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Educating Medical Students:

Striving for EXCELLENCE

uring the past six months a group of faculty

members, with additional input from non-

faculty, has devoted countless hours to dis-
cussing potential changes in the University of
Wisconsin Medical School curriculum. Alumni read-
ing this will be tempted to muse, “Yes, they changed
some things while we were in school and a few years
before we arrived, too. It didn’t make much differ-
ence—like rearranging deck chairs on the Titanic.”

Today, though, the effort has taken on a new

urgency, for financial, political and societal pressures
seem to mandate significant and expedient changes
in the health care delivery system. None other than
Dr. George Lundberg, Editor in Chief of Scientific
Publications of the AMA and Editor of JAMA, spoke
on the UW campus in late ‘92. He warned of an
impending crisis in medicine and predicted a state of
“meltdown” if serious reforms were not forthcoming.
(See WMAA Quarterly, winter 1993.)

Whatever the changes might be, they will

inevitably force their counterpart in how we teach in
medical schools. In fact, the success or failure of any
health care system will depend in large part upon the
quality of newly-trained and retrained or redirected
physicians who will form its backbone.

On April 14, 1993, a group of more than 100
faculty members, along with selected medical stu-
dents, some members from the Medical School
Community Advisory Board and others interested in
medical education, met for a day of lectures, poster
sessions and group discussions focusing on how
change in the curriculum should proceed. The
Curriculum Retreat was sponsored by the Medical
School’s Educational Policy Council.

As the day progressed, several themes emerged.
=— Dean Laurence Marton, the first speaker, introduced
several of the themes. He emphasized that the times
# call for fundamental change in curriculum so that the
Medical School-indeed all medical schools—can begin
to respond to the dearth of practicing physicians in
primary care and other pressing problems. In the past,
the curriculum has not always been considered a high
priority concern. Now curriculum reform must be
treated seriously, perhaps even radically in some areas.
Dr. Marton pointed out that the focus of clinical
education is moving away from the hospital as a cen-
tral teaching site, which is proving to be a costly
change. The funding of medical schools is becoming

y



Laurence Marton

more worrisome as it shifts from traditional sources.
(See the article by Associate Dean for Administration
Richard Culbertson elsewhere in this issue.)

We must preserve the things we do well, he
emphasized, but we must carefully examine those
areas in which we do less well. This calls for a mecha-
nism to continuously monitor and evaluate changes
in medical education to determine if earlier decisions
were correct.

The challenge is great, exciting, and potentially fun.

The Perspective from Michigan

r. Giles G. Bole, Dean of the University of

Michigan Medical School, a sister institution,
explained his school’s recent efforts at dramatically
revamping medical education. The changes made
after much soul-searching and deliberation were far
reaching. They included the introduction of clinical
medicine during the first semester and the integra-
tion of several courses into fewer, more comprehen-
sive courses that call for not more than 15 lectures
per week. Extensive use is made of technology; for
example, anatomy is studied primarily via a virtual
reality helmet which the student can consult as often
as he or she wishes.

In their introduction to the patient, the class gath-
ers for a four-hour session each week in which they
debate topics such as bioethics in an open-forum
format. Student interest generally causes the class
to run overtime.

In the junior year there is a primary care mandate
that requires 60% of clerkship time be devoted to

ambulatory experiences. During
the senior year more clinical
experience is required as well as
advanced basic science experi-
ence. A comprehensive clinical
assessment of the student is also
required in the senior year.

Has Michigan’s new curricu-
lum made a difference? Dr. Bole
said it has generated a great deal
of enthusiasm among faculty and
in the student body, but since its
implementation only began in
1992, it is too early to tell. Each
school, he added, must work out

its own process of change.
A Panel Responds to Dean Bole’s Presentation

rofessor of Medicine Dennis Maki, Professor of

Biomolecular Chemistry Robert Metzenberg, and
Associate Dean Carl Getto discussed various aspects
of Dean Bole’s remarks.

