


In January 2018, the Minnesota Medical 
Association, along with partner organizations, 
will kick off a campaign to raise awareness of 
health disparities in the state. 

During the month, we will have several opportunities 
for physicians to learn more about how we can all work 
together to achieve health equity in Minnesota. Be prepared 
to promote the month with the MMA and its partners.

Health Equity Learning Opportunity 
Wednesday, Jan. 17 (Noon - 1pm) (watch on MMA’s Facebook Live feed)

Health Equity Forum 
Wednesday, Jan. 24 (5 - 8pm) 
317 on Rice Park Event Center  |  317 Washington Street  |  St. Paul 55102

Find out more here: www.mnmed.org/healthequityMN
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THANKS TO OUR PARTNERS



Join the Physician Volunteerism Program (PVP) today!
Minnesota’s volunteer resource exclusively for physicians

“Volunteering has a way of renewing your joy and enthusiasm for practicing medicine.”
 – PVP VOLUNTEER DAVE DVORAK, MD

Thrive 
Find your match today at 
mmafoundation.org/PVP

MMA Foundation thanks 
the Otto Bremer Trust, the 

Saint Paul Foundation, and 
the F.R. Bigelow Foundation 
for their generous support.

WITH THE RIGHT 
volunteer job  
IN THE RIGHT PLACE!
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I have a handful of patients who are 100-
plus years old. Some reside in a nursing 
home, requiring daily help just to exist. 

Some live semi-independently but struggle 
with the ravages of creaking joints and 
failing memories. And some walk into the 
clinic with a confident step and a glint in 
their eye, full of wit and wisdom gleaned 
from their years of existence. One hundred 
years of life can maim, but it can also mel-
low. 

Minnesota Medicine turns 100 this year, a 
ripe old age for any institution, particularly 
a publication. A descendant of the North-
western Lancet and The Minnesota State 
Medical Journal, Minnesota Medicine’s first 
issue in January 1918 saw a world racked by 
a world war and decimated by a devastat-
ing influenza epidemic that would claim 
477,000 lives in the United States that year. 
The inaugural issue of Minnesota Medicine 
began with an Editor’s Note-like column 
entitled “Salutatory of ‘Minnesota Medicine’ 
by the editing and publishing committee.” 
Traditionally meaning a welcoming, a salu-
tatory can also imply the start of something. 
Minnesota Medicine’’s 1918 salutatory was 
a clear statement of the mission of the new 
journal. The publishing committee prom-
ised to “extend medical knowledge … el-
evate the standard of medical education … 
secure the enactment and enforcement of 
just medical laws … [and] promote friendly 
intercourse among physicians.” A tall order 
laid down by our forebears.

The first issue had articles describing or-
thopedic solutions to “incurable paralysis,” 
condemning the use of castor oil in babies, 
opining that there is no such thing as bad 
breast milk and advocating tonsillectomy to 
cure “rheumatism.” Perusing the issues of 
subsequent decades is a stroll through the 
missteps and giant leaps forward of medi-
cal science as the journal presented many 

Today’s Minnesota 

Medicine speaks 

to a specialized, 

technically 

sophisticated 

medical world.

Charles R. Meyer, MD, Editor in Chief

One hundred years
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of the advances in medicine occurring in 
our state. The panoply of advertising seen 
in past issues is an engaging history in the 
changing attitudes of medical practitioners. 
Ads appeared for Camel cigarettes touting 
their “slow burning,” which was said to be 
beneficial, and competing ads for Lucky 
Strikes claiming they were “less irritating.” 
A 1943 ad for a girdle boasted that it would 
help enteroptosis, a curious condition 
meaning sagging intestines not currently 
covered in medical school but that, remark-
ably, has a Wikipedia entry. Minnesota Med-
icine’s history is a treasure trove of arcana 
and fascination. 

In the past 30 years, the scientific con-
tent so prominent in the early life of the 
journal has faded, ceding space to political, 
economic and artistic aspects of medicine. 
The dense texts of the 1920s and 1930s have 
been replaced by articles enhanced by pho-
tographs and graphics. Likely the original 
editing and publishing committee would 
not recognize their journal and, perhaps, 
might not totally approve.

But today’s journal speaks to a different 
world, a specialized, technically sophisti-
cated medical world where scientific jour-
nals abound and a physician’s time grows 
seemingly shorter as the extent of medical 
knowledge burgeons. Perhaps what the 
physician of 2018 needs more than anything 
is a humanistic perspective on medical 
knowledge, education and laws and read-
able coverage of topics not covered by the 
New England Journals of the world. 

So as Minnesota Medicine becomes a 
mellow centenarian, I hope it will walk con-
fidently into its next 100 years, passing on 
the glint in its eye with pages full of wit and 
wisdom. MM

Minnesota Medicine Editor-in-Chief  
Charles R. Meyer can be reached at 
charles.073@gmail.com.
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SHORT TAKES    DOWNTIME

Tango is therapy, Dorostkar says, and an opportunity to step 
away from the the stress and weight of having patients, families 
and colleagues depend on your performance and know-how. In a 

competitive world where the primary drummer is 
money and power, she says, it is refreshing 

to have the opportunity to surrender 
to lamenting music while sharing it 
through movement with a partner. 

“I hunger for that real deal stuff: 
inside the music and inside the expe-

rience,” she says. “The rest of the world 
is full of pretense, false boasting, superficial 
commentary and superfluous small talk. 
Inside the art of tango, you can unveil and 
express yourself without judgment because it 
all unfolds with your freedom of interpreta-
tion in the music and your partner’s move-
ments.”

Dorostkar is intense when she describes 
what tango does for her: “It promises you 
feelings—if only for a moment—that are 
exquisite, human yet not human, beyond 
what I know on this earth. It’s like an addic-
tive drug—you seek to have more of it, all 
the time. But,” she warns, “tango is not for 

When she dances, Parvin Dorostkar, MD, 

is able to escape the demands of an intense 

profession and what she sees as a world 

that’s too often filled with “fakes.”
Dorostkar, a pediatric cardiologist and pediatric critical care 

physician, is, by her own admission, a complicated person. “I 
enjoy things that are difficult, complicated, loaded with variable 
interpretations and that are a huge challenge,” she says. “I’m at-
tracted to that in my career and I’m attracted to that in tango.”

She first became acquainted with the tango while at a medi-
cal conference in Turkey. As part of the entertainment during a 
reception, professional dancers did the tango. “I was captured by 
the music and I wondered if I could do that, too—move like that,” 
she says. She approached one of the dancers and suddenly he was 
walking the dance floor with her, doing tango steps.

“Tango found me, I didn’t go looking for tango,” she says. “It 
glommed onto me; like a sticky bug or a cancer that 
became a huge, overwhelming force in my 
soul.” 

After the experience in Turkey, 
she started taking classes and began 
dancing earnestly with more com-
mitment and focus in 2006. Today, 
“I practice every day,” she says. “During 
regular daily activities, in the bathroom, there 
is a little of this and a little bit of that I try to 
execute.” She takes formal classes in Minne-
apolis several times a week. Tango has become 
more and more her life. 

What is it about the tango that has captured 
her? “I think there’s a pretense in this world, 
a certain superficial ‘okay-ness,’” she says. “I 
find this boring and status quo. Tango craves 
authenticity and creativity. Every musical note, 
every movement and every shared feeling is 
unique in that moment, not to mention how 
variably you can interpret, execute and express 
its generated energy.”

Tango is  
‘the real deal’
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Parvin Dorostkar says she’s complicated—and so is the tango. Losing herself in the dance 
helps her cope with a difficult and important work life.

Want 
to experience 

tango?
Tango lessons are available 

through a number of organiza-
tions and instructors. The Tango 

Society of Minnesota www.
mntango.org, is a nonprofit social 
club that promotes the Argentine 

tango in the Twin Cities. Its website 
offers links to group and individual 

lessons through a number of 
organizations, and has a packed 

calendar of tango events.



In 2012, Podolsky began think-
ing seriously about an idea that had 
been brewing since he’d immersed 
himself in old state medical journals 
while doing research for a book on 
pneumonia treatment before antibi-
otics: He wanted to digitize them all 
and make them searchable. “There was 

so much incredible information in the state medical journals, 
including Minnesota Medicine,” he says. But it was difficult to ac-
cess, sometimes requiring trips to other states.

He began by exploring whether it was even plausible to un-
dertake such a project. For one thing, there was the issue of 
copyrights. They’d need permissions to reproduce anything pub-
lished after 1923 (older publications are in the public domain). 
He called a few state medical societies, including the Minnesota 
Medical Association, asking if they’d grant that permission. En-
couraged by the response, he and his MHL colleagues wrote a 
grant proposal to the National Endowment for the Humanities 
and then began formally contacting the organizations in every 
state that had ever published a medical journal. In 2015, with 

Minnesota Medicine was 
not the first medical journal 
in Minnesota. Its forebears 
include the Northwestern Lancet 
(started in 1897), Journal of the 
Minnesota State Medical Society 
and Northwestern Lancet (1905), 
and Journal-Lancet (1912), all 
of which are also online at the 
Medical Heritage Library. To view 
these glimpses into medicine in 
Minnesota in earlier times, go to 
www.medicalheritage.org/content 
and select “state medical society 
journals.”
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DOWNTIME    SHORT TAKES
everyone. Unless you’re willing to surrender to the music, to get 
inside the notes and melody or the moment and to forget about 
control, power or glitz and glamor, it becomes merely another 
dance form.”

“I dance it for different reasons: muscle control, body aware-
ness, emotional strength, mental excitement, relaxation, social 
engagement or relief of frustration and, most importantly, to ex-
perience what I consider uniquely human,” she says. “I like being 
a technique junkie. When you tango well, you become one with 
your partner and the music, and, on a bigger scale, the world. 

OUT OF THE STACKS

State medical 
journals now 
available in 
online library

Crack open a 100-year-old issue 
of Minnesota Medicine and you 
risk losing yourself in the yel-

lowed pages. If you don’t succumb to 
the long articles by authors with last 
names like Gillette and Mayo, then 
perhaps you will be caught up in the 
shorter reports, such as the one on 
sugar treatment for tuberculosis. 
You might be drawn in by the 
news that St. Paul physician Nellie 
Barsness is leaving for France to 
treat gassed soldiers or the ads 
for lakeside sanitaria, corsets 
and medicine containing creosote. Indeed, the 
100-year-old medical journal is a temptress for even the mildly 
curious.

Until recently, few faced the risk, as copies of old state medi-
cal journals were hidden from view on dusty shelves. That has 
changed, thanks to the efforts of the Medical Heritage Library and 
the vision of physician and scholar Scott Podolsky, MD, who di-
rects the Center for the History of Medicine at Harvard’s Count-
way Library of Medicine. 

As Podolsky assumed the position in 2006, a number of institu-
tions, including his own, were beginning to digitize old medical 
books. To ensure they didn’t duplicate each other’s efforts, they 
formed the Medical Heritage Library, a collaborative effort of a 
number of universities and libraries to promote free and open ac-
cess to historical resources in medicine. 

Tango is about giving and receiving, acknowledging, kindly sug-
gesting, and humbly accepting. You melt into oneness.”

In the years she’s been dancing tango, Dorostkar has never had 
a regular partner; she dances with various people, from all walks 
of life at a milonga, or tango event. But finding people to dance 
with consistently is not always easy, she says. “I’m very good at 
sensing when someone is fake, insecure or pretentious. It’s very 
hard to find people that are authentic and real, and it’s even 
harder to connect with someone on that level. I seek and strive 
for real, authentic, organic connection; it’s the truth for me. It is 
what gives me credibility, that I am alive as a human being and 
feeling.” – LINDA PICONE
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funding in place (augmented by fund-
ing from the Arcadia Fund and Har-
vard Medical School), the scanning 
began.

Today, journals from 48 states 
plus Puerto Rico and the District 
of Columbia are freely accessible 
on the Medical Heritage Library’s 
website. There aren’t journals from 
all 50 states because New Hamp-
shire never had a journal and the 
New England Journal of Medicine 
(Massachusetts) has already been 
digitized. 

Most of the state journals, 
including Minnesota Medicine, 
started in the early 20th century. 
“It’s when the AMA started ac-
cumulating prestige and power, 
so state medical societies on 
their own likewise started 
developing their own pres-
tige and influence,” Podolsky 
explains. They evolved as 
medicine became more specialized and 

specialty journals proliferated. “I 
think the journals’ chief remain-
ing function is news about the 
profession within the state itself 
and state initiatives,” Podolsky 
says. 

Podolsky and his colleagues have 
about 100 missing issues to track 
down and then their vision will be 
fully realized. When it is, he plans 
to spread the word in earnest about 
the online resource. “My intention is 
to contact every state medical society 
and say, ‘Thank you very much. Now 
please go ahead and use this.’”

As for the Medical Heritage Library, 
its next hoped for project is to digitize 
public health pamphlets from the 19th 
and 20th centuries. Podolsky says major 
libraries have “boxes and boxes” that 
haven’t been fully catalogued, so they 
are invisible to researchers—just as state 
medical journals were not so long ago.  
– CARMEN PEOTA
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SHORT TAKES    ONLINE LIBRARY

FAIRMONT ORCHID 
KOHALA COAST, BIG ISLAND, HAWAII

MARCH 5–9, 2018 
Optional Pre-Course Sessions: March 4, 2018

REGISTER NOW

FAIRMONT ORCHID 
KOHALA COAST, BIG ISLAND, HAWAII

MARCH 5–9, 2018 

Join leading experts to review evidence-based pain treatment strategies, 
improve symptomatic management of complex medical illness, and 

facilitate crucial patient conversations. 

REGISTER NOW

Mayo Clinic School of Continuous Professional Development

Essential Tools for the Clinician

PRINCIPLES OF PAIN MANAGEMENT 
& PALLIATIVE CARE

CE.MAYO.EDU/PPMPC2018



Presented by the MMA Preceptor Initiative, a partnership between  
the MMA and the University of Minnesota Medical School.

Call for Nominations 2018

Do you know a community preceptor who deserves recognition? 
Nominations for the 2018 Exceptional Primary Care Community Faculty Teaching Award 
are due February 15th. Nominate online at z.umn.edu/MedFacAwards

“These physicians have inspired 
their students to consider careers in 
primary care, have served as models 
of professionalism, and have taken on 
one of the most important roles in their 
medical careers – that of teacher.”

GEORGE SCHOEPHOERSTER, MD, MMA PRESIDENT

From the MMA

“These physicians stand out 
amongst so many wonderful teachers 
who work with our students every 
day. We are very grateful.”
ANNE PEREIRA, MD, MPH, FACP 
ASSISTANT DEAN FOR CURRICULUM

From the University of Minnesota Medical School

In 2017, the MMA, 
in partnership 
with the 
University of 
Minnesota Medical 
School, sponsored 
the “Exceptional 
Primary Care 

Community Faculty Teaching Award” 
at the Dean’s Tribute to Excellence in 
Education Event.  

2017 AWARD RECIPIENTS
Tod J. Worner, MD (left) and Gregory Young, MD (middle)  
are congratulated by MMA Immediate Past President  
David Agerter, MD (right)

A Thank You to 
Our Dedicated 
Community 
Preceptors!

PHOTOGRAPHY BY JOEL MOREHOUSE
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CENTURY 
OF 
MEDICAL 
PROGRESS

Although far from the famed academic centers on the East 

Coast—an especially important factor in the days before rapid 

transportation and information exchange were available—

Minnesota has made a mark on medicine in the United States 

and elsewhere. The state’s medical institutions, practitioners, 

researchers and inventors often emerged as leaders in everything 

from medical education and training to revolutionary surgeries 

to new treatments to public health initiatives.

Minnesota Medicine published its first issue in 1918. In this 

centennial year, we look at some of the advances and challenges 

in medicine and public health the state has seen.

BY TIM BRADY
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by the fast-growing numbers of sick flood-
ing into hospitals. 

In Minneapolis, public health officials 
were quick to advocate broadly proac-
tive measures for slowing the spread of 
the disease, specifically closing public 
places, including schools. St. Paul health 
officials argued that it was best to attack 
the epidemic on an individual level, by 
isolating and caring for the diseased. Clos-
ing schools would be detrimental to stop-
ping the spread of the influenza because it 
would hide victims from identification and 
treatment.

A 2007 Public Health report on the pan-
demic noted: “While the actions that the 
two city health departments took to stem 
the spread of influenza align closely with 
current pandemic plans, health officials 
had the disadvantage of trying to conceive 
and realize plans during a health crisis.”

1930s–1940s
Blood banks change medicine
The creation of the blood bank is one of
the great unsung inventions of modern 
medicine. Early experiments in blood 
transfusion, in the first years of the 20th 
century, had been hampered by the dif-
ficulty of storing blood and preventing 
coagulation. The needs of battlefield 
surgeons in the World War I prompted 
improvements in finding anticoagulant 
agents and storage techniques, but in 1935, 
John Lundy, MD, assumed responsibility 
for all transfusions at the Mayo Clinic. At 
the time, transfusions were done directly 
between patient and donor; improvements 
in intravenous access techniques led to a 
greater need for blood and the require-
ment for stored blood. Bernard Fantus, 
MD, at Cook County Hospital in Chicago 
is usually credited with creating the first 
laboratory to collect, preserve, refrigerate 
and store donor blood for patient use in 
a hospital, and with inventing the name 
“blood bank”; but it was Lundy who began 
storing blood in a cooler at the Mayo 
Clinic in 1935. 

In 1942, the Red Cross opened blood 
banks in St. Paul and Minneapolis. Even 

time it had run its course two years after it 
first appeared, would kill 50 million people 
across the globe and as many as 12,000 in 
Minnesota. Unsurprisingly, the illness first 
reared its head in Minnesota where mili-
tary recruits and draftees were stationed 
at Fort Snelling and on the campus of the 
University of Minnesota. 

