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Excellence in
pediatric care,
delivered
with heart

Nationally ranked specialties. World-renowned team. Collaborative approach.
Nicklaus Children’s pediatric specialty programs have
time and again been ranked among the best in the nation
according to U.S.News & World Report. Established in
January 2015 as Pediatric Specialists of America and
rebranded in January 2020, Nicklaus Children’s Pediatric
Specialists is the multispecialty medical group practice of
Nicklaus Children’s Health System with a regional, national
and international presence in providing pediatric-centric
care through a collaborative team approach, excellence in
clinical care, education and research.

nicklauschildrens.org/NCPS
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From the President’s Desk

Governor, let us bring back house calls.

T

he coronavirus pandemic has highlighted
medication in stock or that pharmacy may charge
the crisis of over-regulation in American
more for the same medication than a different
medicine. These regulations inhibit the
pharmacy in the same part of town. Because
development of effective treatments for a variety of
physicians can only send a prescription to a
conditions without providing additional protection
particular pharmacy, patients are unable to shop
against harmful or ineffective treatments and
around for the best prices or are forced to wait for
inadequate care. On the contrary, many state and
a medication if the pharmacy does not have their
federal regulations have unnecessarily delayed
prescription in stock. Pharmacies typically will
treatments, caused recurring shortages of a variety
not forward an electronic prescription to another
of medications (including even simple items such
pharmacy, often even if the other pharmacy is part
as normal saline), impeded the safe practice of
of the same chain.
medicine, and raised costs without providing any
The Drug Enforcement Administration allows
Antonio Mesa, D.O.,
measurable benefits.
pharmacies
to forward electronic prescriptions,
President
For example, the U.S. Food and Drug
even for Schedule II controlled substances, to
Administration unnecessarily delayed the deployment of
other pharmacies. State law allows pharmacies to do so as well. But
coronavirus test kits for two weeks as approval for the kits went
state regulations force physicians to send an electronic prescription
through the usual bureaucratic channels even during a crisis. In
to only one pharmacy at a time and make it burdensome to provide
Florida, Governor Ron DeSantis had to personally intervene to
paper prescriptions for patients. As a result, patients often wind up
provide a special dispensation from the onerous telemedicine rules
paying more for their medications or face delays in getting their
in order to allow physicians to continue to treat their patients
medications because of the state’s electronic prescribing regulations.
during the quarantine.
Eliminating some regulations, and modifying others, would go a
This tidal wave of regulations not only comes from the state
long way towards addressing these negative consequences of the
and federal governments; a vast array of accreditation and
electronic prescribing regulations.
certification bodies supplement government regulations with
There are many more examples of counterproductive
ever more byzantine rules and guidelines. All physicians actively
regulations that drive up costs without any benefit to patients.
involved in direct patient care for the majority of their time are
The governor and state legislature have already provided some
aware of the problems with these organizations. Decision making
regulatory relief in healthcare, most notably with the elimination
by these private organizations is opaque and tends to be controlled
of the Certificate of Need laws. But laws are only part of the
by institutions with a vested interest in defining standards that
problem. Often, the regulations implementing the laws are an
inhibit competition. The maintenance of certification process and
even greater problem.
the accreditation of medical facilities such as surgery centers and
To address this, several organized medicine groups in Florida
clinics are good examples of how these organizations have directly
are convening a joint committee on regulation. The purpose is
profited by adding complexity and expense without improving
to identify those regulations that are unnecessarily burdensome
public health or safety.
or counterproductive, and present the findings to the governor.
Rather than continue with a litany of the well-known problems
The committee will consist of representatives from select county
caused by over-regulation, let’s examine some potential benefits
medical societies in different parts of the state and state-level
from deregulation. In Florida, many older patients have difficulty
specialty societies. This will ensure physicians from multiple
getting to their medical appointments for a variety of reasons
specialties and locations throughout the state have a voice in the
related to transportation. This often means interruptions in
committee.
continuity of care or the inability to get timely treatment for
The committee will also seek input from other state and national
new conditions. Telemedicine can provide a viable alternative by
organizations. All areas of healthcare regulation will be considered
allowing physicians to make virtual house calls. Patients can get
for review, although the goal is to identify the most egregious
the necessary medical care they need with physicians who already
examples of over-regulation in Florida. Our state is the thirdknow them well and understand their conditions.
largest state in the nation. What happens here will set precedents
The relaxation of the telemedicine regulations during this
that can be followed in other states.
pandemic has proven that physicians can provide virtual house
Governor DeSantis has made deregulation a priority of his
calls safely and efficiently. This has saved time, reduced unnecessary
administration. Since taking office, he has been steadfast in trying
expenses, and resulted in better health outcomes for patients. But,
to find ways to reduce harmful or counterproductive regulations.
if the governor reimposes the regulatory regimen in place before he
We appreciate his timely actions regarding telemedicine. This is
lifted the restrictions, all of this will become impossible again.
the best opportunity in years to roll back the crushing amount of
Similarly, the electronic prescribing regulations currently in
regulation or, alternatively, to develop new structures that are not
place require physicians to send a prescription electronically to
burdened by oppressive regulation. These regulations are killing us,
a single pharmacy. That pharmacy might not have a particular
sometimes literally.
MIAMI MEDICINE ✚ Sprin g 2020

|5

From the Editor ’s Desk

T

Quality Designation – Spring 2020

he experience with COVID-19 has shown that, in many
places, quality has become progressively less important
while cost-containment has become increasingly more
important, frequently with unfortunate results for patients. Even
the federal government has defined cost-containment as a quality
measure for medical care and tied physician reimbursement to
these measures. How this helps individual patients is unclear,
but most patients tend to be reluctant to trade cost-containment
for quality, especially when the benefits of cost-containment go
to some nebulous entity like the healthcare system rather than
directly to them. Patients want to know whether their physicians
can provide true quality of care.
For the past few months, we’ve been discussing problems with
the various quality designations promoted by a wide range of
organizations. We stressed the importance of using criteria that
are a valid reflection of physician quality. Equally as important,
we noted the value of using criteria that other physicians who are

directly involved in patient care consider useful.
In this issue, we are announcing the first five physicians
who merit a Quality Designation. The quality criteria reviewed
included educational background, board certification or
eligibility, leadership positions held, publications and lectures,
honors and awards received, and community service. 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. The honor is awarded by the Editor-inChief of Miami Medicine.
The five physicians noted below cover a broad range of
specialties including primary care, surgery, and obstetrics and
gynecology. Each physician chosen has demonstrated a longterm commitment to education, patient care, and service to
the community. In future issues, we will announce additional
physicians who merit a Quality Designation. Congratulations
to the following physicians:

Elizabeth Etkin-Kramer, M.D.

Elizabeth Etkin-Kramer, M.D. is a board-certified gynecologist on Miami Beach. She is an assistant professor of
Ob/GYN at the FIU Herbert Wertheim College of Medicine. Dr. Etkin-Kramer is a past president of the Dade
County Medical Association and current chair of the American College of Obstetrics and Gynecology Patient
Safety and Quality Initiative for District XII (Florida). Her interest is breast and ovarian cancer risk assessment
and prevention. In 2017, she founded the nonprofit Yodeah, to educate and facilitate cost-effective genetic
testing for hereditary cancer genes in the Ashkenazi Jewish and other high-risk communities.

Rafael Fernandez, Jr., M.D.

Rafael Fernandez, Jr., M.D. is a board-certified orthopedic surgeon at Gables Orthopaedics. Additionally, Dr. Fernandez
is certified in Workman’s Compensation, as he frequently treats injured workers. He is a Fellow of the American Academy
of Orthopedic Surgeons and Fellow of the American College of Surgeons, and a member of the Dade County Medical
Association, Florida Orthopedic Society, and the Miami Orthopedics Society. After earning his medical degree from the
University of Illinois in Chicago, Dr. Fernandez completed his residency at the University of Kansas in Wichita, and
completed fellowship training in Sports Medicine at the University of Illinois in Peoria, Illinois.

Jorge Marcos, M.D.

Jorge Marcos, M.D., a neurologist with First Choice Neurology, focuses on the treatment of memory and
movement disorders. He attended medical school at the University of San Carlos in Guatemala and residency
and fellowship at the University of Miami / Jackson Memorial Hospital. Dr. Marcos has conducted numerous
lectures to increase awareness of Alzheimer’s disease, especially in the Hispanic community. He’s a member of
the American Academy of Neurology, Parkinson’s and Movement Disorder Society, American Epilepsy Society,
Florida Medical Association, and Dade County Medical Association, and has a faculty appointment at the
Herbert Wertheim Medical College of Medicine at Florida International University.

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

Rudolph Moise, D.O. is President and CEO of Comprehensive Health Center, LLC, a large primary health care practice
in Dade and Central Florida. He practices family medicine and pain management. Dr. Moise is also CEO of the Physician
Access Urgent Care Group, a Managed Service Organization (MSO) which manages 40 medical practices in Florida. He is
a member of multiple boards including the Dade County Medical Association, Florida Medical Association, and Jackson
Memorial Foundation. Dr. Moise retired from the Air Force Reserve after 21 years of honorable service as a Colonel and
Flight Surgeon.

Lauren Shapiro, M.D.