Dr. Maki noted that the U.W. Medical School has
already cut back substantially on the number of lec-
tures, although he added that good lectures are not a
bad way to teach. Course content is way too much,
but we must cautiously examine how and how much
to cut material. Reform begins with goals: what is
really important and how can we best get there? What
is truly essential and cost effective? Mentorship;,
though important and popular, is very labor intensive,
especially if the federal government doesn’t help with
funding. We need-to better integrate clinical medicine
with the basic sciences, but not supplant basic sci-
ences. Change simply for the sake of change must be
avoided. Above all, we should make learning more
fun and less onerous for all concerned.

Dr. Metzenberg, who has served the Medical
School since 1955, witnessed much curriculum
review and its outcome. Change in curriculum has
probably contributed to a better medical school but
needs proper control. And it always brings about

some disorder. We shouldn’t change what is working

well. We should, however, change the faculty reward
system in which teaching is rewarded minimally and
research is rewarded maximally; national visibility
and recognition should redound to good teachers.
Students should be subjected to an examination sys-
tem different than multiple choice, which promotes a
Pavlovian style of learning. Medical education at the
U.W. is better than we tend to admit; we are com-
mitted to continuing change and we have done many
things well if not ideally. We should not throw out
the baby with the bath water.

~ Dean, Interim Dean

GILES BOLE

Dr. Giles G. Bole,
keynote speaker for the
curriculum retreat, was
appointed Dean of the
University of Michigan
Medical School in July
1991. He served on the
Internal Medicine faculty
for 25 years before
becoming Senior

Associate Dean,

Executive Associate

and now Dean.

His past positions
also included Chief of
Rheumatology and
Director of the University
of Michigan Multipurpose
Arthritis Center. He has
served in several national
organizations and
authored many papers
and book chapters. A
member of Alpha Omega
Alpha, he has received
the Oren E. Scott Award
for Academic
Achievement, the Center
for Diseases Control

Service Commendation

Medal, and the Arthritis
Foundation Volunteer

Service Citation.




Dr. Getto said that in medical education,
we have in the past assumed that we are doing
things right. Thus we are not good at asking
society if it is satisfied. Right now, society is
not too accepting of the status quo and we
must ask the opinions of the people who are
paying us. We need change. This doesn’t nec-
essarily mean that we've done things wrong
but rather that there are ways to do them bet-
ter—to provide students with the wherewithall
to carry them through the next 50 years.
People constitute the heart of medicine; the
physician must be interested in people and
have the ability to work with people; the
physician must be willing to share decision-
making, consider options, and practice in a
group. (The Medical School and its commu-
nity partners have founded a Community
Advisory Board to provide feedback and
direction to the Medical School from com-
munity physicians and organizations. Dr.
Getto heads the group.)

A member of the audience, Chairman of
Medicine Donald Harkness, recalled that we
educated just as well 30 years ago with much
help from volunteer faculty, who acted as
role models. When Medicare and Medicaid
arrived, we got rid of most of the volunteers
and enlarged the Medical School faculty. In
the future, perhaps we could profit by
reestablishing the old system.

Assessment of the Current Curriculum

ater in the morning Dr. Sheldon

Horowitz, Professor of Pediatrics and
Associate Dean for Curriculum, explained
that during phase one of their deliberations
the Educational Policy Council examined
how other medical schools were planning to
change or had changed their curricula as well
as the recommendations of medical-educa-
tion organizations . As Council members
surveyed students, faculty, mentors, resi-
dents, and recent graduates, they found a
great deal of agreement about the strengths
and weaknesses of the Medical School’s cur-
rent curriculum.

WHAT’S GOOD: The Medical School can
be thankful for many excellent teachers and
mentors in both the basic and clinical sci-
ences. Many of the faculty are strongly com-
mitted to teaching. The quality of medical
students remains high. There are some very
good courses in the first two years and some

Sheldon Horowitz

very good clinical clerkships in the third and
fourth years; the new primary care clerkship
was cited as a model program by Academic
Medicine. The required fourth year preceptor-
ship, offered at 22 sites, as well as other clini-
cal, volunteer and research experiences have
been highly rated. Student and peer review of
courses yields consistent results.

