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Memorial Day
Honoring All the Men and Women Who
Have Selflessly Served Our Country

NEW HOME OF THE

DCMA

Highland Park Office Center
Spring weather, the flowers, birds and butterflies all signify
a new beginning. So too for the Dade County Medical
Association. How fitting that the DCMA move into our new
home would take place on Tuesday, March 20, 2018 – the
first day of Spring!
The first Board meeting in our new location was held on
March 26, 2018. See below for photos of our new, state of the
art building and space.
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Message from your President:

The Medical Profession
& the Internet
[i]

Raul Ravelo, MD

President, Dade County Medical Association

R

ecently, one of my four daughters sent me a clip from the TV series “Grey’s
Anatomy,” which we all know sometimes provides a more dramatic portrayal of
our everyday work. Nonetheless, I was captivated by the episode’s content. One of the
doctors traveled to Switzerland to visit a hospital that is working on cutting-edge
cardio research and development.[ii] While she scrubbed into a cardio surgery, the
other doctor noted that the patient had an irregularly shaped heart valve. To
demonstrate this irregularity, he turned on a three-dimensional hologram, which
provided a complete interoperative visualization of the patient’s heart that was pieced
together using pre-op scans. While at the operating table, the doctors could see the
heart from all angles in real time and slice into the internal anatomy of the heart. All I
can think of is how far our profession has come and how far it will go.
Since the boom of the Internet and the availability of smartphones, the technologies
inevitably shifted towards supporting our everyday lives. In particular, companies have
invested in mobile and wireless technologies that support health care goals. These
technologies, which include mobile apps, wearables, and devices, are typically referred
to as “mHealth” or “the mHealth market.” Because of the explosion in the mHealth
market, we have seen popular, health-related drives, such as people with Fitbits
tracking their daily goals of walking 10,000 steps. People invest in mHealth products,
like Fitbit or Epocrates,[iii] because of the mobility, the ease of use, and the efficiency.
In fact, according to the healthcare industry analysts at Zion Market Research
Company the global mHealth market size was valued at “[$]11.47 billion in 2014 and
is expected to reach [$]102.43 billion by 2022.”[iv]
Over time, healthcare professionals and companies also adopted the use of medical
mobile devices and apps for their clinical practices. According to a 2014 report in the
Pharmacy & Therapeutics Journal, healthcare professionals use these apps and devices
“with many important tasks, such as: information and time management; health
record maintenance and access; communications and consulting; reference and
information gathering; patient management and monitoring; clinical decision-making;
and medical education and training.”[v]
While there are still some challenges to overcome, it is in my opinion that physicians
should make sure that they learn and develop the skills to use the medical apps and
devices to their fullest extent. To do so, doctors should not only take the time to
become familiar with the cutting-edge apps available to provide greater care and
monitoring of their patients, but developers of these technologies should also learn
how physicians use these technologies in their daily practices and make them
interoperable with other technologies being used.
Studies have shown that physicians are hesitant to recommend health apps to their
patients “because they are unfamiliar with what is available and do not want to provide
their patients with uninformed recommendations.”[vi] Moreover, healthcare
professionals worry about the reliability of the information, liability issues, and patient
data protection. While these concerns are justified, especially with the legal unknowns
involved with the use of medical technologies, patients would benefit from the
integration of their care with their smartphones. For instance, I would benefit from an
app that allowed me to upload each patient’s follow-up care instructions after radiation
treatments. In this app, patients can provide me their follow-up biometrics and track
their compliance with my instructions for post-treatment care.
Another great example that achieves the goal of a doctor’s daily use of medical software
is for greater development and availability of electronic health record systems. On
March 6, 2018, the Trump Administration announced the MyEHealthData Initiative
with the goal of increasing the interoperability of the health data information systems.
[vii] While we are still awaiting further details on the components of the program, it
signals a concern that has been expressed by many healthcare professionals: the
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“clunky” or “primitive” state of electronic health record systems. [viii] In my own
experiences, the current systems are not only time-consuming and inefficient, but also
very expensive. Doctors have opined that “we now spend roughly two-thirds of our
workday as data-entry clerks, tending to digital paperwork and administrative
burdens.”[ix] Unlike some naysayers of electronic health record systems, I believe that
the increased interoperability and development of these systems will provide better and
more efficient results for patients, especially in our transient society. Having a
centralized file for each patient would avoid the forgotten surgery or prescription
name during intake and provide real-time pictures of patients’ health. Nonetheless, I
would like to see two items addressed in the development of these updated systems:
user-friendly formats and decreased costs.
Because electronic health record system vendors must be certified as compliant by the
U.S. Department of Health and Human Services (“HHS”), better and more up-todate software formats are not made available and non-healthcare–related companies
develop apps that are not adapted for the daily lives of healthcare professionals.
Moreover, companies are insulated from competition that would normally allow
greater technologies to thrive. I would highly suggest that incentives be put in place by
HHS so that those companies will sit with physicians and learn about the formats that
can better serve their practices and their patients. After the investment in these
systems, physicians should be able to integrate various formats (e.g., audio, photo,
scans) and provide compatibility with various platforms (e.g., desktop, mobile) in
these systems.
Furthermore, Medicare currently penalizes practice groups and offices that do not have
electronic health record systems. While this consequence aims to incentivize physician
offices to adopt electronic health record systems, it only impedes the one-physician
offices or small physician practice groups from flourishing and rewards large practice
groups that can actually afford the systems. Therefore, the new initiatives should
address these cost concerns while embracing that many areas of the country rely on
one-physician offices or small physician practice groups for their healthcare, and the
offices should have the ability to access these technologies.
Lastly, I would like to advise my fellow physicians to develop a strategy to increase
their practice’s social media presence and patient reviews online, especially because a
2015 survey found that 39% of all patients––54% of adults between the ages of 18
and 24––rely on online physician ratings before seeing a doctor. To do so, we must
both make sure that we always provide a high quality of care and ensure that we
integrate technology into our daily practices.
In conclusion, the benefits of the mHealth industry have revolutionized our practices
and will continue doing so in the future. Perhaps, one day, I too will be able to slice
three-dimensional holograms of my patient’s organs in real time.

