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} David Connett, DO, President OPSC

T

he AOA-ACGME Single Unified Pathway as codified in the Memorandum of Understanding by the American Association of Colleges of Osteopathic Medicine (AACOM) Board of
Directors, American Osteopathic Association (AOA) Board of Directors and American
Council of Graduate Medical Education (ACGME) Board of Directors is a culmination of many
years of multiple independent factors that ultimately resulted in osteopathic medical students
having their residency and fellowship opportunities significantly impacted. However, the proposed
solution has created osteopathic representation at both the ACGME board level and the relevant
Residency Review Committees that provide residency oversight based on common program
standards. This article will provide a brief summary of the events that led to this Memorandum
of Understanding, implications and potential benefits.
In 1997, the Balanced Budget Act instructed the Centers of Medicare and Medicaid (CMS),
which provides the majority of funding of graduate medical education programs in the United
States, to “cap” residencies of established programs. This action prevented any further funded
growth of established graduate medical education but did allow the development of graduate
medical education programs at hospitals that never had such programs. This action was taken
in an attempt to curtail the spiraling growth of expenditures for Medicare and was based on data
indicating that there was a projected excess number of physicians at that time.
In 1999, ACGME reassessed their approach to teaching and residencies with the introduction
of competency-based education using the six core competencies for graduate medical education:
1. Medical Knowledge
2. Patient Care
3. Professionalism
4. Interpersonal Communication
5. Practice-based Learning: personal
6. System-based Practice: system
In 2007, multiple studies emerged indicating a
projected physician shortage by 2020 due to the actions taken by the balanced budget act of 1997. Richard Cooper, MD projected that even if over 10,000 additional
PGY 1 positions were added over the following 10 years, the
physician shortage would continue over decades and result
in an ultimate deficit of 200,000 physicians. These studies
fueled the increase in both number of schools and class
sizes of both allopathic and osteopathic medical schools.
These articles also emphasized that the rate limiting factor
for meeting the societal needs for new physicians was based on residency
development and not just new medical schools. Medical schools offering the MD degree in both
the United States, Caribbean and overseas medical schools proliferated in number and class size
Continued on page 27
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EDITOR’S REPORT

The Test Ahead
} Brian Loveless, DO, Managing Editor

T

his summer seems to have been consumed with discussion of
the Single Graduate Medical Education Accreditation System
and the vote of the AOA House of Delegates to support resolution H-800. The profession is seemingly faced with a challenge that
gives us the opportunity to make our osteopathic principles much
more visible and prominent in our GME system. Yet we should be
accustomed to battles, whether we are fighting for full practice rights,
equal recognition and pay, equal licensing boards, or the existence
of the profession as a whole. AOA past-president Norman Vinn, DO
reminded us that we are a group that has not only fought those battles
in the past but come out on the other end stronger and more powerful. We stand at the precipice of a great upheaval in medicine in the
US, a shift in the entire model of delivery of care. Who better to be
in the forefront than a group that has had to fight for life throughout
its entire history?
William Strampel, DO gave the A.T. Still Memorial Lecture at the
AOA Annual Business Meeting. In it, he asked “What would A.T. Still
do?” Luckily for us, our founder anticipated the question in 1897
in his first book, Autobiography of Andrew T. Still. In it he wrote:
“Since October, 1874, my pen has been silent as to reports of
how the child, Osteopathy, has been treated. When I opened the
cage in which I had kept the boy that I believed in time would be
the greatest warrior who ever appeared on the world’s stage of
reason…After a careful investigation all said: That child has the
build of a gritty and sensible warrior.”
So, Dr. Still was aware that this profession would have to fight.
He built it on a foundation of principles and philosophy that was
reproducible and defensible, and spent 20 years testing it before
he released it to the world. We have built on these principles over
the last 120 years, but still hold fast to the foundation that he gave
to us: that the body is a complete unit of function, that structure
and function are inter-related, that the body has self-healing and
self-regulating mechanisms, and that rational treatment is based on

We should be accustomed to battles, whether
we are fighting for full practice rights, equal
recognition and pay, equal licensing boards, or
the existence of the profession as a whole. AOA
past-president Norman Vinn, DO reminded us
that we are a group that has not only fought
those battles in the past but come out on the
other end stronger and more powerful.

an understanding of these principles. Today, we are being called to
open those principles to greater scrutiny than ever, as we work with
the ACGME to codify them in a way that they can be measured and
evaluated, and passed on to residents who haven’t had four years of
AACOM-accredited schooling. Osteopathic physicians believe that
there is a great reason to have two systems of training, and we feel
that osteopathic medicine will pass this test as we have passed every
test before. Ultimately, we need to remember the message Dr. Still
gave us, also in his autobiography:
“This is a war not for conquest popularity or power. It is an aggressive campaign for love, truth, and humanity. We love every man
woman and child of our race so much so that we have enlisted
and placed our lives in front of the enemy for their good and the
good of all coming generations…”
In this issue you’ll find an article from OPSC President David
Connett, DO on the activities of the HOD with regards to the Single
Accreditation System. This is an exciting time to be an osteopathic
physician and our history shows that, together, we will not only
survive but thrive. n
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EXECUTIVE DIRECTOR’S REPORT

“A Week in the Life…”
} Kathleen S. Creason, MBA, Executive Director
Following is a sample of activities undertaken during a representative week in the life of OPSC’s Executive Director.
Monday
As I arrive at our beautiful office building this Monday morning,
I’m thankful that this week is starting as I prefer – with time to sit
down, check e-mail and plan for the week ahead. Endeavoring to
follow the recommendation of time management experts, I block out
several times during the day to address e-mail rather than reacting
every time an e-mail pops up. It’s a work in progress. After responding
to e-mails, I find I still have some time before the lunchtime legislative fundraiser I’m scheduled to attend. I decide to take the time to
work on several presentations I’ve been asked to make, including
orientation for Touro’s incoming student class, a talk about physician
workforce for the AOA Bureau of State Government Affairs, and a
discussion on tort reform (Prop 46) with other state medical executive directors. I map out the content for all three and decide to come
back later to add graphics, jokes, etc. to keep the presentations lively.
Off to our legislative advocates’ office to attend a lunch event with
Assemblyman Freddie Rodriguez, whose district includes Pomona.
When I have the opportunity to speak with the Assemblyman, I am
thrilled to learn that he’s well aware of osteopathic physicians and the
many benefits that DOs bring to a community, thanks to his interactions with Western University/COMP. Following lunch, I stay on the
advocacy theme by prepping osteopathic medical students from Touro
about an upcoming fundraiser they’ll be attending for the Assemblywoman who represents their school, Susan Bonilla. We also have a
discussion about how OPSC can provide materials and support for
their Club Day activities. I make a note to check in with the WesternU/
COMP Student Club leaders to talk about plans for their Club Day. The
remainder of the day is filled with miscellaneous administrative tasks
such as lease renewal talks with one of the tenants in the building,
monthly financial statement review, election preparation, etc.
Tuesday
Tuesday morning starts off bright and early with a conference call
to discuss our on-line CME activities with several other osteopathic
state executive directors. California has taken the lead in offering ondemand educational programming, along with several other states,
but we need more participation for the endeavor to be successful. I
write myself a reminder to promote the website (www.DOcme.org)
4
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again to California DOs. After the conference call, OPSC’s Director of
Meetings & Publications Karl Baur comes in my office to talk about
several pending projects, including our grant to educate members
about Covered California. We’ve been able to use these funds, in
part, to host regional meetings. With pharmaceutical funds drying
up, this alternate source of funding has been beneficial for members.
Karl and I also discuss modifications to our new student research
poster contest and, using the results of a recent member survey as
the starting point, map out a plan of action for selection of properties
for future conferences.
Today, I enjoy a nice lunch with the new executive director of
the California Medical Association’s Foundation. As a former policy
analyst who’s relatively new in her top staff role, she and I have
much to talk about, including medical education, fundraising, staff
management, and leasing vs. purchasing an office building. Since
OPSC has tenant income that covers all costs of our headquarters
building, I support her consideration of purchasing a building. Later
that afternoon, I meet with OPSC’s Director of Membership Cassandra
Mallory to refine details of the on-going “Come Home” campaign, a
series of mailings to encourage California’s osteopathic physicians to
reconnect. This idea came from Stephanie White, DO during a Membership Committee brainstorming session last year, and it’s exciting
to see it come to fruition. Physicians are enjoying seeing pictures and
testimonials from colleagues, so we plan to continue this feature in
future postcards. Next, a meeting with our medical insurance broker.
While OPSC has spent a great deal of time communicating with physicians about the impact of the Affordable Care Act implementation,
it hits home when I learn that we will need to change the OPSC staff
insurance plan to comply with new ACA requirements. Fortunately, we
find a plan that meets our needs and actually saves us some money.
The day concludes with another legislative event at our advocates’
office, this time a reception for Assemblyman Brian Maienschein.
Because OPSC, by necessity, places such an emphasis on educating legislators about osteopathic medicine, we often participate in
several legislative events each week. It’s been a long day and I need
to bounce – off to my weekly volleyball night.
Wednesday
This is a big day. OPSC President David Connett, DO has been
implementing a targeted plan of action to battle the discrimination
Continued on page 26
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Fall Legislative Update
} Jennifer Snyder, Capitol Advocacy
2014 Legislative Session
The 2013-2014 Session that came to a close August 30th proved
to be one of the most bipartisan and productive sessions in recent
years. Lawmakers struck a deal on a $7.5 billion water bond and a
state budget “rainy day fund” that were included as Proposition 1 and
2 on the November ballot. The Democratic super majority still flexed
their muscle with the passage of mandatory sick leave and increased
gun protections. Governor Jerry Brown continued his successful behind the scenes efforts to forge bi-partisan compromises to many key
pieces of legislation. Implementation of the ACA was in full swing in
California as Covered California enrolled over 1.4 million individuals
into its health care exchange. In addition, over 2 million additional
individuals qualified and were enrolled in Medi-Cal.
Significant leadership changes occurred in both houses. The Assembly elected a new Speaker – Toni Atkins – in May. She will have
less than 2 years as Speaker since her term still falls under the old
term limits of 6 years in the Assembly. In addition, the Assembly Republicans elected a new minority leader, Kristin Olsen out of Modesto.
Her term expires in 2016. Senator Kevin De Leon has been elected as
the new President Pro Tem of the Senate and will take over leadership of the Senate in November. He could serve for up to 4 years as
Pro Tem since his term does not end until 2018. These new leaders
will appoint new committee chairs which will shake up committee
membership and leadership posts in both houses in 2015.
All eyes were on Governor Brown in September as he deliberated
over the hundreds of bills sitting on his desk. When all was said and
done, Jerry Brown vetoed 143, or 13%, of the over 1,000 bills that
passed out of the Legislature at the end of session. This is an increase
over last year, when Brown’s 10% veto rate was the lowest of any
Governor since his first term 40 years ago.
Key bills for OPSC that were passed in 2014 and signed by the
Governor included:
AB 1838 (Bonilla) Medical School Accreditation

This bill will permit the Osteopathic Medical Board of California
and the Medical Board of California to grant licensure to individuals
who attend an accelerated training program at an accredited medical school. It provides that accreditation by the Liaison Committee
on Medical Education (LCME), the Committee on Accreditation of
Canadian Medical Schools, or the Commission on Osteopathic College
Accreditation (COCA) is deemed to meet existing state curriculum
and clinical medical school requirements. OPSC Position: Support
Status: Signed by the Governor

AB 1886 (Eggman) Medical Board of California

This bill requires disciplinary and legal action against licensed
physicians and surgeons to be posted on the Medical Board of
California’s (MBC) website indefinitely. Current law requires such
information to be removed from the MBC website after ten years.
OPSC worked with author on compromise amendments and is no
longer opposed to the bill. OPSC Position: Neutral as amended
Status: Signed by the Governor
AB 2214 (Fox) Emergency room physicians: continuing
medical education: geriatric care

This bill would have added geriatric care to the continuing education requirements for emergency room physicians by requiring the
Medical Board’s Division of Licensing, in determining those requirements, to include a course in geriatric care. The author amended his
bill to no longer require continuing education but instead encourages the Medical Board to consider including a course in geriatric
care. OPSC Position: Neutral as amended Status: Signed by the
Governor
SB 1083 (Pavley) Physician assistants: disability
certifications

This bill amends the Physician Assistant Practice Act to authorize
a physician assistant (PA) to certify disability, after performance of a
physical examination by the physician assistant under the supervision
of a physician and surgeon consistent with the act. The bill is meant
to close a loop hole that currently exists for PAs who already have
the ability to sign certain disability forms. OPSC Position: Support
Status: Signed by the Governor
SB 1465 (Committee on Health) Health

