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President’s Comment
Roxanne Tyroch, MD, FACP

President, El Paso County Medical Society

PRESIDENT COMMENT

E.P.C.M.S.
I wish to thank you for being a member of the El Paso County
Medical Society and the Texas Medical Association. If you are
a member of the American Medical Association, I thank you for
that. If you are a member of the TEXPAC or AMPAC-thank you!
Your membership makes a difference. All members are encouraged to get the most out of their dues-please join us at the monthly
meetings 5:30 pm second Tuesdays on Montana and get to know
current board members and involved membership. Even if this is
not possible, please email, fax or phone in with your concerns and
opinions so that our delegation may represent you properly. That
information is listed on our website www.epcms.com
Some of you may have attended the memorial for the victims of
the Walmart event held 8/14/2019 at the baseball stadium (see
photos). Governor Abbott has developed a Domestic Terrorism
task force to deal with hate based extremist groups. The ceremony was spiritually moving, featuring civic leaders from both sides
of the US-Mexico border and various religious leaders.
More than ever before, gun violence is being categorized as a
public health issue. I really need opinions from the membership
on this because the organizations listed above are developing legislative position statements and task forces. Of course, the issue at hand is how to balance preserving our constitutional right
to bear arms with protecting people from hate crimes committed
with firearms. Organized Medicine is involved in this issue at a
legislative level.

unrealistic expectations of physicians with regards to the implementation of the Prescription Monitoring Program (PMP) next
month? They are always protecting you and me from such intrusions with varied success rates. We have been invited to present
a recap of Legislative initiatives at Sierra Hospital on 11/16/2019
in conjunction with their Physician Forums. Members and potential members are welcome.
I truly believe that if you can familiarize yourself with the resources available to you through your El Paso County Medical
Society, American Medical Association and Texas Medical Association, you will become much more resilient to the forces that
overwhelm the practicing physician.

Roxanne Tyroch, MD, FACP,
President, El Paso County Medical Society

The Border Health Conference was held in Laredo August 22.
Thank you to those members who attended. There are several
political seats open that TEXPAC wants to fill with physician
members (Texas House of Representatives, ect.). Members who
are so inclined to devote themselves to public service are being
recruited and vetted. The TMA Fall Conference will be held
near Austin in September 13-14. Let us know if you want to be
nominated for any TMA committees so that we will be prepared.
The AMA meets in San Diego in October. Does your hospital
have an OMSS (Organized Medical Staff Section) representative
to the AMA?
Finally, we seek diversity in our membership. We do operate in
separate organizations but we can come together to advocate for
our common needs much more effectively at TMA than from our
individual silos. Did you know that the TMA helped to avoid
2
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There is no “refresh” button in life.
Working beyond capacity seems to be the standard in health care. We get you, and we
work hard to find new ways to support you. We understand that treating patients and
providing excellent care is your priority. Contact us today to learn more about what
TMLT can do for you at www.tmlt.org or 800-580-8658.

PARTNERSHIP FOR A NEW ERA OF MEDICINE.

EC

Editorial Comment
Alison L. Days, MD

Editor
El Paso Physician, EPCMS

EDITORIAL COMMENT

E.P.C.M.S.

“When we meet real tragedy in life, we can react in two ways either by losing hope and falling into self-destructive habits, or
by using the challenge to find our inner strength. Thanks to the
teachings of Buddha, I have been able to take this second way.”
----Dalai Lama
“The greatness of a community is most accurately measured by
the compassionate actions of its members.” ----Coretta Scott
King
On August 3, 2019 El Paso experienced a horrible tragedy. As a
result, there may be feelings of sadness, fear and insecurity for
El Pasoans in the weeks that follow. We, as physicians, should be
aware of that in our patients and in ourselves. This uncertainty is
familiar to me---I was living in New York City on September 11,
2001 and I remember clearly the horror, fear and confusion that
followed the terrible events of that day. I remember being a pediatric resident on my ER rotation. The Emergency Departments in
NY had physicians ready and waiting for the thousands of injured
we assumed would need medical care. However, in that case,
those injured never appeared. The ERs saw people with smoke
inhalation, burns, dehydration and musculoskeletal injuries from
running miles, sometimes without shoes. Blood donations from
thousands of people in the hours to days afterwards were not used
since the vast majority of victims died instantly. Doctors were
not immediately needed in the ways we expected we would be.

I have lived in two cities, two large communities, in my life that
have been affected by unspeakably violent events mediated by
hate. In both cases, I also saw these communities organize after
the tragedy to help and heal as one. In the aftermath of these
events, the only way to truly recover is to do as both NYC and El
Paso have done—fight back with love, compassion and charity.
As both physicians and citizens, we should have a motivation to
rebuild what was lost and a duty to make sure that such a tragedy
never happens again.

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

In El Paso, things were different. There were deaths, of course,
but living, injured victims as well. El Paso Emergency Departments were ready and waiting to help. And help they did—UMC,
El Paso Children’s Hospital and Del Sol Medical Center received
victims and the physicians there worked tirelessly to stabilize and
treat these people. In addition, our Department of Public Health
was mobilized to help families locate their loved ones and coordinate the media onslaught within hours of the tragedy. Please
read three of the local physician and administrative responses in
this issue.
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Medical Community response to crisis

MEDICAL COMMUNITY

E.P.C.M.S.
A Physician’s Reflections on August 3rd
We all remember where we were when the news or call arrived:
“ACTIVE SHOOTER MASS CASUALTIES”. Most of our first
thoughts were, “this has to be a drill!” Next came the messages, “you are needed at the hospital’ and “find a way to get there
safely.”
For those already at the hospital, the sudden realization that multiple traumas were inbound meant resources had to be mobilized
as the police department brought in the first victim. This was
quickly followed by additional EMS ambulances. Changing information from the scene created uncertainty as to the volume to
expect.
As the critically wounded patients arrived through the double
sliding doors of the Scherr Legate Trauma Center at UMC, they
were placed one-by-one in Trauma Bays with practiced efficiency. Through the triage process of the trauma surgeons and orthopedists, the focus became stop the bleeding, as patients were
moved to the awaiting designated trauma operating room.
An influx of health care providers lined the hallways ready to
help in any way they could. Some had been called in; others came
of their own intuition. Quickly four operating rooms were busy
with multiple specialties operating on the same patient. Stabilize,
stop the bleeding and prepare for the next victim. Many would
need further surgeries in the coming days and weeks, to allow
for more definitive repair after the trauma. Coordination of care
from all facets of the hospital worked to flow the new arrivals to
their proper treatment areas. Environmental Services brought in
extra hands to keep the trauma rooms and OR’s clean for the next
patient. To the untrained eye, it appeared to be chaos. However,
careful observation, coordination and professional skill were applied to emergent life and death situations. New critical patients
stopped arriving but resources were assured for a possible new
wave of victims.
By 3 o’clock, one patient was still in surgery and the Hospital
Incident Command Center teamed with surgeons, residents and
hospital leaders from all departments, arriving to validate the alphabetized trauma code names (such as “arroyo”) with the patient’s injury and name. Information was vital for the family’s
trying to find their loved ones and to which hospital they had been
Volume 42 Number 3 

Sept 2019

transported. We worked closely with Del Sol to resolve the logistical questions families had. Of the 14 patients that came through
those double doors, to include two children, 13 made it to their
respective units for continued care.
We are blessed in El Paso to have such an excellent medical professional community that was resilient and capable enough to
take on this tragedy. Other hospitals in town were quick to offer
their assistance with offers of blood products, surgeons and beds
as needed. The El Paso health care community rallied around
the need to support the victims of this tragedy and demonstrated
the unique loyalty we have for our city. Everyone has a different
perspective on that day but there is a common sense of loss and
difficulty dealing with the aftermath of emotions that this shooting
has caused. This is not only for the victims, the health care providers, the families but each person in El Paso as we move forward to
make sense of this unprovoked violence.
The thirteen survivors had their stories to tell with details of
strangers helping strangers escape, or risking their lives to save
a critically wounded victim and mothers trying to find or protect
their children in the chaos of the moment. Recognizing in the end
the profound loss of 22 people. These stories are a part of the
hospital environment and affect us all. Hospitals are not immune
to the emotional toll that August 3 brought our community. Like
many in our city, we may need the counseling to process the violence that was experienced both first- and second hand.
The El Paso medical community continues to care for those who
need health care in our city and nurture the spirit of healing both
physical and mental. Each experience is unique but unified by the
tales of courage and extraordinary actions from that fateful Saturday. My personal experience will forever change my perspective
on how we are inspired by the good in individuals and the pride of
living in the El Paso community. The strength of El Paso moves
forward as El Paso Strong.
Joel Hendryx, DO, Chief Medical Officer, UMC
In response to the Walmart mass shooting on August 3, 2019, the
City of El Paso Department of Public Health (DPH) was asked
by the FBI to activate a Family Reunification Center (FRC) at
MacArthur Elementary School. The goal of the FRC is to, first,
Continued on page 6
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reunite families that were split up as a result of the chaos associated with this type of event and, second, provide a center of family notification of the hospitalized and the deceased.
Upon activation, the DPH facilitated the coordination amount
agencies including Law Enforcement, American Red Cross,
Medical Examiner, Mental Health, pastors/priests, Salvation
Army, and Victim Services. The DPH provided operational and
family briefings during the 72 hour ongoing operation. The DPH
command structure provided food, support and even overnight
shelter for families. Lastly, the DPH handled inquiries and visits
by media, elected officials, spontaneous volunteers and received
unexpected donations to ensure the integrity and dignity of the
victims and their families while maintaining FRC situational
awareness with representatives of City leadership.
While this response was a difficult challenge due to the unimaginable damage to our community and especially to the families of
the victims, the FRC team maintained composure and professionalism while successfully reuniting families and providing death
notifications to the victims’ next-of-kin who were onsite.

