
twitter.com/MCG_AUG

MCG S P R I N G  |  S U M M E R  1 9

at AUGUSTA UNIVERSITY

Rural Physician Shortage
CAUTION:



MCG

is produced biannually by the
MCG Communications Office.
 

Photo: Phil Jones

MCG Class of 2019



 From the Dean

From the President

News and Views

Class Notes

In Memoriam

2

4

5

45

48

SECTIONS

augusta.edu/mcg

Dean: David C. Hess, MD
Executive Editor: Toni Baker
Editor: Jennifer Scott
Contributing Writer/Editor: Danielle Wong Moores
Production Assistant: Laurie LaChance
AU Senior Photographer: Phil Jones
Freelance Photographer: Todd Stone
Design & Production: Alison South Marketing Group 

© 2019 AUGUSTA UNIVERSITY

SPRING | SUMMER 19

Simple Math for a Complex Problem  .......... 8

Only Doc in Town ............................................. 12

Dr. Scott Bohlke ('92), gives new meaning
to "home" run
 
Loss Equals Gain ................................................. 16

Life experience leads new graduate to
rural Georgia
 
Operation Imperative ....................................... 18

New rural surgery initiative aims to meet
a vital need to improve care in communities

A Better Metabolic Path ................................... 22

Estrogen: Essential to Female and

Male Brains  ......................................................... 29

What's in a Name? ............................................. 33

Lynne Brannen, MD, MBA, '82, '02

Missing, but Never Forgotten ......................... 34

Remembering Dr. Bobby Marvin Jones

Stigma Survives Success ................................... 38

Renowned physician's credentials questioned
as she works to help a fellow passenger

Legendary Friendship ....................................... 42

Drs. Charles Wray and Robert Nesbit establish 
fund to support resident education

Dermatology: From Division

to Department..................................................... 44

Photo: Phil Jones



MCG MEDICINE2

 We talked in these pages last time about 
leadership and the future of the Medical 
College of Georgia. Some of my earliest 
thoughts and frankly the ones that kept me 
up at night in my earliest days as dean were 
about leadership. As a longtime chair of 
neurology here, I had long been a member 
of the leadership team but not ultimately 
responsible for where we were headed. It 
was easier for me then to critique and to 
question what was and what wasn’t.
 Sitting in the dean’s chair definitely gives 
you a new and broader perspective. You 
have the opportunity to really get to know 
the exceptional people and work here but 
you also have a broader perspective on the 
foibles. 
 Like a giant chess game, we move people 
into positions, always thinking/hoping it’s a 
great move. The reality is that probably the 
best we can do is find ourselves more often 
right than wrong.
 I feel very right about some of the key 
leadership decisions we have made since the 
first of this year. They include new chairs 
of Medicine, Physiology and Neurology as 
well as the director of the Georgia Cancer 
Center. 
 While I guess the buck does stop with 
me now, I am very grateful to have so many 
great colleagues here to provide perspective 
as we make these important decisions for 
MCG’s present and future. I value and 
seek the counsel of many, but chief among 
those are Dr. Doug Miller, a cardiologist, 
vice dean for academic affairs and former 
dean; Dr. Vaughn McCall, a psychiatrist, 
department chair and MCG’s executive 
vice dean; and Lee Ann Liska, executive 
vice president for health affairs and CEO 
of Augusta University Medical Center. 
They are all very different personalities but, 
like you our alumni, they share a common 
desire for MCG’s success. I thank them and 
many of you for the wisdom that you share 
with me.
 It is with great pleasure that I share 
with you that Dr. Brian H. Annex, chief of 
the Division of Cardiovascular Medicine 
and George A. Beller/Lantheus Medical 

Imaging Distinguished Professor of 
Cardiovascular Medicine at the University 
of Virginia School of Medicine, is the new 
chair of the Department of Medicine. He 
will start with us in August. 
 Dr. Annex is one of those individuals 
about whom there was rapid consensus, 
among physicians and scientists alike, that 
he was what we needed. He is defined 
by the words energetic, accomplished, 
collaborative and innovative. A 1985 
graduate of Yale University School of 
Medicine, he did his internal medicine 
training at Tuft’s New England Medical 
Center, a cardiology fellowship at Duke 
University Medical Center and an 
interventional cardiology fellowship at 
William Beaumont Hospital, the teaching 
hospital for the Oakland University 
William Beaumont School of Medicine. He 
was on the faculty at Duke until he went to 
Virginia in 2008 as chief.
 He is an avid clinician and educator 
and true physician-scientist, a National 
Institutes of Health-funded investigator 
who studies peripheral artery disease, 
angiogenesis and gene therapy with an 
eye on improving our circulation. He 
has successfully collaborated with basic 
scientists and recruited more investigators 
to his cardiovascular medicine team.  He 
has grown every aspect of cardiovascular 
medicine at Virginia, including adding new 
initiatives like vascular medicine. With 
the support of our university and hospital 
leadership, he will now help us grow and 
refine our Department of Medicine.
 You all know that this department, 
typically the largest in a medical school, 
is a good thermostat of a medical school’s 
vitality and strength and I have confidence 
that Dr. Annex will turn ours up. You will 
be hearing more about him in the days 
ahead. 
 Our new chair of the Department of 
Physiology and Georgia Research Alliance 
Eminent Scholar in Hypertension is Dr. 
David Mattson. Dr. Mattson’s research 
focus is hypertension, another big health 
problem in our state and nation and, of 

course, a major risk factor for the disease 
Dr. Annex treats and studies. Dr. Mattson 
comes to us from the Medical College of 
Wisconsin, where he completed his PhD 
and postdoctoral studies before joining the 
faculty. 
 This servant leader has been an 
exceptional citizen at his alma mater, a 
multiyear recipient of the Outstanding 
Medical Student Educator Award and 
Faculty Service Award and in 2015, the 
Distinguished Service Award. He is a 
national leader as well, currently one of 
nine councilors comprising the governing 
body of the American Physiological Society, 
a group which honored him last year 
with its Ernest H. Starling Distinguished 
Lectureship Award. He is an editorial 
board member for a variety of top journals 
like Hypertension and American Journal of 

Physiology (Renal Physiology). He is program 
director for a recently renewed National 
Institutes of Health Program Project grant 
elucidating the role of the kidneys in 
hypertension. He is a clearly accomplished 
individual who will help our already great 
Department of Physiology become even 
better. 
 I am pleased to share that renowned 
leukemia expert Dr. Jorge Cortes, has been 
named director of the Georgia Cancer 
Center and Georgia Research Alliance 
Eminent Scholar in Cancer. Dr. Cortes will 
be joining us soon from M.D. Anderson 
Cancer Center in Houston, where he is 
deputy department chair in the Department 
of Leukemia in the Division of Cancer 
Medicine.
 I was a bit overwhelmed by the h-index 
of Dr. Cortes who has authored or 
coauthored about 1,000 journal articles. He 
is definitely an innovator in new leukemia 
treatments, having led development of 
mainstay treatments like the second-
generation tyrosine kinase inhibitor 
bosutinib and omacetaxine, a drug for 
patients with chronic myeloid leukemia 
in whom the tyrosine kinase inhibitors 
have stopped working. His current work 
includes developing predictive models for 
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patient outcomes and reducing the often-
significant toxicity of cancer therapy. He is 
a member of the Medical Advisory Board 
of the National CML Society and the board 
of directors of the International CML 
Foundation.
 Perhaps one of his greatest gifts is 
that he is one of the most intent listeners 
I have ever met. I do believe that great 
gift, coupled with his commitment to 
patients and to science will enable our 
Georgia Cancer Center to propel into the 
future; provide an unprecedented level 
of exceptional care, including even more 
innovative clinical trials; and expand our 
critical basic science base. 
 On a bit of a personal/professional note, 
I am also pleased that Dr. Jeffrey Switzer, a 
fellow stroke specialist with whom I have 
worked closely since he came to us as a 
neurology resident and vascular neurology 
fellow in 2001, is the new chair of the 
Department of Neurology.  
 Dr. Switzer is a deliberate yet innovative 
physician who insists that patients get 
the best care possible. He is co-director 
of the Advanced Comprehensive Stroke 
Center, a Joint Commission certification 
he helped us secure and maintain. At 
a national level, he was an American 
Academy of Neurology representative for 
the Joint Advisory Group of the American 
Stroke Association/American College of 
Emergency Physicians/American Academy 
of Neurology Stroke Collaborative, which 
has raised awareness about the signs of 
stroke.
 He is an expert in telestroke care who 
is a member of the American Academy of 
Neurology’s Telemedicine Work Group. 
He has been honored for his teaching and 
his science. He is a genuine individual who 
already is providing great, collaborative 
leadership of a department that battles some 
of the most significant disablers in this 
nation.
 Finally today, as we put this MCG 

Medicine magazine to bed with thoughts 
of future leaders and the future of MCG 
in our heads, we have on our mind as well 

one amazing, enduring leader, Dr. Lois T. 
Ellison. 
 Dr. Ellison was the definition of 
stalwart, the true matriarch of MCG. 
While she would be a standout in any 
group, she was one of four women in the 
class that started at MCG in 1943. She 
would not even let tuberculosis stop her, 
at least not for long. She would graduate in 
1950.  Dr. Ellison helped develop MCG’s 
cardiopulmonary laboratory and ran it 
until 1992. She was named a Georgia Heart 
Association research fellow and established 
investigator and received a Research Career 
Award from the NIH’s National Heart 
Institute (now the National Heart, Lung, 
and Blood Institute) for her studies of 
open-heart surgery and cardiovascular and 
pulmonary physiology.
 She and her husband, Dr. Robert 
Ellison, a 1943 graduate and renowned 
cardiovascular surgeon, raised five sons, 
three of whom also are MCG graduates. 
She would move into administrative 
leadership serving as associate dean for 
curriculum for the medical school then 
provost then associate vice president for 
planning (hospitals and clinics). While 
she technically retired in 2000, she never 

really left us – and never really will. She 
then became MCG’s Medical Historian in 
Residence and an insightful participant in 
our monthly dean’s staff gatherings. 
 It is hard to imagine MCG without 
Dr. Lois T. Ellison. While her passing is 
still fresh as this is written, I really do know 
that she will always be here in the medical 
students who come to us eager to learn, 
in the physicians who graduate ready for 
any career in medicine, in the scientists 
who won’t take no for an answer, in the 
privilege it is to be Georgia’s public medical 
school. 
 Thank you Dr. Ellison.

 Respectfully yours,

David C. Hess, MD

Dean, Medical College of Georgia  

Executive Vice President for 

Medical Affairs and Integration,

Augusta University

Presidential Distinguished Chair 
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Dear Friends and Alumni,

 Adequate funding has become a 
critical issue for medical schools around 
the country as the costs of providing 
medical education continue to rise. 
Over the past decade, the annual cost of 
educating and training medical students 
has increased 18% nationally, while 
our state appropriation for medical 
education has remained unchanged. The 
result for our medical school has been 
a funding gap of approximately $20 
million annually, which has been heavily 
subsidized by our health system.  
 Our health system, faced with its 
own unique challenges, can no longer 
continue to subsidize the increasing cost 
of medical education, especially with 
changes in the health care environment 
that have reduced reimbursements.  
 To contend with these issues, Medical 
College of Georgia Dean David Hess 
and I requested a 10% increase to the 
University System of Georgia funding 
formula for MCG from Gov. Brian 
Kemp and the Georgia Legislature, 
which will add approximately $20 million 
to our medical education programs and 
make up the current gap. The increase 
would be phased in over three years, 
with a 3.3% increase each year beginning 
in 2020.  
 Solving this one problem will allow 
us to focus on the future of MCG, to 
include expanding our medical school. It 
is foundational to our success and to the 
future health of our entire state, so it has 
been one of my top priorities.  
 The impact of rising medical 
education costs isn’t limited to our 
medical school. There are long-term 
consequences for our students as well 
with their average debt reaching about 
$200,000 at graduation. 
 In a growing state with already too 
few physicians, the threat of medical 
school debt can have a serious impact on 
the overall health of our population as 
well, with fewer physicians overall and 
a shift away from primary care toward 
specialties that earn higher wages and can 

help graduates pay their 
loans back faster. 
 Realizing this, 
Dean Hess and I also 
approached state leaders 
earlier this year with 
a proposal that would 
boost the primary care 
workforce by shortening 
medical school to three 
years for students who 
commit to primary care 
and agree to spend at least 
six years in underserved 
areas of the state, which 
is almost every county 
outside of the metro areas. 
 Dubbed the “MCG 3+ 
Track,” this innovative 
new curriculum and 
accelerated physician 
track could take advantage 
of the 500 to 600 new 
residency positions 
recently created and 
funded by the state that 
are scattered throughout Georgia, and 
could keep as many as 80% of MCG 
students here to practice medicine. 
Currently that retention is closer to 25%.
 Our hope is that this program will not 
only allow us to provide more physicians 
for rural Georgia, but to attract more 
students from rural counties interested in 
pursuing medicine. These students know 
what it’s like in a rural community, have 
family there, understand the benefits of 
being in a rural part of the state and won’t 
have any qualms about going back there.
 While we continue to develop the 
3+ Track with state leaders and our 
accrediting body – I can say that the 
reception has already been incredibly 
supportive. Thanks to Gov. Kemp 
and our state legislators for including 
$500,000 in the upcoming fiscal year to 
continue to develop the program. We 
look forward to carrying this momentum 
into next year’s legislative session, when 
we expect to further formalize our 
legislative funding request for the 3+ 
Track.

 As we continue to work with 
legislators across Georgia, we need 
advocates like you who can champion 
our mission of better health for all 
Georgians. I ask that you join us in our 
fight to create a healthier Georgia by 
talking with local elected officials about a 
vision of MCG-trained providers in each 
and every corner of our state.

 
Sincerely,

Brooks Keel, PhD

President, Augusta University

CEO, AU Health System

FROM THE PRESIDENT
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NEWS and VIEWS

 When a breast cancer tumor is removed with no signs of 
cancer left behind, it’s great news for patients, and now 
scientists have more evidence of why.
 They’ve shown that once the breast tumor is successfully 
removed, the immune response turns its attention to 
destroying the tumor cells it has inevitably sent to nearby 

WHY CLEAR MARGINS ARE SUCH GOOD NEWS

Dr. Hasan Korkaya and graduate student Raziye Piranlioglu

 Scientists want to know whether our 
aging fat cells are important to the onset 
and progression of Alzheimer’s. 
 They have evidence that as we age, 
our fat becomes less efficient at 
producing a hormone that helps support 
the growth and survival of neurons and 
helps regulate their activity. The result 
can be neurons in areas of the brain 
important to learning and memory 
become dysfunctional, degenerate and 
we develop Alzheimer’s. 

 “What happens to neurons, that is 
really what we are interested in,” says 
Dr. Xin-Yun Lu, molecular behavioral 
neuroscientist and Georgia Research 
Alliance Eminent Scholar in Trans-
lational Neuroscience.
 Lu is principal investigator on a $3.5 
million grant from the National Institute 
on Aging at the National Institutes of 
Health that is helping further explore the 
possibility that improving the function of 
our older fat may just help our brains. 

 The hormone is adiponectin, which is 
made by fat cells, circulates in our blood 
and enters our brain. Inside fat cells, its 
production is regulated by peroxisome 
proliferator-activated receptor gamma, 
or PPAR-γ, a transcription factor that’s 
essential for early stage fat cells to 
become mature, fully functioning ones.
  “We know when you have Alz-
heimer’s your adiponectin is low, now 
we want to make sure this is actually a 
cause,” Lu says. 

Dr. Xin-Yun Lu

AGING FAT AND ALZHEIMER’S CONNECTION

lymph nodes and organs like the lungs, says Dr. Hasan Korkaya, 
tumor biologist at the Georgia Cancer Center and Department 
of Biochemistry and Molecular Biology. 
 The fact that metastasis did not occur in their model even 
months later, indicates the immune system destroyed the 
disseminated tumor cells rather than pushing them into a 
dormant state, Korkaya and his colleagues report in the journal 
Nature Communications. 
 In contrast, when the primary tumor was not completely 
removed, the immune system appears to begin to support the 
tumor, which grows back faster and bigger than the original 
mass, and its disseminated tumor cells survive. 
 “We wanted to see if we could mimic what was happening in 
the clinic,” says Korkaya, the study’s corresponding author.
 The scientists say what they found in their breast cancer 
model is likely true for other solid tumor types that can be 
surgically removed with no sign of cancer in adjacent tissue. 
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TEARS MAY HOLD CLUES

 Contrary to what many of us think, high pressure inside the eye 
does not define glaucoma and investigators want to know if the 
proteins circulating in the fluid of our eyes might. 

 While some patients do have classic high pressure inside the eye, the reality is 
others with glaucoma don’t, says Dr. Ashok Sharma, proteomics and bioinformatics 
expert in the Center for Biotechnology and Genomic Medicine and Department of 
Population Health Sciences.
 Since glaucoma, a leading cause of blindness worldwide, also has no clear, early 
symptoms, by the time patients realize they have a problem they can have 
significant optic nerve damage and vision loss, says Dr. Lane Ulrich, ’96, 
ophthalmologist in the Department of Ophthalmology and James and Jean Culver 
Vision Discovery Institute, and a study co-investigator. 
 Now MCG investigators are working to associate the protein profile present in 
the eye’s fluid with the obvious structural damage to the eye glaucoma causes. Their 
goals are to find a better way to diagnose the common eye problem, monitor its 
progress and maybe find new treatment targets. If they do, your tears may one day 
provide the fluid needed to perform such tests. 
 Sharma is principal investigator on a $1.5 million grant from the National 
Institutes of Health that is enabling examination over the next four years of the fluid 
of 200 patients with glaucoma and 400 with cataracts serving as controls. 
 They are comparing the protein profile in the millionth of a liter of fluid, or 
aqueous humor, found in the eye – and removed as part of surgery – with clinical 
data, like images of a misshapen optic nerve, and other demographic and health data 
like age and race, to begin to write a proteomic signature for glaucoma. 
 They also are creating a database of the proteins and related clinical and scientific 
info they find that other scientists can access for their own studies. Eventually, the 
database may be expanded to include data from other labs, Sharma says.  

