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ADVANCED
PROTON
TECHNOLOGY
MEETS
WORLD-CLASS
EXPERTISE.
The Dwoskin Proton Therapy Center
is now open.
As the only NCI-designated cancer center
in Florida to offer proton therapy, Sylvester
brings one of the most advanced cancerfighting technologies available to your
patients right here in South Florida.
The Dwoskin Proton Therapy Center, located
in downtown Miami’s health district, is
equipped with Varian’s ProBeam Compact
proton therapy system. Proton beam therapy
uses pencil-beam scanning technology to
finely target the power of radiation against
cancer cells.

BENEFITS OF PROTON THERAPY
The type of proton therapy available at the Dwoskin Proton Therapy
Center is one of the most advanced forms of radiation therapy available
today. Reduced harmful side effects and long-term complications are
among the many benefits of this type of treatment.

Co-director Tejan Diwanji, M.D.

PRECISION: With proton therapy, the beam surrounds and penetrates
the tumor’s exact location to deliver radiation to cancer cells while
sparing surrounding healthy tissue.
EFFICIENCY: Using proton therapy, higher doses of curative radiation
may be safely and effectively delivered into tumor cells.
FEWER SIDE EFFECTS AND COMPLICATIONS: Most proton therapy
patients are able to maintain a busy, active schedule and may increase
your patients’ chances of an improved, more enjoyable quality of life.

Co-director Michael Butkus, Ph.D.
To refer a patient, call 844-900-UMMD (8663).
For consults, clinical trials, questions, and
coordination of care, call 844-500-SCCC (7222).

Sylvester.org/ProtonTherapy
1351 NW 14th Street, Miami, FL 33125
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SAFER FOR CANCER’S YOUNGEST PATIENTS: Proton therapy is a
potential option for patients of all age groups and is especially beneficial
for children and young adults.

AUTUMN 2020

V O L U M E 9 1, N o.4
MANAGING DIRECTOR

13

Angel Bosch-De Leon

EDITOR-IN-CHIEF
Antonio Mesa, D.O.

MANAGING EDITOR
Kristy Williford

EDITORIAL BOARD

Edison Castro, D.O.
Enrique Fernandez, M.D.
Pedro Tort, M.D.
Steve Vernon, M.D.

EXECUTIVE DIRECTOR

Fraser Cobbe

DCMA BOARD OF
DIRECTORS
PRESIDENT

Rudolph Moise, D.O., J.D., M.B.A

PRESIDENT-ELECT

Jose David Suarez, M.D.

VICE PRESIDENT

Rafael Fernandez, M.D.

SECRETARY/TREASURER
Carmel Barrau, M.D.

IMMEDIATE PAST PRESIDENT
Antonio Mesa, D.O.

By John Kiel, DO, MPH, CAQ-SM,
Alexandra L. Mannix, MD, and
Gregory Rubin, DO, CAQ-SM
Non-steroidal anti-inflammatory
drugs (NSAIDs) represent the most
commonly used medication class in the
United States. They have a significant
side effect profile which impacts major
organ systems including cardiovascular,
gastrointestinal, and renal.

Additional
Scientific Articles

Dominican Healthcare Association

North District Representatives
Patricia Ares-Romero, M.D.
Term Expires May 2023

9

Severe Co-Infection
with Dengue Fever and
Influenza A in Cuban Woman
By Kelsie Carrier, D.O.

Enrique Fernandez, M.D.
Term Expires May 2023
Julie Schwartzbard, M.D.
Term Expires May 2021
Jefry Biehler, M.D.
Term Expires May 2023

Adriana M. Bonansea-Frances, M.D.
Term Expires May 2022
Jorge Marcos, M.D.
Term Expires May 2023

At-Large Representatives
Jason James, M.D.
Term Expires May 2023
Eugene Fu, M.D.
Term Expires May 2023

Advisory Members to the
DCMA Board

Cheryl L. Holder, M.D. – Florida
International University
Sean Gnecco, M.D. – Ross University
Roderick K. King, M.D. – University
of Miami

Physicians In Training Representative
Edison Castro, D.O.

Medical Student Representatives
Samantha M. Rodriguez – Florida
International University
Lazaro Diaz, M.D. – Ross University
Tara J. Tardino – University of Miami

Autumn CME

Reviewing the Major Risks
of NSAIDs, Part 2:
Gastrointestinal & Renal
Complications

AFFILIATE ASSOCIATION:

South District Representatives

Contents

21

Delusional Disorder, Somatic
Type: An Omitted Diagnosis
By Josue Lopez, M.D.
& Yesenia Kuan, M.D.

Features:

5

Telehealth Disruption:
Is the COVID Bump Sustainable?
Rudolph Moise, D.O., J.D., M.B.A.
Presidential Editorial
Quality Designation – Autumn 2020
Antonio Mesa, D.O.
Editor-in-Chief
2020, In Hindsight
Fraser Cobbe
Executive Director’s Editorial
Persistent Pulmonary Problems in
Asymptomatic or Mildly Symptomatic
COVID-19 Patient
By Neeraj Sinha, M.D. and
Galit Balayla, M.D.
Opinion
DCMA Members in Action
Physicians and Lawyers; Finding
Ways To Work Together Through
Alternative Fee Arrangements
Stephen H. Siegel, Esq.
Vendor of Choice Editorial
Why You Need to Start Saving
and Investing ASAP
Vendor of Choice Editorial
Local CME Opportunities

6

7

24

27

29

30

31

MIAMI MEDICINE ✚ Autumn 2020

|3

ADVERTORIAL

SYLVESTER COMPREHENSIVE CANCER CENTER ANNOUNCES OPENING OF

THE DWOSKIN PROTON THERAPY CENTER
By: Diana Gonzalez

At Sylvester Comprehensive Cancer Center, part of the
University of Miami Health System, patients are now being
treated with proton therapy, an advanced type of radiation
that is extremely precise.
The Dwoskin Proton Therapy Center, located in Miami’s
health district, is now open and is named after Steven
Dwoskin for his generous gift to support cancer research
at Sylvester and the new cutting-edge facility.
This is the only proton treatment center in Florida located
at an NCI-designated cancer center.
“Our team of experts and the clinical trials we are able to
offer, because of our National Cancer Institute designation,
give us unmatched opportunities to make a difference - the
Sylvester difference,” said Stephen D. Nimer, M.D., director
of Sylvester. “Proton therapy is an important component
of the innovative treatments available to our adult and
pediatric cancer patients.”
At two-thirds the speed of light, the proton beam enters
the body with a low radiation dose that can be programmed
to stop within the tumor. This can result in decreased
intensity and frequency of adverse effects compared to
radiation that uses X-rays, which are less precise and can
penetrate normal structures as they exit the body.

“Protons have unique attributes which in
some cases will allow for less radiation
dose to healthy tissues and organs
surrounding the cancer being targeted,”
said Alan Pollack, M.D., Ph.D., chair of
radiation oncology and interim deputy
director of Sylvester. “When the radiation
dose to normal structures can be reduced,
there can be meaningful reduction of side
effects later.”
4 | MIAMI MEDICINE ✚ Autumn 2020

Sylvester has a renowned team of radiation oncologists,
medical physicists, and radiation biologists led by Dr.
Pollack. These experts have the knowledge and experience
to determine which patients may benefit from treatment
with protons. The Sylvester team approach is an essential
part of the evaluation process and the generation of a
treatment plan.

Tejan Diwanji, M.D., and Michael Butkus,
Ph.D., are the co-directors of Sylvester’s
proton program. “Proton therapy is an
incredibly intricate and complex treatment
that requires expertise at every level to
design an individualized treatment plan for
each patient,” said Dr. Butkus, a medical
physicist, who works with the radiation
oncologist to plan a patient’s treatment. “We
calculate and adjust how the proton beam
delivers the appropriate dose to the tumor.”
“The team at the Dwoskin Proton Therapy Center will guide
your patient through every step of their journey from a
planning CT scan to designing custom devices that enhance
the accuracy and precision of treatment, to the planning
and delivery of each treatment, which can span several
weeks,” explained Dr. Diwanji, a radiation oncologist.
“Proton therapy is a new and exciting addition to
Sylvester’s commitment to using cutting-edge technology
and research to improve patient outcomes and reduce
complications,” said Dr. Pollack. “We’re thrilled to offer this
at our brand new state-of-the-science facility, the Dwoksin
Proton Therapy Center.”
To learn more about proton therapy at Sylvester Comprehensive
Cancer Center, visit Sylvester.org/ProtonTherapy.

From the President’s Desk

Telehealth Disruption: Is the COVID Bump Sustainable?

