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WELCOME LETTER

Ongoing educational projects and
advocacy on the agenda
I hope the “big chill” stays away
from our northeast friends and
the “mudslides” stays away from
the west coast.
The med-peds section has been
busy fundraising for a permanent
structure for the physician health
and wellness booth and most of
the money has been donated by
the Barr family (Jayne Barr, MD, members that want to attain felFACP, FAAP is on our executive lowship status in the American
committee). We hope that the College of Physicians (ACP). With
AAP will more greatly appreciate your CV and the name and email
our efforts with this yearly proj- address of your ACP governor, the
ect (started in 2009) now that the AAP med-peds section can faciliAAP has an emphasis on physician tate your “fast track” to fellowship.
health and wellPlease send this inness with a phyformation to me at
sician wellness “The MOC process as it per- afriedland@christispecial interest tains to all pediatricians and anacare.org.
internists is difficult ”
group.
Please
We are actively
consider donatmonitoring and ading any amount
vocating for conto the section.
tinued reciprocity for MOC activiWe are continuing to support our ties between the American Board

Cast Your Vote
Dear NMPRA
Members:
Thank you for taking a look at
The Perspective, a combined
newsletter between the AAP,
NMPRA, and the MPPDA.
As an important member of
NMPRA, please take a look
at our Bylaws and recent proposed ammendments.
We hope to better service our
community with these changes, but we would love to hear
from you, first!
Feel free to look at the proposed changes and cast your
vote below:
https://www.surveymonkey.
com/s/JNNK39T
Copy and paste the link to
your web browser. We hope
to hear from you soon!
The 2014-2015
NMPRA Board

Mark
Your
Calenders
Now!

changes to the ABIM Maintenance of Certification program in
January 2015. The MOC process as it pertains to all pediatricians and internists is difficult but particularly confusing for
combined certificate holders. We hope to keep an updated
document to consolidate the confusion surrounding MOC.
The Alliance of Academic Internal Medicine (AAIM) and the
AAP sent letters to Congress and prepared reports to include
specific support for med-peds as changes are proposed to occur to Graduate Medical Education funding in the future at the
legislative level. Please read the article provided by the 3 medpeds members part of the AAIM Task Force. [ see page 4-5]
In 2017 we will have a combined MOC stand-alone conference
with the adolescent section of the AAP. The details are being
planned at a meeting in September 2015. Send us some topics
and speakers you would like to see in this 2.5 day session.

The National
NMPRA
Meeting
October 24, 2015
Washington, DC
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The med-peds executive committee solicited comments from
students, residents and attendings as the basis of a letter to
the American Board of Pediatrics in regards to the pediatric
hospital medicine fellowship petition. This letter has been
submitted and can be viewed on the section’s website.
		

Dr. Allen Friedland, MD

Message from Attendings

An important MOC Module Update
After helping to create a successful workshop
at HM13, “Adolescent and Young Adult Inpatient Care: Not a Kid Anymore,” Carrie Herzke,
MD FAAP SFHM, Director of Clinical Operations
Hospitalist Program at Johns Hopkins Hospital
and I decided to translate that work into much
needed Part 2 MOC for hospitalists. Working
closely with Nick Marzano, M.Ed, Director of Digital Learning at the Society of Hospital Medicine
(SHM), we were able to successful incorporate
topics such as adolescent interview techniques,
diagnosis and treatment of sexually transmitted
infections, and legal issues into a highly interactive experience.

-tinue to create Part 2 and Part 4 MOC modules
that not only fulfill the necessary requirements for
recertification, but also provide for a (dare I say)
fun and truly education experience. Please feel
free to send either myself (wwch@ucsd.edu) or
Carrie Herzke (cherzke1@jhmi.edu) your comments about the module and ways it could be
improved.

Instead of using the standard case presentation
– question format, this module utilizes an interactive “choose your own outcome” format where
the choices made by the learner directly affect
the information provided. This allows for both
a different experience for each learner, as well
as a more immersive experience. Ultimately, all
learners review the essential educational points
needed to answer the self-assessment questions required for MOC credit.

(https://shm.community360.net/education.aspx)

This activity provides the learner with 3 AMA PRA
Category 1 Credits or 3 ABP MOC Part 2 Credits through the SHM Learning Portal. It is free to
SHM members and $100 for non-members

Our hope is that Med-Peds hospitalists will con-
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GETTING INVOLVED

AAP Med-Peds Section AAIM Task Force

Would you like to get
involved?

Med-Peds Section Members
participate in GME Refinance and
Physician Workforce Task Force
through AAIM

Whether you are a medical student, resident,
or attending, feel
free to contact us !
secretary@medpeds.org

John Donnelly, MD., Niraj Sharma, MD., Richard M Wardrop
III, MD.
Since the creation of the Medicare and Medicaid programs in
1965, public funds have provided the literally billions of dollars
necessary to fund much of graduate medical education (GME)
in the United Stares (US). The
scale of government support for
GME far exceeds that for any
other profession. Despite this
long standing system of funding, there is a marked disconnect between the transparency
and accountability in the GME
financing system and the needs
of the national physician workforce.
In 2012, the Institute of Medicine
(IOM) formed an expert committee to conduct an independent
review of the governance and financing of the US GME system.
In the their report published in
July 2014 entitled “Graduate
Medical Education That Meets
the Nation’s Health Needs”, the
21-member IOM committee recommended significant changes
to GME financing and governance to address current deficiencies and better shape the
physician workforce of the US.
While specific details on how
to do this are not in the report,
the IOM committee provides an
initial roadmap for reforming the
Medicare GME payment system

and building an infrastructure
that can drive more strategic investment in the nation’s physician workforce.

