
Page 1 

 

VOICE EXPEDITION INTERVIEW 
TRANSCRIPT  

The Oral History of Nephrology  
Vardaman Buckalew, MD  

Interviewed by Dugan W. Maddux, MD  
May 17, 2009 

 

 

   

 

VOICE EXPEDITION INTERVIEW TRANSCRIPT  
The Oral History of Nephrology  

Vardaman Buckalew, MD  
Interviewed by Dugan W. Maddux, MD  

May 17, 2009 

 

Vardy Buckalew Interview - Part 1 
 
DWM: (0:01 - 0:30) 
Well, I want to start today by saying that it's, it's when, no, it's, I'm sorry. So today is 
Thursday, May the 17th, and it's my pleasure to be in Winston-Salem, North Carolina, with 
Dr. Vardaman Buckaloo, to talk about your history of nephrology, where you began. So I do 
want to start, if you don't mind, to talk about where you were born and raised, and a little 
bit about your early life and your education. 
 

VB: (0:31 - 1:08) 
Sure, Diane, thank you for inviting me to participate in this project. I have been in 
nephrology for a long time, so I hope I can remember some of the things that will be of 
interest to other people. I was born in Mobile, Alabama, in 1933, so I've just had my 79th 
birthday. 
 

I grew up there and came from high school there to the University of North Carolina in 
Chapel Hill. 
 

DWM: (1:09 - 1:11) 
What brought you to North Carolina from Alabama? 

 

VB: (1:11 - 3:59) 
My father had gone to the University of North Carolina, Chapel Hill, for two years. He grew 
up in northeastern Alabama and wanted to go to a good, went to a two-year college in 
Alabama, and he and his father, they wanted to pick out a good college that had a good 
business program, and it seemed back in those days, in the 1920s, that UNC Chapel Hill's 
business school was very well regarded, and so they sent him there for a two-year business. 
He graduated in 1923 from what they called the School of Commerce. 
 

And so that's how I ended up at Chapel Hill for four years. And then I graduated from there 
in 1954 and came north to the University of Pennsylvania Medical School. I graduated from 
Penn in 1958. 
 

I've been back to my 50th reunion at Penn four years ago, and so my 55th reunion is coming 
up next year from Penn. Penn had a, the University of Pennsylvania had a very strong renal 
program, and while I was an undergraduate medical student there, I got to know Russ 
Elkington. Russ Elkington was a pioneer in nephrology, or in the predecessor of nephrology, 
which was really renal physiology. 
 

The first people who led to the development of nephrology were renal physiologists, and 
many of them traced their lineage to the physiologist at Yale, whose name is a very famous 
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name in physiology. If you want to stop a second, I can. So Russ Elkington was head of 
something at Penn at the time, the med school that they called the chemical section. 
 

And the chemical section... 
 

DWM: (4:00 - 4:02) 
I mean, they literally called it the chemical section? 

 

VB: (4:02 - 4:07) 
That was the name of the section. It wasn't the renal section. It was the chemical section. 
 

DWM: (4:07 - 4:10) 
Why do you think they were calling it the chemical section? 

 

VB: (4:10 - 7:08) 
Well, because what they were interested in, the intellectual lineage of that, was all these 
renal physiologists. Peters at Yale, whom Elkington had trained with. Ben Slyke is another 
one of those names. 
 

He lists all these people. Homer Smith. And they were interested... 
 

Well, he even goes back to L.J. Henderson, who I remember reading a book that he wrote 
called Blood, a Biochemical System. This was written back in the early part of the 20th 
century, when people were discovering that the biological processes were just, a lot of them 
were just chemical reactions. And it was a reductive view of human beings, that they were 
just chemical factories. 
 

And Starling was another big name who described the Starling forces. And these 
physiologists were interested in chemical processes, and biophysical processes, diffusion, 
and ion transport. And so the chemical section was more interested clinically, in fluid and 
electrolyte disorders. 
 

So I acquired that interest, which was a lifelong interest in nephrology, of renal physiology. I 
taught renal physiology at Bowman Gray. It used to be the Bowman Gray School of 
Medicine. 
 

We can maybe get into that a little later. But that was a lifelong interest in physiology, and 
clinical disorders of fluid and electrolyte metabolism, acid-base. I wrote a lot about acid-
base disorders over the years. 
 

Those are the things that the chemical section at Penn was interested in. I knew Dr. 
Elkington somewhat personally, because when I was an intern at Penn, I took care of his 
son, who got admitted to the pediatric ward one night, with an asthma attack. And I got to 
know Dr. Elkington. And he was a very large influence in my early intellectual development, 
and my interest in renal function and renal physiology, and fluid and electrolyte disorders. 
 

DWM: (7:09 - 7:23) 
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And he was your interest in part because you had a personal relationship with Dr. Elkington. 
I mean, you really related to him personally, as well as professionally. 
 

VB: (7:24 - 9:23) 
Yeah, well, I think it was both. I mean, we did develop a bond of sorts. I mean, there was 
something about the two of us that attracted... 
 

You know, he... One thing I remember very well was he... I was just an intern, and here was 
his son, you know, of this prominent faculty member, and I'm taking care of him. 
 

And I remember very well that he treated me like a colleague, you know, an equal. Asked 
my advice about, you know, things, and it made an impact on me. You know, a young intern 
who gets some respect from this very well-known faculty member. 
 

As a physician, you know, I thought that... That was one thing. But it was a spectrum. 
 

I mean, it was the personal to the intellectual. I mean, the things that interested him 
intellectually also interested me intellectually. And it really went back before I met him 
because I remember as a senior in medical school, we had to do some kind of a thesis 
project. 
 

And so you chose your own project, and I remember choosing a project to write about the 
sodium pump, the cellular sodium pump, which we'd had a lecture on from one of the 
people from his section, actually, from the chemical section. And so I wrote a thesis on that. 
I have no idea. 
 

I haven't looked at it since. I'm sure it wasn't very erudite. But anyway, looking back on it, 
even in medical school, those are the kind of things that sort of challenged me intellectually. 
 

DWM: (9:24 - 9:30) 
And you were at UPenn for medical school and then stayed for your internship and 
residency there. 
 

VB: (9:30 - 13:17) 

I did, yeah. After graduating, I stayed there for an internship and two years. It was a rotating 
internship. 
 

I was one of the last. Penn was one of the last major academic medical centers to have 
rotating internships. I actually did the classic rotating type of internship. 
 

Then I did two years of internal medicine. Dr. Francis Wood, who was the chairman of 
medicine, a very distinguished faculty member, and he asked me to stay on after I did a 
year. Let's see. 
 

I skipped a year between internship and residency. Actually, again, this has relevance to my 
career choice because at that point, I knew I wanted to do internal medicine, but I wasn't 
sure what I was going to do within internal medicine. And I took a year off. 
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I wanted to get involved in research. And I had gotten to know a faculty member. I can't 
remember how I first met him. 
 

In the department of pathology, he was a renal pathologist, but his interest covered 
pathology and pathophysiology. So I spent a year with him doing experiments with a model 
that he was working on at the time, which was the two-thirds nephrectomy rat model. So 
you took two-thirds of the kidney out, took one kidney completely out, and two-thirds of 
the other kidney, and so there was left with one-third of one kidney, and it developed 
uremia over time. 
 

It took several months, and then the rats, the ones that survived, developed kind of a classic 
uremia. So we studied the acidosis of these animals and whether they got acidosis or not. 
And I learned how to do bicarbonate levels on rat plasma using the old Vance-like 
apparatus, which was a volumetric measurement of how much CO2 is released from the 
acidified blood. 
 

So I worked with him for a year and got to know the people in the institution, including Dr. 
Elton, and they were interested in renal pathophysiology. So I went back then and took two 
years of classic internal medicine residency, and then I was in something called the Berry 
Plan, which was an old plan that the military had developed to supply the military with a 
number of specialists in various aspects of medicine. So what they did was there was a draft. 
 

This was back when there was still a draft. 
 

DWM: (13:17 - 13:18) 
What year would this have been? 

 

VB: (13:18 - 14:31) 

Well, this was 1959, 1960. And so there was a deferment from the draft. They protected you 
from the draft for long enough, or the number of years required to complete your 
residency. 
 

But then at the end of that time, when you finished your residency, then you were obligated 
to spend two years in the military. So I spent, after the residency in internal medicine, I went 
into the Navy as a lieutenant in the Navy and was sent to the Naval Hospital at Newport, 
Rhode Island. I spent two years there as an internist and then pursued my interest in 
nephrology by going back to Penn for the fellowship in nephrology. 
 

Actually, it was a fellowship in the chemical section. There was a renal section. 
 

DWM: (14:33 - 14:36) 
In addition to the chemical section? 

 

VB: (14:36 - 15:57) 
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In addition to the chemical section. Somewhere along the way, Elkinton was there first, and 
then there was a fellow whose name I'm blocking. I can't remember right now, who started 
a chemical section, a renal section. 
 

And he actually was funded by the old SmithKline & French, which was a Philadelphia 
institution. And they actually, if I remember correctly, this, I have to check this out, but I 
think they provided most of the funding for this so-called renal section. And they were kind 
of studying renal disease, chronic renal failure, and I don't remember too much about what 
they were actually doing. 
 

But it was, I guess, typical of big institutions. There were kind of parallel interests in two 
different places. There was this renal section. 
 

But the most activity, the most stimulating intellectual activity was in Dr. Elkinton's chemical 
section. 
 

DWM: (15:57 - 16:08) 
And do you believe that, this would have been the early 1960s, do you have any recollection 
that the renal section would have been doing any acute dialysis during that time? 

 

VB: (16:09 - 16:16) 

Yeah. We did do dialysis. And the dialysis was in the chemical section. 
 

DWM: (16:16 - 16:23) 
Really? Okay. So the renal section would have been not responsible for that? 

 

VB: (16:23 - 16:48) 

No. The renal section had no clinical arm at all. It was just research. 
 

And they were doing research that SKF was interested in. And I don't remember the nature 
of that. I'm not sure of what it was that they were doing that SKF was that interested in. 
 

It wasn't anything that came out of that that was that notable that I would have known 
about it. 
 

DWM: (16:48 - 16:54) 
So what is your earliest memory of the chemical section having anything to do with dialysis? 
Right. 
 

VB: (16:54 - 20:17) 

Okay, yeah. But that's an interesting story because dialysis was developed in the chemical 
section by a man who had a big impact on dialysis named Bill Blumley. Is that name familiar? 

 

Bill Blumley was, I don't remember, he was in the chemical section when I became a fellow. 
I'm not sure. He had been a trainee of Dr. Elkington's and he was very mechanically 
oriented. And actually at the time I was a fellow was the director of the NIH Clinical 
Research Unit, the CRC, Clinical Research Center, they still have those, the NIH still funds 
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those. And this was one of the early CRC or CRU programs, was at Penn and Dr. Blumley was 
the head of it, the director of this CRU, Clinical Research Unit. And dialysis was a research 
project at that point. 
 

This was before, obviously, this was before H.R.1, about the time that H.R.1 was passed and 
that's an interesting story. The history of it was that Dr. Blumley developed a blood pump 
and it was commercialized and actually used by a number of people for a number of years 
called the Blumley pump. And it was a blood pump. 
 

It was designed to prevent, it involved, obviously a pump has to squeeze some sort of a 
reservoir of blood to make it move. And this pump was developed to minimize the 
traumatic effect of this pump, of this squeezing process on the blood itself within the 
tubing. So that was one of the things that he was noted for. 
 

But our dialysis was mostly acute dialysis for acute renal failure. But we had two or three 
patients getting chronic dialysis. And this was after the development of the Scribner shunt.  
 

We were using Scribner shunts. And we had two or three patients on dialysis and we used 
the old twin coils, the big washing machine type dialysis machines with the twin coils. And 
there was so much... 
 

Do you want to stop? Yes. 
 

DWM: (20:20 - 20:24) 
I had two calls in a row, so I was just trying to make sure that it wasn't something... 
 

VB: (20:24 - 20:25) 

Something in which... 
 

DWM: (20:25 - 20:40) 
Yeah, yeah, yeah. I'm not sure what that is. But I want to go back. 
 

So there are two to three chronic patients that you are dialyzing. And this is still... This is not 
your internal medicine residency. 
 

This is your fellowship time. 
 

VB: (20:40 - 20:42) 

This is my fellowship time, yeah. 
 

DWM: (20:42 - 20:58) 
So there's acute dialysis, which I would guess was thought of a little bit differently than the 
chronic dialysis. So do you remember what kind of patients you were doing acute dialysis for 
versus these two or three chronic dialysis patients? What were they like? 

 

VB: (20:59 - 21:51) 
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Right. The acute dialysis patients were people with what we called at that time acute 
tubular necrosis, ATN. That was a well-recognized entity at that time. 
 

And people were getting... They were getting... This was still in the era where people were 
getting incompatible blood transfusions. 
 

That was one of the leading causes. Sepsis, people with septic people. This again was back in 
the era when we were seeing people with septic abortions. 
 

Women with septic abortions. That was one of the causes. I remember overdoses were 
treated with dialysis sometimes. 
 

DWM: (21:52 - 21:56) 
And were you doing any acute peritoneal dialysis? Or was it all acute chemo? 

 

VB: (21:56 - 22:15) 

Yes, we did. No, we did acute peritoneal dialysis. We had those old rigid catheters. 
 

It was part of the fellowship to learn how to insert those catheters. And to use those we did 
a fair amount of peritoneal dialysis. 
 

DWM: (22:15 - 22:18) 
And the fluid, was it in the big tanks? 

 

VB: (22:19 - 22:44) 

Yeah, I can't remember exactly what the fluid was like. We had plastic bags. This was early in 
the era of plastic bags, I think. 
 

But I think you're right. Now that you mention it, I do remember big glass bottles hanging up 
there that contained the peritoneal dialysate. 
 

DWM: (22:45 - 22:51) 
Just generally in your recollection, how were people doing? Did they do fairly well on acute 
PD? 

 

VB: (22:51 - 23:03) 

I remember a fair number of people doing PD and recovering, you know, renal function. 
They had reversible ATN. And we remember... 
 

