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INTERVIEW WITH MIKE COYNE 
MARQUETTE MI 
JUNE 19, 2009 

Subject: MHS Project 

START OF INTERVIEW 

MAGNAGHI, RUSSELL(RMM): Okay Mike.  I can call you Mike?  Usually the starting question is 
your birth date? 

COYNE, MIKE(MC): August 30, 1937. 

RMM: Start out with what was your specialty? 

MC: It is my specialty.  I’m still practicing rehabilitation medicine. 

RMM: Okay, we’ll go back to your origins.  Where were you from and how did you get 
interested in medicine and follow it along as a career? 

MC: I was born in South Bend, Indiana.  My father was a professor at Notre Dame and during 
the war we moved around a lot. I ended up in Washington D.C. and I essentially grew up in 
Washington D.C.  Interesting, I grew up next door to a boy my exact age with severe cerebral 
palsy who was my best friend and was very involved.  I became, at that time, unknowingly 
very interested in disabled individuals.  I wanted to be a naval officer and I flunked the 
physical exam for the U.S Naval Academy because I was 17 years old and found out I was color 
blind.  I was 17 years old standing in the naval gun factory in my underwear thinking… “God, I 
don’t know what I’m going to do with my life now.”  My father was pretty unhappy because 
he was thinking I was going to get a free ride on my college education. So, I had to kind of 
scramble together and this is not a very romantic way to go into medicine.  After thinking 
about it, that’s what I wanted to do.  I went to Maryland undergrad and Maryland Medical 
School and became a physician.  I then served in the Indian health service for two years in 
Arizona, thinking I wanted to be a family doctor.  I spent one year all by myself on two 
reservations and that convinced me I did not want to be a family doctor.  It was grueling and 
difficult by yourself and nowadays there are group practices and it’s less of an issue but that 
convinced me I did not want to do that.  I went back and took a residency in rehabilitation 
medicine because of my experience with my friend and one of my uncles was a bilateral 
amputee who was a very independent person and was vice president of the Milwaukee 
Railroad. He had no legs and was a big influence on my life.  So, that’s probably why I ended 
up in Rehab medicine. I completed my training in Phoenix, Arizona and practiced there.  Both 
my wife and I discovered we hated Phoenix, Arizona to the point where my wife Emily, every 
month when my professional journals would come would read the want ads.  She said, “Look 
at here, here’s a want ad in Marquette, Michigan.”  It said, “Quality of life and quality of 
practice are not mutually exclusive.”  I said, “That’s impossible. There could not be a need 
for my specialty in the U.P.”  My mother’s side of the family are all from the U.P.  She grew up 
in Norway and Channing and Crystal Falls.  I have lots of relatives all throughout the U.P.  So I 
was very excited and my wife would have gone to Antarctica just to get out of Phoenix.  So, 
we came and were very impressed, particularly by the people and the community.  I was 
recruited by the community rather than just by a couple of doctors.  Charlie Wright was very 
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instrumental in that recruitment effort.  I was sold.  So, we moved here in 1969 and we’ve 
been here ever since.  The opportunity was pretty much exactly what I was looking for.  It 
proved out to be just a blessing to come here for my practice and family and to be back 
where I came from. So that’s kind of how I got here, in a nutshell.   

RMM: Now, did you make trips up here in your youth? 

MC:  I spent every summer of my life at Fortune Lake.  My uncle was an Attorney in Crystal 
Falls.  I spent every summer there with them and wouldn’t you know, the year before in 1968, 
they sold their house and gave it to the state and it’s now part of Bewabic State Park, which 
annoys me because if they hadn’t it would have been our camp.  So, I had lots of connection 
here in the U.P. and great memories and that’s how I came.  And frankly because of what was 
happening in this community in 1969. 

RMM: Now, how did you get into your field and I guess more, was it a new field? 

MC: You know, when I started it was in a transition.  It started right after the end of World 
War II because of the tremendous number of veterans that were injured.  I mean, huge 
numbers that needed to be rehabilitated.  Many had trauma, spinal cord injury, amputations 
and head injuries.  The field developed there from that.  Also in the early 1950’s, polio had a 
resurgence and that spurred on the specialty.  When I finished my residency, I think there 
were only 4,000 physiatrists, which is name of a person who specializes in rehabilitation 
medicine in the country.  So it was pretty new.  It’s really evolved tremendously. I think the 
younger physicians changed the direction of rehabilitation medicine much more towards 
advocacy of disabled people and for treating disabled people in a manner by which they are 
reintegrated into the world rather than infantilizing them or pitying them.  Just saying okay 
get out there and back into the world.  We’ll get you back functioning and get on with your 
life.  That was a real big change from the previous specialty which was mostly physical 
medicine which were guys kind of operating spa’s and message and weird machines.   They 
kind of went by the wayside and the specialty changed.  

RMM:  So that would be the way the specialty was prior to World War II?  So the Kellog’s story 
and things like that? 

MC:  Well not the Kellog, Sister Kenny in Minneapolis. She was a nurse, particularly the polio 
epidemic really changed the philosophy. 

RMM: No, I meant the Kellog was the old style.  

MC: Oh, okay.  Right. 

RMM: Yeah I meant that that was what you were getting away from?  And then talk a little 
about this Sister Kenny. 

MC:  Well, Sister Kenny was really a rebel and was not accepted at all by physicians because 
she was not a physician but a very outspoken and very visionary person and had a theory of 
how to treat polio victims and it was rejected.  Most people thought she was a kook, including 
a lot of physicians.  She was very strong and got the modern physical therapy going and this 
concept of rehabilitating people.  Actually, Bay Cliff was started around that time in 1933.  At 
that time, it was a camp for malnourished kids in the U.P. but right after that the polio 
epidemic struck and it was turned into a polio camp and then turned into a camp for disabled 
children.  So that kind of mirrors the change in my specialty. 