AAIM Task Force on GME Funding and Physician Workforce to
develop a robust and proactive
Alliance response to the IOM report.

“The task force devliered a letter
to the US House...about the perspectives of medicine.”
In response to this report, several large educational organization and physician groups have.
Initial responses by the AAMC,
AMA, ACP, and SGIM have all
addressed specific support,
concerns, and other areas of
concern.
The implications and ramifications for GME in the US based
on this report are enormous, and
potential changes would have a
significant impact on all training
pathways including Medicine,
Pediatrics, and Med-Peds training. The Alliance for Academic
Internal Medicine (AAIM), the
largest educational consortium
in the United States and Canada representing departments
of Internal Medicine at medical
schools and teaching hospitals, has formed the 11 member

In January 2015, AAIM the task
force delivered a eight-page letter in response to the US House
of Representatives Committee
on Energy and Commerce request for information on GME
funding changes that provides
the federal lawmakers with
key information about the perspectives of academic internal
medicine in this debate as Congress prepares to review the
recommendations of the IOM
Committee on Finance and
Governance of Graduate Medical Education (GME).
continued on the next page...
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This letter was generated by AAIM
task force members that included 3
members of the AAP Med-Peds section and include specific language
and inclusion of Med-Peds training in
the Alliance’s response to Congress.
Since the IOM report recommended
a performance-based component of
GME funding but provided few details, the task force plans continue to
actively meet to develop a response
publication proposing specific performance metrics and other innovations for GME payment reform.

New Tips Available for
Transition Improvement
A practical set of steps and lessons learned for starting a Transition Improvement process is now available on www.Gottransition.org. These tips have been learned from transition improvement projects across the country. They are intended for use
by pediatric, family medicine, and internal medicine primary
care and specialty practices as well as by health systems, health
plans, and payers in concert with the clinical tools and measurement resources available at www.gottransition.org.
Copy and paste the address above in a web browser to access
this new information

			Did you know...
Materials on Early Childhood Development
The CDC’s “Learn the Signs. Act Early” program provides free resources and materials for pediatric
clinicians to distribute to patients or include in waiting areas, including milestone checklists, brochures, flyers and condition-specific fact sheets. These materials can be customized with your contact
information and are also available in Spanish. Copy and paste this address to your web browser for
these free resources:
http://www.cdc.gov/ncbddd/actearly/freematerials.html

Surveillance and Screening
The American Academy of Pediatrics (AAP) recommends that pediatricians conduct developmental
surveillance at every well-child visit and developmental screening using formal, validated tools at 9,
18, and 30 months or whenever a concern is expressed. The AAP policy statement and algorithm
(http://pediatrics.aappublications.org/content/118/1/405.full.pdf+html), developed by the AAP Council on Children with Disabilities, provide additional details related to this recommendation, including
available screening tools. The Centers for Disease Control also offers additional resources related to
screening and diagnosis (http://www.cdc.gov/ncbddd/autism/hcp-screening.html), including a sample
pediatric developmental screening flow chart.
http://www.cdc.gov/ncbddd/childdevelopment/documents/screening-chart.pdf
We suggest that you copy and paste the above links to your web browser to view.
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		First Code

Casey Mabry, MS3, Louisiana State University- Shreveport
The frantic cry

In the relentless pursuit of

Of the code pager
Screams out

a pulse!

As we soar to your room

You have a pulse!
Never in my life have I been so

A delicate flat line

Immensely grateful

Alerts us to the gravity

For a simple, gentle, rhythmic

Of your situation

Beat

A flurry of activity

A wave of joyous relief

Hums about your bed

Crashes over me

Tubes and bags

And leaves in its wake

Wrappers haphazardly cast aside

Shy tears

In the valiant effort to restore
Beat and breath

You are rushed to the ICU
Though I cannot imagine

My heart pounds in my chest

You receiving more intensive care

Resonating in my ears

Than you have in the last

As if it wishes to beat for both you and me

18 minutes

A child-like prayer pulses in my head
Joy and fear fill our conversations
God

What will happen to you?

Please help

What should we do next?
Then we receive word that

A throng of people
Your nurses, your doctors

You’re gone

People you have never met

You’re done

Eager to take their turn

Didn’t make it
Couldn’t take it
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continued on the next page...
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And for a moment
Our breaths catch in our throats
Our hearts hold their beats
As if in solidarity
With you

***************************************

			 SAVE THESE DATES

		

GRANTS AND AWARDS

Do you have an interesting research project? Have a great idea for your program?
NMPRA provides mulitple grants and awards, so think about applying!

Awards and Grants
Deadline: June 19th, 2015

Research Grants
Deadline: August 1, 2015

Information can be found at:
http://www.medpeds.org/residents/grants-and-awards

BRAND NEW AWARD THIS YEAR!
Medical Student Case Competition
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Member
Perspectives
We’ve asked members of the AAP Med-Peds Section to
provide us with topics about their hobbies or interesting
perspectives….I’m excited to introduce the first 2 articles by
Zoran and Francis. I hope you enjoy! We welcome others to
submit for future newsletters!
Tommy Cross
AAP Med-Peds Section Newsletter subeditor
Jtcrossjr1961@gmail.com

***************************************

Regional NMPRA Meetings

						MIDWEST
UIC will be hosting the regional conference with co-sponsers Rush and Loyola in Chicago, IL
					FOCUS: Global Health at Home
				

