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ALUMNI PRESIDENT’S GREETING

ear Fellow Alumni,

This past May marked the 50th anniversary of my graduation

from Downstate! (How did 50 years go by so quickly?). My class-

mates and | celebrated at Alumni Reunion weekend last May where the

highlights included a spirited scientific session, a warm welcome by Wayne

J Riley, our new SUNY Downstate Medical Center President, and a lively
dinner/dance. Throughout, | was impressed by the affection and gratitude

expressed by our alumni for Downstate. Many had directly benefitted from the Alumni As-

sociation; | myself had received financial support as a student.

At Downstate’s graduation ceremony at Carnegie Hall a few days later, | welcomed our
newest alumni, the Class of 2017. | reminded them that the Alumni Association had been
active behind the scenes on their behalf, providing support for scholarships, research proj-
ects, electives, white coat ceremony, the Brooklyn Free Clinic, and much more. | told them

that my own appreciation of Downstate has only intensified with time.

You too, can show your appreciation to Downstate. Pay your annual dues or become a
lifetime member of the Alumni Association. When you are able, make contributions that
will help us do even more for our students and that may have special meaning to you (I
found a meaningful way of giving by creating a student fund in memory of my closest

friend and classmate.)

Stay in touch. Tell us about your special achievements and honors. Be sure we have your
email address so we can send you our newsletter. Contact us on Facebook or Twitter.
Come to our annual reunions in May; the next one will be held May 4-6th, 2018. Mark

your calendars! | look forward to greeting you there.

Suzanne S Mirra, MD ‘67

President, Alumni Association



EDITOR’S GREETING

elcome to the reunion issue. We had an outstanding lec-
ture series at the morning session and it was a pleasure to
hear our colleagues present their research. We should be
proud of our fellow alumni and of our school. The evening dinner dance
was a time of meet and greet and renewal of friendships. The enthusiasm of
the 50 year class was evident as they hugged one another and danced and

exhibited overall excitement.

Historically our mission as alumni of Downstate is to follow 3 mandates: these include pro-
viding scholarship aid to our medical students, fostering education and hosting reunions.

As one reviews the day we did a great job of all three this year!

It is so important that we continue these traditions and to fund these vital functions and so
many more. Please review the grant listing on page 19 and note the activities listed. We
also receive a great many thank you notes from our students for providing them with schol-
arships and assistance to many student activities such as The White Coat Ceremony, travel
to present their research, Health Care in Developing nations, AOA lecture, match day and

graduation activities and many more.

| hope you will be inspired to join us by sending in dues, donations and attendance at our

events. Please be with us as we strive to continue to be successful in our missions.

| wish you a healthy and happy year ahead,

Constance Shames, MD ‘63
Editor, Alumni Today



SUNY Board of Trustees Appoints Dr. Wayne J. Riley
as President of Downstate Medical Center

Reprinted from SUNY Press Release on www.suny.edu
on January 24, 2017

Albany — The State University of New York Board of Trust-
ees today appointed Dr. Wayne J. Riley as president of SUNY
Downstate Medical Center. Dr. Riley is currently a clinical pro-
fessor of Medicine and adjunct professor of Health Policy at
the Vanderbilt University School of Medicine.

In addition to serving as the president of SUNY Down-
state, Dr. Riley will hold two faculty appointments — professor
of Internal Medicine in the College of Medicine and profes-
sor of Health Policy and Management in the School of Public
Health — both with tenure. His appointment is effective April
3, 2017, at an annual State salary of $500,000 and a campus
foundation salary of $175,000.

“Dr. Riley’s impressive credentials in medicine and aca-
demia make him ideally suited to serve the needs of Down-
state Medical Center, one of the largest employers in Brook-
lyn and a world-class academic medical center for our future
practitioners,” said SUNY Board of Trustees Chairman H. Carl
McCall. “"We couldn’t be more pleased to welcome him to
SUNY, and we look forward to our work together.”

“Dr. Riley’s impressive credentials in
medicine and academia make him

deally suited to serve the needs of
Downstate Medical Center.”

