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This issue of the Bulletin celebrates Jefferson surgeons past and present.
On the front cover is Assistant Professor of Surgery Pauline Park '82,
teaching a procedure to Keith Kuenzler '97, a resident in general surgery
(see more about Dr. Park on page 18). On the back cover is one of the
crucial experiments leading to the heart-lung machine, which was
developed at Jefferson 50 years ago, under the direction of John H.
Gibbon Jr. '27, and revolutionized surgery worldwide (see articles on
pages 7 and 8). Page 9 of this issue recalls Jefferson's early innovators,
while page 16 notes the passing of a beloved plastic surgeon. Page 12 of
this issue features important new surgical approaches pioneered recently
at Jefferson, and page 10 introduces new faculty.
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D E A N ’ S C O L U M N by Dean Thomas J. Nasca ’75

I

had the opportunity to testify before the Oversight and
Investigations Subcommittee of the Energy and Commerce
Committee of the United States House of Representatives recently.
The Honorable James Greenwood of Pennsylvania presided over this
important hearing. I hope you will find my testimony instructive as
you struggle personally with the vexing issues that our government is
struggling with as they attempt to intervene. In this presentation, I
speak purely from the medical school perspective on this issue.
Chairman Greenwood, Members of the Subcommittee on
Oversight and Investigations of the Committee on Energy
and Commerce, of the United States of America House of
Representatives: Thank you for the opportunity to
address you on the important issue at hand.
I will not present views concerning the causes of the
medical liability insurance crisis in this and a number of
other states. You have many experts providing testimony
clarifying prevailing, often conflicting views on this very
difficult issue.
Rather, I would like to present to you the impact, both currently
measurable, and anecdotally not yet measurable (but felt “on the
ground”) in at least one major medical school and academic medical
center which has served the citizens of this country for nearly 200
years. To do so, I will take the liberty of briefly explaining the
missions of the academic medical center, the basics of its funding
streams, and the impact of rapid escalation of costs, in this case
medical liability insurance costs, on these core missions.
Missions of Medical Schools and Academic Medical Centers
The missions of the 125 allopathic medical schools and their related
academic medical centers are public goods. These missions are
carried out in an environment with significant governmental and
accrediting agency oversight. They are threefold:
1. The Mission of Education: education of the next generation of
caregivers, including physicians and nurses.
2. The Mission of Discovery and Scholarship: the search for basic and
clinically relevant discoveries which lead to prevention of disease,
enhancement of survival, or amelioration of suffering of persons. This
mission also includes the dissemination of this information to all
practitioners to enhance care across the nation and the world.
3. The Mission of Clinical Care: the provision of state-of-the-art care,
often research based, which will lead to the patient centered care of
the individual, provide the opportunity for education of the next
generation of caregivers, and the development and dissemination of
knowledge beyond the individual patient.
These institutions are not only hospitals. They are not only the
germinal center for the miracle cures and clinical innovations which
have enhanced the life span and quality of life of all Americans. They
are also educational gems, the desired destination of potential
physicians and researchers across the world.
Funding Streams to Support the Missions

1. Funding the Educational Mission
Medical student education is partially supported through tuition
4
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dollars of medical students. Educational efforts of the faculty in the
pre-clinical years for medical students are supported largely through
these dollars.
In the clinical setting and in the conference room, trainees are
supervised in the care of patients. This model of progressive responsibility under direct faculty supervision ultimately yields (after 4 years
of medical school, and up to 10 years of graduate medical education)
a practitioner who is competent to practice medicine independent of
direct supervision. There are limited dollars from tuition
to support medical student education. (Tuition supports
less than 40% of the total costs of provision of medical
student education at Jefferson Medical College). The
majority of clinical education is supported through
willingness of the physician to perform this important
task without institutional compensation. This is done at
a cost of time of the physician faculty.
Thus, medical student education in the clinical phase is
provided through the volunteer efforts of clinicians who
are faculty members of the school, whether they are “full
time” or “volunteer” clinical faculty. In essence, the time spent
teaching is being subsidized by the clinical income of the physicians’
practice.
Medicare (and in some states Medicaid) recognizes faculty expenses
incurred in the education of residents and fellows, but this is not the
case for most other insurance providers. Thus, teaching efforts by the
faculty on behalf of residents and fellows in the clinical setting are
partially supported by Medicare Direct Graduate Medical Education
(DGME) funding. These dollars come to the faculty from the
hospital, in Jefferson’s case, Thomas Jefferson University Hospital.
2. Funding the Research Mission
In general terms, direct research awards pay for the actual costs of
conducting research. Indirect cost recovery is provided by federal
sponsors and some other sponsors to support the institutional infrastructure costs incurred in creation of the research environment. Since
all direct and indirect costs of the research enterprise are not
reimbursed, shortfalls must be provided by the institution.

