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and
Proudly Welcome

Robert Hanfland, MD
Dr. Robert Hanfland joins Dr. Redmond Burke, Director of Cardiovascular Surgery, at the Heart
Program at Nicklaus Children’s Hospital. Dr. Hanfland’s clinical interests include ethics in medicine,
pediatric cardiology, congenital heart surgery, hypoplastic left heart syndrome and other complicated
pediatric heart anomalies.
Dr. Hanfland earned his medical degree from Southern Illinois University in Springfield and
completed a residency in general surgery at University of Iowa Hospitals & Clinics in Iowa City. He
then pursued a fellowship in cardiothoracic surgery at University of Iowa Hospitals & Clinics and
an additional fellowship in congenital heart surgery at Children’s Hospital Colorado in Denver.
Dr. Hanfland is board certified in general surgery and thoracic surgery.
Nicklaus Children’s Heart Program is a world leader in congenital heart
disorders and has been ranked among the nation’s best for pediatric
cardiology and heart surgery by U.S.News & World Report. The program’s
outcomes for children with heart defects are among the best in the world.
Nicklaus Children’s Hospital. For health. For life.

To learn more about Dr. Hanfland, please visit: nicklauschildrens.org/DrHanfland
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From the President’s Desk

Restoring a Sense of Trust and Return to Normalcy

T

here is not a single aspect of life that
toll this crisis will have on our members from
has not been severely challenged or
a business and personal perspective will be
disrupted during 2020 as we continue
significant. The mental health aspects will be
to battle the COVID-19 pandemic.
more severe than I think we all can imagine. It is
The Dade County Medical Association’s Annual
during these challenging times that individuals
Meeting and transition of officers is just another
need a support network, a community of peers,
event that was not spared the same fate.
friends, and family, that can help us rise up
But while the virus continues to disrupt our
and overcome those challenges that lay before
daily lives, it cannot eliminate our desire to serve
us. The DCMA can be that peer group, that
and we cannot let it sap our spirits. As clinicians,
support network, that helps our members return
we are dedicated to serving our patients. And as
to normalcy.
physician leaders, we are committed to serving
It is that desire to return to normalcy that I
Rudolph Moise,
our community through valuable institutions like
want
to focus on with my final comments. One
D.O., J.D., M.B.A.
the DCMA.
of
the
major emerging stories of the COVID-19
President
It is with this sense of commitment and
pandemic is patients avoiding necessary medical
dedication to serve that I humbly accepted the honor of being
treatment. Recent studies, such as a poll conducted by Kaiser
inducted as President of the DCMA during a virtual ceremony
Family Foundation, have shown nearly half of American adults
last month.
have postponed or skipped medical care due to the COVID-19
During the ceremony, I presented a series of priorities that we,
outbreak. Whether it is reduced vaccination rates or a higher
as an organization, would like to achieve during the coming year.
percentage of patients not being treated for stroke symptoms or
Of course, a great deal of our success will be predicated on our
other chronic conditions, the long-term healthcare ramifications
ability to overcome the considerable obstacles presented before us.
for our patients are likely to be significant.
If we are to succeed, I will need to harness the support of many
The medical community will not return to normalcy until
physicians and influencers throughout the community.
our patients feel comfortable to return to our care. Fear over
Under my stewardship, the DCMA will continue to invest in
COVID-19 exposure is just one reason why patients are avoiding
the community with the expansion of our Community Outreach
medical care. The ever-increasing cost of care and the loss of
Committee. Over the past two years, we have successfully worked
insurance are two other lingering challenges that will command
with police departments throughout the county to provide
broader action by society.
valuable mental health education and awareness techniques that
But as clinicians, there are small things we can do on the ground
can help officers in the field and throughout their lives. We will
in our community that can restore that confidence in our patients.
also continue to invest in our future physicians through expanded
We need to ensure that patients realize that seeking medical care
resident and medical student programs and the continued
at their physician’s office is one of the safest environments they
development of Miami Medicine into a recognized and valued
will experience. To accomplish this level of reassurance, we need
scientific journal.
to continue to focus on the availability of personal protective
While the nation’s attention is turned toward the importance
equipment for our members and your staff. We also need to
of inclusion and diversity, our DCMA will continue to focus
investigate new technologies that can enhance safety and project
resources on recruitment of minority physicians into the
confidence of a safe environment. We are looking at thermal
organization. We stand to benefit significantly if we can continue
imaging capabilities that limit staff contact and document
to welcome organized and diverse physician associations into our
temperatures and compliance with mask requirements. We
fold. We already have alliances with several affiliated organizations
are also looking at digital contact tracing software that can be
and we will work tirelessly to identify the needs of other physician
deployed by businesses and medical practices to identify exposure
minority groups so they recognize the value of unifying under a
more rapidly, provide support, and coordinate return to work
singular mission of helping our physician members succeed.
processes for our employees and their families.
Engaging our elected officials and public health officers
There is no doubt that all of our members and institutions
has never been more important for our physician leaders. We
face financial implications from COVID-19 like we have never
plan to further develop opportunities to provide support and
seen before. I recognize that the success of most of my personal
education through town hall meetings and virtual events with
priorities for the year will depend on our ability to return to
local politicians, commissioners, and our mayors. They need and
normalcy. Standing arm-to-arm with my peers to fight this
welcome our support as our community strives to overcome the
pandemic is my number one priority. There is not doubt the scale
pandemic.
of this challenge will require unity in the physician community
like never before. I would like to thank all the leaders and members
Finally, our staff and leadership are intent on launching
of the DCMA that have accepted the challenge of working with
meaningful and engaging educational and networking
me during this year.
opportunities as soon as practically possible. We anticipate the
MIAMI MEDICINE ✚ Summer 2020
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From the Editor ’s Desk

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

A

s we continue to battle COVID-19 as a healthcare
community, the need for a Quality Designation in South
Florida becomes even more evident. Patients need a clear
path to finding a high-quality physician in a society that
often pushes cost-containment over quality medical care.
This is the second issue of Miami Medicine which includes
local physicians who merit a Quality Designation. The quality
criteria reviewed includes 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. It’s important to note that our Quality
Designation uses criteria that other physicians who are directly
involved in patient care consider useful. The honor is awarded by
the Editor-in-Chief of Miami Medicine.
The physicians noted below cover a range of specialties
including OB/GYN, gastroenterology, pathology, and more. Some
are in private practice; others are employed by area hospitals. But
they also have a commonality: Each of them has demonstrated
a commitment to education, patient care, and service to the
community. Congratulations to the following physicians:

Nelson L. Adams, M.D., F.A.C.O.G.
Nelson Adams, M.D., a native of Miami, is a board-certified obstetrician-gynecologist who served as the
Chairman of the Dept. of Obstetrics and Gynecology at Jackson North Medical Center and North Shore
Medical Center for several years. Currently, he is president of the medical staff at Jackson North Medical Center.
Dr. Adams has served on the board of directors for the DCMA and is also a past president. After several years
on the Board of Trustees of the National Medical Association, he subsequently served as the 107th president,
representing the organization’s nearly 40,000 African American physicians and the patients they serve.

Ronald Giffler, M.D.
Ronald F. Giffler, M.D., J.D., is the 143rd President of the Florida Medical Association (FMA) and President of FirstPath™
and serves as Medical Director of Laboratory Services for Broward Health. He earned a law degree from the University
of Miami, a master’s degree in business administration from Nova Southeastern University and served as a Colonel in the
Medical Corps, U.S. Army Reserve until 2015. Dr. Giffler’s organized medicine involvement includes leadership within
Broward County Medical Association, Professional Resource Network, FMA Foundation, and a member of Florida’s
delegation to the American Medical Association, and the FMA Political Action Committee Board of Directors.

Damaris Mafut, D.O.
Damaris Mafut, D.O. set out to begin her own pediatric medical practice to change the face of health care
in South Florida. At Fit Life Pediatric Consultants, LLC, the team is energized to provide the highest quality
care, with customer service at the forefront to children aged 0-22. Whether its answering late-night calls
from concerned first time parents, to timely follow up; with Dr. Mafut, you’ll always receive someone who is
compassionate and ready, willing and able to help. Likewise, Dr. Mafut is a published medical professional with
12 publications in topics such as: obesity, vaccines, and understanding adolescence.

Andrew Nullman, M.D.
Andrew Nullman, M.D., president of Venture Gastroenterology, LLC., advocates for policies which positively impact
the health and safety of patients. Dr. Nullman is a DCMA past-president, and currently serves as DCMA Political
Action Committee president. He’s also a member of the City of Miami Beach Health Advisory Committee. Dr.
Nullman graduated from the Sophie Davis School of Biomedical Education at The City College of New York and The
State University of New York at Buffalo School of Medicine. His postgraduate training included an internal medicine
residency at the Medical College of Pennsylvania, and a gastroenterology fellowship at New York University/New York
VA Medical Center.

Delvena Thomas, D.O.
Delvena Thomas, M.D. is a mother, soldier, scientist, and physician who advocates for healthy living to
strengthen individuals, families, communities, and workplaces around the world. Dr. Thomas is a champion for
sound mental health and an expert in the development of evidence-based prevention. Trained at the University
of Maryland Medical Systems in Baltimore, Dr. Thomas is board-certified in psychiatry and neurology, and
maintains a private practice in psychotherapy, psychopharmacology, and alternative health. She is a Lieutenant
Colonel in the U.S. Army Reserves and a veteran of Operations Iraqi and Enduring Freedom. Dr. Thomas
founded the nonprofit organization, The DRT Brain Love Foundation in 2018.
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From the Executive Director’s Desk

