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The current recommended

approach for detecting

melanoma at best identifies

only 80 percent of cases,

says Martin Weinstock.

(Others say only one third.)

It’s time to move on,

Weinstock believes.
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F E A T U R E

HAPPY NUMBERS

IN SEARCH OF

M A R T I N  W E I N S T O C K  P L A N S  T O  

C U T M E L A N O M A  D E A T H S  I N  H A L F

B Y  M I C H A E L F I T Z G E R A L D

artin Weinstock remembers his obscure pursuits
as a math major at Williams College in the early
1970s. One night in the computer lab, he wrote
a program to find what were then called happy

numbers. He was interested in any number whose digits, when
raised to a power (squared or cubed, for example) and added, equal
the number itself. His program ran for a couple of hours and was
still going when it was time to shut the computer off for the night.
He convinced the student computer administrator to let it keep
running, despite department policy. The computer was still churn-
ing away at Weinstock’s program the next morning, which landed
him in the office of the chair of the math department. 
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Weinstock got a wink-and-a-nod lecture
and notoriety in the department. But the lack
of practicality in searching for things like
happy numbers made him certain that he did
not want to spend his life doing pure math.
Many of his friends were premed students, as
was his older sister, Ruth (now an MD/PhD
who directs a well-regarded diabetes center at
SUNY Upstate Medical University, in
Syracuse). So Weinstock wondered whether
there might be a way to use his math skills in
medicine. Years later, he is pursuing another

kind of happy numbers formula—one that
he believes will save the lives of thousands.

In his junior year in college, he typed let-
ters to 50 medical researchers asking whether
they needed a summer lab intern with no
prior lab experience. Only one of them did:
the director of Columbia University’s cancer
institute. Weinstock moved into the medical
school dormitory and went to work in the
lab. It was a classic wet lab, with pipettes and
solvents. He didn’t care for this work, either.
It seemed his life in medical research would
end with the passing of summer. Then free
food came into the picture.

Weinstock’s dorm offered its residents
complimentary breakfast, so he was there
every morning. One day late in the summer,
he sat down at a table with a lively group of
about 10 people, none of whom had he seen
there before. In the group was a white-haired
woman. As they talked, she looked at him
closely; then she asked whether he had writ-
ten her a letter looking for a summer job.

The woman was Zena Stein, even then a
famous epidemiologist. Her offices were in
the next building, and she invited Weinstock

to come see what she did. As Stein talked
about her research—which, in a broad
sense, involved studying how the public
could be motivated to adopt healthier
behaviors, such as quitting smoking—she
piqued his interest. Weinstock arranged a
winter study program with her. 

“It was complete happenstance, and it
really changed my life,” he says. After he
graduated from Williams, summa cum
laude in mathematics, he became the first
MD/PhD candidate in Columbia’s epi-
demiology program.

“It’s quite special to have someone
with both mathematical and medical
interests” in epidemiology, says Stein.
Weinstock, whose dry one-liners are
delivered in a Groucho Marx cadence,
made her laugh, too. When Stein stud-
ied IQ scores based on birth order,
Weinstock, with his own family’s peck-
ing order in mind, wanted to know “if
the first born was a girl, will you have a
higher IQ if you’re the second born?”

She remembers how upset he was
about the incident at Three Mile Island.
It was nice to see that he cared as deeply
about public health issues as she did.

“To the average young man or
woman entering medical school, ‘public
health’ means drains and sanitation,” she
says with a sigh.
Weinstock’s own PhD work established

that filtered cigarettes had the same impact
on birth weights and miscarriages as the
unfiltered kind. After finishing his MD at
Columbia in 1983, he trained in the
University of Pittsburgh programs at
UPMC Presbyterian and at the VA
Pittsburgh Healthcare System as a resident in
internal medicine. Both Weinstock and his
wife found the city a relief after years of
being cramped in Manhattan. They particu-
larly enjoyed taking their 1-year-old daugh-
ter to summer events at Point State Park.
Weinstock also remembers that the Pitt

training environment under the chair of
medicine, Gerald Levey, was rigorous yet
more supportive than many. “In a very real
sense, it trained me to be a doctor,” he says.  

But he picked internal medicine as a resi-
dency before his final rotation of medical
school, dermatology.

