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ARE WE STILL A PROFESSION?†
Sir Sydney Kentridge*
The legal profession may be very broadly defined; all practicing lawyers,
academic lawyers, and judges are part of it, and it is an international profession.
Within this international community, language and common history create a
closer relationship between lawyers of the new and old Commonwealth. But
today the profession I shall speak of is not the international profession. It is not
even the legal profession in the United Kingdom. It is merely a small part of
that profession, the part to which I, as a barrister, belong, the Bar of England
and Wales.
It is a peculiar institution. If any rational person were to sit down to devise
a legal profession, it is unlikely that he would hit upon the English model–a
profession rigidly divided into two separate branches, with different training,
different functions, different codes of conduct, and separate governing bodies.
A barrister’s main function is advocacy, especially in the higher courts, and
the giving of legal advice. The members of the other branch, solicitors (in earlier
times known as attorneys), also give legal advice and appear as advocates
in lower courts and, in recent years, occasionally in the higher courts. The
difference in functions is best explained, perhaps, by stating what barristers
do not do. They do not issue court process, they do not find the witnesses
or take statements from them or from the clients. They are not permitted to
handle the client’s money. And, subject to some limited and closely regulated
exceptions, they may not take cases directly from the client but only from the
client’s solicitors. The barrister looks for the payment of his or her fees not to
the client but only to the solicitor. Moreover, at common law the barrister’s fee
is an honorarium. He may not sue for it, not even if the solicitor has received
the barrister’s fee from the client. It has been held that a barrister may not
prove for fees in a solicitor’s insolvent estate. This rule is believed to derive
from the Roman law, which forbade both advocates and professors of law from
accepting pay for their services. It is now possible for barristers and solicitors
to enter into a written contract which gives the barrister a contractual right to
his fees, but in my thirty-two years at the English Bar I have never seen or
heard of such a contract. The Bar relies on the honor of the solicitor, and the
solicitor’s own professional code of conduct.
As you will understand, all this creates a certain distance between barrister
and client. One of its practical effects, for which I have always been very
† The Cambridge Lectures, Cambridge, England, July 21, 2009.
Editor’s note: While consenting to publication of his Cambridge Lecture, Sir Sydney asked that his disclaimer
be noted: “I would not wish to be understood as saying that our professional organization and our ethical rules are
superior to yours [in the United States]. I was simply describing the way we work and why we like it that way.”
* Queen’s Counsel, Brick Court Chambers, London, England.
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grateful, is that it usually falls to the solicitor, rather than the barrister, to
explain to the client why the case has been lost.
How did the separate Bar come into existence? I am no legal historian, but
I understand that from the fourteenth century, law students would congregate
in London at houses or hospices known as Inns for study and instruction. In
due course, under the direction of the judges, only members of an Inn who
had passed through its educational processes could hold the rank of barrister,
which alone carried the right to appear in the higher courts.
There are today four surviving Inns–Lincoln’s Inn, Gray’s Inn, Middle
Temple, and Inner Temple. A barrister is still called to the Bar by his Inn,
not by the Court. Under a comparatively recent rule a barrister must have a
university degree but not necessarily a law degree. He or she must do at least
a year’s professional training in such practical subjects as procedure, pleading,
and advocacy, and must attend moots, debates, and practical training sessions
within the Inn. Having regard to the original communal and residential nature
of the Inns, the student must attend at least twelve dinners in the Hall of the
Inn; “eating your dinners” has long been a metaphor for reading for the Bar.
After all examinations are passed, and after call to the Bar, the new barrister
must undergo a pupilage of twelve months with a practicing barrister. The Inns
have some discretion to remit these requirements.
I joined Lincoln’s Inn as a student in 1977 after more than twenty-five years
at the South African Bar. In view of this and with the assistance of friendly
sponsors I was exempted from all examinations and all pupilage. In case you
think me wholly unqualified for the English Bar, I was not exempted from
eating my dinners.
As you know, even among barristers there are two grades–the ordinary
barrister and the Queen’s or King’s Counsel. Originally, in Stuart times they
were really counsel for the Crown, but as numbers grew, King’s Counsel or
Queen’s Counsel became simply a rank. Now and for some centuries it has
been a mark of professional experience and eminence, not merely of Royal
favor.
What does it mean in modern times, in the United Kingdom? A Queen’s
Counsel wears a silk gown instead of stuff gown and sits in the front row in
court. His junior must sit behind, not next to him. In the nineteenth century
a rule crystallized that a Q.C. could not appear in any court unless a junior
barrister was instructed to appear with him. Moreover the junior had to be
paid two-thirds of the silk’s fee–a popular rule with the junior Bar. The two
counsel rule was abolished about thirty to forty years ago, as was the twothirds rule. (Oddly perhaps, both rules survived longer in South Africa, which
still maintains the system of the divided profession.) The judges of England
are still almost invariably chosen from the ranks of the Q.C.s.
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I fear Queen’s Counsel are not as great as they once were. I have always
enjoyed the stories of the great Q.C.s and K.C.s of the past who had a
flamboyance and a temerity which we, their more timorous successors, lack.
Up to the time of the Second World War the fashionable silk might appear in
one court to open the case to the judge or jury, then disappear and go to another
court to cross-examine an important witness, and then (with his junior’s notes)
do the closing address in another case. One such was William Jowitt K.C., who
was the founder, in the 1920s, of my own Chambers. He was briefly a Labor
Attorney-General and then, for six years, Lord Chancellor in the postwar
government of Clement Attlee. Barristers’ fees are negotiated with the solicitor
not by the barrister himself (perish the thought) but by his chief clerk. Jowitt’s
clerk had two scales of fee for him–the high scale and the even higher scale for
what he called “undivided attention to the case.” (We couldn’t get away with
it now.)
Of course, divided attention had its perils. On an occasion which passed
into Bar legend, one such peripatetic King’s Counsel was opening a case, on
the basis of a very full handwritten note prepared by his junior. “My Lord,” he
said, at the outset of his opening, “the defendant in this case is the plaintiff’s
brother.” Furious pulling at his gown by his junior, a whisper, and then the
King’s Counsel to the judge, “I beg your Lordship’s pardon. The defendant is
the plaintiff’s broker.”
Many customs of the Bar which grew over the years have become fixed rules
of conduct. Members of the Bar practice in sets of Chambers of various sizes.
Some have only a few members, and some, I am told, exceed one hundred.
In my own Chambers we have about sixty members, both Queen’s Counsel
and junior barristers (which means any barrister not a Queen’s Counsel).
Our individual rooms are in one building which we jointly rent. We share a
switchboard and jointly employ clerks, telephonists, administrators, and the
lady who makes the tea. We have consultation rooms available to all of us. We
elect one of our number as Head of Chambers. But we are not partners. No
partnerships are permitted at the Bar. We are all individual practitioners. There
are reasons other than tradition for this. I shall come to that later.
The second rule I shall state as it was when I was called to the South African
Bar in 1949 and to the English Bar in 1977. Advertising was completely
prohibited–not merely advertising in written form but any attempt, direct or
indirect, to induce a solicitor to send you a brief. We called it touting. A wellknown dictionary defines the verb “to tout” as to seek custom in an obtrusive
or persistent way. It apparently comes from the noun; a “tout” is defined as a
low fellow who hangs about racing stables to pick up profitable information.
Touting was a serious disciplinary offense.
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This does not mean that one could not have any social contact with
solicitors. There obviously were and are friendships between members of the
two branches of the profession. But a member of the Bar who was, or was
thought to be, too assiduous in his entertainment of solicitors was looked on
with disfavor. There was some snobbery in this. The Bar certainly saw itself
as the senior branch of the profession. At one time the General Council of the
Bar thought it appropriate to publish guidelines on the proper relationship of
barrister to solicitor. After all, we were a profession not a business.
But what does it entail to be a member of a profession? Let me read you
what a great English judge said about it. The judge was Patrick Devlin, later
Lord Devlin, who, incidentally, succeeded Jowitt as head of my Chambers,
some thirty years or so before I arrived there. The case from which I am going
to quote concerned not barristers but architects.
The Architects Registration Council of the United Kingdom had found
an architect guilty of disgraceful conduct in his capacity as an architect and
disqualified him from practice. He successfully appealed to the High Court. In
the course of his judgment Devlin J. said this:
Every profession has practices which it bars. Among
the commonest of these are advertising, poaching and
undercutting. These activities which are considered in the
business world to be laudable examples of enterprise–so
much so that their restraint is prima facie contrary to public
policy–have always been considered offensive professionally.
If a man joins a profession in which the use of trade weapons
is barred, and then proceeds to employ them, he is taking an
unfair advantage over his fellows. They restrain themselves,
believing, rightly or wrongly, that such restraint is essential to
the good health of the profession as a whole.
Devlin J. added:
It is not of itself disgraceful to disagree with a majority view
and to act accordingly. It is only if a man has bound himself
in honour to accept that view and to act according to the code
that a deliberate breach of the code for his own profit can be
called disgraceful.
If it is the hallmark of a profession to bar advertising, then the answer to
the question in the title of this talk will have to be “No.” Barristers in England
and Wales now may and do advertise. To whom? Not, in general, to potential
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lay clients but to solicitors; not in the general press but in the sort of journals
that solicitors read; not on television or radio but on the website that each set
of chambers nowadays feels it necessary to establish. Individual barristers do
not advertise, but the set of Chambers does. The typical website may list the
important cases in which its members have appeared, and quote puffs of some
of them which have appeared in the racier legal magazines–”X is a brilliant
advocate” or “Y is regarded as outstanding in the field of insurance.”
Furthermore, sets of Chambers, particularly the large ones, hold elaborate
Christmas and summer parties in increasingly recherché venues. I must
confess that in the past year my own Chambers has held such parties in the
National Portrait Gallery and in the crypt of St. Paul’s Cathedral. Solicitors
feature prominently in the guest list.
How has this relaxation come about? In part from the Bar itself but in part
under pressure, or the fear of pressure, from a governmental body, the Office
of Fair Trading, which is charged with the enforcement of a statute known
as the Competition Act. This prohibits agreements or “concerted practices”
(which would include the rules of conduct of a profession) which have as their
object or effect the prevention or distortion of competition. The Bar’s own
rules had been relaxed sufficiently to allow advertising subject to the basic
restriction that the advertising should not be inaccurate or likely to mislead. In
addition there was a ban on statements about a barrister’s “success rate” and on
making direct comparisons with or criticisms of other barristers or members of
any other profession–e.g., solicitors or accountants.
The Office of Fair Trading suggested that these rules might restrict
competition for clients and limit the ability of prospective clients to compare
relative values for money. The approach of the Office of Fair Trading was that
competition was the supreme good. They were with great difficulty persuaded
of what every lawyer knows, that success rates are inherently misleading. If
your client claims £50,000 damages and is awarded £20,000, is that success?
Or if your client is acquitted of all charges but one? And we know that the best
advocates are often briefed in the very difficult or even hopeless cases. As to
comparisons, they would usually be unverifiable and would come down to
mere disparagement.
The Bar was able to persuade the Office of Fair Trading on these two rules
but had to concede that comparisons of fee rates were permissible. Whether
anyone has taken advantage of such a pointless concession I cannot say.
Perhaps the relaxation of the rules against what I still call touting is in the
broader picture unimportant. Many, perhaps most, members of my profession
now seem to find it acceptable. A very distinguished Queen’s Counsel wrote
an article in The Times defending the modes of entertainment which I have
described. He maintained that there was no harm in it, as it was not designed
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to induce solicitors to brief barristers whom they might otherwise not brief.
The object, he said, was the laudable one of giving barristers the opportunity
in a relaxed environment of apprising the solicitor of their particular areas of
expertise “so that he may be better informed about whether particular barristers
have the qualities which are needed by the solicitor’s clients.” Believe this if
you will. For my part, I believe that if amid the champagne and canapés I tried
to inform a solicitor of my particular areas of expertise, he would think I had
taken leave of my senses.
In short, I find the publication of quotes testifying to the brilliance of
individual barristers and lists of their important cases to be demeaning to an
ancient and independent profession. Perhaps I am not sufficiently concerned
about competition. I have regarded other barristers as colleagues rather than
competitors. But advertising is not the major threat to our profession. I am
comforted by the fact that barristers, like solicitors, have an overriding duty
not to bring their profession into disrepute or to diminish public confidence in
the profession. Notwithstanding Lord Devlin’s fifty-year-old dictum, we must
today concede that it does not destroy our professional status. There are far
more important attacks on the present structures of the Bar–all in the name of
competition.
In order to understand what is at stake, one must start not with the rights of
the Bar, but with the fundamental duties of the barrister.
The first is his or her overriding duty to the court. This includes, of course,
the duty not to mislead the court or to allow the court to be misled, for example
by putting the client into the witness box in the knowledge that the client
will give false evidence. It also includes the duty to place all relevant legal
authorities before the court even if they are damaging to one’s own client’s
case. Obviously this duty requires the barristers to maintain professional
independence–an independence even from their clients.
Subject to that public duty, the barrister has heavy obligations to the client.
There is of course the duty of confidentiality. And above all there is the duty
to protect the interests of the client by all lawful means, without regard to the
consequence to himself or any other person. In this regard he or she must not
act in such a way as to compromise independence of professional judgment, or
to yield to external pressures.
