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SENIOR 
RELATIONSHIPS 

Bob and Marie have lived in a nursing home 
for two years. It's not a bad place; the food 
is acceptable, the grounds are well-kept, 
and their son and h is family live nearby. 

Both Bob and Marie are in their mid-70s. Bob has 
cardiovascular disease and Marie's diabetic condition 
requires monitoring, but they're both in reasonably 
good health. 

There's just one problem. They're not allowed to 
sleep together. In fact, they don't even share a room. 
Bob has mentioned this. to his son more than once, bur 
Bob, Jr. acts embarrass;'d: "Dad, aren 't you a little o ld 
to be thinking of ,ha,? After all , you and Mom spend 
most of the day together .in the game room." . 

Bob, Jr. shares a misconception common in toclay's 
society, and it's one that is particularly d ifficult to 
combat. That is, a majority of people still believe that 
the elderly shouldn't, can't, or don't want to partici
pate in sexual relationships. 

"It was hard enough to think about my parents 
having sex when I was young," says Dr. Thomas Mulli
gan, "but God forbid my grandparents should st ill be 
engaging in any form of sexuality." Mulligan, who 
is ch ief of geriatric medicine at the VCU-affi liated 
McGuire Veterans Administrat ion Medical Center 
(VAMC), points out that this attitude is one of the 
most damaging in fosteri ng negat ive postures about sex 
and the aging ind ividual. 

In Bob and Marie's case, for instance , it's no t just 
their son who is unwill ing to deal with their needs, 
although they, un like most elderly peop le, would be 
willing to discuss the problem and seek a sol ution. The 
nursing home itse lf is ignoring and denying their right 
to privacy and a conjugal re lationship. 

Are Bob and Marie asking too much , and do they 
really know what's best for them? Could they sue the 
home for not a llowing them to live as husband and 
wife? And if they were allowed to share a room-and a 
bed- would it make any difference, anyway? A fter 

. all, they are in the ir mid, 70s, and everyone knows it's 
all downh ill after the age of 30. 

Or is it ? 
A group of five VCU professors who are experts in 

the study of aging jo ined forces this winter to answer 
questions such as these . In a' li ve teleconference spon ~ 
sored by VC U 's Geriatric Education Center (G EC ), 
several different aspects of sex uality in later li fe were 
candidly discussed for the benefit of part icipants at 
various sites across the country. Viewers were encour, 
aged to call in questions fo llowing each presentation ; 
their questions ranged from the practica l to the 
scientific. /' 

Several stud ies surveying the older population do 
suggest that the frequency o f sexual activity declines 
dramatica lly with advancing age, and laboratory re
search indicates that phys io logical sexual response also 
slows. Like the ir younger counterparts, the sex li ves 
of older adu lts can be affected by physica l hea lth prob
lems, absence of suitable partners, and poor communi~ 
cation between partners. And then there's the problem 
of society-often including one's own family-tnain, 
taining negative attitudes toward active sexuality in the 
elderly : 

"They have no business doing that. " " It's behind 
them now, they shouldn't have those feelings." "It 's 
sick." Dr. Jodi Teitelman, ass istant professor of geron
to logy, begins her portion of the te leconference with a 
tape of two VC U theatre students portraying young 
people who have obviously stereotyped ideas of geriatric 
sexuality. Teitelman , who also serves as training direc, 
tor of the GEC , says common stereotypes include the 
following: The elderly are not interested in sex. They' re 
sexless. Even if they were interested, they couldn't be 
active. If they say they're sexually active, they're senile 
or they're lying. And if they're not lying, they certa inly 
can't be enjoying it; sexuality in o lder people must be 
dev iant, unclean , or "cute." 

See ing senior sexuality as taboo can be attributed, 
says Te ite lman, to three bas ic causes. First, today's 
society is youth,oriented, with speC ific standards for 
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physical attracti veness, and "there's a lack of geriatric 
sex symbols. It's difficult for us to imagine gray ing, 
wrinkled bodies locked in an embrace," she says. A 
second attitude is based on the be lief that sex is appro
priate only for procreation, not recreation. Once past 
a certain age, procreation simply is no longer possib le 
for elde rly individua ls. T hus, say some, sex also must 
end. A nd fi nally, the incest taboo, according to Te ite l
man , forms the basis for an abhorrence of fam ily mem, 
bers engaging in sex; that personal emotional res istance 
generalizes itself to the total populat ion , and one be
comes horrified at the idea of any older person being 
sexua lly active. 

Teite lman po ints out that one must keep in mind 
sexuality's two major components: the physical, where 
the elderly will experience changes, and the emotional, 
which remains a lifelong need . But, she says, problems 
that may occur in e ither area often are amenable to 
treatment. 

On Being an Older Woman 

It mayor may not be true that men "age better," as far 
as phys ical appearance goes, but women experience 
far less phys iological de teriorat ion , says Arnie Modigh , 
associate chief of the geriatric nursing service at Mc~ 
G uire VA MC and adjunct professor at VCU's Schools 
of Medicine and Nursing. In fact, she says, usually 
the only deteriorat ion that does occur in women is 
during and after menopause, due to changes in estrogen 
level. 

It a lso should be noted that losing interest in sex 
after menopause is a myth , says Modigh; many women 
enjoy sex even more once the fear of pregnancy has 
been alleviated . But, she adds, the same women often 
may feel unattractive as they age-a fact that can ad, 
versely affect the ir sex lives-when they remember 
society's emphasis on appearance and fo rget the advan, 
tages of the ir own background and experience. 

Concerning potential phys iological changes as a 
woman ages, Modigh notes that decreases in vaginal 
blood flow and a thinner and less e las tic vaginal lining 
may cause irritation , and there may be changes in 
certa in phases of the sexual cycl e. For example, vaginal 
lubrication and clito ra l stimulation may take longer, 
and the orgasmic phase may be shorter and "less explo
sive." But, stresses Modigh , though there may be grad
ual changes , they do not preclude sex at the orgasmic 
response leve l, particularly if the woman has remained 
sexually active and is appropriate ly stimulated. Surveys 
indicate that couples who received satisfaction from just 
being close , hugging and touching, adjusted better to 
normal age changes than those who received sat isfac, 
tion only from intercourse. And most phys iological 
complications in women, Modigh says, can be treated 
successfully. 

So, says Modigh, the normal aging process for 
women does no t preclude active sexuali ty-including 
hugging, kiss ing, intercourse, or just being close-

as a tender and satisfy ing experience. If there is a 
problem, it is most likely due to disease, dysfunction, 
or lack of a partner. 

"How a woman deals with her own aging is i mpor~ 
tant,)I she comments. "If a woman is interested-and 
according to surveys, lack of interest is not a problem
then it should be phys iologically possible for her to 
experience satisfying sex uality." 

The Aging of Man 

In a discussion of normal male aging, Mulligan notes 
that although interest in sex does decline with age, 
surveys indicate that 50 percent of men over 85 remain 
interested in sexual act ivity. Men, he says, do experi ~ 
ence clearcut phys io logical changes that may cause any 
or all of the fo llowing: decrease in seminal volume, 
expulsive force, ejaculatory demand, and erectile rigid, 
ity and maintenance; a prolonged refractory period 
(it may be as long as 24 hours before the next erection 
can be achieved); and erectile failure. 

There's been a paucity of research data on the sub
ject of erect ile failure since Kinsey's mid- I 940s stud ies, 
according to Mulligan. However, Mulligan and Dr. P. 
Gary Katz, ass istant professor of urology at VCU, have 
found that impotence becomes more common with 
advancing age. In these stud ies, the ir elderly subjects 
have been re latively healthy in other ways. 