Shamed into Silence

I

t was during a recent staff meeting where
“A successful case interview allows for the
Jennifer (I’m not using her real name to protect
collection of critical information about a person
her privacy), one of our team members, shared
(patient) diagnosed with COVID-19 and
the news that her husband tested positive for
potentially exposed contacts, while providing
COVID-19. Jennifer willingly shared her experience
support, referrals, and answers to questions the
over the previous few days: the knowledge her
patient may have. The goals of the case interview
husband was showing all of the symptoms of
are to assess the patient’s medical condition,
coronavirus and the anxious wait for test results, the
gather information for continued monitoring
outcome of which they were already certain. She also
and support, and obtain the names and location
continued to discuss the most disappointing aspect
information of their close contacts who may have
of the entire experience which was the reaction from
been exposed to COVID-19. Developing trust and
friends and family. They wanted to do the right thing
a warm, empathetic rapport while maintaining
and notify all those they had come into contact with
a professional relationship with the patient is
Fraser Cobbe,
about his positive test so they could take appropriate
key to providing the most effective support and
Executive Director
action and their own precautions. But Jennifer was
collecting the most accurate information to
not prepared for the reaction and shame that she received from
inform the next steps in the contact tracing investigation. The
friends and family members alike.
interview process should be more than just checking off boxes
on a case report form.
While you can now find almost anything about COVID-19
with a simple Google search, one aspect of the pandemic not
Principles for interactions with COVID-19 patients:
discussed enough is guidance and support for those patients and
• Ensure and protect confidentiality.
families that have been impacted. There are very few social media
• Demonstrate ethical and professional conduct.
posts that lend a conciliatory or supportive hand to those that have
• Create a judgement-free zone.
become stricken. There’s little counsel for children or young adults
• Be open-minded (everyone has a unique story).
that may have accidently been exposed and brought the virus into
• Be attentive and respectful.
their home. The mental health fallout and long-term implications
• Be aware of your own biases (cultural humility).
for personal and professional relationships from this virus is bound
• Establish open dialogue and pause often to listen.
to be widespread.
• Ask open-ended questions.
• Use reflective listening techniques.
The next day during a staff meeting with our team in Central
• Use culturally and linguistically appropriate language.
Florida, another staff member shared the story of speaking with
• Employ critical thinking and problem solving.
neighbors about contract tracing and the unwillingness of many
• Be flexible with the interview format.
they know that have fallen ill with coronavirus to accept the phone
calls from contract tracers trying to identify those that may have
• Adapt to address concerns and information that naturally arise
unwittingly been exposed. Together we discussed the thought process
during conversation.
of a patient that would intentionally decide not to participate in
• Identify areas of need and link to appropriate resources.
what could be a useful exercise to inform others of their potential
• Don’t overstep or overpromise.
exposure. Was it a lack of belief in the necessity to do so? A feeling
• Set the stage for ongoing communication and support during
of little obligation? Was it to protect the personal details of their
isolation”
travels or interactions? Or was it a fear of having their friends,
My personal reflection on this guidance is the fact that contracting
family, and co-workers potentially learn that they may be the source
COVID-19 is the beginning of a journey for patients and their loved
that introduced the virus into their circle?
ones, not the end. During this journey they will need guidance and
There is no doubt this pandemic has exposed the vulnerability
support. They need access to clinical information and instructions.
of our communities and the reliance that we all have on each other.
And they need compassion and understanding.
Our personal responsibilities to our neighbors and co-workers have
The unfortunate reality is that as our numbers continue to grow,
been laid bare before us. There is a great deal written and shared
this pandemic is becoming more relatable for all of us. During
about measures to take to lower your risk and stop the spread.
the opening phases of the pandemic it was common not to know
Yet little is being discussed about how to act once you have been
anyone that had contracted the virus. At this stage it seems like all
impacted, the role the sick play in continuing to help us overcome
of us know many that have fallen ill, many that have recovered, and
the virus, and how families and friends can limit the mental health
some that have lost loved ones. The need for our ongoing support
fallout by being supportive and knowing what to say to those that
and counsel will continue to grow as well. It is critically important
are sick.
to reassure patients that, in most instances, they are not to blame
One document I discovered that is primarily geared towards
for the contraction and potential spread of the disease. And most
clinicians and case investigators, provides a road map for those that
importantly they still have the opportunity to help us all fight the
care to engage in effective communications with patients that test
virus through openly sharing their experience.
positive. The document entitled “Talking with the Patient – A Case
Patients should not feel fear or shame to speak up, to warn
Investigator’s Guide to COVID-19” is available from the Centers
others, or to speak with contact tracers. Our compassion should not
for Disease Control and Prevention. An excerpt from the guide is
be conditional.
included here:
MIAMI MEDICINE ✚ Summer 2020
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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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Case Repor t

Treatment of Severe Refractory Depression with Frequent
Suicidal Ideations with Mixed Dextroamphetamine
and Amphetamine Salts
By Jacob Moulds, D.O., Ignacio Zabaleta, M.D., and Rhaisa Dumenigo, M.D.
Larkin Community Hospital Graduate Medical Education Psychiatry Program, Miami, FL

Abstract

Background

Background
Major depressive disorder (MDD) is an extremely common diagnosis
seen in all age groups and genders, and in some cases, it can be extremely
resistant to traditional treatment regimens. The use of psychostimulants
is a seldom studied and implemented treatment for such cases; however,
clinical evidence shows great potential in patients who have failed
conventional treatments. Psychostimulants increase available dopamine
and norepinephrine to help patients with severe depressive symptoms.1

Major Depressive Disorder is one of the most common mental
health disorders seen not only in behavioral health settings but in
primary care as well. In developed countries such as the United
States, there is a lifetime prevalence of MDD of approximately 17%.3
Patients suffer from symptoms such as anhedonia, amotivation,
psychomotor retardation, poor focus, and suicidal thoughts.
Multiple drug classes are FDA-approved and frequently used in
the treatment of such cases, such as selective serotonin reuptake
inhibitors (SSRIs), serotonin-norepinephrine reuptake inhibitors
(SNRIs), tricyclic antidepressants (TCAs) and monoamine
oxidase inhibitors (MAOIs). In more recent years there has been
an increased interest in the use of psychostimulants for adjunctive
treatment in cases of severe refractory MDD.4
Psychostimulants, such as mixed amphetamine salts, are
competitive inhibitors of dopamine (DA) and norepinephrine (NE)
transporters.1 They effectively increase the amount of available DA
and NE via reuptake inhibition of these neurotransmitters. While
these neurotransmitters have multiple actions in the brain, it is their
influence on the mesolimbic system that regulates both reward and
motivated behaviors.2 Theoretically, the administration of mixed
amphetamine salts would increase DA and NE availability, thus
causing a clinically-significant shift in a patient’s anhedonia and
motivation through this pathway.
The purpose of this case report is to further investigate the efficacy
of psychostimulants in patients with severe, recurrent MDD who
have failed multiple medications and medication augmentations.
The authors also are able to see not only the improvement of MDD
symptoms, but also the rapid decrease of strong and frequent
suicidal thoughts in a patient with this diagnosis.

Case Report
In this case, a 26-year-old non-binary person with documented
history of MDD and generalized anxiety disorder (GAD) presented
to an outpatient clinic with complaint of worsening symptoms of
depression that included suicidal ideations often with plan and intent.
The patient had been on multiple previous antidepressant medications
in the past without good response. Treatment was reinitiated upon
initial visit with frequent follow-up care. The patient did not respond
well to antidepressants alone or with second-generation antipsychotic
augmentation. During treatment, addition of dextroamphetamine/
amphetamine (mixed-amphetamine salt) was added in conjunction
with their treatment. A rapid improvement of depression symptoms
included cessation of suicidal ideations.
Conclusion
This patient experienced rapid improvement when mixed
amphetamine salts were added to the treatment, along with a selective
serotonin reuptake inhibitor (SSRI) and second-generation antipsychotic
medications. Review of retrospective studies also supports the authors’
hypothesis of using mixed amphetamine salts, showing improvement of
approximately 60% of patients treated with psychostimulants.2 Further
studies are required to properly assess the efficacy with larger sample sizes
as well as determining duration of treatment.

Address correspondence to:

Rhaisa Dumenigo, M.D.
Larkin Community Hospital
7031 SW 62nd Ave South Miami, FL 33124
Phone: (305) 284-7761
Email: RDumenigo@larkinhospital.com

Case Presentation
The patient was a 26-year-old Trinidadian biological female with
a past medical history of Graves’ Disease (diagnosed in 2016) and
past psychiatric history of MDD and GAD that was diagnosed six
years prior to this initial evaluation. At the time of this evaluation,
the patient was taking levothyroxine, which was being closely
monitored by an outside primary care physician. The patient
worked part-time at a library and was taking classes for a Master’s
Degree in Book Conservation. The patient identified as non-binary,
preferring the pronouns “They/Them.”
They saw a psychiatrist for the first time in 2012 when they began
MIAMI MEDICINE ✚ Summer 2020
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having symptoms of depression secondary to inability to perform
well academically. At that time, they were started on bupropion,
an atypical antidepressant that acts as a dopamine/norepinephrinereuptake inhibitor, and continued treatment for six months without
notable improvement. After a bupropion course, they attempted
trials of fluoxetine (SSRI) and escitalopram (SSRI) without
successful resolution of symptoms. In 2016, they were placed on
aripiprazole with mild improvement of symptoms; it should also
be noted that the patient reported worsening of symptoms around
time of menstruation, which were only present during the course of
aripiprazole. The patient discontinued aripiprazole. Unfortunately,
the patient was unable to provide adequate timeline between
cessation of aripiprazole and occurrence of suicidal ideation. While
the patient was no longer taking any psychotropic medications,
they began having occurrences of suicidal ideations with plan, but
no identifiable trigger was noted. They reported frequent suicidal
thoughts and death wishes that they quantified as occurring daily
since 2016. Between 2016 until evaluation in 2018, the patient
reported no suicide attempts, as they were fearful of pain, but
reported frequent suicidal ideations.
The initial evaluation at Larkin Community Hospital was
performed in 2018, with the patient complaining of poor sleep
maintenance, and lack of energy and fatigue, which they treated
by increasing their daily caffeine intake. They reported down/
apathetic mood, quantified as 3 out of 10 on a scale from 1 to 10
(1 being very depressed to 10 being very happy). No recent illicit
drug use was reported; however, there was a history of marijuana
use during the patient’s undergraduate career. Alcohol consumption
was reported as one drink daily. They reported a family history of
mental illness, as both parents had been previously diagnosed with
MDD and GAD. At the end of the initial visit, the patient was
started on fluoxetine 40 mg daily and trazodone 50 mg at bedtime.
The patient was also advised to seek evaluation of thyroid status
with their primary care physician before their next visit.
The patient returned to the clinic six weeks later to report
improvement in sleep, being able to sleep uninterrupted for seven
to eight hours per night. They also reported mild improvement in
energy throughout the day. They continued to have depressed mood
overall, which was again noted to be worse during menstruation.
The patient continued to complain of frequent passive death
wishes. They noted severe amotivation including proper grooming
and self-care, such as often forgoing using the restroom at work
due to poor motivation to walk to the bathroom. They noted poor
concentration and memory, which would interfere with their ability
to function appropriately at work. No known results of thyroid
status were brought with the patient at this follow-up visit. Due
to poor efficacy of fluoxetine, the patient was switched to a trial
of venlafaxine XR (SNRI) 37.5 mg daily. Trazodone 50 mg was
continued because of the improvement in sleep maintenance.
The patient returned for follow-up four weeks later. They reported
they did not continue follow-ups with their primary care physician
and had been without levothyroxine for approximately three weeks,
as well as without venlafaxine XR for three days. They continued to
have good sleep overall; however, severe decline in daytime energy
was reported. Poor appetite was a new symptom reported at the
visit. In addition, the patient complained of increased intensity of
suicidal ideations with a plan to leave the clinic and purchase a
gun to kill self. Due to severe decompensation of symptoms, the
patient was deemed a danger to themselves, placed under Baker
10 | MIAMI MEDICINE ✚ Summer 2020