DWM: (23:07 - 23:12) 
And your acute hemodialysis, what would that have been like? Do you remember access-
wise? 

 

VB: (23:13 - 24:27) 

Yes. And I now don't remember having a big impression about how we did acute 
hemodialysis, what the vascular access was. I don't think we were using Scribner. 
 



Page 8 

 

VOICE EXPEDITION INTERVIEW 
TRANSCRIPT  

The Oral History of Nephrology  
Vardaman Buckalew, MD  

Interviewed by Dugan W. Maddux, MD  
May 17, 2009 

 

 

   

 

I don't remember using anything like a Scribner shunt for an acute dialysis patient. I guess 
maybe we were doing mostly peritoneal dialysis for acute renal failure rather than 
hemodialysis. Now that I think about it, I'm not sure that we did that much repeated acute 
hemodialysis. 
 

But if we did, I think we did. The access was kind of at each dialysis a new access of some 
sort was created. Some kind of a line was put in. 
 

I remember that being a very laborious process. It wasn't like it is now where nobody can 
bear ICU medicine. That was before the days of intensive care units, actually. 
 

DWM: (24:28 - 24:30) 
So this would have been sort of happening on the wards. 
 

VB: (24:30 - 25:26) 

Happening on the wards, yeah, exactly. And they were the old, at Penn, the wards were like 
the classic wards with people lined up in beds in rows in a big, long room. All the beds were 
out in the open there and you could put curtains around them, but everybody was lying 
there. 
 

We did peritoneal dialysis out there in those open wards. The ICUs, this was before there 
was a... Penn, I remember, had one of the pioneer surgical recovery units where they put 
patients for several days after surgery and that was the beginning of the ICUs. 
 

And we had one of those. I remember hearing that it was one of the... So, yeah, the acute 
dialysis was done, you know, just in the regular wards. 
 

DWM: (25:26 - 25:34) 
And you do think you had these two or three that were chronic dialysis? And what would 
the fellows' responsibility have been for those couple of chronic... 
 

VB: (25:34 - 30:52) 

Now, let me tell you a little bit about these chronic patients because this is very interesting. 
One of the patients was a pathologist. These people had to be very determined to stay alive. 
 

I mean, this was a very arduous process to come in and get dialyzed three times a week. 
Everything was done to minimize the cost, including saving the blood from one treatment to 
the next, the blood that was used to prime the system. Those systems were inefficient and 
they require a large priming volume. 
 

I don't remember what it was. It was probably two or three units of blood. And we had a 
technician, Dr. Blumley had this technician working with him whose name I can't remember. 
He was remarkable. He could do anything. So they would save the blood after treatment, 
put it in the refrigerator for the next one, and they bought the cellophane tubing for the old 
twin-coil dialyzer as a standalone item. 
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So the tubing would be reinserted. They took the coil, the support system that held up the 
tubing, was rolled up in a coil, and they would lay that out. I remember they were laid out 
on the floor in the clinical research unit in this long hall, from one end to the other of the 
hall. 
 

The support system of the twin coil would be lying there on the floor. And this technician 
would thread that tubing from one end to the other so that they could reuse it. This was 
reused of a twin-coil dialyzer. 
 

It was very primitive. But it was done on the floor in the clinical research unit. The plastic 
tubing, obviously, was sterile, and they maintained the sterility somehow. 
 

But the threading of this tubing through these twin coils was done between the treatment. 
The patient would come in on Monday, let's say, and then on Tuesday, he would re-thread 
or reinsert a new tubing in the twin coil and put it back in the machine. And then the patient 
would come in Wednesday. 
 

So one of these patients was a pathologist. And this was in the early 60s when they were 
talking about passing legislation in the Congress. The so-called HR1, which put dialysis under 
Medicare, made it a reimbursement. 
 

It declared dialysis patients to be disabled. It became a disability that was covered by 
Medicare. So it didn't matter what age you were. 
 

If you were disabled from mid-stage renal disease, then you could qualify for that. But the 
hearings were being held. This guy's name, I remember, his name was Saltus. 
 

He was a pathologist at Jefferson in Philadelphia. And I think he had polycystic kidney 
disease, if I remember correctly. Anyway, there was a very famous hearing in front of the, I 
think, House Ways and Means Committee, in which, I mean, George Shriners got an 
interesting piece. 
 

You probably looked at that. This patient that actually dialyzed himself in front of the, at the 
hearing. And George was involved, or one of his fellows actually did the dialysis. 
 

It didn't last but five minutes or something. But this Dr. Saltus, our patient at Penn, was 
there at the hearing. He went to it, and actually, I'm not sure, I think he testified as a, you 
know, in addition to this patient, what was his name, the famous patient who dialyzed 
himself in front of the hearing. 
 

Anyway, I have that article here. But Dr. Saltus was very involved in this, in the politics of 
chronic dialysis. One of our patients, and he was the most memorable patient. 
 

I think there was one other patient. I think we had two patients that were getting chronic 
dialysis. And so that was, so that was Dr. Blumley's program. And I was involved, you know, 
as a fellow, and I learned how to attend these dialysis sessions. 
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DWM: (30:52 - 30:55) 
So what would the role of the fellow have been? 

 

VB: (30:55 - 30:59) 

The role of the fellow was to sit there with the patient during dialysis. 
 

DWM: (31:02 - 31:04) 
At the bedside, continually. 
 

VB: (31:04 - 31:09) 

Yeah, pretty much. I mean, we didn't go very far. We stayed right around in the area. 
 

DWM: (31:10 - 31:13) 
And was it an unstable event? I mean, why were you there? 

 

VB: (31:14 - 31:41) 

Right. I don't remember there ever being a big crisis There probably was a few blood leaks 
and things like that. I mean, this technician knew how to handle most of it. 
 

He hooked the patient up, as I recall. I don't remember, you know. I remember trying to 
unclot these scrivener shunts. 
 

They were notorious for getting... 
 

DWM: (31:41 - 31:43) 
Now, would the fellow have been responsible for declotting? 

 

VB: (31:44 - 31:53) 

I don't remember. We assisted in declotting. I don't remember being responsible for it. 
 

DWM: (31:53 - 31:56) 
But it sounds like that was a real problem. I mean, this shunt clotting was a... 
 

VB: (31:56 - 32:46) 

It was a big problem. It was a big problem. But the fellow mainly was there attending the 
dialysis, making sure the patient was doing okay. 
 

It was done, as I say, it was research. There were NIH grants that supported some of this 
activity. And Dr. Blumley was, as I say, it was done... 
 

There was a room in the clinical research unit where the dialysis was done. Dr. Blumley's 
office was right down the hall, so he was there. But that was, you know, a big part of the 
fellowship. 
 

It was this dialysis program, so... 
 

DWM: (32:46 - 32:52) 
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Yeah, and would you... The fellows were not putting in the Scribner shunts themselves. That 
would have been a surgical procedure. 
 

VB: (32:52 - 33:11) 

Right, that would have been a surgical procedure, as I recall. I'm sure I never put them in. 
I'm not sure that Dr. Blumley didn't, though. I don't know if he... I have a vague recollection 
maybe he knew how to do it and maybe did it. I'm not sure about that. 
 

DWM: (33:12 - 33:20) 
And if you all were dialyzing these two or three chronic patients, were you aware that other 
patients were not being dialyzed? Would you have been? 

 

VB: (33:20 - 35:23) 

Yes, absolutely. We were very much aware of the fact that there were a lot of patients dying 
on the wards with end-stage renal disease that we were not able to help. As I say, it was a 
research. 
 

It was research. It was not wholesale retail or... It wasn't retail nephrology where we were 
dialyzing everybody that came along. 
 

And there was no... I mean, the selection process in Seattle was very famous and that was 
something that got into the public arena. Everybody in the public was aware that they had 
this committee in Seattle that was choosing patients for their program. 
 

That was the first, obviously, the first incident of dialysis becoming a retail product. We 
were strictly doing research. And that was the way it was viewed. 
 

I mean, it wasn't... You know what I mean? It was life-saving treatment, but it was handled 
under the... 
 

Not under, you know, offering it to the public, but only offering it to people as part of a 
research project. And obviously, the fact that Dr. Saltus was a physician, you know, 
obviously, somehow or other, he was very pushy and very aggressive and wanted to be a 
part of this. So there was no selection. 
 

I mean, we didn't have a selection process like they had in Seattle. I don't remember how 
people... Like I said, we were only doing two or three and there wasn't any selection. 
 

The other patients that were not getting it were dying of end-stage renal disease. 
 

DWM: (35:23 - 35:28) 
Which is hard to remember in this day and time that people were just dying in the early 
1980s. 
 

VB: (35:28 - 35:44) 

Yes. Well, you know, we tried to treat those patients with the old, you know, low-protein 
diets. I mean, we treated patients with end-stage renal disease without dialysis. 
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DWM: (35:44 - 35:45) 
So you were seeing them as consults. 
 

VB: (35:45 - 35:47) 

Oh, yes. We were seeing them, right. 
 

DWM: (35:47 - 35:48) 
Doing things for them. 
 

VB: (35:48 - 37:47) 

Yes, we were doing the things you could do then, I mean, which were to manage the fluid 
and electrolyte problems, the vitamin D problems that back then. Even, you know, uremic 
symptoms. I mean, people became extremely uremic. 
 

I mean, they didn't, you know, they were kept alive by these halfway measures and some of 
them would die, you know, it would be humans in the hundreds, you know. The last time I 
remember seeing uremic frost was on patients in our wards when I was a fellow. But we 
were trying to treat them. 
 

You know, there was a lot of literature and there was the experiments with the low-protein 
diet, the so-called Giovannetti diets. And there were dieticians even then, you know, 
involved in trying to prepare these diets. But they were very rigorous and very hard to 
follow, impossible to follow, basically. 
 

But there were papers on long-lasting patients with basically end-stage renal disease who 
would go for years and years, not years and years, but would go for a few years anyway with 
some very unusual patients that were usually written up. They were sort of unusual, just 
based on the conservative therapy that we had then for uremia. But dialysis was not a 
mechanism for treatment until HR1 passed and then it became. 
 

So that was about the time I finished my fellowship and my first involvement with a retail 
dialysis unit, if you will, was at Emory. 
 

DWM: (37:47 - 37:53) 
So from UPenn, finishing up your residency, down to Emory. 
 

VB: (37:53 - 37:54) 

I went to Emory. 
 

DWM: (37:54 - 37:54) 
Why Emory? 

 

VB: (37:55 - 37:57) 

Well, because I wanted to come back to the South. 
 

DWM: (37:59 - 38:00) 
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You're ready. 
 

VB: (38:01 - 38:49) 

By that time I had gotten married and started having children. And my wife and I, she was 
from Pennsylvania, but we decided that we wanted, I decided and she agreed that we would 
move back to the South somewhere. And that that would be a good place to raise our 
children. 
 

Philadelphia, we lived right in the city, right near the hospital, which is not a particularly 
attractive urban environment at that time. It's changed a lot over the years. But it just 
happened that Dr. Blumley, who knew the head of nephrology at Emory at that time, was a 
guy named Elbert Tuttle. 
 

DWM: (38:49 - 38:50) 
Yes. 
 

VB: (38:50 - 40:15) 

Elbert Tuttle, Jr., who just died not too long ago in his 90s. Elbert Tuttle was head of 
nephrology at Emory and I was talking to Dr. Blumley one day about my career plans and 
told him I'd like to go back to the South. Did he know anybody down there in Atlanta? 

 

Atlanta was a big attraction back in the 60s and it was the boomtown in the South, a big, 
you know, sophisticated urban center. And so we talked about Atlanta, whether he knew 
anybody. He said, yeah, I know Elbert Tuttle. 
 

He picked up the phone while I was in his office, called Elbert and got him on the phone and 
said he's got this fellow who's wondering if you had anybody, any job available at Emory. 
And Elbert, you'd have to know Elbert to appreciate this. He said, oh, yeah, well, you 
recommend him. 
 

I said, come on down, we'll give you a job. Based on Dr. Blumley's recommendation. I did go 
down for an interview, but he did offer me a job. 
 

So I went to Emory. 
 

DWM: (40:15 - 40:18) 
And you would have been junior faculty then? 

 

VB: (40:18 - 40:21) 

I went to Emory as assistant professor in 1967. 
 

DWM: (40:21 - 40:25) 
And was there a division of nephrology truly there? 

 

VB: (40:25 - 41:54) 

Oh, yeah, very, yeah. The chairman of medicine was Willis Hurst, a very famous cardiologist. 
And they had well-defined subsections in internal medicine. 
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They had sub-specialty sections. And nephrology was very early. He came from the same 
intellectual background. 
 

He trained Alex Leaf at Mass General, where he acquired his interest in fluid and electrolyte 
disorders. So we had similar interests there. But they had started dialysis in Atlanta at Grady 
Hospital. 
 

I was based at Grady, the public hospital, rather than the university hospital. And they had 
started the dialysis program at Grady Hospital. But it was really started by Albert and a guy 
named Jim Schenneberger. 
 

Jim was an interesting guy. He was one of these – he and Albert were sort of similar. They 
were inventors. 
 

They liked to come up with new things. I'm sorry. 
 

DWM: (41:55 - 41:59) 
I just don't want that to be in the recording that I'm getting that. So tell me about Jim 
Schenneberger. 
 

VB: (41:59 - 44:21) 

So Jim Schenneberger was the guy who got the idea to dialyze patients that had taken an 
overdose of a drug called Dorgan. It's so dangerous it was taken off the market. It was a 
sleeping pill. 
 

Dorgan was a sleeping pill, and it was very popular for people who wanted to commit 
suicide because you didn't have to take a whole lot of it. The margin between therapeutic 
efficacy and overdose was very thin, and that's why they took it off the market because it 
was very – So we were seeing them at Penn. I know they did in Atlanta. 
 