The so-called Spanish flu virus quickly 
spread to the civilian population and the 
number of ill citizens overtook that of 
infected military personnel by the second 
week of October. Medical personnel in 
the state, already stretched thin by the de-
mands of war service, were overwhelmed 

1918
Flu pandemic challenges
public health strategies
The greatest influenza pandemic of the
20th century hit Minnesota in the last 
week of September 1918. The precise ori-
gins of the influenza remain unknown, 
but the fact that it coincided with the last 
year of World War I ensured that troops 
traveling to and from encampments in the 
United States and Europe were unwitting 
yet efficient carriers of a virus that, by the 

Dan Anderson
In the 1940s, psychologist and educator Dan Anderson developed what became 
known as the Minnesota Model of addiction treatment at Hazelden near Pine 
City. At Hazelden (since 2014, the Hazelden Betty Ford Foundation), alcoholism 
began being treated as a multiphasic disease affecting patients physically, 
mentally and spiritually—treatment that remains the standard today.  
PHOTO COURTESY OF THE HAZELDEN BETTY FORD FOUNDATION 
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ally as late as the 1940s (compared to 500
today). At its peak in Minnesota, the dis-
ease killed 2,543 people (1918) and there 
were 14 county sanitaria, one state facility 
and two private institutions to isolate and 
care for its victims. Hundreds of sanitaria 
across the country were filled with TB pa-
tients, who were kept isolated. 

The discovery of penicillin in 1928 by 
the Scottish scientist Alexander Fleming 
was the first great milestone in the march 
of antibiotics into the future—although 
sulfa drugs remained the main treatment 
until the 1940s. The next marker was 
much closer to home in Minnesota. 

Early in the 1940s, two Mayo research-
ers, William Feldman, MD, and Corwin 
Henshaw, MD, became interested in 
testing chemotherapeutic agents that 
might be effective against the scourge of 
tuberculosis. It wasn’t until 1943, when 
Feldman and Henshaw contacted Selman 
Waksman and Albert Schatz, scientists at 
Rutgers University, that they found a com-
pound that showed real promise against 
TB: streptomycin. After several trials with 
guinea pigs at their Mayo lab, in October 
1944, Feldman and Henshaw found a 
human patient with advanced TB who 
gave her consent to be tested with the new 
drug. By the following spring, her TB had 
receded to the point that doctors were able 
to remove the remaining diseased portion 
of lungs through surgery and the woman 
lived for several decades.

Waksman won a 1952 Nobel Prize in 
Medicine for his discovery of streptomy-
cin. At Mayo, Feldman contracted the dis-
ease himself in 1948, either from a patient 
or through his own experiments, and was 
successfully treated with streptomycin. He 
continued his work at the clinic through 
the 1950s.   

1948
Cortisone offers ‘miraculous’
pain relief for arthritis
Arthritis is roughly as old as mankind and
medical practitioners have sought ways of 
treating it for nearly as long. In the East, 

In 1935, an alcoholic named Bill W. met 
a fellow alcoholic named Dr. Bob and the 
two began a fellowship, which eventually 
spawned Alcoholics Anonymous, a world-
wide recovery movement based upon the 
palliative effects of alcoholics meeting to 
discuss their struggles with their addic-
tion. Eventually, a 12-step program was 
established that began with an alcoholic’s 
admission of powerlessness in the face of 
addiction. But alcoholics and addicts were 
essentially left to their own devices in bat-
tling the disease at the same time as they 
struggled with the stresses of their daily 
lives. 

In the late 1940s, a group of Minneso-
tans built a center on a farm outside of the 
Twin Cities to provide a remove for alco-
holics to work on their addictions in an 
atmosphere that emphasized the dignity 
of the individual even as it insisted upon 
the personal responsibility of each to work 
on his or her own illness. The Minnesota 
Model of treatment—a 12-step program 
conducted in contemplative surroundings 
with a focus on helping patients achieve 
sobriety and stay sober without the shame 
and stigma attached to previous means of 
treatment in hospital wards or the sanito-
rium—made Hazelden, the farm near Pine 
City where the center was built, a watch-
word for the best in alcoholic treatment. 
Here alcoholism could be treated as a mul-
tiphasic disease affecting patients physi-
cally, mentally and spiritually. It could be 
addressed by multiple health professionals 
including counselors, physicians, psychol-
ogists, social workers, clergy and thera-
pists. No other facility had developed such 
a widespread means of treating addiction. 
Today, almost 70 years later, it remains the 
standard for alcoholic treatment. 

1940s
New chemical agents aid war
against TB
Tuberculosis (TB) is a devastating disease
that profoundly affected millions of lives 
around the globe; in the United States 
alone, 70,000 people were killed annu-

before the St. Paul center had opened, 
3,500 people volunteered to give blood 
and more than 500 pints were collected 
for the war effort in the first week, more 
than twice the projected quota. In 1948, 
both St. Paul and Minneapolis established 
regional blood centers as part of the effort 
by the American Red Cross to create a 
nationwide civilian blood program. At the 
University of Minnesota, a blood bank not 
only served the needs of general hospital 
patients but also helped keep the grow-
ing surgical department supplied with its 
sometimes vast needs for blood. 

Ellis Benson, MD, of the University 
School of Medicine headed the blood bank 
at the University lab for a number of years. 
In a 2009 interview, he remembered the 
difficulties of having to tell the renowned-
surgeon Owen Wangensteen—a man used 
to getting what he wanted, including all 
the blood he could find for his surgeries—
that he had to temporarily close the blood 
bank because the surgical department had 
exhausted not only the University’s supply 
of blood, but that of the St. Paul and Min-
neapolis banks, as well. 

1935–1940s
Minnesota Model for addiction
born at Hazelden
Treatment for alcoholism and chemical
addiction had a long and mixed history 
up to the middle of the 20th century.  The 
disease model of alcoholism was suggested 
by Benjamin Rush as early as the late 
18th century in Philadelphia; community 
support groups as a basis for alcoholic 
treatment were said to be a part of some 
Native American tribes at about the same 
time. These “sobriety circles” were led by 
tribe members who had battled their own 
demons and encouraged abstinence-based 
recovery. Still, the greatest numbers of al-
coholics and drug addicts were treated in 
asylums or sanatoria through the 19th and 
well into the 20th centuries, or they were 
left to their own devices to battle their 
addictions through temperance and absti-
nence movements. 
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replicates have proved to be the most
widely used and effective means to treat 
autoimmune diseases today. 

Kendall and Hench shared the 1950 
Nobel Prize in physiology with a Swiss 
scientist who was working on a concurrent 
project. (Kendall was also responsible for 
another Minnesota “first”—the identifica-
tion and purification of thyroxine, the hor-
mone produced by the thyroid gland.)

1940s–1950s
University of Minnesota a
leader in pioneering heart 
surgeries
For much of history, operating on the heart
was thought to be impossible. Surgeons 
and technicians puzzled over whether and 
how to develop a machine that would allow 
surgeons to stop the heart long enough to 
successfully operate on the organ. 

The development of groundbreaking 
heart surgery techniques and heart sur-
geons at the University of Minnesota in the 

ply as Compound E. After two days and 
three more injections, she not only left the 
hospital on her own two feet, she spent the 
next three hours shopping in Rochester. 

Over the next seven months, Hench and 
Kendall gave the same compound to 30 
more patients and all had similarly “mirac-
ulous” results. A few months later, Hench 
gave the compound a name, Cortisone, 
and a new wonder drug was born.

Of course the drug was “born” after 
years of research and testing, stretching 
back to the late 1920s, much of it centered 
around isolating hormones from bovine 
adrenal glands culled from the stockyards 
of Chicago. Cortisone and its synthetic 

the ancient method of acupuncture was 
used in part to address the pain and dis-
comfort of rheumatoid arthritis; while in 
the West, the use of heavy metals, particu-
larly injections of gold, showed indications 
of reducing pain and inflammation. Aspi-
rin, invented in the late 1890s, offered pain 
relief, but often not enough.

In 1948, a 29-year-old Minnesota 
woman arrived at Mayo with a case of 
rheumatoid arthritis so debilitating that 
her joints were immobile. She was admit-
ted to the Clinic and treated with an injec-
tion of an experimental drug known by 
its makers, Edward Kendall, a biochemist, 
and Philip Hench, a rheumatologist, sim-

Open-heart surgery pioneers
C. Waltron Lillehei, MD, was one of the groundbreakers in open heart surgery, doing 
the first successful open heart repair at the University of Minnesota in 1952. In 1954, 
he used a donor to cross-circulate blood with the patient in order to perform a 
successful open heart surgery.
PHOTO COURTESY OF THE UNIVERSITY OF MINNESOTA

FEATURE
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1950s
Sister Kenny offers
revolutionary therapy for 
polio—and vaccine conquers 
the disease
For much of the 20th Century, polio was
one of the most feared diseases in the 
industrialized world. An infectious virus 
that attacks its victim’s brain and spinal 
cord, polio often resulted in muscle weak-
nesses and paralysis. While the disease 
and its effects were known throughout 
the world, polio became a graver menace 
beginning in the early 20th century when 

and devices needed to supplement and 
sustain the work of Minnesota doctors 
in heart surgery and other medical fields 
created industries that would reshape 
the economic landscape of the state. The 
best known example is the creation of the 
pacemaker by a local electrical engineer 
named Earl Bakken, a friend and acquain-
tance of Lillehei. Bakken was asked by 
the surgeon if he could develop a small, 
practical, battery-operated pacemaker for 
Lillehai’s patients. The resulting invention 
was enormously effective and would help 
Bakken found the medical instruments 
giant, Medtronics. 

1940s and ’50s began with Owen Wangen-
steen, chief surgeon for 37 years. Wangen-
steen helped bring world-renowned talent 
like heart transplant pioneers Norman 
Shumway and Christian Barnard, who 
performed the first heart transplants in 
history, to the University. Also on that list 
of groundbreakers were Walton Lillehei, 
who completed the first successful open 
heart repair in 1952, and F. John Lewis. 
Lillehei and Lewis induced hypothermia 
to cool a patient’s body enough to stop the 
heart in order to perform surgery. Lillehei 
later used a cross-circulation technique, 
hooking his patient up to a donor, to suc-
cessfully perform another open-heart sur-
gery in 1954. Neither method was optimal 
for difficult surgeries that required lengthy 
amounts of time on the operating table.

The development of a machine that 
would allow surgeons to stop the heart 
long enough to successfully operate on the 
organ itself was essential and it, too, was 
being worked on at the University. 

In 1935, Clarence Dennis, a St. Paul na-
tive, returned to Minnesota after receiving 
his medical degree from Johns Hopkins 
University. He began a surgical residency 
under Wangensteen at the University but 
soon found himself drawn to surgical lab 
research. After the war, as the University 
surgical unit was beginning to experi-
ment with open-heart surgery, Dennis was 
urged to work on a pump-oxygenator de-
vice that would maintain blood circulation 
long enough to allow for heart surgery. 
He contacted and exchanged ideas with a 
Philadelphia doctor, John H. Gibbon, who 
had been experimenting with a similar 
machine for a number of years. By 1951, 
Dennis was ready to test his machine on 
a human patient. The pump-oxygenator 
worked well in surgery, but the 6-year-old 
on whom he operated died when her heart 
condition was discovered to be worse 
than diagnosed. Richard DeWall, MD, 
who ultimately created the first workable, 
heart-lung bubble oxygenator in 1955, was 
also educated under the supervision of 
Wangensteen. 

Beyond the surgical success stories 
themselves were lasting effects on the 
healthcare industry. Work on the tools 

FEATURE

Sister Kenny
Sister Elizabeth Kenny, an Australian nurse, brought her then 
revolutionary technique for treating polio victims to Minnesota 
in the 1950s. Instead of confining patients in leg braces, she 
encouraged them to relearn how to use their muscles through 
exercise and hot packs.
PHOTO COURTESY OF THE MINNESOTA HISTORICAL SOCIETY  
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By the late 1950s, a growing body of
research had linked smoking to a host of 
health-related issues, most notably, at the 
time, lung cancer. Numerous health-related 
organizations appealed to President John F. 
Kennedy and his surgeon general in 1961 to 
organize a conference to do a definitive study 
of the matter and make recommendations. 
Schuman became an instrumental member 
of the 10-person committee, which reviewed 
more than 7,000 articles and interviewed 150 
experts on health and smoking. The results 
became the famed 1964 Surgeon General’s 
Report on Smoking, which had an enormous 
impact on the use of tobacco in the country. 
Not only did it prompt the first Surgeon 
General’s Warnings to be stamped on pack-
ages of cigarettes, it also curtailed tobacco 
advertising on television and radio and, per-
haps most importantly, alerted the public to 
the grave dangers of tobacco use. Lung can-
cer was shown to be nine or 10 times more 
likely in smokers than non-smokers; smok-
ing during pregnancy reduced the weight of 
infants; and overall smoking accounted for 
a 70-percent increase in mortality rates for 
smokers vs. non-smokers. 

In 1998, the state of Minnesota received 
a $6.5 billion settlement with tobacco 
companies to cover costs incurred by Blue 
Cross Blue Shield of Minnesota in caring 
for smoking-related health problems. It 
was the first successful suit brought by an 
individual state against the companies, 
which had previously settled jointly with 
40 states attorneys general. The money 
helped pay for Medicaid costs related to 
smoking, as well as smoking cessation pro-
grams.  It also severely restricted cigarette 
marketing in Minnesota. 

1970s–today
HMOs offer a way to
deal with healthcare costs 
By the 1960s, many of the nation’s persistent
healthcare problems were already emerg-
ing. The cost of medicine was rising due to 
increases in expensive procedures and the 
neglect of preventative practices. Patients 
were shifting from one doctor to the next or 

where individual drugs were deemed safe 
for over-the-counter sales by one maker 
and not by another. The consumer was the 
arbiter of the efficacy of the drug.

In 1951, Congress passed the Durham-
Humphrey Amendment, co-sponsored by 
Senator Hubert H. Humphrey, one of Min-
nesota’s most well-known political figures. 
It created two distinct categories of medi-
cation: prescription and over-the-counter. 
Until the law was created, no distinction 
was made between drugs requiring a pre-
scription and those that were sold directly 
from a drugstore shelf. Humphrey’s back-
ground as a South Dakota pharmacist no 
doubt piqued his interest in the legislation. 
The bill required that any medication that 
might be habit-forming or potentially dan-
gerous to its user needed to be dispensed 
under the prescription of a medical prac-
titioner and to carry a printed warning: 
“Caution: Federal law prohibits dispensing 
without prescription.” 

The new regulation led to an increased 
dependence on the medical profession, 
with doctors given the power to prescribe 
medications to consumers who had previ-
ously governed their own drug usage. 

1950s– today
Minnesota leads
anti-smoking efforts
The state of Minnesota has long been in
the forefront of efforts to curtail smok-
ing and publicize the hazardous effects of 
tobacco. In 1975, it enacted the Clean In-
door Air Act, making the state the first to 
ban smoking in most public spaces and to 
require restaurants to create no-smoking 
areas. In 2007, it passed the Freedom to 
Breathe Act, which banned smoking in 
restaurants and bars throughout the state. 

The medical and scientific community 
in Minnesota took on the battle against 
smoking. In its earliest days, the fight 
was led by Leonard Schuman, MD, who 
headed the University of Minnesota’s divi-
sion of epidemiology within the School of 
Public Health from the mid-1950s until his 
retirement in 1983. 

periodic outbreaks reached pandemic 
levels, culminating in a 1952 epidemic, the 
worst in U.S. history. Minnesota had 4,131 
cases and 221 deaths that year, which was 
more than any other state. 

At the height of the mid-century out-
breaks, Minneapolis was visited by Sister 
Elizabeth Kenny, an Australian nurse, 
known for her groundbreaking techniques 
in treating polio victims, particularly chil-
dren. The standard treatment had been 
to confine patients in leg braces, the more 
rigid, the better. Kenny’s idea was simply 
to encourage patients to relearn to use 
their limbs through gentle movement, 
careful exercise, and hot packs. She found 
a receptive audience for her treatments in 
Minnesota with a local orthopedist,  John 
Pohl, MD, and a prominent physician 
at the University of Minnesota, Miland 
Knapp, MD. In 1942, Kenny opened a 
clinic with initial funding provided by the 
Minneapolis Board of Public Welfare. The 
clinic soon became an institute funded by 
the Sister Kenny Foundation and merged 
with the Abbott-Northwestern Hospi-
tal Corporation; today it is the Courage 
Kenny Rehabilitation Institute, a part of 
Allina Health. The principles behind her 
treatment helped develop the science and 
practice of physical therapy.

In 1955, Jonas Salk announced that his 
University of Pittsburgh lab had produced 
a vaccine for polio; it soon went into wide 
production to meet a huge demand. In just 
two years, 100 million doses of the Salk 
polio vaccine had been distributed over 
the United States with few complications. 
Over the next 25 years, the polio virus 
would be virtually eradicated, with global 
incidence in the double digits, rather than 
hundreds of thousands.

1951
Physicians gain power over
how drugs are sold 
The distinction between over-the-counter
and prescription medications was for 
many years governed by the manufacturer 
of the drug, which could lead to occasions 
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restrictions on healthcare organizations
like these. Perhaps most importantly, it 
required businesses with more than 25 
employees to offer federally certified 
HMO service opportunities upon request. 
This last stipulation helped popularize the 
HMO system—which ultimately turned 
these well-meaning healthcare organiza-
tions into large corporate entities.