This duty was memorably stated by Henry Brougham, a great advocate and
in due course a Lord Chancellor. In 1820 he was defending Queen Caroline
before the House of Lords against the charge of adultery brought against her
by her husband, George IV. Brougham’s robust defense, which included severe
imputations against the King, incurred much criticism–even accusations of
treason. Brougham was unmoved. In addressing the Lords he said this:
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An advocate, by the sacred duty which he owes his client,
knows in the discharge of that office but one person in the
world–that client and none other. To save that client by all
expedient means, to protect that client at all hazards and costs
to all others, and amongst others to himself, is the highest and
most unquestioned of his duties; and he must not regard the
alarm, the suffering, the torment, the destruction, which he
may bring upon any other. Nay, separating even the duties of
a patriot from those of an advocate, and casting them, if need
be, to the wind, he must go on reckless of the consequences,
if his fate it should unhappily be, to involve his country in
confusion for his client’s protection.
Brougham’s statement was criticized by some in the profession as an
encouragement of unethical, even criminal, conduct. That was not what he
said or meant. The important words were “at all costs . . . amongst others to
himself.” In representing a client your line of argument or cross-examination
may displease another actual or potential client of yours, or the government
of the day, or even your friends or family. Such considerations must not be
allowed to count. The rules of conduct of the Bar say as much, if in less
flamboyant terms than Lord Brougham. Is there any other profession which
requires as much?
Allied to that duty is the concept of personal responsibility of the advocate.
Tasks may be delegated, but never judgment or responsibility.
There is another aspect of independence, at least as the English Bar sees it.
A barrister may not assert to judge or jury his personal belief in the merit of
his client’s case. The reasons for this are obvious. First, the barrister’s own
opinion of the merits is irrelevant. Second, if it were to become permissible,
the advocate who would not or could not personally endorse the merits of
his case would put his client at a disadvantage. Third, and most important, it
would undermine the independence of the barrister, and portray the barrister
as a partisan of the client.
For similar reasons barristers must not make public comments on pending,
current, or recent cases in which they are briefed or have appeared. That rule,
no doubt for good reasons, does not seem to apply to solicitors. It is common
now, after the verdict in a high-profile criminal or libel case, to see on television
the solicitor standing next to the client, outside the Royal Courts in the Strand
and, depending on the result, either praising the quality of British justice or
proclaiming disappointment in the verdict and the client’s firm intention to
appeal. Barristers do not do that. Public relations for the client is not their
function. They are legal representatives of the client, not “spokesmen.” Still
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less may they, nor indeed solicitors, publicly talk about the case while it is
pending. Of course things are done differently in some other jurisdictions, as
we observed during the O.J. Simpson case.
The most distinctive rule of the Bar, however, is what we call the cab-rank
rule. This rule applies only to barristers in this country (including Scottish
advocates), not to solicitors. I do not know how ancient it is, but its classic
and much-quoted statement is that of the great Thomas Erskine. His defense
of Tom Paine, on trial for treason in 1792, brought him into disfavor with the
government of the day, and with many eminent persons who, possibly rightly,
regarded Tom Paine as a dangerous revolutionary. In the course of his speech
to the court, Erskine, in reply to his critics, said:
From the moment that any advocate can be permitted to say
that he will or will not stand between the Crown and the
subject arraigned in the court where he daily sits to practice,
from that moment the liberties of England are at an end.
The cab-rank rule extends to civil cases, but its main importance is still in
the criminal courts. It expresses more than a duty to a client: It expresses a duty
to the administration of justice. As embodied in the Bar’s Code of Conduct, it
imposes on a barrister in any field in which he professes to practice and subject
to his own experience and competency the duty:
To accept any brief to appear before a court in which he
professes to practice, and to act for any person on whose
behalf he is instructed. This is irrespective of (1) the party
on whose behalf he is instructed (2) the nature of the case and
(3) any belief which he may have formed as to the character,
reputation, cause, conduct, guilt or innocence of that person.
And, for emphasis, a barrister may not withhold advocacy services (i) on the
ground that the nature of the case is objectionable to him or her or to any
section of the public, or (ii) on the ground that the conduct, opinions, or beliefs
of the prospective client are similarly objectionable.
The cab-rank rule serves two purposes.
First it preserves the barrister’s independence of his client, which is
essential to the proper performance of a barrister’s professional duties. It is a
fundamental principle of advocacy that a barrister, when he makes submissions
to the court, is putting forward his client’s case and not his own opinions or
beliefs. It is this principle which makes the representation of unattractive
and even reprehensible clients morally acceptable. The fact that a barrister
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is obliged to act for any client means that acceptance of instructions cannot
be taken to connote any personal approval or endorsement of the client or the
client’s opinion or conduct.
The second purpose of the rule is to facilitate access to justice. It is a
fundamental principle that a person should not be placed at a disadvantage
in obtaining legal representation because he or she is unpopular or holds
unpopular beliefs. As an eminent law lord, Lord Pearce, once put it:
It is easier, pleasanter and more advantageous professionally
for barristers to represent or defend those who are decent
and reasonable and likely to succeed in their action than
those who are unpleasant, unreasonable, disreputable and
have an apparently hopeless case. Yet it would be tragic if
our legal system came to provide no reputable defenders,
representatives or advisers for the latter.
More recently, in another case in the House of Lords, Lord Hobhouse
reiterated both these purposes when he said of the cab-rank rule:
It is often taken for granted and derided and regrettably not
all barristers observe it even though such failure involves a
breach of their professional code. It is in fact a fundamental
and essential part of a liberal legal system. Even the most
unpopular and antisocial are entitled to legal representation
and to the protection of proper legal procedures. The
European Convention for the Protection of Human Rights and
Fundamental Freedoms (1953) (Cmd 8969) confirms such
right. It is also vital to the independence of the advocate since
it negates the identification of the advocate with the cause of
his client and therefore assists to provide him with protection
against governmental or popular victimisation.
Lord Hobhouse’s incidental comment should not be overlooked. The cabrank rule is indeed sometimes derided. It is said that it is easy enough to evade,
for example by pleading prior engagement, or by requiring an unreasonably
high fee. Probably this does happen, but it is not the norm. Those charged with
treason after the Second World War and those charged with terrorist activities
in recent years have always been able to obtain the services of leading counsel.
The same was true of South Africa in the apartheid years, when government
victimization (which could take many forms) was a real threat. Those charged
with serious political offenses almost always had counsel to defend them.
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“Almost always,” unfortunately. But the exceptions were due to prosecutorial
machinations, not the unwillingness of the Bar. The cab-rank rule was honored.
It is these rules (which I might call the Brougham rule and the Erskine rule)
which lie at the heart of the Bar’s defense of its structures against the attacks
made on them in the name of competitiveness.
For many years there has been sustained criticism by the Office of Fair
Trading on the rule against partnerships. It is characterized as an unjustifiable
restraint of trade. As far back as 2001, the OFT was saying that it was not trying
to compel barristers to form partnerships; it merely thought that they should be
permitted to do so if they wished. In other trades and professions, partnerships
were the structures of choice. Why should the Bar be any different? One of the
examples given in an OFT report was the business of bookselling. It pointed
out that to require booksellers to do business only as individuals would have
clear disadvantages in terms of costs, price, efficiency, innovation, and choice.
Accepting that the supply of books and the supply of legal services had
different characteristics, the OFT nonetheless asserted that the same economic
principles should apply.
I am not sure what those economic principles are, but I do think that I know
what the principles of partnership are. One of them, as stated by the House
of Lords is this: “A man cannot without the consent of both clients act for
one client while his partner is acting for another in the opposite interest.”
Because barristers practice as individuals, barristers who are members of the
same chambers may act for litigants on opposing sides of a case. This often
happens. There is no conflict. That would not be possible if the barristers in
a set of chambers were in partnership. There are, let us say, sixty barristers in
my chambers. I may, with good fortune, be briefed on one side of a case. The
other fifty-nine are available, if wanted, to the litigant on the other side. If we
practiced in partnership, the choice of advocate available to a client would
be reduced, and the more partnerships there were, the greater would be the
inroads into client choice. This is important, as the Bar is a relatively small
profession. There are about 12,000 practicing barristers in England and Wales,
whereas there are about 120,000 practicing solicitors.
One of the other advantages of individual practice is that our practices are
not polarized. That is to say, we are not confined (as some solicitors firms
are) to representing particular interests. As a barrister I may sometimes act
for plaintiffs in personal injury cases and sometimes for defendant insurance
companies, sometimes for the prosecution and sometimes for the defense,
sometimes for the Government and sometimes against the Government. We
do not have a plaintiffs’ Bar and a defendants’ Bar. We regard that as healthy
in the public interest.
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More fundamental is the difficulty of applying the Brougham rule in a
partnership. When one is in a partnership one has a legal and moral duty to have
regard to the interests of one’s partners. That may not always be compatible
with a duty to act solely in the interests of one’s client, without regard to the
interests of or consequences to any other person, nor with the duty to act with
complete independence and without regard to external pressure, and always in
the exercise of personal judgment.
Nor in my view, and in the view of the Bar as a whole, can partnerships
always accommodate the cab-rank rule.
A conflict between the operation of the cab-rank rule and the obligations
of partnership would often arise in practice. The observance of the cab-rank
rule may require an individual barrister to accept a brief from an unpopular
or unattractive client. His partners may object to this. Even if they could not
directly dictate the barrister’s decision, the pressures upon the individual,
particularly if he or she occupies a junior position in the firm, will be obvious.
Comparable pressures do not exist under the present chambers system in
which barristers conduct their own individual practices and are not responsible
for each other’s work. In a partnership the acceptance of instructions would
ordinarily be subject to the will of the majority; that would entirely undermine
the cab-rank rule and the independence of the individual barrister. It is therefore
understandable that the solicitors’ profession does not, even in the case of
solicitor-advocates, accept the cab-rank rule. This is not because solicitors
are less ethical than barristers. It is because a profession with a partnership
structure cannot readily apply such a rule.
Let me again emphasize that our branch of the profession does not claim
superior morality. All I suggest is that the individualist structure of our branch
of the profession permits us and encourages us and even compels us to pursue
a vital public interest, in the manner described by Henry Brougham and
Thomas Erskine, rather than our own interests. That is why the Bar opposes
partnerships and fears that partnerships would be potentially destructive of a
profession which I hope, I may say, has served the cause of individual justice
and the rule of law in this country over years, decades, and even centuries.
So far the Bar has seen off the OFT on the partnership issue. But the
competition fanatics are not defeated. The Legal Services Act of 2007 contains
provisions authorizing the formation of partnerships between barristers and
between barristers and solicitors. It goes further. It authorizes nonlawyers
to invest in partnerships of lawyers. Those responsible for this legislation
either have no understanding of professional duties and responsibilities of the
legal profession or the public interests which they serve, or else believe that
competitiveness as they see it trumps all other public interests. I know of no
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demand for such partnerships within the Bar. I do not know whether firms of
solicitors would welcome outside investors.
The statute contains provisions designed to ensure that outside investors do
not have legal powers of control over the partnership of lawyers. Presumably,
however, outside investment would only be invited out of financial need. The
power to withdraw the investment would make it difficult for the partnership
to ignore the interests of the investors.
The relevant parts of the statute have not yet come into force. Perhaps
they never will, and if they do, I hope that financial stringency will not drive
barristers into the hands of outside investors. In the meantime we are still a
profession.
Perhaps some of you have read P. G. Wodehouse’s novel A Pelican at
Blandings, written when he was verging on ninety. In a typically Wodehousian
situation, the hero, a young barrister, finds that one of the witnesses whom
he has to cross-examine is his fiancée. In pursuance of his professional duty
he does so vigorously. She is naturally enraged. She confides in an elderly
friend and says that the thought of his cross-examination would make a happy
marriage impossible. The following dialogue ensues:
The friend:
What rot.
The girl:	It isn’t rot. It’s plain sense. No girl ought to
marry a barrister.
The friend:
Then barristers would become extinct.
The girl:
The more extinct they become the better.
I am glad that the profession which I have followed for sixty years is not yet
extinct.
Francis Bacon said that every man is a debtor to his profession. The longer
I remain in this profession, the more conscious I am of that debt.

A FORD, NOT A LINCOLN: REMINISCENCES ABOUT
THE 38TH PRESIDENT†
Thomas M. DeFrank*
Graham Hill asked me to talk about the thirty-eighth President of the United
States, Gerald R. Ford, and the relationship I had with him that lasted for a
third of the century, from a few days before Christmas in 1973, just after he
was sworn in to replace Spiro T. Agnew, to his death the day after Christmas
in 2006. And I will do that. Before I do, though, I hope you will indulge me
in a short detour down memory lane. I’ve been lucky to have covered eight
presidents, and I’d like to reflect on that for a few minutes.
A Career of Covering Presidents
When I meet with groups, I often get the same two questions. One of them
is what I consider the biggest story I’ve ever covered. Most people who know
anything about my background assume it was Watergate. That was a big story.
I well remember August 9, 1974. I was on the south lawn when the Fords and
Nixons came out of the White House. Betty Ford and Pat Nixon embraced, and
Dick Nixon and Gerald Ford shook hands and exchanged some pleasantries.
As Nixon got in the helicopter, he flashed his signature “double-V” and flew
off to California to try to rehabilitate himself. Then, a little bit later, I was in
the East Room when Ford took the oath of office. That was a huge story, but it
wasn’t the greatest story I’ve ever covered.
The greatest story I’ve ever covered was in February of 1973, and it was
the return of the American prisoners of war from Vietnam. If you ever needed
a refresher course in the resilience of the human spirit, you could have gotten
it on the tarmac at Clark Air Base in the Philippines. Seeing those guys come
back from Hanoi broken in body–miserably broken in body–but not at all in
spirit was an inspiration I will never forget. It’s the only story I’ve ever covered
where even the reporters were in tears. That just doesn’t happen. It is burned
into my memory. That was the greatest story I have covered, and I’m sure it is
the greatest story I will ever cover.
