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PRESIDENT COMMENT

EPCMS.

Welcome to the 2018 first edition of the El Paso Physician Maga-

zing, This vear will be an exciting year and challenging year for

the El Paso County Medical Society. This was demonstrated
during our installation on February 7* at the Double Tree Hotel
where we had several distinguished guests, including our keynote
speakers, UTEP President, Dr. Diana Natalicio and Texas Medical
Association President, Carlos Cardenas, MD. Present at the in-
vocation were Robert Kirken, Dean College of Science at UTEF,
Dr. Richard Black, Interim Dean of the School of Dentistry, Dr.
Jose Rivera, Dean of the School of Pharmacy-UTEP, Mr. Tommy
Gongzalez, El Paso City Manager, Dr. Enk Gonzalez and Dr. Fran-
cisco Berumen from Cd Juarez Medical Society. Our audience
encapsulated the exeiting new things in health care occurring in
our border city of El Paso.

The El Paso County Medical Society will continue to work on
strengthening our membership in numbers, be involved at the
state and national level, and continue to grow alongside our medi-
cal community, our educational institutions, and hospital systems.
Like Dr. Cardenas said, “If vou are not at the table, yvou will be on
the menu.” As always, our administrative team, 15 set to have 2018
be a success as it was 2017 under Dr. Handal's presidential tenure.
Our 2018 Officers Dr. Roxanne Tyroch, Internal Medicine, Dr.
Alison Days, Pediatrics, Dr. Richard MeCallum, Gastroenterol-
ogy, and Dr. Jeffrey Spier, Urology, were also sworn into office.

The El Paso County Medical Society will continue to support the
Texas Tech Paul L Foster School of Medicine students, our local
physician members, and will continue to care for patients in our
community. [t is an exciting time as Texas Tech PLFSOM accepts
the new entering class as the interview season has ended, and their
current students will be entering the match process for residency
with the results coming in late March.

As a society we are prowd of The El Paso Physician Television
show. It is a proud endeavor that has local recognition. Our soci-
ety is the only medical society in Texas with a show to educate
patients in important up to date medical topics. We will continue
to air the TV show in order to educate our community, and give
our local physicians a place to show and display their skills. Dr.
Marwah has done an outstanding job for several years heading
the show,

The El Paso County Medical Society will continue to ask for yvour
support as members, and as physicians in the El Paso community.

President’s Comment

Juan R. Perez, MD, FAAFP

President, EI Paso Coumy Medical Society

We will continue to be involved at the local, state and federal level
to improve the healthcare of our community as a whole, We will
continue to strive to meet our mission:

“TO ADVANCE THE ART AND SCIENCE OF MEDICINE
PROTECT THE PHYSICIAN AND SERVE THE PATIENT”

I look forward to serve as vour President for 2018,

Juan R. Perez, MD, FAAFP
President, El Paso County Medical Society
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EDITORIAL COMMENT

EPLCMS.

“IHove America more than any other country in the world and exacily
Jor this reason, [insist on the right 1o criticize her perpetally.”
--James Baldwin

Welcome to 2018, physicians! Although we are already concluding
the first quarter of 2018, this is the first magazine issue of the year
2018 is proving to be another vear of controversy and change, both
in and out of the medical arena. | would like to briefly discuss three
issues close to my heart that have been in the news lately. Two topics
pertain to public health and policy, the third is more pertinent to us
financially as physicians

My first topic 1s that of the recent increase in measles outbreaks. Mea-
sles is definitely making a comeback. Our first large measles outbreak
in the United States occurred in 2014 in an unvaccinated Amish com-
munity in Ohio. There was a total of 383 cases in that one community
{with 667 cases for that yvear in all states) which amounted to the great-
est number of cases since measles was considered eliminated in the
L5 in the year 2000 In 2015, a multistate outbreak garnered national
news due to the fact that the source case was thought to have traveled
from the Philippines to Disneyland in California where children were
vacationing. In April to May of 2017, another outbreak was investi-
gated in a community of Somali-American where 95% of cases were
unvaccinated.® Most recently, the Texas Dept of State Health Ser-
vices distnbuted a health advisory concerming 6 new reported cases of
Measles in Ellis county in 2018, all in unvaccinated children ™

Despite the resurgence of infectious diseases previously thought to be
eliminated in the United States, parents continue to make the choice
to refuse vaccination for their children, This 1s an area in which we,
as physician-leaders, must continue to remain diligent and involved
Please push for vaccination both in those we treat and for those in our
personal lives,

My second topic is that of gun violence. Guns and the regulation of
them are hot button topics currently. | am not going to speak here about
regulation or policy, but instead about the need for more research and
statistics about gun violence on which to base laws concerming regula-
tion. That means more research not just on mass shootings, but also on
domestic violence, suicides and gang deaths/injuries where a firearm
was imvolved. [nitially, this seemed like a far-fetched idea given the
general consensus, among those not in the health field, that gun vio-
lence was not a medical 1ssue and should not, therefore, be under the
jurisdiction of the CDC. Recently, there has been a change. A spend-
ing bill signed by President Trump on 3/23/18 has a line-item allowing
the CDC the authority to do research on gun violence. However, the
Dickey Amendment, passed in the late 19907s, continues to state that

Editorial Comment

Alison L. Days, MD

Fdditar
Ef Pasa Physician, EPCMS

no money appropriated for research will go to gun control promotion
or gun control lobbying.™ This means that there will still be a fight as
to which types of funding/grants may be used for research.

Lastly, [ want to touch on the rapid increase in required prior autho-
rizations for both prescribed medicines and referrals/procedures over
the last year. These increases are occurring with Medicaid and com-
mercial insurances and has warranted recognition by multiple medical
societies including the TMA, AMA, AAFP, and the American Col-
lege of Cardiology. According to an AMA survey conducted Dec
2007, 92% of doctors said that prior authonizations caused delays in
patient care. Compare that to AMA’s 2016 survey in which 90% of
doctors reported delays Also noted in the same survey 15 that 30%
of MDs reported waiting 3 days or longer for decisions from insur-
ance. The AMA has recenily stated the Prior Auth is being overused
and the “existing processes are costly and inefficient.” As of January
2018, many insurances have changed their formularies, causing even
more delays. As a result, the AMA, along with the Amencan Hos-
pital Association (AHA), America’s Health Insurance Plans (AHIP),
American Pharmacists Association (APhA), Blue Cross Blue Shield
Association (BCBSA) and Medical Group Management Association
(MGMA) have formed a coalition to address issues of prior authoriza-
tion.” Keep an ear out for more info on their consensus statement and
progress in this area.

These are some of the issues about which | am passionate. They may
not be yours. However, it is extremely important that we each find a
cause to be passionate about and continue to remain involved in that
cause, whether by researching the topic, informing others about the
1ssues, calling legzislators or attending a march or rally as protest. This
is the only way to affect change.

Read on to learn about those making changes here in El Paso.

Thttps:/f'www cde gov/measles/cases-outbreaks html
hitps:/fwww.ede govimmwr/volumes/66/ wr/mm6627al him
“https://www.dshs texas govinews/releases/201 8/Health Advisory-
01232018, aspx

“hitps.//www theverge com/2018/3/23/17157938/cde-gun-violence-
research-omnibus-bill-dickey-amendment-funding-ban

“htps:www texmed.org Template. aspxTid=4T092 & terms=prior?e20
author
“https:/"'www.ama-assn,org/'health-care-leaders-collaborate-stream-
line-prior-authorization

Alison L. Days, MD, Editor, El Paso Physician Magazine
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CASE REPORT

EPLCMNMS.

INTRODUCTION

Orther studies have assessed the use of complementary and alterma-
tive medicine (CAM) in the treatment of gastrointestinal disorders,
but there is a paucity of such studies specifically along the US-
Mexico border.

AIMS

This survey aimed to identify the reasoning and frequency for
CAM, linking symptoms and diagnoses with specific CAM prod-
ucts utilized by patients of an academic medical center on the US-
Mexico border.

METHODS

49 patients voluntanly completed an anonymous 25-item ques-
tionnaire during a visit to a university-based Gl motility referral
center.

STATISTICAL ANALYSIS
The data on CAM used to treat Gl problems was analyzed by gen-
der, age groups, and ethnicity using a Poisson regression analysis

RESULTS

46.8% of the 49 patients answered that they used CAM. More
females than males reported using CAM for abdominal paim (p -
001}, as well as for heartburn (p = 0.03). Patients between the ages
of 18-40 were more likely to use CAM than those over 40 (p
0.049). Hispanics were less likely than non-Hispanics to use CANM
for abdominal pain (p=0.005), or nausea’vomiting (p=0.006). Be-
tween ethnicities, there were no significant differences in the use of
CAM for other symptoms. Patients who listed constipation as their
most bothersome symptom were nine times more likely to be using
CAM (P=0.004).

CONCLUSIONS

The most common reasons patients at a Gl Motility clinic gave
for utilizing CAM were abdominal pain, heartburn, nausea, vomit-
g and constipation. Non-Hispanics, females and patients under
40 were significantly more likely to use CAM for gastrointestinal
symptoms. Identifying specific CAM products and recognizing
that CAM is commonly utilized could improve the doctor-patient
understanding with potential to recognize and avoid CAM interac-
tions with pharmaceuticals

Introduction and Goals
There have been multiple studies on use of complementary and al-
temative medicine (CAM) for gastrointestinal disorders. One large

The Use of Complementary and Alternative Medicine
in the Treatment of Gastrointestinal Symptoms

along the US-Mexico Border

Christopher Skalomenos, MS4
Luis A. Alvarado, M.S.

Richard W. McCallum, MD, FACP, FRACP (Aust), FACG, AGAF

study, using data from the 2012 Nation Health Survey, found that
42% of respondents with a GI condition in the previous year had
used CAM to treat the symptoms.' Another study that estimated
the prevalence of CAM use at 44% found that users were more
likely to be female, regardless of age, race or diagnoses.” There s a
paucity of studies looking at the use of CAM along the US-Mexico
border, but one study performed along the US-Mexico border de-
vised a guide that indexed common herbal products, listing their
use and possible side effects.” The study found that 71% of respon-
dents used herbal products, but it did not focus on epidemiology or
patient perspectives.” Another study attempted to elucidate reasons
for using CAM, including where patients may have leamed about
them.* Those past studies raised concerns that patients might be
unaware of dangers and that physicians might be unaware of that
their patients are using CAM products ** A questionnaire on CAM
use for GI symptoms along the US-Mexico border could help bring
a better understanding between patients and physicians to help
identify their reasons for using CAM.

Methods

Survey. A 25-item survey, comprised of multiple choice questions
and questions asking respondents to write-in answers, was devised
to obtain both quantitative and qualitative data on the use of CAM
for gastrointestinal symptoms. The survey included questions on
patients” age, race and gender, and to ascertain gastrointestinal di-
agnoses, The questionnaire asked questions about problematic and
easy to treat symptoms such as diarrhea or constipation, if and why
they used CAM, and their satisfaction with prescribed treatments
The survey attempted to associate specific symptoms with use of
specific CAM.

