Phlladelphia

MEDICINE

o the-‘Cutting Edge
of Radiation Oncology




ISMIE Mutual’s extensive expertise in
one of the nation’s most challenging

environments assures our policyholders

are provided with an unparalleled blend
PAS S I O N of protection, quality, service and value.

Your passion is medicine. Our passion

is protecting yours. Discover what nearly
10,000 policyholders already know by

contacting your broker partner or visiting

YOURS ™=

800-782-4767
info@ismie.com
www.ismie.com/penn

© 2018 ISMIE Mutual Insurance Company



e e e

WE’LL HELP YOU GET THERE. > Retirement planning

Physicians Private Client Group (PPCG) is an Award Winning Wealth Management > Tax management
Firm located in Southeastern Pennsylvania and is dedicated to helping Physicians,
Dentists, Medical Practices, Hospitals, Professionals and Accredited Investors

Implement successful retirement, investments, insurance and financial planning > Risk management
strategies. We specialize in providing highly-customized, tax-efficient Wealth
Accumulation, Distribution, Protection, Preservation and Transition strategies.

> Estate Planning

> Education funding

> Investment planning
Your “Physicians/Dentists eWealth Tool® is a highly secure, online single

access portal that helps busy clients organize, simplify, streamline, co-ordinate and
consolidated view of your finances. This service allows you to gain control of your
finances, simplify your life so you can enjoy your valuable time off. s Personal Trust Accounts
Contact us today to take the next step toward your financial goals.

> Employee and executive
benefits

Financial Education
> Workshops

PHYSICIANS PRIVATE CLIENT GROUP
“The Wealth Advisors for Physicians and Dentists”
www.PhysiciansWealthAdvisor.com
info@PhysiciansWealthAdvisor.com
610.940.1733 « 610.825.7579 (fax)

600 West Germantown Pike, Suite 400
Plymouth Meeting, PA 19462-1046

“Securities and Advisory Services offered through FSC Securities Corporation, Member FINRA/SIPC and A Registered Investment Advisor. Physicians Private
Client Group is a marketing designation and is not affiliated with FSC Securities Corporation nor is it registered as a Broker/Dealer or Investment Advisor.”

“2018 Influencer of Finance Award in Wealth Management”- Philadelphia Inquirer, Daily News and Philly.com
“Best Financial Advisor for Physicians and Dentists” (as featured in Medical Economics and Dental Practice magazines)
Third party rankings and recognitions are no guarantee of future investment success and do not ensure that a client or prospective client will

experience a higher level of performance or results. These ratings should be construed as an endorsement of the advisor by
any client not are they representative of any one client's evaluation.



Philadelphia

MEDICINE

Philadelphia County Medical Society
2100 Spring Garden Street, Philadelphia, PA 19130
(215) 563-5343

www.philamedsoc.org

EXECUTIVE COMMITTEE

Cadence A. Kim, MD, FACS
PRESIDENT

Max E. Mercado, MD
PRESIDENT ELECT

Daniel T. Dempsey, MD, MBA, FACS
IMMEDIATE PAST PRESIDENT

Natalia Ortiz, MD, FAPA, FAPM
SECRETARY

J. Q. Michael Yu, MD, FRCPC
TREASURER

BOARD OF DIRECTORS
Michael DellaVecchia, MD, PhD, FACS

Enrique Hernandez, MD
Harvey B. Lefton, MD
Henry Lin, MD
Curtis T. Miyamoto, MD
Ricardo Morgenstern, MD
Anthony M. Padula, MD, FACS
Stephen R. Permut, MD, JD
Andrew B. Roberts, MD
Anthony Rosa, MD
Dane Scantling, DO
John Vasudevan, MD
Danielle Verghese

FIRST DISTRICT TRUSTEE
Lynn Lucas-Fehm, MD, JD

EXECUTIVE DIRECTOR
Mark C. Austerberry

EDITOR
Alan J. Miceli

The opinions expressed in this publication are for
general information only and are not intended to
provide specific legal, medical or other advice or
recommendations for any individuals. The placement
of editorial opinions and paid advertising does not
imply endorsement by the Philadelphia County
Medical Society.
All rights reserved. No portion of this publication may
be reproduced electronically or in print without the
expressed written consent of the publisher or editor.

CONTENTS

8 A Conversation with our Next
President, Max Mercado, MD

10 President Installation Dinner

12 Like Trying to Corral the Ocean...
The Daunting Task of Subduing
Philadelphia’s Syphilis Qutbreak

SYPHILIS

16 Department of Veterans Affairs
Expands Telehealth

18 CyberKnife on the Cutting Edge
of Radiation Oncology

22 Physician Employment
Agreements - Key Issues
and Considerations

26 The Relationship Between
Poverty and Health
in Philadelphia

27 The Heart & Healing of
Palliative Care Providers

28 Doctors Give Back Through the
Philadelphia Medical Reserve
Corps

30 The Two-Generational
Approach to Mothers in the
Criminal Justice System

IN EVERY ISSUE

LETTER FROM THE PRESIDENT .. . 6
PCMS EVENTS

Philadelphia Medicine is published by Hoffmann Publishing Group, Inc., Reading, PA
HoffmannPublishing.com | (610) 685.0914

&
=y
i

Hoffmann

FOR ADVERTISING INFO CONTACT:
Tom Freeman ® Tom@Hoffpubs.com ¢ 610-283-4385

e}
o
~N
o
wl
=
=
)
n




Yes, you can have the
best of both worlds.

Autonomy of The power

physician led \/ of a
practice. ‘0) (0~ large group.

Introducing our
Clinically Integrated Network.

Led by your fellow Pennsylvania physicians, the Pennsylvania Medical Society’s
clinically integrated network (CIN) enables practices like yours to prosper
in the evolving healthcare world.

Want to know more? Visit pamedccc.com

&/
YO
care centered
collaborative’

at the Pennsylvania Medical Society



PHILAMEDSOC.ORG

~LETTER FROM THE PRESIDENT

THE PASSAGE OF THE GAVEL

y term as PCMS president passed quickly. It is now time to
pass on the gavel. It has been a privilege to serve and help our

Society grow. This magazine is also here to serve you as our

members. We have tried to give you insight into issues that are important to you, our

profession and the city where many of us live and work.

Cadence CA. e,

MD, FACS This issue’s article on syphilis is a good example of that service. Our cover story
President

examines the syphilis outbreak in Philadelphia, and what’s being done to try to
prevent its spread. At around the turn of our current century, syphilis looked like a
disease that was going to follow smallpox in disappearing from the face of the earth,
but now it’s rebounded. It has been described as an epidemic in some parts of the

We Welcome country, including Philadelphia, which has nearly three times the percentage of

Your Comments! cases than the next highest county in Pennsylvania.

Our editor, Alan Miceli, interviewed Timothy Amorim, a disease intervention
They should be sent

specialist for the Philadelphia Department of Public Health. Amorim explains just
to our email address at how hard it is to find people with syphilis, and then find their sex partners. His
editor@philamedsoc.org. 21st Century detective work includes examining dating apps. You might be quite

. surprised by the theories experts have for the resurgence of this disease.
If you would like your

comments considered for The news has kept us well informed of the troubles surrounding the care of
veterans at VA hospitals around the country. In an effort to improve delivery

publication, please ) - o
of care, VA officials have turned to telemedicine. Our executive director, Mark
include your name, Austerberry, reports how the VA has embraced telehealth as a way to offer more

town, and phone number. timely treatment to veterans.

Starting this summer, the VA will allow its doctors, nurses and other health
care providers to communicate with their patients through telehealth, or virtual
technology. The telehealth system will be able to reach vets anywhere in the
United States.

EDITORIAL BOARD
e Corina Graziani, MD e Susan Robbins, MD, MPH, FAAP
e Alan Miceli, MA, Editor e Paul D. Siegel, MD
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Negotiating a contract is complicated. Whether you are
young or old, it is a difficult task to understand the contracts
we are asked to sign. In our article on this subject, attorney
George Bodinger takes us step by step through the key issues
facing us when we have a contract in front of us. You'll want

to read it if you're about to sign on the dotted line.