The second question I usually get is who my favorite president is. My
response is that I don’t have one. Reporters shouldn’t have favorites, can’t
have favorites, if they’re doing the job the way it should be done. You cannot
fall in love with your sources. So I always say, the question really is which
† Address delivered at the Annual Convention of the International Society of Barristers, Four Seasons
Resort at Troon North, Scottsdale, Arizona, March 17, 2009.
* Washington Bureau Chief, New York Daily News.
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president I enjoyed covering the most. And that is easy to answer. The one I
enjoyed covering the most, as president, was Bush 41–mainly because of his
unpredictability. You never knew what he was going to do; you never knew
what he was going to say, how the words were going to come tumbling out of his
mouth (clearly a genetic pass-through from father to son); and you never knew
where he was going to go. He loved to travel; he liked to travel frequently, and
he liked to travel on a moment’s notice. He drove the Secret Service crazy. He
once said to me: “Did you ever stop to think that if you get eight hours of sleep
a night, you have thrown away a third of your life sleeping?” I would just as
soon have the sleep, but that was not the way he was going to operate. He was
on the go all the time–very peripatetic. And for those of us who had covered
Ronald Reagan, Bush 41’s schedule was burdensome. (Ronald Reagan was
a lot of things, and leisurely was definitely one of them. President Reagan
would spend three nights in Helsinki resting up for the ninety-minute flight to
Moscow–my kind of president I must say.)
I also enjoyed covering Bush 41 because we in the press got a lot of access.
He had more press conferences in four years than his son had in eight years;
but some of 41’s access was not what you expected it to be. One Friday
afternoon, he was about to leave Germany, and his friend Chancellor Helmut
Kohl gave him two cases of really good German wine. Bush 41 then flew home
to Kennebunkport. At eleven o’clock the next morning, Saturday morning,
my beeper went off. The cryptic message said, “You need to be at Walker’s
Point [his home] in an hour.” When that happened on a Saturday, you knew
your weekend was going down the drain. Either news had happened, and the
President was going to react to it, or he had decided to create some news of
his own to dominate the Sunday papers. Either way, you knew you were going
to be working. So I dragged myself out of bed and got over to Walker’s Point.
This time, it turned out I was wrong. Bush 41 had just decided to have a wine
and cheese party with the wine he’d gotten in Frankfurt the previous afternoon.
It was a classic Bush party, with wine and cheese and horseshoes and rides in
the speedboat. Afterwards, about twenty-five people–members of the family,
reporters, a few aides–were standing on the patio, looking out at the Atlantic
ocean and drinking this great wine. But Bush was drinking some cheap white
stuff from a carafe. I innocently asked him why he wasn’t drinking the good
stuff, and I thought he would say something gracious, like, “I want to save
the really good stuff for my guests, to be a good host.” Instead, he gave me a
strange look and said, “I had a good time in Europe; it was very successful. I
can’t talk about it, but I am going to give you an exclusive because I’m feeling
generous.” This was a big deal because he hated Newsweek, my employer at
the time. Newsweek had called him a wimp on the cover of the magazine the
day he announced for the presidency in the fall of 1987. (I still hear about that
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from him, from Mrs. Bush, and from his son, even though I wasn’t responsible
for it. Guilt by association is a big deal with the Bushes.) After he said he was
feeling generous, he grabbed my arm, pulled me close, and said, “Here is your
exclusive: I don’t like German wine, and I didn’t want this stuff around my
house. So, I woke up at 4:00 a.m.–it’s the jet-lag thing–and I said to Bar, ‘What
better way to get rid of the stuff than to invite some reporters over and let ’em
drink it all up?’”
Bush 41 also was fun to cover because of the malapropisms. My favorite
occurred when he was Vice President and was in Twin Falls, Idaho, making a
speech on agriculture policy. It was a Sunday night, well past my deadline, so
I wasn’t paying close attention, mainly because the advance text was totally
unremarkable. The advance text included a line that said, “I’m proud to have
been associated with Ronald Reagan; we’ve had lot of success in the last eight
years.” After two martinis over dinner, Bush delivered it a little differently; he
actually said, “Proud to have been associated with Ronald Reagan and we’ve
had a lot of sex in the last eight years.”
I don’t mean to pick on Bush 41; he has been very decent and generous to
me and my family over the years. I saw him at the Bush library three weeks
ago. At almost eighty-five, he is hanging in there, although he is starting to
falter a little bit. I have nothing but respect for him. We had a lot of good times,
and I have a lot of good memories.
Thanks to Bush 41, I’ve known George W. Bush since 1987, when his father
introduced us. In 1999, after George W. had announced for the presidency,
he was campaigning in Massachusetts, and I decided to go to Massachusetts.
George W. saw me, and he introduced me to the governor of Massachusetts
as “Tom DeFrank, a good man for his ilk.” That’s all you need to know about
what he really thinks of reporters, I suspect.
The all time blooper champ among the presidents I’ve covered was Ronald
Reagan. One time, the president of Liberia came to the White House. His name
was Samuel K. Doe. There was an arrival ceremony, a meeting in the Oval
Office, and lunch in the State Dining Room. After all of that, President Reagan
brought President Doe out to the Rose Garden for pictures. Three times in
two minutes or so, he referred to President Doe as Chairman Moe. If you
went to the weekly compilation of presidential documents, you wouldn’t see
“Chairman Moe”; it has been cleaned up. But I have it on tape, and I was
there–it happened. Don Regan, Reagan’s Chief of Staff, saw me laughing
about this, and he came over and gave me a hard time about it. He said, “What
is the big deal with you reporters? He just got confused. He just confused him
with Chairman Mao.” I didn’t point out that Chairman Mao had been dead for
fourteen years.
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Now I will turn to the advertised topic–my book1 and my relationship with
Gerald Ford. I obviously owe President Ford a lot. He was extraordinarily
generous to me for a third of a century, in our professional relationship. During
one interview I did when my book came out, the interviewer asked, “Did you
love him?” I laughed out loud and said, “Of course not. Reporters can’t love
their sources. But I liked him, and I respected him, and I owed him.” And I do
owe him, even now.
In titling my talk “A Ford, Not a Lincoln,” I don’t mean to disparage President
Ford, because that was a phrase he used all the time himself. I couldn’t tell you
the number of speeches in which I heard him use that phrase when he was Vice
President. I think he liked it because it helped to humanize him. He gave me
an autographed cartoon of a Model T Ford, and it says, “Just remember, I’m
a Ford, not a Lincoln.” It was his catch phrase when he was Vice President.
I have two enduring memories of his swearing-in in the East Room on
August 9, 1974. First, there was no “Hail to the Chief” or other pomp and
circumstance. Ford said, “This is not a happy time. This is a sad time. I don’t
want any panoply, I don’t want a twenty-one gun salute, I don’t want any
music.” The second strong memory is that he did not use the signature “Ford,
not a Lincoln” phrase. I kept listening to his speech, trying to figure out when
he was going to insert that phrase, and he never did.
Of course, history has decided that the signature line of that speech–and I
agree–was this: “My fellow Americans, our long national nightmare is over.”
That’s the one that will be in all the anthologies. And bringing the Watergate
era to an end was his greatest achievement, I think, even though in pardoning
Nixon a month later, he probably finished his chances for reelection.
I covered him for a third of a century. I was assigned to him when he became
Vice President. My boss at Newsweek called me and said, “Nixon is a goner. I
don’t know how long it’s going to take, but Nixon is finished, and Ford will be
president. I want somebody who knows him and his people. Your job is to live
with him until he’s president.” It was an exhilarating assignment, especially
for a twenty-eight-year-old journeyman reporter.
In his months as Vice President, Ford traveled all the time. From December
of 1973 to August of 1974, he was out of town twenty-two days a month, and
I was with him most of those days. In part, he just wanted to get out of town,
but he also wanted to save his party, and, in retrospect, I think he was trying
to do what he could to hold the country together; that was a miserable time
1 Thomas M. DeFrank, Write It When I’m Gone: Remarkable Off-the-Record Conversations with
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for everyone. When he became President, I went to the White House with
him. The day he left for California, I was on Air Force One with him. He
handpicked his last Air Force One press pool, and I was fortunate enough to
be among them.
I stayed in close touch with him over the years and saw him two or three
times a year. In 1991, I asked him to let me interview him every year, with the
understanding that anything that he might tell me would be off the record until
he was dead. He thought about it for a week and then asked, “Why would I
want to do that?” I said, “Because I think you would be more candid. I think
there are things you wouldn’t tell me if you thought they would be published
in Newsweek next Monday.” Then I said, “I think you’ll be more candid, and
I think it will be a great deal for me, but it will also be good for history.” I
think the appeal to “history” resonated with him, and so in August of 1991,
in Beaver Creek, Colorado, a place he really loved and a place I really miss,
we started these interviews. For the next sixteen years we had, on average, 1.4
interviews a year.
In these interviews, we always talked about the good old days on Air Force
Two, and I want to flash back to those for a few minutes. I always thought it
was more fun traveling with him on Air Force Two than it was on Air Force
One. On Air Force One, he had a huge entourage, and there was limited access
to him. When he was traveling as Vice President, there were five reporters on
his plane. He didn’t have a big 757 like Joe Biden’s or Dick Cheney’s. His
plane was a little twin-engine propjet. It was so slow that it took over nine
hours to get to California from Andrews Air Force Base, and even longer when
we had to refuel along the way because of head winds. We used to refer to it
as Slingshot Airlines.
That plane also had an interesting configuration. These days, the V.P. sits
in the front and the reporters sit in the back; but on Ford’s Air Force Two, the
press sat up front and Ford sat in the back. And because the back entrance to
the airplane was sealed for security, Ford had to come through us every time
he got on the airplane. (We were required to get on first, which meant that he
had to walk through us, so there was forced dialogue even if he didn’t want
to talk to us.) Only one time in those eight months was he so mad at us over
something that he brushed past with a “good morning, gentlemen” and said
nothing more. He also loved to schmooze, and often at the end of a long day,
he would take off his jacket, loosen his tie, grab a martini, come up to the press
section, and just sit around.
One of my favorite Air Force Two stories was the night Ford made a speech
in Tampa. This speech was horrendous. Ford was not a good orator, and he
knew it, but even by his standards, the Tampa speech was terrible. After the
speech, we flew back to Washington. At about 10:30 at night, Ford came up to
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the press section. He was sipping on his martini and we were just shooting the
breeze. All of these encounters in the front of the plane were off the record;
that was the deal, and we all honored it. This particular night, Ford said at one
point, “So what did you think of my speech tonight?” Nobody wanted to say,
“Well, Mr. Vice President, even by your standards, this was a pace setter,”
so nobody said anything. He knew what that meant, so he looked around the
cabin, took another sip of his martini, and said, “Not worth a damn, was it?”
Then out came that raucous, appealing Jerry Ford laugh. He was never afraid
to poke fun at himself. And traveling with him those eight months–hurtling
around the country on that tiny little plane with a guy we all knew was going
to be President sooner or later–was the most fun I ever had in journalism.
We all suspected that he knew he was going to be President, but he
steadfastly declined to acknowledge or discuss it. By Easter of 1974, however,
I knew that he knew he was going to be President, because he had blurted
it out. I’ll come back to this story in a little bit, but he immediately swore
me to secrecy, and he said, “Write it when I’m dead.” I was so flustered–so
scared really–that I agreed. After all, the Vice President of the United States
was holding my tie and saying, “Tom, you are not leaving this room until we
have an understanding.” So I knew that he knew he was going to be President,
but I couldn’t write it–and I didn’t write it for thirty-two years. I didn’t write it
because I gave him my word. It was as simple as that.
This period of the last several months of Nixon’s presidency was a
remarkable time. We five reporters who were almost constantly with Ford
watched him try to negotiate a very delicate dance. He was trying to defend
his friend Nixon, which was getting harder and harder, because as the weeks
went by it became clear to me that Ford had concluded Nixon was lying about
Watergate. In addition to trying to defend his friend Dick Nixon, Ford was
trying to save his beloved Republican Party from electoral disaster, which he
wasn’t able to do, and he was trying to be true to his conscience. All of that
was tough to do. On top of that, Ford had to put up with the five of us on his
airplane–five reporters trying to trap him into saying or doing something that
would suggest to us that he knew he was going to be the President.
Let me return now to 1991 when Ford agreed to let me do the interviews.
I want to talk a little bit about the methodology. My inspiration for the idea
came from several antecedents. One, of course, was Ford’s own injunction that
I write about the April 1974 incident after he died. Another was that in 1988,
I was detached from Newsweek to work with its team on the election project,
which meant that for the entire year of 1988, I didn’t have to write for the
magazine; I was just covering the election of 1988, in an interesting way. The
deal was that everybody I talked to would be given assurances that anything
they told me wouldn’t be printed until two days after the election. It’s a hard
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sell, because you are saying to people, “You have to trust me so much that you
are willing to tell me things you would have a real problem seeing in print on
Monday; you have to believe me when I say they won’t be printed.” (Over the
year, I got some help; my single best source was a baseball team owner from
Texas named George W. Bush. If you read the book called The Quest for the
Presidency, 1988,2 you will see his fingerprints all over it, even though it never
says that he told me anything.) In 1991, I had already started working on the
1992 election project under the same terms. So I was already in a “report it
now, write it later” mode because of the election projects.