WHAT’S NOT GOOD: There are too
many courses, some with too many instruc-
tors. Too many details are taught in the
first two years, especially clinical detail in
the second year. Courses are not well inte-
grated and there is not a cohesive four-year
curriculum. There are gaps in the curricu-
lum. Learning tends to be passive. Students
receive insufficient exposure to: communi-
ty-based, ambulatory patients; rural and
inner-city patients; and primary-care role
models. There is neither a four-year clini-
cal-skills curriculum nor a comprehensive
assessment of clinical skills. Some courses
lack clear-cut objectives and some exams do
not relate to objectives. Some teaching
needs improvement and good teaching
needs more rewards. The transition from
basic science to clinical years is poor. The
system needs built-in mechanisms for
incorporating change.

Dr. Horowitz next presented the
Council’s tentative goals to improve medical
education. The first goal he mentioned was
to develop ways to increase the students’
participation in learning so that they will
become lifetime learners. Some of the other
goals were to: streamline the curriculum by

orgmizmions.ﬁishmdedbyﬁf.(udm

decreasing the number of courses and
increasing course integration; emphasize
important concepts and principles; develop
a four-year curriculum plan; expose the stu-
dents to diverse patients and settings; teach
clinical skills throughout the four years;
improve assessment of students; establish a
mechanism for monitoring and changing
the curriculum; develop a system for
rewarding good teaching; encourage research
in medical education; ...and more.

The Council plans to have reforms in
place for first year medical students in the

fall of 1993.
Small Group Discussions

Following lunch, retreat participants
perused a variety of posters, then broke
into small group discussions:

v’ Rewarding faculty effort in medical
education, led by John Harting, Ph.D.
and Elaine Mischler, M.D.

v’ Acquiring and evaluating clinical
skills, led by Margaret Little, M.D.
and Douglas Smith, M.D.

v Providing opportunities for medical
education throughout Wisconsin, led
by Joseph Mazza, M.D. and Susan
Skochelak, M.D.

v Using new methodologies to improve
teaching and learning, led by Daniel
Dumesic, M.D.

v’ Developing a four-year integrated cur-
riculum, led by Sheldon Horowitz,
M.D. and James Pettersen, Ph.D.

Since the Quarterly is limited in the
amount of space it can devote to an article, a
great deal of material discussed at the retreat
does not appear here. Readers may, however,
contact Dr. Selma VanEyck, Curriculum
Associate, at the Medical Sciences Center,
1300 University Ave., Madison, W1 53706,
or phone (608) 263-4606 for a more detailed
account. Q




IMMUNIZATION

by Tom Ryan 52
member of the WMAA editorial board

mmunization is back in the news in a big way. My own interest

dates from a childhood memory of the woven straw seats on the
Breese Terrace streetcar, when my father took me and my sister to
the Health Department for our shots. And when we asked, “Do
you have to?” he told us that in his childhood the family on a
neighboring farm got diphtheria, and by the next morning, five
members of that family were dead. Right then I was convinced,
and over forty years later I marked the day of Bela Schick’s death
with a prayer of thanks.

My next lesson came with the measles quarantine sign on our

front door. When the day finally came for Doctor Tenney to take it

down, he asked me to give a tube of blood because Bill Kieckhofer’s
sister and Rudy Schmidt’s sister were just getting sick; and that was

how I learned of the use of convalescent serum to modify an often Bill Sprague, Bob Samp, John Sanders, Harold Ibach and Rudy

fatal infectious disease. Schmidt. But that year there was a special urgent time constraint—we
The most impressive lesson came from our city health nurse, had to make it to the end of the quarter. These were to be Miss