Dr. Ashok Sharma  (center) and ophthalmologists Drs. Lane Ulrich and Kathryn Bollinger

 When a car crash or explosion results 
in an optic nerve injury, eliminating an 
enzyme known to promote inflammation 
appears to aid recovery, scientists report.
 They have shown for the first time in a 
mouse model of tough-to-treat optic 
nerve trauma, that removing the enzyme 
arginase 2, which increases with injury, 
decreases neuron death in the retina as 
well as the degeneration of nerve fibers 
that connect neurons to each other and 
ultimately to the brain, they report in the 
journal Frontiers in Neuroscience.
 “Right now when an optic nerve crush 
injury happens, there is not a lot we can 
do to help the eye recover,” says Dr. Ruth 
B. Caldwell, cell biologist in the Vascular 
Biology Center.
 “We know we can’t prevent the initial 
damage, there is going to be some acute 
injury, but what deleting this enzyme 
seems to do is prevent subsequent 
amplification of the original injury. 
Collateral damage is less,” says Caldwell, 
the study’s corresponding author.
 The findings elucidate both the role 
A2 plays in retinal damage following 
trauma and highlights A2's potential as a 
logical treatment target, the scientists 
write.

(from left) Dr. Abdelrahman Y. Fouda,

Dr. Ruth B. Caldwell and research associate Zhimin Xu

NEWS and VIEWS

HELP FOR 
OPTIC NERVE 
TRAUMA



 Nightmares and insomnia often accompany post-
traumatic stress disorder and increase suicide risk. 
 A small study looking at whether the drug 
prazosin, best known for treating high blood 
pressure but also used to treat PTSD-related sleep 
problems, can reduce suicidal thoughts has yielded 
surprising results. 
 They indicate it may actually worsen nightmares 
and insomnia and doesn’t reduce suicidal thinking, 
investigators report in the Journal of Clinical 

Psychopharmacology.
 “I think we have to view this as not the final word 
on this, but it raises questions,” says Dr. W. Vaughn 
McCall, chair of the Department of Psychiatry and 
Health Behavior.

 McCall is currently seeking 
input from PTSD experts 
across the country but says a 
likely consensus could be that 
prazosin may help some, but 
may not be a good choice when 
suicide is an active concern. 
 Two larger studies in active 
and retired military personnel yielded mixed results 
as well, the first in active duty military showed it 
helped with nightmares and sleep quality and a 
follow-up study recently published on military 
veterans with chronic PTSD indicated it was no 
better than placebo.
 McCall’s pilot study is the first in which all 
participants had suicidal thoughts or actions. 
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  Two new urine tests appear to 
accurately detect bladder cancer, 
determine its severity and detect its 
recurrence, investigators report.
 The tests look at activity and levels of 
V1, a gene variant upregulated in bladder 
cancer that dissolves natural sugars in the 
mucosal lining of the fist-sized bladder, 
making it more vulnerable to cancer.
 Investigators hope the tests will one 
day improve patient outcomes and reduce 
costs for a cancer that has both high 
mortality and treatment costs, says
Dr. Vinata Lokeshwar, chair of the 
Department of Biochemistry and 
Molecular Biology. 
  Today there is no good, noninvasive 
method to determine if you have bladder 
cancer, says Lokeshwar. She’s principal 
investigator on a new $2.3 million grant 
from the National Cancer Institute and 
$608,000 grant from the Department of 
Defense that are helping determine if 
these tests can meet that need. 
 While there are several biomarker tests 
on the market, they are often expensive, 
don’t necessarily provide a lot of useful 

(from left) Drs. Sravan Kavuri, Bal L. Lokeshwar, Vinata Lokeshwar, Martha Terris and Santu Ghosh. 

Dr. W. Vaughn McCall

DRUG MAY WORSEN SUICIDAL THOUGHTS

NEW URINE TESTS FOR BLADDER CANCER

information, and have high rates of false 
positives and/or low sensitivity for cancer 
detection, says Dr. Zachary Klaassen, 
urologic oncologist and director of clinical 
urologic research in the Division of 
Urology and Georgia Cancer Center. 
 Consequently, Klaassen does not use 
these tests frequently, but would definitely 
like one that provides good information 
about the cancer’s grade and recurrence 
risk. 

 That’s why he is a co-investigator on 
these new studies that are pitting the new 
urine tests against the traditional methods 
he and others use for diagnosing and 
monitoring bladder cancer. They include 
frequent cystoscopies, where physicians 
place a small camera through the urethra – 
the tube through which urine flows – and 
into the bladder so they can directly see 
what is going on.
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Simple Math for a

 The problem is complex, but the math is simple — and the 
state’s public medical school hopes it equals more primary care 
doctors for underserved Georgia.
 Eighty-nine of Georgia’s 159 counties are designated Primary 
Care Health Professional Shortage Areas by the U.S. Health 
Resources and Services Administration. That means there aren’t 
enough doctors to treat the people living there or near there; the 
numbers of women lost to pregnancy-related deaths and babies 
who die before their first birthdays are higher than average; and 
the people who live there are poor — living 100 percent or more 
below the federal poverty level. 
 About 3.2 million Georgians live in a designated shortage area 
and the state would need 672 new doctors to move to those 
areas to alleviate the current deficit, according to research by the 
Kaiser Family Foundation.

Complex ProblemComplex Problem
 BY JENNIFER SCOTT
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  To help reduce the problem, MCG is 
proposing a new curriculum that it hopes 
will ensure the areas of the state that 
need new doctors the most get them.
 The proposed 3+ Track will allow an 
eventual 50 students per class to finish 
medical school in three years, go directly 
into a residency program in family 
medicine, internal medicine, pediatrics, 
obstetrics/gynecology or general surgery 
in Georgia and then commit to six years 
of service in an underserved area of the 
state. If they do so, their tuition to 
medical school would either be free or 
their student loans would be forgiven. 
 While a three-year accelerated 
curriculum is not novel in the nation, it’s 
something MCG’s administration says 
the medical school is perfectly positioned 
— and needs —  to do. 
 “While we have one of the largest 
medical school classes in the country (at 
230 students per class) and a significant 
number of our students go into primary 
care, we don’t have as many entering 
primary care in Georgia — especially in 
underserved Georgia — as we would 
like,” says Dr. D. Douglas Miller, MCG’s 
vice dean for academic affairs. 
 In the 2019 MCG Match, for example, 
164 students matched to primary care 
residencies, but only 27 of them matched 
with primary care residency programs in 
Georgia. “As the state’s only public 
medical school, we have to think about 
how to address that issue because it’s part 
of our mission and our responsibility.”

The Problem

 There is a crisis, particularly in 
underserved Georgia.
 Eight counties have no doctor, 11 
have no family medicine physician, 37 
have no internist, 63 no pediatrician, 75 
no obstetrician/gynecologist and 78 no 
general surgeon.
 The health statistics for the state are 
proof of the impact – four of those eight 
counties rank in the lowest quartile of 
the state for health outcomes, which 
measure things like life expectancy, 
maternal and infant mortality rates, and 

number of deaths from chronic diseases 
like diabetes and cardiovascular disease. 
 The problem is only expected to 
worsen as the country’s population ages, 
more physicians reach retirement age 
and government insurance programs like 
Medicare and Medicaid place more and 
more importance on value-based care — 
keeping people out of hospitals, 
preventing hospital readmissions and 
dealing with chronic illnesses on an 
outpatient basis.
 “That requires more primary care 
physicians,” Miller says. “Not more (sub)
specialists.”
 It’s both a public health and economic 
issue — people without access to health 
care often put off preventive care and 
when they do show up in the system, 
they are the sickest of the sick and costs 
to treat their complex health issues 
skyrocket. 
 “Studies show that for every primary 
care physician you add, you save millions 
in health care costs,” adds Dr. David C. 
Hess, MCG dean. “You find disease 
earlier and you prevent disease when 
care is not haphazard. Studies have 
shown that having more primary care 
physicians is associated with lower 
mortality rates, never mind better quality 
of life.”
 Doctors working in underserved areas 
of the state save Georgia around $56.5 
million in health care costs each year, 
according to research by Tripp Umbach, 
a recognized leader in health research, 
strategic planning, economic analysis, 
feasibility studies and market research.
 The problem is also an economic 
development one, says Daniel Dorsey, 
external affairs coordinator for the 
Georgia Board for Physician Workforce, 
which works to identify and meet the 
physician workforce needs of Georgia.
 “When a physician establishes a 
practice, they bring around 10 jobs with 
them, which is a huge economic driver 
for what could be a small area,” he says. 
“When larger companies are taking a 
look at places to establish new sites, 
proper economic climate is a big factor. If 
these rural areas don’t have a health care 

infrastructure, companies may pass on 
investing in that county. We have to 
have a healthy workforce there and one 
way to do that is making sure there are 
practitioners there to take care of the 
population.”
 According to Tripp Umbach’s 
research, the economic impact of doctors 
in underserved Georgia is $84.8 million 
annually now. With their projections for 
needed physician growth that could 
reach $347.3 million by 2028. 

A Proposed Solution
 
 For its part, the Georgia Board for 
Physician Workforce works closely with 
other state agencies like statewide Area 
Health Education Centers to develop a 
physician pipeline by targeting students 
in underserved and rural areas early and 
often. 
 “It’s a concept of growing your own 
physicians,” Dorsey says. “AHECs around 
the state do an incredible job of engaging 
high school and college students that are 
interested in a career in the health 
sciences. We have to engage them and 
cultivate that interest early, help these 
students become health professionals and 
then return to these critical shortage 
areas. The state invests millions of dollars 
in medical education and we want to see 
a healthy return on that by keeping 
doctors here to practice.”
 The board also incentivizes working 
in an underserved or rural area — defined 
by a population of 50,000 or less (about 
120 Georgia counties) — by providing 
physicians with $25,000 in student loan 
repayment per year of service, up to four 
years. The retention rate of physicians 
who participate in that program is 
around 70 percent, Dorsey says.
 At MCG, officials hope for similar 
numbers with the implementation of the 
3+ Track, and they say the timing could 
be no better.
 The premise is three-fold, Miller says:
 1. Increasing the number of MCG 
students who pursue primary care 
residencies in Georgia.
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 2. Taking better advantage of MCG’s 
statewide campus model, which helps by 
exposing students to opportunities in 
rural and underserved communities and 
has helped build a network of connected 
community hospitals, community-based 
physician groups and health centers. “Our 
statewide education network is now more 
than a decade old and our campuses 
across the state create an opportunity to 
think differently about how we can take 
MCG and our state to the next level,” 
Miller says.

 3. Adding a primary care curriculum 
track. MCG has already demonstrated 
the ability to run concurrent curriculum 
tracks, like the Northwest Campus in 
Rome’s Longitudinal Integrated 
Curriculum, which allows students to 
follow patients throughout all aspects of 
their care, and the AU/UGA Medical 
Partnership’s small group learning model.  
 More broadly, Miller says, the medical 
school is working to redesign and 
modernize its entire curriculum by 
shortening the traditional four years of 

medical school to three — for all students.  
 “Redesigning our full curriculum in 
parallel to the 3+ Track is a good fit. That 
means we’ll accomplish what we need for 
the 3+ Track, as well as what students 
not on that track need.”
 The redesign will allow for more 
efficient content delivery, earlier 
introduction to patients and clinical 
experiences and less milestone-based and 
more competency-based advancement — 
meaning students who are ready to move 
forward earlier aren’t held back by timing 
restrictions. The redesign also allows 
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flexibility during the fourth year — some 
students may be on the 3+ Track, while 
others may use the year to complete a 
master's degree in biomedical sciences, 
public health or even business 
administration. Others may use the fourth 
year to delve deeper into their chosen 
specialty, do research or even interview 
with more residency programs. 
 The common thread for every student 
will be three years of tuition, instead of 
four. 
 “Financial debt is a big stressor and a 
big reason many people aren’t going into 
primary care, particularly in underserved 
areas,” Miller says. “It’s a real barrier. Take 
away some of that barrier, and we think 
we can create a workforce.”
 MCG students, for instance, graduate 
with an average debt of $167,408.   
 According to the United States Bureau 
of Labor Statistics, in May 2017, the 
average primary care doctor salary was 
around $200,000 annually, while many 
other specialists make upward of 
$300,000.

The Long View

 In this year's state budget, the Georgia 
Legislature included a recurring $500,000 
to allow MCG to continue mapping out 
the 3+ Track. Part of that planning 
includes figuring out how to place more 
students into Georgia residency programs 
when there is already a shortage of slots. 
 Nationally, there’s a shortage of 
residency positions. For example, in the 
2019 Match, 44,603 applicants applied for 
35,185 positions. Georgia is even worse. 
 The national average is 34 residency 
positions per 100,000 population while 
Georgia only has about 21 residency 
positions per 100,000, according to a 
recent report by the Georgia Department 
of Audits and Accounts. 
 Part of the answer, Miller says, is 
filling MCG and AU Health primary care 
residency programs with homegrown 
students first. “Of the five programs 
(family medicine, internal medicine, 
pediatrics, obstetrics/gynecology and 
general surgery) we have 55 first-year 

residency slots,” he says. “In the 2019 
Match, seven MCG students went to 
those slots. We need to significantly 
increase that number. At the end of the 
day, everyone we’ve talked to in the 
departments wants to put more MCG 
students in their residencies. I think filling 
60-70 percent of those slots with MCG 
students would be a good start.”
 Part of the strategy for graduate medical 
education also includes taking advantage 
of new residency programs across the state 
that were created by the work of the GME 
Regents Evaluation and Assessment Team, 
or GREAT, Committee. That team, 
established 10 years ago by former Gov. 
Nathan Deal, the Georgia General 
Assembly and the University System of 
Georgia, had a goal of creating 400 new 
residency slots across the state. If all 
projected programs open their planned 
residencies, the state will have added 581 
new slots by 2025. “That is a more 
powerful way to get people into com-
munities outside of Augusta,” Miller says. 
 MCG’s statewide presence will also be 
an asset as medical school officials look to 
add even more GME opportunities in 
cooperation with community hospitals 
and federally qualified health centers in 
underserved areas of the state, for 
example. 
 “Our goal, as it is with our students, is 
to get residents into community settings, 
smaller-practice venues and more 
community hospitals and get them 
exposed to that level and model of care,” 
Miller says. “I think if they’ve experienced 
being a general internist in a community 
like Albany, where there’s a need and 
they’ve gotten to like it, that would 
dissuade them from wanting to leave.” 
 According to Umbach’s research, that’s 
true. MCG’s class is 95 percent Georgia 
residents and about 40 percent of those 
who graduate from MCG remain in the 
state to practice. They project that would 
jump to 80 percent for those who 
complete the 3+ Track.  
 For every MCG graduate who practices 
in an underserved area in Georgia, their 
total value to the state equals $7.2 million 
annually, according to Umbach.

 “The physician shortage in rural areas is 
a huge issue, one that’s only going to 
worsen over time,” Hess says. “Programs 
like this are essential to ensuring the 
healthiest future for every part of our state.”
 It’s a big investment for the state, but 
one that will see significant returns on 
investment, Hess says.
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The Association of American Medical 
Colleges has released its latest report 
on physician supply and demand. 
Some key points – 
n The projected shortage of between 
46,900 and 121,900 physicians by 2032 
includes both primary care (between 
21,100 and 55,200) and specialty care 
(between 24,800 and 65,800)
n The United States would need an 
additional 95,900 doctors immediately if 
health care use patterns were equalized 
across race, insurance coverage and 
geographic location. This shortage 
would be in addition to the number of 
providers necessary to meet demand in 
Health Professional Shortage Areas as 
designated by the Health Resources and 
Services Administration
n While rural and historically 
underserved areas may experience the 
shortages more acutely, the need for 
more physicians will be felt everywhere. 
The overall supply of physicians will 
need to increase more than it is 
currently projected to in order to meet 
this demand.
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Only Doc in Town
 BY JENNIFER SCOTT

After attending the University of Georgia on 
a baseball scholarship, Bohlke spent two years 

playing minor league baseball for the
Durham Bulls and Burlington Braves.

 The office doesn’t open for 20 minutes, but there’s already a 
small crowd waiting outside Bohler Family Practice in Brooklet, 
Georgia, to see Dr. Scott Bohlke, ‘92.
 He is the only physician in this small, rural town outside of 
Statesboro, Georgia, that spans about three-and-a-half square 
miles with one flashing stop light and a population of around 
1,100.
 Bohlke has been the only physician in town for at least 15 
years — after the retirement of Dr. Charles Emory Bohler, a 
1954 MCG graduate and the practice’s founder and namesake.
“When Dr. Bohler started this practice, he had a starting time 
(to see patients), and he just stopped when he was finished,” 
Bohlke says. “He was done when the last patient was done. I 
kept a similar model. If you sign in between the hours of 8:30 
a.m. and noon or 2-5:30 p.m., we’re going to see you. When 
people here are sick, they don’t have to make an appointment, 
they know they can just come on in and we’ll see them … and 
we stay until every patient is seen.”
 It’s the type of doctor’s office Bohlke says he always envi-
sioned he’d have, even as a kid growing up in northern Florida. 
 Bohlke spent his childhood in Jacksonville, Florida, which he 
jokingly calls the “capital of south Georgia.” 
 He dreamed of being a physician and fell in love with “small-
town medicine” by watching his own family physician, Dr. Carl 
Drury, ’65. “He was one of my dad’s good friends and saw pa-
tients in and around Folkston and Kingsland, Georgia, which is 
almost right in the middle of nowhere,” he says. “We’d drive the 
40 minutes from Jacksonville there to see him and he had an 

Dr. Scott Bohlke, ’92 gives new meaning to “home” run.

old-school setup. His patients knew him, he knew them, and 
when you walked the streets and people asked who your doctor 
was, it was always his name you heard.” 
 After attending the University of Georgia on a baseball 
scholarship, Bohlke spent two years playing minor league base-
ball for the Durham Bulls and Burlington Braves. But the pull 
of his childhood dream was never far from his mind and he 
began medical school at MCG in 1988. After completing a 
family medicine residency at Columbus Medical Center and 
serving a short time in the United States Air Force, Bohlke 
began looking for places to begin his own small-town practice.
 “I met my wife in Columbus, and we were looking for some 
place in between (Florida and Columbus),” Bohlke says. “When 
I met Dr. Bohler, I knew he was a true, old-school family physi-
cian. He had been here for around 40 years at that point, so he 
knew anybody and everybody. I came in the fresh, wet behind 
the ears, young whippersnapper, so to speak, and I tried to do 
things one way and was told many times that wasn’t how Dr. 
Bohler did it.” 
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 Finding his own way took time, he 
says, but these days it’s his name you hear 
in Brooklet, and even beyond, when 
people ask “who’s your doctor?”
 “You definitely feel like you’re making 
a difference for the community and that’s 
rewarding. You can’t really put a price tag 
on that,” Bohlke says of serving in such 
an underserved area of the state, where 
he knows his many patients by name. 
 And there are a lot of them.
 To keep up with the volume, Bohlke 
bought the building next door to his 
practice on the Brooklet town square a 
decade ago and hired two nurse practitio-
ners — one of them Dr. Bohler’s 
daughter, Rene B. Childree — who see 
patients by appointment. He also sees pa-
tients there one day a week and still car-
ries a full caseload of patients at the walk-
in clinic. 