Lauren Shapiro, M.D. is an Assistant Professor of Clinical Physical Medicine and Rehabilitation at the
University of Miami. After earning her medical degree from SUNY- Stony Brook, she completed her PM&R
residency at the Northwestern University program at the Rehabilitation Institute of Chicago, where she served
as Chief Resident. In 2014, she was among the first physicians to earn subspecialty board certification in Brain
Injury Medicine. Dr. Shapiro provides expert care to facilitate functional recovery following traumatic brain
injury, stroke, and other neurological conditions. She practices at the new Lynn Rehabilitation Hospital (Jackson
Health System) and at UHealth.
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From the Executive Director’s Desk

Maintaining the DCMA Standard

S

ince 1903, there has been one consistent standard
requirements, and long delays in the delivery of needed
for the promotion of excellence and access to high
supplies. Discussing the developments on a county
quality medical care in Miami-Dade County. The
and state level, it also became clear that supply chains
standard bearer over those decades has been the Dade
available to the government and public entities were
County Medical Association (DCMA), a volunteer
also compromised, and the bulk of their re-stocking
organization led by renowned clinicians and researchers
plans would rightfully center on the health systems and
in the community. If you look back through our proud
hospitals that would need the supplies to care for the
history, physicians have provided steady leadership,
anticipated surge in patients.
reassurance, and compassionate care as we have
As an organization, the DCMA had to consider
conquered countless epidemics, wars, financial crises,
where that left our physician members.
Many
and other unforeseen disruptions to everyday life. It is
physicians faced a crisis that demanded they continue
with great appreciation and respect for our members that
to practice in the community to prevent a greater
we recognize the selfless acts of so many physicians in our
surge of patients descending on the emergency
Fraser Cobbe,
community who are setting new standards as we stand up
rooms. Yet, they did not have access to PPE supplies
Executive Director
against the COVID-19 pandemic.
to protect the physicians, staff, and patients in those
community settings.
The DCMA as an organization is doing its part to support local
physicians. It is during times of uncertainty and crisis that exceptional
Armed with the support of our leadership, DCMA staff quickly
organizations rise to the forefront. Our leadership has instructed staff
launched an initiative to partner with several other medical associations
to be assertive, be creative, and communicate as much as possible as the
in the state to create a supply chain that could address the needs of its
community responds to the pandemic.
members. The concept was simple: pooling supply orders from members
Recognizing that the traditional community standard of care may be
to meet the minimum order thresholds, placing product orders, and
hampered by the realities of the crisis, the DCMA has taken a leadership
redistributing supplies in the community. The challenge was securing
role on a state and local level. We joined several organizations is calling for
warehouse space, inventory control mechanisms, identifying trusted
the Governor to consider liability protections for clinicians that have to
suppliers, and creating infrastructure to manage the acquisition and
work under the extraordinary constraints and realities brought upon them
invoicing process.
during the Emergency Declaration.
Within two weeks of identifying the need, we launched our initiative at
We were instrumental in leading the first calls to open up telehealth
the start of April and the response from the membership was immediate.
opportunities for physicians and patients in Florida and had direct
We quickly had orders for more than 40,000 products and had placed
involvement in encouraging the commercial health plans to follow the
orders for over $300,000 worth of supplies.
lead of the Medicare and Medicaid Programs.
As the DCMA rolled out the project, we started receiving a number
We launched a physician-led initiative to establish standards for
of small orders for masks being placed by physicians who work for local
reopening elective and non-urgent procedures to make sure our health
health systems and institutions. It was puzzling at first given the greater
care community can rebound as soon as possible and patients can avoid
likelihood that physicians in the larger systems would have access to more
the detrimental impacts of long-term delays in restorative and medicallysupplies than those in the community. Then one evening we received a text
necessary surgery. The standards will include appropriate screening
from one of our physician members whose spouse, a trauma surgeon, just
of patients, ongoing adherence to best practices around the use of
came home from a shift at the Ryder Trauma Center | Jackson Memorial.
personal protective equipment (PPE) and personal hygiene, as well as a
He was looking to order some masks and safety goggles so they could
reasonable and appropriate loosening of the restrictions on surgical care.
protect each other at home.
The Emergency Declaration that temporarily postponed non-urgent
Clarity immediately emerged. These small orders were coming from
and elective procedures has had a tremendous impact on our hospitals,
physicians serving on the front line that are selflessly leading the fight
surgery centers, and physician practices. The DCMA will work with state
against the disease and providing compassionate care to the sickest of the
and federal officials to establish safe standards to restore access to these
sick. Yet when they come home at night, they face the very real fear that
treatments as quickly and safely as possible.
their family is at heightened risk and sharing this fight along with them.
Even with the assurance of knowing best practices to avoid the spread of
In order to engage the community at large, the DCMA hosted an
disease to their loved ones, the gravity, emotional and mental strain of the
extremely successful Virtual Town Hall with the Greater Miami Chamber
of Commerce. The event included a host of exceptional speakers including
situation is shared throughout the family.
our own DCMA President Antonio Mesa, M.D., and representatives from
The next day, the DCMA launched the Protecting Physician Families
the Florida Division of Emergency Management, Jackson Health System,
initiative. Armed with financial donations from some of our generous
FIU HealthCare Network, and Director of Emergency Management,
business partners, and the support of local medical students, we crafted
Miami-Dade County. The wide-ranging discussion covered timely topics
a plan to set up distribution locations to provide free PPE to spouses
including access to testing, protective equipment, development of vaccines
and children of our DCMA members who are providing direct care to
and antibody testing, telehealth, as well as the county and state disaster
infected patients. We hope in some small way this program can provide
response. A recording of the event is available on the DCMA website.
comfort to our physicians and recognize the sacrifices their spouses and
children are also making in this ongoing fight against COVID-19.
It became apparent early in the crisis that the availability of PPE
was going to be one of the major headlines to emerge. The DCMA was
For more information on all of these DCMA initiatives or to make
hearing from our members that the commercial supply chains were
a financial contribution to the Protecting Physician Families initiative,
disrupted with reports of restrictions on orders, large minimum-order
please visit our website at miamimed.com.
MIAMI MEDICINE ✚ Sprin g 2020
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Contact
us Today!
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850.425.6200 x2205
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Isn’t it time for an independent expert
opinion on your malpractice insurance
coverage?
Not all policies are created equally. There are many factors to consider
when shopping for your malpractice insurance – proper liability limits,
tails, triggers, retroactive coverage, regulatory and cyber protection,
purchasing programs... the options are daunting, and the wrong fit can
be disastrous to your practice.
As independent agents specializing in malpractice insurance placement,
we are strong enough within the malpractice insurance marketplace to
fully and competently negotiate the best coverage and pricing for you
with the top insurers in the state.
Call Bill Gompers of Danna-Gracey at 888.777.7173 for a no-obligation
assessment of your current malpractice insurance policy. Your practice is
worth it.

888.777.7173 • bill@dannagracey.com • www.dannagracey.com
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Case Repor t

Leptomeningial Neurosarcoidosis: A Case Presentation
By Prathusha Maduri, D.O., Tanner Candelore, D.O., Kester Nedd, D.O.,
and Sreepadma Sonty, M.D.
Larkin Community Hospital, South Miami, FL
Abstract
Sarcoidosis is a disease typically known to affect the
pulmonary system presenting with non-caseating granulomas.
While extrapulmonary manifestations have been welldocumented, neurologic complications remain rare. The purpose
of this case presentation is to discuss an unexpected and unusual
presentation of sarcoidosis affecting the Central Nervous System
(CNS), termed neurosarcoidosis (NS).
The patient at Larkin Community Hospital is a 60-year-old
right-handed woman who presented with symptoms of gradually
worsening dizziness affected by a change in position, bilateral
hearing loss with tinnitus, blurry vision, nausea, headaches,
and localized weakness and intermittent numbness in her limbs.
Physical exam confirmed specific neurologic deficits consistent
with affecting the central nervous system. Laboratory findings
included elevated cerebrospinal fluid (CSF) angiotensinconverting enzyme (ACE) levels and neuroimaging included Brain
MRI which revealed intraparenchymal, meningeal-based and
intraventricular/subarachnoid enhancing lesions. Hospital-course
included immunosuppression with high-dose steroid therapy and
transfer to an acute inpatient rehabilitation for therapy.
Treatment for neurosarcoidosis has not been well-researched,
and while steroids are considered the first-line therapy, several
alternative therapies have been proposed. This case demonstrates
the importance of continued physical exercise and therapies in
maintaining a level of functional ability despite the disease
progression of neurosarcoidosis. Treatment options will likely
continue to emerge as more research is performed.

Keywords: Sarcoidosis, Neurosarcoidosis, Leptomeningial
Neurosarcoidosis, Sensorineural hearing loss, Vestibulopathy,
Rehabilitation, Neurological disorders

Address correspondence to:
Prathusha Maduri, D.O. and Tanner Candelore, D.O.
Larkin Community Hospital
7031 SW 62nd Street
South Miami, FL 33143
Email: pmaduri@larkinhospital.com,
tcandelore@larkinhospital.com
Phone: (305) 284-7761

Introduction
Sarcoidosis is a disease typically involving multiple organ
systems but is classically known to affect the pulmonary
system in 90 percent of cases by the accumulation of T
lymphocytes, mononuclear phagocytes, and non-caseating
granulomas. 1,2 Extrapulmonary manifestations are numerous
and include the skin, eyes, neurological tracts, and peritoneal
organs. Neurologic complications in particular, are present in
5-10 percent with sarcoidosis. 3,4 The term neurosarcoidosis
(NS) is generally a diagnostic consideration for a patient with
known sarcoid who develops neurologic findings or develops
a constellation of de novo neurologic complications. Because
of its non-specific clinical presentation and neuroradiological
imaging characteristics, neurosarcoidosis remains a difficult
diagnosis, especially in the absence of systemic signs of disease.
Neurosarcoidosis has a predilection for basal leptomeninges
commonly affecting cranial nerves, but any part of the brain
may be involved, leading to a wide spectrum of clinical
syndromes. 5 Workup commonly includes brain MRI, lumbar
puncture, and ACE measurement. Treatment primarily
consists of immunosuppressive agents and should be initiated
with corticosteroids. Interestingly, here, the authors present
a case of a patient who developed all the neurologic findings
consistent with neurosarcoidosis but did not have a previous
diagnosis of sarcoidosis which resulted in a rare presentation
and diagnostic challenge.