Miss Bohon. She and Doctor Bowman knew every child around, Bohon’s final weeks since she had a malignancy.

and they later ran across many of those Madison family names on We weren’t supposed to know, but of course we did. And we

the Medical School roster: Jack Keefrey, Charley Larkin, Larry

Giles, Ann Fred, Bill Enneking, Myles Smith, Marv Nelson, John doctors,” and we were even more lucky to be part of those final

Buesseler, Jim Nellen, Ann Bardeen, Stan Rubnitz, Wess Horswell,
Helen Wesencroft. I missed as many as | remembered.
The students in my class had been assigned to do home visits

with the health nurse, and the final weeks of the quarter brought one the end of life. Q
or two of “Miss Bohon’s doctors” every time. She had the Fox twins,

made it through the term. Miss Bohon was so proud of each of “her

weeks. As small children, she had immunized each of us for produc-
tive lives ahead, and as adult medical students, she gave us a mature
example of her courage, a moral immunization lesson about facing

y

The U.W. OUTLINE FOR DIRECTING CONTRIBUTIONS

f you are solicited by either the UW Medical Alumni Association, or by the UW Foundation, make certain that your
intentions are clear as to where your contribution should be directed. Your gift can be directed to the Medical Alumni
Association through the UW Foundation.

I. Undirected contribution—this will go to the general University Funds and can be used anywhere the University decides—
i.e., Law School, Music School or General Operations.

II. Directed contribution—this will go wherever you designate. It is hoped that primary consideration be given to:

A. The U.W. Medical Alumni Association

1. Restricted—this can go to a Class Fund, the low interest student loan program, scholarships, guest lectures,
Medical School teaching or research programs or any other specific project of the Medical Alumni Association.

2. Unrestricted—this can go into general operating funds to be used as directed by the Board of Directors for student
activities, class reunion planning, The Quarterly, receptions at national meetings, student or teaching awards and other
regular activities.

B. The U.W. Medical School _
1. Restricted—this can go to a Department, an activity such as the Cancer Research Center, or a specific such as an

endowed Professorship.
2.Unrestricted—this goes into the general fund of the Medical School to be used for building, equipment, teaching, etc.

Your contributions are generous and appreciated. The purpose of this outline is to make sure that your contribution gets to the
place you originally intended, and is used for the purpose that you had in mind when you contributed. If there are any questions,

call 608-263-4915.
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The Great Debate in B Eieyon ISt
Chnton administration may have

B Healtb Care. . disclosed its plans for a national health
Mﬂnﬂged COmP e,tztzon., - care program. The debate, however,
- VS Smgle P ayer P, lan “ will no doubt continue and may even

heat up, for decisions concerning what

system of health care will best fit the
needs and temperament of the
American people and concurrently slow

-.-the acceleration of costs are fraught
;::with complexities at every level.

In early May the Madison Chapter
of Physicians for Social Responsibility
sponsored a debate that compared a
managed competition model of univer-
sal health care, presented by Dr. Cyril
. Hetsko, Clinical Associate Professor
- 'of Medicine and a Madison internist,
 witha smg!e payer system, defended
by Professor of Medical Ethics and
~ Philosophy Daniel Wikler. Dr.

- Laurence Marton, Dean of the
Umversnty of Wisconsin Medical
‘School, moderated the debate.
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Laurence Marton

Setting the Scene
In introducing the discussion, Dr. Marton
pointed out that the United States has
been innovative in creating a sophisticated,
high quality health care system. In the
midst of the great accomplishments of
American medicine, however, we must
remind ourselves that about 37 million
Americans are uninsured and approximate-
ly 16 million are underinsured.
Furthermore, our cost for health care per
capita is the highest in the world.

Still another dichotomy is the fact that
outcomes measured by criteria such as
longevity and infant mortality are not near-
ly as good as they might be, for access to
medicine is not available to everyone. Our
delivery system is uneven.