O

ver the coming months, a debate will be
staged in Tallahassee over the longevity and
In a recent report, The Commonwealth Fund illustrated
sustainability of the telehealth explosion that
the dramatic rise in telehealth over the opening weeks
has been brought about by the COVID-19
of the pandemic. The report looked at national data
pandemic. The underlying question that policy makers
on telemedicine use as a percentage of pre-pandemic
will have to consider is the value of telehealth services
visit volume by practice size. In the weeks of February
and control over delivery. The stakeholders in the debate
16 - March 7, the practices studied reported 0% use
consist of every Floridian whose pathway to convenient
of telemedicine. By April 19, telemedicine utilization
and timely access to care may be altered depending on
quickly rose to some 15.7% of pre-pandemic patient
the decisions that are made.
volume for practices of 101+ providers.
The clinical benefits and financial savings of telehealth
But the study provides a cautionary tale as well. The
have been championed for years: the ability to deliver
adoption of telehealth varied significantly by practice
care into rural communities, to share access to medical
size. At the highest point measured by the study,
specialists that are in short supply across institutions,
practices with 6-20 providers plateaued at 9.8% of
Rudolph Moise,
to prevent elderly patients with limited mobility
their pre-pandemic patient volume receiving telehealth
D.O., J.D., M.B.A.
from having to travel or be transported to medical
services. And practices with five or fewer providers
President
appointments, and to manage chronic conditions to
only reached 8.3% of their pre-patient volume.
avoid unnecessary hospitalizations.
This disparity in the ability to adopt and deploy
Savings to the health care system have also been well documented.
telehealth services between practice sizes illustrates the pressure that lies
According to Modern Healthcare, “A 2018 peer-reviewed analysis of
ahead for smaller practices if the pandemic has ushered in a permanent
Nemours’ pediatric telemedicine program published in Telemedicine and
expansion of telehealth services. It is these practices that will likely need
e-Health Journal that tracked 1,000 patient visits from October 2015 to
the assurance of reimbursement from insurance carriers and policy makers
June 2017 found that when surveyed, 67% of parents who used the health
if they are to adopt and deploy telehealth to meet patient demands. This
system’s telemedicine services reported they otherwise would have visited
will be central to the debate over telehealth in Tallahassee.
an emergency department, urgent-care center or retail health clinic had
Speaking about recent changes to telemedicine policy, Centers for
telehealth not been available. The study reported 27% of parents would
Medicare and Medicaid Services Administrator Seema Verma said, “I
have opted to visit an ED had they not used telehealth, which the analysis
can’t imagine going back.” That is a position shared by many policy
suggested would have saved the Florida healthcare system $113 million
makers and medical professionals.
out of the $480 million the state spent in pediatric ER costs that year.”
The stakes over who can offer the service are massive. According to a
An explosion is the only way to characterize the rapid rise of telehealth
2019 report in Modern Healthcare, published prior to the pandemic, the
global telemedicine market was expected to grow from $38.3 billion in
services available to the public due to the pandemic. According to a 2018
2018 to $130.5 billion by 2025 as more clinicians across all ages embrace
survey by the American Medical Association published in Health Affairs,
the technology.
only 15% of physicians worked in practices that used any telehealth. As
I speak with my colleagues throughout the community, it is clear that a
Physicians have long advocated that using telehealth to deliver a
vast majority have been utilizing telehealth through multiple mediums
medical service that meets all the standards and requirements for that
during the pandemic.
same service delivered in-person should not be carved out of their innetwork contract and should be reimbursed at the same level. The core
Furthermore, pre-pandemic, there were dramatic differences in the
components that determine the value of a CPT code are all present
availability of telehealth services on a state-by-state basis. Florida trailed
in telehealth just as they are with in-person visits: Medical Decision
most of the in various statistics related to the availability of telehealth
Making, Liability Expense, and Practice Expense. Physicians also note
services. One example of the low adoption rates in Florida was included
that while closed telehealth panels can provide timely access for patients,
in a study conducted by the American Medical Association. The study
the insurance-carrier provided physicians do not have a patient’s prior
found the percentage of psychiatrists who have provided at least one
medical history and are unable to coordinate care with their treating
telemental health visit between 2014 and 2016, was only 2.4% in
physician, therefore, compromising the quality of care.
Florida, compared with 9.8% in Mississippi, 11.2% in Alabama, 12% in
Georgia, and 13.2% in South Carolina.
On the other hand, insurance carriers have utilized contracting to
The variation in adoption of telehealth between the states can partly
either limit the ability of physicians to provide telehealth services even if
they are in-network providers or have attempted to significantly decrease
be attributed to the various regulatory and statutory provisions adopted
reimbursement. The carriers have openly shared their plans to return to
in each. According to Modern Healthcare, recent analysis shows that
this position once the pandemic has eased.
some 40 states have adopted payment parity laws that provide physicians
with reassurance that investments in technology will be recouped over
The decision before policy makers will be whether the state has
time through reimbursement for the provision of telehealth services at
sufficient interest and potential gain to mandate insurance carriers to
the same rate as in-person services.
reimburse in-network physicians for the delivery of telehealth service on
par with reimbursement for in-person medical care. Some legislators may
Florida has not adopted payment parity legislation, preferring
argue it is not the role of the Legislature to interfere with contractual
rather to enable the reimbursement for the use of the technology to be
negotiations between insurers and physicians. Others will argue that the
a contractual decision between an insurance carrier and a physician,
overall benefit of access to care in rural communities, better chronic care
hospital, or other medical professional. This lack of uniformity has led to
coordination, reduced hospitalizations, and decreased transportation cost
a delayed and uneven adoption of technology across the state.
are sufficient incentive to warrant such a mandate.
But as with so many other aspects of our lives, the COVID-19
pandemic hit and rapidly changed everything. With patients unable
The wildcard in the debate will be the role of the public and how
or unwilling to travel, many physicians rapidly adopted telehealth
invested in this topic they want to become. Having had first-hand
technology. Federal and state laws were relaxed to remove barriers between
experience in using this technology for themselves and their family
physicians and patients to use whatever means readily available to ensure
members, how willing will they be to accept the pre-pandemic restrictions
medically necessary care and chronic conditions could be managed in a
in the ability to take advantage of this technology?
remote environment.
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From the Editor ’s Desk

Quality Designation – Autumn 2020
By Antonio Mesa, D.O., Editor-in-Chief

E

ach issue of Miami Medicine includes local physicians
who merit a Quality Designation. The Quality
Designation recognizes a physician’s status among
his or her peers that can also be used by patients
as a reliable guide to finding quality healthcare. Physicians
are reviewed on a variety of criteria including educational
background, board certification or eligibility, leadership
positions held, publications and lectures, honors and awards
received, and community service.
It’s important to note that the Dade County Medical
Association Quality Designation uses criteria that other
physicians who are directly involved in patient care consider
useful. The honor is awarded quarterly by the Editor-in-Chief

of Miami Medicine, and the Editor-in-Chief is not eligible in
order to avoid even the appearance of undue influence.
The Quality Designation launched with the Spring
2020 issue of Miami Medicine. To see a complete listing of
physicians who have received this honor, visit miamimed.com/
qualitydesignation.
The physicians selected for this issue practice in a wide
range of specialties including pediatric emergency medicine,
radiology, and hand and upper extremity surgery. Some are
in private practice; others are employed by area hospitals and
medical schools. Each has demonstrated a commitment to
improving medicine and patient care. Congratulations to the
following physicians:

Jefry Biehler, M.D.

Jefry Biehler, M.D. came to Miami almost thirty years ago after completing training in pediatrics, pediatric
emergency medicine, and public health. He joined the Miami Children’s Hospital Emergency Department,
as well as the hospital-based child advocacy team. He also used his training in the field of child abuse and
neglect as a long-time consultant with the Miami-Dade Child Protection Team. Dr. Biehler has worked
with the Lean programs at Nicklaus Children’s Hospital, participated in multiple quality projects dealing
with clinical care, and worked on resuscitation issues in pediatric facilities nationally. He is the Chair of
Pediatrics at the Herbert Wertheim College of Medicine and the Senior Medical Director of Quality for
Nicklaus Children’s Hospital. He also chairs the DCMA CME Committee.

Steven Falcone, M.D., M.B.A.

Steven Falcone M.D., M.B.A. is a board-certified radiologist with a certificate of added qualification in
neuroradiology and is Professor of Radiology at the University of Miami Miller School of Medicine. He’s on the
medical staff at the University of Miami Hospital and Clinics, as well as at Jackson Memorial Hospital. Dr. Falcone
also currently serves as the Associate Chair and Director of Undergraduate Medical Education for the Miller
School and is the Program Director of the Neuroradiology Fellowship Program at UM/Jackson. With 106 book
chapters, peer reviewed publications, abstracts and scientific exhibits, his interest in neuroradiology research is broad.
Additionally, Dr. Falcone serves as a Delegate to the American Medical Association’s House of Delegates for the
American College of Radiology.

Jorge Orbay, M.D.

Born in Havana, Cuba, at age three, Jorge Orbay, M.D. and his family fled the communist takeover,
settling in Puerto Rico where he later completed his medical education and internship. Dr. Orbay moved
to New York City for his Orthopedic Residency program at Hospital for Joint Diseases. He then completed
a fellowship in hand and upper extremity surgery at the University of Miami. After ten years of surgical
practice, Dr. Orbay undertook a product development career in which he pioneered the paradigm changing
volar plate for distal radius fractures and, later, an internal joint stabilizer for elbow instability and several
other innovations in upper extremity surgery.
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From the Executive Director’s Desk