Of important note in these discussions is the unique role of the
“Translational Scientist-Clinician.” These are the specialized
physician scientists who search for cures for illness found in his or
her patients. These physician-scientists are the translators of discoveries made in the laboratory into relevant clinical treatments,
procedures, or cures. They are usually highly subspecialized
clinicians who care for a group of patients with a particular disease,
while also conducting laboratory-based research. Thus, they practice
medicine “part time,” usually 15-50% of their effort. Their research
time is usually funded through National Institutes of Health awards,
or other sources of research funding. Their clinical time must be
supported through their clinical practice. Since their practice is part
time, high fixed costs, such as medical liability insurance premiums,
make the economic dimensions of clinical practice increasingly
difficult, or impossible.
Shortfalls in research faculty, facility and other related costs are born
March 2003

by the institution. Sources of funding for these shortfalls are:
a. Institutional endowments
b. Philanthropy
c. Surplus clinical revenue from the practice plan (the “dean’s tax”)
3. Funding the Clinical Mission
Clinical care is supported through the clinical revenue generated in
the care of patients. Institutional support is provided during startup of new faculty, but the clinical enterprise is expected to be
largely self-supporting. Academic physicians and their institutions
care for all patients who come to their doors, regardless of their
ability to pay. Furthermore, patients with severe or unusual
illnesses seek out experts at academic medical centers. These
patients require more time, more effort, and oversight.
Reimbursement for these services is not routinely recognized by
third party payors, and is often systematically inadequate to cover
the costs of provision of care. Academic physicians have
traditionally accepted lower salaries in order to participate in the
tripartite mission of the medical school and academic medical
center. Indeed, medical schools have utilized this altruistic
dimension of the academic physician to subsidize the education of
medical students, residents, and clinical fellows over the past 100
years, in the post-Flexnerian era of medical education.

history over the past 15 years than expected (by specialty) according
to actuarial analysis. It is also important to understand that these
figures do not include medical liability insurance costs for the
University Hospital (TJUH), where resident physician liability costs
are borne. They are merely the cost of insuring the 469 full time
clinicians of the faculty.
It is instructive to review specialty specific data. Below in Table 1 is
listed the per physician medical liability insurance annual premiums
for Jefferson physicians for 1997-98 to the present. As can be seen in
this data, the striking increase has not only been seen in specialized
surgical disciplines such as Obstetrics and Gynecology, but also in
the primary care discipline of General Internal Medicine. The impact
on actual salaries of physicians in these disciplines is predictable,
and is seen in Table 2.
Table 1. Specialty Specific Medical Liability Insurance Premiums,
Jefferson University Physicians

The Impact of the Current Crisis on Jefferson Medical College
The tenuous balance between clinical service, education, and the
funding of research at Jefferson is in jeopardy of disruption due to
the recent, unprecedented increases in cost for medical liability
insurance, seen in the graph below.

Table 2. Median Specialty Specific Compensation,
Jefferson University Physicians

Figure 1. Total Medical Liability Insurance Premiums, Jefferson
University Physicians

The result of these increases in medical liability insurance costs at
Jefferson has been threefold:
1. The clinical faculty are providing more clinical services, and
spending more time seeing patients.
2. The clinical faculty are seeing compensation decrease in constant
dollars, and in many instances decrease in total dollars. This is
despite the fact that salaries at Jefferson are, in general, lower than
competitive salary scales at our regional competitors, and when
viewed in comparison to other Northeastern University Medical
Schools (AAMC Salary Survey).
3. The time for teaching, conducting clinical research, and for each
patient encounter is decreasing.

The impact of such dramatic increases, in excess of 100%, are
significant on the financial health of the organization. With approximately $145,000,000 in total revenue and expenses in the practice
plan (Jefferson University Physicians), malpractice costs in the
current fiscal year account for 12.8% of all expenses. Furthermore,
the increase in medical liability insurance costs has not abated since
it doubled in 2001-02. The continued annual increase in premiums
has forced increases in clinical service provision to merely “keep
pace” with the unprecedented costs of insurance. Further, it should
be noted that Jefferson University Physicians has had a lower claims

The net result of such phenomena is predictable. Faculty morale is
suffering, and individual faculty members are questioning the utility
of spending as much time in direct clinical practice as the physicians
in private practice, with less and less time able to be dedicated to
research and education. These phenomena are not confined to
Jefferson. In a soon to be published study conducted by the Group
on Practice Affairs of the Association of American Medical Colleges,
faculty morale brought about by these and related phenomena is
dropping significantly (Lynne Davis Boyle, AAMC, unpublished
data).

5

The impact on faculty, if continued, is clear. Dissatisfaction with the
academic practice of medicine will lead to loss of faculty from
medical schools, and the inability to recruit the best and brightest
young faculty to fill their shoes. Deterioration of the educational and
translational research efforts will have long-term disastrous effects on
the public. As the country is looking to the academic medical
community to solve problems such as cancer and heart disease, while
providing protection from bio-terrorism and emerging diseases, the
academic medical community will be disintegrating.

Second, in 2002, there is a clear trend seen in the students interested in
ultimately practicing in Pennsylvania, with 92.1% of students agreeing
or strongly agreeing (with 60.0% strongly agreeing) with this statement,
in comparison to a stable 84.6% (40.1% strongly agreeing) in students
interested in practicing in other states. Finally, a trend may be
developing. There were only 445 students indicating an intention to
practice in Pennsylvania. This is a reduction of 80, or 15% over the
prior year.