Finally, it is with great pleasure, I introduce you to our next
president, Max Mercado, MD. In our editor Alan Miceli’s
interview, you will learn the story behind our new president.
As you'll gather from the interview, Dr. Mercado has an
interesting history, along with the intelligence and talent,

to effectively lead our organization. ¢

Cadence A. Kim, MD, FACS
President, Philadelphia County Medical Society
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A Conversation with our Next President,

Max Mercado, MD

r. Mercado is a native of Puerto Rico
D who has embraced Philadelphia as an
ideal second home. He founded Mercado
Medical Practice, LLC, in the city, where he has
created a welcoming and culturally sensitive care

center for his patients.

His work has earned him a string of honors,
including the Patients’ Choice Award for nearly
every year from 2011 through 2018 for the Phil-
adelphia area. He also received Compassionate
Doctor Recognition in 2013 through 2018; a Top 10 Doctor in
2014 for the “Internist in Fox Chase/Burholme” category; the
Patient Choice 5th anniversary award in 2017 and 2018, and the
On-Time Doctor award in 2018.

Dr. Mercado has served on an impressive list of professional
organizations, including the House of Delegates of the Pa. Medical

Society. He is a Fellow of the College of Physicians of Philadelphia,

as well as a member of the Catholic Medical Association and the
American College of Physicians, and a longtime member of the

Philadelphia County Medical Society.

Dr. Mercado, why did you want to be a doctor?

I wanted to serve the needs of people I had grown up with in
Puerto Rico. Pursuing a career as a physician meant I would have
opportunities to work closely with them. I am especially interested
in helping the elderly — I was close to my grandparents growing
up. I feel that the older generations who built our nation into
what it is today deserve our respect and gratitude. They often feel
they are being treated as if they were members of a group instead
of individuals with their own unique medical needs.

What roadblocks did you have to over-
come to practice medicine in the United
States?

Money, and the tools and mentorship to open
my own practice. I had no business experience.
Medical school teaches you to be an employee
not an employer. I was able to adapt well because
Philadelphia is like an extension of the island to
me. I'm thankful to Dr. Thomas McCarter who
helped me start my own practice

If you could recommend one book to medical students,
what would it be?

Feel the Fear and Do it Anyway, by Dr. Susan Jeffers.

What books do you have on your night stand right
now?

The Bible, several issues of the Philadelphia Medicine magazine
and the Medical Economics magazine and The Story of Joan of Arc
by Mark Twain.

What has helped make you the doctor you are today?

Learning from patients while treating them. Patients have such
wisdom and I have learned that sometimes medicine is more of an
art than a science. They have taught me to listen and empathize
with where they are in their lives. They’ve taught me humility and
compassion.

What are the biggest changes you've seen in medicine
since starting your career?

In the early 2000s medicine started becoming “big corporate
medicine.” More administrative positions opened at hospitals where
I worked. There was the growth of pharmacy benefit management
companies (PMBs). Medical professionals, particularly physicians,

- /
-
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were often no longer the first to make suggestions for policy
decisions affecting patients and their families.

Health care institutions were expanding and merging, becom-
ing conglomerates, almost becoming too big to control, making
it harder for the patient and physician to make the health care
decisions they needed to make.

One positive point in this expansion is that medical access to
health care has improved with more medical facilities in remote
or inaccessible areas, but quality is still an issue that needs more

improvement now than before.

Unfortunately I have seen doctors also fall into divisive battles
with each other over how the expansions of health care systems
will play out. They disagree over health insurance company
reimbursements. This causes many in health care to lose sight of
their primary role as patients” advocates.

Access to behavioral health services has not really improved
since I began practicing medicine, despite the growing agreement
among physicians and policy makers that this aspect of medicine

should be better acknowledged.

What does it take to be a doctor today? Is it any
different than when you started?

You have to be more diplomatic with all parties involved
with health care — medical professionals, insurance companies,
pharmaceutical companies, health care system administrations
as well as the patient and his or her family. We need to remind
ourselves that we are all working towards the same goal — to be
better patient advocates and deliver patient-centered health care.

You also have to be adaptable to the increasingly rapid changes
in technology. Who knew that good typing skills would be

required to become an efficient practicing physician?

What are the things that make it tougher to be a
good doctor today?

Doctors are turning into technocrats. There’s little balance
sometimes between treating a patient in the office and dealing
with HIPPA compliance and data entry in our electronic medical
record systems.

We seem to glorify data at the expense of the individual patient.
This endless balancing act of time management — between patient
time and data entry time — has exacted a toll on physicians as well
as other health care professionals. They have felt actual contact
time with the patient diminish while time with their hands on
a keyboard continues to increase. That is, when the server is up

and running!
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How are medical students today like you when you
started?

They'’re eager to serve. They're also very tech savvy. They practice
medicine with the latest advancements.

How are they different?

They’re not encouraged to be entrepreneurs — they would rather
work under big institutions.

If you had one piece of advice for young doctors, what
would it be?

Dream big and do not be afraid to ask for guidance from your peers.
Any advice for doctors in your generation?

Organize and come together with your peers. We need more
local organizations and private practices.

How has PCMS helped you in your career?

It has helped me in networking, which has helped me find

solutions to everyday problems.
It has been an essential source for professional resources. o
)
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Syphlis Jreak

imothy Amorim is one of Philadelphia’s syphilis
detectives — a disease intervention specialist for

the Philadelphia Department of Public Health.
He has the often frustrating, sometimes dangerous job

of tracking down people with syphilis.

Amorim’s search brings him in contact with pros-
titutes, drug dealers, addicts, pimps and johns, and
people who are none of the above, but often have sex
with dozens of partners each year. He tries to make
sure that those with the disease get the medical care
they need. But, first he has to find them, then he has to
convince them to get tested, then he has to talk them
into identifying all of their sex partners.

The finding part has changed over the years. Amorim
gets referrals, but the old method of often knocking on
doors has been largely replaced with combing social
media sites. “It can be frustrating,” he admits. “You
can't let it get you down. Have to keep striving to get
to the end goal — which is to intervene and stop the
spread of the disease.”

The disease has roared its way back into the city and
much of the United States in recent years. After almost
being given up for dead near the turn of the century,
syphilis has become a modern-day scourge. In 2000,
according to the CDC, there were only 2.1 cases of the
disease per 100,000 population. By 2016, syphilis cases
in the country had more than tripled.’

- o
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Philadelphia’s Syphilis Problem

Philadelphia is one of the disease’s hot spots. The Pennsylvania
Department of Health reports that in 2017 the city had 29.28
cases per 100,000, a rate that’s almost three times higher than the
second highest rate in the state — Dauphin County, with 10.6 cases.
Still, Philadelphia has half the rate of San Francisco, which has
60.4 cases. The City of Brotherly Love’s syphilis rate ranks 12th
among the nation’s counties and cities.

If not treated, syphilis can attack the eye, heart, nerves, and/
or brain. It can cause stillbirths and kill adults. Yet, it has a simple
and effective cure — antibiotics. Syphilis does not always cause
symptoms. Often the only way for someone to know he or she
has the disease is to get tested.

Syphilis instigated one of the more shameful chapters in
American history. In 1932, the United States Public Health Service
began the now infamous “Tuskegee Study of Untreated Syphilis
in the Negro Male.” Researchers observed the disease’s progress in
African-American sharecroppers in Alabama under the guise of
their receiving free health care. The study was actually conducted
to track the disease’s natural progression. The several hundred men
in the study who had the disease did not receive penicillin, even
after it became clear in 1945 that the antibiotic led to a cure. The
study was not shut down until 1972.

Most syphilis cases today involve men having sex with men
(MSM). They make up about four percent of the general popu-
lation, but account for nearly 60 percent of all reported primary
and secondary syphilis cases. In 2016, the rate of syphilis among
such men was 104 times higher than the syphilis rate among men

who have sex with women.

PHILAMEDSOC.ORG
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Disease Spread in Part by Sex for Drugs

Dr. Lenore Asbell, medical specialist for the STD (sexually
transmitted disease) Control Program of the Philadelphia Depart-
ment of Public Health, says one reason for the sharp rise in syphilis
cases is the opioid epidemic. “We find that sex in exchange for
drugs does produce higher rates of syphilis. But that alone does not
appear to be enough to explain the higher rates of syphilis among

men having sex with men.”