 It’s a model that can be taxing on 
family and personal time, and his long 
hours are likely why none of his four 
children even considered a career in 
medicine, he says. While he still calls his 
work fun, he also admits it can be frus-
trating – not because of what he can do, 
but because of what he can’t do. 
 Because Bulloch County, which in-
cludes Brooklet and nearby Statesboro 
and Portal, is largely rural and many of 
his patients are self-employed, lack insur-
ance or even simple transportation, the 
problems they come in with are bigger 
and badder. 
 “They tend to forgo a lot of the pre-
ventive stuff, which I feel like is the big-
gest problem, especially in primary care,” 
he says. “For instance, if a lot of these 
people had gotten their colonoscopy at 
age 50, they wouldn’t have the cancer 

they have now. But they didn’t because 
they didn’t have the insurance or they 
just couldn’t afford it.” 
 Bohlke knows those problems are not 
limited to Brooklet. As a board member 
of the Georgia Board for Physician 
Workforce, which works to identify and 
meet the physician workforce needs of 
the state, he has a birds-eye view of the 
problems that face this largely rural state.
 They are problems like the eight 
counties in Georgia with no physician – 
not one. Eleven counties have no family 
medicine physician. The numbers look 
even worse when you count the number 
that don’t have internists — 37, pediatri-
cians — 63, obstetrician/gynecologists — 
75, and general surgeons — 78.
 Eighty-nine, more than half of the 
state’s 159 counties are designated by the 
U.S. Health Resources and Services Ad-

Dr. Scott Bohlke, '92, with Hershel and Debra Beacham

Photo: Phil Jones
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ministration as a Primary Care Health 
Professional Shortage Area, calculated by 
looking at an area’s population to pro-
vider ratio, the percentage of people 
living below 100% of the Federal Poverty 
Level, infant mortality rates and the travel 
time to the nearest source of health care.  
 That means the people living in these 
areas don’t have adequate access to health 
care, and when they do access the system, 
they often show up acutely ill and in need 
of more complex medical care – like the 

people who show up at Bohler Family 
Practice with late-stage colon cancer.
 Bohlke and his 13 fellow Georgia 
Board members are up for “trying any-
thing and everything” to get physicians to 
underserved areas, he says.
 For instance, the board offers a student 
loan repayment program to incentivize 
physicians to practice in those places. The 
state will repay $25,000 per year for up to 
four years to physicians who practice in 
medically underserved and rural areas of 
Georgia — defined as places with a popu-
lation of less than 50,000.
 “To some degree, part of the problem 
is the debt students carry, which pre-
cludes physicians from going into pri-
mary care because of the pay differential 
between what other specialists make and 
what primary care physicians make,” he 
says.
 Adding another layer to an already 
complex issue, enticing people to open 
solo practices in small towns is more dif-
ficult because of what should be simple 
government and insurance paperwork. 
“Reimbursement is already difficult. As a 
single individual trying to negotiate with 

a large insurance company, who’s going 
to win,” Bohlke asks exasperatedly.
 But loan repayment, he says, won’t be 
enough to keep physicians in underserved 
areas long term. He reasons that on a fed-
eral level, doctors in urban areas like At-
lanta are reimbursed at a higher rate for 
care of Medicare patients than those in 
rural and underserved areas – what he 
calls the ROG, or Rest of Georgia. “The 
thought process behind that was that the 
cost of living in those areas was higher,” 

Bohlke says. 
 Still, there are high but different costs 
to practicing in rural Georgia.  “We need 
to find some way to incentivize the folks 
that have been out here in the trenches. If 
we could get less government regulation 
and fewer hoops to jump through, there 
would be a lot less frustration with the 
process. You always want to try and help 
more and more patients, but it gets more 
and more difficult.” 
 While the bottom line is better patient 
care, having more physicians in under-
served areas is also healthy for Georgia’s 
rural economies. According to estimates 
by Tripp Umbach, a firm that specializes 
in community health research, strategic 
planning, economic analysis, feasibility 
studies and market research: Each physi-
cian who establishes a primary care prac-
tice in an underserved area generates $3.6 
million in health care utilization savings; 
an average of $2.2 million in economic 
impact; and creates an average of 14 addi-
tional jobs.
 “Look around my town, we have two 
pharmacies, we have a medical supply 
store across the street,” Bohlke says. 

“Those things would not be there without 
a medical practice here — they wouldn’t 
be viable. Not only is it about the patients 
you care for, these practices are a great 
driver of the economy.”
 One of the patients waiting to see Dr. 
Bohlke during afternoon clinic hours is 
Hershel Beacham. He and his wife, Debra, 
have driven from Statesboro, a larger, but 
still medically underserved community, to 
see him – the same way they’ve done 
since Dr. Bohler was in practice. “I’ve 
been seeing (Dr. Bohlke) for decades. We 
come here because we love him,” Hershel 
says. 
 Hershel, Bohlke suspects, is bleeding 
internally, but it’s still a mystery where. 
He’s been to a gastroenterologist in 
Statesboro for an upper and lower gastro-
intestinal study, but the results were 
normal. The same physician ordered a 
capsule study, which uses a wireless 
camera for a closer look at possible gas-
trointestinal bleeding. In the meantime, 
Hershel only weakened – his iron and he-
moglobin levels continued to drop. His GI 
doctor ordered more labs but offered no 
answers, much to Hershel and Debra’s 
dismay.
 “He ended up having to have a blood 
transfusion on Feb. 13, his iron and he-
moglobin levels were so low. It scared us 
to death,” Debra explains. “Dr. Bohlke, 
will you please help us?”
 With a reassuring look and hand to 
Hershel’s back, he assures them he will. 
“I’ve got homework,” he tells them. “We 
need to look into this further. I’m going 
to look up his test results and blood trans-
fusion records from the hospital. We’ll 
figure out a game plan and go from 
there.”
 “That’s fine! We trust you,” Debra says. 
“Well, that’s your problem,” Bohlke tells 
them laughing. 
 “I’ve asked this man 50 times why he 
stays here…,” Hershel says. 
 “The reason I came here was because 
of the need,” Bohlke says. “Do we need 
another doctor in the greater Atlanta 
area? Or do we need them here?”

“They tend to forgo a lot of the preventive stuff, which I feel
like is the biggest problem, especially in primary care.
For instance, if a lot of these people had gotten their 
colonoscopy at age 50, they wouldn’t have the cancer they 
have now. But they didn’t because they didn’t have the 
insurance or they just couldn’t afford it.” – Dr. Scott Bohlke, ’92
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 Dr. Caylor Johnson, ’19, had the 
childhood of her dreams in tiny 
Mountville, Georgia, where she and her 
family lived on a couple acres of land and 
her closest neighbor lived a mile down 
the road.
 The small Troup County community 
offered the best of both worlds — country 
living with a city infrastructure, like good 
schools and access to hospitals, just a few 
miles away in LaGrange. 
 “We loved it,” she says. “I felt lucky to 
grow up that way.”
 She didn’t realize just how lucky until 
the crippling abdominal pain started her 
freshman year of high school. 
 “We went to the emergency room at 
(WellStar) West Georgia Medical Center 
first,” Johnson remembers. “The pain 
would come and go. They sent me for all 
sorts of tests, but they couldn’t figure out 
why I was having these spells.”
 When the symptoms returned, her 
parents decided instead of heading the 
few miles to the hospital in LaGrange, it 
was time for a second opinion … 62 miles 
away at Children’s Healthcare of Atlanta’s 
Egleston Hospital. There, pediatric 
gastroenterologists were able to diagnose 

a redundant (or too long) colon and a 
volvulus of the intestine, when the organ 
twists around itself. It explained the 
coming and going of her symptoms as the 
intestine twisted and untwisted.  
 Surgery to tack her colon in place was 
scheduled, but before they could get 
Johnson to the operating room, it twisted 
again, this time cutting off blood supply. 
 It was then that she realized how 
fortunate she truly was.
 “I had emergency surgery and 
hemorrhaged,” Johnson says. “I lost about 
three feet of colon and I’ve got lots of 
pretty scars.  I was really lucky that my 
parents were able to provide for me going 
to Atlanta. Otherwise, I wouldn’t have 
had access to the surgeons and sub-
specialists I needed to get through that.”
 Troup County, like 88 other Georgia 
counties, is designated as a Primary Care 
Health Professional Shortage Area by the 
Health Resources and Services 
Administration. While the 446 square 
mile county’s 131 physicians may seem 
like a lot, a single doctor, regardless of 
specialty, would have to carry a load of 
nearly 600 patients to meet the needs of 
the nearly 70,000 people living there. 

Primary care physician numbers look 
worse. The county only has 10 
pediatricians, 12 family physicians, 18 
internists, four emergency medicine 
physicians, nine obstetrician/
gynecologists and seven general surgeons, 
according to the Georgia Board for 
Physician Workforce. There are no 
pediatric gastroenterologists.
 That reality wasn’t lost on Johnson. 
 “Being exposed to the medical field as a 
patient and seeing what a lack of access 
could mean …,” Johnson drifts off. “We 
had the ability and (my parents) had the 
resources and education to know that 
maybe we should seek out a specialist. 
The doctors in LaGrange were fantastic, 
but this was just something they weren’t 
trained to handle.”
 The experience also further cemented 
Johnson’s desire to pursue a career in 
medicine. Her school teacher mom and 
construction business owner father had 
told her that even at a young age she’d 
always told them she wanted to be a 
doctor. 
 Despite a nearly yearlong recovery 
after surgery, Johnson was able to stay on 
track at LaGrange High School and 
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graduate at the top of her class. She 
attended Mercer University and was 
admitted to MCG in 2015. She came to 
the state’s public medical school knowing 
what type of doctor she wanted to be.
 “I grew up with a really awesome, 
small-town family doctor, Dr. Woody 
Jones. It was just a small practice, and I 
wanted that. I wanted to be a part of a 
community,” she says.
 Johnson knew early that meant 
pursuing a primary care specialty, but she 
wasn’t sure which one. 
 She loved treating adults on her 
internal medicine rotation, but couldn’t 
give up pediatric patients. She loved 
treating children on her pediatrics 
rotation, but wanted to be able to treat 
pregnant women as well. Then she had 
her family medicine rotation at Family 
Medicine Associates of Augusta.
 “I got to see everybody and get to know 
people and their families,” says Johnson, 
who matched with the MCG and AU 
Health Family Medicine Residency 
Program this spring. “I realized this was it 
for me.”
 Treating people requires getting to 
know them and their families, she says. 
That includes knowing their background, 
where they live, what they do for work, 
for example. Giving someone medicine 
for their high blood pressure or diabetes is 
one thing, but “How am I going to help 
them if I don’t know why they’re diabetic 
or have high blood pressure? What if they 
don’t understand that their habits are 
contributing to their disease? What if they 
don’t have access to healthy food? What if 
they don’t even know what types of food 
they should be eating,” she asks. “People 
need that family doctor, someone whose 
going to follow them from day one to 10 
years later. They need someone to see the 
big picture.”
 It’s a mindset she sadly acknowledges 
many people don’t have these days.
 A national poll of 1,200 randomly 
selected adults conducted last year by the 
Kaiser Family Foundation for The 

Washington Post found that 26% said they 
did not have a primary care provider. 
There was a pronounced difference 

among age groups: 45% of 18- to 29-year-
olds had no primary-care provider, 
compared with 28% of those 30 to 49, 18% 
of those 50 to 64 and 12% ages 65 and 
older. 
 “If you look back at our grandparents 
and parents’ generations, they all had a 
family doctor. But I also think it’s an 
access issue,” Johnson suspects. “We’re 
closing a lot of community hospitals and a 
lot of local clinics are following suit. 
When we lose primary care doctors, we 
aren’t giving our patients the best care 
possible.”
 The situation is dire and the solution is 
complex. 
 Six rural hospitals have closed in 
Georgia since 2010. Eight counties in the 
state have no physician; 11 have no family 
medicine physician; 37 no internist and 63 
no pediatrician. 

 A good place to start fixing the 
problem, Johnson thinks, is continuing to 
build a pipeline of medical students from 
underserved and rural areas of the state.  
 “It’s really hard, if you didn’t grow up 
in the middle of nowhere, to go to the 
middle of nowhere,” she says. Educating 
medical students early about the 
possibilities a career in family medicine 
opens up would also help, she says.
 Curriculum changes in medical school 
like MCG’s proposed 3+ Track, which 
will allow students who commit to 
primary care to complete medical school 
in three years and go directly into a 
primary care residency, then get free 
tuition or have student loans forgiven if 
they agree to serve an underserved area 
for six years, are also a step in the right 
direction, she says.   
 “We have got to get primary care 
doctors out there or we’re going to be in a 

pickle,” Johnson says. “And if students are 
going to commit to primary care early, 
there is so much more they can learn 
about the field in the later years of medical 
school. I have learned so much in the last 
six months about the public health 
policies and advocacy issues that affect 
family medicine.”
 Having less debt will also help steer 
medical students into primary care, which 
can pay significantly less than other 
specialties. “After medical school, with 
interest, I’m looking at about $300,000 
that I have to pay back,” she says. “That’s 
really daunting. It’s hard to sign up for 
that when you know that you could do 
something, for instance, in the surgical 
field and make three or four times what a 
family medicine physician would make.”
 But the new physician is not deterred. 
 After completing residency, Johnson 

hopes to be able to complete a one-year 
obstetrics/gynecology fellowship she is 
working to develop with Denise 
Kornegay, executive program director of 
the Georgia Statewide Area Health 
Education Centers Network, that will 
allow her and other family medicine 
physicians to perform cesarean section 
deliveries – currently they can vaginally 
deliver normal, healthy pregnancies. It’s a 
program she hopes will move Georgia 
from the number 50 spot in the country 
for infant and maternal mortality rates by 
providing access to women in 
underserved areas of the state.
 Then it’s back to her roots. Johnson 
plans to open a family practice in some 
rural or underserved area of the state. 
“As a family medicine physician I really 
feel like I’ll be able to do everything,” she 
says. “That population is home to me. 
These are my people.” 
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 “If students are going to commit to primary care early, there 
is so much more they can learn about the field in the later 
years of medical school. I have learned so much in the last six 
months about the public health policies and advocacy issues 
that affect family medicine.” – Dr. Caylor Johnson
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 For Dr. Steven Holsten, trauma 
surgeon and general surgery residency 
program director at the Medical College 
of Georgia, the idea of launching a 
residency program in rural Georgia really 
was all about providing better surgical 
care for those families.
  “The data shows that in Georgia, in 
our rural medical populations, citizens 
are underserved,” says Holsten, who in 
February presented a study at the 
Southeastern Surgical Congress that 
found that a greater distance from a 
hospital correlates to the worst outcomes 
for unplanned surgeries. “We don’t have 
the facilities and we don’t have the 
providers to care for those folks.”
  According to the Georgia Board for 
Physician Workforce, in 2017, 78 
Georgia counties had no general 
surgeons. Then add in the fact that more 
than 35 percent of general surgeons in 
Georgia are 60 and older, according to 
the Association of American Medical 
College’s latest Georgia Physician 
Workforce Profile. 
 So the few surgeons in rural areas will 
soon become even fewer. “We’re looking 
at a crisis in surgical providers in the 
state of Georgia,” he says.
 For Dr. Doug Patten, associate dean of 
MCG’s Southwest Campus based in 
Albany, it goes back even further to 
about 10 years ago when as chief medical 
officer at Phoebe Putney Memorial 
Hospital, he started asking questions 
about establishing residency slots in 
Albany.
 “I had any number of conversations 
about the incredible opportunity to have 
residents rotating here in Albany,” says 
Patten, who has lived and practiced in his 
adopted hometown since 2004. 

“Generally speaking, it was not well 
received. It was thought to be too much 
trouble, and there was not enough 
interest from any single department to 
do anything.” 
 So when Dr. Charles Howell, ’73, 
chair emeritus of the MCG Department 
of Surgery, sat down a couple years back 
with Patten to ask: “What’s it going to 
take to get surgery residents here?”, 
Patten had an easy answer. He told 
Howell: “All you have to do is say yes.”
 Dr. John Bennett, ’96, a general 
surgeon and attending at Phoebe Putney 
Memorial Hospital, remembers being 
surprised when the idea of teaching 
MCG surgical residents was brought to 
him. Not that it was new to him—he’d 
taught residents before at Wright-
Patterson Air Force Base in Dayton, 
Ohio, and then later at the University of 
Virginia Health System.

 He echoes what his partners felt at the 
time: “We weren’t so sure—there’s a lot 
of work to do and the water faucet 
doesn’t turn off, it keeps running. There 
are always volumes of patients to take 
care of”—and it’s just a simple fact that 
having a resident can slow you down. 
 But there was this fact too: “There was 
also this feeling of, ‘Hey, we need to do 
this because we owe it to the system. 
Someone did it for us.’” 

‘Georgia Is Our Campus’

 Just about every time someone stands 
up to give a presentation about MCG, 
Georgia’s public medical school, these 
words tend to be uttered: “Georgia is our 
campus.” 
 For all those involved in developing 
and managing the Rural Surgery 
Initiative — Holsten, Patten, Bennett, 

 BY DANIELLE WONG MOORES

New Rural Surgery Initiative aims
to meet a vital need to improve care
in communities OperationOperation   Imperative

(from left) Drs. Steven Holsten, Daniel Albo and Charles Howell, '73
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Howell and current MCG chair of 
surgery Dr. Daniel Albo — one of the 
goals is to take advantage of the many 
training opportunities available across 
the state, not just in Augusta. The 
initiative also supports MCG’s plan to 
offer seven general surgery slots by 2020, 
compared to five now. The Georgia 
Legislature recently put its stamp of 
approval on the plan, earmarking 
$350,000 annually to support the 
program. 
 While MCG is taking the lead on 
pursuing these opportunities for resident 
education statewide, it’s not alone. 
Holsten likens it to a gold rush, where if 
MCG doesn’t stake its claim, competing 
institutions will. If that happens, says 
Holsten, “over the course of 10 years
 our educational influence, our clinical 
influence in the state will diminish … as a 
statewide institution, this is important. 
Even more important is providing care 
to patients who otherwise wouldn’t get 
it. The real bottom line is these patients 
need surgeons.”

 Another goal — based on those 
startling statistics Holsten shares about the 
state of rural health care in Georgia — is to 
change the way health care is delivered in 
rural towns where hospitals are few and 
far between, and to attract young practi-
tioners to open practices where they train.
 Nationally, Georgia isn’t as bad off as 
some states. According to a 2017 report 
by the Association of American Medical 
Colleges, when it comes to the percentage 
of residents who train in a state and then 
remain in that state, Georgia is 15th, at 
48.9 percent. Compare that to tiny New 
Hampshire, where only about 28 percent 
of its residents stay in the state to practice. 
 Tactics such as giving residents the 
opportunity to experience practice in 
rural settings can work, but they must be 
in tandem with other strategies, such as 
ensuring the environment is one where 
the physician would want to live and raise 
a family and promoting an attractive 
professional environment, said AAMC 
chief health care officer Dr. Janis 
Orlowski in an interview with STAT.

