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Forward

The title ‘A Teacher Fundamentally’ represents Dr. Jurkiewicz’s drive in life.  He states at the end of our talk that “the real joy of my life has been as an educator”.   He was one of the first surgeons to perform a free jejunal transplant using loupes and “prayer” and the engine that drove an unprecedented time of scientific discovery in the mid 1970s.  However, he will ever be remembered in the halls of plastic surgery as a teacher.

Fundamentally is one of Dr. Jurkiewicz’s favorite words likely because everything is fundamental to him.  In reading this you will note he uses it fourteen times, although several more instances have been edited out – I believe once it was used twice in a single sentence.  To know this word is to understand Dr. J.  Fundamentally is defined as an essential part of; a foundation or basic principle; being an original or primary source; and the generator of a series of harmonics.1  Random House has left out a picture of Dr. J, but it seems this describe him perfectly.  He is the foundation upon which rest two great divisions of plastic surgery, he has been the primary source of training for a cadre of surgeon scientists, each making their own contribution to the study of surgery, and he is a man in rhythm with life.  
Hunter R. Moyer
February 19, 2008
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Chapter I:

Hunter Reid Moyer (HRM):  Today is December 8th, 2005.  My name is Hunter Moyer, and I am meeting with Maurice John Jurkiewicz to record his life.  This is session one covering Dr. J from birth to 1948, Active Duty.  

To begin with, you were born on September 24th, 1923 in Claremont, New Hampshire.  You and your parents are of Polish ancestry and the Catholic religion.  I wanted to start briefly with a bit of history about your parents. For example, when did they immigrate to the United States and how did they end up in New Hampshire?

Maurice John Jurkiewicz (MJJ): Well, the exact sequence I am not sure, but my father came over to the United States at approximately the age of seventeen.  That was just prior to the outbreak of World War I in Europe.  He had relatives in Claremont, New Hampshire, and hence that was the place to where he went.  My mother came here, I think a little bit later, but perhaps within a span of one year. Again, prior to World War I. And she too landed in Claremont, because again she had some relatives there and relatives in Springfield, Vermont.  They met in this country. My father fled Poland because of fear of conscription by the Russians.  When the United States entered the conflict, he volunteered and enlisted in the US Army, and he was subsequently sent to France where he was there for approximately for a year and a half.  He was in a motor unit, but actually I have no details where he was or anything else so I can’t fill in the details.  We did have a number of photographs of him and his buddies over in France, but that is all I have.  But, when he came back, where he met my mother and under what circumstances I cannot tell you.  I assume he actually met her before then, because all the immigrants then and now tend to all congregate in the same area. So I’m sure that they met prior to his coming back.  But at any rate, they subsequently married and that was it. 

HRM:  What was your father’s full name and mother’s full name before and after marriage and when were they married?

MJJ:  The exact date of their marriage I don’t know.  I believe it was the year 1920, but I just don’t know the exact date.  There were five children in the family, I was the second, and my older sister was the first, she was eighteen months older than I and so we can figure that out they were probably married around 1920.

HRM:  Now I understand that when you were very young your family moved from New Hampshire to Vermont.

MJJ:  Yes, I was about one year old.

HRM:  And what was the reason for the move?

MJJ:  Well they were both working in a factory in Claremont, New Hampshire; the Brown Shoe Company is what it was called.  They were both frugal and so they had accumulated a sufficient amount of capital that they bought a mom-and-pop grocery store in Bellows Falls, Vermont, which is fundamentally just across the river from Claremont and downstream just a little bit.  And that’s where they moved and established their life.

HRM:  I understand they owned a grocery store. Where you ever involved with the family business?

MJJ:  Oh yes, growing up I used to do whatever was requested by my father, so I worked in the store bagging potatoes and things of this sort, and subsequently when I was a little older I would deliver groceries.  I would deliver them riding a bicycle.  The village was pretty small so that wasn’t any great distance.

HRM:  Speaking of your parents, anything that you specifically remember that your father instilled in you or taught you, maybe some of his ideals that have shaped you?

MJJ:  Well, like most immigrants coming to this country, they focused on education and you see that particularly in the modern world today. For example, in the Asian community the emphasis on education is paramount.  It was that exact way in immigrants of that era.  My parents insisted on a good education so they insisted that you come home with good grades.  I was educated in grammar school and up to the high school level by nuns.  There were two Catholic parishes in Bellows Falls and one across the river in Walpole, and [the children] pretty much went to their respective churches.  We had a small Polish church and a much bigger church within the village that established a parochial school.  I attended that.  When I first started at home we spoke Polish and outside of it only English.

HRM:  In Bellows Falls, Vermont, did the immigrants congregate together?  Did you interact with other races and other cultures?

MJJ:  Oh yeah.  Interesting village.  The village was on the river, and they used the river to generate power.  There were paper mills there and so most of the people worked in the paper mills.  In the village, the owners lived in the south end of the village and had conspicuously better housing than we did in the northern end of the village where we lived, not in the ghetto, very respectful homes but they were smaller and so on.  The workers in the mills were Italian, French, Irish, and Polish. Most of the kids, again, went to the parochial school and the prodigy of the owners, who were Protestant, went to the public schools in the south end of town.  So although we didn’t have segregated housing we did have segregated schools in a sense. People do that simply because they relate to one another.

HRM:  The next thing I wanted to ask you about is your three sisters and brother; however, before we get to that can you quickly state your father’s name and mother’s name?
MJJ:  My father’s name was Charles, middle name was Basil.  My mother’s maiden name was Ostrowska.  Her first name was Mary, and her middle name was Josephine.

HRM:  Your siblings: would you mind stating their names and their age in relation to your age?
MJJ:  Sure, my older sister was christened Renata, but she goes by Reni.  She is eighteen months older than I am.  I was the second born.  The third born was two or three years younger than I am, and she was christened Honor in English, Honorota in Polish, and wound up … the nuns wrote it Henrietta so she became Henrietta.  Then about three years after that my youngest sister, Leona, was born (she goes by Lee).  And my brother came along approximately ten years later, the usual afterthought or whatever, and that was it.

HRM:  And his name?

MJJ:  Charles, Jr.

HRM:  Anything that you remember growing up with your siblings that was memorable or left a lasting impression?

MJJ:  Well there are a number of things, but getting back to education, my older sister wound up as a scholar.  She was valedictorian of her high school class, and since the principal of the school was a Smith graduate, she managed to arrange for a partial academic scholarship to Smith for my older sister.  And of course, that set the standard in the family for subsequent academic achievement.  I didn’t make valedictorian. I was in second place.  Of all the children, we all went to Ivy League schools, and at one point there were three of us within an Ivy League school.  In today’s economy that is a big hit and in those days I’m sure it was a big hit for both my father and mother.

HRM:  Can you briefly describe the house you grew up in?

MJJ:   The home that I grew up in was first of all juxtaposed to the store itself.  It was in the back of the store.  It was attached to the same ... it was within the same building but it was an add-on structure.  There were two stories within it.  It was quit small and with the family growing they needed a bigger one.  So they built over the store.  Interestingly enough, one of my uncles was from Detroit, Michigan, and he worked in the Ford Motor Company as a mechanic or in the assembly line I guess.  But any rate he retired so he came to Vermont and lived with us for I think six months.  He and some co-workers built that addition.  Very nice man and so I got to know him.  That’s what I remember, a nice home.  

My father survived and the family survived very well during the Depression years.  During the Depression the price of homes went rock bottom so my father began buying real estate.   And so he fixed them up and rented them out.  He was able to augment his income to the family.  Interesting enough he bought one of the most prominent homes in the community.  It was owned by a physician and the family moved after the death of the father.  This home was for sale and my father eventually bought it and decided to move the family from the northern end of the village where we lived down to the upscale southern section of the village.  It was interesting.

HRM:  Did you stay at the parochial school or transfer to the public school?

MJJ:  No, parochial school was kindergarten through eighth grade.  I finished high school when I was seventeen, and I decided to go to dental school because a very good friend of mine had two brothers that went to dental school.  And I thought that was probably a pretty good way to make a living.  I went to the University of Maryland and that’s when my family moved.  And so I came back on vacation to a different dwelling.  That was just prior to the time of Pearl Harbor, which was December 7th, 1941.  At that time I was in the pre-dent aspect of dental school.  

HRM:  Do you remember the name of the friend you followed to dental school?  

MJJ:  Yeah, Ray Massuco.

HRM:  And what did he do with his life?

MJJ:  He didn’t make the entrance requirements so he enlisted in the Army.  He was in the paratroopers and he was killed at Ramagan Bridge during World War II. 

HRM:  Before we get to college, were there any friends, physicians, or role models in the community that you emulated?

MJJ:  We had two physicians in the community, one was ... his name was Dr. Angus Hebb, a burly man.  He was the family physician.  He wasn’t a role model because I didn’t relate to him except when I had to get something done or for a check-up.  That was it.

HRM:  Finally, while you were there did you have any jobs, hobbies, or things to pass the time?
MJJ:  My father and mother insisted that we play an instrument.  So first of all I took piano lessons from Sister Mary Frances, a wonderful woman, from the time I was six or seven years old until I was a senior in high school.  I also played saxophone or took lessons on saxophone.  My sister, older sister, was very good on the piano and that took her to Montreal.  She took lessons on the organ and she wound up working for RCA Victor. She was the assistant to the director of classical records at RCA Victor.  And so she met people like Toscanini and so on and so fourth… And eventually wound up as a personal secretary to Lily Pons.

HRM:  There were certain life changing events in US History, particularly in the last century, one of those being the depression.  Is there anything from that time that altered the way you think and has stuck with you to today?

MJJ:  Yes. Obviously World War II is another one. But, when I was growing up; this isn’t a life altering thing but is vivid in my memory; we had a flood in 1927, I think it was, and the village that we lived in was in an elevated area overlooking the Connecticut River.  And so we wound up, the village, being isolated for a couple of weeks because of the flood waters.  All the surrounding communities were inundated.

HRM:  You were an island.

MJJ:  Yes. So it was interesting. And growing up in Vermont, I learned how to ski and skate, and so I played ice hockey for the high school hockey team. We wound up not only the state champion in high school hockey, but also we beat a team from Massachusetts for the New England championship.  Three of us on that team where approached by Dartmouth to play hockey. Dartmouth wanted to send me to, I was a scrawny kid, to prep school to get more experience and put on weight, but I said I don’t want to do that.

HRM:  Let’s move on and talk about Maryland and dental school.

MJJ:  I enjoyed it. I did well there. Again I wound up there being number one in the class, and so I won the gold medal for scholarship. They offered me, orally, a position in the Division of Crown and Bridge Restorative Dentistry. Even though I was left-handed, I was pretty good with my hands.  That was it.

HRM:  I understand that you enlisted in the US Naval Reserve. Is that correct?

MJJ:  Yes. When the war broke out, I was interested in getting into the Air Force; however, they turned me down because I was then in a professional school.  So I then joined V12, the Navy Reserve, and went through dental school courtesy of the US Navy. 

HRM:  Dental school: are there any classmates or professors that you remember?

MJJ:  In pre-dental school, Professor Pyle taught English literature and was able to pronounce my name correctly so I related to him immediately.  I remember we had to do a term paper, and I decided to write about Jonathon Swift.  Well he turns out to be a very fascinating character, and I spent a lot of time in the Pratt Library, the main library in Baltimore. Interesting enough, Swift’s writings were sequestered in a separate area presumably because they contained elicit descriptions of his perineal fixation. And if you notice in his writings, Swift describes excretory function in some great detail.  It’s an interesting fact of Swift that I never knew.   

Oh, another one was Ernie Nuttall, the chief of Crown and Bridge.  I related very well to him. I also remember the professor of anatomy; a very tall individual with the last name of Hahn.  He was an excellent anatomist, but gaunt.  These were the people I remember.

HRM:  After dental school you went to World War II, ending up in France.

MJJ:  Yes, at that point I graduated in March of 1946 and a week later I was at Great Lakes. I was there for three months and then assigned to the Army because at that time if a particular service was short of physicians, dentists, or veterinarians (all those who worked in the medical establishment) were assigned to the Army, Navy, Air Force, or Marines. The long and short of it was that I was assigned to the Army. So I wound up in France in a town called Etampes, three miles in from Omaha beach.  It was a big POW camp so we had several thousand German prisoners.  It was a graves registration unit engaged in the identification of individuals that had been shot and killed.

HRM:  What where your duties and roles as a dental officer?

MJJ:   I did general dentistry, but at the same time all of us where required, that is to say I was the only dental officer at that base and there were two physicians there, and we all took courses from time to time.  So I did exams with the medical officers for venereal disease and that sort of thing. And I had a good deal of time to read there so even though the library wasn’t the greatest in God’s green earth there were some medical books.  I began reading and became interested at that time in going to medical school and becoming a surgeon.  

HRM:  While you were there did you see or partake in any surgeries? 

MJJ:  No. But I read about them.

HRM:  Do you remember the first medical book you read?