Population. The study sampled the population of patients from
a single gastrointestinal motility referral clinic located at an aca-
demic medical center in El Paso, Texas. They were patients who
came to the elinic with a variety of gastrointestinal tract diagnoses
and symptoms. Some were attending the clinic on a regular basis,
while others were recent referrals. Patients were invited to partici-
pate based solely on their presence in the clinic on the day that
surveys were being distributed

Data Collection. Patients were informed that the survey was
anonymous and voluntary, Patients who were willing to complete
the survey did so in the privacy of an exam room prior to being
seen by the physician, Participants had their choice to complete the
survey in either Spanish or English. The data was gathered without

Continued on page 8
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The Usage of Complementary and Alternative Medicine in the Treatment of

CASE Gastrointestinal Symptoms along the US-Mexico Border

REPORT

any patient identifiers for analysis. A total of 49 surveys were col-
lected during the study period in 2016-2017.

Statistical Analysis. The number of complementary and alterna-
tive therapies that participants reported using to treat gastrointestinal
disorders was analyvzed by univariate Poisson regression according
to gender, age and ethnicity. Univariate and multivariate logistic re-
gression was employed to assess use of specific CAM products for
specific gastrointestinal symptoms. The results are reported as odds
ratios, 95% confidence intervals (C.1.), and p-values. P-values less
than 0.05 were considered significant. All of the statistical analyses
were carried out using SAS 9.4

Quantitative data were expressed as mean, standard deviation, medi-
an, and inter-quartile range, Quahitative data were expressed in terms
of frequency and proportion.

Results

A total of 49 clinic patients were surveyed (Table 1), 46.8% of them
reported using CAM to treat GI symptoms, 43.8% believed that al-
temative medicine can be more effective than Western medicine, and
76.9% reported that they were unaware of a potential for side effects
when altemative therapies are combined with prescribed medicines,

Table 1: Summary of demographic variables

Variables Frequency  Percent
Gender

Male 20 40.82
Female 29 59,18
Age

18-30 1 2.04
31-40 7 14.29
41-50 14 28.57
51-60 [ 12.24
61-70 14 28.57
=70 7 14.29
Age

18-40 8 16.33
41-60 20 40.82
=60 21 42.86
Race

Hispanic 27 55.1
Caucasian 18 36.73
African American 3 6.12
Other 1 2.04
Ethnicity

Mon-Hispanic 22 44.9
Hispanic 27 55.1

8 El Paso Physician

(Continued)

When asked why they use alternative therapies, 30.6% stated it was
to do everything they could to treat their symptoms.

Comparing specific types of GI disorders ( Table 2a-2¢), more females
than males reported using CAM for abdominal pain (p<.003), and for
heartbum (p=0.03). When looking at CAM use for specific symptoms
Table 3 summarizes types of CAM used for specific symptoms.

Table 23: Number of alternative therapies for specific gastrointestinal ssues by gender

Male Fernale
Variables Mesn (S0)  Mean[SD)  Pualue
Hurnber of alsernative therapies for diarrhea 05[08%) 041{102) 0658

Number of alternative therapées for constipation 045 (0.76) 0,45 (0.78) 0593
Number of alternative therapies for bloatingfexcess gas 035 (0.67) 0,62 (0.98) 0.198
Numnber of alternative therapies for sbdaminal pain 015(037)  0.9(1L4) 0003
Number of alternative therapies for heartbem 0.15[0.49) 055087 0.029
Number of alternative therapées for indigestion 0.2[0.52) 0.52(0.87) el
Number of alterative therapies for nausea/vomiting 0.3[0.68) 0.65(1.28) 0073
Murnber of alternative therapies for incontinence 0.1 (0450 0.14{0.44) 0.7l

Table 2a: Number of alternative theraphes for specific gastrolntestinal issues by gender

Male Farnale
Mean (0] Mean[5D)  P-value
Number of alternative therapies for diarrhea 05([083) 0.41{1.02) 0658

Rumber of alternative therapies for constipation 045 (0.76) 0,45 (0.78) 0553
Number of alternative therapies for bloatingfexcess gas. 0,35 (067) 0,62 (0.98) 0198
Mumber of altermative therapies for sbdominal pain 015 [D37) 0.9 (14) 0003
Number of alternative therapies for heartbem 015 (0.49) 055 (0.87) ounzs
Rumber of alternative therapies for indigestion 0.2 [0.52) 0.52 (D87 ol
Numbaer of alternative therapies for nausea/vomiting 0.3[0.68) 0.65(1.28) 0073
Rumnber of alternative therapies for incontinence 0.1 [D45) 0,14 (D44) 071

Table 2c- Mumber of alternative therapies for specific gastrointestinal isswes by ethnicity

Men-Hizpanic Hispanic

. Maan (SD)  Mean (5D)  P-walue
Mumber of alternative therapies for diarrhea 0559 (1.18) 0.33 j0UER) 0186
Mumber of alternative therapies for constipation 0.55 {0.8) 037 (0 T4) 0366
Rumber of alternathve theraples for bloating/nxcess gas 0.5 {0u8) 052 (0.54) 0.928
Number of alternative theraples for abdominal pain 0.95(1.5) 0.3 (0.57) 0.005
Rumber of alternative theraples for heartburn 0.36 {0U66) 0.44 {LE5) 0BG
Number af ahernative therapies for indigestion 036 (0.79) 041 MLTS) 0.l
Number af shernative therapies for nauseairomiting OBE(L46)  0.260.53) 0.006

of al ive th ies for incontinence 009 (D.43) CL15 by 0.572

Significantly more participants between 18-40 vears of age than those
over 40 reported using CAM (p=0.049).

Hispanics were less likely than non-Hispanies to use CAM for ab-
dominal pain (p=0.005).or nausea’vomiting (p=0.006). Between eth-
nicities, there were no significant differencesin the use of CAM for
other symptoms.

Patients who listed constipation as their most bothersome symptom
were nine times more likely to be using CAM (p=0.004).

Discussion
A report on the use of CAM published by CDC in 2008 found that
people between ages 50-39 comprised the largest portion of CAM
users (44, 1% of respondents), followed by 40-49 vears olds (40.1%)
and 60-69 year olds (41.1%).° Our survey data showed that patients
aged 18-40 were more likely to use CAM than those over 40, That
might be attributed to a variety of reasons, including differences in
what we included in the definition of CAM. Our study mainly focused
on orally ingested therapies, whereas the CDC included other thera-
Continued on page 9
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REPORT

pies such as “mind-body therapies”
and “energy healing therapies™*
Our finding that females were more
likely to use CAM was consistent
with other studies.'** That is in line
with data showing that overall, pa-
tients with GI disorders were more
often female.!

The finding that non-Hispanic pa-
tients were more likely than His-
panics to use CAM for certain
S}"I'I'I'FI[{]I'I'IS was EL‘.II'ISZiSTIJI'IT "p'q."l1.|!'| d
systematic review in which 38 stud-
tes concluded that non-Caucasian
ethnic minorities were less likely
to use CAM, while 15 concluded

Gastrointestinal Symptoms along the US-Mexico Border
(Continued)

Table 3: Summary of alternative therapies for specific gastrointestinal issues

The Usage of Complementary and Alternative Medicine in the Treatment of

Q17. i applicable, please circle

or list any alternative Diarrhea  Constipation Bloating/excess gas Abdominal pain ~ Heartburn  Indigestion
therapies you use for:
N (%) N (%] N (%) N %) N (%) N (%)

A, Herbal teas 7(14.29) 3(6.12) 6(12.24) 6 (12.24) 8(16.33) 6(12.24)
B. Cinnamaon 0 [0.00) 0 (0.00) 1(2.04) 1(2.04) 2 |4.08) 1(2.04)
€. Peppermint 1[2.04) 0 (0.00) 3(6.12) 4(8.18) 2 (4.08) 3(6.12)
D. Ginger 3(E.12) 1(2.04) 3(6.12) 3(8.12) 3(6.12) 2 [4.08)
E. Garlic 0 (0.00) 0 (0.00) 0 (0u00) 0 (0.00) 0 (0.00) 0 (0,00}
F. Psyllium 1[2.04) 2 (4.08) 0{0.00) 0{0.00) 0 (0.0a) 0 [0.00)
G. Senna 00,00} 1(2.04) 01{0.00) 00,00 0{0.00) 0 [0.00)
H. Waormwood o [0.00) 0 (0.00) 00,00 0(0.00) 0 (0.00) 0 (0.00)
I. Aloe Vera 1[2.04) 1(2.04) 0 (0,00 00.00) 2 |4.08) 1(2.04)
L Celery 0 [0.00) 0 (0.00) 01{0.00) 00,00 0 {0.00) 0 (0.00)
K. Anisg 0 [0.00) 0(0.00) 0(0u00) 0(0u00) 0(0.00) 0 (0.00)
L. Probiotics, Yogurt 9(18.37) 11 (22.45) 11{22.45) 11(22.45) 3(6.12) 5(10.2)
M. Other, (phease list) 0 (0.00) 3(6.12) 1(2.04) 4(8.18) o{0.00) 1(2.04)

the opposite.” That runs somewhat
contrary to notions that CAM is rooted mainly in cultures of tradi-
tional medicine. The most frequently reported rationale for using
CAM was not tradition, but because the patient wanted to do every-
thing they could to manage their own health. A 2012 survey similarly
figured “general wellness or disease prevention™ as the top choice,
and “part of your upbringing” ranked towards the bottom.' Our data
also showed that patients were nine times more likely to use CAM
when constipation was perceived as the chief concem,.

Physician-patient rapport and communication are of paramount im-
portance. Along the US-Mexico border, it is especially important
to ask patients whether they are using any altermative therapies. In
some traditional Latino cultures, indigestion, referred to as “empa-
cho”, might sometimes be treated with harmless teas, but other op-
tions might contain lead salts or mercury,” Our data showed that most
patients were unaware of any potential that, using CAM could have
adverse effects.

Conclusions

Among our survey sample of Gl motility clinie patients, the most
frequently reported reasons for using CAM were abdominal pain,
heartbum, nausea, vomiting and constipation. Hispanics were sig-
nificantly less likely than non-Hispanics to use CAM for abdominal
pain or nausea. Females were more likely than males to use CAM for
gastrointestinal symptoms. According to our data, patients under 40
were more likely than those over 40 to use CAM. Identifying specific
CAM products and recogmizing that CAM 15 commonly used, could
improve doctor-patient communication and reduce potential for ad-
verse interactions between CAM products and preseribed pharma-
ceuticals.

Limits. This study was done at a single clinic, and included patients
under the care of the same gastroenterologist. This could bias toward
patients referred for problems of which the physician specializes, spe-
cifically gastroparesis and disorders of which nausea and vomiting
figure prominently. Generalizability might be limited with a sample
comprised of only 49 respondents. The definition of CAM can also
vary, and the patients may not have fully understood what would and
would not constitute CAM by our survey definition while providing
data during the survey.

Acknowledgements. We would like to thank Dr. Armando Gonza-

lez-Stuart for helping with the Spanish survey translation, and thank
the staff at the gastroenterology clinic.
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CASE REPORT

EPLCMS.