RMM: Now, when you came here were you the first sort of modern physician? 
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MC:  In my specialty?  Well yeah.  I was the first. There had been no one here before me.  Dr. 
Wright and Dr. George Wilson spearheaded that they wanted a rehabilitation unit here.  Dr. 
James Ray, the professor of rehabilitation medicine at University of Michigan, would come 
here once a month and have a clinic for the express purpose of establishing a specialty and to 
recruit somebody.    

RMM:  Now was this due to the influence of Charlie Wright? 

MC:  And George Wilson.  He was a rheumatologist and Charlie was an internist.  They really 
wanted this to happen and actually St. Mary’s had built a rehabilitation unit but they didn’t 
have anybody to run it.  So, it was just sitting there essentially empty.  They viewed that as a 
way of competing with St. Luke’s and in addition they viewed it as a way of serving the 
disabled people of the Upper Peninsula.  Charlie and George Wilson were actively recruiting.  
Interestingly, the first letter I got, I responded with this is what I want to do.  I wanted to be 
in private practice and I wanted to work in a rehabilitation unit and I don’t want to be on a 
salary.  I thought that will either get rejected or I’ll hear from them.  They called back and 
said, “You’re exactly who we’re looking for so come up.”  So, my wife and I came and visited 
and were very impressed and that’s what happened. 

RMM: Then how did the field expand after you got here? 

MC:  Well, in order to have a rehabilitation unit you need a lot of health professionals such as 
speech pathologist, physical therapists, occupational therapist, social workers, psychologists, 
prosthetists, and orthotists.  They had none of that.  They had one physical therapist and that 
was it.  We had to build that.  We had a 31 bed unit and nobody but me and one physical 
therapist.  I quickly fired the physical therapist because that person was working about thirty 
years in the past.  So we had to start from scratch which was fine because then I built a team 
of individuals.  They were practicing 20th century rehabilitation medicine and I had great 
support from the hospital.  So we built a unit and filled it.  It was the only unit in the Upper 
Peninsula and the only unit north of Flint and the only unit north of Milwaukee.  There was 
nothing in Green Bay, nothing in Duluth, nothing in Traverse City, nothing in the Soo.  It was 
kind of out there.  It was very unique to have something out in the middle of nowhere like 
this.  That was not present in the northern part of the state of Michigan or Wisconsin or 
Minnesota.   

RMM: Well you had local patients but did you have a patients coming from Duluth and the Soo? 

MC: Yes, from Soo Canada, from Traverse City, from Green Bay, all of those and the entire 
Upper Peninsula, because it was unique and because it was an excellent facility and an 
outstanding staff after about two years.  We just had super people.   

RMM: Were local people trained or did you have to bring people in? 

MC: Had to bring them all in.  We ended up with an initial staff of about 40 people.   

RMM: So this was a major undertaking by the hospital to? 

MC: Well, absolutely.  They spent a lot of money and a lot of resources and were extremely 
supportive and interested.  When I came I would not come until they got rid of the 
administrator at St. Mary’s.  I thought he was just awful.  I went to Peoria and talked to the 
nuns of the 3rd ___ St. Francis from Phoenix, AZ.  I told them, “If you want me, I’m not 
coming with this administrator.”  They’d been having problems with him so, I mean, they 
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didn’t change because of me but I just said, “I’m not coming” and they did change him.  They 
brought in a really sharp administrator; a person named Don Guesen who is from Iron 
Mountain but was trained in Chicago and had a master’s degree in hospital administration.  He 
really got it and helped me grow as a person and helped me develop this group.  It was 
interesting at that time St. Mary’s and St. Luke’s were battling each other and this seemed to 
happen often as we were developing medicine throughout the ‘70’s.  A hospital would get a 
program and it would be really beat on to market and develop it, like cardiac surgery and 
rehab and other things that they could get a hold of and really put resources in.  This was one 
of the ways they viewed as succeeding and it was successful.  I don’t know for St. Mary’s but 
when it became Marquette General it constituted about 12% of the total income of the 
hospital.  So, it was a very important program to both places. 

RMM: Could you develop the picture of St. Mary’s, St. Luke’s, and the interaction, the tension? 
You were really hired by them or by St. Luke’s?  