Medical students are years away from choosing a practice site. Residents
and fellows make that choice at the end of their training. GME Track
Much has been written concerning the fragility of the American
(AAMC) is a survey intended to follow these and other trends. Results
health care system. After over a decade of absent capital
reimbursement, “cost minus” adjustments in hospital reimbursement, from the recent GME Track survey (see facing page) provide more
information which, if it is a trend, would raise significant concerns for
managed care “discounting” of physician reimbursement, recent
the future flow of
reductions in
young physicians to
Medicare
Table 3. Opinion of Graduating Medical Students (2001 and 2002) on Medical Liability:
Pennsylvania.
reimbursement for
Students Planning to Practice in Pennsylvania vs. All Graduating Students
physician services,
As can be seen from
and dramatic
this early data, the
escalations of
Pennsylvania
medical liability
practice
insurance
environment is
premiums for
viewed negatively
hospitals and
by young physicians
doctors, the health
entering residencies
care system is in a
(graduation
precarious state. An
questionnaire) and
important subset of
leaving residency
this health care
and entering private
system is the
practice (GME
Medical SchoolTrack data).
Academic Medical
Center. The 125
These data, coupled
medical school
with the emerging
based delivery
national data on
systems in the U.S.
faculty morale, and
are a national
the local
resource. They
information I have
clearly are jeoparprovided to you
dized, and the
raise issues which
message is reaching
must be addressed.
those who are
The emerging
choosing medicine
realization that
as a career. In
medical schools and academic medical centers are nearing their limit of
addition to those students who have chosen not to pursue medicine
survivability of the external economic factors that are buffeting all of
(applications are down from a high of >45,000 in 1996 to <32,000 in
health care, should be of concern to everyone.
2002, according to the AMCAS, AAMC), the attitudes of graduating
students and residents are instructive. Attached in the Appendix to
The physician who educates the next generation of physicians is
my Congressional testimony were two documents obtained from the
performing a societal good greater than the actual provision of patient
Association of American Medical Colleges. The first is a comparison
care. She is making it possible for thousands of other patients to receive
of the results of the graduation questionnaire administered to all
health care from those she is training. The physician-scientist who
medical students (>95% response rate). In analysis of this question,
responses of students indicating an intent to ultimately practice in the creates a new treatment not only treats the patient on whom the
treatment is proven efficacious, he gives that treatment to others, to
state of Pennsylvania are compared to all other students completing
the questionnaire. Of note are two important phenomena. First, there treat others.
was little difference between students interested in practicing in
Two anecdotes may help underscore these points.
Pennsylvania and the rest of the country in 2001. Additionally, there
were 525 students intending to practice in Pennsylvania.
• I was approached by a young physician who completed his training at
6
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Jefferson last June. I have known him for almost 10 years. He was
from coal country in Pennsylvania, and was a high school
quarterback. He was a local hero, but decided to pursue his dream of
becoming a doctor rather than play football in college. He came to
Jefferson, graduating in 1993. He completed his internal medicine
residency at Jefferson, and just complete 4 years of cardiology
training. He had a budding career in academic medicine, having
already written two research papers, and showing tremendous
teaching talent as
well. He was
offered a position
on the faculty, but
reluctantly
declined. He
entered the private
practice of
cardiology less
than 2 miles away,
across the river in
New Jersey. His
reasoning was that
he was afraid that
the medical
liability crisis in
Pennsylvania
could never be
solved, and that he
had to be sure that
he could support
his family, and pay
back his student
loans. He clearly
indicated that this
was a pragmatic
decision, as he
always had
dreamed of being a
teacher of doctors.
• Fifty years ago, a
young surgeon at
Jefferson
developed a new
machine that
would permit the
safe operation of a
previously lethal
heart problem. He
worked on this
machine day and
night for years,
testing it in
animals, working with engineers from a computer manufacturer, and
discussing each nuance with a host of other medical specialists. His
salary was paid by the institution, from funds generated by others.
He finally tested his machine on a patient, and it worked. That test
occurred 50 years ago this spring, at Jefferson. The physician was
John H. Gibbon Jr. '27, and the machine he tested was the first
cardiac bypass machine ever successfully used in a human. Dr.

Gibbon revolutionized the care of patients with heart disease, and has
saved millions upon millions of lives because of his invention. He was
a clinician scientist, a translator of results from the laboratory to the
bedside (see page 8). He was doing something that few people
thought was feasible. Were he trying to accomplish a like feat in
today’s environment, there might be inadequate institutional money
to support his clinical research.
We cannot, as a
nation, lose the
physician
teachers or the
physician
scientists. We
cannot permit
the medical
liability
insurance costs
to consume tens
of millions of
dollars per year
at Jefferson, or
any other
institution. These
are dollars
required to
constructively
build the future
of health care, its
practitioners, and
its innovations,
with a goal of
improving the
care of our
citizens. I believe
that states such
as Pennsylvania,
because of
unique circumstances, may be
incapable of
fixing this
problem. Short
term fixes fail to
solve the
fundamental
structural issues,
and merely divert
resources from
other needs. I
wish you well as
you tackle, and
hopefully solve for all of us, this pressing national issue that threatens
the fabric of our academic medical centers.
Thomas J. Nasca '75
Senior Vice President, Thomas Jefferson University
Dean, Jefferson Medical College
President, Jefferson University Physicians
7

