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A new way
of training doctors

too
much
INFORMATION
Medical School Dean Steven
Gabbe, M.D., tells a story about
how one veteran Vanderbilt student initiated a first-year class:
“He put a grape on the table
and told them, ‘This is your
brain.’ Then he held up a cantaloupe and said, ‘This is what
you have to learn.’ ” And then he
smashed the grape with the
cantaloupe.
WRITTEN BY ELIZABETH OLDER
ILLUSTRATION BY PETE McARTHUR
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An
attentiongrabbing
demonstration,
without a doubt; intimidating, maybe just
a little scary. But, actually, quite a righton-track representation of a roiling undercurrent in medical education in America
today. The people in charge of shaping
new doctors are reconsidering just how
much stuff should get crammed into students’ brains and if long-held ways of
doing that actually are producing the
intended results.
“You can’t learn everything,” observes
Gabbe. “You need to know where to go
to get the information and, when you get
it – and this is really important – how to
evaluate the information.”
Now co-chair of the Liaison
Committee on Medical Education
(LCME), which oversees accreditation of
M.D. degree programs, Gabbe has spent a
lot of time in meetings with colleagues
dissecting the state of physician training.
He sees a gathering movement toward
doing it differently, as medical schools
across the country work toward and
implement changes in what and how they
teach to better serve both students and
patients. This movement reflects the
premise of a recent article in the New
England Journal of Medicine, which said
the current approach to medical education is “inadequate to meet the needs of
medicine” and should be overhauled as
we approach the 100-year anniversary of
the “Flexner Report,” the 1910 Carnegie
Foundation-funded study that shaped the
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medical school curriculum in America.
(see page 19)
The stresses on the system have compounded rapidly in recent decades – faculty
torn between teaching and revenue-producing clinical duties, patients who are much
sicker by the time they come for care, and a
health care reimbursement system that
often balks at paying for the treatment.
And doctors have to understand how to
interact with a patient population that is
becoming much more culturally diverse.
“On the other hand, this is an
incredibly exciting time in medical education,” says Gabbe. “We recognize the
practice of medicine has changed.”
Vanderbilt Vice Chancellor for
Health Affairs Harry Jacobson, M.D.,
points to the “tremendous explosion in
diagnostic and medical tools” as one reason
educating medical students is getting more
and more challenging. And, he adds, biomedical research has “expanded exponentially” what we know and must teach in
the molecular and cellular sciences.
“I think medical education, historically, has been preoccupied with stuffing
the heads of medical students with as
much content as possible,” says Jacobson.
“The amount of that content is growing
at a very rapid rate.”
When Abraham Flexner visited every
U.S. medical school and proposed the
teaching structure still guiding the way
doctors are trained today, knowledge was

much more limited, Jacobson observes.
While teaching the basic sciences remains
important, he says, “What you really have
to do is teach people how to find information.”

The more we know,
the more we learn
At an unprecedented rate, revelations
from ground-breaking research and rapid
advances in technology and pharmacology
are piling on the knowledge and skills that
medical students must learn. At the same
time, educational research into how to
most successfully teach has gained a fresh
respect from medical school leaders who
realize that not all good doctors do a good
job of sharing and assessing knowledge.
“We can’t turn the clock back,”
observes David M. Irby, who was one of
four co-authors of the NEJM article,
which led off a series of reports on medical education. “What we can do is
rethink the structure of what we
do….What we are trying to say is we can
do better, and we need to do better.”
As the vice dean for education and a
professor of medicine at the University of
California, San Francisco School of
Medicine, Irby is something of a pioneer
in the field of training doctors – and a colorful commentator at that. He holds a
Master of Divinity and a doctorate in education, but has no medical degree. The
Carnegie Foundation Senior Scholar has
likened medical education to trying to drink
from a fire hose or being thrown into a
lake and told to swim to all shores at once.
“That’s because, at least in the first
two years, what you have is a fixed
amount of time with a geometrically
increasing amount of information to
cover,” explains Irby. “The faculty
response to that is to fill it more and
more with microfacts and hope the students will absorb them.”
In education circles, this is known as
“front loading,” Irby explains. Front loading is sparked by the teachers’ feeling that
this is their last chance to give the students
all they need to know in order to succeed.
“What we know is, it doesn’t work,”
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Dean Steven Gabbe, M.D., in the new
Medical School space under construction
atop Langford Auditorium.

observes Irby. “It doesn’t work because
you forget that which you don’t use.”
Moreover, Irby is no fan of the common curricular approach of dividing the
basic sciences by departments and grouping all those topics into the first two years
of medical school.
“The idea was that sharing a little
about each of those would somehow train
you to be a physician,” he says. “Well, it
doesn’t, actually.” Students must be
given opportunities to link related scientific knowledge with clinical practice in
order to really understand how and when
it applies to patients, he explains.
This fault in medical education –
cramming students’ brains with basic
science then throwing them into patient
care where they must put facts to practice
for the first time in one specialty area
after another – has led a number of medical schools to reassess how students are
being trained. Some already have made
changes aimed at integrating related basic
sciences and connecting the content to
hands-on clinical practice, and others are
moving in that direction.
“We need to organize content in
meaningful chunks and connect it to
patient care,” explains Irby. “It’s knowledge for use and not knowledge for
regurgitation.”
Vanderbilt Medical School already is
making changes in its curriculum to reflect
this premise, building science study and

clinical experiences into all four years of
medical training, says Gabbe. (see page 20)
“Students learn best when they can
combine basic science and clinical cases,”
he explains.
The new curriculum is being phased
in through August 2008. It features integrated courses organized around related
science topics and care issues, reviewintensive intersessions, and a fourth-year
capstone course that lets students focus
on their chosen field of study. The
Emphasis program, already in place, is
unique to Vanderbilt, giving students the
chance to do self-directed research under
the supervision of a faculty mentor in the
first two years of medical school.
New technologies have been put to
use throughout the curriculum. Students
train on simulated patient dummies, build
an electronic log of their clinical experiences, and practice diagnosis and communication skills on “standardized” patients –
actual people who pretend to be sick. The

students discuss medical issues in the 21st
century in a two-week course that includes
such topics as evidence-based medicine,
professionalism, cultural competence and
communication skills.
And the medical school has designated 13 master clinical teachers who will
devote more time to mentoring students
and fellow faculty members. Similar positions in the basic sciences are planned,
says Gabbe. An additional $1 million has
been earmarked to support teaching in
the new curriculum.
“Teaching is an important component of what we do,” Gabbe says.