MJJ:  Well the first book on medicine that I recall was Sigmund Freud’s book on dreams.  I didn’t understand a great deal of it, but it was interesting.  And then I read a great deal on oral surgery.  My major interest at that time was to become an oral surgeon.  Oral surgery at that time was fundamentally extractions and dealt not with reconstructive surgery as we know it today, but was mainly restricted to exodontia, periodontal abscesses, and benign tumors. 

HRM:  This might be an unusual question, but while you were there did you have any mixed feelings toward Poland and the Axis Powers?

MJJ:  Yes, I remember the reaction within my family and myself personally about the Yalta Conference, where Eastern Europe was basically given to be within the sphere of Russian influence.  Of course the enmity between Poland, Germany, and Russia was always there because strictly translated Poland means “the plain”, after the level area of the country except for the Tatra Mountains juxtaposed to Czechoslovakia. The Poles were sold down the river. So it was a betrayal we all thought. Roosevelt, no he had died, and so Truman; his first exposure to Stalin was at the Yalta Conference. My mother and father were beside themselves. [Poland was] relegated then to be just one of the Russian satellites.

HRM:  While you were in France, did you ever experience any ill will or oppression?

MJJ: No.

HRM:  Are there any moments or stories that you remember from the war?

MJJ: Yes, the transport ship landed in port Hamburg, Germany on the coast.  We then went from there to Nuremburg, Germany by rail.  Nuremburg was a staging area, a big Army staging area.  We were there for approximately 2 weeks, as I recall, before I got an assignment to go to France.  The Nuremburg trial had just opened up so I spent most of a couple of days at the trials.  It was interesting, not only the whole process, but the behavior of the incarcerated German high command.  Himmler and Goering were there as I recall. Any event, their behavior was somewhat like Saddam Hussein now: arrogant, still exercising their prominence, self importance and pompous arrogance.

HRM:  How did you find the prisoners of war?  How was their morale and what where their ideals?

MJJ:  They were now being well fed, well cared for and wanted to go home, obviously.  And so I found them interestingly a quite congenial group of individuals, the ones that I interacted with and treated. This opposed to the French employees that we had.  They were a bit different. They didn’t like to work.  Things haven’t really changed I guess.

HRM:  We’ll keep that in the transcript.  Tell me then about the end of the war and your return to the United States.

MJJ:  Well, I had some terminal leave so I spent time … I went to Davos, Switzerland where the 1948 Winter Olympics were going on.  That was a wonderful experience.  I had a place up country from Davos and took a train early in the morning to see the games. So I saw the ice hockey, which I was interested in, and downhill skiing and ski jumping.  Then I returned to the United States where my sister met me in New York. And so we then drove up to Vermont from New York.

HRM:  You stayed in Vermont for how long before you drove up and down the coast looking to be admitted to medical school?  What did you do in Vermont?

MJJ:  Well I had to make a living. So I became an associate of a dentist in Brattleboro, Vermont which was 18 miles south of Bellows Falls. I practiced dentistry in his office and he paid me a salary.  Prior to my working is when I went up the coast.  This was March of 1948 – I went to Baltimore and picked up all my transcripts and got a letter of introduction from dean Robinson of the dental school addressed – To Whom It May Concern.  Any rate I stopped off in Baltimore, to Hopkins, then Philadelphia, then New York, Montreal, and finally to Boston since my home was, if you will, mid distance between Montreal and Boston. At Cornell for example, the woman in the admissions office looked at me and said, “you have a dental degree. We’ve never taken a dentist and I dare say we never will.”  At McGill they said, “because of the returning veterans, we no longer are taking people from the States as all the places will be for Canadian vets”. So that was the end of that. However, curiously enough Harvard permitted me to fill out an application on the spot, and I was put on the wait list.  That September I was admitted to Harvard Medical School.  But from March to September and during vacations I practiced dentistry up in Vermont.

HRM:  Do you remember the dean that admitted you to Harvard Medical School and the conversation you had that day?

MJJ:  Oh yeah, I remember it very well.  First of all I arrived there in the morning, pretty early, and the secretary to the dean of admissions, a very powerful figure, said, “we are all filled and you want an appointment with the dean of admissions.  I’m sorry but we can’t” - I’ve forgotten exactly what she said – but she initially turned me down. So I persisted, and I told her, “All I want to do is get some information on what I need to do to meet the academic requirements”.  And she finally said, “OK, at the end of the day, ten minutes.” So I went downtown and I got some flowers and I brought them back to Dorothy Murphy - that was the secretary to the dean of the medical school. She said, “Well, we’ll give you fifteen minutes”.  At any rate, I walked into his office at around 4:30pm.  The dean of admissions, Dr. Ginsleng, was an arthritic. He had some vertebral collapse and hands that were obviously crippled – what seemed to be in retrospect now rheumatoid arthritis, but I didn’t know what it was at that time. He was busy shuffling papers when I walked in.  And what seemed to be an interminable length of time – probably it was two minutes but it seemed like half an hour.  I was in Navy uniform at that time so I just stood there at attention until he finally acknowledged my presence.  I sat down, and he looked at the letter and asked me where I was in the service.  I gave him those details and for reason uncertain, he said, “I see you’re Catholic” and then made some remarks that in today’s day would be interpreted as anti-Catholic.  And then he launched into the Jews.  He said, “I see that you were in Germany and Nuremburg, and he talked about the Jews in derogatory terms.  It was at that point that I guess I realized what he was doing and I began to smile.  And so I think he recognized that I saw through what he was doing, which was simply to bait me and see what made me tick.  So then we had a very good conversation and he invited me to apply. He said, “I don’t know if it’s possible for you to be wait-listed, but probably because we always have a few individuals who won’t come to Harvard for personal reasons. So there may be a place”. 

The best advice I got was at the University of Rochester in New York.  The dean of the medical school was George Whipple, not the surgeon Whipple but rather a biochemist, and he told me, “look, the biochemistry and physiology you had in dental school won’t cut it in medical school. So what you need to do is take courses in biochemistry and physiology”.  That was good advice, because when I did get into medical school those were precisely the two toughest courses. Anatomy, on the other hand, was duck soup, because the course in anatomy in dental school was much more thorough and complete in the total body than was the course at Harvard Medical School.  It was surprising. Any rate, I wound up being a preceptor in anatomy for the students in the following year.

HRM:  That ends session one. Is there anything you would like to add to this point, particularly concerning World War II?  Any friends that you might have lost or life changing events? 

MJJ: Yes. One of the physicians at Caranton, I said Etampes earlier but Etampes was a bigger town next to Caranton, which was the actual base in France.  The physician there was a guy by the name of Joseph Mahoney from New York.  He and his family lived in Manhattan on 48th street I think it was.  I had two sisters in New York who were then living in an apartment on 48th street.  Joe was leaving approximately six months before I was to be discharged. So I told Joe, “Why don’t you look up my sister”. He did that eventually and wound up marrying one of my sisters.

HRM:  Was this Henrietta?

MJJ:  Yes. Rett became Joe Mahoney’s wife.  He was an obstetrician/gynecologist then working at Northshore Hospital on the island.  Wonderful guy, typical New York Irishmen.  Wonderful sense of humor and a joy to be around. 

HRM:  Anything else to add.

MJJ:  No, I won’t detail my misspent youth.
Chapter II:

HRM:  My name is Hunter Moyer, and I am meeting with Maurice John Jurkiewicz .  This is session II covering Dr. J’s time at Harvard through his residency training in St. Louis.  Today is December 20th, 2005.

We finished talking last about your drive up and down the coast, and your subsequent acceptance to Harvard Medical School after an interesting conversation with the dean of admissions. If you don’t mind let us start there; your first day of medical school.

MJJ:  The dean, Dr. C. Sidney Burwell, was a practicing cardiologist, obviously part-time at that point. He was a very nice individual, and what he did was the day that we matriculated he scheduled a clinical conference in the amphitheater of the Brigham Hospital, which is on the campus of Harvard Medical School. We were treated to a succession of patients that had cardiac disease of one kind or another. Of the two that I remember, the first was a child with Tetrology of Fallot. At that time the Blalock-Hanlon procedure had been developed at Hopkins. We saw the child pre-operatively.  He had the typical symptoms or signs of the disease which were … the child was cyanotic is one, number two was that the child would squat in order to catch his or her breath. I can’t remember if the child was male or female. The child was about three years old at that point as I recall. And so after the parents and the child ... well during the time that the parents were there, Dr. Dwight Harken, the chief of cardiac surgery at Children’s Hospital, discussed the treatment.  He described the shunt by drawing it out on the blackboard. The second patient was an individual who had mitral stenosis. About ten days before, he underwent a finger fracture of the mitral valve which was the initial cardiac operation directed toward ameliorating mitral stenosis. Dr. Harken was a pretty flamboyant individual, and he described the mitral valve similar to the doors into the amphitheater.  They were swinging doors, and he used them as a metaphor to describe what [the surgeons] did.  But the highlight of the morning was this [patient], unable to climb stairs prior to the operation, who now went up the amphitheater stairs without any difficulty. And that was our introduction.  It was a beautiful Saturday as I recall.

HRM:  Did you meet any friends or anyone of note those first few days or through that first semester?

MJJ:  Well I did. When I came back from overseas, I had accumulated a fair amount of money as there was no real place to spend it overseas.  And with my father’s help I bought a Buick convertible.  As I drove into Vanderbilt Hall, which is the dorm of the medical school, I had all kinds of help with my luggage. So I made friends right away.

HRM: And was this an all male class?

MJJ: No. We had 110 in the class and ten of the matriculates were women.  One of them was on our anatomy team.  She was an interesting women. She was a nurse in Chicago and married to a surgeon who developed testicular cancer and died from that. She decided to take his place and so she went to medical school .. obviously a good student. She was on our team, very attractive and personable women.  She was a pleasure to have around and of course many of the males in the class, as you might expect, were attracted to her.

HRM: Do you remember her name?

MJJ: Ruth Callidine
HRM:  And is she a surgeon now?

MJJ:  No. She matched subsequently in anesthesia at the Mass General Hospital and she married Walt Haynes, a surgical resident. As I recall, he was a native of Ohio and consequently they went back to Ohio and … any rate, he established a practice in Ohio and they lived there throughout his career.  He eventually died, but she is still alive.

HRM:  We discussed before a few of the classes you took in medical school.  You mentioned the ease of anatomy, but please briefly describe your experience.

MJJ:  Well, you know.  I don’t suppose it was any different than the experience of anybody who has gone through gross anatomy.  The first time, when I was in dental school, I was overpowered by the formaldehyde smell that gets in your clothes and so on and so fourth.  When you get on a streetcar for example people sniff for a little bit.  That is one thing, and I was already familiar with that.  That wasn’t a problem.  I found that right from the start I had retained a good deal, and so anatomy was a lot of fun.

HRM:  Are there any other classes in particular that you remember from medical school?

MJJ:  Yes. histology. Biochemistry I remember vividly, because my preparation for medical school was less than adequate in biochemistry.  And the physiology course was basically a series of mathematical formulas. It was just difficult to comprehend. I used - what was that text in physiology, I think I might still have it - any rate, I studied a good deal within the text which bore very little relationship to the lectures that the professor of physiology was giving at the time. However, thankfully during the examinations a lot of it was clinically based and was less arduous than trying to understand the lectures.  I managed to get through not only with my own effort but with the help of my friends who tutored me, especially physical chemistry.  One in particular was a fellow by the name of Dick Moersch.  He came down from Dartmouth his freshman year. Dartmouth at that time was a two year medical school, but he decided to come to Harvard Medical School and start from day one rather than the two years there. We became good friends. He was blessed with a very ... I would say photographic memory.  Se he rarely looked like he was studying. He was a very bright guy.  Any rate, we became lifelong friends, and he wound up being the best man in my wedding when I got married to my wife as a rising senior.  He was one. Another classmate, very good friend, was Hardy Hendren who subsequently rose to be chief of pediatric surgery at the Boston Children’s.  He and I were juxtaposed because H and J alphabetically meant we had many classes together.  Our fourth year we were a team on dog surgery; it was still possible in those days to operate on dogs. Even then I could recognize that this guy was a wiz with his hands.  His family, Hardy Hendren’s family, lived in Kansas City and so when we were looking for internship … I was then still in the Navy Reserve and he was too. Although he was a pilot and I was a dental officer.  He managed to get a training plane from the Tenth Naval District, and he flew us from Boston to Saint Louis.  The interview we had was interesting because when we arrived in St. Louis we hadn’t notified anyone we were coming.  I can’t imagine what we were thinking, but none the less that’s what happened. And so we went to Barnes Hospital, but the chief of surgery and much of his faculty had gone to a symposium at the Ellis Fischel State Cancer Hospital in Columbia, Missouri. That was on a weekend.  So we had an interview, a makeshift interview, with a senior faculty member that didn’t go very well for us. Anyway we called Ellis Fischel and got in touch with Dr. Moyer who was then chief of surgery.  He graciously consented to see us and so we flew down there.  We flew from Saint Louis down to Columbia which is about a hundred miles. And we had an interview with Dr. Moyer, Ben Eisman, and Barb Miller.  They were junior faculty at the time, assistant professors as I recall.  It was an interesting session. Dr. Moyer at that point was interested in venous ulceration among other things. He was studying the pathophysiology and action as to why it was that they were getting ulceration. So he asked questions about that. Of course Hardy and I, neither one of us knew very much about venous ulceration. But we went from that to a lot of other things and so it was a very good interview. He insisted on driving us from Ellis Fischel to the airport, which wasn’t very far away. He waited until we took off.  We told him we were going to Kansas City to see [Hardy’s] parents and get an interview there as well.  The long and short of it is that when we took off, Hardy Henron had a long scarf around his neck – it was an open seater and open cockpit – so we waved goodbye to Dr. Moyer.  I got a very nice letter when I got back which pretty much assured the fact that I had a place there.

