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Great News for Your Patients!
Expert skincare from the comfort and safety of their own home.

Your patients can visit personally, with Dr. Crutchfield, a board certified dermatologist and Mayo Clinic
Medical School Graduate with 25 years of clinical experience.
We specialize in the treatment of acne, psoriasis, vitiligo, eczema/rashes,
and all other skin concerns. We also have regular clinic hours for patients who need in-person appointments.

CRUTCHFIELD DERMATOLOGY
Experience counts. Quality matters.

Your patients can schedule an appointment using Zoom, Skype, Facetime,

E- E Goodle Duo, Cell Phone and even land lines! T
é? 4’4%
r Fast, Easy, Fun and now covered by most insurance plans! ¢ '/ 9
€& S
Have them Call 651.209.3600 or email us at 5‘\'::‘\*“'( A
E Appointments@CrutchfieldDermatology.com and we’ll take it from there!

1185 Town Centre Drive, Suite 101, Eagan | 651.209.3600 | CrutchfieldDermatology.com
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IN THIS ISSUE

This issue of Minnesota Medicine
introduces a new reqular department,
Health Equity. Health disparities are
part of many articles in the magazine,
but we want to particularly highlight
new and ongoing efforts to provide
healthcare more equitably.

If you have suggestions, send them to
Ipicone@mnmed.org.

PAGE 12

Relieving PAIN

20 Integrative therapies can be both safe and effective
Scientists and clinicians are finding ways to use complementary medicine,
including acupuncture, mind-body therapies, dietary supplements, and more,

to reduce or avoid the use of opioids for patients suffering pain.
BY SUZY FRISCH

24 MDH demonstration projects

A $1.25 million allocation to the Minnesota Department of Health funded
tive demonstration projects that explore ways to manage chronic pain without

opioids.
BY ANDY STEINER AND SUZY FRISCH

FEATURES

18 What’s in a name?

The teaching of clinical anatomy includes an array of diseases, structures, or
procedures named after the person who first discovered them, yet eponym use
in medical practice has been contested for more than 100 years. ‘1
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BY ELISA N. HOFMEISTER; ALYSSA M. BREN; HANNAH SAALSAA; AND STEVEN D. STOVITZ, MD, MS

CORRECTION

Some information about Sharonne N. Hayes, MD, cardiologist and professor of
medicine at Mayo Clinic, was incorrect in the July/August issue of Minnesota
Medicine. She became a cardiologist in 1990 and is the former director of diversity
and inclusion for Mayo. Her published comment about the pay gap between male
and female physicians lacked context. The full quote is:"While we've examined
gender pay equity for physicians at Mayo and, fortunately, found no compensation
gaps, | know from talking to colleagues across the country that it's really erosive
when you find out that someone you work next to is making $50,000 more than
you do and has for the past 10 years!
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Minnesota Medicine is intended to serve as a credible forum for
presenting information and ideas affecting Minnesota physicians
and their practices. The content of articles and the opinions
expressed in Minnesota Medicine do not represent the official
policy of the Minnesota Medical Association unless this is
specified. The publication of an advertisement does not imply
MMA endorsement or sponsorship.
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EDITOR’S NOTE
COMMENTARY

Suggestions for changes in Minnesota’s medical
cannabis program, given today’s knowledge of how
cannabis products may be used and abused.

BY MARIA K. POIRIER, MD

ARTS AND MEDICINE

“Pickled Beets,” a poem about a root vegetable and a
familiar mnemonic.

BY NANCY J. BAKER, MD

HEALTH EQUITY

Care for Somali patients with rheumatoid arthritis
offers a model for addressing healthcare inequality.

BY PAVITHRA RAMAKRISHNAN, MS; MISSY FLEMING, PHD; ABDI
MAHAMED, MBA; ANDREW FORSBERG, BA; AND PAUL H. WAYTZ, MD

Reflections on life and medicine while lying on a
hospital transport cart—for 30 hours.
BY HARRISON H. FARLEY, MD, FACS

GOOD PRACTICE

A digital triage tool allows Margareth Pierre-Louis,
MD, MBA, FAAD, to deal with patient concerns,
provide some treatment—and grow her practice.

BY LINDA PICONE

MMA Annual Conference will be in-person again.
MDH report shows health disparities in maternal
deaths. Patient safety numbers drop during COVID-
19. New 988 number launched for mental health
crises. Record number of overdose deaths in 2021.

RESEARCH

Students, residents, and faculty have mixed views on
pass/fail reporting rather than numerical scores and
grading.

BY JILLIAN K. WOTHE, BS, AND ARCHANA RAMASWAMY, MD, MBA

RESEARCH

Telemedicine helped provide mental health services
to children during COVID-19 and offers some
benefits—and limitations—going forward.

BY MARVIN SO, MD, MPH, AND CHASE HONEYCUTT, MD

Rwanda Campbell, MD, and Hart Garner, MD.
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EDITOR’S NOTE

i
Chris Wenner, MD

[Firearm-induced injury] is a
medical problem. Within this
epidemic, our patients—our

children—are dying not
because of a novel virus
or a mutated gene. Rather,
they are dying as a result
of insufficient preventive

medicine.
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Physicians can and should
lead a movement to control
firearms—and so, firearm

deaths

n case you missed it:

I Firearm-related injuries are now the
leading cause of death for U.S. children.
According to the Centers for Disease

Control and Prevention, 10,186 (10.28

per 100,000) youth in our country died

in 2020 as a result of a firearm-induced

injury. This is up from 7.3 per 100,000 in

2000 and it has eclipsed the prior leading

cause of death for our youth: motor vehicle

crashes.

This indelible societal stain, political
failure, and disease unique to our country
is a medical problem. Within this epi-
demic, our patients—our children—are
dying not because of a novel virus or a
mutated gene. Rather, they are dying as a
result of insufficient preventive medicine.

The time is now to be medical pioneers:
We need to be the collective Salk and
Sabin.

Anachronistic federal filibuster laws
largely block any top-down slowing of this
tragedy playing out before us. Hence, the
reversal of course needs to begin at the
state level, which affords each one of us the
opportunity to be at the vanguard of this
healing movement. It also requires each
one of us to act, to do our part, lest we are
lumped with less favorable cohorts in the
annals of medicine.

MEDPAC is working to elect state leg-
islators interested in enacting meaningful
firearm safety legislation, however, many
lawmakers remain unmotivated in enact-
ing common-sense gun laws. Our job is
to educate our state representatives and
senators and help them understand that
they, too, have the capacity and obligation
to enact change.

We need to call, email, text, and oth-
erwise cajole our state senators and rep-
resentatives (https://www.gis.lcc.mn.gov/
iMaps/districts/) into recognizing the
following points. These items have been
vetted by the MMA and long advocated as
the most effective tools to enact change.
Without equivocation, our legislators need
to hear:
¢ Firearm-related injuries are now the

leading cause of death for U.S. children.
e Minnesota needs universal background

checks on all gun sales.
® Minnesota needs “red flag” laws—al-
lowing for temporary removal of fire-
arms from individuals deemed to be a
threat to themselves or others.
® Minnesota needs significant financial
investment into public health research
on firearm injury prevention.

e Minnesota needs enhanced awareness
of the role of firearms in suicide.

The task at hand is challenging and,
for many, daunting, but an opportunity to
make a positive mark on medicine, a mark
without ambiguity and aligned with the
oath that we all have sworn. We must col-
lectively work towards the day that we can
reflect on our medical progress, a reversal
of this horrific trend.

Firearm-related injuries are now the
leading cause of death for U.S. children.

This is a preventable disease. The time
to act is now. MM
Christopher J. Wenner, MD, is the founder of
Christopher J. Wenner, MD, PA, an independent

family medicine practice in Cold Spring. He is one
of three medical editors for Minnesota Medicine.
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COMMENTARY | POINT OF VIEW

Cannabis use in Minnesota

Cautions and suggestions for change in cannabis statutes

BY MARIA K. POIRIER, MD

he use of cannabis for treatment of

medical conditions is controversial

because the demand for cannabis is
outpacing evidence of efficacy. Minnesota’s
medical cannabis legislation was signed
into law in 2014 and amended in 2021 to
include smokable dried cannabis flower.
Minnesota’s medical cannabis program
(MCP) began accruing patients in 2015.
With the expansion of medical knowledge,
what state legislators thought was true
about medical cannabis in 2014 may not
be true today.

The non-FDA-approved medical can-
nabis products available for purchase at
Minnesota’s licensed medical cannabis dis-
pensaries are derived primarily from Can-
nabis sativa (marijuana or hemp) extracts
or dried flower. These products contain
variable concentrations of psychoactive
THC, non-psychoactive CBD, and many
other lesser known but chemically active
cannabinoids. Cannabis delivery systems
include vape oil, infused edibles, dried
flower, topicals, and other oral products.

The newest cannabis delivery method,
smokable dried flower, with THC concen-
trations ranging from 16% to 25%, varies
in price from $35 to $70 for a 3.5-gram
package and may last three days to three
weeks, depending on use. According to
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a local medical cannabis dispensary em-
ployee, flower is popular because patients
enjoy the olfactory experience of chopping
and smoking the dried flower buds. On-
line advertising for cannabis flower, which
is regulated by administrative rule making,
is reminiscent of a bespoke cigar ad and is
similar to recreational cannabis marketing
language in states where recreational use
is legal.

In 2018, the U.S. Farm Bill federally le-
galized cannabinoids derived from hemp,
provided the delta-9 THC level was less
than 0.3% of dry weight. In May, Gov.
Tim Walz signed legislation that legal-
izes and regulates hemp-derived edible
THC for adult recreational use. The edible
products are limited to 5mg of any THC
isomer (including delta-8, 9, or 10) in a
single serving and no more than 50mg
total THC per package. The Minnesota
Board of Pharmacy is charged with regu-
lating hemp-derived THC and its website
answers frequently asked questions about
the new law.

FDA-approved pharmaceutical canna-
binoids have been available by prescription
since 1985 (THC, dronabinol) and 2018
(CBD, Epidiolex). Dronabinol in the cap-
sule form is a Schedule IIT drug approved
for treatment of chemotherapy-induced

nausea and vomiting and loss of appetite
in AIDS patients. Highly purified plant-
derived Epidiolex is a non-scheduled med-
ication approved for rare forms of epilepsy.

Cannabis and chronic pain
The top two certifying medical condi-
tions of the more than 37,000 currently
active patients in Minnesota’s MCP are
chronic pain (62%) and intractable pain
(46%). Patients suffering from chronic
pain often ask whether medical cannabis
will improve symptoms. Due to lack of
high-quality clinical evidence and minimal
efficacy, international pain experts either
do not recommend medical cannabis for
treatment of chronic pain or give a weak
to very weak recommendation for a non-
inhaled cannabis trial after failing standard
evidence-based therapies.

Harm from using medical cannabis
for management of chronic pain likely
outweighs benefits. Australian researchers
published a systematic review and meta-
analysis evaluating cannabis efficacy for
treatment of chronic non-cancer pain.
Study findings estimated the follow-
ing: If 24 patients with chronic pain are
treated with medical cannabis, four will be
harmed, one will benefit, and 19 will have
no significant change in symptoms. The
most common adverse events reported by
patients receiving cannabinoids were diz-
ziness, drowsiness, nausea, intoxication,
and cognitive disturbance. While some pa-
tients using cannabis for chronic pain may
report subjectively feeling better, medical
cannabis taken orally for pain has not



been shown to improve functional roles at
school, home, or work.

Cannabis and opioids

Given the continued elevated level of opioid
overdose deaths, patients and their pain-
management teams wonder if medical can-
nabis may have a potential opioid-sparing
effect. An observational study found an
association between legalizing cannabis for
medical use and fewer long-term opioid
prescriptions for younger adults. An Aus-
tralian four-year cohort study following
1,514 patients living with chronic non-
cancer pain who were prescribed opioids
found no evidence that illicit cannabis use
reduced opioid prescriptions or increased
opioid discontinuation. While these obser-
vational studies encourage important dis-
cussions about medical cannabis for use in
chronic pain, they do not answer questions
regarding efficacy. The CDC warns there

is no evidence that cannabis is an effective
treatment for opioid use disorder and that
using cannabis alone or in combination
with opioids has been shown to increase
risk of opioid misuse.

Cannabis Use Disorder and related
problems

Using the 2012-2013 National Epide-
miologic Survey on Alcohol and Related
Conditions-III, researchers found that
the frequency and duration of cannabis
use (medical and/or recreational) are the
primary risk factors for development of
Cannabis Use Disorder (CUD). This con-
dition is defined as a problematic pattern
of cannabis use leading to clinically sig-
nificant impairment or distress. Daily or
near daily use of smokable cannabis over
an extended period, independent of dose
amount, leads to CUD in up to 50% of
users. Quantity of cannabis consumed is a
significant factor in developing cannabis-
related problems, including CUD, motor
vehicle collisions, psychiatric symptoms,
and lower IQ and educational attainment.
In this survey, any recreational cannabis
use and CUD were more prevalent in re-
spondents with pain than those without

pain.

In a recent study, one in five newly
certified medical cannabis card holders in
Boston developed CUD within 12 weeks
of entering the medical cannabis program,
with no benefits found in reducing pain,
anxiety, or depressive symptoms. Patients
with mood symptoms were at higher risk
for developing CUD. While a subset of
medical cannabis users who use solely for
medical indications may have a lower risk
of developing CUD, most medical canna-
bis users also use recreationally.

The average age of Minnesota’s MCP
participants is 47. In a recent North
American observational population study,
the association between cannabis use
frequency and CUD with psychosis and
depression was consistent across all age
groups. In a New Zealand longitudinal
cohort study, middle-aged illicit multi-
year cannabis users with at least weekly
use showed a mean 5.5-point IQ decline
compared to their childhood IQ. Cogni-
tive deficits and smaller hippocampal
volumes were found to be specific to long-
term frequent cannabis use and could not

Patients suffering from chronic pain often ask
whether medical cannabis will improve symptoms.
Due to lack of high-quality clinical evidence and
minimal efficacy, international pain experts either
do not recommend medical cannabis for treatment
of chronic pain or give a weak to very weak
recommendation for a non-inhaled cannabis trial

after failing standard evidence-based therapies.

be explained by persistent use of tobacco,
alcohol, other substance use, or socioeco-
nomic factors.

Recommendations for changes

in Minnesota’s cannabis laws and
regulations

Legislators and the public should be aware
that frequent use of any THC isomer or
dosage increases the risk of developing

poINT OF VIEW | COMMENTARY 1

CUD and cannabis-related problems.
Recreational THC opens a pipeline to the
addiction-for-profit marijuana industry.
Multiple cities have approved morato-
riums temporarily banning the sale of
hemp-derived recreational THC.

Since FDA-approved pharmaceutical
cannabinoids are available by prescrip-
tion, legislators should reflect on whether
a compelling state interest still exists for
Minnesota’s medical cannabis program.
The benefits of obtaining cannabinoids
by prescription, rather than through the
MCP or over the counter, include greater
availability, potential insurance coverage,
known safety and efficacy profile, and pre-
scriber supervision of medication trials.

Pharmaceutical THC dronabinol is a
generic medication. According to a Mayo
Clinic Pharmacy cost estimate, the price
of 30 2.5mg capsules is $175. For phar-
maceutical CBD Epidiolex, a 100ml bottle
costs $1,760. Prices may be substantially
lower based on insurance coverage. Non-
FDA-approved plant-derived CBD is
available for purchase over the counter.

Clinicians and patients should follow
Mayo Clinic’s Checklist for finding high-
quality CBD, as multiple studies have
demonstrated that most CBD products
are mislabeled. Key components to find-
ing high-quality products are looking for
a Current Good Manufacturing Practices
certification or EU equivalent, noting
whether the company has an independent
adverse event reporting program, labeling

SEPTEMBER/OCTOBER 2022 | MINNESOTA MEDICINE | 7
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indicating certified organic, and laboratory
testing by batch to confirm THC <0.3%.
CBD may cause liver injury, interact with
other medications, and be associated with
male infertility. Patients should be encour-
aged to discuss the risks and benefits of
taking CBD or any non-FDA approved
product with their healthcare provider.
While the debate over recreational
THC and state-regulated medical cannabis
continues at the state Capitol, I recom-

mend the following improvements to Min-

nesota’s MCP and the new law regulating

recreational THC:

e Close the 2018 U.S. Farm Bill hemp-de-
rived THC loophole. Repeal and amend
the Minnesota statute regulating hemp
with the goal to ban the manufactur-
ing and sale of all hemp-derived THC
isomers.

e Discontinue vape and smokable medi-
cal cannabis delivery systems. The only
substances healthy for human inhalation
are clean air and FDA-approved medica-
tion.

e Require MCP practitioners to screen
patient applicants for moderate to severe
depression and anxiety, psychosis, sub-
stance abuse including CUD, and preg-
nancy, if indicated. Require attestation
to the absence of these conditions before
patient certification and recertification.

e Require certified patients to attend
a follow-up appointment with their
healthcare practitioner three months
after initiation into the MCP program
to assess medical cannabis effectiveness
and screen for CUD.