The national budget for health care will
soon be one trillion dollars a year. Shortly
after the year 2000, it will reach two trillion
annually if current trends continue. This
alarming escalation in costs forces us to
address the issue immediately. We want to

insure excellence of care, administer the sys-
tem more wisely, and incorporate the unin-
sured and underinsured —at no greater cost
than what we presently pay. Can we get
more for less?

“I think not,” Dr. Marton said. “Quite
the contrary. In the short term there will be
severe problems while we adjust to new fis-
cal realities. But this is a creative, innovative
country. We will solve the economic prob-
lems that face us in some fashion, and we
will end up with a health care delivery sys-
tem that will be more effective and that will
include all the citizens.” In our rush, he
added, we must not forget research and
education and how they will be funded;
these must be put into the equation.

Most physicians, both academic and
practicing, he continued, understand the
seriousness of the problem and want to be
part of the solution.

One Solution: the Single Payer Plan
Dr. Wikler prefaced his remarks with the
prediction that some form of managed
care will be reccommended by the adminis-
tration because such a program has a far bet-
ter chance of clearing political hurdles, even
though the majority of the study team is
rumored to favor a single payer system.

The single payer option that Dr. Wikler
and others prefer is modeled after the plan
adopted in Canada in the 70s. While
health care costs in this country have gone
through the roof during the past 15 years,
the Canadian plan has fared better because
it includes cost containment.

A major factor in the escalation of costs in
this country is administration, as reflected in
the substantial growth rate for administrators.
The Massachusetts Blue Cross group requires

the same number of workers as the whole

country of Canada, for example; and the
General Accounting Office has calculated
that if the U.S. switched to a Canadian type
system, we could save $80 billion in the first
year alone, which is enough to pay for all
uninsured citizens and to eliminate all
deductibles and co-payments without any
total increase in cost. There is administrative
overload—paper-work, marketing, etc.—in the
American system amounting to 24% of the
nation’s health bill. In Canada administra-
tion accounts for 11%.

The essentials of a Canadian-style
national health plan include:

v asingle public payer, presumably a
government agency at the state level
with public accountability

v universal care

v comprehensive care

v no out-of-pocket payments or co-
payments

v hospitals are paid from two different,
non-interchangeable funds, one for
operating expenditures and the other
for capital expenditures, which allows
the government to keep tabs on alloca-
tion of technology, etc.

In such a system, the government can
bargain with physicians, hospitals, drug
companies and other providers. The pro-
gram does not scrimp, even in the case of
organ transplantation. And it is more accept-
able to those served: 56% of Canadians feel
their system works well, while 10% of
Americans feel our system works well. (Note
that Canada and the U.S. are much alike in
their ethnic makeup and their economies.)

Americans are typically averse to govern-
ment programs, but this proposal is actually
socialized financing of a private system. In
Canada physicians do not work for the gov-
ernment, and hospitals are not government

: AN IEL WIKLER U WL
';Professor of Medlcal EthléS;m
3Plulosophy, was “staff philosop

o the President’s Commlsswn

edlcmc. He. has also been a regu

tant to health care orgam—

ons and belongs o the UW B
'1tal Ethu:s Commrttee.

PHYSICIANS FOR SOCIAL
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RESPONSIBILITY (PSR) has been
! ‘in issues of war and
as social equity and
\Its‘parent organization
d the Nobel Peace Prize in
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embers are active in




Cyril Hetsko

owned. Around the world, satisfaction is
highest in systems financed or run by a
government; dissatisfaction is highest
under the most privatized care.

Under managed competition, which
many Americans have been experiencing
for the past 15 years, there is great pressure
to weed out poor risks, and the system so
far has not held down costs. It leads to
increased overhead, difficult administra-
tion, less choice and more micromanage-
ment. Also, large populations are required
for efficiency and for genuine competition,
which would eliminate all but large
metropolitan areas.