Initial notification of the Active Shooter incident was communicated through the BorderRAC internet-based communications
system with hospitals and some physicians, including the Trauma
Medical Directors. The initial alert was simply that an incident
was occurring. As more information was known, BorderRAC
posted the impending transport of numbers of Level 1 trauma patients to University Medical Center and Del Sol Medical Center.
Leading the Regional Medical Operations within the Emergency
Operations Center (EOC), BorderRAC coordinated with hospitals
to conduct patient tracking and served as the medical point of
contact for all agencies within the EOC.
During the activation, BorderRAC coordinated activities with
local hospitals, Vitalant Blood Services, Emergence Health Network, 2-1-1, the El Paso Office of the Medical Examiner, the Texas Department of State Health Services and the Texas Department
of Emergency Management.
Wanda Helgesen, MSN, RN, Excecutive Director,
BorderRAC

Robert Resendes, Director, City of El Paso Public Health

6

El Paso Physician

Volume 42 Number 3



Sept 2019

CR

A Rare Instance of a Benign Ovarian Cystic
Teratoma with Multiple Teeth
Cory L Albrechtsen OMS-III
M. Traci Groening-Wang DO,
Darwana Ratleff MD
Brianna Wellington MD

CASE REPORT

E.P.C.M.S.
Abstract
Benign ovarian cystic teratoma , or dermoid cysts, are common ovarian tumors with elements of ectoderm, mesoderm and
endoderm. Most are asymptomatic and discovered incidentally
on imaging. About 16% present in acute pain with ovarian torsion. In this case, woman who presented with lower abdominal
pain. A benign cystic teratoma was removed from her enlarged
right ovary. It contained a mass of hair, sebaceous fluid, cartilage,
bone, marrow, muscle and nine teeth. Dermoid cysts with multiple teeth are rare.
Background Information
Benign ovarian cystic teratoma, or dermoid cysts, are one of the
most common ovarian tumors. They contain elements of ectoderm, mesoderm and endoderm. Some contain sebaceous fluid,
epithelium, hair, cartilage, and even teeth. These elements spring
from a focus of replication called a “Rokitansky tubercle.” The
term teratoma was coined by Virchow from the Greek word teraton, “monster.” (1)
Ovarian teratoma are usually diagnosed incidentally on pelvic
imaging, or during workup of females presenting with abdominopelvic pain. Cystic ovarian masses are a frequent cause of ovarian torsion, can present as a pseudo-appendicitis, notably because
ovarian teratoma have a propensity to form in the right ovary. (2)
Although far less common than appendicitis, benign cystic teratoma can present without a palpable mass, and should be considered
when females present with lower abdominopelvic pain.

Laparoscopy revealed that the cystic mass had displaced the enlarged right ovary towards the left side and laparoscopic ovarian cystectomy was performed on the right ovary with sparing of
ovarian parenchyma and cystic capsule rupture upon dissection.
An endoscopic retrieval bag was used to recover the cystic contents. The right ovary was torsed upon entry into the pelvis but
regained its color upon reversal of the torsion. (Figure 2)
Pathology report revealed a thin-walled cyst filled with a large
mass of hair, bone-like elements and yellow sebaceous material.
The largest soft tissue fragment (Rokitansky protuberance) measured 6.5 x 3.8 x 3.2 cm and contained a polypoid fragment of
pink-tan epithelium with underlying yellow adipose and portions
of partially calcified hemorrhagic soft tissue suggestive of bone
formation with cartilage. A total of 9 teeth were identified with
one canine, multiple molars and others with non-distinct appearance (Figure 3). Cartilage, boney matrix complete with red marrow cells, muscle, sebaceous glandular tissue and both keratinized
and non-keratinized epithelium were seen microscopically in the
specimen. No ovarian or fallopian parenchyma was identified.

Case Presentation
A 31-year-old G2P2 female presented to the emergency room with
mild RLQ and right lateral abdominal pain. There were no palpable masses, rebound tenderness or organomegaly. There was
no pertinent past medical history or contributory family history.
Transvaginal and transabdominal ultrasound detected a 9.3 x 6.3
x 8.8 cm cystic mass within the pelvis toward the left side with the
uterus displaced slightly to the right. Doppler flow in the uterine
artery was normal. CT scan showed an 8.6 cm mixed-density
mass containing fat, soft tissue and calcifications occupying the
left adnexal region and vesico-uterine pouch (Fig.1). Diagnosis of
a benign cystic teratoma of the ovary was made based on the mix
of tissues seen on imaging inside the cystic mass. Serum CA-125
was not assessed given the overall benign features of the tumor.
Volume 42 Number 3 
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Figure 1. CT scan of abdomen and pelvis in sagittal view revealing radiopaque bodies in a cystic mass (arrow). “A” denotes the
anterior aspect of the patient.
Continued on page 8
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A Rare Instance of a Benign Ovarian Cystic Teratoma with Multiple Teeth

CASE
REPORT

(Continued)

Discussion
Benign ovarian teratoma, also known as dermoid
cysts or mature teratoma, are cystic structures that
contain mature or immature features of all three
germ layers—ectoderm (skin, hair and if present, 1-2
teeth), mesoderm (muscle, fat) and endoderm (mucinous or endothelium). (3) It is theorized that benign
cystic teratoma arise from a single germ cell after its
first meiotic division around 13 weeks gestation resulting in a totipotent stem cell with a chromosomal
makeup of 46, XX whose DNA does not match its
host. (1) Benign teratoma generally present between
the ages of 25 and 50 years old, are generally benign with a 1% risk of malignant transformation, and
make up 25% of ovarian tumors and over 90% of all
germ cell tumors. They may vary in size from millimeters to 25 cm in diameter and are incidentally
discovered on pelvic exam, ultrasound or CT scan.
When symptomatic, dermoid cysts generally present
with pelvic pressure or ovarian torsion. (4)
ACOG reports that there is good and consistent evidence (Level A) for transvaginal ultrasonography
as the recommended imaging modality. Ultrasound
findings that should raise concern for malignancy include cyst size greater than 10cm, papillary or solid
components, irregularity, presence of ascites and
high color Doppler flow. (5) A typical ultrasound reveals a dense echogenic area in a large cystic space.
However, only 33% of dermoid cysts present with
this “typical picture.” (1) In practice, CT and MRI
of the pelvis are generally used to further assess benign cystic teratoma before intervention—revealing
cystic structures, fat, sebaceous components, loculations and/or teeth (29%). Identification of teeth, a
dermoid plug, or a fat/fluid level on imaging is diagnostic of a benign cystic ovarian teratoma. (6) A solid nodular
area in the tumor known as a Rokitansky protuberance is located
in the cyst wall and generally forms a nipple-like structure from
which teeth can arise. Macroscopically, dermoid cysts have a
smooth, pale wall with thick sebaceous fluid containing a tangle
of hair with firm areas of cartilage and teeth. The fluid becomes
solid at room temperature and has a characteristically strong,
fowl-smelling odor. (1)
Clinical management of adnexal masses should work with the
goal of excluding malignancy despite the fact that most ovarian
masses are benign. CA-125 is the most sensitive and specific
marker to assess malignancy in postmenopausal women. In premenopausal women, CA-125 is less useful but extreme values
can be helpful in determining malignancy. ACOG recommends
that clinical features primarily be used to determine malignant
risk, with CA-125 levels used in tangent if concern for malignancy is high. (5)
8
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Surgical excision of dermoid cysts should be chosen if the
masses are large, symptomatic, or growing in size on interval
ultrasonography. If expectant management is chosen, regular
follow-up ultrasound is recommended—though around 25%
will progress to surgical intervention due to progressing symptoms. Ovarian cystectomy has a risk of decreasing ovarian reserve and during the procedure, the physician should save as
much ovarian parenchyma as possible. (5) Chemical peritonitis
poses a risk in dermoid cysts that have ruptured or perforated
on excision and thorough peritoneal lavage is advisable if this
occurs. (1) Follow-up should include ultrasound to monitor for
reoccurrence, though ipsilateral reoccurrence is rare (3.4%)
with contralateral occurrence more frequent (10%). (5)

Continued on page 9
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A Rare Instance of a Benign Ovarian Cystic Teratoma with Multiple Teeth
(Continued)

CASE
REPORT

It is agreed in literature that the presence of teeth and bone is
“rare,” but has yet to be quantified. However, literature and case
report review reveals that the incidence of more than 2 or 3 teeth
in dermoid cysts is exceedingly rare and of interest both clinically and academically. It has also been concluded that expectant
management of dermoid cysts does not result in an increase in the
number of teeth produced, but is rather determined by the tissue’s
pre-disposition for production. Of note, an increased number of
teeth does not correlate with an increase in malignant potential. (3)
The presence of multiple teeth in a benign cystic teratoma is clinically relevant as it can make laparoscopic retrieval difficult, especially with a large Rokitansky protuberance. Generous peritoneal
lavage should be used to avoid chemical peritonitis or increased
risk of infection.
In this case, all of the aforementioned techniques were employed
to minimize the patient’s exposure to the contents of the ovary
into her pelvis. Great care was taken to suction the sebaceous
fluid from the cyst from a small defect created in the ovarian capsule when the ovary was manipulated out of the pelvic cavity.
The rest of the contents were removed as needed and placed into
an ‘endocatch bag’ for removal from the abdominopelvic cavity.
Copious irrigation was performed during and after the contents of
the cyst were removed. The patient recovered well without any
postoperative issues.
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Figure 3. Specimen demonstrating mass of hair (arrowhead),
Rokitansky protuberance in endocatch bag measuring 6.5 x 3.8 x
3.2 cm with teeth visibly sprouting (arrow) and elements of teeth
and cartilage (star). Basin measures 10 inches (25.4 cm) x 2.25
inches (5.7 cm) x 4.25 inches (10.8 cm).
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Case Series and Literature Review: Vitamin E
deficiency as a neglected etiology for
unexplained ataxia
Amy HoangAnh Doan, MS4
Darine Kassar, MD
Richard W. McCallum, MD