They had these patients that had taken Dorgan overdoses, and there were – acute dialysis 
then was for a lot of drugs that were being dialyzed that people were taking acutely. And so 
Dorgan was a lipid-soluble drug, and Dr. Schenneberger got the idea that what you should 
do to dialyze this drug off more effectively instead of using water was to use peanut oil. So 
he would – he had a twin – you know, one of those big washtub-type dialysis machines, the 
old traveling on a twin claw, and he would fill up that washtub with peanut oil. 
 

And dialyze patients against peanut oil. He wrote papers. It was published. 
 

It was a procedure that other people tried. They actually studied it. They analyzed the 
peanut oil to see how much Dorgan was actually being removed, and when it turned out 
that it really wasn't removing for whatever reason, wasn't removing that much Dorgan, they 
stopped doing it. 
 

It was such a mess. I mean, it just created a horrible mess. 
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DWM: (44:21 - 44:26) 
I was going to say, a little bit of peanut oil is sort of a mess. A washtub full of peanut oil 
would probably have been. 
 

VB: (44:27 - 44:38) 

Yeah. So that was one thing that was going on. Again, you know, cost was a big factor.  
 

DWM: (44:38 - 44:40) 
So this would have been late 1960s? 

 

VB: (44:41 - 44:43) 

I went to Emory in 1967. 
 

DWM: (44:43 - 44:44) 
1967, okay. 
 

VB: (44:44 - 44:55) 

So there was Jim Schenaberger doing chronic dialysis, and his young protege, John Sadler. 
 

DWM: (44:55 - 44:57) 
I've interviewed John Sadler, yes. 
 

VB: (44:57 - 48:38) 

Yes, right, right. John and I were about the same age, and we were both assistant 
professors. He was involved in the dialysis. 
 

I was more interested in physiology, including electrolyte disorders, and so I had a lab where 
I was doing physiology, basically, with dogs, and Sadler was down the hall, you know, 
working with Schenaberger on setting up this dialysis program. Albert, I told you, was kind 
of an inventor like Schenaberger, and he tried to build a cheap dialysis machine. He had, by 
the time I got there, this was really before I got there, by the time I got there, his two 
dialysis machines were already in the storage room. 
 

They weren't used anymore. They didn't work out very well, but that just gives you some 
idea of how desperate people were to do this procedure. The cost, even then, I mean, was 
very costly compared to other kinds of therapy, and people were trying to save money in all 
kinds of ways, and so that kind of gives you an idea of the desperation that was involved in 
trying to treat these people, but so they were trying to develop it. 
 

By that time, HR1 had passed, and people were beginning to develop commercialized sort of 
dialysis or retail kind of dialysis units, and so Schenaberger left. He went to California and to 
Los Angeles, and so Sadler took over. This was a year or two after I got there. 
 

He took over the dialysis program, and they built a dialysis unit, and they were using 
Scribner shunts, and they were forever having trouble with the clotting of those things. He 
brought along another young nephrologist named Ed Macon about that time. So John Sadler 
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and Ed Macon were the two guys that were doing, and Albert sometimes, were doing the 
dialysis, and they had a, I remember, it was in Grady Hospital. 
 

They had, I don't know, I don't remember how they chose the patients. I guess it was some 
kind of medical criteria and possibly quality of life issues and age. I'm sure nobody probably 
over 50 or 55 was getting chronic dialysis, but I was not heavily involved in that. 
 

Ed Macon and John Sadler did most of the, we had other fellows, and some of the fellows 
spent more time in dialysis than others, but anyway, that was kind of a brief description of 
the way the program was. I'm sure John gave you a detail. He remembers exactly what 
happened. 
 

DWM: (48:38 - 49:02) 
He remembers some. And we focused a lot on dialysis, both talking about your fellowship 
and this early faculty job at Emory, but I don't want to lose sight of your renal physiology, so 
I want to sort of backtrack again to your fellowship and think about, I'm sure it sounds like 
you were doing some dialysis. That was a role of the fellow, but tell me about what your 
passion was during your fellowship and how you spent your time in your fellowship.  

 

VB: (49:02 - 49:57) 

Well, my major interest was, I'm glad to get a chance to go back to my fellowship because I 
developed, my mentor during my fellowship really was not Dr. Elkington, but was one of his 
young protégés named Marty Goldberg. Marty Goldberg was, actually was the chief of the 
chemical section at the time I was a fellow. Dr. Elkington had stepped down, and he, Marty 
was a young phenom. He became head of the chemical section at a very young age. He was 
like in his mid-thirties, which was very young. 
 

DWM: (49:57 - 49:58) 
Very young. 
 

VB: (49:58 - 55:17) 

Yeah, he was very bright and was interested in renal tubular function, and he devised a 
technique for, he was studying diuretics and what part of the nephron diuretics were 
working in. That was his major activity when I was there, and I was heavily involved with him 
in that. And this was also something that, there's always at least two groups working on the 
same thing at about the same time, and they were in, this was also a very big interest in 
Dallas, a very famous nephrologist, Don Selden and his group, and one of his protégés, Floyd 
Rector, who, Selden and Rector are very big names in renal physiology and dialysis, not 
dialysis, renal physiology and fluid and electrolyte at that time when I was a fellow. And 
Marty was the first one to show that loop diuretics actually worked in the loop of handling. 
So, he and Selden and Rector, about the same time, were showing that by using 
physiological techniques, being able to distinguish the loop of handling from the proximal 
tubule and the distal tubule and so forth. 
 

So, the loop diuretics were just coming online at that point. This was, like I said, the early 
60s. I remember very well the first time I ever saw a patient get a loop diuretic. 
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The first loop diuretic was ethacrynic acid, which was developed at Merck. And Merck, of 
course, is a Philadelphia institution, and there was a clinical pharmacology unit at Penn that 
was run by, I've forgotten this guy's name, but he was testing diuretics. The thiazide 
diuretics were also developed at Merck. 
 

So, they were very interested in diuretics and came up with this ethacrynic acid. So, at that 
time, we had mercurial diuretics, the old injectable mercurial diuretics were the major 
diuretics we had for people with severe, you know, with anosarco, with congestive heart 
failure, and severe edema. And then we had the thiazide diuretics. 
 

And we knew that the thiazide diuretics didn't work very well in these people with very 
severe, you know, anosarco. And I remember a patient, this guy, his name was Foltz, his 
nickname was Woody Foltz. And Woody Foltz came to the ward one day with this new drug 
to try out on this patient with severe anosarco. 
 

It was refractory to mercurial diuretics, refractory to everything else. He comes in with this 
syringe of this stuff and he gave it intravenously. And we had a catheter in the patient 
looking at urine and almost immediately, it was dramatic. 
 

We'd never seen, nobody had ever seen anything like this before. And we knew there was 
something new, you know. So that was one of the first patients to get a loop diuretic. 
 

And it was all experimental, you know, and sponsored by Merck in this renal pharmacology 
unit, this clinical pharmacology unit at Penn. So I was a house officer. This was during my 
fellowship, not fellowship, during my residency in internal medicine. 
 

That's when we saw that. So later, this was several years later, I was, when I was back as a 
fellow, Dr. Goldberg was studying, Marty was studying, where in the nephron are these 
diuretics. We didn't call them loop diuretics because nobody knew exactly, you know, that 
they worked in the loop. 
 

So that was one of the major events of my fellowship. And Marty and I became very close 
friends and he was a very prominent mentor of mine. And I worked with him on these 
studies of diuretics. 
 

DWM: (55:17 - 55:20) 
Were these human studies or animal studies? 

 

VB: (55:20 - 55:31) 

Yeah, these were human studies. He did, I think he was doing some dog studies as well, but 
the projects I worked with him on were humans. 
 

DWM: (55:32 - 55:33) 
Clinical studies? 

 

VB: (55:33 - 56:28) 
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Yeah, clinical studies in humans in the clinical research unit. We, you know, we studied renal 
sodium excretion. We gave them, we studied a patient, a series of patients with diabetes 
insipidus. 
 

We found, I remember, five or six patients with diabetes insipidus and we could study the 
loop function very well by giving them a lot of water and getting this water diuresis going 
and then, which was very easy in a patient with diabetes insipidus and then giving them the 
diuretic and measuring free water clearance and that was the critical measurement was free 
water clearance because that was a function primarily of the loop and so that was the kind 
of thing that I did during my fellowship. 
 

DWM: (56:29 - 56:39) 
In your fellowship, how much of your time could you have spent just doing sort of your 
research interests versus having to do other sort of general renal things? 

 

VB: (56:39 - 57:59) 

Yeah, I would say just off the top of my head, I probably spent maybe 70% of my time doing 
research and 30% clinical. Now I took, the fellowship was two years. I took the two-year 
fellowship and then had gotten very involved in this research with Dr. Goldberg and I really 
wanted to pursue an academic career and to do research. So I took an extra year, I took a 
third year to do just research. I did nothing but research for a year before I went to Atlanta. 
So I had a three-year fellowship. 
 

But the first two years were the traditional renal clinical and research type activities. But I 
would say, I would guess that it was a little more heavily weighted toward research than 
clinical. We made rounds and we made consult rounds. 
 

We did not have a renal ward where we just had renal patients, but we did consult rounds 
every day when I was doing that. 
 

DWM: (57:59 - 58:10) 
And your consults would have been, I mean I think today when we think about a renal 
fellowship, a lot of it is dialysis and renal failure. But your rounds would have been more 
electrolyte issues? 

 

VB: (58:11 - 58:33) 

Yes, very much so. Very much more electrolyte issues. We talked about already there were 
some acute renal failure. 
 

There were some uremic patients with chronic renal disease. And a lot of that was fluid and 
electrolyte problems. 
 

DWM: (58:33 - 58:36) 
So you were readily measuring sodium and potassium? 

 

VB: (58:36 - 58:49) 
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Yes, right, exactly. We were doing urinalyses, looking at urine sediments. We did a lot of 
that sort of thing. 
 

Yes, that was the kind of thing we did. 
 

DWM: (58:49 - 59:01) 
And your thinking then when you finished up that third year and were headed to Emory was 
that you were going to be an academic nephrologist. You were going to have a clinical 
research unit. So how did that turn out at Emory? 

 

VB: (59:01 - 1:01:02) 

It turned out very well at Emory. Actually at Emory it was I did not have the opportunity to 
do as much clinical research as I had had at Penn. We had a well-developed clinical research 
unit at Penn that was well-funded by the NIH and all that. 
 

And that was not available at Emory. So I ended up doing mostly animal-type work at 
Emory. And that is where I began to work on at that time it was referred to as the third 
factor. 
 

The third factor that regulated sodium excretion by the kidney. The first two factors being 
glomerular filtration rate and the second factor being aldosterone. So there were all these 
studies at that time to show that there were other things that regulated sodium excretion 
besides GFR and aldo. 
 

You can't imagine how much effort was put into you'd have had to have been there to 
believe how much effort was put into just proving that there were these other things that 
regulated renal sodium excretion. And that's a very, very long research story. So I got 
interested in that whole thing and basically the idea that there was a natriuretic hormone. 
 

So I started my studies on the problem of the natriuretic hormone when I was at Emory. 
That's where I got that started. I did not do that at Penn. 
 

DWM: (1:01:03 - 1:01:20) 
So when you began to think about the natriuretic hormone who were the, I mean, were you 
reaching out and networking with other renal physiologists who were thinking about that 
and who were sort of your contemporaries for being your colleagues in that at other places? 

 

VB: (1:01:21 - 1:01:47) 
Yeah, there were several groups in the U.S. that were working on that. Again, interestingly, 
most prominently in Dallas, Floyd Rector, who was the head of nephrology at UT 
Southwestern. 
 

DWM: (1:01:48 - 1:01:53) 
So was there a friendly, collegial sort of exchange of information among these groups? 

 

VB: (1:01:53 - 1:07:33) 
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Well, there weren't that many people that were actually doing it. There were lots of people 
interested in factors other than what third factor might be, but the natriuretic hormone idea 
was sort of a subset of that. I mean, there were people studying other things that regulated 
sodium excretion, like the physical factors, you know, the Starling forces in the proximal 
tubule. 
 

But there weren't that many people in the U.S. who were actually pursuing the idea of a 
natriuretic hormone. They tried it in Dallas, they did it in Dallas, and they stubbed their toe 
on it. They published a paper, Floyd Rector is a very famous snafu, Floyd published in his 
group, a group of people, published a paper purporting to show that there was something 
in, I believe, was it from blood or tubular fluid that inhibited the proximal tubular transport. 
 

They were using something called a shrinking drop technique where they measured the rate 
at which fluid was absorbed in the proximal tubule between two oil blocks. And this was the 
so-called shrinking drop technique, and they measured and they found something that 
inhibited the reabsorption, and they published this paper. And it was, you know, somebody, 
actually, Barry Brenner at the NIH at the time, showed that this was some kind of an artifact 
and ultimately the work was refuted. 
 

So this was a very prominent renal physiology group. I mean, the best of the best that 
stubbed their toe. So it gave the idea of a natriuretic hormone a bad name. 
 

And so there weren't that many other people in the U.S. at the time that were that 
interested. As I say, it kind of got a bad name. And there was one prominent group in St. 
Louis that was the protege of a very famous nephrologist, Neil Bricker. Neil Bricker was head 
of nephrology there for a number of years, and he pursued the idea of a natriuretic 
hormone, an inhibitor of sodium transport by the tubule. And he had a young colleague 
named Jacques Bourguigny, who we got to know fairly well because they were interested in 
inhibitors, circulating inhibitors of sodium transport. That's basically what I ended up doing. 
 

I got the idea to study, to use as the detector for this inhibitor, the toad bladder, sodium 
transport in the toad bladder. So I learned how to measure sodium transport in the toad 
bladder from, again, a famous renal physiologist. He wasn't a clinical one, but Joe Handler. 
 

Joe Handler was at the NIH, had a lab at the NIH studying renal tubule function via the toad 
bladder for a number of years. Joe had been a fellow in the chemical section at Penn, and I 
had known him. We overlapped by a year or something like that. 
 

I guess I was a house officer when he was in the chemical section. So I had known Joe, and 
he went to the NIH after he left Penn. So I spent a week or so in his lab at the NIH. 
 