MC: Both. I’m in a unique position because both hospitals recruited me.  I was the director 
the rehab unit at St. Mary’s and I was the director of rehabilitation at St. Luke’s.  So I was in a 
unique position of dealing with them and supporting both heavily. They both did different 
things.  Now, I had been in Marquette two years and then became chief of staff of both 
hospitals and that was not by accident that was by plan of the respective medical staffs, to 
get the same chief of staff for both hospitals.  Both boards were struggling financially and it 
became more and more of a struggle for them.  Both boards realized this isn’t going to work 
eventually. Both staffs of the hospital wanted to be one hospital but both boards wouldn’t do 
it.  They were not willing to do that.  They were cooperating in some areas so they would not 
duplicate but they would not merge.  There were a lot of egos involved and a lot of religion 
involved, the abortion issue and people wanting to be in a Catholic hospital, etc.  It really 
boiled down to finances.  Finally, both boards met together and they had some pretty smart 
people saying, “This is not going to work.”  So, they merged.  The staffs merged before they 
merged. So, I ended up being Chief of Staff of both, and then we changed the membership of 
the staff so you would be a member of both.  You couldn’t just be one, you’d be both.  Then 
they merged and got rid of both administrators and hired a new administrator after some 
struggles there.  Actually, one of the administrators killed himself. I think that’s kind of an 
example of the pressures that were going on. I became Chief of Staff of Marquette General. I 
was the first Chief of staff of Marquette General.  At that time there were only probably 40 
physicians in Marquette.  Yet those 40 physicians had a vision.  George Wilson, Charlie Wright, 
Tom Mudge, Dr. Bennett.  They had a vision of what they wanted and they built the medical 
center as a group of equal people not as a group practice.  They had a pretty active 
recruitment plan and a plan of programs, cardiovascular, full time ER docs, all kinds of things 
that really needed to be done.  So with the merger they got a new administrator, Bob 
Neldberg and it took off.  There was considerable talk about what to do with both facilities.  I 
don’t know if you’ve had that talk with others but they wanted to build a hospital at the 
airport which would have cost 40 million dollars. It would have been a big state of the art 
hospital and probably would have competed with Bell a bit more because of its proximity to 
Negaunee and Ishpeming.  40 million dollars in 1972 was unthinkable.  Now, I mean it’s, you 
think, it’s not so bad.  We went back and forth as to where to locate Marquette General and 
what to do with the remaining hospital.  Well, frankly politics and Jacobetti got the state to 
purchase St. Mary’s for three and a half million dollars or so and that was a go.  We could get 
rid of that facility and build up St. Lukes.  As you can see the hodgepodge, if you ever walked 
around Marquette General you need a bag of rice to find your way back because it is such a 
hodgepodge.  In retrospect, I think that was probably the wrong decision but it was a decision 
that was made but they’ve done pretty darn well with the physical plan.  After this merger 
took place, Dan Mazzuchi, an exceptionally talented administrator kind of guy but when we 
merged everybody on the staff had to cover the ER.  So one if you cut your finger you might 
have a psychiatrist greet you in the emergency room which is not a good thing.  I’d been in 
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family practice so I could do it but I didn’t like it.  It’s like a dermatologist handling someone 
with a heart attack. How scary is that? 

RMM: So this would be accidents, any damage, ect.? 

MC:  Exactly, terrible.  Within a month, Dan set up a plan for a full time emergency 
department with full time emergency physicians which is needed because that’s the quality of 
care people expect.  Now it’s a level 2 trauma center.  He turned it into an outstanding ER.  
Then that filtered out to the whole Upper Peninsula with trauma ambulance service of 
greater quality.  Then hiring surgeons, then the cardiovascular program which was just 
exceptional and neurology and psychiatry and nephrology, all kinds of specialties that you 
wouldn’t think could survive up here but they’re all very successful and very excellent.  This 
has grown from a group of 30-40 guys to a quality place, over 250 physicians.  When it started 
you could not practice here unless you were board certified. MGH wouldn’t give privileges to 
anybody, which makes a huge difference and I probably shouldn’t say this on the record but 
when this group kind of took over running the hospital staff there were some people on it that 
weren’t so hot.  We eventually got rid of them by tightening up the requirements to practice 
and getting the age requirements.  There was one person 90 years old operating on people.   
I’ll tell you a brief story about that.  I was Chief of Staff and this guy was 90 years old, Dr. 
Cassler and his office was on Ridge Street by the Episcopal Church.  Delightful, wonderful man 
but he was 90.  We said “Wilber you have got to stop.  You’re getting older and this isn’t 
good.  

RMM: Now, did he have a specialty? 

MC:  Well, he was a family doctor but he did proctology work.  He specialized in hemorrhoid 
surgery.  So we kept saying, “You’ve got to stop or we’ll take your privileges away.”  This is 
the reality, you can’t just do that.  You had to get a surgeon to say he’s not competent.  Well, 
we finally got somebody to say this and he has got to stop.  This is one of my all time worst 
memories.  I told him, “We’ve taken you privileges away” and he started to cry and that 
evening he had a stroke and ended up with me taking care of him 3 days later on the rehab 
unit.  And he couldn’t talk but he could sure burn me with his eyes.  He was very, very 
unhappy with me but we had to do that with a lot of physicians who just weren’t up to the 
quality of care that this institution wanted to establish.  So, it was a big change.  There was a 
lot of anger with that but that worked out.  

RMM:  Not to put you on the spot here but who would you say, when you came that way and 
when you came here and things were happening, who were like the core leaders, promoters, 
directors of this change?  Charlie Wright would go into that category.  Was there kind of a core 
that you would say had been here the longest that had had some vision? 

MC:  Charlie Wright, John English, George Wilson, Dr. Huffman.  Dr. Huffman’s the father of 
this present Dr. Huffman.  Tom Mudge, Eugene Elzinga, his son, Don Elzinga. 

RMM: You were saying Don was involved as well? 

MC:  A little bit.  He was here before most of the large number of doctors came and enhanced 
the quality of medicine.  I hope I haven’t forgotten anybody. I probably have but those are 
the key group.  Then, they recruited a bunch of people who basically took over and ran with 
it.  Talented, aggressive people and recruited all this plethora of specialties that we have 
now.  Frankly, there has been some divergence there in this group, say the guys who are in 
their 80’s now, they don’t agree with the guys in their 70’s and the guys in their 60’s and 
things change.  
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 Interestingly, in the late 70’s, Dan and I tried to get a group practice, change this 
practice that existed in Marquette at that time. From individuals each owning one share of 
stock in the medical center all being independent practitioners to a similar practice like the 
Mayo Clinic or the Marshfield Clinic.  Interestingly, we went everywhere.   We went to 
Colorado Springs, we went to Marshfield, we went to, I think, Traverse City.  But we studied 
all the ways of doing group practices and interestingly we got a third of the doctors, about 70 
doctors at that time, saying yes let’s do it, a third saying absolutely over my dead body and a 
third didn’t care.  So we got nowhere. 