Case Presentation
The patient is a 60-year-old, right-handed woman
with a history of hypertension, diabetes mellitus type 2,
hypothyroidism, and chronic osteoarthritis, who presented
with a history of gradually worsening disequilibrium
associated with poor balance, weakness, and multiple falls
for the past year. Additionally, she reported dizziness that
worsened with changes in position, mild hearing loss in both
ears, blurry vision, tinnitus in her left ear, nausea, constant
generalized headaches, left arm and bilateral leg weakness,
and intermittent numbness. She was admitted into the
hospital for evaluation of her symptoms.
On physical exam, her pupils were equal and reactive
to light, however, the patient had horizontal end-gaze
nystagmus with increased latency of onset and fatigue of
MIAMI MEDICINE ✚ Sprin g 2020
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Case Repor t
nystagmus. There was decreased sensation over the right V2
and V3 distribution of the trigeminal nerve. Additionally, the
patient had weaker lower facial muscles below the eyebrows
bilaterally. She had a hearing deficit bilaterally with the right
being worse than the left.
There was motor weakness, with strength graded as the right
side 4/5 and the left side 4/5, except in left hip flexion which
was 3/5. Further motor exam revealed diminished finger to nose
accuracy, poor trunk stability, ataxic gait, motor tics such as
eyebrow raising and involuntary mouth movements. She also
had decreased sensation in a non-dermatomal distribution along
the left arm and leg. There was decreased vibratory sense in the
left distal upper extremity, right lateral malleolus and left foot
metacarpal. Reflexes were hyper-reflexic 3/4 in the left bicep,
right triceps, and right patellar regions. There was absence of
frontal release signs. There were no Hoffman or Babinski signs.

Figure 1. MRI Brain T2 FLAIR without contrast (A) Periventricular hyperintensity
punctate hyperintensities bilateral frontal subcortical white matter and right posterior limb of the internal capsule. (B) within the right temporal corona radiata on
the right, extensive midbrain. (C) MRI Brain T1 with contrast showing multiple
contrast enhancing lesions in the ventral midbrain bilaterally, right lateral midbrain
as well, punctate circumscribed non confluent contrast enhancing lesions in the
right entorhinal cortex.

Figure 2. MRI Brain Midline sagittal T2 without contrast (A) Hyperintensities in
the midbrain, pons (brainstem). (B) multiple hyperintensities in the dorsal medulla
and high cervical region.

Figure 3. Chest Computed Tomography (CT) without contrast showing 5mm
smooth left lingular pleural based nodule.
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Laboratory workup included a lumbar puncture which
showed low glucose of 26 (50-75 mg/dL) elevated protein of
240 (15-45 mg/dL) with lymphocyte-predominant cellularity,
CSF angiotensin-converting enzyme (ACE) of 6.2 (<2.9
units/L), CSF gamma globulin of 13.1 (3-12%), CSF myelin
basic protein of 79.6 (<4 ng/mL), and negative antibodies
for VDRL, Rubeola, and Varicella Zoster. Repeat lumbar
puncture showed down-trending protein 109 (14-45 mg/dL).
Cytological examination showed many atypical lymphoid cells
present, so further flow cytometry testing was done to rule
out inflammation and proliferative process. Flow cytometry
showed no overt immunophenotypic evidence of a nonHodgkin B-cell or T-cell lymphoproliferative disorder. PPD
testing was also negative. Serum blood testing showed serum
ACE (normal 8-53 units/L) of 19, with repeat value of 25.
Rheumatoid factor was positive with a 1:2 titer and Rho and La
antibodies were negative. Brain MRI without contrast (Figure
1A-C) showed disease with intraparenchymal, meningealbased and intraventricular/subarachnoid enhancing lesions
consistent with leptomeningeal sarcoidosis. Repeat MRI (not
shown) done after immunosuppressive therapy showed no
significant changes in brain lesions. Furthermore, CT scans
of the chest, abdomen, and pelvis were performed. The chest
CT showed (Figure 2A,B) a small smooth pulmonary nodule,
5 mm in size, in the left lingular pleura (Figure 3). MRA
of the head did not show significant stenosis. MRA of the
neck showed 50% stenosis of the proximal ICA which made
thromboembolic events unlikely.
Hospital-course included immunosuppression with
methylprednisolone 1 gram/day for five days and then
switched to prednisone 60mg daily. Patient was then
transferred to acute inpatient rehabilitation for intensive
therapy and was continued on high-dose steroids.
Symptomatic treatment included oral meclizine as needed for
dizziness, oral ondansetron as needed for nausea/vomiting,
and acetaminophen as needed for headaches.
Intensive inpatient rehabilitation included physical therapy
to strengthen her core and large muscle groups, as well as
improve proprioception. Occupational therapy was included
to refine her fine motor movements. Lastly, vestibular therapy
was done to help address her poor balance and associated
gait dysfunction. During her acute inpatient rehabilitation
of two weeks, the patient continued to suffer headaches and
dizziness, albeit with overall gradual improvement of symptom
severity and measured improvement of functional status using
the Functional Independence Measure (FIM Score) (Table
1). Though her recommended length of stay for inpatient
rehabilitation was greater than two weeks, she was unable
to complete her stay due to a syncopal episode that caused
acute hospitalization for further workup. The patient was
eventually discharged with continued outpatient physical
and occupational therapy, pharmaceutical management on

prednisone 60 mg daily and wheelchair for mobility. Referral
to otolaryngology was provided to evaluate her sensorineural
hearing loss and vestibulopathy secondary to neurosarcoidosis.
Since this initial case presentation in 2018, the patient passed
away in 2019.

Discussion
Neurosarcoidosis is a rare condition that may mimic
central nervous system (CNS) infection, neuroplasia, multiple
sclerosis, encephalitis, and vasculitis, among others. Given
the vast differential diagnosis, lack of definitive testing,
and cases with minimal systemic involvement, diagnosis of
neurosarcoidosis is challenging, thereby making it a diagnosis
of exclusion. Diagnostic criteria for neurosarcoidosis include
histological identification of a non-caseating granuloma,
supportive laboratory (ACE) and/or imaging (CT/MRI) tests,
and a compatible clinical course. For this patient, the diagnosis
was made with CT and MRI imaging of the brain revealing
several enhancing lesions scattered throughout the brain and
brainstem involving cranial nerves 3, 5 and 8 bilaterally and
diffuse involvement of cranial nerve nuclei, cytopathology of
CSF revealing many atypical lymphoid cells, elevated CSF
ACE levels of 6.2 (<2.9 units/L), CSF myelin basic protein
(<4 ng/mL) of 79.6 indicating active myelin breakdown,
and the clinical examination findings. The patient did not
undergo brain biopsy to determine histologic evidence of
non-caseating granulomas due to the high risks associated
Table 1. Functional Independence Measures (FIM)
Admission

Discharge

Eating

3

4

Grooming

3

4

Bathing

1

3

Dressing, upper body

1

4

Dressing, lower body

1

3

Toileting

1

3

Bladder management

1

3

Bowel management

1

3

Transfers – bed/chair

1

3

Transfers - toilet

1

3

Transfers – bath/shower

1

3

Walk/wheelchair

1

1

Stairs

1

1

Comprehension

6

7

Expression

6

7

Social interaction

6

7

Problem Solving

6

7

Memory

6

7

Totals

47

73

Table 1. Functional Independence measure (FIM) scores from admission and discharge after two week inpatient rehabilitation. Scale is from 1-7 in each category
and denotes the following, 1-total assistance, 2-maximum assistance, 3- moderate
assistance, 4-minimal assistance, 5-supervision or setup with helper, 6- Modified
independence with no helper, 7- complete independence with no helper

with obtaining a biopsy. Additional workup was unremarkable
for other pathology such as lymphoma, tuberculosis, multiple
sclerosis, Sjogren’s syndrome and various infectious etiologies
which could explain the patient’s symptoms.
In the author’s unique case, the patient showed CNS
manifestations of neurosarcoidosis, but had few systemic
signs and no pulmonary manifestations other than a
small pulmonary nodule that was deemed unlikely to be
a granuloma. While the patient had no overt respiratory
symptoms, pulmonary function testing was not obtained and
may have contributed to a more complete clinical picture.
Notably, on workup, rheumatoid factor was positive. Though
rheumatoid factor is non-specific, it is possible the patient
had an undiagnosed concurrent rheumatoid arthritis that
was previously being treated as osteoarthritis. The vague
symptoms of rheumatoid arthritis such as fatigue, joint pains
and weakness overlap with a sarcoidosis diagnosis and may
have been a confounding variable in this patient’s case. In
considering the differential diagnosis of lymphoma, initial
cytological analysis showed many atypical lymphoid cells, but
further flow cytometry showed no overt lymphoproliferative
disorder. Thus, further imaging such as PET scan was not
done.
In analysis of the lab results, there is little data evaluating
the performance of measuring ACE to aid in the diagnosis
of neurosarcoidosis. Levels of CSF ACE can often vary
for both healthy persons and those with neurosarcoidosis,
which can complicate the diagnosis. In systemic sarcoidosis
without neurologic abnormality; about 1 in 12 patients
will have elevated CSF ACE. 6 The highest values of CSF
ACE are observed in patients with widespread meningeal
neurosarcoidosis. High values can also be measured in patients
with bacterial meningitis or malignant tumors of the CNS.
Fluctuations in successive CSF ACE analysis can correlate to
neurosarcoidosis symptoms and may be useful in assessing
the clinical course. In 1999, researchers at the Mayo Clinic
in Rochester reported that elevated serum levels of ACE,
hypercalciuria, and hypercalcemia provide supportive, but
not diagnostic evidence, for sarcoidosis. 7 While CSF ACE can
similarly provide supportive evidence for neurosarcoidosis,
low sensitivity and specificity limits its diagnostic utility,
as argued by researchers at Geneva University Hospital.
In 2015, these researchers performed a monocentric,
retrospective, chart-based study for patients with suspected
neurosarcoidosis to determine the discriminative ability of
ACE to aid in diagnosis. 8 The sensitivity was 66.7% and
the specificity was 67.3%; making this test less reliable
in the diagnosis of neurosarcoidosis Thus, the definitive
diagnostic test remains tissue biopsy. There remains a body of
literature which supports the use of CSF ACE as a supportive
test, not definitive/diagnostic, to aid in the diagnosis of
neurosarcoidosis. CSF ACE should not be used in absence of
other testing, thorough history and detailed clinical exam.
One of the major limitations of this case is the lack of
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tissue biopsy to aid in the diagnosis of neurosarcoidosis. As
previously discussed, CSF ACE can aid in the diagnosis,
but is not reliable for making a definitive diagnosis, only
supportive. The most definitive test for sarcoidosis is tissue
biopsy specifically looking to identify a non-caseating
ganuloma on histology. Commonly, pulmonary nodules
would be biopsied to confirm diagnosis. Interestingly, this
patient did have a 5mm smooth nodule in the left lingular
pleura on chest CT; however, this does not fit the typical
perihilar and perilymphatic location or fibrotic appearance of
typical noncaseating granulomas. In fact, this 5 mm smooth
nodule was deemed to not require follow-up according to
the guidelines outlined by the American College of Chest
Physicians as it was less than 6 mm and the patient had no
history of smoking or malignancy. 9 This lung nodule was too
small for biopsy, and intracranial biopsy of lesions remained
extremely risky, especially given the potentially unstable
clinical presentation of the patient. Moreover, this patient
did not present with lesions that would be easily and safely
biopsied.
Treatment for neurosarcoidosis has not been subjected
to rigorous study and research. Typically, corticosteroids
are the first-line therapy and approximately half of patients
have significant benefit. For patients who are refractory
to, or are intolerant of corticosteroid therapy, second-line
therapies such as azathioprine, methotrexate, cyclosporine,
cyclophosphamide, mycophenolate, and even cranial
radiation can be used. The combination of infliximab and
mycophenolate mofetil has also been proposed as a possible
treatment regimen and it is currently being researched. 10
This case also demonstrates the importance of continued
physical activity and therapy throughout the disease
course to preserve strength, proprioception and balance,
despite CNS involvement. Treatment options will likely
continue to emerge and evolve as more is understood about
neurosarcoidosis. 11