HRM:  How was medical school structured at that time? Currently we do two years of book learning followed by two clinical years, generally with electives in the fourth year.  Was it similar?

MJJ:  Yes. Exactly similar. Although they did introduce some clinical material during the first year.  We didn’t have a great deal of anatomy by surgeons, although one of the faculty members in gross anatomy was a surgeon and he was very good. So he lent some clinical material to the [course] when we were dissecting.  But we had very few formal lectures by surgeons unfortunately.

HRM:  You entered medical school wanting to be a surgeon.  Did that waver at all?
MJJ:  No. I didn’t waver.

HRM:  Where there any faculty members or mentors that you remember?

MJJ:  Not really. We had no formal mentorship.  I don’t know that you had one during medical school. And so where we ran across the faculty was … I was a member of the Lancet club, which is a fraternity with no Greek name and had been in existence for a long time. Curiously, many of the surgeons of note on the faculty were members, had they been at Harvard Medical School, of the Lancet club. And during my second year, I was elected and made in the spring ‘Keeper of the Beer’.  So that meant I had to organize the receptions that we had for various parties during medical school.  They’re no different there than any medical school. They have a tendency to be fairly raucous as you can imagine. But any rate, it was under those circumstances that I met my future wife. She was working in the biophysics laboratory for an individual by the name of Chris Anfensen, who subsequently left Harvard and went to the NIH in charge of a division and rose to win the Nobel Prize.  She was working in his lab.  I needed to get some dry ice and so that was an appropriate lab in which to find it. That’s how I met my wife.

HRM: And how did that meeting go?

MJJ:  It was just … I was struck by her in the first place, and I guess she took some kind of a fancy to me.  I called her and arranged to … I’ve forgotten what our first date was but it grew and blossomed into a romance. Eventually as a rising senior in July of 1951 we got married.

HRM:  Briefly describe the wedding for us.

MJJ:  It was at a Catholic church just outside of Salem where my wife lived when she was growing up.  The reception was at their home. It was a lovely day and a very nice reception. The groomsmen were lifelong friends not only during medical school but subsequently.  Of them, surprisingly only my best man is still alive. The others who were ushers, three of them, have died.

HRM:  Were there any awards or distinctions you were proud of upon graduating medical school?

MJJ:  Oh yeah. I was tapped to be a prosector in anatomy for the following year and my partner, there were two of us, was number one in the class. Maybe something rubbed off but I managed to get through medical school in pretty good shape.

HRM:  At that time how did the residency application process occur? How were fourth year students…

MJJ:  At that time it was the first year of a national match.  That national match was patterned on a matching system that had arisen at Harvard Medical School that was just confined to that group. So I applied to MGH, Barnes Hospital was my second choice, third choice was King County residency at the University of Washington in Seattle, Roosevelt Hospital in New York, and the Brigham was fifth on that list. Of interest, when we went to Roosevelt in New York, they insisted that we tell them what we thought of them.  All of us at that time when we were being interviewed at Roosevelt just scratched it off our list, because it violated the integrity of the process. That still goes on today I am sure. Its not anything that you can monitor except by your own inclinations, your feelings.  Since we had a stake in it as Harvard medical students we of course were the righteous ones.

HRM:  During your interview process, were there any interviews or interviewers that stand out?
MJJ:  The first one was at the MGH. First of all they had a screening process. All the candidates throughout the country who were interested in applying and who were accepted for subsequent interviews were subjected to a written examination on, as I recall, pancreatitis. Not a subject with which any one of us in medical school were greatly familiar with. I guess we stumbled through it.  I thought I did quite well. Anyway, I was admitted to the first round of interview which went extremely well, and I went out of there thinking I’m going to my next one without any problem.  But, when I left the room and was going out the door, the secretary told me, “that’s it, thank you very much”. It was hard for me to fathom what was going on, but there was nothing to do but accept it. Fortunately, I got my second choice at Barnes Hospital in Saint Louis, and it was one of the best things that happened to me.  Simply because – I don’t know if we have discussed this before – there was a new chief of surgery that was then replacing an individual that had been arguably the most powerful man in American surgery: Evarts Graham.  Dr. Moyer had been recruited from the University of Michigan to be a faculty member at the new medical school at Dallas Southwestern. Within a matter of five, seven or eight years - something of that sort - he had been selected to be chief of surgery at Barnes Hospital.  And I dare say that I have never met an individual quite as well read and as good a teacher as he was.  As well as being an enigmatic, in some ways, individual. A very friendly person.  

HRM:  While we are talking about it, please briefly describe the personalities or relay any interesting stories of the following people: the first being Evarts Graham.

MJJ:  Before we get there. We were talking about some of the faculty, particularly junior faculty, at Harvard that were members or previous members of the Lancet club. Well we used to have a mid-winter dinner – as well as one at the end of the year – with the faculty. And individuals that I can remember - forgive me I’ll have to think … my memory for names is not as sharp as it used to be.  He was one of the instructors in the dog lab. David Hume was beginning the transplantation program at Harvard Medical School. He was the one who did the first cadaveric transplant of the kidney, under local anesthesia, into the antecubital fossa in a woman who was immediately post-partum and was in renal shut-down. This was kept warm by wet saline laps that were placed over the wound and a goose-neck lamp.  She recovered. He subsequently went to the Medical College of Richmond as chief of surgery. His partner in that dog lab, Charles Hufnagel, was working on pulmonary physiology, and he left to become chief of surgery at Georgetown. I remember them very well. Another one was John Rock who was a gynecologist. I think I mentioned him before. I took an elective with him. He was a wonderful individual.  And I had the good fortune of meeting William Ladd, the founder of pediatric surgery and a founding member of the American Board of Plastic Surgery. So, all in all one of the best periods of my life was going to Harvard Medical School and subsequently the residency experience at Barnes Hospital.

HRM:  Well, lets describe some of the personalities at Barnes Hospital.  If you could mention any interesting stories relating to them or how they shaped the surgeon you are today. Beginning with Evarts Graham.

MJJ:  Well, Evarts Graham had stepped down as chief of surgery but he still remained as chief of the thoracic service. During World War I, he was chairman of the Empyema Commission and at that time worked out the mechanics of open chest drainage as well as the shift of the mediastinum, what happened to the great vessels and compromise of flow.  They had worked out the treatment of empyema of the lung. As you may recall, during World War I we had a worldwide epidemic of influenza that carried off millions of people. And so there was some urgency in treatment of empyema of the lung as that is one of the consequences of that infection. 

First of all Dr. Graham was a very tall, very well-built individual. He looked like he might have been a football player; somewhat aloof to the house staff and very difficult to approach. A few of us were able to do that. He used to come to breakfast and would occupy one of the tables. If you were fortunate enough and brave enough you ventured to introduce yourself and meet him. And then if you were fortunate enough to rotate through his service – I wasn’t so I didn’t get to know him very well.

The individuals on the staff that I remember well were the professor of histology was an associate professor at that time at Harvard Medical School, an individual by the name of Edward Dempsey. He went to Barnes Hospital as dean of the School of Medicine. So I knew him. But I think the individuals with whom I had the greatest interchange were the immediate residents above me plus the junior faculty. One of them was Ben Eisman and the other one was Barb Miller. Ben left to become chief of surgery at the University of Kentucky. Barb Miller left to become chief of surgery at Syracuse. They were really quite different as surgeons. Barb Miller was extremely gifted as an operating surgeon. We had no pediatric surgeons at that time and Barb Miller was doing virtually all of the pediatric surgery at St. Louis Children’s which was on the medical campus with Barnes Hospital. I rotated through his service and had a wonderful experience. We became life-long friends as I did not only with Barb Miller but also with Ben Eisman. The third was a fellow by the name of Charles Eckert who was interested in cancer of the gastrointestinal tract and breast. He was an individual of very few words, not a well developed sense of humor and a bit difficult. I remember the first case I had with him as an intern. We were doing vein stripping of varicose veins and I was scrubbing the leg and thigh. I’ve forgotten but he chastised me for not doing it well. I don’t know what I did wrong but there you go. But I suppose one of the most colorful individuals was a man by the name of Glover Copher who was a native of Missouri and trained with Graham. He was an extraordinarily gifted surgeon. He had been blinded in one eye by a trauma when he was a teenager, I think. So he was a guy that was deprived of what we now perceive to be binocular vision. He operated eloquently, for example on radical mastectomies and dissection of the axillary vein with a knife. And the entire dissection was sharp dissection. Nowadays people operate with smoke and cautery. Seldom do you see an individual that operates with sharp dissection, and if they do it is with scissors.

HRM:  Now about Carl Moyer: his personality and any interesting stories or things that stand out.

MJJ:  Well he was a native of Upper Michigan peninsula and a little town by the name of Barraga, Michigan in the copper mining district. I know nothing about his family other than that he went to undergraduate at the Michigan School of Mines, as I recall, for two years and then transferred to the University of Michigan. During his undergraduate years he took time off to go to the laboratory, not only there but also at Harvard Medical School, to study pulmonary physiology and the effects of, in particular, barbiturates on respiration. He went from there … he spent maybe six years [at Michigan] as an associate professor and then was tapped to be on the faculty at the new medical school at Dallas Southwestern. In very short order he rose to be dean of the medical school. He was tapped subsequently to be chief of surgery at Barnes. Like my buddy in medical school who had a photographic memory, Dr. Moyer was that kind of an individual.  He had a highly retentive memory. So he was a master of rounds at the bedside and grand rounds, especially the conduct of grand rounds. It was always an exercise … well let me put it this way; it was Socratic in a sense. There would be a case presentation that was unknown to him and unknown to the rest of us. After the case presentation he would make some remarks and then call upon individuals in the audience.  He would start with the lowest common denominator, which would be the interns in surgery, and then work up the ladder. It was a great demonstration of his erudition and broad strength of knowledge, because after all was said and done he would then recount something of the history, pathophysiology of the disease, who was involved with it and so on. It was a wonderful experience. I remember vividly being called upon – I don’t think it was the first time but much later, I believe I was a senior resident at the time. I had a patient on the wards that mimicked the presentation that was given. It was a woman that had post-operatively, she was on the orthopedic service to begin with and had a hip replaced. She was, the best way to describe it was out of her mind. She was thrashing around and clearly not with it. We were called in consultation and she had signs which I interpreted to be of thyrotoxicosis: she had a bit of proptosis, lid lag, heart beat was elevated, hypertensive and at the same time hyperthermic. So I put on the top of my differential thyroid storm, and I hit a homerun. The case that was presented there was somewhat similar and so I described thyroid storm once again. There was another case that had to deal with small bowel enteropathy … I’m struggling with the name. Inflammatory small bowel disease, what is the name of it? With skip areas.

HRM:  Crohn’s Disease.

MJJ:  Yes, Crohn’s Disease.  He asked me a question about the experimental laboratory findings on Crohn’s Disease. So I said, “as far as I am aware the study of that particular disease in the laboratory is pretty much confined to the Huntarian Laboratory at Hopkins.” I didn’t have to say any more after that, because he had gone from a number of people before he came to me. I had the answer. Any rate, I was then a fourth year general surgery resident going into the fifth year. In that-day terminology I would be a third year resident because it was first intern, then first year resident, then second year resident and so on. So I was in line to be chief resident and I had a pretty good shot at it. I knew it.

HRM:  So you were then tapped as chief resident. Was that by the faculty or house staff or both?

MJJ:  No, chief resident was picked by the chief of surgery and the surgical faculty.

HRM:  What additional responsibilities did you have?

 MJJ:  Well… wait, we had a pyramidal system. At that time it was a modified pyramid, that is they knocked the top off. When I was an intern we had two chief residents, and then they subsequently went to four.  That was true my year.  We had four, one of which was farmed out to … no we had five that were eligible, one of which went to one of the private hospitals and then there were four of us at Barnes Hospital Complex.  A truly great year.  Then I stayed on to be resident in plastic for two more years.  I was at Barnes for seven years, 1952 to 1959.

HRM:  We might have skipped a few things so briefly describe your intern year. Maybe your first day or any memorable services or events.

MJJ:  Alright, the call schedule was such that as an intern you were on every other day on paper. However, depending on the service you were on it was extremely heavy for intern duty. For example, my first rotation was on urology, and on Sundays [they] would admit up to fifteen patients that you were required to work-up. Not only work-up but you were required to do peripheral blood and urinalysis on these patients. It took a while. And of course there were also individuals that were admitted during the week, and so it was probably the busiest rotation for the intern at that time. Rotations were as I recall six weeks in length and not a month. My second rotation was on the wards service in surgery. Male, primarily. I say primarily because in 1952 we were a segregated nation. St. Louis was, as you may recall in history, was it a slave state or a free state?