I went up there and learned how to measure sodium transport in the toad bladder and set 
that up in the lab I had started at Emory. And so that's what I was using was the toad 
bladder. They were using frog scans in St. Louis in Dr. Bricker's lab. And then there was a 
group actually in Bonn in Germany that we got to know very well over the years, a fellow 
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named Herb Kreimer and his group. And the other person working on this was a fellow 
named Harvey Gonnick. Harvey was a nephrologist in Los Angeles. 
 

He was at UCLA for a number of years. 
 

DWM: (1:07:33 - 1:07:34) 
You spelled it for us. 
 

VB: (1:07:34 - 1:09:11) 
G-O-N-I-C-K, Harvey. Harvey and I have the same vintage. We keep in touch. 
 

And he was very interested in the nature of homoidin and the circulating inhibitor. Herb 
Kreimer in Bonn and Harvey Gonnick and I were sort of the three people who pursued this 
over the years. We were involved in putting on several international conferences on this 
subject and all that. 
 

The field has evolved into some very interesting things that have left us way behind now in 
terms of endogenous digitalis-like factors, actually. The field evolved from these circulating 
inhibitors into a study of endogenous digitalis-like factors, circulating inhibitors of sodium-
potassium ATPase. And that's kind of where it is now. 
 

There are a bunch of people working on that and all the implications of that and the 
possibility that that factor is a factor in causing hypertension because when you inhibit 
sodium-potassium ATPase in blood vessels, it causes facial constriction and it's probably 
involved in some forms of hypertension. It's a very active field. It's broadened out. 
 

It left me way behind years ago. 
 

DWM: (1:09:12 - 1:09:16) 
But 50 years. I mean, 50 years ago, you all were... 
 

VB: (1:09:16 - 1:10:04) 
The last thing I was involved in with that, it had to do with its possible role in preeclampsia. 
This is not a very active field, but there are a couple of groups working on this now as a 
possible mediator of some of the manifestations of preeclampsia in some subset of... It's 
probably not... 
 

Again, it's an evolving field, but it's probably not a factor in all preeclampsia, but some 
maybe more severe forms of it. So that's kind of where... In brief, I have a very long, 
complicated story. 
 

DWM: (1:10:05 - 1:10:18) 
So at Emory, when you were doing this research, what meetings would you have been 
attending and where did you find your support and how big was your lab? Did you grow 
your lab at Emory? Yeah. 
 

VB: (1:10:21 - 1:13:30) 
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To answer that last question first, I did not grow the lab much. There were fellows in 
nephrology, but none were really interested in a research lab. So I would have summer 
medical students sometimes working in the lab, but it didn't attract... 
 

It wasn't something that was terribly popular. It didn't really... It was mostly me and a 
technician and an occasional summer medical student who did all the work. 
 

It was a little more... It grew a little more when I came up here to Wake Forest and Bowen 
Gray. But the meetings I went to where I presented papers were the... 
 

I remember giving a paper at one of the early meetings of that organization, which was in 
Los Angeles. Neil Bricker was one of the... By that time, Neil had migrated to California and 
he was one of the early founders of the ASN. 
 

I think the first meeting was in Los Angeles and I gave a paper there. I gave papers at what 
they used to call the clinical investigation meetings where in Atlantic City every year in the 
first week in May in Atlantic City, and there were several organizations that had side-by-side 
meetings. Basically two. 
 

There was something called the American Federation for Clinical Research, the AFCR, which 
was a big, more open organization that met side-by-side with something they called the 
Young Turks, which was the society for clinical... The AFCR, the American Society for Clinical 
Research. It's a very prestigious organization and very selective and had to be very 
accomplished to get invited to be a member of that. 
 

I was never a member of that. Then they had the Old Turks, which was the American... What 
was that? 

 

These were the more senior individuals, mostly people who had been members of the 
Young Turks who then got aged out and became Old Turks. If you weren't a member of the 
Young Turks, you could present papers. You could submit papers. 
 

DWM: (1:13:30 - 1:13:30) 
You didn't have to be a member. 
 

VB: (1:13:30 - 1:16:15) 
You had to have a member sponsor the paper or something like that. But the AFCR was an 
open... Anybody could submit a paper, so those three groups would meet. 
 

There was also the meeting about a month before at Atlantic City of the so-called Federated 
Societies. It was all the societies that sub-specially... There was the American Physiological 
Society, the APS. 
 

Then there were all these other societies that all met that there was several cardiovascular 
at the same time. It was a huge meeting. I would go to that. 
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There was a renal part of... There was a renal physiology sub-section in the American 
Physiological Society where I gave papers. In the spring, these meetings were clustered in 
the spring, and you would gear your research toward presenting something at one or the 
other, sometimes both, of these spring meetings. 
 

They were the major research meetings that people would go to back then. But then, as I 
say, the Nephrology Society was developing. There was always the Heart Association. 
 

They've had research meetings for years, and I would occasionally go to that because there 
were always cardiovascular implications with the work that I was doing. Then hypertension 
became part of this work because of the effect on blood vessels and the potential effect of 
this factor on blood vessels. So I began to go to hypertension meetings later on. 
 

The most prestigious one was the hypertension... American Heart Association High Blood 
Pressure Research Council, which was started by Irvin Page at the Cleveland Clinic. It was an 
offshoot of the Cleveland Clinic for many years, and all the meetings were held in Cleveland. 
 

I started going to those meetings when I got into the hypertension aspect of all this work. 
 

DWM: (1:16:16 - 1:16:37) 
I want to talk specifically about hypertension in just a minute, but I want to go back to your 
young faculty time at Emory. You've got all this research you're doing in the lab, toe-bladder 
research. Did you have teaching responsibilities, medical school, resident interns? 

 

VB: (1:16:37 - 1:19:03) 
All of the above. Yeah, I did. I always enjoyed teaching. 
 

It's always been a big part of my academic career. I won several teaching awards over the 
years. I taught at Emory. 
 

Most of my teaching was student teaching was in the clinical years, the students in the third 
and fourth years, but it was mostly bedside teaching. I did develop a course in fluid and 
electrolyte disorders that I gave once a year. It was an elective that students could take. 
 

It was patterned after a course that Maury Goldberg and Russ Elkin had developed at Penn 
that I participated in. It was a case-based course in fluid and electrolyte. I did that. 
 

I did a lot of bedside teaching. Back at Grady Hospital, patient care was a resident-run 
activity. The attendings would come around and make this was the old classic model of 
medical education that developed at Hopkins and the northeastern medical schools that the 
patients were taking care of by the residents and the interns. 
 

The attendings came and made teaching rounds three times a week. When I was on the 
teaching service, the ward service for teaching, I made rounds on internal medicine wards 
three times a week from 10 to 12 on Monday, Wednesday, and Friday. The whole rest of the 
time the patients were taken care of by the residents. 
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That was the old classic model. That began to change when Medicare came in and 
documentation was required by attending. You know the stories about these physicians 
who got into trouble so-called supervising resident or medical care when they were in the 
hospital. 
 

DWM: (1:19:03 - 1:19:13) 
Part of that was maybe just this culture where the culture had changed but the practice had 
not really changed. The culture would have been very typical of the culture in the 60s. 
 

VB: (1:19:13 - 1:19:44) 
Yes, very much so. Those were my teaching. I had substantial teaching and rounding 
responsibilities, but again, like I said, it was very limited. 
 

I knew exactly what hours of the day I had. I wasn't on call. I wasn't distracted. 
 

I could do my research without being distracted by clinical responsibilities. 
 

DWM: (1:19:44 - 1:19:51) 
Your bedside teaching of these third and fourth year students, what would that have been 
like? You would go to a bedside and... 
 

VB: (1:19:51 - 1:21:03) 
The old classic model that they developed at Hopkins by Osler. It was Oslerian. You'd go to 
the patient's bedside. 
 

The resident or maybe even sometimes probably a medical student often would present the 
case at the bedside with the patient in the bed listening to the discussion and people 
gathered around. Frequently it would be a fairly large group of people gathered around a 
patient's bed. It wasn't necessarily that good for the patient, but I think some of them got 
that it was a positive experience for some patients that they were getting this much 
attention. 
 

But they would present the patient and you would discuss it. You would pontificate for 
however long was appropriate about the condition that the patient had. And that's the way 
it went. 
 

DWM: (1:21:03 - 1:21:08) 
So the patient is there in the middle of the discussion the whole time. 
 

VB: (1:21:08 - 1:21:44) 
Yes, yes. These would be patients lying in bed listening to the story. I mean, we even did 
that. 
 

I would do that here. I remember that. And they still do it. 
 

It's still being done to some degree. They're teaching around. I mean, they're around. 
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They're not teaching around anymore. They're around. And teaching goes on during rounds.  
 

So it's 180 degrees from what it was. I mean, they're patient care rounds where some 
teaching gets done. I mean, that's the way it is now. 
 

DWM: (1:21:44 - 1:21:47) 
Versus really just rounding in order to teach. 
 

VB: (1:21:47 - 1:21:50) 
That's right. That was rounding in order to teach. 
 

DWM: (1:21:51 - 1:21:59) 
Interesting. So was this a good life? Were you happy with this life as a young faculty person, 
research and rounds and teaching? 

 

VB: (1:21:59 - 1:23:06) 
I was ecstatic. I thought I'd died and gone to heaven. When I was at Emory, it was some of 
the best years of my professional life. 
 

I enjoyed it. Yeah, that was wonderful. It was perfect, you know. 
 

And, you know, I decided to leave and seek other opportunities after I got more advanced 
and better ideas. Like, you know, I've always said that if you run a section or something, you 
try to find people who work with you that are smarter than you are, and they figure out that 
they can do a better job than you can at running whatever it is you're running, you know. 
But that's the ideal. 
 

So I got to the point where I wanted to run my own section in the front and started looking 
around for others. 
 

DWM: (1:23:08 - 1:23:33) 
I want to go back also to the hypertension thing because that's obviously been a big part of 
your life. When you were in your clinical training, your medical school, and your internship 
and residency, how important was blood pressure? I mean, how much was that the center 
focus of somebody's well-being or their health when they were in the hospital or presenting 
with an illness? 

 

What was the thinking about blood pressure at the time? 

 

VB: (1:23:35 - 1:23:41) 
I have to stop a minute and think about that. It's a good blood pressure. 
 

DWM: (1:23:43 - 1:23:49) 
I mean, we measure it all the time now. Were they measuring it? Was it a central focus of 
the sort of initial evaluation of the patient? 

 

VB: (1:23:50 - 1:25:22) 
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It certainly wasn't like it is now, I mean, where it's being measured all the time. And, of 
course, hypertension, I remember when I was in medical school, in the clinic, in outpatient 
clinics, that hypertension, I remember hypertension being treated with phenobarbital. It 
was thought to be nerves that, quote, unquote, that cause people to be hypertensive and 
that one possible way to treat that would be to sedate them a little bit with phenobarbital. 
 

I also, you know, and then there were, see, the two early drugs that actually, you know, oral 
drugs that lowered blood pressure were, well, of course, the diuretic. I mean, the thiazide 
diuretics, as I say, came along about the time I was a fourth-year medical student. I 
remember, you know, beginning to treat patients in the clinic for hypertension. 
 

And the other drug, of course, was reserpine. So reserpine and thiazide diuretics were the 
drugs that were available for treating hypertension. 
 

DWM: (1:25:22 - 1:25:26) 
And what was the thinking about normal blood pressure? I mean, what was high blood 
pressure? What would you have been treating? 

 

VB: (1:25:27 - 1:29:14) 
Well, I think, if I recall correctly, I think pretty much the old standard was 140 over 90. I 
think even back in those early days, the goal for lowering blood pressure was 140 over 90. I 
remember at Emory, we had a hypertension clinic. 
 

Albert Tuttle was very interested in hypertension. And there was a lot of African-American 
patients there, and we know they get worse hypertension than whites. And this clinic was 
largely African-American patients, and they had horrendous blood pressure. 
 

And we had reserpine, thiazide diuretics, and then the ganglionic blockers came along, and 
we had those. And that was it. And I remember Albert had a maxim that when you had a 
patient in the clinic that had very severe hypertension, you either did one of two things. 
 

You gave them a lecture on taking their medicine, and or you increased the dose of the 
medicine you were giving them. He said you never do both, because if you do both and they 
actually start taking it and you give them this higher dose, they're going to get hypotensive, 
and they did. I mean, that was something that happened not infrequently. 
 

These powerful, you know, those ganglionic blockers, which nobody uses anymore, were 
very powerful antihypertensive. Patients would come in occasionally hypotensive. Of 
course, people still come in, whatever. 
 

But so that was the early days. I mean, there were hypertension clinics. The Cleveland Clinic 
people were, you know, the renin-angiotensin system was discovered back in the 1920s, if I 
remember correctly. 
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And so that's what they were working on in Cleveland. And, of course, the drugs that 
modified the renin-angiotensin system began to come along much later. But, I mean, 
hypertension was considered bad for you. 
 

But the first clinical trial, the first randomized prospective clinical trial that showed that 
lowering blood pressure was beneficial came from the VA in the early 60s, I think. And they 
used reserpine and thiazide diuretics and showed that it was a beneficial effect of treating 
hypertension. I mean, prior to that, most people thought it was bad and it was probably a 
good thing to lower it. 
 

But, you know, the scientific basis for that just wasn't there until the 60s, the 1960s. But, 
you know, since then, of course, where things have gone. But all of that was happening 
about the time that I was a young faculty at Emory and going to the hypertension research 
meetings in Cleveland, which was a very exciting meeting every year. 
 

And, you know, the giants in the field were all there and it was very exciting for the young 
faculty. But we were trying to treat hypertension, but it wasn't as easy as it is now. 
 

DWM: (1:29:15 - 1:29:17) 
Still seems like a struggle some days. 
 

VB: (1:29:18 - 1:29:21) 
It is a struggle, yeah. It certainly is. 
 

DWM: (1:29:21 - 1:29:35) 
So, you're doing this research, your basic science research with your toe bladder, and you're 
thinking clinically about hypertension and management of hypertension. And how long 
were you at Emory doing that? 