8 | MINNESOTA MEDICINE | SEPTEMBER/OCTOBER 2022

e Seek confirmation that cannabis is an
effective treatment for a medical condi-
tion from appropriate medical organiza-
tions before the commissioner adds the
condition to the qualifying condition
list.

e Screen all patient participants for CUD
immediately and offer treatment strat-
egies if CUD is diagnosed. Medical
cannabis program participants do not
appear to have a lower risk of develop-

Australian researchers published a systematic review
and meta-analysis evaluating cannabis efficacy

for treatment of chronic non-cancer pain. Study
findings estimated the following: If 24 patients with
chronic pain are treated with medical cannabis, four
will be harmed, one will benefit, and 19 will have no

significant change in symptoms.

ing CUD as compared to recreational

cannabis users.

e Annually publish adverse event data
reported to cannabis manufacturers by
healthcare practitioners or patients after
redaction of identifying information.

o Tighten restrictions on marketing
language that may be interpreted as
promoting cannabis for non-medical
indications and effects.

Reducing pain and improving function
are important goals for patients. While
chronic pain is the most common indica-
tion for MCP certification, international
pain experts either do not recommend the
use of medical cannabis for pain manage-
ment or give a weak recommendation for
use after standard therapies fail. Patients
who experience pain relief from the MCP
dispensary products may benefit from a
prescription pharmaceutical cannabinoid
trial under the supervision of their health-
care practitioner. More research is needed
to understand the role of medical cannabis
in healthcare and to find the best therapies
for managing chronic and intractable pain

while protecting patients and the public
from harm. MM

Maria K. Poirier, MD, is assistant professor of
Medicine, Division of General Internal Medicine,
Section of Integrative Medicine and Health, Mayo
Clinic.

The views expressed are the author’s personal
views, and do not necessarily reflect the policy or
position of Mayo Clinic.
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Project

ECHO,

Minnesota Medical Association

Nawgatmg T rans:t:on
for Youth with Medical
Complexity to Adult Care

The MMA is hosting a series of noon-time
online sessions intended to develop a
sustainable and collaborative knowledge-
sharing community to improve the
transition from pediatric to adult care

for youth with medical complexity.
Thanks to clinical and technological
advances, many children with medical
complexity now live into adulthood. Yet
they face numerous practical hurdles

in moving from pediatric care to adult
providers. This project aims to improve

the competence and confidence of
Minnesota adult primary care clinicians to
manage youth with complex conditions,
thereby increasing the capacity and
number of such clinicians willing to
accept new patients.

ONLINE SESSIONS begin July 18,2022,
and running through March 2023.

CME AVAILABLE.

Made possible with a grant from the
COPIC MEDICAL FOUNDATION.

FOR MORE INFORMATION VISIT THE MMA WEBSITE AT

WWW.MNMED.ORG/ECHO
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Best Practices for

ONLINE
COURSE

Prescribing Opioids

AND OTHER CONTROLLED SUBSTANCES

You need to earn 2 CME credits to fulfill the
legislative mandate. Where better to turn than
the Minnesota Medical Association, the state’s
largest physician advocacy organization?

During the 2019 session, the Minnesota Legislature passed a law that
requires individuals with licenses with the authority to prescribe controlled
substances to obtain CME on best practices in prescribing opioids and con-
trolled substances.

To help physicians comply with this mandate, the MMA has developed an
onling, self-assessment activity that includes content on best practices in
prescribing opioids as well as non-pharmacological and implantable device
alternatives for treatment of pain and ongoing pain management.

This activity has been approved for AMA PRA Category 1 Credit™

Cost
MMA members are free, others
pay $60.

Questions on
the activity?
Email the MMA
(cme@mnmed.org)

Questions about the
mandate and how to
provide documentation

of course completion?
Email the Minnesota Board of
Medical Practice
(Medical.Board@state.mn.us)

For more information, visit
www.mnmed.org/
opioidmandate
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Pickled Beets

(After Julianna Gray)

BY NANCY J. BAKER, MD

Who knew a pre-historic root
vegetable, loved or loathed

for smelling like wet dirt, was

a staple of Elizabethan tarts:
used to color lips and cheeks red
before it became fashionable

to link with delirium.

I relish pickling beets

and avoid staining my fingers
and nails with scarlet dye

by donning gloves as I cut
their stems. I wash and season
the orbs with salt and pepper,
drizzle with oil, roast until soft,
rub off their skin, slice, dice
and submerge each

in sugar and vinegar

with peppercorns.

Mercifully, it’s pills

and plants, not beets,

that cause some to become

red as a beet and mad as a hatter,
not beets themselves,

that, when pickled,

almost always please.

Nancy J. Baker, MD, is a retired family medicine physician
and a member of the Gang of Seven Writing Group.
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Red as a beet,
dry as a bone,
blind as a bat,
mad as a hatter,
hot as a hare, and
full as a flask
is a mnemonic used
to describe the signs
and symptoms of
anticholinergic
toxicity.
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Improving care for Somali
patients with rheumatoid

arthritis

A model for addressing healthcare inequality

BY PAVITHRA RAMAKRISHNAN, MS; MISSY FLEMING, PHD; ABDI MAHAMED, MBA;

ANDREW FORSBERG, BA; AND PAUL H. WAYTZ, MD

“You can tell when there is a
Somali patient in the room
because you can smell their
perfume outside the door”

“I didn’t think she was going to
take the medication because I
couldn’t promise her that it was
going to work.”

“It’s not worth the expense of
starting the medication because
the patient won’t be compliant.”

These were real statements spoken to two
of the authors by practicing physicians in
Minneapolis who were caring for separate
Somali patients. The concerns about these
patients could extend to any underserved
racial or ethnic group who have either
found their way to this country or have
otherwise been ignored or overlooked.
Current experiences and thoughts under-
score the need to remain mindful of omis-
sions and offenses of the past. Efforts to
erase bias and improve providers’ cultural
competency must be on the landscape of
the present.

Implicit bias was raised as one of sev-
eral barriers to the optimal evaluation
and management of rheumatoid arthritis
(RA) in Somali patients who were treated
in a private practice setting in an earlier
article we wrote, published in Minnesota
Medicine. As part of that original evalu-
ation from 2016, demographic data were
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gathered to catalog and analyze a variety of
patient characteristics, as well as identify
patterns of care. With the addition of 31
patients from the calendar year 2018, we
are now able to reinforce and further ad-
dress observations (Table 1).

Minnesota is home to the largest popu-
lation of Somali people living outside of
Somalia and Kenyan refugee camps. The
majority of the current population, pri-
marily living in the Twin Cities, continue
to be refugees and immigrants who fled
Somalia in the wake of the 1991 Civil
War. However, there are now increasing
numbers of second- and third-generation
Somali who were born in Minnesota. Ar-
thritis and Rheumatology Consultants is a
private practice clinic in the metropolitan
area, comprising 12 board-certified rheu-
matologists. Based on accepted rates of RA
prevalence (1-1.5%), our study represents
at least 10% of the estimated Somali RA
population in the state.

The COVID-19 pandemic beginning in
2020 further magnified medical dispari-
ties among Black and Latino people in the
United States, with increased numbers of
deaths and hospitalizations compared to
Caucasians. With these facts in mind, it
is no wonder that Somali people—99%
of whom practice Islam— of any age or
with any diagnosis might have concerns
about medical systems run by people
who, for the most part, neither look like
them nor share their beliefs. Primary care
physicians, as well as those in a variety of
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subspecialty medical practices, provide
chronic care based on training that fosters
a fundamental mindset of long-term rela-
tionships and awareness of circumstances
that goes well beyond the day-to-day.
Unfortunately, and for too many rea-
sons, healthcare inequity exists. Bias of any
kind may cross a line toward becoming
systemic and dangerous. A logical place
to start when exploring inequity in any
specialty must be consideration of how a
physician’s thought patterns form a view
of patients. If bias or barriers are part of
that view, it can result in serious individual
consequences.

Discussion

In spite of the introduction of remarkably
safe and effective biologic medications
almost 25 years ago, RA remains a serious
chronic inflammatory disease that can
lead to joint damage, impaired strength
and mobility, and systemic morbidity.
Early diagnosis and appropriate treatment
optimize success, yet key to that success

is patient trust and a respectful patient-
physician relationship, given the long-term



nature of care. A patient’s functional ca-
pacity within his or her social community,
as well as that person’s self-esteem, may be
as important as control of inflammation.

The first generation of Somali in the
United States, those who make up the
majority of the group studied, are refugees
who escaped war, famine, and poverty.
Like similar groups who have had roots
in exile, many have suffered emotional
damage due to feelings of being unwanted
and having been subjected to disrespect
and discrimination. Migration robbed
them of personal lives and stories; collec-
tive memories have been lost. A sense of
self-worth, that underlying concept that
anyone is just as human as anyone else,
may be forgotten.

All patients in this study received stan-
dard rheumatologic medications up to the
point of a surprising lack of biologic use
(Table 2). Most patients did not receive
nonsteroidal anti-inflammatory drugs
(NSAID), likely explained by the older age
of the cohort. Prednisone was used for the
overwhelming majority in hopes of rapid
control of inflammation. One can improb-
ably speculate that there is something
distinctive about a Somali patient with RA
such that they do not progress to the point
of needing biologic therapy. Longer fol-
low-up will likely reveal evolving changes
in prescribing practices or a better under-
standing of this current observation.

Attitudes generated by implicit bias may
be as harmful as those created by explicit
bias if choices are made that lead to poor
or erroneous decisions. In part, these
unconscious attitudes may stem from a
lack of understanding of and appreciation
for unfamiliar cultural beliefs and experi-
ences. A caregiver may make omissions
or form conclusions that lead to invalid or
inaccurate assumptions. In the extreme,
implicit bias can be a superimposed co-
morbidity that eventuates in substandard
medical care.

Other existing attitudes and barriers
can contribute to decreased credibility and
result in patient distrust. Physicians who
do not look like their patients may also
lack a necessary appreciation of social is-
sues, such as the physical and emotional
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history that brings someone to their office.
We need empathy for a patient’s current
situation as refugees adapt to a new physi-
cal place to live, surrounded by a vastly
different culture and a healthcare system
unlike anything they have previously ex-
perienced.

Rheumatologists depend on personal
stories—“the history”—for learning, un-
derstanding, and eventual decision-mak-
ing. It is the personal storytelling of a refu-
gee or immigrant that allows us to truly
appreciate how much more there is than
the length of morning stiffness or per-
ceived presence of swelling. Similar con-
siderations are necessary for any chronic
disease and should guide how visits are
conducted. We need to be attentive to the
memories of displacement and not being
respected, of having families separated,
and of being marginalized. Being mindful
of complicated background issues might
well overcome certain barriers. To assume
that a certain patient aspires toward the
healthcare provider’s lifestyle will be both
unrewarding and detrimental. All patients
teach us; with some, the lessons are more
complicated.

Physicians must have an ongoing and
heightened sense of awareness and empa-
thy to recognize where a Somali—or any
other refugee or immigrant patient—has
come from and how they cope. We do not
need to adjust our expectations in terms
of results. It may take additional time, but
by appreciating and showing understand-
ing, long-term positive relationships can
evolve. For a rheumatologist, management

of RA is complicated enough; one can only

imagine how it appears to someone who
has been unwillingly displaced from their
home and culture. For anyone involved
with chronic care, it may be the physi-
cian in the relationship who most needs
patience.

The statements at the beginning of this
paper are startling and horrifying and
often elicit the response, “I would never
say that” But, if it occurred in your pres-
ence, what would you think, what would
you have done, what could or should you
do? If you don’t want this to happen again
how could you act?

HEALTH EQUITY <l

Are visions of improvement in sight?
Our investigation provides an opportunity
to appraise a necessary racial and ethnic
reckoning of inequity and disparity. These
issues affect access to and delivery of care
as much as any medication or procedure.
In whatever way we define and evaluate
positive and improved outcomes, a dy-
namic function exists that requires closer
scrutiny within the context of an individu-
al’s social norms. Individual patient needs
are vast. All physicians need to provide
hope and cultivate trust, especially within
a healthcare system that shortchanges
the people who need it the most. We may

recognize discrimination and disparity,

TABLE 1

Baseline Characteristics (n=71)

NUMBER OF
PARTICIPANTS
(%)

Age at diagnosis, mean (range) 65.9 years (22-95)
Female 69 (97)
Smoking Status
Current 0(0)
Former 203)
Never 69 (97)
Seropositive status
Rheumatoid factor 38(54)
Anti-CCP 16(23)
Both 12(17)
Elevated inflammatory markers
Sedimentation rate 60 (85)
(-Reactive protein 64 (90)

TABLE 2

Medication use at any time

(n=71)
NUMBER OF
PARTICIPANTS

MEDICATION (%)
Prednisone 68 (96)
Methotrexate 56 (79)
Hydroxychloroquine 40 (56)
Sulfasalazine 25(35)
Leflunomide 4(6)
Biologic DMARD* 6(8)

*Medications included 4 patients on IV Infliximab, 1 on
golimumab and 1 on abatacept
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but we cannot simply admire the problem
from a distance.

Moving forward
Listening to stories fosters trust, respect,
and reinforces a patient’s self-worth.

We must consider if things will be dif-
ferent for younger generations of refugees
and immigrants as they become more ac-
culturated to life in the United States. Will
stories be lost?

Providing a welcoming note in Somali
would be an easy first step of a patient’s
visit.

Even the best interpreters are barriers.
We can develop short educational courses
for them to cover diseases and treatments.

All caregivers start in a good place;
maintaining and improving those places
is hard. Behavior patterns may need to
change to ensure support for patients,

14 | MINNESOTA MEDICINE | SEPTEMBER/OCTOBER 2022

which will eventually lead to optimal out-
comes and better health.

Caregivers cannot make up for shat-
tered lives, but we do have the opportunity
to make things better through unbiased
professional interactions with our patients.
We need to reinforce, among many other
ideas, the notion of belonging. MM

Pavithra Ramakrishnan, MD, is a resident in
internal medicine, University of Minnesota. Missy
Fleming, PhD, is a licensed professional counselor.
Abdi Mahamed, MBA, is a senior systems analyst,
VITS Consulting Corp, Minneapolis. Andrew
Forsberg, BA, (deceased) was a law student at the
University of Minnesota. Paul H. Waytz, MD, is a
rheumatologist with Arthritis and Rheumatology
Consultants, Bloomington.
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Reflections whileon a
hospital transport cart

BY HARRISON H. FARLEY, MD, FACS

1 fell one mornjng this I was able to get through the day with decline). My family checked in on me

the help of Lilydale Villa food delivery throughout the day but waking up the next
past spring as 1 stooped to service to my apartment, a walker, and morning, I had reached my endpoint. I

an electric scooter (all available because called Julie, the youngest of my three nurse
retrieve a small paper icon of their purchase for my late wife who daughters, who was busy at work at St.

required them after her neurological John’s Hospital in St. Paul; her husband,

from the floor. My right leg

Harrison Farley, MD K

simply gave way. I lost my ‘ hisfoll was albad one

7

balance and went reeling ' B . 30hoursonacarti
5 5 . then a bed was foun
treatment could procee

back, landing with full force
on my butt and back. A bolt
of pain struck me high in the
posterior chest and it radiated

down my right leg.

had fallen between the bed and the wall
Iand in one way I was fortunate, for I
had escaped striking my head (so feared
yet so common in aged patients in nurs-
ing care facilities, especially those on a
blood thinner like me). Testing my arms
and legs, I could detect no sign of a bro-
ken bone. In an active life some 20 years
ago, when a fall in the woods or on a golf
course had ruptured a disc, I recovered
slowly by waiting it out, but I had never
experienced a vertebral compression frac-
ture before and I had just squashed T6 in
addition to aggravating the old injuries at
L3-L4 and L4-L5. Of course I wasn’t aware
of this at the moment. All T knew was that
I was having a devil of a time moving.
With great effort I managed to get to my
knees and then up and onto the bed.
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Jim, helped arrange for medical transport
to the hospital. Within minutes of Jim’s ar-
rival, paramedics were transferring me by
ambulance to that same St. John’s where
Julie happened to be working in the ER.

It was early morning when I arrived at
St Johnss. Julie was busy on her shift. In
the midst of the pandemic, with COVID-
19 rampant, there were no available beds
in the entire hospital. Even the few beds
in the ER were filled with sick patients. I
was briefly checked over and, after getting
basic X-rays, my cart with me on it was
pushed over against the wall of the main
corridor leading to and from the busy
Emergency Room. Streaming by me, para-
medics and firefighters pushed patients
in (a few children were carried), many in
pulmonary distress with 02 running. My
back and right leg hurt but the poor souls
going by seemed in far worse condition
than I. Thank goodness, a nurse at last
stopped by.

“Are you in pain Mr. Farley?” she asked.

“Only when I try to move or cough!” I
replied “but I ...” and before I could finish,
she moved on saying, “Your nurse will be
coming”

This calmed me a bit but not for long.
Nurses passed by but seemed to avoid
looking at me. I was beginning to get a bit
paranoid. Every so often, I would call to a
passing nurse to plead my case but, truth
be told, I was in no great danger and oth-
ers actually were. I had no IV running, yet
several hours later, I knew that I needed
to empty my bladder. A nurse hearing
my complaint dispatched two orderlies to
help. It required two husky orderlies to get
me off the cart and across the hall and into
the bathroom. I asked to self-cath with a
14 French straight catheter that, thank the
good Lord, was produced and I managed
to catheterize myself standing at the toilet
with the two orderlies steadying me. Then
it was back to the cart in the hallway. My
thoughts were rambling during the night.
I was uncomfortable but not in great pain.
If I slept at all it was for a brief moment.