“Dr. Riley is a respected leader well-versed in healthcare
management and policy; he is an experienced educator; and
he has vast private and public sector experience — all qualities
that will benefit the students, faculty, and staff of Downstate
Medical Center,” said SUNY Chancellor Nancy L. Zimpher. “I
have every confidence that Dr. Riley is the right person to lead
the campus forward.”
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“I'am humbled, honored, and thrilled to have been ap-
pointed to serve the students, faculty, staff, and alumni of
SUNY Downstate Medical Center and the greater Brooklyn
and New York City communities,” said Dr. Riley. “I look for-
ward with great anticipation to working with the Chancellor,
the SUNY Board of Trustees, and the Downstate campus com-
munity to grow, enhance and build upon its many successes
while also positioning it strategically to meet the many chal-
lenges of this unprecedented time of change in healthcare
and health professions education. | am most grateful for this
opportunity to serve.”

About Dr. Riley

Dr. Riley is immediate past president and president emeri-
tus of the American College of Physicians. An academic pri-
mary care general internist, he has 25 years of progressively
increasing senior level management, policy, and leadership ex-
periences in academic medicine, patient care, research admin-
istration, academic health center administration, health care
management, health policy, biotechnology, the corporate sec-
tor, government service, advocacy, and organized medicine.

Prior to joining Vanderbilt University, he was the 10th
president, chief executive officer, and professor of Medicine
at Meharry Medical College. He began his career at Baylor
College of Medicine, where he completed residency training
in internal medicine and rose from instructor of medicine to
a corporate officer and member of Baylor’s senior manage-
ment team as the vice president and vice dean for Health Af-
fairs and Governmental Relations, and associate professor of
Internal Medicine. Prior to pursuing a career in medicine, he
served in three capacities in the Office of the Mayor, City of
New Orleans, rising to executive assistant to the mayor for
Intergovernmental Relations.

He is an elected member of the prestigious National Acad-
emy of Medicine of the National Academy of Sciences where
he serves as chair, Administration of Health Services, Educa-
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Standing left to right are Luther Clark, new Downstate Medical Center president Dr. Wayne Riley, SUNY Board Chairman H. Carl McCall,

and Dr. Kirkpatrick Cohall.

tion and Research, master of the American College of Physi-
cians, and as a member and secretary treasurer of the Society
of Medical Administrators, the American Clinical and Clima-
tological Association, and the Sullivan Alliance to Diversify the
Health Professions. He is the recipient of numerous awards
and honors including: election to Alpha Omega Alpha Honor
Medical Society, the Arnold P. Gold Medical Humanism Honor
Society, the Delta Omega Public Health Honor Society and the
SUNY Downstate Ailanthous Award for Outstanding Public
Health Leadership. He is the recipient of two honorary de-
grees from SUNY Downstate Medical Center (D.H.L.) and the
Tuskegee University (D.Sc).

Dr. Riley earned a Bachelor of Arts degree in anthropol-
ogy with a concentration in Medical Anthropology from Yale
University, a Master of Public Health degree in health systems
management from the Tulane University School of Public
Health and Tropical Medicine, a Master’s in Business Adminis-
tration from Rice University, and a Doctor of Medicine degree
from the Morehouse School of Medicine.

About The State University of New York

The State University of New York is the largest comprehen-
sive system of higher education in the United States, with 64
college and university campuses located within 30 miles of ev-
ery home, school and business in the state. In 2015-16, SUNY
served nearly 1.3 million students, including nearly 600,000 in
credit bearing courses and programs and more than 700,000
through continuing education and community outreach pro-
grams. SUNY students and faculty across the state make sig-
nificant contributions to research and discovery, resulting in
nearly $1 billion of externally-sponsored activity each year.
There are 3 million SUNY alumni worldwide and one in three
New Yorkers with a college degree are SUNY alumni. To learn
more about how SUNY creates opportunity, visit www.suny.
edu.



Dr. Wayne J. Riley, MD, MPH, MBA, MACP

Presidential Address to Alumni at Reunion

am eternally grateful for the honor to be able to lead your

alma mater. This is a great time to be back for your re-

union. There are a large number of people here who have
gotten their medical education here and residency as well and
have remained on the faculty. This speaks volumes about how
folks feel about their institution.

| have been getting email messages from all over the coun-
try from Downstate grads who know me through my various
capacities in my professional life. To me that is a clear mani-
festation of the greatness of this institution. We are quintes-
sential Brooklyn and we embrace that. | was in Albany re-
cently and was telling members of the Governor's staff that
this institution is responsible for supplying a large cohort of
physicians, PAs, nurses etc. to this great state.