Over the years, HMOs have been faced 
with many criticisms. Some contend that 
the original intent of providing cost-effec-
tive service for consumers and a means for 
doctors to provide preventive and ongoing 
care for their patients has too often been 
replaced by healthcare decisions made at 
the demand of shareholder interest rather 
than patient need. Whether for-profit 
or non-profit institutions provide better 
managed healthcare remains a topic of 
debate up to the present. Minnesota con-
tinued to ban for-profit HMOs—it was the 
last state to do so—until the 2017 legisla-
tive session, when that 40-year-old clause 
in the law was eliminated. MM

Tim Brady is a Twin Cities freelance writer.

for many years as director of Sister Kenny
Institute in Minneapolis. Ellwood, who 
has been called “the father of the health 
maintenance organization” (he actually 
gave HMOs their name), was invited to 
Washington by President Richard Nixon 
in 1970 to help map out reforms in the 
way healthcare was managed. The result 
of this consultation and the work of the 
administration, Congress, and health and 
human services officials was the creation 
and passage of The Health Maintenance 
Organization Act of 1973. The legisla-
tion provided grants and loans to start 
HMOs. It also minimized state-imposed 

dropping out of the healthcare system en-
tirely when costs became prohibitive. 

Health Maintenance Organizations 
(HMOs) were envisioned as a way to offer 
consumers a choice of competing health 
care options at reasonable prices. Groups 
of doctors would join together to offer 
their services to patients on a prepaid 
basis rather than a fee-for-service arrange-
ment. Costs of medicine would be driven 
down by the impetus of these organiza-
tions to compete on price and quality. 

One of the chief promoters of the con-
cept was a University of Minnesota physi-
cian, Paul Ellwood, MD, who also served 

Smoking in Minnesota
Minnesota was an early leader in recognizing the dangers of smoking and in 
acting to curtail the use of tobacco. It was the first state to successfully sue tobacco 
companies for smoking-related health problems. In the mid-20th century, however, 
ads like this seemed to offer the endorsement of medical professionals for various 
brands of cigarettes.
PHOTO COURTESY OF THE COLLECTION OF STANFORD RESEARCH INTO THE IMPACT OF TOBACCO ADVERTISING
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THEN   AND   NOW

POPULATION

United States

103.2 
million

326.4  
million

19
18

20
18

US Census Bureau

Minnesota

19
18

20
18

US Census Bureau

2.3 
million

5.52  
million

1 Pneumonia (all forms) and 
influenza 588.5*

2 Diseases of the heart 171.6
3  Tuberculosis (all forms) 

149.8
4  Nephritis (all forms) 97.4
5  Intracranial lesions of 

vascular origin 94.0
6  Cancer and other 

malignant tumors 80.8
7  Accidents excluding 

motor-vehicle 73.2
8  Diarrhea, enteritis and 

ulceration of the intestines 
72.2

9  Premature birth 47.3
10  Puerperal causes (total) 

22.3
*rates are per 100,000 
population

1  Heart disease 197.2*
2  Cancer 185.4
3  Chronic lower respiratory 

diseases 48.2
4  Accidents (unintentional 

injuries) 45.6
5  Stroke (cerebrovascular 

diseases) 43.7
6  Alzheimer’s disease 34.4
7  Diabetes 24.7
8  Influenza and pneumonia 

17.8
9  Nephritis, nephrotic 

syndrome and nephrosis 
15.5

10  Intentional self-harm 
(suicide) 13.7

*rates are per 100,000 
population

LEADING CAUSES OF DEATH

National Center for Health Statistics, Centers for Disease Control and Prevention
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LIFE EXPECTANCY

HEIGHT (INCHES)

WEIGHT (POUNDS)

HOUSEHOLD SIZE

MORTALITY RATE (PER 1,000)

BIRTHS

*The flu epidemic had a dramatic effect on life 
expectancy in 1918; it dropped from 48.4 for men and 
54.0 for women in 1917—and rose significantly in 1919 
to 53.5 for men and 56 for women.
National Center for Health Statistics, Centers for Disease 
Control and Prevention

2018
MEN  
76.3
WOMEN  
81.2

2018
2.53

2018
MEN  
69.2

WOMEN  
63.7

2014
UNITED STATES  
8.2

MINNESOTA 
1.4

2014
MEN  
195.7

WOMEN  
168.5 

2016
4.0 million

BIRTH RATE 

12.4/1,000
INFANT MORTALITY  
NATIONWIDE 
2009-2013 

5.9 /1,000

1918*

MEN  
36.6
WOMEN  
42.2

1918
3 
(down from 5 in 1901 
due to war and flu)

1918
MEN  
67.5

WOMEN  
62.4

1918
UNITED STATES  
18.0

MINNESOTA  
13.4

1918
MEN  
134-161

WOMEN  
113-132

1918
1.4 million

BIRTH RATE  
119.8/1,000
INFANT MORTALITY  
IN MINNESOTA 
2009-2013 

4.8/1,000

 
Centers for Disease Control

CDC & National Center for Education Statistics
Minnesota Department of Health
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Angelica recruited oral historian Bar-
bara Sommer, public health specialist Peter 
Carr and historian Andrea Klein Bergman. 
Together, they conducted interviews with 
35 people involved in HIV/AIDS care 
from the early 1980s to the present, backed 
by two rounds of funding from the Min-
nesota Legacy Amendment. 

An advisory council made up of HIV/
AIDS caregiving and support providers 
helped the team develop a diverse cadre 
of potential interviewees, including physi-
cians, nurses, public health professionals, 
pastoral care workers, community orga-
nizers, educators and advocates from the 
Twin Cities and Greater Minnesota.

The group conducted interviews until 
2016 under the guidance of Sommer. 
She arranged for the oral histories to be 
archived and available to peruse at the 
University of Minnesota Libraries’ Jean-
Nickolaus Tretter Collection in Gay, Les-
bian, Bisexual and Transgender Studies. 

The team then secured funding from 30 
community members and the Jay & Rose 
Phillips Family Foundation to complete a 
report about macro findings from the oral 

nonprofits, came up with the idea of docu-
menting these endeavors and learning 
from them. 

What would happen to all that collec-
tive knowledge, he wondered, as doctors, 
nurses, social workers, nonprofit leaders 
and other individuals retire? 

Starting in 2011, Angelica pulled to-
gether a team, funding and partners to 
launch the HIV/AIDS Healthcare Provid-
ers Project in Minnesota. He developed a 
three-phase initiative to create a record of 
this time through an oral history project, 
followed by a research report and commu-
nity engagement efforts about the team’s 
findings and learnings. 

“I was starting to see leaders retire and 
move on, and I realized we would lose that 
history of their experience,” Angelica says. 
“I observed all of this and thought, ‘This is 
a project we ought to do.’”

When HIV/AIDS hit Minnesota in 
the 1980s. it was a death sentence. 
Those affected got extremely ill and 

died quickly. Thanks to misinformation 
about the disease and significant stigma, 
there was initially little in the way of sup-
port from the community. 

Yet some medical providers, organiza-
tions, community groups and individu-
als stepped up and did everything they 
could to help. That often meant scraping 
together resources and fighting their own 
employers to take care of very sick people 
while trying to prevent others from getting 
infected. 

People involved in HIV/AIDS care 
during the past 35-plus years have shared 
many unique experiences from the front-
lines, as the disease evolved from terminal 
to chronic. Emil Angelica, president of the 
Community Consulting Group in Min-
neapolis, who works with many health 

HIV/AIDS  
ORAL HISTORY  
PROJECT

Capturing 
history 
HIV/AIDS Healthcare Providers Project documents 
the evolution of caring for those affected in Minnesota

BY SUZY FRISCH
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one size fits all and potentially less effec-
tive. 

From a public health perspective, much 
can be applied to future disease outbreaks, 
Carr says. Providing accurate informa-
tion is key, as is effectively monitoring and 
tracking where the outbreaks are occur-
ring. That way a region can mount a pub-
lic health response, including treatment, 
containment and prevention. It’s also criti-
cal to get on top of new diseases early with 
resources, funding, tracking and commu-
nication, he says. 

The HIV/AIDS project has been a 
labor of love for the researchers, who are 

histories. The report sum-
marizes and analyzes the 
many themes that came 
from the interviews and 
delves into lessons learned. 

Next, Angelica aims to 
engage the community 
through events, exhibits or 
other media about HIV/
AIDS history and these 
lessons. The team wants to 
explore how its learnings 

could be applied to other infec-
tious diseases, especially those with 

a stigma like Ebola or Zika, says Carr, 
who is the retired state AIDS director 

for the Minnesota Department of Health. 
Angelica wasn’t surprised to learn from 

the oral histories that this stigma affected 
the community’s ability to garner early 
support for people with HIV/AIDS. “The 
stigma caused us as a community to not 
respond to the disease the way we might 
have to another disease and use what we 
know works in public health,” he says. 

Sommer was struck that most people 
got involved with HIV/AIDS care through 
a personal connection to the disease—a 
friend, patient or relative. The role of such 
individuals was key. Solo medical provid-
ers, social workers and nonprofit staff 
would convince their employers to help 
people who often were fighting HIV/AIDS 
alone. 

These caregivers knit together an in-
formal network that provided housing, 
meals, medical care, referrals and more in 
the early days, before much government 
funding went to people with HIV/AIDS. 
“Across the board, it stood out to me how 
compassionate and self-driven people 
were in taking the initiative to make things 
happen,” Carr says. “The initial response 
was quite remarkable.”

Another finding and lesson was the im-
portance of various communities—such as 
African American, Native American, im-
migrant and gay—to developing special-
ized outreach, care and prevention with 
input from within, Sommer says. These 
approaches continue to meet groups’ 
unique needs and cultures instead of being 

motivated to capture this moment in his-
tory before it’s too late. “I lived through 
the time when HIV/AIDS was basically 
a death sentence. Now we’re in a place 
where people are living for a long time 
with the disease. Yet it isn’t over,” Angelica 
says, adding that many communities still 
are being disproportionately affected by 
HIV/AIDS. 

 “What is the end game? What decisions 
have to be made at this point? We need to 
look at our history to influence our path 
going forward.” MM

Suzy Frisch is a Twin Cities journalist and 
writer.

“I was starting to see leaders retire and 
move on, and I realized we would lose 
that history of their experience. I observed 
all of this and thought, ‘This is a project 
we ought to do.’”

– Emil Angelica, president, Community Consulting Group

Your patients  
deserve the best.
From skin cancer to chronic  
skin conditions, our 20 

are the Twin Cities’ Skin Care 

Now offering SAME DAY or 
NEXT DAY appointments. 

DermatologyConsultants.com. 
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The Department of Surgery at the Uni-
versity of Minnesota is best known 
for the development of open-heart 

surgery, the invention of the pacemaker 
and the emergence of Minnesota’s thriving 
medical device industry known as Medi-
cal Alley. Today, these remarkable events 
are celebrated at the National Museum of 
American History in Washington D.C. 

While leading Minnesota figures in 
cardiac surgery—F. John Lewis, C. Walton 
Lillehei and Earl Bakken, to name a few—
have been honored, much of the credit is 
also attributed to the singular leadership 
of department chair Owen Harding Wan-
gensteen, who served as the department’s 
charismatic leader from 1930 to 1967.1 
Fostering an atmosphere that emphasized 
the need for surgical science, he encour-
aged surgeons to develop active research 
agendas in the laboratory. The focus on 
surgical research and its integration into 
medical education yielded many impor-
tant contributions to mid-century surgery 
beyond cardiology’s impressive results. 

Wangensteen presided over an active 
research program that included the devel-
opment of nasogastric suction to manage 
the surgical complications of bowel ob-
struction and Henry Buchwald’s work on 
cholesterol metabolism and development 
of bariatric surgery. Moreover, during the 
Wangensteen era, the stage was set for the 
pioneering organ transplant work that 
followed under John Najarian’s tenure as 
chair during the 1970s. Wangensteen also 
supported the work of surgeons such as 
William Bernstein and Stanley Goldberg, 

Beyond cardiac surgery
Owen H. Wangensteen and the University of Minnesota’s contributions to mid-century surgical science

BY DAVID KOROSTYSHEVSKY
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Owen Wangensteen 
served as chair of the 

Department of Surgery 
at the University of 

Minnesota for 37 years, 
making it a leader in 
surgical research and 

facilitating some of the 
most significant medical 

triumphs of the 20th 
century.
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of pain for the patient. To solve the prob-
lem, Wangensteen devised a simple device 
that applied a slight vacuum delivered to 
the site by a nasogastric tube. His patients 
improved immediately and the mortality 
associated with bowel obstruction dra-
matically decreased. Thus, the so-called 

Wangensteen suction device 
was born. The device, for which 
Wangensteen won the presti-
gious Samuel D. Gross Prize in 
1935, established him not only 
as an effective administrative 
leader, but as a notable surgeon-
scientist.5 

The fame of Wangensteen 
suction grew during World War 
II. Intestinal injuries, which re-
quired abdominal surgery, were 
common on the battlefield. GIs 
with these injuries recovered 
in special wards, which were 
known as Wangensteen Alleys 
for the rows of devices standing 
next to the beds. An article on 
the cover of a wartime issue of 
Minnesota Morning Tribune’s 
Sunday Magazine, complete 
with a comic-book drawing 
of Wangensteen inventing the 
device, celebrated its life-saving 

contributions to wartime medicine.6 His 
associate and friend, physiologist Maurice 
Visscher, estimated that by 1944, naso-
gastric suction “had saved some 100,000 
lives.”7 By the 1970s, the device was still 
so well-known that it was mentioned in 
an episode of popular television show 
M*A*S*H.8

Wangensteen’s early research coin-
cided with a broader shift in the medical 
school curriculum. From 1913 to 1936, 
Dean Lyon worked hard to implement 
the recommendations of Flexner’s report. 
He sought to integrate practical medical 
education with laboratory research by 
promoting graduate degrees in clinical 
areas. This atmosphere shaped Wangen-
steen’s vision of training surgeon scientists 
to become scholars as well as clinicians. 
While Wangensteen understood that the 
“extra hurdle” of having to do “research 
and qualify for a graduate degree” was 

Meanwhile, Wangensteen had im-
pressed powerful medical men such as 
university regent William J. Mayo. The 
dean of the medical school, Elias Potter 
Lyon, and the interim leadership commit-
tee of the Department of Surgery decided 
to offer Wangensteen the post. But first, 

they sent him to Switzerland and Ger-
many, countries whose models of scientific 
research physicians in the United States 
esteemed, for a year (1927-1928) to finish 
his training. There he acquired a passion 
for laboratory research and the applica-
tion of historical perspectives to current 
problems.

Soon after he returned, Wangensteen 
assumed the chair of the department, 
became the hospital’s surgeon-in-chief, 
and immediately dedicated himself to an 
active research agenda. In the early 1930s, 
abdominal surgery was still difficult and 
risky. Wangensteen turned his attention to 
basic research on the problems of bowel 
obstruction, which continued to have a 
high mortality rate. His research revealed 
that what made recovery from bowel ob-
struction difficult was the buildup of gas 
and fluid pressure near the wound, which 
impeded healing and caused a great deal 

who played a central role in the transfor-
mation of proctology from a neglected 
corner of general practice into colon and 
rectal surgery, a formal specialization 
within general surgery.

Wangensteen’s rise to prominence did 
not follow an obvious trajectory. As an 
adolescent, he never intended to be a phy-
sician, let alone a surgeon. He originally 
wanted to follow in his father’s footsteps 
by becoming a farmer. With his father’s 
encouragement, however, he finished col-
lege and entered medical school, where he 
quickly acquired an intense interest in sur-
gery. Even though Wangensteen acknowl-
edged that he was not the best student 
when he matriculated, he graduated at 
the top of his medical class.2 Wangensteen 
interned at the University’s Elliot Hospital, 
completed a residency at the Mayo Clinic 
and earned a doctorate from the Univer-
sity of Minnesota, but then turned down 
a lucrative opportunity in private practice, 
choosing instead the much lower salary of 
a University of Minnesota research profes-
sor. This thoroughly Minnesotan upbring-
ing and education would become a source 
of local pride for his mentors, colleagues 
and students.

The beginning of Wangensteen’s medi-
cal career took place at a time of turbulent 
institutional change at the medical school 
that followed the publication of Abra-
ham Flexner’s survey of North American 
medical education in 1910. While Flexner 
had found the medical school’s scientific 
facilities to be “[e]xcellent, exceedingly at-
tractive, and well organized,” he criticized 
the school’s small clinical facilities and 
dearth of full-time instructors.3 Like the 
rest of the medical school, the Department 
of Surgery became embroiled in a lengthy 
and contentious transition from part-time 
instruction by community practitioners to 
a full-time faculty. At the same time, the 
1925 departure of Arthur Strachauer, who 
retired to focus on private practice, left 
the department chair vacant. The search 
committee immediately encountered diffi-
culty in attracting suitable candidates. One 
contender, Boston-trained surgeon Francis 
Newton, remarked, “Well, there isn’t any-
thing here, nor will there ever be.”4 
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tion of the American Board 
of Proctology in 1935, Fansler 
and J.K. Anderson established 
a one-day training course in 
proctology at the University of 
Minnesota. Finishing a precep-
torship under Fansler, William 
Bernstein entered the univer-
sity community and became 
a friend of Wangensteen. Suc-
ceeding Fansler as director of 
proctology at the department, 
Bernstein established a formal 
residency program in proctol-
ogy at the University of Minne-
sota in the early 1950s.14 

Stanley Goldberg, who, like 
Buchwald, completed a resi-
dency in the 1960s, succeeded 
Bernstein as chief of a newly 
renamed Division of Colon and 
Rectal Surgery in 1972. He has 
fond memories of Wangen-

steen’s influence on his decision to become 
a colon and rectal specialist. “It was really 
Dr. Wangensteen who had the vision,” re-
calls Goldberg, that proctologists “should 
be completely trained as a general sur-
geon.” In his first year of residency, he met 
with Wangensteen for career advice and 
discussed his interest in proctology. “So, 
Dr. Wangensteen looked me in the eye,” 
Goldberg remembers, and said, “I want 
you to change everything.” He “literally 
outlined my life for me in five minutes.”15 
David Rothenberger, who trained under 
Goldberg and would serve as department 
chair from 2013 to 2017, wrote that under 
Goldberg’s leadership, the practice of colon 
and rectal surgery in Minnesota “grew to 
become the largest such specialty group in 
the world.”16

During the Wangensteen era, Minne-
sota surgeons were also at the forefront of 
early organ transplantation. Building on 
the success of the cardiac program, which 
worked with critically ill patients, Richard 
Lillehei—C. Walton Lillehei’s brother—
successfully transplanted dog stomachs 
and intestines in the laboratory as early 
as 1960. Transplants in human patients 
began in 1963, when Richard Varco led the 
first successful human kidney transplant 

could come up with ideas…
and generally he would tell 
you to pursue them.” Buch-
wald turned down an invita-
tion to join Wangensteen’s 
gastrointestinal physiology 
lab; he was interested in-
stead in researching “cho-
lesterol metabolism” and its 
relationship to atherosclero-
sis and heart attacks, which 
Wangensteen supported 
with internal funding until 
the laboratory secured ex-
ternal grants.12 

This research directly 
led to the development of 
metabolic surgery. Buch-
wald and his team began by 
determining which part of 
the gastrointestinal tract was 
responsible for cholesterol 
absorption, which made 
the first gastric bypass operation possible. 
Nominated by Wangensteen for this work, 
Buchwald became the second Minnesota 
surgeon to earn the Gross Prize. More im-
portantly, early gastric bypass operations 
to manage cholesterol led to the surgical 
management of obesity and the develop-
ment of bariatric surgery. 