She says a big part of the problem appears to be the number
of sex partners many of these men have, and the failure to use
condoms consistently. “It can be a nightmare. Sometimes people
have sex with people and they don’t have great contact information.”

Amorim says anonymous sex stemming from dating apps
makes it extremely difficult to track down sex partners. He cited
one of his recent typical cases — a gay white man with syphilis who
is in his mid-30s and has a stable job. He is not addicted to drugs
but uses them recreationally. He has been finding sex partners on
dating apps for a few years. During the last 12 months, he had
sex with 50 men.

Summer 2018 : Philadelphia Medicine 13
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“The issue was that quite a few of his partners were anonymous.
He met them through dating apps. Messages were deleted after the
encounters. I was able to get information on some of the partners,
but concerning the dating apps, it was difficult.”

Amorim said the number of sex partners the man had is not
unusual. “I would say it’s probably common. I would say more
the norm. Not near the highest.”

Since most of the man’s encounters were anonymous, Am-
orim would not be able to find many of the partners to tell them
that they had sex with a man who has syphilis. And they are very
likely having sex with other men, potentially dozens of other men,
who in turn have sex with dozens of other men. Cases such as the
one Amorim described can quickly turn from simple addition to
a geometric progression. “This can really mushroom,” Amorim
says. “This person is infected by someone, and that person infects

someone, and quite a few people end up exposed to an infection.”

MSM Syphilis Cases Caused in Part by
the Number of Sex Partners

Amorim says the syphilis outbreak among MSM appears to
be fed in part by the sheer number of sex partners and the sporadic
use of protection. “Having a large number of partners adds to the
risk of getting or being exposed to an infection. Having a lot of
partners can have far-reaching repercussions.”

Amorim does what he can with each case. “I try to talk to
them about safe-sex practices. Talk to them about what they can
do to prevent exposure to the risks of getting infected again. The
higher risk of using the dating apps. Being exposed to infections
seems to go hand in hand with anonymous sex through dating
apps. I stress using protection. Give them locations where they
can go for protection and for routine checkups.”

A CDC summary of the syphilis problem among MSM
states that “socioeconomic factors can impact someone’s ability to
get tested and treated in a timely manner. Stigma, homophobia,
discrimination and poverty may make it difficult for some gay and
bisexual men to access health care services, including testing and

other preventive services.”

The man Amorim was counseling decided to get the antibiotic
shots. But he was not ready to alter his sex habits. “He was on the
fence as far as changing sex practices. He was aware of the risks,
but his immediate gratification was more important to him than
the potential health effects.”

Which means that he has a very good chance of getting
syphilis again from an anonymous sex partner, and then once again
spreading it around. Amorim said his job is not to judge his clients

14 Philadelphia Medicine : Summer 2018

but to help them. “Day to day it’s about the client’s willingness to
change his sexual behaviors.”

CDC Guidelines

The CDC has issued guidelines for men having sex with men.
The CDC encourages them to be “in a long-term, monogamous

relationship with a partner who has been tested and has negative
STD test results.”

The CDC adds that partners should use “latex condoms
the right way every time you have sex, (and) if you have sex with
more than one partner, and don’t use condoms, or engage in risky
behaviors, then you should get tested more frequently (e.g., every
three to six months).”

Syphilis also increases the risk of getting HIV. In the United
States, about half of MSM with primary and secondary syphilis
are also living with HIV. That reality has prompted the CDC
to also recommend that MSM talk to their doctor about PrEP —
pre-exposure prophylaxis. It’s a drug cocktail for people at a very
high risk of contracting HIV. Taken daily, PrEP can dramatically
lower the chances of getting HIV.

Growing Number of Congenital Syphilis Cases

Although men having sex with men causes the largest per-
centage of syphilis cases, an increasing number of cases involve
pregnant women. Congenital syphilis — the disease that occurs
when a pregnant woman with syphilis passes the infection to her
unborn child — has increased by 87 percent from 2012 to 2016.
About 40 percent of babies born to women with untreated syphilis
are stillborn or die shortly after birth.

All pregnant women in Philadelphia are required to be tested
for syphilis. And when a pregnant woman is found to have the
disease, she is urged to take antibiotics immediately.

Another aspect of the problem is that many physicians are not
attuned to STDs. Most doctors haven't seen a syphilis case since
the late 1990s. The CDC reports that one in three physicians have
not received post-medical school training in STDs. Dr. Asbell says
there’s a growing awareness in the medical community that it needs
to go to school on the disease.

“There may still be doctors who are reticent to ask or test
some patients,” she added. “But it’s not like physicians are not

doing a good job.” e

! Unless otherwise stated, the source for statistics in this article is the
Centers for Disease Control and Prevention.
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You asked, and we listened. You're getting a new Medicare card! Between April
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is mailed.
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Good news that will make it easier for veterans to receive health care this summer. The

U.S. Department of Veterans Affairs (VA) cleared the way for VA doctors, nurses and other

health-care providers to administer care to veterans using telehealth, or virtual technology,

regardless of where in the United States the provider or veteran is located. The service will be

available even when care occurs across state lines or outside a VA facility.

Previously, it was unclear whether VA
providers could furnish care to veterans
in other states through telehealth because
of licensing restrictions or state-specific
telehealth laws. This new rule exercises
federal preemption to override those
state restrictions, paving the way for
VA to expand care to veterans through
telehealth. VA worked closely with the
White House Office of American Inno-
vation and the Department of Justice to
implement the new rule.

“This new rule is critical to VA’s “Any-
where to Anywhere” initiative,” said
VA Acting Secretary Robert Wilkie.

“Now that the rule has been finalized, VA

providers and patients can start enjoying the full benefits of VA’

telehealth services.”

Some telehealth already has been occurring. Nationwide, about

But for VA to use this technology to
treat veterans in their homes, a federal
preemption rule was necessary to allow
for virtual care by physicians who aren’t
licensed in the patient’s state. Some VA
health care professionals had refused to
practice telehealth because of concerns
about a state licensing agency taking
action against them. The rule should
especially help the delivery of mental
health care. The agency struggles to
maintain adequate mental health profes-
sional staffing, so this will allow veterans
in understaffed regions to receive care
from elsewhere. That need was stressed

in documents filed by VA to support its
rule when it was proposed last year.

VA states that “some mental health patients suffer from conditions

such as anxiety and agoraphobia, which make it incredibly difficult to

700,000 veterans — 45,000 of them in rural communities — saw

a VA physician online in 2016. That care did not run afoul of state
licensing laws because those laws did not apply if both the physician
and the patient were in a federal facility.

16 Philadelphia Medicine : Summer 2018

leave their houses to receive necessary mental and general health care.

“Even if beneficiaries feel comfortable leaving their home to seek
care, there may not be sufficient mental health care providers at a



VA medical facility or in the community to address their health care
needs. Given the difficulty in providing mental health care under these
circumstances, the most practical way to consistently provide all VA
beneficiaries with access to high-quality mental health care is through
the telehealth program.”

VA said data show that the mental health care provided remotely has
been working. In 2016, there was a 39 percent decrease in the number
of days those veterans were hospitalized for acute psychiatric treatment.

VA first announced the proposed rule, titled “Authority of Health
Care Providers to Practice Telehealth,” at a White House event last
August, during which VA and President Donald Trump launched the

“Anywhere to Anywhere” initiative. VA also unveiled VA Video Connect,
avideo conferencing app for veterans and VA providers. Through this
new rule, VA providers will be able to use VA Video Connect and other
forms of telehealth to furnish care to veterans anywhere in the country,
including in the veteran’s home. To learn more about VA's telehealth

“Anywhere to Anywhere” initiative, visit VA's Office of Connected Care
at connectedcare.va.gov.

Locally, the Corporal Michael J. Crescenz VA Medical Center
(CMCVAMC) provides health care to veterans living in Philadelphia
and six surrounding counties in Southeastern Pennsylvania and Southern
New Jersey. The Philadelphia VAMC is part of the VA Health Care
Network - VISN4 and serves as an acute referral center for VA health
care facilities in eastern Pennsylvania, Delaware and Southern New Jersey.
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The facility is staffed by approximately 2,750 employees, and sup-
ports 142 acute care beds and a 135-bed Community Living Center.
The CMCVAMC also operates community-based outpatient clinics
in Burlington County, NJ, Gloucester County, NJ, Camden, NJ, and
Horsham, PA (Victor J. Saracini VA Outpatient Clinic) in which more
than 91,000 veterans visited in 2017.

