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Dear Alumni and Friends,

BY NOW YOU SHOULD HAVE RECOVERED from the pictorial extravaganza, fculuring
your new dean, in the winter issue of Buffalo Physician. Now, as I travel around the
countryside meeting alumni, I will perhaps have become a more familiar face.

Having just returned from such a trip (Houston, Dallas and San Antonio) it
occurred to me that perhaps, as important as these excursions might be for
maintaining contact with the school, they also represent marvelous opportunities
for connecting alumni with others in the region. For example, in addition to
getting together with classmates, more recent UB graduates are able to meet
established alumni who just happen to live and work in the same area of the
country. In Houston, where Robert Hall, class of 1948, hosted a dinner and
reception, the graduation dates of alumnus representation spanned 56 years, including two graduates
enrolled in the early years of their respective residency training programs. These residents were able
to make contacts with established UB alumni—well placed and highly respected within the local
academic and medical community, as well as nationally. In turn, the more “chronologically challenged”
alums had opportunities to compare their experiences at UB with those of the more recent graduates.

At our Dallas meeting, hosted by Ken Altschuler (Class of 1952), the represented dates of
graduation spanned 46 years and provided similar networking opportunities, as did our subsequent
meeting in San Antonio, hosted by Bradley Aust (Class of 1949 ), where two alumni were able to join
the Dean’s Advisory Council for a reception and dinner. Clearly, this kind of local networking is
something we should try to encourage and facilitate through these events. Indeed, as we plan to repeat
the Texas circuit of visits on a more regular basis, hopefully the word will get out about these affairs
yielding even greater turnouts—and consequently, enhanced networking opportunities.

Spurred on by the success of these recent meetings, we are planning additional outings to include
California and Florida. Please be receptive to any of the forthcoming invitations to participate in one
of these gatherings. I look forward to meeting with as many of youas possible. Itis particularly gratifying
to meet former students but it is also great fun to trade anecdotes with pre-1963 graduates. Although
my chair tenure in Buffalo began in 1974, 1 was also at UB and actively teaching, between 1963 and 1967
(in fact, itis a little-known fact that I personally crafted many of the pathology exams during that time).
Accordingly, I feel I know at least some of the students from that era as well.

If we don’t have an opportunity to meet on one of these future trips, I hope to see as many of you
as possible at the upcoming Spring Clinical Day, which is scheduled for the first weekend in May.
See you there!

John R. Wright, MD
Dean, School of Medicine and Biomedical Sciences

Dear Fellow Alumni,

I KNOW MANY ALUMNI HAVE NO IDEA how the Medical Alumni Association is
governed, so this letter is my attempt to change that. The Governing Board
oversees the various activities of the association. It consists of three officers, seven
to nine active members, the immediate past president, three emeritus members
and regional members representing alumni from outside Western New York. The
board has several committees that oversee finances, medical student affairs,
alumni awards and Spring Clinical Day/reunion activities. The purposes of the
Medical Alumni Association (as stated by our Bylaws) is to promote the general
welfare of the medical school, to advance the cause of medical education, to instill
<4 afraternal spirit in the student body and to sustain that spirit among its alumni.

The Governing Board meets ten times per year, in addition to the annual business meeting during
Spring Clinical Day. Dues-paying members are invited to attend meetings and are encouraged to notify
board members or the alumni office of their interest in becoming involved.

It has been my honor to serve as the president of the Medical Alumni Association this year. I would
like to acknowledge the support and help received from Mrs. Nancy Druar, the association’s
administrative assistant. She has had a particularly arduous year with our offices being moved and
telephones being changed multiple times, as  am sure anyone who has tried to contact the office knows.
Despite these hardships, she has sustained all the good works of our organization with much grace. 1
will pass the gavel to Richard Collins, '83, on May 1, 1999, at Spring Clinical Day. I hope to see many
of you there.

Elizabeth L. Maher, MD
President, Medical Alumni Association
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Buffalo’s historic role in surfactant therapy, and the man who led the way
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UB professor of gynecology and
obstetrics, is credited with playing a
pivotal role in convincing the
international medical community that
surfactant-replacement therapy is o
valid treatment for premature infants
suffering from respiratory distress
syndrome (RDS). He is pictured here with
Alex Collura, who received surfactant
therapy for RDS at Children’s Hospital of
Buffalo. Alex, who weighed 1 pound, 14
ounces at birth, is the son of Susan and
Joseph Collura of Hamburg, New York.



n talking with Enhorning, it becomes clear how his affinity for both basic science and medicine enabled
him to make crucial contributions that kept the field of surfactant research alive in years past, when
leading experts worldwide dismissed its viability. It also becomes clear that his work contributed to making

Buffalo, New York, a hub for surfactant research—a place where world-class scientists converged in free-
wheeling collaboration to help make real the dream Enhorning first envisioned many decades ago.

These scientists include Enhorning’s long-time colleague and sometime rival Edmund “Ted”

Egan Il, MD, professor of pediatrics and physiology at the University at Buffalo School of Medicine and

;' Biomedical Sciences. In the early 1980s, Egan and his collaborators—building on Enhorning’s seminal

work—spurred on a highly contentious international race to develop the first exogenous surfactant

product. Today, despite the behind-the-scenes jostling that continues among these competitors, there are

several surfactant products on the market and, as a result, the mortality rate for infants born with RDS

has dropped to 5 percent.

This dramatic, innovative work has not ended in the
clinic, however. As the 1990s draw to a close, Buffalo is
equally noted for the contributions its scientists are
making to basic research in thearea of surfactant therapy—
contributions that are leading the field into the 21st

century, where it promises to impact a wide range of

respiratory disorders affecting adults, as well as neonates.

Bruce Holm, PhD, associate dean for research and
graduate studies at UB’s School of Medicine and Bio-
medical Sciences, is one of the preeminent scientists
recruited to UB in the late 1980s by Enhorning and
Egan. Like many others worldwide, he readily acknowl-
edges the pioneering contributions made by Enhorning,
whose fortitude against all odds is now as well honored
as his science. “If it weren’t for Goran Enhorning, we
wouldn’t have the low neonatal mortality rates we have
today,” states Holm, “and we wouldn’t have been able to
develop our understanding of the science behind pul-
monary surfactant to the extent we have. And, clearly,
there’s a good deal for the Buffalo medical community
to be proud of regarding its contributions to surfactant
therapy and research.

“But the surfactant story isn’t over yet,” he adds.
“Even though it has already resulted in what would have
tobe considered one of the most dramatic breakthroughs
in the past 50 years in terms of what neonatologists have
in their repertoire for treating prematurely born infants,
everyone involved believes there’smuch more to come.”

To get a sense of the fortitude Enhorning, Egan and
others needed to bring exogenous surfactant to where it
is today—and to appreciate the promise it holds for
tomorrow—it's necessary to go back to 1929, when the
“surfactant story” begins.

That year, a pulmonologist named Kurt von
Neergaard, who was living in Switzerland at the time,

first espoused the theory that in order for the lung to
function, it needed an agent that would coat the inside
of the airway, particularly the tiny air sacs called alveoli
(of whichanadult human lung has about three million).
He surmised that this coating would prevent the alveoli
from collapsing during expiration, when they become
very small. Working from an understanding of the Law
of LaPlace, he deduced correctly that this agent causes
surface tension in the lung to change its value and that
the agent is composed of a phospholipid or protein.

! ¢ became so frustrated trying to get his

work published, he gave up,” explains

~ Enhorning. Medical historians often cite

§ von Neergaard's finding as a classic ex-

ample ofa “premature discovery,” asnoth-

ing was done with his promising line of research until

the early 1950s, when Richard Pattle in England and

John Clements in the U.S. independently rediscovered

the concept of an alveolar surface-active material that
came to be known as “surfactant.”

“John Clements was and probably still is the biggest
name in surfactant research,” explains Egan. Working
atthe University of Californiaat San Francisco, Clements,
in the 1950s, was shoring up his reputation as a giant in
his field by focusing on the problem of surface tension
in the lung and the role surfactant plays in alveolar
stability. His research in those early years was primarily
basic, which put his career in perfect synch with the
pioneering phase the science of lung physiology was
undergoing at that time.

“You have to understand that during that era
between 1940 and 1965—scientists were just beginning
to gain a sophisticated understanding of how the lungs
work and how we control breathing by mixing gas and
air,” says Egan. “And in the 1950s, these studies were
being led by two or three great centers in the United




States, one of which was at the University at Buffalo,
where key contributions were being made by Hermann
Rahn, Leon Farhi and many others in our Physiology
Department.”

A spin-off of the basic research going on at UB and
elsewhere during this time was that scientists began to
develop a more sophisticated understanding of lung
diseases and their etiology, according to Egan.

With the stage thus set, a giant leap in surfactant
research took place in the late 1950s, when a pediatri-
cian named Mary Ellen Avery was invited to complete a
fellowship in the laboratory of Jere Mead, a Harvard
University physiologist. “Avery and Mead were think-
ing about the premature babies who had a progressively
more difficult time breathing and then died. Their lungs
were totally collapsed and looked like livers, and they
had the idea that maybe these babies were missing this
lung surfactant,” explains Egan.

Following through on this idea, Avery and Mead
completed a complex project in which they studied the
lung material of infants who died of RDS (then called
hyaline membrane disease), compared with the lung
material found in babies with normal respiratory sys-
tems who died of other causes. In a now-famous paper
published in 1959, the researchers “showed that surface
tension was higherin infants dying from RDS than it was
if you got the lung material from infants dying from
other causes,” says Enhorning.

Based on their findings, Avery and Mead put forth the
idea that babies who have RDS are surfactant deficient, in
the same way somebody with diabetes is insulin deficient.

“This idea really sparked enormous interest,”
Enhorning comments.

“This was very esoteric science,” Egan emphasizes. “It
wasn't anything the great majority of physicians around
the country had any training in; they didn’t understand it.
There simply wasn’t a good paradigm for it.”

