertive 
as Dr. Wangensteen. He was very gentle, but he could persuade people to do what he wanted them 
to do. 

CP: Going back in that period, in the 1950s, there was not a separate department in neurosurgery, 
orthopedic surgery, what else. That was all combined under Wangensteen, wasn't it? 

SC: That's correct. 

CP: So that the cardiovascular surgery, all of that, was under his.. . 
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SC: There wasn't even a division of cardiovascular surgery. It wasn't there. It hadn't been created 
yet. 

CP: So that those disciplines and divisions hadn't yet occurred. 

AP: Wangensteen was called the chief, wasn't he? 

SC: Yes. 

AP: Isn't it true that several other people.. . There are positions called the clinical chiefs? 

SC: That is a hospital organization. You are the head of the department in Medical School and you 
can also be a clinical chief on the clinical service in the hospital. 

CP: Chief of the service in Internal Medicine or chief of Pediatrics or whatever. 

AP: So Wangensteen being called chief was almost a person nomenclature? 

SC: Right, the chief, referring to him. 

CP: He was chief of the chiefs. 

Shelley showed me this picture earlier. It might be a good example ofwhat we're talking about here. 
When would this have been taken? 

SC: This is probably 196 1. 

CP: There's the whole crew. This was the head of Surgery at the time, [William] Kelly. This is Dick 
Varco. 

SC: This is Dr. Wangensteen and Lyle French. 

CP: And [C. Walton] Lillehei. 

SC: And Joe Oust, who is currently still the chief of general surgery at the University of Texas in San 
Antonio. Bill Kelly was the one that you mentioned in your history that was doing renal transplant 
early before John Najarian came. This is Dr. John Moe who was in Orthopedic Surgery. His interest 
was in scoliosis, which is a spine deformity. He and I worked together for a long time. In fact, John 
published a book on scoliosis and Dr. Thompson and I published a book on how to take care of 
scoliosis. That's Charles D. Cready, chief of Urology. He was the nationally known person doing 
trans-urethral resection of the prostatic enlargement. 

CP: This was the whole gang? 
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SC: These eight were full professors in the Department of Surgery, at that time. 

Thinking back, I call this the Golden Years ofthe Medical School. It's kind of nostalgic, you know. 

CP: And it was before there was a lot of money. 

SC: That's right. 

The other thing I might mention is that the University Hospital patient population then were mostly 
medically indigent patients. The physicians that took care of them could not charge fees. They were 
a limited number of -quote-private patients-end quote. So private patient income, at that time, 
was not a major issue. I think when I first came here, the first year, the university paid me $8,000. 
That was my salary in 1960. 

AP: If you were characterizing, again, for this mythical businessperson that's moved here fiom South 
Carolina and they say, "Give me the two or three characteristics of why it's the Golden Era". . . I think 
I can deduce them, but I'd rather have you say to me what made it a Golden Era. 

SC: I think we had excellent leadership who could stimulate the students and trainees to become a 
creative person and to keep on seeking new knowledge, at the same time teaching you how to be a 
good physician, a good doctor. There was a lot of new ideas floating around and because the 
numbers were small in faculty and also in residents, it was almost like a family and everybody was 
interested in what everybody was doing and was most helpful in that way. It seemed to me then that 
we could move ahead without any limit. Fellow money also was available in many ways: NIH, the 
Atomic Energy Commission, National Science Foundation. Research money was easier to get, at that 
time. 

CP: And the University Medical School had, through these people, established a top stature in the 
country. 

AP: Is there any little story you can recall about somebody particularly encouraging you or 
challenging you, or exciting you? I'm thinking of what it led you to be able to accomplish. 

SC: You're talking about vignettes? 

AP: Yes, in other words if you got an idea fiom somebody. People are always interested in, how did 
this happen? Can you give me a specific case? 

SC: Going back to Dr. Wangensteen.. . In your history, you wrote about his expertise in intestinal 
obstruction? 