 That’s exactly what MCG’s program 
hopes to do. The Rural Surgery Initiative 
was launched last fall for third- and 
fourth-year surgical residents spending 
one or two months out of the year in 
Albany at Phoebe Putney Memorial 
Hospital. As the program expands, 
organizers want to offer it to other 
resident classes and are also planning for 
additional sites in Americus, Moultrie, 
Rome and Thomasville. 
 As the initiative’s site director, 
Bennett ensures that residents feel 
emboldened to scrub in on any case they 
want with him, his two partners and the 
local OB/GYN group in Albany, but also 
focuses on helping them feel welcome, 
which has even included inviting them 
home for dinner with his wife and 
children. “I was trying to imagine it for 
me,” he says. “It might be lonely for me to 
be in Albany with none of my fellow 
residents.” 
 As someone who grew up in a small 
town in Louisiana, who went on to 
practice in a small town in Georgia, 

(from left)  MCG surgery resident Dr. Christine Dahlhausen and Dr. John Bennett, '96

Photo: Todd Stone
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Cordele, before settling in Albany, Patten 
can also speak from first-hand experience 
to both residents and medical students at 
the Southwest Campus about the benefits 
of a smaller community.
 “We spend a lot of time talking about 
physician burnout,” he says. “Practicing in 
a small community environment, 
regardless of your specialty, offers the 

opportunity to enrich your practice 
because you know your patients, their 
families, their circumstances. You feel like 
you’re part of their lives, more so than in a 
transactional relationship that you might 
experience in a larger city. That relation-
ship and that experience in a smaller 
community is the best antidote for 
physician burnout that I have ever seen.” 

‘We Have a Bunch of Sick Folks’ 

 Then there’s the caseload. When 
Bennett described his work as a water 
faucet that never gets turned off, he was 
referring to a never-ending flow, 
including laparoscopic cholecystectomy or 
gall bladder removal, breast cancer 
surgery and hernia repairs — what 
surgeons might call “bread-and-butter” 
cases but that are life-changing for the 
patients who need them. “We have a 
bunch of sick folks in Albany,” he says. 
“They’re just as sick [as those in urban 
areas].”
 As a tertiary medical center, Augusta 
University Health surgery residents see a 
large share of complex cases such as 
second repairs. But one of the most 
important benefits of the Rural Surgery 
Initiative is exposure to these high-
volume, lower-acuity cases that provide 
an essential basis to a general surgeon’s 
training. “There [at a rural site], they 
might do 100 cases in a month, where 
here it might be 25 to 50,” says Holsten. 
 Holsten has already seen how that 
significant increase in case volume has 

boosted resident satisfaction in just the 
first few months of the initiative. “The 
residents love it, and the faculty have had 
good feedback as well,” he says. 
 Bennett says that the residents seem to 
enjoy the autonomy too. Every morning, 
the resident is able to cherry pick from 
that day’s cases and scrub in on those 
where they want more experience. And as 

the only resident on site, there’s also the 
benefit of more personal attention from 
the attending surgeons. 
 From feeling surprised and perhaps 
just a bit wary at first, Bennett says that he 
and his fellow faculty would now enjoy 
having residents stay longer. “All of us 
agree we would love for them to stay 
longer with each rotation, perhaps for 
two months,” he says.

‘Folks Stay Where They Train’ 

 Nationally, it’s widely recognized that 
there’s a huge need for general surgeons 
as urban-based training and the desire for 
a different lifestyle have pushed surgeons-
in-training toward more specialized 
practices. “General surgery is hard work,” 
admits Bennett. “And it can be difficult to 
recruit people.” 
 But say a resident clicks with the local 
surgery group and finds that he or she 
enjoys the caseload? “I don’t know that 
coming here would convince just any-
body to do rural surgery,” says Bennett. 
“But for someone with that inclination, it 
would work to convince them they’re 
making a good choice, with so much 
volume and difficult cases as well as 
mundane cases. So if you’re already 
leaning that way, it could convince you 
that hey, I don’t have to abandon my 
academic interests in a rural area.” 
 For Bennett, it’s also a little personal. 
He will tell you up front that he is about 
50, and that his fellow surgeons at Phoebe 
range in age from their 30s to over 65. “So 

just by attrition, some of us are going 
away and we’re going to need people to 
fill that space,” he says. “That volume just 
doesn’t go away.” 
 Meanwhile, Holsten himself is proof 
that the concept works. He’s from 
Pennsylvania and graduated with a 
medical degree from Jefferson Medical 
College in Philadelphia, but came to 
Augusta in 1999 and spent the next 13 
years in training at MCG and AU Health, 
completing his surgery internship, 
surgery residency and critical care 
fellowship. He keeps repeating this phrase 
because it’s true: “Folks stay where they 
train.”
 “That’s true in particular at the 
graduate level,” he says. “They stay where 
they train. You’re already adults, and 
you’re at an age where you want to settle 
down and find a place. And a certain 
percent sees the benefits [of a non-urban 
setting]—a close-knit community, good 
interaction with primary care and the 
other benefits of smaller communities, 
like the financial benefits, including a 
lower cost of living.”
 “I’m not an optimist by nature, but I 
can’t find the negative in this,” he adds. 
“There is no negative to this. This is win-
win. The patients win with better care, 
the residents win with better training, the 
attendings who want to be educators win, 
the legislators win, executives love it and 
communities love it. There’s no doubt in 
my mind that this will be one of the 
crowning achievements of the 
Department of Surgery in the next five 
years or so.”

To support MCG’s Rural Surgery 
Initiative, contact the
MCG Foundation
720 St. Sebastian Way
Suite 150, Augusta, GA 30901 
or call 706-823-5500, and 
reference the General Surgery 
Foundation. 

“General surgery is hard work. And it can be difficult to 
recruit people.” – Dr. John Bennett, ’96 

You can help
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A Better
Metabolic
Path  BY TONI BAKER

 Obesity is not an identity, it’s a disease, say the 

doctors who treat it.

 Actually it is more like an epidemic, affecting 

better than one third of American adults living in 

all states and 1 in 5 children, according to the 

Centers for Disease Control and Prevention. 

 Its comorbidities include other top diseases like 

heart disease, stroke, type 2 diabetes, obstructive 

sleep apnea and more than a dozen different types 

of cancers. The South and Midwest have the 

highest prevalence at better than 32 percent of the 

population in each, the CDC says. 

 While much remains unknown, there are 

known causes of obesity, including genetics, 

environment and lifestyle, a shifting society that 

has transformed food into entertainment rather 

than fuel, made high-fat, high-calorie food 

available by rolling down a car window and 

physical activity something many of us have to 

schedule. 

 How best to fight particularly significant 

obesity also is a complex, ongoing discussion in 

which bariatric surgery is becoming a more 

common talking point and practice. The sleeve 

gastrectomy, in which a patient’s stomach is 

significantly trimmed to about banana-size for 

example, has gone up nearly 60 percent in the last 

half dozen years.

Dr. L. Renee Hilton, '11
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Bariatric surgery chief 

 Dr. L. Renee Hilton, ’11, grew up in Edison, Georgia, population 

now about 1,500, on the family farm started by grandparents Ralph 

and Betty Lou Hilton. Her parents, Lamar and Lisa Hilton still live 

across the peanut field from Betty Lou and there are still aunts, her 

sister and cousins aplenty. Her grandfather, now deceased, was 

among those who helped show Hilton she could do anything by 

letting her, from driving tractors to chopping firewood, even as a 

kid. He also assured her she could do it better than most if she put 

her mind to it. It was a strong supportive group of men and women 

Hilton was privileged to grow up among in Edison.  About 30 of 

them would show up with megaphones in the stands just to watch 

her play high school basketball. No doubt, she says, that makes a 

tremendous difference in realizing your potential.  

 Hilton started telling them when she was still in the single digit 

ages that what she wanted was to be a doctor. By high school, the 

first time she stepped into an operating room – courtesy of mom’s 

connections – in Cuthbert, Georgia, she knew she wanted to be a 

surgeon.  The way the patient trusted the surgeon to cut him open 

so he could heal: “It kind of rocked my entire world,” says Hilton. 

 The University of Georgia graduate liked MCG’s mission of 

giving back to the state she also loved. So she applied for early 

decision and when she was accepted, she was the top headline at the 

local grocery store, where the week’s sale items would normally be.

 She met husband Jacky Rowe on a blind date while a fourth-

year student at MCG. They ended up dancing half the night to 

Frank Sinatra and got married the third year of her residency, 

although he technically proposed after their second date. He now 

runs the 152-acre farm they own in Richmond County.  

 She did her surgery residency at Jackson Memorial Hospital in 

Miami, the teaching hospital of the University of Miami Miller 

School of Medicine, including a year as chief resident. During 

residency she was captivated again, this time by big surgeries 

performed through four tiny incisions. She just had to do that. 

There was another professional epiphany when she saw a bariatric 

case, a patient with high blood pressure, diabetes and sleep apnea 

who immediately came off all their medications and CPAP  within 

a few months. “I was just so impressed with the medical 

comorbidities that we were able to treat with surgery.” 

 Hilton would next pursue a rare, combined minimally invasive 

and bariatric surgery fellowship at Yale University.

 Then she, like MCG, felt a calling to serve her home state. Hilton 

returned to her alma mater in 2017, where she is now chief of the 

Section of Minimally Invasive and Bariatric Surgery in the 

Department of Surgery, director of Bariatric Surgery and the 

Center for Obesity and Metabolism and co-director of the Digestive 

Health Center at AU Health.

 The last weekend in April Hilton’s large, Edison, Georgia-based 

fan club showed up again, this time as she received the MCG 

Alumni Association’s 2019 Outstanding Young Alumnus Award. 

 

Photo: Phil Jones
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A bad rap 

 Like people battling obesity, bariatric 
surgery can have a bad rap, mostly from 
the early days a half century ago when big 
open and generally more extensive 
surgeries led to problems with mal-
nourishment, surgical complications and 
even death. “Patients were losing weight 
but they were also losing their hair and 
vitamins and minerals,” Hilton says. 
 “Someone once asked me, ‘Wouldn’t 
you rather cut out cancer or operate on 
heart disease?’ I told them I would rather 
just prevent patients from ever needing 
those operations,” she says, noting the 
friendly fire that has come at her as well.
 Yes, we all eat food we shouldn’t and 
many of us don’t exercise as we should, 
but obesity is just way more complicated, 
Hilton says. “There is a genetic 
component. There is a hormonal 
component and a lot of other mechanisms 
and pathways within the body that we 
don’t understand yet.” 
 There are those people who can have 
unhealthy behavior that does not show up 
on the scale and those whose diligent 
efforts to be trim and healthy don’t show 
up on the scale either. 
 Conversations with her patients rarely 
start with how they want to get back into 
their favorite jeans, rather with how they 
want to get back to their lives. 
 “A lot of these patients feel miserable. 
They can’t play with their grandkids or 
they can’t play with their own kids. They 
can’t tie their own shoes. They can’t walk 
into work every day without having to 
stop and rest on a bench because they get 
short of breath. Or they are worried they 
are going to have a heart attack like their 
parents or they are going to get cancer,” 
she says. They may need an organ 
transplant or want to have a baby and 
obesity can prohibit both. 
 “It’s hard for a lot of our patients to 
even seek surgery because they feel really 
guilty about their weight when truly most 
should have no guilt,” says her partner and 
fellow classmate Dr. Aaron Bolduc. “You 
don’t feel guilty going and seeing a cancer 

The Bariatric Team

Surgeons Renee Hilton and Aaron Bolduc,

Psychologist Christian Lemmon, 

Adolescent Medicine Specialist Robert Pendergrast,

Nurse Coordinator Maria Immonen,

Advanced Practice Nurse Kristen Benjamin,

Dietitians Andrew Yurechko and Dena McGhee,

and Registered Nurse Liz Hurt

doctor or getting your blood pressure 
treated.” 
 It goes back to obesity being a 
condition not an identity, he says. 
 “No one gets to bariatric surgery 
without having made lifestyle changes 
that failed,” adds Hilton. “No one is excited 
the first time they meet me. They all walk 
in feeling like they have already failed at 
something. I try to make them understand 
they have not failed.”
 Patients may cry and Hilton may cry 
with them. Then she tells them more 
about a metabolic tool that might get their 
bodies working with them again.

BMI is just a beginning

 Most of their patients are 100 pounds 
overweight and female. But meeting the 
body mass index – a ratio of height to 
weight – for obesity is only a starting 
point for bariatric surgery. The team sees 
their patients three to six months before 
surgery, to provide instruction in diet, 
exercise and to overall prepare and 
evaluate them. They cover everything 
from resolving smoking and other 
addiction problems – use is a nonstarter – 

to discussions about the need for every 
female of reproductive age to be on birth 
control because pregnancy and delivery 
are many times safer for mother and baby 
after bariatric surgery. 
 “There are a lot of positive 
implications,” says Bolduc, when obesity is 
removed as a barrier. 
 Dr. Christian Lemmon, a psychologist 
specializing in eating disorders and 
obesity, helps sort through issues like 
whether their depression, which is 
common in patients, results from 
struggles with obesity or from the 
neurochemistry in their brains. Some 
patients have PTSD, some survivors of 
child abuse who put on weight as 
protection. That’s why Lemmon sees the 
patients before and after surgery as 
needed. 
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 He also must help them understand 
that nothing ends when they go home, 
to decide whether they want to tell 
friends that they have had the surgery 
and, if not, how to answer questions 
about why they are now only eating a 
fraction of a chicken breast at dinner 
and/or how they lost so much weight.
 Patients, many of whom cannot walk 
down a street without being harassed, 
have to be committed to lifestyle 
changes, maybe even friend changes and 
learn to better deal with stress. He does a 
lot of “have you considered.” Like the 
Alcoholics Anonymous model, the 
success improves when patients have 
strong social support outside their 
medical team, Lemmon says. 
 The team – Surgeons Hilton and 
Bolduc; Psychologist Lemmon; Nurse 
Coordinator Maria Immonen; 
Advanced Practice Nurse Kristen 
Benjamin; Dietitians Andrew Yurechko 
and Dena McGhee; and Registered 
Nurse Liz Hurt – will make a group 
decision on whether bariatric surgery is 
the right choice for a patient. Last year, 
the team added adolescent surgery to 
their qualifications and adolescent 
medicine specialist Dr. Robert 
Pendergrast to their team. 
 With research and experience, the 
MCG team has found that the best 
procedures are the sleeve gastrectomy, 
in which about 80 percent of the 
stomach is removed to create that 
banana-sized stomach, and gastric 
bypass. Gastric bypass is still considered 
the gold standard of bariatric surgery, a 
technique in which a smaller stomach 
pouch and shorter small intestine is 
created, so patients feel full with less and 
likely absorb fewer calories and 
nutrients. Perhaps most importantly, 
both surgeries immediately alter the 
function of gut hormones like the 
hunger hormone ghrelin and blood 
glucose control.  The once common 
gastric band has fallen out of favor with 
academic centers, Hilton notes, because 
of frequent complications, including the 
need for more surgery and removal of 

the band that is restricting a major 
portion of the stomach.  At MCG and 
AU Health, Hilton and Bolduc perform 
slightly more sleeves than gastric 
bypasses, in keeping with current 
national trends. 
 The team sees patients two weeks 
postop, then at six months, then one 
year and annually for five years. The 
American Society for Bariatric and 
Metabolic Surgery requires two years of 
follow up, but the MCG team follows 
patients for years to help ensure basics 
like vitamin and mineral levels remain 
good, that their weight loss is healthy, 
and so patients can get any questions 
answered as they move on with their 
lives. They will follow them indefinitely 
if a patient wants, and will continue to 
work with a patient’s primary care 
doctor.
 The recent addition of adolescents 
makes the already complex evaluation 
process perhaps more complex because 
the decision to operate now has to be a 
consensus of the team, the parents and 
the child. It’s often the parents “pumping 
the brakes” about the surgery and the 
children, already weary of being sick and 
the butt of jokes, pushing for it. The 
team definitely finds itself voting no, or 
at least not yet, more often for children. 
 Young patients are facing a lifetime 
of lifestyle changes and when 
complications do happen, a lifetime of 
living with consequences, says Hilton. 
 Still the bottom line is really the same 
for good adolescent and adult candidates 
alike: the benefits likely far outweigh 
any risks. 
 “We have a high percentage of our 
pediatric population with obesity in the 
Southeast, particularly in Georgia,” 
Hilton says, where about 20 percent of 
adolescents have obesity. 
 “These are not children who are a 
little overweight. These are children 
who are 13 years old and already have 
diabetes, hypertension, obstructive sleep 
apnea … and are going to end up 
developing macrovascular disease by the 
time they are in their 30s.”  