Mulligan notes tnat "i mpotence" has many defini
tions, but in this instance he and Katz are referring 
to the inabili ty to obtain.or maintain an erection of 
suffi cient rigidity to enable vagina l penetration. Erec ~ 
tion occurs in response to sexual stimulat ion, which 
generates an increase in blood flow to the penis. 

Asked whether "constant intercourse" in life affects 
one's later experience, Mulligan says it may predispose 
one to continued success. Going a long time without 
sexual activity, however, may cause men to lose some 
erectile capabi lity. In o ther words, says Mulligan, 
"What you don't use, you lose." 

As women rarely lose the ir ability to engage in 
sexual intercourse, Mulligan points out that within a 
couple, it is usually the male who cannot perform when 
he ages. There are many reasons for sexual dysfu nction 
in e lderly men, including the degeneration of the nerve 
supply or blood supply to the pen is; psychopathology, 
or thinking "they shouldn't be able to," which Mldl i
gan says happens in about 20 percent of caseSj insuffi, 
cient testosteronej drug effects, particularly with an t i ~ 
hypertensive drugs; elevated prolactin levelsj or 
multifactorial etio logies, that is, a number of problems 
combined. 

In determining what problems are giving rise to 
individual male dysfunction , Mulligan notes a va riety of 
specific tests that should be performed during evalua
tion , including assays of prolact in and testosterone; 
nocturnal penile tumescence assessment (i f erection 
can be achieved at night, but not dur ing the day, the 
cause most probably is psychogenic) ; and pen ile vascu
lar assessment. 

Final diagnosis may isolate vascular, neurogenic, 
psychogenic, endocrine, drug,related, or mult ifactorial 
causes. Then the patient and his doctor must decide 
whether the problem(s) should be fixed and if so, how. 
Mulligan notes that a variety of treatment options is 
available; the least li kely choices can be found in popu
lar magazines, he says, "that advocate everything from 
bee po llen to zinc , none of which works." 

"If II Don't Work, Fix II" 

Although pen ile failure often is due to vascular difficul
ties, attempts at penile revascular ization to increase 
blood fl ow have not been very successfu l. However, says 
Gary Katz , there are o ther options that have met with 
success, including external suction dev ices, i ntracaver~ 
nasal therapy, and pen ile implants. 

A relative ly new dev ice created to treat penile fail 
ure invo lves external suction. How the system works 
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depends upon the specific device, but basically, a hand 
pump creates a vacuum to draw blood into the penis, 
and a constricting band helps maintain the erection. 
Katz says these devices can work well , though the con
stricting band should be kept on no longer than 30 
minutes. 

Another option is intracavernosal therapy, or the 
injection of drugs directly into the penis. Used also for 
state,of~ the,art diagnosis in penile vascular assessment, 
this method usually involves the drugs papaverine or 
phentolamine. There are two possible concerns, or side 
effects: a prolonged erection, which if it occurs, must 
be reversed at four hours duration. and scarring or 
fibrosis if the injection method is used too often or for 
prolonged periods of tim~ . 

Penile implants, or prostheses, have been used since 
the mid- I970s. The semi-rigid implant consists of a 
wire covered by a solid cylinder that is implanted in the 
penis. According to Katz, this implant is well -tolerated, 
and rarely causes infect ion. The sem i ~ rig id prosthesis 
results in a permanent erection, so the penis must be 
bent up or down t6 position for comfort. Inflatable 
penile implants, on the other hand, have the advantage 
of allowing for both the flaccid and erect states; a pump 
implanted in the scrotum allows inflatio;'; or deflat ion, 
and hollow cylinders allow transmission of fluid . Patient 
satisfaction with this method, says Katz, is high. 

Jodi Teitelman points out that a low percentage of 
the elderly population looks into possibili ties for help 
in the area of sexuality, in spite of ava ilable treatment 
options. Ideally, says Katz, both the patient and his 
partner should be consul ted when considering treat
ment for any physiological dysfunction; total cost, the 
man's general health , and the couple's expectations are 
important in making choices and a final decis ion. 

Is It All in My Head? 

If physiological problems are not causing sex ual dys
function , the problem may be psychogen ically-based. 
Psychogenic treatment does not differ radically across 
one's lifespan , according to Dr. Linda Dougherty, assis
tant professor of gerontology and psychology at YCo. 
Problems speCific to the elderly may include perform
ance anxiety or misunderstanding the overall ag ing 
process. 

As with physiological problems, a thorough exami
nation and eva luation must be conducted to clarify 
the psychogenic cause(s) of sexual dysfunction. It's 
necessary, says Dougherty, to find out why the cl ient 
thinks this problem is occurring, as we ll as a history of 
the problem and related life events, a history of rela
tionships. and the client's attitudes toward sexuality. 

"The goals of treatment," Dougherty says, "are to 
find out what the client thinks he or she needs, how 
involved he or she expects to be in treatment, and why 
this person is seeking help at this particular time." 
She points out tbat the interv iewer/cl inician must not 
have a negative attitude toward sexuali ty in the aging 
and that a rapport must be established with the individ
ual. who may wonder how a younger person can under~ 
stand what he or she is experiencing. 

Dougherty notes/ three potential routes of treatment. 
Masters and Johnson, she says, were the first to com~ 

TELECON FERENCE 
OUTREACH 
When asked, the executive director of YC\J's Geriat
rics Education Center (GEC) is hard put to select any 
one project she would want to feature from the center's 
varied offerings. But when pressed, Dr. Iris Parham 
admits that the annual te leconference series has been 
one of the more exciting, and successful, act ivities 
sponsored by the GEe. 

In fact, the increase in numbers of participant sites 
resulting from national marketing of the teleconfer
ences has necessitated a number of changes in coordi
nation procedures. People who coordinate local sites, 
for example, may now marker each teleconference 
to constituencies in their surrounding areas and thus 
gain visibility for their own institutions as program 
cosponsors. If response to the program on sexuality is 
any indication, local sites are becoming more and more 
interested in using the conferences as educational too ls 
for students or health care professionals who mayor 
may not have previous training in geriatrics. Continu~ 
ing educat ion units or credit for continuing medical 
education also is available to interested participants. 

From their original statewide orientation, the broad~ 
casts have been expanded to a national satellite 
hookup. And it's not just a group of talking heads that 

bine scientific knowledge into effecti ve treatment. 
Theirs is a two~week intensi.ve program that stresses 
mutual responsibility for the pmblem, conjoint treat~ 
ment (the patient is the couple), and education and 
training in areas such as new \:Vays of interacting in 
pleasurable activities that mayor may not include in~ 
tercourse. Masters and Johnson courses also depend 
upon a male-female co-therapy team to help both part
ners feel their needs are being heard. 

A second mode of treatment, called the PLiSSIT 

model, focuses on sexual problems as being at different 
leve ls of complexity, which should be treated thusly. 
The levels include Permission giving, Limited Informa
tion, SpeCific Suggestions, and Intensive Therapy. 
These areas run the gamut from clear ing up one's stere~ 
otypes or correcting fa lse information about sex uality 
to acknowledging that other problems, such as fear 
of illness or death, may be causing sexual dysfunction. 

Non-demand pleasuring is the basis of another form 
of treatment. In this option , no one sexual act is seen 
as more importan t than another. As Dougherty de- . 
scribes the treatment, it is most important to enjoy the 
sexual experience, whatever it is, and to be comfortable 
with it. 