Act (mandatory 72-hour hold), and sent directly to the psychiatric
unit for intensive inpatient treatment. They were hospitalized for
six days, during which venlafaxine XR was increased to 75 mg
daily, and trazodone 50 mg was replaced with mirtazapine 15 mg.
Levothyroxine was restarted and the patient was strongly advised
by the inpatient psychiatrist to seek frequent follow-ups with an
endocrinologist. During this hospitalization, no improvement in
mood was reported, only a lessening of suicidal ideations to passive
death wishes. Upon discharge, venlafaxine was continued at 75 mg
daily, but mirtazapine was replaced with trazodone as the patient
reported better quality of sleep with the medication during the
hospitalization.
At four-weeks follow-up after discharge the patient reported
discontinuing venlafaxine a few days prior to the visit as they were
having frequently elevated blood pressure readings. They reported
fluctuating mood and continued thoughts of self-harm; however, the
patient reported they had no intention of acting on such thoughts.
The patient reported that they had worked with family and friends
to build a support group to help them in case of decompensation.
Notable decrease in concentration was reported. Venlafaxine was
discontinued due to increased blood pressure and replaced with
sertraline (SSRI) 25 mg daily with the addition of quetiapine 25
mg daily at bedtime for antidepressant augmentation.
Mild improvement of symptoms was reported at 8-weeks followup after discharge. The patient had been on extended vacation
in Europe, where they had run out of medications and had to
have refills by a different physician in Europe (trazodone was not
available in that region). The patient noted that during the one
week without medication, they began to feel “more emotional.”
The patient noted continued suicidal ideations and “death wishes”
without intent. Sertraline was increased to 100 mg daily, while
trazodone and quetiapine were renewed at current dosages.
Due to frequent traveling and school, the patient did not return
to clinic for three months; appropriate refills were provided during
this time to prevent a lapse in psychopharmacological treatment. At
the three-month follow-up, the patient noted a great improvement
in mood since increase of sertraline for approximately one-month
duration before returning to previously established baseline. No
identifiable triggers for increase or decrease in mood quality were
reported. Worsening of concentration and focus, interfering with
their academic performance. Continued suicidal thoughts were
reported, without specific plan or intent. The patient also noted
that since their last visit, they began having difficulty voiding
completely. At this time, trazodone and sertraline were continued
without dosage adjustment. Quetiapine was discontinued due
to poor efficacy as well as adverse effects of urinary retention.
Aripiprazole 5 mg was started as patient had good response in the
past. It was at this visit that mixed amphetamine salts were added
to the regimen at dosage of 10 mg daily to address their declining
academic performance secondary to poor concentration and
motivation as well as referencing literature that suggested evidence
of depressive symptoms with use of psychostimulants such as mixed
amphetamine salts.
At the next four-week follow-up, the patient reported greatly
improved mood and symptoms since the change to aripiprazole
with mixed amphetamine salts. They reported good sleep overall
with increased daytime energy. They reported increased motivation
as well as a marked increase in socializing with others. Improved
focus and memory retention were also noted. They also denied

Case Repor t

any worsening of symptoms around time of menstruation.
Unexpectedly, there was a complete cessation of suicidal thoughts
as well as passive death wishes during this month period. Because
they had responded so well to this treatment regimen, the patient
was continued on trazodone 50 mg daily at bedtime, sertraline
100 mg daily, aripiprazole 5 mg daily, and dextroamphetamine/
amphetamine 10 mg daily.

be noted that improvement of symptoms was similar between
amphetamine, methylphenidate, and combination of both
stimulants; however, amphetamine alone was noted to need lower
dosages, which lowered the associated adverse effects experienced
by the patients.2

Discussion

Based upon this case, and previously documented studies, there
appears to be an obvious benefit in the addition of psychostimulants
in patients with treatment for resistant severe major depressive
disorder. As stated previously, further following and monitoring of
this patient would need to be performed to ensure lasting efficacy of
treatment. Further studies could be performed to assess the benefits
of such treatment on a much larger scale. It would also be pertinent
to study the duration length of treatment with psychostimulants in
these patients as to avoid long-term dependence or adverse effects.
Currently, treatment has been found to be safe and beneficial in
over 50% of patients and can greatly improve quality of life if
properly dosed and monitored by a clinician.1

As described above, the patient was seen on nearly a monthly
basis during their course of treatment to ensure patient safety
and encourage proper adherence to follow-ups as well as
psychopharmacological treatment. The patient will need to be
followed for a longer period of time on a continued monthly
basis to monitor and manage their condition and ensure that
decompensation, including return of suicidal thoughts, does
not occur. The patient was also encouraged to attend individual
psychotherapy sessions regularly during the course of treatment.
Literature review was conducted prior to initiating adjunctive
therapy with the mixed amphetamine. Limited case studies were
found; however, there have been studies performed regarding the
efficacy of using a psychostimulant as adjunct therapy for major
depressive disorder. It should be noted that no mention of stimulant
use and its effect on suicidality was found.
In 1999, a retrospective study was performed by Dr. Gabriele
Stotz at Zurich Psychiatric Hospital involving the use of
psychostimulants for patients with treatment-resistant depression.2
This study focused on the usage of mixed amphetamine salts as well
as methylphenidate; however, for the purpose of this case study
focus was placed on mixed amphetamine salts, as higher dosages
of methylphenidate would be required for similar effect and have
been shown to have a higher incidence of adverse effects such as
anxiety and irritability.2 The dosages of amphetamine for treatmentresistant MDD were found to be most efficacious between 2.5 –
15 mg daily. These were the lowest effective doses to help mitigate
potential adverse effects or abuse of the medication by patients.
With the usage of stimulants as adjunct therapy for MDD, the
patient usually recognizes the effects of the stimulant within hours
of administration of the stimulant. They are not powerful enough
to treat MDD alone, but when used in conjunction with other
antidepressant treatment could be very beneficial for a quick relief of
some depressive symptoms such as fatigue and apathy.2 The authors
hypothesized that the stimulant could be used as a temporary
measure for some depressive symptomatology until adequate time
passed for the antidepressant to take full effect. The Stotz study
showed no issues with stimulant dependence when medication was
removed.2
The Stotz study followed the cases of 65 patients with treatment
resistant depression who were treated with psychostimulants.
Within the group of 65 patients, 38 (58.5%) showed marked
improvement with the use of stimulants. The participants in the
study were treated with one of three separate stimulant therapies;
methylphenidate alone, amphetamine alone, and combination
of both amphetamine and methylphenidate together. It should

Conclusion
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Sylvester Leads in
Managing Cancer
During COVID-19

D

uring this global pandemic, Sylvester Comprehensive
Cancer Center, part of the University of Miami Health
System, continues to provide multidisciplinary care while
using stringent safety measures to protect patients from COVID-19.
Sylvester’s expertise in this area is now extending far beyond
South Florida.

Sylvester, the region’s only NCI-designated cancer center, is one
of only five institutions in the U.S. that founded the COVID-19 and
Cancer Consortium. When the novel coronavirus quickly made its way
to North America, a group of oncologists on Twitter discussed the
lack of information about how this potentially deadly infection could
especially impact patients with cancer. The consortium, launched in
early March, is now comprised of more than 100 cancer centers and
organizations from around the world with a database of more than
2,500 patients with cancer who have been diagnosed with COVID-19.
Initial findings were presented in May at the virtual meeting of the
American Society of Clinical Oncology.
“The most important finding was that we should not stop the treatment
of cancer because those patients that had cancer progressing,
growing, and out of control were the patients that were most
likely to die,” said Gilberto Lopes, Jr., M.D., M.B.A., associate director
of global oncology at Sylvester, who helped launch the consortium.
“We also found out that patients that have cancer have a higher
chance of developing complications from COVID-19.”
That knowledge helped guide Sylvester leadership to continue the
cancer center’s mission to serve its patients. In July, there were
more than 400 clinical trials underway at Sylvester with new patients
enrolled and being carefully monitored. In many cases, these novel
investigational therapies are only available at centers that have
earned NCI designation.

Infusion services for chemotherapy and immunotherapy have
continued without pause at Sylvester’s eight locations across South
Florida. Patients starting treatment for the first time are tested for
COVID-19. At subsequent visits they are screened for symptoms and
risk factors.
Surgeries, in cases requiring immediate excision, have also been
taking place. Patients undergoing surgery are required to have a
pre-operative nasal swab test for COVID-19 a few days prior to the
scheduled surgery. If the test results are positive, they must have two
consecutive negative tests before surgery can be rescheduled. While
preventive cancer screenings were initially stopped at the start of the
pandemic, screening services have resumed at Sylvester, including
colonoscopy, 3-D digital mammography, and low-dose computed
tomography for early detection of lung cancer.
“In spite of the physical and emotional challenges we face because
of COVID-19, every member of the Sylvester team has been
dedicated to delivering the highest quality patient care and putting
the well-being of our patients above all,” said Stephen D. Nimer, M.D.,
Sylvester’s director.
To learn more about the safety measures being taken at
Sylvester Comprehensive Cancer Center, visit Sylvester.org.
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Abstract
Background
Non-steroidal anti-inflammatory drugs (NSAIDs) are the most
commonly prescribed and used class of medications in the United States.
Physicians prescribe them to treat painful, inflammatory conditions
and fever. It is important that physicians be aware of associated risks
and best practices when prescribing NSAIDs to patients.
Purpose
The purpose of this article is to review the most common side effects
of NSAIDs including cardiovascular, gastrointestinal and renal adverse
effects. The article will also attempt to summarize best practices for
prescribing NSAIDs.
Study design
This study was a narrative review of relevant articles.
Methods
Keyword searches were performed in google scholar and Medline.
Manual searches were performed in other relevant journals and articles
for reference lists of primary articles.
Results
Sixty-six relevant studies were included in this narrative review. The
authors found that the increased risk of cardiovascular, cerebrovascular,
gastrointestinal and renal with the use of NSAIDS was a class wide
effect. Although no definitive statements can be made, naproxen and
ibuprofen appear to convey the lowest cardiovascular risk. In patients
with gastrointestinal risk factors or complications, patients should use
a non-selective NSAID with a gastroprotective agent or use a COX-2
inhibitor. In patients with underlying chronic kidney disease, NSAID
use contributes to disease progression and the best available evidence
would suggest meloxicam or celecoxib to be the least nephrotoxic.
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Conclusions
NSAIDs, despite their widespread use, are associated with significant
adverse effects across major organ systems including cardiovascular,
cerebrovascular, gastrointestinal and renal disease. It is difficult to make
broad recommendations about which medications are safest. When
prescribing NSAIDS, physicians should prescribe the lowest dose for the
shortest period of time necessary.