CASE REPORT

E.P.C.M.S.
Summary
Vitamin E deficiency presents with a range of neurological
deficits similar to subacute combined degeneration from vitamin B12 deficiency. Albeit uncommon and often neglected in
the differential diagnosis for malabsorption syndromes, prompt
supplementation can lead to reversal of deficits. Dietary vitamin E (tocopherol or tocotrienols) is derived from meat,
eggs and leafy vegetables. It confers antioxidant protection
of erythrocyte and other cell membranes from free radicals. 1,2 ,
Vitamin E is absorbed in the distal ileum and stored in the liver,
thus malabsorption involving the ileum (e.g., fat malabsorption in cystic fibrosis, short bowel syndrome, celiac disease),
or chronic liver disease/cirrhosis can lead to severe deficiency,
and serious consequences. 3 Neurological dysfunction due
to demyelination of the posterior column and spinocerebellar
tract could manifest with ataxia, decreased proprioception, and
vibration insensitivity 1,2. Vitamin E deficiency can also cause
hemolytic anemia, acanthocytosis and muscle weakness.
Here, we explore two cases of isolated vitamin E deficiency
that presented with ataxia and other neurological deficits:
Case 1:
A 21-year-old male with short gut syndrome subsequent to
surgical treatment as a newborn for congenital small bowel
atresia. He was maintained on total parental nutrition (TPN)
for four years, thereafter able to eat enough to be sustained
without TPN. About five years ago, when he was sixteen, the
patient became progressively weaker and ataxic to the extent
that he has required a wheel chair since age 18. He obtained
health insurance coverage one month ago to resume TPN nightly
7pm-7am, and has since gained 14 lbs. Despite the weight gain,
he exhibited apraxic cerebellar speech, dysmetria, positive Romberg, decreased strength in all extremities, hyporeflexia, positive
Babinski bilaterally, severe ataxia, vibratory sensory loss, pyramidal signs and horizontal nystagmus. The patient’s mental status
and cognition remained intact. A small bowel series showed that
70% of his small bowel had been resected. The remaining 6 feet
included some ileum. Surprisingly in the context of marked vitamin E and copper deficiency, vitamin D, B12 and thiamine were
normal (Table 1). Aggressive parental and oral vitamin E and
copper supplementation were initiated in attempt to reverse the
10
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Reproduced with permission: Wolters-Kluwer, Up-to-Date Inc..

neurological deficits. Prior authorization is being sought to start
teduglutide [Gattex®], a glucagon-like peptide-2 analogue. Its
role in short gut syndrome. Endogenous GLP-2 is secreted in
the distal intestine, and increases intestinal and portal blood flow
while inhibiting gastric acid secretion, thereby reducing intestinal
losses and improving intestinal absorption. Teduglutide binds and
activates GLP-2 receptors, resulting in release of mediators including insulin-like growth factor (IGF)-1, nitric oxide and keratinocyte growth factor, which mediate hypertrophy of the intestinal
microvilli to maximize fluid and caloric absorption.
Continued on page 11
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Case Series and Literature Review: Vitamin E deficiency as a
neglected etiology for unexplained ataxia
(Continued)

CASE
REPORT

Case 2:
A 32-year-old female was admitted
for progressive asymmetric weakness that developed during 3 weeks
after gastric bypass surgery. Symptoms included decreased strength,
decreased vibratory sensation in all
extremities, hyporeflexia, nystagmus
and positive Babinski bilaterally.
She was hospitalized. Electromyography and nerve conduction studies
were indicative of axonal neuropathy.
Laboratory workup returned negative
ANCA, elevated anti-SSA and antiSSB, low thiamine, low vitamin E,
normal copper, vitamin B12, pyridoxine, zinc and selenium (Table 2).
Aggressive vitamin E and thiamine
supplementation were initiated to replete and compensate losses secondary to gastric bypass. Prednisone and
mycophenolate were initiated to contend with biopsy-proven inflammatory myopathy. Three months hence,
the patient recovered muscle strength, vibratory sense and gait.
Discussion:
Patients with malabsorption, particularly those who have lost
segments of their small bowel can develop neurological deficits
associated with vitamin E deficiency. 4 The distal ileum is the
principal site for absorption of vitamin E among other fat soluble
vitamins [Figure 1]. 3 Vitamin E is stored in the liver, thus patients with hereditary cholestasis (Alagile syndrome) are at risk
for vitamin E deficiency. 5 The antioxidant function of Vitamin E
has an important free-radical quenching function to mitigate peroxidation of cell membrane phospholipids. Neuronal membranes
sustain increased oxidative injury in the wake of diminished antioxidant capacity from vitamin E deficiency, leading to neurological and retenal dysfunction. 1,2 Neurons with long, central
axons,particularly the dorsal white column fasciculus gracilis and
fasciculus cuneatus, and the dorsal root ganglion cells are particularly susceptible. 6,7 In this report, both cases developed ataxia
and proprioceptive deficits as the result of central axonal damage.
Whereas adults can remain neurologically asymptomatic for 5-10
years despite severe deficiency, growing children will manifest
symptoms much earlier 8,9 . Case 2, in which gastric bypass surgery led to vitamin E malabsorption in adulthood was substantially less severely affected than the first patient that underwent
bowel resection in infancy, and probably lived with severe vitamin E deficiency thereafter. Preserved mentation and intact cognitive function is one of the few clinical features that differentiate
vitamin E deficiency from vitamin B12 deficiency [Table 2]. The
patient in the second case recovered neurological function following 2-3 months of vitamin E and thiamine supplementation,
demonstrating that improvement can result from prompt suppleVolume 42
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mentation, but for patients with more advanced disability, there’s
probably less therapeutic potential to reverse neurological deficits. 10,11 Suspect vitamin E deficiency in patients with conditions
that compromise distal intestinal malabsorption, because early
supplementation can arrest and reverse associated neurological
deficits.
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Case challenge, oral health & disease series

CASE QUIZ

E.P.C.M.S.
A 22 year old G1P0 presents at 10 weeks gestation with maxillary gingivitis (upper image), then at 18 weeks gestation the
lump (lower image) had developed on the buccal gingival papilla between #25 and #26.

What is the most likely diagnosis?
A.
B.
C.
D.
E.
F.
G.

14

Oral condylomataacuminata (HPV)
Molluscumcontagiosum (poxvirus)
Epulis
Buccal exostosis (tori)
Gumma (tertiary syphilis)
Ewing sarcoma
Verrucous carcinoma
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site. The “Rocket Ambulance” facilitates transport from
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increase to the care radius to El Paso and surrounding
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are removed to free the sutures and provide room for
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rapid brain growth. Infants wear helmets to mold their
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skulls after the surgery.

niectomy is a technique

The results speak for themselves, with decreased

developed 19 years ago by

complications, surgical trauma and blood transfusions

San Antonio doctor and Phil-

in craniosynostosis patients.

adelphia native Dr. David F.
Jimenez. The groundbreaking procedure has placed
the pediatric neurosurgeon
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Morning America, Discovery Health and most recently

services or to refer a patient, visit

featured in the Journal of Neurosurgery-Pediatrics.
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ABSTRACT

E.P.C.M.S.
Abstract
Guidelines recommend aortic valve replacement for symptomatic
patients with severe aortic stenosis. Transcatheter aortic-valve
replacement was previously recommended as an alternative to
surgery for patients with severe aortic stenosis if surgically highrisk,and recently shown to be non-inferior to surgery in low-risk
surgical candidates with a primary composite endpoint of death or
disabling stroke at 24 months. This is a report of our experience
with trans-catheter aortic valve replacement in El Paso since our
first case inNovember 2017.
Introduction
Aortic stenosis (AS) is one of the most common valvular heart
diseases in the aging populations of North America and Europe.
Prevalence increases from 3% of people at 75 years of age, up
to 10% of the population over 80. AS is usually identified incidentally on auscultation or by echocardiogram. AS becomes
symptomatic after a prolonged subclinical period defined as aortic
sclerosis, during which patients may remain asymptomatic for decades. Once symptoms develop, there is rapid progression, with
mortality as high as 50% in 2 years without valve replacement.1
The clinical risk factors for the development of AS are similar to
coronary artery disease (CAD), but the natural history of AS is not
altered by statin therapy.1,2 The association of AS and CAD was
apparent in the Partner II Trial (Placement of Aortic Transcatheter
Valves), in which CAD was a co-morbidity in 69.7% of patients
assigned to Transcatheter Aortic-Valve Replacement (TAVR).3
CAD often confers prohibitive surgical operative risk. TAVR remains an option for some of those patients.

the severity of stenosis, its consequences on left ventricular
function, pulmonary hypertension, ascending aortic dilation and
concomitant mitral valve disease. An exercise stress test is contraindicated in symptomatic AS patients. CT scan of the abdominal, pelvic and femoral arteries provides essential information in
choosing the vascular access site. TAVR is considered futile if life
expectancy is less than 1 year. According to the Partner Trials,
patients with the Society of Thoracic Society Score (STS Score)
greater than 15% derive no survival benefit compared to medical
therapy. STS Score uses age, sex, ethnicity and medical co-morbidities to predict short term risk of mortality and morbidities. Selected patients at our facility (Table 1) were intermediate to high
risk for surgical aortic valve replacement (SAVR) by STS score.
That factored into preoperative planning and management decisions. Treatment for active medical problems such as hypertension, hypercholesterolemia, congestive heart failure, and chronic
obstructive lung disease was optimized before TAVR.

Our facility performed the first TAVR in the city of El Paso on
November 17, 2017. Another 21 cases have subsequently been
performed. This report reflects our local experience with the
Medtronic Core Valves (Fig 1). Other FDA approved Sapien
Valves (Fig 2) were not used due to the military contractual arrangement.
Preoperative Assessment
Every patient was screened by a team of interventional cardiologists, cardiothoracic surgeons, anesthesiologists, non-invasive
cardiologists, radiologists, and nursing specialists. The preoperative echocardiogram provides useful information, including the
number of the aortic cusps, leaflet calcification, leaflet excursion,
18
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Figure 1. Medtronic CoreValveTranscatheter Aortic Valve.
Continued on page 19
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Experience at William Beaumont Army Medical Center