Long-term Senior Sexuality 

"It's hard to feel attractive when you've been sitt ing in 
the same nightgown for three days and no one has 
combed your hair, It says one nursing home resident. 
Although love and sex are getting more play in the 
movies, they're almost always portrayed within the 
community. But what about nursing homes and other 
long-term care institutions for the elderly? According 
to Arnie Modigh. it's a topic most nursing homes won't 
discuss. The prevailing att itude , she says, is "We don't 
allow sexuality. " 

In fact, she says, there has been an emphasis on 
"controlling" sexual behavior in long~term care facili~ 

viewers at local sites see; experts in geriatrics share 
information with the aid of slides, charts, and pre
taped role playing situations, and participants have the 
chance to ask questions and share ideas with the pre
senters. Thirty,four educational institutions that have 
GECs or are members of the National University Tele
conference Network and about 330 hospitals served 
by the Healthcare Information Network were privy to 
the recent program on sexuality and the aging. In fact, 
viewer~presenter interaction may be limited due to 
the teleconferences' very success; during the sex uality 
conference, people from several states called in with 
questions following each speaker's presentation, and 
only time constraints kept the conference from contin~ 
uing past its allotted hours. 

Three teleconferences are scheduled each year by 
Dr. Joan Wood, educational services director for the 
GEe. "Sexuality in Later Life" and "Management 
of Urinary Incontinence in the Elderly" already have 
been produced for 1987-88 , and the season will close 
with "Health Promotion and Wellness in Older Adults" 
in April. Wood says plans are now in progress for next 
year's teleconferences. Topics that have been covered in 
the past include geriatric medicine, sensory changes 
with age, suicide and abuse, and recognition and treat~ 
ment of depression in. the elderly. After each confer-

ties, where it is seen as unimportant to the indi vidual 
or as a problem to be solved or even punished. Many 
such institutions are segregated and may not even allow 
married couples, like Bob and Marie, to share a room. 

Surveys indicate that, depending upon the physical, 
mental, and sexual hea lth of nursing home residents
and their interest in it-sexuali ty in its many forms 
is, or can be. an important part of their lives. Percep~ 
tions older people sometimes hold that echo society's 
taboo aga inst geriatric sexuality are formed by the ir 
upbringing, religion, fee lings about procreation, and 
feelings about their own sexuali ty. 

Modigh feels most older people are much more in
terested in the topic of their own sexuality than they 
will admit in public. "When I asked one home's res i
dents if they would be interested in a lecture on sexua l ~ 
ity, only three raised their hands. When I asked the 
group in a written survey, 92 percent said they were 
interested, and rated it e ither first or second, next to 
information on arthritis." 

If health care professionals haven 't had formal edu
cation in human sexuali ty, says Modigh, they still need 
to be informed of the physiological d ifferences and 
needs of the elderly, to be understanding and nonjudg
mental, and to know to whom patients with problems 
can be referred. HKnow ing that interest often exceeds 
opportunity has implications for how we plan our care 
for the older adult," she says. One must also recognize 
different types of intimacy to help the elderly meet 
their needs. As Modigh says, "It's not restricted to the 
genitals," but includes social, physica l, inte llectual, 
emotional, spiritual, and sexual intimacy. She gives the 
example of an A lzheimer's patient who prepares at 
noon each day for her husband's visit by putting on 
lipstick and combing her hair. This ritual, th is feeling 
of intimacy, is important enough to be remembered 
by a woman whose inte llectual capacity has been se~ 
verely impaired. 

Are the pat.fenr's rights to sexuality guaranteed in a 
long~term care institution? Privacy, says Modigh, 
should be provided, .and the patient's rights bill could 
be challenged, if necessary. But currently, people like 
Bob and Marie must either accept their separation, 
challenge it and risk being asked to leave, or move to a 
home that does allow them the freedom of expressing 
their sexuality. A hug in the game room is important. 
according to YCO's teleconference presenters, but a 
more involved sexual relationship--when it is desired
is just as important. 

So should sex and the senior citizen be mentioned 
in the same breath? By all means. After all , sexua lity 
doesn't necessarily stop when Socia l Security starts. 
Nor, say the experts, should it. ~} 

Cynthia McMullen is an editor in YCU Publications. 
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ence, participants are asked for an evaluation and for 
suggestions for future programs. 

In addition to the potential live interaction, all 
teleconferences are videotaped and are available upon 
request to persons interested in geriatric health care. 
Providing the tapes helps further one of the GEe's 
objectives: reaching out to communities that may not 
have immediate access to this type of educational 
material. 

In discussing the teleconferences, Parham noted 
several other activities and programs that are just as 
important to the work being accomplished by YCU's 
GEC in its third year. For instance, it has trained over 
50 individuals through month- long mini-fe llowsh ip 
programs in geriatrics, and Greenwood Press published 
a book in February that incorporates several of the 
center's curriculum resource guides. Mentioning that 
funding for the GEC is now up for competitive renewal , 
Parham notes that the center is filling a need " that's 
always been there. This is our golden opportunity to 
make a contribution to quality care of our o lder 
population. " 
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NarES FROM KENYA 
From May 23 to June 15, 1987, a team of VCU surgeons 
per{onned 103 operations on yOung Kenyan children with 
birth defects and accident deformities. They worked at Ken
yarta National Hospital at the University of Nairobi. The 
team was put toge ther under the auspices of Operation 
Kids, a collaborative effort of MCV Hospitals, the Rich
mond-based Christian Children's Fund, and the University 
of Nairobi School of Medicine. 

The team was led by Dr. AttStin Mehrhof, vice-chair
man of the Department of Plastic and Reconstructive Sur
gery. Team members included Drs. Joseph Boykin, Arthur 
Simon, and David Turner, plastic surgeons and faculty 
in plastic and reconstructive surgery; Dr. Mark deBlois, an 
orthopedic surgeon, and Dr. Michael Estes, an anesthesiolo
gist, at MCV Hospitals; and Dr. Makena Marangtt, a 
Kenyan who graduated from VCU's School of Medicine last 
spring. 

While in Kenya, Boykin and Mehrhof ke[)t personal 
journals. Following are their notes from Kenya. 

-E} 

Dr. Joseph V. Boykin, Jr. : Operation Kids 

Departure, May 22 
After months of intense logistica l preparation, Opera
t ion Kids had fina lly come to the day of departure. 
Preliminary press and te lev ision coverage of the project 
had some of us wondering if we were rea lly the same 
doctors that they were talking about with such praise. 
It also made us realize that we had no way of knowing 
what to expect, except perhaps that this wou ld really 
be a cha llenge. 

We hoped, by now, that the 10,000 pounds of 
equipment we had personally crated were in Na irobi, or 
somewhere nearby. We laughed about the things we 
hoped wouldn't go wrong and silently angu ished at the 
though t of how awful it could get if anythi ng did go 
wrong. But today was not a day for negative th inking. 

Total fl igh t time was about 18 hours--Washington to 
Boston to Paris to Nairobi. You learn a lot about your 
lower back and chair abuse when you sit for that long. 
We had a IZ-hour layover in Paris, which a llowed us 
to do some hasty sightseeing-in the rain. We departed 
at night from Paris and saw the sunrise over Afri ca 
from 35,000 feet. By now we were pumped and ready 
to go. 

O ur fi rst glimpses of East Africa from the air were 
breathtaking. The Central Migrat ion Plains, the G reat 
Rift Valley, the tropicarflora and rugged terra in . You 
could really bel ieve that this was the birthplace of 
modem man ; woot we were looking at had been un~ 
changed for an eterni ty. 