I was frustrated—but who was there to
blame? What were my thoughts while
lying there? Mostly just feeling sorry for
myself! But, having lived a long life and
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spending many hours worrying about the
outcome of a patient or patients in dis-
tress, I told myself, “This too will surely
pass,” and tried to sleep. Recalling a famil-
iar Bible passage from Micah 6 helped me
through that night.

When my wife Marie and I were liv-
ing in New York City during my medical
school days at Cornell, we lived in a tene-
ment close to the school and hospital but
we attended the Fifth Avenue Christian
Church on Sundays because it had been
her denomination back in our college
days. At a transfer point on our journey to
church each Sunday, when we came up to
street level, there was a large art museum
and emblazoned in the concrete facade
was an often-quoted biblical passage from
the Old Testament. It was a favorite of
mine and that night on a cart in the hall-
way of St. John’s ER, feeling virtually alone
and in need of support, it helped soothe
my jangled nerves:

“With what shall I come before the Lord,
and bow myself before God on high?

Shall I come before him with burnt offerings

with calves a year old?

Will the Lord be pleased with thousands of rams,
with ten thousand rivers of oil?

Shall 1 give my firstborn for my transgression
the fruit of my body for the sin of my soul?

He has shown you, O man, what is good;
and what does the Lord require of you

but to do justice and love kindness,

and to walk humbly with your God?”
—Micah 6: 6-8

At last, after 30 hours on that cart in
the ER, an orderly gave me the news I was
waiting for: “T have good news for you
Mr. Farley, we have a bed for you!”

The next three days I spent having an
MRI of my spine and specialist consul-
tations. I had a steroid injection of my
lumbar spine L3-4 and L4-5 areas (the old
injury site) and it seemed to help. Consen-

Thanks to good medical care, follow-up therapy and
supportive family, Harrison Farley was able to return to his
“baseline”and celebrate his 93rd birthday at home.

sus was that surgery was not in my best
interest at this time, especially at age 92.

I was fortunate to be able to return
to my independent senior apartment
at the Villas of Lilydale and I have im-
proved back to my baseline, thanks to
the good medical care at the hospital,
follow-up physical therapy for the first
several months, and the benefit of hav-
ing outstanding supportive care from my
wonderful family members. Three months
after this event, I felt blessed to be able to
celebrate my 93rd birthday.

My days of helping the diseased and af-
flicted have largely gone “by the boards,”
as they say, but what Micah said thousands
of years ago still applies. I'll do my best to
abide by his admonitions. MM
Harrison H. Farley MD, FACS, is a retired clinical

professor of Surgery at the University of Minnesota
Medical School.
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WHAT’S IN A NAME?
Eponyms
iNn medicine

BY ELISA N. HOFMEISTER; ALYSSA M. BREN;
HANNAH SAALSAA; AND STEVEN D. STOVITZ,
MD, MS

n eponym in medicine is the name of a

disease, structure, or procedure usually

derived from the name of the person
who discovered it first: Alzheimer’s disease,
Down syndrome, Parkinson’s disease, islets
of Langerhans, and hundreds more.

The teaching of clinical anatomy in-
cludes an array of eponyms, yet eponym
use in medical practice has been contested
for more than 100 years. Those favoring
eponyms argue that they are succinct de-
scriptors for complex concepts, and that
historical ties make them irreplaceable;
those against contend that many eponyms
are not descriptive and are superfluous.

Within medical education, and specifi-
cally within musculoskeletal (MSK) medi-
cine, students and
educators routinely
debate the utility of
eponyms as tools
for learning. The
first three authors of
this study are current medical and physi-
cal therapy students trying to learn the
MSK system. Like generations of students
before us, we feel overwhelmed by MSK
medicine, partly because of the number of
eponyms taught. We decided to quantify
the number of eponyms listed in common
orthopedic educational textbooks and to
review the rationale for and against their
use in the teaching of MSK medicine,
with the larger objective of asking clinical
teachers to reflect upon their use through-
out medical education.

We searched five major textbooks used
in teaching MSK medicine. We used the
index to manually search for eponyms in
Orthopedic Physical Assessment by David
J. Magee and Orthopaedic Sports Medicine
by Delee, Drez, and Miller and electronic
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search functions to identify eponyms in
Essentials of Musculoskeletal Care by Arm-
strong and Hubbard, High Yield Orthopae-
dics by Parvizi and Kim, and The Sports
Medicine Resource Manual by Seidenberg
and Beutler. Eponyms were recorded and
collated for presentation.

Collated across the textbooks, we
counted 552 eponyms. There were 420
terms that were seen in only one of the
books. Of eponyms seen across multiple
books, 69 appeared in two books, 38 ap-
peared in three books, 12 appeared in
four books, and 13 appeared in all five
books: Lachman test, McMurray test, Jobe
test, Babinski reflex, Baker cyst, Morton
foot/neuroma/ test, Neer impingement,
Hawkins impingement, Phalen test, Tinel
test/sign, Trendelenburg sign, Salter-
Harris Injury/ fracture/ classification, and
Thompson test.

The question is not what is the exact
number of eponyms in circulation, but
rather, what is the purpose of the eponyms
we have? If the eponyms are well-defined
and serve as a shortened substitute for
excessively long descriptions, perhaps they
are useful. However, research shows that

“This is not a situation where ‘you say tomaytoe, and
| say tomahtoe,  this is a situation where we both say
‘tomato, but you mean a fruit’and | mean a vegetable”

eponyms are not defined consistently. For
example, a study of nearly 100 articles on
shoulder and elbow injuries found that,

on average, only 39% of the eponymous
injury terms (range, 0% to 82%) were
described similarly to the original descrip-
tion. The “Jones fracture” in the foot was
originally defined in 1902 as being within
about 3/4 inch from the base of the fifth
metatarsal, but studies now use an array of
definitions with variations that predict dif-
ferent outcomes .

In October 2016, in an article in Evi-
dence Based Medicine, M.P. Somford et al
surveyed 224 orthopedic surgeons regard-
ing the correct definition of 10 eponyms.
Using a multiple-choice test, only 45%
of responses were correct. Among the 10
eponyms, the highest correct response rate

was for Sever’s disease (calcaneal apophy-
sitis) where 75% answered correctly; the
lowest correct response rate was for a

Barton fracture (dorsal rim intra-articular
distal radius fracture) where only 27%
responded correctly. “Correct” in this
context means “consistent with the origi-
nal definition of the term.” Definitions of
many terms have migrated over time; our
research showed heterogeneity in eponym
interpretations, suggesting that orthopedic
surgeons may be miscommunicating and
misunderstanding terminology. This is not
a situation where “you say tomaytoe, and I
say tomahtoe”; this is a situation where we
both say “tomato,”
but you mean “a
fruit” and I mean “a
vegetable”

We agree that
it is important to
evaluate the context of the eponym, and to
evaluate when and where eponyms serve a
useful purpose in medical communication.
The “Lachman test” to assess the integrity
of the Anterior Cruciate Ligament (ACL)
of the knee, is useful because the name
serves as an abbreviation for a complex
maneuver. In this exam, the clinician
flexes the leg at the knee and externally
rotates the leg about 20 degrees. Then, the
clinician pulls the tibia anteriorly while
stabilizing the femur. Failure to demon-
strate a solid endpoint is an indication of
an ACL deficient knee. Studies have found
the Lachman test to be superior to both
the anterior drawer test and the pivot shift
test for assessing the integrity of the ACL
of the knee. The use of eponymous term,
“Lachman,” seems beneficial, given what



would otherwise be a lengthy description,
and it takes the place of the non-eponyms
“Anterior Drawer test” and “Pivot Shift
Test,” which are less sensitive and specific.
The concern of unnecessary eponyms
may be particularly salient for MSK
education, where several studies have
demonstrated that students struggle. For
example, K.B. Freedman and J. Bernstein
found that 82% of recent medical school
graduates from 37 different schools failed
to demonstrate basic competency in MSK
medicine (“Educational deficiencies in
musculoskeletal medicine,” Journal of Bone
Joint Surgery-American, 2002). A similar
assessment of students at Harvard Medical
School demonstrated that, while students
rated MSK medicine as “of major impor-
tance,” only 26% of fourth-year medical
students passed their MSK competency
assessment. We think it is important that
future clinicians graduate with a high de-
gree of competency in MSK medicine.
Approximately 15-30% of primary care
visits involve a musculoskeletal concern,
yet fewer than 3% of medical education
hours are spent teaching MSK medicine.
Part of the problem with MSK education
may be a lack of adequate training time
and the lack of standard teaching meth-
ods; medical school surveys reveal large
variation and structure in MSK curricula
across schools. Medical students feel they
are not learning a simple, systematic, re-
producible MSK clinical exam, and poor
reliability and inconsistency in definitions
of concepts further impedes medical edu-
cation. In a recently published viewpoint
in Anatomical Sciences Education, June
2021, M.A. McNulty claimed that ep-
onyms unnecessarily increase cognitive
load for students learning anatomy, with
little benefit, and this added burden is not
justified given the pre-existing high bur-
den of memorization for students.
Eponyms have increased in number
over the last century and, unless actions
are taken, counts will likely continue to
increase. There have been committee-wide
calls to end the use of eponyms in fields
within medicine and some eponyms are
beginning to fall out of favor with clini-
cians, committees, and even journal edi-

Eponyms counted
TOTAL: 552
DUPLICATES UNIQUE TERMS
132 420
Magee: 197
Delee: 105
Armstrong: 33
Parvizi: 55

Seidenberg: 30

Eponyms counted in 5 musculoskeletal textbooks. Unique
terms defined as those found in only that textbook.

tors, giving some hope that the future of
medicine may involve fewer eponyms.
Winkelman’s study suggests that about
25% of eponyms are cited infrequently and
some have faded from current medical
vernacular entirely.

The public recognition that many of our
institutions have systematically favored
white men serves as an additional justi-
fication to decrease the use of eponyms.
Eponyms may serve as a hindrance to the
goals of diversity, equity, and inclusion in
medicine. McNulty et al argued for an end
to the use of eponyms in anatomy educa-
tion and included a section titled, “Ep-
onyms are pale, male and stale” R. Buttner
et al reviewed 432 eponyms in anatomy
and found that the average date of attri-
bution was 1847, i.e. before women were
even welcome into medical schools (“De-
eponymizing Anatomical Terminology;’
Emergency Medicine News, October 2020).
It is thus not surprising that over 98% of
the eponyms reviewed by Buttner et al were
named after male physicians. Although
they did not assess race and/or ethnicity of
the individuals, the majority of eponyms
were coined from names common in Euro-
pean countries. Even more worrisome to us
as students are eponyms named after Nazi
scientists, some of which are still used and
taught today, e.g., Reiter syndrome. This
eponym was listed in the MSK textbooks
we use along with signs and symptoms of
reactive arthritis but no bioethical context
surrounding the name. One of the promi-
nent arguments in favor of eponymous
names is that they celebrate medical pio-
neers and ignite passion for the historical
legacy medical achievement, inspiring
future generations of clinicians. If this is a
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critical goal of eponyms, then Reiter should
be purged from clinical education of reac-
tive arthritis. Conversations become more
productive if Reiter’s work is discussed in
conjunction with a lesson on medical ethics
and the ways in which his pursuit of knowl-
edge violated basic human rights.

With more than 500 eponyms in
MSK medicine, a movement away from
eponyms may serve as a small step to
improve MSK education. Efforts should
be made to introduce proper descriptive
nomenclature based on anatomical and
physiological functions. It may be easier
to learn the description (anatomical or
otherwise) of MSK concepts and use these
lengthier but more explanatory terms
rather than memorizing eponyms as sub-
stitutes for their intended objects. If learn-
ing an eponym improves student compe-
tency, then it should be emphasized. If not,
then its use should be reconsidered. MM
Elisa N. Hofmeister is a third-year medical student,
University of Minnesota Medical School. Alyssa M.
Bren, is a third-year medical student, University of
Minnesota Medical School. Hannah Saalsa, SPT, is
a third-year Doctor of Physical Therapy student,
University of Minnesota. Steven D. Stovitz, MD,
MS, is a professor, Department of Family Medicine

and Community Health, University of Minnesota
Medical School.

Suggestions for teaching
MSK eponyms

For general education, only teach ep-
onyms that are commonly used and
that serve a purpose beyond the ana-
tomic description.

When using eponyms in teaching, also
describe the clinical maneuver or scien-
tific description to decrease ambiguity.

When teaching an eponym, mention
studies of the eponym, i.e. the validity
for tests or reliability for fractures or
other findings.

Minimize the use of eponyms when
writing test questions, especially when
this neglects the need to understand
the anatomical function.

Unless there is a strong reason, please
do not add new eponyms to the cur-
rent list. There are enough already.
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rent Bauer, MD, hadn’t planned on

launching a career in complemen-

tary and integrative medicine when
he completed a fellowship in advanced
general internal medicine at Mayo Clinic
in Rochester. But, upon joining Mayo
Clinic staff in Arizona in 1992, he started
encountering many patients who engaged
with acupuncture, massage, mind-body
therapies, and more.

Their practices sparked Bauer’s interest
in learning more about these modalities,
especially so that he could better answer
patients’ questions. By the time he re-
turned to Minnesota in 1996, Bauer had
a body of knowledge through coursework
and research that showed him how com-
plementary practices help address patients’
specific needs, including pain relief. He

helped Mayo start its Complementary and
Alternative Medicine program (as it was
then known) in 2000 to offer such thera-
pies to patients.

One initial line of research helped make
the case at Mayo for robust complemen-
tary care. Two studies investigated the
efficacy of massage for reducing pain and
anxiety after open heart surgery, showing
a statistically significant—and clinically
important—improvement in both realms,
says Bauer, director of the Mayo Clinic In-
tegrative Medicine Research Program. This
led Mayo to make massage therapy part
of its routine care for patients after open-
heart surgery. Subsequent studies made the
case for providing massage to patients after
breast surgery, thoracic surgery, and cardiac
catheterization.

with complementary care

Integrative therapies may safely
and effectively ease patients’ pain

BY SUZY FRISCH



Building evidence for complementary
care continues at Mayo today. Scientists
and clinicians delve into research that
advances the field and informs Mayo’s ap-
proach to integrating varied therapies into
its care model, including acupuncture,
animal-assisted therapy, guided imagery;,
and dietary supplements and herbs, Bauer
says.

These days, many Minnesota health
systems provide complementary and
integrative therapies to help hospitalized
patients with pain and anxiety, to good
effect. There also is deeper integration of
complementary treatments into traditional
care to help with back and neck pain,
osteoarthritis, cancer care, and headache
pain. “I think we have reached a point
where many complementary therapies
have been thoroughly investigated and
found to be helpful in combination with
conventional care;” Bauer adds. “The best
of both conventional care and evidence-
based complementary therapies is in-
creasingly being referred to as integrative
medicine, and I think that nicely reflects
what has occurred at Mayo over the past
25 years”

Mary Jo Kreitzer, PhD, RN, director of
the Earl E. Bakken Center for Spirituality
& Healing at the University of Minnesota,
has witnessed this evolution firsthand.
“There has been a sea change over the last
five to 10 years with how we look at using
non-pharmacological approaches,” she
says. “Part of what really opened the door
for that is so much research has emerged
that provides strong evidence on how
complementary and integrative therapies
can be effective for managing acute and
chronic pain”

Kreitzer credits work like findings
from the Pain Task Force of the Academic
Consortium for Integrative Medicine
and Health with helping change minds
throughout the healthcare sector. Its
analyses provided the scientific evidence
that modalities like acupuncture, massage,
chiropractic, and meditative movement
therapy like tai chi and yoga are effective
therapies for pain, including post-surgical
pain, acute pain, cancer pain, and chronic
pain.

Michael Egan, MaOM, Dipl OM, a
licensed acupuncturist and traditional
East Asian medicine provider at the Al-
lina Health Penny George Institute for
Health and Healing, has seen a significant
shift in the understanding of chronic pain,
especially in the past five to eight years.

In addition to acupuncture now being
reimbursed by insurance companies more
readily, “I have seen this growing accep-
tance of integrative medicine as a form
of dealing with the monumental disease
of chronic pain,” he says. “We have seen
an evolution in the understanding that
chronic pain is not just what is going on
in the tissues of the body—it is always a
physical, emotional, and psychological
experience”

There is a growing understanding that
acupuncture releases pain-killing chemi-
cals in the brain, like beta-endorphins and
enkephalin, while triggering the central
nervous system to override pain signals,
Egan says. Acupuncture is one element
of traditional East Asian medicine, which
fosters a mind-body approach to care.
Egan says there is robust evidence that
mind-body practices like tai chi can be
an effective treatment for chronic pain.
Clinicians who help patients manage pain
know that this holistic approach—address-
ing the mental, physical, and emotional
experience of pain—is essential. Health
and medical systems and payers are slowly
evolving to reflect that approach.