ABSTRACT

(Continued)
Procedure Protocol
Patients were put under general anesthesia, and prepped and
draped for possible open surgical intervention. Temporary pacing wire is placed in the right ventricle for rapid pacing during the
procedure, and for backup pacing if brady-arrhythmia developed.
Trans-esophageal echocardiogram (TEE) probe is placed by a
non-invasive cardiologist. Percutaneous puncture of the anterior
wall of the common femoral artery is performed with a thin wall
needle under ultrasound guidance. A Preclose device is placed
unless a surgical cut-down is used. Heparin is given intravenously to maintain ACT 200-250 seconds. Left heart catheterization was performed to confirm the severity of AS with a pigtail
catheter in the left ventricle (LV), and a second pigtail catheter
in the non-coronary sinus for simultaneous pressure recording.
Ascending aortogram provided confirmation of the non-coronary
sinus location of the pigtail catheter. A special stiff propriety Confida wire was placed in the LV, replacing the LV pigtail catheter. The femoral arteriotomy site was progressively dilated in
preparation for intervention. Aortic valvuloplasty using a 20mm
balloon was performed while pacing at 160-200 beats per minute. The balloon was immediately deflated after the waist on the
balloon disappeared, followed by immediate termination of rapid
pacing. Aortic regurgitation was then assessed by TEE after balloon valvuloplasty. The dilating balloon was withdrawn and the
TAVR valve is loaded onto the Confida wire, then advanced to
the aorticroot and across the native valve. The TAVR valve was
deployed to 80% and if the position confirmed by TEE, fluoroscopy, and angiogram before the valve was released. The delivery
system was then withdrawn to the descending aorta. The pigtail
catheter which was parked in the non-coronary sinus, was then
redirected inside the LV for simultaneous pressure measurement
between LV and the delivery catheter in the descending aorta.
Aortic regurgitation was assessed by the TEE, aortogram and the
diastolic pressure difference between LV and descending aorta. If
a clinically relevant measure of aortic regurgitation was detected,
the valve would be dilated with a slightly larger size balloon.
Mild aortic regurgitation seen immediately after self-expandable
valves continues to decline over time. The patients were observed
in the lab for 15 minutes, and if hemodynamically and electrophysiologically stable, all catheters were removed and hemostasis of the arteriotomy site achieved either surgically or by closing
the Perclose. Patients were transferred to ICU with the pacing
wire for the next 48 hours, and subsequently discharged home on
antiplatelet therapy, to be followed as an outpatient in 2 weeks, at
which time an electrocardiogram, transthoracic echocardiogram
and quality-of-life questionnaire were obtained.
Discussion
There is no effective pharmacologic treatment for AS.2 Watchful
waiting is not an option once symptoms develop, because rapid
acute decompensation ensues. According to Wald et al, 1 in 5
patients admitted to the hospital with AS have life-threatening
complications, even though 61% of those patients were actively
monitored before admission.4
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Surgical aortic valve replacement has been the gold standard
treatment for AS for decades, but TAVR has since emerged as an
attractive less invasive option for appropriately selected higher
risk patients. Improvements and refinements in valve design and
delivery systems will lead to further acceptance and wider use.
According to the results of Partner ll Trial, intermediate risk patients with severe AS, SAVR and TAVR have a similar primary
end point of death or disabling stroke within 2 years, and similar
improvement in symptoms. A subset of patients treated with a
femoral approach have had lower mortality than would have been
anticipated with surgery.3
The Partner lll Trial, compared SAVR vs TAVR in low-risk patients with STS scores 1.9 to 3%. The rate of a composite of
death, stroke, or rehospitalization was significantly lower with
Balloon-Expandable TAVR than with surgery.5 Patients that received the Self-Expending TAVR had a 17.4% incidence of requiring permanent pacemaker, compared to 6.1% in the surgical
group.6 In our group of 21 TAVR patients (Table 1), 2 (9.5%)
required a permanent pacemaker. Implanting the Self-Expanding
Valve less deep in the left ventricular outflow tract might mitigate
the requirement for a pacemaker (Fig 3).
As yet, there are no long-term durability studies for TAVR. There
are preliminary observations suggesting the valve in TAVR may
not be as durable as a surgically implanted valve. At the EuroPCR 2016 conference in Paris, half of the TAVR devices showed
signs of degeneration within 10 years, possibly due to subclinical
thrombosis on the leaflets leading to a reduction in mobility and
degeneration.7 Leaflet thickening or reduced leaflet motion on CT
scan within 3 months post-TAVR occurred in 7-40% of patients.7
That resolved in most cases after anticoagulation with warfarin,
which suggests that perhaps warfarin or the newer oral anti-coagulating drugs should be used instead of anti-platelet drugs.

Figure 2. Edwards SAPIEN 3 Transcatheter Aortic Valve.
Continued on page 20
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ABSTRACT

(Continued)
As a life-prolonging, symptomrelieving aortic valve replacement
deployed through minimally invasive technique, TAVR has revolutionized the management of high
surgical risk AS patients.
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Failure to order follow-up tests

Anthony Passalacqua

TEXAS MEDICAL
LIABILITY TRUST

E.P.C.M.S.
Presentation
A 58-year-old morbidly obese woman with a history of type-2
diabetes, hypertension, and hypercholesterolemia was transported by EMS to Hospital A’s emergency department (ED). She reported blurred vision, pain in her left eye, and numbness in her
right leg to the EMS technicians. Before calling 911, her right
side had become increasingly weak and she had lost her balance.
The numbness lasted for about one hour and resolved during her
transit to the hospital.
In the ED, the patient complained of a frontal and parietal headache with occasional dizziness, mild nausea, and pain in both
eyes. She stated that she only rarely experienced headaches. She
provided her current medications as regular insulin on a sliding
scale, metformin 500 mg, aspirin 81 mg, and a medication for
hypertension that she could not recall.
Physician Action
The on-call neurologist examined the patient and noted an essentially negative neurological exam with the exception of hypertension. He admitted the patient with a diagnosis of transient
ischemic attack vs. complicated migraine. He requested physical
therapy and occupational therapy consults.
The neurologist also ordered an MRI and carotid Doppler studies,
or MRA, of the neck. The MRI could not be obtained because
the patient exceeded the weight limits of the hospital’s MRI machine by more than 20 percent. A head CT was ordered instead of
the MRI and the results were noted as unremarkable. The MRA
radiologist noted that the MRA results showed no blood flow in
the left carotid artery. However, it was also noted that there were
technical difficulties during the studies due to the thickness of the
patient’s neck. The radiologist recommended correlation of the
results with an additional MRA or CTA.
The defendant documented in his notes that the patient was given
the opportunity to obtain her work-up and care at another facility,
but she refused to be transferred. The neurologist made arrangements for an outpatient MRI the next day at a facility with equipment that could accommodate the patient.

Upon discharge, the neurologist informed the patient that it was
possible that she had suffered a stroke and may have a left carotid
occlusion. She was instructed to resume her diabetic regimen of
metformin and insulin by sliding scale, and prescribed ranitidine,
omeprazole, lisinopril, loratadine, furosemide, levothyroxine, and
simvastatin. Her aspirin dosage was also increased from 81 mg to
325 mg. A follow-up appointment was scheduled in one month.
The patient did not go to her scheduled MRI appointment the following day. The physician called the patient and, during a conversation with the patient’s husband, discovered that the patient woke
up that morning with memory loss as well as the same symptoms
she had the day before. After transport and admission to Hospital
B, her condition deteriorated. At Hospital B, she presented with
diplopia, dizziness, confusion, and an inability to form sentences.
A head CT revealed a left hemispheric infarct in the left posterior
cerebral artery. During admission, she sustained another stroke.
The patient experienced cognitive and visual deficits, aphasia, right-sided hemiparesis, and a neurogenic bladder. She was
moved to a nursing home.
Allegations
The patient’s family filed a lawsuit against the neurologist alleging:
• failure to order appropriate tests;
• failure to obtain test results in a timely manner; and
• failure to appropriately monitor the patient who had
experienced symptoms of an impending stroke.
Legal implications
Multiple consultants from different specialties reviewed the case
and agreed that the neurologist should have ordered further studies of the left carotid artery before discharging the patient. The
consultants all offered multiple testing options to the MRI, including CT angiogram and carotid arteriogram.
However, the consultants also noted several strengths in the neurologist’s care, such as adjusting the patient’s medication to reduce the risk of future stroke; arranging an MRI study at a different facility; and calling the patient the next day to follow up and
ensure the patient was keeping the MRI appointment.
Continued on page 23
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The plaintiff’s expert stated that the neurologist did not meet
the standard of care because he did not retain the patient in the
hospital during the 48-hour “high risk period” after the patient’s
transient ischemic attack. The expert also stated the neurologist
should have obtained inpatient testing such as a CT angiogram or
contrast angiogram of the left carotid during the 48-hour “high
risk period.”
Disposition
The case was settled on behalf of the neurologist.
Risk management considerations
The neurologist in this case failed to order additional or alternative tests as recommended by the radiologist. Having a system to
track patient appointments, test dates, and test results is critical
for patient care. During follow up, it is important to track all reports and recommendations set by the ordering physicians.
In addition, if a patient refuses a test or procedure, formally document that refusal. In this case, the neurologist documented that
the patient did not want to be transferred to another facility. Having a formal document signed by the physician and the patient
that describes the risks ensures that the patient receives the necessary education to make an informed decision.

In this case, the patient’s habitus caused technical difficulties with
the testing equipment and complications in obtaining tests. An
MRI machine with greater weight capacity was needed to perform a test that could have made a significant difference in the
patient’s quality of care and outcome. Maintaining a list of locations that can serve patients with special needs can help prevent
similar cases. Effective communication with these locations may
help explain a potential emergency and expedite having the test
performed the same day.
This closed claim study is based on an actual malpractice claim
from Texas Medical Liability Trust. This case illustrates how action or inaction on the part of the physicians led to allegations of
professional liability, and how risk management techniques may
have either prevented the outcome or increased the physician’s
defensibility. This study has been modified to protect the privacy
of the physicians and the patient.
Reprinted with permission from Texas Medical Liability Trust
(TMLT).
Anthony Passalacqua can be reached at anthony-passalacqua@
tmlt.org.

Anthony Passalacqua, Risk Management Representative, Texas Medical Liability Trust (TMLT)

FIGHT
CANCER

PRN PHYSICIANS NEEDED
Texas Oncology is looking for physicians interested in assisting us with locum
coverage. Coverage typically consists of a few hours in the early morning or
late afternoon. You do not need to be an oncologist to apply.