Arriwl 
We had a warm and cord ial reception in Nairobi. Mak
ena Marangu and the CCF staff quickly loaded us into 
jeeps and vans and transported us to town. O Uf best 
news was that all our supplies had arrived intact. Thank 
God. 

Nairobi is a western-looking city with ta ll buildings, 
lawns, and parksj all major posters and signs are in 
English . Defini te signs of earlier Bri t ish habitation are 
evident in restaurant menus, decof, archi tecture, and 
social mannerisms (such as afternoon tea). T h is time of 
year is the beginning of the ra iny season and winter in 
Kerwa. T he average temperature is in the upper 70s 
to upper 80s. The humidity is not high , and most of 
the Kenyans wear coats and complain the cold. It 
seems very pleasant to 
even though we have 
brief daily after- • 
noon shower. 
We are told 
that the 

8 VCU Magazine 

summers are unbearable wi th the temperature always in 
the 90s. T his is one winter I'm going to enjoy. 

That evening we spent meeting the key members of 
the CCF field office in Nairobi: Ms. Maragery Kabuya, 
d irector, and Mr. Koj wang and Mr. Mwan iki , fie ld 
office managers. We spen t some time gett ing a crash 
course in Kenyan history. We learned about the hospi
tal where we would be working, Kenyatta National 
Hospital, a Z,OOO-bed fac il ity buil t by the Bri tish . To
day it is mere ly a shell that has lost its ability to serve 
as the modern and effic ient hea lth care facil ity it was 
designed to be. T here had been inadequate funds, 

The first day of surgery at Kenyotto: ': .. like a meeting of the United 
Nations without interpreters " 

graft , corruption , the exodus of the Bri tish , and a lack 
of enthusiasm to care for the masses of needy Kenyans 
who lived a very poor, rural existence. 

Our accommodations were dared by our standards. 
We spen t our fi rst two nights in the new Stanley Hotel; 
we were later moved to the Nairobi Club, which was 
within walking d istance of the hospital. The meals 
were well -prepared and the service exce llent. 

We spent our first full day in Na irobi sightsee ing at 
the Nairobi National Park, a small game preserve just 
outs ide the city, and at the Bomas of Kenya where 
shows of ceremonial tribal dances were performed and 
where villages from the various tribes were on d isplay. 
We ended the day with a frantic visit to the CCF fi eld 
office, where we realized that we had to load and 
transport all our surgical equipment to the hospita l by 
shuttle cars-in the rain . 

Looks like vacation is over. 

First day of work 
Dr. Agata, director of Kenyatta National Hospita l; Dr. 
Mbalu , ch ief of plast ic surgery; and other staff greet 
us on our arrival at the hospita l. O ur fi rst group of 
patients has a lready been housed in two prev iously 
abandoned open wards (35 beds each ); and a cadre of 
nurses brough t in for our operations by the CCF field 

office are standing by, ready to help us. T his is an 
impressive display of organization, and we sense 

that there is great pride and dign ity in our new staff 
members and in the children who have traveled to 
Kenyatta for surgery. 

We spent the afternoon screening children in an 
open area off one of the main wards. A small old 
wooden table was our cl inic desk, and the children 
were brought in singly, most walking barefoot on the 
concrete floor. Most of the children were neatly 
dressed, but some had on well -worn and ill-fitting, but 
clean , clothes. Many ch ildren came from sponsored 
homes, some fro m orphanages. 

The children were quite an imated but well-behaved, 
and the mothers who traveled with 
them quietly observed us as we began 
our eva luations. A ll these children 
had carried the ir affli ctions for 
months or years. T hey knew that 
these "strange" doctors had come a 
long way to help them, and they were 
excited, nervous, and very brave. 

We saw about six dozen ch ildren 
that afternoon. T here were large 
gaping cleft lips and palates; h ideous 
orthopedic problems (one child came 
into the room walking on her hands, 
swinging her tightly flexed, deformed 
feet and legs in between); and severe 
burn contractures of the face, neck, 
hands, knees, and elbows, which 
in many instances had deformed the 
underlying bones because of the 
length of time that had e lapsed since 
the injury, This was no picnic for 
us, but it was obvious these children 
needed our help. 

Aust in Mehrhof suggested we each 
develop a severity scale, which would 
he lp us later with scheduling for the 
days ahead . Using this system, each 

child would be given a score reflecting the 
degree of d ifficu lty of the ir problem. A sim

ple cleft lip would receive a low score, and the more 
complex cases would get higher scores. For a while, it 
looked as if every child was t il t ing the scale . .. what a 
way to start the week. 

First day of surgery 
This was a diffic ul t day. 

O ur first meeting with our operating room teams, 
picked to ac t as scrub nurses and techs in the O . R., was 
like a meeting of the United Nations without interpre
ters. English was spoken somewhat and understood, 
but when compounded by rooms full of new equipment , 
disposable gowns (in Kenya, noth ing is disposable ), 
electronic moni tors (a very uncommon fi nding), and 
six compulsive American doctors. things got a li t tle 
confusing. Hand gestures he lped, and li ve demonstra
tions seemed to be rea l crowd pleasers. Slowly and 
pa instakingly, our new team began to move forward. 

We had our first cases (a burned child and a cleft lip) 
before noon, and things began to click. No photos 

were allowed that day (wh ich was corrected the 
next day ), but we were busy enough 

trying to get everything organized . 
The last case 

of this fi rst day 
brough t us our firs t 

crisis. Mike Es tes, 
our anesthesiologist, 

that the child 
had developed malignan t 

hyperthermia, which could 
be a fata l anesthetic compli

cation if not handled quickly 
and competently. For a while, our 
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instructions about cleanliness and avoiding moisture and 
the need for immobilization. Here, these were tough 
ideals. The staff, facilities, and supplies to perpetuate 
our normal post-op routines were not to be found. 
We realized, therefore, that it's better to make a small 
amount of progress with a potential for small loss than 
to be a hero and place life or limb in jeopardy because 

complications. In a setting like this, a plastic sur-
must think function before appearance. Some

times the solution requires operating on the healthy 
part so that it matches the range or capacity of the 
chronically injured part. This is basic bush surgery. 

That Monday evening we had the extreme pleasure 
of being the guests of Richard Leakey at the Nairobi 
National Museum. He personally toured us through his 
laboratory and displayed the skulls and long bones 
of special finds, linking the evolution of mod
ern man as discovered in the central plains 
of East Africa and in the settlements of Lake 
Turkana. This was absolutely fascinating. He 
spent some time describing how this unique 
terrain and climate had supported man's devel
opment from a quadraped to a biped, how 
man began to use his hands more freely, and 
how the development of the speech center was 
noted simultaneously with these advance
ments. It was inspiring to meet someone who 
had so significantly shaped our understanding 
of our evolution. He also turned out to be a 
very pleasant and charming person. 

Second week 
The second week of surgery was a much more 
efficient version of the first. By now, it was 
becoming popular to determine just how many 
cases we could do. 

A third operating suite had been promised, 
in addition to the two that we occupied, but 
because of chronic problems from the hospital 
anesthesia staff, the use of this third room was 
very low. I spent as much time as I could work
ing with the Kenyan registrars who were very 
well-read and eager to assist in our surgeries. 
They were pleased that we would be operating 
in their hospital and hoped to learn many new 
techniques. 

By now , our staff was settling into the use of 
the disposable gowns and gloves (which were 
secretly being recycled to another part of the 
operating theater) and could anticipate our 
procedures and techniques. The Kenyan nurses 
and technicians also were asking us how we 
could help them get financial aid for education 
in the U.S. We were sorry that we couldn't help 
more in that regard. These were all bright, eager 
people who wanted to learn as much as they could. At 
Kenyatta National Hospital, their chances of being at 
the forefront of metl ic ine were nonexistent. 