ABSTRACT

Background: Fecal mcontinence (FI) 15 defined by involun-
tary loss of stool. Urge incontinency occurs when voluntary at-
tempis to control the passage of rectal contents fails. In this re-
port we present a case of Myasthenia gravis who presented with
F1 as the primary gastrointestinal symptom. This is an example
for consideration of uncommon etiologies in patients with FI
especially those with refractory symptoms.

Case Summary: 70 vear old man was referred to the gastroen-
terology clinic with a complaint of FI described as urgency and
occasional accidents. He did not respond to antidiarrheal ther-
apy and subsequently underwent anorectal manometry which
demonstrated decreased external anal pressures dunng rest and
squeeze state, He was also noted to have symptoms sugges-
tive of Myasthenia gravis and the diagnosis was subsequently
confirmed. He partially responded to cholinesterase inhibitors;
however he required further escalating therapy to prednisone
and immunomodulator, Eventually IVIG was administered
with dramatic response and resolution of his symptoms includ-
ing F1

Conclusion: We report a case of new onset FI which was found
to be secondary to Myasthema gravis, a relatively rare disorder,
Detailed attention to the patient’s history and physical exam
was the key to resolution of this case which would have been
otherwise unrecognized. ARM is able to identify both smooth
and striated muscle function in evaluating FI. however, it is
complementary and not an alternative to history and physical
exam. Clinicians should consider the unusual causes of FI espe-
cially in those who do not respond to standard therapy

INTRODUCTION
Fecal incontinence

Fecal incontinence (FI) is characterized by involuntary loss of

solid or liquid feces which can occur despite efforts to retain
bowel contents (urge incontinence) or result from leakag
stool (fecal seepage) and inability to feel the need for defeca-
tion (passive incontinence ).’ FI can occur in people of all ages
with a wide range of severity and significant impact on the pro-
ductivity and quality of life of the affected individuals.

F1 if often multifactorial and occurring when the integrity of
mechanmical barmers and/or sensory machinery (“sampling re-
flex™) has been disrupted to the degree that compensatory mech-
anisms fail to maintain continence of rectal contents. ™ For in-

e of

Myasthenia Gravis Presenting with
Fecal Incontinence

Majd Michael, MD
Shahrooz Rashtak, MD
Darine Kassar, MD

Richard W. McCallum, MD, FACP, FRACP (Aust), FACG, AGAF

stance, obstetrics injury is recognized as a major contributor to
FI in women as a result of imjury to the internal anal sphincter
(IAS), external anal sphincter (EAS) or pudendal nerves dur-
ing delivery. Other pathogenic factors include iatrogenic injury
during anorectic dilatation or surgery as well as direct trauma to
anal sphincter, rectal prolapse, and longstanding inflammation
or fibrosis,”

[n the absence of mechanical injury FI may be caused by neu-
romuscular disorders such as myopathies, muscular degenera-
tions or neurological condition that can affect sensory or mo-
tor function of peripheral nerves and center nervous system,*’
Disorders affecting skeletal muscles such as autoimmune myo-
pathies, muscular dystrophies and MG can result in FI. Here
we discuss a case of new onset FI with impaired EAS function
where the diagnosis of MG was identified as the underlving
etiology.

Myasthenia Gravis
Myasthenia Gravis (MG) is a rare T-cell dependent autoimmune

disorder of neuromuscular junction with an annual incidence of

about 10 case per million®”, caused by binding of auto antibod-
ies to acetylcholine receptors or related molecules and presents
with vanable degrees of muscle weakness.," MG prnimanly
involves proximal skeletal muscle and almost always affects
ocular muscles with diplopia and ptosis as the hallmark of this
condition, Patients affected with MG typically notice increased
weakness with exercise and repetitive muscle contractions
which could be variable. Variants of presynaptic myasthenic
syndrome include; the Lamber—Eaton syndrome, neuromyo-
tomia, congenital myasthemic syndromes and toxin-induced
muscle dysfunction. MG is typically suspected based on clini-
cal manifestation and diagnosis is usually made with serologic
tests positive for antibodies against acetvicholine receptors,
muscle-specific kinase, and hpoprotein receptor-related pro-
tein 4 (LRP4)." Occasionally neurophysiological studies are
required to establish diagnosis in seronegative patients, From
a clinical standpoint MG can present with limited form which
exclusively affect ocular muscles or generalized disease which
commonly affects other musculatures in addition to periorbital
muscles. Considering factors such as genetic features, molecu-
lar mechanisms, thymic status, autoantibody characteristics and
disease phenotype, patients with MG can be allocated to differ-
ent subgroups, This classification 15 important in prognosis and
tatloring therapeutic options,

Continued on page 12
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Myasthenia Gravis Presenting with Fecal Incontinence

CASE (Continued)

REPORT

CASE PRESENTATION

A 70 vear old man with history of diabetes mellitus, hypertension,
and nicotine dependency was referred by his primary care physi-
cian to our gastroenterology clinic with complaint of FI first noted
about a year prior to the presentation and has been progressive
since then. He describes his symptoms as urgency and inability to
make it to the bathroom on time leading to accidents on average
two times a week. He endorsed this has negatively impacted his
quality of life and function, His stool was soft and semi-solid in
consistency. On digital rectal exam he was noted to have external
hemaorrhoids but no rectal prolapse, normal relaxation of EAS but
somewhat decreased resting anal pressure and squeeze tone. He
has normal perineal descent. In terms of prior studies he had a
negative colonoscopy three years prior to presentation. On ini-
tial visit plan was made to start him on antidiarcheal (loperamide)
and fiber supplementation to improve stool consistency. He was
advised on Kegel exercise and plan was made for re-evaluation
with consideration of anorectal manometry (ARM) if he does not
respond to abovementioned therapy, (Figure 1)

Patient followed the instruction that was provided but he contin-
ued to have FI despite improvement in stool consistency, ARM
was performed which showed decreased squeeze response by the
external anal pressure < 40 mm Hg (normal = 75 mm Hg, Figure
1, Table 1) with threshold for sensation of 50 cc (normal < 25 cc)
but expulsion of 30cc water filled balloon was successful. TAS

pressure was within normal range. (Figure 2) On the follow up
visit he was noted to have ptosis on exam. On further history he
endorsed generalized muscle weakness, and fatigue with repetitive
activities. He reported recurrent falling episodes due 1o weakness
and intermittent oropharyngeal dysphagia. Given these findings
he was referred for serologic testing for MG which confirmed the
diagnosis. Given his long-term history of smoking cross sectional
imaging (CT scan) of chest, abdomen and pelvis was performed
to evaluate for Lambert-Eaton myasthenic syndrome (LEMS)
secondary to small cell lung cancer or other occult malignancies
which was unremarkable.

Subsequently, he was started treatment with cholinesterase inhibi-
tor { Pynidostigmine 60 mg TID which gradually increased to 180
m TID) with partial response. Later on systemic steroids (predni-
sone 20 mg PO daily gradually increased to 60 mg daily over a pe-
riod of 2 weeks) and immunosuppressant (mycophenolate mofetil
500 mg PO BID increased to 1000 mg BID then to 1500 mg BID
over a period of two months) added to his therapy. Despite these
measures he continued to remain symptomatic and eventually
underwent intravenous immunoglobulin infusion (Gammagard®
10% concentration) 0.5 gm/kg Infusion with dramatic response in
terms of FI and his other symptoms. On a follow up phone inter-
view he confirmed that he had not had any incontinent episodes for
more than a month and how much his quality of life had improved.

Continued on page 13
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Figure - Timeline for relevant information regarding diagnosis and response fo freatment
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exercises. After the diagnosis of MG, he
partially responded to first line therapy,
but resolution of his symptoms was not
achieved until immunotherapy for MG
was initiated. To our knowledge there is
only one older report of a case of MG pre-

DISCUSSION

In this report we present a case of MG refractory to conventional
therapy that presented with FI associated with urgency as his pri-
mary complaints and responded to immunosuppressive therapy
with significant improvement in his function and quality of life.
Urge incontinence is a type of Fl that is characterized by passage
of fecal material despite active effort to control the bowel content
and is primarily due to disorders ofthe EAS striated muscle or
rectal capacity. Conditions that would affect striated muscles such
as MG can result in FI. However this conditions and muscular
dystrophies in general are relatively uncommon and clinicians
may not readily consider them as the underlying culprit for the
sphincter weakness and consequent incontinency.

Here we report a unique case of MG that presented with FI as
the main mitial complaints, Additionally his FI did not response
to conventional medial therapy and local sphincter augmenting

senting as uncontrollable flatus and FL"
We believe this 1s an uncommon mecha-
nism (MG) for a common condition (FI1)
that is worth reporting to increase awareness for special etiologies
of FL.

When evaluating patients with symptoms of fecal incontinency,
it 15 important for the clinicians to attempt to categorize them
into one of the three types of FI which include urge incontinence,
passive incontinence and fecal seepage. Depending on these sub-
types further diagnostic studies can be performed to establish the
mechanism underlying this disorder which would lead toan effec-
tive therapy. Detailed attention to the history and performing a
comprehensive physical examinationis the key in approaching FI.
Information obtained during ARM findings can further ginde the
managementby quantifying EAS function and rectal sensitivity
for stool but would not be a replacement for clinical data gather-
ing. If the patient does not respond to conventional therapy un-
common causes of FI should be investigated.

Continued on page 14
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igare 2- ARM findings in the patient with myvasthenia gravis presented with wrge fecal inconfi-
nence. Grraph representative of decreased external amal sphiincter tone during rest (4} and sgueezl
B siate,

3. Speakman, C.T., et al., Sphincier infury
afier anal dilatation demonsirated by anal
endosonograpiy. Br J Surg, 1991, 78{12):

|

LR RCRC L] LI T | L]

A.

o 1429-30.

6. Carnana, B.J, et al., Anorectal sensory
aied mentor function in newrogenic fecal in-
continence. Comparison between multiple
sclerosis and diaberes mellitns, Gastroen-
terology, 1991, 10072); p. 465-7100,

7. Schiller, L., et al., Pathogenesis of fecal
incamtingnce in digbetes mellitns: evidence
Sfor imternal-anal-sphincter dysfunction, N
Engl J Med, 1982, 307(27); p. 1666-71.

N, Ciilhues, NLE., Myvasihenia Gravis. N Engl

J Med, 2016, 375(26): p. 2570-2581.

[Table 1- ARM parameters with corresponding reference values

| 9 Carr, AN, et al., A systematic review af

poprlation based epidemiological studies

Parameters Value (mmHg)

Reference (mm Hg)

in Mvasthenia Gravis, BMC Newrol, 2010,

Resting Measurements

*  Mean internal anal Sphincter
Prassure 47.2

Squeeze Measurements

«  Max, external anal Sphincter 94.2
Pressure "
* Rectal pressure above baseline 50

Push (Attempied Defecation)

*  Percent relaxation ol the internal 59
anal sphincler

30 - 100

=75 mm above baseline

10: p. 46.

10 Romi, F, et af., Ami-voltage-gaved po-
tassinm chanmnel Kvil 4 antibodies in my-
asthenia gravis. J Newrol, 2012, 259(7): p.
[312-6.