TEXAS ONCOLOGY–EL PASO CANCER
TREATMENT CENTER GATEWAY
7848 Gateway East
El Paso, TX 79915 • 915-599-1313
TEXAS ONCOLOGY–EL PASO CANCER
TREATMENT CENTER GRANDVIEW
1901 Grandview Ave.
El Paso, TX 79902 • 915-544-6750
TEXAS ONCOLOGY–EL PASO CANCER
TREATMENT CENTER JOE BATTLE
3270 Joe Battle Blvd., Suite 312
El Paso, TX 79938 • 915-849-2700

At Texas Oncology, our physicians provide leading-edge and compassionate
cancer care across Texas. With more than 460 locations, we’ve given
treatment and hope to more people throughout Texas than any other cancer
care provider. Become part of the team that’s making a difference.
For more information, please call 915-747-4831 and let us know you’re
interested in providing locum coverage.
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Case challenge, oral health & disease series

CASE QUIZ

Answer: C. epulis
Explanation:
An epulis is a localized gingival lump that forms on labial interdental papillae. It is associated with higher incidence of preterm
delivery and low birth weight (<2500 g) babies. Pregnancy gingivitis and/or epulis may appear as early as the 8th gestational
week, and progress during the pregnancy. Both conditions often
rapidly resolve after parturition; rarely excision is required. The
gingivitis that preceded the epulis is a manifestation of elevated
progesterone, and is common to puberty, oral contraceptives and
pregnancy. Women taking oral contraceptives have a three-fold
increased incidence of dry socket complications with localized
osteitis following extraction of mandibular third molars. Progesterone-induced gingivitis appears as soft reddish enlargement of
papillae, mainly on the labial side. Interdental papillae become
friable, hyper-reactive to irritants (increased inflammatory response). There is a16-fold increase in Bacteroides, which alters
crevicular fluid composition. Professional dental prophylaxis
and excellent plaque control reduces incidence and severity. Interprofessional collaboration is recommended for optimal care of
females at puberty, when starting hormonal contraceptives, and
early pregnancy.
Explanations for excluding other answers:
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(A) Oral condylomataacuminata:24 strains of HPV are associated with oral lesions. Treatment includes the underlying infection, and occasionally surgical intervention.

Wendy Woodall, DDS, MAGD, Assoc. Dean of Academic Affairs, Woody L. Hunt, School of Dental Medicine,
TTUHSC, El Paso, TX

(B) Molluscumcontagiosum is of viral origin, and oral lesions
are often treated with cryo or laser therapy.

Chris Bobino, Analyst, ATACS, PLFSOM, TTUHSC, El
Paso, TX

(D) Buccal exostoses are non-malignant, painless growth of the
cortical bone of the maxilla or mandible. No removal treatment
is necessary unless the presence interferes with patient function.

J. Hector Aranda, Faculty Assoc., Chief of Operations,
ATACS, PLFSOM, TTUHSC, El Paso, TX

(E) A syphilitic gumma in the oral cavity is treated with antibiotic therapy.

Dale Quest, Assoc. Prof., Dept. of Medical Education,
PLFSOM, TTUHSC, El Paso, TX

(F) Ewing sarcoma is a rare cancer of the oral cavity displaying
most often through welling, with associated pain in about ¼ of
the cases. Treatment is usually chemotherapy followed by surgery and radiotherapy.
(G) Verrucous carcinoma often develops from verrucous hyperplasia, displaying increased keratinzation and involving regional
nodes. Treatment is usually surgical.
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Hassle Factor Log “User Guide”
Please observe the following Hassle Factor Log (HFL) guidelines to help us expedite processing while
maintaining the integrity and credibility of the HFL program.

General Guidelines
UÊ / iÊ/iÝ>ÃÊi`V>ÊÃÃV>ÌÊ>VVi«ÌÃÊÃÊvÀÊVÕÀÀiÌÊ/ÊiLiÀÃÊÞ°
UÊ -ÕLÌÊÃÊLÞÊ>ÊÌÊ*>ÞiÌÊ`ÛV>VÞÊ i«Ì°]Ê/iÝ>ÃÊi`V>ÊÃÃV>Ì]Ê{ä£Ê7°Ê£xÌ Ê-Ì°]ÊÕÃÌ]Ê/8ÊÇnÇä£ÆÊÀÊLÞÊv>ÝÊÌÊ
x£Ó®ÊÎÇä£ÈÎÓ°Ê9ÕÊ`½ÌÊii`ÊÌÊ>ÊÕÃÊÀ}>ÃÊvÊv>Ýi`ÊvÀ>Ì°®Ê
UÊ Ý >ÕÃÌÊ>`Ê`VÕiÌÊÀi>Ã>LiÊ>ÌÌi«ÌÃÊÌÊÀiÃÛiÊÞÕÀÊV>ÊÃÃÕiÃ]ÊVÕ`}ÊÌ iÊ>««i>ÃÊ«ÀViÃÃ]ÊLivÀiÊÃÕLÌÌ}Ê>Ê
ÊÕiÃÃÊÞÕÊ>ÀiÊÃÕLÌÌ}Ê>ÊÊ>ÃÊºvÀ>Ì>ÊÞ»®°
UÊ i>ÀÞÊ`iÌvÞÊ i>Ì Ê«>ÃÊ>`ÉÀÊVÌÀ>VÌÕ>ÊÀi>ÌÃ «ÃÊÊÌ iÊÊvÀ°
UÊ ii«ÊÊ`ÊÌ >ÌÊi`V>Ài½ÃÊ ÀÀiVÌÊ `}ÊÌ>ÌÛiÊ ®Ê`iÌiÀiÃÊLÕ`}ÊÃÌ>`>À`Ã°
UÊ ÊÌÊÀi«ÀÌÊÃÜ«>ÞÊÃÃÕiÃÊÕÌÊ{xÊÌÊÈäÊ`>ÞÃÊ>vÌiÀÊÞÕÊ >ÛiÊÃÕLÌÌi`ÊÌ iÊV>Ê>`ÊÞÕÊ >ÛiÊÀiViÛi`ÊVwÀ>ÌÊÌ >ÌÊ
Ì iÊV>ÊÃÊLi}Ê«ÀViÃÃi`°
UÊ /ÊV«iÃÊÌ iÊ« ÞÃV>ÊÊ>ÞÊiÌÌiÀÊÜiÊÃi`Ê>Ê i>Ì Ê«>ÊÀi}>À`}Ê ÃÊÀÊ iÀÊ°Ê
UÊ /Ê}iiÀ>ÞÊ«ÀViÃÃiÃÊÃÊÜÌ ÊÌÜÊÌÊvÕÀÊÜiiÃÊvÊÀiVi«Ì°Ê/ÊV>ÌÊ}Õ>À>ÌiiÊ>ÊÀiÃ«ÃiÊvÀÊÌ iÊ i>Ì Ê«>°

Using the Form
UÊ 1ÃiÊÌ iÊVÕÀÀiÌÊÊvÀÊ>Û>>LiÊÊÌ iÊ/ÊÜiLÃÌi°
UÊ ÊÕÌÊÌ iÊÊvÀÊV«iÌiÞÊ>`Êi}LÞ°
UÊ ÛiÊ>ÊLÀivÊ`iÃVÀ«ÌÊvÊÌ iÊ >ÃÃiÊÊÌ iÊvÀ°ÊvÊÞÕÊii`ÊÌÊVÕ`iÊ>ÊÀiÊ`iÌ>i`Ê`iÃVÀ«Ì]Ê>ÌÌ>V ÊÌÊÌÊÌ iÊvÀ°
UÊ 9ÕÊ>ÞÊÕÃiÊiÊvÀÊÌÊÃÕLÌÊÕÌ«iÊ >ÃÃiÃÊÌ >ÌÊ>``ÀiÃÃÊÌ iÊÃ>iÊÃÃÕiÊ>`Ê>ÀiÊvÀÊÌ iÊÃ>iÊ i>Ì Ê«>°
UÊ 1ÃiÊÃi«>À>ÌiÊvÀÃÊÌÊÃÕLÌÊÕÌ«iÊ >ÃÃiÃÊÌ >ÌÊ>ÀiÊ`ÃÃ>ÀÊÊ>ÌÕÀiÊÀÊ>ÀiÊÃ>ÀÊLÕÌÊvÀÊ`vviÀiÌÊ i>Ì Ê«>Ã°
UÊ 1ÃiÊÃi«>À>ÌiÊvÀÃÊÌÊÃÕLÌÊ >ÃÃiÃÊvÀÊ`vviÀiÌÊ/Ê« ÞÃV>ÊiLiÀÃ°
UÊ All HFLs require attachments to be processed.

Attachments
Attachments should contain only the protected health information (PHI) that is relevant to the patient(s) for which
a physician is submitting an HFL. Physicians should delete all other patient information from the attachments
TMA will return to the practice any HFLs that have non- pertinent PHI.
Examples of frequently needed attachments are:
UÊ -£xääÊV>ÊvÀÃ
UÊ ,iÌÌ>ViÊÌViÃÊi°}°]Ê " Ã]Ê,Ã]Ê,E-ÊÀi«ÀÌÃ®ÊÜÌ Ê`iwÌÃÊvÊViÌÊ`V>ÌÀÃÊ>`ÉÀÊ`i>ÊiÃÃ>}iÃ
UÊ «iÃÊvÊÀiiÛ>ÌÊ«ÀÀÊVÀÀiÃ«`iViÊÌÊ>`ÊvÀÊÌ iÊ i>Ì Ê«>]ÊVÕ`}Ê>««i>ÊiÌÌiÀÃÊ>`ÉÀÊ`i>ÊiÌÌiÀÃ
UÊ ,i«ÀÌÃÊvÀÊ«ÀvÊvÊÌiÞÊw}Êi°}°]ÊL>ÌV Ê>VVi«Ì>ViÊÀi«ÀÌÃÊvÀÊÌ iÊ«>ÞiÀÊÀÊVi>À} ÕÃiÊÃ Ü}ÊÌ iÊ«>ÞiÀÊ>VVi«Ìi`Ê
Ì iÊV>Ã®
UÊ "«iÀ>ÌÛiÊÌiÃÉi`V>ÊÀiVÀ`Ã
UÊ *>ÌiÌÊÃÕÀ>ViÊ`iÌwV>ÌÊV>À`Ã
UÊ *Ài>ÕÌ Àâ>ÌÉ,iviÀÀ>ÊvÀÃ