Introduction
Non-steroidal anti-inflammatory drugs (NSAIDs) are the most
commonly used drug class in the United States, according to the
Centers for Disease Control and Prevention (CDC). NSAIDs
address a wide range of maladies related to pain, as well as fever and
inflammation. For this reason, they are commonly used to treat a
broad spectrum of ailments. NSAID use is increasing over time; as
recently as 2013, NSAIDs had accounted for more than 70 million
prescriptions and 30 billion over-the-counter purchases.1 Ibuprofen
is the 34th most prescribed drug in the United States followed
by meloxicam (35th), aspirin (39th), naproxen (69th), diclofenac
(84th), and celecoxib (109th) as of 2018.2 One study estimated
that 36 million Americans use over the counter analgesia daily, with
23 million using NSAIDS and one-fourth of users exceeding the
recommended dose.3 Users are generally unaware of the potential
for adverse side effects.
At least 75% of patients present to the emergency department
(ED) with a chief complaint related to pain, with pain being the
third most common healthcare problem overall.4 Pain management
is challenging for emergency medicine physicians. Research has
repeatedly found that pain is undertreated or inadequately treated in
the ED.5 Among emergency department patients, 67% report having
used an NSAID before presentation to the ED.6 The opioid epidemic
has increased scrutiny of pain management and increased pressure to
utilize non-opioid analgesia. NSAIDs are one of the most frequently
used classes of medications to treat acute pain in the ED and, in many
cases, provide adequate pain relief. In patients presenting to the ED
after a motor vehicle collision, NSAIDs are non-inferior to opioids
for the risk of persistent musculoskeletal pain at six weeks.7 In another
study of patients presenting to the ED for acute extremity pain, there
was no difference in pain reduction at two hours in patients treated
with 400 mg ibuprofen and 1000 mg acetaminophen compared to
patients receiving 5 mg of oxycodone and 325 mg of acetaminophen;

5 mg of hydrocodone and 300 mg of acetaminophen; or 30 mg of
codeine and 300 mg of acetaminophen.8
Despite their popularity, NSAIDs are also one of the most frequently
inappropriately prescribed medications, especially in the elderly
population.9 Patients over 60 years of age, women, and individuals
with high body mass index, increased waist circumference, or heart
disease are significantly more likely to be regular NSAID users.10
NSAIDs may be non-selective cyclooxygenase (COX) inhibitors,
or selective COX-2 inhibitors, both of which have different safety
profiles. The cyclooxygenase enzyme converts arachidonic acid to
prostaglandins.11 Prostaglandins are involved in pain transmission,
and NSAIDs will inhibit their release.11 In acute and chronic
use, NSAID consumption has several significant risk factors
with life-threatening potential including gastrointestinal toxicity,
cardiovascular toxicity, and nephrotoxicity.12 Given the widespread
NSAID use among the general population, the growing pressure to
use non-opioid analgesia in patients with both acute and chronic
pain, the non-inferiority of NSAID use compared to opioids and
the potential for adverse events, the emergency physician must be
aware of and develop best practice patterns for their patients.
The primary risks of NSAID use are categorized into three major
organ systems: gastrointestinal, cardiovascular, and renal. There are
several challenges in evaluating the risk of NSAID use, including the
wide variety of this type of medication on the market. In addition to
the most commonly prescribed medications (ibuprofen, meloxicam,
aspirin, naproxen, diclofenac, and celecoxib), there are many more
available for commercial use. This list includes both selective and
non-selective COX-2 inhibitors. Additionally, there is an extensive
heterogeneity among studies evaluating NSAID risk. This heterogeneity
is true for both individual organ system risks and specific NSAID risk
studies. For these two reasons, interpreting and synthesizing the data
and making pointed, specific recommendations is challenging.
This review aims to evaluate the available evidence and draw the
best conclusions possible within the limitations of the available
research.

Cardiovascular Risks
Risks of long term NSAID use on the cardiovascular system
include edema, hypertension, congestive heart failure, myocardial
infarction, stroke, and other thromboembolic events.13 Aspirin, an
NSAID, is well accepted as an agent for the treatment and prevention
of secondary cardiovascular effects events. Current guidelines
also support aspirin for the prevention of primary cardiovascular
disease. Other NSAIDs do not convey the same cardioprotective
benefits. The non-aspirin NSAIDS are linked to cardiovascular
risk, and higher doses of NSAIDs increase the risk of myocardial
infarction.14 The development of selective COX-2 inhibitors was
considered a breakthrough due to their favorable gastrointestinal
(GI) profile. However, in 2004, rofecoxib (Vioxx) was found to
increase cardiovascular events and was withdrawn from the market.
Subsequently, there has been increased research evaluating the
cardiovascular safety of both selective COX-2 inhibitors and nonselective NSAIDs.
Multiple mechanisms contribute to the cardiovascular risks
associated with NSAID use. These mechanisms include differences
in endothelial function, oxidative stress, renal hemostasis, and
hypertension. The COX-2 selective inhibitors may increase the
risk of thrombotic events primarily due to the imbalance caused
by inhibition of COX-2–mediated prostacyclin production which
is involved in platelet aggregation without inhibition of COX-1mediated thromboxane production which is pro-thrombotic.14,15

NSAID use increases the risk of myocardial infarction and
cardiovascular disease. A 2011 study found the risk of myocardial
infarction to be most significant with ibuprofen, celecoxib, and
lumiracoxib and no risk was found with naproxen, diclofenac,
and etoricoxib.13 A follow-up study in 2017 found that naproxen
increases the risk of myocardial infarction.16 The PRECISION trial
showed no difference in the risk of non-fatal myocardial infarction
between celecoxib, naproxen, and ibuprofen.17 A separate study
found that meloxicam and diclofenac were associated with a 38%
and 37% increased risk of having a myocardial infarction compared
to patients with remote use of NSAIDs.18 When clustering all
myocardial infarction risk together, all NSAIDs are associated with
an increased risk.
NSAID use is also associated with an increased risk of
hypertension. This effect is more significant with COX-2 inhibitors
than with non-selective NSAIDs.19 NSAID use also increases the
risk of developing congestive heart failure and exacerbating the
underlying disease. The risk was highest in rofecoxib, which is no
longer commercially available, followed by non-selective NSAIDs.20
Celecoxib was not associated with an increased risk.
The majority of literature on NSAID use has focused on
cardiovascular events, and the literature is sparse regarding NSAID
use and cerebrovascular events. Among both selective and nonselective NSAIDs, there is a lack of clarity regarding individual
medications associated with an increased risk of cerebrovascular
events.21 In a meta-analysis performed in 2011, all NSAIDs
studied, including ibuprofen, diclofenac, celecoxib, etoricoxib, and
lumiracoxib, were associated with an increased risk of cerebrovascular
events. In patients with underlying hypertension, non-selective
NSAIDs (notably diclofenac and ketorolac), not selective COX-1
inhibitors, were associated with an increased risk of cerebrovascular
events.22 Among patients with osteoarthritis, the overall rate of
cerebrovascular events was not elevated with the current use of
NSAIDs compared with previous use. Among individual NSAIDs,
diclofenac and ketoprofen were the NSAIDs most significantly
associated with an increased rate of cerebrovascular events.22 VarasLorenzo et al. found that ischemic stroke risk was increased with
diclofenac, but not with naproxen, ibuprofen, or celecoxib.23
The risk of cardiovascular and cerebrovascular disease appears
to be a class-wide effect with NSAID use. A systematic review
published in 2011 found ibuprofen and naproxen to be the safest
while finding diclofenac to have the highest risk.24 A study in 2011
found that all NSAIDs, except naproxen, showed an increased
risk of cardiovascular death.13 In 2016, Pelletier et al. showed that
celecoxib followed by nabumetone and acemetacin had the best
cardiovascular risk profile.25 These studies’ variable conclusions
further cloud the picture of recommendations for NSAID use when
stratifying the risk of cardiovascular disease.

Conclusion
In summary, NSAID use is associated with increased cardiovascular
risk. The use of NSAIDs in patients treated by emergency
medicine physicians needs to be tailored to the patient’s individual
cardiovascular risk. The provider must consider concurrent use of
aspirin, comorbidities including underlying cardiovascular disease,
chronic kidney disease, hypertension, congestive heart failure, and
anticoagulation use. When considering cardiovascular risk, there is
no clear consensus on which drugs are the safest, although naproxen
and ibuprofen are the most likely candidates based upon the best
available data. The level of risk displays a large variability between
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individual drugs in the class and seems to be affected by the baseline
cardiovascular risk of patients, although cardiovascular disease can
develop even in individuals without a pre-existing cardiovascular
condition.26 The evidence for a clear relationship between
NSAIDs and stroke events remains uncertain; thus, no definitive
recommendations can be drawn.27
Part 2 of this article, anticipated for publication in the Autumn
issue of Miami Medicine, will discuss the gastrointestinal and renal
risks associated with NSAIDs.
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Public Health Issue. Cureus. 2017 Apr 8;9(4):e1144. doi: 10.7759/
cureus.1144. Review. PubMed PMID: 28491485; PubMed Central
PMCID: PMC5422108.
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1. According to the article, which of the
following NSAIDs is prescribed most often?
A. Diclofenac
B. Meloxicam
C. Aspirin
D. Naproxen
E. Celecoxib
2. According to the article, which of the
following is not a characteristic of a regular
NSAID user?
A. Female
B. Age over 60
C. High body mass index
D. Diabetes mellitus
E. Increased waist circumference

5. Which of the following is true of
cyclooxegenase-2 inhibitors?
A. Known to have higher incidence of
		 GI bleeds
B. Found to have higher rates of
		 CV events
C. Known to have renal protective effect
D. Patients on COX-2 inhibitors have
		 better controlled blood pressure
6. Based on the PRECISION trial, which
NSAID had the safest CV profile?
A. Naproxen
B. Ibuprofen
C. Celecoxib
D. All are equivalent

3. What is the role of the cyclooxygenase
enzyme?
A. Converts arachidonic acid to 		
		 prostaglandins
B. Converts prostaglandins to their active
		 metabolite
C. Converts leucine to prostaglandins
D. Inhibits the production of 		
		 prostaglandins