2020, In Hindsight

T

his is a year that truly will never be
If you’re reading this article, you’re probably
aware that Miami Medicine has returned to its
forgotten. The blame 2020 jokes
roots as a scientific journal. Led by the efforts
continue to trend through social media
of our Editor, Antonio Mesa, D.O., the DCMA
and in casual conversations; a lightBoard of Directors recognized the opportunity
hearted reference to the struggles that have left no
that a highly regarded publication could have for
one immune during this year and challenged all of
our physicians and the entire medical community.
us personally and professionally.
Our reimagined journal was launched at the start
The amount of suffering, neglect, and depression
of 2020 and the response has been significant. The
that has been inflicted is significant and will linger
number of submissions, volume of readership, and
for a long time. My attempt below to focus on some
industry support continues to rise as we strive
positive news or silver linings to the pandemic is in
towards the ultimate goal of being recognized
no way disregarding the human and emotional toll
Fraser Cobbe,
nationally.
of the pandemic. In all life’s challenges and crises, we
Executive Director
This past year has also presented us the reality that
need to look for the positives if we are to continue
non-physician practitioners and corporate interests will continue to
moving forward as better individuals and a better society.
As noted in Dr. Moise’ article, the widespread deployment of
try to expand their role in the delivery of health care. It is abundantly
telehealth is commonly regarded as one of the greatest advancements
clear that some of the failings of our current health care system
that has emerged from the pandemic. The adoption of this
create uncertainties and enable what some would characterize as
technology on a large scale can deliver enhanced access to care and
disruption. As an organization of physicians, we embrace disruption
efficiencies. But it will not replace the traditional in-person delivery
when quality care and increased access are equally intertwined.
of medicine due to its obvious limitations. And it will not replace
We recognize the struggle our patients face trying to navigate the
the compassion and transmission of empathy and understanding
current system, the cost and interference of health insurance, the
that can be shared through personal interaction between a patient
complications of billing, the over-regulation and corporate takeand physician. It is that physician-patient relationship that is at the
over of medicine. All of which negatively impacts the traditional
core of our DCMA efforts to ensure all physicians can offer both
physician-patient relationship. Our patients need lower costs and
in-person and telehealth services to their patients. Quality care and
greater access, but not at the expense of quality.
While we cannot put the genie back in the bottle with all of the
healing will suffer in the future if each encounter with a physician is
scope expansions and encroachments, we will advocate for a single
a patient’s first.
The vulnerability of the U.S. supply chain for medical equipment
standard of care for patients. We will be prepared to identify when
and personal protective equipment (PPE) is also one of the major
patients are harmed through substandard or unsupervised care. We
lessons learned from the pandemic. The medical community often
will call out environments where medical professionals are placed
takes for granted that supplies will always be readily available.
in situations to provide care for which they are not comfortable or
Certainly, we heard of previous shortages of medications or supplies
competent.
2020 has also brought about heightened awareness of social
on a limited basis. But the pandemic opened eyes to our overreliance
injustice and health inequities. We’re extremely proud of the
on foreign sources of supplies.
Locally, the pandemic has been a crisis like we’ve never seen
diversity of thought and leadership throughout the DCMA. Under
before and it exposed some concern with a disaster response system
the stewardship of Barbara Montford, M.D., we’ve launched the
that’s mostly focused on our annual battles with hurricanes. The
Black Female Physicians Task Force to ensure our organization is
deployment of supplies was coordinated through local Emergency
responsive to their unique needs. And we continue to build upon
Management officials which rightly prioritized PPE for hospitals and
our efforts throughout Miami-Dade County with our Community
nursing homes. Many facilities and physician offices were unable to
Outreach Committee and Women in Medicine special interest
secure the supplies they needed to safely continue operations and
group.
As someone who has represented physicians within organized
protect physicians, staff, and patients from infection. During a
medicine for over 20 years, the memory that will stick with me most
pandemic that placed a premium on keeping patients away from the
after this pandemic is the respect and recognition our physicians
hospitals and facilities, there was not a plan to funnel supplies to
and other medical professionals received from society for their
community treatment centers and physician offices.
Within weeks, the DCMA developed a supply chain, bulk
commitment and unwavering support of patients. The recognition
shipping materials to a warehouse in Orlando to breakdown into
is long overdue and provides a platform to continue providing
smaller quantities for our physician practices. While we’re extremely
physician leadership and expertise in the challenges that lie ahead.
pleased to be able to provide PPE to our physician members and
It certainly has been a busy and unforgettable year. As we spend
families, it is not the ideal scenario for sourcing and delivering
deserved time with our families during the upcoming holidays, let’s
supplies. The DCMA will work with local and state officials to see if
be thankful for our continued health and the health of all of those
better planning and coordination can be implemented to make sure
that are around us. And let’s hope that 2020 can truly be left in
community treatment centers and practices can stand up in the next
the rearview mirror and some semblance of normalcy can return in
disaster and be a solution rather than an afterthought.
2021.
MIAMI MEDICINE ✚ Autumn 2020
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Now, more
than ever…
we need
you.
Healthcare has never seen greater challenges, but at
Conviva, we firmly believe challenge equals opportunity.
Conviva is a physician-led primary care group leading the way in
delivering positive health outcomes for seniors through more than 90 locations
in Florida and Texas. We focus on prevention and are supported by data that helps
to inform best practices across our patient population.

WE ARE LOOKING FOR CLINICIANS TO BE
PART OF THE CONVIVA TEAM.
Conviva Physician Group offers:
• Physician-led management and
partnership status

• Flexible work schedules with
paid vacations

• Highly competitive compensation with
an industry-leading benefits package

• No nights or weekends

If you’re looking to practice medicine
on a team where you will have a voice and
an opportunity to make a positive impact,
visit us at ConvivaPhysicians.com or email
Recruitment@ConvivaPhysicians.com.
Follow us on LinkedIn @ConvivaPhysicianGroup
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Case Repor t

Severe Co-Infection with Dengue Fever and
Influenza A in Cuban Woman
By Kelsie Carrier, D.O.

Traditional Rotating Internship Program
Larkin Community Hospital Palm Springs Campus, Hialeah, FL

Abstract
Fatal outcomes can result if co-infection with influenza A and dengue
fever isn’t considered, especially in locations where these two viruses’
peak seasons have crossover, particularly in tropical regions. Diagnosis
of co-infection can be misleading because both can present as nonspecific
febrile illnesses. Most cases involve fever, respiratory symptoms, and
muscle aches, and resolve with supportive management.
In this case, the author discusses the case of a Cuban woman who
presented with fever, generalized weakness and myalgias. Initially,
she tested positive for influenza A, and was started on symptomatic
treatment. Her hospital course turned severe and co-infection with
dengue fever was later discovered.
This case describes unanticipated complications of co-infection with
influenza and dengue fever. Travel history, place of residence, and
reported medical history should be strongly considered when developing
differential diagnoses and anticipating potential course of disease. In
individuals originating from tropical and subtropical areas who present
with nonspecific febrile illness or what appears to be a mild flu-like
syndrome, always consider viral co-infection.

Introduction
Co-infections with influenza and dengue should be considered in
regions where the epidemic periods for the two infections overlap.
The clinical presentations of each can be mimicked by the other as
well, making accurate diagnosis a challenge. Dengue is the most
prevalent arthropod-borne viral disease in humans, with up to 390
million infections and 96 million dengue cases annually.1 Dengue is
a viral infection caused by four related dengue viruses, also known
as serotypes. It is transmitted to humans by Aedes mosquitoes. Each

Address correspondence to:

Kelsie Carrier, D.O.
1475 W 49th Place, Hialeah, FL 33012
Phone: 954-817-3329
E-mail: kcarrier@larkinhospital.com

of these viruses is capable of causing classic dengue fever, dengue
hemorrhagic fever, or nonspecific febrile illness.2
Influenza A virus infects epithelial cells of the respiratory tract
and causes respiratory symptoms, characterized by sudden onset
of high fever, cough, headache, muscle pain, and severe malaise.
Three organ systems are mainly responsible for the pathogenesis
of dengue: the immune system, the liver, the endothelial cell
linings of blood vessels. For example, when Aedes mosquitoes
feed on humans, they inject the virus into the epidermis and
bloodstream, resulting in infection of epidermal dendritic cells.
Infected cells then migrate from site of infection to lymph nodes,
where monocytes and macrophages are recruited, which become
targets of infection. Consequently, infection is amplified and virus
is disseminated through the lymphatic system. Thereby, splenic and
hepatic macrophages then become infected.
Two main hallmarks of dengue are plasma leakage due to
increased vascular permeability and intrinsic coagulopathy resulting
in abnormal hemostasis, along with an amplified immune response
mediated by antibodies, cytokines, and chemical mediators
activated by viral virulence. This vascular fragility can ultimately
lead to hypovolemic shock in some cases.3
Dengue fever presents with abrupt onset of fever, arthralgias
and myalgias, retro-orbital pain, headache, malaise, petechiae
or bleeding, and often thrombocytopenia. Severe dengue is
characterized by plasma leakage systemically that may result in
circulatory shock and death. Influenza A can cause febrile illness,
headache, myalgia, and hemorrhagic manifestations, while dengue
may cause pleural effusion, pneumonitis, pulmonary hemorrhage,
and acute respiratory failure. There is no anti-viral treatment for
dengue, so treatment is mainly supportive care with IV fluids
and electrolyte monitoring. Co-infection requires aggressive
early treatment to prevent fatal outcomes. While primary dengue
infections usually cause uncomplicated dengue or subclinical
disease, increased disease severity can occur during subsequent
infection with a different serotype, as is suspected in this case.
Co-infection that goes undiagnosed may lead to increased disease
severity, such as those requiring intubation with prolonged hospital
stay, as demonstrated here.

Case Presentation
A 53-year-old woman presented to the emergency department
(ED) with complaint of generalized body aches and weakness for
one day. The patient had arrived from Cuba five days previously. She
MIAMI MEDICINE ✚ Autumn 2020
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denied contact with ill individuals. Upon arrival to the emergency
department (ED), her vital signs were as follows: temperature 100.2
Fahrenheit, blood pressure 63/45, pulse 111/minute, respiratory
rate 18/minute. Her oxygen saturation was 98% on room air. The
patient also had hypomagnesemia (1.1mg/dL), hypophosphatemia
(1.6mg/dL), hypokalemia (2.4 mmol/L), lactic acid (2.2mmol/L)
and leukocytosis (14,200 WBCs per microliter). The patient was
noted to have history of chronic adrenal insufficiency as a result
from chronic steroid use for sella turcica tumor. Her hypotension
was refractory to 3L normal saline (NS) bolus, at which point she
was admitted to the intensive care unit for volume resuscitation and
started on vasopressors (norepinephrine). Computed tomography
(CT) of the chest/abdomen/pelvis revealed bibasilar consolidations,
a non-specific 1.3 cm anterior mediastinal lymph node, and massive
hepatomegaly (24 cm in craniocaudal dimension) (Figure 1). The
patient was found to be positive for both influenza A antigen via
nasal swab and cryptosporidium with stool antigen testing. Blood
and urine cultures were negative. The patient was diagnosed with
septic shock secondary to influenza A. She received a single dose
of empiric antibiotic Zosyn in the ED, and was then started on
Levaquin, vancomycin, Solumedrol and Tamiflu. Two days into
the hospital course, the patient’s respiratory status continued to
deteriorate despite O2 3L/minute via nasal cannula. The patient
was also tried on supplemental oxygen via Venturi mask at 50%
FiO2, but continued to decompensate. Arterial blood gas (ABG)
on Venturi mask showed pH 7.11, pCO2 52 mm/Hg, pO2 62
mm/Hg, HCO3 16.6mmnol/L, O2 saturation 83.4%. A chest
x-ray (CXR) showed bilateral multifocal opacities with overlying
pulmonary edema suggesting multifocal pneumonia. A sputum
culture revealed heavy growth of Candida albicans. Another
differential included acute respiratory distress syndrome (ARDS)
secondary to influenza with concomitant lingular pneumonia.
The patient required intubation for acute respiratory failure, as
evidenced by the above ABG results. The antibiotics were switched
from Levaquin and vancomycin to Cefepime. Since admission, the
patient’s platelets progressively dropped from 218,000 to 95,000
platelets/microliter (reference range 150,000 – 450,000 platelets/