But do all smart students
make good doctors?
Medical educators would no doubt
agree it is a daunting task to give medical
students all the knowledge and experience
they will need to go out into the world
and care for patients on their own. But
this expectation seems quite concrete when
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Learning
to communicate
Mrs. C is a 79-year-old with osteoporosis admitted with a hip fracture due to a fall. She fractured her other hip six months ago also due to a fall. She underwent a series of evaluations and
tests to determine why, but nothing specific was identified. You decide to discuss the falls with
Mrs. C who herself isn’t sure why she is falling. You speak with her and determine there are no
obvious explanations. Then Mrs. C asks, “Couldn’t we talk later? Having to think about falling
just worries me. Let’s talk later.” Do you respect her wishes or do you continue to probe?
CASES LIKE THIS are the reason that Vanderbilt University
School of Medicine is weaving
communication skills throughout each year of its curriculum.
The faculty wants to ensure
medical students learn about
this powerful tool, which will
result in producing more
accurate diagnoses, more
effective treatments and
stronger patient relationships.
“Most medical school
students have good communication skills; the key is to
enhance those skills,” said
Lynn Webb, Ph.D., VUSM chief
of staff. “We have always
emphasized techniques of
differential diagnosis and
the importance of scientific
knowledge in our curriculum.
We are making communications just as high a priority.”
The VUSM strategy is to
build on the communications
training it has offered fourthyear students by providing
comprehensive coaching,
role playing, presentations
and standardized patient
experiences throughout a
student’s entire medical
school career.
“Our goal is to use various
conversational approaches,
learn to ask the right questions and allow the patient
time to answer. All of this
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establishes a patient partnership with the family and
promotes optimal health,”
said Gerald Hickson, M.D.,
associate dean for Clinical
Affairs. “There is growing
empirical data telling us
effective communication
leads to positive outcomes.”
For the past three years,
VUSM faculty and administrators have been developing the
best approach for teaching
communications to future
physicians. They began by
searching for a communications language similar to the
language or systematic
approach for conducting a
typical physical exam.
This research resulted in the
adoption of several elements
of the Macy Model, a set of
structural and sequential
guidelines for effective doctor
patient communication. The
model has outlined fundamentals for the interview
process which include allowing
patients to express themselves
by communicating with them
in a supportive attitude, accurately recognizing patient
emotions and feeling, and
being organized and logical.
“We want to help emphasize the importance of
communications from the
first day they start classes

through to graduation,” said
Webb. “That way, they’ll have
a better understanding and
have an effective mental
outline they can use when
interacting with patients.”
First-year students will
learn to understand psychosocial issues and to look
for clues to enhance patient
responses. Second-year students will focus on gathering
information via open-ended
questions that will aid in
diagnosis. Third- and fourthyear students will concentrate
on how to use communication
as part of care and treatment
plans as well as how to handle
difficult conversations with
patients including disclosing
medical errors.
“In addition to the conceptual
model, you have to engage the
students in a way that turns
them from passive learners to
active participants,” said
Hickson. “No one wants to
hear someone lecture for an
hour about how to communicate. The most effective
approach is to use case studies
and make them as interactive
as possible to prepare students
for the one-on-one discussions
they will have with patients and
their families.”
VUSM students hone their
communications skills

through a variety of interactive
exercises. Case studies taken
from real situations provide
an opportunity for involvement
and audience response systems heighten learning while
maintaining student anonymity.
Students have opportunities
for role-playing as physician,
patient and family member to
gain better perspectives of
the process.
Standardized patients,
actors who assume different
personalities and symptoms,
are also a new tool in teaching
the patient/physician dynamics
(see page 36). Faculty will
assess student interaction
with the standardized patient
and often give the student a
chance to re-perform the
exercise as many times as
needed.
“As we build into a four-year
program, we’ll be changing
and revising and being able to
give our students sophisticated
skills so they are more adept
at communicating with the
entire health care team as
well as families,” said Bonnie
Miller, M.D., associate dean
for Undergraduate Medical
Education. “Our hope is that
these lessons of communication will stay with our students
through residency training
and their entire careers.”
- KATHY RIVERS
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The way students are taught has
changed since 1928 (left), but one thing
has remained constant: the importance
of educating the best medical students
in the nation.

compared with what some see as an even
greater failure in physician training –
instilling professional attitudes and
behaviors that make compassion, communication and commitment to the patient
the paramount guiding principles.
Vanderbilt medical school graduate
David Stern, M.D., Ph.D., has put a lot
of thought into how to define and teach
professionalism. He edited the 2005
book, “Measuring Medical
Professionalism,” has written many papers
on the subject and consults with groups
and institutions trying to get a grip on the
trait that traditionally has been transmitted primarily through role modeling.
Now a staff physician at the Veterans
Affairs Medical Center in Ann Arbor,
Mich., Stern also pursued his interest in
teaching by earning a doctorate in curriculum and teacher education at
Stanford University.
“It was there that I learned about this
thing called the hidden curriculum,” he
explains. The term refers to all the things
that students get taught through observing
their teachers – the implicit rules, the informal education, the unwritten expectations.
“What I realized was that professional values were being taught in the hidden
curriculum,” says Stern, who also teaches
medical students and has administrative
roles at the University of Michigan
Medical Center. And while that
approach can produce compassionate,
humanistic physicians – he feels it did for
him – Stern says institutions must work

to create an environment that inspires
and recognizes professionalism, an administrative climate that supports it, and leaders that consistently model it.
“It’s easy for us to look back on the
golden days,” says Stern, who questions
whether professional behavior was all that
perfect then. “We just have a different
set of issues today than we used to
have…The question now is how to
change the environment to induce professional behavior. You can’t change the
hidden curriculum. That would be tilting
at windmills.”
Gabbe agrees that positive role models are the best tool to impart lessons of
compassion and humanism to medical
students, noting that many choose their
specialties because they are inspired by a
beloved teacher. But the flip side, he
says, is that bad role models can just as
easily teach unprofessional behavior.
“We have to make sure we address
these issues,” he says, noting that smallgroup discussions and classroom interaction are good tools. “I think that’s one of
the most important changes in medical
education – this idea that recognizing professionalism is just as important as understanding the metabolism of glucose.”
He suggests that complete “standardized families” could be used to give medical students the chance to role play such
difficult duties as delivering bad news
about a loved one and asking about organ
donation.
“I think it’s important that you have

a chance to practice that before you’re put
in that situation,” says Gabbe.
Advances in life-sustaining technology,
a growing group of aging baby boomers
and the high cost of health care will continue to complicate decisions that doctors
must make about patient care, he says.
“There is a lot more we can do, and
our ability to do it creates a lot more difficult ethical questions,” he observes.
Discussing these issues openly with students is important, he believes.
“I think what we need to do is clearly
give the students the principles of how
physicians behave,” Gabbe says. “You hope
that then, when the students get into
those situations in the real world, they
will handle themselves more effectively.”