Another observation is that some of you report that you
never hear from the school and that there has to be a better
way to communicate with graduates. | will be talking with
the Alumni leadership as to how we can better connect with
all alumni. It may be me sending out a yearly President’s re-
port to the alumni.

A concern | have about the campus, separate from the
alumni is that Downstate does not tell its story effectively. We
have been a little too bashful about telling the world what is
going on at Downstate. It is amazing what our students and
our faculty are doing and the progress we are making in a
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number of areas. | did tell the Chancellor that we need money
but she said that we need to better coordinate our commu-
nications and marketing efforts.

It is true that external information provided is essential but
it is just as important to tell within the organization the great
things that are going on.

We are in some uncharted areas when we see the devel-
opments in Washington. These could well have an adverse
effect on Downstate. In my experience medicine is going to
be in chaos the rest of our careers. We will be heavily involved
in debates and conversations. Downstate takes care of a lot of
Medicaid patients. They are very important to us. Protecting
Medicaid is going to be a challenge as health care “reform”
may take significant money out of the medicaid budget.

What we need to do is to raise money more effectively. |
think Downstate has had resistance about asking for money
because no one thinks to give gifts to State institutions. But
the state of NY does not provide 100% of funding to edu-
cate our students and residents. We know there are grateful
individuals out there and we need to ask them for assistance.
We will be working with the Alumni Association on some of
these initiatives.

Another item which needs attention is the physical plant.
We do not have a conference facility. We need to do some
facility upgrades to the campus. We are going to do a major
renovation to the alumni auditorium. It is heavily used for lec-
tures, for orientation and it honors the alumni. We will spend
$750,000 to one million dollars for this renovation.

One thing | do see about Downstate is that it has “Man-
hattanitus”. We should never aspire to be a Cornell or a Co-
lumbia. We are Downstate and when | hear a student say “I
just go to Downstate”, | am going to say, “We don’t have to
be across the water to be great.”

We can strive for excellence. | promise you we can make it
better. That is the spirit in which | enter this very challenging
job and during a very challenging time in healthcare. | need
your help. | need the alumni to become part of a great team
in this national treasure which is Downstate Medical Center.



scientific presentation

DR. DANIEL PERL 'G7/

Dr. Daniel Perl, ‘67 is a neuropathologist par excellence
who has made major contributions to our understanding
of neurodegenerative diseases such as Alzheimer’s dis-
ease. In his illustrious career he has focused on the envi-
ronmental factors such as aluminum on neurodegenera-
tive diseases and the intriguing complex of amyotrophic
lateral sclerosis and Parkinsonism dementia complex
among the natives of Guam. Hundreds of publications
later Dr. Perl has turned his attention to the effects of
repeated head trauma first working with colleagues and
Boston to study chronic traumatic encephalopathy seen
in former NFL football players and other athletes. After
24 years as director of Mount Sinai in New York Dr. Perl
Jjoined the faculty of the Uniformed Services University
of the Health Sciences in Bethesda to study the effects
of yet another traumatic brain injury, that of military per-
sonnel who have experienced shellshock blast injuries.

Today we are going to talk about the effects of traumat-
ic brain injury in the setting of contact sports and then talk
about what's going on in the military in terms of on the battle-
field. | have to inform you that these are my own opinions
and not those of the federal government or the Department
of Defense, etc.

We are talking about traumatic brain injury (TBI) and |
want let you know that this is a major public health issue to

From the NFL to the Battlefield

a degree. We're talking about at least two point two million
emergency department visits annually 280,000 admissions to
hospital and 52,000 deaths. When we compare the 52,000
from TBI to colon cancer 50,000, breast cancer 40,000 a year,
pancreatic 42,000 and influenza 24,000. It is estimated that
5.3 million Americans are living with long term disability relat-
ed to TDI 5.3 million Americans is equal to the current number
of cases with Alzheimer’s disease. There has been an explo-
sion in the last 10 years of coverage of the effects of repeated
head injury in the setting of contact sports.