7. Risks of long term NSAID use on the
cardiovascular system include all of the
following except:
A. Edema
B. Hypertension
C. Congestive heart failure
D. Myocarditis
E. Myocardial infarction
F. Stroke

4. The article classifies primary risks of NSAID
into which of the following three major organ
systems?
A. Cardiovascular, pulmonary, and renal
B. Gastrointestinal, cardiovascular, and
		 renal
C. Gastrointestinal, cardiovascular, and
		 endocrine
D. Renal, cardiovascular, and pulmonary

8. When considering cardiovascular risk, which
NSAIDs are likely the safest based on the
available data?
A. Naproxen and Ibuprofen
B. Diclofenac and Aspirin
C. Ibuprofen and Meloxicam
D. Aspirin and Naproxen
E. Aspirin and Celecoxib

9. What is the relationship between
NSAID use and cerebrovascular events?
A. All NSAIDs are associated with 		
		 increased cerebrovascular events
B. NSAIDs do not increase risk of 		
		 cerebrovascular events
C. Diclofenac and ketoprofen were found
		 to be protective
D. NSAID use decreases risk of 		
		 cerebrovascular events
10. Which of the following is not known to
increase cardiovascular risk in patients with
NSAID use?
A. Underlying cardiovascular disease
B. Hypertension
C. History of congestive heart failure
D. Bicuspid aortic valve
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Abstract
Background
Functional paragangliomas are uncommon neoplasms; however, they
should be considered when patients present with resistant hypertension.
It is essential to have a high index of clinical suspicion when patients
complain of episodic hypertension and associated autonomic symptoms
such as headache, palpitations, and diaphoresis, in order to correctly
diagnose a paraganglioma. Additionally, patients with paragangliomas
are likely to complain of symptomatic episodes in the past, although they
may be asymptomatic at the time of presentation since the symptoms
are usually transient. More specifically, bladder paragangliomas may
present with autonomic crises exclusively in the context of micturition
or stooling.
Case report
A 40-year-old woman presented with complaints of intermittent
headaches, flushing and palpitations that had been worsening in
frequency and severity over the past several weeks. The patient noted
that her symptoms specifically occurred only during urination and
defecation. The importance of having awareness of this condition is
highlighted in this case as the patient’s complaints were confused for
essential hypertension and panic attacks before properly being diagnosed
years later. This case report reviews the presentation, laboratory studies,
imaging, and treatment of functional paragangliomas.
Conclusion
When caught early, surgical interventions can be performed in
order to remove accessible tumors. Although these lesions are usually
benign, patients should undergo annual screening due to the chance of
recurrence and possible metastasis.1

Background
Paragangliomas, also referred to as extra-adrenal pheochromocytomas, are endocrine tumors of neural crest origin. The most
common locations for paragangliomas are: the organ of Zuckerandl,
the infradiaphragmatic paraaortic region, and the mediastinum.1
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Approximately 220 cases of urinary bladder paragangliomas have
been reported in literature.2 This accounts for less than 0.06% of all
urinary bladder tumors and less than 1% of all pheochromocytomas.2
The average age of diagnosis is approximately 43.9 years; however,
in cases with familial history, the average age of diagnosis is 24.9
years and males and females are equally likely to be diagnosed.3,4
Most reports of bladder paragangliomas are non-functional and
diagnosed incidentally by pathologic findings after surgical removal
of a tumor. This case report seeks to highlight the symptoms
associated with functional paragangliomas of the bladder including
episodes of flushing, palpitations, and headaches during autonomic
activities such as micturition and defecation.

Case Report
Patient Information
A 40-year-old woman presented with a four-year history of
episodic flushing, palpitations, and headaches worsening in severity
and intensity over several weeks. She noted that her symptoms
occurred only during times of urination and defecation. Specifically,
the patient reported that her blood pressure during these episodes
measured approximately 180/100 mmHg. She had been evaluated
by several physicians in the past and told she may have an anxiety
related disorder. Furthermore, she denied worsening of symptoms
with stress or exercise. The patient also denied abdominal pain,
dysuria, hematuria, flank pain, fever, or chills. After follow-up
bloodwork showed increased levels of normetanephrines, a CT of
the abdomen demonstrated an enhancing mass lesion in the floor
of the bladder. She was referred for surgical consultation. Physical
examination including a head-to-toe exam and vital signs were
noncontributory, and she was asymptomatic at the time of initial
surgical evaluation.
Diagnostic Assessment
Her physical exam was unremarkable. Laboratory results showed
24-hr 5-HIAA: 8.6mg/24 h; 24-hr urine metanephrine: 157
mcg/24hr; and 24-hr urine normetanephrine: 1233 mcg/24h; and
positive chromogranin A of 156ng/mL.
A magnetic resonance imaging (MRI) of the pelvis with and
without contrast (Figure 1) showed a 2.1 x 3.3 x 3.3cm enhancing
nodular focus involving the inferior right bladder wall, which was
stable in size compared to a prior CT performed on 6/6/2018. This
suggested a stable bladder neoplasm.
A positron emission tomographic (PET) scan (Figure 2) did not
show any signs of metastasis.
Genetic testing for VHL, SDHB, SDHC, SDHD mutations
were performed and were negative.
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Figure 1
Figure 1. Abdominal MRI
scan of the pelvis demonstrating 2.1 x 3.3 x 3.3 cm
enhancing nodular focus
involving the inferior right
bladder wall.
Figure 2. PET CT of
abdominal cavity.

Figure 2

Therapeutic Intervention
Several treatment options were discussed with the patient. She
opted for partial cystectomy and underwent treatment with alpha
blockers one week prior to surgery in order to avoid an intraoperative
hypertensive crisis. Robotic-assisted-surgery was performed for
minimal invasion. The mass was visualized on the anterior surface
of the bladder and inferiorly close to the bladder neck. A partial
cystectomy was performed, dividing the detrusor muscle and
mucosa circumferentially sufficiently to excise the mass in its
entirety with free margins. The patient tolerated the surgery well
and was sent to the recovery room in stable condition. Pathologic
examination of the tumor included positive immunohistochemical
stains for chromogranin, synaptophysin, and S100 protein, which
supported the clinical suspicion of paraganglioma.
Follow-Up and Outcomes
The patient did not have any post-surgical complications. She
also reported no recurrence of symptoms during micturition or
defecation and had no other complaints. Genetic testing for VHL,
SDHB, SDHC, SDHD mutations were performed and were
negative. Although no metastasis was noted on this patient, she will
require additional follow-up including annual catecholamine levels.
Since bladder paragangliomas are likely to recur and to metastasize,
lifelong follow-up is essential.5

Discussion
This case highlights several points, including the unusual
presentation and location of extra-adrenal pheochromocytomas.
The difficulty in reaching the diagnosis of paraganglioma is most
likely attributed to her unique clinical presentation which included
palpitations, flushing, and secondary hypertension only in the
setting of urination and defecation. Upon review of other reported
cases, the most commonly reported symptoms of functional bladder
paragangliomas in order of prevalence are macroscopic hematuria,
hypertension, or hypertensive seizure.5 It is important to note that
the hypertensive seizures or syncope in the setting of voiding urine
can be mistaken for seizure-related bladder or bowel incontinence.
20 | MIAMI MEDICINE ✚ Summer 2020

Of these symptoms, the patient in this case reported hypertension
which was diagnosed as anxiety-related by multiple clinicians before
the appropriate diagnosis was made.
The work-up of paragangliomas often includes specific imaging
and lab work. Increased chromogranin and urinary metanephrines
levels are consistent with the diagnosis, while the low level of 5-HIAA
helps to rule out carcinoid tumors. The patient’s MRI findings
are consistent with other reports of bladder paragangliomas that
similarly showed well-defined T1 enhancement.2 Paragangliomas
are also associated with various genetic syndromes including
neurofibromatosis type I, von Hippel–Lindau syndrome, and
multiple endocrine neoplasia type 2.5 The patient tested negative
for succinate dehydrogenase gene mutations which have been
implicated in sporadic and hereditary paragangliomas.
The gold standard treatment for bladder paragangliomas is
usually either partial cystectomy or transurethral resection.6 Partial
cystectomy was performed in this case without complication.
It should be noted that 15-20% of bladder paragangliomas
are malignant. Additionally, presence of metastasis is the most
specific indication of malignancy as these neoplasms may appear
histologically benign at the time of pathologic evaluation. Although
most paragangliomas are benign, 15-20% exhibit malignant
behavior.6 This patient was negative for mutation of succinate
dehydrogenase subunit B (SDHB) gene. Notably, mutations in
SDHB are strongly associated with the development of metastatic
pheochromocytomas and paragangliomas.7

Conclusion
This case report emphasizes the importance of awareness of this
uncommon disease along with a high index of suspicion in order
to facilitate a correct and prompt diagnosis. It is also important
to note that in this case the patient’s autonomic symptoms were
dismissed as an anxiety disorder. Performing a partial cystectomy for
removal of the bladder tumor may have precipitated a hypertensive
crisis resulting in increased mortality. This was avoided by the
preoperative laboratory detection of elevated urine metanephrines
and urine normetanephrines and appropriate preoperative and
intraoperative strategies.
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Abstract
Pituitary adenomas account for 10 to 15% of CNS tumors.1 Many
pituitary adenomas, especially microadenomas, are asymptomatic
and can go unnoticed for years. However, pituitary macroadenomas
tend to present with classic symptoms such as headaches, vision
problems (diplopia, vison loss), nausea or vomiting, changes in
sense of smell, or sexual dysfunction. Studies have shown that
administration of dopamine antagonists can induce or exacerbate
symptoms associated with pituitary adenomas. The authors present a
case of incidental finding of pituitary macroadenoma in a 50-yearold woman who spontaneously developed vertigo, visual symptoms,
and galactorrhea in the left nipple only after administration of
metoclopramide. An MRI of the brain with contrast revealed a 2.1
x 1.4 x 2.0 suprasellar pituitary macroadenoma with mass effect on
the optic chiasm. This case is unusual because the prolactin levels
were only mildly elevated and the mass effect and systemic effect
(galactorrhea) of the tumor did not present until administration of
metoclopramide, suggesting a synergistic pathology between the stalk
effect and dopamine antagonism.
Introduction
The most common pituitary cause of hyperprolactinemia is
the presence of prolactinoma, which accounts for 57% of all
pituitary adenomas, and presents more commonly in young
women.1 Prolactinomas are classified by their size, with 1
centimeter being the cut-off between micro and macroadenomas
and tumors greater than 4 centimeters being classified as giant
macroadenomas. Normal levels of prolactin in nonpregnant
women are greater than 30 µg/L, and in men are greater than
18 µg/L, and up to 210 µg/L in pregnant women.1 The degree
of hyperprolactinemia generally correlates with the size of the
tumor. Microadenomas typically correlate with a prolactin level
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of 100 to 200 µg/L whereas macroadenomas can exceed 500
µg/L.2
Dopamine regulates prolactin secretion through a direct effect
on anterior pituitary lactotrophs. It inhibits the basally highsecretory tone of the cell by binding to D2 receptors expressed
on the cell membrane of the lactotroph, activation of which
results in a reduction of prolactin production.3 Any lesion
leading to interruption of the dopaminergic pathways due to
compression of the pituitary stalk and portal vessels can lead
to hyperprolactinemia through a phenomenon known as the
“stalk effect,” where prolactin levels of less than 100 µg/L are
sufficient to induce symptoms of hyperprolactinemia, such as
galactorrhea, irregular menses, and vaginal dryness.4,5 Dopamine
antagonists such as metoclopramide or risperidone also create
settings of clinically significant hyperprolactinemia despite
having only mildly elevated serum prolactin levels.3,4,6,7,8,9,10,11
This phenomenon occurs by blocking the dopaminergic pathway
leading to disinhibition of prolactin production resulting in
hyperprolactinemia.
The authors present a case of incidental finding of pituitary
macroadenoma in a 50-year-old woman who spontaneously
developed vertigo, visual symptoms, and galactorrhea in the left
nipple only after administration of metoclopramide.