This bill includes language clarifying previous budget trailer bill
that provides an additional $7 million in funds through the SongBrown Program for new residency slots for both ACGME accredited
and AOA accredited residency programs. OPSC Position: Support
Status: Signed by the Governor
2014-2015 State Budget
The Legislature passed and the Governor Brown signed the State
Budget for 2014-2015 on June 20th. Fortunately California’s fiscal
situation is much better, so there were some funding increases in the
budget, however, very minimal with education as the single largest
focus of the additional funds. Key components included paying down }
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Fall Legislative Update
Continued from page 5

debt, building a rainy day fund, increasing health care spending and
shoring up CalSTRS, the teachers’ retirement fund. Although the
Governor was very reluctant to restore funding to most programs
cut during the state’s fiscal crisis, he did concede to Democrat lawmakers on $1.2 billion in additional spending. This included $264
million for early childhood education and $250 million for “career
pathways” programs at the request of Senate President Pro Tem
Darrell Steinberg, paying for overtime for home care workers, and
providing certain “cap and trade” monies for affordable housing
upon the request of the new Speaker Toni Atkins. In exchange, the
Governor received legislative support for $250 million in funds and
future “cap and trade” funds for high-speed rail.
Beyond funding Medicaid expansion at an additional $1 billion
under the Affordable Care Act, the Governor did not propose any
additional funding for the Medi-Cal program including no rate restoration for Medi-Cal providers.
The Governor did agree to the following health and human service
program enhancements:
• Provides the Office of Statewide Health Planning and Development (OSHPD) $7 million for new and existing medical
residency slots.
• Creates a 3-year pilot program to provide mobile vision
services to students.
• Increases the maximum assistance under the CalWORKS
program by 5 percent.
• Requires the Department of Health Care Services to create a
list of criteria to measure the dental fee-for-service program
to ensure it meets quality and access standards.
• Allocates $300 million over two years for the In-Home Supportive Services worker overtime payments.
OPSC supported efforts by the Medi-Cal provider community to
restore rates to Medi-Cal providers. Physicians have been suffering
from a 10% rate cut since 2012. The Legislature strongly supported
the provider community’s efforts and was very vocal about their support for restoring rates. Unfortunately, the Governor was adamant
about not spending any more funds in the Medi-Cal program in
the 2014-15 State Budget. He did, however, agree to eliminate all
retroactive cuts for physician services. OPSC will continue its efforts
to push for a rate restoration in 2015.
The state budget included an increase of $7 million in the SongBrown program. The Song-Brown program was established in 1973 to
increase the number of family physicians to provide needed medical

6
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services in California. The program provides financial support to family practice residencies, family nurse practitioner, physician assistant
and registered nurse education programs in the state. Currently, 30
California family practice residency programs and 13 physicians
assistant/family nurse practitioner programs receive support from
the Song-Brown program.
MICRA Initiative
The trial lawyers initiative, Proposition 46, which would have
substantially increased the non-economic damages cap under MICRA
was soundly defeated on the ballot in November. The measure would
have increased the current damages cap from the current $250,000
to more than $1.1 million. In addition, Proposition 46 included
language requiring random drug testing by physicians and other
punitive provisions related to medical providers.
OPSC contributed to the campaign to oppose Proposition 46
and was asked to provide media spokespersons as well for the effort. OPSC members were key partners in defeating the initiative on
November 4th.
Health Care Workforce
OPSC supported a number of bills in 2014 that addressed shortages of primary care physicians in rural areas. The Association took
an active role in ensuring that the additional $7 million in Song-Brown
funds would be available for residency slots in AOA accredited programs. The Association was instrumental in securing language in SB
1465 (Committee on Health) which clarified that both ACGME and
AOA accredited residency programs would be eligible to receive the
new funds for new residency slots. In addition, OPSC worked with
Assembly Member Susan Bonilla to amend her AB 1838 to assure
that COCA accredited schools could have the opportunity to provide
accelerated training programs as authorized under her bill.
Residency and Clerkship programs for DO students
It came to OPSC’s attention over the last year that a number of
UC campuses were not accepting DO students for clerkships. OPSC
spoke with representatives from the UC system earlier in the year
and it was confirmed that some campuses were making it clear on
their websites that they were no longer accepting DO students for
clerkships. In response to these confirmed developments, OPSC
leadership and lobbying team met with key legislators regarding
the issue and has coordinated efforts with the CMA to communicate
to the UC system regarding its concerns. Due to this outreach and

LEGISLATIVE UPDATE

lobbying effort, as of April 1st, UC campuses that were advertising
on their websites that they were not accepting applications from DO
students for clerkships did remove the inappropriate language from
their websites and changed their policies. OPSC is continuing to watch
this issue very closely and will be considering options in 2015 to
assure these types of discriminatory practices cannot happen again.
2014 Bills of Interest to OPSC
The Legislature introduced over 1,800 new pieces of legislation
in 2014 with 1,000 of those measures reaching the Governor’s
desk. Of these numerous bills, OPSC tracked over 100 bills for its
members. The Legislative Committee reviewed most of these bills in
the beginning of the year and when bills were amended throughout
the session. The Committee recommended positions on a majority
of the measures. The Association also followed key bills dealing with

implementation of the ACA. A few bills that impacted health care
delivery in California that OPSC was tracking included the following:
AB 369 (Pan) Continuity of Care

This bill would require a health care service plan to arrange for
the completion of covered services by a nonparticipating provider for
a newly covered enrollee and a newly covered insured whose prior
coverage was withdrawn from the market between December 1, 2013
and March 31, 2014. Status: Signed by the Governor
SB 20 (Hernandez) Individual health care coverage:
enrollment periods

This bill establishes a new annual open enrollment period for coverage under the California healthcare exchange (Covered California)
from November 1, 2015 to February 15, 2015 with the new policy year
commencing on January 1, 2015. Status: Signed by the Governor }
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LEGISLATOR PROFILE

Assemblywoman Susan A. Bonilla

A

ssemblywoman Susan A. Bonilla represents California’s 14th
Assembly District, which includes Contra Costa County and
Solano County. She chairs the Assembly Business, Professions, and Consumer Protection Committee, and is a member of the
Assembly Health Committee and the Assembly Utilities and Commerce
Committee. As Chair of the Business and Professions Committee,
Assembly Member Bonilla is responsible for establishing policy and
practice parameters for most of the state’s health care providers.
To ensure the successful implementation of the federal Affordable
Care Act, Assemblywoman Bonilla authored Assembly Bill 1296 in
2012, which created a single statewide application to guarantee
consumers are enrolled in the most appropriate health program.
This year, Assemblywoman Bonilla authored two bills to address
the physician shortage in California.
• Assembly Bill 1838 allows more graduates of accelerated and
fully accredited medical education programs to be licensed
physicians in California. This bill was signed into law by
Governor Brown and creates a new pathway to generate more
physicians in our state.
• Assembly Bill 2458 creates a Graduate Medical Education
Fund to increase the number of medical residency slots in
primary care physician training programs.
In addition, Assemblywoman Bonilla was successful in securing
$4 million in the 2014-15 state budget to increase funding to the
California Health Data and Planning Fund to support new primary
care physician residency slots. The Osteopathic Physicians and Sur-

geons of California (OSPC) supported
Assembly Member Bonilla’s legislation and budget efforts to improve
opportunities both in education and
training for DOs in California.
Assemblywoman Bonilla also
introduced Assembly Bill 2418,
which promotes patient access to
prescription medications. The bill
streamlines the prescription refill
process by allowing all of a patient’s
medications for chronic conditions to
be refilled on the same schedule, and
allows patients who run out of prescription eye medications due to
accidental spillage to be eligible for an early refill.
In 2014, Assemblywoman Bonilla received an award from the
American Congress of Obstetricians and Gynecologists for her leadership in improving the regulation of licensed midwifes. The California
Academy of Family Physicians also honored her with the “Champion
of Family Medicine Award,” for her exemplary work in addressing
the shortage of physicians in California.
Prior to serving as a public official, Susan was a high school English
teacher in the Mt. Diablo Unified School District. She earned her B.A.
in English from Azusa Pacific University and her teaching credential
from CSU Los Angeles. Susan and her husband reside in Concord.
They have four daughters and three grandchildren. n

Fall Legislative Update
Continued from page 7

SB 1116 (Torres) Physicians and Surgeons

This bill requires the California Medical Board and the Osteopathic
Medical Board of California to develop a mechanism for a physician
and surgeon or osteopathic physician or surgeon to pay a voluntary
contribution to the Steven M. Thompson Physician Corps Loan Repayment Program when they apply for initial licensure or biennial
renewal. Status: Signed by the Governor

8
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SB 1340 (Hernandez) Health care coverage: provider
contracts

This bill would prohibit a contract between a health plan and a
provider or supplier from containing a provision that restricts the
ability of the plan to furnish information to consumers or purchasers
concerning the cost range or a procedure of full course of treatment of
the quality of services performed by the provider or supplier. Status:
Signed by the Governor n

FEATURE

EMR Physical Security:
The Easiest Way to Violate HIPPA?
} Scott Helf, DO, MSIT and Katherine McNamera

I

n our last article, we discussed the importance of ensuring that user
roles on your EMR are properly defined, configured, and audited
on a regular basis. In this installment we bring up an issue that
might be easily overlooked: physical security.
What might come to mind as the most obvious form of physical
security to consider is that of the location, and accessibility, of the
devices where data resides or can be accessed. The first line of defense
is physical barriers to the machines that house or can access HIPPA
protected, private health information (PHI) from unauthorized use.
Servers that contain sensitive medical information must be under
stringent physical access protocols to prevent access by unauthorized
users. Any and all devices that you use to access PHI should also not
be accessible to unauthorized users. We live in an era where patients
and devices for accessing PHI often co-exist in the same physical
space, e.g., in patient exam rooms, nurses’ stations, hallways, etc.
This underscores the absolute necessity for the physician or other
health care team member to log off when not accessing the EMR and
physically in control of the device.
Less obvious to consider are whether there are windows near the
display of the EMR, and screen direction. We have all experienced
it—shoulder surfing—that is, unintentionally (or intentionally) seeing what someone is reading or typing on their screen. Consider this
when retrieving information, typing a note, or entering orders for
your patients. Be vigilant about your surroundings and who might be
able to read what you are researching or doing. Physically position
yourself and your device such that unauthorized users are not able
to read what is on your screen.
Awareness of one’s surroundings is key to what many physicians
rarely consider: that social engineering attempts. One of the most
infamous now-turned-white-hat-hacker and security consultants,
Kevin Mitnick, wrote an entire book on the subject in 2002 entitled,
The Art of Deception: Controlling the Human Element of Security. In
essence, he describes that humans are often the weakest link in a
purportedly secure system, and that we can often be “talked into”
letting in the bad guy.
A simple example would be someone showing up to your place of
practice, in an official looking uniform, with what appears to be valid
identification, as a utility or service provider, to, “…perform some
maintenance,” or, “…check the signal strength,” etc. This person
is then let into the practice and gains physical access, even if only

briefly, to what would usually be secured machines. He is then able to
install a key logger—a device that captures keystrokes—behind one’s
computer where it may not be noticed. This could be disastrous. The
social engineer would now possess the physician’s login credentials,
and could access all PHI that the physician has access to, especially
if the EMR is accessible from off site. To prevent this scenario from
ever happening to you or your staff, confirm and verify all visits from
utility and service providers, by calling a known, trusted number of
their company, before letting them into potentially sensitive areas of
your practice. Do not call the number the service person supplies to
you without verifying it first.
Finally, if at all possible, avoid storing PHI directly on mobile
devices, flash drives, etc. If you must store PHI on these devices,
then use only vendor or employer issued, HIPPA approved hardware
and software to do so. Ensure that all devices have encryption and
remote-wipe capabilities installed and activated. If these devices are
ever lost or stolen, report them as such immediately to your vendor
or employer. This allows them to send a remote command over the
Internet or cellular network to erase all information on those devices,
hopefully before any PHI is lifted from them.
In closing, ensuring appropriate physical barriers, consistently
logging off of devices not in use, maintaining vigilance about your
surroundings, verifying the identity and purpose of utility and service
providers, using only approved mobile devices, and immediately reporting them when missing, will collectively go a long way to enforce
physical security of PHI accessible devices. Look forward to our next
installment, where we discuss the nuances and importance of keeping your devices free of software threats, “When You Lay Down with
Dogs: EMRs and the Importance of Machine Hygiene.”n
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Update on the Diagnosis and Management of
Central Nervous System Infections
} Denene Lofland, PhD, Abraham Pera, DO, and Tami Hendriksz, DO

T

he central nervous system (CNS) encompasses the brain,
spinal cord, and associated membranes. CNS infections often
carry a high rate of morbidity and mortality. Clinicians can
deliver more effective and timely therapy through rapid recognition,
proper diagnosis, and treatment of affected patients. This is best accomplished through understanding basic principles of anatomy and
physiology, primary manifestations and causes of infection, common
diagnostic approaches, and therapeutic strategies. This article will
provide a review of these concepts.
Anatomy and Physiology

The brain and spinal cord are surrounded by three meningeal
layers: the dura, arachnoid and pia mater. The dura mater adheres
to the skull. Deep to the dura mater is the arachnoid mater. The pia
mater is the delicate, innermost layer of the meninges that adheres
closely to the brain. The pia and dura mater are loosely connected
by delicate strands of connective tissue called arachnoid trabeculae. Between the arachnoid and pia mater is the cerebrospinal fluid
(CSF)-containing subarachnoid space.
Arachnoid villi are small protrusions of the arachnoid through
the dura mater. They extend into the venous sinuses of the brain and
act as one-way valves, allowing CSF to exit the sub-arachnoid space
and enter the blood stream.
Meningeal veins, which course through the dura mater, and bridging veins, which drain the underlying neural tissue and puncture the
dura mater, empty into dural sinuses. The subdural space is traversed
by bridging arteries and veins, but has no vascular network of its
own. Therefore antibiotics normally do not have access to this space.
Clinical Presentation

Completion of a thorough history and physical exam is paramount
to detection of CNS infections. The clinician should elicit all of the
components of a complete history of present illness (including the
onset of symptoms, duration, location, characteristics, aggravating
and alleviating factors, timing, severity and radiation). The physical
exam should include a full neurologic exam to evaluate cranial nerve
function, mental status, tone, deep tendon reflexes, coordination,
and strength.
Meningeal irritation may be detected by several methods. Nuchal
rigidity is an early sign. It is assessed by attempting to passively flex
the patient’s neck and touch the chin to the chest. A positive sign is
10
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indicated by pain and muscle spasms and may herald life-threatening
subarachnoid hemorrhage or meningitis. This test should not be
performed if cervical spine misalignment, fracture, or dislocation
is suspected. Also, this sign is not reliable in children and infants.
Kernig’s sign is observed by placing the patient supine and flexing the
hip and knee to a 90° angle. The physician immobilizes the hip while
extending the distal lower extremity. A positive sign is indicated by
resistance to knee extension and/or pain in the hamstring muscles.
Papilledema, swelling of the optic disk, is due to increased
intracranial pressure (ICP). Ophthalmoscopic examination reveals
engorged and twisting retinal veins, a hyperemic and swollen optic
disk, and retinal hemorrhages around the disk but not into the retinal
periphery. Isolated disk edema without elevated CSF pressure is not
considered papilledema. It is very important to assess papilledema
because increased intracranial pressure may alter your decision to do
a lumbar puncture. While papilledema is associated with meningitis,
it may also be due to other causes of increased ICP such as brain
tumor, trauma, hemorrhage, or thrombosis.
Acute bacterial (septic) meningitis is a neurological emergency

with significant morbidity and mortality. The classic triad for presentation is neck stiffness, headache, and fever. But, the elderly,
immunocompromised patients, and partially treated patients may not
display an increased temperature. Addition of a fourth parameter,
altered mental status, increases the diagnostic significance as 95%
of all patients presenting with septic meningitis will have two of the
four presenting symptoms. Etiologic clues may also be derived from
specific presentations. For example, petechia and purpura are commonly associated with Neisseria meningitidis; ataxia and labrinthitis
with Haemophilus influenzae; and cough, night sweats, and cranial
nerve deficits with Mycobacterium tuberculosis.
Encephalitis is an acute inflammation of the brain parenchyma.