Dermatology appealed to him on multi-
ple levels. The mathematician in him liked
the elements of pattern recognition in the
field—most skin diseases can be diagnosed
on sight. The epidemiologist in him saw
obvious potential for public health. The
doctor in him liked the clear-cut impact a
dermatologist can have on patients—lesions
can be excised, rashes dispelled. 

“You can often make people feel better
very quickly—and that’s really nice!” he says.

Weinstock was accepted for a dermatology
residency at Harvard after he started at Pitt.
It was at Harvard that Weinstock began to
study melanomas and to develop ways to
apply epidemiological approaches to the field
of skin cancer.

“What he did with us was really top-qual-
ity work,” says Walter Willett, a professor of
medicine as well as the Frederick John Stare
Professor of Epidemiology and Nutrition at
Harvard. Willett says that one of his main
career regrets is that Harvard couldn’t find a
way to keep Weinstock when Brown
University came calling. 

“We consult with him even now. He is
one of the very few dermatologists with epi-
demiological experience. And he’s special—
reasonable, thoughtful, smart, generous
with his ideas.”

One of the salient events of Weinstock’s
research career occurred while he was at
Harvard. An older man came in complaining
about a spot on his skin. It was late on a
Friday afternoon, and the man apologized to
Weinstock and the attending physician at
Lahey Clinic for the bother, but there was
this mark on his leg, and it wouldn’t go away.
Even dumping Gold Bond Medicated Body
Powder on it hadn’t helped, he explained.

Weinstock looked at the black, snarled,
crusty lesion and knew immediately that it
was advanced melanoma, which the man had
less than a 50 percent chance of surviving.
He doesn’t know what happened to that
patient. Weinstock has long since moved
from Boston to Brown University’s Medical
School, a move he made in 1988; he still
wonders about that man. 

In time, Weinstock grew more and more
concerned with finding ways to diagnose
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Some think Weinstock’s goal is unrealistic.
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melanoma earlier. Most of the people who
end up dying from melanoma had a lesion
that was visible on the surface of their skin at
an early, curable stage—when it was no more
deadly than a wart. “It just wasn’t noticed,”
Weinstock says. “Here it is, a cancer on the
surface of the skin in a curable phase, and no
one notices it until it reaches a phase that’s
not curable anymore. That’s the central irony
of melanoma.”

About 1 million Americans are diagnosed
with skin cancer each year, making it by far
the most common form of cancer, occurring
about as often as all other forms combined.
Most cases are basal cell carcinomas, a lesser
amount, squamous cell carcinomas. But a
growing number, now about 60,000 a year, are
melanoma, which is the deadliest of the three;
about 8,000 Americans die of it each year.

Weinstock thinks this number represents
needless tragedy, and he means to change it.
“My goal is to cut melanoma mortality in
half,” he says. 

To do so, he has been plugging away to
find a different sort of formula from the one
that got him notoriety in college. And he
thinks he’s hit on it.

Weinstock has not found a cure for skin
cancer. That will be for a wet lab researcher.
But he thinks that a two-pronged approach
of training doctors to look for melanoma
signs and teaching people how to examine
their own skin will rapidly drive up
melanoma detection rates—and send fatality
rates plummeting. 

In July, he rolled out a Web-based training
program for doctors detailing BSCT, for basic
skin cancer triage (referred to as “Biscuit”). It
is based on an eight-step detection algorithm
for melanoma. The initial study involves 50
doctors.

“We’re trying to demonstrate that it will
work. If I can say there’s unequivocal proof
that it does, then we have a shot at making this
program a requirement for doctors.” (Brown
already incorporates skin cancer detection in
its med school curriculum and intends to
make BSCT its foundation.) 

Weinstock is continuing to study the epi-
demiological impact of skin self-examina-
tion, such as the Check-It-Out Project he
devised. And he’s using his position as chair
of the American Cancer Society’s Skin
Cancer Advisory Group to promote self-
exams. Although the ACS has yet to formal-
ize guidelines on such exams, it does feature
Weinstock’s instruction on its Web site. 