Buchwald was also active in biomedical 
engineering research. An active collabora-
tion between surgeons and engineers led 
to the invention of an implantable drug 
pump in 1969. While implantable drug 
pumps never became a useful therapeutic 
medical device, they inspired the devel-
opment of infusion portals, implantable 
devices that simplify the delivery of daily 
intravenous medication.13

The specialization of proctology into 
colon and rectal surgery is another signifi-
cant achievement of the Wangensteen era. 
During the early 20th century, proctology 
was a neglected area of medical practice. 
Most physicians were not adequately 
trained in the treatment of hemorrhoids, 
fissures, abscesses and fistulas. In re-
sponse, Walter Fansler, a Minneapolis 
practitioner, established the Section of 
Proctology within the Department of 
Surgery in 1917. Soon after the incorpora-

“frequently resented by fellows” in most 
medical fields, he believed that the student 
often learned in the process that profes-
sional satisfaction came with the “pursuit 
of knowledge to advance his chosen disci-
pline through the agency of research.”9

These values inspired Wangensteen to 
require most surgical residents to spend 
a year or two in the research labs as part 
of their training. Many of them, such as 
the now-famous cardiac surgeons, earned 
PhD’s along the way. Wangensteen’s fa-
vorite research field was physiology. In 
addition to supporting research within the 
department, he often assigned residents to 
work with Maurice Visscher, who joined 
the Department of Physiology in 1936. 
While this combination of clinical training 
with laboratory research by full-time fac-
ulty is familiar today, it was a new idea in 
the 1930s. At the time, only the University 
of Minnesota and Johns Hopkins Univer-
sity, whose system inspired Wangensteen, 
trained surgeons this way.10

Wangensteen elevated this vision of sci-
entific surgery to the national level. Unlike 
young researchers in biomedical sciences, 
the residents who trained in Wangensteen’s 
program during the 1930s did not have 
a venue in which to present the results 
of their laboratory research. It was then 
customary for the American College of 
Surgeons to accept papers by younger sur-
geons only if they were coauthored with 
an older, established colleague, a practice 
that Wangensteen despised. Wangensteen 
convinced the College in 1940 to establish 
a forum for young investigators. It became 
a premier site for surgical researchers, 
especially residents, to present their work 
to the profession. In 1993, the College 
changed its original name from the Forum 
on Fundamental Surgical Problems to the 
Owen H. Wangensteen Surgical Forum in 
honor of its founder.11

The opportunity to conduct research 
attracted residents like Henry Buchwald, 
who trained under Wangensteen in the 
early 1960s before joining the faculty. He 
wanted to become an “academic surgeon” 
who “engaged in basic research” as well 
a “competent clinician” and “technician.” 
Buchwald recalls, “in that atmosphere, you 
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procedure became so negative that some 
researchers erased any mention of it from 
their CVs.21 Although gastric freezing 
failed as a practical means to take care of 
ulcers, Delaney explains, the research still 
contributed a great deal to basic scien-
tific knowledge about gastric physiology, 
including the effects of mechanical and 
thermal injury to the stomach.22

Despite challenges associated with 
cutting-edge research, Wangensteen’s 
leadership as department chair facilitated 
the accomplishment of some of the most 
significant medical triumphs of the 20th 
century. Indeed, Wangensteen’s legacy has 
become imprinted upon the very geogra-
phy of the medical campus at the Univer-
sity of Minnesota; dominating the campus 
skyline, the 11th floor of the Phillips-Wan-
gensteen Building remains the physical 
home of the Department of Surgery. 

In celebration of the department’s 110th 
anniversary in 2016, Minnesota governor 
Mark Dayton declared Wangensteen’s 
birthday—Sept. 21—to be Dr. Owen H. 
Wangensteen Day.23 Wangensteen’s vision 
of medical research and education lives 
on. Within the Department of Surgery, 
the Division of Basic and Translational 
Research and Experimental Surgical Ser-
vices exemplify his commitment to surgi-
cal science. Throughout his 37 years of 
leadership, Wangensteen never wavered in 
his efforts to integrate scientific research, 
medical education and history at the Uni-
versity of Minnesota. MM

David Korostyshevsky is a doctoral candidate 
in the History of Science, Technology, and 
Medicine at the University of Minnesota. His 
research ranges from public medical history to 
intoxication in the early-modern period.
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in Minnesota. The first liver transplant 
in the state occurred the following year, 
performed by Karel Absolon and Richard 
Lillehei. And in 1966, William Kelly and 
Richard Lillehei performed the world’s 
first successful clinical pancreas trans-
plant. And, as is quite well-known, Minne-
sota-trained surgeons Christiaan Barnard 
and Norman Shumway were performing 
well-publicized heart transplants by the 
end of the 1960s.17 

These early efforts were hampered by 
the problem of rejection; while the opera-
tions were successful, the outcomes were 
unpredictable until the advent of im-
munosuppressive drugs in the following 
decade. Nevertheless, these early achieve-
ments set the stage for major break-
throughs, including solutions for manag-
ing tissue rejection, that would follow in 
the 1970s and ’80s. After Wangensteen 
retired in 1967, John Najarian, a transplant 
surgeon and research immunologist from 
California, was attracted to the position 
specifically because of the department’s 
reputation in surgical research.18 Under his 
leadership, the department would become 
internationally-known for transplant im-
munology research and a clinical destina-
tion for organ transplant patients. 

Despite the high-profile successes 
achieved under Wangensteen’s leadership, 
not all the efforts of scientific surgical re-
search in Minnesota translated into thera-
peutic or clinical applications. As John 
Delaney, faculty member who trained 
under Wangensteen in the early 1950s, 
recalls, one area of research “that didn’t 
turn out too well” was the “cooling” and 
“freezing of the stomach” to treat stomach 
ulcers, another serious medical problem in 
the mid-20th century. According to Del-
aney, the research was both “memorable” 
and “strange.”19 An optimistic article in the 
New York Times recounted, “In one experi-
ment to develop the technique, a frog” was 
“given its own oxygen supply” and placed 
“in the cooled stomach of an anesthetized 
dog for thirty-six hours.” That the frog 
“was alive and apparently unharmed when 
brought out again” was meant to demon-
strate the procedure’s safety.20 However, by 
the late 1960s, medical opinion about the 
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A tenacious struggle
Hansen battled with such tenacity that he
has reminded some observers of Herman 
Melville’s character, Captain Ahab, and 
his obsessive struggle to kill Moby Dick, 
the great white whale. Hansen’s struggle to 
persuade the medical and scientific world 
that he was correct was aided by the later 
development of improved microscopy 
and more effective histological staining 
techniques. An important step forward oc-
curred in 1879 when the German scientist 
Albert Neisser visited Hansen in Bergen. 
Neisser, whose various contributions to the 
science of bacteriology are memorialized 
in the genus Neisseria, had become inter-
ested in the Norwegian’s work and Hansen 
generously demonstrated his patients and 
their biopsy slides. He also provided Neis-
ser with tissue specimens to take home to 
Breslau, where microscopes and staining 
methods were more advanced. Neisser was 
able to use newer techniques to confirm 
what Hansen had claimed.  Hansen’s gen-
erosity backfired, however, when Neisser 
published his own work as an original 
finding, without crediting Hansen’s prior 
claims or assistance. That led to a long 
unpleasant tussle for priority called the 
“Hansen-Neisser struggle,” a debate that 

findings and conclusions—considered 
“outrageous” by a medical establishment 
that was convinced otherwise. By that 
date, scientists had observed many kinds 
of bacteria, and some experts had strong 
suspicions that particular identified or-
ganisms might be the specific cause of a 
corresponding disease; but no one yet had 
convincing arguments for this, certainly 
nothing that could be considered “proof ” 
worth endangering one’s reputation.  

Hansen’s article  about the intracellular
particles he had seen and studied since 
1871 became the first report in medical 
history to claim for any disease that it 
was caused by the specific microscopic 
particles that he saw and that they were 
bacteria; thus, leprosy was an infection 
that might be transmitted from one person 
to another. The World Health Organiza-
tion in 1990 urged that this infection 
be renamed Hansen’s Disease, not only 
to honor Hansen, but also to purge the 
world’s vocabulary of the hugely stigma-
tizing words “leprosy” and “leper.” That 
change in vocabulary and the progress in 
wiping out the illness have been slow.

It was 1873. Armauer Hansen’s col-
leagues at the leprosy hospital in 
Bergen, Norway, thought well of him. 

Even his predecessor as hospital director—
who was also his father-in-law and a leader 
in the academic world of leprosy—liked 
him well enough to excuse his fixed idea 
that leprosy was not a hereditary disease 
but rather an infection caused by a specific 
type of bacteria. If that was true, then lep-
rosy might be a contagious disease. The 
prevailing opinion was that it was a heredi-
tary affliction—passed down in families 
like baldness or (as “everyone knows”) 
tuberculosis or, perhaps, a moral or sexual 
taint resulting from divine punishment.  

But G. H. Armauer Hansen, MD, born 
in 1841, could not be dissuaded by the op-
position.  He had taken biopsies repeatedly 
from his leprosy patients who had multiple 
cutaneous nodules; with careful study, 
using his fairly primitive microscope and 
with hardly any success at staining, he al-
ways found great numbers of macrophages 
engorged with tiny particles that he felt 
certain, by their size and shape, must be 
bacteria. After diligent study of so many 
patients, most of them poor fisherfolk 
from the western coast of Norway, he was 
ready by 1873 to publish a report of his 

LeprosyLeprosy
Hereditary or contagious? 
How the quest for answers led to Minnesota
BY RICHARD M. CAPLAN, MD
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Minnesota since as early as the 1830s that 
although some of them developed lep-
rosy after their emigration, none of their 
children showed signs of it. Such reports, 
if indeed true, contrasted markedly with 
the experience in western Norway, where 
so many afflicted parents also had one or 
more children with the illness.  In order 
to study the curious assertion personally, 
Hansen applied to the Norwegian govern-
ment for a travel grant to visit Minnesota. 
He planned to examine families in which 
this seeming non-inheritance of leprosy 
was reported. His request was denied. A 
financial “angel” appeared, however, in the 
form of a St. Paul physician of Norwegian 
descent, Edward Bockman, who offered 
travel funds plus the hospitality of his 
own home. This led to Hansen’s visit. He 
departed Norway in January 1888, for a 
six-month stay in St. Paul, where he lived 
in Bockman’s home. Hansen’s examina-
tion of the families in which the illness 
was known, and especially his scrupulous 
study of the children, disclosed no in-
stance of an affected child. This informa-
tion naturally contributed to the power of 
the argument against hereditary transmis-
sion that he had been urging since 1873.  

The generally accepted reasons why 
Hansen found no infected children in 
Minnesota, as he enumerated them, were 
the improvement there in nutrition, far 
better cleanliness and sanitation, and 
less crowding, as well as more success-
ful isolation of infected persons. Experts 
now believe that a genetic component or 
”susceptibility” to Hansen’s Disease may 
exist in some families, a mechanism likely 
operating through heredity’s genesis of the 
immune system.    

The work in perspective
Hansen’s fight against traditional belief 
and powerful opposition is, of course, not 
unique in the history of science—witness 
the romantic struggles exemplified in the 
lives of Vesalius, Copernicus, Harvey, 
Galileo or Darwin. In our own time, many 
can recall the delays and arguments before 
infection was accepted as the cause of pep-
tic ulcer disease, or Legionnaire’s Disease, 
or even AIDS. But the obverse can also 

As late as 1906, however, the great 
Victorian medical polymath, Sir Jona-
than Hutchinson, published an extensive 
monograph claiming that although Bacil-
lus leprae caused the illness, it arose not 
via transmission from an infected patient 
but from eating rotten or contaminated 
fish. His mass of information and specula-
tion was impressive—although wrong—
and indicated the persistence of uncer-
tainty in the medical world. Hutchinson 

clearly held his view even earlier than 
1895, because the monograph of that 
year by Hansen and Looft argues against 
Hutchinson in these words:

“Against Hutchinson’s hypothesis there 
is in the first place the fact that we have 
never succeeded in cultivating the bacil-
lus, which, if the bacillus lived as a sapro-
phyte on decaying fish, would be a very 
simple matter. And there are, secondly, 
places where the inhabitants certainly and 
frequently enjoy decaying fish without 
the disease appearing.  And thirdly, there 
are many places authoritatively indicated 
where leprosy is present, and where no 
fish is ever eaten.”      

In 1888, two years before Koch’s Postu-
lates were proclaimed, Hansen still sought 
further ammunition in his battle to per-
suade the scientific world that his career-
long claims were correct. He heard reports 
from Norwegian emigrants living in 

finally came to a formal conclusion at the 
International Leprosy Congress in Berlin 
in 1897 when Hansen’s priority and views 
were fully acknowledged.  

Hansen felt pleased to have helped write 
the Norwegian laws that required isola-
tion of leprosy patients in order to reduce 
contagious spread. That led to a marked 
decline of new cases, even though there 
was not yet solid proof of bacterial causa-
tion. The lack of “proof ” relates to the lack 
of fulfilling Koch’s Postulates, enunciated 
in 1890, the gold standard thought neces-
sary to prove a bacterial cause of a disease. 
The so-called postulates require the acqui-
sition of infected material from an animal 
subject, then growth of the suspected 
organism on an artificial medium, then 
re-introduction of the harvested material 
grown on the medium into a susceptible 
subject to successfully reproduce the 
original disease. In the unusual situation 
of leprosy, however, organisms are not 
available from artificial media, but only 
from patients, because the organisms have 
never—even to this day—been success-
fully propagated on artificial media. 

Because of this crucial procedural defi-
ciency, proof must rely on circumstantial 
evidence. Such evidence now persuades 
the scientific world to infer the causative 
role of Tuberculosis leprae, as the organism 
is now known. The inability to grow the 
organism on laboratory media has limited 
basic biological investigation and also 
slowed the development of vaccines or ef-
ficient drug testing, complicated further 
because the armadillo is the only feasible 
experimental animal, perhaps because of 
its uniquely low body temperature—a fas-
cinating story for another time.

Even without firm bacteriological 
proof, though, some experts became 
quickly convinced by the increasing 
weight of circumstantial evidence that 
Hansen was correct.  For instance, in his 
first edition of the Principles and Practice 
of Medicine, 1892, Osler wrote in a brief 
section concerning this illness: “The  Ba-
cillus leprae, discovered by Hansen, of 
Bergen, in 1871 is universally recognized 
as the cause of the disease.”

Most Norwegian 
families in 
Minnesota 
did not show 
inheritance of 
leprosy.
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Hansen’s life, which ended in 1912, was
then and yet recognized for his diligent 
effort in science and public policy to im-
prove the health and care of patients who 
suffered from an ancient scourge, and po-
tentially even to eliminate it entirely. MM

Richard Caplan is emeritus professor of 
dermatology at the University of Iowa.
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nor was her permission sought. Her indig-
nation upon learning what had happened 
to her led to a lawsuit settled in a Norwe-
gian court in 1880. The verdict against 
Hansen was a foregone conclusion, when 
he admitted that he didn’t tell her because 
he expected to be refused but thought the 
greater gain in knowledge from a success-
ful experiment was more important than 
her approval. He was punished by being 
removed from his role in clinical care and 
as director of the Bergen Leprosy Hospi-
tal. He continued for the rest of his life as 
a researcher and as Norway’s Director of 
Health for Leprosy. 

Although many investigators and writ-
ers today suggest that our attitudes and 
rules about informed consent arose in the 
post-World War II Nuremberg Trials and 
the Tuskegee syphilis scandal in the United 
States, earlier instances exist, as shown 
by Hansen’s experience. The current 
informed-consent rules for research with 
human subjects were clearly anticipated 
by that Norwegian episode. In spite of that 
ethical “stain,” as it may be viewed today, 

happen, as shown in a recent review of the 
history of the successful fight led by Joseph 
Goldberger to establish vitamin deficiency, 
not infection, as the cause of pellagra. The 
saga of Hansen and that of Goldberger in 
the early 20th century surround the rise 
of microbiology and the enormous en-
thusiasm it provoked. As Bryan and Mull 
wrote: “Late 19th century enthusiasm for 
the germ theory fueled a chase for infec-
tious etiologies…” Add dogmatism to that 
enthusiasm and serious results may occur, 
requiring much time and effort to nullify.