There may be associated vasculitis and meningitis. The main clinical
feature that separates encephalitis from meningitis is the patient’s
mental state, with confusion or decreased level of consciousness
making a strong case for encephalitis. Viruses are the most common
cause and include organisms such as herpes virus, enterovirus, and
West Nile virus. The typical presentation comprises viral prodrome,
alteration in consciousness, neurologic deficits, and seizures.
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Brain abscesses are circumscribed, purulent infections of the

brain parenchyma. Most infections occur as a result of contiguous
spread from sinuses, middle ear, or dental infections. They may also
develop secondary to trauma. Consequently, organisms considered
to be normal flora are often indicated as the etiologic agents. The
only presenting feature may be increased intracranial pressure or
site-specific focal neurological deficits like aphasia and weakness.
Laboratory diagnosis may be challenging since organisms are confined to the abscess. CSF and blood cultures are often negative.
Cranial epidural abscesses are extra-axial infections occurring

in the virtual space between the dura mater and skull, usually in the
frontal region. Trauma, neurosurgery, sinusitis, and meningitis are
contributing factors. Common presentation includes headache, fever,
nausea, and scalp tenderness. Focal neurologic symptoms are rare.
Subdural empyema is an infection in the potential space between

the dura mater and the arachnoid. Since the subdural area is less
restrictive that the epidural space, the infection may spread resulting
in inflammation of the brain, edema, mass effect, septic thrombophlebitis, and venous infarct. Presentation includes altered consciousness,
focal neurological deficits, and seizures.
Ventriculitis is a complication of meningitis, seen more often in

mass lesion/increased intracranial pressure, uncorrected bleeding
disorder, severe thrombocytopenia, focal neurological symptoms/
signs, decreased level of consciousness, and acute spinal injury.
Relatively common complications are post lumbar-puncture headache
and back pain. Studies have reported that having the patient lie down
for up to an hour after the LP may help decrease the incidence of
post-LP headache.
The complete blood count may reveal leukocytosis (bacterial
infection), thrombocytosis (acute phase reactant), or thrombocytopenia/anemia (bleeding disorder, intracranial hemorrhage).
Blood cultures are important for identifying organisms in bacterial
meningitis with septicemia when LP is contraindicated or cannot
otherwise be performed.
}
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Central Nervous System Infections
Continued from page 11

Table 1. Cerebrospinal Fluid Analysis
Neutrophils

Lymphocytes

Protein

Glucose

Bacterial meningitis

Elevated

Lower than
neutrophils

Elevated

Decreased

Viral meningitis

Slightly elevated

Elevated

Normal or
elevated

Normal

Fungal or tuberculous meningitis

Slightly elevated

Elevated

Elevated

Decreased

Meningitis diagnoses are generally made using CSF analysis. Imaging is reserved for unclear diagnosis, potential complications, clinical
deterioration, seizure activity, and focal neurological deficits. Under
some circumstances, imaging is indicated before lumbar puncture.
Those conditions include coma, presence of CSF shunt, history of
hydrocephalus, recent history of CNS trauma or neurosurgery, and
papilledema.
Magnetic resonance imaging (MRI) is the most sensitive method
of CNS imaging and should be performed with and without contrast.
Computerized topography (CT) is an alternative to MRI but is not as
sensitive. It could be used if MRI is not available or is contraindicated.
Contrast should be utilized for adequate evaluation. Plain X-ray is
not indicated unless there are special considerations. Ultrasound
guiding or other imaging modalities may be used as an adjunct to
help perform a difficult LP.
An ocular ultrasound (optic nerve sheath measurement) is a
simple non-invasive procedure, which is a useful tool in the assessment of elevated intracranial pressure. As the optic nerve sheath
is continuous with the subarachnoid space of the brain, increased
pressure is transmitted through to the optic nerve. The relationship
between the optic nerve sheath diameter (ONSD) and intracranial
pressure has been well established. On ultrasound a normal optic
nerve sheath measures up to 5.0 mm in diameter. An average ONSD
greater than 5 mm is considered abnormal and elevated intracranial
pressure should be suspected. This can be very useful when the clinician is unable to perform an accurate fundoscopic examination to
assess for papilledema.
Etiologic Agents

The most common route of CNS infection is by hematogenous
spread. Infections are also the result of direct contiguous spread,
local injury, or invasion of the peripheral nerves or olfactory tract.
Pathogens traverse the blood-brain barrier (BBB) and stimulate the

12
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immune system causing cytokine and chemokine production with
resultant cytotoxicity, increased BBB permeability, and pleocytosis.
The etiology of acute bacterial meningitis is strongly influenced
by age. In newborns, the most common pathogens are part of the
normal adult gut flora: Streptococcus agalactiae (group B strep),
Escherichia coli, and Listeria monocytogenes. S. agalactiae is responsible for more than half of all neonatal meningitis cases and E.
coli accounts for about a third of cases. L. monocytogenes is seen less
frequently. While transplacental transmission of L. monocytogenes
late in pregnancy causes meningitis, transmission early in pregnancy
is associated with disseminated infection and stillbirth.
In older children and adults the most common causes of bacterial
meningitis are Neisseria meningitidis and Streptococcus pneumoniae. The incidence of Haemophilus influenzae has significantly
decreased since introduction of the conjugated vaccine but continues
to be identified in unvaccinated children. S. pneumoniae is the most
common cause of bacterial meningitis in adults but N. meningitidis
has been known to cause outbreaks in areas with crowding or close
contact, such as schools, colleges, or prisons. L. monocytogenes
has been isolated from elderly and immunocompromised patients.
Preliminary identification can be determined by gram staining. See
Table 2. Culture is required for definitive identification. Administration
of antimicrobial therapy before collection of specimens for laboratory
testing will decrease the probability of identification by as much as
60%. The key to decreasing morbidity and mortality associated with
CNS infections is a rapid initiation of empiric antimicrobials. A delay
in the ability to perform an LP and CSF analysis should not contribute
to delay in initiation of potentially life-saving treatment. Molecular
techniques are available for identification of common pathogens and
may be useful for patients who are receiving antimicrobial therapy.
Other less common bacterial causes of CNS infections include
mycobacteria and spirochetes. Neither is visualized on gram stain.
Mycobacterium tuberculosis is observable using an acid-fast or
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fluorescent stain but is slow-growing (3 – 6 weeks) in culture.
Tuberculous meningitis can be a complication of pulmonary tuberculosis and is often missed due to the gradual onset of nonspecific
symptoms. Tuberculosis with tuberculoma often presents with marked
leptomeningeal enhancement, shaggy tentorial enhancement, enhancing basal exudates and multiple conglomerate ring enhancing
lesions predominantly in basal cisterns. Obstructive hydrocephalus,
osteomyelitis, focal meningitis, and multiple cerebral granulomas
can also be detected on imaging.
Infection with spirochetes Treponema pallidum or Borrelia
burgdorferi may result in CNS infection. Neurosyphilis is observed
in untreated, late-stage syphilis while neuroborreliosis occurs early
in Lyme disease. These organisms are not typically cultured in the
clinical laboratory but are diagnosed by serological testing.
Viral pathogens cause a spectrum of infections from mild and
self-limiting to rapidly fatal. They are most often diagnosed using
serological or molecular techniques. Enteroviruses and arboviruses
display a seasonal variation, occurring most commonly in late summer and early fall. Enteroviruses are the most common viral CNS
pathogens. They typically cause a mild infection in children less than
one-year-old. Arboviruses are transmitted by arthropod vectors such
as mosquitoes and ticks. Two of the most common arboviruses are
St. Louis encephalitis virus and West Nile virus. The risk of severe
disease due to arboviruses increases with age, however, no vaccine
or specific treatment is available.
Herpes simplex virus (HSV) encephalitis is the most common

cause of fatal sporadic viral encephalitis. The medial temporal lobes
are most affected but insular cortex and inferior lateral frontal lobe

abnormalities may be present. Multiple lesions may be present and
infection is frequently associated with cortical hemorrhage. This
results in the presence of a large number of red blood cells in the
CSF. Because of the high mortality and availability of treatment (intravenous acyclovir) it is important to rule out HSV encephalitis in
patients who present with focal neurologic deficits, partial seizures,
and/or a persistently elevated RBC count in the CSF.
Human immunodeficiency virus (HIV) is neurovirulent and
infection may result in HIV-associated neurocognitive disorders.
Symptoms range from forgetfulness to dementia. More severe
disease is associated with low CD4 count and high viral load. AIDS
encephalitis produces a diffuse atrophy with periventricular white
matter changes. HIV-associated CNS lymphomas of B-cell origin can
be a late complication of HIV infection.
The classic presentation of Cryptococcus neoformans infection is
lung disease; however, it is the most common cause of life-threatening
meningitis in HIV positive patients. It spreads along perivascular
spaces resulting in parenchymal involvement, usually in the basal
ganglia and midbrain. Gelatinous pseudocysts and ependymal granulomas are present. India ink is used to observe the encapsulated yeast
in CSF. Latex agglutination kits are also available for identification.
Cryptococcus gattii, an emerging pathogen, is similar to C. neoformans except it has been observed in both immunosuppressed
and immunocompetent hosts. Culture is required for differentiation
of the two species but therapy, amphotericin B and flucytosine, is
the same. C. gattii tends to respond more slowly to treatment and
relapses are more frequent.
}

Table 2. Preliminary Identification of Common Bacterial Meningitis Agents by Age Group and Gram Stain Reaction
Age Group

Organism

Gram Stain Reaction

Neonates

Streptococcus agalactiae

Gram-positive cocci

Escherichia coli

Gram-negative rod

Listeria monocytogenes*

Gram-positive rod

Streptococcus pneumoniae

Gram-positive cocci

Neisseria meningitidis

Gram-negative diplococci

Haemophilus influenzae

Gram-negative rod

Children and Adults

Renew Today!

* may also be isolated from elderly and immunocompromised
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Coccidioides immitis is a dimorphic fungus endemic to the
desert southwest. The usual presentation is respiratory infection but
it is capable of dissemination, especially in immunocompromised
patients. Serological diagnostic testing is recommended as C. immitis is rarely visible in CSF.
Infection due to the protozoan parasite Toxoplasma gondii is the
most common cause of cerebral abscess in immunocompromised
patients. Transmission is due to ingestion of contaminated, undercooked meat or exposure to cat feces. Toxoplasmosis is of great
concern in pregnant women as transplacental infection can occur.
Serological tests, direct examination, PCR, or imaging are used in
the diagnosis of infection. Parenchymal toxoplasma lesions have
three distinct zones: central avascular zone of necrosis, intermediate
vascular zone containing numerous organisms, and outermost zone
of encysted organisms. These lesions do not have a capsule. Imaging is performed in multiple regions, mostly the basal ganglia and
corticomedullary junction. Following administration of contrast there
is a nodular or ring enhancement which is typically thin and smooth.
A double-dose delayed scan may show a central filling.
The amoeba, Naegleria fowleri, causes primary amebic meningoencephalitis. This rapidly fatal infection is linked to swimming in
warm fresh water and most cases have been reported in the southern
half of the United States. Another amoeba, the opportunistic freeliving Acanthamoeba, causes subacute or chronic infection. These
parasites may be visualized in CSF or tissue. Prompt treatment with
miltefosine, amphotericin B, and rifampin has been associated with
favorable outcomes.
Cerebral abscesses are usually the result of hematogenous spread,
but may occur from direct penetrating trauma, extension from adjacent infection of the sinuses, or septic emboli. The abscess contains
masses of bacteria and a liquefactive center with pus, surrounded
by a thin wall. The thin wall is in contrast to the thick wall associated
with tuberculosis. The etiologic agents are often mixed normal flora
including anaerobic bacteria, gram-negative rods, staphylococci,
and streptococci. CSF and blood cultures are usually negative as the
organisms remain confined to the abscess.

meningitidis vaccine provides protection against infection with
serogroups A, C, Y, and W-135 but not serogroup B.
Viral meningitis typically resolves with supportive management.
Viral encephalitis treatment is also supportive, with the notable
exception of HSV encephalitis which requires immediate treatment
with intravenous acyclovir.
Some studies have demonstrated that administration of dexamethasone given prior to antimicrobial agents significantly improves
outcome by helping to decrease the inflammatory mechanisms known
to contribute to the morbidity of bacterial meningitis. However,
there is limited evidence to support the use of intraventricular or
intrathecal administration of antimicrobial agents via CSF shunts or
extraventricular drains. Similarly prophylactic or periprocedural
antibiotics, for neurosurgical procedures and external ventricular
drain placements, are not recommended as studies do not demonstrate significant reduction in nosocomial infections, and empiric
antibiotic use may contribute to the selection of resistant organisms.
Choosing appropriate antimicrobials in the treatment of CNS
infections is very important. The distribution of drugs into the CNS is
influenced by physical barriers (e.g., BBB) and inherent physiochemical properties of the medications. Characteristics increasing drug
penetration into the CNS include lipophilicity, low protein binding,
and low molecular weight. Ceftriaxone, vancomycin, and ampicillin
(for Listeria coverage in susceptible individuals) are typically used
as empiric coverage for suspected acute bacterial meningitis. Detailed
information and recommendations can be found in the Infectious
Disease Society of America Practice Guidelines.