There is, of course, an existing detection

program for melanoma—the ABCDs cam-
paign. The acronym, introduced in the mid
1980s by a team of dermatologists at New
York University (NYU), stands for four
characteristics of a melanoma growth: asym-
metrical shape, border irregularity, color
variations, and diameter (at least six mil-
limeters). It’s been a successful campaign.
Numbers show that for 25- to 34-year-olds,
melanoma death rates are dropping. Indeed,
melanoma, which 50 years ago killed about
half the people diagnosed with it, today kills
about 11 percent of them. (Although in
some groups, like men older than 60, fatali-
ty rates have risen sharply.)

Weinstock says the ABCDs have worked
very well. In the next breath, he qualifies
that remark: The ABCDs at best identify
about 80 percent of melanomas (others say
less than a third), and it’s time to move on to
something else. He recommends focusing
on new and changing lesions. But his pro-
posal has been “a tough sell,” Weinstock
says, in part because the ABCDs are seen as
having been very effective.

Darrell Rigel, a professor of dermatology
at NYU who helped devise the ABCDs,
thinks Weinstock is right that “it’s time for
some movement forward” past them.
“Anything that improved survival rates, we
would embrace,” he says. “The problem is
you will never come up with a template to
catch 100 percent of melanomas.”

Rigel has known Weinstock for more than
15 years and says, “His energy and enthusiasm
for what he does are infectious.” He thinks
Weinstock is generally so far ahead of the
crowd that it can take a while for others to
grasp his ideas. “I usually look at them and say,
‘Why didn’t anybody think of that before?’” 

Even so, Rigel thinks Weinstock’s goal of
cutting melanoma deaths by half is “lofty.” He
adds quickly, “I would love to do that, too.”

Even Arthur Rhodes, head of Rush
University Medical Center’s Melanoma
Surveillance Clinic in Chicago and a long-
time collaborator of Weinstock’s, thinks the
goal is unrealistic, because it depends too
much on people developing a good habit. 

Weinstock, however, keeps the faith that
melanoma numbers will get happier through
his vision: “We’ll see if I’m proved naïve.” 

In part because of work by Weinstock and
others, there is some stirring to add another
letter to the ABCDs. A team of NYU
researchers in December proposed adding an
E to the ABCDs, for “evolving” lesion. 

John Kirkwood, a noted melanoma special-

ist and Pitt professor of medicine, thinks other
letters are needed for early detection. He calls
the ABCDs “an old algorithm” and notes that
by the time a spot meets one or more of the
criteria, “it’s a pretty far gone disease.”
Kirkwood wants to focus on three new let-
ters—the E for evolving, but also N and U (for
new and unusual lesions). Kirkwood and
Weinstock are putting together a research pro-
posal now on the early detection of melanoma.

Weinstock’s office is at the VA hospital in
gritty west Providence, R.I., a seven-story
affair made of brown brick set alone on a hill.
From his fifth-floor office window, he has a
clear view to the downtown skyline, with the
dome of the state capitol smack in the mid-
dle. His office has its own skyline, of paper.
There are six chairs, yet no place to sit—var-
ious stacks of documents rest on them, rep-
resenting different projects in process. His
office door, however, is bare, save for a for-
tune cookie prophecy: “You may prosper in
the field of medical research.” 

It will take years more to prove his theo-
ries on the impact of doctor and patient
education about skin exams. But Weinstock
is both ambitious and patient, according to
his wife, Gail Gilkey. He relishes tasks oth-
ers see as onerous, she confides: “He loves
doing the taxes. He can’t wait until January.”
She smiles a bit as she thinks back to what
she refers to (several times) as a “rocky”
courtship at Columbia. Her “hemming and
hawing” about the relationship just seemed
to bolster his interest, she says: “I think he
was like, ‘Hey, she’s not going to say no to
me.’” They’ve been married for 24 years.

One sunny day in May, Weinstock
talks to a group of undergraduates at
the University of Rhode Island. It’s

one of the first beautiful days of the New
England spring and near the end of the school
year, so the students aren’t very responsive—
his jokes have gotten almost no laughs, nor
has his wordplay (e.g. “moliness”).

Then Weinstock starts putting up slides
of advanced skin cancers from patients he’s
seen over the years. The photos are grip-
pingly horrible, like watching a collision
unfold. The snarled, black lesion from the
man at Lahey Clinic is the star of the
show. In all likelihood, the man’s cancer
had metastasized by the time he came to
the clinic.

Now the students are paying attention.
One step at a time, Weinstock is getting

people to understand what’s at stake. ■