A new roadmap, a shared
commitment
So almost a century after the Flexner
Report defined how doctors should be
trained, the academic health care community seems to largely agree that medical
education – not just at the undergraduate
level, but also residency training and continuing education – is in need of a new
roadmap. Over the past few years, many
committees have been convened and hundreds of words have been written to
address the issue.
But if this widely discussed goal is to
be gained, many in academic health care
see the need for all parties involved to
share two commonly coveted commodities: money and power.

S U M M E R

2 0 0 7

17

VUMC_MedSummer

6/26/07

1:06 PM

Page 18

:: f e a t u r e

But even with these challenges, experts say the
re-examination and innovation going on in medical
education today is moving the field forward and
promises to provide a stronger framework for
training physicians in the years ahead.

Academic medical centers must commit to financially support the extra time
and expert faculty needed to train students, in addition to emphasizing revenue-producing clinical and research
activities, says Irby. And students should
train in a variety of clinical settings, not
just in hospitals, he says.
“Instead of the old community
teaching hospital model, today it’s like
one massive intensive care unit,” Irby
observes. “Is that the best place to
train students?”
And academic centers need to
embrace the idea that research and patient
care are perhaps not the most inherent
responsibility they have, says Stern.
“The unique intellectual property of
an academic medical center is medical
education,” Stern suggests.
But this vision may require a commitment based on principle, since the
value of medical education – which costs
more than the thousands of dollars students pay in tuition – can’t be measured
on an annual balance sheet.
“The value is long-term,” observes
Gabbe. “It isn’t for many years that you
see the fruits of your labor.”
Jacobson hopes to see more teamwork
in the health care community. Doctors,
nurses, pharmacists and other health care
professionals need to be cross-trained –
perhaps in some common classes – and
empowered to share the duties of some
standardized, evidence-based care, he
suggests.
“Doctors still perceive that they are
the center of the health care universe,”
Jacobson asserts. “Health care is a team
sport, and we don’t optimally work in
teams. I think we’ve never worked well

18
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in teams, but the challenges are getting
bigger and working in teams is becoming
more important.”
And medical school departments
need to learn to let go of segregated,
quick-turnaround clerkships, says Irby,
which he believes barely give students
time to acclimate, let alone learn much
medical content or skills.
“Why do we think it’s a good idea to
essentially kill off our students?” he asks,
noting the overwhelming fatigue, frustration and, often, depression, caused by this
traditional training system. Residency
training needs the same attention, he
adds, since it has been organized primarily
to meet the service needs of hospitals or
fulfill accreditation requirements, rather
than to teach and reinforce the skills
neophyte physicians need to know.
And in the bigger picture, the various
overseers of medical education are still
struggling to reach common ground when
it comes to creating a seamless plan for
educating America’s physicians.
“Somebody has to lead,” says
Jacobson. “I don’t see any leadership.”
“Nobody is in charge,” says Irby,
who likens the “house of medicine as
being this monster umbrella group”
sheltering the different regulatory and
accrediting bodies.
“Each subgroup is doing the very
best it can, but they each have a different
set of standards and criteria that are not
necessarily congruent,” Irby explains.
“It’s a little bit like patients having
multiple specialists working with them,”
he surmises, when those in charge end
up not talking to each other and, as a
result, “the drug interaction ends up
killing the patient.”

“Nobody is looking out for the
patient and nobody is looking out for
medical education…The challenge is,
there’s just no forum to do that,” Irby says.
The LCME accreditation committee
recognizes the problem and has made
some efforts to bring together the divergent parties to consider the challenges in
medical education, says Gabbe.
“I think we all need to work together,”
he observes. “I think we have a long way
to go.”
But even with these challenges,
experts say the re-examination and innovation going on in medical education
today is moving the field forward and
promises to provide a stronger framework
for training physicians in the years ahead.
The president of the Association of
Academic Medical Colleges, Darrell G.
Kirch, M.D., thinks Abraham Flexner
would be excited by the innovations in
medical education in the last few decades.
“I am certain he would commend us
on our progress, but also demand that we
not rest on our laurels, encouraging us to
redouble our efforts and challenging us to
explore new frontiers of innovation,” he
writes in the AAMC Reporter.
“I’m optimistic that things will continue to improve, to get better,” says Irby,
who will keep on looking at the subject
through an educator’s lens. “As with anything, there are good sides and bad sides
and challenging sides. It’s a full-career
opportunity.” VM
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Abraham Flexner

The staggering
consequences
of one, simple
report
Few know it by its official
name, the Carnegie
Foundation’s “Bulletin
Number Four.” To most, it’s
simply the “Flexner Report,”
But either way, there’s no
argument about the stern
message delivered by the 1910
book-length report, a complete indictment of the system
of medical education in the
United States and Canada and
one of the most important
publications on medical education in the 20th century.
In his report, Abraham
Flexner, a secondary schoolteacher and principal from
Kentucky, concluded that most
medical schools were set up
not to train students to be doctors, but instead to give its faculty a supplemental source of
income. Flexner said there
were too many doctors in
America and too many medical
schools. Few medical schools
had any admission criteria,
and there was not enough
equipment for training.
Flexner visited nearly half of
the 155 medical schools in the
United States and Canada,
including Vanderbilt’s. Prior to
the “Flexner Report,” he had
written a critique of the

American college system, and
it caught the eye of some
influential people at the
Carnegie Foundation. They
asked him to do the report.
“At first he said ‘you have me
confused with my brother,
Simon (a professor of
Pathology who went on to
become the first head of the
Rockefeller Institute),’” said
John Flexner, M.D., professor
of Medicine, Emeritus at
Vanderbilt, and Flexner’s great
nephew. They told him ‘we
don’t want a scientist, or a doctor. We want an educator. We
want you,’” John Flexner said.
Accompanied by an
American Medical Association
representative on many of his
trips to medical schools,
Flexner, known for his bluntness, wasn’t kind in his assessments of individual schools.
“If you paid your tuition to a
medical school, you didn’t
have to go to class or do a
damn thing,” John Flexner
said. “And in a year or two,
you were given a diploma and
a right to practice medicine.
There were no entrance
requirements. There were no
boards, nobody looking at
what you did.
“He pretty much thought
they were all bad except for
Johns Hopkins,” his greatnephew said. “That was his
role model. They had two
years of basic science and two
years of clinical, and that’s

what it (medical
education) has
been up until the
last 20 years
when people
started playing
around with that.”
In his report, Flexner said
that California Baylor was a
“disgrace to the state,”
and that Washington University
Medical School in St. Louis
“must be either abolished or
reorganized.” He said that
Tennessee contained more
“low-grade medical schools
than any other Southern state,”
including those in Knoxville and
Chattanooga that he described
as “utterly wretched.” Flexner
said that of Tennessee’s nine
medical schools only Vanderbilt
should be continued, although
he criticized the school saying
it had no full-time faculty and
that the entrance requirement
was “less than high school
graduation.”
“He singled out Vanderbilt
as the very best in the south,
but many believe that
(Vanderbilt Chancellor James)
Kirkland, who was a lifelong
friend, had a lot to do with
that,” John Flexner said.
The “Flexner Report” had
some staggering consequences. Of the 155 medical
schools before the Flexner
Report, more than half closed
after the report. It triggered
much-needed reforms in the
standards, organization, and