H. Zisimopowlow, P, et al, Serological
diagnostics in myasthenia gravis based on
novel assavs and recemily identified anii-
gens. Awioimmun Rev, 2043, 12{9): p. 924-

2300 Jih,
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CASE REPORT

EPCNS.

RV apical pacing causes imerventricular (RV contracts before
LV} and intraventricular (septum contracts before lateral wall)
dyssynchrony and adverse hemodynamics. RV pacing burden
20% of the time increases congestive heart failure (CHF), atrial
fibrillation and mortality.! Based on David I1 trial,” the current
practice is to avoid frequent RV pacing. Interestingly, success of
pacemaker therapy 1s measured by how mummally RV 15 paced.

Although Cardiac Resynchromization Therapy (CRT) via coro-
nary sinus 15 widely used for re-synchronization of conduction
abnormalities, up to 1/3 of patients do not respond to the treat-
ment.” Perhaps biventncular pacing itself introduces non-physio-
logical ventricular activation sequence; with RV pacing from the
endocardium and the coronary sinus lead activates the left ventri-
cle from the epicardium. Furthermore, diaphragmatic stimulation
precludes many patients from benefits offered by the procedure.
His Bundle is the ideal pacing site without causing dys-synchrony
in electrical activation and avoids adverse effect on ventricular
function. Permanent His Bundle pacing has the additional benefit
of the lead not crossing the tricuspid valve which can cause tri-
cuspid valve damage and regurgitation. The other benefit 1s no
contrast injection 1s required.

Owr facility has been performing permanent His Bundle pacing
for the last 12 months and has successfully performed over 40
cases, We use the Medtronic fixed curve C315 Sheath in over
90% of cases and the Medronic Select 3830 His leads, At the
present moment, no other pacemaker manufacturer offers perma-
nent His lead and the delivery system. The Medtronic lead 15 MRI
compatible.

Four clinical scenarios are described to illustrate the unique use-
fulness of permanent His bundle pacing

Case 1: Patient mth sick sinus syndrome, CHF but had an
occluded coronary sinus precluding CRT.

20 years old thp.mn. woman had mitral valve replacement for
mitral regurgitation four vears prior. She subsequently developed
sick sinus syndrome with gjection fraction (EF) by echocardio-
gram at 30%. Her treating cardiologist in another facility attempt-
ed CRT but noted the coronary sinus was occluded probably sec-
ondary to the prior mitral replacement operation. She was treated
with single chamber RV pacing for symptomatic bradycardia.
Within 6 months after pacemaker insertion, the patient den eloped
congestive heart failure requiring repeated hospital admissions in
the other facilities. Because of severe shortness of breath, she was

David Beltran, RN
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Permanent His Bundle Pacing: Its Use in

4 Clinical Scenarios
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taken by the ambulance to the “closest™ hospital and was admit-
ted to our facihity with CHF and BNP greater than 2000 units and
EKG showed LBBB on the account of RV pacing (Fig 1),

She was brought to the EP lab and a hexapolar His bundle cath-
eter was placed from the right femoral vein. His bundle record-
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Figwre 1. ERKG shows airial .f:-'r:nl'ﬁ.l.f.'rm with Hf apical pacing and
widle CHEN complex.,

ing was obtained and pacing resulted in a much narrower QRS
after an 1so-electric interval suggesting selective His pacing, A
Medtronic His lead was placed and the resulting EKG showed a
normal looking QRS. (Fig 2)

['he His lead was connected to the atrial port of a new dual cham-
ber pacer and preexisting RV lead connected to the RV port, The
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Fignre 2. ERG sfows atvial fibrilfation with His bundle pacing and
nowimal (RS complex.

His pacing was programmed 30msec before the RV pacing so the
RV spike fell on the refractory period of the ventricle. Ever since
the establishment of His pacing, the patient had an improved exer-
cise tolerance and hasn’t required hospital admission for congestive

Continued on page 16
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heart failure. Repeat echocardiogram was not done since the practice
guideline denies such study within | year after pacer therapy.

Case2. Sick sinus syndrome with impaired LV function EF
35%

99 years old female was admitted with dizziness and light-head-
edness for 3 days. She had long standing atrial fibrillation/fibrilla-
tion, renal failure, and CHF with EF at 35%. She had documented
repeated pauses greater than 3-second pauses with a narrow QRS
complex. (Fig 3},

11.!!. o wt s P Lo . ;
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hgnn 3. ERG shows atrial flutier _ﬂhr}ﬂumm W .-r.ir pcr.ru:h- af slew
veniricular response and normal QRS complex.,

Because of advanced age and long standing arthythmias, AF/Atrial
flutter ablation will be of low success rate. Traditionally, the pa-
tient’s condition will call for biventricular pacing with contrast in-
Jection to locate the coronary sinus which would not be desirable in
the presence of renal failure. A Medtronic delivery sheath with the
lead was used to search for the His bundle spike. (Fig 4).
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Figire 4. .fu.rm-:'{m:fr'm' electrogram showing His potential with under-
Tving anrigl fibrillarion,

The lead was screwed in at that location and connected to the amial
port of a dual chamber pacer and a RV lead was connected to the
RV port. The pacer was programmed at DDD mode with RV stimu-
lation 80 millisecond after the His spike s0 as to avoid RV pacing.
The 12 lead EKG demonstrated His pacing at 70/min with identical
narrow QRS complex.{Fig 5).

The patient went home without any svmptoms or complications
maintaining on anti-coagulations for the underlying atrial fibrilla-
tiom.

Case 3. AF with uncontrolled ventricular rate and CHF.

76 vears old female with chronic atrial fibrillation for 4 vears. She
was on anti-coagulation and rate control medications. However her
ventricular heart rate became difficult to control and gradually de-
veloped symptoms of CHF. (Fig 6)
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Figure 3. Selective His pacing with narvow identical ORS complex and
Fwaves as compare to baseline ERKG in Fig 3.

] - " | Lp

i gl 4

s s M 5 e e ST O R I - Jl-,-‘l . | 5

._!l L i ':“_d.*‘_ﬁ.h ‘-._n'l' i . v-,r_“ Ir-
i B e S R

" . L K] A -l

-il-—--1 __‘H_HJ_‘_'_'-P_T"\"I/ lﬁ I-"' r—‘:J A Hpas

TR
LR

e e T e R A B B T B T -.._1 e e e
Fig 6, Awrial fibrillation with rapid vemricwlar response,

She was admitted for AV nodal ablation and permanent His bun-
dle pacing. A RV lead was placed at the apex and a Medtronic His
lead was screwed in at the His location, AV nodal ablation was per-
formed. (Fig 7).

Fignre 7, AV nodal ablation witl irrigated elecirode (Tabed 1) introdveed
Srewm the femeoral vein. His hundle pacing lead Tabel 2) abowt | cm anie-
rior to the ablation elfecirode, RY lead (label 3) ai the apex of R

Continued on page 17
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Permanent His Bundle Pacing: Its Use in 4 Clinical Scenarios

CASE {C DnﬁﬂUEd]

REPORT

The His lead was connected to the atrial port of a dual chamber
pacemaker and the RV lead attached 1o the ventricular port with AV
delay programmed at 80 millisecond to ensure His pacing and no
contribution of RV pacing. (Fig 8).
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Fignre 8, 12 lead EKG with selective His pacing. The simifarity of the
paced ORS complex and the T waves compares to the baseline EKG is
remrarkable in Figire 6.

The symptoms of congestive heart failure and exercise tolerance
improved remarkably after the procedure,

Case 4. LV epicardial lead had fallen and landed on the dia-
phragm.

84 years old female was admitted with congestive heart failure, She
had biventricular ICD implanted in another city. Because of diffi-
culty implanting coronary sinus lead, the LV lead was implanted
surgically in the epicardium. But the epicardial lead was dislodged
and fell 1o the diaphragm causing persistent diaphragmatic stimula-
tion shortly after the procedure and so the pacing was programmed
to BV pacing. (Fig 9).
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Fignre 9,12 lead ERG shows nnderfving AF and 100% RV pacing from
the apex.

Echocardiogram showed severe global LV dvsfunction with EF 30%.
She had 100% RV pacing even when the pacer was programmed at
50 beats per minute sugpesting high degree AV block. (Fig 10).

The patient was brought to the EP lab to explore the feasibility of
permanent His pacing. Because of the underlying AF and pacer de-
pendency, the His bundle potential could not be identified, perhaps
His potential was buried in the paced QRS. It was decided to pace
map the “traditional” area where His bundle was usually located.
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Figare 10, 100% pacing even when the pacing rate was pragrammed io
St mnin suggest pacer dependent,

Afier a diligent search and pacing. an area was identified where
pacing produced an iso-electric interval followed by a narrow QRS
complex suggesting selective His bundle pacing.(Fig 11)
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Fignre 1. Selective His pacing ax demonstraied by iso-eleciric interval
Jollowing he pacing avitfect with a “normal ™ looking ORS. The patient
el v previons “normal T ERG for compearison,

The pacing lead was screwed in at that location. The 12 leads EKG
(Fig 12) showed a narrow QRS “normal looking” complex,
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Figare 120 12 lead ERG with seleciive His bundfe pacing. Newe the iso-
electric fmerval following the pacer spike and much narrower QRS ax
compare o haseline EKG in Fig 9 .

Continued on page 18

Volume 41 Number 1 & March 2018

El Paso Physician 17



CR

Permanent His Bundle Pacing: Its Use in 4 Clinical Scenarios

CASE (Continued)

REPORT

The His lead was connected to the LV port of the pre-existing biven-
tricular device and His lead was programmed 80 millisecond before
RV lead. The patients symptoms of shortness breath was much im-
proved and required no further hospital admission for CHF.

DISCUSSION

His bundle pacing (HBP) was first described in 2000 (Ref 4). HBP
engages the normal His-Purkinje system resulting in rapid depolar-
ization of both ventricles without mechanical dyssynchrony. There is
no concem of development of pacemaker induced cardiomyopathy
Due to anatomical variations, success rate of HBP is about 80% be-

cause up to 32.4% of the His bundle is “buried” inside the muscle of

interventricular septum and may not be accessible to pacing.* Pacing
threshold (usually <2 volts at 1 millisecond pulse width) is higher
than the RV apical pacing but usually lower than LV pacing in CRT,
Perhaps it is not surprising given that we target the His-Purkinje
tissue with underlying cardiomyopathy. Another possibility is due
to a virtual electrode effect requiring a higher output to capture the
more distal fascicular tissue. The unknown factor of His pacing is
the natural progression of His-Purkinje disease, although clinical
studies suggests progression 15 <4% per year.® The current litera-
tures suggest HBP is durable and demonstrates no significant change
in pacing threshold.® HBP should be regarded as an alternative to
biventricular pacing to those non-responders, in patients which the
LV lead placement is not possible or causing annoying diaphrag-
matie stimulation,

His pacing 15 techmcally challenging and requires locating the His
bundle, interpretation of the intra-cardiac electrogram and selective
pacing at that site. But it 15 a life changing procedure and thankful-
ness of the patients is one of the joys of practicing medicine.
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PHARMACY CORNER

EPCMS.