Therapeutic Considerations

References available upon request

Immunizations against the more common agents of bacterial
meningitis, S. pneumoniae, N. meningitidis, and H. influenzae
type B are available. It is important to note that not all serogroups/
serotypes are covered by these immunizations. For example the N.
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Conclusion

Managing patients with CNS infections can be very challenging. It
is very important that clinicians have a high index of suspicion, especially when patients present with fever, headache, neck pain, and/or
altered mental status. Rapid recognition, diagnosis and treatment can
save patients from the significant morbidity and mortality associated
with these illnesses. Future investigations on selective immunomodulation and neuroprotective strategies may lead to significant advances
in the ability to treat these infections. n

Ed. Note: This article is in follow up to Drs. Lofland, Pera, and
Hendriksz’ presentation at the 2014 OPSC Fall Conference
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Point of Care Ultrasound in the Patient with
Undifferentiated Shortness of Breath
} Michael Schnick, DO, MA

S

hortness of breath is a common chief complaint. The differential diagnosis is broad and the possibilities range from
immediate life threats to those that will be managed as an
outpatient. Occasionally, the history and physical exam reveals an obvious diagnosis, such as a classic asthma exacerbation or the patient
who just returned from an overseas trip with a swollen leg. However,
often patients have multiple medical problems and comorbidities that
make the differential complex and it may be unclear how to initially
target management. When the diagnosis is not apparent a number
of diagnostic tools can be employed. Available diagnostic tools commonly include an electrocardiogram, chest radiograph, and laboratory studies. These tools are important, especially in certain disease
states such as the early recognition of acute coronary syndrome,
however there are often delays in acquiring these tests as x-ray may
not be immediately available and IV access can be challenging. Additionally, many tests do not have the sensitivities and specificities to
rule in or out the diagnoses we are most concerned about. For the
patient with undifferentiated shortness of breath, ultrasound is the
best tool available to rapidly narrow the differential diagnosis and
direct management.
There is useful information to be gained from the chest radiograph
and it has the convenience of not requiring additional acquisition
work on the part of the physician. However, ultrasound outperforms
chest radiograph in nearly every situation. Ultrasound is the ideal
tool to use to evaluate for pleural effusions, pericardial effusions
with tamponade, and deep vein thromboses. Echocardiogram can
evaluate for heart failure, wall motion abnormalities, and right heart
strain. For pneumothorax, Alrajab et al. found that chest x-ray had
a sensitivity of 40% and specificity of 99% as compared to bedside
ultrasound with a sensitivity of 79% and specificity of 98%. For pneumonia, Cortellaro et al. found that chest x-ray had a sensitivity of 67%
and specificity of 85% as compared to ultrasound with a sensitivity
of 98% and specificity of 95%. Additionally, ultrasound can evaluate
for response of therapy in real time. Ultrasound can demonstrate
improvement of pulmonary edema, resolution of a pneumothorax,
as well as minute-to-minute changes in cardiac function.
There are a number of manuscripts in the literature that describe
how to use point of care ultrasound for the patient in undifferentiated shortness of breath. Lichtenstein et al. described an algorithm
titled “The Blue Protocol” that can be used with lung ultrasound to

differentiate shortness of breath. However, the blue protocol did not
include echocardiogram as part of the evaluation and for the novice
sonographer the algorithm can be cumbersome. Drs. Nagdev and
Mantuani demonstrated how analyzing the heart, lungs, and IVC with
ultrasound can differentiate heart failure from chronic obstructive
pulmonary disease (COPD). Combining and simplifying these strategies creates a logical and high yield approach.
First, look at the heart. Evaluate for a pericardial effusion to rule
out tamponade. If there is a pericardial effusion, view the heart in
multiple windows including sub-xiphoid, parasternal long, parasternal short, and the apical four chamber to evaluate for right ventricular
collapse during diastole as sonographic evidence of tamponade.
While viewing these cardiac windows gain a sense of the overall
cardiac function and ejection fraction (EF). With modest training,
novice sonographers can categorize cardiac contractility as normal,
depressed, and severely depressed. The anterior leaflet of the mitral
valve will touch or nearly touch the inter-ventricular septum in a
heart with a normal EF. In the apical four chamber view, compare
the right ventricle (RV) to left ventricle (LV) diameter. A normal RV
is less than 2/3 the size of the LV. A dilated RV in the right setting
is indicative of right heart strain from a pulmonary embolism. You
also may note a wall motion abnormality as evidence of old or new
myocardial infarction.
While viewing the heart in the sub-xiphoid window, point the
probe’s indicator toward the patient’s head and reduce the angle of
the transducer to evaluate the inferior vena cava (IVC). A pericardial
effusion with a non-distensible IVC is very worrisome for tamponade. }

Figure 1. A large pericardial
effusion (*) with tamponade
physiology.

Figure 2. A non-distensible
IVC with a pericardial effusion
(E) consistent with tamponade physiology.
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If there is respiratory variability, tamponade is excluded with few
exceptions. Without a pericardial effusion, a non-distensible IVC is
consistent with fluid overload states. An IVC that varies in diameter
widely during respirations suggests an etiology other than heart
failure.

Figure 3. A dilated right
ventricle (RV) and right
atrium (RA) as compared to
the left ventricle (LV) and left
atrium (LA) in the setting of a
pulmonary embolism.

Figure 4. A poorly contracting heart in the setting
of decompensated heart
failure. The anterior leaflet
of the mitral valve (*) does
not come close to the interventricular septum (S) during diastole demonstrating
a severely depressed EF.

Next, move to the lungs. Fluid in the lungs will fall to the dependent
portions, unlike air, which will rise to the superior and anterior chest.
Start by placing the probe at each lung apex in the mid-clavicular line,
2nd-3rd intercostal space to evaluate for lung sliding. Viewing the
pleura slide back and forth with respirations in these spaces while
the patient is sitting upright essentially rules out a pneumothorax.
In the supine patient, additionally views may be required, as air
will lair to the highest portions of the chest. In the setting of trauma
and no lung sliding, most clinicians will assume a pneumothorax is
present and place a chest tube. If the patient appears stable, look
at other lung segments to find the lung point, which is the point of
separation of the visceral and parietal pleura. This is nearly 100%
specific for a pneumothorax. M-mode may also be used to evaluate
for pneumothorax. M-mode looks at motion in a single line over
time. The classic “seashore sign” is present when there is normal
lung sliding, as compared to the “bar code” sign in pneumothorax.
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Figure 5. With the
linear array probe the
pleura (P) can be seen
sliding between two
ribs (R) with posterior
shadowing (S).

Figure 6. The
seashore sign
with M-mode
demonstrating
normal lung
movement.

Figure 7. The
barcode sign
demonstrating a
pneumothorax
with M-mode.

After ruling out a pneumothorax, divide each hemi-thorax into four
segments bordered by the posterior axillary line, anterior axillary line,
medial clavicular line and the inter-nipple line. Evaluate the lung in
each quadrant for lung sliding, A-lines, B-lines, consolidations, and
effusions. A-lines are regular horizontal hyperechoic lines that reverberate from the pleural and are indicative of a normal or hyperinflated
lung. If all lung segments appear to have lung sliding and A-lines
then the patient’s differential is narrowed to that of a patient with a
normal or hyperinflated chest x-ray. This may include asthma, COPD,
anemia, acidosis, and pulmonary embolism. If pulmonary embolism
is suspected, performing lower extremity deep vein thrombosis (DVT)
studies can confirm (but not rule out) the diagnosis.

Figure 8. Normal lung ultrasound demonstrating A-lines
(A) reverberating from the
pleura (P) between two ribs
(R).

Figure 9. Lung ultrasound
on a patient with pulmonary
edema and B-lines (*).
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B-lines are hyperechoic vertical lines that originate from the
pleural line and are present for at least 15-17cm, often running off
the bottom of the image. They obliterate A-lines. Three or more in the
screen are indicative of interstitial syndrome. A diffuse B-line pattern
in all lung segments narrows the differential to those conditions that
present with a diffuse interstitial lung pattern such as pulmonary
edema (cardiogenic and non-cardiogenic), multifocal pneumonia,
and pulmonary fibrosis. A focal B-line pattern in one or two lung
segments narrows the differential to a focal interstitial process such
as pneumonia, pulmonary contusion, or pulmonary infarction.
Pleural effusions are most commonly dependent unless loculated
and can most easily be visualized at the lower lung segments/costophrenic angles. Typically, above the diaphragm a normal mirror
artifact of the liver or spleen can be seen, however when a pleural
effusion is present there will be an anechoic pocket of fluid often with
floating lung within. Additionally, the spine is not readily apparent
behind the lung as air scatters the ultrasound waves. However, in
the setting of pleural effusion the ultrasound waves are transmitted
well and the spine may be apparent. This is called the “spine sign”.
Consolidated lung appears like solid tissue on ultrasound and is often
referred to as “hepatization” of lung as it has a similar appearance
to the liver.

Figure 10. A small pleural
effusion (*) visualized above
the diaphragm (D) with
floating lung (L) and posterior spine sign (S).

Figure 11. A pulmonary consolidation (C) with a diffuse
B-line pattern (B) visualized
above the liver (L) and diaphragm (*).

Combining the cardiac, IVC, lung, and DVT (when indicated)
point of care ultrasound exams rapidly narrows the differential diagnosis and results in early directed management. The use of point
of care ultrasound results in more time at the bedside, but the initial
investment of time is well worth it when you catch important pathology, make critical diagnoses early, and save lives. Multiple studies

demonstrate the relative ease and short period of time it takes to
use these techniques effectively. However, even expert sonographers
should understand their limitations and not hesitate to employ other
diagnostic tools when necessary. The largest limitations of point of
care ultrasound are the operator’s expertise, experience and the
patient’s body habitus. n
References available upon request
Ed. Note: This article is in follow up to Dr. Schick’s presentation
at the 2014 OPSC Fall Conference

Correction: Notice of Duplicate Publication
California DO and the author regret duplicate publication of the
following article:
Parks TC. The Yardbirds. California DO. 2014;14[1]:31-33.
The article, by Taryn Parks, OMS IV, and published in the June 2014
issue of California DO, is nearly identical to an article of the same
title and by the same author in the August 2014 issue of The Journal
of the American Osteopathic Association (2014;114[8]:666-667).
Student Doctor Parks submitted her essay to OPSC in fall 2013.
Due to mis-communication between California DO and the author,
Student Doctor Parks believed her submission would not appear in
California DO when it was still not published by April 2014. She
then submitted it to the JAOA, which accepted it for publication and
obtained copyright of the essay. California DO and the JAOA were
unaware of the duplicate submission.
In Reply.—I offer my sincere apologies to the readers of California DO. I in no way intended for this to happen. I had not signed any
documentation and, during the gap between submission and publication, my mentor and I mistakenly believed it was not slated for publication in the California DO. My mentor subsequently recommended
that I submit my essay to the JAOA. It was then that I shortened the
article to 1500 words and submitted it to JAOA. I discovered that my
original article had been published in California DO when another
student told me that it was printed in there.
Taryn Parks, OMS IV
Touro University College of Osteopathic Medicine in Vallejo,
California
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POLST Eases the Difficulty of End-of-Life
Decision Making
} Vincent D. Nguyen, DO, CMD, Director, CARES Program, Hoag Hospital