Figure 1. Massive hepatomegaly seen on CT Abdomen. Liver is massively enlarged
measuring 24cm in craniocaudal dimension. Hepatic parenchyma is diffusely hypoattenuating suggestive of hepatic steatosis.
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microliter). A peripheral blood smear was significant for toxic
granulation within neutrophils, but platelets were unremarkable.
Five days after admission, the patient complained of chest pain,
but denied palpitations, difficulty breathing, sweats, and chills.
Troponin was elevated at 11ng/mL (reference range <0.4ng/mL).
Electrocardiogram revealed sinus tachycardia 120bpm, but no
ST-T segment changes. The patient was diagnosed with non-ST
segment-elevation myocardial infarction (NSTEMI). Heparin drip
was initiated following hospital acute coronary syndrome protocol
with dual anti-platelet therapy. The patient remained intubated for
six days and was then successfully extubated. Leukocytosis decreased
progressively to within normal limits. She completed five days of
Tamiflu and seven days of Cefepime. Six days into her hospital
course, bilateral injected conjunctiva and minimal hemorrhagic
ocular discharge with ocular edema manifested (Figure 2). Given
the hemorrhagic ocular findings, massive hepatomegaly, and having
learned that three months prior the patient had been infected with
dengue virus in Cuba, an additional pathogen was suspected at
play. Hepatitis panel and HIV testing were negative. Dengue titers
revealed acute infection with elevated IgM levels. The patient was
given IV fluids and treated symptomatically. The patient recovered
successfully and was able to be discharged home after an 11-day
hospital course.

Discussion
Concurrent outbreaks with influenza A and dengue fever have
been previously reported leading to the delayed recognition of the
presence of one disease or the other in the community.2 The patient
in this case originally appeared to only be suffering from influenza
A. The sudden respiratory distress and CT abdomen imaging
showing massive hepatomegaly made the physicians question if
there was an additional underlying etiology. A right upper quadrant
(RUQ) ultrasound showed increased echogenicity of the liver while
CT displayed diffusely hypoattenuating hepatic parenchyma, all
suggestive of hepatic steatosis. The patient’s hepatomegaly was likely
chronic and likely secondary to “shock liver” and non-alcoholic

Figure 2. Displays hemorrhagic ocular findings and injected conjunctiva seen on
physical exam.
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steatosis vs. nonalcoholic fatty liver disease. Transaminases were
mildly elevated with ALT 53 and AST 157; however, a hepatitis
panel was negative. The patient had risk factors for non-alcoholic
steatosis including obesity with elevated triglycerides, diabetes, and
chronic steroid use. The care team was aware that the patient had
reportedly been infected with Dengue virus just three months prior
while residing in her home country of Cuba. This coupled with
hemorrhagic ocular findings on physical exam led the physician
team to question whether the patient’s signs and symptoms could
be explained as sequelae of dengue infection or if the infection
had re-surfaced in the patient’s already weakened state due to
influenza A. Concomitant multifocal pneumonia with ARDS was
also a strong differential given the patient’s elevated white blood
cell count of 14,000, lactic acidosis of 2.2, and CXR findings of
bilateral multifocal opacities.
Peak dengue season often coincides with influenza season,
especially in tropical regions. There have been several reports
of co-infection with influenza A and dengue in tropical regions,
especially in 2009, when the H1N1 influenza was pandemic.4 Most
cases occurred in individuals in their 30s, and symptoms were very
diverse, though the pulmonary system was involved in almost all
cases. When this patient went on to develop cardiac symptoms
and NSTEMI, the differential diagnosis continued to expand and
it became clear that more than one organism had to be at play.
Possible co-infection was not strongly suspected until the patient’s
condition began to deteriorate. It is important to note the patient
in this case had a unique set of pre-existing comorbidities including
a history of sella tursica tumor and chronic adrenal insufficiency as
well as being a former smoker. Her case may have been particularly
severe due to her immunocompromised state caused by long-term
corticosteroid use. The patient exhibited severe features such as
hemorrhagic conjunctiva as well as findings not previously reported
in other cases such as massive hepatomegaly and NSTEMI.
It is believed that co-infection with these two viruses is often
more severe than other co-infections because they may be operating
synergistically to amplify and prolong symptoms.5 Co-infection
should always be considered in patients coming from tropical
regions, especially if they have nonspecific presenting symptoms.
While diagnosing co-infection may not have changed the treatment
regimen in this case, it would have made the care team better
prepared for the complications that arose.

Conclusion
Co-infection was not originally considered in this patient’s
case. Dengue fever could have been considered give her history of
recent arrival from her country of origin (Cuba). If co-infection
with influenza A and dengue fever had been suspected initially, it
likely would have enabled the physicians and hospital staff to be
better prepared and more anticipatory for the increased severity
of symptoms that accompany such co-infections. Considering coinfection may have made staff more prepared and ready to react
to complications, it may not have prevented complications such
as severe ARDS and NSTEMI. It was fortunate that, although coinfection was not discovered until the end of the patient’s hospital

course, the team was able to react to complications in a timely
manner to enable the patient to have a positive outcome. This case
report emphasizes the need to consider recent travel history when
encountering a severely ill patient in an emergency situation. In
the future, co-infections should always be considered in patients
coming from tropical regions and presenting with nonspecific
febrile illnesses.
Conflict of Interest: The author declares no conflicts of interest
regarding this case.
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Abstract
Background
Non-steroidal anti-inflammatory drugs (NSAIDs) are the most
commonly prescribed and used class of medications in the United
States. Physicians prescribe them to treat painful, inflammatory
conditions and fever. It is important that physicians be aware
of associated risks and best practices when prescribing NSAIDs to
patients.
Purpose
The purpose of these articles is to review the most common side
effects of NSAIDs including cardiovascular, cerebrovascular,
gastrointestinal, and renal adverse effects. The article will also attempt
to summarize best practices for prescribing NSAIDs.
Study design
This study was a narrative review of relevant articles.
Methods
Keyword searches were performed in google scholar and Medline.
Manual searches were performed in other relevant journals and
articles for reference lists of primary articles.
Results
66 relevant studies were included in these narrative reviews. The
authors found that the increased risk of cardiovascular, cerebrovascular,
gastrointestinal, and renal effects with the use of NSAIDS was a class
wide effect. Although no definitive statements can be made, naproxen
and ibuprofen appear to convey the lowest cardiovascular risk. In
patients with gastrointestinal risk factors or complications, patients
should use a non-selective NSAID with a gastroprotective agent or
use a COX-2 inhibitor. In patients with underlying chronic kidney
disease, NSAID use contributes to disease progression and the best
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available evidence would suggest meloxicam or celecoxib to be the
least nephrotoxic.
Conclusions
NSAIDs, despite their widespread use, are associated with
significant adverse effects across major organ systems including
cardiovascular, cerebrovascular, gastrointestinal and renal disease. It
is difficult to make broad recommendations about which medications
are safest. When prescribing NSAIDs, physicians should prescribe the
lowest dose for the shortest period of time necessary.

Introduction
In part 1, the authors introduced non-steroidal antiinflammatory drugs (NSAIDs) and the cardiovascular risks
associated with their use. Regarding cardiovascular risk, there
is no clear consensus on which drugs are the safest, although
naproxen and ibuprofen may be the best candidates. NSAID use
also increases the risk of hypertension and congestive heart failure.
The relationship with cerebrovascular disease is less clear. In part
2, the authors will review the relationship between NSAID use
and gastrointestinal and renal adverse events.

Gastrointestinal Complications
NSAIDs cause gastrointestinal (GI) injury by reducing
prostaglandin substrates leading to mucosal injury. Inhibiting
COX-1 blocks the production of prostaglandins, which protect
the stomach “by increasing mucosal blood flow and stimulating
the synthesis and secretion of mucus and bicarbonate… [and
promote] epithelial proliferation.”1 NSAIDs leave the GI mucosa
vulnerable to acid secretion, digestive enzymes, and acidic diet.
COX-2 mediated prostaglandin inhibition primarily targets the
anti-inflammatory cascade of the prostaglandin cycle, sparing
COX-1 inhibition and reducing the risk of GI toxicity.
Emergency department (ED) patients may be at high risk of
GI complications due to NSAID use. In one study of patients
with osteoarthritis, 86.6% were at increased risk and 22.3%
were at high risk of GI toxicity.2 Evaluation of GI risk includes
determination of the presence of well-known risk factors such as
age greater than 60, severe illness, H. pylori infection, previous
history of GI bleeding, peptic ulcer and/or GI symptoms, high risk