AP: Yes. 
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SC: One of the problems with intestinal obstruction is the tube which was put in through the mouth 
into the stomach to suck out the material that's in there could not go through the obstructed area, 
could not really get down to the intestine because there's a little gate there from the stomach to the 
intestines. So Dr. Wangensteen was making rounds and he said, "There must be a way to try to get 
the tube into the intestine." E e  chz!!enged his residents ?c come up with ideas. There was one of the 
residents named Jay Grafton Smith from Arkansas. I remember him because he had a southern 
accent. [laughter] He came up with the idea of using gastroscope, which [unclear] vision. You 
threaded this thing through because the gate sort of opens and closes, opens and closes fiom the 
stomach to the intestine. But the most interesting idea which did not bear fruit was one idea that 
came up fiom John Wild, W-i-1-d. He was an Englishman. He said, "Dr. Wangensteen, if you let me 
stay in the lab for a year, I'll come up with something." He set up in the lab and he came up with a 
gadget you could manipulate. The end is a little frog-like with four claws so that when you push 
certain things at your end of the tube, the claws would move. His idea was the claws would then 
crawl from the stomach into the intestine. It worked out very, very nicely in dogs-I don't know, 
maybe there's no mucous or whatever-but in humans, the claws wouldn't move, but it's slippery. 
[laughter] So it didn't get in all the time. This is the kind of atmosphere. 

AP: The grand rounds is something that we'll want to write about because, over and over, stories 
come back to grand rounds. Everybody is, literally, following the particular group around and the 
charge nurse would be following and the pharmacist, later on, would be part of the team and the 
residents and the interns. 

SC: Medical students. 

CP: Whoever. Even I go to grand rounds once in awhile. 

AP: I think that's going to be important. I wonder if we can get a good picture of that. A picture is 
worth a thousand words. I think that might be a very interesting visual. 

There was an enormous creativity. Would these engineer types, sort of on the edge ofthings, go on 
the grand rounds or would they be in the lab working on the machines? 

SC: I think they probably would not go on grand rounds, unless that particular topic would come up 
for discussion and then they, of course, would be interested and they might participate too. 

AP: Let me ask you. .. I'm jumping here. One of the other medical schools that Minnesotans 
generally know a lot about is Mayo or at least they think they know about it. They've heard about 
Mayo and the Mayo Medical School. Is there a way that they are different so that one could say, 
"Yes, at Minnesota, we do X, Y, Z and at Mayo, they generally did different kinds of things." That's 
just interesting information for people to know. 

SC: Before you talk about Mayo, let me also mention-I think it's a very important piece of 
information for the history-the fact that the University of Minnesota College of Medicine in Duluth 
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is well-known for training primary care and rural care physicians throughout its history, even up to 
date. 

AP: I interviewed a couple of their students and I've been up there and did an interview so I got a 
few little pieces on them. You're right; that's an important contribution to the state, of course. 

CP: Mayo and the Duluth school hit the scene at the same time in 1972. Both of them were the 
same. 

AP: There was an original proposal for St. Paul that got moved to Duluth and Mayo must have had 
the political influence to move forward as well. 

SC: The Mayo Medical School is smaller. They have forty medical students, intern class. Initially, I 
think their basic science faculty was not comparable to the quality of the university Medical School 
here on the Twin City campus. Now, they also have a graduate school of medicine, which began in 
1982. That was the year when the relationship of the Mayo Foundation and the University of 
Minnesota was discontinued. Now, I do not have personal observation of how the teaching of 
medical students at the Mayo is different or how different that is. But they have a large residency- 
training program and my sense is that their grand rounds are very good also-of course, depending 
on who the leader is. 

AP: Certainly, in Minnesota, it's remarkable to have two such extraordinarily fine medical 
institutions. That's one obvious point we don't want to overlook. There can't be very many states 
that have quite such strength. 

CP: Not with this population base. Mayo, of course, served more of a nationaVintemationa1 market 
than did the University Hospitals, which were largely focused in the Midwest region. 

SC: Yes. 

AP: Good point. 

SC: What else might be of interest to you? You've talked about Dr. Lillehei in the history already. 
You know he died? 

AP: Yes, last week. 

SC: Yes. 

I think maybe I should mention Dr. A.B. Baker who was the chief of Neurology. He was, probably, 
one of the best clinical teachers. I was talking to Cherie earlier and I said, "A.B. Baker is kind of like 
what you read about William Osler." 

AP: Really? 
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SC: [unclear] because his bedside teaching was fabulous. I went to his lectures. You could listen to 
them three times and the third time was almost as good as the first time. He trained many, many 
residents, but he did not involve the residents in research. So his trainees were mostly practicing 
clinicians. In the state of Minnesota, we have the highest number of neurologists per population of 
any state or any place in the world. Dr. Baker was the founder ofthe Academy ofNeurology, which 
is a professional organization. He was very sawy politically. He, with others in that organization, 
was very, very responsible for the creation of a separate institute in the NIH in the 1950s. That 
institute was called the National Institute ofNeurological Diseases in [unclear], where I was a visiting 
professor. 