RMM: Could you, for the record explain group practice? 

MC: There is no group practice in Marquette.   A group practice would be like the Mayo Clinic.  
It’s a corporation that employs physicians and usually the physicians own the practice as does 
the Mayo Clinic. They usually buy into it for a minimal amount and it’s run by a board of 
physicians.  It’s a seamless process of delivering health care in that you go and you see an 
internist or a primary care doctor and then you go from there to a specialty guy of whatever 
you need.  You would always go to the primary care entry point then from there be referred.  
Back since the 60’s, there is no such thing.  You go and no one is really associated with 
anybody else.  You’re a little kingdom in and of yourself and if you get referred that’s fine.  In 
group practices, most of those physicians are salaried.  There is incentive by working harder 
but you’re salaried.  So the business aspect of medicine doesn’t consume you. You are freed 
of worrying about the billing and the accounts receivable and blah, blah, blah.  You have a 
vested interest in the whole group succeeding, okay.  That does not exist here.  Marquette 
General has what’s called the Marquette General Group but it’s not really. 

[SIDE ONE ENDS] 

[SIDE TWO BEGINS] 

MC: It doesn’t exist truly.  I think it could and I think it should and I think in the future it will 
eventually.  Why?  Because the guys that are 60, 70, 80 are dying off and the younger guys 
have a greater vision of that and see the value of this type of practice. Also, patients want it. 
Now physicians are basically controlled by the hospital and I think eventually they’ll say we 
need to get together and form a group  where we can function as Mayo’s does and Marshfield 
Clinic does.  There should be very little if any conflict, its mutual survival, hospital 
physicians. 

RMM: Now, could you talk a little about the development of your field from the time you’ve 
started? Have there been any new developments in techniques or equipment? 

MC: Well, my field?  Yeah, the rehabilitation has in several areas.  Let me start, not with the 
rehabilitation unit, but something that’s rather striking and I’m rather interested in it.  When 
I came here, all the “cripple children” were isolated in their own classrooms. They had 
cripple children classes.  A child with cerebral palsy, spina bifida, or muscular dystrophy was 
not integrated into their classes and they were treated as juveniles.  17, 18 year olds were 
treated like little babies.  

RMM: These are the people with minds of a 17 year old? 

MC: Oh yeah, they were not retarded. 

RMM: They were young adults? 
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MC: Absolutely, with normal intellects.  They were isolated in classrooms. Treated as little 
kids, not treated as young adults, then when they get out of high school, ‘what do I do, I 
don’t know how to act.’  Fortunately, the state and the federal government changed that 
with mainstreaming.  Then kids got into that and started functioning in a manner that allowed 
them to integrate themselves into the community and be accepted as people.  So that was big 
change in the specialty.  Particularly at Bay Cliff, I’ve been involved with Bay Cliff for 40 
years and when I came they treated all the kids like little kids. Now they have an outstanding 
team program where the major thing is to get the kids to have self- confidence and believe in 
themselves and have a vocational plan, to have a living plan and be independent and 
function.  That’s kind of a change in disabled children.   

RMM: To conclude with that, what would happen to these kids when they came out of having 
been in this isolated situation when they came out of high school?  Where would they fit in 
society and who took care of them? 

MC: Well, they would go nowhere for the most part.  They would either stay with their 
parents and be treated the same way or get on disability, be professional disabled people and 
not have a clue that they could actually go out and function in the world. It’s inconceivable 
and at that time there was no such thing as the American Disabilities Act. So, if somebody 
wanted to build a ramp it was “Why? It’s too bad they can’t get in the door.  Who cares?” It’s 
inconceivable but that’s the way it was.  There was no law and there was no acceptance of 
that and no expectation.  The right to have the access wasn’t there.  It’s hard to conceive but 
it wasn’t.  An example of that is Bay Cliff was built a lot in the 50’s and the bathrooms in 
those building are not accessible to people in wheelchairs.  In retrospect how stupid is that?  
But in reality in the 50’s there was no concept of accessible bathroom or an accessible shower 
or a ramp.  That just didn’t exist. 

RMM: There weren’t even ramps? 