More than 55,000 veterans are enrolled for health care at CMC-
VAMC, with nearly 590,000 visits in 2017. The Medical Center has
an operating budget of more than $540 million and focuses on several
mission areas: providing health care, conducting medical research,
training health care professionals for the future, and being prepared
to serve in the event of a crisis or emergency.

Afhliated with the University of Pennsylvania and numerous other
allied health schools and colleges, the CMCVAMC offers comprehensive
surgical, medical and psychiatric care to include special emphasis pro-
grams, alcohol and drug dependence treatment, and rehabilitative care.

The CMCVAMC has the distinction of being awarded several
National Research Centers of Excellence including Parkinson’s Disease
Research, Education and Clinical Center (PADRECC); Mental Illness
Research Education and Clinical Center (MIRECC); Center for Health
Equity Research and Promotion (CHERP); Center of Excellence for
Substance Abuse Treatment and Education (CESATE) and Regional
Sleep Center. Crescenz VAMC is one of the National Polytrauma
Rehabilitation network sites and is home to the National Center for
Homelessness Among Veterans. ®
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n my relatively short career as a radiation

oncologist, the field of radiation oncology

has evolved considerably. In 2007, while
I was a resident at Fox Chase Cancer Center,
I attended a conference hosted by Fox Chase
called “Hypofractionation, a Shortcut to the
Future.” Hypofractionation is a technique of
delivering higher doses of radiation per day over
fewer days than conventional radiation, and
was being used only sporadically at that time
as its safety and efficacy were largely unproven.

I remember many heated debates at this
conference among thoughtful leaders in the
field of radiation oncology regarding all of the
issues surrounding this novel approach. There
were a lot of skeptics, as hypofractionation was
a broad departure from standard radiation
techniques where lower doses of radiation are

delivered over several weeks.

Conventional radiation has a long track record of being safe
with a generally low risk of damage to normal, healthy tissues.
However, for some cancers, it is not that effective. Thus, the idea of
hypofractionation came about. This made sense from a theoretical
standpoint, but practically speaking, how could one deliver these high

doses of radiation safely? The short answer was, better technology.

With improvements in technology, new radiation machines
began to be developed that had better ways of imaging tumors
and focusing radiation more precisely on the target while sparing
the adjacent normal tissues. This allowed radiation oncologists to
deliver radiation more accurately and prescribe higher doses which
meant improvements in tumor response and ultimately cure while
at the same time not increasing the risk of collateral damage to the
adjacent normal tissues.

'This is the holy grail of radiation oncology! Phase I and II clinical
trials were being conducted to determine which cancers were best
suited to hypofractionation and what doses and fractionation schemes
provided the best results. Early stage lung cancer was one of the sites
for which this technique was employed early on, primarily because
high radiation doses are necessary to ablate lung cancer cells, and
the normal lung tissue is exquisitely sensitive to radiation.

Prostate cancer is another cancer for which hypofractionation
has been found to be very useful. Based on the biology of prostate
cancer, higher radiation doses per fraction induce better cell death
than lower radiation doses. The concern when delivering higher doses
of radiation per fraction is what will be the effects on the normal
tissues? Radiobiology principles tell us that higher doses per fraction

increase the risk of late effects. Late effects can
occur many, many years after radiation.

Thus, patients need to be followed for along
time to detect these effects. One way to mitigate
normal tissue toxicity is to use very small
margins of error around the tumor. However,
this requires improved target delineation and,
for tumors that move with respiration, a means
of tracking the tumor in real time. There are
many radiation machines on the market that
can do this, however, one that is particularly well
suited for real time tracking is the CyberKnife.

The CyberKnife is essentially a linear accelerator mounted on a

robotic arm with a sophisticated imaging system that allows for real
time tumor tracking during treatment delivery. For tumors that
move with respiration, this is very useful, as one can decrease the
margin of error around the tumor, thereby minimizing the dose to
the surrounding normal tissues and allowing for higher doses to be
delivered to the target.

The ultimate effect is that one is able to improve the therapeutic
index, meaning better tumor control with less toxicity. The concept
of delivering very high doses of radiation in few fractions using a
coordinated system to identify the target (“stereotaxis”) was developed
by a Swedish neurosurgeon, Dr. Lars Leksell, in 1951. The first
machine to accomplish this was the Gamma Knife which was first
used in 1967 to treat a craniopharyngioma. The Gamma Kanife is
composed of 211 well collimated beams from Cobalt 60 sources,
distributed around a half-spherical collimator helmet, allowing a
circumscribed focus of beams to be produced in the central part of

the patient’s skull.
Continued on page 20
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The direction of the beams and the placement of the focus are

guaranteed by stereotactic measures. A limitation of this machine
when it was first invented was that it could only be used to treat
tumors in the brain. Physicians quickly sought a similar machine
to treat tumors outside the brain.

In order to target a tumor precisely, one had to be able to see it.

Improvements in imaging techniques allowed for better identification
and localization of tumors. Thankfully, the field of radiology was
exploding around this time too with high resolution CT scans being
developed in the late 1970s and MRI in the early 1980s. Now that
tumors could be seen clearly, they could be targeted precisely. This
allowed for the discovery of the CyberKnife in 1990 by Dr. John
Adler, a neurosurgeon at Stanford.

The CyberKnife was first used in 1995 to treat a craniopharyngioma
and was then FDA approved in 2001 to treat tumors outside the brain.
The CyberKnife System is a computer-controlled, robotic radiation
delivery system that treats tumors with high doses of radiation from
virtually any direction or angle with sub-millimeter accuracy. It
uses this information to guide and position the radiation beams to
precisely target the tumor, while carefully sparing the surrounding
healthy tissue.

It detects and self-corrects for tumor and patient movements
during treatment, thereby minimizing damage to surrounding
tissues. It operates without the use of bulky frames, thus it is totally
non-invasive. One advantage that it has over frame-based systems
is that radiation oncologists can fractionate the treatment, meaning
divide the dose up into several smaller doses if this is felt to be better.

The newest version of the CyberKnife machine has a multileaf
collimator on the head of the linear accelerator which allows for
treatment of larger targets and a quicker delivery time. It can be used
for moderately hypofractionated courses (2-5 weeks) and potentially
even conventionally fractionated courses (6-8 weeks). The best
candidates for CyberKnife are patients with small tumors which are
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in close proximity to critical structures which must be spared from
radiation. Patients with renal cell carcinoma and melanoma benefit
more from high doses per fraction due to the radiobiology of these
cancer subtypes. Patients who have been previously irradiated may
also be good candidates for CyberKnife as a means of delivering
additional radiation while sparing the normal tissues which were
previously radiated.

Future advances in the field of radiosurgery will be numerous. One
of the most exciting areas of current research is how radiosurgery and
immunotherapy can be coupled to improve cell kill. Immunotherapy
unleashes the body’s own immune system to attack the cancer cells
and radiation has been shown to stimulate an immune response;
thus together they may be able to achieve superior tumor responses
than either treatment alone. The best way to sequence them is a
current area of active and very exciting investigation.

I feel fortunate to be practicing radiation oncology in this era
of rapid evolution and expansion of treatment options, offering
many patients hope for a cure that in the past was unattainable. The

“Shortcut to the Future” that

is hypofractionation that I F' Vi
&
N
=

heard about in a conference
as a resident 11 years ago is

here! o

Dr. Bowers Hayes is
associate professor
and director of Fox
Chase Cancer Center
Buckingham.
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PHYSICIAN
EMPLOYMENT
AGREEMENTS

Key Issues and
Considerations

By: George Bodenger, Attorney
Introduction

Physician employment agreements memorialize relationships between
physicians, as employees, and the myriad of organizations such as hospitals,
health systems, and private medical practices that serve as employers. The
objective of this article is to provide a practical analysis of the components
of a typical employment agreement between an employer entity and an
individual physician for professional medical services. This article also
discusses the impact of continued consolidation within the health care
industry of physician employment arrangements, resulting in many
physicians finding themselves with new employers.