The Managed Competition

Alternative

Dr. Hetsko began his presentation by
asserting that any health care system

we evolve into must:

v include universal coverage, precluding
red-lining based on pre-existing condi-
tions or on area of residence

v include a full range of services, from
vaccinations to cardiac surgery

v be affordable

The development of managed competi-
tion has largely been a uniquely American
contribution to health care. Countries such
as Canada, Germany, Great Britain and
France are currently examining our system
for possible adoption of some aspects.

There is no single definition for man-
aged competition. Basically, it is the
empowerment of consumers to determine
how much, where and at what cost they
obtain health care. Consumers would be
clustered in large, regionally organized pur-

Daniel Wikler

chasing groups or health alliances. (As
being considered now in Washington, large
employers would have the option to make
their own health care arrangements,
although Dr. Hetsko thinks everyone
should join the local pool.)

Tax incentives would encourage people
to choose a lower cost plan, but individuals
would be allowed to pay extra for plans
offering extra coverage such as cosmetic
surgery or other non-essential care as well
as more freedom to choose non-plan doc-
tors with copays and deductibles.

For their part, physicians would join
together to offer plans similar to today’s
HMOs that would cover everything at a
pre-set annual fee. Plans would compete
for patients on the basis of quality and
price, and personnel would continually
search for ways to cut waste. Government
agencies would supervise the process to
maintain a level playing field by protecting
quality of care and helping the poor join a
plan. Everyone would have access to the
same basic care.

In essence, managed competition seeks
to transform the way most Americans buy
health insurance, making them more con-
scious of the price of the coverage. It would
likewise change the way care is delivered,
making doctors more aware of the costs and
benefits of medical decisions. Managed
competition includes local versions of the
single payer system, letting people in one
area decide how much coverage they want
from whom, and how much they will pay
for it—a locally driven choice that empowers
individuals on a local basis and offers them
more flexibility and responsiveness. Many

insurance companies may no longer exist
after full implementation of such a program.

On a philosophical level, a program of
managed competition provides long-term
efficiency that can only come from the
marketplace, as opposed to a centralized
group determining what is best for every-
body. We’re very concerned, Dr. Hetsko
explained, about the poor track record of
government up to this time in health care
activity. Promises made by the federal gov-
ernment have often proven to be hollow in
implementation.

The Canadian model is not a paragon,
and its costs have been increasing lately at a
rate higher than in the U.S..

KRN

uestions from several members of the

audience further warmed up the
debate and illustrated the passion that can be
engendered by a discussion of health care.
Some questions/statements focused on the
desirability of the Canadian system, upon
which the single payer plan is modeled.
Others claimed that many Canadians come
to the U.S. for medical care because it is
more accessible and expedient. The rebuttal
held that many Canadians travel south dur-
ing cold weather, and some of them become
sick while on vacation. It was also noted that
Americans frequently travel to Canada for
less expensive medical treatments.

The matter of long waiting periods for
surgery and other procedures in Canada
was countered with the argument that if
you have heart trouble in Canada and have
to wait your turn for surgery, you are still
better off than being a heart patient in
California, where you have a better chance
of being operated upon unnecessarily.

High technology is used less in Canada
but is perhaps over-used in the U.S.
because expensive devices are more avail-
able here and must be paid for. Unrealistic
patient expectations can also contribute to
the over-use of technology.

And so the evening went. Dr. Marton’s
earlier prediction that sparks may fly before
the debate ended proved to be on target.
Little, of course, was resolved, but all sides
received a hearing and the audience seemed
to leave the State Historical Society
Auditorium more animated than when

they entered. Q



EDITOR’S COLUMN

Pre-med Education-$140,451 in 2010

hildren being born now will be entering college in 2010. It is estimated

that a four-year education at the University of Wisconsin-Madison will
cost $140,451 for state residents. This would represent only a pre-medical
career. Four years of medical school would cost even more.

Twenty years ago education at the University of Wisconsin-Madison cost
$2,500, with tuition of $628. Last year, the same education cost $7,258, wi
a tuition of $2,076. Going back to the dark ages of the depression, tuition
was less than $30 a semester, and hospital insurance (at the infirmary) was
included. At that time, 66% of the students were at least partially self-sup
porting and some were totally self-sufficient.