 Instant, lasting results 

 Hilton and Bolduc still are amazed 
by some of the instantaneous results in 
patients – how they have surgery on a 
Tuesday and go home on Wednesday, 
off both their blood pressure 
medications and 70 units of daily 
insulin before weight loss has even 
kicked in.
 That reaffirms the fact that it is 
metabolic surgery, they say. 
 “Our bodies are designed to avoid 
starvation, that is why it’s so easy to put 
on weight,” says Bolduc. “When we are 
starving, we will avoid things like 
healing wounds and growing just to 
preserve our weight. So we have a lot 
of mechanisms to overcome with 
surgery.” 
 Ghrelin, he says, is one of the 
clearest examples. It’s a gut hormone 
that causes our stomach to growl, 
signals our brains to eat, enables fat 
deposition and release of growth 
factors. It’s levels are generally 
regulated by how much we eat and 
levels actually have been shown to 
increase with a restrictive diet. The 
sleeve, for example, which dramatically 
reduces the size of ghrelin’s production 
plant in the stomach, takes levels way 
down immediately. Like many things 
in bariatric surgery, the research 
followed the clinical work and it has 
been found that about 90 percent of 
our ghrelin comes from the cells in the 
top part of the stomach, which is 
removed in the sleeve gastrectomy, 
Bolduc says. 
 Take the stress hormone cortisol, a 
steroid hormone with a myriad of jobs 
including helping regulate blood 
glucose levels and metabolism and 
blood pressure. There is emerging 
evidence that chronic stress, including 
lack of sleep and consumption of high 
glycemic index – essentially 
carbohydrates – foods like white bread, 
white rice and saltines, can produce 
more cortisol, which can help shift fat 
to our bellies, make us crave more of 
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these foods, even decrease our muscle 
mass. Individuals with obesity generally 
have higher cortisol levels, in fact one 
study correlated children with the highest 
levels of cortisol concentration in their 
hair – where it’s often measured to get a 
longer perspective on its levels – as 
having a nearly tenfold risk of obesity. 
Weight loss from bariatric surgery has 
been consistently shown to reduce 
circulating cortisol levels.  
 Take inflammation. Obesity is a major 
contributor to inflammation – a factor in 
every major disease from cancer to heart 
disease – and it’s one of the first things 
that decreases, likely at least in part 
because a smaller stomach means less 
exposure to bile, which is essential to 
digestion but helps you absorb fat and 
regulates inflammation. In fact, research 
done at Vanderbilt showed that like his 
patients, mice in which bile made a 
quicker trip from the liver to the 
intestines, were thinner, Bolduc says.
 Take the irony of a super-efficient 
metabolic rate. Not unlike cancers that 
turn so many of our body systems against 
us, ironically losing weight through the 
myriad of intensive diet and exercise 
regimens can tune down our resting 
metabolic rate – basically how many 
calories we burn to perform basics like 
breathing – likely leaving us still more 
vulnerable to weight gain. 
 Conversely, studies have shown that 
bariatric surgery can rev up resting 
metabolic rates and turn down metabolic 
syndrome, a cluster of unhealthy 
parameters like high glucose and bad 
cholesterol levels in the blood.
 “That is where people really benefit 
from bariatric surgery. The analogy is 
bariatric surgery is almost like resetting 
your internal thermostat,” Hilton says. 
 But she reiterates, here and to 
patients, that surgery is a tool, albeit 
probably the best one she can give to help 
get their bodies working for them again. 
 “I will tell anyone who will listen that 
my patients are the bravest, most 
courageous, amazing people,” says 
Hilton, a member of the Executive Board 

of the Georgia Chapter of the American 
Society for Metabolic and Bariatric 
Surgery and of ASMBS’ national Access 
to Care Committee. 
 This past legislative session, the folks 
she talked with included the Georgia 
Legislature and Governor’s office, 
because she is working to get the 
procedures covered by the state’s 
insurance plans. At the moment, Georgia 
is one of seven states in the nation that 
don’t provide that coverage to state 
employees. Paying out of pocket is a 
nonstarter for many, but the fiscal reality, 
she says, is that the sleeve procedure, for 
example, which has a mortality rate of 
about .01 percent, costs about $18,000 
while a year’s treatment for diabetes costs 
$17,000. She hopes the math and her 
patients will soon enable Georgia to 
make that change. 
 “Within two years you have recouped 
the investment just on the cost of 
diabetes,” notes Bolduc, never mind the 
complications of diabetes, the cost of 
blood pressure medicine, hospitalizations 
related to either. The big plus is you don’t 
have any of that anymore, Bolduc says, 
and the patient feels and lives better.
 With one in three among us having 
obesity, “I think prevention is our best 
bet for public health but we don’t have a 
good solution right now,” he says. “But 
for treatment once patients have obesity, 
surgery is a really good option.” 
 
Getting back to life 

 Both surgeons, clearly happy with 
what they do and, better yet, with how 
their patients do, still are out there 
pushing the envelope for still better care 
and results. Bolduc suspects better 
medical therapies and at least one more 
surgery are in their not so distant future. 
 Their own studies, in collaboration 
with Dr. Neal Weintraub, cardiologist, 
associate director of the MCG Vascular 
Biology Center and Georgia Research 
Alliance Herbert S. Kupperman Eminent 
Scholar in Cardiovascular Medicine, 
include perusing the fat of lean and obese 

humans to identify differences and maybe 
new treatment targets.
 One of the many things obesity can 
prevent is an organ transplant, so they 
also are working with the transplant team 
at MCG and AU Health to shorten the 
time to transplant for patients. They are 
working with cardiologist Dr. Pascha 
Schafer to better restore cardiac function 
in patients who are in heart failure 
because their body size has outgrown 
their heart’s capacity. 
 Four MCG students in the Medical 
Scholar’s Program will be spending the 
summer with the bariatric team 
researching related issues like optimal 
long-term follow up for patients and how 
patients are benefiting from a social 
media support group the center has 
already started. They already know 
patients are using the site to swap recipes 
– Hilton has been known to share a 
smoothie recipe – and common 
experiences but want to know if this kind 
of virtual support makes an impact on 
lasting outcomes. They have an actual 
support group that gathers monthly. 
 “The idea would be to target future 
treatments for obesity … the end game is 
always finding better treatment options 
for obesity,” Hilton says. 

Footnotes

 Hilton and Bolduc are classmates, but 
he also completed his surgery residency 
at MCG, including a year as chief 
resident and another year to do research, 
before going off to do his combined 
bariatric and foregut surgery fellowship 
at Vanderbilt University Medical Center. 
While he was chief resident, he saw 
Hilton’s curriculum vitae come across his 
desk as the Department of Surgery was 
looking to rebuild a bariatric program, 
and thought she was a great choice. He 
joined her last year after completing his 
fellowship.
 The American Society for Metabolic 
and Bariatric Surgery, or ASMBS, the 
largest society for the specialty of 
bariatric surgery and the accrediting body 
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for Centers of Excellence, has awarded 
AU Health its highest designation as a 
Comprehensive Center with Adolescent 
Qualifications.   

Weighing in

 As far back as 1998, the National 
Heart, Lung and Blood Institute stated 
that advances in bariatric surgery meant 
its clinical guidelines could now support 
the surgery in well-informed, motivated 
individuals with a body mass index – a 
ratio of height to weight – of 40 or greater 
whose quality of life was severely 
impacted. Also, for patients with a BMI of 
35 or more with obesity-related 
comorbidities who were well enough for 
the surgery. The NHLBI’s guidelines 
further recommended a lifelong 
maintenance program that included diet, 
exercise and behavioral support and 
frequent contact between patient and 
practitioner over the long-term. 
 In 2011, the American Heart 
Association said it recommends bariatric 
surgery for patients with severe obesity 
who have failed medical therapy but called 
for long-term data, which surgeons like 
Hilton and Bolduc want as well. Groups 
like the American Heart Association and 
American Association of Clinical 
Endocrinologists and American Diabetes 
Association have said in more recent 
years that bariatric surgery can mitigate 
some of the serious comorbidities of 
obesity.  
 A 2013 study in The BMJ (The British 

Medical Journal) that looked at 11 trials 
following nearly 800 obese individuals 
with a BMI between 30 and 52 who had 
bariatric surgery or nonsurgical 
intervention, like a weight-loss drug, 
found those who had bariatric surgery lost 
more weight and had higher remission 
rates of diabetes and metabolic syndrome. 
Blood profile was also most improved in 
the surgery group, but blood pressure 
changes were similar in both groups. 
There also were no surgery-related 
deaths, although some patients developed 
iron deficiency and needed more surgery.  

 Growing up in Clinton, Indiana, he remembers the
bright yellow tag on the back of his pants that said “Husky.”
 “It was like a big, flashing caution sign,” says Dr. Beau P. Gedrick, 
with a characteristic grin. “Everybody knew you were wearing huskies 
so they made fun of you.”
 Gedrick, a primary care sports medicine physician at MCG, quickly 
learned to beat others to it by making a joke at his own expense. “You 
get good at it,” he says. “You get a laugh out of them and then you 
move on.” But you don’t really. 
 Even after he put aside the husky pants, played high school 
defensive end, weight lifted and sprinted, and played college football. 
Even after getting into medical school, marrying wife Brooke and even 
after they had two children whose names also start with “B’s” Bryce, 7 
and Briley, 5, a day would hardly pass when his weight was not on his 
mind. 
 “I have lost a major amount of weight four or five different times,” 
Gedrick says. “It would stay off a couple of years, then slowly it would 
creep back up.” He tried it all: no carbs, low carbs, fasting, Weight 
Watchers, SlimFast, just eating well-balanced meals and increasing 
physical activity.  “All the way from sweating it off, to spitting it out.” 

HITTING THE RESET BUTTON

Dr. Beau P. Gedrick



 After college, he went to work 
nights at Pfizer, ate out of vending 
machines, didn’t exercise, stressed 
about medical school and gained 20-30 
pounds. He gained about the same 
amount in his first two years of medical 
school at Nova Southeastern University 
College of Osteopathic Medicine in 
Fort Lauderdale, and the same again 
when medical school shifted toward 
those last two clinical focused years. He 
piled on more during his emergency 
medicine residency, when the children 
were born, even during his primary 
care sports medicine fellowship. 
 He knew the bias, even had an 
attending during his fellowship 
regularly challenge him to physical 

competitions like pushups and sit ups. 
Gedrick kept up with him, likely even 
earned some of his respect, but the 
teasing still hurt and probably angered 
him. “People a lot of times make 
assumptions. You are dumb, you stink, 
you can’t do certain things. I shocked a 
lot of classmates when we would go 
play flag football.” 
 He felt he had to apologize to 
everyone for his weight, to himself, his 
kids, his patients.
 Gedrick freely admits that he has 
always liked to eat when he is sad, 
happy, celebrating or just bored. “I 
never sat down and ate a whole carton 
of ice cream or an entire bag of chips,” 
he says. But if you put bread and 
chocolate in front of him, he is going 
for the bread, and laughs at the 
suggestion of putting the chocolate on 
the bread. 
  So he blamed himself, but perhaps it 
is the physician in him that also 
recognized genetics was a factor, and 
who would later learn there were  
hormonal factors as well.

 He had watched his father Chuck’s 
weight creep up over time. His mother 
Kathy was one of the last victims of 
polio before the vaccine, which limited 
her physical activity, and she ultimately 
needed the full, older gastric bypass 
procedure. 
 His career brought him to MCG in 
2016, primarily to work in the 
Department of Emergency Medicine, 
but just last year he switched his 
primary appointment to the 
Department of Orthopaedic Surgery 
and is now medical director of the 
walk-in clinic Ortho On-Demand.
 Like many of his life changes, he 
liked the moves but they were still a 
stressor. There was also the reality that 

he and his wife, an emergency medicine 
physician, were now both working. 
They could go and do more, afford 
some places they couldn’t before. Have 
the dessert or an extra glass of wine. He 
gained more weight.  
 “One day I would wake up and I 
would put on a shirt I used to be able to 
wear and it didn’t fit anymore,” he says. 
 He found his go-to list for weight 
loss also no longer fit, even short term. 
He knew that bariatric surgery about a 
half dozen years earlier had helped his 
mother. Most recently, his father 
almost died from taking anti-
inflammatory drugs that dug a hole in 
his intestines. Surgeons had to do what 
amounted to a partial gastric bypass on 
him as well by taking out a length of 
intestine just below his stomach. 
 Dad also dropped a lot weight, and 
Gedrick started thinking about surgery.
 He talked with other doctors, did his 
own research, learned more like how 
stress hormones like cortisol are a 
double-edged sword that can help us 
run from a tiger but, in a chronic 

worrier like him, might also result in 
an unhealthy shift in fat and make him 
crave unhealthy foods even more. He 
was still not excusing himself, only 
acknowledging that his wiring is set up 
for weight problems and that he likely 
helped further break his wiring over 
time. 
 At near six feet tall, he weighed 327 
pounds at age 37. His blood pressure 
was becoming a problem. He had sleep 
apnea. He was worried about diabetes. 
He couldn’t bend over to tie his shoes. 
He couldn’t play on the floor with his 
kids like he wanted. His knees were 
hurting.
 Still in the emergency room, he had 
seen some of the complications of 
bariatric surgery. It was not an easy 
decision but, even at his young age, he 
felt surgery was frankly his last option. 
It was the time he already had lost with 
his family and with experiencing life 
that ultimately made his decision. 
 “I needed to hit a reset button. I 
know it’s only a tool and I can blow it 
out of the water if I want to.” 
 Hilton performed the gastric sleeve 
on Valentine’s Day 2019. 
 The naturally good soul cannot 
pretend he was happy to have surgery. 
“You take it personally. I let myself get 
like this and stay like this and now I 
have had to ask for help.”  But he was 
forthright about the surgery, making 
sure  in particular that his overweight 
friends knew what he had done, so they 
wouldn’t think, like he had so many 
times, that he was succeeding while 
they were not. 
 Fast forward to April 1. He is happy. 
Gedrick had dropped about 50 pounds. 
His clothes fit. He thinks maybe his 
ghrelin, that aggravating hunger pangs 
hormone, is quieter. His food 
preferences seem to have shifted. He 
had already joined a CrossFit gym 
before surgery and is making time for it 
in his life. 
 “I feel great,” he says. “My hope is I 
can be healthy and feel good and keep it 
that way.” 
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“One day I would wake up and I would put on a shirt
I used to be able to wear and it didn't fit anymore.”

– Dr. Beau P. Gedrick 
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It started with a song

 While estrogen being made by the brain, never mind 
male brain, may seem a little counterintuitive, there is 
decades-old evidence that the widely known female sex 
hormone, has important roles in both sexes, including 
brain-related ones like protecting younger women from 
stroke and giving a male songbird his tune. 
 There is also the biophysical twist that estrogen comes 
from testosterone with the help of an enzyme called 
aromatase.
 “You have to have testosterone to have estrogen,” says 
Dr. Lawrence C. Layman, chief of the MCG Section of 
Reproductive Endocrinology, Infertility and Genetics. 
While aromatase is the magic that makes the conversion, 
it’s estrogen – not aromatase or testosterone – that has the 
final say, Layman notes.
 Masculinization of the brain is another great example. 
During the first days of life it’s estrogen that actually 
masculinizes the brain.
 Transgender research, for example, has shown that mice 
exposed to estrogen shortly after birth, often in their bellies, 
exhibit male behavior, mounting females even if they are 
female, Layman says. When you block the estrogen effect, 
the mice act more like females. “So a male who feels he is 
really a female likely has less estrogen,” says Layman.  
 To complicate this scenario a bit more, the estrogen that 
masculinizes the brain starts with testosterone from the 
testes that gets converted to estrogen by aromatase in the 
hypothalamus, an area in the front of the brain with a lot of 
roles, including controlling emotional activity, sleep and 
growth. 
 But it’s still estrogen that prompts the masculinization, 
including the size, of different brain areas and resulting 
sexual behavior, says Brann, interim chair of the 
Department of Neuroscience and Regenerative Medicine at 
the Medical College of Georgia. 

Essential to Female and Male Brains
While we may joke about the differences between the brains of males and females, 
scientists like Dr. Darrell Brann are providing more and more evidence that one 
thing they have in common is estrogen.

 BY TONI BAKER

Estrogen: Essential to Female and

Male Brains
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 While doing his research fellowship at 
MCG in the late 1980s, Layman, a 
reproductive endocrinologist, had 
learned what most of us probably 
suspected but we have since learned isn’t 
true: that testosterone masculinized the 
brain and estrogen feminized it. 
 Still what scientists like Brann are 
realizing today is not that much of a 
stretch, says Layman.
 Levels of systemic estrogen have long 
been tied to memory, with women 
reporting memory loss after menopause. 
Estrogen’s most established role of 
regulating reproductive function also 
actually happens from the brain, notes 
Layman. 
 In fact, it was in reproduction that 
Brann got his estrogen start. 

A stroke of estrogen

 Brann and his team showed nearly 
two decades ago that the 
neurotransmitter glutamate has an 
important role in regulating the 
hormones the brain releases to control 
ovulation. Glutamate was already a 
suspect in age-related memory problems, 
and Brann was beginning to dissect how 
it might impact the decreased fertility 
that also occurs with age. He was also 
growing an interest in what was 
happening to memory. 
 Within a few years, acknowledging 
the stroke and cardiovascular protection 
estrogen appears to give younger women, 
he also was exploring whether estrogen 
and estrogen-like drugs could help 
traumatized cells that encircle the core of 
a stroke, called the penumbra, survive 
and even encourage stem cells in the 
brain to mature into brain cells. 
 By 2008, Brann and his mentor Dr. 
Virendra B. Mahesh, chair emeritus of 
the MCG Department of Physiology and 
Endocrinology (now the Department of 
Physiology) had coedited a special issue of 
the journal Molecular and Cellular 

Endocrinology, that took on the emerging 
topic of estrogen’s action in the brain.  
 In fact, by then Brann, who completed 
his PhD in endocrinology at MCG with 

Mahesh, had shifted his research focus 
from estrogen’s impact on reproduction 
to its role in stroke recovery and the 
brain. 
 “There is no doubt reproduction is a 
primary function of estrogen, but 
estrogen has lots of functions, probably 
hundreds,” he said at that time. 
 Again, scientists have had evidence 
since the 1970s that aromatase has a 
presence in the brain and now knew that 
in both males and females, neurons and 
their supporting brain cells called 
astrocytes produced estrogen via 
aromatase made in the hippocampus and 
cerebral cortex in a variety of species, 
including humans. In fact, work in the 
male songbird in the early 1990s at the 
University of California, Los Angeles 
indicated that brain-derived aromatase 
and estrogen have an essential role in the 
bird’s ability to make a song. But the tools 
to actually study nonreproductive 
functions were just coming around.

Timing really is everything  

 Brann and international colleagues 
from North China Coal Medical 
University and the University of Texas 
Health Sciences Center at San Antonio 
reported in 2009 that estrogen therapy 
must be given soon after menopause – 
surgical or natural – to again enable 
stroke protection.
 It was definitely a timely finding. The 
Women’s Health Initiative, which 
continues today in its second extension, 
was reporting some controversy about 
widely used estrogen therapy. The study, 
which followed more than 160,000 
women ages 50-79, was finding that 
rather than providing protection, 
estrogen therapy actually increased risks 
for things like stroke and blood clots, 
heart disease, dementia and breast cancer.
 Part of the controversy was that some 
of the women had a wide gap in between 
the time they hit menopause and started 
estrogen therapy and some, including 
Brann, had evidence that if it were 
instead a continuum, the benefits could 
hold. 

 Brann and others reported in The 

Journal of Neuroscience, for example, that 
with a significant gap, as much as 50% of 
estrogen receptors in key regions like the 
learning and memory center of the brain 
vanished. Brann’s follow up studies 
published in 2011 showed that when 
estrogen therapy was started shortly after 
hormone levels dropped, more estrogen 
receptors on the brain cells of aging rats 
survived. Follow up work in women, has 
indicated a five to 10 year timeframe as 
well to continue to reap positive 
cardiovascular benefits. 
 Two years later, in the journal Brain, 
Brann published more animal evidence of 
the brain benefit of estrogen, showing 
that when ovaries are removed before the 
usual age of menopause, it left the brain 
more vulnerable to stroke and 
Alzheimer’s. Estrogen therapy started 
right after the oophorectomy reduced the 
vulnerability. 