During this week, the CCF field office had organized 
a special reception for our group so that we might meet 
the chairman of the CCF advisory board, the Honora
ble Moody Awori, ang the newly appointed Minister 
of Health of Kenya. The affair was warm and touching; 
our team and members of the CCF organization were 
able to give thanks for what was now a very successful 
collaboration. It appeared that official sanction for 
the project might be in the works so that Operation 
Kids might become an annual event for the VCU group 
and Kenya. 

Toward the end of the second week, another screen
ing clinic was organized so that we could complete 
our scheduling for the last week. Because I was the only 
surgeon available at the time, I started the screening 
process. My plan was to evaluate what burn injuries 
I could and make notes about the cleft lip and palate 
patients that were available. 

Publicity about our project had been spreading. The 
exam and waiting rooms were on the first floor of the 
hospital off an open breezeway. From a distance, I 
could see the darkness of huddled masses in the rooms, 
which were now filled to capacity. There were over a 
hundred children and parents in 
the rooms waiting to see the ~ 
doctor. As I entered and 
was recognized, the 
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mothers started toward me with their babies and chil
dren held out in front so that L would not miss them. It 
was very close and hot, and the .cries of hungry and 
tired children made it difficult for me to find my way to 
the office where I would see them. I knew that we only 
had time for a small number of extra patients. 
nowhere near the number present. I was depressed and 
angry at the same time. 

One of the clinic nurses, seeing my grief, half
heartedly smiled and said, "You see, that's why you 
must stay. We see this all the time." I paused and tried 
to smile at her for a second, but it didn't help the way 
I felt. 

There were perhaps four or five burn patients that I 
scheduled, one a 16-year-old girl who had lost half 

Boykin (left) and Simon: '1n a setting like ftlis, a plastic surgeon has to 
ftlink function before appearance." 

her face after falling in an open fire while having an 
epileptic seizure. Nothing is gett ing easier around here. 
I could not believe that there could be so many ume
paired cleft lips and palates in one room. But this was 
real. 

After trying to reassure a few almost hysterical 
mothers, I slowly pulled myself through the crowd to 
return to the operating room. Arthur Simon would 
take over the selection of patients from the group in 
the clinic. I knew Arthur had never seen anything like 
that, and I tried carefully to warn him about the situa
tion. Half smiling, I told him that when he walked 
in that room, he would know what it's like to be 
Mother Theresa. 

I saw both Arthur and Austin Mehrhof a few hours 
later. They looked exhausted and depressed. I knew 
exactly how they felt. 

The end of the week arrived, and we needed a 
break. We looked forward to our planned trip to the big 
game preserve, Masai Mara, in the western plains. I 
was ready to look at anything-as long as it wasn't 
burned, crippled, or talked with a lisp. 

Austin 1. Mehrhof, Jr.: The Last Days in Kenya 

Friday, June 5 
Following an abbreviated operating schedu le , we re
turned to the Nairobi Club to pack for our weekend trip 
to the Masai Mara Game Preserve. We left the club in 
twO separate cabs; one of them went to the wrong 
airport in Nairobi. Fortunately, it found the correct 
airport with about ten minutes to spare. 

The flight from Nairobi to Masai Mara was quite 
enjoyable, although I found the information provided 
by Sunbird Airlines in the seat pocket slightly distress
ing. It recounted the history of our airplane, a DC-3, 
which had been built in Kansas City, Missouri, in 1937 
and served as a troop carrier in World War ll; it has 

been in continual service in East Africa ever 
since. 

We made it to Masai Mara and checked 
into the Mara Serena Lodge. The lodge is 
peaceful and situated on a hill overlooking the 
Mara. We made arrangements for an early 
morning safari following which most of us sim
ply relaxed or napped for the rest of the day. 

Saturday, June 6 
The day began at 6 am with a two-hour drive 
through the plain. Apart from the vast num
bers of wild animals, the single most striking 
thing to me was the intermingling of predator 
and prey. We saw a pair of lions resting within 
50 yards of a herd of zebra. In the course of 
our morning and afternoon safaris, we were 
able to see all the animals that we hoped to 
see, with the exception of the rhinoceros. 
Unfortunately, this animal is being poached 
into extinction because of the value of its horn 
in countries such as Thailand and Yemen. 

Today was Joe Boykin's birthday. The cook 
at the lodge baked a birthday cake for Joe from 
scratch. We had a very pleasant birthday din
ner with all the members of our team; a bal
loon pilot froin Australia and a travel gu ide 
from Spain by way of Ohio joined the party. It 
was a nice party, but I'm sure Joe must have 
been lonely celebrating his birthday so far 
from his family. 

Sunday, June 7 
We began with another early morning safari. 
Because of yesterday'S late afternoon rains, we 
were a little more limited in where we could 
travel. Sti ll , we continued to be amazed at the 
quantity of wild game and the beauty of this 
land. We have seen a profusion of animals, 
a beautiful late afternoon thunderstorm with a 

crystal clear, double rainbow, and a beautiful sunrise. 
It is difficult to describe the peace and solitude found 
in this isolated area. 

We returned late this afternoon to Nairobi in our 
trusty DC-3, which had remained parked on the small 
landing strip for the last 24 hours. The return trip was 
uneventful, and we all prepared to return to our work 
the next morning. 

Monday, June 8 
This was our last operating day as a full team. Joe 
Boykin had a number of burn cases that he wanted to 
finish today, and he was able to accomplish all but one 
of these. In addition to the burns, we completed a 
good number of cleft lip and palate cases today. 

It was an interesting experience at dinner. In the 
past two weeks, we have become extremely close as 
a group, and I think we all had mixed emotions about 
the team splitting up. In any event, Mark deBlois, 
Joe Boykin, and David Turner left this evening to begin 
their long trip home. 



Tuesday, June 9 
The breakfast table seemed empty with just Mike, Ar
thur, and me there. We discussed the fact that we were 
up before breakfast, before the other three had even 
arrived in Paris. In fact, we completed a full day's work 
today and had almost a full night's sleep before they 
were home in the states. Their departure has given us 
an odd sense of loneliness. 

We began today with 33 cases left in the hospital to 
be fin ished. Our goal is to finish everyone of these 
children before we leave. We got a good start on that, 
completing eight cleft cases. 

Wednesday, June 10 
We continued today trying to accomplish our goal of 
finishing all these cases. 

We had the pleasure of a visit in the operating room 
ftom Dr. Bill Adams-Ray. He is a Swedish plastic sur
geon who has been in East Africa for the last fi ve years 
with a group known as the Flying Doctors of Kenya, 
and it was most fascinating to talk with him regarding 
his experiences in the bush. As stressful as we have 
found operating in these conditions at times, I don't 
think we can imagine operating in the bush . 

Bill scrubbed with us on a number of cases, and it 
was a real pleasure to share our experiences. 

Thursday, June II 
More operating today. With the other three having 
gone home, it is basically Arthur in one operating 
room and me in another, with Mike Estes Circulating 
back and forth giving anesthesia. It makes the days 
somewhat longer, and I must admit that today we all 
began thinking more and mote of going home. 

I broke for an hour in the early afternoon to give 
surgical grand rounds. It was well attended with ap
proximately 50 residents and medical students present. 
I talked about the background of Operation Kids as well 
as VCu. They had a lot of questions about the possibil
ities for education in the states. I then talked about 
our multidisciplinary team approach to cleft lip and 
palate. What a luxury it is to be able to offer this kind 
of care at home. 

