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At TMLT, we wish it was this easy.

After all, we can all use a little more time in our day to do what’s most important to
us. TMLT knows that spending time with patients and providing excellent care is your
primary goal. And we work hard to find new ways to support you. Contact us today to

learn more about what we can do for you at www.tmlt.org or 800-580-8658.

TMLT

Texas Medical Liability Trust




Donald Robertson, M.D.

Cardiothoracic Surgery

BSA is pleased to welcome Dr. Donald Robertson to BSA
Cardiothoracic Surgery. Dr. Robertson provides patients with expert
diagnosis and treatment in cardiothoracic surgery.

Dr. Robertson completed his medical training at Texas Tech
University School of Medicine and his Thoracic Surgery residency at
the Baylor College of Medicine.

BSA Cardiothoracic Surgery provides high quality, patient-centered
cardiac care to the Texas Panhandle. Dr. Robertson partners

expertise and surgical skill to diagnose and treat issues in the heart,
lungs and other organs in the chest.

To make a patient referral, please call 806-212-4535.

1.

CARDIOTHORACIC SURGERY

bsahs.org | 6611 W. Amarillo Blvd., Amarillo, TX 79106 | 806-212-4535
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CME:
Hassle Free
Cost Free

Compliments of TMA Insurance Trust.

Physicians lead busy lives. So we’re making

it easier to take CME courses. As part of

your TMA membership, hundreds of CME .. 'IMA

and ethics hours are now available, hassle

free at no cost to you, compliments of TMA INSURANCE TRUST
Insurance Trust. This is just one of the ways
we are working to support you, and thank
you for all you do.

TEXAS MEDICAL

Choose from courses in Billing and Coding, ASSOCIATION

Communications, Ethics, HIPAA, Medicare

and so many more. B _
Physicians Caring for Texans

Visit us at texmed.org/Education

Created over 60 years ago and exclusively endorsed by the Texas Medical Association, TMA Insurance
Trust is proud to work with TMA member physicians to meet their personal and professional insurance

needs. Contact an advisor for a no-obligation consultation by calling us toll-free 1-800-880-8181, or
visiting us online at tmait.org.
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by Ryan Rush, MD

uring the past three issues of

Panhandle Health, 1 have writ-
ten my opinions regarding the many
problems with healthcare systems such
as Obamacare, the United Kingdom’s
National Health Service and the Canadian
system. In all healthcare systems around
the world, a never ceasing tension or tug-
of-war exists between balancing societal
cost and the allocation of equal, univer-
sal coverage with innovative technolo-
gies; the greater number of souls offered
the most up-to-date healthcare services
at the government’s expense, the greater
the tax burden becomes on the produc-
tive workers. And as Americans, we value
our freedom of choice, even if those
choices are detrimental to our own well-
being. Responsibility for one’s own well-
being cannot be compelled by legisla-
tion, and this is the principal reason why
Obamacare has been doomed to certain
failure. Much of the federal and state
healthcare budgets are spent on caring
for the population’s ill-advised life-style

President’s Message:

Healthy through Grace by Faith

choices, and presently there lacks any seri-
ous discussion by our politicians on how
to address this sink hole.

However, we should not look to the
government or any politician to save us
from our unhealthiness. Neither should
we look towards our own innate abilities,
wealth or life-style choices, or to our
friends and family to rescue us from the
sickness and disease that might overtake
us at any moment. Does anyone doubt that
he/she will not become sick periodically
during his/her lifetime no matter how
much health insurance or monetary
wealth they have? Does anyone doubt that
he/she will not die one day? Billionaire
Steve Jobs, the founder of Apple, could
not survive pancreatic cancer, dying
at the young age of 56 despite having
access to the world’s greatest healthcare
technologies and physicians. Disease and
death are the consequence of sin, and only
by tackling sin can we ever hope to be
healthy. Sin, which is any deed, desire, or

HJ Attention: Active, Retired and Resident Members I-E

h

of Potter Randall County Medical Society

Please join us for the 116th Annual Meeting
& Installation of Officers

Thursday, January 10, 2019
Place - To Be Announced

The Evening is Underwritten by
Our Circle of Friends

Reservations are required

To make a reservation : Call PRCMS At 355-6854
Or email : prems@suddenlinkmail.com

Reservations must be made by Tuesday, January 8, 2019

Invitation to follow in the mail

]
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word contrary to our creator God’s eternal
law, has resulted in profound strife that
resonates in all of our earthly relationships
(family, neighbors, enemies, etc.), but
most damaging to our relationship with
God.

But God, being rich in mercy and
because of His great love for us, even
though we are sick and dying from our
numerous sins, can make us alive together
with Jesus Christ, whose death on the
cross has atoned for every sin to every
person who believes in Him for salvation.
Only through Jesus Christ can we find
the health for our souls and the rest that
we so eagerly long for. Although it is
certain that we will suffer from disease,
sickness and death during our lifetimes,
God gave us his greatest gift, Himself in
the person of His unique and only Son,
the Lord Jesus Christ. This unearned gift
is available to everyone who has faith in
Him. In this winter season of holidays
and celebrations, may you encounter
the living Triune God and be filled with
His Spirit. This is my final piece as the
president of the Potter-Randall County
Medical Society, and I would like to thank
all of the board of directors, contributors,
staff and volunteers of the Society that
have made 2018 a tremendous year. May
you and your family have a blessed year
in 2019!

(e \\

Our Next Issue Of
Panhandle
Health

Features:
Physician,
Heal Thyself




by Paul Tullar, MD

Abstract:

Amarillo has, similar to our national opi-
oid crisis, it's own local opioid crisis. Many
different professions (pharmacy, medicine,
law enforcement, judicial/ legal professions)
and many different parts of our local health
care providers (veterans health care, pain
management specialists, surgeons, psychia-
trists, addiction specialists, family medicine
and other generalists in medical care) recog-
nize, and are taking specific steps to respond
to, this health crisis. The opioid crisis costs
our neighbors in premature deaths due to
overdose, and costs their families in suffer-
ing and grief.

Key Words:

Pain management, veterans health, phar-
maceutical services, psychiatry, law enforce-
ment, mortality premature, surgeons, grief

The Winter issue of Panhandle Health
shines, due to the diligent work of guest
editor, Dr. Whit Walker, his extraordinary
persistence and his interest on behalf of our
readers. The Texas Panhandle is no excep-
tion to the national opioid crisis. We have
just as much an issue in limiting excessive
use of opioids in medical inpatient and
outpatient practice as anywhere else in our
nation. We have just as much a problem
with our patients’ non- prescribed drug use
as anywhere else in our nation. This issue
details our local specialists’ appreciation
of the problem (see law enforcement and
legal description) and our regional special-
ists’ understanding of our specific problems
and our specific approaches to deal with
this problem. We are very fortunate to have
contributions from a regional expert in
addiction medicine and psychiatry, and
from our regional addiction withdrawal and
treatment center (ARAD). Contributions
from many specialties (pain management,
anesthesia, pharmacy, to name but a few)
will increase our readers’ understanding of
the problem and of what’s being done to
address it.