Connecting the sex hormone 

 Fast forward two more years and 
Brann and his team received another $1.8 
million grant from the National Institutes 
of Health to explore emerging evidence 
that aromatase, the enzyme that converts 
testosterone to estrogen, had a big role in 
both a healthy brain as well as an injured 
state like stroke or traumatic brain injury.
 The MCG team worked with Dr. 
Ratna K. Vadlamudi, molecular biologist, 
professor of obstetrics and gynecology at 
the University of Texas Health Sciences 
Center and an expert in human nuclear 
receptors, including the estrogen 
receptor, to develop animal models that 
would enable the studies. They included a 
mouse with aromatase removed from 
neurons, another with it removed from 
astrocytes, and a third with it missing 
both places. The spectrum enabled the 
early exploration of the exact role of 
aromatase in each brain cell type. What 
they found was that with injury, 
aromatase and estrogen expression shifts 
more to the astrocytes, apparently to help 
these already supportive brain cells work 
even harder to help their neurons.
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Dr. Hammad Aslam

 Estrogen fundamental to 
making memories 

 Just this year, again in The Journal of 

Neuroscience, Brann and Vadlamudi 
reported in both males and females, even 
more connections between estrogen and 
a healthy brain.
 They found that when neurons don’t 
make estrogen, resulting mouse brains 
have significantly less dense spines and 
synapses – both key communication 
points for neurons – in the biggest part of 
their brain, called the forebrain. 
 “I think this gives us a new 
appreciation and understanding of how 
the brain forms memories, and that 
estrogen is important in that process,” 
Brann says of the work that scored in the 
top 5% of all research articles at the 
moment scored by Altmetric, a service 
that keeps tabs on who is paying 
attention to research. 
 Mice whose neurons didn’t make 
estrogen had impaired spatial reference 
memory – like a baseball player not 
knowing where home plate is and what it 
means to get there – as well as 

recognition memory and contextual fear 
memory – so they have trouble 
remembering what’s hazardous.  
 Restoring estrogen levels to the brain 
area rescued the impairments. 
 It was known that when aromatase is 
blocked, it can result in memory 
problems for animals and humans alike. 
In fact, patients who take an aromatase 
inhibitor for estrogen-dependent breast 
cancer have reported memory problems.
 So for these studies they looked at 
mice where aromatase was knocked out 
of the forebrain, including the 
hippocampus, which has a role in making 
long-term memories and spatial memory, 
and the cerebral cortex, which is 
important to memory, attention, 
awareness and thought. 
 They depleted aromatase only in the 
excitatory neurons – called excitatory 
because they help make some action like 
a thought happen – in the forebrain as a 
way to focus on the role of estrogen 
produced by these brain cells. 
 The bottom line was a 70-80% 
decrease in aromatase and estrogen levels 
in the neurons in these areas of the brain. 

The other bottom line: “The knockout 
mice can’t remember as well as the 
normal mice,” Brann says. 
 They put male and female mice 
through extensive behavioral testing, 
including those that had their ovaries 
removed as a control. 

A slice of brain with estrogen 
on top

 Electrophysiological studies of slices of 
the estrogen-altered brain showed that 
while long-term potentiation – which is 
the process by which synapses strengthen 
to form a memory – worked, it didn’t 
function to nearly the same degree. But, 
putting an equivalent estrogen directly 
onto slices of the hippocampus restored 
that ability within minutes. 
 Interestingly, while memory deficits 
clearly occurred in both sexes when 
estrogen production was impaired, 
deficits were more significant in the 
females. 
 Brann considers estrogen’s profound 
effect on long-term potentiation the most 
interesting of the newest findings. 

Brann is also a Regents’ professor, Virendra B. Mahesh, PhD, DPhil, Distinguished Chair in 
Neuroscience and director of the Graduate Program in Neuroscience. Graduate student 
Yujiao Lu and Dr. Gangadhara Sareddy, assistant professor of obstetrics and gynecology at 
the University of Texas Health Sciences Center at San Antonio and an expert in hormonal 
signaling, are co-first authors on the latest study in The Journal of Neuroscience. 
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 “Neurons actually make and use 
estrogen for their communication and 
for the establishment of memories,” he 
says. “To me that is the most fascinating 
thing.”
 Knocking out aromatase also 
decreased expression of CREB, a major 
transcription factor known to play a key 
role in learning and memory, as well as 
neuron-nourishing brain derived 
neurotrophic factor, or BDNF.  

A novel neuromodulator 

 The scientists say these findings 
implicate neuron-derived estrogen as a 
novel neuromodulator, basically a critical 
messenger one neuron relies on to 
communicate with others, which is 
essential to key functions like cognition. 
 “It’s direct genetic evidence of this role 
and I think that is important to have,” 
Brann says. 
 Neuromodulators need to be created 
and released quickly, Brann notes, which 
is how estrogen gets produced in the 
brain.  We all have basal levels that can be 
rapidly induced when needed, he adds.
 He theorizes that glutamate, the 
brain’s most abundant excitatory 
neurotransmitter and essential to 
learning and memory, prompts the 
neurons’ production of estrogen by 
inducing aromatase, Brann says. He notes 
that like many things in our body, 
glutamate is a double-edged sword that 
can also kill neurons, and that the brain 
has receptors to both use and eliminate 
the brain chemical. 
 Meanwhile they learned that 
astrocytes only seem to make estrogen in 
response to injury. In this apparent 
maneuver to step up support for neurons, 
it’s likely cytokines, substances secreted 
by immune cells to also make something 
happen, that prompt supportive 
astrocytes to start estrogen production. 
The scientists already have another 
project looking specifically at these 
supportive brain cells. 
 There are many blanks left to fill in 
before the tightly regulated system is 
understood well enough to be 

manipulated to help patients. “We are 
putting all the pieces together right now,” 
says Brann, who is excited and hopeful 
about future patient possibilities. 
  His future includes learning more 
about what is regulating brain aromatase 
and he’s thinking the answer may be 
glutamate. Also, whether brain estrogen 
and aromatase levels decrease with 
normal aging as he suspects and, if they 
do, what compounds might be used to 
increase aromatase and estrogen 
production in the brain, Brann says. 
 “We have some aged estrogen 
knockout animals now that we need to 
look at,” he says. 
 The ovaries also use aromatase, he 
notes, although a slightly different form, 
to convert testosterone to estrogen. 
Evidence to date, including the new 
study, indicates that removing the ovaries 
does not impact brain levels of estrogen, 
suggesting that one is not dependent on 
the other, Brann says. He notes that the 
estrogen made by the brain and ovaries is 
indistinguishable.  
 Brann also is now further exploring 
the way higher systemic estrogen levels 
in younger women also manage to reach 
the brain and perhaps afford that well-
known extra protection premenopausal 
females exhibit against brain problems 
like stroke and Alzheimer’s. 
 He admits that when he started his 
studies years back, like so many others, 
he figured the circulating estrogen was 
the only estrogen helping the brain. 
When you took the ovaries out, the 
protection was gone, he says of countless 
animal studies, and parallel human 
evidence in women who had 
oophorectomies. 
 Today he and Layman concur that 
systemic levels of the hormone likely do 
provide women’s brain a bit of an edge. 
In fact, Brann has included mice with 
their ovaries removed in some of his 
studies to better assess the impact. 
 But it’s the estrogen in our brains that 
has his attention now.
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What’s in a name?  Names are important because they represent who we are and 
what we value. They intrinsically incorporate us into the traditions 
and heritage of our family.  They bind us to our past and secure us 
to our future.  
 My full name is Alfred Lynne Brannen, II.  My name represents 
who and what I am. I was named after my grandfather and my 
paternal uncle. My parents named my older brother after my father 
and my younger brother after my mother’s brothers.  By passing on 
these names from generation to generation my parents made it 
clear to us that we were part of a larger heritage. My Uncle Lynne 
was so proud that I was carrying on his father’s name he wrote me 
a letter on the day of my birth.  My mother kept it securely tucked 
away and presented it to me on my 16th birthday. I still treasure 
that old letter and keep it framed on the wall in my office.  It was 
lovingly crafted on an old manual typewriter with typos and 
corrections giving it timeless character in my eyes. In the letter, he 
reminded me to honor my heritage and family and to protect the 
integrity of our good name. I have always strived to follow his 
advice.
 Framed on my office wall next to my uncle’s letter are all of my 
diplomas and licenses. I treasure my Medical College of Georgia 
diploma as it represents another proud and valuable heritage. The 
hard work and studies, my classmates, my professors and the many 
good times we enjoyed in those years are irreplaceable memories. 
MCG made me a doctor.  It is part of my being and I am proud to 
be part of its tradition and heritage.  
 Next to my MCG diploma is another diploma from Augusta 
State University. I treasure it as much as the other. In 2002, I 
earned a master of business administration degree from the Hull 
College of Business, after five years of late nights studying while 
practicing medicine full-time. The business skills I learned from its 
most talented faculty during those years have helped me sustain my 
practice through a number of challenges. I would not give back 
those years for anything.  
 Like many of you, the turmoil of the past several years left me 
worried that the tradition and heritage of both institutions would 
not be preserved. I am thankful that the administration has worked 
to protect the history and traditions of both. In fact, shortly after 
the Augusta University renaming Dr. Keel emblazoned the Medical 
College of Georgia name on the Harrison Education Commons, 
where it belonged.  
 As we move into a new year, we have much greater things to 
accomplish together.  MCG and AU are not antonyms — they are 
synonyms. The name and traditions of both have much value and 
meaning in the lives of our students, faculty, alumni and 
community. Both have generations of alumni that are both part of 
our proud history and the building blocks for our future. It is not 
one, or the other — there is no need to diminish one to promote 
the other. 
 I am a part of both, and both are part of me. God bless Augusta 
University. God bless the Medical College of Georgia. 

Lynne Brannen, MD, MBA

Class of 1982, 2002Photo: Phil Jones
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MISSING,MISSING,

Jo Anne Shirley and husband, Rudy

Photo: Phil Jones
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Dr. Sylvia Smith

 It was the 36th anniversary of the day 
Dr. Bobby Marvin Jones’ family learned 
that he was missing in action.  It was also 
the day after Thanksgiving 2008. 
 The blood chit arrived via Federal 
Express, a small, wadded up and worn 
piece of silk fabric bearing an image of 
the American flag and a message. The 
message was in 13 foreign languages 
including Vietnamese, Thai and 
Cambodian. It was simple: "I am a citizen 
of the United States of America. I do not 
speak your language. Misfortune forces 
me to seek your assistance in obtaining 
food, shelter, and protection. Please take 
me to someone who will provide for my 
safety and see that I am returned to my 
people. My government will reward 
you.” It was stamped with a number the 
U.S. Air Force had assigned to Jones, 
65212S. 
 Airmen like Air Force Major Jones zip 
the blood chit into the pocket of their 
flight jacket with the hope that if a friend 
of the soldier’s cause found him in 
distress, they would help.  His sister Jo 
Anne Shirley had never heard of a blood 
chit. But the day she held this one she 
knew that it might be all that was ever 
found of her brother on the steep, 
luscious terrain of Southeast Asia’s Bach 
Ma Mountain.  
 Today, the 1971 MCG graduate is the 
only physician still MIA in Vietnam.  

Major Bobby Marvin Jones, MD, 
brother, physician and fun

 Jones was an honor graduate of the 
old Lanier High School in Macon, 
Georgia. He was at the University of 
Georgia when he decided he really 

wanted to be a physician. His next step 
was the Medical College of Georgia. 
 He was outgoing, sociable, physically 
active, smart and handsome, Jo Anne 
shares. She demurs at a question about 
their similarity. “He’s a lot better than 
me,” Shirley says, still using the present 
tense to talk about her brother even 
though she is painfully realistic about a 
future tense. She turns to her husband, 
Dr. Rudy Shirley, a friend to Jones, a 
fellow MCG graduate and clear fan of 
both siblings for his assessment. “I think 
your spirit was the same,” he tells her, 
enjoying life while embracing its 
meaning.  
 Jones and his sister were born in 
Macon, the children of Christine and 
Marvin J. Jones. He was two years her 
senior but they were always close.  
Shirley, who was two years behind Jones 
at MCG, knew the siblings from Macon. 
 When Shirley was still a freshman at 
MCG, Jones prodded him to finally ask 
his sister to a school dance. After all, the 
two had known each other since high 
school and Shirley hadn’t gotten around 
to it himself. Jones would stand at the 
front of the church with them in 1970 
when the two married. When their 
firstborn came into the world in 1976 
after Jones was declared MIA, the son 
became Jones’ namesake. 
 Jones would go to Baylor Hospital in 
Dallas for a general internship with the 
idea of maybe a future in obstetrics and 
gynecology. He had a low draft number 
so as he wrapped up that first year of 
graduate medical education, he thought it 
prudent to enlist, to serve his two years, 
then finish up his training. 

 Shirley and Jo Anne were also in 
Dallas for about month of the time before 
Jones was deployed so he could check out 
an otolaryngology residency at Parkland 
Memorial Hospital. Her husband would 
take their only car most mornings and 
most mornings her brother would show 
Jo Anne around the backroads of Dallas.  
“They were precious times,” sister says. 
When the couple returned to Dallas that 
next year so Shirley could pursue his 
training, his wife knew Dallas but had to 
travel the roads alone.
 It was Nov. 28, 1972. Shirley was back 
at MCG and Jo Anne was teaching in 
Augusta when her parents called him 
with the news. He showed up at her class. 
She told her principal they had to go 
home to Macon and she didn’t know 
when she would be back.  Her sister gut 
and her faith were both telling her to try 
to be optimistic, that good news would 
come and her 27-year-old brother would 
come home. “A few days past and a few 
more and Rudy had to go back to medical 
school and I had to go back to teaching.”
 But Jo Anne promised her brother 
that day that she would do everything she 
could to bring him home. 

A sister’s promise to her brother 

 Her strong parents went to a meeting 
of the National League of POW/MIA 
Families that first year and told their 
daughter they would never miss another 
one. She would serve on the league’s 
board for 18 years, as chair for 16 of 
those, and as its Georgia state coordinator 
for 35 years. She would go on four of the 
league’s delegations to Southeast Asia, 
and led one in 2007. 

BUT NEVER FORGOTTEN
 BY TONI BAKER
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 She is a longtime leader of the National 
League of Families and cofounded the 
Georgia Committee for POW/MIAs, Inc. 
Politician and honored veteran Max 
Cleland honored her for her work in 1994, 
and four years later she received the 
George Washington Honor Medal from 
The Freedom Foundation at Valley Forge. 
Her hometown newspaper, The Macon 

Telegraph, honored her as Woman of the 
Year that next year.  
 He is always on her mind. She and her 
husband wear his POW/MIA bracelet 
each day as do about 60 others that they 
know of.  “Every morning when I put it 
on, I know he is in my heart, he’s on my 
mind and in my prayers,” sister says. 

MIA on Bach Ma mountain

 Jones job was not to directly fight the 
war but as a flight surgeon to take care of 
the soldiers who did. He chose as well to 
take care of the villagers. In fact, a 
colleague from all those days back reached 
out to Jo Anne not long ago to ensure she 
knew the service he had provided in those 
short three months he was there. The 
caller recalled the day a mother who 
showed up with a very sick baby in her 
arms and how Jones quite literally held 
onto that baby until he could go back to 
his mother.  
  That November day, he was flying in 
the backseat of an Fw4D fighter bomber. 
He and the pilot were taking some supplies 
from their base in Udorn, Thailand to 
DaNang, South Vietnam They had asked 
for final landing instructions for DaNang 
when their Phantom fighter disappeared 
off radar. 
 No one knows if they clipped the near 
5,000-foot peak of Bach Ma mountain or 
were shot down by enemy build up in the 
area. Jo Anne has flown beside the 
mountain, which today is known for its 
natural beauty and wildlife, and seen the 
clouds that sit like icing around its top, 
much like the famous frostings their 
mother used on cakes in her bakery 
business when they were children.
 The mountain has been excavated 
multiple times in the strategic search for 

evidence, which is how the blood chit was 
found hiding in plain sight in 2008.

Jones number comes home

 The day the blood chit arrived, the 
sibling’s mother, now 102, was there and 
so were the Shirleys’ grown children 
celebrating Thanksgiving. “I think it was a 
message from God that we had been doing 
the right thing and that we just needed to 
keep working at it,” she says.  
 It was worn but clean, her brother’s 
number still visible, despite apparently 
sitting in the jungle for 36 years. Jo Anne 
reasons that is probably not what 

happened; more likely a villager had found 
the jacket and blood chit on her brother’s 
remains long ago, and when word spread 
of an upcoming trip to look for bone or 
plane fragments, or whatever could be 
found, the blood chit was placed in plain 
sight. 
 Five years later, on another trip to Bach 
Ma mountain, a few pieces of a plane were 
found. But nothing else really that has tied 
back to Jones. 
  She reasons as well that improving 
relations with Vietnam have made the 

searches like these easier by at least one 
definition. “We get remains back every 
week that are miraculous recoveries,” she 
says. And she encourages other families 
out there like hers with someone still 
MIA, to provide some of their maternal 
DNA to the Armed Forces Medical 
Examiner System, DNA Identification 
Laboratory of the Defense POW/MIA 
Accounting Agency, so that when remains 
are found, families can be found. 
 There are still too many families like 
hers out there for any of us to do nothing, 
she says, and likely more conflicts and 
more POWs and MIAs in our future. 
 “We have to remember the service men 

and women who served all of us every 
single day,” Jo Anne says. They protect our 
freedom. They protect our country. We 
owe them. We owe them a lot.”
 As of March 29, 2019, Jones was 
among 28 Georgians unaccounted for 
from the Vietnam War. There are 82,120 
American soldiers never accounted for 
from World War II, the Korean Conflict, 
Vietnam War, Cold War and wars in Iraq 
and Afghanistan.  

Dr. Bobby Jones' blood chit



Epilogue 

 When his friend and brother-in-law thought 
about Jones never coming home, he thought 
about what he had and what Jones would miss, 
like his chance to do a residency and practice 
medicine. 
 But Jones would have that by proxy. When 
Shirley finished his training in Texas, Dalton, 
Georgia was looking for an otolaryngologist 
and the beautiful place seemed like a good place 
to call home. He needed a work partner and a 
friend told him about Dr. Bob Frady, a Medical 
University of South Carolina graduate who had 
trained at Emory University. “He went to 
Clemson, too,” says Jones and laughs. “We’ve 
forgiven him.”
 Because there were two years missing on 
Frady’s CV and it turns out that he also was in 
the Air Force and they quickly realized the 
connection. Frady pulled a picture out of his 
wallet that Jones had taken of him and in Jones’ 
wallet they had found a photo that it turned out 
Frady had taken of him. They had shared basic 
training, survival school, golf, good times and 
friendship. They shipped out at the same time, 
but to different bases. “Isn’t that amazing?” says 
Shirley, now retired. 