DEATHS PER YEAR
TBI vs. Other Public Health Issues

TBI
(olon Cancer

Breast Cancer

Pancreatic Cancer

Influenza

It is a long story. Harrison Markland, a medical examiner
in New Jersey became interested in fights. It was his hobby
to attend them. He learned that there is a term in boxing
called Punch Drunk. This was in the early 1920s. Some box-
ers would retire and would exhibit a neurologic syndrome
similar to Parkinsonism. They would become demented and
he wrote a paper in the Journal of the AMA in 1928 describ-
ing it and commented this should be studied to see if it is
really a disease.

In the early seventies, a trainee in neuropathology in Pitts-
burgh described a single case of a syndrome in a professional
football player Mike Webster who played for the Pittsburgh
Steelers. He called it Chronic traumatic encephalopathy or
CTE and that's the name that stuck in medical literature. This
was followed by the group at Boston University under Dr.

|9



DR. DANIEL PERL ‘67

McKee who was also a neurologist. She started to collect a
number of these cases and really set up a brain bank for for-
mer contact sport athletes and now she has over a hundred
cases among professional sports athletes who primarily were
in contact sports.

The nature of the disease is a progressive degenerative dis-
ease related to the accumulation of a protein in the brain. It's
a very unique pattern of distribution that can be recognized
when you see the brain on the microscope. Virtually all of the
cases with this pathology have been seen in individuals who
had experience with repeated head trauma. You don't see
it by and large with single head trauma. It is repeated head
trauma typically in the setting of contacts sports.

There are no currently available clinical diagnostics of the
disease and so although you'll hear stories about so and so
has got CTE but we don't know until the person dies and the
brain is examined. There's no scientific data available on the
overall prevalence of CTE in the general population. Almost
all of the cases have been seen in professional football players
professional hockey players and professional wrestlers.

There’s no amount of head trauma you need in order to
trigger this type of accumulation. There is no correlation be-
tween the numbers of concussions a player had in his career
and whether they will develop CTE. Importance of sub con-
cussive blows is becoming increasingly important and increas-
ingly discussed. Those are blows to the head that don't devel-
op into a true concussion but they're still blows to the head.

101

“There is no correlation between
the numbers of concussions

a player had in his career and
whether they will develop (TE.”

Second important thing is the dose reached in recreational
sporting activities. This is the soccer mom question: If my kid
wants to try out for football or soccer is he at risk for getting a
concussion, is he at risk for developing this disease? We don't
know the answer to that. No one knows the answer to that
and it's it's an open question as to have a sports concussion
you wait a week asymptomatically before you come back and
play. Rest the brain and every coach knows this every Sports
doc knows this. There is no effective therapy for this disease
and again we don't know the biologic mechanism by which a
Blow To The Head would trigger the onset of a degenerative
process. We just don't understand it.

I'd like to switch gears now and talk a bit about TBI in
the military. About 50% of military recruits have experienced
one instance of TBI by the time they have started their military
career. And then once they're in their career about 80% of
all TBI's that active-duty service members experience occur off
the battlefield, not in warfare. It's civilian TBI, contact with
motor vehicle accidents, they fall out of trees, they get into
fights. I'll point out that currently at West Point and the Naval
Academy boxing is a required sport they must take it and it's
not a lecture course. So here’s the official figures on number
of TBIs in the 16 years we've been involved in the war on ter-
ror since 2002. They counted 361000 TBIs among military
personnel. One notes that 82% of them, almost 300,000.

Loss of consciousness up to 30 minutes is a mild TBI to the
military. The other interesting thing is that there are individu-
als who have a TBI and then you get a second TBI you don't
get an additional number. This is lack of reporting of these in
the same way there was lack of a reporting in the NFL.

Military experience with TBI being very much like civilian
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TBI but this one aspect of it this very unique and that’s our in-
teraction with this weapon of choice of the enemy and that's
the revised explosive device or I[ED. It's the weapon of choice
of the enemy, it's inexpensive to build it, doesnt need sophis-
ticated technology, little training to build one. Basically you
take artillery shells and you typically strap them together you
get a detonator and you bury it in the roadway and you wait
for the enemy to come by and then you push the button. It's
very powerful, very effective especially with a remote. In 2006
remote detonators came into being so that you didn’t have
to have to direct connection between you You could build re-
ally big ones and it's responsible for at least 60% or probably
closer to 70% of all battlefield casualties.