The DEA has published gmdelines for electronic controlled sub-
stance prescriptions. This article will discuss prescriber require-
menis for e-scribing controlled substance prescriptions. In 2010
the DEA issued an interim final rule effective June 1, 2010 which

authorizes electronic prescribing of controlled substances. As of

June 2017, only 17.1% of Texas prescribers were enabled for use
of electronic prescribing of controlled substances, yvet the national
average 15 20.2%, Pharmacies on the other hand are 88.1% en-
abled for receiving electronic controlled substance prescriptions.”

The following are the DEA requirements for the prescribing of
£ I -

controlled substances.

Prescriber Responsibilities (§1311.102 )

Identity proofing of individual and institutional prescnibers 1s re-
quired. Prescribers must obtain authentication credentials or digi-
tal signatures from federally approved credential service provid-
ers, certification authorities or institutional prescribers who are
DEA registrants and receive permission to access the prescribing
apphication using logical access controls involving two individu-
als, one must be a DEA registrant.

Once a prescriber has obtained proper credentials and granted ac-
cess, the prescriber must sign the prescription using a two-factor
authentication process. Prescnibers must pick from two of the
following: Something you know (a knowledge factor [i.e. user
id/password or PIN]), something yvou have (a hard token stored
separately from the computer being accessed) or something vou
are ( biometric information).

Requirements for Creating a Controlled Substance Prescrip-
tion (§1311.135)

Prescriber agents (i.e. office manager) may not be given access 1o
the system or use the two-factor authentication to sign prescrip-
tions. However, agents may enter preseription information for
later authentication and approval by prescribers.

If a prescriber has more than one DEA registration, the prescnber
or agent must select the correct registration number for the pre-
scription being issued.

If an agent enters information at the prescriber's direction prior
to the prescnber reviewing and approving the information and
signing and authorizing the transmission of that information, the
prescriber 1s responsible in case the prescription does not conform
in all essential respects to the law and regulations.

Electronic Prescribing of Controlled Substance

Sarah A. Norman, Pharm.D., BCPS, BCPP

Requirements for Signing a Controlled Substance Prescrip-
tion (§1311.140)

For a prescriber to sign an electronic prescription for a controlled
substance the following must oceur:

A prescriber must access a hist of one or more controlled substance
prescriptions for a single patient. The electronic prescription ap-
plication must present for the prescriber's review and approval all
of the following data for each controlled substance prescription:
(1) The date of 1ssuance,

(i1} The full name of the patient.

(111) The drug name.

{iv) The dosage strength and form, quantity prescribed. and
directions for use,

(v) The number of refills authorized, if applicable, for pre-
scriptions for Schedule 11, IV, and ¥ controlled sub-
slances.

(wvi) For prescriptions written in accordance with the require

ments of §1306.12(b) of this chapter, the carliest date
on which a pharmacy may fill each prescription. [See
next section|
(vii) The name, address, and DEA registration number of the
prescribing prescriber,
“By completing the two-factor authentication protocol
at this time, vou are legally signing the prescription(s)
and authorizing the transmission of the above informa-
tion to the pharmacy for dispensing. The two-factor
authentication protocol may only be completed by the
prescriber whose name and DEA registration number
appear above.”

{viii)

A prescriber must indicate the prescriptions that are ready to be
signed. While the prescription information and the statement re-
main displayed, the prescriber must be prompted to complete the
two-factor authentication protocol. The completion by the pre-
seriber of the two-factor authentication will constitute the signing
of the prescription by the preseriber.

Refilling Prescriptions and Issuance of Multiple Prescriptions
(1306.12)

{a) The refilling of a prescnption for a controlled substance hsted
in Schedule 11 is prohibited.

(b} An ndividual preseriber may issue multiple prescriptions au-
thorizing the patient to receive a total of up to a 90-day supply of
Continued on page 20

Volume 41 Number 1 ® March 2018

El Paso Physician 19



PHARMACY
CORNER

a Schedule 11 controlled substance provided the individual pre-
scriber provides written instructions on each prescription (other
than the first prescription, if the prescribing prescriber intends for
that prescription to be filled immediately) indicating the earliest
date on which a pharmacy may fill each prescription,
+  Sequential preseriptions up to a 90-day supply of a Schedule
Il controlled substance are permitted
o Example: Writing 3 prescriptions to be dis
pensed every 30 days by the pharmacist (ALL
prescriptions have the same date of issuance)
. Write one prescription for one-third of the total
quantity of controlled substance to be prescribed
- Write a second prescription for one-third of the
total quantity of controlled substance to be pre-
scribed
< Write DO NOT FILL UNTIL Foo
on the second prescription, with the date 30
days afier the first prescription date of issue
. Write a third prescription for one-third of the total
quantity of controlled substance to be prescribed
< Write DO NOT FILL UNTIL fF
on the third prescription, with the date 60 days
afier the first prescription date of issue

FINANVIAL FMAINNIING

INVESTMENT SERVICES

Financial check-ups include:
O Retirement Planning

O College Funding
(O Tax Diversity Strategies

Pat Graham, CFP&, RICP=®
Financial Represemtalive

Principal Securitics Regi R A

Investment Adviser Represcutative

Richard Mojica, M.B.A. l

Fmancial Representative
Principal Securities Registered Representative
Iervestisemt Adviser Representative

(915) 598-8885

Electronic Prescribing of Controlled Substances
(Continued)

Some pharmacy systems are not designed to hold electronic pre-
scriptions for dispensing on a later date so another option 15 o
provide a written prescription for months two and three,

Prescriber Responsibilities (§1311.102)

If a prescriber is notified by an intermediary or pharmacy that
an electronic preseription was not successfully delivered, he must
ensure that any paper or oral prescription {where permitted) 1ssued
as a replacement of the ongimal electronic prescription indicates
that the prescription was originally transmitted electronically to a
particular pharmacy and that the transmission failed,

A prescriber must notify both the individuals designated at the
registered location and the Admimstration within one business
day of discovery that one or more prescriptions that were issued
under a DEA registration held by that prescriber were prescrip-
tions the prescriber had not signed or were not consistent with the
prescriptions he signed.

A prescriber has the same responsibilities when issuing prescrip-
tions for controlled substances via electronic means as when issu-
ing a paper or oral prescription,

Continued on page 21
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It is prudent for a prescriber to check the preseription monitor-
ing program (PMP) whenever they issue a new prescription for a
controlled substance. It 1s recommended that all prescribers reg-
ister in order to access the information in the PMP. The new PMP
is available through the Texas State Board of Pharmacy (TSBP)
website at https:/'www.phanmacy texas. gov/PMP/. The TSBP has
also produced a video tutorial on how to register for the PMP,
visit: hitps:/fvoutu.be/uTaZm_hnfl4.

Conelusion

The DEA has laid out specific requirements for prescribing con-
trolled substances. When in doubt of the proper procedure(s) a
prescriber should access the DEA website for clanfication to en-
sure that there is no violation of federal law. There are multiple
pros and cons to electronic prescribing (ie. investment costs,
benefits for patients) (Table 1), a prescriber must carefully weigh
them in order to decide whether electronic prescribing will be a
benefit.

Additional information may be found at the following Federally

funded websites:

1. https:/'www.deadiversion.usdoj.gov/ecomm/e rx/fag/pre-
seribers. him#individual

2. hutps:'www.deadiversion.usdoj.gov/ecomm/e_rx/fag/eappli-
catons.him

Electronic Prescribing of Controlled Substances
(Continued)

3. https:www. healthit goviopioids/epes
4. htps:www.cde gov/drugoverdose/pdfPDMP_Factsheet-a,
pdf

Texas Medical Association:

1. Texas Medical Association Guide to E-Prescribing. https:/
www texmed.org/e-prescribe/

2. You Write Scripts? You Better Sign Up With the PMP. Pub-
lished January 24, 2018, https://'www.texmed.org/ TexasMed-
icineDetail aspx71d=46570
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Sarah A. Norman, Pharm.D., BCPS, BCPP, Clinical Assistant
Professor, University of Texas at El Paso School of Pharmacy.
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LEGISLATIVE

EPCMS.

I wish to commend those physicians willing to serve as candidates
in the recent election for assistant treasurer to the El Paso County
Medical Society. Let’s thank Dr. Juan Perez for his willingness to
serve as our president for 2018 and Dr. Gilbert Handal for his ser-
vice during 2017. We are so happy and grateful to have the contin-
ued involvement of our past presidents-we need vou! Please join us
at the monthly meetings, 5:30 pm on the second Tuesday of every
month at 1301 Montana and get to know your current board mem-
bers and involved membership.

Several individuals from the Texas Delegation to the AMA seck
election in June at the AMA meeting in Chicago. Asa Lockhart
seeks re-election to the Council on Medical Service. Speaker Susan
Bailey runs for President Elect and Russ Kndel seeks re-election to
the Board of Trustees. They have served us with the utmost dedica-
tion and skill thus far.

Please join the El Paso Delegation at TexMed in May 18-19 in San
Antonio, TX, TexMed 1s when the House of Delegates holds elec-
tions and resolutions brought by individuals, county medical societ-
ies or caucuses are dealt with. If yvou have an idea that vou would
like to bring forth for development of a resolution please notify a
board member.

Your AMA Board of Trustees is looking at the rapidly changing
landscape of medicine and finding solutions to the challenges we
face. Legislators do view passed resolutions of the AMA House of
Delegates as the voice of medicine. There is good reason for this.
There are so many states and specialty societies represented there
that if we can actually agree on something that is to be recognized!

Our President Elect Barbara McAneny will take over the position
currently held by Dr. Barbee in June. Dr. McAneny is a brave and
amazing person who has been an inspiration to me and many others
as she battles some of the darkest threats to our profession. | have
wimessed many physicians surrender their independence and op-
portumty for prospenty. Dr. McAneny has been in situations in Al-
buquerque NM involving threats to her practice and independence
as an oncologist. | deeply admire the way she has navigated this
ongoing journey. She reminds me of Winston Churchill, known for
saying “Never, never, never give in. Never, Never.”

We have several members of the Board of Trustees of the Texas
Medical Association who have similar strength and capability in
helping the membership battle the threats to our ability to serve our
patients. | will not name them only because there are so many-you

American Medical Association
Alternate Delegate Report

Roxane Tyroch, MD, FACP

are so blessed by these people who bring their time and talent to
serve the membership.

Please take the time to browse the AMA website, This is a vast re-
source. You can save money on consulting fees often by educating
yvourself with these resources as well as those on the TMA website,
TMA has a Knowledge Center that can serve as a wonderful re-
source, yvou can call 1-800-880-1300 or www.texmed.org, [ truly
believe that if you can familiarize yourself with the resources avail-
able to vou through your AMA and TMA, vou will become much
more resilient to the forces that overwhelm the practicing physician.

EVEN MACRA!

Roxanne Tyroch, MD, FACP, AMA Alternate Delegate, El
Paso County Medical Society Delegate.