Honoring the fallen and missing

 “There is so much sacrifice that is made 
when soldiers are killed in action or missing in 
action,” says Sheri S. Kindre, special agent with 
the U.S. Drug Enforcement Administration in 
Atlanta. “Leaving their families, suffering, God 
knows what they go through. We reap the 
benefits of everything they do, freedom, waking 
up next to our family, safe because of the 
sacrifices they made.” 
 That is why the opportunity for the DEA’s 
Atlanta Field Division to honor Dr. Bobby 
Jones by pushing themselves physically during 
the 13th Annual Maltz Challenge March 15 was 
really an honor for them, she says.
 The national cross fitness Maltz Challenge 
honors the brother of retired Special Operations 
Division Special Agent in Charge Derek Maltz.  
His brother, Air Force Master Sergeant Michael 
Maltz, a para rescue jumper, was killed along 
with five colleagues during a medical evacuation 
of sick Afghani children in March 2003.  
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 This June, the League of POW/MIA Families celebrates its 
50th anniversary. Jo Anne would appreciate memorials to her 
brother for the league and for the MCG scholarship that bears 
his name.
 The league’s address is 5673 Columbia Pike, Suite 100, Falls 
Church, Virginia 22041 or visit pow-miafamilies.org. The MCG 
Foundation’s address is 720 St. Sebastian Way, Suite 150, 
Augusta, Georgia 30901 or mcgfoundation.org.
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Stigma Survives Success
 BY JENNIFER SCOTT
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 She was president of her first-year 
class at the Medical College of Georgia 
and is now on faculty at Harvard Medical 
School.
 She’s earned a master’s degree in 
health policy and management from 
Emory University and a master’s of public 
administration from Harvard.
 She’s held leadership positions in 
groups like the American Medical 
Association and the American College of 
Physicians, and she’s been invited to give 
hundreds of regional, national and 
international presentations on her work 
in obesity medicine.
 But on October 30, 2018, Dr. Fatima 
Cody Stanford, ’07, was simply a 
physician trying to help a woman 
through a mid-flight panic attack, no 
matter what the flight attendants on 
board believed.

Just like waking up to eat 
breakfast

 It was a Tuesday and Stanford was 
returning to Boston from a business trip 
to Indianapolis. It was just like any other 
day, she remembers thinking. “I travel a 
lot for work, so being on a plane for me, 
is like waking up to eat breakfast,” says 
the internist/pediatrician who is 
recognized nationally as an expert in 
obesity medicine. “In fact, it was going to 
be a short trip home. The next day I had 
to be in Pittsburgh to give the keynote 
for the American Academy of Nutrition 
and Dietetics, and then the next day, I 
had to be at the American College of 
Physicians headquarters in Philly.“
 With about 130 emails to check, 
Stanford had settled into seat 9B for the 
two-and-a-half hour flight. Just before 
the flight crew closed the doors to the 
plane, a young woman rushed on the 

plane and to her seat – 9A. As the plane 
climbed to its cruising altitude of about 
30,000 feet, it encountered turbulence 
and began to shake. The woman next to 
Stanford, who had fallen asleep, suddenly 
jerked awake, began kicking seat 8A in 
front of her, pushed her seat all the way 
back and began to tremble and 
hyperventilate. 
 Stanford sprang into action. And that’s 
where the trouble began. 
 “I was trying to figure out what was 
going on with her. I didn’t know if she 
was having a seizure,” Stanford says. “She 
was so close, directly to my left, that even 
if I weren’t a physician, I would have 
been trying to figure out how to help this 
woman.” 
 A flight attendant approached 
Stanford and asked if she was a doctor. 
Stanford answered yes and produced the 
pocket-sized version of her medical 
license she keeps in her wallet. “She 
looked at it very quickly and walked to 
the back of the plane as I was still trying 
to figure out what was going on with this 
woman next to me.”
 Stanford sensed that the woman was 
having a panic attack and as she was 
making sure, another flight attendant 
approached and asked to see her medical 
license again. She produced it again and 
then began thinking of ways to help the 
woman next to her relax – including 
switching seats to allow her more room 
to stretch out.  As soon as the two 
switched seats, both flight attendants 
reappeared asking for more verification 
that Stanford was a physician. 
 “The first flight attendant asked, ‘Are 
you a head doctor?,’” she remembers. 
Confused at what they meant and why 
they were questioning her credentials 
while a passenger was in distress, 
Stanford stated she was an MD and 

reminded them that they had both just 
seen her medical license. 
 “That’s when the second flight 
attendant asked ‘Well, is that really 
yours?’ implying that I was carrying 
someone else’s license,” Stanford says. “I 
think that after she said that, they both 
realized that was over the line and they 
both left and walked to the back of the 
plane. Meanwhile, I’m still focused on 
this patient and I’m the only one that’s 
helped her at this point.”

An eerily familiar scene

 The incident felt eerily familiar to 
Stanford. Just two weeks before, she’d 
had the opportunity to interview Dr. 
Tamika Cross, who had come to the 
Massachusetts Medical Society to lecture 
on gender and racial bias in medicine.
 In 2016, Cross, a young black 
obstetrician/gynecologist at Memorial 
Hermann Hospital in Texas, was flying 
Delta Airlines home from a friend’s 
wedding when a man on her flight fell ill. 
A call for help came over the loud 
speaker, but when she tried to help a 
flight attendant dismissed her saying “We 
are looking for actual physicians or 
nurses,” according to Cross. 
 She shared her story on Facebook, 
which resulted in thousands of comments 
and similar stories from minorities and 
women who said they had faced the same 
skepticism about whether they “looked 
like doctors.”
 Her story helped trigger changes in 
Delta policies, too. As of Dec. 1, 2016, the 
airline stopped requiring medical 
professionals to produce his/her 
credentials before helping a passenger in 
distress. Stanford’s flight from 
Indianapolis back to Boston was a Delta 
Connection flight.

Stigma Survives Success Renowned physician’s credentials
questioned as she works
to help fellow passenger
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Viral

 Stanford was able to successfully calm her fellow panicked 
passenger by talking to her and reading her emails on her laptop. 
As the plane began getting ready to make its final descent into 
Boston, one of the flight attendants returned to row 9. “She told 
me, ‘I just want to let you know that we don’t need to see your 
license again, because we think you did a good job,” she 
remembers. 
 After walking the young woman to her next flight, Stanford 
headed home to her husband. After she relayed what had 
happened to her, he encouraged her to tweet Delta about it. 
 At 10:30 p.m., she wrote on Twitter: “@Delta I am very 
disappointed that your policies on #Diversity have not (led) to 
any change. As a #blackwoman #doctor who showed my 
#medical license to help a passenger on DL5935 your 
#flightattendant still did not believe I was a #Physician.”
 By the next day, The Boston Globe had found her tweet. So had 
the Boston Fox affiliate. And then media outlets around the 
world did too. “My husband had predicted that this would go 
viral, and I was doing like 20 interviews a day,” Stanford 
remembers. 
 She didn’t publish the details of the flight on social media to 
seek notoriety, rather to shine a light on something that she had 
seen firsthand and that continues to be an issue for minority 
physicians – something she wants to see change. 
 “Yes, I think this happened because I was black. Some people 
think it was because I look young,” she says. “I think it was a 
compilation of things – first because I was black, second I was 
female and third was my age. I think commercial airlines need to 
continuously train their employees in matters like this – in 
explicit and implicit bias. It’s not just the airlines. It’s an issue 
that’s so pervasive throughout society.” 
 And as important as that issue is to Stanford, she also says 
that at the end of the day, what mattered most was that her 
patient was OK. “They were so focused on whether I was who I 
said I was, or who my license said I was, that they never stopped 
to ask this woman how she felt. Her being OK and feeling better 
was what was most important.”

Making it better for those who come behind her

 That protective and proactive nature is what called her to 
pursue a career in medicine in the first place, she says.  “When I 
think about the role of the physician and the care of patients, 
and really just how influential they are in the daily lives of their 
patients, that was really compelling to me at a very early age. I 
had a strong desire and felt a pull to (become a physician) very 
early – about the age of 3.”
 Stanford was her high school valedictorian and attended 
Emory University, where she was again top of her class and 
earned a bachelor’s degree and a master’s in health policy and 

management. After working as a prevention coordinator for 
the Dekalb Rape Crisis Center, Stanford came to MCG in 2003 
to pursue her dream. 
 Her years at the state’s medical school were not all happy 
though. 
 “Unfortunately, what happened on that Delta flight was one 
of the less damaging experiences of my life,” she says. 
 A natural go-getter, Stanford ran for first-year MCG class 
president and won. As the first black class president, she was 
soon approached by the university’s historian about honoring 
Grandison Harris, the former slave who robbed Augusta 
graves to provide early MCG students with cadavers, at the 
medical school’s upcoming spring body donor memorial 
services. After bringing up the idea up to her classmates – 
about half of whom had strong objections about bringing up 
the medical school’s controversial past – something shifted, 
Stanford says, and things became difficult. 
 It wasn’t uncommon that she would have things thrown at 
her during class and a newsletter was circulated among her 
classmates that made fun of her “black traits, the size of my 
nose, the width of my hips and butt, the contrast of my teeth’s 
color to my skin color” for example. She ran for president again 
her second year and was defeated.
 “What I experienced at MCG was harder because those 
were my peers, who are now physicians,” she says. “But that did 
help me know how to navigate situations like what happened 
on the plane. That experience, and my experiences in medical 
school made me want to find some way to make things better 
for those who come behind me. I’ve had physicians from all 
over the country tell me how they were better treated after 
hearing about my experience (with Delta). I hope hearing what 
happened to me on that plane and how I dealt with it makes it 
better for those that come behind me.”
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n Dr. Fatima Cody Stanford also earned
her master’s in public administration from
the Harvard University Kennedy School
of Government.

n After an initial interest in orthopaedics,
she pursued a residency in internal
medicine/pediatrics.

n Her grandmother took her to Bill Clinton’s
1993 inauguration, which she says influenced her
to become a voice in public health policy. 

n She worked as a health communications officer
        at the Centers for Disease Control and
          Prevention before coming to medical school. 

                   n She completed a three-year fellowship
                    in obesity medicine and nutrition at
                       Harvard Medical School and
                         Massachusetts General Hospital.

                              n Prior to the American Medical 
                             Association’s vote to acknowledge 
                             obesity as a disease, Stanford
                             served as their keynote speaker.

                                n Her work in obesity medicine
                               and disparities has been
                                covered by news outlets such as
                                   The New York Times, CNN,
                                   Time, Self and Cosmopolitan.

Did you know?
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BY DANIELLE WONG MOORES

Longtime vascular surgeons
Drs. Charles Wray and

Robert Nesbit have
established a fund to support 

resident education.

 Show, not tell. 
 That’s how some former residents who trained under 
Medical College of Georgia vascular surgeons Dr. Charles 
Wray, ’59, and Dr. Robert Nesbit remember it. 
 “Dr. Nesbit gave us a lot, including the ability to make 
decisions while he was standing there listening to reinforce 
that the decisions were correct,” says Dr. Charles Howell, ’73,  
chair emeritus of surgery at MCG. “And Dr. Wray wouldn’t say 
much, but when he did say something, you’d better listen.” 

(from left)  Drs. Robert Nesbit and Charles Wray
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Emily Baumann

To give to the Nesbit Wray Endowment in Surgical Education, visit mcgfoundation.org,
select Donate Now, and search for “Nesbit Wray Endowment”. 

 After dedicating their careers to 
showing medical students and residents 
how to practice the art of surgery, Nesbit 
and Wray are still at it. The two men—
often described as “legends” in their 
field—recently established the Nesbit 
Wray Endowment in Surgical Education. 
 The fund will help support 
educational opportunities for residents 
that are necessary, but not already 
covered as part of the program—a need 
both men saw firsthand, both as residents 
themselves and later as they taught 
residents. This could include attending 
national meetings of various surgical 
societies, for example, says Wray, to give 
them invaluable “exposure to a wider 
view of what’s going on in the world.” 
 So it was an attractive proposal for 
the longtime collaborators in the OR and 
good friends when Howell approached 
them with the idea. And it was a simple 
decision to say yes: “By the time he talked 
to me, Dr. Wray had already agreed to it,” 
Nesbit says with a grin. 
 “I always liked to help people and do 
things,” says Wray simply. 
 While both men traveled different 
paths to get to Augusta, they had that 
interest in helping people in common, 
along with a love of MCG, surgery and 
teaching. 
 Wray, who was born in Union Point, 
Georgia to a textile mill family, came 
to MCG because it was a good choice 
financially. It would turn out to be a 
good life choice: He never left. He had a 
strong mentor in Dr. William H. Moretz, 
then chair of surgery and later the fourth 
president of MCG. Moretz guided Wray 
toward vascular surgery and provided 
an example of service that Wray has 
followed, accepting roles as vice chair 
of the Department of Surgery and twice 
serving as interim dean of the medical 
school. 
 It was Moretz who would bring 
the two men together. Moretz was a 
graduate of the residency program at 
Strong Memorial Hospital in Rochester. 

Nesbit also trained there after attending 
the University of Rochester Medical 
School, under one of the pioneers of 
carotid surgery, Dr. Charles Rob. Moretz 
and Nesbit ran into one another at an 
alumni reception, and Moretz invited 
him to take a chance on Augusta. He 
never looked anywhere else, later adding 
chief of surgery at the Charlie Norwood 
VA Medical Center to his roles.
 As educators, their lessons were 
memorable. “Dr. Nesbit was just a 
fountain of knowledge,” says Howell. 
Nesbit’s expertise in revascularizing the 
carotid artery — knowledge he gained 
from Dr. Rob and passed on — impressed 
the young Howell. “I still remember a 
case we had involving a patient who had 
total occlusion of the aorta just below 
the renal arteries. He took that case on 
and we did it, and the patient did very 
well. If you had a total blockage of the 
main artery to your legs and lower body 
— to fix that back then, that was pretty 
impressive.” 
 Wray too had an impact. “He was a 
surgeon’s surgeon. People called on Dr. 
Wray when a patient had a very bad 
surgical problem,” says Howell, who 
admits being intimidated by the surgeon 
early on when he was a young resident. 
“There wasn’t much he couldn’t do …
but he was the first one to tell you that 
everybody doesn’t need or respond to 
surgery.” 
 As the only two vascular surgeons 
on staff for much of their time together, 
Nesbit and Wray found an easy 
camaraderie. For these men of a certain 
age, it’s hard for them to put into words 
the friendship they have. “We think 
alike,” says Nesbit, with Wray adding, 
“We didn’t have to talk very much … and 
we didn’t have many arguments. We saw 
things in similar ways.”
 More recently, it’s rare for them not 
to meet for dinner every couple of weeks. 
Although they began their time at MCG 
about a decade apart, both “retired” from 
surgery at about the same time. That’s 

“retired” taken loosely, since Nesbit has 
volunteered a good 50 hours a week 
for the past 19 years teaching first- and 
second-year medical students, teaching 
a history elective to about 40 students a 
year and running the surgical clerkship. 
“If I didn’t enjoy it, I wouldn’t do it,” he 
quips in response to a question about his 
lengthy volunteer service. 
 Meanwhile, at about the same time, 
health issues led Wray to step back 
from the OR and focus instead on an 
administrative role, working as vice 
president of clinical activities until his 
retirement from the institution in 2001. 
Since then, he and his wife, Dr. Betty 
Wray, ’60, former chief of the Section of 
Allergy and Immunology at MCG, have 
remained active in the MCG Alumni 
Association, both serving a term as 
president. It’s been common to see one or 
both of them presiding over events and 
welcoming alums back during Alumni 
Weekend and other activities. 
 Today, Wray in particular is 
pragmatic about the future. “I have three 
potentially fatal diseases,” he says wryly. 
When he was a boy, he dreamed of 
becoming either a minister or a doctor. 
Physician won out, but it’s worth noting 
that both professions focus on helping 
people. Which is what the Nesbit Wray 
Endowment in Surgical Education is 
designed to do, for years to come. 
 For his part, “Training residents was 
one of the most gratifying parts of the 
job,” says Nesbit. He’d like to see the 
benefits from the endowment assist the 
resident program and the institution that 
has been proud to call him “one of our 
own” — according to former MCG Dean 
Peter Buckley — even though he is not an 
MCG graduate. “Augusta’s been a good 
place in every way. I’ve worked for and 
with good people, good residents and 
good students. It’s made it fun to do, and 
it’s been a good fit.” 
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To learn more about the
Cloverhurst Benevolent Foundation,

visit cloverhurst.org 
Drs. Jonathan Jarman (’86), left,  

and Sam Richwine (’77)

 The Medical College of Georgia has created its 23rd 
department, the Department of Dermatology, and named Dr. 
Loretta S. Davis its chair. The new department had been a 
division in the MCG Department of Medicine for the last 25 
years. 
 “The restructuring of dermatology from a division to a 
department was a logical move, with much community and 
alumni support. The overwhelming number of programs, both 
in the Southeast and across the country, are departments and 
this will help us as we move forward and continue to recruit the 
highest caliber faculty and residents,” says Dr. David C. Hess, 
MCG dean. “As the longtime and beloved leader of the division, 
Dr. Davis was the obvious and easy choice. Not only is she a kind 
and skilled physician and excellent educator, who always puts 
residents and students first, but her long commitment to this 
medical school and our dermatology program is inspirational.”
 “I think that there is a certain sense of pride that comes 
with being a department,” Davis says. “We wanted to be like 
the majority of the medical schools in the South and around 
the country and be our own department again. I think that 
the students knew, other faculty knew and we knew — maybe 
more than anyone else — that we would be stronger. For this 
administration to have confidence in our potential for growth 
is extremely appreciated. We couldn’t be more grateful for that 
support.”
 While the department — and frankly, the specialty itself — 
have remained extremely competitive, Davis acknowledges that 
recruiting faculty, and keeping graduating residents on as faculty, 
has been more difficult as a division and hopes the move to 
department status will change that. 
 “When physicians are interested in academic dermatology, 
they will be highly sought after by multiple universities,” she 
says. “It’s hard to convince them to join a division where it’s 
perceived that faculty may have less autonomy in making 
decisions. This elevation to a department will allow us to recruit 
more faculty and be more competitive.”