 

VB: (1:29:35 - 1:29:40) 
I was there six years, from 1967 to 1973 when I came up here. 
 

DWM: (1:29:40 - 1:29:44) 
And a good balance of both of those things, you think, during that whole time you were 
there? 

 

VB: (1:29:44 - 1:30:08) 
At Emory? Yes, yes, pretty much. I mean, I had clinics, I had those clinical teaching rounds 
that I told you about, and I had the lab. 
 

And, like I said, I mean, I was happy as a clam. The mix of activities was just right. It was 
perfect. 
 

But things changed, as they inevitably do. 
 

DWM: (1:30:09 - 1:30:16) 
So, you decided to leave Emory because you wanted to move up? Yes, I wanted to run. 
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VB: (1:30:17 - 1:31:33) 
My goal became to run a nephrology section. And so, I looked around at various 
opportunities, and this seemed to be... One of my friends at Emory had come here to be 
head of the physiology department, a guy named Sheldon Skinner. 
 

He was a cardiovascular research individual. He had trained with a very famous 
cardiovascular physiologist named Sarnoff at the NIH. He was at Southwestern, in the 
cardiology section there, and came to Emory to be head of the department of physiology 
here. 
 

And so, he recruited me here. And so, I came. The department of medicine was just 
beginning to develop subsections or sections of specialists here. 
 

There was no renal... There was no nephrology section when I got here. 
 

DWM: (1:31:33 - 1:31:34) 
1973. 
 

VB: (1:31:34 - 1:31:35) 
1973, yeah. 
 

DWM: (1:31:36 - 1:31:37) 
No nephrology section. 
 

VB: (1:31:37 - 1:35:59) 
There was a guy here named Jack Feltz who was really... He trained as an endocrinologist, 
and he became a nephrologist by fiat. Okay, so what happened is... 
 

This was in the 60s, again, before I got here in the early 70s. When dialysis, when H.R.1 
passed and dialysis was becoming more widespread, the Johnson Foundation... No, it 
wasn't. 
 

It was Rockefeller Foundation, I believe, was giving grants to institutions to help them 
develop dialysis. It wasn't Rockefeller. Anyway, they got one of those grants here. 
 

The chairman of medicine got a grant to buy a couple of dialysis machines. So, Dr. Feltz was 
the endocrinologist, but as an endocrinologist, he was interested in hormones and sodium 
balance and things like that. So, Dr. Junt, his name was Ernie Junt, the chairman came to 
him and said, you're going to be in a problem. We're going to get a dialysis machine, and 
you're going to become a nephrologist and start dialyzing patients. So, they got together. 
We had a very good cardiovascular department. 
 

We had a physiology... The department of physiology was cardiovascular-oriented. The head 
of physiology was a well-known cardiovascular physiologist, and they knew something 
about circulation, obviously, and so the extracorporeal circulation was something that they 
were willing to help out with. 
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So, they developed the expertise here using an extracorporeal circulation through a dialysis 
machine. So, they started dialyzing acute renal failure patients here, Dr. Feltz, and that 
was... So, by the time I got here in 73, see, the HR1 had passed in 61, I think, or 62. 
 

By the time I got here in 73, they had a small dialysis unit here, and Dr. Feltz was running 
that. And so... But there was no formal section of nephrology, and so I was brought in, so to 
speak, to start a section of nephrology. 
 

So, it was just me and Dr. Feltz when I first got here. But I wanted to continue my research 
that I started at Emory with the Toad letters and the digitalis life factors and so forth. So, I... 
 

So, here's where the physiology department comes. Dr. Skinner, who is chairman of 
physiology, recruited me here to be a physiology. So, I had a joint appointment in medicine 
and physiology. 
 

My lab was in the physiology department because the department of medicine had no lab 
space. And I brought... I had NIH money, and I brought some of that with me. 
 

And some... I had a little stuff. You know, I brought a lab, basically, with me and set it up in 
the physiology department and got the money. 
 

The school gave me some money to help get started. And so, my lab was always in the 
physiology department. I maintained that joint appointment and had the lab in physiology 
and then started working on trying to develop a clinical... 
 

DWM: (1:36:00 - 1:36:11) 
So, where do you even begin to build a division of... a nephrology division? What was your 
thinking when you said that? 

 

VB: (1:36:11 - 1:36:40) 
My thinking was... My thinking was health. I need health. 
 

Okay. My thinking was... Although my primary intellectual interest, as we said, was always 
physiology, pathophysiology and hypertension, it was clear at that point that nephrology 
was going to be... 
 

was going to be dialysis. 
 

DWM: (1:36:41 - 1:36:41) 
Already. 
 

VB: (1:36:41 - 1:36:55) 
It was clear to me right from the beginning that to develop a clinical nephrology section, we 
had to do... to be heavily involved in that. I mean, dialysis had to become a major activity. 
 

DWM: (1:36:56 - 1:37:07) 
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And was the university happy about that? I mean, I think a lot of universities, even in the 
early 1970s, felt a bit like dialysis was not an academic pursuit. 
 

VB: (1:37:07 - 1:37:32) 
It was not a university pursuit. Yes. In fact, there was a famous... 
 

What was his name? The chairman of medicine at Columbia who refused to buy dialysis 
machines. You probably have that somewhere in your history. 
 

He thought the dialysis machine was an instrument of the devil. And he would not let the 
school buy a dialysis machine. 
 

DWM: (1:37:32 - 1:37:52) 
And there's certainly some of the nephrologists like John Sadler that I've talked to who got 
the feeling like there was a real split between the nephrologists who saw themselves as 
physiologists and renal physiologists and that the nephrologists who were doing dialysis 
were sort of tinkerers in this mechanical type of thing. 
 

VB: (1:37:52 - 1:39:30) 
Well, that was clearly the case at Emory at that point, in the early 60s before H.R.1. Albert 
Tuttle was a tinkerer. John Schoenberg... Jim Schoenberg was a tinkerer. 
 

To some extent, Sadler was a kind of... He enjoyed that kind of thing anyway. I didn't. 
 

But I knew when I started the section we had to be involved in dialysis. It was going to be a 
major activity to have a section. I wanted to have the other component as well. 
 

So my goal to start out was develop dialysis and hire somebody who does dialysis to develop 
that part of it. And I'll continue to do my thing and we'll see what happens, you know. So 
the first person I hired was a young guy named Bob Hamilton who had trained at the 
University of Pennsylvania. 
 

He was a Penn-trained nephrologist who was interested in that. He had trained primarily at 
the VA, the big VA hospital across the street from the University Hospital in Philadelphia. 
And they had a big dialysis facility and they were big. 
 

The VA was big, and I guess it still is to some extent, on hone dialysis. So he was an expert 
on hone dialysis. He had started... 
 

they were starting the hone dialysis program at the VA in Philadelphia when he was a 
fellow. 
 

DWM: (1:39:31 - 1:39:32) 
And are we talking about hone hemo? 

 

VB: (1:39:32 - 1:42:52) 
Hone hemo, yes. Hone dialysis at that time was hone hemo. There was no hone PD. 
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So he finished his scholarship and was looking for a job and I recruited him here to start 
our... you know, actually we started... we had a hone hemo dialysis program that he started. 
 

We had an in-pa... I mean an in-center dialysis activity as well. As I say, Dr. Feltz has started 
that. That was here. We... It was... 
 

North Carolina, as you probably know, has a certificate of need for it in law and dialysis has 
been under the certificate of need law ever since it started. Yeah, in North Carolina. It's one 
of the few states... 
 

there may not be another state in the country that still has that. But anyway, the hospital 
had the CON, the certificate for dialysis and they ran the unit. It was... 
 

and back to your question, you know, your thought about the dialysis being considered not 
very highly by academic medical centers. The hospital owned this dialysis unit but they 
didn't... they wanted to get rid of it. 
 

So in a move that turned out to be extremely good for the medical school, I convinced the 
medical school that they should buy the dialysis unit from the hospital. The hospital didn't 
want it anyway. They gave... 
 

they essentially gave it to us. We had to pay the depreciated value of the machines, as I 
recall, and that was it. They gave us the certificate of need and we... 
 

so we took over the dialysis unit. The... so then... 
 

Bob Hamilton came and we started dialyzing. We started growing and everything that 
grows, you know, in a place with limited space is always a problem. So we never... 
 

you know, it was just one thing after another trying to grow this dialysis unit. And we... so 
the medical school owned it and ran it and they ran the business and the medical school ran 
the business aspect of it. 
 

There was one business person that... for the department that was run by the department... 
the business... 
 

it was a woman who was our business manager for the department and she ran... she and I 
kind of ran the business aspect of the dialysis unit. Bob Hamilton did the medical aspects of 
it and, you know, we tried to grow it. 
 

Well, it became very clear very quickly that the finances of managing a dialysis unit are not 
for amateurs. 
 

DWM: (1:42:54 - 1:42:56) 
There's a lot of money going in and out. 
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VB: (1:42:57 - 1:44:00) 
I mean, we were losing money and the dean was getting very nervous and he was going to... 
you know, he was going to get rid of the whole thing. It was a... 
 

The dean at the time happened to be a classmate of mine from medical school and a good 
friend. We had been close friends in medical school. That's another reason why I was here. 
 

Why I came here. And he was getting very nervous about that and wanted to trash the 
whole thing. So we... 
 

So we decided that we needed to hire a... we needed to sell the dialysis unit to a 
commercial... By that time, companies were forming to... 
 

There was really... I think when we started looking for somebody to buy this business there 
was the precursor of Fresenius which was... 
 

DWM: (1:44:00 - 1:44:02) 
Was it NMC then? 

 

VB: (1:44:02 - 1:46:39) 
NMC, yeah. And Gus Hampers... Actually, Gus... 
 

I had known Gus from meetings or somewhere. You know, he... I think he... 
 

Gus had not trained at Penn but I mean, he... I had met him somewhere. Anyway, he was... 
 

You know, had started NMC with those business people from Boston and he came down 
and made a presentation and offered to buy the dialysis unit. We decided to go... We... 
 

To make a long story short, we hired a guy from Georgia who had just gotten into the 
dialysis business named Alex Kemp. And he... He came and made a presentation and his 
deal was better than NMC's. 
 

So even though he was kind of new to the business and NMC was obviously a big, you know, 
national... It wasn't as big as it is now but I mean, it was... It was probably the only big... 
 

You know, a big business at the time. Potentially big. Anyway, this guy offers a better deal so 
we decided to take a chance and go with him. 
 

So he bought the business from us and then after several years, he wanted to change it 
really. He wanted to sell it back to us. We had right of first refusal to buy it back. 
 

He wanted to get out of the ownership and just be the man to visit it and so that's what we 
did. We bought it back from him and it turned out to be the best thing we ever did because 
he, as the manager... His business, as the manager of the dialysis unit, it was a wonderful 
partnership. 
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We became very close friends and he was very supportive of the academic mission of the 
nephrology section. He really became like a member of the section. I mean, he was just very 
supportive. 
 

We were able to mold the dialysis business around the academic activity. So it became a... 
We still say that it's one of the few academic dialysis programs in the country. 
 

DWM: (1:46:41 - 1:46:48) 
So describe that. I mean, how is that? How do you feel that it's part of your academic... 
 

a real core part of your... 
 

VB: (1:46:48 - 1:48:37) 
Well, basically by promoting research. I mean, we... One of our fellows came along and then 
ultimately became medical director, John Burkhardt, who really was one of the early 
proponents of peritoneal dialysis and worked with Baxter a lot in developing some of the 
techniques to reduce the rate of infection in peritoneal. 
 

And really was one of the pioneers of chronic, you know, home PD. And so... So we 
emphasized research from the beginning. 
 

I... My... My... 
 

Attitude of the... The philosophy, the game plan sort of was to get these people, these 
nephrologists that didn't like dialysis, that had an academic bent, the way to make dialysis 
attractive to an academic atmosphere, academic environment, was to emphasize research. 
So we've always had a fairly large research activity in our dialysis program. 
 

We... The management, this guy, you know, was... was bought into that completely. 
 

And so his job was to run the program so it made a margin, you know, so that it didn't lose 
money. They hopefully made money for the medical school and for his business and to 
accommodate the... the research program. 
 

DWM: (1:48:37 - 1:48:44) 
Who were the early nephrologists you were able to recruit who could help to fulfill that 
mission? 

 

VB: (1:48:45 - 1:51:56) 
Well... Well... The first one, as I say, was Bob Hamilton. 
 

And he was... He had... He was interested in... 
 

in research. He had been involved in something else, in one of these treatments for uremia 
that didn't involve dialysis, these liquid capsules. But he was very interested in research. 
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But the person that really, you know, made it a big thing, research a big thing here, was John 
Burkhardt. The dialysis... Research in dialysis really started with John Burkhardt. 
 

I mean, he, you know, as I say, got... But his work was not hemodialysis, but it was TD. 
Although he obviously knew a lot about hemodialysis. 
 

But... But the person that developed, one of the people that came along that developed our 
hemodialysis research program is Mike Rocco. Mike Rocco was a fellow at Penn. 
 

I recruited him here after his fellowship at Penn. And his... He was very interested in, you 
know, doing hemodialysis research. 
 

So he's become very prominent in hemodialysis research. And now it's clinical trials. You 
know, back then it wasn't. 
 

You know, it was five patients here and five patients there doing this or that. But they finally 
got in the... NIDDK finally got into clinical trials and in dialysis clinical trials. 
 

And he's been involved in most of those. So we... That's kind of a quick overview of the 
development of the research aspect of our dialysis program. 
 

But we opened satellite units all over the place. We benefited from the CON law, which is 
still in place. And so we... 
 

The med school owns most of the dialysis units in Northwest North Carolina. Obviously, you 
know, things have broadened out. And there are lots of dialysis units run by various people. 
 

But in the area right around Winston-Salem here and in the counties north and west of 
here, we own a lot of the dialysis units. And the program has been very beneficial 
financially. The med school and the section of nephrology benefit from the business, the 
dialysis business. 
 

It's grown. And Dr. Burkhardt is now the medical director. Works mostly... 
 

Most of his activities now are as medical director of our dialysis. 
 