System changes

Several important milestones sped up

that process. In 2018, the Joint Commis-
sion, which accredits more than 21,000
healthcare organizations and programs in
the United States, implemented new pain
assessment and management standards.
The commission now requires hospitals to
provide nonpharmacologic pain treatment
options like chiropractic care, massage
therapy, and acupuncture—or to educate
patients about them.

'Relieving PAIN

The best of both
conventional
care and
evidence-based
complementary
therapies 1s
Increasingly
being referred

to as integrative
medicine, and 1
think that nicely
reflects what has
occurred at Mayo
over the past 25
years.”

BRENT BAUER, MD
INTEGRATIVE MEDICINE RESEARCH PROGRAM
MAY0 CLINIC

The American College of Physicians
issued guidelines in 2017 that physicians
should first treat acute and sub-acute low
back pain lasting four to 12 weeks with
non-drug therapies like heat, massage,
acupuncture, chiropractic care, tai chi,
and/or yoga. These options can be paired
with nonsteroidal anti-inflammatory
medication or muscle relaxants. For
chronic low back pain, it recommends
additional non-drug therapies like multi-
disciplinary rehabilitation, exercise, cogni-
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tive behavioral therapy, electromyography
biofeedback, low-level laser therapy, or
mindfulness-based stress reduction.

Finding effective ways to treat pain has
become an even more pressing concern
as an estimated 100 million American
adults—or up to 47% of the population—
suffer from chronic pain, according to the
Institute of Medicine. Low back and neck
pain, osteoarthritis, and headache are the
most common culprits.

The quest for better medications and
treatments has grown in importance dur-
ing the opioid epidemic, which includes
1.6 million people with opioid use disorder
in the United States and 10.1 million peo-
ple misusing prescription opioid medica-
tions, according to the 2019 National Sur-
vey on Drug Use and Health. From 2000
through 2019, 4,821 Minnesotans died
from opioid overdoses, with that trend in-
creasing during the COVID-19 pandemic.
In 2021, 924 people in Minnesota died
from opioid overdoses, a 35% increase
over the 685 people who died in 2020, ac-
cording to preliminary data from the Min-
nesota Department of Health (MDH).

Arti Prasad, MD, an internal medi-
cine and integrative medicine physician
at Hennepin Healthcare, led a mapping
project that created the Non-Opioid Pain
Alleviation Information Network (NO
PAIN). She recently shifted from serving
as chief of internal medicine at Hennepin
to chief strategic development officer
and she continues overseeing integrative
medicine and seeing patients, primarily
in integrative oncology care. Her work
is varied, including providing evidence-
based complementary approaches to help
cancer patients with pain or side effects.
She also works with people who completed
cancer treatment to prevent its return with
lifestyle medicine and helps them with lin-
gering pain from conditions like chronic
neuropathy.

“What inspires me every day is support-
ing individuals in their healthcare journey
and closing the gap in their healthcare to
bring healing to them and to healthcare,”
Prasad says. “A cure may or may not come
for their condition, but if I can partake in
working with them and bring healing to
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them and their caregivers and loved ones,
then I think we are making a difference”

Prasad has rich experience in blending
complementary and traditional medical
care for treating pain during three decades
in integrative medicine, including start-
ing the nationally recognized preventive
and integrative medicine Center for Life
at the University of New Mexico. She val-
ues Hennepin’s approach, which deeply
incorporates integrative medicine into its
clinical system. Prasad experiences it daily
as physicians readily refer patients back
and forth, and patients move seamlessly
between appointments with oncology and
integrative medicine physicians.

For example, when an oncologist’s
patient has questions about mind-body
practices or taking herbs and supplements,
that physician will refer to Prasad. She
can see the patient’s medical records and

advise that person on complementary care.

“I work with the oncologists, and we com-
municate back and forth,” she says. “This
is what I appreciate”

Similarly, at Allina Health, acupunctur-
ist Egan says about 80% of his patients
come from physician referrals. And when
he sees a patient who might benefit from
another provider’s modalities, or if there
are “red flag” symptoms, he doesn't hesi-
tate to refer. “The beautiful thing about
this integrative approach is when we real-
ize that we all have something to offer. We
all want to first do no harm, and we want
to give patients relief from suffering,” Egan
says. “We have our different methodolo-
gies, but I think that emphasis on compas-
sionate, whole-person, patient-centered
care, while trying to treat the person’s
mind, body, and emotional well-being, is
essential to what we do”

Pain education and research
Complementary and integrative care will
continue to become more common in
medicine as medical students, trainees,
and current physicians learn about the
possibilities and see more of the evidence.

We have seen an
evolution in the
understanding
that chronic pain
IS not just what
IS going on in
the tissues of
the body-

It is always

a physical,
emotional, and
psychological
experience”

MICHAEL EGAN

LICENSED ACUPUNCTURIST AND TRADITIONAL
EAST AST1AN MEDICINE PROVIDER

ALLINA HEALTH PENNY GEORGE INSTITUTE FOR
HEALTH AND HEALING

At the University of Minnesota Medical
School, students learn about integrative
approaches as part of the overall curricu-
lum, Kreitzer says. In addition, the Bakken
Center offers elective integrative medicine
rotations for third- and fourth-year stu-
dents. Students also can enroll in roughly
70 courses at the Bakken Center, including
integrative pain management and well-be-
ing and resilience for health professionals.
A key area that learning and practicing
physicians should understand about pain
involves how it is recognized and treated,
Kreitzer says. Pain does have a gender
component, with women being more likely



to feel pain and to have that pain dis-
missed. Pain also is often underrecognized
and undertreated in people of color. It’s
vital to teach clinicians how to assess pain
and understand that people’s perceptions
and experiences of pain vary widely, she
adds.

“So much more has been published on
pain and the importance of pain as a vital
sign that needs to be managed,” Kreitzer
says. “I think we're doing a better job of
educating clinicians on pain and hospitals
are developing guidelines for looking at
more comprehensive pain approaches.”

The Center also has been involved with
research, securing more than $20 million
in federal funding for studies about com-
plementary and integrative health for pain
management and health and well-being.
Brent Leininger, DC, MS, a chiropractor
and assistant professor in the Integrative
Health and Wellbeing Research Program,
is engaged in NIH-funded research, in-
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cluding analyses of the effectiveness and
cost-effectiveness of different complemen-
tary therapies for pain management.

In a Phase 3 clinical trial with 1,200
participants, researchers are comparing
non-pharmaceutical approaches for treat-
ing acute back pain, aiming to prevent it
from progressing to chronic pain. Par-
ticipants either follow traditional, nonin-
vasive medical guidelines; receive spinal
manipulation therapy, a treatment com-
monly used by chiropractors and physical
therapists; participate in supported self-
management, including pain education
and mind-body techniques; or utilize a
combination of spinal manipulation and
supported self-management, Leininger
says.

These inquiries are important because
back and neck pain are pervasive in the
United States. “We spend more on back
and neck pain than any other condition,
more than on cancer or heart disease;”
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Leininger says. “The use of MRIs, injec-
tions, and surgery remain common and
many international guidelines have called
for improvements in how the conditions
are managed. Complementary treatments
have garnered a lot of interest, especially
how they compare to standard treatments
in terms of clinical outcomes, costs, and
keeping people functional”

Other questions about complementary
therapies include their effect on the need
for narcotics. At Mayo, researchers mea-
sured opioid usage in the hospital during
some of its studies, typically finding a de-
crease in opioid use, Bauer says. Given the
Joint Commission’s recommendations to
rely less on narcotics for pain, modalities
like acupuncture and massage have gained
momentum. “Used correctly, many of
these therapies can help either reduce the
need for narcotics or minimize the dosage
required,” he says.

Favorable evidence about the effec-
tiveness of herbal therapies and dietary
supplements, animal-assisted therapy, and
mind-body therapies like guided imag-
ery and biofeedback-assisted meditation
continues to guide Mayo’s complemen-
tary care protocols. “I'm a firm believer
in having the largest tool kit possible to
help meet patients’ needs,” Bauer says.
“Patients may choose from any of these
therapies that resonate with them and that
could be helpful for their pain and distress
associated with the pain”

Bauer believes that medicine’s ap-
proach to pain relief will continue to
evolve. “It really should not matter
whether acupuncture came from a differ-
ent system, as long as the evidence shows
it to be beneficial to patients with a spe-
cific pain condition,” he says. “I think we
are heading for a time in the not-too-
distant future where the terminology
will fade into the background. Rather
than using terms like complementary or
integrative, I think we will just be talking
about good medicine” MM

Suzy Frisch is a Twin Cities freelance writer.
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MINNESOTA DEPARTMENT OF HEALTH
DEMONSTRATION PROJECTS

Looking for

ways (o

address

BY ANDY STEINER AND SUZY FRISCH

veruse of and addiction to opioid-

based pain medication is a major

problem in Minnesota and across
the country. In the last few years, this issue
has been on the mind of state lawmakers:
In 2019, a bipartisan coalition funded sev-
eral major statewide prevention programs,
including a $1.25 million allocation to
fund studies evaluating a range of non-
narcotic pain management programs.

Suzanne Koepplinger, founder of Cata-

lyst North Consulting, lobbied legislators
to secure the grant funding as head of
the Minneapolis Foundation’s Catalyst
Initiative. In her years working to expand
integrative health and healing in Min-
nesota, Koepplinger has seen an evolution
in views about the role of complementary
care in legacy healthcare systems.

“When I started this work in 2014, I
would run into pretty stiff headwinds
when I talked to clinicians” about using
integrative health practices to address the
root causes of pain and trauma and as a
way to reduce significant health disparities
in Minnesota, Koepplinger says. “More
and more, there is a real willingness to rec-
ognize that the medical system is not get-
ting at disparities in any meaningful way.’

One portion—$250,000—of the alloca-
tion was granted to Hennepin Healthcare
to fund the development of the Non-
Opioid Pain Alleviation Information Net-
work (NO PAIN) a program that maps the
location and availability of inpatient and
outpatient evidence-based non-narcotic
pain-management services in the state,
develops a network website, and highlights



barriers to accessing non-narcotic pain
management programs.

The bulk of the state funding—$1 mil-
lion—was directed to five demonstration
projects conducted by a range of state
healthcare organizations that work directly
with Minnesotans suffering from chronic
pain. The five projects are testing different
models that could be adopted across Min-
nesota to help people manage chronic pain
without narcotics.

Chronic Pain Program

Nura Pain Clinic

For more than 30 years, Nura Pain Clinic
(originally known as Medical Advanced
Pain Specialists, or MAPS) has been a
national leader in pain treatment. Two
decades ago, the Twin Cities-based clinics
introduced the Chronic Pain Program, an
intensive month-long, in-person program
that aims to help people gain control over
their chronic pain.

Over the years, the Chronic Pain Pro-
gram has helped many patients, but access
has always been limited to those whose
insurance plans cover this type of service.
When the MDH funding was announced,
Nura applied for a grant, with the goal of
making its program available to a wider
range of participants, explains Renee
Shannon, a health coach and manager of
Nura’s chronic care programs. “Very few
insurers cover the program. We were able
to really open our doors to a lot more pa-
tients because of the grant”

Participating in the Chronic Pain
Program requires serious commitment.
For four weeks, participants meet Mon-
day through Thursday from 9:30am to
2:45pm. The program is not focused on
eliminating participants’ pain or even
reducing their pain drastically, Shannon
explains. The goal is actually much larger:
“What we want to do is help people get
their lives back. We talk about coping,
resilience, about managing your life, not
letting the pain manage it

Program participants hear from a range
of experts and work closely with physical
therapists to learn more about chronic
pain and how it impacts bodily function.

The information and skill-building is an
essential part of the healing process.

“What people don’t understand is that
chronic pain is a loss of control,” Shannon
says. “What we want to show participants
in this program is how to regain control of
their lives”

This approach has seen success, Shan-
non says. Participants are surveyed at the
end of the program, and then at three-,
six- and 12-month intervals. “We do find
that many are improving in their physical
and psychological functioning by at least
20%,” Shannon says. “In some cases they
report more than that, up to 75% improve-
ment.”

While results like these are important,
Shannon believes that even more im-
portant is the sense of community that
the program creates for its participants.
Chronic pain can be isolating. When peo-
ple take part in the class, they learn they
are not alone.

“Many participants report that the real
magic of the program is being in a group
setting with other people who have similar
experiences,” Shannon says. “We might
have six people who come from differ-
ent backgrounds but their struggle with
chronic pain means that they all have
something in common. They feel heard
and believed and understood.”

Manage My Pain With Yoga
HealthPartners Institute

When COVID hit Minnesota, all health-
care systems “needed to rapidly pivot,
recalls Sara Hall, Clinical Nurse Specialist
at HealthPartners Institute. “We all were
thinking, ‘What are we dealing with?”

Hall, an advanced practice nurse and
certified yoga instructor and fitness en-
thusiast, decided to take their in-person
Beginning Yoga for Chronic Pain course
and apply for the MDH grant to overcome
barriers they identified with in-person
classes.

“My COVID silver lining was that we
all had enough time to put together this
grant proposal for MDH and turn this
program into a virtual or web-based pro-
gram so it could reach more people,” she
says.

'Relieving PAIN

The bulk of [$1
million in] state
funding was
directed to five
demonstration
projects
conducted by a
range of state
healthcare
organizations
that work
directly with
Minnesotans
suffering from
chronic pain.

While Manage My Pain With Yoga was
popular, Hall and her colleagues wanted
to reach a larger group of chronic pain
suffers, including those living in isolated
communities and those who cannot afford
to take time off or travel for an in-person
class. The COVID shift to virtual care
inspired Hall to do the same with her pro-
gram. The MDH grant provided the funds
necessary to repackage the program and
shift it online.

“The beauty of having an online pro-
gram is there is no limit on who can do
it,” Hall says. The fact that the redesigned
program is now offered free of charge is
a great equalizer: “That helps advance
health equity. A lot of times people don’t
have the money, time, or transportation to
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do an in-person program.” The entire pro-
gram was translated into Spanish, to reach
a more diverse audience.

The online version of Manage My Pain
With Yoga is presented in seven modules.
Each module focuses on a separate theme,
like sleep or fatigue and how yoga can im-
pact these aspects of chronic pain. “They
include a brief education component, a
short demonstration video, and a yoga
practice with two intensities, either low-
intensity or moderate-intensity poses,”
Hall says.

The redesigned program was launched
in April 2021. Attendance is slowly picking
up, and Hall and her colleagues are en-
couraged by the positive feedback they’ve
received from users.

The program is designed to introduce
the basics of yoga to those living with
chronic pain. “Many people said that they
thought yoga was inaccessible but found
out it was doable with their chronic pain,’
Hall says. Even more important, a healthy
percentage of participants say that after
completing the modules, they are feeling
better physically.

“About 40% of the people who went
through the program reported their pain im-
proved,” Hall says. “Thats pretty significant”

Living Well With Chronic Pain
Innovations for Aging’s Juniper
program
Nobody knows more about chronic pain
than people who've experienced it. Living
Well With Chronic Pain, an education and
support program created by Innovations
for Aging’s Juniper program, takes this
reality to heart.

The program’s six sessions each feature
a topic led by a trained lay leader, explains
Sarah Blonigan, Juniper network director.
“Each program has two lay leaders. It is
required that at least one of the leaders has
experienced chronic pain”

By design, the program focuses on
the needs of participants, based on the
belief that ordinary people can provide
an invaluable resource to their peers. The
class series focuses on different key topics,
including dealing with frustration, fatigue,
and isolation; appropriate exercise for
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maintaining and improving strength, flex-
ibility, and endurance; appropriate use of
medications; and tips for effective commu-
nication with friends, family, and medical
professionals. A community health worker
helps facilitate the class. People of any age
can participate, although the class skews

a bit older; the average age of participants
is 61.

Because the program’ creators have a
goal of reaching as many people as pos-
sible, Blonigan explains that it is offered
in several formats in various locations
around the state. “The class is group-led
and often offered in-person. It can also be
taught online or phone-delivered” Each
individual session includes eight to 16
participants and is held simultaneously at
multiple locations, with two to four ses-
sions starting each month, Blonigan says.
This allows for the best options for all
participants.

The fact that the program’s design is
flexible and can adjust to the needs of par-
ticipants is key, Blonigan says. “We have
some participants who say their pain is so
great that they can’t sit for two-and-a-half
hours. I have some people who tell us they
have transportation issues and can’t get to
the meeting site. So it’s essential to be able
to offer options”

In post-program surveys, Blonigan
reports that 82% of participants agree to
the statement that the intervention helped
manage their chronic pain; 83% say that
the intervention helped manage their
stress and chronic fatigue; and 85% men-
tioned an increase in physical activity.

Growing Resilience in Chronic Pain
Program

Hennepin Healthcare

Hennepin Healthcare received MDH grant
funding for two initiatives. Kate Shafto,
MD, an integrative medicine and inter-

nal medicine-pediatrics physician, led
Hennepin's demonstration project called
Growing Resilience in Chronic Pain. Using
non-narcotic tools for pain management,
Shafto developed a cohort model that
gathered people for eight weeks of group
sessions at Hennepin’s Interventional Pain
Clinic. Shafto and her colleagues said they

found this approach to be an effective—
and cost-saving—way to deliver health
education

Nine cohorts engaged in a range of edu-
cation and activities, including learning
about the neuroscience of pain, the role
of nutrition, and different therapies like
chiropractic and acupuncture. They also
tried mind-body techniques like guided
imagery and meditation and movement
practices like yoga and tai chi. In weekly
surveys of participants, Shafto frequently
saw people’s pain levels decrease by 30%
to 50%.