surgical history, the use of high-dose NSAIDs, the combination
of two NSAIDs (including aspirin), or the concomitant use of
anticoagulants or corticosteroids.3,4
The use of NSAIDs has been shown to increase the risk of GI
complications by three-to-five fold.5 The first two months of use
may be the period of greatest risk; however, risk remains elevated
afterwards with continued use.2 Patients experience upper GI
complications at a rate of six times more frequently than lower
GI complications. The rate of lower GI complications are not well
characterized but thought to be increasingly common.6
GI adverse events of NSAID use can be divided into three
categories: symptom related, NSAID-related gastroduodenal
injury of unclear clinical significance, and symptomatic
complications such as ulcers, bleeding ulcers, obstructions, or
GI bleeding. Patients may report multiple symptoms related to
NSAID use including heartburn, dyspepsia, reflux, abdominal
pain, nausea, and vomiting. Between 40 and 60% of NSAID users
will report at least one of these symptoms and they do not reliably
predict future complications.7 These symptoms often result
in self discontinuation of therapy. Secondly, about 30 to 50%
of NSAID users have endoscopic lesions (such as subepithelial
hemorrhages, erosions, and ulcerations), mainly located in gastric
antrum, and often without clinical manifestations.8 Lastly, severe
complications occur at approximately 1-2% during the first
year, increasing to 4-5% in patients with symptomatic ulcers.9
Although data is scarce, one study estimated the mortality rate
to be 15.3 deaths/100,000 NSAID/aspirin users.10 In 2006 in the
United States, this rate was greater than the rate of death from a
car accident or firearm injury, which were approximately 15 and
10 per 100,000 people respectively.11
Clinicians should be familiar with which NSAIDs have the
lowest risk of GI toxicity. In one systematic review from 2012, the
risk ratio of upper GI complications, ranged from 1.43 to 18.45.12
Upper GI complication definitions varied between studies but
included upper GI bleeding, bleeding and/or perforation, and
uncomplicated peptic ulcer disease. Stratified by specific drug,
the following risk ratios (RR) were found: RR < 2 (aceclofenac,
celecoxib and ibuprofen), RR 2-4 (sulindac, diclofenac,
meloxicam, nimesulide, and ketoprofen), RR 4-5 (tenoxicam,
naproxen, indomethacin, and diflunisal), and RR > 5 (piroxicam,
ketorolac, and azapropazone). Selective COX-2 inhibitors have
been found to have fewer GI symptoms and a lower risk of GI
complications.13
Attempts have been made to mitigate the GI risk by altering
the preparation of the NSAID with an enteric coating or adding a
second medication. Enteric coating of aspirin does not appear to
reduce the GI risk.14 In patients with a history of bleeding ulcer,
comparing the use of celecoxib to diclofenac plus omeprazole
did not result in a significant difference in the recurrence of
bleeding. Nevertheless, another study showed combining
celecoxib with esomeprazole significantly reduced the incidence
of recurrent bleeding.15,16 The addition of misoprostol reduced
GI complications by 40 percent.8 Proton pump inhibitors (PPIs)
appear to be superior to H2 blockers but clinically equivalent to
misoprostol in the treatment and prevention of peptic ulcers.17,18
The use of either NSAIDs plus PPI co-therapy or COX-2-selective
agents compared with NSAIDs alone reduced hospitalizations by
54 percent.19
There are no clear guidelines about the use of NSAIDs
and screening for GI complications. When necessary, it is
recommended that patients at risk of GI complications either
receive a non-selective NSAID with a gastroprotective agent or

a selective COX-2 inhibitor. Clinicians should use the “safest”
NSAIDs, at the lowest dose, for the shortest period of time.
Patients on anticoagulation, oral corticosteroids, low dose ASA,
or antiplatelet medications should not take NSAIDs.

Renal Complications
Acute kidney injury (AKI) is a major cause of morbidity and
mortality. In individuals admitted with AKI requiring emergent
dialysis, mortality rates can exceed 50 percent.20 Cyclooxygenase
enzymes, which regulate the conversion of arachidonic acid to
prostaglandins, are abundantly present in the kidneys and play an
important role in renal hemostasis, renin release, renal tubular salt
and water reabsorption. In general, NSAIDs block the vasodilatory
effects of prostaglandins. Nearly all drugs are excreted via the
kidneys, and the rate of drug-induced nephropathy is increasing.21
A decline in renal function can occur within days of initiation of
NSAID therapy with non-selective NSAIDs and selective COX-2
inhibitors carrying similar risk.22,23
NSAID use appears to promote progression of chronic kidney
disease (CKD) but may be safe in healthy individuals without
any underlying disease. NSAID use is an independent predictor
of accelerated decline in renal function in patients with advanced
baseline renal impairment.24 Conversely, patients in NSAID
therapy with a normal baseline glomerular filtration rate (GFR)
had similar renal function at 3.2 years compared with nonNSAID users.25 Most studies record a decrease in mean estimated
glomerular filtration rate (eGFR) and CKD disease progression
with NSAID use.26,27 Aspirin use alone does not appear to impair
renal function in patients with normal renal activity; in fact,
regular aspirin users with stage 4–5 CKD have been shown to have
a slower rate of disease progression per year compared with nonusers.28,29 While dosing and frequency of use matter for disease
progression as well, there is no consensus on what constitutes
‘regular’ or ‘high’ use.3,30
NSAID use in patients with other comorbidities can contribute
to CKD progression or the development of kidney disease.
Individual patient risk factors include underlying kidney disease,
volume depletion, liver cirrhosis, congestive heart failure, diabetes,
hypertension, and elderly age. In individuals with hypertension,
concurrent use of angiotensin converting enzyme inhibitors
(ACEI) or angiotensin receptor blockers (ARB) with NSAIDs was
associated with an increased risk of AKI. The risk was greatest at
initiation of treatment.4
NSAID use can lead to renal insufficiency, which can present
acutely or present chronically, representing a spectrum of disease,
with the end of the spectrum represented by end stage renal
disease. This appears to be caused by a decrease in GFR and
renal vasoconstriction. Sodium retention with hypertension and
edema can be seen with NSAID use. COX inhibition can lead to
decreased sodium excretion and increased sodium retention. This
appears to occur via a variety of mechanisms including decreased
GFR, direct inhibition of sodium absorption in the ascending
limb collecting duct, and reduction in renal medullary blood flow.
Hyperkalemia can occur with NSAID use by suppression of the
renin-angiotensin-aldosterone system in addition to diminished
GFR. In one study of 1.2 million new NSAID users, NSAID use
alone was not associated with developing a serum potassium ≥ 6
mEq/L.31
Additional renal syndromes may be associated with NSAID
use. Papillary necrosis involves loss of the renal papilla and has
been associated with NSAID use. Acute tubular necrosis occurs
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from death of epithelial cells in the renal tubules. Acute interstitial
nephritis is an inflammation of the renal interstitium, occurring
acutely, sub-acutely, or with chronic use. In addition, NSAID use
may also increase the risk of renal cell cancer.32
It is unclear which NSAIDs have the best renal safety profile.
There are no large epidemiological studies comparing renal safety
of the majority of NSAIDs. In one study of 121,000 new NSAID
users, meloxicam was the safest with an adjusted risk ratio (aRR)
of 1.27, followed by celecoxib (1.54), and naproxen (2.42).33
In summary, NSAID use is safe in the general population
without underlying kidney disease when used at the lowest dose
for the shortest period of time necessary. NSAID use in patients
with CKD promotes disease progression, which must be carefully
considered in patients requiring analgesia.34 In patients with other
comorbidities, especially hypertension, use of NSAIDs should
be approached cautiously. There is no clear, evidence-based
recommendation on which NSAID is safest for the kidneys. The
best available data would suggest that meloxicam and celecoxib
are the least nephrotoxic.

of analgesic use and risk of renal cell cancer. Arch Intern Med. 2011
Sep 12;171(16):1487-93.

Conclusion

9. Lanas A, García-Rodríguez LA, Polo-Tomás M, et al. Time
trends and impact of upper and lower gastrointestinal bleeding
and perforation in clinical practice. Am J Gastroenterol. 2009
Jul;104(7):1633–41.

NSAIDs are the most commonly used class of drugs in the
world with several organ systems at risk of life-threatening adverse
events. There are no clear guidelines about the use of NSAIDs and
screening for gastrointestinal complications, although patients on
anticoagulation, oral corticosteroids, low dose ASA, or antiplatelet
medications should not take NSAIDs. When necessary, it is
recommended that patients at risk of GI complications either
receive a non-selective NSAID with a gastroprotective agent
or a selective cox-2 inhibitor. There is no clear, evidence-based
recommendation on which NSAID is safest for the kidneys. The
best available data would suggest the meloxicam and celecoxib
are the least nephrotoxic. High-dose NSAID use does appear
to contribute to CKD progression. When prescribing NSAIDs,
clinicians should be aware of common risks associated with their
use to properly assess patients for any gastrointestinal bleeding
risks, and prescribe the “safest” NSAID, at the “lowest dose”, for
the “shortest period of time.” In limited studies, even short-term
use of NSAIDs (i.e. 30 days) has been associated with increased
risk.35 ED providers should be aware of common risks associated
with NSAID use to properly risk stratify patients.
Conflict of Interest: The authors declare no conflicts of interest.
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CME

Reviewing the Major Risks of NSAIDs, the Most
Commonly Used Class of Drugs in the U.S.
Part 2: Gastrointestinal and Renal Complications
CME Questions (circle one answer) / Free to DCMA Members / $55 charge for non-members*

(Return by November 15, 2021: ONLINE at miamimed.com/cme or BY MAIL to 1011 Sunnybrook Rd., Suite 904, Miami, FL 33136)
1. Which of the following is true of
cyclooxegnase inhibitors?
A. COX-1 inhibition leads to vasospasm
		 in the smooth muscle
B. COX-1 inhibition blocks prostaglandin
		 formation which typically protects the
		 gastric mucosa
C. Nonspecific COX inhibitors have fewer
		 GI side effects than COX-2 inhibitors
D. Inhibition of COX-1 leads to better
blood pressure control
2. Which of the following is true regarding the
use of NSAIDs and kidney injury?
A. The chance of kidney injury is higher in
		 patients with baseline CKD
B. NSAIDs have no effect on kidney 		
		 function
C. NSAIDs have a protective quality in
		 acute kidney injury
D. Hypokalemia is more commonly seen in
		 patients taking NSAIDs
3. How does NSAID use lead to GI distress?
A. Decreases the release of digestive enzymes
B. Inhibits synthesis of mucus and bicarb
		 production
C. Accelerates production of proton pump
		 activation
D. Inhibition of platelet aggregation