What are the effects of being in an incident with an I[ED

and surviving.? High type of explosive is very powerful and in
particular they give off their energy in a very short interval and
because of that they produce what's called a blast wave. The
blast wave is a shock of high-pressure in 10 milliseconds that
goes out in all directions at greater than the speed of sound.
And when it interacts with the head you can measure the
blastwave entering the skull and passing through the brain. So
we have a high pressure going through one of the most delicate
and exquisite objects in the world namely the human brain. It
wouldnt surprise you that it might cause some damage.

A significant percentage of individuals who have experi-
enced these high explosives end up with persistent symptoms

“A significant percentage of
Individuals who have experienced

these high explosives end up with
persistent symptoms related to
their blast exposure.”

related to their blast exposure. And here are some of them:
they get headaches, nausea, vomiting, dizziness, blurred vi-
sion, sleep disturbance, sensitivity to noise, balance problems,
hearing loss, tinnitus, problems of impaired attention, prob-
lems with concentration and recent memory. They have a
slowing of the processing of thoughts, poor judgment, many
behavioral problems including depression, anxiety, agitation,
irritability, impulsivity and aggression. These continue and
they come on almost instantaneously within a few days of the
last exposure. You will realize many of these features overlap
with CTE but many of them overlap as well with another con-
dition, post-traumatic stress disorder PTSD.

If you take such a patient with these persistent symptoms
after blasting you put him in an MRI imaging instrument and
you don't see anything. The brain looks normal and because
of this it became known as The Invisible Wound. The brain
perhaps had been wounded by the blast but there was noth-
ing to see on an imaging study.

Dr. Frederick Mott who was a neuropathology in 1916 he
published a series of papers in which he examined three cases
of immediate death following being next to high explosives.
He described focal hemorrhages in the brain and later on hy-
pothesized a condition called shell shock which was a poorly
described clinical syndrome of persistent neurologic and be-
havioral symptoms scene in World War | and might be due to
physical damage in the brain caused by blast exposure.

Particularly because of the overlap in the symptoms be-
tween CTE and what we were seeing in our service members,
some studies were done more recently to look for CTE in the

[ 11



DR. DANIEL PERL ‘67

military. | was at Uniformed Services University and built up
a facility in partnership with the Joint Pathology Center and
what used to be the Armed Forces Institute of Pathology and
the Maryland Brain Bank. We put together a series of brains
to look at this issue of blasts at close proximity.

“We think that there’s a latency
that takes place in brains exposed

to blasts, maybe a second process
that’s taking place long after they
are military experience.”

We think that there’s a latency that takes place in brains
exposed to blasts, maybe a second process that'’s taking place
long after the military experience. Once in the military they
get this civilian type of TBI, the fights, the falls and things
like that but then somewhere along they get hit with a blast
of significance producing some PTSD like symptoms and the
immediate astroglial scarring which is the brain just trying to
heal what the blast passing through it has done.

13
100 years ago Major Frederick Mott raised the possibil- The |Ong'term effeCtS Of BlaSt TBI

ity of damage to the brain by high explosives which could - R

possibly cause organic disease namely Shellshock. This we've are nO |Onger StflC“V a mlllta ry

referred to in the world as the Mott hypothesis and many of |Ssue - mcreasmg numbers Of

the issues Blast exposure service members are currently strug-

gling with may not strictly be related to their mental health ClVlllanS are a|SO bemg EXDOSed
e to these terrible weapons”

The long-term effects of Blast TBI are no longer strictly a

military issue - increasing numbers of civilians are also being
exposed to these terrible weapons.
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DR. MARTIN KAFINA '82

Dr. Martin Kafina, ‘82 grew up in Brooklyn and com-
pleted his BA in chemistry at Lake Forest College in
lllinois, and then did graduate work at the University
of Wisconsin. He then returned to Brooklyn to attend
SUNY Downstate and graduated from Medical School
in 1982. He stayed at King’s County Hospital of Brook-
lyn for internship, and then did residency in internal
medicine at St. Vincent’s, followed by fellowship in
rheumatology and immunology at Yale.