HRM:  St. Louis, or rather Missouri was a slave state I believe.

MJJ:  That is correct. The Missouri Compromise if you remember. Anyway, we had a segregated service. The black service was male and female, separate rooms - big ward rooms - in which there were at least 30 patients. There would be 30 on one side and 30 females on the other. That was in the basement of Barnes Hospital. Then on the first floor we had the white male service, probably the busiest service in the hospital outside of scut work on urology. The long and short of it is I had, ringing in my mind, the advice I got from Jim Maloney: “Work like hell, keep your mouth shut, know everything about your patient the following morning.” Well that meant that I never left the hospital until Labor Day. From July, actually I started in the last week of June, until Labor Day.  Was it a bad experience?  No.  I was learning so much that at the time [my learning curve] was exponential. And so I was having a great time. I met my wife on Sundays. Barnes Hospital used to have Sunday brunch for the house staff and so families would come in and you’d get to meet them.  It was great, great fun. Needless to say, I look with some doubt about the current state of affairs and work hours. If Europe is going to be the model, then we’ll eventually wind up with a forty hour work week.

HRM:  Any interesting or funny stories you remember from intern year, whether it be with patients or colleagues?

MJJ:  I remember one thing very vividly. We had an individual, I won’t say where he was from or his name, but you’ll see them, people who won’t pass a mirror without stopping to admire the view. Unfortunately he was a pretty bright guy too, but he would sink test urinalysis for example. He was caught and immediately fired. He subsequently went to his native state and became a nationally known figure in surgery. I’ll always remember him and the moral of the story.

HRM: You’ll have to describe what you mean by sink testing the urine.

MJJ:  Instead of running the gamut of laboratory tests of urine, glucose, cellular, microscopic, pH, specific gravity, he would dump it in the sink and put down something. Same thing with hemoglobin. I think he would examine the fingernails and if they had some flow, then 10 or plus. That shortens the time you have to do these things by a good deal.

HRM:  Any surgeries or patients you remember from your general surgery residency?

MJJ:  Yes. All of us are encouraged to read a lot during your internship and subsequent years. I had a reading schedule, well one of sorts, but it wasn’t as structured as it could have been. Any rate, when I got to the senior assistant resident year … in June of that year there was an exodus of chief residents and so I was elevated at that time to be the chief resident surgeon on female surgery which had attached to it the pediatric service across the street. The first night I was on call – at that time as chief resident you were in the hospital – I got a call at midnight and the pediatric resident called and said, “I have a patient over here that has intussesception. Would you come see her?” So I went over and ascertained on physical exam [the diagnosis. The patient had] empty right lower quadrant and intervals of obvious pain and heightened peristalsis in the abdomen that were cyclical and followed by periods of the child no longer screaming in pain. So it was clear on exam and also on plain films of the abdomen. And at the minimum there was total obstruction of the colon. The lead point was beyond the right hepatic flexure so it was already into the transverse colon.  I said to myself we have to operate. I went to explain to the mother what was going on and what needed to be done. She looked at me and said, “I know he is going to be in good hands.” However, I knew that I had never done one of these before so what was I going to do if I couldn’t get this decompressed manually, reduce it manually. That came vividly to me when I was scrubbing. I knew that by saying to me that her child was in good hands was simply a reflection of the reputation of the hospital and not me. Fortunately the operation went well and we were able to reduce it without difficulty. There was no necessity for any bowel resection, but I left there and vowed that I would read fifty pages of the standard text. At that time the new text by Moyer, Harken, Rhodes and Wilkins had come out and it was the lead text book. Fifty pages was a bolus; however, I did that. I disciplined myself because I realized that I was in a position of responsibility and I needed to know some things that I didn’t know. Great year again. The senior year in general surgery is the year you become an operating surgeon.

HRM:  How did you become interested in plastic surgery? 

MJJ:  I was interested in, to begin with, oral surgery. Oral surgery at that time was extirpation of impacted teeth as well as routine extraction and minor surgery; biopsy, things of that sort. And so it was vastly different than what oral surgery is today which is fundamentally not only the mouth and jaws but head and neck, depending on the interests of the individuals and the aggressiveness of the service.  At that time the only individuals that were doing this sort of work were plastic surgeons, although they overlapped with general surgery for cancer of the mouth and jaws. So it was a natural. 

Among other things, Barnes Hospital was my second choice for general surgery; it would be a place for which I would have applied for plastic surgery as well. However, since I was there I was tapped during my senior year to be the resident in plastic surgery the following year. The service was run by James Barrettt Brown, who followed Vilray Blair.  Louis T. Byars was second in command, and then there was Frana McDowell, and the fourth was Minot Fryer. I was assigned the first year to be chief resident in plastic since I was familiar with the service having just completed my senior year. The second in command, Louis Byars, was as skillful a surgeon as I ever met. He was ambidextrous with one exception.  He was fundamentally left handed but you’d never know it with the one exception that you can’t hammer with your non-dominant hand. Try it some time.  He was a taciturn individual, very strict. His surgery was a delight to watch and assist on because there was never any wasted motion. It was a pleasure to operate with him. He taught me a great deal about a number of things not the least of which was discipline in the operating room. Number two, don’t be in a rush but make every move count. Number three, know exactly what you’re going to do and be prepared beforehand for any possible change in direction because of anatomy or disease. He also taught me a great deal about how to take care of individuals with cancer of the mouth, face, and jaws. He taught me about rhinoplasty. He was a wiz at it.  Also hypospadia repair, he was nationally and internationally known for hypospadia repair. 

HRM:  A few papers that came out while you were in residency detailed dietary proteins in burn healing and the effect of thermal injury in rat weight loss. How did these come about?2, 3
MJJ: Well, I’m not sure but I think that Dr. Moyer had a feeling that protein deprivation, although it impacted to some extent wound healing although not to the extent that was then generally thought to be the case, that it profoundly influenced wound healing itself. Se we studied wound contraction. The models we had were twofold. One was protein deprivation where in a rat model the experimental animals were fed laundry starch; zero protein. And so they lost a rather substantial amount of weight as you might imagine. They got somewhat anemic as well as profoundly protein deficient; however, they went ahead and surprisingly healed their wounds by contraction at the same rate as control rats. It tells you something about rats. At the same time it called in to question the wholesale notion that at that time and still today that wounds simply won’t heal. The priority there is not simply the wound but the whole patient. In these experimental animals it turned out to be the opposite. At the same time, or maybe in Gainesville, we set out to study anemia. The model there was bleeding.  It is very difficult to bleed down a rat to anemia unless you do it acutely because they regenerate quickly. We did it by dietary means and we got down to a hemoglobin of 2 to 5 percent. As you know it was pretty profound, but they healed their wounds just as well.  It is not true today, most of the experiments are in human subjects.

HRM:  In a speech that you gave titled “The Fullness of Who We Are”4 you talked about, and I’m going to quote you here, “when I got over to plastic, the training was radically different. We were still being trained at the time under a preceptor system. For example, at Barnes the plastic surgery in those years was largely empiric and based on personal experience of success and failure.” I bring this up because I want to ask you about the landscape of plastic surgery at that time, particularly the 1950s and 1960s.  

MJJ:  I happen to have the first set of the volumes … there were six volumes on plastic surgery that came out subsequent to my residency but in that period that you’re talking about. They were by John Marquis Converse. They were the definitive text in plastic surgery. What we knew about flaps in those days centered about delay. We didn’t understand the mechanism of delay but the fact is it worked to augment the blood supply. The flaps that we used were regional flaps, and there was rotation and transposition flaps. To move a flap of tissue say from the groin region up to the neck, as we do now in one stage, took multiple stages because you would construct a tube pedicle flap and walk it up caterpillar style up to the neck region. That took six months to do sometimes, and it had built in failure at every level. So that is what I mean when I say it was based on empiricism instead of underlying science. 

HRM:  Well, that ends our session covering up through your fellowship training. Is there anything else you would like to add up to this point?

MJJ:  During my residency, I didn’t apply for a position. People came knowing that here was a guy finishing his residency in plastic who has been fully trained in general surgery.  And so I had offers then at that time from University of Florida in Gainesville, a new medical school; from Barb Miller, chief of surgery at Syracuse to establish a new unit there; and at New Orleans at Oschner. So I went to Dr. Moyer and said, “look I want to stay on in academic work and make it my life’s work.” He said, “well” – and I told him the possibilities, oh and I had another one at Hopkins - “well go ahead on to Gainesville. It’s a chance to start a new program at a new medical school. Learn all that you can from that experience and in seven or eight years when [James Barrettt] Brown is ready to retire we’ll take you back.” He didn’t put it into writing, it was a handshake agreement. That never worked out because Dr. Moyer left the program for moral reasons which is another story for another time.

Chapter III:

HRM:  Today is December 7th, 2007. My name is Hunter Moyer and I am sitting with Dr. Maurice John Jurkiewicz.  This is session number three discussing Dr. J’s life from 1959 to 1971, essentially his time at the University of Florida.

Dr. J, we left of last time with your completion of residency and fellowship at Barnes Hospital.  Let us start today with your decision process to move to the University of Florida.

MJJ:  Well, sometime during my final year in plastic surgery I had basically three offers.  One was University of Florida, another was Tulane University, and a third was Syracuse University.  So I had those three, and I went to Dr. Moyer and discussed this with him.  His recommendation was that I go to the University of Florida, a new medical school, were I could learn how to establish a division.  I elected the University of Florida not knowing at the time that that was precisely what Dr. Moyer did when he left Michigan.  He was on the faculty there and he had an offer to join the new medical school at Dallas Southwestern.  And that recommendation, in retrospect, was absolutely the perfect preparation.

HRM:  You have stated before that Dr. Moyer had stepped down and that verbal offer for you to come back to Barnes never materialized.

MJJ:  Yes. That’s a very long story.  He became disillusioned with academic surgery.  He felt that he didn’t get the Institutions support to build a bona-fide service that was made up of full-time academic surgeons.  At that time, most of the attending surgeons at Barnes Hospital were part-time, although they received no salary and spent most of their time at Barnes.  It gave residents excellent training, but they weren’t under the aegis of the Department of Surgery.  They were independent contractors if you will.

HRM:  Describe your arrival at the University of Florida in 1959.

MJJ:  While I was still completing my final year, the University of Florida wrote me and suggested strongly that I needed to come early.  I went to James Barrett Brown and asked if I could do that.  And it turns out that for whatever reason he granted me the opportunity to leave a month or two early.  So, I left there in May and went to the University of Florida.  

I was hired as a general surgeon and to develop plastic surgery as well.  There were three of us on the full-time faculty of surgery.  The chief was E.R. Woodward who came from the University of Chicago, a trainee of Lester Dragstead.  The other, Bill Wheat, was a co-resident with me at Barnes, and he left a year earlier than I to go to the University of Florida.  He was a thoracic surgeon and, like me, was hired as a general surgeon to develop the thoracic service. And that was the faculty, until Woodward invited Dragstead to come down as an emeritus professor.  Dragstead was then in charge of the surgical laboratories.  That was a wonderful experience to be able to hone my surgical and management skills with one of the true giants in surgery.

HRM:  You were in charge of the general surgery 3 service.

MJJ:  Yes.  Woodward was in charge of the surgery 1 service.

HRM:  Can you describe both the hospital and your surgical case load.

MJJ:  The model that they established was a very good one.  In one wing of the main building we were on the sixth floor.  That is where our academic offices were and the laboratories.  Down the hall and cattycorner to that wing were the hospital and the surgical floor. So it was a very good arrangement. Oh, also surgical pathology was on the same floor so you could go there and review your specimens with the surgical pathologists on a regular basis.  

What I did there initially was obviously whatever plastic surgery was referred, which wasn’t much to begin with.  It was mostly general surgery.  Every third day we were on call taking all-comers.  We also spent one day a week in the surgical clinic taking all-comers.  

HRM:  Reviewing your academic papers, there appears to be an interest in you early career in cleft lip and palate.  Is this accurate?

MJJ:  Yes.  We made a deliberate effort to notify the pediatricians and obstetricians that we had a plastic surgery service in Gainesville. Right from the start we had an established referral pattern.  This was to be augmented, or not, by the quality of the work we did.

HRM:  How were you repairing cleft lip and palate at that time?

MJJ:  Initially, I was trained with a procedure developed by Blair, the pioneer of plastic surgery at Barnes Hospital.  It was a procedure that was standard at the time.  A few years later, when I was at Florida, Ralph Millard’s work from the Korean War emerged.  It was there that he began operating, when he could, on children with cleft lip and cleft palate.  He developed what is now standard procedure for repair of a cleft lip.  There are nuances of it that have added to or subtracted from it, but the basic procedure remains the same.  It is one of the great steps in plastic surgery.