Dicost3

If vou would like to see past episodes of the
El Paso Physician TV show, go to the
following link

http:/'www.pbs.org/show/el-paso-physician/episodes/

or our web page at www. epems.com
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LIFE A5 A FIRST YEAR MEDICAL STUDENT

Since [ began my journey as a medical student and as a Hall Mon-
itor at the Rotacare Clinic, | learned to work with people from di-
verse backgrounds and of different age groups, Although it 15 only
my first vear as a medical student my time here has made me into
a strong leader and a better person. My educational joumey has
been rough, but I've been patient with myself and learned more
about the way [ learn and process high volumes of information.
I love the constant challenge medical school 15 in both academic
and clinical aspects. At the end of every day, no matter what my
day consists of [ feel fulfilled and thankful that I was given the
opportunity to live my dreams. If | could do anything differem
from the beginning | would focus more on my mental and physi-
cal health, The high stress levels that I've lhived through duning
the past vear led me to neglect my personal health. [ feel now
that I'm in control, health is the most important element of good
performance, Overall, my time here has made me very happy and
| am glad that | am pursuing the career of my dreams, while being
able to change other lives along the way

Tayana Rodriguez, BS, MS, TTUHSC-Paul L. Foster School
of Medicine, TMA Secretary.

News

MepicaL STupent Loax Hewes Two New Doctors Give Back
To Tue Communiy

Jenmifer Lopez and Inis Tomas didn’t know each other growing up in
the El Paso region, but they found a common path to achieve their
hfelong dreams thanks to an mmovative program sponsored by the
*aso del Norte Health Foundation

Lopez grew up in El Paso and graduated from Eastwood High, while
lomas grew up in neighboring Chaparral, N.M. Beth aspired to be-
come doctors, and both dreamed that one day they might even prac-
tice medicine back home on the border

Jennifer Perez, MD

The Health Foundation's Paso del Norte Medical Student Loan pro-
gram made their dreams come true. Established in partnership with
the Texas Tech University Health Sciences Center (TTUHSC) Paul

Continued on page 25
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L. Foster School of Medicine (PLFSOM), medical students could
receive a $20.000 loan per vear for four-years to attend TTUHSC
PLFSOM. The full loan balance would be forgiven if they retumn
to El Paso to establish a medical practice once their residency is
completed

Lopez, now Dr. Jennifer Perez following her marriage to Panfilo Per-
ez, and Dr. Tomas are the first two doctors to complete residency and
return to El Paso to set up their practices. “I"'m

s0 proud that the Health Foundation dedicated

resources to support this program. [t's been a

greal way for us to support the Paul L. Foster

School of Medicine and address the shortage of

physicians in our region,” said Health Founda-

tion CEQ, Tracy J. Yellen. “Dr. Perez and Dr.

Tomas’s return to El Paso is evidence that the

approach is working. We are investing in local

students and cultivating a pipeline of future phy-

sicians for our community.”

For doctors Perez and Tomas, coming home to
establish their medical practices was also about
retuming home to be closer to family and pro-
viding medical services in a traditionally under-
served Hispanic region

*1 wanted my daughter to grow up around fam-
ily, and [ wanted to work with the Hispanic
population of El Paso,” said Perez. “The loan
forgiveness was a big plus. [t helped me decide
to come back here to start my practice without
worrying about paying off a big loan.”

o date, 15 students from the Paul L. Foster
School of Medicine have taken out loans through
the Paso del Norte Medical Student Loan pro-
gram. Of those students, 11 are either in residen-
cy or fellowship programs and will soon have
the option of returning to the border and having
their loans forgiven, If they choose not to return
to El Paso, they pay off the loan with interest.

1 think that a program like this helps bring those
doctors who either grew up here or fell in love
with the region while attending medical school
here to come back and practice here,” Perez said
“It helps draw quality doctors to the area.”

Dr, Perez set up her practice with Prestige Wom-
en's Healthcare on North Mesa. She earned her
undercraduate degree from the University of
lexas at Austin and completed her residency in
San Antonmio, Dr. Tomas i1s with UMC Family
Practice on North Desert Boulevard. She eamed
her undergraduate degree and completed her
residency at Baylor University.

“Dr. Perez and Dr. Tomas are the truest exam-
ples of our mission of service,” said Dr. Richard
Lange, president of TTUHSC El Paso and dean

Volume 41 Number 1 & March 2018

News
(Continued)

of the Paul L. Foster School of Medicine, “TTUHSC El Paso was
created to bring quality, culturally competent care to a population
that 15 vastly underserved. And now, with our alumm leading the
way, we are fulfilling that promise. We could not be more proud.”

Reprinted with permissinn from the Paso del Norte Health
Foundation.
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WHAT IS THE QUALITY PAYMENT PROGRAM?

The Cuality Payment Program is the new Medicare payment pro-
gram put in place to reform Medicare Part B payments to clini-
cians and to improve care across the entire health care system.
Touted as the hggest change to physician reimbursement since
Medicare was signed into law by President Lyndon Johnson in
1965, MACRA’s QPP program combines the PQRS, Meaningful
Use and Value-Based Modifier programs of the past into one new
program for easier reporting.

2017 was the initial recording year, with 2019 as the reimburse-

ment year for 2017, [ expect that most clinicians have heard of

MACRA and QPP at this point and have chosen the path in which
to participate. MACRA has 2 pathways; MIPS and APMs. Most
providers will fall into the MIPS category (Menii-based Incentive
Payment System) which is geared to the traditional Medicare pro-
gram, with most larger groups choosing the APM path { Advanced
Alternate Payment Model). Beginning in 2017, CMS sent letters
to all clinicians that were eligible to participate. The clinician
could participate either as an individual or as a group.

Within the MIPS program, clinicians can choose the activities and
measures that are most meaningful to their practice. By now, cli-
nicians should have chosen one of four ways to report in 2017;
either do nothing, “test” the system, report for a 90-day period, or
report for a full vear. Each one of the choices will result in how
the clinician is reimbursed (or penalized) in 2019, with 3 points
being the mimimum scoring performance crnitena. All data for the
2017 reporting year needs to be submitted by March 31, 2018.
Data can be submitted via claims, Qualified Data Registries or
Qualified Registries, or through your EHR.

Small/Rural Practices and Health Professional Shortage areas
{HPS As) have special considerations under this program. [ vou
are a solo practitioner or in a group of less than 15 providers, vou
fall into this category. Advantages include: the ability to pick yvour
pace, low volume threshold (under 530,000 in Medicare Part B al-
lowed charges or less than 100 Medicare Part B patients), 2017
minimal participation requirements, and flexible data require-
ments, If you are a Nurse Practitioner, yvou won't have to do any
of the measures in the Advancing Care Information Category.,

For 2018, CMS has adopted policies that may reduce your report-
ing burden and help you participate successfully, The 2018 MIPS

Medicare and The Quality Payment Program

Dona Schwendinger

highlights include:;

«  The 2014 and 2015 Editions of vour CEHRT are sull allowed
in 2018, with a bonus for using only 2015 CEHRT.

*  You can use only | submission mechanism per performance
category,

«  For treating complex patients in 2018, you can receive up to
5 points,

« If you have been impacted by hurmcane Irma, Harvey and
Maria vour Quality, Advancing Care Information and Im-
provement Activities can be automatically reweighted.

« 2018 is the vear that Virtual Groups are an option for partici-
pation.

»  The Quality final score 15 30% n Year 2 vs. 60% in Year 1.

«  The Cost final score 1s 10% of the total score in Year 2 vs, (%%
in Year 1. CMS will calculate the individual MIPS eligible
clinician’s and group’s cost performance using administra-
tive claims data,

« Improvement Activities final score is 15% of the total score.

+  Advancing Care Information final score 15 25% of the total
score,

«  For the Quality category, & measures including 1 Outcome
measure, or | High-priority measure are required to reach the
full score of 50%.

«  Advancing Care Information - NPs and Pas do not have to
complete this category. The ACI category 15 automatically
reweighted to zero and the Quality category is increased by
25%.

«  The performance threshold 1s raised from 3 points in 2007 to
|5 points in 2018,

+  Facility-based measures are still not available for Year 2.

«  Small practices can add 3 points to their final score.

There are additional options for small practices:

»  If you have less than 200 Part B Medicare patients or have
less than $90.000 in Medicare Part B allowed charges, vou
are exempt from participation.

*  As a small practice vou can form or join a Virtual Group to
participate with other practices.

+  Continuing to award small practices 3 points for measures in
the Quality category that don’t meet data completeness re-
quirements,

«  Adding a new Hardship Exception for the Advancing Care
Information category,

Continued on page 27
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+  For Improvement Activities, small practices don’t need more
than 2 activities (2 medium or | heavy-weighted activity) to
eam a full score for this category.

+  Small practices receive 5 bonus points if the provider submits
data for at least | performance category.

For 2018, there 15 a change for performance periods. The mini-
mum performance period for the Quality category 15 12 months.
The minimum reporting periods for both Advancing Care Infor-
mation and Improvement Activities is a 90-day period. CMS will
measure the Cost category for 12 months.

Medicare and the Quality Payment Program
(Continued)

Acceptable methods for data submission remain the same in 2018
as they were in 2017 (claims, Qualified Data Registries or Quali-
fied Registries, or EHR).

I have provided vou a basic overview of the Quality Payment
Program and its latest updates. More information can be found
on www.qpp.cms.gov. You will find a resource library and other
helpful ideas on how to be successful on the site.

Donna Schwendinger, Operations Manager, Educator on
Staff and Practice Management Consultant, Mednet, Inc.

Emi the tools and resources you need to tackle
the challenges of health information technology
(HIT) on the TMA website. Get help with
selecting an electronic health record (EHR),
incentive programs, e-prescribing, and more.

EHR Product Evaluation Tool

Side-Inysiche comparizon of the most-used EHRs in Texas by
functionality and pricing.

www.texmed.org/EHRTool

MACRA Resource Center

Information about Medicire Access and CHIP Reauthorization
Act (MACRA) participation, progrm resoures, kiest news, and
continuing medica education (CMEL

www.texmed.org/MACRA

“EHR Buyer Beware” (white paper)

Discusses eqght imponant contrct terms 10 consider before
signing an EHR contract.,
www.texmed.org/BuyerBeware

Health Information Technology Education

Semninars, webinars, and publications that cover HIT-related topics
and offer CME credits

www.texmed.org/HITEducation

Health Information Exchange (HIE) Resource Center
Information about the HIEs in Texas, including questions wo ask
the HIEs, HIE news, and related links,
www.texmed.org/HIE

Get Technology Help Online From TMA

Questions? Need more help? Contact the TMA HIT Helpline at (8000 830-5720 or HIT@wexmed ong

ey g g

TEXAS MEDICAL
ASSOCIATION

Physician Advecacy PracticaHelp CME Membership Public Health Events  Aboul TMA

o | e

Health Information Technology

HIT Tools and Resources a1 Yoer Fingertips

1 [ Tk gty
o g b R e T s T8 ST

rdrmmstian or & pascrieg, ThiS fan Fa mcurom

‘.‘ £ PHETN]
Migre an HIT Teals and Ressurces STy i e Sty

Links to these tools are at www.texmed.org/HIT.