Saturday, April 18th, Chicago, IL

				 https://squareup.com/market/uic-medpeds

WEST COAST

					
		

UCSD will be hosting the Western Regional Med/Peds Meeting in San Diego, CA

				

FOCUS: Art and Humanism in Medicine

				

Saturday, May 2nd, 2015 , San Diego, CA

				http://ucsdmedpedswesternregional.vpweb.com
						
						

SOUTH

Greenville Health Systems will be hosting the Transitional Care Conference in Greenville, SC
			FOCUS: Bridging Pediatrics to Adult Care in Chronic Medical Illness
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Friday- Saturday, May 15-16, 2015, Greenville , SC
http://university.ghs.org/transitional-care-conference

photography revolving around life...
Francis Chan, MD, FAAP, FACP
Five years and counting…
The life of a physician can sometimes be crazy...likely more for some and less for others.
I wish I had more time…time to capture images and share them with others in this world.
In high school I shot a fair amount with film, capturing images family and friends as well as
for the typical school newspapers and yearbooks. After high school there came a couple
of lost decades in my life (as far as photography is concerned).
Not necessarily because I had a bunch of free time, but more because maybe I needed
yet another creative outlet, I started blogging. In the beginning, I was not sure if it was the
right thing to do, or even how long it would last, but now five years, over 700 posts, and
nearly 5,000 images later, it still serves a purpose.
An adage that I go by is that the best camera is the one that you have in your hand. I also
believe that it is important to know how to push the equipment you have to their limits to
capture what it is that you see.
With that I would like to share four images to give you a preview of what you may experience if you decide to frequent my blog. While only one of these pictures is a monochrome
(black and white) image, you can find many more on my blog. In the medical staff lounge
at Loma Linda University Health, I was honored to have on display 19 of my black and
white images for a period of four months.
This first image was taken when I was in Boston a couple of years back. When I travel, I
tend to travel light and on this trip only had my point-and-shoot. I often do not have significant amounts of free time and thoroughly enjoyed the public transportation system there
which allowed me to get around fairly quickly. I still have images from Boston that I have
not posted yet…

continued on the next page...
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With a family of six, traveling on trips and taking pictures are always a challenge. On
this road trip we had a short window of time (which happened to be after 9 PM) where
we had nearly clear skies and the opportunity to look at some stars with the kids. We
had our glow-in-the-dark constellation guides with everyone looking for the typical Big
and Little Dippers, Cassiopeia, and Orion among the many other constellations in the
vast sky. And in the middle of all that, I was able to capture this image of the Milky
Way…

One of the things in life we all need is food! I do not take a picture of everything I eat,
but if I find it interesting or aesthetically pleasing, it likely ends up on my blog. A fair
amount of baking happens in the house and while you will not be able to smell it, at
least you can see what the goodies looked like. These South American cookies are
called alfajores and are pretty time-intensive to be made by hand. That said, they are
probably made too frequently in the house, too easy to eat, and loaded with too many
calories…

continued on the next page...
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Life goes by too fast and traveling light usually means not carrying around a
tripod that just slows oneself down. There are times when a tripod is a must
and for this image I had one of those tiny ones that just fold up into your
pocket. This is the skyline of Philadelphia captured with my point-and-shoot
camera during one of the evenings when I had a little bit of free time. The
good part about taking a smaller camera is that the tripod is also smaller…

These images were not necessarily at the top of my list of favorites (believe me there
are too many to choose from), but offer a glimpse as to what you can expect to see on
my blog.
We all have many responsibilities and priorities and endeavor to juggle and balance
everything around us. For me, my family (that includes four girls), a busy personal life,
and a brisk professional schedule all do not allow a lot of time for travel and photography. So while sometimes I wish my life would revolve around photography, it simply
does not. If you like what you see and are interested in more, I encourage you to come
visit my (fairly active) blog “Photography revolving around life…not life around photography” found at: http://leftyphotoblog.blogspot.com/.

11

Our Infatuation with # 1
Zoran Naumovski, MD, Kingston, OH

My alma mater, THE Ohio State University, won
the National Championship and first ever college
football playoffs last month. My children (four boys
ages 7 -13) were permitted to stay up late that night
as WE BUCKEYES laid claim to the #1 ranking as
the final seconds ticked off the clock and the heavily
favored Ducks of Oregon stood there dumbfounded. My kids jumped up, hooted and hollered, and
chanted into the wee hours of morning…. “WE’RE
NO. 1! WE’RE NO. 1!”
As a three time graduate of THE Ohio State
University, I sat there, enjoying the moment, relishing my children’s excitement, and, yes, texting a
few bragging rights comments to family and friends.
Sweet victory it was, but I did not savor it as much as
I did in 2003 when WE BUCKEYES beat a heavily
favored Miami team to win the championship. For
days following the event, my children kept chanting
“WE’RE NO. 1!” Their excitement could make any
Mama and Papa proud. Proud I was. However,
that pride did not linger very long as I returned to
work a few days later. It wasn’t until last month’s
National Championship game that I reflected back
on my personal frustration with society’s love affair
with #1 rankings.
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In medicine, we are often reminded on highway
billboards, local and national television, and, of
course, the internet, of Hospital A’s #1 ranking in
certain specialties, Doctor Z’s #1 ranking in patient
satisfaction scores, or the nearest Emergency Department with the #1 ranking in ED wait times. I
missed that lecture in medical school where rankings were more important than A, B, or C (airway,
breathing, and circulation). Since when did we as a
society become so invested in rankings to the point
that nothing else matters in health care? People
are dying of Ebola in Africa, citizens and health care
workers alike. Unvaccinated children are contracting measles from an innocent trip to Disney Land.
And more and more drug-addicted babies are born
every day. Yet, I don’t see any highway billboards,
full-page magazine ads, or television commercials
touting our success rates at combating these issues at local, state, national, and/or international
levels.