Conclusion
This patient was admitted to Larkin Community Hospital
with an unusual presentation of sarcoidosis affecting the
central nervous system with several non-specific neurologic
symptoms. This atypical presentation is consistent with
neurosarcoidosis. Notable imaging included an abnormal
brain MRI with scattered hyperintensities in various regions.
Additional laboratory testing included lumbar puncture,
revealing elevated CSF ACE levels and elevated CSF protein.
CT chest revealed only a small smooth pulmonary nodule
5 mm in size, too small to biopsy, and flow-cytometry was
negative for lymphoma. Notably, the brain lesions were
unable to be biopsied due to the severe risk of the procedure.
This limited the accuracy of the diagnosis, as sarcoidosis
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is traditionally confirmed with a finding of non-caseating
granulomas on biopsy. Mainstay treatment for this patient
involved high-dose oral prednisone combined with intensive
physical therapy and occupational therapy. Additional
adjunctive treatments included medications used as needed
for symptomatic improvement of dizziness, nausea, vomiting,
and headaches. Vestibular therapy was also performed to help
address the associated vestibulopathy, with improvement
in her symptoms allowing her some level of functional
independence; however, her symptoms remained severe. The
patient was discharged from acute inpatient rehabilitation
to home with family with orders for continued outpatient
physical therapy and occupational therapy. An otolaryngology
referral was provided for further evaluation of sensorineural
hearing loss and vestibulopathy due to continued severity of
symptoms.
As discussed earlier, treatment for neurosarcoidosis has
not been thoroughly researched. First-line treatment remains
high-dose corticosteroids, and when combined with acute
inpatient rehabilitation, this patient did improve. The authors
found that adding adjunctive medications for symptomatic
improvement of nausea, vomiting, dizziness, and headaches
was helpful given this patient’s symptom severity. Due to the
severity of symptoms at presentation, especially given central
nervous system involvement, close follow-up and observation
is recommended, starting in the acute inpatient setting with
likely eventual transfer to acute inpatient rehabilitation.
Once the patient is medically stable with demonstration of
symptomatic and functional improvement, the patient would
then be considered safe for discharge home with continued
outpatient treatment and therapy.
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Abstract
Headaches, while a common complaint of patients, are
predominantly self-limiting and benign. Causes of headaches can
vary. Headaches are classified according to their etiology such as
migraine, tension, and cluster headaches. A unique class of headaches
that also exists but oftentimes is missed are cervicogenic headaches
(CGH). Cervicogenic headaches are common but not well recognized
by the medical community mainly because there are many overlapping
features with migraine headaches, tension headaches, and other
types of benign headaches. They are usually assumed to be migraine
headaches and imaging of the brain either by MRI or CT comes back
negative; however, cervicogenic headaches are a class of headaches
distinct from other headaches and only imaging of the cervical spine
can elucidate the root cause. It is a known fact that headaches are
a very common secondary symptom before a patient undergoes neck
surgery for cervical stenosis or herniated disc, but these headaches are
not well quantified pre- and post-operatively.1,2
The author’s study explains the features of cervicogenic headaches
and what makes them different from the other headache types they
can mimic. This study also examines the radiological features that can
predict if headaches can be resolved after spinal cord decompression
via anterior cervical discectomy and fusion (ACDF). The radiological
features examined in this article include the Torg ratio and the space
available for the cord (SAC). This study further quantifies postoperative results of anterior cervical discectomy and fusion with VAS
(visual analog scale), NDI (neck disability index), and SF-12 (Short
Form 12). The neuroanatomy of the trigeminal nerve fibers in the
upper cervical spine will be explained in detail and the theories on
causation of CGH will be reviewed. Ultimately, most cervicogenic
headaches can be reduced or eliminated after successful ACDF surgery
and the reason why may be explained by decompression of nerve fibers
passing to and from the spinal trigeminocervical nucleus.

emergency room visits are due to headache. First and foremost,
it is imperative to assess whether a headache could be related to
a life-threatening condition such as a rupturing aneurysm or a
brain tumor. History taking is a crucial part of the differential
diagnosis in these type of headaches where an aneurysm is often
described as the “worst headache of my life” and a brain tumor is
often describe as a dull headache sometimes heralded by seizure.
When patients visit neurological physicians for neck and back
pain, headaches are not commonly quantified during history for
spinal issues.3 Yet, headache in the setting of cervical spinal stenosis
is an important item in the history to document with great detail
since it is a major co-symptom of cervical stenosis that spinal
surgeons can improve, and oftentimes eliminate, by decompressing
the cervical spinal cord and nerve roots through surgery.
The most under-recognized headache among spine surgeons is
cervicogenic headache (CGH). CGH is a form of headache that
involves referred pain from the neck. It accounts for about 1520% of chronic and recurrent headaches4 and is misdiagnosed in
about 50% of cases.5 It is important to differentiate cervicogenic
headaches from migraine and tension-type headaches (Figure
1). Cervicogenic headaches have the feature of occipital location
and are triggered by neck movement. The male to female ratio is
evenly distributed, unlike migraine and tension-type headaches.
Associated symptoms such as aura or photophobia are absent in
cervicogenic headaches.
The term cervicogenic headache was coined by Norwegian
DIFFERENTIAL DIAGNOSIS OF HEADACHE
Clinical
features

Cervicogenic
headache

Migraine

Tension-type
headache

Female:Male

50:50

75:25

60:40

Lateralization

Unilateral without
sideshift

60% unilateral
with sideshift

Diffuse bilateral

Introduction

Location

Frontal,
periorbital,
temporal

Diffuse

Headache has been underestimated, under-recognized, and
undertreated throughout the world. The World Health Organization
(WHO) estimates that half of the adult population suffers from
headache on a regular basis and only a minority of people with
headaches are diagnosed appropriately by their health care provider.1
Headaches are a common chief complaint in the internal
medicine, neurology, and neurosurgical office. Additionally, many

Occipital to
frontoparietal and
orbital

Frequency

Chronic, episodic

1-4 per month

1-30 per month

Severity

Moderate-severe

Moderate/Severe

Mild/Moderate

Duration

1 hour to weeks

4-72 h

Days to weeks

Pain character

Non-throbbing, and
non-lancinating, pain
usually starts in the
neck

Throbbing,
pulsating

Dull

Triggers

Neck movement, and
postures, limited
ROM, pressure over
C0-C3

Multiple, neck
movement not
typical

Multiple, neck
movement not
typical

Associated
symptoms

Usually absent or
similar to migraine,
but milder, decreased
ROM

Nausea,
vomiting, visual
changes,
phonophobia,
photophobia

Occasionally
decreased appetite,
phonophobia or
photophobia
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Figure 1. Differential Diagnosis of Headache showing the special features of CGH

neurologist Dr. Ottar Sjaastad in 1983. In 2015, Sjaastad and
fellow researchers authored a paper to stress the lack of progress
in correctly identifying and treating this common condition.2
A simple Pubmed search finds over 27,000 abstracts for migraine
headache but only about 900 abstracts for CGH.
There are many types of headaches spine surgeons should be
concerned about when a patient presents with radiculopathy or
myelopathy and headaches. CGH has different features than other
headaches. In CGH, the history will show headaches occurring in
the back of the head in a patient with concomitant radiculopathic
and/or myelopathic signs and symptoms. A classic triad (Figure 2)
of cervicogenic headaches is:
• Suboccipital headache
• Pressure behind the eyes
• Tinnitus or a fullness in the ears
Through this study, the author determined about 75%
of patients with cervicogenic headaches display all three of these
features.
It is known from neuroanatomy that the trigeminal nerve
has both cranial and cervical components. The trigeminocervical
nucleus is where the descending tract of the cranial trigeminal nerve
communicates with adjoining trigeminal nerves in the cervical
spine. This is known neuroanatomically as the trigeminothalamic
tract (Figure 3). This is why some cervicogenic headache patients
have the above triad of symptoms and sometimes present with
the added phenomenon of facial paresthesias. Diagnostic and
therapeutic strategies for cervicogenic headaches involve cervical
traction and facet blocks. Both therapies will temporarily reduce
headaches and will positively predict those patients who will
respond well to anterior cervical discectomy. While anterior
cervical discectomy is not advised for patients with headache alone,
it is the author’s observation that is serves as an effective procedure
to reduce or eliminate cervicogenic headaches in the setting of
moderate or severe cervical stenosis causing radiculopathy and/
or myelopathy that has exhausted conservative treatments such as
medication and physical therapy.
MRI measurements, which are important in the context of
CGH, are the Torg ratio and the SAC. The Torg ratio is the ratio of
the spinal canal on sagittal imaging to the corresponding vertebral
body (Figure 4). A ratio of less than 0.8 is suggestive of cervical
stenosis. The SAC measurement is determined by subtracting the
sagittal diameter of the spinal cord from the sagittal diameter of
the spinal canal. SAC measurements less than 5 mm are indicative
of spinal stenosis. Sagittal canal diameter less than 12 mm alone is

also accepted as indicative of cervical spinal stenosis.
Based on the author’s observation, it is rare to see a patient
with CGH not have both a Torg ratio of less than 0.8 and a SAC
less than 5 mm. This is an independent observation by the author
from research which was presented at the Southern Neurosurgical
Society meeting in 2016.3 Radiologists reading MRI films rarely
use these terms and ascribe compression of the spinal cord as
mild, moderate, or severe. There is great inter-reader variability in
radiology readings and perhaps using Torg and SAC measurements
would be useful in more accurately and consistently confirming
cervical stenosis on an MRI.
ACDF using a Smith-Robinson approach is the most common
neurosurgical procedure which removes the disc from an anterior
approach and replaces it with a PEEK (Poly-Ether-Ether-Ketone)
cage. In select patients who present with myelopathy and headache,
ACDF can provide long-lasting relief of cervicogenic headaches.
This is an under-recognized treatment for CGH worldwide and a
PubMed search about CGH and reduction with ACDF returned
less than 10 abstracts in the worldwide medical literature.