Soon after publication of the Avery and Mead paper,
the scramble was on to concoct an exogenous surfactant
material and get itinto the lungs of babies born with RDS.
Around the world, research groups moved into action,
hoping to be the first to produce a lifesaving substance

that would put a stop to a disease that killed approxi-

mately 10,000 babies each year in the U.S. alone.

At about this same time, in 1961, Goran Enhorning
had just completed a PhD in physiology at Karolinska
Institute’s Medical School in Stockholm, Sweden, where

Bruce Holm, PhD, associate dean for research and graduate studies af
UB's School of Medicine and Biomedical Sciences, came from the University of
Rochester in 1988. That year, he teamed up with Sadis Matalon, then a UB
physiologist, to show for the first time that high concentrations of oxygen can
damage the cells in the lungs that produce surfactant. Today, the innovative
studies conducted by Holm and his UB collaborators continue to help define the
forward edge of surfactant research worldwide.

in 1952 he had earned his medical degree. Upon gradu-
ation he was awarded a Fulbright scholarship to study
at the University of Utah, where he began research into
surfactant. Normally, Fulbright scholars are limited to
a one-year stay, but an exception was made for
Enhorning and his visit was extended for another year.
During this second year, Forest Adams, a well-known
surfactant researcher from the University of California
at Los Angeles (UCLA), came to the University of Utah
to lecture, at which time he was introduced to
Enhorning. As a result of their meeting, Adams




arranged for yet another year extension for Enhorning
and made a place for him in his lab at UCLA.

In Adams’s lab, Enhorning continued work he had
begun in Utah on an ingenious apparatus he called a
bubble surfactometer, which he readily admits took him
more than 15 years to fully develop. In the decades that
followed, however, the bubble surfactometer would
greatly enhance scientists’ ability to run physical tests on
surfactant preparations in order to assess their surface
tension-lowering properties prior to in vivo studies.

Adams’s lab also provided the setting for Enhorning
to work alongside another young scholar, Tetsuro
Fujiwara of Japan, who, like Enhorning, would go on to
devote his career to the elusive goal of developing a
surfactant-replacement product.

One of the requirements of Fulbright scholars is that

they return to their country of origin for a minimum of

seven years upon completion of their studies abroad. As
aresult,in 1964 Enhorning left Los Angeles to return to
Sweden, but that was not the last he and Fujiwara would
see of one another.

uring the years that Enhorning and Fujiwara
were studying in the U.S., the race had intensi-
fied among scientists who hoped to be the first to
determine the active components of lung surfac-

tant and to discover a replacement substance.
Foremost among the scientists exploring this prob-
lem was Clements in San Francisco, who, in collabora-

tion with M. H. Klaus, was studying the biochemistry of

surfactant. Using the limited testing technology they
had available to them at the time, they concluded that
the surface tension-lowering component of the material
resided in its phospholipid, most specifically a biologi-
cally rare molecule called dipalmitoylphosphatidyl-
choline, or DPPC.

Convinced that DPPC was the active surface tension-
lowering substance in surfactant, the San Francisco
group then decided to take a step that remains contro-
versial to this day.

“They took this DPPC material, which they had only
tested in physical systems, not biologic systems,” says
Egan. “It looked like surfactant. Best of all, it was easy
to make, easy to work with, and they were really
convinced they had the ‘guts’ of it, so their next thought
was, ‘Let’s test it in babies.” Additional motivation to
push ahead with testing had come in 1964, when a
Canadian group, which had rapidly followed up on
Clements’s findings, published a paper reporting that
they had found some improvement in babies with RDS
who had been treated with a DPPC mist.

In 1965, therefore, with their new DPPC solution in

hand, the Clements team boarded a plane for Singapore,
where they had access to a large population of babies
and could complete their studies quickly.

“They took aerosolized forms of DPPC and fogged it
into the babies,” recounts Holm. “And remember, these
are the days before mechanical ventilation. The babies
were in these plastic hoods, and they just put this mist
of DPPC in the hood and that was the concept of
ventilation. Looking back on it, most of the DPPC
probably stuck on their hair and face. I'm sure almost
none of it got in their lungs. If it had, it probably would
have had some positive benefit. But they hadn’t done
any animal studies so, among other things, they didn’t
know how to deliver it correctly.”

Upon returning, the group published a landmark
60-page paper in Pediatrics in 1967, concluding that
exogenous surfactant was not efficacious for the treat-
ment of infants with RDS.

“So here you have the biggest names in surfactant
researchsaying thatsurfactant therapy doesn’t work,” says
Egan. “And not only that, but concluding that surfactant
deficiency was a result of RDS rather than the cause of it.”

Once the paper was published, interest in surfactant-
replacement research for RDS, in large measure, came to
asudden halt. “Clements’s convictionalone and his stature
in the academic community were such that the
publication of this paper turned the entire field of surfac-
tant research in the wrong direction for more than 10
years,” Egan explains. Pausing, he adds, “. . . with the
exception of one kind of idiosyncratic, brilliant
intellectual who lived in Sweden and was an obstetrician
by training.”

Back in Sweden, with his bubble surfactometer in tow,
Goran Enhorning was running some tests of his own.
“DPPCwas inexpensive, it was sterile, it didn’t have any
antigenic proteins, so it was appealing. If you could use
DPPC, it would have been wonderful. But you couldn’t.
It was hopeless. 1 found that out with the bubble
surfactometer,” he recalls.

At this point, Enhorning turned to a pathologist
named Bengt Robertson for help, and together the
scientists experimented with various surfactant prepa-
rations, which they began early testing of on rabbit
neonates. “What they found,” Egan explains, “is that
the rabbits lived longer and breathed better. But
because the medical establishment was by now con-
vinced that surfactant deficiency was not the cause of
RDS, they had trouble getting their work published.

“1 think people in the field ignored Goran’s early
work because he was producing evidence that was
contrary to conventional wisdom, because he was up in
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Edmund “Ted” Egan 11, MD, UB professor of pediatrics and physiology and founder, president and CEQ
of ONY, Inc., holding a vial of the company’s exogenous surfactant produd, Infasurf. In the early 1980s—building
on Goran Enhorning’s seminal contributions—Egan worked with Robert Notter at the University of Rochester to
develop the drug. Their efforis fueled a race among scientists around the world working toward this same goal.

Sweden and because he had very distinguished people
openly pooh-poohing his work.”

After years of having his work essentially blackballed
by the scientific community, Enhorning finally met with

temporary success in 1972. “The editor of Pediatrics who

accepted the paper Robertson and 1 coauthored was an
exception,” recalls Enhorning, “and he invited me to
follow up with an editorial on our work.” Despite publi-
cation of this paper, however, Enhorning and Robertson
again found their work ignored; between 1972 and 1976,
few journals accepted their papers. “Papers we submitted
were rejected with one line: ‘This has been tried before
and does not work,” recalls Enhorning.

year before publication of the paper in Pediat-
rics, Enhorning had moved to Canada to take a
position at the University of Toronto. There, he
continued collaborating with Robertson, who
still lived in Sweden but made extended visits to
Canada. “In 1973 and 1974, 1 did a study with Robertson
I consider very important,” says Enhorning. “We depos-
ited surfactant in the pharynx of premature rabbit neo-
nates, who inhaled it with their first breath, and X rays
showed how it opened up their lungs. We published this
study in 1975, and it was at that point that we started
thinking about seriously testing it in babies.” Toward
this goal—and with publishing no longer an insur-
mountable hurdle—Enhorning and Robertson submit-
ted a steady stream of papers on animal studies they
conducted throughout the latter half of the 1970s.
[t was during this time, in 1977, that Enhorning first

published a paper describing, in depth, his bubble
surfactometer, which has since become a staple tool
used by scientists studying surfactant.

Based on the work Enhorning and Robertson were
doingin the 1970s, researchers began revisiting the idea
of creating a synthetic surfactant material. Some were
once again testing the DPPC substance that Clements
had unsuccessfully experimented with in the mid-1960s.

For example, in 1976 Fujiwara was back at UCLA and
was working with Adams in an attempt to duplicate the
Enhorning and Robertson studies by depositing DPPC in
the upper airways of sheep. Frustrated with their results,
they concluded that surfactant therapy didn’t work.

“Duringa trip to Los Angeles that year, Robertson visited
Adams’s lab and was told about the frustrating results of the
experiments. He told them that what they needed to use was
natural surfactant from adult animals, not a synthetic mate-
rial like DPPC. So they changed their techniques and then
could confirm our studies,” explains Enhorning,.

Shortly thereafter, Robertson returned to Sweden
permanently and Enhorning began collaborating with
Fred Possmayer, a biochemist who worked in London,
Ontario, at the University of Western Ontario. Their
goal was to develop a surfactant material that would be
safe to test in babies. “One of the big problems we had
was that the raw material—the natural surfactant—was
very difficult to get,” Enhorning recounts.

[0 overcome this problem, Enhorning paid a visit to a
local slaughterhouse in Toronto. “I got really lucky
because one of the investigators working in research at the

slaughterhouse had just had a baby who developed RDS, so




Biochemist Fred Possmayer, PhD, of the University of Western Ontario in London, Ontario,
collaborated with Goran Enhorning in the late 19705 to prepare a sterile and active exogenous surfactant
product using material obtained from the lungs of large calves. It was this product that Ted Egan and Robert
Notter used as a basis for developing Infasurf for treatment of neonates with respiratory distress syndrome.

he arranged for me to get lung lavage from large calves.”

The surfactant material that Possmayer made using
raw material obtained at the slaughterhouse was ex-
tremely active in terms of its surface tension-lowering
properties; however, when they attempted to sterilize it
with gamma rays or by autoclaving, this crucial activity
was lost. “We felt this was due to its high protein
content,” says Enhorning, who by this time understood,
as did all researchers in the field, that surfactant was a
complex mixture composed of 90 percent lipids and 10

percent proteins. “In an attempt to rid the material of

these proteins, we extracted the surfactant lipids and
resuspended them in saline solution, and the material
we obtained could then be autoclaved and sterilized
without it losing its surface activity,” he explains.