MC: No, it was stupid.  Okay, it is stupid but in the 50’s it wasn’t stupid.  Society just didn’t 
feel that that was important.  There was very little advocacy for that, you see.  Along with 
that, it would just go back to the children.  Here’s a great story: when I started there were no 
electric wheel chairs that were reliable. Now, most kids have electric wheel chairs, people 
with spinal cord injuries that can’t move at all can move with a straw or with an eyeball.  
When I started, we could not be sure, in profoundly physically impaired children, if there 
wasn’t “anybody home.” They couldn’t talk. We had very limited ways of communicating with 
them.  It was very hard.  Example, I’m going to go to Bay Cliff next week.  I have four 
patients there who I’m sure have prepared a talk with me, a whole bunch of questions on 
their computer generated speech.  Thirty years ago, there was absolutely no way they could 
talk to me.  Now I can go up there and they can wheel up in their electric wheel chair a 
couple of them using their mouths to run it, push a button with their mouth controlled stick 
and here’s what will happen: “Hello Dr. Coyne, it’s nice to see you.  How have you been?  I 
have these questions to ask you.” Blah, blah, blah, blah, blah.  I can answer them right then. 
Then I can say, “I want to you come back after lunch and based on the answers I gave you I 
want you to prepare your response.  They will come back after lunch, push the computer, 
then come talk with me.  Thirty years ago, no communication, no real understanding of 
what’s home there.  Many of these people are profoundly intelligent people who are locked in 
their body, now they’re unlocked.  What a great advance.  So that’s just 30 years.  I’m 
embarrassed now when I see someone I saw 40 years ago that I wasn’t sure what was going on 
and they now can talk to me.  They’re 50 or 60 years old now.  That’s incredible.   Back to the 
rehab adult thing, the rehab unit.  We built a very fine rehab unit at St. Mary’s.  It was not 
adequate for the therapy section and after the merger we moved here in 1981 from 1970 to 
1981.  We were there for about 11 years and I was there by myself for 9 of those years which 
was horrible - I could not get anybody to come because of it.  Unless they’re born here or 
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stupid, they didn’t want to come. They just didn’t get it.  So I was here 9 years by myself.  
We moved into now Marquette General and that still was not adequate.  The physical therapy 
department as usual is always in the basement and it’s always crowded.  It takes you 20 
minutes to get from the 8th floor to the basement and it just wasn’t adequate but it was okay.  
It was beautiful because you could see the lake from all directions.  But then around the late 
80s they built the Neldberg building and that was literally everything I could ever possibly 
want.  They said, “Design it”.  So, the team of people who worked there designed it.  If 
you’ve ever been there it’s probably, not probably, it is the best rehabilitation facility in the 
state.  I mean state of the art everything.  Lots of room, the therapy department overlooks 
Lake Superior.  It’s just spectacular.  It was designed so that a disabled person could function.  
It wasn’t a hospital room per say, it was a room for people in the rehabilitation unit.  It is 
outstanding, truly outstanding.  To me it was the culmination of working in less-than-
adequate to working in absolutely the best.  So, that kind of mirrors the other specialties that 
have come here and grown.  This place met to the absolute most standard of what was 
required and that was very helpful.  The community has supported the recruitment of all of 
these people to do those things.  Both personally and financially, none of this could happen.  
This is kind of a tangential story.  When I came here, I didn’t have any money, none.  I had to 
go to the bank and they said, “Well, how much money do you want?”  “I don’t know,” I said, 
“I need this, this, this, and this.”  “Okay, well do you want anymore?”   
In Phoenix, you had to say, “Well, I’ll sell my firstborn son for my house” and so forth.  Here, 
it was like anything you want, the only problem is you have to pay it back. That was the 
philosophy.  “We want you here, we’ll support you, anything you want.”  And still to this day 
it is that way because they recognize that that is the way that this place got built.  The 
driving force behind that was Elwood Mattson.  It was pretty much that way building the 
hospital.  “Whatever you need, we’ll do it.”  That’s pretty amazing and they did it.  We’re 
sitting across the street from it.  They did it and they were successful. 

RMM:  Now, to go back to the way people were viewed.  You said these facilities would be in 
the basement or in awkward places.  I’m not saying one person but was that how the 
American public viewed people with problems? The idea that we’ll hide them in the attic?  
They used to do that with mental patients. 

MC:  Not at all.  Not at all.  It was usually done because both PT and OT and speech required 
a lot of room and this is just business.  The best locations are the hospital beds.  Then, you 
put in all the support systems where you can.  It usually ends up that lab and X-ray have 
always been there and now there a big rehab group but no place to put them.  So you end up 
in the basement and that’s country wide until they build something.  When I was in Phoenix, 
it was just an outstanding facility but it was built as a rehab unit. When you’re cramming it 
into an existing facility, it has nothing to do with people’s perception.  It was just reality. 

RMM:  Okay, where do you see the rehab going in the future?  Is there any areas that you think 
are going to develop or be refined?  

MC: Well, let me back up.  Rehab has changed tremendously.  In the 70’s and early 80’s the 
length of stay on the rehab unit was thirty days.   We had spinal cord patients that would stay 
as long as six months to a year.   A quadriplegic would sometimes be 8, 9, or 10 months, 
stroke a month.  Now, the average length of stay is 8 days. This is all because of healthcare 
reimbursement and tremendous hospital and health expenses.  The average person would 
come in and set foot in the door and their discharge planning you.  Then you’re either going 
to be followed at home by home health care or go to a nursing home.  That’s just the way it is 
because the reimbursements are not there so, is that a good thing?  I don’t think so.  I’m kind 
of glad I’m semi-retired because if you spent 6 months with an individual with a spinal cord 
injury, you really can mold their life and that is what rehabilitation is all about. Taking 
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somebody with a catastrophic illness, stroke, amputation, spinal cord injury and getting them 
functional, getting them to believe that they have a life and can function and be happy.  You 
can’t do that in four days, you can’t do it.  So, you have to do it as an outpatient and that’s 
very difficult to do.  All you need to do is go as a healthy person and sit in a nursing home and 
see how stimulating it is.  Then say, “I’m going to go there and I’m going to get my life back 
together and become a functioning person again.”  I don’t think so.  It doesn’t work very well 
unless you’re an extremely strong individual and there are very few of us who are that strong.  
So it’s changed tremendously and I don’t think that that is a good thing. I was just at Sundara 
which is an independent living facility and on the wall is Senator Don Riegle, who was a U.S. 
senator and he was helpful in getting federal funds for that.  He wanted a catastrophic care 
bill back in the 80’s and got nowhere.  I was very, very excited about it because that would 
not allow people to have to do what they’re doing today. If they had catastrophic health 
insurance coverage, they could go to a rehab facility, get their life back together, get 
functional.  That doesn’t exist, it never did.   It didn’t get passed and this is the result.  If you 
are 30 or 19 and have a spinal cord injury or 20 and have a head injury, you are screwed.  It’s 
just terrible.  So the future is, to me, discouraging because of what I just described to you, 
for rehabilitation.  Now, with artificial joints and organ transplants, rehabilitation has a role 
but it’s all outpatient.  You have four or five days when you have your knee or hip replaced 
then “good-bye.”  It’s all outpatient, which is okay, but that doesn’t really address the human 
part of it. It’s an economic decision and it’s to me a real indication on why our present health 
care system doesn’t work very well. 