Key Provisions of Physician Employment Agreements

Physician’s Employment Status and Duties

The employment agreement should state whether the physician
is employed on a full-time or part-time basis. The professional and
administrative services that the physician is to provide pursuant to the
employment agreement should also be specified in reasonable detail. In
addition, the agreement should address the physician’s on-call coverage
responsibilities. Finally, the employment agreement should memorialize
the circumstances under which the physician is permitted to perform
other “outside services” (such as speaking engagements or expert witness
testimony), and which party (the employer or the physician) is entitled
to the income, if any, generated from these services.

Compensation

Compensation arrangements in physician employment agreements vary
widely, based on a number of factors, including the physician’s specialty, the
type of employer, geographic locale, etc. Several alternatives are typically
considered when structuring the employed physician’s compensation
arrangement, as discussed below. Irrespective of the compensation
methods used, the employment agreement should clearly document the
methodology for determining the amount of the compensation to be paid
by the employer to the physician for his or her services rendered pursuant
to the employment agreement.



Compensation provisions in physician employment agreements
have become very sophisticated in recent years. The employment
agreement may provide for a payment to the physician if he or
she achieves certain productivity-based targets (i.e., RVUs, cash
collected for services personally performed) established in the
agreement. The employer may perceive that a productivity-based
arrangement will encourage and reward a physician’s extra effort
and productivity, thereby increasing not only the physician’s
compensation but also the overall performance of the employer

organization.
Term and Termination

Contractual provisions regarding expiration or termination
of the employment relationship between the employer and the
physician are among the most critical in any physician employment
agreement. This is particularly true in those situations where
the relationship does not develop and proceed as planned and a
dispute arises between the parties.

Therefore, it is important to carefully consider and accurately
document the various circumstances or events that can trigger the
expiration or termination of the agreement, and the effect of any
such expiration or termination on the various rights and obligations
of the parties. In the case of an agreement that automatically
renews for successive terms, there should be a sufficient advance
notice of non-renewal provision that will enable the agreement to
expire in an orderly manner, as termination provisions often affect
important rights related to compensation and the enforcement
or relaxation of restrictive covenants.

Physician employment agreements usually provide for the
possibility of an early termination of the agreement prior to
scheduled expiration dates, either automatically, “without cause”
or “for cause.” Provisions for termination of an employment
agreement “without cause” commonly permit the termination to
be initiated by a party “for any reason or for no reason,” typically
after the terminating party has given the other party advance
written notice (e.g., 60 or 90 days) of such termination.

The employment agreement will typically provide thata party
may terminate the agreement “for cause” if certain circumstances
occur because of an act or omission by the other party. The parties
and their counsel should carefully consider the acts, omissions or
occurrences that may give rise to a “for cause” termination of the
employment agreement, and the means by which the termination
is to be effected (i.e., whether the termination will be automatic
upon occurrence of the specified events or will require a notice
of termination from the terminating party, or may occur only
after notice and an opportunity to cure).

PHILAMEDSOC.ORG
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Each employment relationship is different and unique, and the

“for cause” termination provisions in any employment agreement
should be tailored to the specific desires and needs of the parties to
that agreement.

Regardless of the basis on which the employment agreement
expired or was terminated early, the agreement should specify the
effect of the expiration or termination on the obligations of the
parties thereunder. For example, the agreement might confirm the
obligation of the employer to pay the physician for all base and/
or incentive compensation earned (on a prorated basis) through
the termination date as well as all unreimbursed business expenses
incurred by the physician to that date.

The agreement should also specify the obligations that will
survive and continue to be performable after the termination
date (including the obligation to cooperate with the employer in
connection with the defense of claims or lawsuits against the employer,
and covenants not to compete, confidentiality covenants and other

post-termination restrictive covenants).
Continued on page 24
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Malpractice Insurance

Most organizations that employ physicians provide professional
liability insurance as an employee benefit. The employment
agreement should always specify whether such insurance will
be “occurrence based” or “claims made.” An occurrence-based
policy covers the physician for any alleged acts or omissions that
occurred while the policy was in effect, even if the claim is brought
after the policy expires. Claims made policies generally cover the
physician only if the claim is brought within the policy period.

,!\l' When the policy period expires (usually when the physician leaves
ZUN s the employment relationship), and if no claim has been brought,
| the insurance company has no obligation to provide coverage if

[l- u a claim is made after expiration.
‘ Extended reporting endorsement (i.e., “tail”) coverage is

needed to cover claims made after the policy expires, for acts or
omissions committed during the period of the policy. Absent
an express obligation by the employer to purchase tail coverage,
physicians are generally liable for the cost thereof.

Restrictive Covenants

The employment agreement will typically contain provisions
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the like.
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of mileage restrictions, in most cases, depends on whether the
employer is in an urban, suburban or rural area (e.g., a 25-mile
non-compete may be reasonable in a rural locale, but unreasonable
in a suburban or urban area).

Other factors that are considered in the negotiation of non-
compete provisions include (a) the employee physician’s access
to patient lists and medical records of patients treated during
the term of the employment agreement; (b) the inclusion of a
buyout of the covenant (a.k.a., “liquidated damages”) by the
physician at a reasonable price (typically one year’s aggregate
compensation)

Key Employment Agreement Terms Relevant to
Consolidation Activities

Consolidation within any industry, including health care,
necessarily results from merger and acquisition transactions
among and between industry participants. The “assembled
workforce” of a given organization is a significant component of
its overall enterprise value. Control of the physician workforce
of a health care provider organization that is a “target” in such
transactions is a key consideration in any merger or acquisition
transaction. This section deals briefly with those provisions of
physician employment agreements that are triggered in merger
and acquisition transactions.

The ability to cause physician employees to become employees
of the buyer entity in an orderly fashion (i.e., without having
to renegotiate employment terms) is an attractive feature of
any health care provider organization targeted for acquisition.
Therefore, entities which employ physicians generally seek to
preclude or prohibit physicians from being able to get out of
their employment obligations in the event of an acquisition
transaction.

Such efforts are reflected in physician employment agreements
by provisions that permit the employer to assign its rights under
the employment agreement to a third party without the employee’s
prior consent. It is in the employee physician’s best interests
to ensure that he or she will not be required to work for any
buyer entity that they do not approve, and that he or she will
be in a position to negotiate a new deal with the new employer.

Conclusion

It is important to recognize that physician employment
agreements have considerable value, due not only to the high levels
of compensation, but also in terms of the financial risks attendant
in such arrangements. As such, it is highly recommended that a
prospective employee physician retain qualified health care legal
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counsel and other advisors, as necessary, to assist in the negotiation

and execution of the agreement. e

George Bodenger is President of Law Offices of George W.
Bodenger, LLC, which is a boutique legal practice providing
sophisticated legal services to health care providers. George
started his legal career at Duane Morris in 1996, where he
was a partner from 1999 to 2005. Prior to starting his own
firm in 2015, he was a partner and Chair of the Health Law
Practice at Saul Ewing from 2005 through 2015. Before
becoming a lawyer, George spent several years in the health
care consulting practice of an international publicaccounting
and consulting firm.

In our Fall 2018 issue, Bodenger will
follow up with an article that focuses on
how a physician can determine the best

offer from potential employees.
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overty. It’s not what most people first think of when consid-
ering what contributes to the entity of health in a population.

Usually things such as access to physicians and other medical
care come to mind quickly. But it has been shown that clinical care
only accounts for about 10-20 percent of modifiable contributors
to health. What are known as the social determinants of health
(SDH) generally account for the rest, and poverty is intertwined in
the middle. Health behaviors, employment status and education,
family and social supports, community safety, housing, and more,

are all affected by or related to poverty in some manner.

With Philadelphia ranked as having the highest poverty rate
among the nation’s 10 largest cities, and with almost half of all of the
poor residents in the city living in deep poverty (with family incomes
at 50% or below the federal poverty level), poverty is touching the
health and wellbeing of many of its residents.