Dealing with the average patient with
opioid dependence is difficult enough, but
pregnancy and childbirth present further
complexity, as there are, until after birth, two

Editor's Message:
The Opioid Crisis in the Texas Panhandle: Appreciation
of and Approach to a Local and National Problem

patients to consider. Anesthesia contribu-
tions here detail one way to minimize expo-
sure to narcotic medications during labor,
while still providing superb pain relief. Our
reports also detail the suffering and difficul-
ties in the newborn when opioids continue
up to birth, often leading to Neonatal Opioid
Withdrawal Syndrome (NOWS).

No description of any health problem
would be complete unless we detail the
human side of the suffering accompany-
ing the problems of the people with addic-
tion, and of the families that have their own

suffering because of this. Like many other
serious illnesses, opioid overuse and abuse
can be associated with death, either from
intentional overdose (suicide) or from acci-
dental overdose. Like many other illnesses,
drug dependence has a human cost due to
the burden of disability resulting from this
disease. The contributions from our neigh-
bors, the people who live in our area, are
brave and painfully honest, and allow us this
depth of understanding.

Here is our version of our national prob-
lem, and in this issue are our responses.

T Rkt
THIN

NNIE TAYLOR

connietaylor@kw.com

kW LUXURY HOMES 806-236-1370

'_“ TEENATIONAL www LuxuryHomes0iAmarillo.com
POTTER RANDALL COUNTY

MEDICAL SOCIETY (PRCMS)
OFFERS HELP TO ADDICTED PHYSICIANS

If you, or a physician you know, are struggling with addiction and are
unsure what to do or whom to contact, the Potter-Randall County Medical
Society is here to help. We offer face-to-face confidential sessions with
the PRCMS Physician Health and Wellness Committee, made up of your
physician peers who know and understand recovery. Please don’t struggle
alone when help is a phone call or an email away. Whether you are calling
for yourself, your practice partner, or as a family member of a physician,
contact Cindy Barnard, PRCMS Executive Director, at 806-355-6854 or
prcms@suddenlinkmail.com. Membership in PRCMS is not required.
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Guest Editor's Message:

Increasing Opioid Deaths in the U.S.

by James “Whit” Walker, MD

pioids can kill. From 1999 to 2011,

hydrocodone use increased more
than two-fold, oxycodone use more than
five-fold (1), and the mortality rate of opi-
oid-related overdoses increased almost
four-fold (2). In addition to mortality
rates and emergency room visits for non-
medical opioid use, neonatal abstinence
syndrome (NAS), and overdose related
admissions have risen dramatically since
2002. While rates of death have increased
for all population groups, the rates are
highest for males under age 50 (3).

Of the 72,000 overdose deaths in 2017,
40% (28,800) involved a prescription
opioid. Approximately 35% of overdoses
involved nonprescription opioids such as
heroin or illicit fentanyl. Frequently more
than one drug is involved making exact
numbers difficult to detail. As Dr. Taylor
writes, the fact that JCAHO mandated
stronger steps to control pain in 2001 did
cause hospitals and physicians either to
increase prescriptions or to defend their
decision not to increase prescriptions. In
hindsight, this was a mistake.

I do practice Internal Medicine and
Hospice and Palliative Care, and I am
board certified in both. I do prescribe
generously to dying patients at the end
of life. I am much less generous for those
patients who are not terminally ill. The
narcotics we use at the end of life have
many untoward effects and do not “fix”
the problem of pain. In my opinion,
they are almost never appropriate for
long-term use. Opioid induced hyperal-
gesia causes myoclonus, confusion, and
increase in pain. Constipation, hypogo-
nadism, insulin resistance, urinary dys-
function, increase in cardiac events, falls
and deaths should scare those who pre-
scribe and those who consume.

In the Korean War, the USA suffered
36,914 total deaths from 1950 - 1953. In
Vietnam, we suffered 58,220 military fatal
casualties over 20 years. From 1996 to
2016, 197,000 Americans have died from
overdoses related to prescription opioids
(4). We clearly have an issue that we sim-
ply must address.
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Who are these 72,000 people who
are dying? They are a heterogeneous
group. Some are hard core addicts try-
ing to get high. Some have suffered from
painful conditions and are searching
for relief from pain. Some are victims of
polypharmacy and may not have under-
stood the risk involved with consuming
these strong medicines. In this edition of
Panhandle Health, one father tells of one
of the lives we have lost. I salute this man
for sharing his story. There are far too
many deaths, and these deaths are largely
preventable. Also in this publication are
valuable articles detailing what can be
and what is being done to decrease risks
and deaths. I feel these stories need to be
told and I am glad we are addressing this
issue. The solution is complex.

This edition has many excellent arti-
cles. Thank you to all who contributed!
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Our Winter Issue of Panhandle Health
is entitled The Opioid Crisis. Of
course, it is almost impossible that our cit-
izens don’t realize there is such a crisis, but
I think it’s difficult to imagine how wide-
spread this crisis is. It is frightening in that
it has touched every class in America—the
rich, the poor, the highly educated and the
non-educated, functional and dysfunc-
tional families, citizens of large cities and
suburbia as well as small towns and rural
areas, etc. Patients with addiction are seen
in virtually every doctor’s office as well as
emergency rooms and urgent care centers.
By definition, we are truly living in a cri-
sis (defined as a time of intense difficulty,
trouble, and/or danger).

The good news is that doctors no lon-
ger freely prescribe opioids for pain as
they once did when they had no idea of
their addictive powers. Professionally,
physicians are now in the process of
reversing the epidemic that “they so inad-
vertently helped to foster” Medical offices,
clinics, emergency rooms and hospitals
are now dispensing information to the
public regarding opioids. Many of us are
involved in combatting addiction, and
the more information we have, the more
successful we will be in winning this war.
Historically, the United States has over-
come many epidemics, and with medical
professionals involved, perhaps this crisis,
too, can become part of our past.

As the year ends, I want to thank the
2018 Board of Directors for their service
and dedication to our Society. under the
leadership of our President, Dr. Ryan
Rush, 2018 has been an exceptional year.
The following physicians deserve a big
thank you for their support as well:

Executive Committee 2018:
President Elect:

William Holland, MD
Secretary/Treasurer:

Daniel Hendrick, MD

TMA Delegates:
Rodney B. Young, MD

Daniel Hendrick, MD
Rouzbeh Kordestani, MD
Robert Gerald, MD
Gerad Troutman, MD
Ryan Rush, MD

TMA Alternate Delegates:
David Brabham, DO

Tarek Naguib, MD
Neil Veggeberg, MD
William Holland, MD
Evelyn Sbar, MD

Jay Reid, MD

Board of Censors:
David Brabham, DO

Tarek Naguib, MD
William Holland, MD
Jay Reid, MD

Gerad Troutman, MD
Neil Veggeberg, MD

Alliance President: Kristen Atkins

Committee Chairmen:

Mitch Jones MD &

Richard McKay, MD -
Retired Physicians

Nathan Goldstein, MD —
Mediations

Paul Tullar MD -
Panhandle Health/Editor

Robin Martinez, MD -
Physician Health and Wellness

Another thank you goes to the 2018
Panhandle Health Editorial Board, led
by Dr. Paul Tullar, Editor, and Dr. Walter
Bridges, Associate Editor. Other mem-
bers are Tracy Crnic, MD, Tarek Naguib,
MD, Steve Urban, MD, and Rouzbeh
Kordestani, MD.