A

s osteopathic physicians, we’re taught to take a more holistic
view towards medicine – developing an approach that integrates mind, body, and spirit. Just as we take this approach
to keeping our patients well in life, we must take a similar approach
to helping our patients plan for the end of life. POLST allows us to
do just that.
POLST, or the Physician Orders for Life-Sustaining Treatment, is a
physician order signed by both a doctor and a patient that specifies
the types of medical treatment a patient wishes to receive toward
the end of life. POLST is a simple and elegant tool that encourages
conversations between providers and patients about their end-of-life
treatment options.
When doctors and seriously-ill patients have a POLST conversation, it is easier for patients to make more informed decisions and
communicate those decisions to their families. This gives patients the
peace of mind that their wishes will be followed and that they will
get the care that is right for them. POLST has the power to prevent
unwanted or medically ineffective treatment, reduce patient and family
suffering, and help ensure that patient wishes are followed.
The data shows that POLST is making a difference. Researchers
from Oregon Health & Science University released a study earlier
this year showing that when Oregonians documented their end-oflife wishes by completing a POLST, their wishes better matched the
care they received at the end of life. Patients with orders for comfort
measures only were far less likely to die in the hospital than those
who wanted full treatment. While those who wanted full treatment
were even more likely to die in the hospital than those who did not
have a POLST form at all.
Now a new version of the POLST form, which will continue to be
printed on bright pink paper, will improve these conversations. The
updated POLST form went into effect October 1 and includes goal
statements for each potential treatment option so patients can better understand their choices. The treatment options are listed more
consistently in each section of the form (from most aggressive to
least aggressive), so patients can better understand what is involved
in their choices.
There have also been some changes to the wording of the POLST
form, so the choices are more understandable for patients. In Section
B, for example, the choice of “Limited Additional Interventions” was
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Updated Form Now Available

renamed “Selective Treatment.” Limited can have a negative connotation for patients, as if they’re being deprived of something, and
that’s not the case! In the past, section B of the form was always the
most difficult to explain to patients, and the new language will help
clarify patients’ choices.
Though only a patient and a physician can sign a POLST form,
others can help with the end-of-life decision process. If there are
psychological or emotional needs that as physicians we can’t meet,
we need to bring in social workers, chaplains, and other professionals to help guide us.
Information on the updated POLST form is available at http://
capolst.org/2014polst/, including translations of the form into 12
languages and braille. Physicians should only use the new version of
the POLST form, but previous versions will continue to be honored.
If you’d like to learn more about POLST, a list of upcoming POLST
education opportunities can be found at http://coalitionccc.org/
training-events/polst-education/. If you have any questions about
POLST or would like to arrange a POLST training for your colleagues,
you can find contact information for your local POLST coalition at
http://coalitionccc.org/who-we-are/local-coalitions/ or the Coalition
for Compassionate Care of California at http://coalitionccc.org/.
I went into osteopathic medicine because I wanted to relieve my
patients’ physical, emotional, and mental pain and suffering. POLST
is a key part of achieving those objectives and the newest version of
the POLST form is making it even easier for me to help my patients
make informed end-of-life decisions and give them the tools to have
their wishes respected. n

DO LEADER HIGHLIGHT

Marcus Zachary, DO
What position do you currently hold? Senior Medical Director,

Population Health and Quality at Brown and Toland Medical Group
(BTMG), the largest IPA in Northern California with over 1,700 doctors caring for over 300,000 people.

counterproductive. These skills
and others are all learnable. You
need to be willing to take an honest assessment of yourself and use
constructive feedback to grow.

What was your motivation to take a leadership position?

I was interested in working on ACOs with the implementation of the
ACA. BTMG was one of the original 32 Pioneer programs selected
nationally by CMMI. Taking the position meant I would have clinical
responsibility for the program.
What path led you to this position? After ten years in hospital
medicine and leading change efforts at the hospital level, I wanted
to do something with greater impact. Though I was offered other
hospital medicine opportunities, BTMG offered me the chance to
change health care delivery across my entire community.
What steps did you take to prepare for your current position? While still at my hospital medicine position, I became the

medical director. Through the Society of Hospital Medicine, I began
taking leadership courses to improve my communication, negotiating,
and medical economics acumen. BTMG was my first real exposure to
healthcare management. I spent much of the first few months learning from my peers about contracting, insurance products, network
structures, and about the infrastructure needed to run an MSO.
What do you find rewarding/challenging about serving in
a leadership role? Being one of only three organizations in the

Why should physicians consider serving in leadership
positions? First there is a real

need which means great opportunity. Stepping away from the
bedside isn’t for everyone, but many
roles will still allow some clinical
time. Physicians must be part of
the healthcare conversation. As
I mentioned earlier, we are passionate advocates. There is a time
and place for physicians to remind
healthcare organizations at the end
of any decision is a human being
whose most precious asset, their
health, is on the line.
Recommendations for DOs
thinking about leadership
positions: Like in medical prac-

Skills/traits required for successful physician leadership?
Can these skills/traits be learned? Physicians by their nature

tice, whether a MD or DO, it’s
who you are and your competency
that defines you professionally. An
osteopathic physician is trained to
consider the whole person in any
medical situation. That empathy, the
global perspective, translates well
into leading healthcare organizations. Many osteopathic physicians
have faced some challenges professionally. We therefore tend to be
resourceful and resilient - attributes
key to success.

are passionate advocates. That has its time and place in management
however often we must temper our emotions to influence and be
agents of change. Medically we are trained to think of all the things
that could go wrong. For operations, that negative thinking can be

Why did you choose to become an osteopathic physician? Frankly, I went to Kansas City

country to create shared savings in the Pioneer program is rewarding
and important. We are demonstrating that the triple aim is achievable
at scale. That outcome is critical for the nation to meet the healthcare
needs of baby boomers and maintain financial stability. The disruption to the healthcare market created by ACA is creating wonderful
opportunities for innovation. It also incentivizes giving care to those
who need it most. There really is a way forward now where everyone
wins; patients, providers, and payers.

Background:
Osteopathic Medical
School: Kansas City
Year of graduation:
2000
Residency: Internal
Medicine at California
Pacific Medical
Center/UCSF
Certification/
Fellowships: Board
Certified Internal
Medicine in 2003;
Recertified in 2013;
Fellow of the Society
of Hospital Medicine
Married to a
geriatrician who is an
outstanding doctor.
Have two beautiful
daughters and one
very old smelly dog.

Continued on page 30
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We Continue to Face Battles
} Alexandra Myers, DO, Vice-Chair of Membership Committee
The widespread ignorance about the osteopathic profession never
fails to astound me. Legislators continue to omit language to include
osteopathic medicine in new laws. Large institutions still have a misunderstanding of what DOs can offer their health systems. Patients who
have seen DOs repeatedly are still dumbfounded to discover that we
have a different educational background from our MD counterparts.
Despite the maximal efforts of OPSC and the entire osteopathic profession, we continue to face these battles on a daily basis.
At times it seems an insurmountable task to educate the public
regarding our profession. I often catch myself wanting to give a quick
explanation of what a DO does to people who inquire. Then I recall
all of the work since the inception of our profession and throughout
the crisis in California in the 1960s. Those battles seem like ancient
history, but the same issues face us today.
Recently, OPSC fought discrimination against DO students applying to the UC system. Students were denied rotations at sites like UC
Davis and UCSD. These are venerable, publicly-funded institutions
that actually employ many osteopathic physicians. Yet somehow the
decision was made that osteopathic students did not merit an audition
for programs that are often overseen by DOs.

OPSC Board Update
The OPSC Board of Directors met on Friday, September 12
at the Monterey Plaza Hotel in Monterey, California, and took
the following actions:
l Held extensive discussion about a potential new method
of continuous certification embedded with osteopathic
board certification
l Approved a contribution to the “No on 46“ campaign
l Discussed proposed legislation to prohibit discrimination against osteopathic medical students
l Approved modification of OPSC’s Bylaws pending ratification by OPSC membership
l Approved the slate of candidates for the 2015 OPSC
election
l Selected Brian Loveless, DO as Secretary/Treasurer until
February 2015
l Approved the fiscal year ended 2014 financial report n
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Similarly, a recent law passed by the state Legislature failed to
include language that recognized the osteopathic profession and its
training programs. How can that be? There are nearly 6,000 DOs
practicing in the state, and our schools graduate over 400 new DOs
each year. We are not a marginalized profession – we make up a
significant portion of the physicians caring for Californians.
Thankfully, OPSC and its lobbying firm, Capitol Advocacy, were
able to wage battles that resulted in recognition and respect for
osteopathic physicians in California. There are many other recent
examples of OPSC’s successes. I am proud to be a board member
of OPSC – we are a professional organization that truly focuses on
the needs of our membership.
Besides all of the tangible changes that OPSC has made in the
last year, there are many intangibles I see daily. I recently attended
a WesternU/COMP alumni event in La Jolla. While I am proud to be
a WesternU/COMP grad, I keep thinking of the many DO graduates I
have met at OPSC conventions from across the country. We all share
the same love of California and passion for caring for patients with
the “osteopathic touch.” With that said, I look forward to an OPSC
social event in your area in the near future! n

Fall Conference OMM/OMT Educators
This year’s Fall Conference saw something a little different in the
area of OMM/OMT education. An open OMT Education Session was
still held on Friday but, on Saturday, the Education Committee and
Program Chair Abraham Pera, DO arranged for three lectures on
OMM/OMT to be presented in the main lecture hall. Those presenters
followed their lectures with a well-attended hands-on workshop in
the OMT education room. The combination of lecture followed by a
more detailed workshop is a model that you may see more frequently
in upcoming OPSC events.
As always, OPSC thanks Virginia Johnson, DO, C-NMM/OMM for
her dedication and hard work to manage the OMT Education Sessions.
We also recognize and thank those DOs who donated their time and
expertise serving as educators in the Friday afternoon session at the
Fall Conference:
Gerard Issvoran, DO
Virginia Johnson, DO, C-NMM/OMM
Gene Lenard, DO
Gene Pudberry, DO n

COLLEGE UPDATES

Touro Students’ Report
} Anthony Anguille, OMS-II
Although we had a brief respite from our academic obligations,
Touro’s OPSC chapter still progressed on a smaller-scale over the
summer. Thanks in large part to the generosity of our school’s
Student Government Association via the Travel Funds Scholarship
and OPSC, our club’s Vice President Amber Ruiz and I were able to
travel to Chicago for the annual AOA House of Delegates Meeting in
July. Besides it being the first time for both of us to visit this unique
city, it was also the first time we had experienced anything of this
caliber in relation to our future profession. California’s delegates
and alternate delegates were refreshingly open to our presence, so
it was only natural for us to feel at home. Clearly, the main topic of
discussion and debate was the GME merger and, more specifically,
whether or not to pass AOA House Resolution H-800. California,
of course, entered this meeting in solidarity as supporters of this
resolution; however, the same could not be said for all members
of the delegation. Opinionated fire emanated from both sides of the
debate, but the overwhelming opinion and energy ultimately drove
this initiative to approval. As students, this was an unforgettable moment for the face and future of our profession. We will continue to
resonate on the collective feeling of success and pride we felt when
history was made in that moment.
Following our return from Chicago, classes were immediately
around the corner. I quickly received an invitation from Executive
Director Creason to co-present on behalf of OPSC at Touro’s College
of Osteopathic Medicine (COM) Class of 2018 orientation. Knowing
that this was certainly not an opportunity to miss, I agreed. The presentation itself was strikingly effective, as Ms. Creason had not only
engaged me to take part but also organized for a number of faculty
representatives to present. It was a dynamically motivating moment,
and I believe it set the stage for our student club to continue to thrive.
My fellow leaders and I, as students first and foremost, allowed the
initial academic storm to settle before bouncing back to our extracurricular responsibilities. It certainly didn’t take too long for this
to happen, so we were quick to find time to discuss the direction of
OPSC’s student club for the Fall term. With a number of small successes behind it, our immediate goals seemed almost grandiose in
comparison. Rather than attempting to “get our name out there,”
this was the term that we would solidify our presence on campus
and drive continued interest in our student club and simultaneously
in our parent organization.
Our initial goal was to effectively recruit new members at our
school’s annual Club Day, which occurred on August 27. Executive
Director Creason and all student club leaders presented to and
welcomed roughly 30 new members during this event. Behind
the scenes, I was hard-at-work organizing student involvement in

Club Day

OPSC’s Fall Conference in Monterey. With orientation and Club Day
behind us, it was quite easy to entice first year students to attend
the event – especially considering OPSC’s willingness to sponsor.
With the addition of supportive third and fourth year students and
my fellow leaders, roughly 10 Touro students in total attended the
conference. Not only were we able to attend CME sessions, but we
also found time to participate in the Legislative, Public Relations, and
New Physician/Student Club committee meetings where a number of
hot topics including anti-OMS discrimination legislation, the annual
video contest, and the student mentorship program were discussed.
Although we wished that we were able to take in the sights a bit more,
our academic responsibilities quickly required our return back to
the East Bay.
Other recent OPSC student club-headed events include a successful
Health and Wellness Fair at the local Mare Island Health and Fitness
Academy and a co-sponsored “No On 46” presentation on Thursday,
October 2 and Monday, October 6 respectively. Amber, our club’s
Vice President, served as lead organizer for the former, which saw
a number of community partners and student representatives from
different COM and College of Pharmacy organizations come together
to discuss healthy living with students and their families. All OPSC club
leaders were involved in the organization of the “No On 46” lecture,
which was attended by roughly 80 students and faculty members.
Hassie Cooper, our club’s External Relations Chair, is currently in the
process of organizing a Covered California open enrollment event in
November at our school’s Student-Run Free Clinic. We look forward
to sharing the results of this event in a later update.
Events and such behind us, we also recently held our club’s first
general interest meeting of the year on September 23. Roughly 30
students were in attendance – most from the Class of 2018. We offered new members an introduction to our student club and our
parent organization and set the stage for future opportunities. We
also discussed two additional open board positions, which we are
happy to announce have been filled by two eager first year students:
Naomi Stewart was named our Finance Chair, and Christopher Warren
was named our Internal Relations Chair. With two new leaders and a
wealth of new energy and drive from our new members, we can only
imagine where the future will take us. Stay tuned. n
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WesternU/COMP Dean’s Report
} Paula M. Crone, DO, Dean, WesternU/COMP, COMPNorthwest
A few years ago, we could say that there had been no substantial
changes in medical education since the Flexner Report in 1910. We
cannot say that anymore. Medical education is changing and COMP
and COMP-Northwest are poised to lead those changes in many areas,
but particularly in lifestyle medicine.
This year, we created the Healthy Living and Wellness Initiative.
Our vision is to train our future physicians to prevent, treat and reverse chronic diseases through lifestyle choices, as well as leading
by example. Through this initiative, we have created partnerships
with community leaders in California and Oregon, medical facilities,
research institutions, businesses, and nonprofit organizations.
Within the College, we have created a Longitudinal Tracks program; a curriculum elective focusing on lifestyle medicine. These
tracks allow our medical students to follow patients during all four
years of study and to learn from the patient’s perspective. By stressing
healthy lifestyle choices in the beginning, our goal is to reduce the
overall occurrence of lifestyle-related illnesses, such as diabetes and
high blood pressure to name a few.
To stress the importance of lifestyle choices among our buildings,
we also recently named Chief Wellness Officers at our two campuses.
In California, we’ve selected Marcel Fraix, DO, and on the COMPNorthwest campus, Robyn Dreibelbis, DO.
Our students will also receive Inter-Professional Education,
teaching them to practice team-based care, care delivery skills and
management. Coupled with leadership training, we will prepare our
students to be the leaders that our communities expect them to be.
To be national leaders, we cannot teach our future physicians with
the curriculum from 1910. We are the leaders of medical education
reformation. n