4. Which of the following is not considered a risk
factor for GI complications due to NSAID use?
A. Age over 60
B. H pylori infection
C. Use of high dose NSAID
D. Using NSAIDs with oral corticosteroids
E. Use of a proton pump inhibitor
5. Regarding GI side effects, when does NSAID
use pose the greatest risk?
A. The first two months only
B. The first two months but risk remains
		 elevated with chronic use
C. The first week and then risk approaches
		 zero
D. Only after more than one year of use
6. Which category of GI adverse events
associated with NSAID use is most concerning?
A. Symptom related
B. NSAID-related gastroduodenal injury of
		 unclear clinical significance
C. Diarrhea
D. Symptomatic complications
7. How quickly can NSAID use lead to
impaired renal function?
A. Within days of use
B. Within months of use
C. Within years of use
D. It is unknown how long it takes

8. According to the article, concurrent use of
which class of antihypertensive medication
and NSAIDs can contribute to chronic kidney
disease?
A. ACE inhibitor / Angiotensin
receptor blocker
B. Alpha 2 agonists
C. Beta Blockers
D. Thiazide diuretics
9. According to the reading, which NSAID
had the best renal safety profile?
A. Ibuprofen
B. Naproxen
C. Meloxicam
D. Diclofenac
10. In the future, when prescribing NSAIDs,
what is the most important underlying
principle?
A. Maximize analgesic effect
B. Maximize anti-inflammatory effect
C. Use lowest dose for shortest period
		 of time
D. Ignore risk factors for complications
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Case Rep or t

Delusional Disorder, Somatic Type:
An Omitted Diagnosis
By Josue Lopez, M.D. & Yesenia Kuan, M.D.
Larkin Community Hospital, South Miami, FL

Abstract
The authors present a case which demonstrates the importance
of implementing a differential diagnosis to avoid unnecessary
treatment. The patient is a 73-year-old woman with no previous
psychiatric history who initially presented with symptoms of psychosis.
After further investigation, she was diagnosed with delusional
disorder, somatic type, a diagnosis that was not considered initially.
A common characteristic of individuals with delusional disorder
is the apparent normality of their behavior and appearance when
their delusional ideas are not being discussed or acted on.1 It was
not until after several encounters with various treatment modalities
that the patient began to show improvement in mental status. This
case demonstrates how a thorough work up can lead to an accurate
diagnosis and thereby prevent polypharmacy, avoid adverse effects,
and control symptoms more effectively.

Introduction
Delusional disorder is a condition characterized by at least
one month of a fixed, false belief that is persistently held despite
evidence or agreement to the contrary, generally in reference to
a mental disorder, but without signs or symptoms of psychosis.
According to the DSM-V, the estimated prevalence is around
0.02% in the United States, which is considerably less than
that of schizophrenia (1%) and depressive disorders (5%).1 The
annual incidence of delusional disorder is one to three new
cases per 100,000 persons.2 The mean age of onset is about
40 years, but the range for age of onset runs from 18 years of
age to the 90’s.2 Linked to schizophrenia spectrum disorders
since the mid-20th century, recent work has confirmed 19thcentury notions of an etiology based on intentional biases
and personality dimensions.3 Important to note are the key
differences in diagnostic criteria when delusional disorder
is suspected. In addition to the five symptom domain areas
identified in the DSM-V diagnostic criteria, the assessment of
cognition, depression, and mania symptom domains is vital for
making critically important distinctions between the various
schizophrenia spectrum and other psychotic disorders.1
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Treatment options are more limited when compared to the
conditions associated with psychosis, such as schizophrenia
or major depressive disorder (MDD) with psychotic features.
Regarding pharmacotherapy, a randomized, controlled trial able
to overcome the significant challenges involved has not been
published.3 Cognitive behavioral therapy has been shown to be
effective, but this can be time consuming when compared to
pharmacotherapy. Medication compliance is also an important
factor to consider when considering treatment options, not only
for delusional disorder, but all psychiatric disorders. This case
highlights the importance of including delusional disorder as
a differential diagnosis when patients present with psychotic
features. By doing so, one can avoid prescribing unnecessary
medications and prevent potential side effects, achieving a
quicker response to the treatment plan.

Case Presentation
The patient is a 73-year-old right-handed female who presented
to the clinic with her daughter due to ongoing symptoms of
anxiety, difficulty sleeping, and tactile/visual hallucinations.
The patient reported “I have little animals that live inside my
ears. I first noticed them around three months ago.” The patient
also reported restlessness and worsening depression due to these
symptoms. Once the symptoms began, she made several visits to
her primary care physician where her ears were cleaned and no
abnormalities were noted. Her daughter stated that her mother
has showed her empty pill bottles where the patient would
“trap the bugs inside” but “there was never anything there.” The
patient reported difficultly falling asleep and maintaining sleep,
with frequent awakenings throughout the night.
She was placed on escitalopram 10 mg by mouth daily over
one year ago by her primary care physician; however, the
patient’s symptoms began only three months ago. Risperidone 1
mg at bedtime was added to her treatment plan on her first visit
at the clinic. Throughout her follow-up visits, the antipsychotic
dose was slowly increased without improvement. Given that
symptoms persisted despite increasing dose adjustments, both
medications were discontinued after an approximate four-month
trial. Mirtazapine 7.5 mg at bedtime was initiated given her
continued insomnia, worsening anxiety and depressed mood.
Upon her next visit, one month later, the patient reported
improvement in sleep and stated “I barely feel the bugs anymore.
They are almost all gone.” At this visit, she was diagnosed with
delusional disorder, somatic type as her primary diagnosis and
mirtazapine was increased to 15 mg by mouth at nighttime. This
was done because, despite gradual improvement, the patient still
complained of having a depressed mood. After two months on
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| 21

treatment choice given her presenting symptoms, age, and gender.
This case highlights how one can focus on major symptoms and
overlook smaller details, which ultimately delays finding the
correct diagnosis and initiating the appropriate treatment. As
this case illustrates, a diagnosis of delusional disorder, somatic
type is more appropriate than schizophrenia or major depression
with psychotic features given the patient’s presentation and in
light of the DSM-V criteria. Since antidepressants have been
successfully used for the treatment of delusional disorder,
specifically somatic type, this case demonstrates the importance
of including delusional disorder in the differential diagnosis
to avoid unnecessary use of medications, especially when
taking into consideration gender and age-related differences in
incidence. In summary, a reasonable pharmacological treatment
approach for the patient with delusional disorder is a standard
trial of an antipsychotic or, for somatic delusions, an SSRI.1
Furthermore, this case shows that delusional disorder, somatic
type can be treated successfully with mirtazapine monotherapy.

mirtazapine 15 mg, she reported having higher energy, stable
mood, adequate sleep, and an overall improvement in symptoms.

Discussion
The authors have described a case of delusional disorder,
somatic type (DDST), accompanied by depressive symptoms,
and reported its treatment and follow-up. The somatic delusions
and depressive symptoms responded favorably to treatment with
mirtazapine 15 mg by mouth nightly. Differential diagnosis
includes MDD with psychotic features and schizophrenia.
Considerations regarding psychotic and mood symptoms are
presented in Table 1.
Today, the prevalence of delusional disorder is limited by
sparse epidemiologic data that mostly includes individual case
descriptions or small uncontrolled case studies.4 Delusional
disorder carries many different types, including erotomatic
type, grandiose type, jealous type, and persecutory type to
name a few. Initially, antipsychotics, specifically pimozide, were
considered to be the pharmacological approach of choice but,
subsequently, tricyclic anti-depressants and selective serotonin
re-uptake inhibitors (SSRIs) were also suggested to be effective,
implicating the serotoninergic system in the pathophysiology
of the disorder. Use of paroxetine has been reported as an
effective and reasonable drug for DDST with secondary
depression. Studies support previous observations that DDST is
associated with hypoperfusion in the left temporal and parietal
lobe.5 This is important to note because the temporal lobe is
involved in primary auditory perception and the parietal lobe
controls sensation. A case presented by Dimopoulos et al.,
previously demonstrated a response to aripiprazole-mirtazapine
combination, indicating similar results, however, with the use of
two psychotropics.6 Nevertheless, there have been no reports of
mirtazapine monotherapy as the sole treatment for DDST, and
this should be considered for study in further detail.
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Table 1. Differential diagnosis of Delusional Disorder, somatic type
DDST


MDD w/ psychotic
features


Psychotic and mood
symptoms
presentation.

—Mood episodes meet full criteria.


—Hallucinations, if present, are
not prominent and are related to
the delusional theme (e.g. of being
infested with insects associated with
delusions of infestations.

—Psychotic Features are only

—If mood episodes occur
concurrently with the delusions, the
total duration of these episodes is
brief relative to the total duration
of the delusional periods.



—Functioning is not markedly
impaired, and behavior is not
obviously bizarre or odd
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—Hallucinations is
present are prominent.

indicated is full criteria are currently
met for MDD






Schizophrenia

—Functioning is markedly
impaired, and behavior is bizarre
or odd


—Mood episodes may be
concurrent, however, taken in
total, should be present for only a
minority of the total duration of
the active and residual periods of
the illness
—Functioning is markedly
impaired, and behavior is bizarre
or odd
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Opinion

Persistent Pulmonary Problems in Asymptomatic or
Mildly Symptomatic COVID-19 Patients
By Neeraj Sinha, M.D.1 and Galit Balayla, M.D.2
Pulmonary and Critical Care, Medical Director of Lung Transplant Program at University of
Miami/Jackson Health System
2
General Medicine, Central University of Venezuela