HRM:  Back to your general surgery 3 service.  I wanted to ask for your response to the quote from Leonard Furlow: “[Rounds] were famous, or infamous, for their fierce, penetrating, give-no-quarter conference discussions.”  In addition, the label “Malignant Maurice” originated around this time.4
MJJ:  (Laughing) Well, I think that came from the experience we had between the three [attendings] at the Friday surgery conference.  We would review the weeks work and the scheduled work.  The give-no quarter referred not only to me but to [Bill] Wheat and newly recruited Tom Bartley from Barnes Hospital.  So there were three of us [from Barnes] and in a sense we ganged up on Ed Woodward.  They were reliably lively conferences, and the residents loved it.  Malignant Maurice came from this.  That was one of the residents tagged me with that, and it stuck so apparently I was a bit malignant.

HRM:  Do you remember which resident that was?

MJJ:  It was Frank Hererro.

HRM:  Let’s discuss your residents.

MJJ:  Around the third year that I was there we established the division of plastic surgery.  We had enough material and so Leonard Furlow, who at that time was a resident of surgery, came over to establish the plastic service.  So my first resident of plastic surgery was Leonard Furlow.  You can’t start better than that.  The second resident was Paul Black from Chapel Hill.  He came down during his third year in general surgery, because they didn’t have room in the plastic surgery service for him to come on.  Earl Peacock called and asked if I might take Paul Black.  That was a blessing, because Paul Black was a superb resident and an excellent surgeon.  So my first two residents were at the top rung of all the residents that I’ve ever been exposed to.  That was a great start.

HRM:  We have discussed your first two residents.  Can you describe the next in line?

MJJ:  Frank Hererro, Luis Vasconez (another star), and John McCraw.  Also, Paul Black went back to Chapel Hill and finished plastics there.  He had another year so essentially he had one year with me and one year with Earl Peacock.  And so we established this rotation, because Earl was very much into hand surgery and I was very much into head and neck surgery.  It was a very good fit.  Leonard Furlow, Frank Hererro, Paul Black, Ed Torino, and one other resident split between our service at UF and Earl Peacock’s at Chapel Hill.  That arrangement ceased when [Peacock] took the job as chief of surgery at the University of Arizona.  

HRM:  Before establishing the division of plastic surgery, you must have been board certified.  Let us back up a bit and discuss your experience.

MJJ:  I took the general surgery written boards while I was still a resident in plastic surgery.  Fortunately, the venue was at Barnes Hospital so I took the written one morning. Dr. Moyer had told me, “Look, you’ve been well trained. There is no need to go elsewhere to get beefed-up on general surgery knowledge. Just take it.”  That appealed to me, because I didn’t have to go elsewhere and spend several days and all that.  I just went and took the examination.  It was straight forward.   The orals I took in North Carolina, I have forgotten exactly where.  In any event, it was the same scenario.  I was doing all kinds of general surgery, and I didn’t need to take a course.  My first questioner was Nathan Womack, the chairman at Chapel Hill.  He asked me how I would handle a burn to 40% of the body surface.  At that time, I was doing all of the burn care at the University of Florida so I was well prepared.  

HRM:  And the plastic surgery boards?

MJJ:  I took the plastic boards in 1963.  The written and oral boards were combined.  Again, it was very straight forward with one exception.  I was asked some questions on the anatomy of the foot.  Other than that it was very straight forward.  I was also questioned on parotid surgery, neck dissection, and of course routine plastic surgery.

HRM:  Do you remember who administered your oral boards?

MJJ:  Cliff Kiehn of Case Western Reserve.

HRM:  That was 1963.  In 1964 you established the Division of Plastic Surgery at the University of Florida.  Can you describe how you went about creating a new division?

MJJ:  Well, you have to accumulate the number of requisite cases and submit all the material to the residency review committee (RRC).  We apparently had more than sufficient material, and so we had no difficulty with the RRC.  And as I told you, I had Leonard Furlow as the first resident so we were in good shape.  Our service still was doing, throughout my 12 years at the University of Florida, general and plastic surgery.  I had in a sense a split service, because we had our resident and we took on a general surgery resident at a senior level and an intern.  Thus we trained general surgery junior residents, senior residents,                                                                and plastic residents.

HRM:  You authored articles titled Vascularized Intestinal graft for Reconstruction of the Cervical Esophagus and Pharynx5 and What’s New in Surgery: Transplantation of Tissues in the mid-60s.  In addition, Dr. Furlow dates your first jejunal transplant to 1960.4  Can you elaborate?

MJJ:  The [second] article was an assignment by the American College of Surgeons.  It was what’s new in orthopedics, what’s new in vascular, what’s new in plastics and so on.  And that was given at the American College of Surgeons annual meeting and subsequently published in the SG&O, which at that time was the official publication of the College.  

HRM:  So you were doing free tissue transfers in the early sixties?

MJJ:  Well, I did the first one in 1958 and that was the first one in this country, with the exception of Max Som an otolaryngologist in New York who had done several on dogs and then went to a clinical case.  He performed the operation, but unfortunately that patient died within six or seven days of the case.  Mine was fundamentally the second, but it was successful.  Actually back in 1957, a thoracic surgeon named Clem Hiebert, at the Maine Medical Center, replaced a patient’s esophagus with a free transfer of the fundus of the stomach.  So that was the fist successful one, and I believe that’s the only free, tubed fundus transfer that has been done.  There may be others, I don’t know.

HRM:  Can you describe your early experience?  Was it similar to the operation performed today?

MJJ:  Yes.

HRM:  Were you monitoring with ultrasound?

MJJ:  No.  We were monitoring with prayer.

HRM:  Did you create an extra-corporeal segment?

MJJ:  No that came later.

HRM:  What was your success rate and describe your anastamosis? 
MJJ:  Two out of three. We attached somewhere in the carotid system.  The first one I did was an end-to-side into the external carotid.  The binocular scope used today was in an experimental laboratory and so we were doing this with the naked eye and later with loupes.  The clamps we used, the bulldogs, were standard for vascular surgery not microsurgery.  The microvascular clamps were developed a few years later by Robert Ackland.  The Louisville clamp placed the two vessels, the recipient and in-flow, together.  For us it was free-floating.  They weren’t on this microvascular clamp, and most importantly the finest silk we had was 7-0.  This was swedged onto needles that were much more gross than the present microvascular needle.  So the first three were done with the naked eye, free-floating vessels (you finally stabilized with two end sutures and then ran it from there), and large needles.  Primitive.  By the time I arrived at Emory, the technology had progressed to include appropriate binocular microscoscopy, the Ackland clamp, fine caliber swedged-on needles, 9-0 silk and, microvascular instruments developed by Harry Buncke.
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This painting by Robert Beach depicts Dr. Jurkiewicz’s early work with jejunal transplantation and was included in a 1965 article in PRS.  A plaque attached states, “It is noteworthy that the clinical use of free flaps that he wistfully predicts in his article’s discussion and which ushered microvascular surgery into the specialty of plastic surgery did not occur for another eleven years.”
HRM:  Any other free tissue transfers in those days?

MJJ:  No. That was it.

HRM:  While in Gainesville, you participated in several committees.  I wanted to ask you about each one.  First was the Steering Committee.

MJJ:  I don’t remember much of that.

HRM:  The Medical School Selection Committee.  What did you look for in a prospective student?

MJJ:  That was a great learning experience.  The committee was made up of representatives from surgery, medicine, pediatrics and such.  It was a one-on-one interview process.  Just starting out, I had no instructions.  It was on the job training and a great experience.  I soon found out that there were certain undergraduate experiences that told you with some certainty that these were good students.  I am trying to recall some of them. I wish you had given me these questions beforehand.  One of the experiences was being an undergrad from Davidson College.  If a student applied from there they were pretty much in.

HRM:  Another was the Curriculum Committee.  I know that medical school curriculum is an important topic for you and one that we will discuss in a future session.  Do you remember what you advocated in regards to medical education at that time?

MJJ:  Yes.  Frequent interactions with medical students on ward rounds and conferences, and weekly conferences with a small group of four to five first year medical students to introduce them to surgical disciplines.

HRM:  The Promotions and Tenure Committee.

MJJ:  That was an interesting experience.  It was a committee made up of individuals that all headed a residency program; pediatrics, medicine, and surgery fundamentally.  Maybe OB but I’m not sure.  I remember specifically being there when Leonard Furlow was being evaluated to become an associate professor.  The chief of surgery, Dr. Woodard, gave his report for both Leonard and another individual.  It was quite apparent at the time that it was not a very good presentation in support of either one of them.  So I had to supplement his comments with my own.  It was at that time that I recognized that the chief of surgery wasn’t really familiar with the ability of residents he had just trained.  It was that experience, particularly with Leonard Furlow, that cemented my decision to leave the University of Florida.  I left for two reasons.  The first I just mentioned and the second was that it was quite apparent that neither plastic surgery nor thoracic surgery was being supported as well as they should be by the general surgery department.  And we were supporting to a very large extent the development of otolaryngology and orthopedics.  At the same time, the vice chancellor for medical affairs was an oral surgeon so I said, “we can develop no further with the current system at the University of Florida.”  I was being actively recruited by several Universities.  

HRM:  When you decided to leave the University of Florida, what offers were you considering?

MJJ:  The first was at Yale, and I was very much interested in returning to New England since I was born and raised there.  My wife also spent most of her life in New England.  But traveling from LaGuardia airport to New Haven we took a very small airplane in a January snow storm.  The wind was blowing, it was bitter cold, and although I was interested my wife said “we’re not going here.”  The second was Iowa which at that time the Department of Surgery had a new chairman.  He was a friend of mine named Bob Condon, and he invited me to come and inspect that service.  The individual he had recruited previously was leaving, and so I made two visits to Iowa.  I was interested primarily because they had a system where all the indigent patients in the state were referred to the University of Iowa creating a built-in referral service.  The third was Cornell.  The division chief in plastic surgery, a national figure, was retiring.  Milton Edgerton, the chief at Johns Hopkins was invited to become chief of plastic surgery there.  He had invited me to accompany him, because the chief of surgery at Sloan Kettering, across the street from Cornell, was also retiring.  So Cornell wanted to establish a firm relationship and establish an active rehabilitation phase of surgical oncology.  At that time there was no active reconstruction as we know it.

HRM:  And the fourth was Emory?  How did Dean Warren talk you into Emory?

MJJ:  Well, Dean Warren and I were co-residents, one year apart at Barnes Hospital.  He went to medical school at Johns Hopkins; however, he and his wife decided raising their children in Baltimore was not a good idea.  They left and spent one or two years in Michigan.  Then Carl Moyer, another Michigan man, was appointed as chief of surgery at Barnes Hospital and Dean Warren followed.  We became very good friends.  He tried to recruit me to the University of Miami when he was chief there.  I didn’t want to get between two senior plastic surgeons vying for the job and get cut to pieces.  So when he called (he was urged to do so by Paul Black and Carl Hartrampf) I said on the phone that I’d come, sight unseen.  There was no plastics division.  What was done was on an ad hoc basis.  The senior plastic surgeon at that time was Bill Ham who trained at Barnes.  Billy Schatten who trained with me in plastic surgery at Barnes was also there as well as John Lewis.  They were essentially consultants to Grady and the various hospitals.  I came because of Dean Warren and Grady Hospital.  We had a going service from day one because of the immense pathology at Grady.

HRM:  You brought two residents with you: Bob Leonard and John McCraw.

MJJ:  Bob Leonard was a resident in surgery at the University of Alabama and then came to Florida for his plastic training.  I made the decision to leave in July and so Bob petitioned the Department of Surgery at Florida so he could leave and join me at Emory.  He came in January.  John Bostwick was then a third year surgery resident at Emory and so he came on for six months that year and then finished his general surgery training the following year.  He then came back on the service.  John McCraw came in 1973.  We established the division in 1972 with the help of Luis Vasconez, whom was recruited to Florida as a general surgeon in January of 1972.  Luis came to Florida in Army uniform on the advice of the faculty at Barnes.  He was appointed to a residency in general surgery to be followed by plastic surgery.  I was only able to take him for one year, so I called Bob McCormack at Rochester.  He went there for a year, which was good because Bob’s strong suit was hand surgery.  So Luis came back to finish his training with me and then came on the faculty at Florida in 1972.  When I left there I tried very hard to get both Leonard Furlow and Luis Vasconez to come with me.  Luis decided to come and made a wonderful statement: “You’re going to need someone else with you to protect your back side.”  He was absolutely correct and lended great strength to the service here.  He was a great leader and a wonderful surgeon.  

HRM:  Anything else to add about your days in Gainesville?

MJJ:  When Carl Moyer left in 1965, the surgical staff at Barnes went to the new department chair, Walter Ballinger, and urged him to call me.  It was apparent that he wasn’t interested in recruiting me what-so-ever.  He said, “I know that you are a full professor. The best I can do for you is to make you an associate professor here.”  I subsequently sent a letter saying no thanks.  He promptly recruited who he wanted, Jack Hoopes.  Jack accepted that and was there for a year or two before he left to return to Hopkins to replace Milt Edgerton.  I was recruited a second time by Walter Ballinger.  So I went with my wife Dee, but with my experience working under department chairs I realized how critical it was to have you and the department chair on the same page regarding training residents and to have a general agreement on future directions of the division of plastic surgery.