However, unbeknownst to Enhorning and Possmayer
at the time, a few tiny apoproteins slipped through and
made it into their experimental material. It wasn’t until
the mid-1980s that scientists made the critical discovery
that these apoproteins of pulmonary surfactant, which
have since been named SP-B and SP-C, are essential for an
immediate expression of surface activity.

“Possmayer and I extracted the phospholipids from the
material. By doing that, we thought we would get rid of the
proteins, which we felt might be dangerous and which
interfered with our attempts to sterilize the material,” says
Enhorning. “We thought we had removed all the proteins
but, serendipitously, we hadn't. Later we found out that
about 2 percent of the extract was made up of proteins that
had slipped by when we analyzed its properties.”

Once Enhorning and Possmayer discovered how to
produce theirsterile, active substance, they wrote about
it extensively in journal publications.

“By the late 1970s, everyone had come around to Goran
Enhorning’s idea of 10 years earlier: that it probably is
surfactant deficiency that causes RDS,” Egan explains.
“The obvious next step, then, was determining what kind
of surfactant-replacement therapy you're going to give.
Basically, you have two options—synthetic and natural.”

gan, himself, entered the field of surfactant

research at about this time. In 1977 he moved to

Buffalo, where he had accepted a joint appoint-

ment as chief of neonatology at Children’s Hospi-

tal of Buffalo and professor of pediatrics and
physiology at the University at Buffalo’s School of Medi-
cine and Biomedical Sciences.

“Ted Egan was a physiologist who had some world
renown for his work in lung-water clearance,” explains
Holm, referring to the process in which, at birth, a baby
absorbs the liquid that fills its lungs and establishes
breathing. “And as a neonatologist and chief of neona-
tology at Children’s, he obviously was interested in
developments with surfactant therapy.”

Once in Buffalo, Egan set up his lab, where he
conducted ongoing studies on sheep related to his
research. Soon he met Robert Notter, a scientist who
earlier in his career had given up a faculty position in
chemical engineering at Pennsylvania State Uniy ersity
in order to go to medical school, which he felt would
better prepare him to pursue a consuming interest he
had in lung surfactant. After he completed medical
school at the University of Rochester, he stayed on as a
faculty member, dedicating himself to his research.



y 1980, Bob Notter had a synthetic
mixture of surfactant that we both
thought would work, and we
decided that the best way to find
out was to test it in my sheep,”
recalls Egan.

Egan and Notter were encour-
aged by a paper that had just been
published in Cambridge, England,
which reported that surfactant had
been tested on babies with very
good results. Based on the Cam-

bridge study and others, they were acutely aware that
groups around the world were hard at work in the
ongoing race to develop their own surfactant products.
They knew, for example, that Fujiwara had returned to
Japan and was working there; that Clements was working
in San Francisco; that Robertson had returned to Sweden,
where he was continuing his research; thata group in San
Diego was approaching the problem by extracting surfac-
tant from amniotic fluids; and that Enhorning and
Possmayer continued their work in Toronto.

It was with great anticipation, therefore, that Egan and
Notter began their experiments in 1981. Notter had exten-
sively tested his surfactant preparation in physical systems
and had found it very promising. “We took this synthetic
product and put it in preemie lambs that were surfactant
deficient, and the results were disastrous,” Egan recalls.

Frustrated with theirlack of progress, Egan and Notter
decided they needed to pull back and reassess their
methodology because, as Notter pointed out, everything
was looking good on his physical systems, so perhaps
they needed to look at whether Egan’s “experimental
setup” was flawed. “In other words, he was saying to me,
If we have good stuff, would we even recognize it?” Egan
says. Thinking there was only one sure way to determine
this, the scientists decided they would put their synthetic
mixture aside and instead test a dose of whole surfactant
taken directly from the lungs of an animal.

“We were simply looking for a positive control,”

Egan says. However, what occurred that day in March of

1981, when they tested the new surfactant mixture, was
something Egan says he will never forget.

“It was stunning. It was probably as exciting a lab event
as I've ever participated in. Surfactant-deficient sheep are
pretty doleful animals, let me tell you. But when we gave
them the surfactant Bob provided, they were acting like
mature fetal sheep getting ready to be born. It was fantastic.”

But the biggest surprise was yet to come. “I thought

The Surfactant Story

what we had used was whole lung surfactant as we had
planned,” Egan says. “But when it worked so well, I said,
‘This whole surfactant is great!”” It was at this point that
Notter informed Egan that what they were testing was
an extract he had prepared based on the published
works of Enhorning and Possmayer, an extract that he
had slightly modified to his own specifications.

“There’s no doubt that Enhorning and Possmayer
were much farther down the road with their natural
extract in 1981 than we were with our synthetic prod-
uct. Until we ran this test, Bob was primarily interested
ina synthetic product. But once this new extract looked
so good and once I found out that there was almost no
protein in it, I thought, ‘We're home,” Egan recalls.

It was from this point onward that Egan and Notter
abandoned their quest for a synthetic surfactant and
focused their efforts on refining a natural extract.

Il the scientists working on surfactant worldwide
had come to this difficult junction in their re-
search. Obviously a synthetic product was attrac-
tive: It would be easier to mass-produce, would be
available in limitless quantities, could be more
easily controlled for quality and could be patented and sold
as a brand-name product, something that was sure to
attract the needed support of pharmaceutical companies.

Natural products, on the other hand, while holding
exceptional promise, posed very formidable challenges.
“In 1980 we knew that natural surfactant was about 10
percent proteins and that one of these proteins was very
large. Like the proteins in your blood, it clots, coagulates
and you can't sterilize it; it has all kinds of problems,” Egan
explains. “So we were faced with two issues: if we were
going to develop a natural replacement product, it had to
be one that wouldn’t hurt the patient, yet was hardy.”

In 1983, despite these complications, the Buffalo-
Rochester team of Egan and Notter and the Toronto
team of Enhorning and Possmayer had each begun
small, prospective placebo-controlled trials of natural
surfactant extract to prevent RDS in preemies—at last
marking the start of full-fledged efforts on the part of
the two groups to test the drug in babies.

Two years later, both the Buffalo-Rochester group—
now joined by clinicians Melinda Kwong and Donald
Shapiro—and the Toronto group had completed larger
randomized clinical trials, which they each reported on
in the August 1985 issue of Pediatrics. Using what were
similar extracts, they demonstrated that calf-lung




surfactant extract did prevent lung disease in premature
babies and could significantly reduce the severity of
respiratory disease.

“After seeing the results of these clinical studies, all
of which were so compelling for this particular material,
'ed took it on as a crusade to go out and see that it
became widely available,” recounts Holm. “Early on, he
had offered the calf-lung surfactant, pretty much free, to
pharmaceutical companies, but they had already com-
mitted to marketing products developed by other groups.
Also, another reason why they weren’t interested in the
material was that it had been reported on in professional
journals to such an extent it was considered to be in the
‘public domain,’ so it couldn’t be patented.

“So this really was the genesis of the idea ‘Let’s go out
and make and market our own product.”” In hindsight,
Holm adds, “Remember, these were academic physicians
with no background in commercializing a drug, and so
they were too naive to know that they couldn’t go through
the FDA process without any financial backing.”

What they did have, according to Holm, was “the
best of intentions and a belief that what they were doing
was for the greater good.”

Determined to provide a parent company for his
orphan drug—which has since been dubbed “Infasurf”—
Egan founded ONY, Inc. (Ontario New York), in 1985
and set up offices in the Baird Research Center located
near the University at Buffalo campus.

While surfactant was entering its clinical-trial phase,
other equally momentous developments were again tak-
ing place on the basic-science side of surfactant research.
Much ofit centered on Bruce Holm, who in 1981 came
to work in Notter’s lab at the University of Rochester
while pursing a doctorate in toxicology. Over the next
seven years, Holm gained considerable recognition for a
series of contributions he made to the field of surfactant.
In the mid-1980s, it was Holm and Jeffrey Whitsett, a
researcher at the University of Cincinnati, who conducted
a study that finally identified apoproteins as the mystery
component in surfactant that enables it to be efficiently
adsorbed by the lungs. In their paper, which was published
in Pediatric Research in 1986, they were the first to show
the functionality of the apoproteins SP-B and SP-C.
From the start, Holm was primarily interested in
studying adult respiratory distress syndrome (ARDS)
and its potential connection to surfactant. “No one had
ever really wanted to study surfactant in adults,” he
explains. “Initial attempts to do so went nowhere
because the dogma at the time was that surfactant
deficiency was related to a quantitative deficiency—as
in the case of premature babies—but not to a qualitative

deficiency; therefore, the accepted belief was, ‘It can’t be
part of the issue.”

y the late 1980s Holm, who had admired
Enhorning for many years, began to collaborate
with the senior scientist and others on studies
demonstrating a mechanism by which plasma
proteins were shown to inhibit surfactant func-
tion. These findings, published in 1988 in the Journal of
Applied Physiology, helped introduce the concept that
surfactant-replacement therapy could be of benefit to a
much wider range of lung conditions than just RDS.

“While we were off doing clinical studies, Holm was
working with researchers throughout this area—in Buf-
falo, Rochester, Toronto and London, Ontario—to find
out that you can inhibit lung surfactant, which was a brand
new concept,” explains Egan. “They were showing that
surfactant plays a role in lung diseases, not just when it is
missing, but when it becomes deactivated by things seep-
ing into the lungs that don’t belong there and which start
tearing up the surfactant, making it terribly difficult for
people to breathe. We began to see it as being similar to
autoimmune diseases, where the body turns on itself.”

In 1988 Holm also teamed up with Sadis Matalon,
who was then a physiologistat the University at Buffalo,
and others to publish a study that showed for the
first time that high concentrations of oxygen can
cause changes in Type Il pneumocytes, the cells that
produce surfactant.

“Obviously, this was really very important because
we use oxygen as an essential therapy for treating lung
diseases,” explains Egan, who notes that, today, the
40-year-old Holm is recognized as “one of the world’s
leading experts on oxygen toxicity.”

“Not only did Holm and Matalon document that
oxygen can damage cells in the lungs that make surfac-
tant, but they also showed that if you give an animal
surfactant, it will speed its recovery, diminish the injury
or even prevent it,” he adds.