Informational Only HFLs
TMA adds the following types of HFLs to its database as “informational only”:
UÊ / iÊÊÜ>ÃÊÃÕLÌÌi`ÊÌÊ/ÊiÝ«ÀiÃÃÞÊvÀÊºvÀ>Ì>ÊÞ»Ê«ÕÀ«ÃiÃ°
UÊ / iÊV>ÊVÕÀÀiÌÞÊÃÊLi}Ê>««i>i`ÊÜÌ ÊÌ iÊ i>Ì Ê«>ÊvÀÊÌ iÊwÀÃÌÊÌi°
UÊ / iÊV>ÊÃÊvÀÊÃiÀÛViÃÊ`iÀÊÌ >Ê£ÓÊÌ Ã°
UÊ / iÊ« ÞÃV>ÊvwViÊv>i`ÊÌÊvÜÊÕ«ÊÌiÞÊÊÌ iÊV>°
UÊ / iÊvÀ>ÌÊÃÕLÌÌi`ÊÃÊ>ÊV«ÞÊvÊ>ÊV«>ÌÊwi`ÊÜÌ ÊÌ iÊ/iÝ>ÃÊ i«>ÀÌiÌÊvÊÃÕÀ>Vi°
UÊ / iÊ >ÃÃiÊÃÊÌÊVi>À]Êi}Li]ÊÀÊÕ`iÀÃÌ>`>Li°
UÊ / iÊÊVÌ>ÃÊÕVi>ÀÊÃÃÕiÃÊ>`ÊÉÀÊVyVÌ}ÊvÀ>Ì°
UÊ * ÞÃV>ÊL}ÊiÀÀÀÃÊ>ÀiÊVÃÌÀÕi`Ê>ÃÊ«>ÞiÀÊ >ÃÃiÃ°
©Texas Medical Association, 2009
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Mail or fax
(please don’t do both)
to: (512) 370-1632
Texas Medical Association
401 W. 15th St.
Austin, TX 78701-1680

Hassle Factor Log

Physician Name _____________________________________________________ TMA Member # ____________________________
Specialty _________________________________Address ______________________________________________________________
Date Submitted____________________________Contact Person ________________________________________________________
E-mail _________________________________________________ Phone _______________________ Fax ______________________
Name of Insurance Company_____________________________________________ Amount in Dispute _______________________
Name of Network________________________________________________________________________________________________

Request in relation to (circle one):
Commercial HMO

Medicaid (TMHP)

Medicare Advantage Plan

Third Party Administrator

Commercial PPO

Medicare (Novitas)

PBM (Pharmacy Benefit Manager)

Tricare

Medicaid (HMO)

Medicare Part D- drug plan

Class Action Settlement

Workers’ Comp

Type of problem (circle all that apply):
Appeal Pending

Excessive Telephone Hold Time / Busy

Preauthorization

Bundling (list specific codes):

Filing Deadline

Quantity Billed Amounts

Inaccurate Data Entry by Insurer

Referral Denial

Medical Record / Documentation Requests

Claim Denial

________________________

Non recognized/Incorrect/Omitted CPT, HCPCS, Modifiers

Claims/Documents Lost

________________________

Overpayment/Refund Request

Downcoding

Payment Delay

Out of Network Payment

________________________
________________________

Other (specify): _______________________________________________________________________________________________________
Brief Description of the Problem (required): ________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________

Important: To achieve optima results utilizing the Hassle Factor Log (HFL) Program, please review the HFL User Guide for

complete program guidelines. The most current version of the form and user guide may be obtained at www.texmed.org/hasslefactorlog.
For HIPAA privacy compliance, a one-time business associate agreement (BAA) must be on file with TMA before submitting any protected
health information (PHI). TMA/HFL program is not responsible for missed claims and/or appeal deadlines.

Any questions, need a BAA? Contact: (800) 880-1300, ext.1414.
A limited license to reproduce this form has been granted to TMA members, state medical societies, and national medical specialty societies.

Internal use only:
Volume 42 Number 3

Processed date:____________ Entry date: _______________
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Coordinating Care for Veterans and Military
Families

Emily Hartmann

PRACTICE
MANAGEMENT

E.P.C.M.S.
Veterans, active duty service members, and their families are a
huge part of the El Paso community. They receive health care at
the El Paso VA and William Beaumont, but they are also referred
to community providers and hospitals for care. These transitions
of care have historically been difficult for some patients. The patient often has had to physically get their medical record, take
their record to their community provider, and handle all the releases for information manually. It can be a long process for the
patients and all of their providers both on and off base.
El Paso’s Health Information Exchange, PHIX, is helping to
make this process easier through our connections with both the
Veteran’s Administration (VA) and the Department of Defense.
PHIX is connected to both the VA and Department of Defense
nationally, so our partners are able to retrieve records from the
VA and military securely and electronically. Similarly, the VA and
military can access records from our partners. For example, The
Hospitals of Providence is using these connections to help make
the pre-operative process easier for Veterans and military families
by pulling their records electronically before surgery so that the
patient has less to worry about.
As Melissa Portillo at the El Paso VA described, “The HIE is a
great tool to share information back and forth because we send a
lot of our patients to the community for care. It helps a lot because
otherwise we have to have veterans go-in to get their records and
handle all of the releases.” The El Paso VA is proud to have one of
the highest rates of Veteran participation in the nation for health
information exchanges.
PHIX’s connections with the VA and military are national because
we know that veterans and military families have often received
health care across the country. Therefore, when a military family
moves to El Paso, their records from previous bases are available
to community providers. For example, an active duty soldier and
his family recently moved to Texas from the east coast. When his
child visited a pediatric specialist in the El Paso community, the
physician thought that she would have to repeat all of their labs
because it would take too long to get copies of the lab results.
When she told the family, they begged her not to repeat the labs.
PHIX happened to train the physician that afternoon, and she was
able to review the child’s full care record from the east coast. As a
result, the child avoided repeating the labs.
Volume 42 Number 3 

Sept 2019

PHIX also facilitates secure, electronic data sharing between
community providers. We centralize health information from
across different hospitals and providers to create an electronic
community health record for each patient. This community health
record enables physicians to see the full picture of a patient’s
health from across the community in one place when they need
it, including diagnoses, labs, radiology reports, discharge summaries, and consult notes.
We are a nonprofit organization partnering with many health care
providers and leaders in the region, including The Hospitals of
Providence, University Medical Center of El Paso, El Paso Children’s Hospital, Veteran’s Administration, Department of Defense
(including William Beaumont), Emergence Health Network,
Texas Tech University Health Sciences Center El Paso, City of El
Paso Department of Public Health, El Paso County Medical Society, Paso del Norte Health Foundation, El Paso Health, Project
Vida, Centro San Vicente, Centro De Salud Familiar La Fe, Sun
City Pediatrics, Sunset ID, and El Paso Pulmonary Association.
We are committed to continuing to expand our network, and we
have developed a local technology team to help. We invite physician practices and other health providers in our region to join
us to improve the efficiency, quality, and safety of patient care.
As our network grows, we are also offering reduced membership
rates to support our mission.
Our team would be happy to discuss our local HIE anytime.
Please call our office at 915-242-0674 or email me at ehartmann@phixnetwork.org.

Emily Hartmann, Executive Director, PHIX
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Raising the Purchasing Age of Tobacco to 21
in Texas

Lindsay Madden

PHARMACY CORNER

E.P.C.M.S.

Introduction
Tobacco use remains the leading cause of preventable disease,
death, and disability in the United States despite recent decreases
in tobacco use1. National data show that almost all adult tobacco
users began smoking as adolescents with 95% of smokers reporting they started smoking before the age of 21 2,3. Having a cigarette before the age of 18 makes it twice as likely to become a
lifelong smoker2 which tells us that the initiation age of tobacco
use is critical. Raising the age to purchase tobacco has the potential to break the cycle of minors buying tobacco products from
other high school students since it is less likely for high school
students to have 21-year old’s in their social circles3.
As technology evolves, so does the production of new tobacco
such as electronic cigarettes (e-cigarettes) which are more appealing to young persons than traditional cigarettes4. Young persons
continue to be a main target for tobacco campaigns and advertising, with many reporting they are unaware of the effects of ecigarette use5. A study conducted by the Truth Initiative reported
63% of users did not know JUUL, a popular e-cigarette, always
contains nicotine5. Nicotine is the highly addictive substance,
which is particularly harmful to youth and young adults since
nicotine exposure has shown to cause addiction and adversely
affect the developing adolescent brain6.
Tobacco use among adolescents in Texas
In addition to the deadly consequences of using tobacco products,
tobacco use during adolescence is harmful. The young brain is
vulnerable because the human brain continues to develop until
age 25 6,7. Research shows that nicotine exposure during adolescence can harm the developing brain and as a result impact
learning, memory, and attention6,7. Additionally, nicotine exposure during adolescence can increase risk for future addiction to
other tobacco products and drugs6,7.
In Texas, smoking kills more people that alcohol, AIDS, car
crashes, illegal drugs, murders, and suicides combined8. It is estimated that 498,000 Texas kids under the age of 18 now will
ultimately die prematurely from smoking8,9. In 2017, 11.3%
(181,200) high school students in Texas reported smoking, 18.9%
reported use of e-cigarettes, and 10,400 young Texans become
daily smokers every year8. Currently, tobacco use costs Texas
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annually in health care costs8,9. According to the Paso del Norte
Health Foundation, Tobacco 21 will impact over 2,600 youth of
El Paso over the course of their lifetime in terms of smokingrelated illnesses10.
Tobacco 21 Law
On June 7, 2019, Texas Governor, Greg Abbott signed into law
a bill that prohibits the sale of cigarettes and other tobacco products, including e-cigarettes to anyone under the age of 21 which
will go into effect on September 1, 2019. Retailers breaking the
law could face up to $500 fines. Texas became the 16th state
to join a growing list of states and municipalities implementing
stricter laws on tobacco use. A Texas 21 poll found that more than
two-thirds of Texas voters supported raising the minimum legal
tobacco sale age to 21.
Conclusion
The goal of increasing the sale age of tobacco to 21 is to delay
availability and use of tobacco products among adolescents and
young adults and as a result, save lives and prevent tobacco use.
Long-term, this will decrease the diseases associated with smoking such as cancer, heart disease, and lung cancer as well as health
care costs associated with smoking. Youth commonly acquire tobacco products from older friends within their social circle therefore, increasing the minimum age to 21 to purchase tobacco is a
strategy to keep youth from accessing tobacco products meanwhile preventing the detrimental effects of nicotine. For more
information and resources related to Tobacco 21, visit tobacco21.
org or texas21.org.
References
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NEW DRUGS UPDATE

E.P.C.M.S.