Background
According to the WHO, 47% of people suffer from persistent
headaches at some point in their life.1 Headaches are estimated
to cost the world economy $160 billion per year. Cervicogenic
headaches are a type of headache which are common but not well
recognized and are often misdiagnosed as a migraine or tension
headache. The author’s study explored results of surgery for CGH
in properly selected patients: those with a triad of sub-occipital
headaches, tinnitus, and symptoms of eye pressure.
Most of the time, a physician will order an MRI or CT scan of
the brain which will come back normal when the true culprit of
the headache has a root cause in the cervical spine. Headaches are
a very common symptom in the setting of cervical stenosis causing
radiculopathy and myelopathy, and therefore are a common
symptom before anterior cervical discectomy and fusion. These
patients will exhibit arm or hand pain or numbness with headache
as a co-symptom. After failing conservative treatments for six

Trigeminothalamic tract

Cervicogenic headache (CGH)
Suboccipital headache
Spinal trigeminal
nucleus

Tinnitus

Eye pressure

—Decreased neck range of motion
—Facial sensation
Figure 2. The triad of CGH is suboccipital headache, tinnitus, and eye pressure

Figure 3. The neuroanatomy of the trigeminal fibers that descend into the cervical
spine, namely the trigeminothalamic tract and spinal trigeminal nucleus
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Figure 4. Diagrammatic representation of the SAC (space available for the cord)
and the Torg ratio

SAC (<5mm)

Torg ratio (0.8)

SAC = y - x

TR= y/z

C2

z

y
x

C4

Sagittal-diameter spinal cord, spinal-canal, and vertebral-body diameter measurements.
x = sagittal spinal-cord diameter, y = sagittal spinal-canal diameter, z = sagittal vertebral-body diameter

weeks or more, they may be offered surgery depending on what
their MRI results show. Moderate or severe stenosis at the cervical
spinal cord level is an indication that a patient may be a good
surgical candidate.
CGHs are not well quantified pre-operatively and postoperatively when the decision is made to perform cervical surgery.
Neurosurgeons may focus on pain, weakness, and numbness of
an extremity in the setting of stenosis of the cervical spinal cord,
yet there is usually an important co-symptom of cervicogenic
headache in a patient with cervical stenosis. ACDF is the standard
of care in the setting of symptomatic cervical stenosis of over six
weeks and the cervicogenic headache component of this cervical
condition may be expected to improve after surgery.

Methods
CGH is a type of headache resulting from cervical disc
degeneration, stenosis, and/or facet joint arthritis. Fifty-five
consecutive patients with signs and symptoms of radiculopathy
and/or myelopathy with concurrent CGH were selected for
ACDF after failing more than six weeks of conservative treatments.
Conservative treatments are defined as physical therapy, analgesics,
bedrest, traction, home exercise directed by a physician, and
oral non-steroidal medications. Those who noted improvement
after conservative treatments were not selected for surgery and
continued conservative treatments.
Visual analog scale (VAS), Neck Disability Index (NDI), and
Short Form 12 (SF-12) were analyzed pre-operatively, and at 1,
3, and 6-month intervals post-operatively. The visual analogue
scale (VAS) is commonly used as the outcome measure for such
studies. It is usually presented as a 100-mm horizontal line on
which the patient’s pain intensity is represented by a point between
the extremes of “no pain at all” and “worst pain imaginable.” The
NDI is a patient-completed, condition-specific functional status
questionnaire with 10 items including pain, personal care, lifting,
reading, headaches, concentration, work, driving, sleeping, and
recreation. The NDI has sufficient support and usefulness to
retain its current status as the most commonly used self-report
measure for neck pain.6 The SF-12 is a health-related quality-oflife questionnaire consisting of twelve questions that measure eight
health domains to assess physical and mental health.
The most common level operated in this study was C5-C6.
Eighty-six levels were treated in 55 patients. Twenty-nine were
18 | MIAMI MEDICINE ✚ Spring 2020

female and 26 were male. The average patient age was 58.4 years
old. Radiological findings of Torg and SAC (space around the
cord) were analyzed in all patients.

Results
All 55 patients noticed improvements in the radiculopathic and/
or myelopathic signs and symptoms as would be expected from
uncomplicated surgery for moderate to severe cervical stenosis. The
great majority of the 55 patients noticed complete resolution of
CGH. The average operative time of the cases was 58 minutes and
there were no infections or other surgical complications. One patient
had surgery two years later after developing adjacent level disease.
As it pertains to CGH, the results were as follows:
• VAS improvement was 82% at one month, 87% at
three months, and 90% at six months, n=51, p<0.01.
• NDI improvement was 70% at three months, and 80%
at six months, with n=51, p<0.01.
• SF-12 (MCS and PCS) improved at three months in
59.5% of patients and 63% at six months.
• Many patients noticed complete resolution of
headaches after ACDF. Radiological findings that were
predictive of complete resolution of CGH were Torg
ratio < 0.8 and SAC < 5 mm.

Conclusion:
ACDF is the definitive treatment of CGH in the context of
radiculopathy and/or myelopathy. Patients who stand to improve
the most are those with a triad of suboccipital headaches, unilateral
behind-the-eye pressure and tinnitus in addition to radiological
features on MRI with a Torg ratio of less than 0.8 and a SAC of less
than 5 mm.
It is thought that the spinal trigeminothalamic tract plays a
significant role in the pathophysiology of the CGH pain since
pathways of this tract travel into the upper cervical spinal cord.
More neuro-anatomical studies of this observation, possibly with
functional imaging, are forthcoming.
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CME

The Under-recognized Cervicogenic Headache
and the Role of Anterior Cervical Discectomy
CME Questions (circle one answer) / Free to DCMA Members / $55 charge for non-members*

(Return by May 15, 2021: ONLINE at miamimed.com/cme or BY MAIL to 1011 Sunnybrook Rd., Suite 904, Miami, FL 33136)
1. All of the following are classic
symptoms of cervicogenic headache,
except:
A. Pressure behind the eyes
B. Weakness of an extremity
C. Suboccipital headache
D. Tinnitus or a fullness in the ears
2. Which of the following MRI
measurements are important in the
context of CGH?
A. Torg ratio
B. SAC
C. Both of these
D. MRI measurements are not
important in this context
3. ACDF is an over-used treatment for
cervicogenic headache worldwide.
A. True
B. False

4. According to the World Health
Organization, what percent of people
suffer from persistent headaches at
some point in their life?
A. 38%
B. 41%
C. 44%
D. 47%
5. Cervicogenic headaches are often
misdiagnosed as which of the
following?
A. Tension headaches
B. Migraine headaches
C. Both of these
D. Neither of these
6. Cervicogenic headache is
misdiagnosed in what percent of cases?
A. 45%
B. 50%
C. 55%
D. 60%

7. Which of the following tests will often
come back normal when a patient has
cervicogenic headache?
A. CT scan of the brain
B. MRI of the brain
C. Both of these
D. Neither of these
8. Cervicogenic headache is more
common in women than men.
A. True
B. False
9. Associated symptoms in cervicogenic
headache include:
A. Aura
B. Photophobia
C. Both of these
D. Neither of these
10. When treating cervicogenic headache,
all of the following are useful pre- and
post-operatively except:
A. Glasgow Coma Scale
B. Visual Analog Scale
C. Neck Disability Index
D. Short Form 12

CME Credit Information
Your certificate of credit will be sent to the email provided below.
Name (Print) _________________________________________________ Email ______________________________________
Address/City/State/Zip _____________________________________________________________________________________
Phone _______________________________________________ DCMA Member (circle one)

YES

NO

*Non-Member Charge ($55.00) – Mail a check & this form to the DCMA at: 1011 Sunnybrook Rd., Suite 904, Miami, FL 33136 or:
Credit Card:

❏ Visa

❏ MasterCard

❏ American Express

❏ Discover

✁

Account # ___________________________________________ Expiration Date _________________ Security Code __________
Signature ________________________________________________________________________________________________
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University of Miami
Health System
Introduces UHealth
Virtual Clinics
The University of Miami Health System is
pleased to introduce UHealth Virtual Clinics,
a safe and easy way for patients to access
UHealth specialists – including experts from
Sylvester Comprehensive Cancer Center and
Bascom Palmer Eye Institute – on a secure
telehealth platform. We use technology to
bring the expert care your patients need,
when they need it, from the safety of their
own home.
UHealth Virtual Clinics visits are available
by appointment and will be billed to the
patient’s insurance company, the same way
an in-person visit would be billed. Patients
are encouraged to consult their health plans
for benefit coverage.

Scheduling a UHealth Virtual
Clinics appointment is easy.
Your patients may schedule directly by:

To refer a patient:

Calling 305-243-4000. Our customer service
representatives are available Monday-Friday,
7:30 a.m. to 6 p.m.