Another antecedent was the standard journalistic practice of preparing
obituaries of prominent people well before their deaths. There are tens of
thousands of obituaries about prominent people that are sitting in the newspaper
archives right now, waiting until they are needed. People die on weekends and
in the middle of the night, and news organizations want to have an obituary
ready to go if the person who dies is prominent. I remember that once, when
I was on a trip with Bush 41, I got a frantic call from my editor on a Friday
afternoon: “Reagan is going to the Mayo Clinic for brain surgery. He has water
on his brain. You have to come back. You have to come into the office tonight
and write an obit just in case Reagan dies.” I thought for a second and then
said, “I know we have an obit ready to go.” My editor replied, “Well, we did
have an obit ready to go. We had a ten-thousand-word obit ready to go, but
a month ago the guy who wrote it decided he didn’t like it, so he deleted it.”
I went in late that night and worked until two in the morning. Thankfully,
Reagan survived the surgery and the obit didn’t have to run.
The New York Times has taken the obituary ready to go to an art form. For
forty years, the Times has been going to famous people saying, “We want to
interview you now, and we won’t print anything you tell us until we publish
your obit. This is a great deal for you because you will be able to influence
what we and history think about you, even though you won’t be around to
read it.” And it is amazing how many famous people have thought that was a
great idea. My boss in 1991 was a fellow who was the grandson of Norman
Thomas, the socialist who ran for the presidency many times, and I had heard
my boss’s story about sitting on his grandfather’s knee when his grandfather
had his obituary interview with the Times. All these things contributed to my
idea of asking Ford to let me interview him for publication after his death.
Why did I do it? When Ford asked me why he should do it, I told him I
thought he would be more candid. That’s why I did it, too; I wanted to know
what he would say if he could be candid. For example, over the years, after he
2 Peter Louis Goldman et al., The Quest for the Presidency, 1988 (1989).
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left office, I kept hearing stories that he was furious with Ronald Reagan and
had never forgiven Reagan for sitting on his hands during the 1976 presidential
election. I had heard that Ford believed that Reagan had cost him the election.
Yet, whenever I asked Ford about this, he ducked. He would say, “You know
Reagan and I get along just fine, we just don’t have a lot in common.” A couple
of times I said, “That’s not what I hear,” but he replied, “Well, that’s the way
it is.” I thought that if he had a chance to talk about Reagan and other things
in a “write it when I am gone” environment, he would be more candid. That
was my incentive.
If you read this book, I think you will agree that he is candid, especially if
you compare it to his memoir, A Time To Heal.3 (Presidential memoirs generally are the chronicles of the good things the authors did.) Write It When I’m
Gone has a lot more candor. Not often do you have a former president calling
another former president a sex addict, which is how he described Bill Clinton.
You don’t often hear a former president suggest that his protege, Dick Cheney,
should have been dumped from the ticket in 2004 because he had become a
liability. So I do think he was more candid because of our arrangement, and I
think it was a good deal for me, and a good deal for history.
There is a lot of humanity in the book as well as political discourse and
dialogue. Ford talks about himself a lot. He talked about his PSA number
rising and starting to worry that he had prostate cancer. He talked about falling
down in the middle of the night one night and lying on the ground for an
hour until a Secret Service agent walked by and saw him. It terrified him. He
talked about his frustrations with computers. One year I teased him about not
having a computer, and he said that Betty had one and was on him to get one.
Then he said, “The next time you come, I’ll have one.” Six months later I saw
him at Beaver Creek, and sure enough there was a laptop on his desk. I said,
“I see you made good on your promise to get a computer.” After a few more
comments, he said proudly, “It’s a Microsoft.” He never “got” computers. He
once did an on-line interview. Sitting at the computer with an aide when the
first question came in, he thought for a moment and then started shouting his
answer into the console. The aide said, “No, Mr. President, tell me the answer
and I’ll type it in.”
For the book he did other things that presidents usually don’t do. He told
me that before O.J. Simpson’s trial, he was convinced that O.J. was guilty, in
part because friends who knew O.J. had commented over the years that O.J.
had a dark side and in part because of something he and Betty had seen. At
a concert two years before the murder, O.J. showed up with a woman not his
3 Gerald R. Ford, A Time To Heal (1979).
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wife and behaved in an offensive way with her. Ford said, in one of my favorite
quotations, “Betty and I aren’t prudes, but I was even embarrassed to tell my
wife to look at this. Of course I did, but it was still embarrassing.”
So there’s all kinds of stuff –high and low–in the book, and there is a lot
of humanity. The book isn’t just a transcription of our interviews; there is a
narrative flow that addresses his career and life. And something happened in
the process that I had not bargained for when I asked him to do the interviews:
It was incredibly difficult for me, on a personal level, to watch him decline in
the last five years of his life. To me, he had always been larger than life, in a
physical sense, and for a while I did not notice that he was starting to falter. It
first struck me in 2002. For years, he had returned to Washington every June
to hand out some awards, give a press conference at the National Press Club,
and host a reunion dinner for old friends and members of his staff and cabinet
(and four or five reporters) at the Capitol Hill Club, where he used to hang out
when he was Minority Leader of the House. Two hundred people would come,
a tribute to the affection that he engendered as a human being and as President.
At the end of the dinner in 2002, my wife and I were going out the door when
somebody grabbed my arm. It was President Ford, and he said, “Tom, you
haven’t been out to see us for while. You should come out.” I made the usual
Washington excuses–crazy editors, too much to do, losing track of time–and I
said, “But I will, Mr. President. I’ll do better; I promise.” And he said, “Okay,
but you’re overdue. Wait till we get to the mountains.” As we walked out
the door, my wife clutched my arm because she had been through this with
her father. You see, I didn’t have the heart to remind Ford that I had spent an
hour and a half with him just ten weeks before the Washington reunion. This
was the first time I recognized that there was some cognitive deficiency, and
I found it jarring. In subsequent years, every time I saw him, I noticed a little
more memory loss and a little more physical deficiency.
In May of 2006, we had our last interview, in Rancho Mirage in California.
In the past, he had always come to the door to greet me and walk me to his
office, in a separate building thirty yards from the house. (Even as President, he
was not the kind of person who wanted guests to be ushered into the imperial
presence. Whenever he could, he always came out and got his guests.) In May
of 2006, however, his chief of staff told me that we were going to do the
interview in the study at the house. That could mean only one thing–that he
didn’t have the energy to walk from his house to the office.
Unfortunately, I was right in assuming that he didn’t have the energy to go
to the office. In fact, when I got to the study in the house, he did not get up to
greet me because he did not have the strength. He was fighting a nasty cold,
and I was really taken aback at the deterioration. He had commented a couple
of years before that a lot of people age gradually but he seemed to have gotten
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older all of a sudden–and he liked the way it happened for him. By this visit,
he was very diminished.
We had a pretty good interview but not a great one because he was having
trouble processing his thoughts and words. I would ask him a question and
could see that he was ready to answer but couldn’t get the words out; there
would be a five- or six-second pause before the words came tumbling out, and
then they would cascade out in a stream of consciousness answer. It was as if
he thought that if he stopped talking, he wouldn’t be able start again, so he had
to get everything out at once. That kept happening, and it had never happened
before.
At the end of the interview, Ford did something else that he had never done
in all the years we had been doing the interviews: He invited me to lunch. Our
last interview; our first lunch. And it was a wonderful lunch because Mrs. Ford
joined us, and it was just the three of us. It was nostalgia central. We talked
about the good old days, and the bad old days. I told him that I had recently
given a speech in Omaha, Nebraska, where he was born, and had gone to
see the lot where his home had stood. There, I saw a beautiful rose garden
and learned that it is maintained by the Young Republicans of Omaha, which
pleased him. Then he talked about his father and how he was still angry at his
father for abusing his mother and forcing her to flee with her weeks-old baby.
His father never paid the child support he was ordered to pay. Ford said, “He
was a bad man, Tom, a very bad man.” I said to him, “Well, you’ve come a
long way from Omaha, Mr. President.” He looked at me and said, “A long way
from Grand Rapids; that’s where I am from.” He also said, “When I wake up
at night and can’t sleep, I remember Grand Rapids.” Then he talked about his
mother and how sad he was that she didn’t live long enough to see him in the
White House; she would have loved that, and she deserved to see it.
Betty Ford must have decided that we were getting too sentimental, so
she came to the rescue. She said, “I remember Grand Rapids, too, Jerry. I
remember you played football and looked gorgeous on the beach in swim
trunks.” And all of the sudden this ninety-two-year-old man, who was months
away from death, was twenty-five years old again, and his eyes twinkled as
he said, “Now, Mother, let’s don’t go down that road.” I felt like a voyeur, but
it was a wonderful moment. After nearly sixty years, they were still crazy in
love.
A less sentimental topic at lunch was their summer trip to Beaver Creek.
Ford was irritated because his doctors were insisting that he not go. When I
asked what he was going to do, he said, defiantly,“Damn it, we’re going. I’m
tired of people a third my age telling me what to do.” And Betty said, “We’ve
had a great quantity [of life]; now we’re interested in quality.” She added,
“We’re going to give it a try, and if it doesn’t work, we’ll just come back here
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and go find a hotel on the coast and stay there.” I loved their spunk. They were
ignoring good medical advice, but I loved the attitude. They were going to live
the rest of their lives the way they chose. As Betty said that day, “[W]e do as
we hope. Not we do as we please, but we do as we hope.”
It was a memorable lunch that I will never forget. At the end, he said, “Well,
I’m sorry to have to throw you out, but I need to have my nap.” (Earlier, he had
commented that he never took a nap in Congress or the White House, but now
he had a two-hour nap every day, and it revived him.) He couldn’t walk me to
the door, so Mrs. Ford escorted me. I said to her, “Please take care of him,” and
she replied, “We’re trying.” Only when I was in my rental car driving back to
the hotel did I realized why I had been invited to lunch that day; it was Jerry
Ford’s way of telling me goodbye.
I got a request to give a speech in Palm Springs in November of 2006, and
when I knew I was going to Palm Springs, I called Ford’s place in Rancho
Mirage and asked to see him when I was there for the speech. I knew he
was in much worse shape. Word had filtered out from California that he was
having trouble talking and that he couldn’t sign his name anymore. I knew this
probably would be my last chance to see him so I was really aggressive about
it. I said, “I have had my last interview; I just want to see him.” But for the
first time in all our years, I was getting waved off, even for a brief greeting, and
I was really upset. The morning of my Palm Springs speech, however, I got a
call from his chief of staff, who said it was a good day, and he had asked to see
me. I rushed out to the house and was met by the chief of staff. As she walked
me to the house, she said, “Prepare yourself. He is not what he was,” and she
asked me to stay for just five minutes.
I thought I was ready, but I wasn’t. This encounter was in the study in his
house, as the last interview in May had been, but this time he was not sitting
in his big easy chair. He was propped up in a hospital bed facing the television
and the Thunderbird golf course. He had trouble speaking, and he did not have
the energy to reach across his body with his right hand, to shake my hand.
Instead, he propped his left hand up on the side of the hospital bed and let
me grasp that hand. We talked a little bit, but it was strained. I had brought
something that I hoped he would be able to sign, but I realized that he could
not do that. Still, I decided to show it to him because I thought it would cheer
him up. It was the program from a meeting of editorial cartoonists in Boston in
1974, a meeting at which he was the featured speaker. One of the cartoonists
had drawn a caricature of Ford in his University of Michigan football uniform
but with the number 76, for the 1976 campaign, in place of his old number 48.
With great pain and difficulty, he took the program in both hands and looked
at it for several seconds; but all he could say was, “I used to play football.”
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Fortunately, at that moment, Betty Ford once again saved the day. She came
into the study to greet me. (She did that every time I saw Ford. That’s the kind
of person she was.) When Ford saw her, he became a different person, just for
a moment. His eyes lit up, and it reminded me of Jerry Ford in his swim trunks
on a Lake Michigan beach with his new girlfriend Betty Bloomer. It was a
wonderful moment, and then it was time for me to go. I will never forget his
last words to me: “Come back again.” That was classic Jerry Ford–generous
and thoughtful to the very end. I said to him, “You bet I will, Mr. President.
Please take care of yourself.” And I knew that I would be back, but I also knew
that he would be gone.
He died six weeks later, on the twenty-sixth of December. Some members
of his family are convinced that somehow he willed himself to live one extra
day so that his family would not have the burden of losing him on Christmas
day. He died in peace, and I think he died serene in the perception that history
finally recognized his contributions and understood that he had redeemed the
pledge he had made in his inaugural address, his pledge “to do the very best I
can for America.” I think he did that.
I went to his funeral, and I remember thinking two things: First, if ever a
piece of music was appropriate to the man, it was Aaron Copland’s Fanfare for
the Common Man, because that was Jerry Ford–an ordinary guy in the noblest
sense of the phrase. The second thing I thought about, as the eulogies went on
and on, was a conversation we had had several years before, as he was walking
me out the door in Rancho Mirage. He told me that the Army had made him
revise his funeral plan, and I was on the guest list. And he said, “I’m going to
be damned sore if you don’t show up.” I responded, “Mr. President, I’ve been
saying for years that you’re going to outlive us all, but in the unfortunate event
that I’m wrong about that, I’d be honored to attend.” He said, “Good, I want
you there.”
Reflection
Now that I don’t cover him anymore, I can make an editorial comment: I
miss him. I miss our chats. I miss the honesty, I miss the humanity, and I miss
that raucous laugh of his. And so I should close by using the time-honored line
that has been used to close every presidential press conference in the forty-one
years that I’ve been going to them: “Thank you, Mr. President.”