While studying oxygen toxicities, Holm also refined
a technique for isolating the Type Il pneumocytes. This
was a very important development, as well, according to
Enhorning, because “more and more, physiologists are
studying disease at the cellular and molecular level.”

As the years passed, it became increasingly clear that,
philosophically, the Buffalo-Rochester group had much
in common with the Toronto group and that, together,
they stood apart from other groups worldwide. Most
important, they shared the philosophy that both lipids
and proteins must be included in surfactant prepara-
tions if they were to produce optimal results. Further-




Robert Notter, MD, gave up a faculty position in chemical engineering at Pennsylvania State
University to earn a medical degree, which he felt would better prepare him to pursue a consuming
interest he had in lung surfactant. In the 1980s, as a faculty member at the University of Rochester,
he collaborated with Ted Egan at the University at Buffalo to develop the surfactant drug Infasurf.

more, they felt strongly that both SP-Band SP-C must be
present because their research had shown that the two
apoproteins work synergistically.

In contrast, in the late-1980s Clements's group in
San Francisco, which had by then partnered with
Burroughs Wellcome, was developing a synthetic prepa-
ration called Exosurf that was composed primarily of
DPPC and contained no protein. In turn, Fujiwara’s

group in Japan, which had partnered with Abbott Labs,

was testing a patented product called Survanta, manu-
factured from amince of whole cow lung, supplemented
with synthetic phospholipids and neutral lipids, but
containing only trace amounts of the SP-B apoprotein.

iven the long years of collaboration between

the Buffalo-Rochester-Toronto researchers, it

came as no surprise when Egan successfully

recruited Enhorning to Buffalo in 1986, fol-

lowed in 1988 by Holm, who came from the
University of Rochester to complete a postdoctoral
fellowship at UB, during which time he worked with
Enhorning and others to continue his novel work on
surfactant inhibition.

Once the randomized clinical trials were completed on
Infasurf in 1985, Egan initiated the process whereby he
hoped to win Food and Drug Administration (FDA)
approval for the drug. Immediately, he was told by the
FDA that in order for Infasurf to be considered for

approval, controlled studies of it had to be completed.

“This meantsome of the babies would get surfactantand
some of the babies would get nothing,” recalls Egan. “So
[ said, ‘I can’t do that.”” Egan’s appeals to the FDA to
make an exception to their rule did not meet with
success. As a result, he decided to delay controlled
clinical trials until other surfactant drugs came on the
market, at which time he could compare one surfactant
to another.

In 1990, his wait ended when Exosurf was approved by
the FDA and debuted as the first surfactant drug available
in the U.S., followed closely by Survanta in 1991.

In the intervening years, while waiting for Exosurf to
come on the market, Egan made Infasurf available to all
babies in Buffalo who needed it, something he was able
to do while Infasurf was classified as an “investigational
new drug.” This strategy was given a boost in 1989,
when the FDA gave Egan’s company, ONY, Inc., per-
mission to charge for Infasurf so that costs for its
development could begin to be recouped. However, the
FDA gave the company permission to do this with the
stipulation that it upgrade its manufacturing facilities to
meet the requirements for a commercial venture. The
only way to get the needed equipment in a timely
manner was for the owners of the company to guarantee
a loan, which Egan did personally after buying out the
other owners.

“Iwas placed ina position where I felt we had developed
something that was really a super therapy but which,
because it wasn't a mainstream commercial venture, was
about to be abandoned,” Egan says. “I thought about my
own motivation up to this point—why I went into this in




the first place—and I felt it really didn’t do any good to
develop an optimal product and then watch it die.”

In 1989, therefore, Egan gave up his position as chief
of neonatology at Children’s Hospital of Buffalo and
went to a part-time status at the hospital in order to fully
devote his energies to ONY, Inc.

hen Exosurf came on the market in 1991,
Infasurffinally entered the clinical-trial phase
for FDA approval, as studies were conducted
in which the two drugs were compared. To
facilitate this process, ONY, Inc. formed an
alliance with Forrest Labs, which has its headquarters in
New York City. With Forrest Labs providing the person-
nel and financial resources needed for this costly process,
FDA trials of Infasurf were completed between 1991 and
1994, with all data submitted to the agency by 1995.

In 1995, when it looked like Infasurf would finally
make it out the other end of the FDA pipeline, Egan’s
plans hit yet another snag and were ground to a halt.
When the FDA approved Survanta in 1991, it designated
it an “orphan drug” because it was determined to be the
first pharmaceutical of its kind. “Being designated an
‘orphandrug’ by the FDA puts youin a category that gives
yousome tax breaks and provides you market exclusivity
against similar or same drugs for seven years. It’s like
having a patent for that period of time. What happened in
1995 was the FDA decided that, under the orphan-drug
rules, Infasurf was the same drug as Survanta. That
doesn’'t mean that we are the same drug, like a generic
drug, but just that we are a ‘similar’ drug,” Egan explains.

The effect of this ruling, therefore, was that Infasurf had
to stay off the market until 1998, since Survanta had made
itsdebutin 1991. Despite repeated requests for the FDA to
change its ruling, the decision held fast. Today, Egan

simply says, “What it came down to with the FDA is that

both drugs came from cows.”

Holm is emphatic about the difference between Infasurf
and the Survanta and Exosurf products. “In our opinion,
and in the opinion of many scientists, the most effective
surfactant drugs are those that contain the lipids as well as
the two apoproteins Band C. Our studies have shown that
these two proteins work synergistically and that, of the
two, Bis the mostimportant. Exosurf contains no proteins,
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present, while Infasurf contains it in quantities normally
found in healthy mammals.”

To demonstrate what he calls “a night-and-day
difference” between protein-based surfactant drugs and
those containing no proteins, Holm points out that as
soonas Survanta became available, “Exosurf rapidly lost
its majority share of the market, which tells you what the
clinicians using the two drugs are finding. We feel that
Infasurf's inclusion of both apoproteins makes it a
drug with notable differences when compared with
Survanta and one that defines the ‘next generation’ in
surfactant drugs.”

On July 1, 1998, the exclusivity clause for Survanta
expired, and Infasurf finally became an FDA-approved
drug. What would have otherwise been a banner day in
the history of Infasurf, however, was clouded by yet
another obstacle. In 1994, Abbott Laboratories claimed
Infasurfinfringed on Survanta’s patent, and hearings on
the ensuing case began in June 1998.

Despite the ongoing legal battles (see article, page 13)
Egan is convinced that as Infasurf becomes widely avail-
able to physicians working on the front line in neonatal
intensive care units, it will win a significant share of the
market through its own merit. “Physicians are looking for
the best product,” he says, “and any margin of improve-
ment will be huge because there’s so much at stake.”

Throughout the 1990s, scientists in the informal
Buffalo-Rochester-Toronto research network have con-
tinued to pursue independent interests, as well as to
collaborate with each other on groundbreaking studies
that have helped define the leading edge of surfactant
research worldwide. “We're looking at cell-directed
therapies now,” Holm says. “We know that surfactant
can take care of many of the symptoms of lung disease
and that it has reduced infant mortality related to RDS
to 5 percent, down from a high of 70 percent in the
1960s. So now what we want to do is take a step back and
ask ourselves, Can we stimulate the cells so you

can never get the symptoms in the first place?
Ihatinvolveslookingat what the mechanisms

are for cellular function, and what we've dis-

covered is that you can do

pharmacological

manipulations,

particularly with |*1i%:

oxidant stress, and




you can prevent this damage from occurring in vitro
and in vivo.”

Citing a series of diverse investigations that build on
surfactant research, Holm talks about studies ongoing
at UB whereby researchers are hoping to find improved
ways of treating ARDS, pulmonary dysplasia and hypo-
plastic lung from congenital diaphragmatic hernia.
Referring to the latter condition, he says, “For example,
we have shown that the blood-flow problem that exists
there and the stiffness of the lung can be corrected by
giving exogenous surfactant. But the lungs are still
small, so we've been doing things directly to the Type II
cells in this and other injuries. By tweaking those cells
and putting mechanical stressors and growth factors in,
lo and behold, we're finding we can grow the lung back
to normal size in two weeks in vivo.

“So, we're branching out, and it’s interesting because
it's all growing out of surfactant,” he adds. “It’s this cell-
biology aspect that will take us to the next level. The
philosophy shouldn’t just be, ‘Okay, we can keep them
alive.” That, of course, is very important for the physi-
cians, but, forascientist, youalways want to go one level
farther; youwant to see if you can preventall of this from
ever happening in the first place.”

Enhorning couldn’t agree more and has headed off
on his own to again champion a controversial theory in
which he contends that surfactant dysfunction

The Progress

In the courts and new clinical trials

contributes to symptoms of asthma. To assist in the
elucidation of his new theory, he has again invented an
apparatus, which he calls a capillary surfactometer. “I
feel the capillary surfactometer is the most important
work I have done; I think it has the most promise,” he
states matter-of-factly.

Egan is following Enhorning’s new studies with
greatinterest and says, “Goran has this fascinating, very
innovative theory about asthma and, again, he’s going
against the tide, he’s way out in left field. He’s challeng-
ing conventional wisdom and almost nobody thinks
he’s right because he’s saying that the reason why
asthmatics have a tough time getting air is not because
there is a spasm of the muscles of the airway and not
because the airway is clogged with inflammation, but
because they have surfactant dysfunction. And you
better watch him, because he may be right again.”

Fortunately, history may not repeat itself for Goran
Enhorning. “Some people are looking at what Goran is
saying and have approached us about doing some studies
inasthmaand respiratory syncytial virus,” Holm reports.

“But, really, the big battle has been won, and that
battle was getting enough evidence out there to finally
convince the international medical community that
surfactant-replacement therapy is a valid treatment for
premature infants. That set the stage; now the science

will continue to develop.”