Raul Ravelo, MD

President, DCMA 2017-2018
References
[i]	Disclaimer:

The substance discussed in this article is made up of the individual author’s own opinions.
Prior to using or advising patients to use any of the materials (mobile apps, wearables, etc.) discussed
herein, you should obtain legal advice from an attorney licensed or authorized to practice in your
jurisdiction to assure that you are compliant with the most up-to-date regulations and laws, both federal
and state.
[ii]	ABC, Grey’s Anatomy, Season 10: Episode 22 at 24:54 (2013).
[iii]	Epocrates is a drug reference application that is used to access information like drug names and drug
dosages.
[iv]	https://globenewswire.com/news-release/2017/11/15/1193431/0/en/mHealth-Market-Size-Projected-toReach-USD-102-43-Billion-by-2022-Zion-Market-Research.html.
[v]	https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4029126.
[vi]	https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4464901.
[vii]	https://www.bloomberg.com/news/articles/2018-03-06/trump-administration-wants-to-take-on-medicalrecords-puzzle.
[viii] https://www.wsj.com/articles/why-your-doctors-computer-is-so-clunky-1521585062.
[ix] https://www.wsj.com/articles/why-your-doctors-computer-is-so-clunky-1521585062.
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Save the Date
DADE COUNTY MEDICAL ASSOCIATION

Presidential Installation
June 23, 2018

7:00 p.m.

BARBARA MONTFORD, M.D.
Will Be Installed as the First African-American Female President
of the Dade County Medical Association

JW MARRIOTT

1109 Brickell Avenue, Miami, Florida 33131
$250 per person. Formal Invitation to follow.

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

Study Shows Nurse Practitioners and
Physicians Face Similar Liability Risks
By David B. Troxel, MD, Medical Director, The Doctors Company

T

he Doctors Company analyzed 67 claims—written demands for payment—against
nurse practitioners (NPs) that closed over a six-year period from January 2011
through December 2016. These claims arose in family medicine (FM) and internal
medicine (IM) practices. To provide context, we compared the NP claims with 1,358
FM and IM claims against physicians that closed during the same time period. If a
claim was against both the FM or IM physician and the NP, we eliminated it from this
study to avoid counting the same claim twice.