In order to analyze what is occurring in the city and to spur on
action, research was conducted and the Urban Health Collaborative at
the Dornsife School of Public Health at Drexel University published
a data brief on May 24, 2017. They compared health measures in
areas of great poverty versus health measures in more affluent areas.
Some of their findings, as partially noted in the attached charts,

include the following:

There are large social inequalities among the neighborhoods in
the city. As an example, 1/4th of the census tracts had a poverty
rate of 13 percent or less, while 1/10th of the census tracts had
a poverty rate of 49 percent or more, with more Blacks and

Hispanics tending to live in the poorer neighborhoods.
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The Relationship Between
Poverty and Health
in Philadelphia

By: Susan Robbins, MD, MPH, FAAP

There was a significant difference between the age- and sex-ad-
g g
justed mortality rates between those who live in the lower vs

higher poverty tracts.

Blacks in the city tend to die at younger ages compared with

white or Hispanics.

Those living in higher poverty tracts tend to smoke more, have

worse diets, and be more obese.

Individuals living in higher poverty tracts saw more violent inci-
dents and had more self-reported mental health disorders than

those living in lower poverty tracts.

The health effects of poverty, particularly concentrated poverty,
are evident in this report. While there may be a way to change
some of the environments in the poorer tracts and strive for health
equity across the city, considerable planning efforts, resources and

investment are needed.

You can read the entire report by going to: http://drexel.edu/

uhc/resources/briefs/ ¢

Dr. Robbins is a member of the PCMS Editorial Board.



STHEHEART & HEALING OF
“PACCTATIVE CARE PROVIDERS

By: StanleyJ fvm; DO, FAAHPM HMDC

any palliative care providers will tell you that they are

not just doing a job — they are following a vocation. A

Child Life Specialist with personal experience being the
scared child in the hospital bed became a social worker, passionate
about assisting children to cope with loss. A local pastor became a
chaplain after volunteering to pray with patients at a cancer center,
conscious that when his father died, there was no one to help his
family understand their grief. Former primary care physician Stanley
Savinese became a Geriatrician and then a palliative care specialist,
realizing that the elderly patients who visited his practice often had

not received appropriate care elsewhere.

A social work student watched her grandmother slowly fade away
in a hospital because no one thought to say, “Enough.” We all have
stories of how we came to be palliative care providers, and this is
mine. My experience of my grandmothers illness reminds me that
every patient and family has the right to make informed choices. I
wish that a medical provider had sat down with my family and told
us the truth — that my grandmother would die from the effects of a
devastating neurological injury. We might have made different choices
if we had known. I am conscious that every family has a different
story and its own worldview. However, I carry these lessons with me
as I meet with patients and families as a palliative care social worker
for the Visiting Nurse Association (VINA) of Greater Philadelphia.

At its center, palliative care is a service about quality of life.
VNA palliative care physician Elizabeth Reimet began her career as
a physical therapist, drawn to helping people who were suffering
from spinal cord injuries. This helped her develop an understanding
that much of medicine is helping patients to live with and cope with
their illnesses. “T am trying to help (patients) live better within the
context of their diseases,” says Reimet. “Hopefully, to help them live
in less pain and with less anxiety, so that they can accomplish those
things that are most important to them.” Dr. Savinese, also now a
palliative care physician with the VNA, agrees. “Very sick people
found me,” says Savinese, “and I realized I could do more than help

them lower their blood pressure.”

The goal of palliative intervention, whether it comes late in a
patient’s illness, or increasingly, soon after a diagnosis of serious illness,
is to match patient’s and family’s goals with the treatment options
that are available to them. In the process, patients can receive expert
symptom management and psychosocial and spiritual support to
help them cope with the adjustments that come along with serious
illness. Unlike hospice, palliative care can begin at diagnosis and

follow patients as they undergo treatment.

Inpatient palliative care teams can be consulted to assist patients
who are hospitalized with life-limiting illnesses, such as the VNA
teams at Temple and Hahnemann University Hospitals. Increasingly,
patients also can access palliative care services in their homes. With
a physician’s order, a palliative care nurse can make home visits to
ensure that symptom management needs are met. This may especially
benefit patients undergoing treatments such as chemotherapy that
may worsen symptoms. Nurse practitioners and social workers may
also be part of home palliative care teams and can assist patients and
families to clarify their goals for care or to complete advance directives.
VNA palliative care nurse practitioner Stephen Clark appreciates the
focus on educating patients about ways to live with a better quality

of life. “I wouldn’t do anything else,” says Clark of his profession.

Palliative care providers enter the profession for many reasons,
with the common thread that our highest goal is to provide the
best care possible for patients and families. Whether patients are in
the hospital or at home, the Visiting Nurse Association of Greater

Philadelphia is passionate about doing just that. *

Stanley J. Savinese, DO, FAAHPM
HMDC is Chief Medical Director
of Hospice at VNA of Greater
Philadelphia and Co-Director,
Temple University Hospital
Palliative Care.
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Doctors Give Back

Through the Philadelphia
Medical Reserve Corps

By: Kathleen Daingerfield Fries, MPH

n addition to being the City of Brotherly Love, Philadelphia
Iseems to have become the unofficial City of Special Events.
The biggest event in early 2018 was the Super Bowl parade for
our beloved Philadelphia Eagles. After the amazing victory, many

attended the parade through Center City.

Whether watching it from the crowds or on television, many
probably didn’t notice the three medical tents set up to help anyone
in the crowd who may need care. These three tents, staffed by the
Philadelphia Fire Department-Emergency Medical Services (EMS)
and the Philadelphia Medical Reserve Corps (MRC), served 200
patients that day, many suffering from hypothermia due to the cold

temperatures.

The MRC also works alongside EMS at other special events,
including the Philadelphia Marathon, the Broad Street Run, the
Wawa Welcome America! 4th of July festivities on the Benjamin
Franklin Parkway, and in medical tents set up for special events like
the 2016 Democratic National Convention and the 2015 papal visit
associated with the World Meeting of Families. Working these special
events is just one way for volunteers to give back to the city. Joining
the MRC provides that opportunity for physicians and other health

care professionals, as well as a large cadre of non-medical volunteers.

Working with the MRC is one of the most meaningful experiences
1 have in medicine. Serving our communities is an essential role
of physicians. I have the ability o flex my thinking, foundational
medical school learning, and problem solving to run a tent with who
knows what coming next and who knows when advanced level of
care/transport will be available. The MRC events let me practice
the theory and the drills of emergency planning so I know we can
handle the unexpected events if we have ro. There is nothing else
like the MRC for the experiences in collaboration, communication,

and flexibility.

-Dr. Kent Bream, Physician & 12-year MRC Volunteer
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Philadelphia MRC volunteers at the Broad Street
Run Medical Tent.

The Medical Reserve Corps and What We Do

The MRC is a volunteer organization ready to help Philadelphia
during a public health emergency or disaster. In addition to sup-
porting the city’s special events, volunteers also support evacuation
shelters during severe weather events, participate in mass prophylaxis
and vaccination exercises and disaster drills, and train with local

emergency response partners.

The Philadelphia MRC is managed by the Philadelphia Depart-
ment of Public Health (PDPH), which handles all MRC volunteer
registration, credentialing, training, and deployments. Our 2,500
MRC volunteers give their time when they can; there is no minimum
time commitment. Beau Sanchez, the MRC’s Coordinator, encourages
everyone to get involved: “We welcome everyone, including practicing
or retired medical professionals and public health professionals, as



well as community members with no medical training. Anyone
can volunteer and contribute their time, knowledge, and skills.”

In the event of a bioterrorist attack or an infectious disease
outbreak, MRC volunteers would be called upon to staff medication
or vaccination centers to provide prophylaxis or vaccine to the
public or to a targeted population. The staff demand can be large,
and we look to physicians to take leadership roles to ensure that
each person receives the correct medication or vaccine.

Dr. Steven Alles, the Director of the Division of Disease
Control at PDPH, has been with the MRC since its founding in
2005. “Saving lives in a true health emergency will come down
to available health responders and a robust, deployable, trained
local Medical Reserve Corps. Our MRC here in Philadelphia
trains and exercises to respond to an anthrax scenario, but we also
use the MRC and their vast skillsets at vaccination clinics for first
responders and their families, in exercises to help the Philadelphia
Department of Public Health test our surge capacity, and to staff
medical tents at special events alongside the Philadelphia Fire
Department-Emergency Medical Services.