Western U/COMP Students’ Report
} Andy Qia Zhang, OMS II
We would like to first congratulate Clinton Adams, DO, a professor at WesternU, who for the first time in history will be among four
doctors of osteopathic medicine to serve on the ACGME Board of
Directors. Dr. Adams is board certified in Family Medicine and Anesthesiology. During his 30-year career as a naval officer, he achieved
the rank of rear admiral and was the commander and CEO of three
naval hospitals, including 12 ACGME-accredited residencies. This is
a historic milestone for both ACGME Board of Directors and COMP.
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COMP students at the
Annual OPSC Fall Conference

We would like to also welcome the osteopathic medical school
class of 2018. David Connett, DO (Vice Dean of COMP and President
of OPSC) and OPSC student officers work particularly hard to promote
the fundamental importance of osteopathic medicine to the entering
students. Their work has paid off as over two-thirds of this new class
registered as members of OPSC within days of their matriculation.
On August 22, Dr. Connett gave a lunch presentation to students
on the issue of Single GME Accreditation. He has played a key role
in negotiating with the University of California for preservation DOs’
access to ACGME residencies, fellowships, and faculty positions. Many
first- and second-year students were in attendance. They felt informed
and rewarded by the discussion, which may change the landscape of
medical residency in California for years to come.
On September 24, LACMA and OPSC student clubs held a collaborative guest speaker event at WesternU. LACMA President Pedram
Salimpour, MD and OPSC President David Connett, DO presented to
students about MICRA/Prop 46. The significance of the November
election and how students could get involved and make a difference
were also discussed. Once again, the talk received great feedback
from those in attendance.
The 25th Annual Fall Conference took place 9/12-9/14 in Monterey, CA. COMP students Andy Zhang, Katherine Scribner, Shelby
Anderson, Thai Lai, and Brianna Thiessen (all OMS II) were in
attendance. WesternU was well represented at executive board meetings, conference workshops, and registration tables. Students used
this opportunity to voice their opinions on issues related to physician
shadowing, medical rotation, and residency programs. It was also
a meaningful event for students to broaden their network and meet
key people behind each issue we care about.
In the upcoming months, the OPSC Student Club will host additional events, such as a talk on Preparing for Medical Rotations
presented by COMP graduate Alexandra Myers, DO, and competing
in the annual OPSC Video Challenge. To those looking to become
involved in the organization or have questions regarding our activities, we encourage you to contact us at OPSCclub@westernu.edu. n

COLLEGE UPDATES

Touro Student-Run Free Clinic
} Anthony Anguille, OMS-II
Executive Director, Student-Run Free Clinic
The Student-Run Free Clinic (SRFC) is a free health clinic organized and
staffed by students from Touro University California. A licensed clinician provides
direct, on-site supervision. The SRFC officially opened its doors on October 6,
2010, serving as a reliable and accessible site for patient care each week under
the supervision of Melissa Pearce, DO, our principle preceptor. Solano County’s
increasing poverty level and diversity spurred Touro University students to create a free health clinic in Vallejo. Students reached out to Vallejo community
members and health care providers to discuss the unmet health needs of the
city, and Southeast Vallejo stood out as having the greatest need for services due
to the absence of local medical facilities and inadequate public transportation.
The SRFC offers compassionate service to our local community as well as a dynamic educational environment for students. Students benefit by practicing their
clinical skills through increased patient contact, developing inter-professional
leadership and teamwork skills, and experiencing first-hand the social, economic
and cultural challenges that impact healthcare. Screening history and physical
examinations, osteopathic manipulative medicine, pharmaceutical evaluation,
immunizations, nutritional advice and weight reduction strategies, general patient
education, and some over-the-counter treatment recommendations are offered.
The SRFC also serves as a site for students to perform case management and
lifestyle counseling for patients with complex health issues.
As the SRFC continues to develop both as a resource for community members
and as an unprecedented educational experience for Touro University students,
an increasing need for support beyond our immediate medical faculty has become apparent. The weekly operation continues to thrive, but with a number
of important program launches on the horizon and an impending wave of advertisement to recruit new patients, leaders of the clinic are asking Osteopathic
Physicians in the surrounding communities for their assistance. Touro University
administration has also acknowledged this need and has approved CME credit
(AOA Category 1-B) for all DO preceptors. Interested parties should reach out
to Medical Director and Vice Chair of the Department of Osteopathic Medicine,
Melissa Pearce, DO, for additional information; her contact information can be
found below. We collectively thank you for your interest in the SRFC and hope to
welcome you to our ever-growing community of adjunct educators. n

CME Credits for DOs
Now Available Online
OPSC has joined with other state
osteopathic associations in launching this
new platform to provide DOs with more
opportunities to acquire CME credits.

https://DOcme.org

Send inquiries regarding the SRFC and CME opportunities to:
Melissa Pearce, DO
Medical Director, Student-Run Free Clinic
Vice Chair and Assistance Professor
Department of Osteopathic Medicine
Email: Melissa.Pearce@tu.edu
Phone: (707) 638-5207
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STUDENT DO HIGHLIGHT

Andy Qia Zhang, OMS-II
Osteopathic Medical School:

Did you have a profession prior to medical school?

College of Osteopathic Medicine of the
Pacific, Western University of Health
Sciences

I conducted basic science research at San Francisco VA Medical
Center/UCSF for 3 years prior to enrolling in medical school.

Expected year of graduation: 2017

cycling, hiking, and traveling.

Where did you grow up? San

Why are you supportive of OPSC? Becoming involved
in OPSC has been one of the most rewarding and meaningful
experiences as a medical student. I have been able to
collaborate with both physicians and policy makers in
California. Together, we voice and promote the fundamental
importance of osteopathic medicine.

Francisco Bay Area
What are your life goals? Being physically active, being
physically and spiritually healthy, keep learning for as long as
I can, having empathy for others, being able to provide for my
family and loved ones.
What specialty are you leaning toward? Physical &

Rehabilitation (sports medicine or pain medicine)
Why did you choose to become an osteopathic
physician? The holistic approach to patient care, including

biological treatment and psychosocial support, is a hallmark of
osteopathic medicine. I believe that becoming an osteopathic
physician will enable me to practice these principles.

What are your hobbies? I enjoy outdoor activities such as

Suggestions on how to improve the osteopathic
profession in California? It is critical for us to help raise the

visibility and equality for osteopathic physicians in California.
Optimistically, in places such as San Francisco Bay Area where I
was raised, there has been improved perception for DOs, both
from the mass public and within the medical community at
UCSF. I hope to see this trend continue, as we work together for
the best patient care available. n

Do you have relatives in the medical profession? I was

born to a family of physicians. My grandfather is a hematologist.
Most of my uncles and cousins are anesthesiologists.

NEWS

Clinton Adams Elected to ACGME
Clinton Adams, DO has been elected to serve on the ACGME Board
of Directors as part of the implementation of the historic Single GME
Accreditation System. One of four DOs representing the American
Osteopathic Association and the American Association of Colleges
of Osteopathic Medicine, Dr. Adams is a former Dean and current
Senior Advisor for Strategic Leadership and External Affairs at West-
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ern University of Health Sciences College of Osteopathic Medicine of
the Pacific (WesternU/COMP). Also elected were Past AOA President
Karen J. Nichols, DO; David A. Forstein, DO; and Gary Slick, DO. Their
terms will take effect Jan 1, 2015, pending approval of the bylaws
changes by ACGME member organizations. n
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First Year Rocks!
} Christopher Warren, OMS-I
2014-2015 Internal Relations Chair, OPSC-TU Chapter
Touro University California College of Osteopathic Medicine

T

he general consensus from everyone I talked to before coming
to medical school was that the first two years are terrible. You
hardly know what’s going on half the time and never feel prepared for anything. Always behind and constantly struggling to absorb
the new material served up on a daily basis, you realize that whatever
study habits that served you well throughout your undergraduate
career are now useless. It’s hard to argue with that sentiment as it is
what almost everyone, including myself, has experienced coming into
medical school. You know what, though? I like it a lot.
In your first couple of weeks, you get to see first-hand what your
life is about to become. OMM, Doctoring, and the dreaded Fundamentals of Medicine (FOM) courses are served like your daily meals,
split into the food groups by portion size. The FOM courses, or your
veggies, are (and should be) the biggest portion on your plate. All
the anatomy, pharmacology, pathology, and biochemistry are essential
to your health in school, chocked full of vitamins and fiber, and also
the hardest part of the meal to consume and digest. They also take
up the most of your time to prepare for and maintain a base level of
understanding in your daily studies.
You could compare the doctoring courses to the carbohydrate
portion on your plate. Very straightforward, easy to digest, and
enjoyable to consume. It doesn’t take an exorbitant amount of time
invested to prepare for and feel good about this portion and it’s fun
to do. Also, it feels like the closest thing to being a doctor while still
locked in the daily grind of classes and studying.
The third portion on your plate of osteopathic medical school is
your protein, and the OMM courses fill that role quite well. Being
that OMM is hands-on and fairly easy to consume, it tends to be as
enjoyable as the doctoring portion of your meal. However, it’s easy to
question if you are doing the right thing or feeling what they say you
should be feeling. It wasn’t until the muscle energy unit that I truly felt
the efficacy of doing the manipulations. It was also about this time that
I started to feel confident in my diagnoses and had them confirmed
by the attending doctors as correct. Having that light-bulb turn on
really made me excited about my career in osteopathic medicine and
thrilled to have the tool of OMT at my side to help patients.
What about the final part of your meal that everyone enjoys but
feels guilty about enjoying at the same time? You can’t forget about
dessert! In medical school that is comparable to your life outside of
studying. It’s an important part of staying sane and becoming a more

Every doctor I met [at the Fall Conference] was
enthusiastic and welcoming. At the student
meetings where we discussed mentoring programs
and current legislation, we all had an equal voice
alongside doctors, residents, and even the current
and immediate past presidents of OPSC.

well-rounded individual and future physician. Whether you like to
go restaurant hunting, work out every day (which you should do a
little anyways), surf, play an instrument, or just go for a run, having
activities that take your mind off your countless hours spent reading
and studying are essential. Personally, I find time to work out a little
every day, surf every other weekend, and eat a nice meal with friends
at least once a week. These little things remind me that I am still a
person with a social life outside of school and energize my studies
more effectively than any amount of coffee could.
I am a two-dessert-serving kind of guy, though, and find time to
have a second serving by getting involved with clubs and groups on
campus. A big one with which I started my OMS career off was OPSC
and attending the Fall Conference in Monterey, CA. I couldn’t believe
how welcoming everyone was to first year students only a few weeks
into medical school. Conferences were a completely new experience
for me, but if they are all like this one was, I am going to enjoy my life
as a physician! Every doctor I met was enthusiastic and welcoming.
At the student meetings where we discussed mentoring programs
and current legislation, we all had an equal voice alongside doctors, residents, and even the current and immediate past presidents
of OPSC. It was a truly humbling experience and invigorating to see
what sort of physicians we could become.
While I’m only two months into my medical school career, I can
say with confidence that it was the right decision, and I am loving
it. First year truly does rock! Aside from constantly feeling in over
your head with material to learn, staying active and involved helps to
balance that out. What I’ve learned is that if you put in the time, you
will do well enough to stay alive in school. I can’t say I’ve found equal
balance or a place where I’m fully happy with how I study and prepare, but I’ve made it this far and don’t plan on quitting… ever. The
world needs more physicians, and I hope to fill those big shoes like
so many great osteopathic and allopathic physicians before me. n
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A Day in the Life
Continued from page 4

faced by osteopathic medical students at several University of California campuses which refused to accept DO students for elective
rotations. The effort is culminating in a meeting with leaders in medical education at the UC President’s office in Oakland. Dr. Connett,
legislative advocate Jennifer Snyder and I are huffing and puffing as
we enter the meeting – not due to nerves, but rather an inoperative
elevator! Despite the panting, the meeting goes exceedingly well, with
the the Senior VP of Health & Science Services agreeing that there’s
no reason DO students shouldn’t have equal access to apply for UC
rotations. Success!
Fortunately, the meeting ends in time to allow me to drive up to
Redding for a Northern Region Osteopathic Medical Association
dinner meeting. This group was recently established as an OPSC
regional affiliate and has held several programs offering 1A AOA
credit for local DOs. It’s always nice to have the opportunity to talk
with area physicians about current activities. I’m thankful that there
are physicians like Andrew Solkovits, DO, who take the initiative to
energize local groups. Turns out to be a very late night as I make the
three hour drive home after the dinner event.
Thursday
Thursday morning starts a bit later than usual due to the late
night on Wednesday. I head straight to a meeting of the “No on Prop
46” major funders. OPSC has contributed what for us is a significant
amount of funds to help defeat this poorly developed proposition.
During the meeting, we learn that the polls are trending in our favor;
however, we need to remain diligent and continue educating voters
about the negative effects of the proposition. After returning to the
office, I spend the rest of the day preparing for meetings which
will be held in conjunction with our upcoming Fall Conference –
the Board meeting, as well as the Legislative and Public Relations
Committees. After gathering materials from previous meetings and
considering current issues, I communicate with the Chairs of each
group to ensure their professional perspectives are incorporated in
the agenda plans. Because Board and committee actions comprise
the bulk of the relevant issues we address on behalf of the osteopathic
profession, the remainder of the afternoon is spent on this important
planning activity.
Friday
Friday morning starts off with a conference call to address yet
another issue of discrimination, this time from a different UC campus
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which is not accepting the credentials of a newly licensed osteopathic
physician. One of our influential members, Joseph Gambone, DO,
has high-level contacts at this campus and has offered to spearhead
the efforts to reverse the discriminatory decision. We establish a
concerted action plan and agree to follow up in a week to assess
our progress. No further meetings or calls scheduled today, so the
remainder of the day is spent reviewing materials for numerous
upcoming meetings, including:
l
l

l
l
l
l

Osteopathic Medical Board of California
California Medical Association Board, which Dr. Connett will
also be attending
Medical Board of California Prescriptive Authority Task Force
AOA Bureau of Federal Health Programs
Medi-Cal electronic application
Neuropathy Action Foundation