RMM:  Now you’re saying that the source of the problem then is state government, national 
government? 

MC:  Well, it’s primarily federal and state reimbursements for—or private insurers who have 
said this is what we are going to pay and that is it.  

RMM:  So, we’ve paid thirty days, come hell or high water, we’re out? 

MC:  Right and goodbye.  That’s stupid because it may not be over in thirty days or if you have 
a head injury and you’re barely functioning and your insurance runs out, goodbye.  I mean 
that just doesn’t work but that’s the way it works now.   

RMM:  Do you think that would change with any kind of health insurer who knows what 
they’re talking about? 

MC:  I think it will only change with national health insurance and increasing everybody’s 
taxes by 10 or 15%.  It’s not going to happen for free.  In Canada, Britain, France, Germany, 
they pay huge premiums tax wise and they have much better health insurance.  I think that 
will help a lot.   

RMM:  You’re in a situation where you get frustrated?  I mean there are certain things you can 
do and certain things you wish you could do with these people but you’re limited with your 
funding? 

MC:  Absolutely.  It’s horrible and the problem is it will become the norm.  It’s been this way 
for ten years.  Now everybody says, “Well, let’s live with it” and not realize that this is not 
really good but it’s like everything else.  You just accommodate to it and you don’t say, 
“Could it be better?”  Well, yes it could be but in ten more you people will just say, “This is 
the way it is, too bad.” 

RMM:  Is part of that because there have never been advocates or a group promoting change? 
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MC:  No, no.  They’re there, the congress— 

RMM:  They haven’t had the problem?  I guess that would be like some of the other things like 
cancer, they know people and in this case, they aren’t familiar with it? 

MC:  Right and it’s all priorities.  You don’t die from this, you just end up living with it 
forever.  That’s not as dramatic as having brain cancer or lung cancer.  Well, I mean, it’s just 
a fact of life that is unpleasant. 

RMM:  Well it almost sounds like when you’re talking about what happened in the old days.  I 
think you see that especially when you travel in Latin America, where you have the beggars 
on the street that are probably in some condition, you know, missing a limb or something and 
they are just sitting there begging.  That’s the way we’ve looked at people with problems 
today or in the past. 
   
MC:  Well let me give you an example.   You mentioned South America.  Probably five or six 
years ago, I went to Costa Rica to look at the care that disabled Nicaraguans received in Costa 
Rica.  Costa Rica is a country of 3 ½ million.  There’s an additional 1 million Nicaraguans 
there.  Costa Rica has national health insurance and there is only so much money. You have to 
use it and disperse it.  Well interestingly, Costa Rica pretty much takes care of all the 
Nicaraguans to the best that they can.  They do not say, “You are Nicaraguan and we are not 
going to see you in our hospitals, if you have a stroke you can’t come in here.”  It has 
overwhelmed the system.  The disabled outpatient care is almost nonexistent other than by 
non- government NGO’s or religious groups.  The state can’t do it. Their length of stay is what 
is needed. We give you four days here or we’ll give you 5,000 dollars and that’s it.  That’s an 
example but it’s a combination of socialized medicine. It’s being willing to assign resources 
and to be able to do that you’re going to have to pay more taxes.  That’s just the reality of it.  
If people aren’t willing to do that then this is going to happen to them.   

RMM:  Do you see this problem with, for example, returning vets from Iraq?  Have you noticed 
that? Well maybe not directly but just in general?  When we view catastrophic injury 
conditions and so on, I get the sense that these fellows lose some limbs and have some serious 
head injuries because of the way they’re protected.  The body is protected but the outer 
parts aren’t and then they have these traumatic episodes.  Then I get the sense that they 
come back and the VA says, “Your four days are up,” or something. 

MC:   No, I don’t think that’s the case.  I think the VA gets kind of a bum rap on that.  
Certainly with limbs, the VA is a driving force in the quality of prosthetics.  Traumatic brain 
injury, I think, they are falling down a little bit and that’s kind of expected because a lot of 
these folks appear pretty normal and yet they’re not functioning. It’s also a struggle in 
civilian life to get the proper diagnoses and treatment and to get reimbursed. I think that the 
VA is doing a better job in post dramatic stress disorder.  I feel, when I was in the service as a 
physician, if I made a diagnosis, this is in the sixties, if someone had post traumatic stress 
disorder it was almost not worth doing because of the crap that would come down on you.   

RMM: On you? 

MC:  Yeah, my supervisor would call these people sissies, they’re namby-pambies, there’s 
nothing wrong with them.  I kind of got into that.  I was kind of tough on many, many of these 
soldiers. I experienced some post traumatic stress disorder when I got hijacked in Central 
America.  I mean any time anybody asks me to tell them about that, that night I have a 
nightmare about that. I welcome this nightmare because I now know my thing was so minor 
compared to what some of these service men have gone through.  There is an example of 
total wrongness and then somebody figuring out, “Hey, this is here and there is treatment and 
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there’s ways of diagnosing it,” etc. The VA just takes a lot of flack from everybody but with 
what they have they do pretty good.  I’m not going to knock them.   

RMM:  Is there anything I left out or something you want to add or a final note? 