CP: The name was, later, changed and [unclear] became separate. 

SC: Now, it's called the National Institute of Neurological and Communicative Disease and Strokes. 

CP: NINCDS. 

AP: Baker, again, a national figure.. . 

SC: Oh, he's international. He was a visiting professor in Norway, Scandinavia, for a period of six 
months. He interchanged. The Norwegians would come over here. 

CP: When you talk about teaching programs.. . Before I came to Minnesota, there were just a few 
things I knew about Minnesota and one was that the Psychology program was outstanding, the 
Journalism program was outstanding, and the Neurology program was outstanding. People would 
come from all over the country to try to train under A.B. Baker. 

AP: I'm glad you picked that out. 

SC: His major interest was in multiple sclerosis and in cerebral vascular diseases. 

We should also mention Bob Goode. He's a huge figure. Dr. Robert Goode was trained as a 
pediatrician. 

AP: Did he go off to someplace in the East? 

SC: The Rockefeller Institute. 

AP: There's a little piece on him with Gorlin. 

SC: He, I think, is really, in Minnesota anyway, the beginning of the subspecialty of immunology. 
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CP: Recognized everywhere for his contributions in immunology and on which a whole lot of other 
things, subsequently, proceeded. With the kind of giant that he was, it's not treated well enough 
[unclear]. 

AP: Help me with immunology. Can you give me a phrase so that somebody. like myself, who does 
not understand it well enough.. .? Why is that important scientifically? 

SC: It's the bodily defense mechanism against invading organisms, like a bacteria, a virus. 

AP: So it's the study of the invaders, at it were, or the systems that defend against the invaders? 

SC: That's right. 

CP: That's better. For example, the rejection to transplant was so [unclear]. 

AP: That's what I was leading to. His research proved pivotal for things like anti-rejection? 

SC: Yes. 

AP: Any other examples that I should give? 

CP: The big one.. . 

SC: I think the anti-rejection is the big one, but the other one is vaccination to create immunity. 

AP: You're creating barriers to invasive possibilities [unclear]. I'm saying this very badly. 

SC: That's a good way to say it. 

AP: So you've got a plus and a minus. You're defending and you're introducing. 

CP: Exactly. But one of the things that Minnesota was absolutely a pioneer in was bone marrow 
transplant and the immunology there was critical, as it was in organ transplants. Shelley might want 
to say more about the pioneering work in bone marrow transplants. Again, patients came fiom all 
over the country. 

SC: When I was still in the dean's office, as late as 1995, apart fiom the Hutchinson Cancer Center in 
Washington state, we are the biggest bone marrow transplant program in the country. 

AP: Is there a particular doctor we should associate with those breakthroughs? 

SC: I think that with bone marrow transplants, John Kersey. He is currently director of the 
Comprehensive Cancer Center and Dr. Norma Ramsey is dealing mostly with children. 
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CP: You can tie that.. . What enabled that was Robert Goode's work. 

SC: I think another person who probably should be mentioned under that is Dr. WilliamKrivit, K-r-i- 
v-i-t, who was, at one time, head of the Department of Pediatrics. 

CP: After the bone marrow transplants, there's no question that another reputation the center made 
was in transplantation generally. 

AP: Liver, kidney. . . 

SC: The heart, pancreas. 

CP: Heart. . .you've got all that stuff on Lillehei. 

AP: I think it's helphl to place the whole thing in a larger context. If you didn't solve the 
immunology problem, you wouldn't be able to do any of those?. 

SC: That's right. 

AP: That's very helpful. 

SC: Immunology is the foundation for all of these technologies. 

AP: I was talking over the weekend with one of Dr. Seratin's children. He had come in the 1950s 
and died about 1952. He'd been doing research on polio vaccine, some aspect of keeping the vaccine 
longer. The shelf life of the vaccine was.. . ? 

SC: He was department head of Microbiology before Dennis Watson. 

AP: It was too bad; he was a very young man, about fifty-three. 

CP: The third area would probably be infectious diseases. 

SC: Infectious diseases, I think, we are very, very excellent at. 

CP: There's a long history of that. 

AP: Give me an example.. . Are we talking AIDS [Acquired Immune Deficiency Syndrome]? 