After moving to the Boston area approximately 25
years ago, Dr. Kafina has been affiliated with Beth Israel
Deaconess, New England Baptist Hospital and Harvard
Medical School. He is an active teacher of rheumatology
and of doctoring to Harvard medical students.

So, Lyme Disease, I'm almost not sure where to start, it's
become a complete epidemic; | live 10 miles outside of Bos-
ton and Concord, and they had said there’s 30,000 new cases
a year, but the CDC has just changed that, that there are
300,000 new cases a year. It has just become the number one
vector born disease in the world. And it’s all prevalent all over
the world, Russia, China, Greece, California to name a few.
They actually discovered berylliosis DNA in that 5,000-year-old
Iceman found in the Eastern Alps. Otzi is his name and he had

Immunity to Lyme Arthritis

Lyme Disease rash, called the bullseye rash. Often times you
will miss this in about 50-60% of cases. Although, we often
hear it to be a polyarthritis or oligo arthritis, one of the most
common presentations is when some kid gets referred to our
office from orthopedics with a large swollen knee and in fact,
this is what is known as late stage Lyme. So, these little kids
playing soccer have had the Lyme for years and developed a
huge effusion in their knee, and the feeling is maybe they tore
their meniscus, or something like that, but it is Lyme Disease.
If you biopsy it, it looks exactly like Rheumatoid Arthritis but
it is known as Tertiary Lyme Arthritis. Synovial thickening is
present and the white count is often 20-60 thousands and
test positive for Lyme.

“It [Lyme Disease] has just become

the number one vector born
disease in the world.”

Lyme Disease is incredibly fascinating because we know
the etiology of the microbe that’s causing inflammation. The
tricky thing about the Lyme is that the spirochete is known as
the stealth pathogen. It is similar to the microbe that causes
syphilis and if you recall syphilis was a stage one stage two and
stage three and Lyme is something like that. It doesn’t really
release any Verlaine factors or toxins but it takes the immune
system host to cause the inflammation. Winston Churchill had
said that the Soviet Union is an enigma wrapped in a puzzle
inside a mystery. The same holds true for the spirochete; it's
a very tricky microbe. After the Yale Group discovered Lyme
it took a long time to actually delineate the microbe. They
thought it was a virus of some form. So, they got a bunch
of ticks, about 200 from Shelter Island and they put it on 20
rabbits from University of Wisconsin and they analyzed at the
Rocky Mountain Spotted Labs and it had the proper immu-

[13



DR. MARTIN KAFINA '82

nofluorescence and they did DNA, DNA-hybridization stud-
ies, and it turned out to be a spirochete. So, the stages and
the organs affected are here: it goes through the skin, that is
called early localized disease, then it becomes early dissemi-
nated and then later disease where it goes to the brain, joint
tissue and the skin. It latches onto plasminogen and it will use
this proteinase to help it burrow through extra cellular tissue.
When it leaves the bloodstream it can actually tether through
the endothelial cells and it will go outside of the bloodstream.
And once it's outside of the bloodstream it's much more dif-
ficult for the host to detect it.

The tick gets laid through eggs and when it becomes a lar-
vae it has a blood meal then it molds into a nymph and those
are very very small. That's the most dangerous stage because
you can't see the nymph and later it gets a little larger and it
goes onto a deer where it can mate. There’s been all kinds of
wonderful research on these different vectors and hosts and
how we can determine if perhaps we can treat it from an eco-

S e TR B g K

logical point of view. It has these little organs which allows
the tick to crawl up a blade of grass, waiting to see something
that's moist and then it will latch on and get blood and then
the spirochete changes. When it starts to move towards the
salivary glands, it changes to an outer surface protein C, and
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that's when it will be released into the human dermis. It's in-
teresting to know that the saliva (this is called a spit pit) actually
will protect the spirochete from the human host, so it covers
the spirochete from certain inflammatory mediators: it molts,
it becomes a nymph and during these times the spirochete will
traverse through the gut and wind up in the salivary glands.
It's important to know that the Lyme disease also has other
serious effects because it can kill you quickly. It can give you a

“It’s important to know that the Lyme
disease also has other serious effects

hecause it can kill you quickly. ”

severe hepatitis, a severe thrombocytopenia, high fevers, and
more recently they've isolated the possum flatly virus, which
the tick can release in 15 minutes and it can cause a severe
encephalitis. The Lyme has to be on you for two whole days,
for it to regurgitate the spirochete into the dermis.