ANNALS OF JEFFERSON

Ushering in the Modern Era in Cardiothoracic Surgery:
the Heart-Lung Machine, Developed 50 Years Ago at Jefferson
The story of the heart-lung machine was eloquently
summarized by Julie S. Berkowitz, University Art
Historian, in her 1999 book "Adorn the Halls": History
of the Art Collection at Thomas Jefferson University.
This passage from her book was written in consultation
with University Historian Frederick B. Wagner Jr. '41
and various faculty and alumni who had known the
experiments and known John H. Gibbon Jr. '27:

I

n 1946 Dr. Gibbon accepted an offer from Dr.
Thomas A. Shallow [JMC’11] to join the Jefferson
Medical College faculty as Professor of Surgery,
Director of Surgical Research, and attending surgeon.
Shallow aimed at promoting research in the surgery
department and knew of Gibbon's interest in
developing a heart-lung machine. Dr. Gibbon's more
than twenty years of research culminated on May 6,
1953 with the first successful repair of an interatrial
septal defect at open cardiotomy with complete
support of the patient by extracorporeal circulation.
This pioneering work of Gibbon's team ushered in the
modern era in cardiothoracic surgery...
In 1956 Dr. Gibbon was appointed Jefferson's eighth
Chairman of Surgery, third Samuel D. Gross Professor
of Surgery, and attending surgeon-in-chief...A particularly incisive memoir describing [his] impact on
Animal trial with the heart-lung machine, 1952
Jefferson's surgery department and on the institution
as a whole was written by Dr. John Y. Templeton III ['41], a resident
Cecilia Bavolek, an eighteen-year-old woman from Wilkes Barre,
under Gibbon and his successor in the chair of surgery..."He was
Pennsylvania. The patient was connected to the apparatus for a total
deeply concerned with education, and his lectures to the students and of forty-five minutes, and for twenty-six minutes all cardiorespiratory
his presentations of patients...were models of logical, lucid interprefunctions were maintained by the apparatus. She recovered fully.
tation...His research...remains a classic example of precise delineation
of a problem, long years of careful investigational work in the
Dr. Gibbon was assisted by Drs. Frank F. Allbritten Jr., Bernard J.
laboratory and final successful application to a seriously ill human
Miller ['43], and Thomas F. Nealon Jr. [S'44]. Experiencing relief,
patient"...
exhilaration, and joy, Gibbon later said that this was the first and
only time that he did not write his own operative note immediately
Shortly after Dr. Gibbon arrived at Jefferson Medical College in 1946
following surgery.
he contacted the International Business Machines Corporation about
his investigations. A close working relationship developed between
The 1952 photograph [reproduced here and on back cover] shows
personnel in Jefferson's surgical research laboratory and engineers at
members of the research team conducting an animal trial in the
IBM resulting in a series of experimental heart-lung models.
surgical research laboratory on the eighth floor of the College
Building. Participants are, from left to right: Anna, a technician; Steve
Dr. Bernard J. Miller ['43] had just completed his residency when he
Hudock, a technician; Dr. Richard Brown, a resident; Dr. Bernard J.
became research associate in charge of the laboratory (1950-54). He
Miller ['43]; an unidentified man; Dr. Hans Engel, a Rockefeller
was largely responsible for the design of electronic and other
Research Associate at Jefferson; and Joanne Crothers, a technician.
components within the extracorporeal circuit, and he conducted the
The technician on the left is using the manual controls for the venous
research program that made the heart-lung machine practical for
pump. In the foreground are tubes leading into the collection
human use. Only after the most painstaking experiments when the
cylinder. The pump on top of the table had been salvaged from a
success rate with the screen oxygenator using medium-sized dogs had tachometer. Under the table is the capacitor circuit. Participants
risen significantly, and the perfusion time had increased to about one observed the dog's heart pulsating throughout the procedure...
hundred minutes, was the method applied to human patients.
The first successful open-heart operation using the heart-lung
machine was conducted at the Jefferson Hospital on May 6, 1953 on
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Contributions to the Class of '53 Gibbon Scholarship Fund can be made
through the JMC Alumni Office, 1020 Locust M-41, Phila., PA 19107.
Phone: 215 955 7750. E-mail: jmc-alumni.office@mail.tju.edu
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W. W. Keen: The Memoirs of One of the
"Seven Greatest Doctors in America"
Reviewed by J. Woodrow Savacool '38
During my first week as a student at Jefferson Medical College in
September 1933, Professor of Anatomy J. Parsons Schaeffer held in
his hand the brain of the recently deceased (June 7, 1932) W. W.
Keen Jr. ’1862. With admiration Dr. Schaeffer described the achievements of this brilliant Jefferson neurosurgeon, almost a legend in his
own time, who had outlived his retirement date by 25 years.
Although Jefferson medical students passed by the William Merritt
Chase portrait of Keen regularly there was little attention paid to his
career. Not until relatively recently have his achievements been
publicized and documented, giving him due
recognition as Jefferson's most versatile
surgeon of the turn of the 20th century, and
one of the most eminent in the United States
in those years.
His contributions were reflected in his
memoirs, initially published in 1990. The
additional gleanings, provided by the
present extensively edited and annotated
work of W.W. Keen James, contribute a
great deal not only to our knowledge of his
premier surgical status but also to our
appreciation of his intellectual gifts and
scholarly pursuits. After his retirement, his
appealing personality, communication skills,
and concerns as a citizen, made him an elder
statesman internationally in medicine and in
public affairs.