This evening we had dinner with Bill Adams-Ray at 
his home. It was again a pleasure to be able to hear of 
his experiences in the bush. He has been so eager to 
spend time with us in the operating room. He was with 
us again this afternoon at Kenyatta National Hospital. 

Tomorrow is our last operating day, and we are close 
to our goal. 

Friday, June 12 
We began with seven cases left to complete. Our oper
ating day was shortened for a reception planned for 
3:30. During the time that ~e have been here, a new 
Minister of Health has been appointed, and he agreed 
to come to the hospital to meet the team. 

We finished our last patient at 3:25, just in time for 
the 3:30 reception. What a relief it was to have finished 
all the children. 

At the reception , the Honorable Matiba spoke very 
kindly of our project and offered his assistance and 
encouragement for future projects in Kenya. We had 
our last dinner at the Nairobi C lub and made plans for 
our last day in Kenya. 

Saturday, June 13 
Today began with our last rounds in the wards. There 
are approximately 15 children who will remain in the 
hospital through the weekend and will have their su
tures removed on Monday prior to discharge. While 
Arthur and Mike went to do some shopping, I visited 

three hospitals to see if it would be feasible to use them 
for future projects. 

The Kikuyu Hospital is a Presbyterian mission hospi
tal. Its only physician at present is a young Canad ian 
who has been there for one year. Unfortunately, it has 
only one operating room and would probably not be 
useful to us in the future. The local district hospital 
suffered from the same limitation of operating space. 
The last hospital I visited was Gertrude Gardens Chil
dren's Hospital, which is the only children's hospital in 
East Africa. Its atmosphere reminded me so vety much 
of our own Children's Hospital in Richmond. In any 
event, it also will be too small for future projects. 

We spent the late afternoon packing for our flight 
home. We had a pleasant dinner at the Carnivore 
Restaurant with all the CCF staff who had been so 
helpful to us during our three weeks. We said our final 
goodbyes at the airport in Nairobi and boarded our 
Air France plane for the overnight flight to Paris. 

The Operation Kids team (from left 10 righl)car. Marl< DeBlois. Arlflur 
Simon, Michael Estes, DavId Turner. Mokena Morangu. Joseph Boykin. 
and IWsffn Meilrtx>1. 

Sunday, June 14 
We arrived safely in Paris. We had a four-hour layover, 
so we took the train into Paris and had breakfast and 
did some final sightseeing. The flight ftom Paris to New 
York was very long, and we all began to realize how 
tired we were. We made our connecting flight from New 
York to Richmond with about 15 minutes to spare. 

Arriving home was a thrill. My children were there 
with Operation Kids tee-shirts on and a sign welcoming 
us home. It was the end of a long trip and a truly 
rewarding project. 

Since returning home, the Operation Kids team has 
gone a number of separate ways. David Turner is now 
in private pract ice in plastic surgery in Austin, Texas. 
Arthur Simon is pursuing a fellowship in hand surgery 
at the Union Memorial Hospital in Baltimore. Mike 
Estes has left VCU and is practicing anesthesiology at 
St. Mary's Hospital in Richmond. Joe Boykin, Mark 
deBlois, and I remain on the faculty. Although we have 
gone separate ways, we all agree that this project gave 
us a sense of camaraderie and friendship that we 
wouldn't have found had we not gone through this 
experience together. 

Currently, another Operation Kids team is in Gua
temala C ity, Guatemala. Approximately 100 children 
were selected for corrective surgery at the Hospital 
San Juan de Dios. Plans are under way for a return visit 
in October 1988 to the Kenyatta National Hospital. ~ 

Photos courtesy of Drs. Joseph Boykin and Austin Mehrhof 

IUustration by Scott Wright. 
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Richard F. Rhodemyre III (D.D.S.) has opened 
a private practice in Richmond. 

Brion A. To"e (MD.) completed his orthopedic 
surgery residency In Chapel Hill and hand surgery 
fellowship 01 the lXliversity of Rochester. He is prac
ticing in Roanoke at the lewis-Gale Clinic. 

1981 
Robert Beck (BA English) is director of govem

ment affairs for the Notional Association of Plumb
ing-Heating-Cooling Contractors, headquartered in 
Falls Church. 

Suzanne Lee Foster Chabon (B.S. nursing) 
received her MS.N. from the University of North Ca
rolina at Chapel Hill. She is 'W'Orking as a nurse 
practitioner in a family practice office in 
Greensboro. 

Kenneth Chrisman (BA philosophy and 
religious studies) is a portner in the Richmond low 
practice of Hawkins, Chrisman & Watkins. He re
ceived his J.D. In 1985 from George Mason University 
School of Low. 

R. Ann Wild blood (MS. nursing) is a nurse 
discharge planner for pediatrics at Rush-Presbyte
rian-St. Luke's Medical Center and on instructor 
at Rush University in Chicago. She also has pub
lished her article, "The How-To's of Home IV Ther
apy," in Pediatric Mlrsing. 

1982 
Koren Blynn (MRA) is WOfking as a manage

ment analyst for the Notional Aeronautics and 
Space Administration in Maryland. 

George H, Cauble, Jr. (MRA) is director of 
personnel for Henrico County. 

Janie Fuller (D.D.S.; B.S. medical technology, 
1976) has completed public health service assign
ments in Florida, Mississippi, and Arizona and is 
INOfking in a pedo-ortho practice on Florida's west 
coast. 

Eunice Gilchrist (MS. rehabilitation counseling) 
is director of the REHMA Adult Day Care Center in 
Richmond. 

Charles J. Swedish (BA philosophy and 
religious studies) is on attorney with the Fairfax low 
office of Charles Sloan. He received his J.D. in 
1986 from George Mason University SChool of Low. 

1983 
Joyce Bozeman (MRA) has been named 

executive assistant to the commissiOf'l9l' of the 
Virginia Department of Mental Health and Mental 
Retardation. 

George Byrne (B.S. biology) is a realtor with the 
Alexandria firm of w'J.O. & Associates. 

Nick J. O'Amato (B.S. marketing) has been 
named director of marketing for the Independent 
Insurance Agents of Virginia, Inc. in Richmond. 

John P. Dooley (MP.A) is deputy director for 
management consulting for Virginia. 

Cathy Fox (B.S. occupational therapy) is em
ployed at the Kennedy InstiMe on the pediatric 
rehabilitation unit and consults 'W99kly with the neu
romuscular clinic at Johns Hopkins Hospital. Fox Is 
involved In the development of a swallowing pro
gram and appropriate treatment; she also is work
ing toward her master's degree at Johns Hopkins. 

Harry E. Gregori , Jr. (M RA) has been ap
pointed b y Governor Bailies to be executive director 
of the Hazardous waste Facility Siting Boord of 
Virginia. 

Sco" O. McPhee (B.S. occupational therapy) is 
attending the U.S. Army Command and General 
Staff College at Fort l eavenworth, Kansas. He also is 
beginning a doctorate in public health at Texas 
Health Science Center. 

Barbaro Payton (B.S. moss communications) of 
Rlchll)(X')(j has been promoted to public relations 
director for the Virginia Capital Chapter of the 
American Red Cross. She was previously administra
tive assistant in the public relations office. Payton 
a lso has served on two national Red Cross disaster 
assignments. 

Nancy LeCompte Radtke (MD.) has begun a 
fellowship in cardiology at the Indiana University 
Medical Center in Indianapolis. 

Robert Christopher Stout (MD.) has com
p leted a residency in pediatrics and is a senior 
resident in emergency medicine at East Carolina 
lXliversity. 