DWM: (1:51:57 - 1:52:03) 
Well, it sounds like certainly when you left Emory and came here, your life got much more 
complex. 
 

VB: (1:52:03 - 1:52:05) 
Much more, yes, much more. 
 

DWM: (1:52:05 - 1:52:29) 
So how... And having to deal with obviously deciding you're going to grow this dialysis 
business, which is almost a tail wagging the dog sometimes with nephrology, how did you 
continue this, you know... I've known you as the hypertension person. 
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So how did you nurture and continue to do all this growth that you've had for your research 
and your presence in the hypertension arena? 

 

VB: (1:52:29 - 1:58:19) 
Yeah, that was a juggling act that one always felt like that you were getting pulled away 
from research. There was no what we used to... what people refer to euphemistically as 
protective time to do research. 
 

There wasn't. When you became section chief of a developing program of clinical 
nephrology and dialysis, that luxury I had at Emory was no longer present. So it became a 
big juggling act of trying to continue to do research while trying to run this section of the 
administrative responsibility, the clinical, the teaching, you know, I was doing all of that. 
 

I did the same kind of teaching here I did at Emory. I also started... I was teaching... 
 

I was in the physiology department. I was the renal physiologist, so I taught renal physiology 
to the medical, you know, freshman medical students. So it was extremely busy. 
 

My family life... My wife was very accommodating in allowing me to do all that, and I 
obviously worked many hours, and family life took... suffered from some of that. 
 

But it was very... I was always challenged by that conundrum of trying to do all of those 
things. Ultimately, the research, it's everybody's career, like me, finds its thing. 
 

Ultimately, the research gets squeezed out completely because these other responsibilities 
just take up so much time. You just don't have... I had... 
 

I did have graduate... Being in physiology, we had graduate students. I had graduate 
students in the lab. 
 

I had some colleagues in the institution working jointly with me. I was able to keep that 
research program going for, I guess, let's see... I'd say maybe for 15 years after I got here, 
after about 15 years, it began to get squeezed out and things tailed off in the lab. 
 

I wasn't able to maintain a presence in the lab, and the field was getting more and more 
active, and it was hard to keep... You just can't keep up with everything. Being a section 
chief of a clinical section, you had to keep up with the clinical aspects of nephrology, which, 
as you know, has burgeoned. 
 

And so we did develop a transplant program here that I had nothing to do with. I knew we 
needed one, and we had a surgeon who did transplants. He wasn't what you would 
recognize today as a transplant surgeon. 
 

He was a general surgeon who could do just about anything, and he did some kidney 
transplants initially, got the program sort of started. We recruited Dr. Patty Adams, who we 
didn't recruit her to be a transplant nephrologist. She was a nephrologist, actually trained in 
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renal physiology or pathophysiology with Dr. Navar, Gabriel Navar, who's chairman of 
physiology now at Tulane. He was in the nephrology section. She was a trainee of the guy 
that was head of nephrology in Birmingham who then went to Arkansas. He died some 
years ago. 
 

I'll think of his name in a minute. Anyway, she was a trainee there and worked with Dr. 
Navar in the lab doing research on the renin-angiotensin system. So she came here and got 
interested in transplant after she became a faculty member here. 
 

So she became our transplant nephrologist by choice, and then they recruited a surgeon to 
be a transplant surgeon, and the program gradually started. It wasn't very big for a number 
of years, but then they recruited Dr. Robert Strada to replace the former transplant surgeon. 
Bob Strada really was very aggressive. 
 

He now has two colleagues. There are three transplant surgeons, kidney transplant 
surgeons now, and the program is very large. But that growth, that impetus came from the 
surgical side. 
 

We had to struggle to keep up with them to have enough nephrology time to take care of 
the transplant patients. But now we have, I think there are two people in the section that 
just do transplant nephrology. 
 

DWM: (1:58:19 - 1:58:20) 
How far we've come. 
 

VB: (1:58:21 - 1:58:39) 
That's right. Oh, absolutely. Talk to me a bit about hypertension and about your work in 
hypertension Well, can we take a break for a few minutes? 

 

Sure, yeah, yeah. 
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Part 2 Vardy Buckalew Interview 

 

VB: (0:00 - 0:11) 
The Hartford Foundation was giving us grants for dialysis, for starting dialysis programs in 
academia. 
 
DWM: (0:11 - 0:13) 
So they helped to buy machines to do... 
 
VB: (0:13 - 0:24) 
They did. They gave grants which they could use to buy machines, pay salaries to people to 
develop dialysis. 
 
DWM: (0:24 - 0:52) 
So when you were in the mid-1970s and you're here and you and Bob Hamilton are getting 
started with the dialysis clinics, were you still noticing that there were people that might 
have, should have been dialyzed, but you just didn't have room for them or resources for 
them, or were you pretty much able... I mean, I know early on in dialysis we were not 
dialyzing really sick patients or even diabetic patients early on. 
 
VB: (0:52 - 0:53) 
Yeah. 
 
DWM: (0:53 - 0:57) 
But were there people that you felt like you should have been dialyzing, you just didn't have 
the resources? 
 
VB: (0:57 - 1:42) 
Yeah, that's kind of an interesting aspect of the program in the early days. When I got here, 
the dialysis was very limited in North Carolina, in the state of North Carolina. Duke was 
providing dialysis. 
 
They got into dialysis very early, and really were the only people doing chronic dialysis when 
it first started. They were very aggressive initially, and they had a VA there, and the VA 
program backed this dialysis very early, home dialysis. 
 
DWM: (1:42 - 1:44) 
Really did. The VA was very important. 
 
VB: (1:44 - 7:03) 
Yes, they were. And so they had a VA. We didn't have one here. 
 
They had one, you know, a VA in Durham right there. So that was one of the reasons they 
got. But when I got here, there was no dialysis in Western North Carolina. 
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I mean, there's sort of a line. Interesting, you probably, you know, having been in Chapel 
Hill, you know how this is. I mean, medically, there's kind of a line that cuts across North 
Carolina around Greensboro. 
 
And everything in Greensboro and West is different from everything east of there, you 
know, medically speaking. Because east of there, everything, you know, kind of runs 
downhill to Chapel Hill and Duke, and now, you know, in Eastern Carolina, now in 
Greensboro. So in Western North Carolina, there was no dialysis at all, no chronic dialysis, 
except for the few patients that they had here at the medical center. 
 
Jack Belts had started here. So we were dialyzing a small fraction of the number of people 
that needed it. I mean, just, you know, scratching the surface. 
 
And we had people driving from, you know, I remember a few patients from Statesville that 
were driving over here, which is, you know, 60 miles away, three times a week to do 
dialysis. Then we began to develop satellite dialysis units here. And Greensboro, one of the 
fellows that I had had at Emory, by the name of Ron Garver, came to Greensboro the same 
year I came here to start a dialysis unit in Greensboro. 
 
He started that one in 73 when I came here. So they started doing dialysis in Greensboro. 
We started, you know, started expanding our program here and trying to do a few people 
from, you know, west. 
 
There was no dialysis anywhere west of here or northwest of here. We started developing 
satellite units. I have, that's one thing I have here. 
 
I just kind of give you the timeline here. We, in 1975, we had eight stations here at Baptist 
Hospital. In 1986, and this was like 10 years later or so, we opened the first satellite unit in 
Statesville with eight stations. 
 
And then four years later in 1990, we opened the Mount Airy Center. We would dialyze the 
patients that came here from these various places. And when there were enough patients 
that you could support a separate unit in a geographic area, we would try to open a satellite 
there. 
 
So we, the first two were Statesville and Mount Airy. And, but I remember when the 
facilities were very limited, we didn't have a committee that selected patients. But obviously 
we weren't, there was, we weren't dialyzing diabetics. 
 
We weren't dialyzing people over, you know, we didn't have a fixed number that anybody 
over 65 didn't get dialyzed. But obviously age was a factor in choosing patients. But we tried 
to treat as many people as we could. 
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And I remember having a weekly meeting about the limited facilities we had, and patients 
that we knew of that were needing dialysis, about how we could manage them until we 
could get a place for them to dialyze. I mean, it was an activity we spent a lot of time on, 
you know, trying to figure out how to treat these people with very limited dialysis facilities. 
So it was, it wasn't, you know, like a committee deciding, you know, who's going to get it 
and who isn't. 
 
It was, well, these people need it, we want to give it to them, but how are we going to do it, 
where are we going to do it? We can do it here, you know, for some limited period of time. 
Maybe, you know, we'll be opening a satellite unit here soon. 
 
It was a very difficult activity. 
 
DWM: (7:04 - 7:30) 
Yeah, and you've, you know, just listening to the story of yours, I mean, you've gone from 
this time where you, you know, dialysis was very expensive, and it was one by, you know, 
one or two or three people in a clinical research unit, to figuring out where you all were in 
1975 and 1980, where you're still one by one figuring it out, but, you know, very committed 
to that. And I'm assuming it was, you were still mindful of the expense of it all. 
 
VB: (7:31 - 10:49) 
Oh, yeah, very much so. Yeah, the expense of it was a big factor. Like I said, you know, we 
obviously, we discovered that you have to run it as a business, or, you know, lose money, 
and nobody's going to subsidize a dialysis unit losing money. 
 
I mean, at least nobody I could find that would be willing to do that, so it had to be run as a 
business. And we quickly discovered it probably needed to be somebody who did that as 
their only business. It was a unique enough activity that it needed to be somebody who just 
did that, who did nothing but run the business of dialysis. 
 
And, of course, the politics of dialysis got to be a big thing as well. I mean, it wasn't just, I 
mean, being a government-subsidized type of activity, once the government gets in it, it 
obviously becomes political. So the politics of the whole thing was something that the 
providers needed to be involved in, and we got heavily involved in North Carolina politics of 
dialysis, because it impacted the, you know, the financial viability of the program so much. 
 
So we actually, in North Carolina, there's been dialysis, it's interesting, and the history of it, 
you probably know some of this. I mean, North Carolina had a program, a dialysis, a kidney 
program, a government program for many years. I mean, and there was a state, there was a 
study done by the state, which became this, that was directed by Carl Gottschalk. 
 
Yeah, there was the Gottschalk report. He was involved in the national study as well that 
was published, you know, about the needs for dialysis. But he did, he was head of a 
committee that did a needs assessment of dialysis in North Carolina. 



Page 40 

 

VOICE EXPEDITION INTERVIEW 
TRANSCRIPT  

The Oral History of Nephrology  
Vardaman Buckalew, MD  

Interviewed by Dugan W. Maddux, MD  
May 17, 2009 

 

 

   

 

 
And that was done before I got here. That was already on the books when I got here in 73. 
And the state, there was this state kidney program that we used to, the academic medical 
centers all participated in, and we had meetings, you know. 
 
We'd go to these meetings and talk about, there was a representative from the state there, 
and we were sort of an advisory committee for the state kidney program as to what they 
should do with this money. The legislature was, you know, appropriating this money every 
year to help dialysis programs. 
 
DWM: (10:50 - 10:56) 
How did you all, do you recall at all sort of the general idea of how you would use the 
money? I mean, what was the focus of the... 
 
VB: (10:56 - 12:13) 
Well, basically the money, I mean, it came right down to, you know, paying for a dialysis 
treatment. And, you know, what we did was to kind of, it was really, the CON law was sort 
of in the background, but that wasn't an issue at that point in the early days. But this 
advisory committee would actually tell the state, okay, they should have a dialysis, 
somebody wants to start a dialysis program somewhere, they need one there, it's a place, 
you know, they should have. 
 
I remember visiting, going with a group to Greenville, North Carolina, the UNC airplane flew 
us down there. I drove over to Chapel Hill and a group of us, you know, flew us down to 
Greenville to talk about starting a dialysis unit in Greenville. We would advise the kidney 
program, okay, you know, they need it, they've got a group of people that know how to run 
a dialysis unit, so they would be okay to give them their subsidy, you know, to pay for the 
dialysis treatments. 
 
DWM: (12:14 - 12:20) 
And it must have seemed like a big challenge. I mean, this is a big state, the state of North 
Carolina, and big parts of it are rural. 
 
VB: (12:21 - 13:54) 
Yes, that was a big issue. That was a big issue about putting dialysis units out in rural areas, 
and we convinced, I say we, it was a lot of people, we had a lot of colleagues by then, 
nephrologists in the state, convinced the state that they didn't need to be putting all these 
small dialysis units out in these rural areas, that they would not be financially viable, that 
they would close down and create more problems than they would solve. And so, to make a 
long story short, I mean, we ended up with a state plan that was part of the state health 
plan that got approved every year, by the state health coordinating committee, it was part 
of the CON law, that, you know, defined an area that, well, we defined what a viable dialysis 
unit would be, how many patients it had to have, and in order to be viable financially, and 
how big of an area it would serve, you know, how far the patients would have to go, I think 
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we had a 30-mile radius, we tried to spread the dialysis units, financially viable dialysis units 
around, so that no patient had to drive more than 30 miles to get to a dialysis unit. 
 
DWM: (13:54 - 13:54) 
Wow. 
 
VB: (13:55 - 15:09) 
Which worked out, most places, there's some places in very sparsely populated areas, like 
up in the mountains way up in northwest North Carolina, where, you know, it was hard, you 
couldn't always stick to that 30-mile radius. But that was a lot of the politics, you know, was 
trying to convince the state not to put a whole lot of small dialysis units at every crossroads, 
you know, they wouldn't be competing with each other, wouldn't be financially viable. So, 
you know, there was a vested interest, obviously, but we tried to be reasonable and make it 
fair, and with the patients in mind about how far they had to go. 
 
And the plan is still, to this day, is still on the books, still being followed. I mean, the one we 
developed back in the 80s, and there were a lot of people involved, it wasn't me, it was a lot 
of people, providers, a lot of, you know. 
 
DWM: (15:10 - 15:24) 
It's certainly good that the state relied very heavily on this medical expertise. I mean, I think 
a lot of times politicians want to make their own decisions about health care without the 
expertise, so it sounds like the state was very mindful. 
 