New drug for postpartum depression
On 19 March 2019, the U.S. Food & Drug Administration granted
market authorization for brexanolone [Zulresso® -- Sage] to treat
postpartum depression. The drug is a pharmaceutical formulation
of the endogenous inhibitory neurosteroid, allopregnanolone, a
positive allosteric modulator of gamma-aminobutyric acid-A receptors. 1,2
This new option responds to unmet need.3 Of approximately
400,000 cases of postpartum depression coded yearly in the United States, candidates for treatment would be among the 20 percent
of cases experiencing severe postpartum depression. Limited access to approved facilities, along with the risks and the cost of
treatment are likely to further reduce the numbers of women who
ultimately receive treatment.
Infusion
The drug is administered as a 60-hour continuous infusion in a
dedicated line using a programmable peristatic infusion pump,
beginning early in the day to allow close monitoring level of consciousness and respiratory depression. Pharmacy would prepare a
series of infusion bags for continuous dosing over the 60-hour infusion protocol. Titration regimen for body weight-adjusted dosage, dose escalations may be limited by adverse effects:
0 to 4 hours: 30 μg/kg/hour
4 to 24 hours: 60 μg/kg/hour
24 to 52 hours: 90 μg/kg/hour
52 to 56 hours: 60 μg/kg/hour
56 to 60 hours: 30 μg/kg/hour
Excessive sedation or sudden loss of consciousness during administration: Immediately stop infusion at any sign of excessive
sedation. After symptoms resolve, infusion may be resumed at the
same or reduced dose, as clinically appropriate.Hypoxia: continuous pulse oximetry monitoring, immediately stop infusion if pulse
oximetry indicates hypoxia. Do not resume therapy.
Post-infusion
Following infusion, patients must be cautioned about performing
tasks that require mental alertness (eg, operating machinery or
driving), and that they must be accompanied during interactions
with their children. Monitor all patients for clinical worsening
depression, emergent suicidality, or unusual changes in behavior.
With half-life of about 9 hours, washout might range 24-48 hours.
The relative infant dose is low because breastmilk concentration
parallels maternal plasma concentration, and low oral bioavailability of brexanolone suggests that breastfeeding can safely resume within 24 hours.4,5
32

El Paso Physician

Treatment with brexanolone is available only through a restricted
program under a Risk Evaluation and Mitigation Strategy (REMS)
called the ZULRESSO REMS.Healthcare facilities and pharmacies must be certified with the program, and patients must enroll in
the program prior to administration, details at: www.zulressorems.
com 1-844-472-4379.
Estimated cost per infusion is about $35,000.
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Drugs for treatment-resistant depression
About 2/3 of major depressive disorder patients obtain some benefit from antidepressant drugs. The efficacy and response rate to
pharmacotherapy is similar to cognitive behavioral therapy, combination of both therapies has an advantage over either alone. 1
The other 1/3 of major depressive disorder patients do not derive
sufficient benefit after trying more than one class of antidepressant
drug as monotherapy at an ‘appropriate’ dose for an ‘adequate’
duration. (Fig.1) Treatment-resistant depression is not a formal
diagnosis recognized in DSM-5. The Sequenced Treatment Alternatives to Relieve Depression (STAR*D) trials published in the
American Journal of Psychiatry in 2006 defined it for trial purposes as a depressive episode that hadn’t responded at least three
different medications at an appropriate dose for 6-8 weeks,with
or without psychotherapy.2 Thresholds for defining treatment-resistant depression vary in practice. It remains a vexing problem,
none-the-less, because protracted depressive episodes compromise capacity
Continued on page 33
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to work and participate in society, and are associated
with increased suicidality.
Three therapeutic options
The U.S. Food and Drug Administration had expanded
the indication of a fixed-dose combination of fluoxetine
and olanzapine [Symbyax – Lilly] to include treatmentresistant depression. That product has hardly filled an
unmet need, because the fixed-dose combination has
been marketed since 2003 for depression associated
with bipolar I, and it, or the separate drugs in combination have been used off-label for treatment-resistant
depression for many years. Olanzapine is a thienobenzodiazepine with a broad spectrum of activity at 5-HT, adrenergic,
histamine, dopamine and cholinergic receptors. An enhanced
antidepressant effectof the combination, if any, eludes pharmacological explanation. There is no compelling evidence of more
rapid treatment response than with antidepressant drugs without
olanzapine.
Efficacy of electroconvulsive therapy is well substantiated. It
frequently results in rapid marked reduction of symptoms of
even severe depression. It requires general anesthesia, thus a
clinic procedure that is relatively expensive, and results in potentially irreversible cumulative memory loss and headaches.
A number of off-label intravenous ketamine infusion clinics
emerged in the U.S. in recognition of the potential for ketamine
to produce rapid remission of severe and treatment-refractory
depressive episodes. (Fig. 2) On 05 March 2019, a 28 mg per
actuation metered dose device for a nasal spray formulation of
the S-enantiomer ‘esketamine’ [Spravato® – Janssen] gained
U.S. Food and Drug Administration market authorization for use
in conjunction with an oral antidepressant (i.e., as an augmentation agent), for treatment-resistant depression in adults. Treatment is available only through a restricted program called the
SPRAVATO™ Risk Evaluation and Mitigation Strategy, because
of the risks of serious adverse outcomes from sedation, dissociation, and abuse and misuse. Clinics must be certified in the program and ensure that SPRAVATO™ is only dispensedand selfadministered by patients who are enrolled in the programunder
direct supervision of a health care provider in a certified healthcare setting. Following each supervised treatment, patients must
be monitored for adverse effects for at least 2 hours. The product monograph includes boxed warningsabout the potential for
abuse and misuse, sedation with caution about performing tasks
such as driving that require mental alertness until the next day
after a restful sleep, potential to induce dissociative or perceptual
changes (including distortion of time, space, illusions, depersonalization, and suicidality. There are additional warnings about
blood pressure elevation occurring about 40 minutes after administration and lasting up to 4 hours. Treatment is contraindicated
in patients for whom an increase in BP or intracranial pressure
poses a serious risk (eg, aneurysmal vascular disease, arteriovenous malformation, history of intracerebral hemorrhage. It is not
approved for use by pregnant or breastfeeding women.
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Dosing schedule
Induction: 56 mg (2 sprays) twice weekly; may increase dose
(after first dose) based on response and tolerability up to 84 mg
(3 sprays) twice weekly. After 4 weeks, evaluate for evidence
of therapeutic benefit to determine need for continued treatment.
Maintenance: Beginning on week 5, using the previously established dose (56 or 84 mg) decrease the dosing frequency to once
weekly. At week 9 and onward, adjust the dosing frequency to
the least frequent interval to maintain remission/response; continue once weekly or decrease to every 2 weeks.
Average wholesale price is $354/treatment (receive 2 device kit
for 56 mg dose, or 3 device kit for an 84 mg dose). There is
no ICD-10-CM code for treatment-resistant depression, nor any
unique billing code for the requisite post-administration monitoring period. Plans may require prior authorization. For full
prescribing information, and guidance on ordering and billing:
https://www.janssencarepath.com/sites/www.janssencarepath.com/files/spravato-access-and-reimbursement-guide.
pdf?v=4941
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Figure 2: S-ketamine nasal
spray formulation [Spravato®
– Janssen]
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When Do New Opioid Prescribing Requirements Take Effect?
To combat the ongoing opioid crisis, state lawmakers passed several measures that change how physicians and other health care
professionals will prescribe opioids.
The new laws are designed to reduce prescription fraud, particularly by increasing prescribers’ use of the state’s Prescription
Monitoring Program, known as PMP Aware.
However, provisions of the laws take effect at different times, so
prescribers should be aware of the deadlines and effective dates
of each requirement.
Below is a chart showing when each provision takes effect.
You can find more information on electronic prescribing at the
Texas Medical Association’s online prescribing resource center,
or by contacting TMA’s HIT Department at (800) 8805720 or by
email.
You can also contact TMA’s Knowledge Center via email or at
(800) 880-7955 with more questions.
June 6, 2019: Senate Bill 500 took effect.
What SB 500 does:
Provides about $6 million to the Board of Pharmacy to upgrade
the PMP and to purchase user licenses for all prescribers and
pharmacists to have electronic access to the PMP through their
electronic health records (EHRs). This will save physicians who
were already using that service about $50 a year in fees.
Sept. 1, 2019: Parts of House Bill 2174 go into effect.
What these parts of HB 2174 do:
Require that opioid prescriptions for acute pain cannot exceed 10
days and cannot include any refills. This does not include treatments for substance abuse, chronic pain, or cancer care. It also
does not include any end-of-life care, like palliative care or hospice.
Change some prior authorization rules on opioids. Namely, it
provides that medication-assisted opioid or substance abuse disorder treatment will be approved under Medicaid without prior
authorization or precertification. This will be done except when
needed to minimize fraud, waste, and abuse.
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Require physicians to take two hours of opioid-related CME during their next licensing period. The CME also will count toward
the 2-hour ethics requirement. However, TMA is awaiting specific guidance from the Texas Medical Board on the details of the
CME requirement.
March 1, 2020: House Bill 3284 goes into effect
What HB 3284 does:
Requires prescribers to check PMP Aware for prescriptions related to opioids, benzodiazepines, barbiturates, and carisoprodol.
Originally this was scheduled to take place Sept. 1, 2019, but
TMA pushed lawmakers for the delay to give EHR vendors more
time to make software changes that will allow prescribers to access PMP Aware directly from their EHRs.
Jan. 1, 2021: Other parts of HB 2174 go into effect.
What these parts of HB 2174 do:
Require that all opioid prescriptions be done electronically unless
a waiver is granted. The requirement coincides with Medicare’s
electronic prescription requirement.