Increasingly, the growing need for primary care services will be filled by NPs, not
primary care physicians. Subject to individual state regulatory guidelines, NPs may take
patient histories; conduct physical examinations; order, supervise, perform, and
interpret diagnostic and laboratory testing; prescribe pharmacological agents; and
render treatment. In 2017, there were more than 248,000 licensed NPs in the United
States, with 86.6 percent certified in primary care and 95.8 percent prescribing
medications.

We included cases that closed within the study’s time frame regardless of how the claim
or suit was resolved. This approach helped us to better understand what motivates
patients to pursue claims and to gain a broader overview of the system failures and
processes that resulted in patient harm.

Approximately 8,000 new primary care physicians enter practice each year. By 2020, it
is estimated that about 8,500 will retire annually. As the number of primary care
physicians declines, their services will increasingly be provided by NPs. An estimated
23,000 new NPs completed their academic programs in 2015–2016. It is projected
that by 2025, physicians will represent 60 percent of the family practice workforce, and
NPs will represent 29 percent (almost one-third).

Our approach to studying these malpractice claims began by reviewing plaintiffs’/
patients’ allegations, giving insights into the perspectives and motivations for filing
claims and lawsuits. We then looked at patients’ injuries to understand the full scope of
harm. Physician and nurse practitioner experts for both the plaintiffs/patients and the
defendants/nurse practitioners/physicians reviewed claims and conducted medical
record reviews. Our clinical analysts drew from these sources to gain an accurate and
unbiased understanding of the events that lead to actual patient injuries.
Nurse practitioner or physician reviewers evaluated each claim to determine whether
the standard of care was met. The factors that contributed to claims included clinical
judgment, patient factors, communication, clinical systems, clinical environments, and
documentation.

For these reasons, it is appropriate to review NP medical malpractice claims and
compare them with those of primary care physicians to see if any unique NP risk
management issues need to be analyzed. Although this NP claims analysis is statistically
limited by the relatively small number of NP claims, it shows that diagnosis-related and
medication-related allegations are similar for NPs and primary care physicians—as are
the final diagnoses in claims with diagnosis-related allegations.

Our team studied all aspects of the claims and, using benchmarked data, identified risk
mitigation strategies that nurse practitioners and their physician partners can use to
decrease the risks of injury, thereby improving the quality of care.

Medical treatment–related allegations are more frequent for FM and IM physicians,
while patient assessment issues, patient injury contributing factors, patient injury–
related diagnoses, and injury severity are similar. The key differences are that NPs have
lower claims frequency, and their medication-related and medical treatment–related
claims have lower indemnity payments. The indemnity payments for diagnosis-related
claims are similar for NPs and physicians.

Limitations: We did not take the following state differences in NP scope of practice
(SOP) into consideration because the number of claims in each category would likely
lack statistical significance:

An allegation of failure or delay in obtaining a specialty consultation or referral often
occurred when an NP managed a complication that was beyond his or her expertise or
SOP.

• In 23 states and Washington, DC, NPs have full authority to practice
independently. They can evaluate, diagnose, and manage treatment—including
ordering and managing medications.
• In 15 states, NPs have reduced practice authority that requires a regulated
collaboration agreement with a physician.
• In 12 states, NPs have restricted practice authority that necessitates supervision,
delegation, or team management by a physician.

Most Common Patient Allegations
When NPs worked in FM and IM practices, the three most common claim allegations
against NPs accounted for 88 percent of their total claim allegations. The top three
allegations in claims filed against FMs and IM physicians accounted for 89 percent of
their total claim allegations.
The diagnosis- and medication-related allegation percentages were similar for both NPs
and primary care physicians, while medical treatment–related allegations were more
common for primary care physicians (see FIGURE 1). The small number of NP claims
may lack statistical significance.