VB: (15:24 - 17:17) 
The state was very forward-looking in getting involved. I don't really know, that was before I 
got here. I mean, Ike Robinson had something to do with it. 
 
Ike was head of nephrology at Duke, and a very forceful personality, and he and Carl 
Gottschalk got together, and they were partly responsible for having the state. Duke has 
always had a lot of influence at the state political level and the legislature, as has Chapel Hill, 
obviously, and they must have had something to do with it. By the time I got here, I mean, 
they had this state kidney program, it was already, and Gottschalk had done this needs 
assessment for dialysis in North Carolina in the very early stages. 
 
So, you know, I just kind of walked into that kind of an atmosphere and got very involved 
and was chairman of several different groups that evolved, of nephrologists and lobbying 
groups and things like that. I was chairman of the State Health Coordinating Committee for 
ten years that wrote the state health plan and got to know the administrators and the 
bureaucrats that ran the state health planning activity and worked with them for many 
years in trying to see that dialysis was widely available, not restricted anywhere, but that 
was not overpopulated. So, it's interesting that North Carolina has had this interest in the 
state government. 
 



Page 42 

 

VOICE EXPEDITION INTERVIEW 
TRANSCRIPT  

The Oral History of Nephrology  
Vardaman Buckalew, MD  

Interviewed by Dugan W. Maddux, MD  
May 17, 2009 

 

 

   

 

DWM: (17:18 - 17:19) 
Being organized. 
 
VB: (17:19 - 17:44) 
Yeah, being organized, right, and taking a fairly rational view of it, you know. So, that's been 
a big part of our dialysis program here, being in a state like North Carolina. Knowing, you 
know, talking to people from around the country, North Carolina is viewed as a very unusual 
state with regard to dialysis. 
 
Yeah. 
 
DWM: (17:45 - 18:52) 
Well, it is, you know, and dialysis is just sort of this compelling story, you know, in historical 
perspective of having this technology develop. I mean, look how far we've come with the 
technology from your twin coils, you know, they're building on the floor of your clinical 
research, you know, unit. And access, where Scribner-Shuntz were, you know, a very big 
change in the ability to provide this treatment. 
 
People died before with chronic renal failure. So, there's this technology advance which 
started and has continued today to make this a better treatment, a viable treatment. And 
yet, this human story and political story, it's, you know, it's a story of governments and 
strong personalities and dialyzing in Congress and also this, you know, people from research 
who have been committed to the research of dialysis and making the technique better and 
the new technology that makes it better. 
 
It's a fascinating historical story. 
 
VB: (18:52 - 19:16) 
It is a fascinating business. It really is. When you look back at it, I don't know, people have 
written articles about the history of early nephrology. 
 
I mean, George Schreiner has one that is particularly good because he was right there, I 
mean, at the beginning. But it is a very interesting story. 
 
DWM: (19:16 - 19:29) 
Yeah, and even though George, I know, was there in the center of it, I don't think I've talked 
to anybody, I mean, far-flung across the country that hasn't seen the same story unfold in 
some way in their local area. 
 
VB: (19:29 - 19:37) 
Yeah, it unfolds differently in different locations, but underlying it is all as a common theme. 
Yeah, right, exactly. 
 
DWM: (19:37 - 20:18) 
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It's a fascinating human story. So what I want to know is when you were beginning to look at 
the cellular sodium pump and all of your work and toad bladders at Emory, did you ever 
imagine that today, I mean, you've created this division of nephrology here today, and it's 
complex. You know, it's been political activism and mentoring of young faculty like John 
Burkhart. 
 
I mean, would you have ever imagined that from before? How does that journey happen? 
 
VB: (20:24 - 26:24) 
Well, I'm not, let's see, we've touched on some of that. I, as I say, my road to this section, 
you know, developing this section started, we've been through all that, you know, with my 
intellectual stimulation at Penn, you know, starting with wanting to, you know, to 
understand things about sodium metabolism. And then, but being based in a nephrology 
section, and I ultimately obviously wanted to, not obviously, but it did become a big thing 
for me to want to run my own show, you know, to be able to develop a nephrology section. 
 
And so, as I said, I came here because there was, that wasn't going to be an opportunity at 
Emory, and so I just, I came here and one thing led to another. You're obviously impacted by 
external events, you know, the development of dialysis, the advent of retail dialysis was 
obviously something that I hadn't thought about when I got started in researching fluid and 
electrolytes. I had, I never would have dreamed that it, you know, would turn out the way it 
did. 
 
But, so, you know, you want to start in a nephrology section because you want to control 
your own destiny. You want to be able to have time to do some research. You like to teach, 
so you want to, you know, be able to do those things. 
 
And the best way to make sure you can do that is to run your own section. I guess that's, I 
guess that's the ultimate, you know, motivation, is to be able to do what you want to do. 
But at the same time, I enjoy teaching and developing young people, looking for bright 
young people and trying to develop. 
 
And that was always a part of my makeup, was, you know, enjoying doing that. And so you 
get to do that when you're a section chief. And if you start with nothing, you know, that 
gives you even more opportunity to bring your own. 
 
You don't have to get rid of a lot of people that are left over from the old group. You start 
fresh, you know, with your own people. So everybody became, you know, our recruit. 
 
And so we're, you know, very proud of the people that have developed here. John 
Burkhardt has been exceptional, exceptionally internationally known nephrologist. The 
other outstanding person that's developed here is the current section chief, the one who 
succeeded, the guy who succeeded me named Barry Friedman. 
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You know Barry. And he's been extremely successful in genetic research, the genetics of 
kidney disease, which, you know, I helped him get started as a young assistant professor. 
And so that's been a great source of satisfaction for me, is to see these people that I helped 
to get started, you know, that have done very well in nephrology. 
 
And the success of the dialysis program, the research activity, you know, I think we still do a 
lot of research in the dialysis activity. I always had the thought that we might eventually 
have a consortium of academic dialysis units. I know that other people have had that idea. 
 
I think, you know, Fastenius has sponsored some type of a renal research institute. I've sort 
of thought of it as something like that, where we would have academic medical centers, 
maybe run by the same business manager, and have a larger research activity than 
individuals, than an individual unit or two could do. But, you know, that kind of thing is very 
difficult to develop. 
 
But I've been very pleased at the way the local program has developed and its ability to be 
research-oriented, if you will, while at the same time giving excellent patient care. We 
obviously make the patient care first. But I think research improves patient care if you do it 
in the right way. 
 
I've always had that conviction, you know, that having research-oriented physicians 
improves the patient care. 
 
DWM: (26:25 - 26:40) 
You know, I was listening to the story, I was thinking a little bit, well, Dean, did you ever 
regret that you sort of, or not the renal physiologist you were when you first began? But it 
sounds like this research, this commitment to research, has been really more important 
than what the subject matter is. 
 
VB: (26:40 - 28:20) 
Yes, well, yeah, right. I had regrets that are, at first, that I had to more or less give up the 
basic research in the digitalis-like factor. But it became clear that in order to continue in 
that, that I just did not have the training and the background. 
 
As the field gets more and more complex, it gets more basic, and you need bigger resources, 
and I was able to do so. I read the handwriting on the wall. It was clear that my contribution 
to that had passed and that it was moving into a new era. 
 
So, I mean, that was realistic. I'm realistic enough not to dwell on that very long. So my 
research, my own personal involvement in research, continued, but at the level of the 
clinical trial. 
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As clinical trials became, they came along about the time I sort of phased out of the basic 
research in the renal, in the digitalis-like factor. So I tried to get the section involved in 
clinical trials. So we were a part of the MDRD study. 
 
We were one of the 15 centers that were, and we managed to get into that. 
 
DWM: (28:21 - 28:23) 
Certainly a landmark trial. 
 
VB: (28:25 - 30:23) 
A landmark. It was the first trial that the NIDDK actually did. They didn't know how to do 
clinical trials. 
 
Nobody up there knew anything about it. I mean, one of the reasons we got involved in it 
here is because of a colleague here who came from the NIH, a guy named Kurt Furberg, 
who's an expert on clinical trials. He was one of the administrators at the NIH in the 
cardiovascular, in the Heart Institute, where they'd been doing clinical trials for years and 
years. 
 
And he was involved in that, directed a lot of the clinical trials activities at the Heart 
Institute. So he was a consultant to NIDDK. They didn't know how to do, they didn't have 
anybody, none of the administrators at NIDDK knew how to do clinical trials. 
 
So they had to get consultants in, and one of them was Kurt Furberg. He kind of helped us, 
helped me write a grant. I had no idea how to, I knew how to write a grant about digitalis 
life factor, but I had no idea how to write a grant about doing a clinical trial. 
 
So he helped me write the grant that we submitted, and we got to be one of the 15 centers. 
So we got John Burkhardt involved in that, and that was his baptism in clinical trials. And 
Mike Rocco came along, and that got him started in doing clinical trials. 
 
So the MDRD study was a big thing for this nephrology section here. It had a lot of impact on 
the section as a whole. We did very well. 
 
We were the second leading recruiter for the MDRD study. 
 
DWM: (30:23 - 30:25) 
The Danville Urologic Clinic was a big part of that. 
 
VB: (30:25 - 31:36) 
Yes, the Danville Urologic Clinic was a big part of that. They were a big help. Mike Moore 
was a big supporter and helped get our quotas. 
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Although the trial results were somewhat controversial and didn't show a major impact, it 
had a major impact on nephrology. I mean, it showed the nephrology community what 
clinical trials need to be done. The randomized clinical trial was something I never heard of 
when I was a medical student. 
 
It's a new technology, if you will, relatively new in my day. It's something that's come along 
during my career. The nephrology community, as many people have put it in the literature, 
was very slow to get into that. 
 
So the MDRD was a path-breaking study, even though it didn't show a dramatic effect to 
those diets. 
 
DWM: (31:36 - 31:38) 
I agree entirely, for sure. 
 
VB: (31:38 - 32:20) 
It did show the effect of blood pressure, to some extent, supporting the idea that control 
was a good thing to do for people. So that became... Then I got involved in some clinical 
trials that were sponsored by drug companies. 
 
So that became my research activity. I had to give up the lab. It just wasn't compatible with 
being a Section Chief. 
 
DWM: (32:20 - 32:29) 
I can only imagine. What was your involvement with J&C and hypertension? Were you 
actively involved? 
 
VB: (32:29 - 35:23) 
No, I wasn't active in J&C. I've never been involved in any of the J&C. J&C is clinical practice 
guidelines. 
 
People like Mike Moore love that kind of stuff. I never did. Sitting around a table with a 
bunch of people trying to write guidelines for other people to practice medicine just never 
appealed to me particularly. 
 
I was interested in... To boil it down to the essence, my interest was in why people develop 
hypertension, why blood pressure goes up, what makes the blood pressure go up, what's 
the difference between somebody with a normal blood pressure and somebody with a high 
blood pressure in terms of the mechanism of why it went up. When so many drugs came 
along and there's so many different ways to treat hypertension, the focus of the 
hypertension community really shifted more toward management and how to use these 
drugs and what the mechanisms of these drugs were and that sort of thing. 
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When you study the mechanisms of the drugs, you kind of get into why high blood pressure 
is high. But the fundamental question of why blood pressure goes up kind of receded into 
the value. There's still people obviously to this day working on that. 
 
When things evolved to clinical trials and hypertension and drug management and writing 
guidelines and all, I was involved in trials but more just as a clinical center, somebody that 
could recruit. We developed very good expertise in recruiting patients. Recruiting patients 
for clinical trials is a technique. 
 
It's something you have to learn. It just doesn't happen. People don't drop out of the sky 
and volunteer for clinical trials. 
 
So we got interested in how you recruit patients and that was one of the things. But I never 
got involved in the bureaucracy of hypertension. I would give a few talks every now and 
then. 
 
I wasn't a big lecturer around the country for treating hypertension. I didn't do a lot of that. 
 
DWM: (35:25 - 35:27) 
Although we have a lot of guidelines today. 
 
VB: (35:27 - 37:33) 
We have guidelines for just about everything. The KDGO and the nephrologists have all 
kinds of guidelines. The hypertension people have guidelines. 
 
And I'm not against guidelines. Some people are. Some people write articles about how 
terrible guidelines are and that we shouldn't have them. 
 
We shouldn't waste all this time and effort and money on developing guidelines. But I think 
guidelines are worthwhile probably. You teach medical students. 
 
I try to teach medical students about hypertension to treat hypertension from thinking 
about pathophysiology and not guidelines. I try to promote the idea that if you understood 
hypertension why people are hypertensive you can use the drugs better. That was the way 
to learn how to do them rather than blindly following guidelines. 
 
And people who write articles against guidelines say something like that. They're against 
people wrotely following guidelines without really understanding what it is they're doing. 
And I think that's the danger of guidelines. 
 
But for the expert, for the person, for the people who are sophisticated in terms of 
mechanism, guidelines can be of help. I do think they're worthwhile having. The trouble 
with guidelines of course is they keep changing. 
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You have to keep changing. The fields move on and you end up so often having to do 
another JMT. 
 
DWM: (37:34 - 37:45) 
You mentioned early on the Bowman Gray story. It's not Bowman Gray anymore. Do you 
want to just give me a little history of Bowman Gray? 
 
VB: (37:45 - 37:59) 
Sure. Bowman Gray, Wake Forest University it's got the name from the town of Wake 
Forest. 
 
DWM: (37:59 - 38:00) 
Which is near Raleigh. 
 
VB: (38:00 - 45:06) 
Which is near Raleigh, right. So Wake Forest University started as a small Baptist college in 
the town of Wake Forest north of Raleigh. It's on US 15501 somewhere north of Raleigh. 
 
I've actually never been there. They had a two-year medical school in Wake Forest that was 
fairly good. I mean there were some actually some fairly well-known scientists who worked 
there. 
 
They did, in fact, Chapel Hill had a two-year school. There were no four-year schools in 
North Carolina except Duke. For many years there was the two-year school at Wake Forest. 
 
There was the two-year school at Chapel Hill. And there was Duke and that's about it. So 
Chapel Hill expanded to the four-year school. 
 