I understand that Pay for Performance is here to
stay and that Patient Satisfaction is the motor that
drives that vehicle. I also understand that it directly
affects compensation to all those who care for patients. However, I also worry that it also leads to excessive prescription of narcotics, escalating healthcare costs as patients (or customers) choose from
an a la carte menu of diagnostic studies, and the
building of hospitals that rival 5 star hotels. I spent
many of my formative years working in the retail
sector funding my high school expenses, college
tuition, and part of my medical school costs. I was
a CUSTOMER SERVICE SPECIALIST at a local
retail establishment in Columbus, Ohio. I learned
then that NOT all customers are right. My mentors, administrators, and even company owners often taught us the ins and outs of customer service
and that they should NOT supplant our morals, our
ethics, and our values. What does the retail sector
know that the health care industry does not?
Every once in a while when I get disenchanted
and frustrated with the “retailiization” of medicine,
I hearken back to a conversation I once had with
the CEO of our hospital a few years back. I was
in the midst of rounding on a busy service when
I was approached by him, and he was curious
how I attended to the needs of the customers on
such a busy inpatient service. I paused for a moment and then replied, “They’re patients. They’re
not customers”. A little peeved by my response,
he commented back and stated the obvious -- that
without these customers in our hospital, neither of
us would have a job here. Acknowledging his observation, I agreed with him to a point, but I continued to argue that these people were patients and
not customers. Bullheaded men that we were, we
kept on respectfully disagreeing with each other to
the point we were drawing a small crowd before
us. Neither he nor I would give in to the other until
my last comment. He indirectly hinted that patient
satisfaction needs to be our top priority or the inevitable “or else” may come to fruition. It was at that
moment that I retaliated and said… “These patients
are not customers, they’re patients. They’re not

VIP’s, and they’re not derelicts. They’re patients.
When I graduated from medical school, I made
personal vow that I would treat each patient like I
would treat my own mother. And if that’s not good
enough here, then I should not be working here”.
He hasn’t approached me about that topic since.
In the grand scheme of health care, to whom do
we entrust the care of our loved ones and why?
Rather than #1 Rankings, we should focus on such
qualities and values and promote them. And, in return, we can save a fledgling health care industry
plenty of physician frustration, billions of dollars in
advertisement on National Rankings, and rescue a
system that teeters on the borders of personal ethics, morality, and loss of vision. In some small Ohio
town, a physician’s opinion, advice, and actions are
still, on occasion, appreciated in the care of his/her
PATIENTS. I hope the rest of the nation can focus
and return to what really matters in health care….
the patient, not the customer.
And for the record, my OSU Buckeyes are still #1!
znskimd@gmail.com
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Med Student Perpsective
Bedside Ethics
Sean Sanker, MS3
University of Florida College of Medicine
The circumstances under which Jane and I met were
less than ideal. That day, I had already seen a family
of maggots making a happy living in someone’s foot
and been chastised by my attending for failing to recognize the imprecision of my visual acuity in assessing a patient’s ascites- how else could I do so without
a measuring tape in my pocket and daily charts of
his abdominal circumference? So, when I entered
the emergency department and was nearly tackled
by all its commuters and residents, I was ill equipped
to handle the blade that was her tongue. Jane was a
thin elderly woman with a long neck and subtle overbite. Her half-moon readers complemented her upright posture, which commanded an air of prudence
and authority from her stretcher. As I conducted my
history and physical exam, Jane’s responses were
terse. She was clearly one with a scarcity of words
and seemed to pride herself on the brevity and clarity of her diction. If her responses to my questions
hadn’t been so punctuated and sharp like daggers,
then perhaps I would have appreciated her purist approach to language. So, while ordinarily I take great
pleasure in chatting with patients, I could not have
been happier to don my measuring tape and record
her edematous ankle circumference as a barrier to
further conversation.
Not much longer, as if some greater force had measured my own angst, transport arrived to escort Jane
to her room on the floor. As she was leaving, her
daughter, who had been sitting very deferentially at
her bedside, perhaps even scared to speak, quietly
apologized for her mother’s demeanor in light of “everything that had happened in the last few months”.
I was no stranger to being left in the dark, as most
medical students are, and easily assumed that Jane
had been in poor health and that her daughter’s

reference merely emphasized the gradual worsening
of her mother’s condition. Once again, I was in no
way prepared for the blow to come, and so, when
she told me that her stepfather, Jane’s husband, had
recently taken his own life, I was floored. The wind
was knocked out of me, and for some inexplicable
reason, suddenly I felt guilty for not magically already
knowing this, as if I ought to have shown more compassion, though I’m unsure that I would have acted
any differently. At that point, I immediately began to
consider the void left in Jane’s life and the manifestations of her grief. As the length of Jane’s hospital
stay progressed, I became privy to her background
in academia, her recent fascination with the lyrical
styles of W.B. Yeats and his “Fiddler of Dooney”, and
the intimate details of her husband John’s suicide,
the note that he left, and the isolation and loneliness
that plagued his life as he expressed in his note.
Throughout our time together, though I came to enjoy
Jane’s company, I found my mind wandering back to
the ailments that afflicted John, as if he too had somehow become my patient; the botanist, who I imagine,
possessed a deep appreciation for the abstractions
of academia and the subtle beauty of nature’s flora.
On the one hand, I suspect, or perhaps hope, that he
was very grounded to have studied such an earthly
discipline, yet on the other hand, my own fascination with philosophy leads me to believe that anyone studying something as organic as plant biology
would maintain a certain air of free-spiritedness. In
the same way that I was often criticized for studying
something so non-pragmatic as ethics or philosophy,
but reveled in every moment of it, I can only wish that
John too, derived comfort and joy out of his own profound passion for botany.