Executive Director’'s Message

by Cindy Barnard, Executive Director

A final thank you goes to our 2018
“Circle of Friends” for their continued
financial support and generosity . Their
commitment is absolutely essential to the
success of all our events. They are Amarillo
National Bank, Baptist Community
Services, Neely, Craig & Walton Insurance
Agency, Texas Medical Association
Insurance Trust, Texas Medical Liability
Trust, Happy State Bank, Cenveo Amarillo,
Daryl Curtis, CLU, CHFC, and Physicians
Financial Partners.

Our cover for this issue is by Marsha
Clements. We have put Marsha’s paintings
on several of our issues, and I owe her a big
thank you for always finding me a beauti-
ful one for the covers. She has opened her
own studio in Canyon.

My son, James Dison, died of
an opioid overdose in 2005. He had
struggled with substance abuse/
addiction most of his life. In the year
prior to his death, he made enormous
progress toward becoming clean and
sober. Nevertheless, on a summer
evening following a relapse that
had taken place a few days earlier,
he drove to a campsite in northern
Arizona where he injected himself
and died.

A few months after his death, I
felt drawn to write letters to him as
a way to try to reach to him across
the enormous divide between us.
One letter became a few letters which
evntually became a large stack of
letters. In the letters, and thus in the
book, I tried to express emotions,
thoughts, reflections, etc., about my
relationship with James during the
period of his addictions and related
problems through and after his death.
It is those letters that provide the
basis for the book Overdose: Letters
from Dad.

Jack Dison (author)
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As we approach the holiday season
and the New Year, I find myself
reflecting on the people who I have met
and worked with this year. I am thankful
for everyone who has volunteered, fun-
draised and contributed to the Alliance.
Without your participation big or small
this organization would not be possible.

I'd like to share with all of you the
2018 Alliance accomplishments. The year
started with a New Year’s Eve fundraiser
gala. We had 180 people in attendance
who toasted and rang in the year at mid-
night. The proceeds from the gala allowed
us to give Heal the City a $5,000 grant
and Our Children’s Blessing a $8,500.
The checks were presented on Doctor’s
Day at Taste Dessert and Bar to honor
and appreciate the hard work our area
physicians do.

This past summer we held our annual
family social at Air-U. Families came
together and enjoyed a fun afternoon
of jumping. The summer ended with a
Hard Hats for Little Heads event in July.
Members fitted 300 bike helmets. Then, at
the end of the summer, our 3™ quarterly
meeting was focused on stuffing back-
packs for Heal the City’s back to school
event. Several members and their fami-
lies along with Give More Hugs and Story
Bridge stuffed backpacks with supplies
and books. We were so thankful to part-

PROUD TO
SERVE THE
HEALTHCARE
INDUSTRY IN =
THE TEXAS
PANHANDLE
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Alliance News

by Kristen Atkins, President

ner with these non-profits who see and
fill the need for our students in Amarillo.
The Alliance plans to continue this part-
nership with Heal the City next year.

Our couples’ fall social which is always
well attended was held at Dr. Chance &
Amy Irwin’s beautiful home. Society and
alliance members joined together to make
this event enjoyable. It was nice to visit
and reconnect with old and new friends.

Each month an Alliance member has
an opportunity to sign up to provide a
meal to the families staying at the Ronald
McDonald Children’s Home. This is such
a simple way to be involved with the
Alliance. Another way a member can be
involved is to purchase and deliver sup-
plies for the ACTs Community Center.
Alliance members contribute to the closet
monthly. Alliance members look forward
to meeting four times a year. Two of the
meetings are committed to service and
the other two to learning something new
and fun. Big thanks to Kristi Aragon and
Lorraine Wilhelm for creating fun oppor-
tunities for our members.

As 2019 approaches I encourage old
and new members to continue to support
the Alliance. It is a great way to meet oth-
ers who are in the medical community,
a way to support our community and
our local physicians. Our Facebook page
has information regarding meetings and

ways to be involved in the Alliance. You
can also email us potterZandallalliance@
yahoo.com for more information. I chal-
lenge anyone new or hasn’t been involved
this past year to join. We would love to
have you.

I want to thank Ashley Troutman
for her commitment to the Alliance and
stepping into the Presidency role for
2019. Thank you ladies for your time and
efforts. We appreciate you tremendously.
Thank you to the past board for the sup-
port you have given me this year. It was a
pleasure serving with you!

Cheers to 2019!
Kristen Atkins

2018 Alliance Board

President:
Kristen Atkins

Past President:
Irene Jones

VP of Quarterly Meetings:
Ana Holland

Secretary:
Lacie Schniederjan

Treasurer:
Elisa Miller

Publicity:
Mackenzie Sigler



Take Home Naloxone: Feasibility, Safety and Efficacy

by Thomas G. Martin, MD, MPH, FACMT, FAACT, FACEP

Background

Unintentional opiate overdoses
(ODs) are a major cause of morbid-
ity and mortality with increasing rates
observed in most parts of the world.
In the US from 2002-2017, the num-
ber of opioid related deaths increased
4.1-fold, with 29,406 of 49,068 in 2017
related to fentanyl (1). Opioid related
deaths may involve prescription and
illicit opioids. Risk factors for opioid
related deaths include: sedative hyp-
notic coingestion especially ethanol
or benzodiazepines, reduced tolerance
from voluntary or involuntary absti-
nence, and highly lethal adulterants
such as fentanyl analogs. Naloxone is
a very effective antidote, first approved
by the FDA in 1971, to reverse respira-
tory depression from opioid OD.

Suboptimal First Aid and Prehospital
Care

Opioid OD victims often do not
receive appropriate assistance from
bystanders. Opiate abusers sometimes
distrust their community EMS. Some
EMS staff choose to give larger than
necessary doses of naloxone to ensure
a rapid reversal and lower risk of renar-
cotization. Unnecessarily large doses
of naloxone may result in more severe
opiate withdrawal. Illicit opioid using
bystanders are often reluctant to pro-
vide first aid because police are dual-
dispatched along with EMS to these
scenes. Illicit opioid users warily avoid
police for fear of being arrested for out-
standing warrants for crimes to finance
their habit, possession of illicit sub-
stances or even murder for suppling or
injecting illicit substances. While some
user advocate groups and even local
medical associations have urged police
to offer immunity to OD bystanders for
non-violent, drug-related crimes, few
police comply. Fear of arrest and forced

abstinence if jailed remain major obsta-
cles to bystander assistance for opioid
OD victims.

Feasibility

To be feasible, Take Home Nal-
oxone programs must be acceptable,
affordable, teachable and performable.
Most opioid abusers said that they
would keep it in their home and use it if
it were available. The proportion of opi-
oid abusers who use in the presence of
others has been reported to vary from
58% to 92%. The first “Take Home Nal-
oxone’ program began in 1996 (2). In
the past 20 years, these programs have
expanded throughout many parts of
the world. In 2014 the World Health
Organization published guidelines for
community-based overdose manage-
ment, suggesting that “People likely to
witness an opioid overdose should have
access to naloxone and be instructed in
its administration” (3).