neurosurgeon Harvey W. Cushing of Harvard Medical School.
Keen's career required adaptation to the major discoveries at the end
of the century, especially those relating to antiseptic surgery. These
Keen accepted and promoted when many of his peers failed to
recognize the overriding importance of the new science of bacteriology. He also pioneered in the application of recent researches in
anesthesia to convert surgery from a quick "hit and run" process to
one in which time was not as urgent a factor, thus permitting
extension and refinement of many procedures. He brought to his
profession a solid ethic based upon his lifelong religious beliefs. His
designation by Sir William Osler as one of the seven "greatest doctors
in America" provides one estimate of the esteem in which he was held.
Having had early opportunities to participate
in international medical affairs and to meet
many prominent leaders, Keen attended and
took part in surgical congresses, sometimes
learning a new language along the way. His
appointment to the Chair of Surgery at
Jefferson in 1889 added an academic thrust to
his career. His presidency of the American
Medical Association (1900) and of numerous
surgical societies, enhanced his local and
international status and let to many warm and
enduring friendships. It was thus possible for
the Kaiserin of Imperial Germany, at a formal
presentation for a group of physicians, to
recall and acknowledge Keen's hospitality
when her daughter had been a guest at his
home in Philadelphia. His many honors,
decorations, medals and his 12 honorary
degrees from American and foreign universities qualify him as perhaps the most
honored surgeon of his time.

Dr. Keen's early career was spiced by his
appointment as an assistant surgeon in the
Civil War Army of the Potomac, even prior
Apart from his medical career, Keen served for
to his having acquired an MD degree. This
10 years as President of the American
also led to his exposure to research in nerve
Philosophical Society, a distinguished group
injuries and his association with Dr. S. Weir Mitchell,
The new book's dust
of intellectuals from diverse fields. He was acquainted
also a Jefferson graduate (1850), who was to become a
jacket features the
with five presidents of the United States and on familiar
foremost physician in American medicine and later a
portrait of Dr. Keen
terms with at least three.
close friend and colleague. Keen's postgraduate studies painted by the famous
in Europe provided a "finishing" factor, which
American artist William
This new book contributes not only further exposition of
contributed greatly to his universal vision and
Merritt Chase—a portrait
the career and person of a great American surgeon but
progressive methods. His contacts there included some which still hangs in the
warrants a reexamination of the explosive changes and
of the greatest research personalities of the times –
College Building at
progress in medicine and surgery before and after the
Claude Bernard, Virchow, Koch, Hyrtl – as well as
Jefferson.
turn of the 20th century. Comparison of that period with
famous German and French surgeons. From that time
the challenges experienced in health affairs at the onset of the 21st
forward he accepted opportunities and molded them to his purposes.
century provides a fascinating perspective. For more information, see
His ultimate appointment as Professor of Surgery at Jefferson in 1889,
www.bauhanpublishing.com
preceded by extensive experiences in teaching surgical anatomy and
operative surgery, set the stage for his major accomplishments. His
The care that Dr. Keen rendered to Franklin Delano Roosevelt was
innovative surgical techniques highlighted his teaching program,
recently reexamined by Jefferson faculty members John F. Ditunno Jr.
utilizing the then popular amphitheatre demonstrations to which he
MD and Gerald J. Herbison MD. See their authoritative study in The
applied his own great skills and for which he became widely known.
American Journal of Physical Medicine and Rehabilitation, August
Among his new procedures was the first successful excision of an
2002, pages 557-566, which convincingly absolves Dr. Keen of criticism
intracranial tumor, a feat later acknowledged by the great
in that case.
9
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Internationally Recognized Surgeon
Will Direct Liver Transplant
Renowned transplant surgeon Ignazio R. Marino MD, who has
personally performed more than 650 liver transplants, has been
named Director of Liver Transplant and Liver Surgery in the
Division of Transplantation, holding the rank of Professor of
Surgery. He comes to Jefferson from the University of Pittsburgh
Medical Center and from Palermo, Italy, where he served as
director of the Mediterranean Institute for Transplantation and
Advanced Specialized Therapies (a partnership between the
University of Pittsburgh Medical
Center and the Italian National
Government).
Lloyd Ratner MD, Director of
Transplantation at Jefferson, says,
"We are honored to have a
transplant surgeon of Dr. Marino's
reputation on our team." Dr.
Marino most recently served as
Professor of Surgery at the
University of Pittsburgh.
Board certified in general and
vascular surgery, Dr. Marino spent four years training at the
Transplant Center of the University of Cambridge, directed by Prof.
Sir Roy Y. Calne, and the Pittsburgh Transplantation Institute. In
1989 he accepted a permanent position at the University of
Pittsburgh.
Dr. Ignazio Marino is a member of the American Society of
Transplant Surgeons, the American Association for the Study of
Liver Diseases, and the International Liver Transplantation Society.
He has been awarded numerous prizes. A member of the editorial
board of Transplantation and the Journal of Investigative Surgery, he
has authored 539 scientific publications and two books.