curriculum of the remaining
North American medical
schools. Flexner proposed
that medical schools operate
instead in the German tradition
of combining strong biomedical sciences with hands-on
clinical training.
The report was most definitely on the mind of G. Canby
Robinson, M.D., who was
appointed dean of Vanderbilt’s
medical school in 1920. Five
years later, with the help of
funding from the Rockefeller
Foundation General Medical
Education Board and the
Carnegie Foundation, the
School of Medicine was relocated to a new building on the
Vanderbilt main campus (now
Medical Center North) that
housed the school, the hospital,
outpatient clinics, laboratory
and library.
John Flexner said his great
uncle, who went on after the
Flexner Report to raise $500
million for medical schools,
would probably applaud the
changes that are taking place
in medical education today. “I
think he’d say ‘you have to go
with the flow.’ He’d say ‘what I
did for that day was appropriate. Now it’s not.’”
- NANCY HUMPHREY
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A
fresh
palette
THERE ’ S A

“ BUS ” PARKED IN FRONT OF THE Vanderbilt University School of Medicine with the phrase
“Curriculum Revision” on the outside. Some faculty and clinicians are anxious to be first in line; others
would prefer to walk.
Associate Dean for Undergraduate Medical Education Bonnie Miller, M.D., is driving the bus. It’s
her job to get as many people “on board” as possible. One of the questions she will have to answer: why
is a curriculum change needed when many of VUSM’s graduating students are already being courted by
the nation’s top hospitals?
“It’s not that we haven’t done a good job. We are consistently training wonderful people and
wonderful graduates,” Miller said. “But there is always room for improvement. To be an outstanding
physician in the 21st century, it is going to take a different skill set than we have taught in the past.”
The situation is all too familiar to Gail Morrison, M.D., vice dean for Education and director of the
Office of Academic Programs at the University of Pennsylvania School of Medicine. She led curriculum
changes for her medical school in 1997.

WRITTEN BY CRAIG BOERNER
ILLUSTRATION BY STEVE DININNO
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“The feeling was that the world of
medicine had changed,” Morrison said.
“Initially our faculty were saying, ‘don’t
change anything.’ Nobody wanted anything changed because it was working …
and it was working, but it just wasn’t
going to work well in the future.”
Morrison created a sense of urgency
at Penn when she hired a leading businessperson from Wharton to give a 45minute lecture on change to her leaders.
“He talked about change in corporations, very specific corporations who
saw the writing on the wall, but didn’t
change,” she said. “You could have heard
a pin drop in that room. It was a fascinating talk because it had nothing to do
with medicine but it had everything to
do with the real world.”
Student performance and recruitment
have risen at Penn since implementation,
Morrison said.
Steven Gabbe, M.D., dean of VUSM,
told students during his spring State of the
Medical School address that the changes
under way at Vanderbilt have not discouraged prospective students from coming
here for their medical education.
“Interesting. Not only hasn’t this discouraged students from coming here, but
we think it has encouraged more students
to come here,” he said. “What we are trying to do is increase the relationship, or
the interaction, by bringing together basic
science and clinical practice throughout
the four years of medical school.”

Instituting change
On a sunny March morning Anderson
Spickard III, M.D., caps a dry erase pen
and glances out the seventh-floor window
of his Medical Center East office, perched
directly across from Vanderbilt University
Hospital. He has finished explaining one
of several components associated with the
new curriculum, which represents the first
expansive changes to Vanderbilt’s medical
education in more than four decades.
The revisions are intended to prepare
today’s
skills in
W
R I T T E Ndoctors
B Y P A Uwith
L G Omodern-day
VERN
P
HOTO
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Y D E A N D I X O N teamwork
areas
including
communication,
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Educational changes taking place at medical schools
across the country are intended not only to produce
smart doctors, but also doctors who will be responsible
for the health of the populations they serve.
Spickard, a second-generation
Vanderbilt physician, wears many hats as
it relates to these changes – Executive
Committee member, Master Clinical
Teacher, clerkship director, team leader
for the Knowledge Map and Learning
Portfolio initiatives.
He was instrumental as the new
third-year clerkship was instituted with
great reviews last summer and will continue to be involved on many levels as
matriculating students experience the new
first year this August, and as the two
classes move on to the next years.
On this day he changes his proverbial
hats like a Nashville driver changes lanes
during rush hour on Interstate 65.
There’s a lot to cover and not much time.
“There is nothing better than having
a student with a patient in a mentored
environment,” he says. “The things we
are doing are good as long as they complement and don’t replace a real-life
patient interaction.”

The first and second years
Educational changes taking place at
medical schools across the country are
intended not only to produce smart
doctors, but also doctors who will be
responsible for the health of the populations they serve.
That process begins in the first year,
when these top-notch students accustomed to great successes are thrown into
a soup of equally successful persons from
all over the world.
It can be intimidating.
First-year team leader Neil Osheroff,
Ph.D., said those first weeks can be unsettling, knowing that you are sitting next to
(and competing against) Olympic athletes,
concert violinists and Navy fighter pilots
with over 1,000 carrier landings who are
coming to class with a different level of

maturity due to their past experiences.
Roughly one in every 44 applicants is
accepted to VUSM.
“Our students are all very high
achievers and have spent most of their
lives at the top of their food chain,”
Osheroff said. “They show up here and
they find out that they sometimes are a
medium-sized fish in the Vanderbilt pond
and that there are killer whales and great
white sharks out there.”
The transition from undergraduate
to medical student is very difficult and it
is important to ease students through this
critical period with a strong initiation
into their four-year journey.
The first component of the new firstyear curriculum is a two-week “Foundations
of the Profession” course, which Miller will
teach. It will prepare students for their
entry into the medical profession by providing an ethical and historical context for
the practice of medicine.
From Miller’s class students will
begin blocks with courses that have been
integrated across disciplines.
“The first two years have been turned
on their heads,” Osheroff said. “We are
going from semesters to blocks, and are
moving to interdisciplinary courses, most
of which are totally new.” Osheroff has
taught Biochemistry for 17 years and is
one of only two directors in the past 49
years of that class at Vanderbilt. His
course is being replaced in August with
Molecular Foundations of Medicine, an
interdisciplinary course that encompasses
Biochemistry, Cell Biology and Genetics.
“In the past each course was nicely
integrated within itself. In the new curriculum, there will be considerably more
integration between subjects and disciplines.
Courses may still be islands, but they will
be connected with wide and well-traveled
bridges,” he said. The first-year team is
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Some of VUSM’s curriculum
revision team (left to right):
Neil Osheroff, Ph.D., Jim
Atkinson, M.D., Ph.D., Ban Allos,
M.D., and Bonnie Miller, M.D.