The alleged failure to perform an adequate patient assessment often occurred when an
NP relied on the medical history or diagnosis in a previous medical record rather than
performing a new, comprehensive exam.
Many NP malpractice claims can be traced to clinical and administrative factors:
• Failure to adhere to SOP.
• Inadequate physician supervision.
• Absence of written protocols.
• Deviation from written protocols.
• Failure or delay in seeking physician collaboration or referral.
Many of these factors can be remedied if physicians are clear about the nurse practice
laws and regulations within their state and they support the NP in providing care
within the SOP. The quality program within the practice should monitor the practice
of the NP to ensure compliance with the laws and regulations of that particular state.
Contributed by The Doctors Company. For more information about the Nurse
Practitioner Closed Claims Study, go to www.thedoctors.com/NPstudy.
The guidelines suggested here are not rules, do not constitute legal advice, and do not
ensure a successful outcome. The ultimate decision regarding the appropriateness of any
treatment must be made by each healthcare provider in light of all circumstances prevailing
in the individual situation and in accordance with the laws of the jurisdiction in which
the care is rendered.

References
1 W1 NP fact sheet. American Association of Nurse Practitioners.
www.aanp.org/all-about-nps/np-fact-sheet. Accessed March 26, 2018.

Discussion
The adoption of the electronic health record (EHR) has negatively affected physician
satisfaction and practice workflow. As a consequence, physicians are increasingly using
medical scribes to untether themselves from their EHRs, enhance efficiency, and
reduce burnout. Patient satisfaction also increases with the use of scribes due to
improved physician-patient interactions during office visits. A growing body of
evidence indicates that NPs provide similar benefits; i.e., they provide high-quality
patient care, with patient satisfaction scores similar to those of physicians—which
allows physicians to see more patients and focus on those with complex management
or diagnostic problems.
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Too Much Going On!
By Stephen H. Siegel, Esq., Of Counsel, Broad and Cassel, Miami, Florida
Florida Board Certified in Health Law; Health Care Compliance Association – Certified in Healthcare Compliance
shsiegel@broadandcassel.com (O) 305-373-9424 (C) 305-298-8640

T

Stephen H. Siegel,
Esq.

he benefits and challenges of having a career
in the healthcare industry include the fact that
things are always changing. This month, rather
than focusing on one subject, I am going to bring to
your attention issues involving 3 different aspects
of the changing healthcare industry- physicians’
opportunities to obtain additional income, HIPAA
compliance issues for smaller healthcare providers,
and Florida’s recent legislation addressing direct
primary care agreements.

Outside Income

Physicians frequently are interested in developing multiple income
streams, in addition to what they earn from practicing medicine. Some
of these income streams pose no specific issue for a medical practice.
For example, investing in publicly traded stocks, or a furniture store a
relative wants to open is not likely to create any risks for a physician’s
medical practice.
In many cases a physician is presented with an income generating
opportunity that is related to his/her “day job”, i.e., practicing
medicine. For example, many physicians have developed niches as
expert witnesses. Other physicians make presentations on behalf of
drug companies, medical equipment manufacturers, etc. for which
they are compensated. Still other physicians “moonlight” by providing
medical directorship or professional medical services on behalf of other
medical practices, hospitals, home health agencies, etc. While these
income generation opportunities may be legitimate and ethical, they
still present possible risks to both the physician in question and the
medical practice with which he/she is affiliated.
Sometimes, the risks are unanticipated. For example, a physician who has
testified as an expert witness may find him/herself in a deposition where
that physician’s prior opinions are not consistent with their testimony
in a given matter. A physician who makes presentations may find his/
her activities (as well as those of their practice) subject to scrutiny by a
federal or state investigative agency. Allegations of malpractice or failure
to adequately supervise involving physicians who medical directorship
or professional medical services on behalf of a third party, as well as that
physician’s employer, are a risk that cannot be ignored.
Despite the risks, the likelihood that physicians will cease becoming
involved in opportunities legitimately to generate additional income
related to their professional activities is remote. Every entity that
employs physicians (ex. clinic, group practice, etc.) should seriously
consider the following the five steps discussed below, in order to (i)
identify the potential risks, (ii) evaluate the level of risk posed, and (iii)
determine whether the risk is worth the potential reward.
Step 1. Adopt a clear policy concerning whether employed physicians
can “moonlight” or engage in other income generating activities,
particularly if the activities are related to the practice of medicine.
Step 2. Include in physician employment agreements a provision
requiring a physician to obtain his/her employer’s PRIOR written
consent, before accepting any outside activity. (Note: Provisions that
merely require a physician to provide notice that they have accepted an
outside engagement is not adequate.)
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Step 3. Before it becomes an issue, adopt a policy concerning the
entitlement of the employer and the physician to the proceeds of his/
her outside activities. That policy should be incorporated into each
physician’s employment agreement and consistently applied.
Step 4. Require each physician to complete an annual questionnaire
disclosing his/her outside activities.
Step 5. Carefully evaluate the practice’s insurance coverage, in order to
determine whether the actions of a physician outside the scope of his/
her employment is covered and, assuming it is not, determine whether
there are certain outside activities that engender too much risk for the
practice to assume.
Developing policies concerning the ability of a physician (employee or
owner) to engage in outside activities can be controversial. No one likes
being told what they can or cannot do with the skill and knowledge
they have obtained over many years of work. The assistance of legal
counsel, who has experience with these issues, as well as knowledgeable
consultants in other relevant areas can assist in developing policies that,
while not welcomed, the physicians in the practice can appreciate.