1

Abstract
Since the beginning of the SARS-CoV-2 outbreak in December
2019, the scientific community has been trying to elucidate the
behavioral pattern of the virus and trying to predict its effects. One
of the greater challenges was evident after it was demonstrated that
asymptomatic patients can carry and transmit the virus, making
it even harder to contain the spread. However, it is not yet well
understood to what extent these carriers are affected and the longterm consequences they might suffer.
Some studies suggest that almost 45% of coronavirus infected
patients are asymptomatic, which would explain the rapid spread
of the virus and the need for a more extended testing protocol
not limited to symptomatic patients.1 It may be possible that the
absence of symptoms does not necessarily mean an absence of harm.
A new study conducted in China describes the epidemiological,
clinical and immunological characteristics of 37 asymptomatic
patients with a median age of 41 years (range 8-75 years).2 The
median duration of viral shedding in asymptomatic patients was
19 days (15-26 days) compared to symptomatic patients with a
mean of 14 days (p=0.028), although viral shedding does not
necessarily correlate with viral infectivity. They also observed that
IgG and neutralizing antibodies in a large number of patients who
recovered from SARS-CoV-2 began to decrease within 2-3 months
after infection, generating a great uncertainty of whether herd
immunity could be achieved. Furthermore, computed tomography
(CT) radiological changes were found in 56.7% of the study’s
cohort even though researchers found a low inflammatory response
characterized by low circulating concentrations of cytokines and
chemokines of the asymptomatic patients. 2 The CT radiological
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changes in asymptomatic patients is not a new discovery. A study
of the population aboard the “Diamond Princess” cruise in early
March also found CT changes in 54% of the asymptomatic patients.
These patients showed ground glass opacities predominance over
consolidation pattern while symptomatic patients showed more
consolidation over ground glass opacities. However, asymptomatic
cases showed a milder CT severity score than symptomatic patients. 3
The clinical spectrum of COVID-19 ranges from asymptomatic
to severe, but most of the patients testing positive have made a
full clinical recovery. However, the long-term consequences of the
infection are difficult to predict. The fact that CT changes are
being described even in asymptomatic patients raises the concern
of persistent pulmonary injury in COVID-19 patients. Persistent
pulmonary injury may cause exercise or resting desaturation;
which in turn, if undetected and not supplemented adequately
by home oxygen, may cause secondary pulmonary hypertension
and right heart failure. Such a desaturation may not always be
associated with shortness of breath in COVID-19 patients. This is
called “silent hypoxemia.” One French study compared the oxygen
saturation in relation to respiratory rate in COVID-19 patients
with non-COVID-19 patients with acute respiratory failure in
a pre-hospital setting, finding increased discrepancies in the first
group. This would suggest that a normal respiratory rate without
saturation measure can mask a profound hypoxia in COVID-19
patients. 4

Discussion
Due to the findings mentioned in the results section, the
authors propose follow-up testing 4-6 weeks after positive
testing in all SARS-CoV-2 patients: Initial workup at a
primary care or pulmonary specialty office may include chest
x-ray, spirometry, and exercise saturation test (or a six-minute
walk distance test). If a formal oxygen saturation assessment is
not available, the primary care physician may walk the patient
in the clinic to assess for exercise desaturation using a pulse
oximeter. During a telemedicine visit, if the patient has a pulse
oximeter, the patient can be asked to check oxygen saturation
at rest and while walking. If abnormal results are seen, a chest
CT without intravenous contrast will be indicated. This would

help early detection and management of any pulmonary
sequalae and to also quantify the long-term outcomes. Early
referral to a pulmonologist should be considered if persistent
pulmonary injury is present, and if a pulmonologist is not
already involved in the care. More severe cases may need referral
to a lung transplant program. Expanding follow up even to
asymptomatic patients might seem costly and unnecessary to
some; however, it may be the only way for early detection that
could prevent secondary complications and ensuing expenses.
There is still a large amount of unknown information
about SARS-CoV-2 and physicians around the world would
need to adapt as newer discoveries on managing COVID-19
patients begins to surface. What initially seemed as a highly
deadly virus is now believed to have a low fatality rate, but
this new information on asymptomatic patients might imply
that there could be an increased rate of disability in the world’s
population after the pandemic is over. Larger longitudinal
studies are necessary to understand the full impact of the virus.
But for now, increased testing and follow-up are essential to
mitigate the long-term effects of virus.

Key Messages:
1. Initial workup at a primary care or pulmonary specialty 		
office at 4–6 weeks after COVID-19 infection may include
chest x-ray, spirometry, and exercise saturation test (or a sixminute walk distance test).
2. If a formal oxygen saturation assessment is not available,
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the physician may walk the patient in the clinic to assess for 		
exercise desaturation using a pulse oximeter.
3. If abnormal results are seen, a chest CT without intravenous
contrast will be indicated.
4. Early referral to a pulmonologist should be considered if 		
persistent pulmonary injury is present.
5. More severe cases may need referral to a lung transplant
program.
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The DCMA PAC at Work for You
The Dade County Medical Association Political Action
Committee (DCMA PAC) is a bi-partisan physician-led
organization committed to supporting candidates that
embrace the sanctity of the physician-patient relationship.
Each election cycle, the PAC conducts candidate interviews
to ensure it supports physician friendly candidates. These
relationships are critically important for the long-term
success of our organization and for the practice of medicine
in Florida and beyond.
This year, the DCMA PAC interviewed candidates for open
seats in the Florida House and Senate. The questions asked of
each candidate included topics such as scope of practice, medical
malpractice, and medical liability insurance rates. Due to the
COVID-19 pandemic, all interviews were conducted virtually.
The DCMA shared the list of endorsed candidates through
its weekly newsletter to members. We hope this helped you
when it came time to fill out your ballot. Though election day
has passed, the PAC Board wanted to provide a reminder of
the candidates it endorsed:
• Tom Fabricio, House District 103
• Maureen Porras, House District 105

Overcoming Burnout:
A DCMA Women in
Medicine Discussion
In a year as challenging as 2020, it’s critically important
for physicians to be open to the difficult topic of burnout.
On October 19, the DCMA Women in Medicine hosted
an engaging virtual discussion on physician burnout led
by DCMA member Delvena Thomas, D.O. Members
discussed strategies for overcoming burnout and improving
well-being at the office and at home.
The DCMA Women in Medicine Committee is
working on a full range of events for 2021 with a focus on
increasing engagement and membership among women in
the DCMA. Keep an eye on the weekly DCMA newsletter
for more information and event registration.

• Christopher Benjamin, House District 107
• Rep. Dottie Joseph, House District 108
• Annette Collazo, House District 110
• Rep. Bryan Avila, House District 111
• Rep. Nick Duran, House District 112
• Demi Cabrera, House District 114
• Rep. Vance Aloupis, House District 115
• Rep. Daniel Perez, House District 116
• Kevin Chambliss, House District 117
• Rep. Anthony Rodriguez, House District 118
• Rep. Juan Fernandez-Barquin, House District 119
• James “Jim” Mooney, House District 120
• Sen. Jose J. Rodriguez, Senate District 37
• Rep. Ana Maria Rodriguez, Senate District 39
All DCMA members are an important part of the
political process! The PAC fundraises annually to
be able to support candidates with a pro-medicine
agenda. Contributions can be made at miamimed.
com/pacdonation.

Welcome, New
DCMA Members!
The Dade County Medical Association is excited
to welcome the following new members who have
joined since the publication of our last issue:

Active

Rachel H. Braunstein, M.D.
Annabelle Cohen, M.D.
Anita Petteway-Tyler, M.D.
Marie S. St Cyr, M.D

Affiliate

Leon Gedeon, M.D.

Physician in Training
Michael Appeadu, M.D.
Kelsie Carrier, D.O.
Heeransh Dave, M.D.
Salatnay Henriquez, M.D.

Student

The DCMA Women in Medicine discussion on physician burnout took place
virtually on October 19.

Larissa Andrade
Sidney Barrau
Frances M. De La Camara
Sarah M. Jacobs
Melissa Ramirez
Crystal Yan
Kristen Zayan
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Ignoring it won’t make it go away...
Cyber threats are here to stay, and they
will only get worse.

Buying that cyber policy you keep putting off just might be one of the best
decisions you will ever make. A solid cyber insurance policy will give
you much more than just peace of mind. One call can get a team
of experts at your defense, covering expenses and taking your
practice back!
Ransomware claims have doubled in the first half of 2020.
If you have a standard cyber policy, you are most probably
alarmingly underinsured. Put the experts at your defense in this
ever-changing cyber environment. Call Bill Gompers of DannaGracey at 888.777.7173 for a no-obligation assessment of
your current cyber policy. Your practice is worth it.

888.777.7173 • bill@dannagracey.com • www.dannagracey.com
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Physicians and Lawyers; Finding Ways To Work Together
Through Alternative Fee Arrangements

R

ecently, I met with a prospective client,
who wants to purchase a medical practice may agree
a physician who had built a successful
to a discounted hourly rate, plus a success fee if the
practice with multiple physician employees
purchase price is less than what the seller originally
and partners. He contacted me to explore
proposed. From the client’s perspective, this alternative
options for selling his practice. At the start of our
provides cost savings, particularly if the transaction is
meeting, he exhibited the skepticism that many
not consummated. That same certainty creates a risk
prospective clients have at the start of an initial
for the attorney, who discounted his legal fees.
meeting. We reviewed my experience, my firm’s
3. Monthly Retainer Fee. A client who wants
capabilities, and whether he had come to the right
to establish an ongoing relationship with their legal
firm. Usually, at some point during this discussion,
counsel and anticipates having multiple legal needs
prospective clients relax a bit. Not this time. Indeed,
over the course of time may find this option appealing.
he became more and more hostile as our meeting
For example, a physician may want to hire a new
progressed. My questions, which were open-ended in
Stephen H. Siegel, Esq.
physician and will need an employment agreement
an effort to obtain information, were answered either
prepared, or the physician owners of a group practice
“yes,” “no,” or “maybe.” He asked few questions, all
may want to be able to communicate and meet with legal counsel
superficial. His body language made clear he was uncomfortable. When
without worrying about the cost. Monthly retainers provide a level
I asked if something was wrong, he responded: “I just hate dealing with
of certainty about the legal fees the practice will incur. Depending
lawyers! They always take too long and produce documents that include
on the terms, a monthly retainer arrangement is an excellent way to
language addressing things that do not make sense. Every lawyer I have
eliminate the reluctance to pick up the phone, because the lawyer’s
ever worked with charged by the hour and could never tell me how long
“clock starts running” whenever a client has a legal question. For
it would take to complete a project or how much it would cost. Also, I
both the attorney and the client, the risk associated with a monthly
am afraid to call and ask even a simple a question because every time I
retainer is finding, over time, that both sides are satisfied with the
do, I get charged for the time!”
I explained I have little control over the length or timeliness of
arrangement.
a legal document, particularly if a prospective purchaser retains an
4. Risk Collars. For representation on a particular matter, it may
attorney to protect that party’s interests. However, to some extent,
make sense to establish a budget. If the actual legal fees are less than
determining the cost of legal services is another matter. After reviewing
the budgeted amount, the attorney receives a bonus. However, if the
several alternative fee arrangements, he selected the one with which
legal fees exceed the budgeted amount, the client receives a discount
he was most comfortable. As a result, we were able to agree on a fee
on any additional legal fees.
arrangement that, hopefully, will avoid this physician feeling he paid
too much or did not receive value for the services he received.
This physician’s frustration with attorneys’ legal fees is not
5. Full Contingent Fee Arrangements. These arrangements
uncommon. It is difficult to explain to professionals, most of whom
frequently are used with attorneys who represent plaintiffs seeking
bill for their services primarily on a per-procedure basis, that hourly
damages or compensation for some type of injury. In these situations,
billing is a fair way to pay for legal services. This article discusses five
the attorneys do not get paid unless their client prevails.
		