submitting its schedule to both secondyear and clinical years directors to make
sure students are being prepared adequately for what lies ahead.
“I have been teaching at Vanderbilt
for 24 years and, all of the sudden, there
will not be a student who will have ever
taken any of the courses we are giving them
in the first two years. How is that for
working without a net?” Osheroff asked.
“We are very excited about our new
courses. The students will get a quality
product, I guarantee it.”
At the end of each block students
will participate in weeklong intersessions,
led by Scott Rodgers, M.D. Each intersession will explore a topic that has been
presented in the previous block, allowing
comprehensive integration of the basic
science they have learned with clinical
and societal perspectives.
A 17-week “Structure, Function and
Development” course, which spans the
winter break, will integrate anatomy,
physiology, histology and embryology
into a more systems-based approach.
The new “Patient, Profession &
Society” course for both first- and secondyear students covers topics not typically
included in classic basic science education –
medical economics and ethics, communication, psychological and social dimensions
of health and illness, epidemiology and
preventive medicine.
“By joining five different courses
under this larger umbrella of PP&S, there
is an effort to meld these insights and
perspectives and knowledge bases into a
coherent delivery package for the students,” said PP&S course director Larry
Churchill, Ph.D. “Part of this is didactic,
a great deal of it is small group teaching,
and some of it is also field experience.”
Churchill’s course will place an
emphasis on chronic illness, a major

component of the curriculum change that
also threads through years three and four.
“Most of the illnesses that patients see
physicians for now are chronic in nature;
it’s not getting an antibiotic and you walk
out and you are fine,” Churchill said.
“These are ongoing kinds of conditions
that require some degree of management,
a lot of patient understanding and cooperation with their course of treatment.”
Didactic sessions will provide students with a knowledge base of these topics that allows them to appreciate and
understand what they are hearing when
they interview chronic illness patients in
their home setting beginning in year one.
“If you interview a patient in their
home, you are seeing them in the context
of their living environment, their working
environment, the nest in which they do
well or don’t do so well,” Churchill said.
“We are trying to train health professionals to look at the larger social, economic
and psychological picture of the environment in which the patient lives.”
Students will also rotate through a
variety of chronic illness clinics to see
and understand illness over a span of
time. “I think it is going to be terrific in

terms of putting flesh onto the kind of
structural bones that students are being
inundated with in years one and two,”
Churchill said.
A six-week block of Microbiology
and Immunology will complete the first
year curriculum. This course will continue to employ a variety of teaching methods in its presentation of infectious agents
and the body’s response to them.
Second-year curriculum changes will
be similar to the first year in that individual departments have traditionally taught
the classes – Pathology, Pharmacology,
Radiology, Laboratory Diagnosis and
Nutrition – but now they will be melded
together into a 25-week curriculum.
“At first blush it doesn’t seem like
Pathology and Pharmacology would have
much in common,” said second-year team
leader Jim Atkinson, M.D., Ph.D., “But,
as we have gotten into this process, it has
actually been interesting to see how they
do overlap and it is really making sense
now as things are being put together.”
Students also participate in the
Emphasis program during their first two
years, which allows each to undertake a
mentored scholarly project in an area of
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Bonnie Miller, M.D.

“We have learned a lot about how people learn. Students learn
better if the material is presented in the context in which it
will ultimately be used.”
individual interest. Students present their
work at the end of the second year.

A change in teaching, too
Not only has the medical knowledge
itself evolved over time but the delivery of
that knowledge is also changing.
“We have learned a lot about how
people learn. Students learn better if the
material is presented in the context in
which it will ultimately be used,” Miller
said. “We want to more fully integrate
clinical medicine into the teaching of basic
science because it will be easier for students to remember and retrieve if presented in the context of those clinical cases.”
Even lectures can become active learning experiences with the use of technologies such as audience response systems.
“Many of us have taught for years,
but we haven’t really thought about the
science of teaching,” Osheroff said. “We
all taught, and we thought we did it well,
but was it based on the scientific theory
of teaching? An interesting door opens
once you say ‘All bets are off’ and start all
over again.”
Historically the medical school has
not used computers to their full extent,
but the utilization of new information
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technologies specific to Vanderbilt should
make learning more efficient.
One example is Knowledge Map,
which allows students to track lectures
and course directors to see what students
are learning in other courses.
Searches are performed through a
Vanderbilt product known as the “Concept
Indexer,” which finds all of the concepts
of the National Library of Medicine.
During the clinical years students are
required to do various evaluations with a
written component – history and physical
examinations, progress notes, procedure
notes or discharge summaries – that, in
the past, served more as a personal log
than a mentored assignment.
Those evaluations are now captured
electronically by Learning Portfolio, which
allows students to monitor their progress
over time and master clinical teachers to
instantly see what students have covered
and adjust their experiences accordingly.
“You can start to individualize an
education program for each student,”
Spickard said. “It may be that we cannot
provide every experience with a particular
case but we have the opportunity with
our standardized program to use patient
actors to provide cases for students. We

can complement the lack of real life experience with simulation.”
The revisions also took into account
that the third year was mysteriously four
weeks shorter than that of nearly all other
medical schools.
“Sometime back in the 1980s the
School of Medicine began using two start
dates, one in August and one in July,”
Gabbe said. “We found the third year
was four weeks shorter so we were able to
add four, one-week intersessions in the
new curriculum.”
Intersessions are weeklong interludes
that provide students the opportunity to
explore cross-disciplinary topics such as
communication skills, medical systems,
women's health, geriatrics, palliative care,
preventive medicine and nutrition.
The second half of each intersession
allows students to review the basic science
concepts pertinent to the clerkship they
are about to begin.
Third-year Intersessions Course
Director Kimberly Lomis, M.D., said the
surgery-specific portion of the intersessions,
for example, introduces students to techniques important for examining patients
who are in pain, whereas most of their
prior experience in Physical Diagnosis did
not include interacting with patients in
acute distress. “We worked with the
Center for Experiential Learning and
Assessment to develop standardized
patient experiences,” Lomis said. “The
students commented that these scenarios
were quite realistic and helped them practice comforting and assessing such
patients prior to starting on the wards.”
Fourth-year students will be reexposed to the basic sciences at the end of
their medical training through a new
Capstone Course.
“I remember the anxiety I felt going
out on the wards as an intern in medicine,”
Gabbe said. “I spent quite a bit of time by
myself reviewing and writing it all down in
a black book. Here is an opportunity for
everyone to come together and have a
review of the basic sciences and apply
them to their specialty.” The four-week
course is taught in February, just before
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graduating students begin their internships. It will examine two cases per week
with days divided between small groups,
lectures and individual scholarship.
“The course will focus not just on an
individual patient with a specific disease,
but about the context of that illness from
its very basic pathogenesis to its public
health impact. We’ll look at the disease
from the molecular and genetic level all
the way to the perspective of the World
Health Organization,” said Ban Allos,
M.D., director of the Capstone Course.