The spirochete can hide and when it goes extracellular,
sometimes it can hide in certain niches. There’s a dramatic B
cell response in this infection. There's a lot of antibody pro-
duction. Interestingly you may remember we did have a good
vaccine for the Lyme disease. This was developed both at Yale
as well as in Germany at the Max Planck institute. It was a very
nice vaccine in that it used the outer surface protein A to de-
velop an antibody response. The problem with it is that there
was a multitude of advocacy groups that were claiming that
outer surface protein A was causing the Lyme disease. There
was many lawsuits but to come back with that vaccine, it was
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very efficacious: there was 3 doses and 80% of people would
no longer get Lyme disease. The spirochete has these flagella
which is a periplasmic motility flagellum. It is different than
other type of flagella in that it is periplasmic and it actually
allows the spirochete to move in a corkscrew fashion, and by
moving in a corkscrew fashion, it can burrow and there is con-
tinual antigenic shift and that allows the spirochete to hide
from the human host. They're also trying to make this new
vaccine with this VLSE surface protein. There is also a good
blood test that is available. There has been some controversy
with the blood test.

Interesting, over time one’s own immune system seems

to decrease the number of attacks. This is over a number of
years and with time they seem to slowly get better, unless it
goes to the nervous system. Also, of interest, during episodes
of severe arthritis the outer surface protein A seems to be
expressed. It is in the tick's mid gut, then when it goes into
the human, you see outer surface protein C. And then it kind
of morphs during episodes of arthritis and you have this outer
surface protein A. That is why we were so pleased when we
developed the vaccine, because it does react from an immune
point of view. We use western blotting, which is fairly good, it
is not perfect. We have spirochete proteins and we also look
at these on the western blot and try to make a diagnosis.
There are significant false positives and false negatives.

The big thing is to discern what is Lyme and what is not.
So, we hear a lot about thing called chronic Lyme Vs. post
Lyme syndrome. Most rheumatologists and immunologists
like to call it post Lyme syndrome. These patients get objec-
tifying things like swollen joints, they kind of get a lupus like

syndrome, but some patients don’t have any of this. They just
come in with fatigue. "I don't feel well doc, | have Lyme dis-
ease, | need long term antibiotics.”

So, we have a whole bunch of patients, who even though
we soak them in antibiotics, they don’t seem to get better. This
is called antibiotic refractory Vs. antibiotic responsive arthritis,
so the different theories of this are that either it's a persistent
infection, that there’s still spirochetes in the patient, retained
spirochete hiatal antigens, infection induced autoimmunity, or
there’s bystander activation. This is important. How do you
determine if there's persistent infection because the patients
are saying they want more antibiotics. The new way that we
are doing this is with xenodiagnoses. We put laboratory bred
ticks on our patients that are sterile and we let them get a
blood meal for several days, then we take off the ticks and
examine them and see if there are spirochete in the ticks. How
many of you think this is a good idea? | mean this is a way
to finalize the question of whether the patient has chronic
Lyme disease. Put a sterile tick on the patient, let it get a blood
meal, then dissect the tick to see if there are any spirochetes.
The spirochetes can survive in a niche in the joint or CNS that
is protected by antibiotics. You could have retained spirochete
antigens, which might perpetuate synovial inflammation after
eradication of the live spirochete or membrane-bound webs
may be attached from the parent organism. And then there’s
a concern for autoimmunity in since there’s a section of the
antibodies that react without a surface protein A, that seems
to cross-react with certain amino acids on human leukocyte
antigen. Lastly there seems to be a certain degree of autoim-
munity which can perpetuate inflammation. Treatment is with
doxycycline and the patients who are really sick get Rocephin.
Those patients that don’t do well, we are put on methotrexate
or steroids. Sometimes we actually shave the synovium to get
rid of any of the antigen. The other way to treat these patients
is to cull the deer, to get rid of the deer, but there’s a lot of
laws that don't allow that. We are also trying to vaccinate the
mice with oral bait, so that the mice don't get infected with
the spirochetes. That is another way to try to fix the problem
from an ecological point of view.
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DR. MYRON YASTER /7