WHEN PEDIATRICIAN MAXINE HAYES entered medical school at
the University at Buffalo in 1969, she was planning on a career in oncologic
research. However, after her first year at UB, she decided she could make
a greater contribution as a clinician, so for the first time she began to
ponder her career options as a physician. “I wasn’t going to pursue
pediatrics because that was the unspoken gestalt of that time: Women were
supposed to become pediatricians,” she recalls. During her clinical rota-
tions, she discovered she had promise as a surgeon, but, still, something
wasn't quite right. This “something” suddenly began to clarify when she
completed her final clinical rotation, which was in pediatrics. Hayes says
she found that the people who were drawn to pediatrics were different from
those in other medical disciplines. “They were highly sensitive to social
issues. They weren't necessarily interested in making a lot of money, and
they were very public-health oriented,” she explains, adding with a
chuckle, “They were a lot like me.”
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“EVERY CHILD HAS A RIGHT TO A GOOD

Maxine Hayes'’s push to succeed can
be traced back to her childhood in Jack-
son, Mississippi. Raised in the segregated
South of the 1950s and '60s—where she
says there was literally a railroad track
separating blacks from whites—she grew
up poor, but admits she never knew it.
“My family taught me there was nothing
I couldn’t do,” she says.

In addition to poverty and racism,
Hayes remembers battling the specter of
sexism in high school, as well, and
reflects, “I guess I was always trying to
prove girls could do things boys could
do, and do them better. It tickled me to
death when T was valedictorian of my
senior class and a boy came in second.”

It was during her high school years
that Hayes was singled out by an African
American women’s service club, LINKS,
Inc., which every year took under its
wing one promising African American
girl or boy from each of the three public
high schools in Jackson. The women in
this clubintroduced their young charges
to art, music and literature. Also, to
compensate for segregationist practices
that banned blacks from fine restau-
rants, the women hosted elaborate
social dinners in their homes, taking the
opportunity to teach etiquette to Hayes
and the others. Among the women in
the club was a graduate of Spelman
College in Atlanta who, over time,
became Hayes's mentor. Convinced
Hayes would flourish in the all-girls’
setting at Spelman, the woman encour-
aged her to apply. When the college
responded with an offer for a scholar-
ship, Hayes was on her way to Atlanta.

AND AFTER THAT A CORE OF GOOD PREVENTIVE HEALTH SERVICES.
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HESE INTUITIVE PROMPTINGS ¢

and in the

While at Spelman, where she ma-
jored in biology, Hayes won a Charles
Merrill scholarship to study abroad in
Vienna for a year, an opportunity whose
timing would lead to events that would
alter her life’s path in ways she never
could have imagined at the time. By
choosing to go abroad
and opting to study
outside her major,
Hayes delayed her
graduation by a year.
And that year—
1968—wasa momen-
tous one marked by
the assassinations of
both Robert Kennedy
and Martin Luther
King, acts of violence
that resulted in politi-
cal upheaval and calls
for change. One fallout from
that tumultuous year was
that the country began to
examine its college and post-
graduate entrance policies
for minorities. As a result,
the extra year Hayes added
to her undergraduate stud-
ies put her in the right place
at the right time when medi-
cal schools began working
to attract minority students.
When she had entered
Spelman, Hayes's goal had
been to eventually earn a PhD in biology
or cytology; however, in 1969, when
recruitersfrom UB’s medical school of-
fered her a scholarship, she accepted it,
turning down a scholarship to Harvard

because she wanted to dedicate her
career to finding a cure for cancer and
UB’s affiliation with Roswell Park Can-

cer Institute strongly appealed to her.
“I felt there was a reason why all of
that happened, and thatattending medi-
cal school was going to provide me with
an opportunity to
do something for
my community
and the greater
good. As the say-
ing goes: ‘To
whom much is
given, muchisalso
required,” Hayes
says. “I had class-
mates in my biol-
ogy classes at
Spelman  who
would have given
anything to go to medical
school. But they graduated
on time and were not given
that opportunity. That all
turned around in one year,
and I have always felt it was

for a reason.”

After her first year in medi-
cal school, Hayes spent a
summer working as a medi-
cal extern at a family health
clinic in Mississippi. It was
there that she realized her
family had shielded her from
the stark realities in her home state, as
that summer she not only wrote pre-
scriptions for medicine, she wrote pre-
scriptions for food. “I began to see all the
social ills and to realize that having the




SO MUCH OF WHAT WE SPEND IS

technical knowledge of medicine was
not going to be sufficient,” she recalls.

Following graduation from UB in
1973, Hayes pursued her postgraduate
training in pediatrics at Vanderbilt Uni-
versity Hospital in Nashville and at
Children’s Hospital Medical Center in
Boston, finishing in 1976. In 1977, she
went on to earn a master’s degree in
public health at Harvard University.
She then returned to Mississippi, where
she established a primary care family
health clinic on the outskirts of Jack-
son, becoming the first and only pedia-
trician in Rankin County and serving a
population of some 60,000.

Word of Hayes'’s success in her Mis-
sissippi clinic began to circulate among
public health professionalsand, in 1985,
“out of the clear blue,” she says, she
received an offer from Children’s Hospi-
tal and Medical Center in Seattle to serve
asmedical director for the Odessa Brown
Children’s Clinic, which delivers
primary care to a predominantly low-
income population in central Seattle.

Hayes accepted the offer and moved
West, leaving her home state but not
its problems, which she soon discov-
ered to be much the same in Washing-
ton State, except that instead of poor
rural families, there were poor inner-
city families.

Hayes says her move to Seattle was
nothing short of culture shock. Though
soft-spoken, she acknowledges, “I'm
very intense, very competitive—a Type-
A personality.

“When I arrived in Seattle, the first
thing everybody noticed was my inten-
sity, and people in the Northwest are
definitely not intense. 1 was amazed
you could be so productive and casual
at the same time.” Over time, as people
got to know her, she says, “They told
me, ‘Loosen up,’ so, now, Birkenstocks
are definitely part of my wardrobe, and
I carry a backpack at all times, even on
the rare occasion when I'm wearing a
business suit. I've been won over!”

During her three years as medical

ON TRYING TO CURE THINGS THAT COULD HAVE BEEN PREVENTED.”
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director at the Odessa Brown Children’s
Clinic, Hayes worked to expand its mis-
sion. In addition to seeing patients her-
self, she set up educational programs for
unemployed single mothers, established
a sickle-cell screening program and ad-
vocated for policies that ensured better
access to health care for foster children.

Hayes's dedicationand organizational
talents caught the attention of Jule
Sugarman, one of the founders of
Headstart and then-secretary for the
Department of Social and Health Ser-
vices for Washington State. Sugarman
had a vision for children’s health in
Washington and needed a pediatrician
who had credibility in the private com-
munity to go to work in the public
sector. In 1988, he successfully recruited
Hayes to come to work with him for the
express purpose of getting a bill passed
in the legislature that would launch a
maternity care access program called
First Steps. “I'm not asking for your life,
only two years,” she recalls him saying
in response to her hesitation to leave a
job she loved. Sugarman, who had al-
ready gotten Children’s Hospital to agree
to “loan” Hayes to the state for that
period of time, told her: “Go and get this
bill implemented, and then you can go
back.” What really hooked Hayes, she
says, was when he asked her, “How long
do you want to take care of kids one by
one and deny the opportunity to take
care of every single one of them?”

ecause her original appoint-

ment was to be temporary,

Hayes decided to stay in her

home in Bellevue, a suburb east
of Seattle, and make the daily three-
hour round-trip commute by vanpool
to the state capital of Olympia. That was
10 years ago, and she’s still at it. Hayes,
asingle mother of two boys, ages 12 and
16, starts each day at 5:30 a.m.
Carpooling by van allows her time to
work en route and frees her to spend
time with her sons after her busy days,
which usually include a visit to the gym,

where she says she follows “a very disci-
plined exercise program.”

Hayes’s initial appointment in 1988
was as director of the Division of Parent-
Child Health Services, and one of her
first accomplishments was to help win
passage of the First Steps legislation as
Sugarman had hoped she would. In 1990,
she was promoted to assistant secretary
of Parent-Child Health Services, and
three years later she moved into her
current position as assistant secretary of
community and family health.

Hayes believes her most important
contribution to public health is her abil-
ity to solve problems. “I see opportuni-
ties where others see challenges,” she
says. Last year she created a new office
in herdivision, called the Office of Com-
munity Wellness and Prevention. By
targeting the pediatric population, in
particular, this office strives “toapproach
chronic disease by looking at common
risk factors, such as tobacco, physical
inactivity and nutrition, especially as it
relates to obesity,” Hayes explains. An-
other innovative idea she implemented
was to position the state’s Women, In-
fants and Children (WIC) program as a
counterpart to existing chronic disease
prevention programs. “When you look
at chronic diseases, you realize you can
begin to intervene against many risk
factors for these diseases in childhood
by focusing on good nutrition,” Hayes
notes. “Our health department is the
only one in the country where you'll
find this ‘upstream’ approach to chronic
disease prevention.”

Hayes says she has long had an ap-
preciation for the social context of medi-
cine. “We physicians need to have a role
in impacting policies,” she contends.
“We need to ensure that the technical
knowledge brought to healing is such
that it gets to the root causes of why
people are sick in the first place, things
such as poverty and social disparities.”
She is particularly adamant on the
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— CAPITALIZING ON MARKETABLE PRODUCTS
AND PROCESSES THAT DEVELOP FROM RESEARCH

MAGINE BUFFALO, Rochester and

Ontario as an internationally recog-

nized corridor for innovation in

health care, with the University at

Buffalo a critical component. That's

the vision that led to the formation
of the new Health Care Business Center
(HCBC), a joint venture between UB
and the Health Care Industries
Association that will allow the region’s
health-care industry to capitalize on
marketable products and processes that
develop from research projects at UB,
Roswell Park Cancer Institute, Kaleida
Health and the Catholic Hospitals.

According to the Health Care Indus-
tries Association, a nonprofit organiza-
tion designed to support and promote
the regional health-care industry, this
corridor, dubbed the “Lake Affect
Region,” represents the fourth-largest
medical development market in North
America, with more than 100 research
institutions, 265 medical manufactur-
ers and 95 hospitals.