Shafto found that educating patients on
the neuroscience of pain was key. “There
is fantastic science and recent studies that
show that if people understand that their
pain intensity is not equal to the tissue
damage or structure problems they have,
their pain levels come way down,” she says.
In one study, “people who understand
where pain is coming from and why it’s
happening reported less pain. We want to
open their minds that there might be ways
to change their pain experience, or how
they interpret their pain, or what focus or
energy they are giving to the pain”

With a focus on making pain manage-
ment programs accessible to as many
people as possible regardless of financial
means, Hennepin Healthcare’s demonstra-
tion project offered group medical visits
to any patients experiencing chronic pain

for any reason. “A group visit is a model of




healthcare that is highly underutilized in
most settings,” Shafto says.

This approach has gained popularity
at Hennepin Healthcare over the last few
years, she explains. “This program pro-
vided access to high-quality integrative
pain care in an equitable way. You didn't
have to pay out of pocket per class. We
were able to provide people with integra-
tive care that they were able access no
matter their ability to pay”

Group participants all experience
chronic pain and have been referred by
their physician or another healthcare
provider. Many were patients at Hennepin
Healthcare’s pain clinic.

Shafto says the group visits resemble
classes or workshops. She opens each visit
with, “an individual, brief encounter with
each patient. I ask questions, like, ‘How
are you doing today? Anything I need to
know about?” The rest of the time, Shafto
explains, is spent providing new informa-
tion about pain and pain management,
practicing skills, and connecting with
other participants.

There is no requirement that partici-
pants stop using opioid-based pain medi-
cation to participate in the program. “The
point is we're not emphasizing the use of
opioids as a pain-care strategy,” Shafto
says. “We are emphasizing non-narcotic,
self-care strategies.”

Many of the group visits also emphasize
patient education, including a brief intro-
duction to pain neuroscience. “We want to
help patients understand what’s happening
in their nervous system to create and per-
petuate chronic pain,” Shafto says.

“Knowledge is power;” Shafto said,

“but knowledge is also something that
can lower levels of fear. If you understand
what’s happening in your body, you're not
as fearful. Fear is something that intensi-
fies chronic pain. We want to give people
tools to fight fear”

Culturally-Centered Non-Narcotic
Pain Management Program

Native American Community Clinic
The MDH grant allowed the Native
American Community Clinic (NACC) to
expand training for staff and community

members on how to work with people
who have trauma and stress in their lives,
using traditional Native modalities, says
Antony Stately, PhD, CEO of NACC.

“We also used the grant to hire Johns
Hopkins Center for American Indian
Health-Great Lakes Hub to help us do
interviews with providers and patients
about their understanding of alternative
and cultural supports for people who
presented with pain,” Stately says. “We
surveyed our provider team—by provider,
we mean anyone who had a touch with the
patient—to see if they were aware of re-
sources for alternatives for managing pain
and got some good information”

Traditional resources included cere-
mony, prayer, meditation, and plant medi-
cine, such as teas and ointments. Alterna-
tive non-narcotic methods also included
reiki and other Eastern modalities. “We
found that people generally were highly
accepting of the things we had created,”
Stately says. In fact, they expressed a desire
for more options.

An unanticipated bonus of the pain-
management work was seen fairly quickly,
Stately says. “We found a lot of people
coming back to the clinic who had not
been engaged in primary care treatment
for several years. They came in through
the door of alternative traditional heal-
ing and culturally accepted models of
care, and built really strong relationships
with those providers. Several patients
said something like, ‘It feels like visiting
grandma, we sit down and talk! We were
building a different kind of relationship
with them. People were coming in that
‘back door’ because it felt more familiar”

One important issue going forward is
whether traditional pain-management
techniques can be reimbursed by insur-
ers. Stately sees the fact that some people
who had been resistant to ongoing pri-
mary care were drawn in by the idea that
“the organization reflects who they are in
cultural ways” is an opportunity for long-
term investment.

“I've talked to a couple of insurance
companies, just gauging their interest and
seeing if there’s a way to pilot this,” he says.
“We can look for people who want to do a

'Relieving PAIN

pilot project evaluating feasibility, accept-
ability, and return on investment.

NACC has taken what Stately calls a
more intentional approach to centering
culture. “For me, what that means is that
cultural healing and traditional healing
methodologies are given as much impor-
tance as the Western model of healthcare,”
he says. “There is a way to bring those two
things together under one roof.

“What does that have to do with non-
narcotic pain management? We all know
how we got to where we are now; the op-
portunity with this work is to think about
what are the things that are available in
our community, how can we utilize cul-
tural healing practices to deal with physi-
cal and spiritual pain? There is the poten-
tial to heal a lot of contemporaneous pain,
as well as the historical trauma”

Non-0pioid Pain Alleviation
Information Network
Hennepin Healthcare
Arti Prasad, MD, an internal medicine and
integrative medicine physician at Hen-
nepin Healthcare, led the mapping project
that created the Non-Opioid Pain Allevia-
tion Information Network (NO PAIN).
Along with Richard Printon, DC, medical
director of the Hennepin Chiropractic Di-
vision, Prasad and team developed this re-
source—the first of its kind in the country.
The NO PAIN site features a map
and contact information for certified or
licensed providers that offer complemen-
tary therapies. The providers, in private
practice and within healthcare systems
or clinics, work in many fields, including
acupuncture, chiropractic, mind-body
practices like biofeedback and music ther-
apy, and functional medicine. In addition,
users gain access to detailed information
about each modality, links to research that
supports the use of the therapies, and vid-
eos that explain the practices in detail. MM
Andy Steiner and Suzy Frisch are Twin Cities

freelance writers. Linda Picone, editor of Minnesota
Medicine, also contributed to this article.
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Digital
triage tool

DERMATOLOGY APP CAN BENEFIT
PATIENTS AND PHYSICIANS

BY LINDA PICONE

Margareth Pierre-Louis, MD, MBA, FAAD,

had always been interested in how to best use
digital health to care for patients in her
dermatology practice. But it was a patient who
mentioned Miiskin, a tool Pierre-Louis now uses
regularly in her clinic to triage patient concerns and
deliver teledermatology.

“I was approached by a patient, who asked me to speak to a
small tech company in Denmark seeking to learn more about the
US digital health market,” says Pierre-Louis, founder and medical
director at Twin Cities Dermatology in Minneapolis. “I've always
been interested in digital health tools, so I got on a Zoom call with
the founder. I was impressed with the software. Then I started to
use it myself in my clinic”

Pierre-Louis began using Miiskin in March 2021. “I wanted to
give my patients a tool to monitor themselves and potentially offer
them care through that tool,” she says. “Now I use Miiskin every
day to deliver care. My patients go on Miiskin to request urgent
care and telehealth follow-up medication refill
visits. They can also monitor and share images
of their skin concerns at any time.”

Miiskin guides users to take individual and
full-body photographs of their skin on a secure,
HIPAA-compliant platform using the latest
digital technology. Once shared by the patient,
images are then reviewed by the physician.

Margareth Pierre-
Louis, MD, MBA, FAAD

“Based on their problem, I can tell them to come
into the clinic, or I can treat them virtually;” Pierre-Louis says. She
says about 20 percent of the patients she sees through their image
submissions will need to come into the clinic. “Every one out of five
cases, when someone says, T have a worrisome mole’ or T'm ner-
vous about cancer; I have a lower threshold to see them in person,”
she says. “If I can’t tell you what the lesion is, you should come in. If
I can’t tell what it is via an image, I may need to biopsy it”

Performing triage digitally benefits both patients and physicians,
Pierre-Louis says. “For dermatology, the average wait for an ap-
pointment is one to three months. Once patients get into the clinic,

28 | MINNESOTA MEDICINE | SEPTEMBER/OCTOBER 2022

9:41
< Photolog Compare
02/03/2021 B @ [ 1/6 eee
+181 days B @ [ 6/6 eee
+

Patients photograph their own skin and can track changes, then provide them to the
physician through a teledermatology app.

they might be there for an hour, even for a quick office visit.
Miiskin helps address those issues.”

For patients, both appointment scheduling and office wait
times are greatly reduced because the physician already has in-
sight into the problem. “Instead of waiting for a visit scheduled
several months later, I already have visibility overnight into their
problem, so it’s just getting them in the door,” Pierre-Louis says.
“And then the visit goes fast because I know exactly what we’re
seeing”

“Having that kind of visibility, instead of just telling the patient
that our next appointment is in three months, that’s what’s most



impactful here,” she says. “I might not be able to deliver care
through Miiskin, but I can triage their problem and get them
into the clinic sooner and out faster. That’s efficiency and better
healthcare”

For physicians, using Miiskin for triage can reduce their clinic
time and bring in new patients, Pierre-Louis says. “Instead of
seeing 40 patients in clinic throughout the day;” she says, “I may
see 20 in the clinic space and 20 virtually. That’s convenient for
me because I can decide when I treat them. If I have patients in
queue, I have flexibility in when I review those cases”

Miiskin has brought Pierre-Louis new patients. “On average,

I receive five to 10 cases through Miiskin every day,” she says.

“I can typically turn those into visits that will be reimbursable.

It’s a great way to get new patients because there is no barrier to
submitting their concerns if they have a smartphone. For new
patients who are looking for digital care, they’re going to find you
because you are available on-demand”

Pierre-Louis says she has not had difficulty getting reimbursed
for visits and care delivery through Miiskin. “Reimbursement is
not the issue, it's understanding how to get reimbursed through
appropriate coding with telehealth modifiers,” she says. Most
commercial insurers will reimburse telehealth encounters at a rate
similar to an office visit.

Limitations

Not everything can be done through digital health. “Obviously,

I can’t biopsy a mole through telemedicine, and I can’t give the
patient complete reassurance that they don’t have cancer through
images,” she says.

The patient may limit how well the app works. If the patient
doesn’t take quality images with adequate lighting or does not
give enough history and sufficient images of the affected areas, it
may be difficult to provide an accurate diagnosis through the im-
ages alone. “When I look at the submitted images, I know that if I
have doubts about what I'm looking at, the patient needs to come
in for an in-person evaluation,” Pierre-Louis says.

Experience with telemedicine

Pierre-Louis has been enthusiastic about telemedicine since 2017.
She launched her practice in 2018 and offered telemedicine im-
mediately. “It’s been slow, but the pandemic is driving people to
seek care virtually. Telemedicine as a field has been there, but the
pandemic made it an overnight necessity”

Pierre-Louis began her telehealth experience by working with
Teladoc, a virtual health service. Licensed in 13 states, she has
delivered care to patients virtually in those states through Teladoc
for several years. While working for Teladoc, she learned about
one potential challenge of telemedicine: fraud. She once received
health information for a female patient with photos of a man. The
telehealth account belonged to a female patient who was trying
to help her uninsured boyfriend. “You have to ensure that you
treat the right person for the right problem to prevent harm,” she
says. “There must be more scrutiny when things don’t match up

GOODPRACTICE

since you are relying on patient-submitted images to deliver care”
Currently, all her telehealth care delivery is done through her own
practice and Miiskin.

Subscription fee

To use Miiskin for care delivery, physicians and clinics pay a
subscription fee based on the number of healthcare providers
and users. This allows any established or potential patient to ac-
cess Miiskin and seek dermatology care from the selected clinic
for free through a clinic-provided office code. The subscription
rate for Twin Cities Dermatology Center is currently $600 per
month. “Miiskin is an investment that has more than paid for
itself while offering my practice and patients convenience, effi-
ciency, and growth,” says Pierre-Louis. The basic app is free to ev-
eryone from Apple or Google Play for personal self-monitoring.
However, a “premium” version is available to consumers for a
subscription fee for advanced self-monitoring.

Currently, Pierre-Louis says, her clinic is one of two derma-
tology clinics in the United States using Miiskin to deliver der-
matology care and for patient skin self-monitoring. Other apps
available to patients for skin monitoring include UMSkinCheck,
developed by the University of Michigan, and MoleMapper from
the Oregon Health & Science University.

Pierre-Louis says she has been working as an unpaid advisor
to Miiskin. “T've helped this company do a lot more, meaning not
only do patients want to monitor their moles, I think they want
better dermatology care—and they don’t want to wait. And why
not? Technology can make that happen.” MM

Linda Picone is editor of Minnesota Medicine.
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In-person conference to

look at COVID-19’s past

and future

or the first time since 2019, the MMA
Annual Conference will be back in-
person.

On Friday, September 23, from 1 to 6
pm at the Union Depot in downtown St.
Paul, physicians and physicians-in-training
will gather for education, networking, and
celebrating the practice of medicine.

This year’s conference will focus on:
“The COVID-19 Pandemic: Learning
from the past and looking to the future”

It will begin with a general session
“COVID-19 Debrief: A Public Health
Perspective” from 1 to 2:15 pm, featuring
Jan Malcolm, commissioner, Minnesota
Department of Health, and José T. Mon-
tero, MD, MHCDS, director, Center for
State, Tribal, Local, and Territorial Support
at the Centers for Disease Control and
Prevention (CDC).

The general session will be followed
by table discussions from 2:15 to 3 pm, in
which attendees will share their experi-
ences in the pandemic with their col-
leagues.

The closing session, “Healing Health-
care: Adaptive Capacity for Doctors and
Leaders,” will take place from 3:15 to 4:30
pm with keynote speaker Glenda Eoyang,
PhD, HSDP, founding executive director of
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the Humans Systems Dynamics Institute.

Eoyang will discuss the topic of change,

complexity, and uncertainty—in the con-

text of the COVID-19 pandemic and the
chaos and change it has brought to our
healthcare system.

Following Eoyangss talk, there will be a
panel of healthcare leaders, representing
various health systems and clinics across
Minnesota. The panelists will discuss:

e What was the most important lesson
that emerged from the COVID-19 pan-
demic?

e So what has changed permanently—for
the better or for the worse—as a result
of the pandemic?

® Now what can we do to prepare for the
next complex disruption to the systems
of health and well-being in our profes-
sion and our communities?

The conference will wrap up with a re-
ception that will introduce the MMA’s new
president, Will Nicholson, MD, and pro-
vide attendees an opportunity to network
with peers.

For more information and to register,
visit www.mnmed.org/education-and-
events/Annual-Conference.

Thanks to COPIC, the premier sponsor
of the 2022 Annual Conference.

News Briefs

Maternal mortality report reveals
stark health disparities

In August, the Minnesota Department of
Health (MDH) released its first-ever Min-
nesota Maternal Mortality Report, which
examined maternal deaths during or within
one year of pregnancy from 2017 to 2018.

While the report shows the state’s over-
all maternal mortality rate is much lower
than the national average, it also shows
stark disparities in mortality—especially
among Black and American Indian Min-
nesotans. Black Minnesotans represent
13% of the birthing population but made
up 23% of pregnancy-associated deaths,
and American Indian Minnesotans repre-
sent 2% of the birthing population, but 8%
of pregnancy-associated deaths.

The MDH report includes data from
48 people who died during pregnancy or
within one year after the end of pregnancy,
from any cause, in 2017-2018. These
deaths are called “pregnancy-associated
deaths,” even if pregnancy did not cause
the death, for example, in a motor vehicle
accident.

Included in pregnancy-associated
deaths are those that occurred from a
pregnancy complication, a chain of events
initiated by pregnancy, or the aggravation
of an unrelated condition by the physi-
ologic effects of pregnancy, for example
severe bleeding or high blood pressure—
these are called “pregnancy-related deaths”

The report includes data reviewed by
the Maternal Mortality Review Commit-
tee, a multidisciplinary committee estab-
lished by Minnesota statute with diverse
representation from the maternal health
field, public health, and community orga-

nizations.




Gummies, chews added to state’s Medical Cannabis
Program

Minnesota’s Medical Cannabis Program has added gummies and
chews to its list of delivery methods, as of August 1.

Registered patients who are interested in these medical can-
nabis products can make an appointment for a consultation with
a medical cannabis dispensary pharmacist to get pre-approved
to buy gummies and :

chews.

“The state’s medi-
cal cannabis program
continues to respond
to the needs of pa-
tients, and gummies
and chews may be
useful options for
those who may have
difficulty swallowing pills or tablets, do not want to smoke medi-
cal cannabis, or don’t like the taste of other forms of medicine,”
said Health Commissioner Jan Malcolm.

These medical cannabis gummies and chews are separate from
the recently authorized hemp-derived edible cannabinoid prod-
ucts regulated by the Minnesota Board of Pharmacy.

Under the guidelines of the state’s Medical Cannabis Program,
consultations are required when a patient changes the type of
medical cannabis they receive. Both state-licensed medical canna-
bis manufacturers are currently scheduling consultations.

The newest options for medical cannabis patients were ap-
proved last year during the Minnesota Department of Health’s
annual petition and comment process to solicit public input on
potential qualifying medical conditions and delivery methods for
medicine for the Medical Cannabis Program.