In the midst of this deluge of material, we receive a call from a
member who is having difficulty obtaining approval for OMT from
an insurance company. I connect with the AOA staff person who has
great experience dealing with these types of issues and we begin
strategizing how to fight this battle. Afterwards, I take some time to
make travel plans for upcoming trips, including a visit with my colleagues at the Florida Osteopathic Medical Association to compare
and contrast our activities with those of another large osteopathic
state association, and my attendance at the American Society of
Association Executives to further my own continuing education. As
the week comes to a close, I decide to leave a few minutes early to
make sure I get to my son’s high school football game on time. He’s
my youngest, it’s his senior year and the team is having a breakout
season, so I’m treasuring every moment. I’m thankful I have a job that,
while sometimes requiring long intense days, allows me the flexibility
to take time for the important moments in life. I also appreciate the
knowledge that we have tremendously talented, committed staff who
do a great job keeping the organization moving forward. Another
rewarding week. n

CONTINUED

AOA-ACGME Single Unified Pathway
Continued from page 2

as did many osteopathic medical schools, but few had proportional
growth in residency development.
In 2009, ACGME began restructuring educational outcomes of
residencies. The plan was to develop a continuum of this competencybased education system through residency and fellowship training. In
November 2011, ACGME announced policy changes that would limit
osteopathic graduates from being able to train in ACGME programs:
1. They required an ACGME-accredited residency program as a
prerequisite for clinical education for entry into an ACGMEaccredited residency or fellowship.
2. This included those five states (West Virginia, Florida,
Oklahoma, Michigan, and Pennsylvania) that required an
osteopathic internship to be licensed to practice medicine
in their state.
The unintended consequences of this rule change resulted in the
following:
1. Exclusion of DO students from some ACGME clerkship opportunities, including VSAS (Visiting Students Application
Services), and discrimination of DO students for residency
selection due to lack of audition rotations.
2. DO residency preceptors with AOA Boards could not participate in active teaching in ACGME programs to include DO
residents.
3. Selection bias began for DOs into ACGME residencies.
The ACGME rule changes that resulted in the change in status of
osteopathic students’ or residents’ access to ACGME programs was
probably not intentional but was secondary to reconciling training
disparities of Foreign Medical Graduates and US International Medical
Graduates with their change in competency-based education programs.
In addition, no formal side-by-side comparison between ACGME
programs and AOA programs was conducted by either organization.
In July 2013, ACGME announced the Next Accreditation System
(NAS) scheduling a phase-in beginning July 2015. The goals of the
NAS are threefold:
1. To enhance the ability of the peer-review system to prepare
physicians for practice in the 21st century,
2. To accelerate the ACGME’s movement toward accreditation
on the basis of educational outcomes, and
3. To reduce the burden associated with the current structure
and process-based approach.

The July 2013 ACGME residency applications illustrate the lack of
capacity issue when approximately 30,000 ACGME PG1 positions and
only 2,900 PGY-1 osteopathic positions are available for graduates in the
United States. At this time over 60% of graduating osteopathic medical
school graduates apply for ACGME residency positions.
US Medical School Graduates

34,705

US International Medical School Graduates

35,467

Foreign Medical School Graduates

56,532

Canadian Medical School Graduates

97

Osteopathic Medical School Graduates

1

7521

1. Represents all DO graduates applying in ACGME programs over multiple years
since their graduation

On October 24, 2012 ACGME announced the negotiations with
AOA and AACOM. This process included a careful evaluation and performance of a “crosswalk” of residency standards between AOA and
ACGME programs in the following disciplines:
1.
2.
3.
4.
5.
6.
7.

Family Medicine
Internal Medicine
Emergency Medicine
General Surgery
Orthopedic Surgery
Obstetrics and Gynecology
Transitional Internship

It was determined that the residency requirements and program
standards had parity and 95% of the curriculum was equivalent, thus
allowing continual negotiations of a Single Unified Pathway.
The summer of 2013 resulted in an inability for the ACGME, AOA and
AACOM to come to an agreement for a Memorandum of Understanding and with announcements of ACGME stating “…failure to form
an ACGME accreditation system that includes AOA and AACOM
is regrettable…ACGME will proceed with keeping its promise …
to implement The NAS.” It was thought that no agreement would be
achieved; however, negotiations did continue.
On October 21, 2013, ACGME delayed the implementation date of the
revised Common Program Requirement until 2016 and allowed some
exceptions of osteopathic AOA residency trained residents to apply to
ACGME fellowships if they were “exceptionally qualified applicants.”
In February 2014, “the Board of American Osteopathic Association, the Accreditation Counsel for Graduate Medical Education and }
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Residency Applicants by Specialty and Medical School Type, 2013

Average Number
of Applications

Applicants

Average Number
of Applications

Applicants

Average Number
of Applications

Applicants

Average Number
of Applications

U.S. Public Medical
School Graduates

Applicants

U.S. Private Medical
School Graduates

Average Number
of Applications

Osteopathic
Medical School
Gradudates

Applicants

Canadian Medical
School Graduates

Average Number
of Applications

Foreign Medical
School Graduates

Applicants

Vascular Surgery-Integrated

U.S. International
Medical School
Gradudates*

Average Number
of Applications

Anesthesiology
Child Neurology (Neurology)
Dermatology
Emergency Medicine
Emergency Medicine/Family Medicine
Family Medicine
Family Medicine/Preventive Medicine
Internal Medicine
Internal Medicine/Dermatology
Internal Medicine/Emergency Medicine
Internal Medicine/Family Practice
Internal Medicine/Medical Genetics
Internal Medicine/Neurology
Internal Medicine/Pediatrics
Internal Medicine/Preventive Medicine
Internal Medicine/Psychiatry
Neurodevelopmental Disabilities
Neurological Surgery
Neurology
Nuclear Medicine
Obstetrics and Gynecology
Orthopaedic Surgery
Otolaryngology
Pathology-Anatomic and Clinical
Pediatrics
Pediatrics/Anesthesiology
Pediatrics/Emergency Medicine
Pediatrics/Medical Genetics
Pediatrics/Physical Medicine and Rehabilitation
Pediatrics/Psychiatry/Child and Adolescent
Psychiatry
Physical Medicine and Rehabilitation
Plastic Surgery
Plastic Surgery-Integrated
Preventive Medicine
Psychiatry
Psychiatry/Family Practice
Psychiatry/Neurology
Radiation Oncology
Radiology-Diagnostic
Surgery-General
Thoracic Surgery-Integrated
Transitional Year
Urology

U.S. Medical School
Graduates

Applicants

ERAS Users by Specialty and School Type, 2013

1,895
203
726
2,061
36
2,542
44
8,187
102
103
31
8
14
471
42
55
14
362
579
50
1,238
1,026
589
541
2,544
105
21
21
17
56

27.8
11.0
55.0
37.1
1.6
20.8
1.3
23.3
6.4
7.4
1.4
2.1
1.1
19.5
1.5
4.7
3.9
39.7
19.9
1.9
33.3
67.3
46.1
19.0
22.8
1.8
2.5
4.5
2.4
6.4

1,130
560
170
830
58
7,170
100
8,115
28
100
42
18
32
520
47
131
30
98
1,060
121
938
135
90
1,310
2,716
35
16
40
6
37

22.2
5.1
14.5
29.6
1.7
49.8
1.2
57.8
5.2
5.8
1.4
2.5
1.2
8.9
1.9
4.9
2.4
20.3
17.1
2.9
32.9
42.6
14.0
24.0
27.2
1.2
2.0
4.9
1.7
5.1

1,650
1,006
255
1,189
73
10,838
135
13,930
45
137
62
44
56
1,129
81
213
50
211
1,967
175
1,364
208
144
1,931
4,707
68
20
71
11
64

22.1
6.1
14.8
27.9
1.7
46.6
1.2
65.5
5.1
5.8
1.4
2.5
1.3
9.0
2.1
5.3
2.1
26.0
20.0
2.9
35.5
41.3
15.9
24.4
31.8
1.2
2.1
5.3
1.7
5.4

6
2
3
2
0
7
0
19
2
1
0
0
0
2
0
1
0
0
2
0
5
1
3
1
11
2
0
0
0
0

16.0
2.0
52.3
31.5
0.0
13.6
0.0
30.8
6.0
10.0
0.0
0.0
0.0
8.5
0.0
10.0
0.0
0.0
2.0
0.0
18.4
25.0
15.7
41.0
11.4
1.0
0.0
0.0
0.0
0.0

461
58
84
651
11
1,083
10
1,590
11
33
4
0
2
94
3
15
2
35
135
14
343
77
38
105
525
35
3
1
6
4

29.3
5.4
20.6
24.6
1.4
13.9
1.1
22.3
6.2
4.1
1.8
0.0
1.5
9.4
3.0
6.1
1.0
11.9
18.2
2.5
27.2
17.6
9.7
19.7
21.2
1.2
2.0
2.0
2.2
5.3

730
85
310
804
15
850
23
3,589
50
36
9
1
8
139
20
18
7
176
263
18
472
423
238
211
1,076
47
8
9
3
22

26.5
11.0
55.2
36.7
1.5
23.5
1.3
23.8
6.0
6.9
1.2
4.0
1.1
19.6
1.5
5.0
2.3
38.4
19.2
2.2
32.4
66.7
47.3
18.5
23.1
2.2
2.3
3.9
2.0
6.3

1,165
118
416
1,257
21
1,692
21
4,598
52
67
22
7
6
332
22
37
7
186
316
32
766
603
351
330
1,468
58
13
12
14
34

28.7
10.9
54.8
37.4
1.6
19.5
1.2
23.0
6.7
7.7
1.4
1.9
1.2
19.4
1.5
4.5
5.6
40.8
20.4
1.8
33.9
67.7
45.3
19.4
22.6
1.5
2.7
4.9
2.4
6.4

338
174
330
93
1,130
49
9
309
1,427
3,121
70
3,370
415

25.4
7.1
25.5
6.1
20.8
3.2
2.8
38.7
37.5
30.1
12.8
9.3
53.1

388
10
62
115
2,805
65
31
109
705
3,185
30
2,125
59

22.8
5.0
7.3
7.4
29.0
2.5
2.9
8.7
25.3
26.4
9.5
7.8
33.1

502
19
113
144
3,882
86
55
176
1,081
4,943
81
3,346
98

21.8
4.7
9.8
7.7
30.0
2.4
3.0
9.8
26.4
29.6
10.9
7.8
32.8

1
1
3
0
3
0
0
1
6
6
1
4
1

10.0
10.0
26.0
0.0
11.0
0.0
0.0
5.0
16.2
16.5
2.0
12.5
6.0

233
1
14
15
316
10
4
34
266
460
4
679
34

24.8
1.0
7.6
7.3
23.5
2.3
3.3
8.3
27.8
21.6
10.8
6.9
35.4

131
84
142
38
459
24
3
150
592
1,212
28
1,422
167

25.1
7.4
27.9
6.3
19.8
2.8
1.7
41.6
39.2
31.2
13.3
9.3
50.2

207
90
188
55
671
25
6
159
835
1,909
42
1,948
248

25.6
6.9
23.7
5.9
21.4
3.6
3.3
36.0
36.2
29.5
12.5
9.4
55.0

187

7.9

95

5.7

172

7.0

0

0.0

18

7.3

79

7.1

108

8.5

* International graduates were seperated into two groups. The first group is foreign citizenship and the second group is U.S. permanent resident, conditional resident, and refugee citizenship status.
©2013 Association of American Medical Colleges.
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CONTINUED
American Association of Colleges of Osteopathic Medicine reached an
agreement for a Memorandum of Understanding to work together to
prepare future generations of physicians.”
In July 2014, the American Osteopathic Association House of
Delegates approved “the implementation in July 2020 the new system
which will allow graduates of osteopathic and allopathic medical
schools to complete their residency and/or fellowship education in
ACGME-accredited programs and demonstrate achievement of common
milestones and competencies.”
The ACGME Board of Directors currently consist of the following
members:
1.
2.
3.
4.
5.