Ralph Marino ’82 Named
Clinical Director of Jefferson's
Regional Spinal Cord Injury Center
Ralph J. Marino '82 has been named Clinical Director of Jefferson's
Regional Spinal Cord Injury Center, and Associate Professor of
Rehabilitation Medicine. He comes back to Jefferson from Mount
Sinai Hospital, New York, where he was program director of the
Spinal Cord Injury Medicine Fellowship program at the Mount
Sinai School of Medicine.
His research interests include the course of neurological recovery in
spinal cord injury and functional outcome measures. Dr. Marino is
co-investigator of a multi-center clinical trial to evaluate the safety
and efficacy of an oral medication for patients with moderate to

severe spasticity, resulting from chronic, incomplete spinal cord
injury.
Dr. Ralph Marino is board certified in physical medicine and rehabilitation and has additional certification in the subspecialty of spinal
cord injury medicine.
Dr. Marino serves as chair of the Neurological Standards Committee
for the American Spinal Injury Association and as treasurer for the
American Congress of Rehabilitation Medicine. He serves as associate
editor of the American Journal of Physical Medicine and Rehabilitation.
A graduate of Jefferson Medical College, he completed a residency in
physical medicine and rehabilitation at Jefferson in 1987. He also
earned a master of science degree in clinical epidemiology from the
University of Pennsylvania in 1998. He is the author of more than 50
peer-reviewed papers, chapters and abstracts.

Pulmonary/Critical Care Fellows Win
National CHEST Challenge,
Beating 88 Other Medical Schools
Three pulmonary/critical care fellows from Thomas Jefferson
University Hospital bested fellows from medical programs across the
United States and Canada to win the American College of Chest
Physicians' (ACCP) CHEST Challenge in San Diego.
Rodolfo Pascual '94, Bharat Awsare CCM'02 and Vikas Batra CCM'02,
all from the division of Critical Care,
Pulmonary, Allergic and Immunologic
Diseases at Thomas Jefferson University
Hospital, were awarded the first-ever
ACCP "Gold" in a Jeopardy-style
contest that tested the knowledge of
fellows from pulmonary/critical care
medicine programs.
The CHEST Challenge began last May
when the ACCP invited 250
pulmonary/critical care programs to
compete in an online contest consisting
of 50 pulmonary trivia questions.
Fellows from 89 medical schools
responded. The top nine finishers were
then invited to attend the November
ACCP National Meeting in San Diego,
where the competition continued.
After the semifinals narrowed the
teams down to three, the final round
of the CHEST Challenge
Championship was held on the last
night of the conference.
As first place winners, the Jefferson
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Drs. Awsare (above)
and Pascual

fellows earned trophies, awards and $5,000 for research. The Mayo
Clinic placed second, taking home $3,000.
Jefferson's fellowship program in Pulmonary and Critical Care
Medicine is well established as a training ground for superior
clinicians and researchers. "By winning this contest, they are
continuing a strong tradition and demonstrating that Jefferson has
the best," said Frank Leone PUD'97, Assistant Professor of
Medicine.
All three physicians completed their fellowships in June 2002.
Currently, Drs. Awsare and Pascual are members of the Jefferson
Medical College faculty and see patients at Thomas Jefferson
University Hospital. Dr. Awsare is Clinical Assistant Professor of
Medicine and Director of the Medical Respiratory Intensive Care
Unit. Dr. Pascual is an Assistant Professor of Medicine, specializing
in asthma research and treatment.

Two Medical Students Win
AOA National Awards
Two Jefferson Medical College students have received AOA National
Student Awards, one for original scientific research and another for
an outstanding essay. "To our knowledge, having two winners from
Jefferson in the same year has never happened before," says Troy L.
Thompson II MD, Professor of Psychiatry and Human Behavior, JMC,
and faculty advisor to the Jefferson chapter of AOA, the National
Medical Honor Society. "Having one winner is quite prestigious for a
school, but honoring two in the same year is unprecedented. This
accomplishment highlights both the specific achievements of our two
winners and the overall quality of our students."
Winner of a 2002 AOA National Student Research Fellowship is
Joseph Capriotti '03, for his design of a study to monitor the
usefulness of specific serum markers to diagnose and monitor
treatment response for acute vaso-occlusive crises in sickle cell
anemia. He will conduct the study with Patrick Chang MD,
Instructor, Department of Medicine, and David Marmor '03, who
have both been crucial in developing the methodology for the project.
Winner of the 2002 AOA National Student Essay Award is Risa Ravitz
'05 for her 4,750-word essay, "The Orbit of My Eye." She describes
her work as a "slice of nonacademic life" written from a medical
student's perspective, providing both emotional and narrative
descriptions "from 9/11 to the crescendo of finals in January." The
essay also conveys Ms. Ravitz's perception that scientific and artistic
visions often intersect. Her essay is to be published by AOA in its
journal, The Pharos.