Case Presentation
A 50-year-old Hispanic woman was admitted on December 3,
2019 to Palm Springs Community Hospital in Miami, Florida
with one day history of left flank pain radiating to the left lower
quadrant associated with dysuria, nausea, vomiting, and chills.
She denied shortness of breath, chest pain, or any neurological
symptoms. Her vitals were within normal limits. Physical exam
was remarkable for positive left costovertebral angle tenderness.
Right upper quadrant ultrasound showed no evidence of
nephrolithiasis or hydronephrosis.
The patient was started on antibiotics for pyelonephritis with
subsequent urine culture revealing Pseudomonas aeruginosa. She
was prescribed metoclopramide for her associated nausea and
vomiting. After two days of treatment with metoclopramide,
the patient developed dizziness, vertigo, double vision, and left
nipple discharge. Serum prolactin was 87 µg/L and computed
tomography of the brain without contrast revealed a pituitary
macroadenoma measuring 0.9 x 1.7 x 2.1 centimeters with
obliteration of the normal infundibulum. The patient was
later interviewed and found to have had a two-year history

of galactorrhea which resolved spontaneously decades before
this presentation. MRI of the brain with contrast revealed a
suprasellar mass measuring 2.1 x 1.4 x 2.0 centimeters with
obliteration of the normal infundibulum and suspected invasion
of the left cavernous (Knosp Grade 2, Figure 1). The patient
declined surgical resection and chose medical treatment alone
with cabergoline

Discussion
This case report highlights the utility of dopamine antagonists
in incidentally exacerbating symptoms of pituitary prolactinomas
and the importance of working up such findings. Prolactinomas
present more commonly in women than in men at a 10:1
ratio1 and it is important to check whether a patient placed on
dopamine antagonist antiemetics or antipsychotics develops
symptoms such as vertigo, visual changes, galactorrhea, or
menstrual irregularities.
Any patient who presents with symptoms of hyperprolactinemia
after administration of a dopamine antagonist should have
their prolactin levels measured and receive a head CT scan to
rule out any intracerebral pathology. The symptom-eliciting
dopamine antagonist must be discontinued and replaced with
a prolactin-sparing drug, such as ondansetron to treat for any
nausea or vomiting. Dopamine agonists such as cabergoline and
bromocriptine should be used in order to simultaneously treat
the symptoms of hyperprolactinemia as well as reduce the size of
the prolactinoma.4
This case is unusual for a number of reasons. First,
macroadenomas traditionally present with relatively higher
levels of prolactin which can exceed 500 µg/L compared to
microadenomas. Macroadenomas are typically diagnosed because
they become clinically symptomatic due to their associated
hyperprolactinemia and mass effect in the brain.1,5 In this case, the

patient initially presented with an asymptomatic macroadenoma
whose chemical and physical effects became clinically noticeable
only after a brief two-day course of metoclopramide. Additionally,
the prolactin level, although only mildly elevated at 87 µg/L, was
still able to produce effects normally seen only at much higher
concentrations. This is due to a condition known as the stalk
effect, wherein the infundibulum is obliterated by the pituitary
macroadenoma, preventing dopamine tracts from reaching
the lactotrophs in the pituitary gland, thereby allowing them
to operate unopposed. The combination of the pituitary stalk
effect and administration of dopamine antagonists allowed this
metabolically underperforming pituitary macroprolactinoma to
become clinically significant and created an unusual case.

Conclusion
Clinically significant pituitary adenomas could remain
undiscovered because of lack of symptoms or clinical findings.
Metoclopramide and other dopamine antagonists such as
aripiprazole and haloperidol can incidentally assist in the
diagnosis of this type of adenomas.
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Figure 1. Sagittal section T1 weighted MRI with contrast. Suprasellar mass measuring 2.1 x 1.4 x 2.0 cm representing pituitary macroadenoma with obliteration of the
normal infundibulum. There is superior mass effect on the optic chiasm as well as
suspected invasion of the left cavernous, KNOSP Grade 2.

11. Peuskens J, Pani L, Detraux J, et al. The effects of novel
and newly approved antipsychotics on serum prolactin levels:
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Breast Cancer Update 2020: Techniques,
Improvements, and Looking Ahead
By R. P. DerHagopian, MD, FACS, and Dora Escobedo, ARNP

I

n going through some of my older
paperwork and articles, I came across a
brief article that I had written for Miami
Medicine in January 1984. I was intrigued
by the changes that have occurred in the
diagnosis and treatment of breast cancer since
then and I asked my nurse practitioner, Dora
Escobedo, if she would be interested in working
with me on an update highlighting those
advances. This article is not meant to be by any
means exhaustive as there will undoubtedly be
things left out, but it is meant to be, I hope,
somewhat informative.

Early Years

Miami Cancer Institute
which decreases the number of days each
patient is treated. We have used brachytherapy
which is radiation directly administered to
the tumor site. Additionally, we are now
investigating proton-beam radiation for select
types of breast cancer patients and we’ve noted
that proton-beam radiation may allow us to
treat the internal mammary lymph nodes and
reduce scatter to the heart and complications as
noted above.

Chemotherapy Improvements

Physicians are now using chemotherapy for
many patients preoperatively. This allows an in
vivo assay to determine whether chemotherapy
is working and, in addition, affords us the
ability to shrink many cancers making those
patients more amenable to a better surgical
outcome. The risks for infection have been
significantly decreased with newer agents that
raise the blood counts thereby strengthening
immune responses. The availability of better
antiemetics have allowed patients to go through
the course of chemotherapy and not to become
malnourished, also better fortifying the patient’s
natural defenses and overall sense of well-being.

I arrived in Miami in 1975 and joined Dr.
Alfred Ketcham and Dr. Everett Sugarbaker in
the Department of Surgical Oncology at the
University of Miami and Jackson Memorial
Hospital. At that time, we were still doing
mastectomies for breast cancer. We soon
joined the National Surgical Adjuvant Breast
Project program, which was a randomization
of breast-conserving surgery, i.e. lumpectomy,
with axillary node dissection, with or without Excerpt from the original Breast Cancer Update published
radiation, compared to mastectomy. This was in the January 1984 issue of Miami Medicine.
the first widespread study to see whether breastconserving surgery was as effective as mastectomy. It was proven that
Screening Techniques
lumpectomy was safe and appropriate to offer women this new modality. To
There is still controversy as to when women should begin screening for
this day, we have seen an increase in breast conservation surgery, but it was
breast cancer. We do have better technology today, and are employing digital
found that certain groups of women are better treated with mastectomy.
2D and 3D mammography. There is more widespread use of magnetic
Some patients who have a mutation in the BRCA1 or BRCA2 system, or
resonance imaging (MRI) of the breast in high-risk women and there is
have other genetic traits, are also better treated with mastectomies as are
now digital mammography available with intravenous contrast. Even with
women who have more than one tumor in the breast.
this availability, it is still so disheartening to know how many women do
not have mammograms. Oftentimes these patients have insurance issues or
are those in lower socioeconomic groups. I think it is very well accepted that
Surgical Techniques
the cure rates of breast cancers have improved secondary to early diagnosis.
One of the major changes over the years was the evolution of the sentinel
Better chemotherapies and more widespread use of chemotherapy have
node biopsy, which basically is removal of a single lymph node without
added to that improvement, but early detection remains paramount.
performing a total axillary node dissection. We have done this both for
women who are having breast-conserving surgery and mastectomy. One of
the benefits is the reduction in the likelihood of lymphedema or arm swelling.
The Future
Another change in surgical technique is the availability of immediate
Better identification of the molecular types of breast cancers will enable
reconstruction for patients who are going through mastectomy. In general,
precision and personalized treatment for individual tumors. We now group
when women have breast-conserving surgery, they undergo postoperative
breast cancer into four major types and can identify which patients need
radiation. Over the last 10 years, we have identified a group of women over
which chemotherapies and which patients will benefit from antihormonal
the age of 70 that may be spared for radiation.
therapy. What has been recognized over the last several years is that longterm antihormonal therapy in patients who have hormone receptorBreast reconstruction in general has certainly come a long way. In the
positive tumors will improve long-term outcome. It is amazing how many
early days, we used prosthetic devices such as implants, but now we can
patients are truly living longer, even with metastatic disease.
also employ autologous tissue including latissimus dorsi flaps, TRAM
flaps and diep flaps. Still, breast prostheses have been improved and are an
What does the future hold in terms of breast cancer surgery in particular?
excellent form of breast reconstruction.
I propose that one day surgery will not be as important. We have certainly
seen some tremendous advances with chemotherapy given to patients prior
to surgery where there has been complete disappearance of tumors. And, in
Radiation Therapy
terms of early detection and breast cancer diagnosis in the future, I foresee
There has also been an evolution of better radiation and a desire to
the day when we will use blood tests to pick up certain specific cancer
reduce complications and side effects with breast radiation. Physicians
proteins or DNA snippets unique to those tumors.
attempt to avoid radiation to the heart and decrease the risk for coronary
artery disease. We do this with better treatment planning and sometimesWe stand on the threshold of tremendous breakthroughs in breast
partial breast radiation. We have employed hypofractionation radiation,
cancer research. These are indeed exciting times!
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DC M A M e m be rs i n Acti o n

Dr. Rudolph Moise Takes Oath of Office to Become 2020/2021 DCMA President

Dr. Rudolph Moise is sworn-in as 2020/2021
DCMA President with help from Dr. Antonio
Mesa, outgoing DCMA President.