How will these projected costs affect medical student applications? Surel
four years of medical school will be more expensive than the pre-med
years—partly because of the annual inflation rate, plus the higher level of
tuition. Who will be able to afford such an expenditure? The students will
have to come from wealthy families or they will be heavily in debt or some
form of subsidy will have to be developed which undoubtedly would lead to
more government control. Could the premedical course be shortened? Years
ago entrance to medical school followed three years of pre-med and some
times even two. Many fine physicians resulted from this program.

With four years of college and four years of medical school followed by three

to five years of residency and an inevitable debt, one wonders how many young

Victor S. Falk, MD, 39 men and women will be able to embark on medical education in 2010. Q

“We Are All Pink on the Inside” Many doctors upon retirement feel

A Book Review by Victor S. Falk 39 ; /1
ook Sevieus 0y Victer 5. Fale 5 called upon to write books detailing

illed as “a doctor’s irreverent view of health care in

L J America,” Jim Mclntosh '47, a recently retired urologist, t/ﬂeir €XP€7i€?’lC€S. MOSt Oft/?ese are
has written a book unusually entitled, “We Are All Pink ' . .
- .. preiy drab, but [im bas writlen a

the Inside.” Jim’s father, Roscoe Mclntosh’21, was the first
dermatologist in Madison and was on the Clinical Faculty at [ive{y b 00 k w ;]Z Cb ]l z—barough (y é’nj oyed
the Medical School. Also, since he had a year or two of law
school, he delivered a few lectures on medical-legal matters. . . .
. . . . . . He concludes with a well-documented philosophical discus-
Jim’s book is autobiographical and describes medical . _ ‘
sion of the changes and current socio-economic aspects of
medicine, including Medicare, WIPRO and HMOs.

Many doctors upon retirement feel called upon to write

school during World War IT with an accelerated program last-
ing three years and one month. This was followed by Jim’s
internship in New Orleans, Navy duty on board a hospital ,
. .P‘ .avy i . . . books detailing their experiences. Most of these are pretty drab,
ship during the Korean Conflict and residency in urology at bl : o bk ohia el
Wisconsin General Hospital. His career extended over 33 u.t J lm‘ s xc. e chj 0}_’6 !
. . . . It is available from the Waubesa Press in Oregon, Wisconsin. Q
years of practice in Madison and surrounding communities.

The book includes frank vignettes of some of his profes-
sional colleagues and a number of anecdotal “Sidelights,” some
of which are rather earthy. Confrontations within and between
Madison hospitals as well as town and gown relations with the

University Hospital and Medical School are freely discussed.
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Laurence Marton

s [ write this column, I have just returned from a meeting of

the Campus Planning Committee. An integrated plan for sit-

ing the health science schools in the western portion of the
University of Wisconsin-Madison campus was presented to the
Committee. This plan includes new Medical School facilities, a new
Pharmacy School, potentially a new Nursing School, and a new inte-
grated Health Science Library. It also considers the issues of shared
resources and programs between the Schools, Library, and the Hospital.
Although there is much work to be accomplished before a defined and
detailed plan can be presented to the Board of Regents, I think it is fair
to say that there was a high level of enthusiasm for this cooperative ven-
ture and for its impact on other portions of the Campus.

As these plans move forth, the need for the Medical School Alumni
to come to the assistance of the School will become even more vital
than in the past. Although personal contributions to these efforts will
be appreciated and necessary, having alumni assist in identifying new
sources of support is absolutely essential.