HUMAN STEM CELL RESEARCH: PROGRESS,
PROMISE, AND POLITICS†
James M. Bowen*
When Graham Hill invited me to address this group about stem cell biology,
I was surprised at first, but I soon realized what a great opportunity it was. As
I hope to show you in the next several minutes, stem cell science affects us all,
and we all need to affect the way it is conducted, the way it is monitored, the
way it is controlled, and the way it is used to help us and future generations
enjoy greater health for a longer period of time.
You all know that stem cell science has become a hot-button political issue
for a variety of reasons, and stem cell science inevitably will raise many
difficult issues. The more we, as professionals and as people who are viewed
as spokesmen for our relative professions, know about the science and about
the issues that this science will force us to confront, the better off we all are,
and the better we can lead.
This is how we’re going to proceed. We are going to examine, briefly,
five questions: Why is it important to study stem cells? What are they? What
conditions can stem cells treat, or at least help? What are the problems? And
what does the future of stem cells look like? The last question will call for a
little speculation.
The Importance of Studying Stem Cells
Another way to phrase our first question is this: Why is it important for
nonmedical, nonscientific people to understand what stem cells are all about
and where they come from and what the issues are? The first part of the answer
is that the stem cell discovery has absolutely revolutionized our understanding
of our own bodies. This developing field has turned all the old understandings
upside down. Stem cells form the basis for maintaining and repairing healthy
tissues and organs.
I cannot emphasize too much how revolutionary that last statement is. We
had assumed, for many many years, that if, for example, we had a damaged
kidney, the kidney tissues themselves somehow repaired themselves so that
new healthy kidney tissue grew in to replace the lost or damaged tissue. We
now know that is not true at all. What happens is that the body maintains a

† Address delivered at the Annual Convention of the International Society of Barristers, Four Seasons
Resort at Troon North, Scottsdale, Arizona, March 16, 2009.
* Professor Emeritus, M.D. Anderson Cancer Center, Austin, Texas.
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population of circulating stem cells that are mobilized, in a way that I’ll talk
about in a moment, to make those repairs.
Now that we recognize the role stem cells play in routine repairs,
understanding stem cells and the way they operate may lead to the correction
of a whole group of maladies that we can describe as natural malfunctions–
and believe me, there are a multitude of those. Stem cells represent a highly
promising approach to the successful treatment of a growing list of serious
conditions that now can only be alleviated, at best. These include diabetes
type 1, cystic fibrosis, Alzheimer’s disease, Parkinson’s, blood dyscrasias such
as pernicious anemia, damaged nerves, skin, heart muscles, and other tissues
damaged by traumatic injury or burns or heart attack. I’ll say more about these
conditions individually in a few minutes.
Also, because of the role of stem cells in maintaining and repairing tissues
and organs, stem cell science might reveal fundamental information on aging
and other conditions of longevity. There are stem cell scientists, reputable
people in the field, who are starting to talk about aging as a disease that can
be successfully treated. As an individual citizen, my advice to these folks is,
“Stay at it, and hurry.”
What Stem Cells Are
There are several categories of human stem cells, but because the hotbutton issues in stem cell science focus on a particular category of stem cells–
embryonic stem cells–I will first refresh your memory on where those cells
come from. Here, we start with the technology of in vitro fertilization. Couples
who experience difficulty in conceiving children may choose to undergo in
vitro fertilization. The partners donate eggs and sperm, they are combined,
fertilization takes place, and at an early stage after fertilization, the cells are
frozen, usually in liquid nitrogen. As far as we know at this point, they remain
viable indefinitely when frozen. Implantation of these fertilized eggs, if it
“takes,” allows these couples to have children.
Because of the technology, and because it’s somewhat hit and miss with
some couples, successful implantation is unpredictable. As we know from
recent news, sometimes you get multiple takes in one session, but sometimes
it takes several sessions before you get a single take. Therefore, the technology
demands that multiple fertilized eggs be frozen. Then, when the parents have
as many children as they want, or if there are unhappier circumstances, a
number of unused frozen cells remain in the laboratory. Those excess frozen
cells are the source of human embryonic stem cells.
I need to get a little more specific about the stage of development at which
the cells are frozen. As you all know, every human being begins life as one cell,
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with half of our chromosome complement from each of our parents. (Actually,
that is not quite true. The Y chromosome is a little skinny, compared to the X
chromosome, so the male component, while very important, is not quite equal
to the female component. Our wives have known this all along.) The fertilized
egg is called the zygote, and the zygote begins a series of fairly rapid cell
divisions. Within about four days, you have a considerable mass of new cells
formed from the initial fertilized egg, and then something dramatic happens.
The population of cells physically separates into two components–an outer
ring and an inner mass. This structure is called a blastocyst, and this is what is
frozen for use in in vitro fertilization.
The blastocyst’s outer ring of cells is called the trophoblast, and the inner
mass is usually called the inner cell mass. The trophoblastic cells will produce
the tissues of the placenta, the support structure for the developing infant, and
they are called pluripotent because of the large number of different cell types
they are able to form. The inner cell mass produces the embryo, the fetus,
the child; the cells of that mass form every cell type of every tissue that will
become the child. Those cells therefore are said to be totipotent. In fact, if
for some reason the placental tissues are damaged, the inner cell mass cells
can produce new placenta. These totipotent cells of the inner cell mass have
another name; they are called human embryonic stem cells.
Another important point is that since we begin our lives as a single cell,
every cell in our bodies has at least the genetic information and the biological
potential to be any or every other cell in the body. It’s true that the cells go
through a process called differentiation, and some of the original inner cell
mass cells differentiate into brain, kidneys, lungs, skin, and so on; but the cells
don’t lose the information to be any of the other cells or to change type. That
fact is emerging as one of the most extraordinary bits of new knowledge in
biology.
Now that we know where embryonic stem cells come from, let’s
consider their characteristics a little further. Embryonic stem cells are the
undifferentiated–or perhaps a better term is predifferentiated–cells that have
both the genetic information and the biological capacity to develop into any or
all cells of the body–except germ cells. That exception also has importance, as
it turns out–ethical importance as well as biological–but we won’t address that
today. Embryonic stem cells, because of their early undifferentiated nature,
are extensively immunologically neutral. “Immunologically neutral” simply
means that early embryonic stem cells are not recognized as foreign by the
immunologically based transplant rejection mechanisms that the adult body
has. So embryonic stem cells can be transplanted into an adult without the fear
of immunological rejection.
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That is a little bit of an overstatement, because immunological self, as we
call it, begins to develop very early; but it is not developed to the point where
rejection becomes the kind of problem that it is with transplants from an adult.
This means that a recipient of early embryonic stem cells won’t have to take
immunological rejection medication for the rest of his life.
I am focusing most of my talk today on embryonic stem cells, but embryos
are not the only source of stem cells. Stem cells can be found in several places.
There are fetal stem cells, which can be obtained from umbilical cord blood.
This is an important source of stem cell medical applications right now, and
many many couples are now storing umbilical cord stem cells in the relatively
small number of places in the country that have the facilities to process and
store those cells. Fetal tissues and blood also contain stem cells.
Finally, we adults have stem cells. We have large populations of stem cells
in our bone marrow. The myriad cell types in our blood system, including our
immunological defense system, are generated from bone marrow stem cells
that remain with us throughout our lives. We have stem cells in our circulation,
and we have stem cells in our tissues. As I mentioned early on, our current
understanding is that our stem cells are our primary source of ongoing tissue
repair and natural cell replacement. Unfortunately, as our bodies age, we have
fewer and fewer stem cells, and the ones that remain can do fewer things. (Is
that the definition of aging?)
We have recently discovered that it is possible in the laboratory, using some
rather heroic techniques, to manipulate our adult cells–already differentiated
cells like skin cells–to turn them back into cells with the apparent properties
of embryonic stem cells. The problem is that right now, we can do that only
by introducing into the adult cell the genetic information of cancer-causing
viruses. That makes these cells potentially dangerous to use medically.
Now I’d like to describe how stem cells work in a little more detail. We
don’t yet have a full understanding of this, but what is emerging is that an
extraordinary panoply of effects result from a few fundamental steps.
Throughout our lives, we lose cells, due to cell age or injury, and we have to
replace those cells. The body has an exquisite communication system, through
small molecules that move about the body carrying information from need
to response. When cells are lost, the body signals for circulating stem cells
to expand in number and move to the site of the injury or loss. There, they
fuse with existing healthy cells in the organ. That fusion appears to be crucial,
because that’s how the stem cell learns what kind of cell it needs to be.
One difficulty in therapy, when medical treatment is needed, is that larger
quantities of stem cells than we have in our bodies are needed. (Also, in a
disease situation, the body’s own stem cells might contain the same defect
that caused the disease.) In the laboratory, we can use embryonic stem cells
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and grow them artificially until they are multiplied many thousands of times.
In that way, we can produce a therapeutic population of embryonic stem cells
and introduce them into a patient in very large numbers, either in the general
circulation of the needing body or at the site of a lesion.
When the stem cells are grown in the laboratory in this way, they are called
cell lines. As you might remember, there was a big controversy between
President Bush’s advisors and the scientific community about how many stem
cell lines there were. President Bush’s advisors asserted that there were about
a hundred stem cell lines already available, while the scientific community
said there were fifteen. Was someone lying? No. There was a difference in the
interpretation or definition of what constituted a stem cell line. But the result
was that during the Bush administration, American scientists were limited to
using cells from already obtained cell lines, and scientists in the rest of the
world were frantically establishing new cell lines, because they had the chance
to get the jump on America in a major scientific field.
Medical Targets for Stem Cells
As I mentioned earlier, a number of diseases or injuries seem especially
suitable candidates for stem cell treatment. I will begin with diabetes type 1
and cystic fibrosis. Both of these genetically carried conditions are due to the
loss of functional cells in the pancreatic gland. The cells that are lost in diabetes
type 1 are the cells that produce insulin and regulate carbohydrate metabolism
in the body. Cystic fibrosis is associated with the loss of a cell population that
has a variety of effects, one of which has to do with how carbohydrates are
dealt with in the body. Instead of being oxidized for energy, as they are in a
healthy person, they are hooked together into huge molecules which in turn
form mucus, which is one of the major symptomatic issues for patients with
cystic fibrosis.
Turning to Alzheimer’s and Parkinson’s disease, we find that these have
in common the loss or deficiency of important populations of functional and
regulatory cells in the brain. The primary cell loss in Parkinson’s disease has
to do with motor control, and in Alzheimer’s, the primary loss has to do with
mental capacity.
All four of these conditions, then, have in common the loss, death, or
malfunction of essential cells in the body. The therapeutic idea is that stem
cells could restore properly functioning cells. Does it work? The cystic fibrosis
protocols are showing some dramatic results. They are not the most dramatic
results that we’ve seen in stem cell science, but they are very dramatic. We
are beginning to see wonderful impact in diabetes type 1. One of the ethical
problems with treating these two conditions is we will leave the gene defect in
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the breeding pool of our species, but for now, the focus is on saving the lives of
those who already have the symptoms and restoring them to health and normal
productivity for a lifetime.
I don’t think I need to say much about the importance of doing something
about Alzheimer’s disease. We’re all aware that it is one of the most rapidly
growing conditions in our population, and it is going to become an increasingly
large problem as our population continues to age. The psychological impact
of Alzheimer’s goes far beyond the patient. It devastates families and friends.
We all shudder at the idea of a condition that robs us of our memories and
of our associations with the people we love. Alzheimer’s is getting a lot of
emphasis in stem cell research, but it is too early to say how well it’s going to
work. We are seeing some positive results, particularly when Alzheimer’s is
caught very early. The problem with Alzheimer’s is that we cannot make an
absolute diagnosis when the patient is alive. But as we get better at recognizing
the true symptoms of Alzheimer’s and other forms of cell loss dementia in
early stages, stem cell treatments should have a better chance to be helpful and
perhaps even reverse some of the conditions.
The most dramatic effect of stem cell applications to date has probably been
in the treatment of the two common forms of heart attack, mycardial infarction
and congestive heart failure. In myocaridal infarct, the most common form
of fatal heart attack, the heart muscle is actually torn and damaged. Not only
does that destroy the tissue in the rift, but it also disrupts the essential blood
supply to tissues in the vicinity, so healing is very difficult, and the heart is
much weaker. It has already been shown that use of stem cells can actually
reverse the damage. More recent data show that stem cell treatment also
works in the other form of heart failure, congestive heart failure, although we
don’t yet understand the mechanism of this improvement. We just know that
functionality in patients with congestive heart failure and their ability to lead a
normal life improve after stem cell application.
One of the hottest scientific topics right now, and one of the reasons for
President Obama’s reversal of the Bush ban on federal embryonic stem
cell research, is the possibility of using stem cells in brain stem and spinal
cord restoration. It has been shown that our old idea that nerve cells could
not be regenerated is not true. They can’t mend themselves, but they can be
functionally replaced by stem cells that become nerve cells, and we are going
to see more and more applications of stem cell restoration in cases of spinal
cord injury.
Another wonderful use of stem cells is in the treatment of burns. Our present
methodology for restoring burned tissues is dramatic and successful, but when
we combine that treatment with stem cell applications, we find that healing
occurs much faster and goes deeper. The value of stem cell applications in
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burns derives from the fact that the skin is an extraordinarily complex organ
with many different cell types that have many different functions. Using stem
cell applications along with grafting appears to restore not only the epidermis
but also many of the other cell types that are essential to healthy skin. Burn
treatment technology will improve dramatically over the next three to ten
years, because of stem cell applications.