alternatives to hourly billing that law firms are using to address the
Physicians may view some of these alternative fee arrangements as
“black box” that seems to be inherent in hourly billing arrangements.
“standard operating procedures.” For example, surgeons use a form of
1. Fixed Fee Menu. As at a restaurant, a client selects the the fixed fee menu in pricing their services. Some concierge practices
services they want/need for a predetermined price. And like at a
make use of a monthly retainer fee model.
For many law firms, alternative fee arrangements are still a relatively
restaurant, this gives a client certainty as to what their requested
novel innovation. Attorneys may be reluctant to raise the possibility of
legal services will cost. The difficulty with this fee arrangement is
an alternative fee arrangement with prospective or established clients.
that it may not be possible to identify all the different services needed
That does not mean a client should avoid raising the issue. One way
to achieve a client’s goal. For example, an attorney may charge $X
to evaluate prospective legal counsel is by their willingness to review
for a straightforward physician employment agreement, but once the
appropriate alternative legal fee arrangements with you.
project commences the attorney may find it is necessary to deal with
(for example) the prospective employee’s restrictive covenant with
Stephen H. Siegel focuses on helping each client achieve their business and
their former employer, or obtaining a medical license in Florida. If
regulatory objectives while minimizing that client’s legal and business risk.
these matters were not part of the parties’ initial discussion, it may
He also assists clients to address their regulatory and transactional concerns,
be necessary to revise their agreement several times.
or who find themselves subject to scrutiny by a federal, state, or private
2. Partial Contingencies/Success Fees. In some circumstances, agency. He is a Partner in Lubell/Rosen’s Health Law and Cannabis Law
it may make sense for the parties to agree to a fixed fee arrangement
Practice Groups. Mr. Siegel received his BA from Florida State University,
during the engagement, with a “bonus” at the end, if a clearly defined
cum laude, and his Juris Doctor from the Georgetown University Law
result is achieved. For example, an attorney representing a physician
Center.
________________________________
About the Author: Stephen H. Siegel, Esq., Partner, Lubell/Rosen, Coral Gables, Florida, Florida Bar Certified-Health Law, HCCA Certified- Healthcare
Compliance and Healthcare Privacy Compliance; (O) 305.655.3425; (M) 305.298.8640; shs@lubellrosen.com
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Why You Need to Start Saving and Investing ASAP

A

re you worried about running out of money in the future?
You may be able to save and invest to reach your most
significant financial goals - including the retirement you
want – but you’ll need to start now.

Let compound interest go to work for you.
Talking about how much you need to save for retirement means
talking about big numbers that can feel overwhelming, but it might
give you peace of mind to know that you don’t have to do all the
heavy lifting yourself. That’s thanks to compounding returns. Say
you invest $1,000 into the stock market and that money earns a 7%
return or $70. That brings your total amount invested to $1,070;
if you stay invested, your earnings also get a chance to earn money
that’s compounding. The initial amount saved grows exponentially
over time. In conclusion, this makes it possible for almost anyone
to build enough wealth to achieve significant financial goals. The
sooner you begin to save and invest, the more time you provide that
money to compound.

Time can have a significant impact on your
financial success.
The length of time you have can be even more important than how
much you put away each month. Consider these two different types
of savers: Person A takes a slow and steady approach, saving what he
can even though it’s a small amount every month. Person B figures
she can catch up later when she has more money available to save
later in her career.
Person A saves $200 a month to his Roth IRA for 30 years. Assuming
a 7% hypothetical return rate, he ends up with $226,705.89 at the
end of those 30 years. Person B, on the other hand, waits until she
can afford to contribute more each year before she contributes. She
doesn’t start saving until she is 15 years into her career. At that
point, she contributes $450 per month into a Roth IRA for 15 years.
Assuming the same rate of return, person B would end up with
$135,696.72. That is one hundred thousand dollars less than person

A, even though she saves more than twice as much each month once
she begins contributing.
Reduce the strain on your cash flow (and invest with less risk).
Extending your time horizon on savings and investments means you
don’t have to contribute as much each month. It also means you
don’t have to rely on high-risk investment strategies to get significant
returns to make up for lack of early saving. You can choose a slower
and steadier pace for wealth accumulation.

Conclusion
This is the power of compounding returns; if you can give your
investments the time they need to grow, you can make it easier for
you to reach your goals. Together, we can find a strategy that works
best for you.
The examples are provided for illustrative purposes only. It does not
represent performance of any actual investment. Individual results will
vary and may be more or less favorable.
About New York Life: Learn more about New York Life by contacting
Pascal Millery by phone at (954)-772-5200 (office) or (305) 994-4498
(cell), or by email at pmillery@ft.newyorklife.com.
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Join the DCMA & FOMA for:

Annual State-Mandated CME Program
Saturday, December 12, 8:30 am to 5:00 pm
Attend virtually or at the DCMA office!
D.O.s & M.D.s can earn 8 hours CME in the following areas:
• Prevention of Medical Errors
• Domestic Violence
• Human Trafficking
• Controlled Substance Prescribing
• Laws & Rules and Professional & Medical Ethics

This activity has been planned and implemented in accordance with the accreditation requirements and policies of the Accreditation Council for Continuing
Medical Education through the joint providership of the Dade County Medical Association. The Dade County Medical Association is accredited by the Florida
Medical Association to provide continuing medical education for physicians. Please advise sponsor of special disability or dietary requirement. The Dade County
Medical Association designates this live activity for a maximum of 8 AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit commensurate
with the extent of their participation in the activity.
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FREE

FOR DCMA
MEMBERS
$500 FOR
NONMEMBERS
TO REGISTER,
VISIT:
MIAMIMED.COM/
EVENT/CME2020

List of CME Courses FY 2020
SAVE THE DATE

ONLINE COURSES

Bioethics Network Florida Ethics: Debates,
Decisions, Solutions
November 13, 2020
Virtual
Physician Credit: 3 AMA PRA Category 1 Credits™

2 AMA PRA Category 1 Credits™
Meets Florida Board of Medicine requirements
http://cme.med.miami.edu/online-education

Advances in Hepatobiliary Diseases and Liver
Transplantation 2020: Update XXIII
December 4-5, 2020
InterContinental Miami Hotel
Physician Credit: 11.25 AMA PRA Category 1 Credits™

• Medical Errors Prevention
• Domestic Violence Course
• HIV/AIDS Update

Neurology Update and Stroke Intensive Course 2021
February 4-6, 2021
InterContinental Miami Hotel
Physician Credit: TBD
To obtain information or to register for upcoming conferences, go to www.cme.med.miami.edu and click on “Courses” or call the University of Miami Miller
School of Medicine Division of Continuing Medical Education at 305-243-6716 or email at umcme@med.miami.edu.

Baptist Health offers more than 400 CME/CE courses each year through its nationally accredited Continuing
Medical Education Program. For a complete course listing, go to BaptistHealth.net/CME, or contact the
Baptist Health Continuing Medical Education Department at 786-596-2398, or CME@BaptistHealth.net

Live Webinars ■ Eligible for FREE CME credit. ■ CMEWebcasts.BaptistHealth.net
Online Learning Program ■ Over 200 FREE CME/CE Courses. ■ American Board of
Internal Medicine Maintenance of Certification Points Available ■ Subjects include:
COVID-19 ■ Antimicrobial Stewardship ■ Primary Care ■ Oncology ■ Cardiology
■ Neuroscience ■ BaptistHealth.net/CMEOnline
Florida Physician Required Continuing Education ■ FREE online courses ■
■ Human Trafficking ■ Medical Errors ■ Domestic Violence ■ Prescribing Controlled Substances ■ Relicensure.BaptistHealth.net

Miami Medicine is the official publication of the Dade County Medical Association (DCMA).
Advertising in Miami Medicine does not imply approval or endorsement by the DCMA. Any ads stating approval by the DCMA have been declared by the DCMA as worthy of consideration by
its members; however, the DCMA shall have no liability in the event the user is dissatisfied. The DCMA maintains a sponsorship program which endorses select vendors and organizations whose
products and services may be beneficial to the membership and/or from which the DCMA may receive financial support. Miami Medicine assumes no responsibility for statements made by its
contributors. Opinions expressed by authors are their own, and not necessarily those of Miami Medicine or the DCMA. Miami Medicine reserves the right to edit all contributions for clarity and
length, as well as to reject any material submitted. Subscription: $50 annually; single issue $13.
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Highland Park Office Center
1011 Sunnybrook Road, Suite 904
Miami, Florida 33136
I: www.miamimed.com
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EMERGING TRENDS.
We’re taking the mal out of malpractice insurance.
In an ever-evolving healthcare environment, we stay on
top of the latest risks, regulations, and advancements.
From digital health innovations to new models of care
and everything in between, we keep you covered. And it’s
more than a trend. It’s our vision for delivering malpractice
insurance without the mal. Join us at thedoctors.com
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