Chapter IV:
HRM:  Today is January 11th, 2008. My name is Hunter Moyer and I am sitting with Dr. Maurice John Jurkiewicz.  This is session number four covering the years at the Emory Division of Plastic and Reconstructive Surgery (1971 to 1993).

HRM:  How did you establish the division of plastic surgery at Emory?

MJJ:  Rod Hester was then chief resident surgeon at Grady Hospital, and John Bostwick was also on that service.  John was interested in plastic surgery, and he went to Dean Warren to seek his advice.  Dean Warren told him to stay and not search for plastic training elsewhere, because I was being recruited to come to Emory.  John decided to stay, and at any rate, the service was established in January of 1972 consisting of a resident whom was to begin his plastic training in Gainesville.  He came [to Emory] with permission from the University of Florida.  Thus, the service was established with him and John Bostwick.  I recruited Luis Vasconez as well.  After Rod Hester finished his general surgery training, he went to South Georgia and practiced for six years as I recall.  He contacted me afterward and wanted to be trained in plastic surgery so I found a place for him.

HRM:  Your service in Gainesville was heavy with burns and clefts.  Were you able to continue those cases at Emory?

MJJ:  Yes.  The burn service was then handled by Harlen Stone.  We simply worked out an agreement with him that any burns of the hands and face would be transferred to plastic.
HRM:  Can you describe who was at Emory upon your arrival in 1971?

MJJ:  Sure.  That is a very open-ended question.  Of course Dean Warren was the chief of surgery.  I had decided when I came to Emory that I would establish my main academic office at Grady Hospital.  Harlan Stone was at Grady pretty much on a full-time basis.  I would be the second to join him at Grady.  Within a matter of a month or two, Dean Warren realized that there was not a very good relationship between the surgical service and the medical and pediatric services at Grady.  And indeed add the obstetrics and gynecology service.  Consequently, he appointed me as chief of surgery at Grady in addition to developing the division of plastic surgery.  I remember well [Dean Warren] said, “It is only going to take a few hours a week.”  So I accepted the challenge, and actually it was basically picking up the pieces after confrontations between the surgical service and the, for example, medical service.  Mostly it stemmed from a failure to refer patients promptly with acute abdominal conditions.  There was a similar kind of confrontation in pediatrics.  The third was that obstetrics and gynecology, or gÿnocology as Dan Thompson preferred, was doing a good deal of general surgery and in particular pelvic surgery.  Basically, I was to put oil on the water and it worked out.  That went on for approximately six years when I finally went to Dean Warren and said, “Dean its time for you to get a chief of surgery here that is a trauma surgeon.  I’ve been at this for six years, and you told me it was temporary.”  Any rate, he recruited a bona-fide trauma surgeon, Roger Sherman, who was then in Tampa, Florida.  He came up and became chief of surgery, and about that time, Harlan Stone had an offer to become chief of surgery at the University of Maryland which he took.  

HRM:  Please describe Grady.

MJJ:  The administrative aspect of Grady at that time was headed by William Pinkston.  He was an absolutely great administrator.  The chief medical officer was Asa Yancey whom trained at the University of Michigan, and between Pinkston and Yancey there was no strife at Grady at that time.  Sure there were financial issues that always came up since the care and the mission of Grady is primarily to care for the indigent patients within Dekalb and Fulton County.  The problem with that is that Grady doesn’t turn down anyone.  Consequently we were treating patients from far beyond just those two counties despite the fact that the funding came just from Fulton and Dekalb.  That is a problem that has not been addressed up to the present time.  As far as the material that we saw on the plastic service, it was mainly trauma, head and neck cancer, and finally under the category of chronic unhealed wounds.  One example was a patient I saw, very early, on the chest service where they were attempting to close an empyema cavity with an Eloesser flap.  At that time we had no method of reconstructing the chest wall, none.  Coincidentally at a meeting in Montreal for the Society of Plastic and Reconstructive Surgeons there was a paper consisting of three patients with defects of the chest wall, mainly from osteoradionecrosis, treated by a regional flap of the omentum.  I came back from that meeting and we had several patients on the ward that needed precisely extirpation of portions of the chest wall followed by flap coverage.  We started using the omentum, and we found that depending on the size of the defect one could simply cover it with omentum and a meshed skin graft.  The meshed graft does not inhibit wound contraction to any extent.  In most patients, the wound would contract approximately 50% and that would recruit the skin on the circumference of the defect to give the wound appropriate tension to prevent paradoxical breathing, a flail chest describes it really.  Subsequent to that there was a patient that came in on the chest service that had an extensive pigmented basal cell carcinoma of the anterior chest wall involving the clavicles and the entire sternum with the exception of the distal segment.  In the literature there was no description whatsoever of reconstructing such a patient.  There was one patient reported by Art Baue from Yale in the literature that survived a sternectomy.  Art was one year behind me in medical school and a good friend.  So, our service and the chest service went over to the anatomy lab and used pectoral muscle advancements in a pants-over-vest method to reconstruct a huge defect in the chest wall.  
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At the same time we had been harvesting every single lower extremity amputation to the blood supply to determine how we could use muscle flaps to cover defects of the lower extremity following trauma.  In so doing, we learned of the blood supply and the way muscle flaps could be used, for example the reach of various muscles.6  That was gradually extended to include more than just the lower extremity.  Over a five year period from 1972 to about 1977, we had John Bostwick, John McCraw, P.G. Arnold, Foad Nahai, Paul Black, Stephen Mathis, and Rod Hester.  It was an exciting time.  It seems that each week they were discovering a new muscle flap, and it all started with work in the anatomy lab.  By that time, John McCraw had finished, and he was called into the Air Force.  He was at Ackland Air Force base in Texas which is the principle hospital for the Air Force personnel and dependants.  He was there for two years, and that is where he performed the first myocutaneous flap transfer with the gracilis.  That was for vaginal reconstruction.7  He called me around 11:30 at night of the day he did the operation.  He was jumping up and down.  “Hey boss you wouldn’t believe it.”  With that group of residents, virtually every operation we did had a connection to myocutaneous flaps or muscle flaps.  And with Foad Nahai and Stephen Mathis, Stephen was the guy who really seized upon this, they put together the book that has become the standard text of myocutaneous flaps and [image: image9.png]The.
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muscle flaps.8  It’s a best seller and has been for two decades.  

HRM:  Can you describe Vaconez’ Laws of Flaps?

MJJ:  That came about from Luis’ general wit and early experience with muscle flaps.  In fact I have a statue given to me by Leonard Furlow, and within the figure’s hands is a book that contains the various laws of Vasconez.  I will find that statue.  They came about from his genuine wit.  For example, one of the laws was: If plan A doesn’t work, go to plan B rather than use plan A over again.  Words to that effect at least.  Another one was that the portion of the flap that you lose was precisely the one that you needed to repair the defect.

HRM:  Let us end the early years at Emory with the departure of Dean Warren.

MJJ:  Well, we ought to describe Dean Warren and his impact on the plastic surgery service.  As I told you we were residents together at Barnes hospital, and he was a year ahead of me.  We were also neighbors together on the Washington campus. Dean Warren was the best department chairmen I was ever exposed to.  The fact that we trained together at Barnes Hospital helped a great deal, but it was friendship among other things.  Although I was head of a division, it was a seamless kind of relationship in that we had basically the same objectives.
When Dean Warren came [to Emory], J.D. Martin had put together the residency program at the Emory affiliated hospitals.  At that time there was a free-standing residency program at Emory (or basically Grady) and at the VA.  He put together Emory University Hospital, the VA, and Grady.  When Dr. Warren came he added Crawford Long, and of course Eggleston was in the mix as well.  And thus, we had already the Emory affiliated hospital system set up, and that was the work of J.D. Martin.  In 1972 or thereabouts Jim Laney, who had been recruited originally to come to Emory as the chairman of the theology department, came from the University of Virginia where Dean Warren had been at one point.  He also had an MBA from Yale, and within a year or two, Jim Laney was elevated to be president of Emory University.  He had the vision of national prominence for Emory.  Emory then was a very strong, southern-oriented, regional institution under the aegis of the Methodist Church.  Mr. Woodruff was chairman of the board at the Coca-Cola Company and their foundation.  That foundation gave Emory the largest gift ever given to a university in the United States, something on the order of a hundred and twenty million dollars.  That meant that Woodruff, Laney, and Dean Warren had the same vision that Emory needed to become a major university known throughout the country.  And they set out to do that.  When I came here that is what we wanted.  We wanted to establish a division with a national reach.  It was accomplished within the tenure of Laney and Dean Warren and fueled by the money of the Woodruff Foundation.  It was the vision of those three men fundamentally.

Any rate, Dean Warren first noted a mass at the left lateral canthal region [of his face].  On clinical exam it was firm and fixed, and so immediately I said this has to be metastatic cancer or it is a local cancer arising within the orbit itself.  I biopsied it and it was squamous cancer.  We looked everywhere for a primary – couldn’t find it, couldn’t find it.  The initial thrust of his treatment was with radiation.  He had a good response but incomplete.  We still were unable to find a primary so we decided that it may well be that it had arisen from epithelial remnants within the orbital region.  The dental anlaga begin way up in the [superior maxilla] and migrate eventually to the mouth.  We performed an orbital exenteration, removed the ascending ramus of the zygoma, then most of the lateral aspect of the zygoma and that of course puts you square into the antrum.  We had to strip the mucosa of the antrum and use something to fill it up, and then fill up the orbit.  We elected not to place an artificial eye, because it is fixed if you don’t have muscle to power it and it looks like a fish eye.  The better thing is to cover it up and use an eye band, which is perfectly acceptable to the viewer.  That is what we did; we took the omentum and reconstructed the lateral orbital wall with split rib grafts.  I believe we took parts of two or three ribs, small segments, but you know that is disabling to begin with.  Any rate, we split those and wired them, this was in the age of wires rather than precise screws, and fixed the zygoma with one strut and two struts into the orbit itself, and then [this] bends pretty easily so we were able to reconstruct the configuration of the zygoma itself and then use the omentum to wrap all that to give it blood supply.  We used the rest of [the omentum] to fill the orbit and the antrum.  In one operation we had accomplished everything we needed, and we got a reasonable, in fact a very good, restoration of the contours of the face.  He had two years with a good palliative procedure, eventually dying of direct extension into his cavernous sinus.  Mechanism of death was intracerebral hemorrhage.  He didn’t want anything else done.  We didn’t get an autopsy, he didn’t want it.  No primary was ever found.

HRM:  Let us discuss your involvement and presidency of the American Association of Plastic Surgeons.

MJJ:  That began when I was still at the University of Florida.  Three of us, Thomas Krizek was then at Yale as chief of plastic surgery, Jack Hoopes was at Johns Hopkins, and I was at Florida,  were charged by the President of the American Society of Plastic Surgery to update the manpower issue in plastic surgery.  We engaged the statistical department at Johns Hopkins to put together a protocol of how we were going to do this.  Fundamentally, without going into details, we put together a study where we canvassed the entire country to determine the minimal patient number within an area that could support a plastic surgeon.  Equally important was the referral physician mix.  We came to the conclusion that we needed to augment considerably the number of plastic surgeons within this country.  That is condensing all of this, but it was a very good study.  We presented that to the Society at the annual meeting and to make a long story short the findings were never published.  It went into a drawer somewhere and nothing ever came from it.  We were all disappointed, but we learned a lot.  Secondly, when I presented that material, there were members of the hierarchy of plastic surgery at that time, and several of them were officers of the American Association of Plastic Surgeons.  I was not a member at that time so I was sponsored then by actually the president of the American Association of Plastic Surgeons and invited to become a member.  So I became a member of the Association while still at the University of Florida.  
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AAPS Fellowship Certificate

Before that time I had published material on jejunal free flaps and reconstruction of the esophagus.  On the strength of that I became a member of the American Surgical Association, which is the association of professors of surgery in the country, fundamentally.  So then I had some national exposure.  I came [to Emory] in 1971 and became involved with the American College of Surgeons on a couple of committees.  One of them had to do with dealing with the FDA.  I was a delegate of the American College of Surgeons to that committee, not the drug aspect of it but rather instruments and implants, orthopedic primarily but also plastic as well.  So I became involved with the College doing committee work.  The long and short of it is that in 1980 I was elected to the Board of Reagents of the [American College of Surgeons], and I was on the board then for ten years.  Preceding me as a member of the Board of Reagents; the Board of Reagents is made up of individuals throughout the country who are board certified surgeons usually within a major university, but not always.  They represented a specialty: plastic, general, orthopedics, otolaryngology, etc.  The predecessors of the position that I was elected to were, the first one was Louis T. Byars who was on the teaching faculty of plastic surgery at Washington University.  He was one of my teachers and heroes.  He was the most gifted surgeon I ever met.  He was totally ambidextrous.  He was first, and he was followed by Joe Murray, and then I followed Joe.  It was a great experience.  Probably the best ten years of development that I had as a surgeon was being a member of the Board of Reagents of the College.  Usually, someone from the Board of Reagents was elected to the Presidency.  It was a step-wise process fundamentally.  I became President in 1989; my tenure was from October to October of 1989 to 1990.  It was an honorary position, because the College is run by the Executive Director and the Board of Reagents.