HIPAA Compliance Plans – Required and Addressable
Standards
Last month’s article, “What is a HIPAA Compliance Plan?”, briefly
discussed the distinction between the HIPAA Security Rule’s “required”
standards and those standards that are “addressable”.
As suggested by its formal designation, “Security Standards for
the Protection of Electronic Protected Health Information”, the
Security Rule focuses on measures intended to protect the privacy
of an individual’s electronic protected health information (“ePHI’).
To achieve this objective, the Privacy Rule includes a number of
standards that are either “required” or “addressable. An example of
how OCR expects these standards to be satisfied is found in the Rule’s
administrative safeguards:
(a)	A covered entity or business associate must …
(1)(i) Standard: Security management process. Implement policies
and procedures to prevent, detect, contain, and correct security
violations.
(ii) Implementation specifications:
(A) Risk Analysis (Required)….
(B) Risk Management (Required) ….
(C) Sanction Policy (Required) ….
****
(3)(i) Standard: Workforce security. Implement policies and
procedures to ensure that all members of its workforce have
appropriate access to electronic protected health information….
(ii) Implementation specifications:
(A) Authorization and/or supervision (Addressable)….
(B) Workforce clearance procedure (Addressable)….
(C) Termination procedures (Addressable).
Thus, Covered Entities, Business Associates, and Hybrid entities
must: (1) assesses the organization’s potential risks and vulnerabilities
(“Risk Analysis”); (2) establish policies and procedures that will
reduce the risks and vulnerabilities “to a reasonable and appropriate
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level” (“Risk Management”): and (3) apply appropriate sanctions to
members of its workforce who violate these policies and procedures
(“Sanctions Policy”).
In contrast, an organization is not required to adopt policies and
procedures to satisfy an “addressable standard”, if doing so if it is
not reasonable and appropriate. In such an instance, however, the
organization must document why it is not reasonable and appropriate
and adopt alternative measures. For example, the ePHI of a Covered
Entity may be stored offsite by a third party vendor. In such a case,
the Covered Entity may not be in a position, inter alia, to determine
that the access to its ePHI is limited to only the appropriate members
of the vendor’s workforce. In order to satisfy this Addressable
standard, the Covered Entity needs to document why having a
third party store its ePHI is reasonable and appropriate. Perhaps
it is because the Covered Entity would require staff with expertise
who are not otherwise needed for its operations and, thus, create a
financial hardship. Alternatively, the Covered Entity may be located
in an area that floods regularly and maintaining ePHI at this location
reasonably may expose the records to damage from future floods.
The Covered Entity also would need to document its satisfaction of
this standard by retaining a vendor pursuant to a Business Associate
Agreement and other contractual terms that require the vendor to
take the appropriate steps.