The first MDs graduated from Chapel Hill the same year I graduated from undergraduate in 
1954. And the speaker, the graduation speaker that year in 1954 when I graduated was the 
head of the Rockefeller Foundation who had given the money to the University of North 
Carolina to develop the four-year school to add the two clinical years. They built the 
university hospital. 
 
And all that construction was going on when I was an undergraduate and in the four-year. 
So Wake Forest four-year, two-year school developed in a different way. The Reynolds 
family were Baptists. 
 
And they, for, I guess, reasons known only to them, wanted to move the Wake Forest 
College to Winston-Salem from Wake Forest. That is how they built the campus here with 
the Reynolds money and moved the school here in the 50s, 1950s. And when they moved 
the two-year medical school here they incorporated Baptist Hospital here in Winston-Salem 
as a teaching hospital and made a four-year medical school. 
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So that was in 1958 that they moved the undergraduate or the two-year basic science 
school which was in Wake Forest to Winston-Salem and added the two clinical years at the 
Baptist Hospital and became Bowman-Gray. They got a grant, not a grant, an endowment 
from Mr. Bowman-Gray who was the chairman of R.J. Reynolds in the Gray family. It was a 
very prominent family. 
 
They've done a lot of different things. Been very philanthropic and very prominent here in 
Winston-Salem and all over the state. And Gordon Gray, Bowman-Gray's brother, was 
president of the University of North Carolina when I was an undergraduate there. 
 
And he went on to become Secretary of the Army. He had lots of political connections. 
Anyway, Bowman-Gray gave them... 
 
It's a joke. It's a standing joke locally that he got a medical school named after him for the 
lowest price that anybody has ever gotten a medical school. Common wisdom is that he 
gave... 
 
And I think this is true. He gave them half a million dollars, you know, $500,000 to start the 
four-year medical school. So for many years, it was the Bowman-Gray School of Medicine. 
 
And for a variety of reasons, they've always, for years, have wanted to make the medical 
school more closely identified with Wake Forest University. So some years back, I can't 
quote exactly what year, maybe it's been at least 10 or more years, they decided to rename 
the school to Wake Forest University School of Medicine. And there were a number of 
different locations of the medical school. 
 
So the main campus, which is over there on Hawthorne Road within the Baptist Hospital, 
attached to the Baptist Hospital, they call the Bowman-Gray Campus now. And they 
commissioned a big statue that our local, our prominent, very well-known sculptress here in 
Winston-Salem, Earlene King, did a big bronze statue of Bowman-Gray who stands in the 
entryway to the medical school over there. So that's officially the Bowman-Gray Campus of 
the Wake Forest University Medical School. 
 
Now very recently here in the last three years, the Baptist Hospital has always been a 
separate entity. It was from the beginning a separate entity. There was the Bowman-Gray 
School of Medicine and the Baptist Hospital, North Carolina Baptist Hospital. 
 
And they were totally separate entities with these joint programs. So there was a lot of 
energy expended, you know, trying to define the relationship between the two institutions. 
So the powers that be decided some years ago that they needed to combine the two 
institutions, which they finally did about three years ago, into what they now call Wake 
Forest Baptist Health. 
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It's the, it's a, you know, umbrella that covers all the clinical activity. So within Wake Forest 
Baptist Health, we have the Baptist Hospital, the Wake Forest University School of Medicine. 
We've got a group practice called the Wake Forest University Physicians. 
 
And there are various components of this Wake Forest Baptist Health, which is basically a 
combination of the old medical school and the old Baptist Hospital. So that merger occurred 
several years ago. 
 
DWM: (45:07 - 45:09) 
That's a complex history. 
 
VB: (45:10 - 45:14) 
It is, yeah. A lot of these institutions like this have a complex history. 
 
DWM: (45:14 - 45:15) 
Yeah, it's true. 
 
VB: (45:15 - 45:43) 
Med schools are always, they used to tell jokes about med schools and how they are the 
bane of the existence of a university president that they'd have to deal with medical schools 
or a well-known character, you know, it's a well-known headache for university presidents 
that have medical schools. 
 
DWM: (45:45 - 45:58) 
When you look down the road 10, 20 years from now with nephrology and kidney disease, 
what do you think will be, might be some of the big changes that we'll see for kidney 
disease? 
 
VB: (46:03 - 52:32) 
I, well, I think, you know, end-stage renal disease and dialysis is so expensive and it's taking 
up a lot of resources. A small group of people are taking an inordinately large proportion of 
the healthcare dollar and I think there'll be continued pressure on that. I think eventually, I 
think a lot of the, I think the emphasis in research on preventing progression of renal failure 
will have an impact eventually on the number of people. 
 
I think there'll be a decreasing percentage-wise number of people who will need dialysis. I 
think dialysis will eventually, it's not going to go away, but I think it's going to contract. 
Percentage-wise now, you know, as the population grows, it could, the number of people on 
dialysis might stay the same, but I think that some of the people that are progressing to end-
stage now and going on dialysis won't anymore. 
 
I think there will be eventually, I don't know how long. So I think that dialysis will eventually 
contract as a factor in nephrology. Transplant, I think if that scenario were to happen, I think 
there would be fewer transplants too, I mean, percentage-wise. 
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I think the treatment of the end-stage renal disease with transplant and or dialysis would 
become smaller. I mean, I think that, you know, the kind of thing that varies, you know, is 
genetics. I think understanding, you know, the genetic factors that are involved in the 
mechanisms of chronic renal failure will have a, eventually will have a major impact in 
preventing progression or even preventing, you know, chronic renal disease in the first 
place. 
 
On the other hand, you're going to have an aging population. And the population gets older 
and renal disease, yes, or, you know, chronic renal failure, CKD, is a function of age. I mean, 
age is a huge factor. 
 
So whether we'll figure out what it is about aging and prevent that from causing kidney 
disease, I don't know. Disease entities like glomerulonephritis and things like that will be 
susceptible or maybe even PKD or things, you know, genetic, truly, you know, genetic 
monogenetic diseases will be susceptible to some kind of intervention. But, you know, but 
lifestyle is a big factor and you're not, I mean, obesity and smoking and those things that are 
bad for kidneys is bad for lots of things, including kidneys. 
 
I don't know. Nobody's figured it out. I mean, smoking is reduced, you know, people are 
smoking less, there's less smoking now, but now we've got obesity. 
 
So, you know, that looks like it's going to be a terrible epidemic, you know, that we won't be 
able to, you know, that nobody's figured out yet how to. So that's one thing I see. Tell me, 
that's one prediction that I have. 
 
As far as hypertension goes, I'm not sure, you know, hypertension is a cardiovascular risk 
factor, and so cardiovascular risk factors then become an issue and actually the same risk 
factors for heart disease are the same as those for kidney disease. So, you know, we talk 
about obesity and diabetes, that's a big, big thing, and I believe that research will eventually 
discover some way to prevent the complications of diabetes. That would be huge. 
 
That would be huge, that would be huge in both nephrology and cardiology. I mean, the 
cholesterol problem is pretty much controlled now, but diabetes is not. I mean, I don't think 
people understand yet why people with diabetes have accelerated, it's not just the 
traditional cardiovascular risk factors, it's something about intrinsic to diabetes, and I think 
that will get figured out eventually. 
 
That'll have a genetic basis probably and once you understand the genes, then you can, you 
know, get to the mechanisms. So I think that would be huge. So, you know, I see a future of 
having research pay off eventually, you know, as a way of reducing the burden of renal 
disease, cardiovascular disease, but people may live longer, but then, you know, that 
creates problems of its own. 
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I mean, the aging population is going to be a huge problem for the society. I mean, the last 
eight years I've been on the board of a retirement community here in Winston-Salem, and 
of course aging myself. I have gotten to thinking about that a lot, and that's a huge problem, 
and that's going to have an impact on medicine, all aspects of medicine, including 
nephrology, you know, people living longer, and how to pay for their medical care, how to 
pay for their retirement. 
 
You know, it's just, it boggles the mind when you really think about that. 
 
DWM: (52:32 - 52:47) 
Yeah, it is a big issue. What are you doing today? What is your work today? 
 
Are you fully retired? We're sitting here in your office, so how do you spend your time? 
 
VB: (52:50 - 55:51) 
Doug and I worked until last July pretty much full time. After I sat down as chief of 
nephrology, I took an administrative job at the medical center. I became the chief of what 
they call the chief of professional services, which is basically the chief of the medical staff. 
 
And I did that for four and a half years. And then I went back to nephrology and basically did 
mostly clinical nephrology. I had some, I continued some of my practice, but mostly I was 
working with the fellows. 
 
I ran the fellows clinic where we taught them, they taught the patients, and I was a 
teaching, I was back to the role of a teaching physician. I did that for two or three years. And 
I didn't have to, I didn't have to consult anybody about retiring. 
 
I just, it came about, I finally got to the point where I wasn't looking forward to what I was 
doing. Up until that point, I was about 78 years old, and up to that point I had every, I was 
still looking forward to doing what I was doing, whatever it was. As I said, I found various, 
very fortunate to find various things that I could do in my older age that was contributing 
something and people were willing to keep me on as a faculty member. 
 
But I, you know, came to the realization that I was, you know, just didn't want to do that 
anymore. So I retired. And I haven't really found my footing yet with retirement, I have to be 
perfectly honest. 
 
It hasn't been something I've enjoyed. I mean, I enjoy not having to get up every morning 
and go to work. But beyond that, it's something that you have to get used to. 
 
I've talked to people that retired and heard a number of different stories, but some people 
say it took them several years, you know, two or three years before they really got 
comfortable with it. I'm sort of in that phase. You know, it's been less than a year. 
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I'm still trying. I have this, they've been very nice to let me have this office. And, you know, I 
come and piddle around a couple of days a week. 
 
DWM: (55:51 - 55:52) 
Do you have any projects you're working on? 
 
VB: (55:53 - 57:15) 
I have a couple of projects that I'm working on. One in particular, I'm involved with a group 
that I mentioned earlier that there was some interest in the digital life factor pre-eclampsia. 
And I'm involved with a group that's, the only group that I know of that's really interested in 
that issue. 
 
And we've actually done a clinical trial with an intervention that gets it, you know, blocking 
the effect of the digital life factor. So that's an ongoing, I'm sort of a consultant to that 
group. It kind of keeps my hand in a little bit with that. 
 
I kind of keep up. I've quit reading the literature in medicine in general. In nephrology, I 
don't try to read much of the nephrology literature. 
 
I do try to keep up a little bit with this digital life factor business. So I'm trying to do that. 
And just trying to figure out what, you know, what to do for the next few years. 
 
I mean, you know, personal life comes in, dealing with the possibility of moving, you know, 
downsizing your house. And, you know, those things take up a lot of emotional energy. 
 
DWM: (57:16 - 57:17) 
Sure, for sure. 
 
VB: (57:17 - 57:58) 
And so I haven't done much yet in terms of volunteer work. There were things that I thought 
I might, you know, write papers about that I could, that I've accumulated ideas and things 
that I thought I might do when I retire. But I haven't had enough of the fire in the belly, as 
we used to say, to do that, you know. 
 
Maybe I, who knows? It's a volatile, it's a volatile time. 
 
DWM: (57:58 - 58:00) 
I just don't know what to expect. 
 
VB: (58:00 - 58:03) 
You kind of have to take what comes, you know. 
 
DWM: (58:04 - 58:15) 
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Well, before we finish up entirely, I don't know if this is sort of a personal question, but tell 
me about your name. Vardaman is an unusual name. If you don't mind where that came 
from, and then we'll wind it up. 
 
VB: (58:15 - 1:00:50) 
Okay. Vardaman is a name I acquired from my father. His name was Vardaman Jr. My father 
grew up in, as I said, in northeast Alabama. And he was named by his father for his father's 
best friend, whose last name was Vardaman. So Vardaman was a family name that I 
acquired as my first name. I don't know much about the origin of the word. 
 
I know that it's a name that is mostly, you run across in Alabama, in Mississippi, there are 
people with that name in Mississippi and Alabama. It's actually used, named one of the 
characters in one of Faulkner's novels. He uses the name. 
 
It was actually a mentally retarded child in As I Lay Dying. There's a town in Mississippi 
called Vardaman. But I don't know where it came from. 
 
There was a center for Vardaman years ago from Mississippi, I believe. But I don't know 
where it came, I don't know the ethnic origin of it. I think it might be Dutch. 
 
But the only thing I have to go on there is that when my wife and I were in Amsterdam some 
years ago, we were talking to a Dutch person, a Dutchman on a streetcar as I recall, going 
somewhere. He spoke English. And we were talking about my name. 
 
Somehow it came up and he said, well Vardaman is a Dutch name that means man of value. 
But the Dutch didn't settle Alabama and Mississippi, so I have no idea. One of these days I'll 
find that out. 
 
Maybe I'll go to one of these genealogy websites or something and find out about 
Vardaman. But that's all I can tell you about it. 
 
DWM: (1:00:50 - 1:00:52) 
I'd certainly say the man of value part of it. 
 
VB: (1:00:53 - 1:01:07) 
I like that. I like that, yeah. But we stopped it with our family. 
 
We didn't name any of ours. We had three sons and we didn't name any of them Vardaman. 
 
DWM: (1:01:08 - 1:01:16) 
Well before we finish up, is there anything that we have not talked about that you want to 
make sure to mention? Have we covered anything of the important things? 
 
VB: (1:01:17 - 1:01:47) 
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I think we have. I hope, I mean I've talked a long time here but I didn't realize I was going to 
be talking about these as much as I have in depth. I think we've touched on just about 
everything I feel like that I've been involved in that I've thought about over the years and 
tried to promote. 
 
I appreciate the opportunity. I thank you for inviting me to do this. 
 
DWM: (1:01:47 - 1:01:56) 
I thank you very much for letting me come. I know we've spent a lot of time here and yet it's 
just a drop in the bucket. But I appreciate your time very much. 
 
VB: (1:01:57 - 1:01:57) 
Thank you. 
 
DWM: (1:01:57 - 1:01:58) 
Thank you. 
 
VB: (1:01:58 - 1:01:59) 
My pleasure. 
 