The School itself continues to progress despite the fiscal constraints
that face us. Our curriculum committee, in conjunction with Dr.
Sheldon Horowitz, Associate Dean for Curriculum, is developing a
new curriculum for first year students which should be in place by
August, 1994. The second, third, and fourth year programs are also
being reviewed, analyzed and modified. While there have been eight
department chairs vacant in the past year or two, we are progressing
quite successfully in filling these positions with outstanding individu-
als. Discussion among our clinical faculty related to the formation of a
University group practice is progressing. In general, the excitement for
and the willingness to adopt change has become the rule rather than
the exception. Efforts to draw together basic and clinical scientists on
campus are beginning to bear fruit and the sense that preservation of all
aspects of our fundamental missions in education, research, and patient
care will be part of the evolving change is reassuring the pessismists.

It has been a little over a year since I joined the University of
Wisconsin—Madison. Times have not always been easy, but there has
been enormous support, both internally and externally, for the efforts
that are presently underway. I have looked towards the Alumni as part-
ners in all these ventures from the moment I accepted the position
here, and hope that this continued partnership will flourish even more
vigorously in the future. Q
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THE BAIKAL TEAL

( :olorado‘ Winter, 1993. Four hundred and twenty-five people came
from miles around to see a Baikal Teal. One even came from
England. These were not scientists, or scholars, or rich people. Most

of them were just curious. They had a vision. To see a real Baikal Teal.

So what’s all this fuss about a teal? Isn’t this some kind of a bird? I had
never heard of a Baikal Teal til yesterday when I heard about these crazy four
hundred and twenty-five people, who had a vision that brought one of them
half way around the world.

It seems the Baikal Teal is a native of Asia. There is a big lake in Asian
Russia, just north of Mongolia, called Lake Baikal. It’s the deepest lake in
the world, over 5700 feet. And big! 13,000 square miles. There must be
lots of room for thousands of Baikal Teals there. Sounds like an ideal
place for a duck.

But somehow one of them ended up in Colorado. I don’t know of any
direct flights that service Lake Baikal to Colorado, non-stop. There are no
trains. The mail must take weeks, with customs and all. No, this bird flew.
The experts say he - or she - (it would be interesting to know which sex, at
least in Baikal Teal society, is the stronger) was carried by the weather, and
particularly by storms from Asia to Colorado. I don’t think the duck had rel-
atives there or was just sightseeing. He—or she—simply got carried away—liter-
ally. Imagine riding the weather and storms for thousands and thousands of miles. All alone
over mountains and oceans, snow-covered, bleak, wild forbidding country. And maybe it was
even scarier flying over big cities with smog and acid rain and airplanes almost clipping its
wings as they took off and landed, and noise and lights and pollution. Makes the bleak, snow-
covered countryside look pretty good.

So suddenly this bird shows up in Colorado. And more amazingly, somebody recognizes it.
And even more amazingly, over 400 people come to see it. Just to see a bird. I've seen a picture
of one of these Baikal Teals. A very pretty bird, with lots of coloring, especially on its head;
these oriental birds seem to have all the luck, so many of them have spectacular colors.

But these people came only partly to see the colors on this bird. Most of them really came to
see what they couldn’t see - they came to experience a lone little duck that had survived a hor-
rendously dangerous trip of over 10,000 miles - and still looked great!

It takes me two days to get over a 600-mile air flight - and I'm inside an airplane all the
time, being fed and kept warm and know exactly where I'm going. I doubt if this little fellow
(or fellowess) had a coat, a compass, or a map. But it did have something. Faith. I don’t know
what that would be in bird talk, or specifically Baikal Teal talk. It probably would have a very
Russian sound to it. But that word is made up of a bunch of other words like courage, and
instinct, and strength, and a deep, abiding sense of wanting to survive. Really just making maxi-
mum use of everything God had given to this little bird - an innate knowledge of how to fly,
and a body and wings to do just that, and a way to find food and the sense to rest when needed,
and a willingness to be carried along by forces that are far too great to defy. If you can’t beat
‘em, join ‘em. :

There are lots of lessons here. Not just what the teal teaches us. That’s a big one right there.
But what those people who came to see it tell us, too. That courage deserves an audience and
applause and reverence. And some<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>