W. Randy Wampler (B.S. pharmacy) has re
ceived the 1987 Young Pharmacist of the Year 
Award from the Virginia Pharmaceutical 
Association. 

1984 
David Alan Compton (MD.) has completed 

an occupational medical residency and is serving 
a s chief of preventive medicine at Fort tv1cClellan, 
Alabama. 

Karen Whipp Connelly (MRA) has been 
promoted to assistant vice-president at Sf. Mary's 
Hospital in Richmond. 

Mitchell L Friedman (D.D.S.) has opened a 
private general practice in Tinton Falls, New Jersey. 

Patrick Geary (B.S. administration of justice 
and public safety) of Richmond is a technical 
publicotlons writer in the Department of Defense's 
Security InstiMe. Geary recently eamed his MA 
in political science from the University of Richmond. 
He is currentiy serving as vice-chairman of the 
1988 Notional Jaycee Convention to be held in 
Richmond next June. 

Stacy OWecke (B.S. biology) is an ensign, 
managing oceanic watch operations at the Dam 
Neck Naval Base in Virginia Beach. 

Harry Thompson (MS. leisure services man
agement; B.S. recreation, 1975) has been ap
pointed superintendent of recreation for the City of 
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Norfolk. Thompson was featured in a profile in the 
fa ll 1987 issue of the VCU lV1ogozine. 

Lee Ustlnlch (MS. rehabilitation counseling) is a 
chemical dependency counselor at Charter Recov
ery Center in Richmond. In 1986 he hod his manual. 
Relationship Violence: New Hope for Change, 
published by Two Steps Forward. 

1985 
Karen DeSeQulrant (M.S. rehabilitation coun

seling) has become a vocational evaluator in 
Harrisonburg. 

Frandell Gorder (B.S. rehabili tation services) is 
a supported employment counselor with the Mel
'WOOd Training Center in Waldorf, tv1aryland. He 
is pursuing a graduate degree in administration 
management with a concentration In public ad
ministration at Bowie State College in Bowie, 
Maryland. 

Barbaro Bentley light (MS. nursing) is working 
on her Ph.D. in urban services leadership with a 
minor in nursing at VCU. 

Carol Paul Powell (MU.R.P.) of Kansas City, 
Missouri, is a legislative assistant for the National 
Collegiate Athletic Association. 

Vanessa Roberts (MS. recreation, parks, and 
tourism) is a therapeutiC recreation specialist at 
St. Elizabeth's Hospital in Washington, O.c. 

Koren Savarese (MS. rehabilitation counseling) 
is a case manager with the Department of Mental 
Retardation for the Sto1e of Connecticut in Trumbol!. 

1986 
Jeannie Boucher (MS. physical therapy) of 

Winterville, North Carolina, is an assistant professor 
at East Carolina University where she teaches 
courses In pediatric physical therapy and 
rehabilitation. 

Angelo Brice (MRA.) is a registered nurse 
certified in critical care. She is serving an appoint
ment in the federal govemment's Presidential 
Management Intem Program for the Health Care 
Financing Administration in Washington , D.C. 

Dione Hart (MA art history) has been named 
associate registrar at the Yale University Art Gallery 
in New Hoven. 

Michael Jolkovski (M.S. counseling psychol
ogy; B.S. music, 1983) has been working in a pre
doctoral intemship at the lkliversity of Minnesota. He 
also presented research at the 1986 national con
vention of the American Psychological Association 
and has published in the Joumal of Counseling 
Psychology. He currently is interested in creating a 
'NOri<shop for performing musicians on managing 
stogefrighf. 

Lisa Klpple (B.S. recreation, parks, and tourism) 
is working in programming and odministrdtive 
leisure services for the Maryland Notional Capital 
Park and Planning Commission. 

1987 
Veronica Davis (M S. recreation, parks, and 

tourism) has been appointed therapeutic recreation 
specialist at SOuthside Training Center in Petersburg. 

George LI (MS. administration of justice and 
public safety) of Richmond is employed in the 
Serology Lab of the State of Virginia's Crime Lab as 
a forensic scientist. 

Bonnie Gall Manl (O.RA) is chief of the training 
and development branch of the Intemal Revenue 
Service. 

Lorry Matney (MS. administration of justice 
and public safety) is director of the Tenth Emer
gency Shelter in Richmond. He came to the emer
gency shelter in 1983 as a full-time counselor. 

Jean Murdeck (MS. administration of justice 
and public safety) is employed in the Serology lab 
of the State of Virginia's Crime Lob as a forensic 
scientist. 

Michael Scruggs (MU.R.P: B.s. mass communi
cations, 1981) is a community development special
ist for the Mid-East Planning Commission of North 
Carolina. 

Thomas J. Towberman (O.RA.) is the senior 
partner in the Richmond-based public relations 
consulting firm of Miller, Towberman &"'Associates, 
which advises public and private orga~izo1ions 
on communications, management and public af
fairs Issues. During the 1986 session of the Virginia 
General Assembly, he represented the Better 
Transportation Association, which organized the 
private sector in support of the govemor's successful 
510 b illion transportation Initiative. In 1987 he repre- • 
sented the Virginia Business Council and the Virgin
Ians for l ow Reform in successful efforts to secure 
passage of major reforms in liability insurance 
staMes. Governor Baliles recognized Towberman in 
19B7 with Virginia's Certificate of Recognition for 
Service to the Commonwealth. 

Regina V. K. , illiams (MRA) is assistant city 
manager for Richmond. 

Beth Wlnn (M RA.) of Blackstone, Virginia, is 
running for Treasurer of Nottoway County on the 
democratic ticket. 

SUPPORT VCU ATHLETICS 
JOIN THE RAMS CLUB 

Priority on season and tournament basketball tickets 
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Gifts to the Rams Club are tax deductible. For more information, 
call VCU Athletic Development. 
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1988 Ballot 
V irginia Commonwealth U niversity 

Alumn i Association 
A cademic Div ision 

Consistent with Section IV of the Virginia Commonwealth University 
Alumni Association Academic Division by-laws, the Board of Direc
tors submits the fo llowing slate of nominations for 1988 through 1990. 

As an alumnus of the AcademiC Division I cast my vote for: 

o Thomas A. Clarl<, Jr. B.S. 1978, School of Community and Public 
Affairs 

o William H. Young 1\1. B.S. 1971 , M.Ed.1976, School of Education 

o John D. Phipps. B.S. 1983, School of Business 

o Gretchen J. Althouse. B.S. 1982, School of Community and Public 
Affairs 

o Patricia A. Shannon. B.G.S.1986, Non-Traditional Studies. 

o Evelyn K. Lampert. B.S. 1973, M.S.w. 1976, School of Social Worl< 
o Write-in(s), ____________ _ ____ _ 

o I vote for the slate as proposed. 

Retum to VCU Alumni Activities, Box 2026. Richmond. VA 23284-2026. 
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THE KING OF 
COMEDY 
By John Wlrt 

L u 

"I'm not on ordinary stand-up comic," Jack 
King tells his audiences. "I'm not Jewish, 
black, or gay. And I don't do dnJgs-well, a 
lime Garitol once in a while. No, I'm not 
young," King continues. "I'm your token geri
atric comedian." 

King isn't kidding. He began his comedy 
career at age 65, and naturally, age is a 
prime target for his ribbing. 

"I'm so old," King says during his act, "I 
can remember when sex was dirty, and the 
air was clean. Actually, I'm older than I look; 
rile been taking birthday control pills. " 

Of course, there are benefits to being old: 
"I can go to the dentist by United Parcel." 