At Career Day, presented by the Alumni Association
for the sophomore students, presentations included
William Grizos '81 (above) on radiation oncology
and John Gould '86 (right) on pediatrics.
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Jefferson Urologists Pioneer a
Less Invasive Option for Prostate Cancer
Thomas Jefferson University Hospital is the first medical center in the
Delaware Valley to make the state-of-the-art laparoscopic radical
prostatectomy procedure available.
Traditionally, prostate cancer has been managed surgically with open
radical prostatectomy, which can entail risks and a lengthy recovery
time. Now, specially trained urologists at Jefferson offer a minimally
invasive, less-traumatic surgical option to certain men with prostate
cancer. Laparoscopic radical prostatectomy reduces blood loss during
surgery, lessens the risk of postoperative complications, and
decreases recovery time.
“We are very pleased that we are now able to treat prostate cancer
laparoscopically,” said Stephen E. Strup U'94, Assistant Professor of
Urology. Laparoscopic surgery in general has become much more
widely available in recent years. Common laparoscopic procedures
include gallbladder removal, appendectomy, and correction of
esophageal reflux. Additionally, urologists frequently remove other
urologic tumors, such as those on the kidney and adrenal glands,
with laparoscopy. Yet, laparoscopic radical prostatectomy was not a
viable treatment option until recently.
“The chief advantages of laparoscopic radical prostatectomy are a
reduced loss of blood and a shorter recovery time. Our patients are
also glad to have the option of feeling better sooner,” said Dr. Strup.
After laparoscopic radical prostatectomy, the patient’s urinary
catheter is removed in less than a week. This tends to be earlier than
with traditional surgery, and the time continues to shorten. In
studies, the length of recovery time to normal activity has averaged
two to four weeks for laparoscopic patients, and six to eight weeks for
patients who have had the open procedure. As prostate cancer
treatments, laparoscopic radical prostatectomy and traditional radical
prostatectomy are similar in effectiveness. A handful of American
urologists attempted laparoscopic radical prostatectomies in the early
1990s with limited success, explained Dr. Strup, but most abandoned
the surgery because it was deemed too difficult and time-consuming
compared to the open procedure. However, a group of urologists at
the Institut Mutualiste Montsouris in Paris persevered, and perfected
and standardized the laparoscopic radical prostatectomy technique.
“The French team worked through the initial learning curve and
created a procedure that could be reproduced by skilled physicians in
other clinics,” said Dr. Strup. “Their patients did very well. It became
apparent that laparoscopic radical prostatectomy is a worthwhile
option.”
Earlier this year, Dr. Strup and a colleague traveled to Paris to meet
Institut Mutualiste Montsouris urologists and learn the procedure.
“We were very impressed,” said Dr. Strup. “Here at Jefferson, we
embarked on our first procedure over a year ago, and since then have
successfully completed more that 40 procedures. As our experience
has grown, so has our enthusiasm for the procedure.” Patients
prepare for the laparoscopic radical prostatectomy the same way they
prepare for traditional surgery—by fasting for a short time and
avoiding certain medications prior to surgery. The procedure requires
12

JEFFERSON

Medical College Alumni Bulletin

general anesthesia and takes between three and five hours. This is
slightly longer than an open procedure.
During the laparoscopic procedure, the urologist makes several tiny
incisions and then inserts an endoscope (a narrow telescope). The
endoscope allows the urologist to pass miniature instruments
through the incisions and to watch what he is doing on video
monitors. Jefferson urologists are also aided by a voice-controlled
robot that moves about, as commanded, to provide a steady video
picture where needed.
Laparoscopic radical prostatectomy allows urologists to better
visualize the prostatic apex and urethra during surgery, which may
result in lower postoperative incontinence and impotency rates. Not
every one is an ideal patient for laparoscopic radical prostatectomy.
Currently, the procedure is best performed on patients with a lower
volume of cancer, or localized disease. In the future, said Dr. Strup,
the surgery will likely be offered to patients who may currently be
considered inappropriate.

Jefferson Surgeons Perform Region’s First
Incompatible Kidney Transplant
Surgeons at Thomas Jefferson University Hospital recently completed
the first known crossmatch incompatible kidney transplant in the
Philadelphia tri-state region. Crossmatch incompatible transplantation can allow transplant recipients to receive kidneys from living
donors who are incompatible because of donor antibodies that
previously would have caused immediate and irreversible rejection.
Lloyd Ratner MD, Director of Transplantation at Jefferson, who
developed the procedure when he was at Johns Hopkins in Baltimore,
performed the kidney transplant at Jefferson Hospital on September
3. The procedure involved a 55-year-old South Jersey woman who
received a kidney from her adult son. Both live in Hammonton, New
Jersey and are doing well.
"Crossmatch incompatible transplantation and the similar ABO
bloodgroup incompatible kidney transplantation have the potential to
increase transplant opportunities for profoundly ill patients who
otherwise may have been prevented from being transplanted or who
would have waited for an extended period of time," said Dr. Ratner.
"This procedure will increase the availability of living donor organs."
More than one-third of willing donors are turned down because their
blood types are not compatible with the person to whom they wish to
donate their kidney. Another 10 percent of patients have antibodies
against potential donors, making them incompatible.
Dr. Ratner said the new type of transplant has been shown to be very
successful. “Studies indicate that crossmatch incompatible and blood
type incompatible kidney transplants work as well as conventional
transplants and last as long.”
Patients typically can receive organs only from donors compatible
with their own blood type (i.e., A, B or O). Otherwise, naturally
occurring antibodies to the different blood type would trigger the
immune system to destroy the transplanted kidney. ABOMarch 2003