D

ue to COVID-19, the annual
transition of the Dade County Medical
Association leadership looked a lot
different than years past. The sentiment,
however, remained the same with the new
DCMA President, Rudolph Moise, D.O.,
taking the oath of office and preparing to
lead the organization through a year that’s
sure to be filled with challenges and exciting
opportunities.

With social distancing measures still
in place, the transition ceremony was
only attended by members of the DCMA
Executive Committee and family members
of Dr. Moise, while other members of
the DCMA Board of Directors had the
opportunity to watch via a live Zoom
broadcast.
Though the annual Presidential
Inauguration is currently on hold,
the DCMA is still planning to hold a
celebration for Dr. Moise once COVID-19
measures allow for large gatherings to safely
take place.
Once again, the DCMA wants to thank
Antonio Mesa, D.O. for his leadership
during the 2019/2020 year. During his
presidency, Dr. Mesa took on the hefty
task of relaunching Miami Medicine as
a scientific journal, and providing new
opportunities for members to receive free
CME. Dr. Mesa also brilliantly led the

organization through many months of the
coronavirus pandemic, ensuring members
had access to PPE, education, and assistance
when needed.
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
Danna-Gracey, 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.

Physician Leadership Academy Goes Virtual, DCMA Graduates Five Physicians

D

ue to COVID-19, the Physician
Leadership Academy (PLA) of South
Florida went virtual beginning in
May for the first time in the program’s
history, demonstrating participants could
“walk the talk” by learning to adapt to
extraordinary situations for the betterment
of the healthcare field.
The May and June sessions of the
Academy covered the topics of Innovation
& Emerging Trends – Creating Culturally
Agile and Inclusive Teams and Developing
and Promoting Resilience for You and Your
Team’s Health. During the final session on
June 29, participants from each county
presented their course projects via Zoom.
Dr. Damaris Mafut served as spokesperson
for the DCMA group which also included
Drs. Enrique Fernandez, Emilio Gonzalez,
Paula Schleifer, and Pedro Reimon.

Their project focused on meaningfulness
of association benefits in membership
retention with an objective to increase
engagement and retention of young
physicians, residents, employed physicians,
as well as seasoned physicians.
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.
Congratulations to all of the DCMA

DCMA member Damaris Mafut, D.O. served as
spokesperson for the DCMA group’s final project.

graduates, as well as those from Palm
Beach and Broward Counties!
Applications are accepted annually in
summer. Thanks to a grant from The Physicians
Foundation, this is a benefit to members from
each county association at no cost. If you are
interested in applying, please contact Angel
Bosch at abosch@miamimed.com.

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

Active

Maria Beltran, M.D
Ricardo Calonge, M.D.
Dalian Caraballo, M.D.
Andrea Gold-Schein, M.D.
Blanca N. Gonzalez, M.D.
Ariel Moses, M.D.
Wendy Oliver-Pyatt, M.D.
Anita L. Petteway-Tyler, M.D.
Albert Ray, M.D.

Juan F. Rodriguez Moran, M.D.
Marjorie Sanders, M.D.
Marie S. St Cyr, M.D.
Marcos Valerio, M.D.
George Varkarakis, M.D.
Sujata Yavagal, M.D.

Affiliate

Sergio San Jose, M.D.

Physician in Training
Marco A. Alvarez Morales
Ali Busoul, D.O.
Salatnay Henriquez
Mayelin La Fe Veloz
Prathusha Maduri
Bleydis Porras
Vivian L. Roges
Austin Wyant

Student

Jorge L. Alsina, Jr.
Michelle M. Galindez
Timothy Joseph
Samantha M. Rodriguez
Kristen Zayan
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DCMA PAC Interviews & Endorses
Candidates for Florida House and Senate

E

ach election cycle, the Dade County Medical Association
Political Action Committee (DCMA PAC) conducts
candidate interviews to ensure it supports physicianfriendly candidates. The importance of this effort cannot
be overstated as the interviews leave a lasting impression on
candidates, especially those running for office for the first
time. These early relationships are critically important for the
long-term success of our organization.
This summer the DCMA PAC interviewed 15 candidates
for open seats in the Florida House and Senate.
The candidates interviewed included:
• House District 102: Felicia Simone Robinson and 		
		 David Williams, Jr.
• House District 105: Bibiana Potestad
• House District 107: Christopher Benjamin, Esq.
• House District 110: Alex Rizo, Jr.
• House District 114: Jean Pierre Bado, Esq. and Demi 		
		 Busatta Cabrera
• House District 120: Jim Mooney, Rhonda Rebman 		
		 Lopez, and Alexandria Suarez
• Senate District 35: Daphne Campbell, Shevrin Jones, 		
		 and Erhabor Ighodaro, Ph. D.
• Senate District 39: Javier Fernández, Esq. and Ana 		
		 Maria Rodríguez
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The questions asked of each candidate covered topics
such as scope of practice, medical malpractice, medical
liability insurance rates, and physician shortages. This
year, due to the COVID-19 pandemic, all interviews
were conducted virtually.
After consideration, the DCMA PAC ultimately
decided to endorse the following candidates:
• House District 102: David Williams, Jr.
• House District 105: Bibiana Potestad
• House District 107: Christopher Benjamin, Esq.
• House District 108: Representative Dotie Joseph
• House District 116: Representative Daniel Perez
• House District 120: Jim Mooney
We continue to gather additional information in
the other races for the House and Senate in MiamiDade County. We anticipate announcing additional
endorsements in the near future.
Remember, even if you are not a member of the DCMA
PAC Board of Directors, you are still an important part of
the process! The PAC fundraises annually to help support
candidates who embrace the sanctity of the physicianpatient relationship. Contributions can be made at
miamimed.com/pacdonation. And if you have a desire to
get more involved in local and statewide advocacy, don’t
hesitate to reach out to the DCMA Office.

The Fetal Care Center Offers Hope to Families
of Infants with Congenital Differences.
The Fetal Care Center’s 10-bed special delivery unit, which opened in 2019, is a high risk infant special
delivery unit for healthy mothers whose infants will require immediate access to pediatric intensive and
critical care after birth. Mother and newborn benefit from staying together in the same hospital, where the
infant will have immediate access to our team of renowned specialists. The special delivery unit includes five
labor and delivery rooms, five antepartum rooms, and two operating rooms.
Our fetal care nurse navigators are available 24 hours a day to serve
as points of contact for our community physicians, pediatricians,
perinatologists and neonatologists, and coordinate subspecialty
consultations. Nicklaus Children’s Hospital offers an array of
diagnostic services, including fetal ultrasound, fetal MRI and fetal
echocardiography, with the goal to support families in obtaining a
definitive diagnosis and plan of care during a single visit.
Nicklaus Children’s Hospital. For Health. For Life.

Our number one priority is the safety and well-being of our patients and their families. We have
implemented additional safety precautions, such as arrival screenings and physical distancing
measures throughout the hospital, for everyone’s safety. For more information on these enhancements,
please visit nicklauschildrens.org/COVID19safety

3100 SW 62nd Ave, Miami, Florida 33155 1-844-55FETAL nicklauschildrens.org/FetalCare

Nicklaus-1865 DCMA Miami Medicine - Q3 - Fetal Care Ad_FINAL.indd 1
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YES! The Pandemic Will End - Then What?

with all relevant state and federal requirements (for example,
fter almost six months, it may seem like
the Kickback Safe Harbors, Stark Law, Florida Patient
COVID-19 and the restrictions needed to deal
Brokering Act, etc.)?
with this pandemic will last forever. It is important
to keep in mind that someday, hopefully sooner
Clinical Relationships
rather than later, we will return to “business as usual.”
The category of Relationships generating the most
Medical practices, having learned to rely on telemedicine,
attention involves the clinical habits, routines, and procedures
restrict patients’ access to the practice’s office, reduce staff,
medical practices need to consider as their businesses revive.
etc., will need to evaluate the wisdom of returning to the
For example, before COVID-19 using face masks and gloves
business habits, routines, procedures, and relationships
during an office visit was limited. Today, patients expect to see
(collectively referred to in this article as “Relationships”)
their physicians and staff using these items.
they relied on before the pandemic.
From a patient’s perspective, one benefit of this pandemic
For simplicity, this article divides these Relationships into
is
the absence of long waiting times when they see a
two large categories: (i) the Good and the Bad, and (ii) the
physician in-person. This also has been an opportunity for
Ugly. The first category, the Good and the Bad Relationships
many patients to understand the benefits of telehealth.
is subdivided into Internal Relationships, External/Operating
Going forward, questions concerning Clinical
Stephen H. Siegel, Esq.
Relationships, and Clinical Relationships. NOTE: These
Relationships
include:
are the author’s categories - intended to provide one way to
• Will physicians continue to use patient protective 		
organize, identify, and address the changes physicians and their medical practices
						 equipment (“PPE”) in their offices?
may consider in preparing for a post-pandemic environment.
• What is the likelihood medical practices will abandon double 		
		