Is traditional
medicine the
only
? way?
Because patient demand
for complementary and alternative medicine (CAM) is on
the rise, some medical schools
are looking at increasing its
content in the curriculum, but
they are unsure of how and
where it should be added to an
already full, demanding fouryear curriculum and who
should teach it.
As part of her Emphasis
Project, a concentrated study
which is required for first- and
second-year medical students,
Vanderbilt second-year student
Sara Risner-Adler conducted a
survey of four medical centers
that are incorporating CAM into
their curriculum to determine
the best way to introduce it so
that the greatest number of
students can have access to it.
“I wanted to look at medical
education, focusing on how to
change it to bring in integrated
health,” Risner-Adler said. “My
interest is in preventive medicine, and my college major was
in nutrition, so I wanted to
focus my research on how I
could change medical education

“The purpose of the course is going
to be to engage the students in scholarship. Students may choose to delve into
any area that strikes their fancy. A long as
they are excited and passionate about
what they are reading and what they are
learning, then it is fine by me.”

Smooth sailing ahead?
With all of the changes throughout the
four years there are sure to be some heated
discussions and roadblocks along the way.
Morrison’s advice to Vanderbilt is to
keep the faculty involved throughout the
process. She said she knew things were

to offer improved quality of
care to patients.”
Risner-Adler says complementary medicine, such as
aromatherapy, is used together
with conventional medicine
while alternative medicine is
used in place of conventional
medicine. An example of an
alternative therapy is using a
special diet to treat cancer
instead of undergoing surgery,
radiation, or chemotherapy that
has been recommended by a
conventional doctor. Integrative
medicine combines treatments
from conventional medicine
and CAM.
According to Risner-Adler’s
research, medical education
began to embrace CAM curricula in the late 1990s, increasing
from 21 percent (1995) to 64
percent (2000) the percentage
of U.S. medical schools offering
CAM. The rationale for doing so
includes a growing number of
patients using the therapies;
medical schools are defining
their missions of health care in
broader terms conceptually
similar to those embraced by
integrative medicine; exploring
CAM therapies will direct

starting to come around at Penn when
the basic scientists and clinicians started
sitting next to each other at the meetings.
“They would tell me that they actually
spoke to each other outside of the meetings because they didn’t want to wait
until the next meeting,” she said. “And
then it was, ‘We are actually going to do
something together in research.’
“This is faculty-driven so they have
to be on your side. You have to have that
group who really are your supporters and
really want to do it. And then you have to
give them the full credit for doing it.
They are the reason why you will succeed
and then they will get other people on the
bus for you.” VM

productive biomedical, psychological, socio-medical research
agendas and the knowledge of
the patient’s CAM use builds a
stronger patient-physician
relationship.
Risner-Adler chose four
medical centers listed in U.S.
News and World Report’s top
50 medical centers that are
also members of the CAHCIM
consortium and offer complementary and alternative medicine curriculum courses. She
conducted 30- to 60-minute
phone interviews with at least
one of the integrative medicine
curriculum directors at each
model program. The four programs require from 10-21
hours of CAM curricula.
“Most of what other medical schools have done is offer
electives in CAM,” she said.
“What I was interested in is the
best way to bring this information to the largest percentage
of students – not just ones who
elected it.”

Her conclusion is that integrated
medicine is most successfully
taught in the context of chronic
illness care and prevention
curricula and most importantly,
faculty development plays a
key role in introducing CAM
into medical school curriculum.
“The model schools started
their educational initiatives with
their deans saying that this is
what we need to do, not from
students saying this is what we
want. They started by getting
NIH educational grants to see
how to best make a change in
their curriculum. Most importantly, what I learned is that
faculty development is the key
to curricular reform,” she said.
Bonnie Miller, M.D.,
Associate Dean for Medical
Students, said that the new
Integrated Health Center at
Vanderbilt is one step toward
exposing students to CAM
through electives, but at this
time, there are not plans to
make it a “major curricular
thread.” VM
- KATHY WHITNEY
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With patient demand
running continually high, space is at a premium on the Vanderbilt Medical
Center campus. It’s Grand Central Station but with lots of very sick people,
where bed management entails the balletic coordination and hair trigger
reflexes of a NASCAR pit crew. Entire clinics are preparing to decamp next
year, heading en mass across town to a repurposed shopping mall that’s surrounded by acre after acre of parking spaces. But they won’t be any less busy
after their move.
“Twenty years ago, students could see a
patient over a two-week period. Now patients are
gone in three days, and they’re very busy while
they're here, so it’s a different environment that
students are being forced to learn in. In most
clinical experiences, you catch what you can and
it’s completely random how students learn,” said
John Shatzer, Ph.D., director of CELA, the
Center for Experiential Learning and Assessment.
A building in the heart of the campus,
CELA’s new 11,000-square-foot facility is a $6
million test kitchen tucked within a bustling
24-hour mega restaurant. It’s about verisimilitude. Students learn how to be doctors here, in
an innovative instructional environment
designed to give a leg up to students and residents, and to lend new spice to Continuing
Medical Education.
The center’s sick people are artful simulations, pro re nata employees who are recruited,
trained, put in gowns and theatrical makeup and
paid $15 an hour both to portray patients and to
critique medical students. The center also wields
a range of simulation technologies, including
mannequins priced like mid-size condominiums,
able on queue to bleed or moan or go into
seizure. One floor of the two-story facility in
Medical Research Building IV will include 12
clinic exam rooms, and the other will include a
flexible space that triples as a six-bed ED, a fourbed ICU, or a couple of operating rooms — all
under hidden microphones and pan-tilt-zoom
cameras, like in a casino.
“With simulation, we can specify exactly
what needs to be accomplished on any given
day,” Shatzer said.