To become a patient in the Medical Cannabis Program, a per-
son has to be certified by a participating healthcare practitioner
for at least one of 17 qualifying medical conditions.

Minnesota’s Medical Cannabis Program added dried flower as
an option for patients 21 and older, effective March 1, 2022.

Patient safety numbers take a dip during COVID-19
pandemic

Reportable adverse events and instances of patient harm rose in
2021 during the past year-long reporting period in Minnesota
hospitals, ambulatory surgical centers, and community behavioral
health hospitals, according to a new report from the Minnesota
Department of Health (MDH).

Prior to 2021, the number of events had been stable, but 2021
saw an increase in events, primarily due to new challenges and in-
creased care associated with the COVID-19 pandemic. Clinicians
were forced to adapt in real time as hospitals and health systems
took care of sicker, higher acuity patients with multiple health
concerns. Increased patient complexity due to COVID-19 led to
longer hospital stays and other complications arising from delays
in seeking care.

MMA NEWS

The length of stay in intensive care units more than doubled
from 2.31 days in 2017 to 5.47 days in 2021. Longer hospital stays
can lead to an increase in skin breakdown (pressure ulcers) by
increasing the time a patient is lying down or using a medical de-
vice. Patients with longer lengths of stay may also experience loss
of strength, leading to an increased risk of falling. The report and
information about individual facilities is available on the Adverse
Health Events reports webpage (www.health.state.mn.us/facili-
ties/patientsafety/adverseevents/publications/index.html).

Other pandemic-related factors included increased time for
staff to put on personal protective equipment before being able to
care for a patient and potentially prevent a fall, and higher case-
loads.

This adverse health events report provides an analysis of the
data collected from healthcare providers from October 7, 2020,
to October 6, 2021. The report shows 508 adverse health events
reported during this period, with 207 serious injuries and 14
deaths. Although the number of deaths remained stable, there
was a significant increase in the number of events and subsequent
injuries compared to 2020. The increases were in categories likely
to be impacted by longer stays, namely, falls and pressure ulcers.
It is important to note that many event types require a certain
level of harm or injury to be reportable under the law.

In 2021, the total number of reported events increased to 508
(up from 382 in 2020). As in years past, pressure ulcers and falls
were the most reported events, accounting for 217 or 60 percent
of the reportable events, followed by 86 falls, 36 biological speci-
mens, 36 retained objects, and 28 wrong site surgeries.

New “988” number launched for mental health help
Since mid-July, people facing a mental health crisis have been
able to dial 988 to connect to support. The change is part of a
nationwide effort to transition
the National Suicide Preven-

NEED HELP?

tion Lifeline to a phone number
people can more easily remem-
ber and access in times of crisis.
The shift also includes an online
chat feature and new texting
option.

About 988 in Minnesota
The Lifeline is a national net-
work of more than 200 call cen-

ters. Minnesota has four Lifeline
centers that connect callers to nearby or state-specific resources
and services quickly and efficiently.

Minnesota calls may be routed to the Lifeline’s national back-
up centers when the four call centers are at capacity. The National
Suicide Prevention Lifeline has several back-up centers that an-
swer the overflow of calls from across the country. This will not
change the level of service.
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Interpretation services are available through calling the num-
ber. Currently, chat and text are only available in English.

The new 988 dialing code will serve as a universal entry point,
so people can reach a trained crisis counselor who can help re-
gardless of where they live. Anyone can dial or text 988 24 hours a
day, seven days a week, to reach crisis support or to use an online
chat feature to connect with crisis support. People can also dial
988 if they are worried about a loved one who may need crisis
support.

The Lifeline 10-digit number, 1-800-273-TALK (8255), will
continue to be available and will route people to the same re-
sources. People should call 911 if they suspect drug overdose or
need immediate medical help.

Suicide is a serious and growing public health concern across
the United States and in Minnesota. The number of suicide deaths
and the suicide rate in Minnesota has increased consistently for
20 years. MDH data shows:

e From 2016 through 2020, there were more than 10,000 hospital
visits for self-harm injuries (i.e., suicide attempts) in Minne-
sota, mostly people ages 10-24, predominantly females.

® Each year, about 75-80% of suicide deaths are males.

e Each year, about 50% of suicide deaths are the result of a fire-
arm injury. Suicide represents 70-80% of all firearm deaths.
Through 988, the Lifeline number will be easier to remember

and more accessible through chat and text. This will create more

ways and make it easier for the public to find support.

Record number of overdose deaths seen in Minnesota
last year

Minnesota public health officials reported a record number of
overdose deaths in 2021, most of which can be attributed to fen-
tanyl, according to a new report issued in mid-July by the Min-
nesota Department of
Health (MDH).

The 1,286 overdose
deaths reported to
MDH last year repre-
sented a 22% increase
from the 2020 total.
For the first time since
2014, there was a larger

percentage increase in
overdose deaths in greater Minnesota (23%) than in the seven-
county metro area (20%).

Preliminary data from 2021 showed a 35% increase in the
total number of overdose deaths involving opioids since 2020 (an
increase from 685 deaths in 2020 to 924 deaths in 2021). Drug
overdoses from non-opioids also increased from 2020 to 2021,
including a 34% increase in overdose deaths involving metham-
phetamine (338 in 2020 to 454 in 2021) and an 81% increase in
overdose deaths involving cocaine (85 in 2020 to 154 in 2021).

Many of the opioid overdose deaths involved synthetic opioids,
including fentanyl. These deaths increased from 560 in 2020 to
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834 in 2021. Through analysis of death certificates, MDH found
that fentanyl was involved in 90% of all deaths involving opioids.
Fentanyl is becoming more common in illicit drugs, even laced in
other drugs like cocaine or methamphetamine.

The MMA, in partnership with the AMA and Providers Clini-
cal Support System (PCSS), developed a physician toolkit (www.
mnmed.org/MMA/media/Hidden-Documents/FINAL-DIGI-
TAL-Minnesota-AMA-Opioid-Flyer-2022-(01C).pdf) designed to
help reverse the overdose epidemic. The physician toolkit gives
Minnesota physicians resources, information, and tools to help
treat patients dealing with substance use and substance abuse
disorders and provides opportunities to learn about better care for
pain.

The full report from MDH can be accessed at: Preliminary
Drug Overdose Death 2021 Report (www.health.state.mn.us/
communities/opioids/documents/prelim21overdosedeath.pdf).

CMS releases proposed rule for 2023 Medicare Physician
Fee Schedule

In early July, the Centers for Medicare and Medicaid Services
(CMS) released a proposed rule for the 2023 Medicare Physician
Fee Schedule (MPES). The MPFS sets physician reimbursement
under Medicare and serves as the basis of payment schedules used
by most public and private payers.

Under the proposed rule, CMS would decrease the MPFS con-
version factor (CF) by 4.5%, from $34.61 to $33.08. Most of the
decrease (3 percentage points) is attributed to the expiration of
temporary, COVID-19-related CF increases passed by Congress
in 2021 and 2022. The rest of the decrease (1.5 percentage points)
is attributed to an interplay of changes to evaluation and man-
agement (E/M) codes (as recommended by the AMA/Specialty
Society RVS Update Committee) and a statutory budget neutrality
requirement.

The MMA recognizes that cuts to physician reimbursement are
inconsistent with inflating practice costs and commits to lobby-
ing, alongside the AMA, for more appropriate rates. The MMA
will continue to inform its members as additional analyses of this
2,000-page proposed rule are conducted and as lobbying strate-
gies to counter its cuts are developed.

MMA, specialties oppose Supreme Court Dobbs’ decision
In late June, the MMA joined with four other physician specialty
groups to speak out against the U.S. Supreme Court’s decision in
Dobbs v. Jackson Women's Health Organization, which overturned
a nearly 50-year precedent set by Roe v. Wade and reaffirmed by
Planned Parenthood v. Casey.

“Abortion is a component of comprehensive medical care,” the
statement read. “Healthcare decisions, including whether to have
an abortion, are deeply personal and should be made between a
patient and their physician. The implications of this decision are
profound and will include disruption and, in some states, elimina-
tion of equitable and safe access to medical care for women in the
United States.”



Joining the MMA on the statement were: the Minnesota Sec-
tion of the American College of Obstetrics and Gynecology;
Minnesota Academy of Family Physicians; Minnesota Associa-
tion of African American Physicians; and the Minnesota Chapter,

American College of Physicians.

Despite

the Supreme
Court ruling,
abortion in
Minnesota
remains legal
because of the
1995 Minne-
sota Supreme

Court deci-
sion, Doe v. Gomez. It is expected, however, that patients across
the Midwest will travel to Minnesota for abortions and related
services. Both North Dakota and South Dakota are among 13
states with trigger laws that automatically ban abortions as a re-
sult of the overturning of Roe v. Wade.

Consistent with policy recently adopted and affirmed by the
Board of Trustees, the MMA remains committed to ensuring ac-
cess to safe, effective, and equitable healthcare, to upholding the
sanctity of the patient-physician relationship, and to protecting
physicians and other healthcare professionals from criminal pen-
alties for the delivery of evidence-based healthcare services.

The day after the Dobbs’ decision, Gov. Tim Walz signed an
executive order protecting access to reproductive healthcare
services in Minnesota. The executive order directs state agencies
to pursue opportunities and coordinate among one another to
further protect people or entities who are providing, assisting,
seeking, or obtaining lawful reproductive healthcare services in
Minnesota.

The executive order also prohibits state agencies from aiding in
an investigation from other states” attempts to seek civil, criminal,
or professional sanctions against anyone seeking, providing, or
obtaining lawful reproductive health care services in Minnesota.
Additionally, the order includes a provision preemptively declin-
ing requests to extradite individuals accused of committing acts
related to an abortion.

MMA now offering private implicit bias training

The MMA is now offering private workshops for healthcare or-
ganizations to make im-
plicit bias training avail-
able to their physicians
and healthcare provid-
ers. This work is part of
the MMASs initiative to
advance health equity
and address the health
disparities that persist

throughout the state.

MMA NEWS

In the 2-hour interactive workshop, participants will examine
implicit bias in healthcare settings, understand how it contributes
to health disparities, and learn practical strategies for mitigating
the effects. 2 AMA PRA Category 1 Credit(s)™ are available. Both
in-person and virtual options are available.

The workshop can be booked to suit an organization’s sched-
ule; participants will be limited to those within the organization.
For more information and to schedule a private workshop, con-
tact Haley Brickner, MMA health equity coordinator (hbrickner@
mnmed.org).

MMA speaks out on firearm violence, again

At the beginning of June, the MMA and the Minnesota Hospital
Association (MHA) released a statement calling for more firearm
safety and prevention measures in the wake of the nation’s mass
shootings, including a shooting at a Tulsa, Oklahoma, healthcare
facility that took four lives on June 1.

“The mass shootings throughout our nation in recent months
due to gun violence are unfathomable,” the statement read. “The
hospital, health system, and physician community cannot and
will not be silent as gun violence increasingly enters our places of
healing, learning, and other community settings—these senseless
acts of violence must be stopped. This is a public health crisis and
must be addressed.”

The MMA
included
preventing
firearm death
and injury
as one of its
top legislative
priorities dur-
ing the 2022
session. With a split Legislature, however, nothing moved forward
at the Capitol. In recent sessions, the MMA has advocated for: 1)
universal background checks on all firearm transfers and sales; 2)

extreme risk protection orders (“red flag” laws) that allow family
members a mechanism to temporarily remove firearms if there
is a concern that an individual will harm themselves or others; 3)
authorizing the use of firearm ownership data for public health
research or epidemiologic investigation; and 4) raising awareness
of the role that firearms play in suicides.

“Minnesota’s healthcare facilities and campuses must remain
places of healing—ensuring they are safe for patients, our staff
and volunteers, and visitors,” the MMA/MHA statement also said.
“As guardians of community health, we stand ready to work with
policymakers and stakeholders on solutions to prevent these trag-
edies now and in the future” MM
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MMA takes the lead with new
Minnesota Physician Leadership
Institute
After more than two years of planning
and preparation, 'm excited to announce
the launch this December of MMA's new
Minnesota Physician Leadership Institute
(MPLI). In partnership with faculty from
the University of Minnesota Carlson
School of Management, the MPLI will
equip physicians with valuable skills to
enhance their personal and professional
growth. The program will offer world-
class leadership training and practical op-
portunities to put those skills into action.
Following the 2017 closure of the Uni-
versity of St. Thomas Physician Leadership
College, the MMA Board of Trustees agreed
that the MMA was uniquely positioned
to fill the void—but with an updated ap-
proach and model. An expert advisory
committee helped define the vision for a
program that could be applicable to every
Minnesota physician, not just physicians
interested in formal leadership or C-suite
roles. The resulting program, the MPLI, is
designed to reveal the innate leader within
every physician. The MMA believes that
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better leadership skills will help physicians
advocate more effectively for their patients,
empower physicians to influence change
within their practices and coommunities,
and help drive improvements in health
and healthcare delivery across the state. As
a volunteer, member-led organization, the
MMA is also interested in helping to grow,
train, and recruit future MMA leaders.

The MPLI is built on a 25-physician
cohort model that will bring together
physicians from different geographies,
specialties, and practices for both group
learning and independent study. With a
mix of in-person and virtual classes, the
curriculum focuses on personal leader-
ship skills—skills needed to lead others
and lead change—and an introduction
to leading organizations. To support
continuity across each session and to
facilitate practical application of skills to
physicians'daily work, each course will
have an active mentor in one of the two
program co-chairs, Cindy Firkins Smith,
MD, and Corey Martin, MD.

Through our partnership with the
Carlson School of Management, the MPLI
faculty bring expertise and real-world ex-
perience to their subjects. The use of case
studies, simulations, and assessments will
allow program enrollees to be actively
engaged in each course. Key MMA events
are also incorporated into the program
schedule to enable enrollees to apply
skills to specific MMA activities, including
the annual Day at the Capitol advocacy
event held during the Minnesota legisla-
tive session.

Your professional growth and success
are part of the MMA's commitment to
making Minnesota the healthiest state
and best place to practice. 'm very proud
of the MMA's investment in this new pro-
gram, one that is available exclusively for
MMA members. It is another example of
how MMA membership delivers value.

Janet Silversmith
JSilversmith@mnmed.org



VIEWPOINT

‘Do no harm’should go

both ways

s we reflect on the end of the first

summer without COVID restric-

tions, it is my hope that we all had
a chance to focus on self and family. To
exhale at the tail end of one of the most
challenging pandemics this generation
has ever seen, one that required unprec-
edented sacrifice and resilience. Along the
way, we were confronted with a new real-
ity—patients demanding unconventional,
non-evidence-based treatments often
brought to attention in the public arena.
Sometimes, these demands have turned
angry and even violent.

Our jobs are, first off, to do no harm.
We approach each day with this in mind.
But what happens when others want to
harm us? We never signed up for this, did
we?

For those of us who have been prac-
ticing for many years, being harmed by
patients seems like a foreign concept. Why
would anyone want to hurt us when we
are working to help our patient? And yet,
increasingly, more and more patients and
family members are doing just that. Since
the onset of the COVID-19 pandemic,
hospitals and clinics have seen a rise in
violence toward healthcare workers.

According to statistics from the Bureau
of Labor Statistics (BLS), two industries—
healthcare and social services—face the
highest rate of injuries on the job. These
workers are five times more likely to get
hurt at work than other workers. In the
most extreme cases, the BLS data shows
that between 2016 and 2020, an average of
44 healthcare workers were killed in the
workplace each year.

We are all under stress—both those who
provide the care and those who receive it.
The pandemic and growing polarization of
opinions are key factors, but none of this

excuses lashing out or hurting others. We

are not trained to deal with violent behav-
ior but rather to treat the result of violent

behavior. Now we are even confronted

by legal challenges to our evidence-based

edicts!

How do we reduce violent behavior in
healthcare settings? One way is to restore
respect, for us all to “turn down the rheto-
ric” and listen to each other. This would
include acknowledging the reality that
patients have been empowered to chal-

lenge norms, sometimes with “Dr. Google”

in tow. Tactful dialogue with patients and
their families will require priming and
learning new strategies by all of us.

We can also work to change laws. We
can be advocates. One of our own mem-
bers is leading the way. “The number of
assaults on frontline healthcare workers
has dramatically increased throughout
the pandemic, and this issue needs to be
addressed with serious action,” said Min-
nesota Sen. Matt Klein, a Mayo Clinic
physician who has pushed for legislation
to protect his fellow physicians and others
on the healthcare team. Unfortunately, so
far, Klein has not been successful in his ef-
forts to pass this legislation at the Capitol.

He’s not alone, though. Efforts are un-
derway in Washington, D.C. The Safety
from Violence for Healthcare Employees
(SAVE) Act, introduced in the U.S. House
of Representatives in June by U.S. Reps.
Madeleine Dean (D-PA) and Larry Buc-
shon, MD, (R-IN), would protect health-
care workers against assault and intimida-
tion, similar to federal legislation that has
passed for flight crews and airport work-
ers. The bill would also provide grants to
hospitals to create programs that could
reduce violence and create a safer environ-

ment in care settings.

MMA NEWS

Edwin Bogonko, MD, MBA
MMA Board Chair

Our jobs are, first off, to do no
harm. We approach each day
with this in mind. But what
happens when others want

to harm us?