Call 844-900-UMMD (8663), fax 305-243-7992
or email ummd@miami.edu.

Or completing an online request form
at UMiamiHealth.org/VirtualClinics.

To ensure access to your patients’ e-medical
records, please visit UMMD.org to gain access
to our web-based Epic/CareLink EMR portal.

UMiamiHealth.org/VirtualClinics
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Case Repor t

Challenges in the Treatment of First Episode Psychosis
in a Middle-Aged Patient: A Case Report
By Vladimir A. Guevara, M.D., PGY-3 and Sheena A. John, M.D., PGY-3
Larkin Community Hospital, South Miami, FL
Abstract
First Episode Psychosis (FEP) is a precursor for major future
psychotic disorders and has high rates of cognitive decline and
relapse. This case report shines light on the presentation and
treatment of FEP in a middle-aged patient. The authors illustrate
the case of a 51-year-old woman with no past psychiatric history
who presented with complaints of severe depression, paranoid
delusions with suicidal ideation, and problems with sleep. While
managing her symptoms, the authors instituted a treatment
regimen with oral and intramuscular (IM) medications,
and tracked her course from the psychiatry inpatient unit to
outpatient programs. Finally, the authors discuss the outcomes
and consequences of FEP based on the literature available and
their experience in treating FEP.

Declaration of Interest: The authors declared no

been observed.4 In addition, the economic impact of psychotic
disorders on the patient and health care system is high.4
Moreover, in cases of FEP, there is a well observed time delay
between the presentation of initial symptoms to treatment.5
Hence, there is a growing need to identify and diagnose such
cases early, and also provide effective treatment.
In this case report, the authors present the case of a 51-yearold Hispanic woman with no previous psychiatric history,
who presented to Larkin Community Hospital (LCH), USA
with complaints of acute depression, paranoid and persecutory
delusions, and bizzare behavior. The authors describe the unique
presentation of FEP in this middle-aged patient, trace the
patient’s clinical course, discuss the treatment provided to the
patient during admission, and describe the patient’s progress at
the LCH partial hospitalization program (PHP) and at the LCH
intensive outpatient program (IOP) post-discharge.

potential conflicts of interest.

Case Presentation

Introduction

The patient, a 51-year-old woman with a past medical history
of hypertension and no previous record of any psychiatric
diagnoses, initially presented to the Larkin Community
Hospital (LCH) emergency department with complaints of
depression, paranoid delusions, and bizarre behavior for a period
of one month. On evaluation, the patient was alert, awake, and
oriented to self, place, and time. She was depressed, extremely
tearful, with a mood congruent affect, guarded, hypoverbal, with
poor eye contact, and slow speech. Furthermore, the patient
was extremely preoccupied with, and had obsessional thoughts
about, poor work performance and not being a good mother.
The patient had extreme feelings of guilt and repeatedly
stated that she “needed to be punished for what she had
done.” She experienced paranoid delusions that she was being
followed by people at work and was being set up to be taken
into police custody. She stated that her computer was being
“tapped” by people at work and that they were building a case
against her. Of note, the patient endorsed suicidal ideations
which she had experienced the week prior to presentation at
the LCH emergency department, along with a plan of “taking
a lot of pills” to end her life. Five days prior to admission,
the patient had endorsed her mood related complaints to her
primary care physician and was prescribed daily Venlafaxine
37.5 mg to which she had been compliant.
On admission, the patient was started on treatment with

First Episode Psychosis has been established as a precursor
to major psychiatric disorders such as schizophrenia. 1 In
addition to increasing suicidality and being associated with
poor sleep, FEP may worsen an already underlying mood
instability. This is a concept that has been extensively studied
in the last 20 years, but many aspects such as its influence
and relationship with disorders like Major Depressive
Disorder (MDD) are not clearly understood. 1 The general
consensus for FEP is that the earlier treatment is provided
with antipsychotic drugs such as aripirazole, quetiapine, or
ziprasidone, the better the outcome. 2,3
Psychotic disorders are often seen to have high relapse rates,
and, in many cases, a reduction of life span of up to 25 years has

Address correspondence to:

Vladimir A. Guevara, M.D.
Sheena A. John, M.D.
Larkin Community Hospital
7000 SW 62nd Avenue
South Miami, FL 33143, USA
Email: vguevara@larkinhospital.com
Email: sheenaj@larkinhospital.com
Tel: (786) 538-8989
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Risperdal 0.5 mg PO in the morning and 2 mg PO at night,
Effexor 37.5 mg PO once a day. The patient was also enrolled
in group therapy, and was monitored for suicidal behavior
and side effects of medications. The patient’s lab reports
showed mild hypokalemia, which was evaluated and treated
appropriately (Tables 1-3). On day 2 of her clinical course,
the patient showed symptomatic improvement in her sleep,
in communication with the psychiatric team, and in her eye
contact. Her labs were monitored, and the nightly dose of
Risperdal was decreased to 1 mg PO, after the patient was
observed over-sedated the following morning.
On day 3 of admission, even though the patient
reported good sleep, she continued to endorse paranoia and
persecutory delusions, stating that she felt “someone was
investigating her from work.” Hence, the Risperdal dose
was increased to 3 mg PO twice a day. Also, ziprasidone
20 mg IM and lorazepam mg IM were added for the psychotic
symptoms and anxiety. During days 4 and 5, the patient
appeared to be improving until returning to baseline.
Upon discharge from the inpatient psychiatric unit, the
patient was then stepped down to the LCH PHP. The patient
reported an improvement in sleep and mood, and reported
no perceptual disturbances. She was kept on the Effexor XR
37.5 mg PO once daily, Risperdal 3 mg PO twice a day and
responded positively to group therapy. As she continued to
report an improvement in sleep, her dose of Risperdal was
decreased from 3 mg PO twice a day to Risperdal 1 mg PO
in the morning and 3 mg PO at night. At the end of her PHP
course, the nightly dose of Risperdal was further reduced
from 3 mg to Risperdal 2 mg PO.
As the patient continued to be at psychiatric baseline
Table 1. Complete Blood Count of the patient
Blood Cell Count

At Presentation Repeat Count

and reported no acute events or symptoms, she was further
stepped down to the LCH IOP. At the IOP, the patient was
provided with privileges such as driving her own vehicle
as she showed progressive improvements in managing her
illness. The nightly dose of Risperdal was further decreased
from 2 mg to Risperdal 1 mg PO. The patient continued the
medications, participated in group therapy and counselling
sessions, and was reassessed in subsequent encounters as
stable. At her psychiatric baseline, the patient was discharged
from the LCH IOP with a plan of regular therapy with her
outpatient psychiatrist.

Discussion
As noticed in this patient’s clinical course and based on
evidence provided by adequate research, FEP has a strong
association with other mood disorders. 4 It is also characterized
by high rates of suicidality, especially observed in the first
year of the disease evolution. The LCH patient presented
Table 2. Basic Metabolic Panel of the patient
Metabolic Panel

At Presentation Repeat Count

Glucose (mg/dl)

93.3

99.3

Na+1 (mEq/L)

136

134.3

K+1 (mEq/L)

3.4

3.45

Cl-1 (mEq/L)

100

98.8

CO2 (mEq/L)

28

28.6

Ca+2 (mg/dl)

9

7.9

BUN (mg/dl)

14

9.68

Creatinine (mg/dl)

0.61

0.56

Table 3. Urinalysis and Urine Drug Screen of Patient
Substance

Result

UCG

Negative

Color

Yellow

Appearence

Clear

Specific Gravity

1.020

PH

6.5

Nitrite

9

Glucose

14

Ketone

0.61

Protein

Negative

Blood

Negative

Bilirubin

1+

Urobilonogen

4.0

WBC (103/mcL)

11.7

11.7

RBC (106/mcL)

4.45

4.73

HGB (g/dl)

13.4

14.1

HCT (%)

41.7

44.1

MCV (fL)

93.7

93.2

MCHC (g/dl)

32.1

32.0

RDW (%)

13.2

13.4

Platelets (103/mcL)

369.0

399.0

% Neutrophils

70.8

74.6

Leukocyte Esterase

Negative
No

% Lymphocytes

20.5

15.4

UA Micro

% Monocytes

7.6

9.0

Amphetamines

Negative

0.8

Barbiturates

Negative

% Eosinophils

0.8

% Basophils

0.3

0.2

Benzodiazepines

Negative

# Absolute Neutrophils (103/mcL)

8.3

8.8

Cocaine

Negative

# Absolute Lymphocytes (103/mcL)

2.4

1.8

Opiates

Negative

# Absolute Monocytes (103/mcL)

0.9

1.1

PCP

Negative

# Absolute Eosinophils (103/mcL)

0.1

0.1

THC

Negative

# Absolute Basophils (103/mcL)

0.0

0.0

MTD

Negative
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with such symptoms, ranging from a dysthymic mood and
anxiety, to suicidal ideations with a plan. This underlying
mood instability, along with the stresses in the patient’s
home and work environments, most likely led to psychotic
symptoms such as the paranoid delusions.
Hence, this case report addresses the challenges faced in the
diagnosis, presentation and treatment of FEP. The primary
factor unique to this case is the patient’s age. Psychosis and
psychotic symptoms have been shown to have prominent
associations with patients of adolescent ages and are also seen
in patients older than 60 years of age, leading to the coinage of
terms such as early onset psychosis, late onset psychosis, and
very late onset schizophrenia like psychosis. 6 Interestingly,
there is very little published literature available on FEP in
middle age patients, especially regarding treatment.
That brings us to the next factor to consider, namely the
detection of FEP. A representative review of the available
literature discusses the need for early detection and
treatment. 7 The delay in treatment of psychosis, from its
onset to the initiation of medication is known as duration
of untreated psychosis or DUP. Multiple studies have shown
that DUP is directly proportional to the progress of FEP from
a single psychotic episode to mental health illnesses such as
schizophrenia and schizoaffective disorders. 7
Finally, the most important factor is the treatment of FEP.
FEP is noted to have high rates of relapse, which may be up to
80% within the first five years of recovery. 8 There is limited
evidence to suggest that any particular antipsychotic drug is
more effective in FEP treatment when compared to others. A
key symptom reported by patients who experience their first
psychotic episode along with underlying mood instability is
a disturbance in sleep. Sleep disturbance is associated with
greater symptom severity, reduced quality of life, and increase
in the prevalence of deficits in patients with FEP. 9
Hence, the patient’s treatment was initially focused
toward normalizing her sleep cycles and regulating her mood.
Evidence has shown the use of second generation or atypical
antipsychotics (SGAs) play a major role in the treatment
and maintenance of psychotic disorders. 10 Furthermore,
the authors started the patient on a second-generation
antipsychotic ziprasidone which is associated with a lesser
prevalence of extrapyramidal symptoms (EPS). The patient
was also started on lorazepam on an as-needed basis for
her symptoms of anxiety. With this treatment regimen, the
authors postulate that the regulation of sleep and addressing
mood and psychotic symptoms effectively seemed to help
manage a case of FEP in this middle-aged patient.