HRM:  What was your platform as President of the American College of Surgeons?

MJJ:  Well you can look that up.  You can get the Presidential address I gave by going to the College.  They have all that material on file.  The teaching of surgery is primarily carried out by the department of surgery without the contributions of orthopedics, otolaryngology, ophthalmology, etc.  There needed to be an input to the teachings of surgery not only at the medical student level but also the resident level by all the surgical professions.  That was the thesis of my presidential address.  Now is that going to happen? The answer is yes, probably in the next decade.  We are moving toward that now.  Right now, the department of surgery is obviously becoming fragmented into divisions that are engaged in a specific segment.  For example, general surgery now is endoscopic surgery.  Urology has split off, orthopedics has split off.  General surgery is being split into smaller and smaller fragments.  It was lead by vascular surgery, and now they have a stand-alone division.  They are struggling really for at least a decade, maybe longer, to establish vascular surgery as a department while still coming to an agreement that they will be a division under general surgery.  That is not going to continue I don’t think.  And plastic surgery, unfortunately, is also one of the divisions that nationally have joined the parade to become a department.  That is both good and bad.  It is bad because we will no longer have the input into training general surgeons in a meaningful way that we used to have when I first got here.  Totally different.  Similarly, the medical schools of this country have decreased the amount of influence that surgery has, and so surgery is perceived to be a post-graduate discipline not an undergraduate one, which is a huge mistake in my view.    

HRM:  Let us discuss your Presidency of the AAPS.

MJJ:  Well again that is published, and you can find it in PRS (Plastic and Reconstructive Surgery).  [My platform] had to do with relationships of plastic surgeons to other disciplines in surgery and the need for cross-fertilization.

HRM:  You continued as chief of the Division of Plastic Surgery …

MJJ:  Until, well when Dean Warren died, he never retired, he died while still department chairmen.  His death we knew was imminent and so a search began at the time of his death.  We interviewed a number of people and eventually chose Dr. William C. Wood who was chief of the Division of Surgical Oncology, and had been for a couple of decades I believe, at the MGH.  Any rate, he was successfully recruited here and has done I believe an excellent job of recruiting good, sound surgical faculty at Emory.  Dr. Warren at the time of his death had an aging surgical faculty in general surgery.  Thus, there was a need for recruitment of fresh, young surgeons.  Dr. Wood has accomplished that and done an excellent job.  Recruitment isn’t the problem, the problem is retention, because of the difficulties that all physicians have with re-imbursement that comes fundamentally from insurance and driven by the fee schedule within Medicare and Medicaid.  So when Dr. Wood came he asked me, at that time I was of retirement age about 70 I believe, he asked me if I’d stay on.  So I stayed on until about 1993 or 1994.  I don’t know the exact date when I stepped down. John Bostwick was then named the next chief.

Chapter V:

HRM:  Today is February 15th, 2008. My name is Hunter Moyer and I am sitting with Dr. Maurice John Jurkiewicz.  This is session number five covering Dr. Js later years at Emory and beyond.  Previously we left off when you stepped down as chief of the Emory Division of Plastic and Reconstructive Surgery resulting in the elevation of Dr. John Bostwick as chief.

HRM:  Had you selected Dr. Bostwick as your successor?

MJJ:  No, I did not.  I knew that he would be one of the candidates, probably the major candidate.  Dr. Wood saw what he had already and decided from the start that John Bostwick would be the chief so he did not engage in a national search.

HRM:  Will you discuss John Bostwick?
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MJJ:  Well, I think we related some of that, I got here in 1971 and John Bostwick was then a third year resident in general surgery.  The chief resident in general surgery at Grady at that time was Rod Hester.  Rod Hester finished his surgical training in the summer of 1972, and he left and went into practice in South Georgia.  About five years later he wanted to return so he called and came back as then a resident in plastic surgery.  By that time, John Bostwick had finished his residency and had become chief, no he was a member of the faculty in plastic surgery at that time.  So was Foad Nahai as I had added Rod Hester as the fourth and myself as the fifth.  We had a full cadre, and I recruited the chief of maxillofacial surgery.  I had the faculty mix I wanted and we needed.  What was the start of this?  Oh yes, breast reconstruction came into being, and the first myocutaneous flap reconstruction of the breast was the transfer of the latissimus dorsi muscle from the posterior aspect to the anterior aspect.  The first one of those ever done was at Grady about 1975.  Subsequently, Carl Hartrampf developed the TRAM flap.  Breast reconstruction after mastectomy then came into being.  That idea came to Carl Hartrampf, and he has discussed this himself, documented it, from a patient who came to him for a mastectomy, and she suggested, “why don’t you just take this [abdominal fat] and move it up there.”  An epiphany then occurred and they worked that out in the lab with one of our residents.  They went ahead and did it.  Any rate, breast reconstruction came into being on the strength of those two contributions and the development of the technique to do this.  John Bostwick seized that and developed a practice based on breast reconstruction.  He made immense contributions in that field, but again it was like the contributions originally of Mathes and Nahai.  They took a technique, broadened it for universal application, and published a book on it fundamentally.  John Bostwick did the exact same thing for breast reconstruction.9
John Bostwick III (1943 – 2001)

HRM:  I think we ought to talk about his death.

MJJ:  Totally unexpected.  He obviously had, no he did not have any obvious symptoms that either the family or the rest of us on the surgical faculty or the medical faculty could relate any behavior modifications that suggested he had a depressive disorder.  But he clearly did, shot himself.  And it was a tragic, tragic loss not only to Emory and the Department of Surgery but to surgery in general.  [He was] a very productive person in general.

HRM:  Can you discuss the division after his death?

MJJ:  Well his loss was such a… you obviously needed a new division chief and additional faculty, because his surgical load was unbelievably large and a decision was made fundamentally by those of us still in the division that it was better to recruit; we had input from Scott Spear and Rod Rohrich, we engaged them as faculty members, invited them to come talk to us about national recruitment, local recruitment, etc.  We decided that we would recruit locally and Rod Hester was the best choice.  This saved us time, money, and reorganization, and the division has basically thrived under his leadership.

HRM:  I understand that Dr. Jones was fundamental in the division after …

MJJ:  Dr. Jones was made an interim chief while all these discussions were going on.  Once we decided on Rod Hester, then [Dr.] Jones reverted back to his faculty status and was no longer the interim chief.  The reason for that had not to do with his talent or leadership ability but the fact that Dr. Jones did not have his boards in plastic surgery.  And again the reason was he was trained in South Africa, came here and was retrained here, but had no general surgery training here which is a requirement of the American Board of Plastic Surgery.  It is a rule that I believe at the time was a sound rule but over time has become in my view no longer relevant.  The training throughout the world now is built upon the model within the United Kingdom and the United States.  It is no longer a German model.

HRM:  Can you describe Dr. Jones and Dr. Hester?

MJJ:  Well, we’ll take Dr. Hester first.  When he was on the faculty here, he was doing the total broad scope of plastic surgery at the time.  That had to do with microvascular surgery, craniofacial surgery, reconstruction of all kinds, and some aesthetic surgery.  He saw the need as division chief of putting the division on a sound fiscal basis and therefore needed to develop aesthetic surgery as an integral part of [the division].  Under my leadership we neglected aesthetic surgery deliberately since we were engaged at that time in reconstructive surgery.  To make a long story short, while a faculty member [Dr. Hester] attempted to engage Emory into building a separate unit on an outpatient basis where we could house patients overnight if need be.  Basically an outpatient [unit] directed toward aesthetic surgery.  It came to a time were he had developed all the ideas of how to do this, however Emory decided at the last minute that they would not proceed.  So Rod Hester decided that he would do that on his own dollar.  He took an immense risk and succeeded.  

The other aspect was Jones himself.  Dr. Jones in the meantime developed a surgical practice that equaled in volume to that being performed by John Bostwick before his death.  He is a very, very gifted expert in all aspects of plastic surgery.  So he was a great contributor to the development of the division.  He will do so also at the University of Illinois in Peoria.
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HRM:  Can you tell us about the origins of the J Society?

MJJ:  Yeah this occurred, I don’t know the exact time but Kathy can fill you in on the date.  There was a meeting of the Southeastern Society in Bermuda.  And all the former residents that trained at Emory or the University of Florida, many of them were at that meeting.  They decided to form a J Society, and they did.  At the first meeting or prior to that first meeting, I don’t know exactly when, I suggested that to have a meeting in conjunction with the regional meeting like the Southeastern like the wanted to set up, that you should consider long-term another aspect of it and that is an educational component to it.  Because to have a get-together at a national meeting means you’re going to focus in total on a social meeting. Which is important, but equally important is what the educational matrix was and is at Emory within the Division of Plastic Surgery.  That is to say that we learn from one another.  So we needed to have a meeting independent in my view of any other meeting and make this a focus not only of a social interaction but also an educational interaction as well.  And that was the way it has continued to the present time.

HRM:  What would you like for the future of the J Society?

MJJ:  Well they are going to have to decide, because Dr. J is now approaching his own demise.  My life expectancy is now increasingly short so they will have to decide if this is worthwhile or not.  I think it will be, and I think it will require some energetic leadership for it to continue.  But the way it is set up now we meet every two years, and we meet for three days over the weekend, and it has served us well, not only the division here at Emory but the group at large.  It is a good meeting.  Have you participated?

HRM:  I went to the dinner last year.

MJJ:  Well that dinner was really great fun.

HRM:  What would you like to see for the future of plastic surgery?

MJJ:  Plastic surgery within my lifetime and within its history is fundamentally built on innovations within the corpus of plastic surgery itself.  It is not a static entity.  For instance the development of myocutaneous flaps and muscle flaps was a huge step of putting plastic and reconstructive surgery on a sound scientific basis.  We have built on that.  To me the next step is going to be in the transplantation of hand and face.  And that lecture that we attended yesterday is the basis of what this division will become in the very near future.  It will be first hand transplant, and then face transplant or both.  And so these are not isolated.  What are the other organs that you know that you cannot reconstruct?  You can reconstruct in part but not totally.  The larynx being one of them.  That technique has already been worked out; Steve Mathis worked on this as well as others.  It is being developed within otolaryngology right now.  The problem is rejection.  It is an organ that is exposed to the environment, and therefore it is highly sensitive to rejection, just as skin is.  The second that you cannot reconstruct that comes to mind is the penis.  

HRM:  Isn’t there already active reconstructive penile surgery?

MJJ:  Yes, but what do you reconstruct?  You reconstruct a urinary conduit; however, the basis of life itself depends upon sexual function.  So you are overlooking the major functional reason for a functional penis.  We have been engaged in re-planting the penis, not only we but other units.  The technique has been established, but the transplant rejection is another matter.  These are two that immediately come to mind.  The reason that came to mind to me immediately is because two patients that I saw that I might have discussed previously were infants, newborns that I saw when I was at Scottish Rite.  I had a rather extensive practice and at one time was chief of plastic there.  To make a long story short I saw two patients that had a circumcision within a week of birth.  There was a malfunction of the cautery, and both of them had the penis burnt off.  Two of them.  One of them was converted, which is now the standard procedure, and raised as a girl.  The second was reconstructed.  The reconstruction as I told you will reconstruct a urinary conduit but that is it.

HRM:  It would be worthwhile to talk to those two now.

MJJ:  Yes it would.

HRM:  What advice do you have for young plastic surgeons?

MJJ:  The advice I have has been to remember your roots.  You went to medical school not to become plastic surgeons but to become a physician.  Now in modern education within medical schools you have very broad experiences.  Then you’re asked to make a choice, “am I going to remain a physician or build on that and become a surgeon as well”.  Then during you’re residency in surgery you decide what aspect of this am I going to further focus on.  So you become a plastic surgeon.  So you first are a physician, second you’re a surgeon, and third you’re a plastic surgeon.  Don’t simply become a plastic surgeon.  Think of the whole patient, and remember you are a physician first.

HRM:  If you were to do it again would you do anything different?

MJJ:  I might choose a terminal end-point different from plastic.  If so I would choose at present pediatric surgery (which is still very broad based), general surgery, or reconstructive surgery in the purest sense.  Number two would be some aspect of cardiovascular surgery.  I would choose at present thoracic surgery, straight thoracic.  There are immense problems with transplantation of the lung.  But the initial result after a lung transplant is transformation of that particular individual that is extraordinary, it is virtually giving back, and you see it in their eyes, the gift of life itself.


HRM:  Is there anything else you would like to add?

MJJ:  I think about it a great deal.  Your career, you are embarking on an immense adventure.  It is what you make of it.  Plastic surgery is a great field.  It is underappreciated by your colleagues, because they haven’t really been exposed to it while they were in medical school, during their residency.  We still have a very segregated experience not in medical school any longer but in our residencies.  Do we relate to for example the residents in medicine?  Do we?  


HRM:  Honestly, no.