CP: That's more current. 

SC: I think, initially, as you know, rheumatic fever was a major life threatening disease caused by 
streptococcus infection. You could have joint disease, heart disease, all kind of things. 
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AP: Is there a name associated, a giant name, with that? 

SC: Dr. Lewis, L-e-w-i-s, Wannamaker. 

AP: I've seen him in Dr. [Leonard] Wilson's history of the medical school. 

SC: Yes. Paul Quie was chief of infectious diseases in Pediatrics. 

CP: After Wannamaker? 

SC: After Wannamaker. In adults, we had a giant in Infectious Diseases; that's Dr. Wesley Spink. 
He was the one that kind of corralled brucellosis. He was the first one to use penicillin in the state of 
Minnesota. 

CP: Brucellosis is a disease related to cattle? 

SC: To cattle, but it can infect humans too. 

AP: This is very helphl. I will immediately go back to my ofice and write this up and send it back 
to you and be sure I get it right. What's very helphl is the clustering of the medical advances over the 
generations, so that one can see the transfer of knowledge and what kept the school great. 

SC: May I mention one more thing? 

AP: Please, do. 

SC: I think we are kind of a pioneer in this area too.. .the biomedical ethics, what now we call bio- 
ethics. It all began because of the rapid development of technology to keep patients alive when all 
their organs have kind of failed. With mechanical maintenance, you could keep a person alive for a 
long, long time. Of course, the cost is prohibitive and with the reimbursement limitations from 
Medicare, the federal government, and insurance companies, the hospital couldn't survive ifwe keep 
every patient alive like that. So the question of death comes up. 

AP: Right. When is a patient dead? 

SC: It turns out that a patient can die from cardiovascular failure, from multiple organ failure, but 
also can be caused by the failure of the brain, so the concept of brain death came up. 

AP: The organs are hnctioning but the brain is massively under-hnctioning or is it absolutely dead? 

SC: It could absolutely dead and rest of the body okay. You have a breathing, warm, otherwise 
hnctioning person but the person is no more. Minnesota, along with Harvard University, came up 
with a criterion for brain death. There is a Harvard criterion. There is a Minnesota criterion. That's 
known throughout the world. 
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AP: I have to ask: are they very different? 

SC: The Harvard criteria came up in 1968. They insisted on the use of brain wave testing, meaning 
thzt the braic w x e .  . . 

AP: Functioned at a certain level? 

SC: The brain wave had to be flat, nothing. That had to be repeated over a twenty-hour period. 
Now, the Minnesota criterion was, for the most part, clinical judgment. You could use technology, 
but you cannot be completely dependant on it. The reason we were bold enough to come up with 
that was a study that I, personally, was involved in doing, that involved twenty-five patients who met 
the criteria for brain death, but we kept them alive until they eventually died. We were able to do 
post mortem studies on these patients and to our surprise, some of the patients' brains had liquefied. 
There was no brain in there. So we even came up with a new term called [unclear] brain. 

AP: Help me understand the implication of this versus the Harvard findings. 

SC: Harvard, eventually, came to our view that it's not necessary to use the brain wave test. This is 
the beginning. Now, we have a lot more complicated.. . 

CP: Did you say the British Medical Society adopted the Minnesota? 

SC: Yes, the British Medical Society-they call it the UK Code of Brain Death-was based on the 
Minnesota criterion. In fact, I have this A, B, C of Brain Death. They mention the Minnesota 
criterion. 

CP: So you've got a good source for that. That, eventually, went on to create the Ethic Center that 
we have. 

SC: Right. A couple of things.. . Number one is, now, we could approach the family for organ 
donation. The attending physician could not do that because there's a conflict of interest. Somebody 
else would have to do it. 

CP: So your hospital ethics committee would do that. 

SC: What happened was that John Westerman formed a [unclear] committee. The idea was to 
consider whether or not we should create a biomedical ethics structure within the hospital. That 
really was formed.. . 

AP: Quie was involved in that, wasn't he? 

SC: Quie was later. Initially, I was involved. I chaired the committee and we recommended that the 
hospital should organize a biomedical ethics committee. 
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[End of Tape 1, Side 21 

[Tape 2, Side 11 

AP: This is July 14, 1999. This is sort of a postscript to the interview with Dr. Chou. Dr. Chou, I'm 
writing it down as taping it. 