Ransomware and Cyber Security Resource Center
Information about how to mitigate risk and respond appropriately if
yeu experience a breach or ransomware demand.
www.texmed.org/CyberSecurity

E-Prescribing Resource Center

Information about the basics and benefits of e-prescribing, how it
applies 1o controlled substances, and mone

www texmed.org/E-Prescribe

EHR Incentive Program Resource Center
Dretails and instruction sheets for the

Mexlicaid EHR incentive program
www.texmed.org/EHRIncentive

TEXAS MEDICAL
ASSOCIATION

Health Information Technology

Practics MaragermeT Sanees
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Michuei Fushille, MD died peacefully at home on December 10, 2017 at the age of 4. Born into a
working class family in Jersey City, NI on October 26, 1923, Mike graduated from Lincoln High School
and went on to Saint Peter's College in Jersey City. In June 1943, before completing college, Mike
enlisted in the US Navy. He went through basic training in Great Lakes, IL and was sent to Cornell
University for special training. He served as Seaman First Class and Radar Operator on the carrier USS
Monterey in the Pacific theatre of World War 1. Mike was awarded the Philippine Liberation Medal, the
Victory Medal. the American Theater Medal as well as the Asiatic Pacific Medal and two stars. He was
honorably discharged in March 1946, Mike was especially proud to be a WWII veteran. He returmed to
St. Peter's College and graduated in 1947 with a degree in Mathematics. His experiences in the war
changed his career plans and he decided to study medicine. He completed the Pre-Med requirements at
Seton Hall and traveled to Switzerland, where he attended medical school on the GI Bill at the Umiversity of Fribourg and then
graduated from the University of Lausanne, While in medical school Mike coached the professional basketball team, "Fribourg
Olimpic." He made lasting contributions to European basketball. Most notably, he is credited in the history of Swiss basketball with
introducing the jump shot. Coincidently, his wife-to-be, Isabel Gomez from Juarez, Mexico was also studying in Fribourg, Happily,
they were introduced at a basketball game in 1953 and were married two years later in Juarez, Mexico, They returned to Switzerland
where their first child was born, After graduating, Dr. Fushille completed his internship and residency at the Jersey City Medical
Center and in 1962 moved his growing family to El Paso, TX where he began practicing Ophthalmology. Dr, Fushille was a dedicated
eve physician and surgeon. He was passionate about treating his patients and serving his community. He gave his time weekly at the
Eve Clinic at Thomason General Hospital and was the founder of the El Paso Eve Bank. He loved ballet and served for three years as
president of the board of Ballet E1 Paso. In hus free time, Mike, a life-long leamer. enjoved spending hours at the hbrary. He loved
reading, listening to classical music, discussing politics and studying Russian history.

:Bj.'mn H. Chesbro, MD passed away on February 21, 2018 at the Mayo Clinic in Phoenix after
complications following heart surgery. Byron was born in Utica, NY on December 4, 1949 to
Harold and Ruth Chesbro. As a young man, he was involved in Boy Scouts for many years and
enjoyed the great outdoors. He developed a passion for aviation and at the age of sixteen
received his pilot's license; he never outgrew his love for flying. Byron graduated from Hamil-
ton College in Clinton, NY; he studied pre-med and received his BA in history. He went on to
attend Syracuse Medical School. He completed his residency in internal medicine at the Medi-
cal University of Ohio in Toledo. He completed his fellowship, subspecializing in oncology. at
the National Cancer Institute of the National Health Institute in Bethesda, MD. Byron was
inspired to pursue a career in oncology after his beloved brother-in-law Frank Tomek passed
away from cancer. In 1981, Byron moved to El Paso to begin his medical practice with Dr.
Ekery, his mentor and good friend, and later joined the Texas Oncology PA with which he practiced oncology until the day
he left to the Mayo Clinic for surgery. He was also a medical director for CIMA Hospice for many years. Throughout his
37 vears of practicing medicine, he developed close friendships with his colleagues and impacted the lives of thousands of
patients and their loved ones. Byron had a strong sense of adventure, enjoyed world travel with family and friends, and
experiencing new cultures and cuisine. He especially enjoyed relaxing in the mountains of Cloudcroft, NM. He was an
avid reader, history buff, and had a general curiosity for world happenings. Byron's ability to make everyone feel comfort-
able, secure, and loved were some of his greatest strengths. He will be remembered for his kindness, patience, generosity.
diligence, level-headedness, and his surprisingly witty sense of humor.




g:ir}' W. Schabacker, MD of EI Paso, Texas was born on September 4, 1938, and
passed away peacefully, surrounded by his family, on December 26, 2017.

Gary and his brother Bob grew up in Rockford, IL. Gary contracted polio as a boy,
but overcame it and eventually became a competitive swimmer in high school. He
studied accounting at Rockford College but his passion, which his beloved Aunt
Mary encouraged lhim to pursue, was medicine. He graduated from the University of
[llinois College of Medicine in 1964,

Upon receiving his medical license, Gary put his skills to use serving in the United
States Army. He did a tour of duty in Vietnam in 1970-1971, commanding the 71st
EVAC in Pleiku, Vietnam. He was recognized for his service with Army and Vietnam
service medals.

First and foremost, Dr. Schabacker was a healer. Medicine was his calling, and he devoted his life to it with a fervent passion.
His patients received care that was knowledgeable and compassionate. He treated so many people in El Paso that it was nigh
impossible to go out with him and not have him run into a former patient who wanted to express their sincere gratitude for his
care. Family lore has it that when his eldest child was on a train tour in Europe, she met a fellow traveler who was from El Paso
and was a patient of his.

He was a beloved father and husband. Gary and P.J. opened their home to foster children for a time in the early 1970's, providing
a stable and loving home to countless children in the foster system in addition to his own kids. A Kind disciplinarian, he had high
expectations for good behavior that his Kids strove to meet, succeeding occasionally. He loved them fiercely and always guided
them to a better way. He passed his wisdom. love and his impeccable work ethic on to his children.

As a business partner, his financial acumen rivaled his medical skills. His partner, Dr. Dick Harris, remembers first meeting Gary
as a sharp-dressed young resident with his brass shining and his pants creased. Upon Gary's retum from his Army service i
Vietnam, Dick remembers a very different man showing up in his office with long red hair and sandals on, but the same sharmp
surgical skills. Gary and Dr. Harris ran one of the finest surgical practices in El Paso and shared a successtul partnership for 23
years. After Dr. Harnis retired, Gary worked to establish El Paso Surgical Associates with many other prominent surgeons in the
El Paso area. He finished his career specializing in breast care with the Texas Tech Physicians of El Paso Breast Care Center,
Although many patients could not afford care. none were turned away and many were healed under his care.

He was a passionate outdoorsman who shared his love of fishing with anyone interested in learming. As adults, all his children
can fish thanks to his instruction, but none can catch as well as he did, Summers and weekends were spent fishing, water skiing,
hiking, and camping when he and P.J. weren't rooting for their kids at soccer games and horse shows. As his children grew, he
and P.J. traveled with family friends to explore the finest hikes in the country.

He will be remembered for many things, including his compassion, his sense of humor, his beautiful singing voice, his whistling
skills, his curly red hair and distinctive mustache. and his passion for El Paso’s people and history. He's now gone 1o see a man
about a duck, and he wants all the men to be sure to get their prostates checked, and the women to do their breast exams!

Slcfan G. Sarre, MD, beloved husband and father, passed away Sunday. March 4, 2018, Dr,
Sarre was born in Tallinn, Estonia in 1932 to Nikolaus and Alma Sarre. Dr. Sarre carried on in
the family tradition and followed both his parents into the medical field.

Dr. Sarre arrived in the United States as a teenager as part of an immigrant program, skipped
high school, and graduated from Benedictine College in Kansas. He then graduated from Stritch
School of Medicine in Chicago, and then entered the Army in 1958, where he rose to the rank of
Colonel.

Dr. Sarre came to El Paso in 1969 to begin his practice in cardiology. He was a member of the
Texas Medical Association, served as a past president, and sat on the Board of Counselors. Dr.
Sarre was also a member of the Rotary Club of El Paso.

Outside of his practice, Dr. Sarre enjoyed traveling, food. and military history.



NEWS

EPCMS.

The following is a list of new/re-instated members of the El Paso
County Medical Society. Congratulations to all new members!!!

HOPEN, MICHAEL, MD

OPH

Indiana University School of Medicine, 2010
1201 N. Mesa St.

El Paso, TX 79902

(915) 542-0279

NEIRA-JUAREZ, CARLOS, MD

1D M

Universidad Autonoma de Nicaragua, 1981
50035 N. Piedras St.

El Paso, TX 79920

(915) 569-2723

SHIMUNOV, SERGEY, DO

GS

San Francisco College Osteopathic Medicine of Touro Univ, 2012
1250 E. ClLiff, Ste. 5A

El Paso, TX 79902

(915) 532-1800

TONARELLIL SILVINA B., MD

I":I

Universidad Nacional de Cordoba, 1991
4800 Alberta Ave.

El Paso, TX 799035

(915) 215-5850

Get Your

FLATE, SARAH M., MD

PD CAP

Tulane University School of Medicine, 20035
Mendoza SFCC

Fort Bliss, TX 79918

(915) 238-5703

NEWS

Tue Texas SoCiery OF PLastic SURGEONS ELECTS EL Pasoan
Hergerr J. Nassour, M.D. As New PRESIDENT

Herbert J. Nassour, 111, MD, FACS, PA,
board certified plastic surgeon of El Paso,
TX, was named president of the Texas
Society of Plastic Surgeons (TSPS) at
the TSPS Fall 2017 Annual Meeting.
The TSPS is a professional medical spe-
cialty society composed solely of Board
Cernified Plastic Surgeons by the Amen-
can Board of Plastic Surgeons, Dr. Nas-
sour has been a member of TSPS since
1994 and is the first president ever elect-
ed from the El Paso area

Dr. Nassour will take office this 2018 and will serve for one year.

“As president”, says Dr. Nassour, I plan to focus goals in the
area of msurance practices controls and the hmit on awards in
lawsuits. | also plan to work toward imitiatives that encourage
young surgeons to stay and work in the State of Texas.” The TSPS
advocates for the laws and regulations that govern the practice
and science of plastic and reconstructive surgery. The TSPS also
promotes the highest standards of professionalism and compe-
tence among plastic surgeons and monitors the medical and legal
changes that impact the practice at the state and national level.

Dr. Nassour completed his undergraduate education at the Univer-
Continued on page 31
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sity of Texas at Austin and went on to receive his medical degree
from the Texas Tech University HSC School of Medicine at Lub-
bock, where he graduated 8th out of 100 and was inducted into
the Alpha Omega Alpha Medical Honor Society. He completed
his plastic surgery residency at the University of North Carolina
at Chapel Hill.