Simulation as an adjunct to medical instruction was born in the 1960s. CELA was launched
last year, its coordinated programs in human
simulation and simulation technologies housed
temporarily in various quarters around campus.
The fledgling center represents a major investment in an area of experiential learning that was
formerly a more minor sidelight at VUSM.
Since 2004, licensure for new physicians
has involved work with both mechanical simulators and play-acting patients, often called standardized patients.
“People are coming to understand the role
of simulation in improving patient safety, and
there is beginning to be evidence for a safety
benefit,” Shatzer said. “These types of programs
have really come into their own only in the last
five or 10 years. It’s my belief that in the next
10 years you’ll see requirements for students
and residents to participate in simulations of all
kinds before they see patients. This way of
learning will rapidly become far more integrated
into medical education than it is today.”
“Our effort is patient safety-based and is
meant to align with both the medical school’s
curriculum and the various safety initiatives
that are helping to improve outcomes in the
hospital and clinic,” said Matt Weinger, M.D.,
Norman Ty Smith Chair in Patient Safety and
Medical Simulation and director of CELA’s
simulation technologies program. CELA programs already reach all first-, third- and fourthyear VUSM students, all interns, all ER and
anesthesiology residents, all beginning nurses,
and all nurses at Monroe Carell Jr. Children’s
Hospital at Vanderbilt.
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The more real, the better
“We provide a service,” Weinger said.
“You tell me what you want to teach —
that’s our model.” Successful simulations
always begin with the course curriculum
and the instructor, he said. He is echoed
in this by Lisa Rawn, director of CELA’s
program for human simulation, also
known as the standardized patient program. “The best simulations are written
from the faculty member’s own experience
as a clinician,” Rawn said.
In the new facility, CELA will routinely run simulations involving difficult
situations with multiple patients, family
members, physicians and staff.
“So much of what can go wrong in a
clinical situation comes down to communication,” Weinger said. “Knowledge, skills,
attitudes, behaviors — a full-scale simulation can bring all these aspects into play.”
Weinger distinguished two types of
full-scale simulations — those that follow a
preset course, and those that veer off in the
direction of a clinician-controller’s extemporaneous adjustments. In any elaborate simulation, realistic touches are held to be worth
considerable trouble and expense. “The
greater the suspension of disbelief, the better
the transfer of training,” Weinger said.
“I don’t want to see more joking than
you would see in a real OR,” he tells two
anesthesiology residents, Jonathan Newton,
M.D., and Scott Henderson, M.D., as they
ready for a simulation using a mannequin.
“The more you do it like it’s the real world,
the better.”
In brief scenarios, Newton and
Henderson struggle to keep a mannequin
alive in OR and ED settings, where things
keep going wrong with the patient, the
supplies, even the various support staff.
At the end comes debriefing, “In my

ANNE RAYNER

“So much of what can go wrong in a clinical situation
comes down to communication. Knowledge, skills,
attitudes, behaviors — a full-scale simulation can
bring all these aspects into play.”

Top: Bobby Gibbons, Biomedical Engineer I, shows 12-year-old Kyoshoa Wade
what's inside of “SimMan,” a human mannequin simulator.
Bottom: Third-year medical student Jon Kropski examines Jennifer Richmond.
Richmond was the first Standardized Patient at the Medical School.

view, the most important part of a simulation,” Weinger said.
Some of Rawn’s growing stable of
part-time educators (standardized patients)
have medical conditions and chronic illnesses of their own, and in simulations
they’re given leeway to supplement their
roles with their own histories.
“We desperately shy away from calling them patient actors,” Rawn said.
“They become educators, trained to evaluate students and provide feedback. (Five
of her 30 employees are actual actors; the
first of these was recruited when Rawn
overheard her practicing dialogue at the
coffee stand in Medical Center North.)
“I’m impressed with how effective the
standardized patients are,” said John

Leonard, M.D., professor of Medicine,
who teaches physical diagnosis. “They
really understand the story. The interactions are very real. They’ve mastered the
symptom process.”
“Most students are able to really
invest themselves in the role,” said Kim
Lomis, M.D., who teaches in the VUSM
surgery clerkship. “This can’t substitute
for real encounters in the hospital, but
those encounters are too haphazard. With
simulation, we can ensure exposure to key
situations.”
As CELA gains momentum, there are
plans to provide more standardized simulations for use in assessing competency. VM
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Taking anatomy high-tech
Vanderbilt medical students have a name for the anatomy
texts shelved beside dissection tables in the anatomy lab.
“They call them greasers,” said Art Dalley, Ph.D., professor
of Cell and Developmental Biology, gross anatomy course leader
and director of the Vanderbilt Anatomical Donation Program.
The name says it all, describing what happens to these texts as
student after student has occasion to interrupt the hands-on
examination of a cadaver, pick up a book and thumb to the
desired illustration. Greasers tend never to leave the lab, and
everyone studiously avoids bringing in their own books.
It’s very doubtful anyone regrets that greasers aren’t
expected to persist through this year of significant transition
at VUSM.
Anatomy instruction, conducted in the same lab space on
the first floor of Medical Center North since 1925, will move this
fall to a new $6.4 million facility on the 10th floor, high atop the
new multi-story addition to MCN.
In the new lab, large-screen computers will take the place
of greasers — flat, waterproof computers that are easy to
clean. The lab will have 37-inch touch-screen workstations
beside each dissection table, suspended from the ceiling on
adjustable arms. The computers are of a type designed for
outdoor display.
“No other anatomy lab has anything quite like this,” said
Dalley, whose own books have served students in many labs.
Among his other works, Dalley is co-author of “Clinically
Oriented Anatomy,” published in eight languages and now the
principal anatomy text in nine out of 10 U.S. medical schools.
Dalley’s office in Light Hall looks like a set designer’s interpretation of the den of some relentless intellectual. Papers, like
a turbulent sea, spill over every surface, and walls are lined to
the ceiling with books. “Welcome to the chaos,” he said, leaving
the impression that the room always appears this way.
Beginning in the 2007-2008 school year, the gross anatomy
course will be integrated into a 17-week instructional “block”
called Structure, Function and Development, combining gross
anatomy, histology, embryology and physiology. Total instruction
time in gross anatomy for first-year students will drop from 240
hours to 190 hours. (There are plans to include some anatomy in
a fourth-year block still under development.) “We’ll need to be
more efficient in our instruction. We’re critically examining
every component of our course,” Dalley said.
A great new teaching facility should help. At 7,300 square
feet, the new lab will be twice the size of the current one.
Movable partitions will lend added flexibility.
Compared to seven air exchanges per hour in the current
lab, the air circulation in the new lab will provide 22 exchanges
per hour. “It should be odor free,” Dalley said.

VUSM’s new state-of-the-art anatomy lab will open this fall.