“We truly rely on the MRC to bolster the health and preparedness
of Philadelphians. The MRC is an invaluable resource to the city
of Philadelphia, and a great way for physicians to give back to our
community through volunteerism, collaboration, and education.”

Special Activation: The Disaster Assistance
Services Center

MRC volunteers also participated in the City’s Disaster Assistance
Services Center (DASC), which was activated by the Office of
Emergency Management in the fall of 2017 to help evacuees from
Puerto Rico following Hurricane Maria. At the DASC, volunteers
helped connect evacuees with primary care, making appointments
and directing them to necessary health care services in Philadelphia.

Jamie Huot, a registered nurse, said, “I grew up not too far
from the initial DASC site. It's where I learned to speak Spanish,
working at the corner deli. I wanted to help however I could.” The
DASC brought together many services to help the evacuees. Huot
noted, “Interdisciplinary collaboration is so important in medicine.”
The MRC also has a role in the city’s evacuation shelters, providing
medical care to those displaced from their homes during severe

weather events.
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Smiling Philadelphia MRC volunteers participating in an

evacuation shelter exercise.

Get Involved

“I knew that the work I did caring for people mattered. I knew that
I had accomplished something. I knew that I contributed my little
bit to our Philadelphia community,” said Dr. Bream after the Eagles
parade ended. Interested in this meaningful volunteer experience?
Join us at our next new volunteer orientation on September 12 from
5:30-7:30 pm. We are now accepting registrations at the following link:
https://www.surveymonkey.com/t/NVO_MRC_9_12_18.

Our new volunteer orientations cover the MRC’s mission, public
health preparedness, and mass prophylaxis operations. Attendees
learn about personal preparedness, including how to keep yourself
and your family safe and ready. We offer free continuing medical
education credits at most trainings. To find out more, visit phila.gov/
mirc or call 215-685-6861. ¢

Kathleen Dangerfield Fries is Assistant Program Manager
for the Bioterrorism & Public Health Preparedness Program
of the Philadelphia Department of Public Health. You can
contact her at (215) 685-4510 or at Kathleen.fries@phila.gov.
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The Two-Generational

Approach to Mothers in the
Criminal Justice System

By: Marjie Mogul, Ph.D; Rosemarie Halt, RPh, MPH; Bridget Biddle, MSW

14-fold—from under 8,000 to nearly 110,000. Nearly 80 percent
are mothers and most are the primary caregivers of their minor
children. The overwhelming majority of women have a history of
trauma, substance use and mental health problems. Addressing their
well-being has a two-generational impact: providing support for

f ; ince 1970, the number of women in jails nationwide increased

mothers in the criminal justice system also supports their children.

Southeastern Pennsylvania based nonprofit Maternity Care
Coalition (MCC) offers programs that support pregnant women
and families with children who have infants to three year olds. The
pillar MOMobile program has expanded over the almost 30 years
since it first rolled out and has been supporting women at Riverside

Correctional Facility (RCF) since 2006.

At MOMobile at Riverside, advocates offer a variety of programs
to mothers and pregnant women to address the detrimental effects of
incarceration on individuals, families, and communities. Participants
may choose the programs they participate in based on their needs
and interests.

Women who are incarcerated manage a range of challenges at
different stages of their prison term. By providing flexibility in its
programming, MOMobile empowers each family to identify and
address the challenges most important to them. While Riverside
contracts with many nonprofits to provide services to the women
incarcerated there, MOMobile is unique in the fact that it is onsite,
increasing its visibility to both moms and staff at Riverside.

MOMobile Riverside consists of six programs:

Nurturing Parent Program: This evidence-based program is aimed
at treating child abuse and neglect. Advocates facilitate bi-weekly
psycho-education classes in which women reflect on and grow their
knowledge base around child development, discipline, the effect of
drugs and alcohol on family dynamics, and the impact of trauma on
children as well as how to foster resilience. Some women participate

in the class as part of a court-stipulated requirement in order to regain
custody of their child, while others are referred to the program by
their jail-appointed social worker.

Prenatal Education Series: Pregnant women are engaged around
best practices for labor and birth. It teaches women about the
choices they may have during medical interventions and helps them
develop skills to better advocate for themselves. When a woman who
is incarcerated goes into labor, the same advocates who facilitated
their prenatal class are able to offer them doula services throughout
their labor and delivery.

Doula Services: Doulas are trained to provide emotional, mental,
and physical support during labor and birth. They help mothers
make informed decisions about their own medical care as well as
care for their baby, and support them in advocating for themselves
to medical staff and family. Doulas stay with the mother for the
entirety of her labor and after birth, and help new mothers with

skin-to-skin bonding and breastfeeding initiation.

Lactation Program: The lactation program gives women the
opportunity to provide breast milk to their baby while incarcerated.
When a mother returns to Riverside after giving birth or if a mother
is incarcerated while breastfeeding, advocates, jail and medical staff
enroll the mother into the lactation program. Mothers pump three
times a day using medical grade pumps in a lactation room and hand
pump when they are in their cells. Medical staff label and freeze
the breast milk and advocates coordinate delivery with the baby’s
caregiver and provide education around storing and thawing breast
milk as well as troubleshoot any concerns a caregiver or parent may
have around baby’s feeding. Many mothers report that this program
builds a connection with the child despite their incarceration, as their
breast milk is a unique way to provide nourishment.

Health and Wellness Workshops: Emotional eating, eating to
fight boredom and a lack of healthy food options are cited as causes
for weight increase. Advocates facilitate monthly workshops for

Continued on page 32
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participants to discuss barriers and successes in achieving health and

well-being while incarcerated while planning for a healthy lifestyle
once released. Like the parenting and prenatal classes, advocates
provide the most up-to-date information on health and well-being,
engage participants about actionable steps they can take and help
them identify the motivations behind their patterns.

Case Management: Advocates provide individualized case man-
agement services to mothers who are incarcerated and work with

them to address material needs, provide referrals to agencies in the

city, and serve as a liaison between an incarcerated mother and her

children. These services continue for one year after a mother returns

home, and advocates help parents navigate reentry and reunification

during this time. Advocates support the entire family by providing

a consistent, empathetic presence during a mom’s incarceration and

transition back home.

MOMobile at Riverside is one of the few programs like it in
the country, but a crucial one due to the increase of women in the
criminal justice system. The growth rate for female imprisonment
has been more than 50 percent faster than that of men between 1980
and 2014 (Philadelphia Reentry Coalition, 2017). Of the 219,000
incarcerated women in the United States, nearly half (44 percent)
are held in local jails (Prison Policy Initiative: the Whole Pie). The
jail experience is unique and differs from state prison. County jails
have short stays of under 24 months (the average length of stay is
usually far less, often 30-90 days). Most women in jail are arrested
on misdemeanors such as drug possession and are pre-sentenced
without formal charges. Unable to afford bail, they may remain
behind bars until their trial.

Without community support, women often repeat the cycle of
incarceration, leading to continued disruption in parent-child bonding,
Treating their underlying trauma, mental health and substance use
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issues could disrupt the cycle of incarceration, or churning, through
the system which disproportionately affects women of color.

The growing number of children with an incarcerated parent
represents one of the most significant collateral consequences of
the record prison population in the U.S. (The Sentencing Project,
2009). Close to six million kids in America have experienced losing
a parent to prison or jail at some point in their lives. Nationwide,
this population increased by 636,000 children since 2011-2012
(Annie E Casey, 2016).

‘These figures are significant because parental incarceration increases
the risk of children living in poverty or experiencing household
instability (Phillips, 2006) and children with a history of maternal
incarceration are more likely to experience adverse outcomes including
attachment disorder, depression, behavioral disruption and poor
academic performance (Muftic, 2016).

Current research demonstrates essential brain development occurs
during pregnancy and through a child’s first three years. The impact
of extreme poverty, maternal depression, trauma, repeated abuse, and
other forms of “toxic stress” that children of incarcerated mothers
face may lead to long-term consequences. Parent-child bonding is
critical to healthy brain development for young children and may
serve a protective function for mothers during the reentry period
given mothers’ concerns about their children and desire to be a role
model for them. A two-generational approach is critical in addressing
the needs of this population.