Education

Dispensing naloxone to laypersons
should be preceded by proper educa-
tion. Opioid users who requires nalox-
one will not be able to self-administer
it. Therefore, the education program
targets fellow opioid users or those
likely to be present at the site of opi-
oid use. This education should include:
the purpose of naloxone use, potential
adverse effects, recognition of a severe
opioid OD, indications for and tech-
nique of naloxone use, importance of
summoning EMS, reporting outcome
of naloxone use and getting more
naloxone.

Indication for Use

A serious opioid OD should be sus-
pected if the user is blue, unrespon-
sive to vigorous stimulation or cannot

maintain arousal without constant or
frequent stimulation. It is important to
distinguish between “nodding off” and
signs of a serious opioid OD. The indi-
cation for naloxone use by a layperson
is a serious opioid OD, unresponsive to
vigorous stimulation.

Formulations/Cost

The desired formulation for dis-
pensed naloxone (Narcan®) depends
upon the intended route of administra-
tion, dose and cost. The 1 mg/mL 2 mL
ampul is utilized for the subcutaneous
(SQ), intramuscular (IM) or intranasal
(IN) routes. Narcan Nasal Spray® is a
newer formulation that contains 4 mg/
spray with 2 sprayers/package. This for-
mulation has much greater absorption
(dose) but is more costly than earlier
kits designed for IM, SQ or IN routes.
For recipients with insurance coverage,
the smaller difference in out of pocket
expense may not be a deterrent. Most
recipients without insurance will not
be able to afford this newer prepara-
tion unless it is given to them through
outside funded harms minimalization
programs.

Ease/ Routes of Administration

The IV route is only feasible for
trained health care workers. The IM
and SQ routes are easy to learn but
have a risk of blood born pathogen
exposure to the rescuer. The IN route
is needleless and the easiest to learn but
used to require a special syringe tipped
aerosol-generating device (i.e., MAD®).
Narcan Nasal Spray® requires no spe-
cial equipment. On a theoretical basis,
the 4 mg per nostril dose delivered with
the Narcan Nasal Spray® would be most
effective in cases involving fentanyl.

| continued on page 12
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Leaving Scene or ED Against Medical
Advice

Arousal of opioid habituated persons
with naloxone often causes acute opioid
withdrawal which often makes the recip-
ient very uncomfortable, uncooperative,
agitated and sometimes hostile. Many
recipients will try to have the prehospi-
tal scene prior to EMS arrival or against
medical advice (AMA) while treated by
EMS or ED staff. Because naloxone has
a shorter duration of effect than heroin,
there is concern that serious renarco-
tization may occur. However, several
studies have shown that the risk of seri-
ous renarcotization or delayed pulmo-
nary edema is very low if the recipient
had injected the opioid and is awake,
alert and able to ambulate without
difficulty.

Medical Legal Risks

The legal risk for layperson nalox-
one prescribers was judged to be low
for those who act in good faith, in the
course of professional practice and for a
legitimate medical purpose (6). The use
of naloxone by health care providers to
treat opioid OD is the standard of medi-
cal care throughout the world. Nalox-
one rescue cannot be self-administered
but must be performed by bystanders.
In 2015, the Texas legislature passed SB
1462, which allows physicians to pre-
scribe opioid antagonists to users’ family
or friends and provides protections from
criminal or civil liability for “any out-
come resulting” from naloxone adminis-
tration (4). In 2016, the Texas Pharmacy
Association (TPA) implemented a phy-
sician authorized “standing order” for
the dispensing of naloxone (5).

Potential Benefits

The sooner that the opioid-induced
respiratory failure is corrected, the less
likely it is to cause brain injury or death.
The delay from time 911 is called until
first responders arrive may be consid-
erable. Further time may be lost when
EMS wait for police arrival at the scene
before starting an IV. The proper use
of bystander naloxone in opioid OD
is likely to result in less morbidity and
mortality and cost of care.
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Potential Adverse Consequences

There is concern that, with bystander
naloxone, the lower risk of death from
opioid OD will remove an important
deterrent to opioid abuse and lead to
greater risk-taking behavior. However,
many believe that opiate abuse is not
deterred by the risk of bodily harm or
death. Heroin-users know that nalox-
one wastes the money that they spent
on heroin and makes them “dope sick”.
When surveyed, most opioid abusers
responded that they would not use more
heroin if they knew that naloxone was
on hand (6). Naloxone abuse by opi-
ate abusers is very unlikely to occur. In
some areas with well-established Take
Home Naloxone programs, concern has
arisen when some users have been res-

cued multiple times. This phenomenon
has some saying that those undergo-
ing multiple bystander naloxone rescue
should be denied further bystander nal-
oxone or be forced into detoxification
programs. Others emphasize that each
naloxone rescue saves a life of a loved
one and enables another opportunity for
rehabilitation.

Efficacy Reports

Despite widespread desire to study
the efficacy of Take Home Naloxone,
there are few published reports of its
efficacy or safety. In 2014, the Harm
Reduction Coalition surveyed 140 US
naloxone distribution programs (6).
From 1996 through June 2014, 644 sites
had distributed naloxone to 152,283 lay-

year in 2017.

My answer to the question? “Both.”

References

saint-harm-reduction

Patron Saint or Poster Child
for Take Home Naloxone?

Dan Bigg was found dead in his home on 8/21/18. He was a cofounder
and the executive director of Chicago Recovery Alliance (CRA), a group that
conducts drug-related harm reduction outreach and opiate-related death pre-
vention. CRA’s first-in-the-nation naloxone distribution program was the
result of the death of the other CRA co-founder, John Szyler, in 1996. Dan
preached that the most important aspect of harm is respectful collaboration,
acceptance, and bonding. Chicago Magazine named him a Chicagoan of the

The Cook County Medical Examiner’s Office recently released his death
certificate, which showed that he died of multidrug poisoning (two benzodi-
azepines, methadone, fentanyl, and acetylfentanyl) (1). Dan broke his cardinal
rule by using alone. It didn’t matter that he had a silver van full of naloxone,
if there was no one there to give it to him. In a 2014 interview with Zachary
Siegel, published in The Fix, he said, “Really, what we’re talking about build-
ing is a relationship with people so that if I'm using I can be honest with you,
so that you can watch my back and that is really what we have to aim for in
order for naloxone to have maximum utility” (2).

Beside never using alone and always having someone there with naloxone
who knows how to use it, his tragic death reminds us to not mix sedative hyp-
notics with opioids and to beware of deadly fentanyl/analog adulteration.

1. Tonic, 2018. (Accessed 11/3/18). https://tonic.vice.com/en us/
article/7x3yag/dan-bigg-overdose-harm-reduction

2. Fix, 2014. (Accessed 11/3/18). https://www.thefix.com/content/patron-




persons with 26,463 overdoses reversed.
Naloxone recipients were primarily
drug users (81.6%) and their friends
and family members (11.7%). As more
widespread naloxone distribution to
potential bystanders and first respond-
ers has occurred, comprehensive surveys
become more difficult. Since nalox-
one rescue is a life-saving therapys, it is
unethical to randomize therapy between
naloxone and a placebo treatment. His-
torical and concurrent controls are
unreliable since death rates often fluc-
tuate markedly from year to year and
between communities. There are many
challenges to studying efficacy of Take
Home Naloxone.