We are seeing more and more stem cell applications in things like simple
knee replacement and simple hip replacement surgery, and in the knitting of
broken bones. And surgical wound healings are now being supplemented by
autologous–the patient’s own–stem cells, resulting in much faster healing.
This is important in my field of cancer treatment because you cannot initiate
secondary therapy, either radiotherapy or chemotherapy, until the surgical
wounds heal. If stem cell therapy speeds that healing, secondary therapy can
begin much sooner, which increases the chance of success.
The Issues
Now that I’ve told you how stem cells work and how much good they are
doing and might do, you might wonder why there’s any argument about them.
I will try to give you one way of understanding why there is an argument
by summarizing two opposing views about embryonic stem cell science.
Proponents of human embryonic stem cell research maintain that stem cells
are simply cells, and that these cells can be manipulated and used for a variety
of important scientific and medical purposes. Is that true? Yes–absolutely yes.
Opponents of human embryonic stem cell research maintain that fertilized
human eggs are incipient human beings; if they were implanted and allowed
to come to term, they would produce healthy infants, and destroying them
amounts to destroying human life. Is that true? Yes, that is true. When there
are two arguments so diametrically opposed, and neither is wrong, getting to
a solution becomes a societal, and sometimes a personal, moral and ethical
decision.
Although I disagreed with President Bush’s ban on stem cell research, I
also take issue with the critics who used to say that he was just driven by the
evangelicals who helped get him elected. I believe that that had nothing, or
at least very little, to do with his motivation. I think Bush genuinely has deep
concerns about the destruction of human life, even at the cellular level. My
main disagreement was with the opponents of human embryonic stem cell
research who linked it to abortion. In fact, it was called in vitro abortion. That
turned it into a much broader issue. On this point, I have to leave you with
your own ethical questions. Are these excess blastocysts just cells that could
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be manipulated for medical purposes? Or are they incipient human beings
that must be protected by adults because they cannot protect themselves? The
ethical decisions remain.
The Future of Stem Cell Science
We are going to see more and better applications of stem cell science, and
the study of stem cells will vastly improve our understanding of how our
bodies operate and age. But the ethical and moral issues associated with stem
cell acquisition and use are still waiting to be addressed definitively, and some
of these issues will be resolved in court. For example, there are now lawsuits
over who owns frozen blastocysts. These are similar to other types of child
custody cases, particularly where the mother wants to have another child and
the former husband does not want to pay support for it. What I would like to
leave you with today is this: Science, ethics, and law must work together to
resolve the issues. They are important issues because they involve an important
medical advancement but also potential life. The protection of incipient human
life and the protection of existing humans should and must be compatible with
each other.
Questions and Answers
Q: Has there been research done on patients with severed spinal cords?
A: The only protocols for severe spinal cord injuries are initial with a very
limited number of patients. There’s a wonderful protocol going on in Boston
and another one in Detroit. These are the same laboratories that have done
experiments with animals. They have seen, for example, reversal of hind leg
paralysis in rodents, and restoration of nerve channels in primates. The first
fifteen spinal cord injury patients in Boston have just entered the protocol.
Some data should come out within a year, but spinal cord treatment is not
widely available yet, because the technology of getting massive numbers of
stem cells into the spinal cord zone is still being worked out.
What we are going to see first is studies from the military on lower and
upper limb nerve damage. We have seen entirely too many of these kinds of
injuries in Iraq, and the V.A. is jumping into using stem cells in their treatment.
The technology of getting stem cells to a nerve trunk in the arm or in the leg
is not as complex as that of getting massive numbers of stem cells into an
injured spinal cord. So we’re going to see peripheral nerve studies before we
see significant studies on massive spinal cord injuries.
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Q: Is umbilical cord cell research, which eliminates the problem of getting
rid of potential human life, as good as stem cell research?
A: There have been some really optimistic and promising studies with cord
blood cells, and we have seen more of those protocols because they were not
restricted during the Bush years. But the simple fact is that cord blood cells are
fetal, not embryonic. They have more of a self-identity and somewhat restricted
functionality, compared to embryonic stem cells. Therefore, embryonic stem
cell advocates say that cord blood cells are important in some conditions, but
they do not have the same level of promise that embryonic stem cells have.
Until and unless the “self-ness” (pardon my use of that rather crude term) of
cord blood cells can be either reversed or dealt with in some way, the push
for embryonic cells will continue. This is especially true in cardiac therapy
because in cardiac therapy, there are problems with cord blood cells that you
don’t encounter with cord blood cells in other kinds of therapy.
Q: Don’t they throw away some of the excess frozen embryonic cells?
A: I wondered if someone would ask me that. There is nothing illegal about
throwing away frozen embryos that are no longer wanted. Using them for
science is the only thing people want to prohibit. (There’s another issue related
to the disposition of the frozen blastocysts–the issue of who owns them. That
issue is in courts now.) I keep hoping that there will be an open and frank
discussion of the ethics of throwing away human embryos when there is so
much need for human embryonic stem cells.
Q: How are stem cells administered in treatment? Are they injected? Could
you use Parkinson’s and Alzheimer’s as an example?
A: For Parkinson’s and Alzheimer’s (there is more experience right now
with Parkinson’s), the cells are put directly into the brain, and that is done
more than once. For Parkinson’s, there also are protocols for injecting cells
into the spinal fluid, with the idea that they will migrate to the brain. I have
to say that initial results of those studies have not been very encouraging, but
they are still important because the same technology can be used for spinal
cord injury studies.
I have to tell you that just two weeks ago, there was a significant setback.
A young patient, thirteen years old, was being treated with stem cells for
an early form of palsy and developed brain tumors in multiple sites. So far,
the assumption is that the stem cells were the source of those brain tumors.
That has not been proven, but the protocol has been put on hold while the
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information is evaluated. We do know from studies of leukemia and lymphoma
that certain forms of leukemia and lymphoma are actually stem cells gone bad.
We have to be constantly watchful for potential bad side effects of stem cells.
We certainly do not want to have any situation where stem cells cause a worse
condition than the one they’re being used to treat. And that is what we have
with this one patient and this one study. Believe me, that has raised red flags
all over the world.					
Q: Is cancer a target for stem cell therapy?
A: There are two questions to look at in relation to stem cells and cancer
treatment. One is what can you do with stem cells to address problems caused
by our dramatic approaches to treating certain kinds of cancer? In the treatment
of several kinds of leukemia and lymphoma, particularly non-Hodgkin
lymphoma, and advanced breast cancer, whole bone marrow is obliterated by
drugs and radiation used to treat the cancer. The bone marrow must be restored.
In the past, we could do this only with bone marrow transplants. We all know
about bone marrow transplants. Within the next fifteen or twenty years, bone
marrow transplants probably will disappear. They will be completely replaced
by stem cell transplants. M. D. Anderson has been doing this successfully for
a couple of years now, and the results are quite dramatic, particularly in the
treatment of non-Hodgkin’s forms of lymphoma.
The second question in relation to cancer is this: Is there any technology by
which stem cells can be used to combat cancer directly? No, not so far. You
can replace healthy tissues with stem cells, but you can’t turn stem cells into
cancer killers by existing technology.
Q: Sometime in the last few weeks I read an exciting article about a
technique being used on professional athletes. Doctors are taking the athlete’s
own plasma out, doing something to the plasma, putting it into an injured part
of the athlete’s body, and having incredible results in healing the injury. As I
listened to you, I wondered if they were taking stem cells out of the plasma.
A: Wonderful question. And we stem cell people are trying to take all the
credit for this phenomenon, but I’m not going to lie to a room of legal experts.
There appear to be three components to the really remarkable results that they
are getting. One is from the plasma itself, one is from stem cells, and the
third appears to be from a population of messenger molecules that help get
things going. They have studied the successful injections, and they do contain
stem cells; but we know it isn’t just the stem cells that cause the great results,
because there are ways of isolating stem cells, and if you use pure stem cells by
themselves, it doesn’t work. It takes all three of those components.
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Q: I was struck by the question about the delivery system. For example, in
Alzheimer’s, how do you select the area of the brain to inject, or do you have
to get to the whole brain?
A: The basic technology is adapted from the treatment of brain tumors,
and there is more than one way of going about it. The brain is a remarkable
organ in several ways. One of them is that the brain contains its own shockabsorbing system. Our brains have shock-absorbing liquid-filled zones that
expand and contract if we get a blow to the head. Putting stem cells into those
liquid reservoirs is one of the ways of providing a stem cell population that the
brain can draw on. Another technology that’s adapted from the treatment of
brain cancer is a gadget called the Ommaya reservoir. The Ommaya reservoir
is actually a catheter that goes through the skull into the brain, through which
you can feed chemotherapeutics. You can also use it to put in stem cells,
because it takes multiple injections of stem cells to show any kind of results.
One question, then, is where do the stem cells that don’t work go? We can’t
answer that; we don’t know where they go.
Q: Do you foresee a time when parents would save blastocysts for the benefit
of their children, something to be used to respond to disease? Is that realistic?
A: Yes. That is simply an extension of the cord blood idea. I have a son-inlaw who was adopted as an infant and has no knowledge of his genetic ancestry.
For both of their children, my daughter and son-in-law have stored cord blood
in case something arises that needs to be treated. It seems inevitable that this
technology will expand to blastocysts, although that is more a gut reaction than
something based on scientific knowledge. It has to be understood, however,
that in order to have a frozen blastocyst, you have to go through the full in vitro
fertilization process.
Q: I’m a nurse and a psychotherapist and a naturopath, and I’m wondering
whether there has been any research on the mind-body connection that might
suggest that some people would do better with stem cell absorption or research.
Is there any psychological study?
A: I have not seen any data on that yet, but I think as experience grows, it’s
inevitable that people with your background are going to look at those issues.
Why did this set of patients get better while this one did not?
Q: I’m really troubled by the thirteen year old who developed brain tumors,
in part because it might give opponents of stem cell research an argument
that you are causing more problems than you are curing. Is it possible that
that could be a fingerprint of a particular stem cell, in the sense that not all
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stem cells are perfect? Or could it have to do with the genes of that particular
individual?
A: A lot of science is going to have to go into answering those questions.
This is a very complex area and one of the great concerns that have to be
examined. However, I don’t think that the serious opposition is going to
use that because we are a population that understands that toxic side effects
sometimes have to be tolerated in order to get a therapeutic benefit. It’s called
risk:benefit ratio. Unfortunately, we sometimes have terrible experiences as
we go through the learning process.
Let me broaden your point just a little bit. One major issue right now is the
mapping of stem cell sources. As we get better and better genetic maps, the
practice of typing stem cells before they are used therapeutically is going to
become part of the routine. We have the technology to do it; it’s part of DNA
technology.
Q: Do you trust the medical profession to self-regulate?
A: All professions are capable of self-regulation, but most of them need an
outsider’s view of what they are doing, because not all professions balance
risk and benefit the same way. For example, I have known oncologists–deeply
committed, brilliant, wonderful people–who consider the death of a patient so
intolerable that they want to try anything that is still out there to try, whether
or not it’s proven. My view is that there must be some reason to believe it’s
going to help.
Also, even if the medical profession usually can self-regulate, stem cell
science is not just a medical issue. It is a broader ethical and societal issue. We
need clear-headed thinkers from other fields to consider the issues along with
us. In sum, my answer is, yes, the medical profession can self-regulate but they
should not. Any profession that regulates from within is subject to one or both
of two things–an internal breakdown and external criticism. Broadening the
base is the answer in any kind of experimentation.
Q: Is there anything in the medical profession comparable to the judiciary,
which in our profession takes care of getting rid of bad lawyers by disbarring
them?
A: Yes and no. Each state has a state medical board, and the medical board
serves that function, if it’s operating well and properly. At the national level,
the NIH has oversight authority. We all know that there can be glitches, but
even if there are not good boards, there are mechanisms for good boards to
provide that kind of oversight. And believe me, doctors are not necessarily soft
on other doctors.
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Q: There also are malpractice suits.
A: But malpractice suits rarely focus on science. They focus on therapy or
diagnosis or something that has to do with the medical condition of particular
patients. I’m not a guy who criticizes malpractice suits, except for the impact
on insurance rates, because it is the way that two fields interact with each other
so that the recipients of both of their skills are in a better situation than they
would have been otherwise. But malpractice suits aren’t going to regulate stem
cell research.

WORLDS APART†
Mark Kline*
This morning, I want to share with you some information about pediatric
AIDS, and I’ve titled the talk “Worlds Apart” because I will initially contrast
the situation in the United States, where incredible advancements have been
made in the prevention and treatment of HIV infection in children, with what
is happening in the developing world, where children continue to be impacted
by this terrible disease in a really awful way. After I discuss the impact of HIV/
AIDS on the health of children globally, I will describe for you the role that I
believe American health professionals and institutions can play in expanding
the access of children to care and treatment for HIV/AIDS, and in using HIV/
AIDS as a model for other life-threatening diseases as well.
Pediatric HIV/AIDS in the United States
If there were a poster child for HIV and AIDS in the United States today,
it might well be Jane Queen, who was ten years old in a photograph I will
show you. Jane was born to a crack-addicted mother in New Orleans. She was
given up for adoption at birth and then was found to be HIV-infected at just
one month of age. At four months, she had the good fortune of being adopted
into the Queen family. (She has five siblings, and in her brother Terrence’s
words, they range in color “from vanilla to chocolate.” This is really a
beautiful American family, I think.) Jane was very ill as a small child. She was
repeatedly hospitalized, she failed to thrive, she had chronic diarrhea. And the
doctors who evaluated her originally told her parents that they should enjoy
every day they had with her because it was unlikely that she would survive to
go to school.