David Doolittle, TMA
Beware of Scam Email Sent to TMA Members
An unauthorized email that claimed to be from the Texas Medical Association recently was sent to some TMA members stating
that the individual member’s dues statement and insurance policy
update was included.
If you received this email, please know that it did not originate
from nor was it authorized by TMA or the TMA Insurance Trust
(TMAIT), and you should discard it.
TMA and TMAIT take seriously the security of members’ personal information and are taking appropriate steps to deal with
this issue. We apologize for any inconvenience.
If you have any questions or concerns about this email or any
other communication purportedly from TMA, please contact the
TMA Knowledge Center via email or by calling (800) 880-7955
from 8:15 am to 5:15 pm CT Monday through Friday.
Continued on page 35
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The following is a list of new/re-instated members of the El Paso
County Medical Society. congratulations to all new members!!!
Chukwu, Ikedieze Igwe, MD
IM		HOS			
University of Nigeria College of Medicine, 1997
1418 George Dieter, Ste 100
El Paso, TX 79936
(915) 996-9363
Del Moral, Cecilia, MD
IM
Univ. Autonoma de Guadalajara, Guadalajara, Jalisco 1977
13650 Eastlake Dr., Bldg A, Ste 102
El Paso, TX 79928
(915) 217-2117
Dhar, Abhishek, MD
MPD		
HOS
Univ. of Pittsburgh School of Medicine, 2015
4800 Alberta
El Paso, TX 79905
(915) 215-5700

Shahai-Azad, Benjamin, MD
PM		
UT Southwestern Medical School, 2015

Border Health Caucus Conference meeting
in Laredo, TX,
The 14th annual Border Health Conference, sponsored by the Texas Medical Association and the Border Health Caucus, convened
in Laredo, TX, earlier this week. The conference, packed with
thoughtful and detailed information, included nearly 100 medical professionals and subject matter experts discussing health care
trends and challenges in all communities along the binational border between Texas and Mexico and various methods of addressing and solving those challenges. We thank our speakers, sponsors
and attendees for participating.

Gonzalez, Jose E., MD
FM		 EM
Facultad de Med. Univ. Nacional del Surest, 1985
10175 Gateway West Plz.11, Ste 140
El Paso, TX 79925
(915) 283-3953
Hendryx, Joel Thomas, DO
OBG		
Univ. North Tex Health Science Center, 1986
4815 Alameda Ave
El Paso, TX 79905
(915) 471-9863

Luis H. Urrea II, MD - Vice Chair, BHC

McDaniel, Dawn D., MD
NPM		
PD
UT Health Science Center at San Antonio, 2013
Nduka, Chinwe Celestina, MD
FM		
University of Nigeria College of Medicine, 1989
125 W. Hague, Ste 140
El Paso, TX 79902
(915) 774-0458
Payne, Carolyn E., MD
MPD		
Indiana University School of Medicine, 2015
Peska, Don N., DO
TS		 VS
College Osteo Phys & Surg, Des Moines, IA, 1975
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Dr. Gilbert Handal,
Prof. Pediatrics, TTUHSC

Robert Resendes, Director, City
of El Paso Public Health
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Open to
All Members

Bariatric Surgery

Gastroenterology

Benjamin L. Clapp, MD, PA, FACS
Bariatric and General Surgery

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

1700 N. Mesa
El Paso, TX 79902
(915) 351-6020

Professor and Founding Chair,
Department of Medicine
Director, Center for
Neurogastroenterology / GI Motility

Ear, Nose & Throat

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

El Paso Ear, Nose & Throat
Associates, P.A.
Jorge J. Arango, MD, FACS
Patrick J. Gomez, MD, FACS
Kenneth R. Korzec, MD, FACS
Rafael I. Garcia, MD, FACS
Gary Nanez, MD, FACS
Jorge I. Contreras, MD
5959 Gateway West, Ste 160
201 Bartlett, Ste. A
1600 N. Lee Trevino, Ste A-2
(915) 779-5866

Fax (915)779-8604

Endocrinology
Country Club Medical Center, LLC
ENDOCRINE, DIABETES,
NUC MED, THYROID
8041 N. Mesa • El Paso, TX 79932
Adjacent to the URGENT CARE
(915) 581-2909 fax (915) 291-2926
WJ Strader, MD, FACP, FACE, ABNM
Tracy Short, PA-C
Stephanie Hunger, FNP-C

T: (915) 215-5218
F: (915)215-8641
Clinic Appointments: (915) 215-5200

Neurological Surgery
Helson Pacheco-Serrant, M.D.
Brain & Spine Surgeon
1700 N. Oregon, Ste 660
El Paso, Texas 79902
Telephone: (915) 351-1444
Fax: (915) 533-3285
www.neurosurgicalspecialistofelpaso.com
__________________________________
George J. Martin, MD, FAANS
Southwest Neurospine Institute, PA
American Board of Neurological Surgeons
Fellowship Trained Spine Surgeon
Robotic Spine Surgery / Brain Surgery
www.swnsi.com
1725 Brown Street
Phone 590-2225
El Paso, TX 79902
Fax 590-2229

Obstetrics / Gynecology

Health Care Plans
David M. Palafox, MD, DABFM
Medical Director
EL PASO HEALTH

HEALTH PLANS FOR EL PASOANS,
BY EL PASOANS

1145 Westmoreland Dr. n El Paso, TX 79925
Phone: 915.532.3778 n Fax: 915.298.7866
www.epfirst.com
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“Your card makes a difference!”

Open to
All Members

Ophthalmology

Orthopaedic Surgery

Pediatric Ophthalmology

Louis M. Alpern, MD
MPH, FACS, PA

Jose L. Diaz-Pagan, M.D.
American Board of Orthopaedic Surgeons

Violeta Radenovich, MD, MPH

Diplomate, American Board of
Ophthalmology
Lawrence C. R. Tafoya, MD
Ph.D.
Diseases and Surgery of the Eye
4171 N. Mesa, Bldg. D #100
1030 N. Zaragosa, Ste Y
545-2333
__________________________________
David R. Schecter, MD
Daniel G. Blumenfeld, MD
Diplomate, American Board of
Ophthalmology
1220 N. Oregon
545-1484
1200 Golden Key, Ste 163
593-1226
__________________________________
SOUTHWEST EYE INSTITUTE
Marc Ellman, MD
Javier De la Torre, MD
Ahmed Soliman, MD
James Cole, MD
Stephen Purdy, OD
Michelle Trinh, OD
Melanie Anspaugh, OD
1400 Common Drive
(Behind the Golden Corral on Lee Trevino)
El Paso, TX 79936
150 S. Resler Drive
(Near Whole Foods)
El Paso, TX 79912

Arthroscopy, Fractures, and Replacements
Shoulder Specialist, Fellowship Trained
8230 Gateway East Blvd
El Paso, Texas 79907
Phone: (915) 593-6700

Fax: (915) 593-6703

Pathology
GYN PATH Services, Inc.
Philip A. Miles, M.D., FACOG, FCAP
Medical Director
Cytology, Virology, Microbiology and
Pathology
Only local laboratory offering
ThinPrep® Pap Test using Image-Directed Cytology™
Northpointe Professional Center
8815 Dyer Street, Suite 200
El Paso, TX 79904
office: 755-8478
fax: 755-7331
www.gynpathservices.com

Pediatrics
Roberto Canales, MD
Pediatric Hematology, Oncology
and Intensive Care
1733 Curie, Ste 103
532-2985
2295 Trawood, Ste C
593-5023
__________________________________

Phone: 267-2020 Fax: 595-4460
__________________________________
VISTA SURGERY CENTER
1400 Common Drive
(Behind the Golden Corral on Lee Trevino)
Open to all specialties
High patient satisfaction
Friendly, efficient staff
Medical Director: Marc Ellman, M.D.
(915) 490-1766

Alison Days, MD, MPH
Medical Director
433 Executive Center Blvd.
El Paso, Texas 79902
T: 915-307-8087
F: 915-307-7558

Pediatric Ophthalmology & Strabismus
Children’s Eye Center of El Paso
1250 E. Cliff, Ste 4-D
577-9339
www.childrenseyecenter.com

Pediatrics Dermatology
Brenda M. Simpson, M.D., FAAD
1700 Murchison Dr., Suite 215
El Paso, TX 79902
Tel (915)544-3254
Fax (915)544-1203

Sleep Medicine
Texas Neurodiagnostic, Headache &
Sleep Disorders Center PA
Boris Kaim, MD, FAAN, FAASM
Board Certified in Neurology,
Psychiatry and Sleep Medicine
Neurology, Neuropsychiatry,
Sleep Medicine - Sleep Studies
Nerve 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 Southwestern
Cardiovascular Associates
Adult and Pediatric
Joe N. Kidd, MD, FACS
Kenneth Eisenberg, MD, FACS
Robert Santoscoy, MD, FACS
Ian T. Lyn, MD
Hector A. Flores, MD
1600 Medical Center Dr., Ste 212
532-3977
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TMA’S TOP
LEGISLATIVE
WINS IN 2019
Texas Medical Board

✔ Renewal of the Texas Medical Board (TMB) through

2031, an expedited licensing process for out-ofstate physicians, and timely removal of negative
information from a physician’s TMB profile. (HB 1504
by Paddie and Nichols)

Maternal Health

✔ $68 million increase for women’s health programs

and $7 million extra to implement measures to
reduce maternal mortality and morbidity.

Mental/Behavioral Health

✔ $150 million budget increase for mental health

services and psychiatry workforce expansion.

Scope of Practice

✔ Defeated more than 20 dangerous scope of practice

bills.

Pharmacy/Opioids

✔ Delayed implementation of the state’s prescription

monitoring program (PMP) mandate to March 2020
to allow time to integrate PMP into electronic health
record systems; plus $5 million in supplemental
funds for improved PMP interface and subscriber
licenses. (HB 3284 by Sheffield and Nelson) and (SB
500 by Nelson and Zerwas)

Insurance

✔ More explicit prior authorization procedures and

more transparency regarding denials, requirements,
and reviews. (SB 1742 by Menendez and Julie
Johnson)
✔ A surprise billing arbitration process that takes the
patient out of surprise billing battles while giving
physicians a fairer shake on payment. (SB 1264 by
Hancock and Oliverson)
✔ Mandatory network adequacy reviews for PPOs and
EPOs. (HB 3911 by Vo and Campbell)

Public Health

✔ An increase to age 21 for buying tobacco and vaping

products. (SB 21 by Huffman and Zerwas)

✔ Extended the life of the Cancer Prevention and

Research Institute of Texas (CPRIT) for 10 years. (HB
39 by Zerwas and Nelson)

Medical Education
✔ Secured record levels of state funding for medical schools
and graduate medical education.

www.texmed.org
facebook.com/texmed
@texmed
@wearetma