Strategically located in Cary Hall in
the School of Medicine and Biomedical
Sciences on UB’s South Campus, the
HCBC serves as a focal point for foster-
ing new opportunities
between local companiesand
UB researchers—whether
they are in medicine, dental
medicine, pharmacy, engi-
neering, management or arts and
sciences. “Locating the Health Care Busi-
ness Center at the hub of medical
research at UB is key,” says Luke Rich,
vice president for regional development
for the Empire State Development Corp.
In the past six years, 35 percent of the
inventions registered with the UB Office
of Technology Transfer have been in the
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TRADITIONALLY

ACADEMIC RESEARCH IS MOVING IT

FROM THE

TO THE PRODUCT STAGE. THAT'S A
COMPLICATED PROCESS AND THAT'S
WHERE THE HEALTH CARE BUSINESS

CENTER CAN REALLY HELP

area of health care. But,

By, explains Rich, getting to the
ELLEN

nextstep—wherean inven-
tion is refined, adapted and
marketed—is hardly auto-
matic. “Traditionally, the difficulty with
academic research is in moving it from
the paper or project stage to the product
stage. That's a complicated process, and
that's where the Health Care Business
Center can really help,” he says.

The HCBC will work closely with the
UB Business Alliance’s new marketing
manager and with the UB Office of Tech-

THE DIFFICULTY WITH

PAPER OR PROJECT STAGE

Health Care Busimess Center Opene

nology Transfer. Also, with state
funding obtained through the
efforts of Assemblyman Robin
Schimminger, the HCBC has
been able to hire Rebecca
Weimer, an experienced tech-
nology-transfer liaison who
worked for 10 years at MDS
Matrx, most recently as director
of the international department.
“Hiring someone who under-
stands how to transfer the research and
knowledge gained by the research com-
munity at UB and Roswell to companies
that can turn them into products, grow
new jobs and expand is one of the most
important functions of the new Health
Care Business Center,” says Rich.
Together with Mary Ellen Rashman,
executive director of the Health Care
Industries Association, Weimer will
strive to maximize networking between
and among UB health-care researchers
and industry. For both researchers and
business professionals, she says, the key

MIKE GELEN



to a flourishing health-care sector in
Western New York is networking. “The
whole foundation of the health-care
industry is networking. People like to
do business with people they know and
like,” she emphasizes.

To that end, the HCBC is putting out
the welcome mat for both local and
regional health-care companies and to
UBresearchers. “The more we learnabout
how professors work and develop re-
search, the better we will be at connect-
ing them with business people,” she adds.
“This is a hotbed of opportunities for
collaboration; we've got to make sure
that starts happening, with the goal of
keeping businessin Western New York.”

The most pressing goal of the HCBC is
tostart to turnaround the venture-capital
climate in Buffalo, according to Weimer.
To that end, the HCBC, in cooperation
with Rand Capital, Inc., sponsored the

“First Western New York Venture/
Equity Forum” March 3-4, 1999, at the
Hyatt Regency in downtown Buffalo.
Efforts now are also under way to
bring in venture capitalists from outside
Western New York to listen to presenta-
tions on the strength of the local health-
care market in order to convince them to
invest in local companies and start-ups.
“We are putting together a program that
will bring a focus to this area as a health-
care mecca,” Weimersays. Inaddition to
presentations by officials from major
investment firms, a technology show-

case will demonstrate the great variety of

medical products being developed
locally and at UB, some of which are
available for licensing.

In recognition of the fact that most
start-ups form with an emphasis on
engineering expertise, as opposed to
business skills, the HCBC is creating a

EDITH E. SPROUL, 92, PROFESSOR

EMERITUS OF PATHOLOGY
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Business Development Program. Com-
posed of Health Care Industries Associa-
tion members, it will provide a resource
for new businesses in the areas of
marketing, financial planning, human
resources and regulatory issues.

With the cooperation of all the major
health-care institutions, as well as UB,
HCBC has developed an economic-
development proposal and submitted it
to the office of New York State Governor
George Pataki.

To date, feedback has been positive,
reports Weimer. “There’sareally exciting
feeling about this. Everybody has signed
off on it, including UB, Roswell Park,
Kaleida Health and the Catholic Hospi-
tals. Everybody’s on the same page.”

For furtherinformation on the Health
Care Business Center, contact the center
by telephoneat (716) 829-3888 or by fax
at (716) 829-3885.

IN MEMORIAM

dith E. Sproul, 92, professor at the UB School of Medicine and Biomedi-

cal Sciences and associate chief cancer research pathologist at Roswell

Park Cancer Institute, died January 19, 1999, at Roswell Park after a
brief illness. Sproul was renowned for her work with George Papanicolaou
of the Cornell University Medical School in New York City, which led to
development of the pap smear.

Sproul received her medical degree from the Columbia College of
Physicians and Surgeons. Before coming to Buffalo, she was a professor
of pathology at the Columbia Medical College and later was chief
executive officer of the Department of Pathology of the American
University in Beirut. While in New York, she was the first to describe the
relationship between general thrombophlebifis and pancreatic cancer
and the first pathologist to describe the histological characteristics of
early prostatic cancer. Along with Charles Gutman of Mt. Sinai Hospital
in New York, she discovered the association between prostatic cancer and
the prostate specific enzyme acid phosphatase. Sproul was a founding
member of the pathology committee for the Eastern Cooperative Oncol-
ogy Group and a member of the American Association for the Advance-
ment of Science. She is survived by her husband, Arnold Mittelman,
professor emeritus of surgery at Roswell Park and UB.

JAEL SABINA SOBEL, 63,
PROFESSOR OF ANATOMY AND HISTOLOGY

ael Sabina Sobel, 63, professor of anatomy and histology in

University at Buffalo’s School of Medicine and Biomedical Sciences,

died December 5, 1998, of breast cancer.

Anative of Israel, Sobel came to the U.S. in 1944 and graduated from
Cornell University in 1957. She received a master’s degree from
Columbia University and a doctorate in zoology from the University of
Wisconsin at Madison in 1964.

She completed a postdoctoral fellowship at the Sloan Kettering Memo-
rial Institute for Cancer Research in New York, where she was one of the first
scientists to successfully fuse a cancer and non-cancer cell.

In 1970, Sobel returned to Israel to perform research and teach at Tel
Aviv University. She returned to the U.S. in 1977, working at the University
of California for two years. She came to UB in 1979 as an assistant
professor, performing research in embryology. Sobel’s teaching duties
included medical and dental students, who voted her outstanding teacher
in 1983. Survivors include two sons, Daniel and Jeremy, and an extended
family in Israel.
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HOSE WHO THOUGHT they had finally mastered the

intricacies and idiosyncrasies of the Cary-Farber-Sherman

complex in the School of Medicine and Biomedical Sciences

may need yet another new mental map.

Michael Bernardino’s arrival as vice
president for health affairs, with respon-
sibility for overseeing the university’s
health sciences schools and revamping
the medical school’s clinical practice
plan, has set in motion a series of office
and departmental relocations.

Also,anew abbreviation—BEB—has
been added to the South Campus
lexicon; it refers to the Biomedical Edu-
cation Building, known since its con-
struction in 1982 as the CFS addition.
The Biomedical Education Building is
not to be confused with the Biomedical
Research Building (BRB), the campus’s
newest structure, which was completed
in 1996.

The following is a summary of sig-
nificant changes on the campus, all of
which were completed in January 1999.

Vice President’s qu

The first floor of the south wing of
the Biomedical Education Building,
formerly housing Dean John Wright
and the medical school support staff,
has been transformed into the vice
president’s wing. This suite of offices
now houses Bernardino and his secre-
tary, along with the staff of the newly
formed UB Associates, the medical
service organization that will provide
centralized accounting, management
and legal services for the clinical
practice plan.

The assistant vice president and
general counsel, the assistant vice
president for resource management
(for health affairs), the chief operat-
ing officer for the practice plan and
the medical compliance
officer for the practice plan
are also located here.

BAXER

Dean’s Wing
Wright and his staff have moved into
the first floor of the BEB’s north wing,
above the atrium, in an area formerly
occupied by student study carrels and
the medical admissions office. The
study area is now located on the third
floor of Farber Hall, while medical
admissions has moved downstairs to
the ground floor, into the former
student locker area. Student lockers
have been decentralized throughout
the building.

Bruce Holm, associate dean for
research and graduate studies, and his
staff have moved into offices across
the hall from Wright's suite, in reno-
vated space used formerly for a staff
lounge and a small conference room.
The Lippshutz Conference Room oc-
cupies the remaining space in this wing.

Medical school development and
alumni affairs offices, formerly located
on the BEB's first floor in what is now
the vice president’s suite, are now
located on the first floor of Cary Hall.

B vy
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Disorders and Sciences

The Department of Communicative
Disorders and Sciences (CDS) moved
from Park Hall to the South Campus in
late December 1998, although it remains
aligned academically with the College
of Arts and Sciences. The move unites
the department’s various components
on one campus: Its Center for Hearing
and Deafness, a UB Center of Excel-
lence, which concentrates on basic
research into the neurobiological and
environmental causes of deafness, has
been located in Parker Hall on the South
Campus since 1987.

CDS faculty offices now are located
on the first floor of Cary Hall, in space
formerly occupied by the Department
of Biophysics, which
merged with the Depart-
ment of Physiology in 1997.
That combined department
is headquartered in
Sherman Hall.

The Speech, Language and Hearing
Clinic now occupies the ground floor of
the BEB, which formerly housed the
University Physicians Office. The
Center for Hearing and Deafness will
remain in Parker Hall.
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In 1998, UB’s School of Medicine and
Biomedical Sciences was designated a
regional center for testing medical stu-
dents in basic clinical skills, medical
history taking and patient interaction,
using standardized patients (persons
trained to simulate actual patients for
use in medical education).

To accommodate this new function,
the school renovated space on the sec-
ond floor of Cary Hall into a Standard-
ized Patient Center, which contains
examination rooms equipped with
video cameras to record student
performance, as well as observation
rooms for faculty- monitors.