Legislature Makes It Easier To Remove Insurers From The
Physician-Patient Relationship
The challenge for many Florida physicians, particularly those who
provide primary care services, has been to develop a means by which
they can secure their relationships with their patients, provide high
quality medical services, and receive reasonable compensation for their
services. Too many primary care physicians have found out the hard
way that patients who are members of managed care organizations
(and some indemnity insurers) leave their practice when the plan
decides terminate its agreement with that practice. In other instances,
in order to retain a managed care contract, the physician may believe
that the reimbursement being paid does not reflect the value of the
services he/she provides.
In response, a number of physicians and private companies sought to
develop private pay agreements with patients. Under such an agreement,
the patient agrees to pay a fixed fee, usually an annual fee. In exchange,
the physician provides all or substantially all of the patient’s primary
care services. The physician/company assumes the risk that the value of
the patient’s covered primary care services will be less than the annual
fee paid. In other words, the physician/company becomes the insurer
for a certain portion of that patient’s medical services.
While such arrangements have existed in Florida for a number of
years, they posed two significant problems. First, shifting the financial
risk associated with providing primary care services to the physician/
company arguably involves the business of insurance and none of these
entities are licensed in Florida as insurers. Second, for the individual
who has paid in anticipation of the need for primary care services, their
contract with the physician/company is unregulated, which leaves a
potential for abuse by that physician/company.
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During its 2018 session, the Florida Legislature addressed this gap in
the law by making clear that these types of agreements, called “direct
primary care agreements”, are exempt from the State’s insurance code. §
624.27(c)(2), F.S. The statute defines a “direct primary care agreement”
to mean “a contract between a primary care provider and a patient…,
which meets the requirements of [this statute] and does not indemnify
for services provided by a third party.” The definition of a “primary care
provider” is broad and includes allopathic and osteopathic physicians
as well as “a health care provider licensed under… chapter 460, or
chapter 464 or a primary care group practice, who provides primary
care services to patients.” (Note: the statute does not provide guidance
concerning which medical practices might qualify as a “primary care
group practice.”)
In order to qualify as a “direct primary care agreement”, there must be:
1. A writing that;
2. is signed by the parties;
3. permits either party to terminate without cause upon 30 days’
written notice, or immediately if there has been a breach;
4. describes the primary care services which are covered by the
monthly fee;
5. specifies the duration of the agreement and any automatic
renewal provisions;
6. provides the patient with a refund if the primary care provider
ceases providing primary care services;
7. contains, in contrasting color and at least 12 point type the
following on the signature page:
This agreement is not health insurance and the primary care provider
will not file any claims against the patient’s health insurance policy or
plan for reimbursement of any primary care services covered by the
agreement. This agreement does not qualify as minimum essential
coverage to satisfy the individual shared responsibility provision of
the Patient Protection and Affordable Care Act, 26 U.S.C. §5000A.
This agreement is not workers’ compensation insurance and does not
replace an employer’s obligation under chapter 440.
The Florida Legislature has given primary care providers an
opportunity to revise their relationships with those patients who do
not want to be subject to the business decisions of managed care
plans or indemnity insurers. Working with legal counsel and other
consultants, these providers should carefully explore this alternative
to the traditional reimbursement structure with which they find
increasing frustration.

About the Author: Stephen H. Siegel, Esq.
Mr. Siegel’s assists physicians, other healthcare providers, and
vendors maximize their businesses while minimizing their legal
and business risks. A member of Broad and Cassel’s Health Law
and White Collar Defense and Compliance Practice Groups,
Mr. Siegel is Board Certified in Health Law by the Florida Bar
and Certified in both Healthcare Compliance and Healthcare
Privacy Compliance by the Health Care Compliance
Association. He received his Juris Doctor from the Georgetown
University Law Center.
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Florida Board Of Medicine
Appoints New Board Members
Congratulations to DCMA Member

STEVEN FALCONE, M.D.
On his appointment to the Florida Board of Medicine
The Florida Board of Medicine plays a leading role in the ever-changing health care environment
through dialogue with the public, the legislature, academia and the medical community.
The Board consists of fifteen members – 12 of whom are physicians – appointed by the Governor
and confirmed by the Senate. Doctor Falcone fills a vacant seat and has been appointed for a
term beginning February 27, 2018.
Currently Doctor Falcone is the University of Miami School of Medicine liaison to the Dade
County Medical Association Board of Directors. He is a graduate of the University of Miami,
graduated from the University of Miami School of Medicine and has an MBA from the University
of Miami School of Business Administration. Since December 2013 Doctor Falcone serves as
the Executive Dean for Clinical Affairs & CEO of UHealth Clinical Practice, and is the Associate
Vice President for Medical Affairs at UM.
The DCMA is confident Doctor Falcone will serve the DCMA, UM, his colleagues and the citizens
of Florida well.