MC:  Well, just for the record, and many of my friends feel this way, kind of a mixed message.  
Again, I’m friends with people my age and ten years younger maybe 20 years younger, I’m not 
so good friends with some of the younger doctors but as a whole, all of us have felt pretty 
profoundly lucky to have practiced here with quality people, to feel very confident in 
referring people to people that you know are as good as anybody is.  There are some 
exceptions. They would be referred elsewhere but for the most part the quality of care, the 
quality of documentation is excellent and just lucky to be here with that and lucky to live in 
such a wonderful place and to have been provided literally by the hospital with the absolute 
best and the best people. That is very rare.  I feel like I moved from Phoenix to Heaven.  In 
Phoenix, having to have this group here and invite them to dinner and take them, blah, blah, 
blah, blah, blah.  I mean, that was just sickening kind of in big city medicine.  It was 
pandering and that doesn’t exist here.  Also, it concerns me and I guess I’m kind of unusual 
because I’ve been very involved in the community as several of my friends have.  It really 
concerns me about physicians who come here, spend their life, raise their family and leave as 
soon as they retire, don’t do anything at all for the community financially or themselves 
giving back to the community.  That really bothers me and I think that’s kind of a reflection of 
the pressure physicians are under and maybe the selection process and the time commitments 
that they have but it still bothers me.  They’re in and out, goodbye.  They owe this 
community a lot. I owe this community a lot.  I owe this hospital a lot.  It just troubles me 
that they just act like they were entitled to it and don’t appreciate how lucky they were to 
live here and experience the people and be furnished with such a great facility but that’s a 
whole other story. It bothers me a lot but maybe I’m just unusual because I like to do that 
and it kind of makes me think of, to me being a physician is being a servant to others and 
that’s not the case in a lot of people. 

RMM:  Do you think since you were in Vietnam? 

MC:  No. 

RMM:  But you served?  (Note:  Dr. Coyne served as an officer in the Indian Health Service of 
the USPHS.) 

MC:  I saw people coming back from Vietnam and the Peace Corps interestingly.   

RMM:  Do you think that physicians that went to Vietnam and came back and so on.  You’ve 
probably seen or had colleagues..... 

[END OF TAPE 1, SIDE 2] 

[START OF TAPE 2] 

RMM:  Coyne tape two.  Do you think they were a different breed? They didn’t just train or go 
through residency at a hospital and that was it but they were actually out there seeing things 
happen, experiences.  I mean not in a negative sense but more in a positive sense that they 
came with more experience dealing with medical problems and people? 

MC: Well I don’t know too many that were actually in combat situations.  The ones that were 
I’d say were more confident and sort of fearless.   They could pretty much do anything.  Yet, 
it’s interesting you brought that up.  Some of those people, I would really look up to.  They 
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could just handle an inordinate amount of stress but when they retire, then they start talking.  
It was driving them nuts. Being a physician particularly in life or death kinds of fields it’s 
tremendously stressful, tremendously exhausting on people.  You think, how do these people 
do it.  The reality is they aren’t iron men.  Things bother them, and it’s very stressful.  That 
was a surprise to me.  My specialty has hardly any stress.  How do these guys do it?  It’s just 
very, very hard.  As a physician, you get to how you can sublimate just about anything.  If 
you’re dealing with somebody who’s dying or 19 year old who can’t move their arms and legs, 
you don’t go home and cry, you just deal with it. Deep down it bothers a lot of people but a 
lot of people sublimate, they just go on with their life.  They’re just not involved with their 
life but I guess I’ve learned over 40 years, that even though a lot of these guys look steely, 
their waking up at night, they’re stressed.  It’s a very difficult life because they live in a no 
mistake world.  Can you imagine your own life right now, never being able to make a mistake?  
As a history professor, it’s probably not life and death but you make one you’re screwed and 
the patient is screwed.  So it’s a huge, hard thing.  Particularly with Al Hunter I learned that.  
To me, he looked like superman but you talk to him after he retired and his professional life 
was grueling. That’s an interesting phenomenon.  

RMM: I know I was talking to (inaudible - probably Dr. Al Hunter) over at the (inaudible).  He 
was retired and he brought what you’re saying to my attention.  He said, given his field, he 
was looking at patients and he had to be with them when he went to his summer place and 
camp and whatnot. When he said he was retired, it was a different thing than to say if I were 
retired.  Teaching history, you give a kid a D- and F or a C. If you have a problem you can go 
back and change it but with him he had to be on top of it.  When he retired that was like all 
the pressure is removed.  So when he talks of retirement, it’s a whole different world than 
some of us that aren’t under that pressure.       

MC:  That’s exactly right.  Retirement is like turning off a huge stress machine.  It’s just 
incredible.  It makes retirement really nice.   

RMM: It’s real retirement. 

MC:  Yeah. 

RMM:  Well, if I retired I’d probably do few things differently but the stress is gone. 

MC:  Very, very stressful. 

RMM:  Do physicians, more than others, have to seek help or do they just kind of work it out 
and not talk about it? 

MC:  They don’t talk about it.  If they did, they’d be considered a “first class weenie.”  You 
just don’t and if anything it’s the exact opposite, as I’m sure you are aware.  It’s like “I 
worked 48 hours straight. I’m manly.” Nobody says, “That’s stupid, why are you doing that, 
that doesn’t make any sense.”  It’s all a culture of “macho bullshit” kind of stuff.  No, nobody 
sits down and does that, nor do you get any training, nor are you encouraged to because they 
want to work you to death practically. Now, there is a movement resident’s can only work so 
much.  That’s kind of the equivalent of post traumatic stress disorder.  The older people are 
saying, “You bunch of sissies, I’ve worked, blah, blah.”  I have to say watching younger people 
and recruiting younger doctors, this was a big change.  In talking with them, often the 
conversation is, how much time will I have off?  Wow.  Are you kidding me?  That’s a 
recruitment issue but that’s the young doctor, man or women, because that’s a critical issue.  
They’re different, they aren’t going to do the things that we fall into and they monitor that 
until they often get into it then they’re killing themselves working.   
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RMM: Oh, so there is no escape? 