Summary

Opioid OD is an important cause of
drug related morbidity and mortality.
Serious complications occur in fewer
than 2% of opiate ODs aroused with
naloxone and less frequently with ear-
lier arousal. Fear of arrest by police and
distrust of EMS are significant obstacles
to bystander assistance in opioid over-
dose. Take Home Naloxone programs

are acceptable to most opioid users and
prescribers because they are affordable
and easy to teach and perform. Because
naloxone is well known to make a habit-
uated opioid abuser ill (dope sick), it
is unlikely to be abused. Opioid with-
drawal can be seen after naloxone use.
The likelihood of leaving a scene or ED
against medical advice may be increased
with Take Home Naloxone programs
but is not unsafe in most circumstances.
High quality data are not available to
evaluate the effectiveness of these pro-
grams, and significant obstacles must be
overcome to produce them. Take Home
Naloxone programs have rescued many
thousands of opioid ODs.
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An Introduction to Medication-Assisted Treatment
for Opioid Use Disorder

by Amy Stark, MD

magine a deadly epidemic that does

not discriminate by age, sex, ethnicity
or socioeconomic status. This epidemic
claims the lives of 90 Americans every
day, and there is a life-saving treatment,
but it is hard to access — what kind of out-
rage do you think this would inspire? As
a physician or community advocate, to
what lengths would you go to help your
community? This isn’t just a hypotheti-
cal situation. We are currently in the mid-
dle of one of the deadliest epidemics in
American history: the opioid epidemic. In
October 2017, President Trump declared
the opioid crisis a public health emer-
gency. Almost a year later to the very day,
President Trump signed off on a biparti-
san bill known as the Support for Patients
and Communities Act. While this leg-
islation aims to increase access to treat-
ment, it will not be funding an expansion
of addiction treatment for opioid use
disorder (OUD) (6). The Diagnostic and
Statistical Manual of Mental Disorders,
Fifth Edition, defines OUD as a chronic
psychiatric disorder characterized by per-
sistent use of opioids, tolerance, repeated
withdrawal symptoms, and sustained
behavioral changes (1).

There are a lot of different ways to
approach treatment of OUD, but most
importantly, all treatment decisions
should be made collaboratively with the
patient. Meeting a patient where they are
and assessing their readiness for change

is incredibly important. If a patient isn’t
quite ready to quit using opioids, take a
harm reduction approach: focus on edu-
cation and safety. Encourage the use of
clean needles if they are injecting and
make sure that they have a naloxone kit
for overdose.

If a patient is ready to consider treat-
ment, several options exist. First, an
assessment to determine an appropriate
level of care will ensure that the patient
receives the proper treatment based
on their acuity. Treatment options may
include detoxification, abstinence based
methods and medication-assisted treat-
ment (MAT).

Detoxification is not a stand-alone
treatment for OUD, but rather should
be considered as a prelude to treatment.
Patients who complete detoxification but
do not engage in further treatment have
astronomical relapse rates, with some
studies quoting over 80%. Furthermore,
relapse following detoxification is more
likely to result in a lethal overdose given
loss of physiological tolerance. Similar
relapse rates are seen for patients who
engage only in behavioral treatments
(counselling, AA/NA, etc.) and pursue an
abstinence-only model (without MAT).

The Substance Abuse and Mental
Health Services Administration
(SAMHSA) defines MAT as “the use of
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medications with counseling and behav-
ioral therapies to treat substance use
disorders and prevent opioid overdose”
(3). In 1997, a consensus panel from
the National Institutes of Health (NIH)
published recommendations in support
of MAT, stating “[opioid addiction] is a
medical disorder that can be effectively
treated with significant benefits for the
patient and society” (4). Patients on MAT
have consistently demonstrated better
outcomes than those who are not. Once
initiated and stabilized with MAT, many
patients completely stop using illicit opi-
oids. Others may continue to use, but
less frequently and in smaller amounts,
which greatly reduces risk of morbidity
and death from overdose. The US Food
and Drug Administration (FDA) has
approved three medications for the treat-
ment of OUD: methadone, buprenor-
phine and naltrexone.

Methadone is a long acting race-
mic mixture and was the first medi-
cation approved for the treatment of
heroin addiction. Methadone’s ability to
relieve the withdrawal from opioids was
noted as early as 1947. It is administered
daily from special clinics called Opioid
Treatment Programs (OTP) and is highly
regulated by the government. Most often
methadone is administered in a liquid
form, but it does come in tablets, diskettes
and powders. As a full opioid agonist, it
binds completely to mu opioid receptors
in the central nervous system. The goal of
a therapeutic dose is to prevent any kind
of withdrawal symptoms for the 24 hours
between dosing, prevent craving for
other opioids, and attenuate the euphoric
effects of illicitly used opioids. Although
proven to be generally safe and effec-
tive, there are a number of side effects,
many drug-drug interactions and black
box warnings for respiratory depression
(especially when combined with other
central nervous system depressants), QT
interval prolongation and neonatal absti-
nence syndrome.



While most physicians are familiar
with methadone, fewer have the same
level of familiarity with buprenorphine.
It is a partial agonist that acts at both the
mu and kappa opioid receptors. As a par-
tial and not a full agonist, it occupies the
receptors without all the expected opioid
effects. Those on buprenorphine are less
likely than those on full agonists to have
strong feelings of euphoria or significant
respiratory depression. Buprenorphine
also has a very strong affinity for the
receptor and dissociates from the recep-
tor very slowly, making it difficult to
displace. Additionally, there is a ceiling
effect at moderate doses, meaning that the
opioid effects level off, even with further
increases in dose. This lowers the risk of
misuse, dependency and side effects.

The most commonly seen formula-
tion is a combination of buprenorphine
and naloxone (suboxone). The naloxone
is added to deter inappropriate diversion
of buprenorphine and injection for non-
medical use. When taken appropriately,
because of its poor oral bioavailability,
the naloxone has no significant effects.
Buprenorphine used without the nalox-

one component, or the monoproduct,
is seen less often — usually only in preg-
nant women or in those who have had
severe adverse reactions to naloxone.
Buprenorphine comes in many different
formulations: buccal films, sublingual
films, sublingual tablets, and transder-
mal patches. There is even an implantable
device that provides steady continuous
levels of buprenorphine for six months
for those who are stabilized on a mainte-
nance dose.

Unlike methadone, buprenorphine
doesn’t have to be dispensed from a
special clinic and can be prescribed by
all physicians, and in some states, by
nurse practitioners and physicians assis-
tants. However, to be licensed to pre-
scribe buprenorphine, physicians must
obtain a special waiver from the Drug
Enforcement Agency (DEA). Prior to
application for the waiver, physicians
must complete additional training regard-
ing MAT. There are limits on the number
of active buprenorphine prescriptions a
physician can write: 30 in the first year
following obtaining a waiver, 100 in the
second year, and 275 thereafter.