MJJ:  That is right.  They refer patients to us, we refer patients to them but do we really truly interact.  Not as much as we ought to.  And my own mentor, Carl Moyer, discussed this at some length.  It was his dream, and he was trying to institute this at Barnes, of having a rotation of the; he started out by inviting the chief resident or next in line resident in medicine for a few months rotation in surgery.  Is it being done anywhere else?  The answer is no.  It was his idea to establish that as step one.  Step two would be the chief resident in surgery to spend an equal amount of time with that resident in medicine.  Great steps.  So if I were involved all over again, I would be championing that approach.

The real joy of my life has been as an educator.  Surgery has been part of that, but it is basically education.  And if I am to be known for anything, I would like to be known as a teacher.  

HRM:  From the youngest member of the J Society to the oldest, it has been a lot of fun.  I really appreciate it.

MJJ:  Good.

Chapter VI:

Letters were mailed to all members of the J Society to elicit responses to the following questions.  The idea was to complete the picture of Dr. J from the other side, that of the student, mentee and torch-bearer.  All remarks are in their original, unaltered form.  

Question 1: How did your relationship with Dr. Jurkiewicz come about?

Dr. J gave a talk to the medical students titled, “Squares, Circles, and Triangles” and I never forgot.  John Bostwick introduced him to me and relayed my interest in plastic surgery.

· J. Barry Bishop

A resident and then his partner on the Emory faculty

· Foad Nahai

I came to know who he was in 1953 when I was between freshman and sophomore years at Washington U. Medical School working on a lab project.  Dr. J was an assistant resident working in the same area.  Eight years later I came to UF as a general surgery PGY-4 from two years in the Air Force.  Dr. J was the plastic/general surgery service.  Interested in hand surgery, I was still undecided what to do other than general surgery.  During my three months on Ortho I signed up to begin orthopedics the next year.  The next (last) 3 months I rotated on plastic.  After six months of orthopedic residency I decided plastic surgery would be a netter base for hand surgery, finished general surgery, did my first year of plastic in Chapel Hill, my 2nd year back at UF in Dr. J’s brand new program, and stayed on the faculty for six years including the year after he went to Emory.

· Leonard T. Furlow

Question 2: Describe your relationship with Dr. J.
Always as student-teacher relationship.  No foolishness, very professional.

· J. Barry Bishop

He was like a father figure at first then a friend.
· Foad Nahai

That of an always awestruck pseudo-son, even though I am only 6 years younger.

· Leonard T. Furlow

Question 3: What are a few of the most important things he taught you/said to you/instilled in you?

To respect the patient.  He was never concerned about financial gain.  Never to give up on a problem, instead come up with a solution.

· J. Barry Bishop

He led by example! I learned things to do and not to do.

· Foad Nahai

Interesting.  When the general surgery residents who are still/again in Gainesville area tell me about Dr. J, they usually say, “he took me through/taught me how to do … operation.”  I remember knowing he was a superb surgeon, and I recall as a general surgery resident assisting him on cleft palate repairs, but I don’t remember learning other operations from him.  I knew he would always be far beyond me as a surgeon.  I believe he taught primarily by example; insightfulness, honesty, fairness, unselfishness, loyalty, caring for your patients, taking care of your patients, as a teacher being critical but not cruel.  I hope these are a few of the things I learned from him.

· Leonard T. Furlow

Question 4: Can you recall any funny events/fond memories/tall tales?

I remember we took Dr. J to the cadaver lab to show him how to do a latissimus flap for breast reconstruction.  He was going to Walter Reed the next day to show them how to do an operation he had not even done.  Dr. Vasconez helped that night and you should have a photograph that I took of the two of them doing the dissection.

· J. Barry Bishop

At the end of a long case, Jack Fisher and I were conversing with German accents; we did not realize Dr. J was in the room.  He simply shook his head.

· Foad Nahai

When I got back to form Chapel Hill to start my senior year of plastic surgery, Dr. J asked me my salary at UNC.  I told him I had started at $8000/yr., and before I could tell him I had gotten a raise to $9000 halfway through the year, he said, “OK, $8000s what we’ll pay you this year.”  And he did.

During my residency, he would come into the OR while we were operating, put his big hands over his face, look heavenward and say, “Lord, they know not what they do!”  Or silently watch for a minute or two and as he turned to leave mutter, “the three stooges do surgery”.  It sounds cruel, but we knew his humor, and if we were in any real difficulty he would bail us out.

Many years later I called him and asked him if he was going to the Southern Surgical Association meeting.  He said, “no, the hotel is too expensive”.  I think the meeting was at the Breakers for about $450 a day.  When I said, “what if you could get away with $100 a day?”  He said, “Yes! I really like that meeting”.  This from a man who was the American College of Surgeons’ Distinguished Philanthropist for 2006.  He, Libby and I stayed in a time-share several miles down the road.  His share was $75 for all three days.  The only fly in the ointment was that in the middle of the night, Libby and I had to creep through his bedroom to get to the only bathroom.  We stayed together four more times for the Southern as well as the Southeastern, once also with the McCraws in a big time-share at Disney World.  These have been fun trips!

There are many more stories: in Gainesville, my wife’s problem with the J’s swimming pool when we house/baby/dog sat for them so De and Josh could go on their first vacation in years.  Then there was the emergency phone call that sent Dr. J back to Gainesville from the Southeastern meeting in West End, Grand Bahamas (my first SESPRS meeting).  And the time Dr. J quickly completed a case the head of ENT at UF could get done.  The remarkable dinner in Atlanta with his Barnes Hospital compatriots which Libby and I were privileged to attend the weekend in 1989 when he was elected President of the American College of Surgeons.  And, as President the next year, when he introduced the evening’s honored speaker, Dr. Joseph Murray, Dr. J said that a half a year earlier he had consulted the Pope for advice on selecting the speaker.  The Pope: “Get Joe Murray.”  Dr. J: “But what about …, or …, or …”  The Pope: “Get Joe Murray!”  All was revealed when two weeks before the dinner Dr. Murray won the Nobel Prize.

· Leonard T. Furlow

Question 5: What would you like to say to Dr. J?
You have been a true inspiration to me.  Any accomplishments I have had in plastic surgery are a direct result from being exposed to you; any failures a re my own fault.

· J. Barry Bishop

I know you had always felt that aesthetic surgery was the “Dark Side” and viewed my involvement with it dimly!  It is now the backbone of what we all do.

· Foad Nahai

Than you many times over.  It has been a unique privilege to have you as a friend, a mentor, and an inspiration.

· Leonard T. Furlow

Question 6: Is there anything else you would like to add?
My residency in plastic surgery was one of the happiest and enjoyable times of my life.  The love and admiration we all had for Dr. J fostered and environment that was constantly stimulating and exciting.  I looked forward to getting up and going to work every day.
· J. Barry Bishop

Thanks for the opportunity you gave all of us that allowed us to contribute in our own way. 

· Foad Nahai

Yes, a paragraph I wrote for a UF project involving Dr. J.  I was limited to one sentence.  As I re-read it I realize that it describes both Dr. J and the J Society.

Dr. Jurkiewicz is a gifted physician, a superb surgeon, the most charismatic, influential teacher I know of in plastic surgery, and a leader in all of surgery, but those he attracted, selected, trained and educated at Florida and at Emory are his legacy; encourage by his example, they have become teachers of plastic and reconstructive surgery, leaders of the specialty, and surgical innovators who have changed the very foundations of plastic surgery.

· Leonard T. Furlow
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The Participants on February 15th, 2008

Appendix:
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Dr. J’s free-hand rough draft for a speech to the American College of Surgeons (ACS)
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When Josh invited me to be the speaker at this presidential dinner
several months ago, I felt complimented but somewhat uncertain.
Although I have attended many such dinners in the past I could not
recall any previous speaker. So, when in doubt about any ACS custom
or tradition, I did what anyone of us would do, I phoned Rollo. He
was not much help. He couldn't recall any previous speaker either,
but he excused himself a bit,citing his increasingly faltering
memory.

So T was left in a dilemma and solved it by applying the principle
that most of us use in our lives, i.e. when the chief or president
asks, we subjects mustjaccedeobey. I assure you that my remarks
will not be lengthy. g

I was puzzled as to a theme for my talk but after a little
reflection, the direction for my talk became obvious. Dr.
Jurkiewicz exemplifies two fundamental values of the American
College of Surgeons, dedication to patient care

and the continuing education of surgeons.

As a skilled innovative and caring surgeon, working both in the
laboratory and in the hospital, he has been outstanding in the care
of patients with open wounds, burns, cleft lip and palate, cancer
of the head and neck, and deformities of the breast and chest wall.

In addition he has developed solid residency programs in plastic
surgery at two major medical schools, the University of Florida and
Emory. At these two schools over the past 31 years he has motivated
and molded hundreds of plastic and general surgeons in the three
essential ingredients of all surgery, to use John Najarian's terms,

skill, science and soul.

In his American College of Surgeons Presidential Address last fall
Josh applied the original aims of the founders of this college to
present day conditions. He recognized the commonality of all
physicians whose universal bond is care of the patient. He then
discussed the fragmentation among surgeons who by temperament are
independent diversified activists. It is natural that Dr.
Jurkiewicz, a plastic surgeon, has been selected president of this

College because he combines the best of general surgery and a
surgical specialty.

A word about plastic surgery. Plastic surgery existed in India at
least six centuries B.C. and is the second oldest specialty, only
obstetrics being more senior. During the middle ages in India and
Italy, guilds of artisans and physicians emerged, skilled in the
repair of visible traumatic or congenital deformities. In the 19th
‘century some European and American surgeons began to concentrate on
repair of cleft 1ip and palate and described the use of free skin
grafts and pedicles for other conditions.

In spite of this long history, th o R 3
STnaBrh Spectal TR e L S L T R AT
group of plastic sugeons was organized only after World War
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Joseph E. Murray’s alternate speech (never given) for the presidential dinner of the ACS in 1990 in which he describes Dr. J as both a surgeon and educator
[image: image7.png]With a Dental Degree from the U. of Maryland, an M.D. from Harvard,
and surgical and plastic surgery residencies from Barnes Hospital
Josh has assumed leadership roles in American surgery, not only as
President of this College, but also as President of the Society of
Head and Neck Surgeons, Chairman of the American Board of Plastic
Surgery, and President of the American Association of Plactic
Surgeons. He has received the Scientific Achievemnt Award from the

American Medical Association, Faculty award from the University of

Florida, and many other teaching and scientific honors.

the experience at the Barnes Hospital. Hardy Hendren, his classmate
at HMS, and Josh were applying for a surgical appointment at Barnes
Hospital and Hardy, a former Navy pilot, offered to fly them both
to St.Louis. The story becomes involved and I am not certain of all
the details, but with bad weather en route, an overnight landing
in Columbus Ohio , arriving late for an interview with Carl Moyer,
tracking him down in the Ozarks, a brisk breakfast interview, then
a flight back to Boston. Somewhere along the way while looking for

a place to land before nightfall Hardy turns his head and asks,

"Josh, are you OK?" A pause, then the muffled answer,"Hardy, I'"ve

got a wife back there. Will I ever get to see her?"
It all ended well. Both obtained their appointments, one at the MGH

and the other at Barnes. Hardy has become the premier 10@:&:&%‘51@

‘surgeon, Josh our leader at the

surgery and its specialties.

That was to have been the end of my talk, but considering the
unbelievable events of this week emanating from Stockholm, I've
been thinking of other contributions the ACS has made for me and

for all of us.

Thirty-five years ago this very month, at the Forum of Fundamental
Problems of the ACS I presented the first report of a successsful
organ transplant, a kidney transplant between identical twins. I
think, but am not certain, that Dr. Wangensteen or Dr. Blalock was
the moderator.

For several years following this, the ACS Forum was the key place
for the presentation of transplantation papers. I especially recall

the reports of Dave Hume /whc started his surgical interneship at

the Brigham the same day as I, January 1,1944. He remained a close

colleague, friend, collaborator and an honest and vigorous

opportunities for all of us to show our stuff to each other They

were glorious years! Until this Nobel Award my most cherished
professional honor was having the Forum Volume dedicated to me, an

occasion that elicited precious memories of colleagues and hard

work over the past four decades. .

Surgeons have contributed tremendously to the advances in
transplantation biology. Without the skill, imagination and
aggressive competitiveness of surgeons, we 'd never have prcgresfed
this far. We all owe a debt to the ACS for serving us so well over

the years. The honor which I have received this week belongs to all

of us surgeons and the College we all revere.




Joseph E. Murray’s introduction for the presidential dinner of the ACS in 1990 in which he describes Dr. J as both a surgeon and educator
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October 26, 1990

M. J. Jurkiewicz, M.D.
Emory Clinic

25 Prescott Street, N.E.
Atlanta, GA 30308

Dear Yosh,

I am enclosing copies of a couple of talks for your interest and
possible amusement.

If you think the after dinner talk for the A.C.S. might be

Suitable for the College Bulletin, I would be happy to have it
submitted. It is rather casual and informal in its current form
and might be suitable as is. Use your own judgement about it.

Thanks again for the marvelous meeting you conducted in San
Francisco. I was honored to be your invited speaker.

Best wishes, as always.

Sincerely,
Joseph E. @Quj:i;, M.D.
JEM: jmy

Enclosures (2)





Correspondence between Dr. J. and Joseph Murray after the meeting of the ACS in 1990
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