New Faculty and Staf

EW FACULTY AND STAFF have arrived on the South Campus in recent

months. Several individuals have come on board to staff UB Asso-

ciates, which will administer the clinical practice plan (see winter

1999 issue of Buffalo Physician), while others were hired to fill

vacancies at the School of Medicine and Biomedical Sciences.

Kathy R. Lamb, assistant vice presi-
dent and general counsel, is a nurse
practitioner and holds a low degree
from Syracuse University School of
Law. She came to UB from the Roches-
ter law firm of Harris, Beach and
Wilcox, L.L.P., where she was a part-
nerinthe Corporate/Health Care Prac-
tice Group. Prior to working at Harris
Beach and Wilcox, Lamb was a part-
ner with Falk and Siemer, L.L.P., of
Buffalo, handling corporate health-
care issues. She also has served as a
health-care attorney with Hancock and
Estabrook in Syracuse and a litigation
associate with Joeckle, Fleischmann
and Mugel in Buffalo. Her UB duties
include handling legal issues
involving the clinical practice plan and
administering contracts with the teach-
ing hospitals.

Tony Campanelli, formerly assistant
vice president for fiscal affairs in the
UB School of Medicine and Biomedical
Sciences, has joined the staff of the
vice president for health affairs as
assistant vice president for resource
management.

Patrick J. Dinicola, chief operating
officer of the clinical practice plan,
holds an MBA from Cornell University

Graduate School of Business and
Public Administration. Most recently, he
was senior vice president for finance
and administration af Trico Products
Divisionin Buffalo; prior o that he spent
three years at Trico’s Texas Division. He
also has held financial management
positions with Frontier Corporation,
Computer Consoles, Inc., and Schlegel
Corporation, all of Rochester.

Maryann 0'Brien, compliance audi-
tor, holds a degree in medical records
administration from Daemen College
and sin the master's degree program in
health services administration at
D'Youville College. Before coming to
UB, she was a full-fime instructor in the
Health Information Technology Program
at Trocaire College.

Brian W. Murphy, formerly a research
physicistin the UB Department of Nuclear
Medicine, now directs the Health Profes-
sions Information Technology Partner-
ship. His group manages educational
software development for the health-
sciences schools and provides
information-technology support.

Tim Bleiler is an instructional de-
signer and software developer for the
Information Technology Partnership.
He came to UB from the University of
lowa, where he developed several types

of instructional programs, including
software to study head and neck
anatomy, and simulations of human
temperature regulation. He is develop-
ing a program that can be customized
to teach histology.

» Brian Schroeder is o computer arfist
and multimedia designer for the Infor-
mation Technology Partnership. He is
a 1996 graduate of UB’s fine ars
program.

Kimberly Krzemien, who is legal
assistant to Kathy Lamb, formerly
was with the firm of Cooper and Coo-
per in Hamburg.

Carolyn Hamilton, assistant dean for
minority affairs, fills the vacancy cre-
ated by Maggie Wright's retirement.
She will help recruit and retain minor-
ity medical and graduate students and
secure funds to support these efforts.
Hamilton was assistant director of ad-
missions at the University at Albany
before coming to UB; prior fo that she
held the same position at SUNY af Delhi.
She also spent nine years as Educa-
tional Opportunity Fund advisor at
Stockton State College in Pomona, New
Jersey, and has taught Afro-American
history and culture courses at both
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Stockton State College and Saginaw
Valley State University in Michigan.
Hamilton graduated from SUNY ot
Oneonta and holds a master’s
degree from Atlanta University and
a doctorate from the University
at Albany.

Sandra Drabeck, formerly assis-
tant dean for resource management
for the School of Health Related
Professions and the School of
Nursing, has moved to the School of
Medicine and Biomedical Sciences to
becomeits assistant dean for resource
management. A UB economics
graduate, Drabeck has been at UB
for nine years. She also has served as
assistant to the provost for budget
and personnel administration.

Thomas Martin has been appointed
director of Laboratory Animal
Research Facilities. An Australian,
Martin formerly was director of the
animal-care program and a senior
lecturer at the University of South
Wales, the most senior position in
Australiain laboratory animal medi-
cine. He has extensive experience
with a range of species and has
practiced as a veterinarian in
several countries, including England
and Iran. He holds a doctorate in
veterinary pathology from the
University of Sydney and an MBA
from New York University. He is a
research professor in the UB
Department of Pathology, working
in the areas of serological diagnosis,
neurological effects of bacterial
endotoxin, and orthopedic repair us-
ing biocompatible and bioabsorb-
able collagen.
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Area Catholic Hospitals Merge and Restructure

—PRESERVING AND FOSTERING A MISSION OF COMPASSIONATE CARE

onsider the situation of Western New York’s Catholic hospitals

three years ago: They and their sister secular hospitals could be

likened to cardiac patients living with multiple risk factors

while fearing the occurrence of a major life-threatening event at

any time. Their risks were empty beds, rising costs, an aging and

declining population and the mandating of shorter inpatient stays

and more outpatient treatments by managed care.

The “event” came in 1997 in the form
ofaone-two punch: passage of the Health
Care Reform Act of New York State
followed by passage of the Bal-
anced Budget Actby Congress.
Under the Health Care Reform
Act, hospitals in the state lost
their guaranteed payments
from health insurers and moved into a
free-market environment virtually
overnight. The Balanced Budget Act
introduced sweeping changes in the
Medicare and Medicaid programs, in-
cluding a reduction of $258 million in
payments to Western New York health-
care providers through the year 2002.
Without dramatic intervention, the prog-
nosis for Catholic hospitals, like many
otherhospitals, wasasure, slow decline.

Merger was the treatment of choice
and the process, which was formalized
in February 1998, appears to be a life-
saver. Today, the Catholic Health
System (CHS) is on the road to recovery.

The merger that created the new
system is described as a “virtual merger”
in that member institutions will share
revenues, and all CHS services and func-
tions are combined under a central
administration, much the same as a full-
asset merger. However, the system’s
religious sponsors—the Sisters of Mercy,

®

Daughters of Charity, Franciscan
Sisters of St. Joseph and the Diocese of
Buffalo—retain their assets.

The 18-member, system-
wide board of directors in-
cludes representation by
organizational entities that
govern the hospitals: Catholic
Health East (formerly Eastern Mercy
Health System), Daughters of Charity
National Health System, and the
Diocese of Buffalo.

A key remaining question, however,
is, How long will the process take to
transform CHS into a fully integrated
health-care delivery system? “Five to
seven vyears, if everything goes well,”
predicts Dale St. Arnold, president and
chief executive officer of CHS. “Do 1
think we can do it? Yes. It's been done
other places. The challenge here is the
pace of change in the health-care envi-
ronment; it's very, very fast. We're try-
ing to accomplish in a few years what
other communities have been working
toward for 10 or 15 years,” he adds.

Plans for merging Western New
York’s Catholic-affiliated hospitals and
their multitude of outpatient services
began-in 1996. Common roots and mis-
sions made theirs a natural coalescing,
but not necessarily an easy one, given

the fact it involved 10,000 employees,
7,000jobsand 1,700 physicians. “Ocean
liners don’t make sharp turns,” notes
St. Arnold.

The creation of CHS, along with that
of Kaleida Health, has reverberated
throughout Western New York, chal-
lenging the community’s capacity for
change. But St. Arnold emphasizes there
really has been no other alternative for
the region’s hospitals, given the local,
state and national health-care climate.
“I don’t think there was any question of
what we should do. Otherwise, it would
have been a case of waiting to see which
institution was the last standing, based
on financial depth, and nobody had alot
of financial depth. Everybody kept their
head above water, but never very far
above water. There is still a fair amount
of unsettledness, but at least we can
control the changes so they match the
needs of the community,” he says.

John Wright, MD, dean of University
at Buffalo School of Medicine and Bio-
medical Sciences, lauds the merger, say-
ing anything that stabilizes the regional
health-care environment is good for the
medical school and the region at large.
“Their moving together to act more as a
unit will helpavoid duplication and will
presumably strengthen each individual
unit. It gives us the opportunity to bet-
ter coordinate our efforts, which is a
positive step.”

' right says he expects the school’s
current medicine and family medi-
cine residencies to remain in the
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Catholic system, but notes that some
changes could occur. “We know we will
be required to reduce the size of our
residency program. How it will affect
the Catholic system and our other




partners, however, is not entirely
clear at this time,” he says.
“Perhaps more noteworthy

determine how that
works out, as well.”

St. Arnold also em-
phasizes the importance
of maintaining an edu-
cational function in the
system. “Physicians like to
teach,” he says. “They like
to demonstrate their abili-
ties, and it helps to keep them
sharp. Our challenge is to deter-
mine how to serve that function in a
period of diminishing
resources.”

As initially struc-
tured, the CHS com-
prised six hospitals
and nearly 100 health
and health-related
services, including
family health centers,
diagnostic facilities,
home care services,
nursing homes, adult
residences and be-
havioral health pro-
grams. In 1998, the
system served an
estimated 1.1 million outpatients and
44,780 inpatients.

While the hospitals continue to carry
out their mission, St. Arnold and his
board have set to work securing the
system’s financial stability. “We've fin-
ished a very thorough analysis of what
we have in this organization,” he says of
the first year’'saccomplishments. “It was
like pulling together several households
into one. In addition to that, we are
addressing the question of where we
want to take the organization.”

is the fact that we have many
volunteer faculty within the

Catholic system who are

very important tous,” he

adds. “The new configu-

ration of the system will \
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THE CREATION OF CHS, ALONG WITH THAT OF KALEIDA
HEALTH, HAS REVERBERATED THROUGHOUT WESTERN

NEW YORK, CHALLENGING THE COMMUNITY’S CAPACITY

FOR CHANGE. BUT ST. ARNOLD EMPHASIZES THERE

REALLY HAS BEEN NO OTHER ALTERNATIVE FOR THE

REGION’'S HOSPITALS, GIVEN THE LOCAL, STATE AND

NATIONAL HEALTH-CARE CLIMATE.