A part of Hansen’s saga includes a little-
known bit of his personal story that fore-
shadowed vital developments in the mod-
ern world of medical ethics. In his fight to 
prove the bacterial cause of the infection, 
he attempted to produce a new nodular 
lesion by implanting material from one 
patient’s leprous nodule subconjunctivally 
into a woman who had the neuro-anes-
thetic type of the disease, which seldom 
produces nodules. The attempted trans-
plant failed. But the patient had not been 
informed of the purpose of the procedure, 
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large refugee camps in Kenya and Ethio-
pia. Poor sanitation, overcrowding, mal-
nutrition and violence present challenges 
to United Nations vaccination programs in 
the camps. 

Somalis who are accepted for immigra-
tion to the United States go through a 
medical examination and receive manda-
tory immunizations. Refugees are medi-

cally examined and vaccination status is 
confirmed on arrival in the United States. 

Changing perceptions about 
vaccinations 
Although Somalia is desperately poor and 
disrupted, rising immunization rates and 
falling measles rates show broad interest 
in vaccination to prevent acute disease. 
In Somalia, clinical care is scarce and is 
used for treatment of infections, traumas 
or disabilities, rather than for prevention. 
Outreach programs through donor orga-

been largely eliminated in the United 
States, except for occasional imported 
cases from developing regions still experi-
encing outbreaks. 

In Somalia, measles is prevalent and 
leads to high mortality for children 
younger than 5 years (200 per 1,000 live 
births). In Somalia and in regional refugee 
camps, overcrowding, high rates of lung 

disease, malnutrition and limited medical 
care increase the risk of transmission of 
measles and of ensuing outbreaks. Despite 
extreme logistical problems, for many 
years, Somalis had welcomed vaccina-
tion in Somalia, where more than half the 
children are vaccinated. In 1991, the fall 
of the Somali government and the ensuing 
collapse of the public health infrastructure 
damaged national disease surveillance and 
vaccination programs. Since then, clan 
rivalries have prevented the formation of 
national institutions. Many Somalis fled to 

In March 2011, Minnesota experienced a 
measles outbreak that arose within, and 
was largely confined to, the Somali com-

munity. Twenty-one cases in Hennepin 
County were linked to a U.S.-born child 
of Somali descent who had developed 
symptoms after travel to Kenya. Sixteen of 
the 21 individuals had not been fully vac-
cinated.  Of those, nine were old enough to 
have received MMR vaccination. Six of the 
seven infected Somali children were too 
young to have received vaccinations. 

Public health officials and news media 
focused on how the Somali community 
was receptive to Andrew Wakefield’s spuri-
ous claim that the measles, mumps and 
rubella (MMR) vaccine increased the risk 
of autism, but did not explain why many in 
the Somali community were susceptible to 
these claims.  

Somalis  unique experience with illness, 
health care and disease prevention as they 
left their homeland, sojourned through 
refugee camps and came to Minnesota 
shaped the response to the false claim that 
vaccines cause autism. Many in the Somali 
community were receptive to false argu-
ments and  avoided vaccinations because 
of: 
• Vaccination experiences in Somalia and 

during immigration.
• Cultural beliefs and expectations affect-

ing Somalis’ use of medical care.
• Somalis’ perception of autism.
• The media’s influence on the communi-

ty’s response to a perceived health crisis. 

Measles and vaccinations 
Measles is a highly contagious, vaccine-
preventable disease. It is a leading cause 
of death and disability in young children 
around the world. By 2000, measles had 

Measles, autism and vaccination in the 
Minnesota Somali community
Public health education campaigns must recognize and respect cultural experiences if they are to be successful

BY FAIZA AZIZ AND STEVEN H. MILES, MD 

“How can you help someone  
you cannot communicate with?  
It was hell what I went through with my son. I had to drive him 
around in my car almost every night when he was little because he 
would not sleep or calm down…Your life stops when you have an 
autistic child…You cannot leave them alone, because they might 
harm themselves. Thank God he is able to care somewhat for himself 
now, but he still cannot talk after years of therapy.

“I have had measles before, and it was not as bad as autism. You 
are sick for a couple of days, then you get better. Autism damages 
for life…it is irreversible.”

– Minnesota Somali father of an autistic child
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cation tends to be oral and many Somalis, 
especially mothers, are not fluent in Eng-
lish. Rumors about the fallacious associa-
tion between measles vaccination and an 
increased risk of autism rapidly spread. As 
Somalis heard that the MMR vaccine in-
creased the risk of autism, immunization 
rates for Somalis dropped rapidly. And in 
2011, there was a first measles outbreak.

Few Minnesota Somalis knew of autism 
before the 2011 launch of the Minneapolis 
Somali Autism Spectrum Disorder Preva-
lence Project (MSASDPP), which was 
funded by the CDC, the National Insti-
tutes of Health (NIH) and Autism Speaks. 
It was designed to assess whether Somali 
children in Minneapolis, 7 to 9 years of 
age, had a higher prevalence of autism 
than non-Somali children. Its 2013 report 
noted that Somali and Caucasian children 
had the same incidence of ASD but that 
Somali children suffered more severe cog-
nitive defects, possibly because of other 
experiential or environmental factors. 

It is an oversimplification to conclude 
that Somali parents who rejected measles 
vaccination for their children are anti-
vaxxers, anti-science or homeopaths. A 
2014 study examined challenges facing 
the Somali, Hmong and Latino communi-
ties. It found that Somali parents were not 
anti-Western medicine or passive about 
seeking care. Indeed, they actively sought 
out services and alternatives for their 

Autism, vaccine hesitancy and the 
2011 measles outbreak
Three years before the 2011 measles out-
break, a Minnesota Somali parent saw 
media reports that an unusually high 
number of Somali school children were 
being referred to autism-assessment pro-
grams. She raised alarms in the Somali 
community. In 2009, in response to So-
mali concerns, the Minnesota Department 
of Health (MDH) collaborated with Min-
neapolis Public schools (MPS) to measure 
the proportion of Somali preschoolers 
receiving ASD services and found it to be 
elevated, consistent with the community 
perception. Vaccine opponents quickly 
spread information from a 1998 paper by 
Andrew Wakefield that posited a causal 
link between ASD and the MMR vaccine. 
In 2010, The Lancet, the journal that had 
published Wakefield’s paper, retracted it 
and Wakefield’s medical license was re-
voked, but vaccine opponents kept Wake-
field’s debunked view and celebrity alive. 
By March 2011, vaccination opponents 
had organized at least three meetings be-
tween Andrew Wakefield and Somali par-
ents in a Minneapolis Somali restaurant. 
Media coverage engendered by his celeb-
rity and the idea of covering “all sides of 
the issue” fueled the myth that there was a 
scientific controversy. 

The Somali community is built on ex-
tended kinship relationships. Communi-

nizations provide supplementary vaccina-
tions. In Somalia, measles is common and 
vaccinations are valued because clinics for 
treating illness are scarce and costly. 

When they arrive in the United States, 
Somalis find clinics to be readily avail-
able and measles to be rare, and they have 
high expectations of the efficacy of disease 
treatment, so they tend to place less value 
on preventive health care.

As Somalis in the United States do 
their risk-benefit analysis, the idea that 
a chronic complication such as autism 
might arise from the vaccine can lead 
them to be highly vaccine-averse.

Perceptions of autism
Autism spectrum disorders (ASD) are 
global neuro-developmental disorders 
affecting all races and socio-economic 
groups. ASDs are characterized by a wide 
range of symptoms, including cognitive 
and functional disabilities. According to 
the Centers for Disease Control (CDC),  
the increasing number of cases of ASD in 
the United States may be because more are 
identified through school-based screening 
and special education programs. It was the 
results of school-based screening for pos-
sible learning disabilities that ignited fears 
of excess autism in the Somali community.
Autism is known in East Africa; there are 
autism treatment centers in Ethiopia and 
Kenya. However, many African clinics are 
not capable of diagnosing ASDs. Some 
West Africans who care for children at-
tribute ASD symptoms to supernatural 
causes such as angered ancestral spirits, 
sinful wrongdoing (most often by the 
mother) or by action of the devil. In gen-
eral, the stigma of mental health disorders 
is a barrier to seeking care. Symptomatic 
children often are taken to traditional 
healers before they are seen in medical 
clinics. 

The lack of recognition and identifica-
tion of ASD in Somalia, contrasted with 
cases identified through routine school-
based screening in the United States, at 
least partially set the stage for Somalis in 
the United States believing that ASD was a 
new health risk for them, incurred during 
immigration.

Reported Measles cases in Minnesota from January-August 2017 as the outbreak was winding down 
(Source: Minnesota Department of Health)

FIGURE 1

Minnesota Measles Cases, January-August 2017
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ners who attended were well prepared with 
facts. But the public forum was conducted 
in English without bilateral simultaneous 
translation (speaker to audience and audi-
ence questioner to speaker), as is standard 
practice for cross-cultural health presenta-
tions in refugee camps. The lack of simul-
taneous translation deterred attendance 
and participation by less enculturated 
members of the Somali community and by 
mothers, who are less likely to speak Eng-
lish. The core message of the panelists was: 
“Vaccinate; the measles vaccination does 
not cause autism.” The panelists noted 
that vaccine hesitancy is deeply rooted, 
but they did not address why or how these 
roots were formed.  

The public health officials did not 
outline any plans for future autism stud-
ies in the Somali community. Given the 
skepticism of the Somali community about 
the applicability of studies of the autism-
vaccine relationship in European commu-
nities, this seemed a missed opportunity to 
reassure the community that the biomedi-
cal susceptibility to autism is the same in 
Europeans, North Americans and Somalis.  

children from schools, ASD centers and 
expert medical advisers and advocated for 
insurance coverage to provide family, edu-
cational and supportive care service.   

The 2017 Measles Outbreak
In 2017, Minnesota’s Somali community 
experienced another outbreak of measles. 
Sixty-four of the 79 Somali cases lived in 
Hennepin County. Statewide, 71 of the 79 
children under the age of 10 with measles 
had not been vaccinated. By the time the 
outbreak was declared over on Aug. 25, 
2017, at least 500 people had been identi-
fied as exposed, the most since 1990. 

The Somali vaccination rates during the 
2017 epidemic showed progress. As the 
outbreak peaked in the months of April 
and May, there also was a surge in MMR 
vaccination administered, particularly in 
the hardest hit region of the state, Hen-
nepin County (Figures 1 and 2). The num-
ber of people vaccinated in 2016 greatly 
exceeded the number during the 2011 
outbreak.

In April and May 2017, two community 
forums to listen to the public health mes-
sage were held. Public health officials, So-
mali leaders and Somali health practitio-

Going forward
Health risks in children engender high 
emotions. Anxious parents will interpret 
information in light of science, experience, 
anecdotes, love and fear. Some criticized 
parents who did not vaccinate their chil-
dren because of unwarranted fears. They 
even argued that such parents were negli-
gent, unconcerned about their child s in-
terests or the public health. Such criticism 
is off the mark; non-vaccinating parents 
are trying to protect, not endanger, their 
children. A civil and culturally informed 
dialogue is needed to prevent the next 
measles outbreak. 

Minnesota’s public health officials have 
much to do if they are to prevent another 
measles outbreak. Certainly, they must en-
courage vaccination and rebut the Wake-
field fraud as they have done. In addition:
• They must work with media so that 

news coverage does not legitimize a 
spurious vaccine controversy with two-
sided coverage of Wakefield’s position.

• Their communication with the Somali 
community must be more substantive 
than handing out multilingual pam-
phlets and engaging Somali leaders. 

• Public meetings must have full real-time 
bilateral translation of all presentations 
and audience questions if they are to 
draw Somalis who are not fluent in Eng-
lish and who are otherwise influenced 
by lay peers. 

• They should seek to understand and 
engage how the Somalis’ experience in 
their homeland, in refugee camps and 
through immigration has shaped their 
understanding of the benefits and risks 
of vaccination.  
Health departments must cultivate 

better ongoing community engagement, 
rather than simply prioritize relations with 
the Somali community during disease out-
breaks. MM
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associate at the Center for Bioethics of the 
University of Minnesota. Steven Miles, MD, 
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Medicine and a affiliate faculty member of the 
Center for Bioethics.

A comparison of 2016 vs 2017 weekly number of Measles, Mumps, and Rubella (MMR) vaccine 
administered from January 1 through July 23.  

FIGURE 2

MMR Vaccine Doses Administered by week, 2016 vs 2017
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The 2018 legislative session looks like it will be short, but any-
thing but sweet. 

When lawmakers gather in St. Paul on Feb. 20, they will be 
facing several major issues that may complicate their jobs. 

First, they likely will be facing a budget deficit. In early Decem-
ber, Minnesota Management and Budget, the state’s fiscal agency, 
revealed its November economic forecast, which predicts a $188 
million deficit in the 2018-2019 biennial budget and a deficit of 
$586 million in 2020-2021.

Along with a possible deficit, legislators are facing a protracted 
budget battle with the governor, sexual harassment charges 
against a number of legislators and the looming November elec-
tion.

“Lawmakers will be dealing with a number of distractions this 
session,” says Dave Renner, the MMA’s director of state and legis-
lative affairs. “It will be a challenging session for all parties at the 
Capitol—from legislators to advocates and the public.”

Nevertheless, the MMA is entering the session with two key 
goals, as determined by the Board of Trustees in November: 

Support legislation to ensure patients have access to needed 
medication in a timely manner. This includes continuing ef-
forts to pass medication prior-authorization reforms, support 
legislation that limits the use of step therapy, limit the number of 
formulary changes during a patient’s contract year and opposing 
limits on practitioners’ and pharmacists’ ability to ensure patients 
get the most cost-effective therapies available.

Support increased funding to reduce the harm of opioid use by 
investing in patient and prescriber education programs, expand-
ing addiction treatment programs and embedding the Prescrip-
tion Monitoring Program into electronic health records.

Additionally, the MMA will continue to work to maintain the 
repeal of the provider tax as scheduled in January 2020.

Stay tuned to MMA News Now and future issues of Minnesota 
Medicine on legislative updates through the session’s conclusion 
in May. 

LEGISLATIVE SESSION PREVIEW:

Challenges ahead
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News Briefs
Staffer named new MMA CEO
The MMA Board of Trustees has 
selected Janet Silversmith as its new 
CEO. Silversmith, who had been the 
MMA’s director of health policy and 
member services, officially took over 
on January 1.

“We are all very excited to have 
Janet move up to the CEO position,” 
said Randy Rice, MD, MMA board 
chair and part of the association’s 
search committee. “Her experience, 
her knowledge of the Minnesota 
health care market, her strong rela-
tionship building, management and 
communication skills were very im-
portant factors in selecting her.”

“I’m extremely excited to serve as 
the MMA’s next CEO,” Silversmith 
said. “I look forward to strengthening 
the role of MMA as an organization 
that can amplify the expertise, com-
passion, and commitment of indi-
vidual physicians for the benefit of all 
Minnesotans and today’s health care 
challenges.”

Silversmith 
has worked at 
the MMA since 
1993, beginning 
as a health policy 
analyst. She was 
promoted to direc-
tor of health policy 
in 1998. She has 
also worked at the 
American Indian 
Health Care Association, the Univer-
sity of Minnesota, and served as a ses-
sion clerk for the Minnesota Senate.

She has a Master of Arts in Public 
Affairs from the Humphrey Institute 
of Public Affairs at the University of 
Minnesota, where she also received 
her undergraduate degree. 
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The MMA’s partners for the month include: Aquí Para Ti; 
Minnesota Academy of Family Physicians; Minnesota Chapter, 
American Academy of Pediatrics; Minnesota Chapter, American 
College of Physicians; Minnesota Department of Health; Minne-
sota Doctors for Health Equity; the Physician Advocacy Network; 
Twin Cities Medical Society; and Zumbro Valley Medical Society.

For more information on the MMA’s efforts and to register for 
the forum, visit www.mnmed.org/HealthEquityMN.

Autism and sleep apnea added to  
medical cannabis program
Former Health Commissioner Edward Ehlinger, MD, announced 
in late November his decision to add autism spectrum disorders 
and obstructive sleep apnea as new qualifying conditions for the 
state’s medical cannabis program. Patients with these conditions 
can enroll in the program as of July 1, 2018.

As in years past, the Minnesota Department of Health (MDH) 
used a formal petitioning 
process to solicit public input 
on potential qualifying con-
ditions. Throughout June 
and July, Minnesotans were 
invited to submit petitions 
to add qualifying conditions. 
The process included public 
comments, a citizens’ review 
panel and a set of research 
summaries for each condi-
tion, prepared by MDH staff.

Petitioners put forward a 
total of 10 conditions for con-
sideration this year, including 
anxiety disorders, autism, 
cortico-basal degeneration, 
dementia, endogenous can-
nabinoid deficiency syn-
drome, liver disease, nausea, 
obstructive sleep apnea, Parkinson’s disease and peripheral 
neuropathy. There were also petitions to add cannabis delivery 
methods, including infused edibles and vaporizing or smoking 
cannabis flowers, which were not approved.

As with the program’s other qualifying conditions, patients will 
need advance certification from a Minnesota health care provider.  
The list of current qualifying conditions includes:
• Cancer associated with severe/chronic pain, nausea or severe 

vomiting, or cachexia or severe wasting.
• Glaucoma.
• HIV/AIDS.
• Tourette’s syndrome.
• Amyotrophic lateral sclerosis (ALS).
• Seizures, including those characteristic of epilepsy.
• Severe and persistent muscle spasms, including those charac-

teristic of multiple sclerosis.

January is Health Equity Month in Minnesota
The MMA, along with a host of other health care organizations, is 
declaring January 2018 to be Health Equity Month in Minnesota. 