 She says the division’s small size — with just two full-time 
faculty and three part-time — has meant they have had to 
send residents to areas outside of Augusta and rely on other 
community providers to ensure that residents receive a broader 
educational experience.  Patient care is also affected. “We’re 
sending patients away. Right now, if you call to schedule an 
appointment to see me, the wait time may be six months,” she 
says. “We need increased faculty size to serve the community and 
this institution.  More dermatologists with subspecialty training 
are also needed to grow our consulting practice.”
 A gift from an anonymous donor, establishing its first 
endowed chair, also will help grow the department, Davis says. 
 The Department of Dermatology, and its residency training 
program, were founded in 1967 with the recruitment of the late 
Dr. J. Graham “Skee” Smith as founding chair. 
 Davis was named section chief of the division in 2011, after 
serving as interim for a year. A faculty member since 1992, she 
has directed the Dermatology Residency Program since 2010. 
She also serves as a consultant/attending physician at the Charlie 
Norwood Veterans Affairs Medical Center. 
 She is a past recipient of MCG’s Distinguished Faculty Award 
for Patient Care and Exemplary Teaching Award for Excellence 
in Teaching in Undergraduate Medical Education, as well as the 
Top Doctor in Augusta Award in Dermatology and Exceptional 
Women in Medicine Award, both from Castle Connolly.
 She is a member of the Advisory Board for the Southeastern 
Consortium for Dermatology and hosted the group’s annual 
meeting at MCG in 2017. She is a member of the Augusta 
Dermatological Society, which she served as secretary/
treasurer from 1993-2005, as well as the American Academy of 
Dermatology and the Georgia Society of Dermatologists. 
 Davis is a graduate of The Ohio State University College of 
Medicine, where she also completed both internal medicine and 
dermatology residencies.

Dermatology: From Division to Department
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To donate to the Department of Dermatology Endowed Chair, visit mcgfoundation.org

and search Endowed Chair in Dermatology.
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Dr. Brian Stansfield, ’04, a neonatologist and member of the MCG Vascular 
Biology Center, has been elected president of the Southern Society for 
Pediatric Research. 
 Stansfield will lead the group through 2020 and will organize its annual 
meeting in New Orleans next year. The society was organized in 1960 as a 
forum for pediatric investigators from the South to present their work and 
to support career development and leadership in academic pediatrics. Its 
primary mission is to support and grow the next generation of academic 
pediatricians and to propel them to national and international recognition.
 Prior to being elected president, Stansfield served the society as council 
member from 2016-18 and an institutional representative from 2014-16. He 
received the group’s Young Faculty Award in 2017 and 2018.
 In 2016, he received its Clinical Science Young Investigator Award, 
recognizing exemplary clinical research by an early career investigator, for 
his studies identifying risks of metabolic disease and adiposity associated 
with being a low- or high-birthweight baby. His studies of 575 adolescents 
showed that either extreme appears to increase the risk of visceral adiposity 
— fat around organs in the abdominal cavity — and increase the risk of heart 
disease and insulin resistance.
 He also received the society’s 2015 Basic Science Young Investigator 
Award for his work to better understand formation of excessive scar 
tissue that thickens blood vessel walls in the rare genetic disorder 
neurofibromatosis. Stansfield is the only recipient of both Young 
Investigator Awards in the society’s 60-year history.

Distinguished Alumni

 Dr. Dan DeLoach, ’73, is the 
2019 recipient of the MCG 
Distinguished Alumnus for 
Loyalty Award. 
 DeLoach, who recently retired 
as a plastic surgeon, has been 
a longtime board member and 
former president of the Medical 
Association of Georgia and helped 
bring MCG and MAG closer 
together. He is a longtime leader 
in the MCG Alumni Association, 
including serving as president 
in 2006, and as an active board 
member since 2003. He also 
served as chair of the board of the 
MCG Foundation from 2007-08.  
 Governor Sonny Perdue 
appointed DeLoach to the Georgia 
Board for Physician Workforce 
in 2009 and Gov. Nathan Deal 
appointed him to the Georgia 
Composite Board of Medical 
Examiners in 2012, where he is 
still a member. He helped establish 
MCG’s Southeast Campus, for 
third- and fourth-year medical 
students, based in Savannah 
at St. Joseph’s/Candler and in 
Brunswick at Southeast Georgia 
Health System. 
 After completing his medical 
degree, DeLoach completed 
his general surgery residency 
at Memorial Medical Center in 
Savannah and his plastic surgery 
training at the University of 
Tennessee Clinical Education 
Center in Chattanooga.
 As mentioned in the Fall/
Winter 2019 edition of MCG 

Medicine, the late Dr. Marion 

Jordan, ’69, is the posthumous 
recipient of the MCG 
Distinguished Alumnus for 
Professional Achievement Award. 
As mentioned in this issue, 
Dr. Renee Hilton, ’11, is MCG’s 
Outstanding Young Alum.
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Dr. Jack F. Shern, ’07, has been selected as a Lasker 
Clinical Research Scholar, a joint initiative of the 
National Institutes of Health and the Albert and Mary 
Lasker Foundation, to foster the next generation of 
clinical scientists. The competitive program provides 
early stage researchers the opportunity to carry out 
independent clinical and translational research for five 
to seven years at the NIH. Researchers also have the 
possibility of additional years of financial support at 
the NIH or an NIH-funded research institution, upon 
project review. 
 Shern, who works in the Pediatric Oncology Branch 
of the National Cancer Institute’s Center for Cancer 
Research, focuses his research efforts on genomic and 
molecular approaches to understanding the causes of 
childhood malignancies, with the goal of defining and 
developing precision therapies that target underlying 
genetic mutations that cause the production of tumors.
 Shern earned his undergraduate degree at Notre 
Dame and completed his residency training at the 
University of Chicago Comer Children’s Hospital, 
followed by a pediatric hematology/oncology 
fellowship offered jointly by the NCI and Johns 
Hopkins
 He and seven other newly named scholars join 15 
Lasker Scholars hired since 2012.

Dr. Arthur Fleischer, ’77, medical director of Ultrasound 
and Cornelius Vanderbilt Professor of Radiology and 
Obstetrics and Gynecology at Vanderbilt University, 
received the Laurence (Larry) A. Mack Lifetime 
Achievement Award at the 2018 Society of Radiologists 
in Ultrasound Annual Meeting held in October in San 
Diego. He was recognized for his contributions to the 
clinical applications of ultrasound through teaching 
and research.
 Fleischer has been actively involved in multiple 
research projects throughout his career. His clinical 
research has contributed to new applications of 
ultrasound, including transvaginal sonography, 
color Doppler sonography and contrast agents 
(microbubbles) for oncologic diagnosis and potential 
treatment.
 He is involved in several NIH-funded clinical trials 
involving early detection of ovarian cancer with 
contrast-enhanced transvaginal sonography, use of 
contrasted sonography for enhanced characterization 
of liver lesions and detection and quantification of 
lymphedema in patients with head and neck cancers. 
He has authored more than 200 scientific papers and 
24 books, including his recently published edition 
of Fleischer’s Sonography in Obstetrics and Gynecology: 

Textbook and Teaching Cases, which is referenced 
internationally by his peers.
 Fleischer is an associate editor of the Journal 

of Ultrasound in Medicine as well as a fellow of the 
American Institute of Ultrasound in Medicine 
(AIUM), American College of Radiology and Society of 
Radiologists in Ultrasound. He is past president of the 
Society for the Advancement of Women’s Imaging and 
a past member of the AIUM Board of Governors.

Dr. Phillip L. Coule, ’96, has been named vice president 
and chief medical officer for Augusta University 
Health System and MCG associate dean for clinical 
affairs. Coule had been serving as interim CMO since 
February 2018.
 He has contributed to improvements in hospital 
quality scores, and his oversight of patient quality 
and safety and overall clinical effectiveness at AU 
Health has been evident, according to health system 
leadership. Coule is an expert in emergency medicine, 
disaster preparedness and mass casualty triage, he 
serves as medical director for AirLife Georgia’s 
helicopter transport service and is on the board of the 
National Disaster Life Support Foundation. He is also 
director of the hospital Emergency Communications 
Center and helps coordinate the hospital’s emergency 
response during disasters and mass casualty events.

The Haywood Healthcare Foundation, Haywood 
Regional Medical Center and Haywood Community 
College recently recognized Dr. Bennie Sharpton, ’71, a 
retired general surgeon, by establishing the Bennie R. 
Sharpton Nursing Scholarship, honoring the physician 
for his outstanding dedication and excellence in surgery 
and patient care for more than 30 years in Haywood 
County.
 The $12,000 scholarship will be awarded annually 
to a Haywood county nursing student pursuing an 
associate degree in nursing at HCC and will include 
funding for tuition, books, fees and other expenses 
such as uniforms, transportation and technology 
needed for coursework. 
 Sharpton founded Haywood Surgical Associates, 
where he practiced surgery for 31 years, retiring in 
2010. He also served for many years on the Haywood 
Regional Board of Trustees and practiced at the 
original Haywood Hospital before transitioning to the 
new facility in 1979.
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University Hospital cardiologist Dr. Mac Bowman, ’77, 
recently presented a CPR kit to A.R. Johnson Health Sciences 
and Engineering Magnet School in Augusta during a talk with 
students about the school’s history. The kit contains multiple 
miniature manikins that teach students how hard to press 
when administering CPR. It will also help the school meet 
a state mandate requiring students in 38 states, including 
South Carolina and Georgia, to be trained in CPR before they 
graduate high school.

Dr. Richard Mazo, ’80, has joined the staff of Memorial 
Health University Physicians Children’s Care GI & Surgery in 
Savannah.

Dr. Stan Dysart, ’81, an orthopaedic surgeron, has been named 
the 114th president of the Cobb County Medical Society.

Dr. Dave A. Ringer, ’86, has been appointed chief executive 
officer of The TenderCare Clinic in Greensboro, Georgia. 

Dr. Gary Walsh Thomas, ’87, received the College of 
Charleston’s Pre-Medical Society’s Outstanding Service 
Award in Medicine. Thomas established an oncology practice 
on Hilton Head Island in 1993, which became South Carolina 
Cancer Specialists. Over the past 25 years, he has become one 
of the leading oncologists in South Carolina, recently serving 
as president of the South Carolina Oncology Society. 

Dr. Lorie Fleck, ‘89, has joined University Urology  in Mobile, 
Alabama.

Dr. Daniel L. Heithold, ’93, a general surgeon, has joined CHI 
Memorial Medical Group in Chattanooga, Tennessee.  

Dr. Matthew Clark, ’95, a Navy veteran and owner of 
Covenant Family Allergy in Belvedere, South Carolina, has 
been named a “patriotic employer” by the U.S. Department of 
Defense. The honor is bestowed by Employer Support of the 
National Guard and Army Reserve.

Dr. Derek Heard, ‘99, is the new Assistant Primary Care 
Medical Director for Phoebe Physicians in Albany, Georgia. 
Heard also serves as the chair of the Southwest Georgia 
Diabetes Coalition, is a member of the Board of Directors for 
the Georgia Academy of Family Physicians and was named 
the 2017 Phoebe Physician of the Year.

Dr. April Hartman, who completed her pediatrics residency 
at MCG and AU Health in 2001, has been named chief of the 
Division of General Pediatrics and Adolescent Medicine at 
MCG and the Children’s Hospital of Georgia. 

After meeting hundreds of African-American, Latina and 
Asian teenage girls throughout her career, author Dr. Kela 

Henry, who completed her family medicine residency at 
MCG and AU Health in 2002, wrote a book for teen girls that 
emphasizes the importance of decisions. Told in narrative 
form, Nia & The Numbers Game: A Teenager’s Guide to Education, 

Relationships & Sex is a new user-friendly guide for adolescent 
girls that helps them learn about the changes occurring in 
their bodies and how to best navigate the circumstances of 
their teenage years.
 Henry runs a successful practice in the metro Atlanta area, 
which is part of the Emory Healthcare System.

Dr. Deann Bullock, who completed her emergency medicine 
residency at MCG and AU Health in 2006, has been named 
chief medical officer of Nashville General Hospital in 
Tennessee.  Bullock had previously served as emergency 
department medical director at the hospital. She is the 
hospital’s first female chief medical officer.

Dr. Jason R. McClune, ’06, has joined Memorial Health 
University Physicians Lung & Sleep Care in Savannah, 
Georgia. An interventional pulmonologist, McClune 
specializes in diagnosing and treating diseases of the airways, 
the pleura and cancers of the chest and lungs.

Dr. Pratik Patel, ’08, an electrophysiologist, has joined 
Community Hospital’s Community Care Network Inc., in 
East Chicago, Indiana.

Dr. Justin “Mac” Vining, ’08, a pediatric cardiologist, has been 
named to the Medical Advisory Board for SafeBeat Initiative, 
a national initiative that establishes local and regional 
preventative heart screenings in an effort to prevent sudden 
death in youth and create a healthier generation throughout 
America’s public middle/high school systems.

Dr. Lorraine S. Simonds, ’09, an ophthalmologist, has joined 
Gessler Clinic in Winter Haven, Florida. 

Dr. Carter Owen, ’10, has joined the Colorado Center for 
Reproductive Medicine’s Northern Virginia office in Vienna. 

Dr. Steven Blackwood, ’12, has joined Oxford Orthopaedics and 
Sports Medicine in Oxford, Mississippi. 

Dr. Adam Cochran, ’12, has joined Athens Orthopedic Clinic in 
Athens, Georgia.

Dr. Yolanda Safford Jones, ’15, has joined Pediatric Partners of 
Augusta, LLC.
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Dr. Lois Taylor 

Ellison, ’50, 
a clinician, 
researcher, 
educator and 
administrator 
whose 75-plus-
year affiliation 
with the Medical 
College of Georgia 
left a lasting legacy 

on the institution and on health care 
in general, died on Saturday, April 20, 
at the age of 95.
 A graduate of the University of 
Georgia, earning a bachelor’s degree 
in chemistry and zoology in less than 
three years rather than the standard 
four, Ellison was one of only four 
females in a class of 78 students when 
she enrolled at MCG in 1943. Her 
medical education was interrupted 
by a battle with tuberculosis but she 
persevered and graduated in 1950. 
After completing a cardiopulmonary 
physiology fellowship, she was 
appointed to the faculty where 
she helped develop MCG’s 
cardiopulmonary laboratory, serving 
as director until 1992.
 She was named a research 
fellow and established investigator 
by the Georgia Heart Association 
and received a Research Career 
Award from the National Heart 
Institute (now the National Heart, 
Lung and Blood Institute) from 
1963-68.  She published 73 articles 
in scientific journals and made 
numerous presentations at meetings 

primarily related to preoperative 
and postoperative studies, open-
heart surgery, alveolar surfactant 
and cardiovascular and pulmonary 
physiology.
 In the 1970s, her career began to 
shift into administration. In 1974, 
she was named MCG’s associate dean 
for curriculum. A year later, she was 
named university provost, second 
in line to then-President William 
Moretz, making her the highest-
ranking female in U.S. medical 
schools.
 As MCG’s physical plant grew, 
she oversaw the expansion of clinical 
facilities as associate vice president 
for planning (hospitals and clinics). 
Campus additions during her tenure 
included the Ambulatory Care Center/
Specialized Care Center and the 
Children’s Hospital of Georgia.
 Ellison retired as Professor 
Emeritus and Provost Emeritus 
in 2000, but stayed on as MCG’s 
Medical Historian in Residence. 
She meticulously gathered and 
chronicled materials about the 
university’s heritage, including 
writing the publication Moments in 

History in observance of MCG’s 175th 
anniversary.
 She was a past president of 
the Georgia Thoracic Society, the 
American Lung Association of 
Georgia and the Georgia affiliate of 
the American Heart Association. She 
served as president of the American 
Lung Association and in 1998 was 
awarded its highest honor, the 

Will Ross Medal. She was a charter 
member of the Board of Directors 
of the MCG Research Institute and 
served as vice president and treasurer. 
Ellison was a member of the Board 
of Directors of the MCG Alumni 
Association, serving as its first female 
president in 1988-89.
 Ellison was a member of the 
Board of Directors of the Oak 
Ridge Associated Universities, the 
Widow’s Home, the Chamber of 
Commerce of Greater Augusta, 
Junior Achievement of Augusta and 
the YMCA of Augusta. Among the 
honors she received were the MCG 
Distinguished Alumnus Award, the 
MCG Lifetime Achievement Award, 
and together with her husband, Dr. 
Robert G. Ellison, ’43, the Vessel of 
Life Award, MCG’s highest award. 
She was included in the 2003 National 
Institutes of Health National Library 
of Medicine exhibition, Changing the 

Face of Medicine - Celebrating America’s 

Women Physicians. 
 Ellison and her husband, the 
former chief of cardiothoracic surgery 
at MCG, raised five sons, three of 
whom are graduates of MCG. 

Dr. Jimmy Asbell, ’65, June 18 
Dr. Goodwin G. Tuck, ’51, Sept. 22
Dr. Lawrence L. Allen, ’60, Sept. 27
Dr.  Robert J. Mainor, ’51, Sept. 26
Dr. Frank A. Rizza, ’54, Oct. 1
Dr. Robert O. Stephens, ’64, Oct. 20
Dr. Siras A. Stocks, ’67, Oct. 23
Dr. John W. Nelson, ’61, Nov. 5
Dr. Bennie R. Sharpton, ’ 71, Nov. 11
Dr. William F. Shipman, ’54, Nov. 30
Dr. Peter M. Pritchett, ’85, Nov. 27
Dr. William E. Loftis, ’ 72, Dec. 9
Dr. David J. Frazier, ’ 77, Dec. 18
Dr. Toivo E. Rist, ’ 70, Jan. 1
Dr. Lawrence T. Crimmins, ’63, Jan. 4
Dr. Jerry O. Weaver, ’66, Jan. 5
Dr. William D. Lowery, ’58, Jan. 9
Dr. Roston M. Williamson, ’51, Jan. 15
Dr. Chester M. Smith, ’60, Jan. 16
Dr. F. Morris Davis, ’58, Jan. 30
Dr. Paula D. Wilson, ’ 75, Feb. 18
Dr. Albert W. Ray, ’61, March 14
Dr. Joyce A. Gann, ’63, April 6
Dr. Norman R. Saliba, ’58, April 11
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Excellence in Public Health

2019 graduate Dr. Jonathan 
Crowe received the Excellence 
in Public Health Award from the 
U.S. Public Health Service at 
the MCG Hooding Ceremony 
in May. The award recognizes 
medical students who show their 
dedication to public health by 
making exceptional contributions 
to their communities. Dr. Crowe's 
community service as a student 
included medical mission trips, 
advocating for public policy 
changes at the state capitol and 
volunteering weekly at a free clinic 
operated by an Augusta church, 
where he assisted in the treatment 
and care of patients suffering from 
chronic diseases like high blood 
pressure and diabetes. 
Photo: Michael Holahan, The Augusta Chronicle
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