Naltrexone is an opioid antago-
nist, and its main indication for treating
opioid use disorders is to help prevent
relapse and opioid overdose and foster
long-term recovery. Naltrexone helps
with compulsions to use and cravings for
opioids. Because naltrexone has no opi-
oid effect, there is no risk of dependency
or abuse potential. Similarly, there are
no withdrawal symptoms if treatment
is stopped abruptly. On the other hand,
the lack of activity at the opioid receptor
also results in higher rates of attrition and
return to use. Naltrexone has a very high
affinity for the opioid receptors — higher
than heroin, morphine or methadone;
it displaces those drugs and blocks their
effects which can precipitate withdrawal
symptoms. With that in mind, before
starting naltrexone, a patient should be
abstinent from short-acting opioids for a
week and from long-acting opioids such
as methadone for 10 days. There is also
a depot formulation of naltrexone that
can be given once per month which was
approved for use by the FDA in 2006 for
alcohol dependence and in 2010 for opi-
oid dependence.

| continued on page 16
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Lastly, while not approved for the
treatment of OUD, I would be remiss if I
didn’t mention naloxone. Naloxone is a
nonselective opioid antagonist with that
competitively binds to mu opioid recep-
tors and is used to treat opioid overdose.
Like naltrexone, naloxone has no intrin-
sic opioid agonist activity. It has fairly
poor oral bioavailability because of exten-
sive first-pass metabolism in the liver.
However, it has a rapid onset of action
when administered intravenously, intra-
muscularly or with intranasal adminis-
tration. Naloxone is so safe and effective
in treating opioid overdose that even
trained laypeople in the community can
administer this life-saving medication in
emergency situations. Patients with a his-
tory of OUD or those who are prescribed
high doses of opioid medications should
be educated about naloxone, its indica-
tions, and how to use it, and they should
be offered a prescription. In addition to
increasing access to treatment for OUD,
the Support for Patients and Communities
Act aims to increase the availability of nal-
oxone - providing kits and training to
more first responders like police officers,
EMS professionals and firefighters.

In summary, we find ourselves in
frightening times - 90 people die every
day from an opioid overdose. We are
truly a nation in crisis. But we are also
in a unique position to help our patients.
We have more tools and a better under-
standing of addiction medicine than
ever before. Our goals moving forward
should be to increase access to MAT
for all patients, and to continue to edu-
cate our colleagues and the public about
safe prescribing of opioids and the risks
associated with misuse. Harm reduction
strategies should be employed where pos-
sible, and we should work to continue
to debunk the stigma around substance
use disorders. The evidence manifestly
shows that OUD patients do better when
they are on a maintenance medication
like methadone or buprenorphine. This
enables them to engage more fully in the
other facets of treatment and ultimately
to reengage in what is most important to
them.
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The Opioid Crisis and Pain Management

by Victor Taylor, MD

quote by Albert Schweitzer hangs in
my office, “...pain is a more terrible
lord of mankind than even death itself.”

With that in mind I sat out to write
a wonderfully articulate and profound
article about the opioid crisis, complete
with universal truths and the answer to
all question related to pain. That ended
with an unreadable conglomeration of
wordy nonsense.

Take two. I decided to pose a few
question and ato nswer them from the
standpoint of my experience as an inter-
ventional anesthesiologist whose entire
practice is related to treating pain.
Finally, I wanted to share my perspec-
tive on alternatives to opioids in treating
chronic pain.

Is there an opioid crisis?

Yes there is. More than 70,000 people
died from drug overdoses last year which
is more than the year before. That is
about the same number as killed by guns
and automobile accidents combined. If
Pampa, Canyon, Dumas, Hereford, and
Borger in the Texas panhandle were
wiped out in a single year, that would
roughly equal the death toll from opioids
in a single year. While deaths related to
automobile accidents, murder, AIDS and
firearms are stable or declining, deaths
from opioid overdoses continue to climb.

Are prescription opioids the main
driver of the crisis?

No. Roughly 40% of opioid related
deaths are due to prescription opioids.
The other 60% of opioid overdoses are
due to illegal opioids, particularly heroin
and fentanyl.

Do Americans really use more prescrip-
tion opioids than other countries?

Yes. Americans account for approxi-
mately 47,000 opioid doses per one mil-
lion population per day followed by
Canada at 34,444/1 million and Germany
at 30,796/million. Great Britain uses

roughly 12,000/million and Japan only
1200/million.

Why does the U.S. use more opioid
medications than other countries?
There are multiple reasons:

The transformation of the Medical
Profession into the Healthcare Industry
has led to unintended outcomes. Patient
satisfaction surveys and the internet
create pressure in an inappropriate
direction.

Certain pharmaceutical companies
appear to have placed far more focus on
profit than patient well-being and scien-
tific truth, leading to false information
about the safety of opioid medications
being disseminated to physicians and
patients.

The astounding medical successes of
the 20" century in the realm of infectious
disease, nutrition, public health, surgery,
anesthesiology and critical care etc., con-
tributed to an abundance of optimism
that relatively straightforward answers
could be had for most medical problems.

A medical business model that
equates Medicine (now Healthcare) with
consumer business. Medicine is not a
consumer business. Outside of childbirth
and aesthetic fields people utilize medical
services because they have to, not because
they want to.

Why have opioids failed to deliver on
the promise of better chronic pain
control?

Opioids do not have a positive effect
on any of the underlying states that lead
to pain. Opioids only address the symp-
tom and are markedly limited in that
respect except in the short term.

Opioids work by activating specific
receptors in the body - primarily in
the central nervous system - that make
it harder for an impulse to travel along
the nerve as well by activating higher

neurologic areas that help suppress pain
transmission.

Opioid receptors are G protein type
receptors and are subject to down regula-
tion. Prolonged use of opioids can result
in persistent changes to the areas of the
nervous system involved in pain modula-
tion. Persistent use of opioids can result in
neurotoxic changes to the CNS and neu-
ropathic pain unresponsive to opioids.

The result of the body’s opioid tol-
erance is the need to increase the dose
to get the same effect. Very quickly the
body becomes dependent on the opioids,
and withdrawal symptoms can begin
after missing a single dose. Withdrawal
increases pain which is then relieved by
the next dose of opioid.

Besides death are there any other
adverse effects from long term use of
opioids.

Opioids can lead to decreased reaction
times and sleep disturbance that affect
overall health and wellbeing. Opioids at
higher doses can lead to neurtoxicity/
damage to nerve cells, which can cause
myoclonus and hyperalgesia.

Opioids can cause ongoing bowel dys-
function that is not diminished by the
development of tolerance.

Chronic opioids can interfere with
immune function to a variable degree
depending on the opioid used and the
dose range.

Opioid therapy can suppress the
hypothalamic - pituitary axis leading to
hypogonadism, impotence, infertility and
osteoporosis.

Other adverse effects include nau-
sea, fatigue, urinary retention, dry skin,
weight gain, and decreased mental focus.

| continued on page 18
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So how should we treat chronic pain?

The best way to treat pain is to address
the underlying cause. The problem is that
pain is complex and has multiple possible
causes. Chronic pain usually requires a
multimodal approach.

Pain is often caused by biomechanical
derangement including herniated discs,
adhesions along nerve roots, muscle weak-
ness or imbalance and/or alterations in
joint mechanics due to injury or repetitive
use.

Another cause of chronic pain is cen-
tralization and spinal cord activation
leading to hyperactivity of interneurons
and chronic stimulation of pain pathways.

Physiologic problems including
chronic inflammation can cause pain.

Disease states including rheumatoid
arthritis, degenerative nerve disorders,
viral infections, blood glucose imbalance,
hormonal dysregulation, cancer, bacterial
infection etc. can all lead to chronic pain.