continued on the next page...
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And so, there I was, attempting to relieve my patient of her own grief and loss, but also finding
myself grieving the length and breadth of John’s
loneliness and social exclusion, and in many
ways, wishing that I had the opportunity to speak
with him, to engage him, and to learn from him.
John’s death, the magnitude of his emotional torment, and the suffering that his death has inflicted upon Jane brings to light for me many salient
points within the philosophy of suicide that will
continue to shape my views on the moral permissibility of self-harm and will surely affect the care
I offer to suicidal patients and their loved ones in
the future. It has reinforced in me the need for
strong patient-physician rapport that is grounded
in mutual trust and honesty. As someone dedicated to primary care, John’s story compels me to
inquire about the ways in which his doctors could
have intervened to prevent this outcome and
what signs and signals, if any, eluded their history and physical exam. I wonder if I too will succumb to physician burnout, financial pressures,
indifference, apathy, and any other reason that
results in my failing to recognize a subtle change
in a patient’s mood, affect, or behavior. For now,
I can only hope that the humanism I vowed to
uphold in medicine will continue to remind me of
my therapeutic obligations and the compassion
so pivotal to patient care.
“I have the right to grieve the way I so desire…as
did my late husband the right to end his life,” said
Jane one evening. Suddenly, she was not only
a literary scholar, but also a voice of contemporary liberalism, the school of moral theory rooted
in the ethics of rights. That night, I contemplated
the notion of positive freedom; a freedom to do,
or to act, so long as one’s right to act does not
entail the harm of another. Through this lens,
John certainly had the right to end his life and
ought to be free to do so, barring the arguable
emotional harm he’s done to his family.

The thought squares nicely with classical liberalism, which upholds that freedom presupposes free
will and our capacity to make choices, and so, it
appears that liberalism suggests the moral permissibility of suicide.
As healthcare professionals, it’s imperative that we
reflect on the moral code to which we ascribe. Perhaps even more importantly, how one’s personal
moral integrity overlaps or conflicts with a therapeutic obligation warrants reflection and introspection. A rights based argument in favor of suicide
seems consistent with our profession’s obligation
to endorse and uphold patient autonomy. However, one’s personal view of his right to die should not
be conflated with a physician’s alleged obligation
to promote or act upon such a right. This distinction
is nontrivial. And so, while I may agree with John’s
ability to rightfully decide if he wishes to end his
life, this does not logically entail that I assist in that
process or furthermore, that it is my therapeutic
obligation to do so.
As Jane and I became more candid in our discussions, she questioned why anyone would intentionally prevent himself from making any further
choices in life through an act of suicide. Naturally,
it seems counter intuitive that we would do anything to limit our thoughts, our will, and our ability
to reason. It was by this principle that John Stuart
Mill argued against the act of selling oneself into
slavery, which impeded one’s ability to choose for
oneself. By the same reasoning, suicide, as the
ultimate end to one’s will, is equally impermissible.
Unbeknownst to Jane, she had left me pondering
a rather interesting paradox of liberalism, a view
that both morally permits and prohibits suicide.
While her argument is a valid one, I have yet to
decide if it is truly contrary to reason to wish to end
our will, and if the act entails something actually
morally wrong. Suffice it to say that both Jane and
John have presented me with dilemmas and arguments that are central to medicine and ethics.
While I struggle to build my own moral compass

continued on the next page...
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that will guide my practice of medicine, I hope that my classmates and colleagues challenge themselves by confronting such issues. It is the cruelty of reality, and irony of
ironies that while John suffered from a life of solitude and exclusion leading to his suicide, I wish he could have known that his story will forever be included in the memories
of experiences that have truly touched me and will accompany me throughout my own
lifetime. If only my measuring tape clearly delineated the length of Jane’s grief, the end
of John’s torment, and the fine line separating right from wrong, perhaps we might all
be so inclined to carry it in our white coats.

				 Save the Date
		

The ACP Annual Meeting

			
			

April 30 - May 2, 2015
Boston Convention Center, Boston, MA
Section of Med-Peds Edcuational Project

		

Thursday, April 30, 2015

2:15 PM - 3:45 PM

					 Meet the Professor
				
		

Vaccines for the Busy Internist:

Updates and Pearls from the Med-Peds World

		1. Discuss and review updates in vaccination recommendations
		

2. Discuss recent changes in vaccine-related diseases

		

3. Identify gaps in clinical practice with regard to vaccine use
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Speaker: Michael Donnelly, MD, FACP, FAAP