SC: I have three items. Number one is with regard to the radioisotope, Iodine 13 1 that we talked 
about yesterday. I mentioned that the half-life of it was in the neighborhood of three days or so. I'm 
not sure that is correct. I would like to amend it to say that the half life of the radio isotope, Iodine 
131, is very short and, therefore, particularly when it was given in small doses, in terms of 
microcuries, its radioactivity was not dangerous to the patients. 

AP: That's a very clear way of putting it. 

SC: Additionally, we knew that the radioactive iodine would be taken up by the thyroid gland, so 
that would be disadvantageous and could be dangerous to the patient. We did give the patients a 
regular iodine compound, which was not radio active, which would load up the thyroid gland. 
Therefore, when the radioactive iodine was given, the thyroid gland would not take up the radioactive 
iodine. 

AP: The strategy was you loaded up the thyroid gland with non-radio active so when the radio active 
tried to get in, the gland was fiill? 

SC: That's right. Therefore, the thyroid gland would be safe from exposure to the radioactivity. 
That's the first part. 

The number two item is that I forgot to mention Dr. B.J. Kennedy who was in the Department of 
Medicine and joined the Medicine Department in the early 1950s coming from Harvard University. 
Dr. Kennedy was the one that really introduced the discipline of what now we call oncology, which is 
cancer. He was the one that created a Division of Oncology in the Department of Medicine. Dr. 
Kennedy was very well known locally and, of course, nationally and internationally. I think he was 
the key person that popularized the practice of cancer medicine. 

AP: Could you tell me for a lay reader, like myself-I understand what you're saying, that oncology 
is the study of cancer-what it was that he was able to do that made it possible to create this 
specialized study? 

SC: I think he paid more attention and more time to cancer patients to begin with. His particular 
specialty was breast cancer. He was, at that time, introducing the concept of chemotherapy, 
following breast cancer surgery and the radiation therapy. 
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AP: When you say, "He was introducing," was he the first person in the whole world or the first 
person in Minnesota? 

SC: The first person in Minnesota, I believe. I don't think he was the first person in the world. He 
introduced the concept ofusing chemotherapy in a scientific way to find out which chemotherapeutic 
agent was best. That took him many, many years. 

AP: Sure. That's very helpfbl. 

Then you said you had a third? 

SC: Then the other thing sort of ties in with Dr. Kennedy, going back to Wangensteen. Before 1950, 
Dr. Kennedy already had organized a Cancer Detection Center. Annually, people would come in to 
have a routine checkup. With men, for example, paying special attention to the prostate and with 
women, paying attention to the breast and the cervix, so that they had a kind of protocol to go 
through every year. 

AP: That was the first time really that had been done, I suppose? 

SC: That's right, I think probably it was the first Cancer Detection Center that was in operation in 
this country. 

AP: In the country.. .that's interesting. 

SC: In fact, many legislators came for cancer detection on an annual basis. 

AP: That would have been a good way to get to know them. 

SC: Yes, that's right. 

AP: Not that that was the motivation, but simply that would have been a side effect, I would assume. 

SC: That's correct. 

AP: And have them understand firsthand what the hospitals and the clinics and the Medical School 
can do. 

SC: Therefore, the tradition of taking care of cancer patients and doing research in cancer carried on 
into the current Comprehensive Cancer Center at the University of Minnesota, which, by the way, is 
now designated as a Comprehensive Cancer Center by the National Institute of Cancer, with grants 
up to half a million dollars a year for a number of years. 

AP: Are those grants still carrying on? 
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SC: Yes. 

AP: Is the National Institute of Cancer a government like the National Institutes of Health? 

SC: The National Institute of Cancer is part of the National Institutes of Health. It's one of the 
institutes of the institutes. 

AP: Within the National Institutes of Health? 

SC: That's right. 

AP: Very good. Then did you have a third thing? 

SC: I think toward the end of our conversation, we were trying to think about some current women 
faculty members. I'd like to mention one additional person. Her name is Dr. Karen Hsiao, H-s-i-a-o. 
She is in the Department of Neurology. She is current, I think, associate professor in Neurology. 

She developed a mouse model of Alzheimer's disease. 

AP: Oh, she's the one whose mice got stolen? 

SC: Yes. That's correct. 

AP: How tragic. What is the latest on that? 

SC: I don't know. I don't think she lost everything though. 

AP: That's very sad. 

SC: Yes. That's the first animal model where Alzheimer's disease developed so that you could use an 
animal model and try to find therapeutic methods. 