Opioid medications do not address
any of the causes of chronic pain.

My experience with opioids in chronic
pain.

It seems that a major driver of
the perception that opioids are effec-
tive for chronic pain is driven by the
body’s dependence on the opioid itself.
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Physiologic dependence occurs in a per-
son using strong opioids on a regular/
scheduled basis. When doses are missed
withdrawal begins, leading to increased
pain. The withdrawal is then curbed by
more opioid. As the withdrawal symp-
toms abate so does the pain. This raises
the question of whether the spike in pain
level would have occurred if not for the
opioid in the first place.

The majority of patients can wean
from schedule II drugs, either off of opi-
oids altogether or to schedule III drugs at
much lower doses.

Many patients use opioids more spar-
ingly when they are no longer on sched-
ule II drugs. For many patients opioid use
becomes intermittent when they are no
longer physiologically dependent on the
opioids.

The majority of patients feel better in
terms of outlook, energy, mood, focus
and overall sense of well-being on low or
no dose of opioids. A significant number
of patients tell me the best thing I have
done for them is to help them get off of
opioids.

The majority of patients who wean
from high dose opioids who are taking
over 40 MME per day are glad they are
not at these doses and do not wish to go
back to these medications. Some patients
despite feeling better overall still want to
use higher dose opioids.

Roughly 15-20 % of patients with
whom I discuss weaning choose not to
remain under my care.

Alternatives to opioids in the treatment
of chronic pain.

It is important to approach chronic
pain from a multi-modal treatment per-
spective. For many patients with chronic
pain it takes a combination of interven-
tions to get control of their pain.

Antiseizure medications, particularly
gabapentin and pregabalin, help modu-
late neuropathic pain. In my experi-
ence these medications are helpful in the
majority of chronic pain problems. They
are usually not stand-alone drugs. Most
of the time these medications need to be
titrated to effect. Many patients want to

abandon these medications early on due
to lack of efficacy at low doses. Educating
patients about the reason for escalat-
ing the dose instead of discontinuing the
medication leads to good compliance.

Useful physical approaches include
physical therapy, manipulative therapy,
massage, Rolfing, yoga, progressive resis-
tance, traction/inversion, and desensi-
tization. A great deal of chronic pain is
related to biomechanical insufficiency.
Rehabilitation is essential for good long
term outcomes.

Avoid triggers...at least for a while.
Once treatment has begun it is impor-
tant to give the body time to heal and
strengthen. Some instances of chronic pain
are related to one specific activity that if
avoided eliminates the symptoms. Letting
patients know that they may have to make
changes at least for some time in order to
heal is important. Even professional ath-
letes have to take time off for injury.

Anti-inflammatory medications.
These medications carry their own set
risks. However when they are used
judiciously and with breaks in therapy
NSAIDs can be very useful. For patients
who cannot take NSAIDs, low dose
Naltrexone can possibly help.

Fluoroscopically guided interven-
tions: epidural steroid injections can help
break up epidural adhesions and decrease
inflammation along the nerve roots. For
the majority of appropriate patients these
interventions are very helpful. Adding
specific home stretches and strengthening
exercises greatly improves outcomes.

Facet denervation via radiofrequency
ablation can give good prolonged relief of
spine pain and can be repeated as needed
as long as it is effective. Strengthening,
stretching, and core work during the time
the pain is better can lessen the need for
repeated treatments. Inversion therapy or
traction for some patients can improve
spine related pain issues.

In patients with pain syndromes that
do not respond to conservative measures
or even surgery, the option of spinal
cord stimulation holds promise. In the
past several years there have been major
strides in spinal cord stimulation technol-
ogy. Patients who failed to improve with



past SCS technology may have new hope
with this approach today.

Lower strength opioids. In my experi-
ence the schedule III drugs can be useful
in patients without developing many of
the adverse effects of the more powerful
schedule II drugs.

Diet and hydration are helpful. In my
experience avoiding refined sugar helps
people with chronic pain feel better,
after they get over the sugar withdrawal.
Drinking water and staying hydrated also
helps people feel more energetic and may
optimize function.

Finally, educating patients to what can
be expected can help curb opioid use. It
may not possible to completely eliminate
pain. Our goal is to minimize pain and
optimize function. Reminding patients of
the things they can do and helping them
regain their fighting spirit if they are feel-
ing hopeless can help alleviate suffering
even when some pain persist.

Conclusion

The opioid crisis is real. The major-
ity of the fatalities in the opioid crisis
are due to illegal drugs, but prescription
opioids play a significant role. There are
good alternatives to high dose opioids for
the treatment of pain for most patients.
Taking a multi-modal approach to the
treatment of chronic pain is essential.
Treatment of pain is complex and may
require trial of different therapies.

Most patients can achieve better pain
control, function and quality of life using
non-schedule II opioids or no opioids at all.

This article reflects my opinion based
on my experience as well as my own read-
ing of the literature. Some other intelli-
gent, well-trained persons hold views that
are different than my own.
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https://www.medscape.com/
viewarticle/813875_4
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use-patients
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Opioid Use and Opioid Use Disorders (OUD)

in Pregnancy

by Heather Holmes, MD

“More Americans died from opioid
related deaths in 2016-17 than all US
casualties combined from the Vietnam
and Iraq wars,” announced my husband
as he read the latest news headline (Figure
1). It is impossible to read a periodical
publication or the internet without realiz-
ing that the United States is facing an opi-
oid epidemic, and women are not exempt.
2015 data suggest that 4 per 100 women
use prescription pain relievers with the
greatest use being among 15 to 25 year-
olds, followed by the 26 to 34 age range.
We are seeing more opioid use and opi-
oid use disorders (OUD) each year dur-
ing pregnancy and puerperium. In Texas,
the leading cause of maternal mortality,
accounting for 17%, is attributed to drug
overdose with the majority related to opi-
oids (Figure 2 and 3) (1). Paralleling the
rising prevalence of opioid use during
pregnancy, a sharp increase in neonatal
opioid withdrawal syndrome (NOWS)
was reported in 2013, occurring in 6 per
1000 hospital births. OUD affects not
only women and their infants, but also
families and communities.

Dependence

Women become physically dependent
on opioid medications more quickly than
men - a phenomenon known as tele-
scoping. Biologic, social, and psychologic
pathways (Table 1) are postulated mech-
anisms contributing to why women use
substances differently than men (2).

Chronic pain sufferers are more likely
to be women and are more likely to use
prescription opioids.

Legal Ramifications

Criminalization of substance use
during pregnancy is fiercely debated. 18
states in the US have explicitly permitted
civil child abuse proceedings. In 2014, the
Tennessee legislature passed a law per-
mitting criminal assault charges for illicit
substance use in pregnancy with impris-
onment if convicted. The statute expired
on July 1, 2016. Laws that permit child
abuse charges for substance use during
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Figure 1. National Overdose Deaths - Number of Deaths Involving All Drugs. Chart over-
layed by a line graph demonstrating deaths based upon gender

Table 1
Biologic Social Psychologic
Hormone fluctuations Traumatic experiences Mood disorders - depression/anxiety
Body fat percentage Physical /sexual abuse Eating disorders
Metabolic rate Intimate partner violence Posttraumatic stress disorder (PTSD)
Genefic Familial /partner exposure

pregnancy are currently being considered
by several state legislatures. Law enforce-
ment agencies and lawmakers contend
that criminal charges act as a deterrent.
Medical addiction models promote treat-
ment, not punishment, as the method to
reduce use during pregnancy. Advocacy
groups such as the National Advocates
for Pregnant Women (NAPW) echo the
latter philosophy.