While providing resources to women is critical during incarcer-
ation and reentry, there is a movement towards keeping pregnant
and parenting women out of the criminal justice system altogether
by providing community alternatives to incarceration. The City
of Philadelphia’s Office of the District Attorney’s Diversion Unit
operates over 15 diversion programs, including several targeted to
women dealing with domestic violence and prostitution.

Currently, there aren’t any official diversion programs targeting
pregnant women or mothers with young children. Home visiting
programs, such as the various ones MCC offers, serve high-risk
women and children in their homes and are uniquely suited to
disrupt the cycle of churning through the criminal justice system.

Home visiting programs provide at-risk pregnant women and
families needed resources and skills to improve maternal and child
health, prevent child abuse and neglect and encourage positive
parenting. They also assist mothers to access preventive health
services, navigate the complex behavioral health systems and work
with mothers to set goals for the future, continue their education,
and find employment and child care solutions. Pennsylvania,
and Philadelphia in particular, are positioned to make important
progress towards criminal justice reform and are national leaders
for this cause. Some initiatives currently underway include:
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* Cash Bail Reform, led by Philadelphia District Attorney
Larry Krasner.

¢ Unification of Community Partners, spearheaded by The
Philadelphia Reentry Coalition, a Philadelphia initiative
bringing together over 100 members including local, state,
and federal government agencies, community-based service
providers, researchers, advocates, returning citizens, faith-based
groups, and others who partner as coalition members to
address siloes of the reentry system and increase collaboration.

* The Working Group to Enhance Services to Incarcerated
Women, led by Community Legal Services and the ACLU,
represents women in RCE, addressing gaps in services and
needs of incarcerated women through education, research,
and advocacy.

The U.S. accounts for nearly 30% of the world’s incarcerated
women (Kajstura, Aleks; Immarigeon, Russ 2016) and complex
public policy issues surrounding incarcerated women particularly
mothers and pregnant women rarely receive policymakers’ attention.
MCC began working with incarcerated women at RCF 12 years
ago. To limit the adverse consequences several policies should be
considered in Pennsylvania to improve positive parenting, reduce
recidivism and limit negative consequences for mother and child.
There is a need for a continuum of care to support mothers and
caregivers during incarceration and “safe landing” for moms after
release including housing and access to support services such as
home visiting programs.

At the end of the day, the real question still remains — why
does the United States have the highest incarceration rates in
the world? Why are we not exploring community alternatives to
incarceration that would stabilize families and communities while
decreasing costs in the short term and long term to society and to

the next generation? ¢

Marjorie Mogul is senior director of research, Rosema-
rie Halt is senior director of policy, and Bridget Biddle is
Riverside Advocate lll for the Maternity Care Coalition.
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FRALKEE'S JiomLo

MEDICAL DIRECTOR - NON PROFIT
Frankie’s World Medical Day Care Center - Philadelphia, PA

DESCRIPTION: Located in Philadelphia, Frankie’s World Foundation is looking for a Medical
Director to be responsible for over-seeing the area’s leading and only “not-for-profit” day care center
for children with special healthcare needs. Frankie’s World welcomes children ages birth through
12 years who require skilled nursing care for various medical conditions. Named for a special girl

in Philadelphia who touched the lives of many, Frankie’s World Medical Day Care Center is licensed
by the Pennsylvania Department of Health to care for medically and/or technologically-dependent
children. Our center is an exciting place where kids can just be kids! We have a large play area

for recreational activities, individual classrooms that provide opportunities for formal education,
general learning and socialization. Additionally, we partner with other healthcare professionals to
provide needed services such as physical, occupational and speech therapies. Our center is staffed
daily by experienced, trained, pediatric nurses, aides and special needs teaching staff.

Nursing services include tracheostomy/ventilator care, g-tube feeding, medication monitoring and
administration, seizure monitoring and management, wound care, apnea management and many
other services too numerous to mention.

RESPONSIBILITIES:

« Meet with the Board of Directors at least annually to review Frankie's World operations, goals and
mission.

- Be responsible for the basic and supportive services including medical, pharmaceutical and nursing
services provided at Frankie’s World.

«Be available to the center’s Director of Nursing & Executive Director to answer medically related
questions and offer advice pertinent to the center on an as needed basis.

« Serve as the Co-Chair of the organization’s Professional Advisory Committee.

« Perform other functions jointly agreed upon by the Board and Medical Director.

QUALIFICATIONS:

« A physician who has a current, active, unrestricted license in the Commonwealth of Pennsylvania
with pediatric specialty board certification or other postgraduate preparation acceptable to the PA
Department of Health OR

- A certified registered nurse practitioner licensed to practice in the Commonwealth of Pennsylvania
with five years of documented experience in pediatric medicine.

Interested parties please submit cover-letter and resume to
sschwartz@frankiesworld.com by 7/31/18.
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L PCMS EVENTS

THE PHILADELPHIA COUNTY MEDICAL SOCIETY
2018 UPCOMING EVENTS AND PROGRAM

All program held at PCMS HQ's unless noted

APRIL 2018

10 Public Health Committee Meeting 12 Noon - 1:30 PM

11 Editorial Review Board Meeting 12:30 PM - 2:00 PM

19 PCMS Executive Committee 5:30 PM - 6:30 PM

23 Immunization CME Program 6:00 PM - 7:00 PM

28 Gl Update CME Program 8:00 AM - 12 Noon
7  PCMS Board of Directors 6:00 PM - 7:30 PM
13 Editorial Review Board Meeting 12:30 PM - 2:00 PM
16 President’s Installation & Awards Night 6:00 PM - 10:00 PM

9 Editorial Review Board Meeting 12:30 PM - 2:00 PM Philadelphia Country Club

17 PCMS Executive Committee 5:30 PM-7:00 PM 21 PCMS Executive Committee 5:30 PM - 7:00 PM

22 Public Health Committee Meeting 12 Noon - 1:30 PM

31 President’s Reception 6:00 PM - 8:00 PM

PCMS Open House

NEED NEW DATES
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Philadelphia

Home Health * Hospice ond Palliotive Core

grandards of Excellans,

VNA Philadelphia is the oldest and largest nonprofit home health,
palliative and hospice provider in the region, and one of the most
innovative in the nation. We are the home of the only freestanding,
nonprofit, inpatient hospice unit in the Philadelphia area.

Founded in 1886, VNA Philadelphia is headquartered in the East Falls
section of the city and serves more than 5,000 residents of Philadelphia
and the surrounding suburbs each year.

“The mission of The Visiting Nurse Association of Greater
Philadelphia, through its dedicated staff, is to provide
comprehensive home health, palliative, and end of life care of the
highest quality to all people, regardless of their ability to pay.”

Historic Care... Now in our 3rd Century VNA Philadelphia is
Medicare Certified, licensed by the State of Pennsylvania, Accredited
by the Community Health Accreditation Program (CHAP).

To find out more about the VNA, contact us at 215-473-0772
or help@vnaphilly.org.

VNA Philadelphia
Falls Center Suite 500
3300 Henry Avenue
Philadelphia, PA 19129
800-VNA-1180
www.vnaphilly.org

Stanley J. Savinese DO FAAHPM HMDC
Chief Medical Director of Hospice

VNA of Greater Philadelphia n n
Co-Director, Temple University Hospital Palliative Care



TOWER HEALTH

LIFE-CHANGING CARE,
WHEN AND WHERE
YOU NEED IT.

At TOWER HEALTH, we’'re united by one common goal:
Advancing Health and Transforming Lives. With the
collective strength of six leading hospitals, thousands of
nationally recognized physicians, specialists and providers
across more than 75 locations — you now have convenient
access to life-changing care, when and where you need it.
Together, we're empowering you to live your healthiest life.

Advancing Health. Transforming Lives.

Visit TowerHealthRising.com
or call 484-628-HELP (4357).

Reading Hospital * Brandywine Hospital © Chestnut Hill Hospital
Jennersville Hospital © Phoenixville Hospital © Pottstown Hospital

Tower Health Medical Group