NOT YET A MEMBER OF THE DADE
COUNTY MEDICAL ASSOCIATION?

DADE COUNTY MEDICAL ASSOCIATION
POLITICAL ACTION COMMITTEE
Yes, I want to make a difference in Tallahassee.

Go to the DCMA website
www.miamimed.com
Click on – Join the DCMA on-line –
and follow the instructions.

Name:_____________________________________
Address:___________________________________
Phone:_____________________________________
Fax:_______________________________________
Email:_____________________________________
DCMA/PAC can do without your time,
but not without your money!
h Physician $100
h Spouses $100
h Resident/Medical Students $5.00
Please make your check payable and mail to:
DCMA Political Action Committee
Highland Park Office Center
1011 Sunnybrook Road, Suite 904
Miami, Florida 33136

ALREADY A MEMBER OF THE DADE
COUNTY MEDICAL ASSOCIATION?

Have you paid your 2018 dues?
Go to the DCMA website
www.miamimed.com
Click on – Renew your membership dues online –
and follow the instructions.
Or call the DCMA at 305 324-8717.

BOARD OF DIRECTORS
President Raul Ravelo, M.D.
Tel.: (305) 310-7969
President-Elect Barbara Montford, M.D.
Tel.: (305) 696-0806
Vice President Antonio Mesa, D.O.
Tel.: (305) 670-7650
Secretary/Treasurer Jorge Marcos, M.D.
Tel.: (305) 443-2626
Immediate Past Eduardo G. Martinez, M.D.
President Tel.: (305) 835-9090
District One Eugene Eisner, M.D.
Tel.: (305) 598-2020
Term Expires May 2019
Manuel Torres, M.D.
Tel.: (786) 595-8080
Term Expires May 2020
District Two Jason James, M.D.
Tel.: (305) 412-6004
Term Expires May 2020

Baptist Health offers more than 200 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.
Primary Care Focus Symposium
(17th Annual)
Friday-Sunday, June 29-July 1, 2018
Ocean Reef Club, Key Largo, Florida
(12 CME/CE)
PrimaryCareFocus.BaptistHealth.net
Pediatric Symposium: A
Multispecialty Approach to
Pediatric Care (17th Annual)
Saturday, September 22, 2018
South Miami Hospital, Auditorium
(6 CME/CE)
MiamiPediatrics.BaptistHealth.net

Diabetes Symposium (Sixth Annual)
Saturday, October 13, 2018
Baptist Hospital, Auditorium, Miami, Florida
DiabetesSymposium.BaptistHealth.net
Echocardiography Symposium
(37th Annual)
Hilton Miami Airport, Miami, Florida, 2018
Hilton Miami Airport, Miami, Florida
MiamiEcho.BaptistHealth.net

Miami Neuro and Miami
Neuro Nursing Symposiums
(Seventh Annual)
Thur-Sat, November 1-3, 2018
Ritz Carlton Coconut Grove, Florida
MiamiNeuro.BaptistHealth.net
Emergency Radiology Symposium
(18th Annual)
Sun-Wed, November 4-7, 2018
Fontainebleau Hotel, Miami Beach,
Florida
EmergenyRadiology.BaptistHealth.net

Online Learning Program and Relicensure Courses
BaptistHealth.net/CMEOnline

Ruben Ricardo, M.D.
Tel.: (786) 662-4000
Term Expires May 2019
District Three Vacant
Term Expires May 2018
Rafael Fernandez, M.D.
Tel.: (786) 837-8888
Term Expires May 2020
District Four Misha Denham, D.O.
Tel.: (305) 672-8559
Term Expires May 2018
Vacant
Term Expires May 2019
District Five Rudy Moise, D.O.
Tel.: (305) 688-0811
Term Expires May 2019
Alex Velar, M.D.
Tel.: (305) 835-7045
Term Expires May 2018
At Large Eduardo Alfonso, M.D.
Tel.: (305) 326-6000
Term Expires May 2018
Jose David Suarez, M.D
Tel.: (305) 663-1113
Term Expires May 2020
Advisory Members Cheryl L. Holder, M.D. FIU
to the DCMA Board Steven Falcone, M.D. UM
Fellows-Residents Vacant
Medical Students Amal Bhullar, FIU
Jenna Bilodeau, FIU
Joshua Stephen Jue, UM
Ben Rich, UM
David Tran, FIU