D, Massour has lived and worked in El Paso, Texas since 1975,
He has practiced plastic surgery for over 24 years and is among
the only 10 Board Centified Plastic Surgeons in the area. He is also
a member of the American Society for Aesthetic Plastic Surgery.
Dr. Nassour has been listed as one of the Best Doctors in America
for the Central Region in Plastic Surgery singe 2001 to 2017 and
as one of America's Top Plastic Swrgeons since 2007 1o 2017,
His philanthropic endeavors include arranging and participating
i medical missions to Guatemala where surgery was performed
on over 200 children with various reconstructive pathology from
1994 to 2000,

Dr. Massour serves on numerous committees, both as a member
and chair, at Providence Memorial Hospital, 1s Clinical Assistant
Professor in the Department of Surgery at Texas Tech Umiversity
HSC El Paso, and is member and founder of the El Paso Society
of Plastic Surgeons. He currently works at his private practice in
Plastic and Reconstructive Surgery.

TTUHSC Ev Paso PROFESSOR NAMED LAUREATE BY AMERICAN
COLLEGE OF PHYSICIANS

Richard McCallum, M.D., professor and
founding chair of the Department of In-
ternal Medicine at Texas Tech Umiversity
Health Sciences Center El Paso (TTUH-
SC El Paso), was recently named a 2017
Laureate by the Texas Chapter of the
American College of Physicians { ACP).

The Laureate Award is given to Texas
physicians “who have demonstrated by
their example and conduct an abiding
commitment to excellence in medical care, education or research,
and in service to their community, their chapter and the American
College of Physicians,” said George Crawford, M.D., the Texas
Southern ACP governor,

Dr. MeCallum, who has been a member of different state chapters
of the ACP since 1973, has made major advances in the diagnosis
and treatment of the digestive disorder gastroparesis. In patients
with gastroparesis, food moves through the stomach much slower
than normal. Dr. McCallum has researched the interactions be-
tween the brain and stomach to understand the causes of associ-
ated nausea and vomiting, and more effectively treat the disease,

Dr. MeCallum holds three patents and is the inventor of a gastric
pacemaker to help patients who cannot digest food properly. His
findings have appeared in more than 450 peer-reviewed scientific

News
(Continued)

articles and 120 textbook chapters. He has also edited 14 scientific
textbooks on gastroenterology.

“As aleader in the Texas medical community; teacher of students,
residents and gastroenterology fellows; prodigious investigator;
nationally and internationally recognized contributor to the field
of gastroenterology: clinician: researcher and chair of departiments
and societies, Dr. McCallum exemplifies the best aspects of our
profession and was unanimously selected by the Texas ACP nom-
ination committee for the Laureate Award.” Dr. Crawford said.

In his acceptance speech, Dr. McCallum noted that he was the
second TTUHSC El Paso faculty member to receive the Laure-
ate Award from the ACP, which has been awarded annually since
1985 Harry Davis 11, M.D., associate professor and vice chair for
education in the Department of Internal Medicine, received the
award in 2011,

“The list of prior recipients of this honor includes some of the
most well-known and productive physicians from the state of Tex-
as,” Dr. Davis said. I was deeply honored to be included among
those who had received this lifetime pinnacle award.”

Dr. MeCallum said he was proud of TTUHSC El Paso’s evolution
since his arrival in 2009, He said he has had great mentors in his
career, and is dedicated to mentoring medical students, residents,
fellows and junior faculty.

“This award is indeed an honor for my career, as well as for the
school,” Dr. McCallum said. “It is a recognition of my body of
work focused on diagnosing and treating patients, while at the
same time incorporating a teaching environment and a research
culture to help produce the future leaders in clinical and academic
gastroenterology.”

The El Paso County Medical S¢

ety is once again
updating our files. In this ever changing technolog-
ical world, we realize emails and phone numbers
change frequently. Please st us by sending us
vour current Practice Name, Address, Phone Num-
bers, email and if vou have a current photograph
ple email 1o epmedsoc il.com

“Your email is for our use only and it will not be
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Physicians’ Directory Open to
“Your card makes a difference!” All Members

Bemaanin L, Crarre, MD, PA, FACS Ricuarp W, McCaccom, MD, FACPE,

Bariatric and General Surgery FRACP (AUST), FACG, AGAF
1700 N. Mesa PrROFESSOR AND FOoUNDING CHATR,
El Paso. TX 799072 DEPARTMENT OF MEDICINE
(9157 351-6020 IMRECTOR, CENTER FOR

NEUROGASTROENTEROLOGY [ GI MoTiLimy

Texas Tech University
Department of Internal Medicine
4800 Alberta Avenue, El Paso, TX 79905

EAR, NOSE & THROAT

EL Paso Ear, NosiE & THROAT

ASSOCIATES. P.A. T: (915)215-5218  F: (915)215-8641
Clinic Appointments: (915) 215-5200

Jorce J, Aranco, MDD, FACS
Pamrick J. Gomez, MD, FACS S . .
L] L] W 'I 7
kesxeTH R, Korzec, MD, FACS NEUROLOGICAL SURGERY
RaFAEL L. Garcia, MD, FACS
Gary Nanez, MD, FACS
JorGE L. CoNTRERAS, MD

Hersox PacHEco-SERRANT, M.D,
BRAIN & SPINE SURGEON

1700 M. Oregon, Ste 660

5959 Gateway West, Ste 160 El Paso, Texas 79902
201 Bartlett, Ste. A - N
1600 N, Lee Trevino, Ste A-2 elephone: (915) 351-1444
Fax: (915)533-3285

(915) T79-3866 Fax (913)779-8604 ) L
www.neurosurgicalspecialistofelpaso.com

ENDOCRINOLOGY
Georce J. Marmin, MD, FAANS

Country CLus Mepicar CENTER, LLC =~ SOUTHWEST NEUROSPINE INSTITUTE, PA
American Board of Neurological Surgeons

ENDOCRINE, DIABETES, Fellowship Tramed Spine Surgeon
NUC MED, THYROID Robotic Spine Surgery / Brain Surgery
WWW.SWIST.Com
8041 N.Mesa + ElPaso, TX 79932 = 1725 Brown Street Phone 590-2225
Adjacent to the URGENT CARFE El Paso, TX 79902 Fax 590-2229

(915) 581-2909  fax (915) 291-2926

W Strader, MD, FACP, FACE, ABNM Oy (R Ch gyl oma) Rl eh
Tracy Short, PA-C
Stephanie Hunger, FNP-C ANGEL M. Rios, MD

Obstetrics & Gynecology

HEALTH (?ARE PLANS Diplomate of the Amencan Board
of Obstetrics and Gynecology
Fellow of the American College

Davip M. Pavarox, MD, DABFM
Medical Director

of Obstetricians and Gynecologists

1250E.CLft.Ste. 3D Phone:(915)577-9100

) \ " T urac i - ) =
it FASQ HEALLEH ElPaso. Texas79902  Fax:(915)577-9977
13} .I _'.-.‘--:l VNS ' WEREDTID

1145 Westmoreland Dr. » El Paso, TX 79925
Phone; 915,532.3778 » Fax: 915.298 7866

www.eplirst.com
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Physicians’ Directory

“Your card makes a difference!”

Open to
All Members

OPHTHALMOLOGY ORTHOPAEDIC SURGERY PEDIATRIC OPHTHALMOLOGY

Louis M. Avrers, MD Jose L.

MPH, FACS, PA

Dnaz-Pacan, MO,

Diplomate, American Board of
Ophthalmology
[Miseases and Surgery of the Eve
4171 N. Mesa, Bldg. D #100
1030 N. Zaragosa, Ste Y

545-2333

Shoulder Specialist, Fellowship Trained

8230 Gateway East Blvd
El Paso, Texas 79907
Phone: (915) 393-6700  Fax: (915) 393-6703
Davip R, ScHECTER, MD
Danier G, BLumeNrFeLDp, YD

Diplomate, American Board of
Ophthalmology
1220 N. Oregon
1200 Golden Key,

GYN PATH SErVICES, INC,

545-1484
593-1226

PriLie A, Mives, VLD, FACOG, FCAP
Medical Director
Cytology, Virology, Microbiology and
Pathology
Only local laboratory offering
ThinPrep® Pap Test using Image-Directed Cytology ™

Ste 163

SOUTHWEST EYE INSTITUTE
Marc ELevian, MD
Jawvier DE La Torre, MD
AHMED Sovivan, MD
James CoLe, MD
STErPHEN Purpy, OD
Canpace Oro, OD
MELANIE ANSIPAUGH, OD

Northpointe Professional Center

8815 Dyer Street, Suite 200
El Paso, TX 79904

755-8478 tax: 755-7331

www.zynpathservices.com

office:

1400 Common Drive PEDIATRI cs

(Behind the Golden Corral on Lee Tr
El Paso, TX 79936
595-4375

evino
Rogertmo Canaves, MD
Pediatric Hematology, Oncology
and Intensive Care

1733 Cune, Ste 103 532-2985
2295 Trawood, Ste C 593-5023
VISTA SURGERY CENTER
1400 Common Drive
(Behind the Golden Corral on Lee Trevino)
Days

Open to all specialties
High patient satisfaction
Friendly, efficient stafl ALISON Days, ?'IU‘ MPH
: Medical Director
433 Executive Center Blvd.
El Paso, Texas 79902
T: 915-307-8087

F: 915-307-7558

Medical Director: Mare Ellman, M.D.
(9157 490-1TH6

AMERICAN Boarn oF ORTHOPAEDIC SURGEONS

Arthroscopy, Fractures, and Replacements

VioLeEra RapeNovicH, MD, MPH
Pediatric Ophthalmology & Strabismus
Children’s Eye Center of EI Paso
1250 E. Cliff. Ste 4-D
577-9339

www.childrenseyecenter.com

PEDIATRICS DERMATOLOGY

Brexpa M. Smmapson, VLI, FAAD
PATHOLOGY

1700 Murchison Dr., Suite 215
El Paso, TX 79902
Tel (915)544-3254
Fax (915)544-1203

SLEEP MEDICINE

TEXAS NEURODIAGNOSTIC, HEADACHE &
SLEer Dhsorners CENTER PA
Boris Kam, MD, FAAN, FAASM
Board Certified in Neurology,
Psychiatry and Sleep Medicine
Neurology, Neuropsychiatry,

Sleep Medicine - Sleep Studies
MNerve Conduction, EMG,

EEG - 24 hour Ambulatory EEG
Deep Brain Stimulation for Parkinson's Disease
Vagus Nerve Stimulation for Treatment of Epilepsy
Autonomic Testing ( Dizziness and Syncope)
2311 N. Mesa, Bldg F +  El Paso, TX 79902
(915) 544-6400

THORACIC CRDIOVASCULAR

SURGERY

EL PASO SOUTHWESTER™N
CARDIOVASCULAR ASSOCIATES
Apurr axp PEDIATRIC

JoeE N, Kipp, MDD, FACS
Kennern Eisexperc, MD, FACS
RoOBERT SanTOSCOY, MD, FACS

Law T, Lyw, MDD

Hector A. FLores, MD

1600 Medical Center Dr., Ste 212

532-3977
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The Southwest Eye Institute is happy to announce
the opening of our new west side location at:

150 S. RESLER

Previous bank building on corner of Resler & Pitt, near Whole Foods
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