Americans Board of Medical Specialist (ABMS)
American Hospital Association (AHA)
American Medical Association (AMA)
Association of American Medical Colleges (AAMC)
American Council of Medical Societies (ACMS)

The Memorandum of Understanding will add two new members:
6. American Osteopathic Association (AOA)
7. American Association of Colleges of Osteopathic Medicine
(AACOM)
The Memorandum of Understanding provides a platform and
framework for our osteopathic representatives to provide continual
influence in graduate medical education programs in the United States.
The agreement is far from perfect and legitimate concerns have arisen,
including:
1. The ACGME Residency Review Committees will provide the
accreditation.
a. Current osteopathic training programs that request ACGME
Accreditation, will have the ability to select “osteopathic
distinctive programs” recognition.
b. Osteopathic physicians boarded in a specialty will be represented on all RRCs of currently accredited osteopathic
specialties.
2. Current AOA programs will enter an ACGME “pre-accreditation status” by applying for full ACGME certification. No
guarantees can be made that current AOA programs will
achieve full certification. The AOA will have no authority over
these noncertified programs after 2020.
3. Current AOA board certified Program Directors are not
guaranteed the same status as ABMS certified physicians and
may require a “co-director.” Further a reconciliation of the
duties of the ACGME DIO (Director Institutional Officer) and
AOA DME (Director of Medical Education) must occur.
4. Current OPTIs must apply to be “Institutional Sponsors” to
provide oversight of current “osteopathic distinctive programs.”

5. Until formal adoption of ACGME Bylaws expected by July
2015, the AACOM and AOA have “observer status” at ACGME
meetings and have no formal voting power.
6. Council of Osteopathic Postgraduate Training (COPT) will
continue to oversee and accredit osteopathic residency and
fellowship programs until 2020 or at such a time the program
receives full ACGME status.
Further negotiations must include the osteopathic licensing exam
COMLEX to have parity with the MD licensing exam USMLE as a metric
for residency application. Clarification must occur for graduates of the
Single Unified Pathway as to which board certifications are applicable
for graduates from this common pathway. This is extremely important
given the linkage of AOA membership to board certification and the
potential change in representation in our national organization. It is also
inevitable that a Single Match will occur for both osteopathic graduates
and allopathic graduates into this Single Unified Pathway.
Given these uncertainties, many would ask why the MOU was adopted in the first place. The development of de novo graduate medical
education programs through their local osteopathic medical schools
has had considerable success but fell short of the overall needs for
training of our osteopathic graduates. OPTI-West, providing oversight
of most residencies in California which represents Western University of
Health Sciences both in Pomona and COMP-Northwest, Touro Nevada,
Touro Vallejo and the Pacific Northwest osteopathic medical school
in Washington, did keep pace with the growth of osteopathic medical
schools. However, new LCME schools and many osteopathic medical
schools did not provide a commensurate and proportional increase
in residencies with their new school development. Despite our best
efforts, we created a nationwide total of only 2,900 PGY-1 positions for
a projected 7,000 osteopathic graduates by 2020. It is for this reason
that 60% of osteopathic medical school graduates currently apply to
ACGME programs.
If one examines the table on page 28 regarding the number of
Foreign Medical Graduates and US International Medical Graduates,
there are 91,999 graduates applying to the 30,000 ACGME PGY-1
positions with limited success. Many sources state that only 50% of
Caribbean Medical School graduates actually place in an ACGME residency although this number is difficult to verify. The 2013 residency
placement data indicate approximately 570 MDs from United States
medical schools not placing into residencies and approximately 90
DOs not placing into any residency.
The Foreign Medical Graduates and US International Medical
Graduates have no representation on the ACGME Board. The AOA and
AACOM are equal partners in the corporate structure of ACGME with
the current member of the Association of American Medical Colleges
(AAMC) representing all 141 accredited U.S. and 17 accredited Canadian medical schools; nearly 400 major teaching hospitals and health }
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AOA-ACGME Single
Unified Pathway
Continued from page 29

systems, and 51 Department of Veterans Affairs
medical centers. With the current residency
shortage experienced by both United States
MD and DO graduates, collaboration is best
achieved while sitting at the table with rights
for negotiation as opposed to being on the
outside looking in.
The Osteopathic Physicians and Surgeons
of California has achieved remarkable success
due in part to the Memorandum of Understanding by assuring that osteopathic medical
students have the same training opportunities
as the allopathic counterparts in the state of
California. This led to collaboration between
the allopathic and osteopathic professions
while maintaining our osteopathic culture
and distinctiveness. OPSC recognizes this
agreement is not perfect but will continue to
be certain that our osteopathic culture and
distinctiveness is preserved throughout the
negotiation process. n

DO Leader Highlight
Continued from page 19

because it was my only out of state option. But
I found my education to be exceptional. I was
extremely comfortable with patients and the
power of human touch.
What are your hobbies? Surfing and

watching all the college basketball time will
allow
Why are you supportive of OPSC? This

organization continues to protect our right
to practice medicine in this wonderful state.
Even today, competitive forces attempt to
attenuate osteopathic physicians’ right to
practice at the full extent of our training. OPSC
is ever vigilant and looks for opportunities to
expand the brand of osteopathy. n
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2014 OPSC Fall Conference
This year’s Fall Conference returned to the Monterey Plaza Hotel, proving once
again to be a popular destination. The Fall Conference continues to grow as the more
than 500 people who attended enjoyed top-notch medical education and beautiful
weather. Below are just a few of the highlights:
• A total of 22 hours of category 1A CME were available for DOs, thanks to the
efforts of the Education Committee and Program Chair, Abraham Pera, DO.
• OMT lectures were provided in the main lecture hall, with small group, handson workshops taking place immediately afterwards in a separate room. The
workshops proved to be quite popular, with standing room only during much
of that time.
• Ultrasound (US) techniques also got the “workshop” treatment, with a
series of ultrasound lectures followed by the opportunity for DOs to use US
machines and see them in use. Special thanks go out to the Touro students
who volunteered to be models in the US workshops.
• This year’s Chairs of the Day were Joanne Leibe, OMS (Friday), Elizabeth
Barrera, DO (Saturday), and Dean Thorsen, OMS (Sunday).
OPSC’s 54th Annual Convention and Exposition will take place February 4-8, 2015
at the Hyatt Regency Mission Bay in San Diego. Online registration is now available
at www.opsc.org/event/AC15. Please see the next page for details.

2014-2015 Education Committee
Wadsworth Murad, DO, Education Committee Chair
Abraham Pera, DO, Fall Conference Program Chair
Brooke Alexander, DO
Jeanette Berrong, DO
Joachim Brown, DO
Christina Chow, DO
David Connett, DO
Nnaemeka Diribe, OMS
Mike Farrell, DO
Patrick Feehan, DO
Jillian Gray, DO
Mohammad Jamshidi, DO
John J. Kowalczyk, DO
Sheikh Latif, DO
Albert Lee, OMS

Michael Luszczak, DO
Richard Mack, DO
John Merrill, OMS
Katherine Miller, DO
Dan Miulli, DO
Muhammad Mowjood, DO
Lyn Pintelon, DO
Mark Schneider, DO
Jeffrey Tsai, OMS
Les Tsang, DO
Stephanie White, DO
David Wojciechowski, DO

Kathleen S. Creason, MBA, OPSC Executive Director
Karl Baur, CMP, CGMP, Director of Meetings & Publications
Cassandra Mallory, Director of Membership

2015 OPSC Annual Convention

Greetings!
I’m excited to invite you all to join
us in San Diego in February 2015.
We have a great program for you
this year. As our numbers grow,
we are now offering small group
workshops alongside the CME
lectures. You will be able to get
hands on experience in areas like
OMM, Dermoscopy, and more.
Your needs have been heard and
we are helping you get credit
towards your specialty board
OCC.
From the state level, we will not
only give end of life and pain
credits, but also help you with CA
X-ray and fluoroscopy license
CME!
Come join us this in a relaxing
waterfront resort as we celebrate
our osteopathic profession.
I look forward to seeing you in
February!
John J. Kowalczyk, DO, FACOS
OPSC President-Elect and
Convention Chair

CME

OPSC anticipates
that the AOA CCME will
approve this program for
approximately 36 hours of
AOA Category 1-A CME
Credit CME credit.
Approval is currently
pending.

February 4-8, 2015
Hyatt Regency Mission Bay
San Diego, California

Where to Stay
OPSC has obtained a special rate for convention attendees at the
Hyatt Regency Mission Bay ($190 single or double occupancy
plus applicable taxes and fees).
The number of rooms is limited, so book your room reservations
early!
You can reserve your room online at www.opsc.org or contact
the Hyatt Regency Mission Bay at 1 888-421-1442. Book your
room before January 14, 2015 and don’t forget to mention
OPSC to receive this special rate!
Hyatt Regency Mission Bay
1441 Quivira Road,
San Diego, California, USA 92109

Registration
Form
54th Annual Convention and Exposition
February 4-8, 2015
Hyatt Regency Mission Bay
San Diego, California

Payment Information
o Check enclosed (check must be made payable to OPSC
representing payment for items checked)
o Charge my: o Visa o Mastercard o Discover
Card #					Exp. Date
Name on Card				CVV#
Signature

Name

Billing address if different than above
AOA Number

Please transfer registration fees and additional ticket item
selections to this section:

Preferred Mailing Address*

o Home o Work

City			

State

Phone			

Fax

Zip

Registration

$

Membership

$

Guest/Spouse

$

Additional Tickets

$

Guest/Child

$

Syllabus Hard Copy

$

Discount for submission before January 15 (-$50 )

$

E-mail (required to receive convention correspondence)

Total Enclosed/To Charge to Credit Card

College				

Cancellations: All cancellation requests must be made in writing
and received by OPSC by January 20, 2015. A $50 processing fee
will be assessed on all cancellations.

Year of Graduation

Specialty

$

Registration fees are not refundable after January 20, 2015.

*Please note: All future correspondence will be sent to this address.

Registration Fees
The deadline for early-bird registration is January 14, 2015. Registrations received before the deadline receive a $50 discount to registration
fees. Please see “Registration Categories” for more details. Unless otherwise noted, fees include: registration, lectures, workshops, exhibit show,
all meal functions, social events, and CME. Guests (including children over four years of age) must register or purchase individual tickets to
participate in meals.
o
o
o
o

Member Physician
Member Retired Physician
Non Member Physician
Military Physician

o Guest/Spouse

$145

$595
$395
$1,070
$595

o
o
o
o
o

Allied Professional
$495
Intern/Resident/Student – Program Only
$0
Intern/Resident/Student – Full Registration $195
Join as New Member
Renew my Membership

Guest/Spouse Name:

OPSC Membership Fees
o Active 3 or more years
in practice

$475

o Active in 2nd year of
practice

$350

o Active in 1st year of

o Guest/Child
$85
Guest/Child Name:
practice
						
o Retired
Additional Tickets
o Military
o Welcome Reception (Wednesday Evening)		

Qty. @$25 each

o Awards Luncheon (Thursday Afternoon)		

Qty. @$45 each

o President’s Banquet (Saturday Evening)		

Qty. @$75 each

$250
$100
$100

o Associate (out-of State DO) $75

o Hard Copy of Convention Syllabus - $25
Special dietary requests and/or accommodations

To submit your
registration:
Mail this form to:
2015 H Street, Sacramento, CA 95811

Fax this form to:
(916) 822-5247

or

Register online at
www.opsc.org/event/AC15

Know the difference.
Make a difference.

a potent probiotic medical food
VSL#3 provides clinically proven benefits in the dietary management of UC and an ileal pouch.
Recognized by the ACG Practice Parameter Committee1 and the Cochrane Library2 as an effective tool
for the management of pouchitis. VSL#3 adds billions of bacteria to the microbial barrier restoring
balance and diversity in the GI tract.3
The research of the Human Microbiome Project [http://hmpdacc.org/] is investigating key links between
human health and the balance of specific microbes in the human gut.
Knowing the difference makes all the difference when it comes to probiotic health.
References:
1. Kornblut A, et al. Am J Gastroenterol. 2004;99(7):1371-1385.
2. Holubar SD, et al. The Cochrane Library. 2010, Issue 6.
3. Gionchetti P, et al. Gastroenterology, 2000;119(2):305-309.

VSL#3 is a high potency probiotic medical food
that must be used under medical supervision.
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www.vsl3.com

Exceptional Careers in an

UNEXPECTED
PLACE

Discover rewarding careers
with us. We offer more
than just a generous
benefits package. We offer
an exceptional lifestyle.

California Correctional Health Care Services is an outstanding place for new physicians to begin
their careers and an equally attractive option for more experienced clinicians who want to transition
out of private practice while still remaining professionally active. Our extremely competitive salary
provides our doctors and their families with a high standard of living and professional success, and
with no insurance paperwork hassel, our doctors can maintain a positive work/life balance.
We have exciting opportunities for physicians at our California Health Care Facility in Stockton, which
is just a short drive from surfing, skiing, and wine tasting, and Salinas Valley State Prison in Soledad,
an ideal location less than 45 miles from Monterey and the beautiful central California coast.

Physician & Surgeon
Soledad & Stockton
$240,456 starting annual (Lifetime Board Certified)
$253,140 starting annual (Time-Limited Board Certified)
40-hour work week • Generous yearly paid time off • Awesome benefits
Retirement vests in 5 years • Visa sponsorship for selected candidates
Paid insurance, license, and DEA renewal
For more information or to apply online, please visit
www.ChangingPrisonHealthCare.org
MedCareers@cdcr.ca.gov or 1.877.793.HIRE (4473)

EOE