SAVE THE DATE
Online CourseS

June 30, 2018
ASCO Review 2018

Conrad Ft. Lauderdale Beach, Ft. Lauderdale, FL
Physician Credit: 5.5 AMA PRA Category 1 Credits™

November 15-18, 2018
New Advancements in Clinical and
Molecular Research in Sleep Medicine

2 AMA PRA Category 1 Credits™

Meets Florida Board of Medicine requirements

http://cme.med.miami.edu/online-education
Medical Errors Prevention • Domestic Violence Course
HIV/AIDS Update

Diplomat Resort & Spa Hollywood, FL

Physician Credit: 18.0 AMA PRA Category 1 Credits™

To obtain information or to register for upcoming conferences, go to www.cme.med.miami.edu and click on
“Conferences” or call University of Miami Miller School of Medicine Division of Continuing Medical
Education at 305-243-6716 or email umcme@med.miami.edu.

Attention
Go to the DCMA website, www.miamimed.com to view
the Board of Directors slate for 2018-2019.

Executive Vice Patricia C. Handler
President Tel.: (305) 324-8717
Alliance President Sandi Chamyan
Tel.: (305) 720-9488
Legal Counsel Jay A. Ziskind, P.A.

DCMA STAFF

Managing Editor Patricia C. Handler

VISIT US:

Online www.miamimed.com
DCMA Blog http://miamimedblog.blogspot.com
Facebook
https://www.facebook.com/
Dade-Count y-Medical-Association-387288131360874
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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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Regions’ Doctor Mortgage Program
Whether you are a seasoned physician or just beginning residency, our Doctor Mortgage program was designed specifically
with you in mind. Simply put, this top-class loan program meets the unique demands of physicians seeking home financing.

Here are the program’s features:

•
•
•
•
•
•
•
•

Open to medical physicians, including residents, fellows, doctors of dental medicine (DMD/DDS), or doctors of osteopathy (DO).
Proof of valid employment agreement or minimum three years self-employed.
Fixed rate and adjustable rate available.
Private mortgage insurance not required.
Loan to Value (LTV) up to 100% in stable markets.
Only available for primary residences, single-family residences, and townhomes.
Loan amounts up to $1,000,000.
No limitation to years in practice.

Contact me to learn more about Regions’ Doctor Mortgage Program. I look forward to working with you.

Frank Silva
NMLS# 546580
Mortgage Loan Originator
305-774-5217 (o)
305-333-5723 (c)
frank.silva@regions.com
© 2017 Regions Bank. Member FDIC. NMLS# 174490. All loans subject to qualification, required documentation, and credit approval. Certain exclusions may apply.
Loan terms and availability subject to change. The annual percentage rate on all adjustable-rate mortgages is subject to change after consummation period. Regions
and the Regions logo are registered trademarks of Regions Bank. The LifeGreen color is a trademark of Regions Bank.
(05/17)

What’s Your Next Move?
Buying that cyber policy you keep
putting off just might be one of the
best decisions you will ever make.
Rather than paying the ransom and having to deal with all
of the headaches, problems and HIPAA violations triggered
by the attack, a solid cyber insurance policy will give you
much more than just peace of mind. One call can
get a team of experts at your defense, covering
expenses and taking your practice back!
If you have a standard cyber policy, you are most probably alarmingly underinsured. Put the experts
at your defense in this ever-changing cyber environment. Call Danna-Gracey at 800.966.2120 for a
no-obligation assessment of your current cyber policy. Your practice is worth it.

800.966.2120 • tom@dannagracey.com • www.dannagracey.com

MIAMI

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