We should be able to practice in peace
without fear of reprisals from patients
or their families. Take action. Reach out
to your elected officials and ask them to
support legislation that protects our pro-
fession. And get involved with the MMA.
Together, our voices can continue to make
a difference. On behalf of the MMA, I
salute our community of physicians for
staying true to doing the right thing. You
can count on our steadfast support.
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Pass/fail assessment

BY JILLIAN K. WOTHE, BS, AND ARCHANA RAMASWAMY, MD, MBA

edical education is changing rapidly, with pre-

clinical grades, USMLE Step 1, and clinical

clerkships transitioning to pass/fail reporting
rather than numerical scores and tiered grading. Few,
if any, studies have been done examining the views of
those affected by these changes, such as medical stu-
dents, resident physicians, and attending physicians.
Background
In recent years, medical education has shifted from tiered grad-

ing systems to pass/fail methods of assessment. Historically, stu-
dents received tiered grades for preclinical

the fairness and accuracy of clerkship grading. When compared
with the previous class, which did not have pass/fail grading, the
study found improved perceptions of the fairness and transpar-
ency of clerkship grading but did not show a difference in the
perception of bias in clerkship assessment. Since the change to
pass/fail for USMLE Step 1 has only recently occurred, existing
studies have only been able to predict the potential impact.

Beyond the student experience, these changes have the po-
tential to completely transform the residency selection process.
According to a survey administered to 650 program directors by
the National Resident Matching Program in 2020, USMLE Step
1 scores and grades play an important role in the application
process. When asked which factors were important in selecting
candidates for interview, 91% cited USMLE Step 1 score, 69%
cited grades in required clerkship, 76% cited the MSPE letter that
typically summarizes preclinical and clerkship grades, and 65%
cited class ranking, which is determined by pre-clinical and clerk-
ship grades.

The Association of Program Directors in Radiology expressed

concern about lack of objective measures

coursework and clerkships, and received

a three-digit score for their USMLE Step
exams. The trend towards implementa-
tion of pass/fail assessment appears to have

and decreased incentives for students to
work hard, while program directors in
surgery felt that the change would lead
to increased emphasis on USMLE Step 2

begun with preclinical course work in the

CK and advocated for more measures, not

early 2000s. By the 2015-2016 school year,
the AAMC reported that 63% (89 out of
142) of medical schools were using pass/
fail assessment for preclinical coursework.

fewer. No current studies report attitudes
towards all of these changes in those actu-
ally directly affected-medical students,
residents, and attending physicians.

By the 2019-2020 academic year, this had
increased to 82% (125 out of 153). The
use of pass/fail grading in required clerkships has been less
widespread among schools. In 2015-2016, only 14 of 142 (10%)
medical schools used pass/fail grading for required clerkships,
a number that decreased to 11 out of 153 (7%) in the 2019-2020
year. Data from the 2020-2021 year show this number more
than doubled, and is now 24 out of 168 (14%). In the spring of
2020, the National Board of Medical Examiners (NBME) an-
nounced that beginning in January 2022, USMLE Step 1 would
move to pass/fail reporting instead of a numerical score. While
Step 1 has always been considered pass/fail for purposes of
licensure, the numerical score has played an important role in
residency selection since its implementation in the early 1990s.
These changes, when taken together, have fundamentally
altered the medical school experience. In the case of pass/fail
preclinical coursework, studies have demonstrated improved
well-being, decreased stress, and increased satisfaction with the
quality of education. Less research has been done on the effect
of pass/fail grading during required clerkships, likely because
this is far rarer. One study published in 2021 by University of
California-San Francisco, which utilizes a pass/fail system for
clerkships, surveyed students about their perceptions around
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University of Minnesota survey
We conducted a survey examining these attitudes as well as
the effect of these changes on students’ competitiveness for
residency program as assessed by attending physicians involved
in resident recruitment. We found higher levels of support
for these changes among students and lower levels of support
among resident and attending physicians. The most controver-
sial change across all groups was pass/fail clinical clerkships;
the least controversial was pass/fail preclinical grades. Students
from programs with pass/fail preclinical grades were viewed as
equally competitive by attending physicians involved in resident
recruitment while students from programs with pass/fail clini-
cal clerkships were viewed as less competitive. These results
suggest that views about pass/fail assessment in medical school
are highly varied, and depend heavily on role, specialty, and
year in training.

The students in our study demonstrated a high level of sup-
port for these changes, with 91% agreeing or strongly agreeing
with pass/fail preclinical coursework, 55% agreeing or strongly
agreeing with pass/fail USMLE Step 1, and 56% agreeing or
strongly agreeing with pass/fail clinical clerkships. The most
popular reported specialty of interest was surgery (27% of




respondents) and only 13% viewed their desired specialty or
program as not competitive. These findings suggest that students
may feel that these changes will not affect their ability to match to
their desired program, or that they feel that the benefits outweigh
the potential risks.

There were lower levels of support for pass/fail USMLE Step
1 and clinical clerkships among fourth-year students. The tim-
ing of the survey likely played a role, with fourth-year students
beginning residency applications at the time of the survey, while
second/third years were preparing for USMLE Step 1. Fourth
years likely had stress related to the uncertainties in the residency
application process, leading them to disapprove of the pass/fail
changes. Meanwhile, second/third years may have been stressed
about USMLE Step 1 and wishing it was pass/fail. First years,
being the furthest from residency applications, displayed high
levels of approval for all three changes.

The most popular change among students from all years was
pass/fail preclinical coursework, likely because this change has
been in place for over a decade and is widespread across medi-
cal schools. Additionally, students have historically been able to
demonstrate academic excellence through USMLE Step 1, making
lack of grades for preclinical coursework less significant. Free-
text comments among students were mostly critical. The most
reported concerns related to difficulty differentiating oneself
and increased pressure for research, extracurriculars, and a high
USMLE Step 2 score.

While some have reported that the shift to pass/fail assessment
reduces stress in students, these results indicate that it may just
shift the stress to other areas. Students did report that they felt the
changes would lead to less bias in assessment, improved learning,
and decreased disparities in medical education. This suggests that
while students are concerned about the effect of these changes on
their ability to match to their program of interest, they place high
importance on the potential of these changes to improve systemic
bias and learning conditions.

Attending and resident physicians expressed less support for
the shift to pass/fail assessment, with attendings being the most
skeptical. Attending physicians from surgical specialties and
emergency medicine expressed high levels of disapproval for
the changes, particularly the pass/fail USLME Step 1 and clini-
cal clerkships. Attending physicians from pediatrics, internal
medicine, and OB/GYN had higher levels of support for the
changes, although these dropped significantly for pass/fail clinical
clerkships. This may be explained by higher reliance of surgical
specialties and emergency medicine on USMLE Step 1 scores for
resident selection compared to pediatrics, internal medicine, and
OB/GYN. All specialties use clinical clerkship grades to evaluate
residency candidates, which explains the low levels of approval
across specialties.

In free-text comments, the most common concerns were dif-
ficulty stratifying students, fears that students will work less hard,
and decreased objective data leading to increased reliance on
subjective data. Attending physicians involved in resident recruit-
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FIGURE1

Attitudes toward pass/fail assessments

Survey questions assessing attitudes about pass/fail assessment
in medical school.

The final two questions were only administered to
attending or resident physicians who were involved in resident
recruitment.

The University of Minnesota has a pass/fail preclinical grading
system rather than an A/B/C/D/F grading system. To what degree to
you agree with the preclinical classes being pass/fail?

[] STRONGLY AGREE

(] AGREE

[ NEUTRAL

(] DISAGREE

[] STRONGLY DISAGREE

Beginning in January of 2022, USMLE Step 1 will be switching to a
pass/fail grading system instead of a numerical score.

To what degree to you agree with Step 1 being pass/fail?

[[] STRONGLY AGREE

[] AGREE

[JNEUTRAL

[ DISAGREE

] STRONGLY DISAGREE

Beginning in June 2021, the core 3rd year clerkships at the University
of Minnesota will be graded pass/fail instead of Honors/Excellent/
Pass/Fail. To what degree do you agree with clerkships being pass/
fail?

[] STRONGLY AGREE

[] AGREE

[ NEUTRAL

[ DISAGREE

[] STRONGLY DISAGREE

Will students who are from a school that utilizes pass/fail clerkships
instead of honors/excellent/pass/fail be:

[] MORE COMPETITIVE FOR YOUR PROGRAM

[] EQUALLY COMPETITIVE FOR YOUR PROGRAM

[] LESS COMPETITIVE FOR YOUR PROGRAM

(1AM NOT SURE

Will students who are from a school that utilizes pass/fail preclinical
grades instead of A/B/C/D/F be:

[] MORE COMPETITIVE FOR YOUR PROGRAM

[ ] EQUALLY COMPETITIVE FOR YOUR PROGRAM

[J LESS COMPETITIVE FOR YOUR PROGRAM

[J1AM NOT SURE

ment felt that students from programs with pass/fail preclinical
coursework would be equally competitive for their programs,
likely because the use of pass/fail assessment for preclinical
coursework is widespread. The same attending physicians, how-
ever, felt that students from programs with pass/fail clinical clerk-
ships would be less competitive for their programs. These find-
ings suggest that the concerns of attending physicians about these
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changes are likely rooted in uncertainty about how it will affect
the resident selection process. Few objective measures remain,
with only some schools reporting measures like class rank.
Opverall, our results indicate mixed views among medical stu-
dents, resident, and attending physicians about use of pass/fail
assessment in medical school. Future studies are needed to deter-
mine how these attitudes change over time.
Our study had several limitations:

e It was conducted at a single public institution and may not be
generalizable to all physicians and medical students. Views
about these changes may vary based on region, institutional
prestige, and other factors.

© We were unable to distribute the survey to physicians from
all specialties and in some specialties, responses were limited.
Most significantly, we did not have any participants from family
medicine.

® We had significant sampling bias, with students learning about
the survey via social media, so students who were not on social
media at the time of distribution may not have been included
in the study. Furthermore, because we used convenience sam-
pling, it is probable that many of those who participated had
strong views on these topics.

e The timing of this survey may have affected the results. This
survey was administered in May, when second/third years were
taking the USMLE Step 1 exam and fourth years were prepar-
ing for residency applications. This may have led to different
responses due to increased stress from these milestones. Future
surveys could be distributed at institutions across the country
with multiple timepoints for students. It will be interesting to
examine how these attitudes evolve after the implementation of
these changes.

Survey details

All students attending the University of Minnesota Medical
School in May 2021 were eligible to participate. This included

the first-year students, who were in their summer semester, the
second/third year students who were either in USMLE Step 1
dedicated study or starting their clinical rotations, and the fourth-
year students who had just finished their third year. Students from
the class that had just graduated were not included in the study. In
addition to the students, all faculty and residents at the University
of Minnesota were eligible to participate in the survey.

Potential survey items were reviewed with a group of medical
students, residents, and faculty for content and language. The sur-
vey was piloted by several medical students, residents, and attend-
ings to ensure the order of items was optimal and that the survey
was reliable and feasible.

The survey was distributed to students via the respective social
media pages. To reach faculty and residents, the survey was sent
to department chairs for each major specialty at the university.

Medical students were asked about what year they were, which
assessments would be pass/fail for them, their desired specialty,
and their perception of the competitiveness of their desired spe-
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FIGURE 2

Attitudes among attending physicians
(n=201), resident physicians (n=118),

and medical students (n=154) towards
pass/fail assessment for (A) preclinical
coursework, (B) USMLE Step 1, and (C)
clinical clerkships.

Preclinical coursework

51%

32%

16%

ATTENDINGS

USMLE Step 1

45% 44%

11%

ATTENDINGS

(linical clerkships

32%

4%

ATTENDINGS

76%
15%
8%

RESIDENTS

54%

RESIDENTS

47%

RESIDENTS

91%
I STRONGLY AGREE
OR AGREE
NEUTRAL
STRONGLY DISAGREE
OR DISAGREE
4 %

STUDENTS

[ STRONGLY AGREE
ORAGREE

NEUTRAL

STRONGLY DISAGREE
OR DISAGREE

55%

31%

STUDENTS

[ STRONGLY AGREE
ORAGREE

NEUTRAL

56% STRONGLY DISAGREE
OR DISAGREE

33%

STUDENTS



cialty or program. Residents were asked
their specialty, what postgraduate year
they were, and whether they were invalved
in resident recruitment. Attendings were
asked their specialty and whether they
were involved in resident recruitment

Qut of 473 responses, 201 (42%) were
attending physicians, 118 (25%) were
residents, and 154 (33%) were medical
students. The specialties of the attending
physicians who participated were internal
medicine (25%), pediatrics (23%), surgery
(16%), emergency medicine (10%), neu-
rology (9%), obstetrics and gynecology
(8%) and other (8%), which included child
neurology, anesthesiology, dermatology,
pathology, and psychiatry. The family
medicine department declined to par-
ticipate in the survey. The specialties of
the resident physicians who participated
were pediatrics (35%), surgery (26%),
emergency medicine (10%), obstetrics and
gynecology (9%), and other (12%), which
included internal medicine, psychiatry,
and not listed. Of the residents who par-
ticipated, 30% were PGY-1, 23% were
PGY-2, 28% were PGY-3, 12% were PGY-
4, and 7% were PGY-5. Fifty-four percent
of attendings reported being involved in
resident recruitment, while 64% of resi-
dents did.

Of the medical students who partici-
pated, 25% were first year students, 40%
were second/third year students, and 32%
were fourth year students. The students’
specialty of interest was surgery (27%), in-
ternal medicine (14%), undecided (14%),
emergency medicine (11%), obstetrics and
gynecology (9%), family medicine (7%)
and other (18%), which included psychia-
try, radiology, anesthesiology, dermatol-
ogy, pediatrics, and physical medicine
and rehabilitation. Only 13% of students
perceived their specialty or program of
interest as “not competitive”

Forty-five percent of respondents pro-
vided optional free text comments, of
which 50% were attending physicians, 22%
were resident physicians, and 28% were
medical students. The content of these
comments is summarized in Figure 2.
Attending physicians had the highest pro-

portion of critical comments at 71% while
medical students had the lowest at 50%. MM

Jillian K. Wothe, BS, is a fourth-year medical
student, University of Minnescta Medical School.
Archana Ramaswamy, MO, MBA, is an associate
professor, Department of Surgery, University of
Minnesota Medical School.
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The promise
and pitfalls of

telemedicine

BY MARVIN SO, MD, MPH, AND CHASE
HONEYCUTT, MD

he COVID-19 pandemic cre-

ated significant shifts for the

lives of children, families,
and the healthcare providers that
serve them. Emergency man-
dates permitted expanded use of
telemedicine models to address
certain medical and behavioral
health conditions. Using a clinical
case example, this article illustrates the many chal-
lenges that families of children with mental health
needs face in receiving—and optimally benefiting
from—mental health screening, assessment, treatment,
and care coordination. These barriers have long been
documented prior to the pandemic, but merit renewed
consideration as telemedicine takes on a larger role in
the healthcare system, particularly for primary care
providers. Implications for patient families, providers,
and healthcare systems are discussed, which could in-
form clinical and policy activities to achieve behavioral
health equity for children.

Case presentation

Alex (name and details changed to protect patient confidentiality)
is a 6-year-old Black Dominican male with diagnosed attention-
deficit/hyperactivity disorder (ADHD) and fetal alcohol spectrum
disorder (FASD) who was seen in the primary care office. He was
accompanied by his grandfather and a Spanish-speaking medical
interpreter.
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Alex was born pre-term to a primigravid mother with alcohol

use disorder. He was diagnosed with FASD, based on palpebral
fissure length and motor, cognitive, and language development
impairments. He was diagnosed with ADHD, combined type, at
age 6, after two years of parental and teacher concerns about his
inattentive and hyperactive behaviors. He has been on high-dose
methylphenidate, which has helped with symptoms of impulsive-
ness and inattention. However, disruptive behavior problems
persisted, even before the pandemic: his teacher reports that he
cannot stay seated for longer than 10 minutes, climbs onto the
furniture during class, and gets physically aggressive when he
does not get his way. His grandfather described Alex as “our little
hurricane” and “everywhere all the time,” throwing multiple tan-
trums a day. Symptom severity and frequency increased while
Alex was home all day during the pandemic, making it difficult
for him to complete schoolwork tasks and causing significant
family friction.

Previously, the patient’s primary care provider recommended
that Alex see a developmental-behavioral pediatrician to discuss
optimal management of ADHD. When the family visited the spe-
cialist a year earlier, they found the office did not have a medical
interpreter. An on-call, telephone-based interpreter service was
used for the assessment, but the grandfather “[doesn’t] really un-
derstand what happened at that visit” They later received a letter



with a list of therapist options, but the family lives an hour away
from the nearest clinic and when they called the office, they were
told the service might not be covered by Medicaid. The grandfa-
ther was also unsure why a therapist would be needed for such a
young child. No other treatments have been pursued since.

Alex lives at home with his mother, his mother’s boyfriend, his
grandfather, an aunt, and two cousins. His mother has been sober
for three years. She was recently laid-off from her job as a custo-
dian, subjecting the family to significant financial stress. Through
an individualized education plan (IEP), Alex had been working
with an aide at his school to improve executive function and
manage disruptive behaviors. Alex loves Blue’s Clues, videogames,
and playing soccer with his cousins.