But Jane was one of the few American children in the early- and mid1990s who had the opportunity to take what became known as highly active
antiretroviral therapy. This therapy uses powerful combinations of drugs
sometimes referred to as “drug cocktails” that can almost totally suppress the
ability of HIV to replicate in the body, and when the virus isn’t replicating, it
isn’t damaging the immune system. If the immune system stays healthy, the
other organs stay healthy, and the child can expect to live a long and full life.
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When highly active antiretroviral therapy exploded onto the American scene,
a couple of other things happened. Hope was restored to families with HIV,
and the stigma that was associated with HIV began to subside. For example,
although Jane’s HIV status was well known in her second-grade class, her
teacher said, “Everyone loves Jane.” This was a real advance for American
children with HIV.
Today, there really is incredible hope and optimism for HIV-infected
children, and for their families, in the United States. When I see children with
HIV at Texas Children’s Hospital today, I tell their parents that if I do my job
correctly and they do their job correctly (which is to give the medications
according to prescribed schedules), they can expect that their children can live
long lives; the children can have the opportunity to complete their education,
marry, and have children of their own one day. And this is not a false hope at all.
Death rates for HIV-infected children in the United States have plummeted to
less than one percent per year. This is reflected in the data that comes from the
U.S. Centers for Disease Control and Prevention. In 1992, there were nearly
one thousand newly diagnosed pediatric AIDS cases in the United States.
By 2004, there were only forty-eight new cases of pediatric AIDS diagnosed
in the U.S. This is the consequence of highly active antiretroviral therapy
(“HAART”) for children who have HIV, and of the administration of HAART
to pregnant women with HIV, to prevent the transmission of the virus to their
babies. Today, we can almost guarantee that an HIV-infected mother will give
birth to a baby who is not infected.
The World Apart
Sadly, the advancements that have occurred in the United States have
not been replicated in other parts of the world, particularly in Africa, where
children continue to be born with HIV at a very high rate; and they continue
to fall ill and die from AIDS. There is no continent that has been spared the
epidemic, but southern Africa has been particularly hard hit. There are seven
countries in southern Africa where adult HIV prevalence rates now exceed
twenty percent; and in some of those countries, like Swaziland and Botswana,
the rates are close to forty percent. So one in every two or three people walking
the streets is HIV-positive.
This has become a disease of the developing world. More than ninety-five
percent of the 13,400 new HIV infections and the 8,500 HIV/AIDS associated
deaths that occur each day are in the developing countries. So if you have an
image in your head of HIV as a disease of gay men in San Francisco or of IV
drug abusers in New York City, or Newark, or Washington, DC, you need to
get that out of your head. This is a disease of the developing world.
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What is less well appreciated is that children constitute a sizable proportion
of the epidemic. Children account for more than fourteen percent of all new
infections and more than eighteen percent of all deaths; 1,560 children die
every day. That’s the death of a child every minute of every hour, twenty-four
hours a day, 365 days of the year.
In southern Africa, funeral homes are open twenty-four hours a day, seven
days a week, to accommodate the need for their services. The modal age of
death for women in southern Africa today is twenty-six years, and the modal
age of death for men is twenty-nine years. HIV/AIDS has shaved thirty years
off life expectancy across the region. In Botswana, for example, where life
expectancy would be sixty-nine years in the absence of HIV/AIDS, life
expectancy is just thirty-eight years. HIV/AIDS has undone decades of gains
in public health.
UNICEF estimated last year that HIV/AIDS accounted for about four
percent of all child deaths globally, but the figures for countries in southern
Africa are much higher. In Botswana, for example, HIV/AIDS accounts for
57.7% of all child deaths. In other words, more children die from HIV/AIDS
than from all other causes combined. This has become the dominant cause of
death across the region. And the deaths are only a part of the story for children.
In addition, there is the AIDS orphan crisis. More than fifteen million African
children already have been orphaned by HIV/AIDS, and it’s estimated that
by the end of next year, there may be twenty million AIDS orphans in Africa.
These are children who are destined for lives of poverty, illiteracy, disease,
and, in many cases, early death.
Stephen Lewis, who was the United Nations special envoy for AIDS in
Africa, said in 2005, “In the absence of antiretroviral therapy, the scenario for
children is, quite simply, doomsday.” But why should this be the case a decade
after the advent of therapy for American children with HIV? Why are African
children, and children in most of the poor countries of the world, still waiting
for their opportunity to take these life-saving medications? The fact is that
children are underrepresented among recipients of antiretroviral treatment in
virtually every setting worldwide. It’s commonplace to visit treatment centers
in Africa where 3,000 or 4,000 or 5,000 adults are receiving treatment for
HIV and to learn that fewer than ten children are receiving treatment in those
same centers. It’s estimated that only about 130,000 children currently receive
antiretroviral treatment. That is just six percent of all HIV-infected children
globally. So these treatments, of which we’re so proud and which have such
an amazing impact on the lives of HIV-infected children in the United States,
Canada, and Western Europe, have not had a meaningful impact for most of
the world’s children.
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What are the barriers? Why are children systematically excluded from
access to treatment? Certainly, there has been a lack of infrastructure. The
clinics for administering the treatment have not existed. The laboratories for
monitoring the therapy have not existed. There also has been a lack and loss
of human capacity. In Africa in particular, the capacity of professional schools
is very low, so relatively few doctors, nurses, pharmacists, and social workers
are being produced. On top of that, there is an exodus of professionals from
Africa to the developed world; the doctors leave Zimbabwe, Zambia, Malawi,
and other countries to work in England, Canada, and the United States. There
also are deaths of professionals. In Africa today, more health professionals die
than retire, and it’s estimated that fifty or sixty percent of all of the deaths can
be attributed to HIV/AIDS.
Previously, there was an issue of expense; the antiretroviral medications
were prohibitively expensive. Thankfully, however, those costs have come
down, and now antiretroviral therapy is available in Africa for about one
hundred fifty dollars per patient per year, a level of cost that is attainable in
most settings.
For the children, a big factor has been a lack of commitment to the treatment
of children. When HIV-infected children are restored to health, they do not go
back to work or pay taxes or vote, so those in power give them relatively little
priority in many settings. The minister of health in Swaziland once told me
that they weren’t too concerned about treating children with HIV because if
they treated the parents, the parents could make more children to replace ones
who died. In addition, there is a perception that pediatric treatment is complex.
As health professionals, we have done a poor job of educating our colleagues
and letting them know that children can be treated just as successfully as their
parents.
The Baylor International Pediatric AIDS Initiative
Romania
Our international initiative started not in Africa but in Romania. Romania
might seem to be a strange place to start an international pediatric AIDS
program, but Romania has had a terrible pediatric HIV epidemic dating
back to the communist era, in the late 1980s. Romania, a small country with
about twenty-two million people, accounts for more than half of all European
pediatric AIDS cases, and children account for ninety percent of all HIV/AIDS
cases in Romania. Romania is the only country in the world where there are
more HIV-infected children than adults.
How is this possible? Most HIV-infected children acquire the virus from
their mothers, so how is it possible that in Romania almost all of the cases
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occur among children? The answer is that it happened as a result of medical
practices that were common in Romania in the late 1980s and the early 1990s.
Disposable needles and syringes were reused in hospitals, and injections
of whole human blood were given to infants and toddlers for a variety
of conditions–prematurity, recurrent respiratory infections, anemia, and
malnutrition–without any scientific basis. During that time period, according
to the World Health Organization, about 13,000 children were infected with
HIV.
When I began working in Romania in the mid-1990s, it was common to
visit a public hospital and see dozens or even hundreds of children who had
been abandoned by their families and who were living in the hospitals or in
orphanages. Early on, we gravitated to the municipal hospital in Constanta,
Romania, a port city on the Black Sea. Constanta was especially hard hit by
the HIV/AIDS epidemic. The hospital there had cared for 1,600 children with
HIV over the years.
We started very simply with the program in Romania. We had little funding
in the beginning, and we wanted to do simple things that would improve the
health of the children. The hospital was a rather old and decrepit facility,
and the clinic where the children were cared for was just one room. We were
working with Dr. Matusa, who was the head of the pediatric AIDS clinic for
Constanta County until her retirement four years ago, and I brought teams
of nurses and doctors from Texas Children’s Hospital. We began examining
all of the children. We cataloged all of their health problems. We put all of
the information into a computerized database so that we could track their
health over time. We gave the children a simple drug, bactrim (trimethoprim
and sulfamethoxazole), which is commonly used to treat ear infections in the
United States. We gave it to the Romanian children to prevent a serious type
of pneumonia that complicates HIV/AIDS. We treated their diarrheal disease,
we gave them nutritional supplements, and we treated their tuberculosis. We
started to see modest improvements in their health.
At the same time we began working with the doctors and nurses. For
example, we noticed that a lot of cross-infection was occurring in the hospital,
and we thought if we could encourage the nurses to wash their hands better,
we could cut down on cross-infections. That, too, would improve the health
of the children that were in care at the hospital. We gave hand-washing
demonstrations, and we did start to see some benefits.
We knew, however, that to have a transformative impact on the lives of the
children in Constanta, we were going to have to establish a center where we
could provide highly active antiretroviral therapy. This was at a time when
experts in the field were saying that providing the kinds of therapy that we
were giving to American children was impossible in the developing world.
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But we wanted to give it a shot, and we thought Romania was a place where
we could demonstrate that the drugs could work as well for children living in
a poor country as they did for children living in rich countries. We couldn’t do
it at the municipal hospital–the pharmacy had no locked storage, there were
no refrigerators–so I began looking around for a building to house this center.
I looked at a couple of buildings, but they really weren’t suitable. Then, in
March of 2000, I was in the clinic with Dr. Matusa, and she said to me, “The
hospital director mentioned to me that the hospital owns an old building not
very far from here. They were going to tear it down, but if you want it for your
pediatric AIDS center, they’ll just give it to you.” I said, “Let’s go take a look
at it.”
That afternoon, we drove over to see the building. It was about thirty-five
years old, and it previously had been an orphanage before it was left empty.
By the time we saw it, every window had been broken, and the doors were
all gone. Inside the building, everything had been thoroughly trashed, and
all of the plumbing fixtures were gone. There actually were gypsies living in
the building, and there was human excrement all over the floors and walls.
I didn’t think it would be possible to rehabilitate the building as a pediatric
AIDS center.
Fortunately, I had a really good engineer from Washington, DC, working
with me. I called him and asked him to make a trip to Constanta to look at the
building. He flew over and spent two days examining the building. When he
was done, he said something memorable, “It has a few cosmetic problems.”
But even more memorable is what he said next, “Structurally, it’s very sound;
it will be here a hundred years from now.”
With that, we decided that we would try to renovate this building and turn
it into a pediatric AIDS center. There was just one little problem: It was going
to cost about half a million dollars to do this. I had about $100,000 squirreled
away in an account at Baylor, but that left us about $400,000 short.
Just at this time, the Houston Chronicle ran a feature story on pediatric AIDS,
and it highlighted our program. The reporter, Leigh Hopper, had traveled with
me to Romania and composed a really beautiful article about the differences in
the outcomes for children with HIV in the United States and those in Romania.
The article ran in the Sunday newspaper, and the very next day, I got a call in
my office at Texas Children’s Hospital. The woman on the other end of the line
said, “My name is Sister Olive Bordelon. I’m the CEO of the Sisters of Charity
of the Incarnate Word. Over the weekend we were having our annual board of
director’s meeting in Houston, and on Saturday we spent a lot of time talking
about our mission statement. I don’t know if you are aware, but the Pope has
declared a Jubilee Year, and he’s asked all of the congregations to look over
their mission statements to see whether they should be changed or expanded in
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some way. We spent a long time on Saturday talking about pediatric AIDS as
a possible expansion of our mission–and then the Sunday newspaper arrived.
We considered this almost providential. It says in the article that you want to
build a center for children with HIV in Romania. How much is that going to
cost?” I said, “It’s going to cost about half a million dollars.” And she said,
“Well, if I sent you a check for $400,000, would it help?”
To be honest with you, I thought it was a crank call, although I didn’t dare
say that. Then I put it out of my mind. On Friday of that week, I got a check
for $400,000 from the Sisters of Charity. So that’s how the building renovation
was funded.
The building cleaned up very nicely and opened in April of 2001. It is called
the Romanian-American Children’s Center, and it is the largest pediatric HIV
treatment center in Europe today. We have more than 800 children who receive
care in this center, along with adults. It really is a fabulous place.
I could spend a lot of time sharing with you the impact the center has had.
We have lots and lots of data documenting what we’ve done. But I will limit
myself to describing the change in the average annual death rate for HIVinfected children. In the four-year period from 1998 through 2001, on average,
thirteen percent of all of the known HIV-infected children died each year. As I
mentioned, we opened the center in April of 2001, and we instituted a program
of highly active antiretroviral therapy in November of that year–just at the tail
end of the year. In 2002, the death rate dropped to seven percent, then to three
percent in 2003, and to less than one percent in 2004; and it has remained at
less than one percent to the present day. In more personal terms, this is the
difference between 109 children who died in 2001 and seven children who
died in 2004. So when I say that children live instead of dying when they have
access to highly active antiretroviral therapy, I mean it very literally.
This was an amazing experience. I personally began all of the Constanta
children on treatment over about a four-month period of time. I worked side by
side with Dr. Matusa, who studied every child’s medical and treatment history.