As part of the month, the MMA will host an online learning 
event on Jan. 17 from noon to 1 p.m. on the MMA’s Facebook 
Live page. The event is designed to educate physicians and other 
health care workers about the health disparities that exist in the 

state. 
Speakers include: 

Bruce Thao, executive 
director of the Center 
for Health Equity at 
the Minnesota Depart-
ment of Health; Sarah 
Atunah-Jay, MD, Mayo 
Clinic, co-chair of the 
Minnesota Chapter of 
the American Academy 
of Pediatrics Poverty/
Health Disparities Work 
Group; and Stephen 
Nelson, MD, Children’s 
Minnesota, member of 
the MMA Health Eq-
uity Advisory Group. 

Atunah-Jay will address strategies to promote health equity in 
the clinic setting, while Nelson will discuss how bias affects pain 
management and other topics faced by patients of color.  

The MMA will also host an in-person Health Equity Forum 
on Jan. 24 from 5 to 8 p.m. at 317 on Rice Park Event Center in 
downtown St. Paul. 

Speakers include: Brooke A. Cunningham, MD, PhD, assistant 
professor with the Department of Family Medicine and Com-
munity Health at the University of Minnesota. The forum will in-
clude five table discussions on: The Role of Implicit Bias/Explicit 
Bias in Opioid Epidemic; The Role of Providers in Addressing 
Social Determinants of Health; How Does Literacy & Health Lit-
eracy Contribute to Disparities?; How Can Providers Mitigate Im-
plicit Bias and Structural Racism?; and How Can Providers Drive 
Their Health Systems and Clinics Toward Equitable Care?

Sponsors for the forum include: Hennepin County Medi-
cal Center; Minnesota Psychiatric Society; Twin Cities Medical 
Society; American Indian Cancer Foundation, Aquí Para Ti; 
Honoring Choices Minnesota; Minnesota Academy of Family 
Physicians; Minnesota Chapter, American College of Physicians;  
Minnesota Community Measurement; the MMA Foundation’s 
Physican Volunteer Program; Physician Advocacy Network; and 
Zumbro Valley Medical Society.



THE PHYSICIAN ADVOCATE   MMA NEWS

36  |  MINNESOTA MEDICINE  |  JANUARY/FEBRUARY 2018

• Inflammatory bowel disease, including Crohn’s disease.
• Terminal illness, with a probable life expectancy of less than 

one year.
• Intractable pain.
• Post-traumatic stress disorder.
• Autism spectrum disorders (effective July 1, 2018).
• Obstructive sleep apnea (effective July 1, 2018).

MMA board supports MinnesotaCare buy-in if 
criteria followed
In order to add stability and provide affordable options in the 
individual insurance market, the MMA Board of Trustees voted 
in November to allow individuals to purchase MinnesotaCare 
coverage under certain circumstances to be defined in future leg-
islation. 

The situation in which the MMA would support individuals 
purchasing MinnesotaCare coverage is as follows: 1) there is oth-
erwise no access to affordable coverage; 2) there are one or fewer 
insurance plans available in a county; 3) MinnesotaCare payment 
rates are set at no less than Medicare levels; and, 4) the premiums 
paid cover the full cost of enrollment in the program.

This action came to the board as a recommendation from the 
MMA’s Policy Council. The Council discussed the topic following 
a health care policy forum on MinnesotaCare held at the 2017 
MMA Annual Conference. Nearly 59 percent of forum attendees 
supported allowing a buy-in.

The MMA has previously expressed concern over the relative 
volatility and uncertainty in Minnesota’s individual insurance 
market over the past couple of years. Insurers have left the market 
(PreferredOne for 2015 product year and Blue Cross Blue Shield 
for 2017 product year), premium increases have been significant 
(59 percent average increase in 2017 over 2016 rates), the scope of 
provider networks has narrowed and insurers have limited their 
geographic offerings. Nationally, uncertainty about Congressional 
and/or administrative actions with respect to the Affordable Care 
Act has further challenged the individual market.

On the calendar
Event Date Location

Health Equity Learning 
Opportunity

January 17 Online (MMA’s 
Facebook page)

Health Equity Forum January 24 St. Paul

2018 Day at the Capitol March 14 St. Paul

2018 Annual Conference September 
21-22

St. Paul

 

Total cost of care increases, report shows
The total cost of medical care in Minnesota increased 3.4 percent 
from 2015 to 2016 for commercially insured patients, according 
to a report released by MN Community Measurement (MNCM) 
in November.

The report shows an increase in average costs for commercially 
insured patients per month from $474 in 2015 to $490 in 2016. 
Growth in 2016 was lower than the previous year (5.6 percent), 
but higher than the 3.1 percent growth recorded in 2014.

The 2017 Cost and Utilization Report provides comparable 
cost of health care information for patients with commercial 
insurance from Blue Cross Blue Shield of Minnesota, HealthPart-
ners, Medica and PreferredOne.

The report is based on data from 2016 health insurance claims 
for approximately 1.5 million commercially insured patients.

In addition to this report, MNCM publishes total cost of 
care and the average cost of 118 common medical procedures 
by medical group level on its consumer-oriented website, MN-
HealthScores.org.

MMA, ZVMS host gubernatorial candidate forums in 
Rochester
The MMA and Zumbro Valley Medical Society hosted two guber-
natorial candidate forums in October in Rochester. 

Four Republican candidates pushed for more choices for con-
sumers and less government control at one event and five Demo-
crats at another event lamented that money is getting in the way 
of allowing Minnesota to be the healthiest state in the nation. 

The GOP event featured Rep. Matt Dean, former Rep. Keith 
Downey, Hennepin County Commissioner Jeff Johnson and Sen. 
Dave Osmek. Tom Overlie, anchor for KTTC-TV, served as mod-
erator for the 90-minute event. 

The DFL event featured Rep. Tina Liebling, State Rep. Erin 
Murphy, State Auditor Rebecca Otto, State Rep. Paul Thissen and 
U.S. Rep. Tim Walz. Jay Furst, executive editor of the Rochester 
Post Bulletin, served as moderator of the 90-minute event. 

Co-sponsors for the forums included: Minnesota Academy 
of Otolaryngology; Minnesota Chapter, American College of 



MMA NEWS    THE PHYSICIAN ADVOCATE

JANUARY/FEBRUARY 2018 | MINNESOTA MEDICINE | 37

MMA in Action 
In early November, Janet Silversmith, 
former director of health policy, presented 
to Fairview Physician Associates regard-
ing Medicare’s Quality Payment Program 
(MACRA) and changes for 2018. Silver-
smith attended Medicare & Medicaid 
Services Region V meeting in Chicago in 
December. Silversmith, Vic Sandler, MD, 
and Thaddeus Pope, JD, PhD, POLST MN 
Steering Committee Co-Chairs, attended 
the Minnesota Nurses Association Ethics 
Committee meeting to discuss POLST in 
December. 

Randy Rice, MD, MMA board chair, 
attended a meeting on Maintenance of 
Certification (MOC) in Chicago in early 
December. Attendees included state med-
ical societies, national specialty societies 
and medical specialty certifying boards.  
The purpose was to discuss the concerns 
from some specialties that the board cer-
tification process and MOC is overly bur-
densome, not focused on assuring quality 
and costly.  

Dave Renner, director of state and 
federal legislation, is scheduled to attend 
the AMA State Legislative Strategy Con-
ference in early January in Florida. This 
conference provides a chance for state 
medical societies, specialty societies and 
the AMA to discuss upcoming legislative 
issues and develop strategies to address 
them.

Eric Dick, manager of state legislative affairs, represented 
the MMA at a November meeting of the Rural Health Advisory 
Committee (RHAC).  The RHAC serves as a statewide forum 
to discuss health-care issues of particular concern to rural Min-
nesota. The group, made up of physicians, other health care 
professionals, rural hospital leaders and consumers, advises the 
governor and Legislature on issues related to rural health care.  
With other representatives from health care organizations, Dick 
presented the MMA’s 2018 legislative priorities.

Elizabeth Anderson, membership director, and the mem-
bership staff are available for in-clinic MMA updates. Email 
eanderson@mnmed.org for more information. 

Eric Dick

Dave Renner

Janet Silversmith

Elizabeth Anderson

Cardiology; Minnesota Chapter, American College of Physicians; 
Minnesota Dermatological Society; Minnesota Medical Directors 
Association; Minnesota Orthopaedic Society; and Minnesota Ra-
diological Society.

POLST MN form updated
In November, the POLST Minnesota Steering Committee up-
dated the POLST MN form and created new educational re-
sources to support the Provider Orders for Life Sustaining Treat-
ment (POLST) program in Minnesota. The MMA launched the 
POLST Minnesota program in 2008 and currently serves as the 
program administrator. 

POLST is designed to facilitate communication between health 
care professionals and patients with serious illness or frailty (or 
their authorized surrogate), who may well die within a couple 
of years or less. POLST encourages shared, informed medical 
decision-making leading to a set of portable medical orders that 
respect a patient’s goals for care in regard to the use of cardiopul-
monary resuscitation (CPR) and other medical interventions, is 
applicable across health care settings and can be reviewed and 
revised as needed.

The POLST form allows for emergency medical services (EMS) 
or other health care professionals to know what treatments the 
patient wants in the event of a medical emergency. The current 
standard of care during an emergency is for EMS or other health 
care professionals to attempt everything possible to attempt to 
save a life. Not all patients who are seriously ill or frail want that 
treatment, however, and the POLST form provides the option for 
them to exercise increased control over the treatment they do and 
do not want to receive at the end of life. 

Call for submissions: students, residents and fellows
Minnesota Medicine is inviting medical students, residents and 
fellows to submit abstracts of original research or clinical vi-
gnettes by Feb. 28, 2018. The submissions demonstrating appro-
priate quality will be selected for publication in the magazine and 
authors will be invited to present their work in a poster session 
at the MMA’s 2018 Annual Conference in St. Paul. Submissions 
should be no longer than 500 words plus references. Research ab-
stracts should include a brief description of the research problem, 
methodology and results, and a discussion of the findings. Clini-
cal vignettes should include a description of the case, the diagno-
sis and treatment approach and a discussion of the implications 
of the case. Submit your abstracts and vignettes at www.mnmed.
org/abstracts. 
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As the marketplace has progressively 
consolidated, smaller, privately-owned 
clinics now represent a much smaller por-
tion of the whole. Although individual 
physicians are MMA members, greater 
attention to large clinics and systems has 
been an increasing focus for the MMA. 

While all physicians continue to value 
the patient/physician relationship and 
improved quality care and outcomes, phy-
sician perspectives are much more varied. 
Consequently, there are more ideas, poli-
cies and work to be accomplished. The 
MMA has needed to focus on key priori-
ties and to keep up with the rapid pace 
of change. Working on issues like EMRs, 
measurement, guidelines and physician 
wellness was unheard of 20 years ago. 
Since the MMA cannot lead all efforts, it 
has become a much more collaborative 
organization, working with a large number 
of partners across the state and nation. 

MM: What do you think have been the 
association’s most substantial accomplish-
ments during your tenure? 

Meiches: In 2005, the MMA developed a 
Physicians Plan for a Healthy Minnesota—
The MMA Proposal for Health Care Reform 
(www.mnmed.org/PhysiciansPlan). It was 
an extraordinary accomplishment and has 
served as a guide for many health-care 
reform activities the past decade. I urge 
physicians to read it because it provides 
a great framework for health care today. 
Eliminating the use of tobacco in bars and 
restaurants across Minnesota has been the 
greatest single accomplishment to improve 
health. This legislative success could not 
have been accomplished without dedicated 
work over many years and successful col-
laboration with like-minded partners. 

MM: What has frustrated you?  

Meiches: Not tackling more issues, not 
moving faster, spending too much time 
listening to naysayers. 

The legislative process—most physi-
cians don’t understand it and don’t want 
to. They expect MMA action and success 
without engaging in the process individu-

ally. For most physicians, it is difficult to 
comprehend that money matters more 
than logic, science and good data at the 
Capitol.  

MM: What’s the one bit of advice you’d give 
your replacement?

Meiches: When leadership changes, orga-
nizations have an opportunity to refresh. 
It is my hope the new MMA CEO listens 
and learns from volunteer leaders and 
staff, brings forward their own ideas and 
expertise and sets a direction that will 
improve patient health and physician lives 
that can continue to make a difference in 
Minnesota.

MM: What are your plans for your post-
MMA career?

Meiches: After working with the MMA 
for more than 23 years (nine as a trustee 
and board chair and more than 14 as 
CEO) I felt it was time to make a transi-
tion. I’m not calling it a retirement. The 
next stage of my professional life will 
include a greater focus on aging and ge-
riatrics: clinical care, medical direction, 
teaching, writing and speaking. I hope to 
give back to the community in a variety of 
ways, including volunteer and board work. 
I also want to spend time on personal and 
family issues that were too often neglected. 
Working with and for the MMA has been 
one of the great privileges and pleasures of 
my life. Not only has the association made 
its mark with significant accomplishments, 
I have had the honor of working with 
wonderful physician colleagues across 
the state, particularly Dick Geier, MD; 
Mike Ainslie, MD; Dave Thorson, MD; 
and Doug Wood, MD. I have encountered 
many inspiring individuals across the state 
and nation who are committed to improv-
ing health. Finally, I have had the oppor-
tunity to work with extraordinary MMA 
staff who, in my opinion, are the backbone 
of the MMA. Without them, nothing 
would be accomplished. To all, thank you, 
and stay in touch (rmeiches@gmail.com).

Q&A with Robert 
Meiches, MD 

On December 31, Robert Meiches, MD, 
worked his last day as CEO of the 
MMA. This comes after more than 

two decades with the association, first as a 
volunteer and then as its leader. Medicine 
has transformed drastically during his ten-
ure. The Freedom to Breathe Act. The Af-
fordable Care Act. Medical cannabis. The 
opioid epidemic. The transformation from 
independent docs to employed physicians. 

We spoke with him as he entered his last 
month at the MMA. 

Minnesota Medicine: In what significant 
ways has the MMA changed in the two 
decades that you’ve been actively involved 
with it? 

Meiches: Members have changed. Forty 
years ago, all physicians joined organized 
medicine, their county, state, national and 
specialty organizations. Since that time, 
physicians have become increasingly di-
verse in their perspectives and focus. Vir-
tually all physicians participate with their 
specialty and/or sub-specialty societies but 
the perceived value of a geographic-based 
association is mixed and has required a 
greater focus on demonstrating value and 
on active pursuit of member recruitment 
and retention. 

Robert Meiches, M.D.
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VIEWPOINT 

Long goals for  
short session

The upcoming legislative session, which 
begins February 20, will be a relatively 
short one. Lawmakers will be navigat-

ing the divide that has grown between the 
governor and legislators as well as deal-
ing with the fallout from widespread and 
growing sexual harassment allegations 
against several legislators. Amidst this tur-
moil, Minnesota’s physicians hope to move 
their agenda forward. Given the political 
dynamic, it will be a challenge.

In November, the MMA’s Board of 
Trustees approved two key initiatives for 
what is expected to be a 12-week session: 
• Support for legislation to assure patients 

have access to needed medication in a 
timely manner. This includes support 
for the MMA’s continued efforts to pass 
reforms related to medication prior 
authorization. It also includes support 
for limiting the use of step therapy that 
interferes with patients accessing their 
medications, support for limiting the 
number of formulary changes during a 
patient’s contract year and opposition to 
limits on practitioners’ and pharmacists’ 
ability to ensure patients get the most 
cost-effective therapies available.

• Support for legislation to reduce the 
harm of opioid use through increased 
prescriber and patient education, in-
creased addiction treatment and fund-
ing to support embedding the Prescrip-
tion Monitoring Program into the EHR. 
These priorities were vetted by the 

board following a retreat hosted by the 
MMA in mid-November. More than 50 
people took part in the retreat, including 
MMA board members, MMA commit-
tee members, specialty society leaders, 
component society leaders, AMA delega-
tion members and MMA staff. The group 
developed a list of 42 possible issues facing 
physicians and patients. 

We expect that many of these 42 issues 
might come up during the legislative ses-
sion and we will monitor them closely and 
engage with legislators as necessary to rep-
resent physicians and promote health. But, 
given the shortened session, the MMA will 
dedicate much of its energy toward our 
two priorities. (A great opportunity for 
you to help is March 14, when the MMA 
hosts its annual Day at the Capitol event.)

Of note: retreat attendees and the Board 
of Trustees elected not to include main-
taining the repeal of the provider tax as a 
legislative priority. The MMA still strongly 
supports the repeal and will continue to 
work to ensure that the provider tax is 
repealed as scheduled in January 2020. We 
anticipate that the Republican-controlled 
House and Senate will not entertain efforts 
to extend the tax during the 2018 legisla-
tive session. Nevertheless, it’s a topic that 
continues to be discussed, simply because 
so many of our members are concerned 
about the future of the programs that the 
provider tax funds. Where will the fund-
ing come from when the tax sunsets?

We still oppose the tax. We just think 
it’s time the focus shifts and lawmakers 
start talking about how to replace the 
funds the tax generates. The MMA fully 
intends to be at the table when those con-
versations begin in earnest.  

As you can see from the two priority 
issues, the MMA continues to be focused 
on the goals of our strategic plan—ensur-
ing that Minnesotans are the healthiest in 
the nation and that Minnesota is the best 
place to practice medicine.

Given the political 

dynamic of the 

Legislature, the 

upcoming session will 

be a challenge. 

Randy Rice, MD
MMA Board Chair
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Moreover, long-term use of opioid pain 
relievers for chronic pain—particularly at 
higher dosages—can be associated with 
substance use disorder and overdose.