Resident
Perspective
Bedside Rounding:
A Med-Peds Perspective
Amanda Freed, MD, PGY2, Yale University
Medicine is a foreign language. Much of what we learn in medical
school is not science but a new language—new vocabulary, a new
way of speaking and a new way of writing. Sure, it may be English,
but to most English speakers it is gibberish. We’ve all invested a
large sum of money and a good chunk of time to learn this language.
Our attendings have been speaking this language for decades. So
how do we reconcile this with bedside rounding? Do we go in the
room and speak our foreign language in front of the patient and family with no regard to whether or not they understand it? That doesn’t
seem in-line with the purpose of bedside rounds. Do we struggle to
translate what we plan to say back into intelligible English? For new
medical students and interns who are still working on their presentation skills, that can be an added burden. At my institution, and at
many institutions across the country, bedside rounding is routine in
the Pediatrics Department but is a new initiative starting in the Internal Medicine Department. In my experience, the Internal Medicine
residents and faculty been reluctant to make the transition.
As a Med-Peds resident, I struggled with bedside rounding at first.
As an intern I started with three months of medicine, and I became
accustomed to presenting the patient in the hallway, then going
into the patient’s room to explain the plan and answer questions.
It became a habit. Then I switched to pediatrics, where we bedside
round on every single patient. I struggled my first month. “Dyspnea”
tumbled from my mouth out of habit instead of “difficulty breathing”
—something parents can understand. I stumbled over my words
a lot in the beginning but in time it became easier. The attendings
reassured me that they would know I meant the BMP was normal
when I said that the levels of salts and sugar in the blood were normal. They also reminded me that it is the same number of syllables
if I say the patient “drank well” or “PO’d well.” It felt like I was learning yet another new language- the language of bedside roundingsomewhere in between English and Medicine.
continued on the next page...
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Bedside rounding is no doubt difficult. We have to find a way to
communicate the information that our attending needs to know
but in a way that our patient understands so that they are also
involved. I think that the more difficult part for our internal medicine colleagues is just breaking the habit. We have to bedside
round on every patient every day until it becomes the new normal. Will there be exceptions along the way? Of course. But every time we make an exception, every time we say, “This patient
is not a good candidate” or “This case is too complicated,” we
make it that much harder to develop our new bedside rounding
habit on Internal Medicine. As the Nike saying goes, “Just Do It.”

Educating the World...One Click at a Time!
Laura Bishop, MD, PGY4, University of Louisville
I hit play on my phone, pull out of the driveway and settle in for a multi-tasking drive to work
as I listen to last week’s Internal Medicine didactic lecture on anemia. Twenty-five minutes
later I pulled into the parking garage frustrated and fed up after my Tegrity app crashed two
times and buffered for over half of my drive!
Our residents’ dissatisfaction with our current lecture capture system is what prompted a
group of Internal Medicine and Med-Peds residents at University of Louisville to develop
Louisville Lectures. With demands on residents increasing, it is harder to consistently attend lectures and the ability to revisit or make-up for missed lectures is key to ensuring a
comprehensive residency curriculum. This is even more the case for Med-Peds residents
since we only have half the time spent on the Medicine side.
Louisville Lectures was initially established as a YouTube channel, Internal Medicine Lecture Series. We decided to not limit viewing to just our residents, as we have world-class
faculty and wanted to share them with the world. This public launch was such a success
that we had 480 subscribers after four months and grew to 1,200 subscribers and over
20,000 views of 42 lectures at seven months.
The success of this endeavor led us to fill a vacancy that was apparent in the world of
FOAM (Free Open-Access Medical Education). Emergency medicine tends to have the
corner on the FOAM world, with no Internal Medicine based website, blog or podcast. Our
goal is to provide a full complement of Internal Medicine internet-based educational services. We rolled out the LouisvilleLectures.org website in March 2014 to present lectures
and a blog to address cases, analyze images, and discuss topics in medicine. We also
went live with a video podcast version of our lectures (RSS feed and iTunes). Please take
a look and let us know any way we can make your learning experience better. Now I can
step into my car, press play on my podcast and immediately start learning. My next goal is
tackling pediatrics in a similar fashion!

18

			There’s no “I” in Med-Peds
Brandon Allport, MD, PGY3, The University of Miami/Jackson Memorial Hospital

I have always been a fan of a little
small group competition. I had a
severe Gryffindor phase in childhood, I delighted in my university’s
residential college system (go Will
Rice!), and I happily joined the very
exclusive secret society called medpeds. So I was ecstatic when my
program’s leadership announced
the team initiative.
Our twenty residents are now divided into five teams, each with four
members, one per class. The purpose of the team system is to foster
leadership, mentorship, scholarship,
and professionalism in the manner
of a friendly competition. Various
achievements, such as unsolicited
praise from a patient or attending or
publishing a peer-reviewed article,
have been designated a certain
number of points. At the end of the
year, the points are totaled, and a
Coco Cup winner is declared. (Unfortunately for you, I am sworn to
secrecy regarding the origin of the
Coco Cup title.) We are not the first
program to institute such an initiative, but I think we’ve done it well.

The University of Miami, sadly, is not
Hogwarts. But if it were, our house depictions might look something like this.
(Luckily, we are lacking a Slytherin.)
* The Jackson Juggernauts: Smart,
efficient, and a little competitive, the
Juggernauts are skilled resident machines. They know how to navigate
the system and get things done.
* Eye of the Drager (that’s dragon +
tiger): Drager may be a misnomer,
as this group is the kindest and most
thoughtful. These gentle giants are
diligent and thorough in their work and
extremely dedicated to patient care.
* Asterixis: Our dreamers and innovators. These are big-picture people
who see things they want to change in
the program and love coming up with
ideas on how to do it.
* Fuego: The fun group. They make it
to every social event and have severe
FOMO (Fear of Missing Out) if they
don’t. Also the most involved in extracurriculars and community service.
They want it all.
* NiNNJA (an acronym of the founding
members’ names): The father-figures
and mother hens of the program. A
grounded, sensible, and leader-like
group, the ones you look to for advice
and guidance.