COVID-19 and children’s mental health

Alex’s story reflects a robust body of children’s mental health ser-
vices research that preceded the COVID-19 pandemic, providing
an example of the barriers that many children face in accessing
needed behavioral healthcare, including: perceptions of mental
health and treatment, knowledge and understanding of mental
health conditions, socioeconomic circumstances, and structural-
social factors. A clear thread running through his story is the
delay in receiving appropriate work-up and treatment. Early
identification and treatment of behavioral health conditions in
childhood, including ADHD, can improve the developmental
trajectory, setting the stage for long-term well-being. Unfortu-
nately, many factors can impede the timely receipt of high-quality
services, ranging from language barriers, to limited insurance
coverage, to competing demands on family time and resources,
to lack of provider education on evidence-based protocols. With
the backdrop of the pandemic and broader declines in pediatric
preventative care, children’s behavioral health may be sidetracked,
possibly resulting in under-utilization of services during a devel-
opmentally sensitive period.

The pandemic undeniably created significant shifts to the lives
of U.S. children, including their family, peer, school, and commu-
nity relationships. Children’s emotional and social well-being are
patterned by the presence or absence of safe, stable, and nurtur-
ing environments—for many, these contexts underwent radical
changes. Disruption of peer and family relationships, increased
parental workloads and economic stressors, and impaired access
to school-based nutritional, educational, or behavioral supports
are just a few realities families have faced. These disruptions may
be exacerbating symptoms for children with existing conditions
(e.g., anxiety, PTSD), as well as increasing the degree of physi-
ologic or functional dysregulation among at-risk children that
previously did not meet diagnostic criteria. Importantly, Black,
Indigenous, people of color, and those in socially disadvantaged
circumstances are disproportionately at risk to the pandemic’s toll
on mental health.

Although data continue to emerge regarding the effects of the
pandemic and associated mitigation actions on children’s mental
health, data on rising pediatric mental health-related emergency
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department visits, child and parent-report of attention problems,
externalizing behaviors, and anxiety symptoms associated with
stay-at-home measures point to the pandemic’s likely collateral
consequences. Emerging data indicate that low-income house-
holds or those with children with disabilities are being dispropor-
tionately affected. Elevations in caregiver symptoms of depression
and anxiety also have been documented, highlighting the com-
plex dynamics of the public health crisis within individual family
units.

Children with ADHD treated with
synchronous videoconference vs. in-person
psychotherapy demonstrated greater

symptom improvement.

An old solution to a new problem: telebehavioral health
With the onset of physical distancing and quarantine measures,
healthcare systems demonstrated a rapid uptake in the use of
telemedicine, owing in part to emergency mandates that required
insurance plans to cover phone- and web-based services. Provi-
sion of mental health screenings, evaluations, treatments (both
pharmacologic and psychotherapy), and management services
at a distance has long been discussed as a path to rectify long-
standing issues of geography and workforce supply. Until now,
expansion of telebehavioral health services for children has been
limited to certain states and been stymied by legal and financial
hurdles concerning privacy, clinical supervision and licensure, el-
igibility requirements, and reimbursement. The current moment
offers healthcare system administrators, providers, and advocates
a window to understand the opportunities—and possible down-
falls—of telebehavioral health when implemented at-scale.
Research has shown that telemedicine can be as effective for
many adult behavioral health conditions with respect to symptom
improvement, patient satisfaction, quality of life, and treatment
adherence. There may also be similar levels of treatment satisfac-
tion and therapeutic alliance. Although evidence on managing
these conditions in children is more limited, there is reason to
believe similar findings would emerge. In fact, children with
ADHD treated with synchronous videoconference vs. in-person
psychotherapy demonstrated greater symptom improvement.
Fortunately, many evidence-based programs for children’s mood,
substance use, and eating disorders have been developed and
deemed efficacious over video format. Primary care providers can
informally or formally consult with therapists, psychiatrists, and
other behavioral health providers for expert guidance on pharma-
cotherapy and psychotherapy options, functionally serving as the
hub of the patient’s medical wheel. There is also burgeoning evi-
dence that telehealth modalities can yield benefits for the patient-
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provider relationship, such as improved emotional connection,
reduced anxiety, and observation of the patient’s home milieu.

Telemedicine has limitations, however. It may not effectively
reach certain vulnerable populations with limited access to stable
or reliable internet, or those in unsafe or non-private living situa-
tions. This could include children and youth who are experienc-
ing homelessness, those subject to significant household chaos or
family dysfunction, or those living in rural and remote locations.
Children and youth in institutional settings, such as juvenile cor-
rectional and emergency shelter facilities, can only benefit from
telemedicine if attendant organizations designate appropriate re-
sources to enable them to participate in a confidential and mean-
ingful manner. Decision-makers at multiple levels must recognize
the possible exacerbation of existing inequalities when designing
telehealth policies.

Providers must consider telecommunication infrastructure
investment, training, and liability insurance when looking at
telemedicine. Working with patients over video may affect clini-
cal decision-making due to challenges in performing physical or
mental status examinations or observing nonverbal cues that are
particularly relevant to psychiatric care.

Guidance on patients’ logistical set-up may be needed, includ-
ing the field of view, speakers, and microphones of participants’
technology (e.g., smartphone, tablet, computer) as well as their
physical location. Depending on the concern or nature of the visit,
guidance on logistics can be offered during scheduling or prior to
the visit. This could include, but is not limited to, pre-completing
relevant instruments (e.g., Patient Health Questionnaire), limiting
distractions and competing activities, and troubleshooting tips
for common videoconference issues. Privacy may be important
for discussing sensitive topics such as substance use. Conversely,
clinician observation of interactions between children/youth and
family members may be important for informal or structured
psychotherapy. Inclusion of family members for collateral infor-
mation (e.g., medication side effects) can be beneficial but may
be influenced by technological constraints like audio quality.
Ultimately, efforts that assess providers’ and patients’ perceptions
of and experiences with telebehavioral health will be crucial for
characterizing the process of care, and informing changes for fu-
ture practice.

Policies that facilitate telebehavioral health service uptake—
such as expanded telehealth coverage by insurers or widespread
development of broadband infrastructure—on a permanent basis,
beyond the pandemic, could optimize outcomes for children with
unmet needs. However, increased adoption of these models is
likely not enough to overcome the many other barriers that fami-
lies encounter in accessing services; multiple policy strategies are
needed. For example, families that now have enhanced access to
mental health care providers may not benefit if they continue to
hold misperceptions about mental health treatment.

Children’s mental health needs at the population level continue
to outstrip the available supply of providers; even if telebehavioral
health addresses concerns about provider maldistribution, the
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Providers must consider telecommunication
infrastructure investment, training,
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telemedicine. Working with patients over
video may affect clinical decision-making
due to challenges in performing physical

or mental status examinations or observing
nonverbal cues that are particularly relevant

to psychiatric care.

provider pool itself will need to be expanded. Without sufficient
providers, long wait lists to see mental health professionals will
only grow, even with telemedicine. Greater involvement of pri-
mary care practitioners in assessing and managing pediatric be-
havioral health concerns within collaborative care models would
be important for telemedicine to generate meaningful changes

moving forward.

Case outcome

The progression of Alex’s symptoms, functional impairment, and
family distress suggested that methylphenidate may not be suffi-
ciently controlling the patients ADHD, particularly in the context
of the pandemic. Increasing the dose of methylphenidate was
deemed to be inappropriate, given the patient’s age and risk for
adverse effects. In addition, consultation of American Academy
of Child and Adolescent Psychiatry guidelines on the manage-
ment of ADHD in young children indicated evidence-based par-
ent behavior therapy before to considering further pharmacologic
approaches.

With the assistance of a trained Spanish-language medical
interpreter using appropriate simultaneous interpretation tech-
nique, the provider explained to Alex’s grandfather the benefit of
therapy for children with ADHD poorly controlled on stimulant
medication. A teach-back method was used to gauge the grandfa-
ther’s understanding of the condition and then fill any knowledge
gaps. A nurse case manager made a follow-up call to the patient’s
mother to ensure she understood the situation and the need for
therapy, explain coverage options, and facilitate a warm hand-off
to the therapist’s office. The care team shared plain-language ma-
terials and videos on ADHD and FASD in Spanish and encour-
aged the family to connect with Alex’s IEP team for guidance on
contingency planning for the services he had previously received
at school while in the classroom. Contact information for a legal
program for low-income families was also provided.
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Alex and his mother registered for videoconference-based
Parent-Child Interaction Therapy (PCIT), an evidence-based
program for children with ADHD. The service was covered
through Minnesota’s Medical Assistance program and imple-
mented through a secure, HIPAA-compliant software. Although
Alex’s mother said it may be difficult to attend sessions due to her
schedule, she appreciates the convenience and being able to com-
plete sessions using her phone at home. Now that Alex’s grand-
father also has a better understanding of ADHD and appropriate
therapies, Alex’s care is more openly discussed in the home. The
grandfather often reminds the mother about upcoming sessions
and listens in from time-to-time, facilitating increased treatment
engagement.

The primary care provider set a follow-up visit after three
months to assess Alex’s symptom progression, academic and so-
cial functioning, and family perceptions of PCIT services. MM
Marvin So, MPH, is a resident family physicians and graduate of the University

of Minnesota Medical School. Chase Honeycutt, MD, is a staff psychiatrist at
the University of Minnesota Medical Center.

Thanks to Virgie Fields, MS, for her support and feedback.

REFERENCES

Committee on Pediatric Workforce. The Use of Telemedicine to Address Access and
Physician Workforce Shortages. Pediatrics. 2015;136(1):202-209. doi:10.1542/peds.2015-
1253

Cree RA, Bitsko RH, Robinson LR, et al. Health Care, Family, and Community Factors
Associated with Mental, Behavioral, and Developmental Disorders and Poverty Among
Children Aged 2-8 Years — United States, 2016. MMWR Morb Mortal Wkly Rep.
2018;67(50):1377-1383. doi:10.15585/mmwr.mm6750a 1

Early childhood evidence-based practices. Published 2017. https://mn.gov/dhs/partners-
and-providers/training-conferences/childrens-mental-health/early-childhood-mh-ebp.jsp

Fegert JM, Vitiello B, Plener PL, Clemens V. Challenges and burden of the Coronavirus
2019 (COVID-19) pandemic for child and adolescent mental health: A narrative review to
highlight clinical and research needs in the acute phase and the long return to normality.
Child Adolesc Psychiatry Ment Health. 2020;14(1):20. doi:10.1186/513034-020-00329-3

Garcia-Huidobro D, Rivera S, Chang SV, Bravo P, Capurro D. System-wide accelerated
implementation of telemedicine in response to COVID-19: Mixed methods evaluation. J
Med Internet Res. 2020;22(10). doi:10.2196/22146

Gloff NE, Lenoue SR, Novins DK, Myers K. Telemental health for children and adolescents.
Int Rev Psychiatry. 2015;27(6):513-524. doi:10.3109/09540261.2015.1086322

Golberstein E, Wen H, Miller BF. Coronavirus disease 2019 (COVID-19) and mental health

N S

., \l' 4 - Yy

“Z RESEARCH

for children and adolescents. JAMA Pediatr. 2020;174(9):819-820. doi:10.1001/jamapedi-
atrics.2020.1456

Gurwitch RH, Salem H, Nelson MM, Comer JS. Leveraging Parent-Child Interaction
Therapy and Telehealth Capacities to Address the Unique Needs of Young Children
During the COVID-19 Public Health Crisis. Psychol Trauma Theory, Res Pract Policy.
2020;12(S1):582. doi:10.1037/tra0000863

Horwitz SMC, Kelleher KJ, Stein REK, et al. Barriers to the identification and man-
agement of psychosocial issues in children and maternal depression. Pediatrics.
2007;119(1):e208-e218. doi:10.1542/peds.2005-1997

Jenkins-Guarnieri MA, Pruitt LD, Luxton DD, Johnson K. Patient perceptions of telemental
health: Systematic review of direct comparisons to in-person psychotherapeutic treat-
ments. Telemed e-Health. 2015;21(8):652-660. doi:10.1089/tmj.2014.0165

Juckett G, Unger K. Appropriate Use of Medical Interpreters. ol 90.; 2014. Accessed
December 6, 2020. http://www.rid.org

Lee J. Mental health effects of school closures during COVID-19. Lancet Child Adolesc
Heal. 2020;4(6):421. doi:10.1016/52352-4642(20)30109-7

Patrick SW, Henkhaus LE, Zickafoose JS, et al. Well-being of Parents and Children During
the COVID-19 Pandemic: A National Survey. Pediatrics. 2020;146(4):22020016824.
doi:10.1542/peds.2020-016824

Reardon T, Harvey K, Baranowska M, O'Brien D, Smith L, Creswell C. What do parents
perceive are the barriers and facilitators to accessing psychological treatment for mental
health problems in children and adolescents? A systematic review of qualitative and
quantitative studies. Eur Child Adolesc Psychiatry. 2017;26(6):623-647. doi:10.1007/500787-
016-0930-6

Siemer CP, Fogel J, Voorhees BW Van. Telemental Health and Web-based Applications
in Children and Adolescents. Child Adolesc Psychiatry Clin NA. 2011;20:135-153.
doi:10.1016/j.chc.2010.08.012

Singh' S, Roy D, Sinha K, Parveen S, Sharma G, Joshi G. Impact of COVID-19 and lockdown
on mental health of children and adolescents: A narrative review with recommendations.
Psychiatry Res. 2020;293:113429. doi:10.1016/j.psychres.2020.113429

So M, McCord RF, Kaminski JW. Policy Levers to Promote Access to and Utilization of
Children’s Mental Health Services: A Systematic Review. Adm Policy Ment Heal Ment Heal
Serv Res. 2019;46(3):334-351. doi:10.1007/510488-018-00916-9

Wolraich ML, Hagan JF, Allan C, et al. Clinical practice guideline for the diagnosis, evalu-
ation, and treatment of attention-deficit/hyperactivity disorder in children and adoles-
cents. Pediatrics. 2019;144(4). doi:10.1542/peds.2019-2528

Patricia Stankovitch, Psy.D., LP Owner
Psychological Strategies LLC

See website for more information: www.psychstrategiesllc.com

SEPTEMBER/OCTOBER 2022 | MINNESOTA MEDICINE | 43

<o,




MEET MMA PHYSICIANS €

e OB/GYN hospitalist, CentraCare Health, St.
Cloud.

® MMA member since 2011.

e Grew up in Houston but has lived “around
the world” Graduated from Dartmouth
College, Medical school at Pritzker School
of Medicine-University of Chicago, and
residency in OB/GYN at the Naval Medical
Center, San Diego. Served in the U.S. Navy
for nine years with the rank of Lieutenant
Commander. Served as OB/GYN at Naval
Hospital Sigonella, Sicily, and Naval Hospital
Yokosuka, Japan. Moved to Minnesota after
leaving the Navy.

® Husband, Lloyd W. Campbell, Jr, and two
adult sons, Lioyd W. Campbell, Ill, and Gent
Campbell.

Became a physician because...

To empower people with the knowledge
about their bodies so that we could be part-
ners in their healthcare.

Greatest challenge facing medicine today...
Misinformation—people not believing the
science.

How I keep life balanced...

Working as an OB hospitalist allows to me to
work hard for 24-hour stints at a time. When |
leave my shift, | leave it all at the hospital—no
charts or phone calls follow me home. | am
now able to focus on wellness on a daily basis.

IfI weren’t a physician...

Museum critic. I love to travel and visit art
museums. | can easily fly into any major world
city—New York City, London, Paris, or Ma-
drid—and spend two or three days at their art
museums and consider my trip ‘complete’

® Neurosurgeon, Midwest Spine & Brain Institute,
Maple Grove and Edina.

* MMA member since 2005.

® Born and raised in Minneapolis. Graduated
from Miami University of Ohio. Medical
school, general surgery residency, and
neurological surgery residency at University of
Minnesota. Previously worked at Metropolitan
Neurosurgery.

e Three children: daughters ages 17 and 9 and a
16-year-old son.

Became a physician because...

I enjoyed studying biology, working with
people, and helping them deal with their health
problems. | greatly enjoyed learning about the
human body and how it works and trying to
help where there are problems with the body. |
had further interest in working with my hands
and having immediate tangible results from
what | did, which is what led me to enter the
field of surgical medicine.
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Greatest challenge facing medicine
today...

The greatest challenge facing medicine
today has to do with the financing and
cost of healthcare in conjunction with

the bureaucracy and paperwork required
to perform medical care. I think it will be
necessary over time to find better systems
for healthcare delivery and management.

How I keep life balanced...

| strive to combine my work with the ac-
tivities I enjoy, including traveling, sailing,
music, art, and being with my children. By
having these extracurricular activities, | find
that | keep my overall life well-balanced
and my energy level high for performing
high-quality medical care and surgery.

If I weren’t a physician...

I would likely be in an engineering field
designing medical devices; | like thinking
about this area of medicine and using my

visual spatial creativity to come up with solu-
tions to medical problems. The other field

| have interest in is law, potentially being a
lawyer. MM
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