We personally monitored all of the children over time to make sure they didn’t
suffer any toxicity from the medication. We watched them grow like weeds
and put on weight and start playing again and go back to school. It was an
incredible, life-changing experience that I describe as addictive, because once
I had that experience, I wanted to see it happen over and over again.
Africa
Africa was where that experience needed to happen. We had started working
in Africa in 1999, focusing first on Botswana, which had the worst epidemic
of HIV in the world, at that time. Thirty-nine percent of adults had HIV. The
president of Botswana had said, “We are threatened with extinction.” Some
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people responded, “That’s just a lot of exaggeration”; but think about it: What
country can afford to lose thirty-five or forty percent of its most productive
citizens? Especially a country like Botswana, that already was living on the
edge. Countries like Botswana and whole cultures across Africa really are
threatened with extinction.
Once we saw the early outcome from the clinic in Romania, I approached
the Minister of Health in Botswana. The Minister was a very nice woman,
Joy Phumaphi. I showed her some data on what was happening in Romania,
and I said, “This is something you need to do here in Botswana.” At the time,
not a single child in Botswana was receiving treatment for HIV. She said,
“Let’s do this. What do you need from me?” I said, “I need a piece of land.”
The Minister took me to the Princess Marina Hospital, the public hospital in
Gaborone, the capital of Botswana. She showed me a piece of land near the
pediatric ward and said, “You can have this piece of land right here.” That was
ideally situated.
With the land secured, I put together a proposal to build a children’s center,
and I asked a number of foundations for support to build, equip, and furnish
the center, and then to operate it for five years. I stated that at the end of
five years, we would be self-sufficient through other funded activities. The
Bristol-Myers Squibb Foundation gave us a six-million dollar cash grant, and
we began building a center.
We didn’t want children to die waiting for the center to be built, so I asked
the superintendent of the Princess Marina Hospital for space to start a little
clinic. We were given two old storerooms that were stacked all the way to
the ceiling with junk. We moved all of the junk out, put in a refrigerator, and
built some small examination bays. We called it the Bana Clinic. (Bana is
a Botswana word for children. We also use BANA as an acronym for our
Baylor-Botswana antiretroviral assessment programs.)
Then I began cruising the pediatric ward at the hospital, talking to the
mothers and fathers, and saying, “Has your little boy been tested for HIV?
If he hasn’t been tested, bring him over to the Bana Clinic; we have test kits
over there, and I’ll be happy to test him. If he should test positive, we can give
him medicines to make him feel better.” And the mothers and fathers began
bringing their children to the little Bana Clinic.
The big center was completed and opened in 2003. It is called the BotswanaBaylor Children’s Clinical Center of Excellence, and it is one of the largest
pediatric AIDS centers in the world today. About three thousand children
receive treatment there, and it has transformed pediatric HIV in Botswana in
the same way that the clinic in Romania transformed the disease there.
Actually, the transformation–a dramatic one–occurs in the health and the lives
of the children and in their families. The death rate in Botswana plummeted and
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has been at 0.3 % for the last three years, and the vast majority of the children
live very healthy lives. They do everything that perfectly healthy children do.
You don’t have to be a pediatrician or an infectious disease specialist to see
the incredible transformation that occurs in a child treated with highly active
antiretroviral therapy.
This experience opened a lot of eyes, and the naysayers fell silent. Suddenly
there was enthusiasm for this approach of treating children with HIV across
Africa. In the last few years we’ve had great success in building and opening
centers for the care of children with HIV across sub-Saharan Africa. In addition
to the original center in Constanta, Romania, and the first African center
in Gaborone, Botswana, we have centers in Maseru, Lesotho, in Mbabane,
Swaziland, and in Lilongwe, Malawi, and a very large center and satellite clinics
in Kampala, Uganda. (The Kampala center probably is the largest pediatric
AIDS center in the world. It serves six thousand children in treatment.) We
have two centers under construction in Tanzania, one in Mbeya, which is in the
southern highlands, and one in Mwanza, which is on the southern edge of Lake
Victoria. We have another center open in Bobo-Dioulasso, Burkina Faso, and a
larger building under construction there. We are raising funds to build a center
in Kisumu, Kenya, which is President Obama’s ancestral home. Like Mwanza,
Tanzania, Kisumu is on Lake Victoria. The whole lake region in eastern Africa
has been hit especially hard by HIV. We also work under a grant from the U.S.
State Department in Benghazi, Libya, where there are about 420 HIV-infected
children who were all infected at the children’s hospital in Benghazi; we were
asked to help the Libyan government develop a treatment program.
We know that our centers have served as an impetus for HIV testing, because
when people know that treatment is available, they will bring their children to
be tested. When we completed the center in Botswana, there was a media
tour the day before the center opened to the public. A reporter from London
attended, went home, and published an article saying that Baylor had built a
great white elephant on the African savanna, and that locals told him no one
would ever cross the threshold into the building; because of the stigma, parents
wouldn’t bring their children to be tested or treated. Well, four thousand
children were brought by their parents for testing the first year the center was
open. So I say that African mothers and fathers spoke with their feet and made
it clear that if lifesaving treatment was available for their children, they would
bring their children for that care, just as you would. And we also know, from
our earlier experience in the U.S., that treatment helps to destigmatize HIV/
AIDS. The demand for services in all of these centers has been huge.
All of the centers network with one another. They exchange best practices.
There are opportunities for cross-fertilization, where staff from one center
travel to one of the other centers to learn what the other center is doing and to
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take the lessons learned back home. This networking has had a powerful effect
in catalyzing expanded access to HIV treatment for children across the African
continent.
The centers are child friendly. They are designed to be welcoming to
children and their families. There are play stations throughout the buildings.
The centers are decorated and painted in the local style, so that they have a
familiar feel to the people who are being served, rather than the more sterile
western atmosphere. The well-stocked pharmacies have counseling bays
where the pharmacists can counsel the children and their families about their
medications.
The second floor of most of these buildings is devoted to education. We
really have a two-part mission. We provide care to HIV-infected children and
their families, and we also train local professionals to build the local capacity
to deliver care to children. Dozens and hundreds of doctors and nurses and
other health professionals come to the centers for training, both through formal
instruction and through working side by side with our doctors and nurses and
other professionals.
The centers are all collaborative. Every center is built under a collaborative
partnership of Baylor College of Medicine, Texas Children’s Hospital, and the
host government. The host government is always our principal partner. And
there always is a memorandum of agreement that stipulates what our roles and
responsibilities are, and what our expectations of the host governments are.
The centers are comprehensive. They do have an HIV/AIDS focus, but we
provide primary care to the children that we see, and we care for all of their
other conditions. If the child develops a cancer, we care for the cancer. If they
have diabetes, we care for the diabetes. The centers are also family-centered.
The HIV-infected child is the point of entry to care in these centers, but we
know that many of those children have other HIV-infected family members,
so we care for the mothers and the fathers as well. The centers employ internal
medicine specialists and family doctors to care for the whole family.
We have a very clear care and treatment focus. A number of U.S. medical
schools have activities in Africa, but every other one that I’m aware of has a
research focus. They go to Africa to recruit patients into research studies, and
then they publish the results of those studies in American medical journals.
The studies might have some sort of impact on care, but often only in the U.S.
Our focus is very different. I often say that African children with HIV are not
dying from lack of access to research; they’re dying from lack of access to care
and treatment. We also do research, and we think research is vital, but it has to
be research that is in support of our care and treatment objectives.
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Expanding the HIV/AIDS Model to Other Life-Threatening Diseases
We are building capacity for pediatric health care and clinical research
generally. I call this collateral benefit. In public health circles, the term
collateral damage has been used in association with HIV/AIDS; some public
health people say, “In these parts of the world where HIV is hitting hard, if
you shift resources to HIV/AIDS and away from vaccine-preventable diseases
or diarrheal disease or respiratory disease, the death rates from those other
causes will start to rise.” I think, however, that addressing pediatric HIV/AIDS
increases our opportunities to address other diseases afflicting children. As we
enhance the care of HIV-infected children, we should enhance pediatric care
generally, and we should enhance the care specifically of children with other
life-threatening diseases.
In particular, I’m very interested in pediatric cancer, which has not been on
anyone’s radar screen. Today, African children who develop cancer simply die
from the cancer. For example, a child in Africa who develops acute lymphocytic
leukemia has a ninety-five percent probability of dying. If an American child
with acute lymphocytic leukemia is treated, she has a ninety percent chance of
living. That’s the disparity that exists today, and I don’t see why we can’t take
the lessons learned from HIV/AIDS and improve the care of children with a
variety of other life-threatening diseases.
The Role American Health Professionals Can Play
It quickly became apparent to us that the centers in Africa would never
realize their full potential unless we had a way of supplementing the available
health professionals. For the most part we could find nurses and social workers
and pharmacists, but we could not find doctors at any price in many of these
settings. It is estimated that in the United States there are about 106 pediatricians
for every one hundred thousand children younger than fifteen. In Botswana,
there are 2.5 pediatricians per hundred thousand children, in Swaziland 0.6, in
Lesotho 0.4, and in Malawi 0.2. When we started working in Lesotho, there
was only one pediatrician in the whole country, who was working at the public
hospital in Maseru. Obviously, we didn’t want to hire her away from the public
hospital to work for us, but how in the world were we going to provide care in
our center if there were no doctors to be hired?
It occurred to me that if the developed world was playing a role in the
exodus of doctors from Africa, the developed world ought to play a role in
sending doctors back. We came up with the idea of a pediatric AIDS corps–a
Peace Corps for pediatric AIDS. We spread the word that we wanted to recruit
board-eligible and board-certified pediatricians, internists, and family doctors
for long-term work in Africa. These are not students or residents. These are
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people who could be taking care of your children, at any hospital in the United
States. And these are not mission trips. We specified that we were interested
only in doctors who were willing to work in Africa for at least a year, and we
would give preference to doctors who would go for at least two years. We said
that we would provide training in tropical medicine and HIV at Baylor before
the doctors left for Africa. Our goal was to provide care to at least a hundred
thousand African children and, at the same time, train hundreds of African
health care professionals. The latter would give our doctors their exit strategy;
they would train local professionals who then could take over for the American
doctors.
On the financial side, we provide a living stipend of forty thousand dollars
a year. They get a housing allowance of $1,200 per month. Perhaps most
significantly, we offer student loan debt repayment. This is important because
these days many doctors finish their educations with a hundred thousand
dollars or more in student loan debt. We repay forty percent of the outstanding
student loan debt per year of service, up to a maximum of forty thousand
dollars a year. So we pay off student loans while the doctors work in Africa.
In sum, nobody’s getting rich doing this, but they aren’t getting poor, and they
are providing tremendous service and gaining invaluable experience.
We put out an announcement describing the plan, and we didn’t know what
the response would be. I thought it was going to be rather embarrassing if
only two doctors applied for the program. But I needn’t have worried; almost
immediately we had a hundred fifty applications from amazing people, and we
hired fifty-two doctors the first year, in 2006. Let me describe a few of these
extraordinary people. One young man grew up in New York City, graduated
from Princeton University, went to medical school at Yale, has a public health
degree from Harvard, and trained in pediatrics at Columbia. Another one is a
fantastic guy that I know pretty well because he graduated from Baylor College
of Medicine and was our chief resident three years ago. He has been working
for us in Lesotho since 2006. A wonderful young woman working in Malawi
trained at Columbia University. There is no institution in the United States
that wouldn’t be proud to have these people on staff. It has been an amazing
experience to have the opportunity to recruit them, to work with them, and
now to see the fantastic work that they’re doing across Africa.
The American doctors have had a powerful impact on our ability to deliver
care. By the end of December there were nearly thirty thousand children in care
in our centers in Africa, nearly fifteen thousand on highly active antiretroviral
therapy. To give this some context, it was estimated that in all of the medical
centers in the United States, there were just eleven thousand HIV-infected
children in care, and another four thousand in western Europe. So in all of
the medical centers in the U.S. and western Europe combined, there were half
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as many children in care as we have across the African network. I probably
should explain why only fifteen thousand out of the thirty thousand children in
care in Africa receive HAART treatment: Not every child requires treatment
immediately. Some of the children are relatively healthy now. Presumably,
over time, they will need treatment, but for now they can receive just routine
medical care.
There are a number of other things that we still want to do in Africa. We’re
working hard to develop satellite facilities and outreach services. We want
our centers not to be resourced islands but to extend their reach to health
facilities across broad geographic regions so that they have broad impact.
We’re moving into hospital-based services now; we have doctors working on
the public hospital wards to take care of critically ill children with HIV and
other conditions. And we’re working hard on prevention of mother-to-child
transmission. We will never get ahead of this epidemic until we reduce the
number of babies being born with HIV, and there are now simple medications
we can give to pregnant women in Africa that can drastically reduce the
likelihood of transmission to babies.
Conclusion
For too long, the children of Africa have been on the outside looking in.
They have not been given equal access to lifesaving medications, for HIV/
AIDS and for a variety of other conditions. We can do better, and we have
to do better. And, as we treat children with HIV, we have to remember that
they’re part of families. We can’t afford to treat the children and therapeutically
abandon the parents, because we will just generate more AIDS orphans, which
we obviously don’t want to do. Providing lifesaving care and treatment to
HIV-infected children and families worldwide is a test of our ingenuity, our
commitment, and our compassion. But we do have a unique opportunity to
change the world for millions of children with HIV/AIDS and other lifethreatening conditions, and I think this is a time of real hope. There are more
resources flowing now than ever before, with the U.S. government, the United
Nations, and a variety of organizations supporting this work. And I’ve seen the
landscape change across Africa in a very short period of time. I am confident
that the forward motion is going to continue.