continued on the next page...
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I have no data on the efficacy of the
initiative aside from anecdotal evidence and my own expert opinion, but
I believe the team system has already
enhanced our resident experience
and has far-reaching potential for further promotion of career development,
education, and camaraderie.
* Leadership: Residents are recognized and rewarded for pursuing local,
regional, and national leadership positions. I do believe that the team system has led to more resident interest
in leadership roles in such organizations as NMPRA, the Committee of Interns and Residents, and the National
Hispanic Residents Association.
* Mentorship: Increased inter-class interactions have deepened the role of
peer mentorship within the residency
program. Advice on rotations and careers is shared year-round, not just
at Switch Party. The system has also
encouraged us to strengthen our relationship with the medical school’s
med-peds interest group.
* Scholarship: The number of scholarly projects undertaken by our residents has measurably increased in
recent years. This may be a function
of our particularly awesome cohort of
trainees, but I would like to think that
the team system has also contributed
a bit. Publications and grants are our
big point earners (50 points each!) so
they are highly coveted.
* Professionalism: The more mundane
items, such as rewards for logging
duty hours and academic conference
attendance, are housed here. These
points are easy to earn but easy to
lose, and are thus surprisingly valuable.
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As a member of Fuego, it is abundantly clear to me that we need a new
category – fellowship – which rewards
team attendance and performance at
social events. Points will be allotted for
winning at the local trivia night, demonstrating athletic prowess at the annual med-peds field day, and hanging
out on the beach together as a group
(a group selfie must be submitted as
evidence, of course).
The system also has potential application in ambulatory education as more
and more internal medicine residency
programs switch to an X+Y scheduling
system, in which a unified cohort of
residents works exclusively in the ambulatory setting together on a regular
schedule. We have already instituted
a group continuity policy so that patients are seen and clinic paperwork
is filled out by a fellow team member
if the patient’s primary resident is unavailable in clinic.
In short, the team system is a fun and
valuable way to improve the resident
experience. It must be effective, because it’s the reason I wrote this article. Go Fuego! 50 points.