Along with 27 dissection tables, there’ll be two demonstration tables, each equipped with cameras and full surgical
lighting, and each surrounded by viewing platforms (no more
climbing onto chairs). There will also be ample changing
rooms for students.
Dalley says there’s still no substitute for the experiential
learning afforded medical students by work with cadavers. In
recent years, two prominent medical schools, Harvard and
UCSF, for a time significantly scaled back instruction in gross
anatomy, but both schools have since completely reversed
themselves.
“You learn how a clock works by taking it apart; it’s the
same in the lab with the human body. … Anatomy texts show
only the most common variation, but in the lab students come
quickly to appreciate the range of normal variation. Physicians
eventually train themselves not to even see the norm, but you
have to be very well acquainted with it to screen it out.”
The current anatomy lab will be redeployed for use by clinical departments as a surgical skills center.
-PAUL GOVERN

S U M M E R

2 0 0 7

39

VUMC_MedSummer

6/26/07

1:16 PM

Page 40

:: d e p a r t m e n t

LIFELONG
LEARNING
AHEAD

2

S P R I N G

2 0 0 4

VUMC_MedSpring_CVRrev

6/26/07

12:24 PM

Page 3

p h o t o g a l l e r y ::

8

7

PAUL LEVY

ANNE RAYNER

VanderbiltMedicine
VO LU M E 2 4 , N U M B E R 1
Vanderbilt Medicine is published by Vanderbilt
University Medical Center in cooperation with the
VUMC Office of News and Public Affairs.
Copyright © Vanderbilt University
EDITOR
Nancy Humphrey
DIRECTOR OF PUBLICATIONS
MEDICAL CENTER NEWS
AND PUBLIC AFFAIRS
Wayne Wood

New physicians, left to right, Adam Pitts,
Brandon Ritz, Judson Williams, Chris Anderson
and Colin Crosby pose for a celebratory photo
after receiving their Doctor of Medicine degrees
at Nashville’s historic Ryman Auditorium. See
more graduation photos on page 60.

DESIGN
Diana Duren
COVER ILLUSTRATION
Pete McArthur
EDITORIAL OFFICE
Office of News and Public Affairs
D-3237 A Medical Center North
Vanderbilt University
Nashville, Tenn., 37232-2390
VANDERBILT MEDICAL
ALUMNI ASSOCIATION
D-8200 Medical Center North
Nashville, TN 37232-2106
(615) 322-6146
(800) 288-0266
Fax: (615) 936-8475
e-mail: medalum@vanderbilt.edu
Visit us at: www.mc.vanderbilt.edu/alum-affairs

DANA JOHNSON

Music
meets
medicine

PHOTOGRAPHY/ILLUSTRATION
Steve Dininno
Dean Dixon
Dana Johnson
Pete McArthur
Anne Rayner
Tamara Reynolds
Scott Stewart
Gina Triplett
Susan Urmy
Nicholas Wilton

MARY DONALDSON

9

CONTRIBUTING WRITERS
Carole Bartoo
Craig Boerner
Doug Campbell
Jon Coomer
Paul Govern
John Howser
Nancy Humphrey
Heather Newman
Elizabeth Older
Jessica Pasley
Kathy Rivers
Kathy Whitney

Board of Directors
Vanderbilt Medical Alumni Association Board of Directors

Officers
Pictured
here:

President
Warren F. McPherson, M.D. (HS ’66-’72)
Murfreesboro, Tenn.
President-Elect
Wyatt E. Rousseau, M.D. (’69)
Richardson, Texas
Regional Directors
Jean R. Anderson, M.D. (‘79) (HS’79-’80)
Baltimore, Md.
William J. Anderson, M.D. (‘69)
Nashville, Tenn.
Clifton R. Cleaveland, M.D. (HS ‘64-’68)
(F ‘70-’71)
Chattanooga, Tenn.
John T. Cobb, M.D. (‘78)
Atlanta, Ga.
Robert E.L. Gotcher, M.D. (‘49)
Hillsborough, Calif.
Kenneth Bruce Jones, M.D. (‘78)
Jonesboro, Ark.
Catherine C. Lastavica, M.D. (HS ‘58-’60)
(Fellow ‘60-’61)
Manchester, Mass.
Susan Niermeyer, M.D. (‘79)
Denver, Colo.
Steven F. O’Sheal, M.D. (‘81)
Birmingham, Ala.

Anne-Marie Oelschlager, M.D. (‘97)
Seattle, Wash.
David W. Patterson, M.D. (‘85)
Washington, D.C.
Alan S. Rosenthal, M.D. (‘64) (HS ‘64-’66)
(Fellow ‘66-’79)
La Jolla, Calif.
Robert T. Snowden, M.D. (‘69)
Pensacola, Fla.
W. Bedford Waters, M.D. (‘74)
Knoxville, Tenn.
Young Alumnus Representative
Allan F. Moore, M.D. (‘03)
Boston, Mass.
Specialty Society Representatives
Sam S. Chang, M.D.
Urology Society, Nashville, Tenn.
Eric M. Chazen, M.D.
Christie Society, Nashville, Tenn.
Steven J. Eskind, M.D.
Scott Society, Nashville, Tenn.
Meredith A. Ezell, M.D.
Savage Society, Nashville, Tenn.
Robert E. Finelli, M.D.
Meacham Society, Knoxville, Tenn.
Benjamin P. Folk, III, M.D.
Friesinger Society, Leland, Miss.

Fran K. Hardcastle
Canby Robinson Society Past President
Allen B. Kaiser, M.D.
Brittingham Society, Nashville, Tenn.
H. Newton Lovvorn Jr., M.D.
Burnett Society, Nashville, Tenn.
Gray C. Stahlman, M.D.
Orthopaedics Society, Nashville, Tenn.
House Staff Representative
Robert O. Carpenter, M.D.
Nashville, Tenn.
John Spooner, M.D.
Nashville, Tenn.
Ex-Officio Members
Harry R. Jacobson, M.D.
Vice Chancellor for Health Affairs Nashville, Tenn.
Steven G. Gabbe, M.D.
Dean, VUSM -Nashville, Tenn.
Ann H. Price, M.D.
Executive Director, Medical Alumni
Affairs -Nashville, Tenn.
VUSM Representative
Robert W. Mutter
Nashville, Tenn.

Post-doctoral Organization President
Martin L. Moore, Ph.D.
Nashville, Tenn.
Staff Members (non-voting)
G. Roger Chalkley, D. Phil
Sr. Assoc. Dean for Biomedical
Research
Missy Eason
Executive Director, CRS
Randy L. Farmer
Executive Assoc. V.C. for Medical
Center Development
Fred K. Kirchner, M.D.
Assoc. Dean GME
Joel G. Lee
Assoc. V.C. of VUMC
Communications
Scott M. Rodgers, M.D.
Dean for Students
Stephanie M. Schultz
Director, Medical Special Events
Holly L. Walsh
Senior Director, Medical Center
Development

S U M M E R

2 0 0 7

45

VUMC_MedSpring_CVRrev

6/26/07

12:22 PM

Page 1

D 8200 Vanderbilt University Medical Center North
Nashville, TN 37232-2106

Non-profit org.
U.S. Postage

PAID
Nashville, TN

V A N D E R B I LT M E D I C I N E

VanderbiltMedicine

:: Too much information 12 :: A fresh palette 20

:: Medicine Plus 26

VanderbiltMedicine

Permit No. 1446

SUMMER 2007

A new
direction
in medical
education

SUMMER 2007