Dr. Myron Yaster, ‘77 provided an eye-opening talk
on an important aspect of opioid abuse, a major public
health epidemic in the United States. Dr. Yaster is an
international authority on pain management in children
and adolescents. Currently Professor of Anesthesiology
at the University of Colorado-Anschutz Medical Cam-
pus, Children’s Hospital in Denver, he graduated summa
cum laude from Brooklyn College and was a cum laude
graduate of Downstate in 1977. His training included
two years in Pediatrics at the Children’s Hospital of Pitts-
burgh, residency in Anesthesiology at the University of
Pennsylvania, and fellowship in Pediatric Anesthesiology
and Critical Care Medicine at the Children’s Hospital of
Philadelphia. He joined the faculty at The Johns Hopkins
Hospital in Baltimore where he rose through the ranks
and in 2003 was appointed the Richard J Traystman
Distinguished Professor of Pediatric Anesthesia, Critical
Care Medicine, and Pain Management. In 2016, he left
to take his current position in Denver, Colorado.

Dr. Yaster has authored over 100 journal publications
and 64 book chapters. He has served as editor of impor-
tant textbooks in his field, including The Golden Hour:

The Handbook of Pediatric Life Support, and others. For
all his many contributions, Dr. Yaster was given the Life-

time Achievement Award of the Society for Pediatric An-
esthesia, an award that now bears his name.
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The Epidemic of Non-Medical
Use of Prescription Opioids

The increased emphasis on pain assessment and manage-
ment in the 1990s resulted in a dramatic increase in opioid
("narcotic” or “controlled substance”) prescription writing
and dispensing. Although opioids were once considered es-
sential for improving the functioning and quality of life of
patients with moderate to severe acute or chronic pain, the
risks associated with these drugs were downplayed by pain
management experts and others. As a result, the quantities of
opioids prescribed and dispensed became enormous. More-
over, a high proportion of patients failed to use all of their
prescribed opioids. These unused prescription opioids serve as
a reservoir of drugs that have fueled an epidemic of non-med-
ical use of prescription opioids (NMUPO). Indeed, their abuse,
misuse, and addiction have led to one of the most serious
public health problems in the United States, resulting in un-
precedented numbers of accidental deaths and opioid-related
treatment admissions.

“Multiple studies have documented a
strong linear relationship hetween opioid
sales volume and morbidity and mortality

associated with these products.”



Multiple studies have documented a strong linear relation-
ship between opioid sales volume and morbidity and mortal-
ity associated with these products. Most regulatory, medical,
and research activity devoted to non- medical use of prescrip-
tion opioids, however, have focused on the appropriateness
and quantity of opioids prescribed for chronic, non-cancer
pain. Although opioids are often dispensed in large quanti-
ties after pediatric surgery (almost 5 million American children
undergo surgery every year), relatively little attention was paid
to the amount and disposition of opioids prescribed for acute
pain, particularly in children.

“On average, 65% of prescribed
opioids are not consumed and

virtually none is discarded.”

Dr. Yaster and colleagues have worked to address this
shortfall. They found that the amount of dispensed opioid ac-
tually used is procedure-, age-, and gender-specific. Their pre-
liminary results revealed that, on average, 65% of prescribed
opioids are not consumed and virtually none is discarded. In-
variably, some of this leftover unused opioid becomes a reser-
voir available to the general population or to family members
for opioid sharing, selling, and diversion.

scientific presentation

In a recent study, Dr. Yaster and coworkers examined opi-
oid-prescribing patterns, analyzing errors, discrepancies and
variation in opioid prescriptions for adult outpatients (J Opioid
Manag 2017;13:51-57). They found common inconsistencies
in prescriptions and an inordinately high error rate. They also
analyzed over 34,000 prescriptions of controlled substances
in pediatric outpatients (Anesth Analg 2016;122:807-13).
In both studies, the most commonly prescribed opioid was
oxycodone, usually not in combination with acetaminophen.
One key finding was that use of a computerized prescription
writer eliminated most but not all of the errors common to
handwritten prescriptions

In summary, as a pediatric anesthesiologist, intensivist, and
pain management practitioner, Dr. Yaster has found himself
in the eye of this publ