The goal of this study was to describe 
and compare prescription opioid use 
among insured Minnesotans from 2009 to 
2013. These analyses utilized de-identified 
pharmacy claims data that are included 
in the Minnesota All Payer Claims Da-
tabase (MN APCD).  We examined the 
magnitude and distribution of prescription 
opioid use in Minnesota, by characteristics 
such as age, gender, and geographic region. 
The aim of this analysis was to determine 
the amount and rate of prescription opioid 
use from pharmacy claims among insured 
Minnesotans.

An estimated 1 out of 5 patients with 
non-cancer pain or pain-related diagno-
ses receive an opioid prescription. From 
2007-2012, the rate of opioid prescrib-
ing steadily increased among specialists 
who are more likely to manage acute and 
chronic pain. Prescribing rates were high-
est among specialists in pain medicine 
(49%), surgery (37%), and physical medi-
cine or rehabilitation (36%). However, pri-
mary care providers accounted for about 
half of opioid pain relievers dispensed.

Health care providers, including those 
in primary care settings, report concerns 
about opioid-related risks of addiction and 
overdose in their patients, and about insuf-
ficient training in pain management. Al-
though prescription opioids can help man-
age some types of pain, there is not enough 
evidence to conclude that opioids improve 
chronic pain, function, and quality of life. 

Background and Introduction

Pain is one of the most common rea-
sons people seek medical attention. 
Prescription opioids are an integral 

part of medical practice in response to 
pain. The production and supply of pre-
scription opioids increased dramatically 
from the late 1990s through the early 
2000s. Furthermore, sales of prescription 
opioids in the United States nearly qua-
drupled from 1999 to 2014, but there has 
not been an overall change in the amount 
of pain that Americans report. The role of 
prescription opioids is being scrutinized 
in light of the current opioid overdose epi-
demic that has largely been driven by these 
drugs. In Minnesota, prescription opioids 
have accounted for a majority of opioid-
involved overdose deaths since 2000.

Examining prescription opioid use in 
Minnesota using the Minnesota All Payer 
Claims Database
NATE WRIGHT, MPH, AND JON ROESLER, MS

Prescribing rates for opioids have been found to vary widely from state to state. Through the Minnesota All Payer 

Claims Database (MN APCD), pharmacy billing record information was used to identify trends in prescription 

opioid use from 2009 to 2013. The aim of this analysis was to determine from pharmacy claims the amount 

and rate of prescription opioid use among insured Minnesotans. Results for opioid claims highlight trends 

by demographic and geographic variables of interest. Opioid claims were also grouped to identify the most 

commonly prescribed opioids over this five-year period. Recommendations for prescribers and patients are 

included, as well as current initiatives in Minnesota to improve opioid prescribing.
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Results
From 2009 to 2013, the number of insured 
Minnesotans with a pharmacy claim for a 
prescription opioid increased 8.6%, from 
814,060 to 883,991. This corresponded to 
a statistically significant increase in the 
number of claims for prescription opioids 
from 3,081,580 in 2009 to 3,448,353 in 
2013 (P < 0.0001). Additionally, the rate 
of insured Minnesotans with an opioid 
prescription increased from 16.45 per 100 
insured Minnesotans in 2009 to 17.65 per 
100 in 2013. The rate of claims during that 
period also increased statistically signifi-
cantly, from 61.2 claims per 100 insured 
Minnesotans to 67.6 claims per 100 (P < 
0.0001).

Opioid claims were grouped to un-
derstand the most commonly prescribed 
opioids (Figure 1). Hydrocodone had the 
highest number of claims (1,289,967), 
and the number of claims was relatively 
similar in 2009 and 2013. Oxycodone and 

A total of 2,044 National Drug Codes 
(NDC) relevant to prescription opioid 
claims were identified, with 1,703 found 
in the MN APCD. Using these, an opioid 
pharmacy claims dataset was created. The 
pharmacy claims were de-duplicated and 
cleaned to remove claims with negative 
charges or negative quantity amounts. 
Pharmacy claims for all ages during the 
five years from 2009 to 2013 were ana-
lyzed, but results are only reported for 
2009 and 2013. Emergency Medical Ser-
vice (EMS) Regions determined by the 
Emergency Medical Services Regulatory 
Board were used for geographic analysis. 
Counts of prescription opioid claims for 
Minnesota ZIP Codes of residence were 
weighted to produce counts for counties 
and EMS regions; only EMS region find-
ings are presented. The pharmacy claims 
were then summarized by year, type of 
prescription opioids, geographic, and de-
mographic variables.

Methods
The MN APCD is a comprehensive state 
repository of health care transactions for 
insured Minnesotans derived from the 
billing records of medical providers. The 
MN APCD systematically collects and in-
tegrates medical claims, pharmacy claims, 
and eligibility and provider files from 
private (i.e. commercial payers) and public 
(i.e. Medicaid and Medicare) payers. The 
MN APCD contains claims for about 89% 
of Minnesotans with insurance coverage 
and about 85% of all Minnesotans—thus 
permitting a rich and systematic analysis 
of health care delivery for the state.

Health care services that are not re-
ported to the MN APCD include workers’ 
compensation, Medicare Supplemental/
Medigap plans, Veterans Affairs (VA), 
Indian Health Service (IHS), Tricare, un-
insured, and services by plans that do not 
cover general medical care (e.g. accident-
only).

REGION OPIOID CLAIMS POPULATION RATE PER 100
% CHANGE 
FROM 2009

Northeast 284,967 326,489 87.3 0.7%

Northwest 123,568 165,374 74.7 1.0%

Central 516,609 735,653 70.2 11.9%

South Central 173,550 264,166 65.7 8.3%

West Central 146,203 224,676 65.1 6.4%

Metro 1,778,145 2,952,932 60.2 10.0%

Southeast 270,422 500,137 54.1 9.3%

Southwest 134,104 347,096 38.6 8.1%

TABLE 1

In 2013, rates of opioid claims were highest in the 
northeast, northwest, and central regions of Minnesota

NOTE: The total count of opioid claims by EMS region is lower than the 2013 total of opioid claims 
because when weighting opioid claims from ZIP Code of residence to region only Minnesota ZIP Codes 
of residence were used in the analysis.

The rates of opioid claims were also calculated for each of the eight Emergency Medical Service (EMS) regions of 
Minnesota. In 2009 and 2013, the regions that had the highest rates of opioid claims remained consistent. Those 
regions were in the northeast (87.3 claims per 100 insured Minnesotans), northwest (74.7 claims per 100 insured 
Minnesotans), and central regions (70.2 claims per 100 insured Minnesotans) of the state (Table 1). The EMS 
regions with the greatest percent change in number of claims in 2009 versus 2013 were in the central (11.9%), 
metro (10.0%), and southeast regions (9.3%); there was little change in the number of claims in the northeast 
(0.7%) and northwest regions (1.0%) (Table 1).

FIGURE 1

Prescription opioid claims 
increased for oxycodone 
and tramadol, while 
hydrocodone had the 
greatest number of claims.  
Figure contains only select opioid categories.

Hydrocodone
1,283,981

1,289,967

Oxycodone
683,406

982,548

Tramadol
378,384

603,129

Fentanyl
98,405

91,257

2009 2013
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of drug overdose deaths should elicit con-
cern and an examination of the risk and 
benefits of prescription opioids for pain 
versus alternative non-opioid treatment 
options (e.g. physical therapy, acupunc-
ture, non-steroidal anti-inflammatory 
drugs) that carry a lower risk of negative 
side effects, such as dependence and over-
dose.

In Minnesota, rural regions in the 
northeast, northwest, and central parts 
of the state had the highest rate of opioid 
claims. Compared with urban counties, 
rural counties across the United States 
have seen a greater increase in opioid 
misuse, diversion, and death. A number 
of factors likely account for this, includ-
ing increased sales of prescription opioids, 
which allows for greater opportunity for 
misuse or diversion; provider shortages, 
particularly in the area of pain manage-
ment; an older and sicker population that 
resides in rural areas who may use pre-
scription opioids for chronic disease and 
pain management; and fewer substance 
use disorder treatment options.

Prescribers should be aware of these 
findings and screen people using prescrip-
tion opioids for factors that may signal 
nonmedical use or a substance use dis-
order. Recommendations include using 
the Screening, Brief Interventions, and 
Referral to Treatment (S-BIRT) practice, as 
well as a review of the prescription moni-
toring program database. Additionally, 
prescribers are encouraged to review the 
CDC Guidelines for Prescribing Opioids 
for Chronic Pain  and other resources that 
address factors to consider when prescrib-
ing opioids. The medical community can 
prevent opioid misuse and substance use 
disorder by altering prescribing practices 
to limit the supply of prescription opioids.

A number of next steps and further 
analyses are planned for these data. This 
includes: 
• Examining prescriber information to 

identify medical specialties in Minne-
sota that may be more or less likely to 

results show that Alabama, Tennessee, 
West Virginia, Oklahoma, and Kentucky 
had the highest rates of opioid claims, 
which ranged from 128 to 143 per 100 

population. States in the middle quintile 
had rates of prescription opioid claims that 
ranged from 85 to 102 per 100 population. 
The lowest rates of opioid claims were in 
New Jersey, New York, Minnesota, Hawaii, 
and California, which ranged from 52 to 
63 per 100 population.

The greater use of prescription opioids 
by women than by men has been previ-
ously reported and is consistent with 
higher self-reported prevalence of pain. 
The age trends in opioid claims are also 
consistent with a general increase in pain 
that comes with age. The greatest number 
of—and rate increase in—prescription 
opioid claims were seen among middle-
aged insured Minnesotans (45-64 years) 
and not among the oldest age groups (>65 
years). This suggests that these middle-
aged insured Minnesotans are potentially 
using greater numbers of prescription 
opioids following surgery, receiving more 
chronic pain diagnoses, or obtaining more 
pain management by physicians. However, 
these middle-aged individuals also have 
the greatest number of drug overdose 
deaths, which have been primarily attrib-
utable to prescription opioids. The number 

tramadol claims significantly increased 
when comparing 2009 and 2013 (43%; 
P < 0.001 and 59%; P = 0.001 increases, 
respectively). Fentanyl claims decreased 
modestly (7%) from 2009 to 2013. Claims 
for buprenorphine and methadone were 
small and relatively stable in 2009 and 
2013 (data not shown).

Women had a greater percentage (63%) 
and rate of opioid claims compared to 
men. From 2009 to 2013, the greatest 
number of opioid claims was in the 45-54 
age group (684,670 to 725,983), but the 
greatest significant increase in the number 
of claims was among the 55-64 age group 
(33% increase; p = 0.0001) (Figure 2). 

In 2009 and 2013, the highest rate of 
opioid claims was in the 85+ age group, 
but that rate decreased 7% from 2009 to 
2013 (P = 0.55). In addition to the great-
est increase in number of claims, the 
55-64 age group also had the greatest rate 
increase from 2009 to 2013 (20.9%; P = 
0.0008) (Figure 3).

Discussion
The results from this analysis show that 
the rate of prescription opioid claims in 
the MN APCD increased from 61.2 claims 
per 100 insured Minnesotans in 2009 to 
67.6 claims per 100 insured Minnesotans 
in 2013; these rates rank among the low-
est in the United States. It is important 
to remember that the rate and counts 
of prescription opioid claims from the 
MN APCD may not represent rates of all 
Minnesotans because of data that are not 
reported to the MN APCD (e.g. care pro-
vided to the uninsured, care covered by 
certain federal programs, such as the VA 
and IHS, etc.). However, the MN APCD 
does contain claims for about 89% of Min-
nesotans with insurance coverage.

Rates for prescription opioids vary 
considerably from state to state. For the 
United States, 2012 prescription opioid 
data were divided into quintiles to group 
states by their rates of opioid claims. The 

FIGURE 2

The Greatest Increase in 
Prescription Opioid Claims 
was Among the 55-64 Age 
Group 

Age range 2009 2013

15-24 203,924 195,682

25-34 376,268 417,969

35-44 467,708 498,539 

45-54 684,670 725,983

55-64 521,436 692,556

65-74 328,677 420,744

75-84 260,576 270,400

85+ 197,240 189,286
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prescribing in Minnesota include the Opi-
oid Prescribing Improvement Program 
(OPIP) and the Opioid Prescribing Work-

group (OPWG). These initiatives aim to 
reduce opioid use disorders among Min-
nesotans enrolled in Minnesota Health 
Care Programs. MM
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prescribe opioids and comparing with 
national findings. 

• Examining co-occurring prescriptions 
for opioid and benzodiazepines, as this 
combination of drugs has a combined 
additive depressant effect that increases 
the risk of overdose. This combination 
has also been noted on death certificates 
for drug overdoses in Minnesota. 

• Analyzing prescription opioid dosage 
data, as higher dosages of prescrip-
tion opioids have been associated with 
higher risk of overdose and death and 
have not been shown to reduce pain 
over the long term. This includes con-
verting each prescription opioid to the 
morphine milligram equivalent (MME) 
to allow for equal comparisons in opi-
oid dosage between categories and over 
time.

Conclusion
Although the rates of opioid prescrip-
tions among insured Minnesotans are low 
compared to other states, they increased 
10.5% from 2009 to 2013. The increase 
was greatest among insured Minnesotans 
aged 55-64 years (33% increase). Due 
to the risk of misuse and addiction, pre-
scribers and patients should be properly 
trained and understand the risks and ben-
efits of opioids, as well as become aware 
of alternative treatments for pain. Educa-
tion should focus on rural prescribers and 
middle-aged adults due to the correspond-
ing high rates of claims. The Minnesota 
Prescription Monitoring Program (PMP), 
which began collecting data in 2010, is 
another tool prescribers can use to reduce 
opioid misuse and high-risk co-prescrib-
ing in Minnesota. Screening of patients 
for all substances, including opioids, using 
S-BIRT to identify and then refer to treat-
ment those at risk, should be promoted as 
a standard of care.

FIGURE 3

The Rate of Claims (per 
100 insured Minnesotans) 
decreased in the 85+ Year 
Age Group, but Increased 
the Greatest in the 55-64 
Year Age Group 

Age range 2009 2013

15-24 30.24 28.52

25-34 61.18 64.67

35-44 76.62 89.18

45-54 97.45 111.99

55-64 100.74 121.77

65-74 88.05 95.39

75-84 110.15 112.69

85+ 170.94 159.04
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STUDENTS, RESIDENTS AND FELLOWS: 
Publish your research!

Minnesota Medicine will once again 
highlight the work of Minnesota medical 
trainees. Here’s your chance to spotlight 
your research — a great advantage for 
physicians-in-training!

For details and to submit 
your abstract, visit  
www.mnmed.org/
posterprogram.

Deadline for 
submissions:  
February 28, 2018
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Student, Resident AND Fellow Research

 

2016 American College of Physicians 
Minnesota poster competition winners
Each year, the American College of Physicians encourages its 

state chapters to invite medical students and internal medi-
cine residents to take part in a scientific poster competition. 

At the Minnesota chapter’s annual meeting in Minneapolis on 
October 28, 2016, residents and medical students submitted 155 
posters for consideration.

Each of the internal medicine training programs (at the Univer-
sity of Minnesota, Abbott Northwestern Hospital, Mayo Clinic and 
Hennepin County Medical Center) was represented with submis-
sions in clinical vignette and quality improvement and research cat-
egories. Abstracts were also received from medical students and 
residents in Illinois and Wisconsin. 

MEDICAL STUDENT CLINICAL VIGNETTE WINNER 

FRÉDÉRIQUE ST-PIERRE, MAYO CLINIC

Psychic moans: an unusual presentation of multiple myeloma

mg/dL, acute kidney injury with a serum 
creatinine of 2.5 mg/dL, and normocytic 
anemia with a hemoglobin of 11.5 g/dL. 
She was treated with IV fluids and furose-
mide, and her visual hallucinations com-
pletely resolved within 3 days. Her calcium 
normalized quickly, but her creatinine 
remained elevated despite fluid admin-
istration. Further investigations revealed 
suppression of parathyroid hormone at 10 
pg/mL, as well as elevated serum and urine 
protein with a serum IgG lambda M-spike 
of 1.4 g/dL. Renal biopsy showed evidence 
of cast nephropathy. Bone survey revealed 
no lytic lesions but did show scattered 
osteopenia. A bone marrow biopsy was 
performed, and it confirmed a diagnosis of 
an IgG lambda multiple myeloma.

Psychosomatic manifestations of mul-
tiple myeloma, unrelated to hypercalce-
mia, have been described in the literature 
on a few occasions. Some case reports 
have documented mood disturbances such 
as depression or mania, and a study has 
reported 4 cases presenting with delirium. 

A hallucination is defined as the per-
ception of an object or event in the 
absence of an external stimulus. 

Although visual hallucinations are com-
monly associated with psychiatric disease, 
the differential diagnosis is in fact quite 
broad. It is important for physicians to 
maintain an adequate level of suspicion 
for serious and sometimes life-threatening 
underlying conditions. 

A previously healthy 65-year-old 
woman presented to the hospital with a 
5-day history of nausea and fatigue. She 
also had a recent history of visual halluci-
nations occurring sporadically throughout 
the day, each lasting for a few minutes. 
These hallucinations were distressing 
to her and consisted of cursive writing 
on the walls. She had no apparent delu-
sions, agitation or disorganized speech. 
Past psychiatric history was negative. Her 
physical exam was unremarkable; she was 
fully alert, attentive and oriented. Labora-
tory investigations were significant for 
hypercalcemia with a total calcium of 14.1 

Isolated visual hallucinations, however, 
have rarely been described. A recent case 
report has documented a patient present-
ing with visual hallucinations 3 months 
prior to having overt symptoms of the 
malignancy. Potential causes for hallucina-
tions in multiple myeloma include hyper-
calcemia, renal failure and infections. It 
has also been hypothesized that increased 
cytokine levels may be contributory.