AP: That's very helpful. 

I had one other question that occurred to me, if you have a minute? 

SC: Sure. 

AP: In most of the other interviews, we've asked people about their family background, where they 
came from, where they did their undergraduate work and if you'd be comfortable sharing any of that, 
I would love to have that for the interview. 

SC: Oh, sure. I was born in China and had my education mostly in China, including high school, 
college, and most parts of my medical school. 
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AP: Does the Chinese system have you do medical school early on or did you have a liberal arts kind 
of under.. .? 

SC: The University high schools were missionary schools and in St. John's University in Shanghai, 
China, we [unclear] Chinese classes. Most of the subjects were taught using the Enghsh language. In 
physics, chemistry, biology, we all used the English language. 

AP: Was your family in medicine of any type? 

SC: Not really. One of my uncles went to medical school. He was only two years older than I. I did 
not really follow his footsteps. I was interested in biology, interested in medicine. 

AP: How did you end up coming to America? 

SC: What happened was toward the end of World War 11, I was working with the American forces in 
China. 

AP: With General [Joseph] Stillwell and that group in China? 

SC: That's correct. They said, "Shelley, why don't you transfer to a U.S. medical school?" In the 
beginning, it was kind of like a joke, but, as time went on, we said, "Why not?" So, in early 1946, we 
wrote letters to many medical schools. At that time, I believe there were only fifty-seven or fifty-nine 
medical schools in the U.S. I received many letters from universities like Harvard and Yale, the 
University of California-San Francisco, UCLA, telling me, "Sorry, we have returning G.1.s." The 
classes were all filled. Fortunately, the University of Utah, which was a new four-year medical school 
in Salt Lake City, had a spot for me. It took me some time to come because I had to get a passport 
and a visa and all this sort of thing. I came over in 1948. I finished my last year of medical school in 
Salt Lake City, Utah. 

AP: Then you came to Minnesota for your residency? 

SC: I spent a year in Detroit, Michigan, for my internship. I was saying that the medical school at the 
University of Utah was a new four-year medical school and on the faculty, there were a large number 
of people coming from the University of Minnesota. Knowing that I was interested in brain surgery 
or neurosurgery, they said, "Shelley, you will have to stop into the University of Minnesota to talk to 
Dr. Peyton," because they all knew him. He was the chief ofNeurosurgery then. And that was how I 
stopped in and applied for a fellowship in neurosurgery. 

AP: We talked a little bit about that yesterday and that you were with Dr. Peyton and that Dr. French 
then came later. 

SC: That's correct. 

AP: That's very helpful. That rounds that out. I think it makes it interesting. 
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SC: Do you eventually transcribe this out? 

AP: Yes, we will have a professional transcriber. What we will do is send you a copy so that you're 
absolutely convinced that there are no spelling errors or that they didn't miss-hear something. Then 
everybody feels better about that. 

One other thing I wanted to do was send over a permission slip for the interview, a human subject's 
permission so that we can do the transcription. I wanted to double-check your box number. Is it D- 
96 Mayo? I'll put it in the campus mail. 

SC: Yes. 

AP: The transcriber has gone on vacation for about two weeks so I won't be able to get this back to 
you for awhile. 

SC: That's okay. There's no hurry 

AP: I want to thank you so much. The conversation was incredibly helpful. 

SC: I'm happy to have done that. I was pleased that we had a little more time yesterday. We did not 
feel as if we were pushed. 

AP: No. It's just so important and we want to do everything we can to get it right. We will just 
spend as much time as we need to to make sure that we tell the story. What I think is particularly 
important is to be able to tell the story of the Medical School so that every technical word that we 
use, we translate into a commonly understandable word, so that there's no language that creates a 
barrier so someone says, "Oh, I don't understand those words. I have no idea what they're doing." 
So I will want to work very hard to make sure. The story is so important. To have anybody 
misunderstand it would be just a great disappointment. 

SC: That's right. 

AP: Thank you very much. We will keep in touch. If you have any additional thoughts, just feel fiee 
to give me a call. 

SC: Okay. 

AP: Thanks a lot. Have a nice evening. 

[End of the Interview] 

Transcribed by: Beverly Hermes, Hermes Transcribing and Research Service, 126 17 Fairgreen Avenue, Apple Valley,MN 55 124, (612) 
953-0730, bhermesl kila01.com 
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