Case Report
Idiopathic Thrombocytopenic Purpura in the Pediatric Patient
Jessica Calandra, MS3, Philadelphia College of Osteopathic Medicine
Introduction
Immune thrombocytopenia (ITP), formerly known as idiopathic thrombocytopenic purpura,
in children is typically an isolated event of thrombocytopenia defined as platelet count
<100,000/uL with white blood cell count and hemoglobin levels in the normal range. While
sometimes brought on by immune factors or viral infections, most cases are of unknown
etiology and fall into the category of primary ITP. Secondary ITP can be brought on by
medications, or have association in diseases such as systemic lupus erythematosus, hepatitis C, HIV, or common variable immunodeficiency (1).
ITP is known to be one of the most common causes of symptomatic thrombocytopenia in
the pediatric population with an annual incidence of anywhere from 1 to 6.4 cases, as identified in hospital, for every 100,000 children (2). While ITP can present at any age, there
is a bimodal distribution of peak incidences at 2-5 years and adolescence, respectively.
There is a tendency for ITP to increase in incidence during spring and early summer with
emergence of viruses. In childhood, ITP tends to be more common in males and then it
becomes more common in females in early adulthood (3,4).
ITP commonly resolves on its own within 3 months of onset, but occasionally children can
go on to develop persistent ITP. This is a combination of thrombocytopenia and symptoms
(typically bleeding) that last between 3 and 12 months after the onset of disease (5). According to the Intercontinental Childhood ITP Study Group registry, serious hemorrhage,
such as intracranial hemorrhage, profuse epistaxis, or gastrointestinal bleeding, occurs in
about 2.9% of pediatric patients. The majority of these patients (86%) had platelet counts
below 20,000/uL, and all of them required blood transfusions and/or hospitalization (6).
Case Report: 17-year-old girl in ED
A 17-year-old African American female presented to the Emergency Department with 1
day history of petechiae she described as “blood clots in the mouth,” “small, dark patches
on the inside of the cheeks” and bruising on upper and lower extremities. She did have a
headache but it was similar to her past headaches and was self-limited. She had no recent
illnesses and denied changes in weight, night sweats, fever, fatigue, neurological deficits
or trauma.
Her past medical history is positive for being a silent carier of alpha thalassemia trait but
has never been hospitalized for any illnesses and was always healthy. Her immunizations
were up to date. Her medications included Implanon (etonogestrel contraceptive implant)
which she had implanted for the past year. Complete review of systems was otherwise
negative.
On physical exam, the patient had a temperature of 37.4ºC, BP 122/73 mmHg, pulse 80
continued on the next page...
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bpm, 20 respirations/min, and oxygen saturation of 98% on room air. She was alert, well
developed and in no acute distress. Positive findings included petechiae in buccal mucosa
and tongue, multiple petechiae and purpura on legs and arms, and few petechiae on left
side of neck. Differential diagnosis at that time included ITP, myelodysplastic syndromes,
infection, medication reaction, and malignancy.
Complete blood count revealed a platelet count of 1,000/uL, hemoglobin of 10.8 and mean
corpuscular volume of 79.6, within the normocytic range of 78.0-102.0. Reticulocyte count
and coagulation studies were within normal limits. Peripheral blood smear showed no
schistocytes or blasts. Direct Coombs test was positive. She was discharged a few hours
later and was to follow with hematology as an outpatient within a week.
Three weeks later, she was admitted to the Hematology Inpatient Service for heavy menstrual bleeding and recurrence of the diffuse petechiae and bruising. At this time she was
still anemic with hemoglobin at 10.7, which was still normocytic. Her platelet count was
higher at 24,000/uL but still low. Peripheral blood smear showed hypochromic red blood
cells with some pencil and target cells but no schistocytes or spherocytes. The platelets
and white blood cells were normal in morphology but decreased in number. Hematology
then treated her with IV immunoglobulin 1g/kg and drew iron studies which were normal.
Since her original ED visit almost a month prior, she unintentionally lost 10 pounds, so hematology tested her for HIV but it was negative. Finally, an anti-dsDNA antibody test was
performed and was also negative.
On follow-up in the outpatient pediatrics clinic 2.5 months later, it was discovered that the
patient was recovering from her thrombocytopenia successfully, but was still experiencing profuse breakthrough vaginal bleeding while still on Implanon. She stated that she
sometimes had vaginal bleeds lasting up to two months without cessation. At that visit, it
was decided to switch her contraceptive method to a combination estrogen-progesterone
option, armed with the new knowledge that the patient has a history of ITP and should not
be taking a medication that could also cause her to bleed, as significant evidence shows
that Implanon is associated with unpredictable bleeding patterns varying from amenorrhea
to prolonged bleeding (7).
Discussion
The diagnosis of ITP is relatively simple if the child generally appears healthy, presenting
with classic acute onset of bruising and/or bleeding, and the only outstanding laboratory
finding is thrombocytopenia. When other signs, symptoms, or hematologic abnormalities
are found, multiple other diagnoses must be excluded. Results of the initial evaluation will
help the clinician decide whether or not further diagnoses must be pursued. A detailed
hematologic workup is warranted, not only including the complete blood count with reticulocyte count, but also white blood cell count differential, red blood cell indices, and direct
Coombs test (8).
As stated previously, ITP is diagnosed by thrombocytopenia quantified at a platelet count of
less than 100,000/uL, with the remainder of the complete blood count within normal limits.
There also must not be any abnormal cells on the peripheral blood smear. If the patient’s
laboratory studies meet these requirements, then a trial of intravenous immunoglobulin or
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anti-D immunoglobulin can be used to confirm the diagnosis. The direct
Coombs test must be negative before anti-D immunoglobulin is given to
make sure the patient does not develop hemolysis due to the anti-D treatment. As long as a transient response to treatment is achieved, one can
be sure that ITP is the cause of the thrombocytopenia (1).
If the patient shows splenomegaly, lymphadenopathy, or reports history
of arthralgia, weight loss, anorexia, fever, bone pain, extensive history of
atypical bleeding or a systemic disease possibly contributing to the bleeding, other diagnoses must be explored (9). Bone marrow biopsy is warranted for those showing lymphadenopathy, splenomegaly, bone/joint
pain, leukocytosis, atypical lymphocytes, weight loss, or significant anemia
in order to rule out malignancies.
Hemolysis shown on peripheral blood smear should be followed by the
direct Coombs test to rule out autoimmune hemolytic anemias. For example, a hemolytic anemia with diarrhea and/or gastroenteritis needs to
be followed by renal function studies to determine whether or not hemolytic uremic syndrome is the cause. In a young infant, congenital causes
of thrombotic thrombocytopenic purpura need to be addressed, such as
the ADAMTS13 deficiency. In adolescents, these and acquired causes of
TTP should be ruled out as well. If the patient presents with bleeding in
amounts more than appropriate for the platelet level, coagulation studies
such as prothrombin time, activated partial thromboplastin time, D-dimer
and fibrinogen should be explored to rule out disseminated intravascular
coagulation and Von Willebrand disease 2B (8,9).
If the patient has history of recurrent infection, or shows signs pointing to
systemic disease, one should consider the diagnoses of systemic lupus
erythematosus and other rheumatologic ailments, hepatitis C, cytomegalovirus, HIV, malaria, and the immune deficiencies such as common variable
immunodeficiency, DiGeorge syndrome, and Wiskott Aldrich syndrome
(8). Although the etiology of ITP is associated with immune response to
platelets, it is not recommended to perform tests for antibodies to platelet
glycoproteins, as these tests are not specific enough to determine whether
or not the cause of the thrombocytopenia is ITP (10).
Finally, one must consider drug-induced thrombocytopenia. Although an
uncommon cause of thrombocytopenia in children, medications such as
heparin, phenytoin, quinidine, sulfonamides, valproate, and vancomycin
are often associated with this ailment. Occasionally the measles-mumpsrubella vaccine has been associated with inducing an ITP-like syndrome
in children (11). The history is especially important in this case; in young
children, any of these drugs available in the home could have been ingested accidentally. It is less likely that adolescents would ingest these
medications by accident but in a population with high incidence of suicide attempts, the ingestion could even be intentional. Recent ingestion of
these types of drugs before onset of thrombocytopenia, or the resolving of
the thrombocytopenia upon discontinuation of the drug, could point to this
diagnosis (12).
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Conclusion
The patient presented in this report physically seemed to have the classic diagnosis of ITP, but her laboratory studies did not bring forth a straightforward
diagnosis of ITP. Reasons for the patient’s neutropenia, normocytic anemia
and positive direct Coombs test are still being explored and the patient is following closely with hematology. The heavy bleeding she reported during and
between menses could have pointed to an iron deficiency anemia, but her iron
studies were normal. Hopefully with discontinuation of Implanon her excessive vaginal bleeding will decrease. Above all, this case shows how ITP is
very much a diagnosis of exclusion, and does not always present in the most
obvious way.
NB: References are on the last page [25]
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