Conclusion
This case report essays the challenges in treating first
episode psychosis, particularly in the case of a middle-aged
patient with no past psychiatric history. FEP is associated
with high rates of progression to psychotic disorders such as
schizophrenia, a reduced quality of life, increased cognitive

deficits, and high rates of suicide. Coupled with an underlying
mood disorder, FEP becomes even more challenging to
manage in a clinical setting which is shown by the paucity
of literature available. In the case of this middle-aged patient
with no past psychiatric history, the authors implemented a
treatment regimen which proved to be effective in regulating
sleep, managing psychotic symptoms, and alleviating the
underlying mood disorder, leading to a return back to her
baseline. However, the challenges faced in managing FEP in
this patient have shown the need for further, larger studies
such as randomized control trials, to further investigate FEP
management in middle-aged patients.
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DCMA Announces 2020
Officers & Board of Directors

DCMA Presidential
Inauguration Postponed
Until Further Notice

T

he Dade County Medical Association Board of
Directors is sorry to report that the 2020 DCMA
Presidential Inauguration has been postponed until
further notice. The decision was made once we received
notification from the JW Marriott that the hotel would
not be available to host the event originally scheduled
for June 26th. The Hotel is closed for the next 90 days
due to the COVID-19 crisis and therefore unavailable
for our event.
The DCMA is planning to move forward with the
transition in Officers and Board of Directors on schedule
in June. We are working diligently with the JW Marriott
to reschedule the Inauguration for a date later in the
fall at a time when our community is more capable of
properly celebrating our incoming President, Rudolph
Moise, D.O., J.D., M.B.A. Please look for additional
announcements on the rescheduled event in the coming
months.

DCMA Secures PPE for Members During COVID-19 Crisis

I

n March, the Dade County Medical Association began
hearing widespread reports of a growing shortage of
personal protection equipment (PPE) from physicians
and hospitals around the state during the COVID-19
crisis.
To address the shortage, the DCMA quickly began
T
coordinating a supply chain for members. Working in
partnership with medical societies across the state, the
DCMA launched a massive initiative to help members
secure PPE supplies including KN95 face masks,
disposable medical gowns and latex rubber gloves, wet
wipes, hand sanitizer, safety face shields, and more. The
response was –and continues to be– robust and shows the
great need and lack of supply in our community.

Despite reports of volatile pricing and difficulties in shipping
and clearing customs, the DCMA diligently vetted vendors
and placed its first significant order of supplies in early April
securing thousands of PPE supplies for members. Our staff,
alongside generous volunteers from Match-Up and DannaGracey, worked vigorously to get the items packaged and
distributed to members within days of the shipment arriving
at our warehouse.
Since that time, the DCMA and partner societies have
placed several subsequent orders, ensuring our members have
the PPE supplies they need to continue practicing safely. To
learn more about this initiative, visit our website at miamimed.
com/coronavirus.

(From left to right) Matt Gracey, Jason Mages, and Lencie Gradishar receive their PPE supply orders
from the Dade County Medical Association as the distribution begins.

DCMA Managing Director Angel Bosch distributed
PPE supplies to physicians throughout Miami-Dade
County.
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From the Executive Director’s Desk

Protecting Physician Families:
The DCMA Caring for You

I

n mid-April, the Boards of Directors for the DCMA
and Dade County Medical Foundation, Inc. launched
the Protecting Physician Families Campaign as a way
to give back to the families of DCMA members. The
Association is extremely proud of the physicians in our
community that are standing up to COVID-19 and
rendering compassionate care in the face of the extreme
challenge posed by this virus. The DCMA also knows
that physicians’ family members are standing alongside
them throughout these fearful and exhausting times.
To recognize this shared sacrifice and the role families
are playing, the DCMA and Dade County Medical
Foundation, Inc. wanted to ensure loved ones of members
had access to free personal protective equipment (PPE).
The DCMA recognizes the importance of families being
together during these troubling times.

Program Overview

DCMA members were offered the opportunity to sign
their families up for the program and each family member
in their household was provided with 2 KN-95 masks
and 4 surgical masks. This project was made possible
thanks to financial support from business partners and
logistical support from Miami Med COVID Help, a
non-profit organization made up of medical students
from the University of Miami Leonard M. Miller School
of Medicine.

Background

The Protecting Physician Families campaign was created
shortly after the DCMA launched the program for
members to secure PPE supplies for their practices.
When that project began, a significant number of small
orders for masks were placed by physicians who work for

local health systems and institutions. It was puzzling at
first given the greater likelihood that physicians in the
larger systems would have access to more supplies than
those in the community. Then one evening, a text came
in from a physician member whose spouse, a trauma
surgeon, just came home from an extremely busy shift at
the Trauma Center. He was looking to order some masks
and safety goggles so they could protect each other while
at home together.
Clarity immediately emerged. These small orders
were coming from physicians serving on the front line
that were selflessly leading the fight against COVID-19
and providing compassionate care to the sickest of the
sick. Yet when they came home at night, they faced the
very real fear that their family was at heightened risk
and sharing this fight along with them. Even with the
assurance of knowing best practices to avoid the spread
of disease to their loved ones, the gravity, emotional, and
mental strain of the situation is shared throughout the
family.
The next day, our organization launched the Protecting
Physician Families initiative. We hope in some small way
this program provides comfort to our physicians, thanks
them for their service, and recognizes the sacrifices their
spouses and children are also making in the ongoing
fight against COVID-19.

Contributing

The DCMA and Dade County Medical Foundation, Inc.
welcome financial contributions from the community to
make this endeavor possible. If your organization would
like to contribute to the Protecting Physician Families
campaign, please visit our website at miamimed.com/
PPEfund.

During the distribution on April 27, volunteers from Miami Med COVID Help and DCMA Managing Director Angel Bosch distributed 190 KN95 masks and 360
surgical masks to DCMA members and their families.

Thank you to these generous partners for making
the Protecting Physician Families campaign possible!
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DCMA Members Focus on Medical Ethics and Governance
at Physician Leadership Academy

T

he fourth session of the 2019-2020 Physician Leadership
Academy (PLA) of South Florida, focusing on “Ethical
Leadership, Governance, & Conflict Resolution,” took
place on February 29. During this session, participants learned
tools for good governance, how to run an effective meeting,
the functions of the Council of Ethical and Judicial Affairs,
and the role of the physician leader in conflict resolution.
The annual PLA is held under the auspices of Palm Beach
County Medical Society (PBCMS), in collaboration with the
Broward County Medical Association (BCMA) and Dade
County Medical Association (DCMA). The 7-session course
helps physicians build a diverse array of leadership skills, while
learning vital information about health care issues and earning
CME credit. It also provides an opportunity for participants
to develop a special project that contributes and adds value
to the Association they represent. Each year, six physicians
are selected from each county to participate. Applications are
accepted annually in summer and thanks to a grant from The
Physicians Foundation, this is a benefit to members from each
County Association at no cost.

DCMA Hosts CME Courses
at Aventura Medical Center

(From left to right) DCMA member Emilio Gonzalez, M.D., DCMA Managing
Director Angel Bosch, DCMA member Damaris Mafut, D.O., and DCMA
member Enrique C. Fernandez, M.D. at the fourth session of the Physician
Leadership Academy.

DCMA Members Recognized by
North Miami Police Department

T

D

Physicians take part in one of the February lectures at Aventura Medical Center.

(From left to right) North Miami Police Chief Larry Juriga with DCMA
members Delvena Thomas, D.O., Rudy Moise, D.O., and DCMA Managing
Director Angel Bosch.

he DCMA hosted two lectures at Aventura Medical
Center in February, providing an opportunity for
physicians to fulfill their mandatory continuing
medical education requirements. The Domestic Violence
course was presented by Honorable Judge C. Gordon
Murray, Sr., a Joseph Caleb Center Court Judge. The second
course, focusing on Florida Rules and Professional Ethics,
was taught by DCMA President Dr. Antonio Mesa and
Stephen H. Siegel, Esq. of Lubell Rosen Law Firm to comply
with the Doctor in Osteopathy (D.O.) requirements. The
DCMA is proud to partner with Aventura Medical staff to
present a variety of CME lectures throughout the year.

CMA members Rudy Moise, D.O. and Delvena
Thomas, D.O. were recognized earlier this year
by the North Miami Police Department for their
commitment to providing behavioral health education to
officers with the North Miami Police Department. As Chair
of the DCMA Community Outreach Committee, Dr.
Moise worked with Police Chief Larry Juriga to put together
a training program for the police department that included
sessions on nutrition, wellness, managing excessive stress,
strategies to deal with behavioral issues encountered in the
field, and even financial planning. Dr. Delvena Thomas
carried out all the training sessions for the participants.
The seminars were held at the Police Department
throughout 2019. Drs. Moise and Thomas were recognized
during a swearing-in ceremony for new officers in February.
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Welcome, New DCMA Members!
The Dade County Medical Association (DCMA) is excited to welcome
the following new members who have joined in 2020:

Active

Siramene Abraham, M.D.
Mavara Agrawal, M.D.
Eduardo J. Alarcon, M.D.
Carmen Andux, M.D.
Eugenio Angueira, M.D.
Frank Aranda, M.D.
Austin E. Bach, D.O.
Shivank Bhatia, M.D.
Violina Bhattacharyya, M.D.
Gabriel Bizouati, M.D.
Alberto Burgos-Tiburcio, M.D.
Josya-Gony Charles, M.D.
Tatiana N. De La Luz, D.O.
Hector M. Delgado, D.O.
Madelyn Dones, M.D.
Rodolfo Dumenigo, M.D.
Leidiana Figueroa, M.D.
Javier Flores, M.D.
Jonathan R. Gottlieb, M.D.
Christopher Hanner, M.D.
Alice W. Hernandez-Bem, M.D.
Patricia Jeudin, M.D.
Daniel Kalbac, M.D.
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COVID-19; After the National Emergency, Then What?