MC: Many of them get sucked into it but some maintain control to an extent but that’s so 
unusual.  The first time I heard that I thought, ‘my gosh, what is wrong with this person’.  
Then I started talking to some of the others and, “That’s the way it is now, Mike.”  They’ve 
realized that they have to have a life and they have to have a family.  It’s just different, 
which is good but many of them still get sucked in. 

RMM: I remember one time talking to John Wojcik and he had his camp out in Harvey and he 
could only go out there because at that time the, what was it, radio communication, 
telephone or whatever went straight line out to his place from the hospital.  He couldn’t go 
inland anyplace or behind a hill or something because there would be no communication if 
you did that.  So even there, where you located your camp was predicated on your practice 
and patients and so on, especially with his type of patients. 

MC:  You know an example now they have doctors that didn’t exist.  There are doctors who 
only work in the hospital.  They take care of the patient in the hospital.  So, a primary care 
doctor never admits to the hospital anymore.  You never see him.  The hospital just takes 
care of the person.  Now what does that do to the life of the primary care doctor?  Whew! It 
increases quality a million fold because you’re not getting up at three o’clock in the morning 
every day going into the hospital.  There is a doctor there and again, the hospital doctor 
works 12 hours then he’s done.  The ER doctor works 12 hours then he’s done.  30 years ago 
they worked 24 hours and by the 23rd hour you just hoped you weren’t the patient that came 
in with this guy who’d been there for 24 or 36 hours and couldn’t see straight.  Now every 12 
hours, there is a new guy.  That’s kind of a reflection of youth and intelligence and people 
just refusing to do it.  So that’s good, those are nice changes for, smarter, it’s hard to change 
that macho stuff.   

RMM:  Well thank you very, very much. 

MC: A final comment, the recruitment of physicians to the Upper Peninsula and to the medical 
education.  Again back in the mid- 70s we were having increasingly difficult times getting 
physicians to come here.  We realized there were only probably only 3 or 4 native Yoopers 
who had gone to medical school and come back here.  Dr. Jake Viniker, former provost and an 
English professor and a group of us, Dan Mazzuchi, myself, Jack Kublin, Bob Wagner, started a 
pre-med program at Northern with the specific purpose of getting people nurtured through 
undergraduate school and give them a better chance to get admitted (to medical school) with 
a very difficult evaluative process.  We now have over 100 physicians in the UP that came 
through Northern’s program.  Then the Medical school (MSU) was started here, then the 
residency and that has established a complete regular supply of physicians in the UP.  
Interestingly all of whom are tied to Marquette General.  All of whom are tied to the staff at 
Marquette General  who taught them.  All of whom no matter where they go in the Upper 
Peninsula, know what is here and will use it.  So it’s been a win-win situation.  Now, Northern 
has a very excellent reputation as a premed program, as a result of that excellence in coming 
with a recommendation, medical schools listen to that.  Number two.  Number three would 
be a marked increase in the supply of physicians, U.P. physicians, and U.P. people.  Lastly, a 
vast network of physicians (exists) throughout the peninsula who use us because we trained 
them.  Think of that.  That really is a critical thing from the 60’s to 2010.  Otherwise we 
would be in deep, deep trouble here.   And there would be over 100 people who wanted to be 
doctors who probably never would have been doctors.  These are local people and it’s just 
great.  I’m sure Dan went on about that. 
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RMM:  No, no, no.  I did a whole interview with him on the residency, the program they had at 
Escanaba and so on but you just kind of reminded me of Northern’s program which is 
outstanding.  No one has mentioned that, so that is a good point. Any last thoughts? 

MC:  Okay, well that’s critical to the growth of medicine here.  No question. Okay thanks, I 
hadn’t thought of that.  This is a story of Newberry, 40 years ago, was kind of a dumping 
ground for many children who are impaired physically and mentally.  I would go there two or 
three times a year and have a clinic.  I had trained in Baltimore and would visit their state 
hospitals which was kind of like going back to England at bedlam.  People were in cages and 
throwing things and chained to walls.  It was just awful and I came to Newberry and what a 
new experience because of the quality of care and workers that were there.  Overwhelming 
numbers of very severely impaired children physically who also had mental retardation. 
Because of state budgets they closed it.  They closed it in a manner in which they would then 
send a group of children to foster homes.  They kept the more involved children and would 
send the rest of the less involved throughout the Upper Peninsula.  It got down to there was 
maybe a hundred kids there.  They were all the most profoundly impaired that required huge 
amounts of care.  On one visit I said to the head nurse who was just a delightful woman, 
“Gosh, I feel so sorry for you, this is just really hard.”  She said, “Oh, we view this as an 
opportunity because we can now devote more care and more time to those who really, really 
need us.”  To me that showed the quality of staff there and kind of the quality of people in 
the UP, to think that way, as opposed to complaining and whining and so forth.  Eventually, 
the whole hospital closed and the staff was sad that all of these very profoundly involved 
kids, most of them went to a nursing home and some of them were adults that were 
profoundly impaired because they wouldn’t get the quality and treatment that they wanted.  
What a difference.  I’m not sure that’s better, even though it’s very institutionalized, the very 
severe ones were the very best cared for.  

RMM:  You don’t think of it in those terms.  You think of it as they took the place apart except 
for the…. 
MC:  That’s just a memory I have. 

RMM: That’s a good addition thanks. 

END OF INTERVIEW