In this vignette, the clinical evolution 
suggests hypercalcemia as the most likely 
culprit. Visual hallucinations in patients 
with hypercalcemia have in fact been 
described and are best underscored in 
the classic “painful bones, renal stones, 
abdominal groans and psychic moans” 
of primary hyperparathyroidism. This 
case highlights the importance of keeping 
an elevated level of clinical suspicion for 
malignant causes of visual hallucinations, 
as these may be the first presenting symp-
tom of cancer-associated hypercalcemia. 
Timely diagnosis and initiation of effec-
tive therapy directed at the underlying 
cause are essential in optimizing patient 
outcome and in reversing disturbing and 
anxiety-inducing symptoms of visual hal-
lucinations. MM

Posters were judged by practicing internal medicine physicians, 
internists from the state’s academic medical centers, chief residents 
and peers. Judges’ criteria included clinical relevance, originality, 
and written and visual presentation. Special thanks to Andrew 
Olson, MD, for coordinating the competition.

Winners presented their posters at the 2017 American College 
of Physicians annual meeting in San Diego, California. We present 
abstracts from several of those winners below. Congratulations to 
all of the participants on their excellent work.

This year’s American College of Physicians Minnesota poster com-
petition will be held October 27, 2017, at the Minneapolis Conven-
tion Center. For information, contact Minnesota.ACP@gmail.com.
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Patients seek help.

Physicians seek solutions.
PAIN

ER ACUPUNCTURE  PAGE 6

ICSI TREATMENT GUIDELINES  PAGE 8

Rural COMMUNITY EFFORTS  PAGE 11

CHRONIC PAIN rehabilitation  PAGE 14

Anti-inflammatory DIET  PAGE 18

Cut through the  
job search hassle

MMA Online

Physician  
Career 
Center
A one-stop 

online job site for 
physicians looking for 
a new position and 
clinics looking for a 

new colleague.

Why use  
MMA Physician  
Career Center?
• No cost for job searchers
• Post your resume, receive 

job alerts
• Dozens of Minnesota 

positions, all practice types
• Thousands of positions 

nationwide
• Part of National 

Healthcare Career 
Network, a group of 
more than 200 medical 
associations nationwide

• Post positions for your 
clinic

• Posting seen by 1,200 
visitors a month

• Online for your 
convenience

Be sure to see Minnesota 
Medicine magazine for  
printed job openings 

For more information, go to 

www.mnmed.org/
careercenter

Lakeview Clinic has what 
you are looking for! Join an independent, 
physician-owned group of 50 providers in 
the SW Metro. Be a part of a collaborative 
work environment in a primary care 
group of family physicians, internists, 
pediatricians, general surgeons and  
OB/GYNs

• 4-day work week, 32 contact hours, 
achieving excellent work/life balance.

• Outpatient-only practice (OB option 
requires inpatient call)

• Phone calls from home only 1:18
• Excellent compensation with a 2-year 

partnership track to earn in the top 10% 
in the state

• Outstanding benefits including 100% 
paid family health insurance and dental 
insurance, 401K and profit sharing

• We have 4 sites in the southwest 
metro: Chaska, Waconia, Norwood, and 
Watertown

• Due to retirements and growth, we are 
currently looking for:
Internal Medicine
Family Medicine
Family Medicine with OB

PHONE:  
952-442-4461 x7215 

CONTACT:  
administration@ 
lakeviewclinic.com

WEB: www. 
lakeviewclinic.com
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Competitive salary and benefits with 
recruitment/relocation incentive and 
performance pay possible.
For more information:
Visit www.USAJobs.gov or contact 
Jane Blommel (STC.HR@VA.GOV)
Human Resources
4801 Veterans Drive
St. Cloud, MN 56303
(320) 255-6301
EEO Employer

Located sixty-five miles northwest of the twin cities of Minneapolis and St. Paul, the City of St. Cloud 

and adjoining communities have a population of more than 100,000 people.  The area is one of the 

fastest growing areas in Minnesota, and serves as the regional center for education and medicine. 

Enjoy a superb quality of life here—nearly 100 area parks; sparkling lakes; the Mississippi River; 

friendly, safe cities and neighborhoods; hundreds of restaurants and shops; a vibrant and thriving 

medical community; a wide variety  of recreational, cultural and educational opportunities; a 

refreshing four-season climate; a reasonable cost of living; and a robust regional economy!

Since 1924, the St. Cloud VA Health Care 
System has delivered excellence in health 
care and compassionate service to central 
Minnesota Veterans in an inviting and 
welcoming environment close to home. We 
serve over 38,000 Veterans per year at the 
medical center in St. Cloud, and at three 
Community Based Outpatient Clinics 
located in Alexandria, Brainerd, and 
Montevideo.

St. Cloud VA Health Care System
OPPORTUNITY ANNOUNCEMENT 

Opportunities for full-time and part-time staff are available in the following 
positions:
•  Physician (Associate Chief of Staff/Primary & Specialty Ambulatory Medicine)

•  Physician ( Internal Medicine/Family Practice)

•  Physician (Geriatric Evaluation & Management)

•  Physician (Hospice & Palliative Care)

•  Physician (Pain Clinic)/Outpatient Primary Care

•  Psychiatrist

•  Pulmonologist (Primary and Specialty Care)

US Citizenship required or candidates must have proper authorization to work in the US. Physician
applicants should be BC/BE. Education Dept Reduction Program funding may be authorized for the
health professional education that was required for the position. Possible recruitment bonus. 
EEO Employer

Minneapolis VA Health Care System
Great place to work,
great place to live.
You are invited to be part of the 

Department of Veterans Affairs that has 

been leading change in the health care 

sector.

The Minneapolis VA is a 309-bed tertiary 

care medical center affiliated with the 

University of Minnesota. Our patient 

population and case mix is challenging 

and exciting, providing care to veterans 

and active-duty personnel. The Twin 

Cities area offers excellent living and 

cultural opportunities.

OPPORTUNITIES FOR FULL-TIME AND PART-TIME STAFF ARE 
AVAILABLE IN THE FOLLOWING POSITIONS:
• Associate Chief of Ambulatory Care

• Chief of General Internal Medicine

• Chief of Nephrology

• Director of Pain Management

• Internal Medicine/Family Practice

• Infectious Disease 

• Outpatient Clinics

 Maplewood, MN    

 Rice Lake/Hayward, WI

 Chippewa Valley CBOC

Physician applicants should be BC/BE.

Possible recruitment incentive bonus.

EMAIL YOUR CV AND LETTER OF INTEREST TO:
Yolanda Young 

Yolanda.young@va.gov

The VA is an EEO Employer
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EntiraFamilyClinics.com facebook.com/EntiraFamilyClinics

Entira Family Clinics is looking for several 
Board Certified/Eligible Family Physicians 

to fill several practice opportunities.
Join our Independent practice of 

60 providers serving 12 clinic sites.  
Family Practice with OB welcome.

FOR MORE INFORMATION PLEASE CONTACT:
651-772-1572

2025 Sloan Place, Suite 35, St. Paul, MN  55117 
email: @entirafamilyclinics.com

Community-based family practice clinics providing comprehensive & personal care for a lifetime.

W E L L  A N D  B E Y O N D

Fairview Health Services seeks physicians with an 
unwavering focus on delivering the best clinical care and  
a passion for providing outstanding patient experience.

We currently have opportunities in the following areas:

To learn more, visit fairview.org/physicians, call  
800-842-6469 or email recruit1@fairview.org

TTY 612-672-7300
EEO/AA Employer
Sorry, no J1 opportunities.

THERE’S CARING
BEYOND TREATING,

• Dermatology
• Emergency Medicine
• Endocrinology
• Family Medicine
• General Surgery
• Geriatric Medicine
• Hospitalist
• Infectious Disease
• Internal Medicine
• Med/Peds

• Neurology
• OB/GYN
• Otolaryngology
• Pain Medicine
• Palliative Medicine
• Pediatrics
• Psychiatry
• Sports Medicine
• Urgent Care
• Urology

The perfect match of 
career and lifestyle.

ACMC Health is a multispecialty health network in west 
central and southwestern Minnesota. ACMC is the perfect 
match for healthcare providers who are looking for an exceptional 
practice opportunity and a high quality of life. Current opportunities 
available for BE/BC physicians in the following specialties:

• Dermatology
• ENT
• Family Medicine
• Gastroenterology
• General Surgery
• Geriatrician 
• Hospitalist

• Internal Medicine
• Neurology
• OB/GYN
• Oncology
• Ophthalmology
• Orthopedic Surgery 
• Pediatrics

• Psychiatry
• Psychology
• Pulmonary/ 

Critical Care
• Rheumatology
• Urgent Care
• Urology

FOR MORE  
INFORMATION:

Shana Zahrbock, Physician Recruitment 
shanaz@acmc.com | (320) 231-6353

www.acmc.com |  

Loan repayment assistance available.

Family Medicine Physician 
HEALTHPARTNERS MEDICAL GROUP – HUGO, MINNESOTA 

We are actively recruiting a family medicine physician to 
join our primary care team at our Hugo clinic. This is a 
part-time or full-time, outpatient-only family medicine 
(no OB) position. Our primary care team includes family 
medicine physicians, pediatricians, advanced practice 
providers and chiropractic services. This role offers 
potential for physician leadership and urgent care 
coverage at the clinic, as well. We use the Epic medical 
record system in all of our primary care and specialty care 
clinics and admitting hospitals. Epic experience is helpful, 
but not required. 

HealthPartners Medical Group continues to receive 
nationally recognized clinical performance and quality 
awards. We offer a competitive salary and benefits 
package, paid malpractice and a commitment to providing 
exceptional patient-centered care. 

For more information, please contact diane.m.collins@
healthpartners.com or call Diane at 952-883-5453; toll-
free: 800-472-4695. Apply online at healthpartners.com/
careers and search for Job ID 42519. EOE
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Itasca Medical Care (IMCare) is seeking a board-
certified physician with a current Minnesota license to 
fill this part-time, independent contractor position.  This 
position will provide clinical leadership to our Team. 

IMCare is a County-owned Medicaid/Medicare Health 
Plan.  Our mission is to improve access to quality care, 
assure appropriate utilization of services, enhance 
patient and provider satisfaction, and achieve cost 
efficiencies in the delivery of health care. 

The highlights of this position include but are not 
limited to: 

Part-Time Flexible Work Schedule 
Work-Life Balance 
Independent Contractor 
Competitive Compensation 

 

Please contact Sarah Duell, IMCare Director/CEO at 
sarah.duell@co.itasca.mn.us or 218-327-6789. 

ITASCA MEDICAL CARE (IMCare) 
1219 SE 2nd Avenue 

Grand Rapids, MN  55744-3983 
 

Toll Free:  1-800-843-9536 
TDD/TTY:  1-800-627-3529 

 
Visit us at:  www.imcare.org 

www.siouxfalls.va.gov

Sioux Falls VA Health Care System
“A Hospital for Heroes”

Working with and for America’s Veterans is a privilege and 
we pride ourselves on the quality of care we provide. In return 
for your commitment to quality health care for our nation’s 
Veterans, the VA offers an incomparable benefits package.

The Sioux Falls VAHCS is currently recruiting for the 
following healthcare positions. 

• Cardiologist
• Endocrinologist
• ENT (part-time)
• Geriatrician
• Orthopedic Surgeon

• Psychiatrist
• Psychologist
• Pulmonologist
• Urologist (part-time)

Applicants can apply online at www.USAJOBS.gov 

They all come together at the Sioux Falls VA Health Care System. 
To be a part of our proud tradition, contact:

Human Resources Mgmt. Service
2501 W. 22nd Street  |  Sioux Falls, SD 57105  |  (605) 333-6852

Hospitalist
 
Northfield Hospital & Clinics is an independent organization 
seeking a BC/BE Internist or Family Medicine Physician to join 
our hospitalist program at the Northfield Hospital. Hospitalist 
experience preferred.

We are located 45 minutes south of the Twin Cities in a newer 
facility with a history of serving the Northfield and surrounding area 
for over 100 years.  Northfield Hospital & Clinics is recognized for 
its patient centered care and friendly work environment.
+ 12 hour shifts working 7am-7pm and 7pm-7am.

+ Block schedule, typically working 7 days on.

+ Inpatient and transitional care rounds, with a typical census 
range of 7-19 patients.

+ No Intensive Care Unit.

+ Single provider model, supported by a care team.

+ Comprehensive benefits package.

+ Salary plus production opportunity compensation model.

Apply on-line at www.northfieldhospital.org/careers.  
For more information contact our 
Recruiter, Erin at 507-646-8170 or 
recruiting@northfieldhospital.org.

 

The University of Minnesota Medical School, Duluth Campus 
invites applications for a full-time, open-rank faculty position 
(academic track; non-tenured) in the Department of Family 
Medicine and Biobehavioral Health. Required Qualifications: 
 

• M.D. or D.O. degree 
• Board Certification in Family Medicine or other 

primary care specialty 
• Licensed or license eligible in Minnesota 
• 3+ years of related clinical practice 
• Evidence of essential verbal and written 

communication skills, including clarity in the 
delivery of lectures, as well as evidence of medical 
student and/or resident teaching 
 

Preference will be given to candidates with the following: 
• Family Medicine specialty 
• Experience with teaching in a variety of settings and 

formats 
• Interest in, or evidence of, medical education 

research, curriculum development, and grant writing 
• Interest or background in global health 

 

 

Assistant, Associate, or Full Professor 

 

For additional details, and to apply for this position go to: 
https://humanresources.umn.edu/jobs (search job opening ID #320942). 
Questions concerning online application process should be directed to 
Amy Seip at amyseip@d.umn.edu 

 

The University of Minnesota is an equal opportunity educator and employer 
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Butterballs, 
popsicles 
and 
patience
A novel Rx for postsurgical 
renal shutdown

BY HARRISON H. 
FARLEY, MD

“kidney.” For whatever reason (perhaps too 
much demand for the University’s single 
machine), this was not possible. The pa-
tient herself was eating and recovering in 
all respects except for her poor renal func-
tion. With her serum potassium reaching 
dangerous levels, Hitchcock called in for 
consultation his old friend and fellow sur-
geon Bernard Zimmerman.

I remember well the two doctors 
standing by the patient’s bedside on the 
Women’s Ward and discussing her uremic 
situation.

 “It doesn’t look good Hitch (Hitchcock’s 
nickname during his residency).” 

 “I’ll welcome any suggestion, Barney.”
Then Zimmerman made the crucial 

suggestion: “Why not try The Chief ’s old 
standby for renal shutdown?”

“What was that?”
“Stop all protein intake. Then offer but-

terballs and popsicles and have patience.”
The cook in The General’s kitchen 

made up the butterballs (a bit of butter, 
cinnamon and some other ingredient that 
gave them substance—but no protein, 
which would have worsened her uremic 
condition). A junior surgical resident (the 
author) went to the grocery store on the 
corner of Park Avenue and Sixth Street for 
a supply of popsicles. These two items of 
oral intake were offered to the patient. She 
cooperated and we waited. The rate of rise 
of the patient’s BUN and serum potassium 
slowed and, sure enough, renal function 
gradually returned. The patient recovered 
and returned to her home.

Is there value in this case? Perhaps, but 
only if you are in the position of having a 
patient with uremia and without means of 
dialysis. Then it might help to remember 
“butterballs, popsicles and patience.” MM

Harrison Farley, a retired surgeon, has written 
many accounts of his days at Minneapolis 
General Hospital.

the Kolff artificial kidneys, but none were 
available at The General.

It was the dawn of daring vascular sur-
gical procedures spurred on by MASH 
units during the Korean War. Our chief 
of surgery at The General was Claude R. 
Hitchcock, a talented and energetic sur-
geon who had recently graduated from 
the surgical program at the University of 
Minnesota. The renowned Owen Wan-
gensteen, who headed that program, was 
an outstanding teacher who instilled great 
confidence in his protégées, particularly 
in stretching the limits of surgery to the 
maximum. “It can’t be done” was not in his 
surgical playbook. That was Hitchcock’s 
mantra as well, and it led him to under-
take the surgical excision of an enormous 
abdominal aortic aneurysm in a patient 
referred to him from South Dakota.

At the MGH then, abdominal aortic 
homografts harvested from cadavers were 
used to replace excised abdominal aor-
tas, and we chose one of suitable size for 
this patient. Although homografts were 
soon to be replaced by Dacron and Teflon 
prosthetic grafts, the homograft had one 
distinct advantage in that it was essentially 
impermeable, hence blood loss was mini-
mal.

The operative procedure performed by 
Hitchcock and his chief resident involved 
occluding the abdominal aorta tempo-
rarily above the renal arteries with the 
tangential Satinsky clamp. This facilitated 
the procedure, but the loss of flow to the 
kidneys—though temporary—proved to 
be a major factor in the development of 
postoperative renal shutdown.

The patient’s postoperative course went 
well with the exception of a diminished 
urine output and simultaneously a rising 
BUN and Potassium(K+). Hitchcock be-
came alarmed and made a call to the Uni-
versity to see if we could  have the patient 
transferred for dialysis with their Kolff 

To appreciate this case re-
port, the reader must go 
back almost 60 years and 

place him or herself in the 
midst of a busy city hospital. 
At this time at the Minneapolis General 
Hospital, there were no ventilators and 
no dialysis machines. No CT, no MRI, no 
body scanners. “Good” post-operative care 
consisted of vigilance, hands-on assistance 
to promote coughing and clearing of the 
airway, encouragement to move arms and 
legs, scrupulous wound care and daily 
blood studies. Some advanced hospitals 
had one or two ventilators and a few of 
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WHEN 
SCIENCE 
WINS, WE 
ALL WIN.
THE SANFORD LORRAINE CROSS AWARD  

will honor the next big medical breakthrough. 

For the winner, it means a $1 million prize. For this boy, it means 

a medical cure, treatment or invention that will impact his life today. 

So he needs you to keep finding answers. Because when 

you win the Sanford Lorraine Cross Award, we all win.

SanfordLorraineCross.com 