booking and adopt scheduling protocols that facilitate timely office visits?
The Good and the Bad.
• Will practices adopt telemedicine or, begin providing home services 		
		 to patients? Will we see the return of “Marcus Welby, M.D.”?
Internal Relationships
The pause in activity caused by the pandemic provides a unique opportunity
The Ugly.
to focus on how a practice’s business operates and the relationship of its owners.
In large part, this is a review of its “organic” documents. These include, but
QUESTION: What do J.C. Penney, Envision Healthcare Corp., and Hertz
may not be limited to, its bylaws or operating agreement, physician-owner
have in common?
employment/retention agreements, and the practice’s relationships with banks
ANSWER: The business downturn caused by the COVID-19 pandemic has
and insurance policies.
pushed these companies into bankruptcy.
One issue to focus on is whether there was some pandemic-related event
Despite these companies’ access to the capital markets, sophisticated
that was not adequately addressed in these documents or needs to be considered
management, etc., they are taking advantage of the Bankruptcy Code and
if a similar future event occurs. For example:
frustrating their creditors.
• What happens if an important physician-owner becomes ill?
The PPP offered temporary financial support for small businesses - that may
• Is there insurance that will indemnify the practice for the loss of a 		
not be enough. The ugly truth is some will need to seek protection under the
		 physician’s revenue?
Bankruptcy Code. Medical practices and other health care providers appear to
• Does the practice have sufficient business interruption coverage to 		
be particularly vulnerable.
		 meet its ongoing obligations?
Evidence many medical practices will need to explore this option is
• If the practice has drawn down its line of credit:
found in the results of a study conducted by The Larry A. Green Center in
		 o How much remains?
partnership with the Primary Care Collaborative, released on May 21, 2020.
		 o How quickly can the outstanding amount be repaid if the bank 		
This study found that over half (55%) of the primary care clinicians polled are
			 calls the loan?
concerned they are not prepared for the anticipated next wave of this pandemic.
• How helpful has the bank been in the practice’s efforts to obtain 		
These clinicians’ concerns include high stress levels, limited access to patient
		 relief under the Payroll Protection Program (“PPP”)?
protective equipment, the cost and time needed to implement new technology
Recovering from the pandemic provides a unique opportunity to examine
(ex. telemedicine), and patients who are choosing to postpone chronic and
these internal relationships. Stressful events bring weaknesses into clearer focus.
preventive health care services.
Medical practices seeking protection under the Bankruptcy Code sometimes
Also, it is reasonable to anticipate that a practice’s business will be interrupted
must address thorny issues not faced by other debtors. For example, the way
by some future event, like a hurricane or pandemic.
patients’ medical records are maintained and transferred in Florida is subject to
External/Operating Relationships
the restrictions imposed by HIPAA, FIPA, and other relevant state laws. These
The Relationships involving a medical practice and its employees,
issues are unique and not regularly addressed by business or bankruptcy counsel
contractors, vendors, and payors is another area that should be reviewed.
who do not focus on the health care industry.
The need to retain, furlough, or terminate employees because business is
poor is best addressed before the next pandemic, hurricane, etc. A practice also
What To Do Now.
should examine its contracts with key vendors. The questions concerning these
parties include:
The physician-owners and employees of medical practices should begin
• Has the practice:
reviewing their Relationships now and asking:
		 o adopted sufficient employee policies and procedures?
• Are there Relationships that are problematic, outdated, or otherwise 		
		 o incorporated them into an employee handbook?
		 need to be revised?
		 o made sure every employee receives a copy of that handbook?
• What revisions are needed to enhance the practice going forward?
• What is the practice’s policy if an employee needs to be treated for a 		
• What is the financial viability of the practice?
		 medical condition, like COVID-19, or as the result of an injury 		
		 o Can it be strengthened?
		 suffered while working?
		 o If not, what is the best exit strategy?
• Does the practice have current BAAs with all its business associates?
To begin, assemble the practice’s governing body and trusted advisors (i.e.,
• What happens if a vendor, who supplies a critical item or service, is not
its attorney, accountant, insurance broker, banker, billing consultant, and
		 able to do so?
asset manager). With their assistance, review and assess the business’ overall
		 o Can the practice seek that item or service from another vendor?
health. The sooner this process begins, the more time there will be to make any
		 o Is it entitled to indemnification if there is a higher cost?
needed changes. The answers may be difficult, fray long-standing professional
• Are there written agreements between the practice and its referral sources?
relationships, uncomfortable and/or painful. However, for the continued
• Is the practice’s compliance plan robust enough to ensure its compliance
viability of the practice they must be asked and answered.

________________________________

Author: Stephen H. Siegel, Esq.,Florida Bar Certified-Health Lawyer, Health Care Compliance Association certified in Healthcare Compliance and Healthcare Privacy
Compliance, Partner, Lubell Rosen, Coral Gables, Florida 33134, shs@lubellrosen.com; (O) 305.655.3425; (C) 305.298.8640
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B

Does Your Expanding Family
Require Expanded Protection?

ringing a baby into your home -whether it’s your first
one or your fourth- is both a joyful and a sobering
moment. You’re probably focused on showering
your baby with love and managing the day-to-day
responsibilities of caring for this new life. But it is also a good
time to think about the long term which includes protecting
your family for decades to come through life insurance.
According to a study by the global research firm LIMRA,
nearly 40 percent of Americans surveyed said they wished
their spouses or partners had more life insurance, and half
of the married Millennials said they wished their spouse had
more life insurance.

Protecting your loved ones
When you have more loved ones to protect, your reasons
for increasing your insurance multiply. You may need to
increase your life insurance to provide income for your
young, growing family if something happens to you.
Among those surveyed, LIMRA’s study found that the top
three reasons to buy life insurance included: to pay for
final expenses, replacing income, and transferring wealth.
A strategy created by New York Life called New Beginnings
aims to protect young families with combined term and whole
life insurance. By combining these two types of coverage,
young families can enjoy affordable protection now as well as
the right to secure lifetime coverage and living benefits with

whole life insurance as their needs and their budgets change
over time.

Do you have enough coverage?
LIMRA’S study found only 54 percent of Americans have
individual life insurance policies. Nearly one in three
Americans believe they need more life insurance since the
average coverage is now about $168,000 while the number
of years of income replacement that the average amount
of coverage provides has decreased to 3.4 years. Industry
experts recommend replacing about seven years of income.
Additionally, forty percent of those surveyed said they didn’t
know what insurance to buy or how much coverage they need.
Many have put off buying more life insurance because they
think it’s too expensive or they have other financial priorities.
However, life insurance coverage may not cost as much as
you think. On average, the LIMRA study found most people
estimate that life insurance costs more than it actually does.
When your family is expanding, it’s a great time to talk to
New York Life about how to protect every family memberincluding your newest one. Let’s get together to discuss this.
________________________________
About New York Life: Learn more about New York Life by
contacting Josephine Barbot by phone at (786)-709-1072, or by
email at jbarbot@ft.newyorklife.com.

Submit your Scientific Article for
Publication in Miami Medicine!
We are now accepting articles for publication in upcoming
issues of Miami Medicine. Do you have a scientific
review article or case study you’d like considered?

The submission
process is simple!
Visit miamimed.com/journal
to review our Author Instructions
and then upload your submission.
Questions? Contact Kristy Williford, Managing Editor, at kwilliford@miamimed.com
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Letter To The Editor

Changes in Medicine Affecting the
Doctor Patient Relationship

M

edicine today and the paradigm of medicine has changed
drastically. Years ago, a doctor took care of a patient
and the sacrosanct relationship of doctor to patient was
paramount. Based on that was trust. A family of two or three
generations was taken care of by a doctor who also trusted them.
Later, the Health Maintenance Organizations (HMOs) developed
and enticed physicians to join panels for a little less income but
more patients. Some patients were not on the plan and neither were
doctors, and so, therefore, it separated their mutual trust, eventually
leading to ERs as the purveyors of healthcare.
Unfortunately, with the advent of insurance, profitability, and
Medicare, the economic sustainability of a medical business is in
question. A physician’s income irrelevant because a medical business
has to make enough to keep the lights on, and pay overhead, staff,
computer bills, electronic health records, etc. This downward trend
in the last fifteen to twenty years has been quite disturbing and I
have watched this since 1985. I am reminded of the movie the Best
Exotic Marigold Hotel which says, “everything will be alright in the
end. If it’s not alright, it is not yet the end”.
The changing paradigm of medicine, as I mentioned, does not
preserve the doctor patient relationship. Healthcare is not insurance or
a hospital; it is each of us physicians and our relationship with patients.
The Medicare Act of 1965 mandated certain payments which were
not constrained. Regular insurance came along with employment with
the Kaiser Plan in California. Richard Nixon proffered the Health

Maintenance Organization Act of 1973, as a personal favor to Edgar
Kaiser allowing for-profit businesses to include hospitals, clinics, and
medical insurance companies, not the service companies they were. The
Sustained Growth Rate (SGR) formula was a bucket of money that
everyone took their surgical fees out of, Medicare Part B.
This was put together with the Contract for America in 1996 by
Newt Gingrich. He said he would change it, but never did because
he was no longer there. The more people do surgery out of the
same bucket of money, the less money per surgery. The result: it
trickled down to an economically unsustainable amount of money.
This was rescinded in 2015 and substituted by the Meaningful Use
Criteria, the Merit Based Incentive Payment System and, finally, the
Medicare Access and Chip Reauthorization Act of 2015, or MACRA
as we know it. The strings and attachments and constraints on this
with electronic medical records has begun making things worse for
physicians and their care of patients.
To quote Malcolm Gladwell, a writer for the Boston Globe, “you
don’t train someone for all of those years of medical school and
residency, particularly people who want to help others optimize
their physical and psychological health, and then have them run a
claims-processing operation for insurance companies.”
Respectfully yours,
John C. Nordt, M.D.
DCMA Member

It’s no longer just a matter of signs hinting at a hardening
market. Indisputable evidence is now at the forefront. Rates
are beginning to weaken. Malpractice carriers are being placed
into receivership. Shockingly high awards are being made by
juries in Florida.
As independent agents specializing in malpractice insurance
placement, we are strong enough within the med mal
insurance marketplace to help you in seeking shelter from the
coming storm.
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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Baptist Health offers more than 400 CME/CE courses each year through its nationally accredited Continuing
Medical Education Program. For a complete course listing, go to BaptistHealth.net/CME, or contact the
Baptist Health Continuing Medical Education Department at 786-596-2398, or CME@BaptistHealth.net

Live Webinars

The Baptist Health CME department offers live webinars of our CME conferences. These webcasts are
eligible for free CME credit. BaptistHealth.net/CME

Online Learning Program

Over 200 FREE CME/CE Courses. BaptistHealth.net/CMEOnline
Upcoming Releases
■ Primary Care Focus bundle
■ Neuro and Neuro Nursing lectures
■ Immunotherapy

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

List of CME Courses FY 2020
SAVE THE DATE

ONLINE COURSES

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

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

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

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

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

Miami Medicine is the official publication of the Dade County Medical Association (DCMA).
Advertising in Miami Medicine does not imply approval or endorsement by the DCMA. Any ads stating approval by the DCMA have been declared by the DCMA as worthy of consideration by
its members; however, the DCMA shall have no liability in the event the user is dissatisfied. The DCMA maintains a sponsorship program which endorses select vendors and organizations whose
products and services may be beneficial to the membership and/or from which the DCMA may receive financial support. Miami Medicine assumes no responsibility for statements made by its
contributors. Opinions expressed by authors are their own, and not necessarily those of Miami Medicine or the DCMA. Miami Medicine reserves the right to edit all contributions for clarity and
length, as well as to reject any material submitted. Subscription: $53.50 annually; single issue $5.35
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Looking to avoid risk?

WE CAN SHOW
YOU THE WAY.
We’re taking the mal out of malpractice insurance.
Thanks to our national scope, regional experts, and
data-driven insights, we’re uniquely positioned to spot
trends early. We shine a light on risks that others can’t
see, letting you focus on caring for patients instead
of defending your practice. It’s a stronger vision that
creates malpractice insurance without the mal.
Join us at thedoctors.com
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