I

t is likely we will still be dealing with the Nationwide
Public Health Emergency caused by the COVID-19
pandemic (the “Emergency”) when you receive
this article. Responding to the Emergency has led
to many changes and adaptations in the way in which
physicians are regulated and allowed to operate. It is not
possible to predict with certainty which of those changes
and adaptations will be retained once the pandemic is
over. This article focuses on two adaptations that seem
likely to be retained once things are “normal” again.

services through telemedicine may prescribe controlled
substances for patients undergoing psychiatric treatment
or issue a prescription to refill a prescription for a patient
with nonmalignant pain.
Emergency Order 20-002 also addresses the use of
telemedicine for patients who have been certified to
receive medical marijuana. Only the physician who
issued the original certification may issue a certification
renewal for a patient. Telemedicine cannot be used to
issue a physician certification for a new patient.
Neither the Medicare program’s loosening of its
telemedicine service requirements or EO 20-002 imposes
Regulatory Background
an obligation on private payers to change their coverage
Alex Azar, Secretary of HHS, declared a public
of telemedicine. While some have done so, a medical
health emergency regarding COVID-19 on January
Stephen H. Siegel, Esq.
practice will need to pay attention to each of its payer’s
31, 2020. On March 13, President Trump declared a
requirements for reimbursing telemedicine services.
Nationwide Public Health Emergency and established
the Emergency’s initial date as March 1, 2020. Accordingly, HHS issued
With Medicare beneficiaries, and patients in general, becoming more
a series of waivers to certain legal and regulatory requirements of the
familiar with and realizing the convenience of telemedicine, it seems likely
Medicare program. The federal waivers are intended to last throughout the
this is one adjustment to the Emergency that may be retained after it ends.
duration of the Emergency.
Disaster Planning
Scott A. Rivkees, M.D., Florida Surgeon General, issued DOH
Emergency Order, DOH No. 20-002 (“EO 20-002”), on March 16. This
An adaptation every practice should make is developing a disaster plan.
Emergency Order addressed the regulation of telemedicine in the State.
Two things seem certain: First, there will be another pandemic, hurricane,
fire, or other disaster (natural or otherwise) that causes a severe disruption
in physicians’ practices and lives. Second, physicians will need to respond
Regulation of Telemedicine
to any disaster in ways that allow them to maintain their practices and
Medicare and Florida have taken steps to make it easier for patients
businesses. The purpose of a disaster plan is to minimize the extent and
to access healthcare items and services by reducing the requirements for
duration of any practice disruption.
physicians to access patients via telemedicine.
Rather than waiting for a disaster to strike, it makes sense to be proactive
Medicare
and develop a disaster plan that can be modified to fit the situation. For
Medicare has relaxed its rules governing the place and type of services
example, in response to the Emergency, a practice would be well served to
included under the program’s telemedicine (a/k/a “telehealth”) benefit. Prior
have had its books and records in an electronic format that could easily
to the Emergency, Medicare generally limited coverage of telemedicine
be accessed remotely. Electronic records can provide the practice a way to
to services rendered to patients in rural areas, receiving those services in
contact patients who may not know where to turn for medical services, etc.
designated “originating sites.” For the duration of the Emergency, the
Also, HIPAA compliance planning includes disaster contingencies, such as
program will cover telemedicine in both urban and rural areas in any
advance guidance in determining which staff members have access to some
healthcare facility. In addition, Medicare’s site of service coverage has been
or all these records.
expanded to include telemedicine services provided to beneficiaries in their
There are two additional considerations that should be part of a medical
homes, without regard to whether the patient is homebound.
practice’s disaster plan:
The range of covered services provided through telemedicine during
the Emergency includes evaluation and management, mental health
First, every physician practice should anticipate there will be some
counseling, and preventive health screenings. For a complete list of the
time during which cash flow will be interrupted; having a source of
codes included in Medicare’s telehealth benefit, visit: www.cms.gov/
operating capital (for example, a line of credit or business interruption
MedicareGeneralInformation/Telehealth/Telehealth.Codes.
insurance) is critical.
Medicare makes no distinction between in-person and telehealth
Second, trying to assemble a team of advisors (i.e., an accountant,
services in its reimbursement of covered procedures. However, during the
attorney, insurance broker, billing consultant, cybersecurity expert,
Emergency physicians and other practitioners may waive or reduce a beneficiary’s
etc.) after a disaster has struck can be very difficult, expensive, and
co-insurance/deductible obligation incurred in receiving telemedicine services.
unnecessarily stressful. There may be other practices needing assistance
NOTE: It is unlikely this waiver will be continued beyond the Emergency.
at the same time. Also, it is difficult for an advisor to provide guidance
after a disaster without understanding how the practice operated in
EO 20-002
“normal” times.
This Emergency Order suspended the requirement that out of state
practitioners must register in Florida before providing telemedicine services.
The Emergency has highlighted both the speed and flexibility with
Suspension of this requirement is applicable only to MDs, DOs, PAs, and
which
the federal and Florida governments can respond to a disaster and
ARNPs. These practitioners are expected to provide professional services
the need for every physician’s practice to maintain its own disaster plan.
that are within the scope of their practices and as otherwise required under
Physicians should contact their team of advisors to ensure they will be
law, including Florida’s financial responsibility requirement. Throughout the
ready the next time a disaster occurs.
duration of EO 20-002, a practitioner delivering professional medical
________________________________
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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.
Head and Neck Cancer Symposium, 9th Annual
Saturday, October 3
South Miami Hospital, Auditorium (4.5 CME/CE)
HNCancerSymposium.BaptistHealth.net
Introduction to Gamma Knife™ Radiosurgery
Training Course
Monday-Wednesday, October 5-8
Miami Cancer Institute (31 CME/CE)
MiamiCancer Institute/GammaKnifeMiami
State of the Science Symposium: Critical Care
Best Practices, 10th Annual
Saturday, October 24
Hilton Miami Dadeland (6 CME/CE)
CriticalCare.BaptistHealth.net
Echocardiography and Structural Heart
Symposium, 38th Annual
Thursday-Friday, October 29-30
Hilton Miami Airport, Miami, Florida (CME/CE TBD)
MiamiEcho.BaptistHealth.net

Miami Neuro Nursing and Neuro Symposium,
8th and 9th Annual
Thursday-Saturday, November 12-14
Hilton Miami Dadeland (18 CME/CE)
MiamiNeuro.BaptistHealth.net

Miami Cancer Institute, Miami Brain
Symposium, 4th Annual
Friday, December 4
Hilton Miami Dadeland (7 CME/CE)
MiamiBrainSymposium.BaptistHealth.net

Miami Cancer Institute Oncology Rehab
Symposium, Inaugural
Saturday, November 7
Hilton Miami Dadeland (7 CME/CE)
MiamiCancerInstitute.com/RehabSymposium

Online Learning Program
Over 190 FREE CME/CE Courses
BaptistHealth.net/CMEOnline

Miami Cancer Institute Skin Cancer
Symposium, Inaugural
Saturday, November
14 South Miami Hospital, Auditorium (5.5 CME/CE)
BaptistHealth.net/CME

Florida Physician Required Continuing
Education Prescribing
FREE online course
Compliance.BaptistHealth.net
NEW! COVID-19, Critical Care Medicine, Human
Trafficking, Medical Errors, Domestic Violence,
Prescribing Controlled Substances
Compliance.BaptistHealth.net

Online Learning Program – Over 190 CME/CE Courses, including American Board of Internal Medicine
Maintenance of Certification Courses, Relicensure Courses and Prescribing Controlled Substances.
BaptistHealth.net/CMEOnline

List of CME Courses FY 2020
SAVE THE DATE

ONLINE COURSES

Precision Medicine Conference
November 7, 2020
IThe Ritz-Carlton Ft. Lauderdale, FL
Physician Credit: 7.5 AMA PRA Category 1 Credits™

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

Bioethics Network Florida Ethics: Debates,
Decisions, Solutions
November 13, 2020
Marriott Biscayne Bay Miami, FL
Physician Credit: 6 AMA PRA Category 1 Credits™

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

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™
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.
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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: $53.50 annually; single issue $5.35
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Serving physicians insurance
needs by the creation and
preservation of wealth
Specializing in:
• Life Insurance
• Disability
• Hybrid Life
• Employee Benefits

• Long Term Care
• Charitable Giving
• Estate Planning
• Annuities

Call today for more information
Tel (305) 893-4488 / Fax (305) 893-1020
12000 Biscayne Boulevard, Suite 506
North Miami, Florida 33181
email: mchackmeier@aol.com
Established in 1978
Endorsed by:

Jeff D. Hackmeier & Associates, Inc.

www.hackmeierinsurance.com
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Dade County Medical Association
Highland Park Office Center
1011 Sunnybrook Road, Suite 904
Miami, Florida 33136
I: www.miamimed.com
E: dcma@miamimed.com
T: (305) 324-8717
F: (305) 325-1316
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Tirelessly defending the practice of

GOOD MEDICINE.
We’re taking the mal out of malpractice insurance.
By constantly looking ahead, we help our members
anticipate issues before they can become problems.
And should frivolous claims ever threaten their
good name, we fight to win—both in and out of
the courtroom. It’s a strategy made for your success
that delivers malpractice insurance without the mal.
See how at thedoctors.com
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