At his South Richmond home recently, the 
comedian, VCU graduate (M.S.w. 1949), 
and former president of the School of Social 
Work Alumni Associdtion said. "I'm 68 years 
old and not getting any younger. I've played 
on that and tried to sell it. When I get up 
there, it's obvious I'm not the ordinary come
dian. I'm viewed with some suspicion. It's 
up to me to win over the audience," 

King kills such suspicion by grabbing 
audiences with lines like. "I know what you're 
thinking-just another young punk trying to 
make it in the comedy business.'-

At the start of his comedy career, King 
was surprised that groups of young women, 
sans male accompaniment. were frequently 
among the couples that populate the com
edy club audiences. The elder comic was 
further surprised at their reaction to him. 

"Lots of young people come up to me 
atter my act and say they enjoyed it, I can't 
help but think I represent their father.; and 
grandfathers. That goes for the other comedi
ans, too. They call me the 'Grandfather of 
Comedy: I hac two young people ask me for 
my autagraph at Virginia Beach. I neariy fell 
over. 

"And when older people approach me," 
King added, "it's with a twinkle of 
recognition. " 

King's other comic topics generally relate 
to age and its accompenying experience: 
refirement, health, marriage, money, the 
Depression, and losing weight. 

"It's embarrassing to be fat:' King laments. 
"Not too long ago, I went to Thalhimer.;. I 
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wanted to see some designer jeans with a 
label. They had a label. all right. It said, 
Wide Load: 

"A friend of mine told me to take nine diet 
pills and two ounces of Jack Daniels. The 
only thing I lost was my driver's license." 

A recent addition to King's comic reper
toire is the pregnant topic of weddings. 
Women, beautiful in their gorgeous gowns, 
look great at weddings, King said; guys, 
uncomfortable in their ill-fitting rented tuxes 
and fresh bad haircuts, don't. 

"The INedding was a disaster." goes one 
of King's bits. "The organist wasn't llery goad, 
and his monkey got loose," 

King was inspired to take up the comedy 
life while attending an open mike night at the 
Richmond Comedy Club. "I can do that," 
he told his wife, atter watching the night's 
comedians. King could do it and has since 
pertormed in comedy clubs throughout 
Virginia; in North Carolina. Tennessee, San 
Francisco. and Atlanta; and on a cruise ship 
in Hawaii. 

He hos further exploited his comic talent 
by winning S6'v'eral grand prizes during a 
Richmond radio station's weekly "Joke Off." 
King has won expensive dinner.;, tickets to 
concerts and shows. and more ice cream 
than his diet would ever permit. The "Joke 
Off" radio personalities INere so impressed by 
King that they recently had him as an on
the-air guest one "Joke Off" moming. 

In retirement. King and his wife. Jimmie. 
also a VCU social work graduate (M.S.w. 
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195t), haIIe become avid trOlieler.;. Now that 
he's a professional comedian, King looks 
for comedy clubs to play when the couple 

. takes a trip. He especially likes playing h0-
tels, many of which are rtC1N t:x::d<ing 
comedians. 

"They treat us grand," King said. "They put 
us up in the VIP suite with a bottle of wine 
and Perrier water, a newspoper at the door, 
and pastry and coffee in the morning-
and all this is free. 

"Being a child of the Depression," King 
continued. "the INOrd 'free' means a great 
deal to me. To go to a place, be put up 
in style, and then do the comedy and be 
peid for it, that's great." 

Actually, the spotlight isn't new to King. A 
former chief of social work at McGuire Veter
ans Administration fv1edical Center (he was 
responsible for student training there for over 
20 year.;), he flexed his comic talent as Mas
ter of Ceremonies at many retirement and 
going-away perties at the medical center. 
But King's 101le of comedy precedes his 24 
years at McGuire. !-Ie affectionately remem
ber.; chuckling as a child at humor maga
zines like Ballyhoo, Haoei, and Zilch. and 
listening to the great radiO comedians. 

Now, killing two birds with one Walkman, 
King keeps his own comedy routine in shape 
and simultaneously tries to lose weight while 
tramping through his neighborhood to the 
accompaniment of a recorded version of his 
act. 

King says his family, especially his wife, is 
supportive of his new career. She embroi
dered the emblem of the jack of spaces and 
the king of hea(ts on the sweater he wear.; 
when he pertorms. "These two cards," he 
said. "are the intemational symbol for Jack 
King," 

"My kids are delighted. My oldest daugh
ter.lucy. saw me and said it was better 
than at the dinner table." 

Besides eaming Social Security c redits 
and money for a retirement account, King 
says the stand-up act cures the natural ham 
in him. Though "all these things are impor
tant:' King added, "the real reward is to hear 
people laugh." 

King's greatest ambition is to "ploy the 
Polace." In stand-up comic argot, the Palace 
is "Late Night with David Le.tterman" or Johnny 
Carson's "Tonight Show." 

Unlike many younger comedians, King 
doesn't do "ridicule hUmor." An aggressille, 
hostile approach isn't his style. 

"I'm not a kid," King explained, "and I 
can't do their stuff, I'm not that blue, either. 
I'm not above a salty expression from time to 
time. but it irritates me that some comics 
lace their material with four-letter 'WOrds. It is 
true, however, that two subjects never fail: 
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bathroom humor and sex. They will make 
people laugh." 

Another irritating aspect of the comedy 
business for King is f=ritism by some club 
owners toward comedians from New York 
and Los Angeles. "It bother.; me that it's aw
fully hard for local guys to get exposure. They 
use them as emcees, which means you do 
12 to 15 minutes. Well. I've got an hour. 

"It seems almost a necessity to have 
somebody from atar headline and be the 
middle act. If they can say he's from New 
york or L.A, it's a big deal. although some 
locals are better than a lot of those people. I 
was born in New York. It has crossed my 
mind to tell them, 'Here's Jack King from New 
York City: Well, I am, that's the tnJth. I hOlien't 
been there for 50 year.;, but other than 
that.. " 

King claims "a wealth of bits, both in my 
heac and on peper, Over the years, I've 
mode it a practice to jot things down. My 
whole life is built around 3x5 cards [about 
6,(00) of them. I keep them all oller the 
house." 

King thinks magic is the profession most 
like comedy. "It's misdirection-a joke is 
a magic trick with INOrds and ideas. First you 
set up the audience. The premise is believa
ble. serious. Then comes the punchline. the 
surprise. It's humorous deception. The con
struction of a joke is all important." 

King feels he is at his best pertorming at 
private perties, corporate tunctions, and 
as an atter-dinner speaker. !-Ie customizes his 
material for the particular client. "Humorous 
speakers are much in demand." he said. 
"And I'm available." 

"I'lie been married for Oller 30 year.;," King 
deacpens. "We neller had any trouble until 
we bought a water bed. Then we began 
drifting apart." 

And, as the IRS Man cometh, King shares 
-:;-this·wisdom: "I used to hOlie trouble finding 

my receipts. Now I put them in a book called 
'Dante's Infeme: When I get reacy to do my 
taxes, I say, 'Now, where in the hell are those 
receipts?''' 

John Wirt is a freelance t.tffirer based in 
Richmond. 

Photography by DOllg BlleTlein. 

We need your help ... 

16 VCU Magazine 

The veu Alurrmi Association and the MeV Alurrmi Association ofVeU are 
publishing their first alurrmi directory. 
A survey will be mailed to you soon. Please complete the information and 
return it to us along with your order for the directory, 

The directory will be offered exclusively to our alurrmi, Your updated infor
mation is necessary to ensure a complete directory, and your support is 
greatly appreciated . 

.. ;with our 
Alumni Directory 
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