incompatible transplantation increases the availability of kidneys
from living donors, particularly from relatives who would be willing
to donate a kidney to save the life of a loved one.
The South Jersey recipient developed kidney failure due to a long
history of diabetes. Her 28-year-old son, a computer programmer,
offered to donate a kidney to his mother after learning that she might
have to go on hemodialysis in the near future if a new kidney was not
available. In hemodialysis, the patient’s blood is passed through an
artificial kidney machine to cleanse it. The recipient’s younger son
was tested as a possible donor, but the elder sibling was a better
match, said Dr. Ratner.
A kidney from a living donor is preferable to a cadaver organ for
several reasons:
• The waiting period is shorter
• The organ can be tested prior to transplant
• The organ frequently functions immediately after transplant
• The organ typically lasts much longer
In order to receive an ABO-incompatible or crossmatch incompatible
transplant, the patient must undergo plasmapheresis, a dialysis-like
procedure that removes harmful antibodies from the patient’s blood,
including those that would potentially destroy an incompatible
organ. The patient then receives an infusion of immune globulin, a
medication that includes many of the regular antibodies needed for a
functioning immune system. Plasmapheresis is performed several
times prior to transplant, depending on the level of antibodies
present.
To prevent the antibodies from returning and damaging the kidney,
the recipient has several plasmapheresis treatments and doses of
immune globulin after the transplant. In addition, in the case of ABObloodgroup incompatible transplants, the recipient’s spleen—where
antibodies are produced—is removed during the transplant
procedure through tiny incisions. A low level of antibodies may
return after the transplant but does not appear to damage the new
kidney, Dr. Ratner said.
Normally, a kidney transplant recipient takes three immunosuppressive medications. A recipient who has received either an
ABO-incompatible or crossmatch incompatible kidney transplant
takes these same three medications, as well as five doses of a fourth
medication. If rejection is suspected, the recipient may need
additional plasmapharesis treatments and a kidney biopsy to
determine if the rejection is due to antibodies coming back.

Chinese Health Information Center
Receives $1.5 Million to Expand
Thanks to a $1.5 million grant from the United States Office of
Minority Health, a series of expanded programs designed to improve
access to health care for the Philadelphia Chinese-speaking
community will be offered by the Chinese Health Information Center
at Thomas Jefferson University Hospital.

live within walking distance of medical care, do not take advantage
of it because of language and cultural barriers," said Thomas J.
Lewis, President and CEO of the hospital. "We are most
appreciative of Senator Arlen Specter's efforts to facilitate this
grant."
Philip Siu MD, Director of the Chinese Health Information Center,
says that "as a result of this funding, we will be able to reach people
with potentially serious health problems like hypertension, heart
disease, hepatitis B and cancer who don't seek care, and whose
problems often remain undiagnosed until they have progressed to
costly incapacitating illness or death."
Jefferson's Chinese Health Information Center opened five years ago
with support from the hospital and from the Robert Wood Johnson
Foundation, the van Ameringen Foundation, the Connelly
Foundation and the hospital's Women's Board. Its mission was to
provide culturally sensitive and linguistically competent health
education, community outreach and case management services to
the Philadelphia-area Chinese community.
The center has expanded from this initial goal and currently serves a
large segment of the Chinese community in the Philadelphia area.
The bilingual staff provides health education including Chineselanguage childbirth classes for expectant mothers, medical
interpretation, support for Chinese-speaking hospitalized patients,
and assistance in making appointments with health-care professionals.
Dr. Siu, who is an Instructor in Pediatrics, says: "With this new
federal funding, we will be able to become an even stronger
presence in the Chinese community." As part of the expanded
program under the grant, center staffers will go into the community
and provide health screenings and seminars on health issues of
special interest to the Chinese community. These include hepatitis
B, heart disease, cancer and osteoporosis. Center staffers will also
create 24 public-service articles for use in Chinese-language
publications to provide health information and contacts to enable
underserved populations to access care and to identify affordable
medical insurance.
So far, programs scheduled include:
• One-on-one consultations and information sessions in 52
locations throughout the city. Most of these sites will be where
Chinese-speaking people work, such as banks, restaurants and
garment factories.
• Mammogram screenings at Jefferson University Hospital and
dexascan screenings to check for osteoporosis at Thomas Jefferson
University Hospital and its Methodist Hospital Division.
Two years ago, Jefferson's Chinese Health Information Center
partnered in the Chinese Community Partnership for Health with
New York University Downtown Hospital in New York City to
develop two easy-to-understand bilingual publications on prenatal
and infant heath care, and a companion video in Cantonese and
Mandarin.

"Despite the wealth of health care options in the Delaware Valley, our
research shows that most Chinese-speaking people, many of whom
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