One of the first mandates was to de-
fine and correct redundancies in the
system. This effort began with an assess-
ment of facilities and services in
Lackawanna and South Buffalo. The
analysis lead to the decision to redefine
the roles of that area’s two Catholic
hospitals—Mercy Hospital and Our Lady
of Victory (OLV) Hospital—both
full-service institutions located two
miles apart.

The plan calls for concentrating
medical and surgical acute care and

/
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maternity and pediatric services at
Mercy, while transforming OLV
into a center of excellence for
ambulatory, clinical and reha-
bilitation hospital services,
partnering with Baker
Victory Services. OLV
already wasa major com-
ponent of the region’s
comprehensive head
trauma system, serving
as the primary in-
hospital rehabilitation
unit. A similar assessment
will be completed at Sister’s
Hospital in North Buffalo,
Kenmore Mercy Hospital in
Kenmore and St. Joseph Hos-
pital in Cheektowaga.

In Batavia, St. Jerome
Hospital and Genesee Memorial
Hospital, which were
affiliated with CHS
through Genesee
Mercy Healthcare,
spun off from the
original group of
hospitals and had
been negotiating its
own merger for the
past three years. In
February 1999, CHS
announced thatspon-
sorship of St. Jerome
Hospital will be trans-
ferred to the Genesee
Memorial Hospital
Group, ending the 82-year sponsorship
of the hospital by the Sisters of Mercy and
removing the Batavia hospitals from CHS.

Also, a tentative contractual rela-
tionship has been dissolved between
CHS and the Health System of Niagara,
which was comprised of Mount
Saint Mary’s Hospital in Lewiston and
Niagara Falls Memorial Medical Center.
This development, which came about
due to the breakup of the Health System
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“Helping Hands™ for
Younq Cancer Patients

ver the past 30 years, there has been a dramatic

increase in the number of childhood cancer patients experiencing

long-term remission and cure. Through research and new clinical

breakthroughs, almost three-quarters of today’s newly diagnosed

children will be treated successfully and resume their everyday lives.

Left behind by these many
lifesaving advancements is a
lengthy trail of research data
and study results—informa-
tion easily accessed and
understood by health-care profession-
als, scientists, medical-scientific writers
and others “in the know.” But what if
the information seeker is a 10-year-old
leukemia patient, or her parents,
siblings, teachers or friends?

“The information is available to can-
cer patients and their families, provided
they know how to properly access,
correctly interpret and effectively

By
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personalize it,” says Michael
A. Zevon, PhD, chair of psy-
chosocial oncology at Roswell
Park Cancer Institute (RPCI).
“Indeed, the first battle in a
family’s war with cancer—and cancer is
a family’s war—begins with the search
for helpful, if not definitive, answers on
all aspects of the disease.”
Traditionally, patient information
takes the form of written materials and
face-to-face meetings with health-care
professionals and families. An innova-
tive technology that is moving beyond
this framework to help meet the infor-

mation needs of patients
and their families is
multimedia—based
computer—assisted
learning. Multimedia
programs are being
used more often in
settings that require rapid,
efficient transfer and learning
of complex information. In an
active dialogue with the computer, a
variety of audio, text, video, graphics
and animation components are inte-
grated to provide the individualized,
on-demand information needed to
engage and enlighten the user.

Zevon and RPCI psychologist James
P. Donnelly, PhD, have developed the
“Helping Hands” project, a program
that harnesses the educational poten-
tial of computer technology, enabling
young patients, their families, peers and
teachers to gain the information and
skills needed to help the patient return
to the routines of daily life.

“Helping Hands” provides cancer
facts at an age-appropriate level and
coping models designed to help man-
age the potentially devastating
emotional aspects of the disease. A fam-
ily with a newly diagnosed child, for

Pediatric oncology patients and their families can access patient information via a new

multimedia, computer-assisted learning program at Roswell Park Cancer Institute.




example, will be able to look up other
families whose child is receiving treat-
ment at RPCI. The family can watch and
listen as others describe and share their
thoughts on effective coping. Selecting
from a menu of specific topics, the fam-
ily can view a presentation of the same
family discussing the selected topic. The
family will have the option of making
personal contact with the computer
family. This support can be important to
the newly diagnosed patient and family.

What if the family wants specific infor-
mation on blood counts? The program will
illustrate the various blood components,
explain their functions, define terms and
provide a printed guide to understanding
the importance of the child’s hematologic
status during treatment.

“Helping Hands” comprises three
specific modules: the Pediatric Patient
Module, the Parent Module and the
School Module.

The Pediatric Patient Module has
programs for children both over and
under age 12. In the first interaction
with the program, the child is asked his

of Niagara, has resulted in Mt. Saint
Mary’s continuing as a contractual part-
ner with CHS, while Niagara Falls Me-
morial Medical Center is pursuing an
alternate affiliation.

The result is a leaner system
composed of five hospitals and further
consolidation of services is sure to
follow. “We want to continue to
organize our services around specific
disease entities,” explains St. Arnold.
“For example, we are going to be look-
ing at where the best places are for
cardiac diseases. We may have one loca-
tion doing knee replacements, while
concentrating neurosciences in one or
two hospitals,” he says.

“Our decisions will be based on where

or her name and age. This information is
used to respond to requests in an age-
appropriate manner; that is, the
computer will only access displays
written at the child’s reading and
comprehension levels. “Today’s young
person has a comfort level with comput-
ers that makes this technology particu-
larly appealing to them,” says Zevon.

A menu of choices is then presented.
Topics are available that will guide the
child through the hospital experience,
and provide medical information,
copingstrategies and the chance to meet
other kids who have “been there,”
and answer the top 10 most frequently
asked questions.

The Parent Module is an adult
version of the Pediatric Patient Module,
with two additional topics: Managing
Your Life from the Hospital and Talking
with Your Children. The School Mod-
ule instructs teachers and classmates
about cancer in the context of the psy-
chosocial aspects of growing up.

This project would not have come
this far, explains Donnelly, without the

the specialists are and how to align
equipment, people and buildings to get
our inpatients and outpatients back to
health and to keep them well,” he adds.

Theneteffect, St. Arnold says, should
be a streamlined system with enhanced
quality of care and cutting-edge com-
puter technology that will free stalf to
spend more time with patients and less
time on record keeping.

“The goal is to create enough surplus
so we can make reinvestments,” he says.
“The challenge is the pace of change in
this environment. We are going at warp
speed into the future without the neces-
sary tools to deal with this pace.”

How has the merger been received?
St. Arnold says the answer depends on
whom you ask. “I think the business
community wonders if this merger will

HOSPITAL

help of many individuals, most notably
students from UB’s Department of Art.
“In 1995, Professor Anthony Rozak pro-
vided the initial technical assistance on
the program’s conceptual design and
helped make critical hardware and soft-
ware decisions.” Since the inception of
the project, Robin Sullivan, also of UB’s
Department of Art, has coordinated the
continuing recruitmentand involvement
of UB art students. Using Macintosh
computers, the students have translated
the ideals of pediatric patientand family
education conceived by the Psychology
Department into a prototype that is
currently being evaluated.

The psychologists have also recruited
consultants from RPCI’s pediatric and
adolescent families, making the effort a
true collaboration. Rounding out the
team are the Roswell Park Alliance and
the many donors whose generosity
provided fundamental support for
the project.

For more information on the “Help-
ing Hands” project, contact Dr. Zevon
at (716) 845-3052. +

actually lead to cutting costs. We've
tried to demonstrate that we're moving
in that direction.” With that said, St.
Arnold notes that health costs in West-
ern New York are already among the
lowest in the nation.

The community in general is sup-
portive, he feels. “The merger helps pre-
serve and foster Catholic health care in
this region. People are very strongly
behind that. If there are fears, they are of
getting lost in a large system and of
losing track of our mission to provide
compassionate care.

“However, I think people are begin-
ning to realize that by Catholic hospitals
coming together, we can reduce over-
head costs and redundancies and free
up resources so we can do an even better
job of fulfilling that mission.”
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Kaleida (pronounced Ka-ly-dah) Health.

subject of children. “Every child has a
right to a good birth, and after that a
core of good preventive health services.
So much of what we spend is wasted on
trying to cure things that could have
been prevented.” In particular,
has a strong personal commitment to

Hayes

reducing unintended pregnancies “be-
cause 1 think child-health battles begin
with whether or not a child is wanted.”

Hayes has been widely recognized
for her vision for public health and, in
1995, she was elected to a two-year
term as president of the National Asso-
ciation of Maternal and Child Health
Programs, a honor of which she is
especially proud.
opportunity to take that organization
into a period of leadership for kids at a
federal

“Having had an

level was one of the most

satisfying things I've done,” she says.

Presently, Hayes serves on the Ameri-

CGF Health System Renamed Kaleida Health

N January 20, 1999, Western New York's
largest health-care system announced o
new corporate identity. Known by the in-
terim name of (GF Health System for the
past two years, the merged entity created
from the union of the Children’s Hospital of
Buffalo, Buffalo General Health System, Millard
Fillmore Health System and DeGraff Memorial Hospital, is now

The name is derived from the word kaleidoscope. Kaleido—
from the Greek words “kalos,” which means “beautiful,” and
“gido,” which means “shape”—suggests the system’s spectrum of
health-care professionals, facilities and services, according to John
E. Friedlander, Kaleida Health’s president and chief executive
officer. “Like a kaleidoscope itself, the strength and promise of

of diverse parts.”

can Public Health Association’s
Children’s Health Task Force and has

been appointed to the National

Research Council and the Institute of

Medicine’s Board on Children, Youth
and Families. In July 1998,
named acting health officer for the
Washington State Department of Health.

“I'm humbled by the fact that people
tell me L have the ability to talkabout the
duty we all have toward children and

she was

family in a language that others can
understand,” she says.

In 1997, Hayes’s ability to clearly set
forth her vision won her an invitation to
be a featured speaker at Harvard
University’s celebration of the 75th
its School of Public
Health. This past December—at the

anniversary of

invitation of Donna Shalala, secretary of

Health and Human Services—she joined
a30=person delegation representing the

U.S. at a bi