Women are less likely to admit to
substance use for reasons such as fear of
being labeled as a “bad” mother, termina-
tion of parental rights, or mandated treat-
ment. Impoverished women and women
of color are disproportionately referred
to Child Protective Services. Detainment
or incarceration for even a few days can

result in withdrawal symptoms, leading to
fetal distress and death. Threat of punish-
ment is punitive, and thus does not pro-
mote prevention and treatment strategies.

Screening for OUD

Substance use disorders affect women
across all geographic, socioeconomic,
racial, and ethnic groups. Universal
screening is recommended during the
first prenatal visit. Validated screen-
ing tools such as the 4Ps, NIDA Quick
Screen, or CRAFFT should be employed.
Self-disclosure or screening indicative of
high risk for substance use should prompt
counseling regarding risks as well as refer-
ral to treatment resources in the commu-
nity to improve maternal and neonatal
outcomes. Substance users are more likely



Overdose Deaths Involving Opioids, by Type of Opioid, United States, 2000-2016
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to have poor nutrition, limited to no pre-
natal care, and to engage in abuse of other
substances during pregnancy and beyond.

For individuals seeking confiden-
tial help/treatment for substance use
disorders in our region, the Outreach,
Screening, Assessment and Referral
Center (OSAR) at Star Care Specialty
Health System in Lubbock, Texas (806-
740-1421. In addition, Amarillo Recovery
from Alcohol and Drugs can be contacted
at (806) 350-2723. www.starcarelubbock.
org) is available. Individuals can also
contact 24-7 hotline at 877-9-NODRUG
or TXHHS at www.dshs.state.tx.us/sa/
OSAR.

Antepartum

Standard prenatal care is recom-
mended with individualization based
upon comorbid conditions. Expanded
sexually transmitted infection (STI)
screening to include gonorrhea, chla-
mydia, syphilis, HIV, hepatitis B and C,
and tuberculosis should be considered.
Confirmation of dating via ultrasound
should be performed early. Depression
and other behavioral health conditions
should also be screened during the first
prenatal visit, along with the use of other
substances directing social and psycho-
logic counseling referral. Opioid use dur-
ing pregnancy is associated with birth
defects including atrial and ventricular
septal defects, spina bifida, and cleft lip/
palate. In addition, usage is associated
with a 600% increase in obstetrical com-

plications including preterm birth, low
birth weight/small for gestational age
infants, neonatal opioid withdrawal syn-
drome (NOWS) formerly known as neo-
natal abstinence syndrome (NAS), and
sudden infant death syndrome (SIDS).

Women are counseled at the outset
of pregnancy regarding expectations of
discomfort and pain associated with each
trimester of pregnancy. For chronic pain
patients, emphasis is placed on alternative
modalities including non-pharmacologic
physical therapy, massage, acupuncture,
behavioral therapy, and exercise along
with non-opioid pharmacologic treat-
ments. Goals during pregnancy should
be avoidance or minimization of the
use of opioids for pain management.
Pain should be assessed periodically.
Intrapartum pain management options
should be discussed early in gestation.

Anesthesia consultation to discuss
intrapartum and postpartum pain man-
agement in the third trimester is reason-
able. Postdelivery care of the neonate/
infant should be discussed during this
period with a pediatrician or neonatolo-
gist. Repeat STI screening should be per-
formed. Ultrasound to assess fetal growth
is indicated for concerns of growth
restriction.

Medically Assisted Treatment (MAT)
versus Detoxification

The recommended therapy for opioid
use disorders (OUD) during pregnancy

is medication assisted treatment (MAT)
with methadone or buprenorphine.
Opioid agonist therapy reduces high
risk behaviors associated with illicit use,
which improves pregnancy and neonatal
outcomes. Methadone can be adminis-
tered daily, and, given its long half-life,
suppresses maternal cravings and pre-
vents uncontrolled narcotic withdrawal.
The agent and dosing are individualized
and involve a patient-centered approach.
Split dosing may be required during the
third trimester given increased metabo-
lism. Methadone cannot be transitioned
to buprenorphine as it may precipi-
tate withdrawal. The reverse is not true.
Medically supervised therapy not only
provides daily dispersal by a licensed
facility of MAT, but it comprehensively
provides addiction counseling, fam-
ily therapy, nutrition, and psychosocial
services.

The advantage of buprenorphine
is that it can be dispensed by a licensed
provider in an office setting as there is
less likelihood of overdose with this par-
tial agonist. Another advantage over
methadone is fewer drug interactions.
Long-term data for use during pregnancy
however are lacking.

Controversy exists regarding medi-
cally supervised withdrawal/detoxifi-
cation from opioids during pregnancy
given the relapse concern. The University
of Texas Southwestern Department of
Obstetrics has developed an inpatient
opioid detoxification (methadone taper-
ing) program that has met with success in
a well selected, highly motivated popula-
tion. The program employs a slow taper
of opioids based upon maternal symp-
toms as well as intensive daily therapy.
Gradual weaning minimizes withdrawal
symptoms. Long-term management
includes outpatient rehabilitation, social
support, and ongoing counseling. Infants
of women who successfully completed the
program had shorter hospital stays, and
fewer required treatment for withdrawal

(3).

Intrapartum

Individuals should remain on their
opioid agonist maintenance dose during
labor with additional pain relief such as

| continued on page 22
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Figure 3. Deaths related to opioid overdose in Texas

an epidural anesthesia as needed. Higher
doses of opioids are often necessary to
achieve analgesia. Opioid agonist-antag-
onist drugs should be avoided as they
can precipitate acute withdrawal. Pain
management in individuals with opi-
oid use disorders is challenging given
their increased drug tolerance as well as
hypersensitivity to pain. A multimodal
approach to pain management is often
necessary including neuraxial analgesia,
nonsteroidal anti-inflammatory drugs
(NSAIDs), and acetaminophen.

Cesarean sections are more likely to
need additional pain medications post-
partum. To address this issue, Anesthetic
Solutions at Northwest Texas Healthcare
System has developed an Enhanced
Recovery after Surgery (ERAS) proto-
col that is initiated prior to reaching the
operating room. It entails an evidence-
based, patient centered approach to
improve outcomes, reduce complications,
and minimize postoperative pain. For
cesarean sections, the protocol was specif-
ically developed in the hopes of reducing
opioid use post-delivery with preopera-
tive, opioid sparing regional anesthesia
and postoperative initiatives.

Postpartum

Following a routine vaginal deliv-
ery, first line pain management should
include acetaminophen and NSAIDs. This
regimen should also be employed first in
all women following a cesarean delivery
with the addition of an opioid only if pain
persists. Postpartum pain control, espe-
cially following cesarean section, is highly
effective with the use of injectable nonste-
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roidal anti-inflammatory agents such as
ketorolac.

In 2017, UT Dell Medical School/
Seton Health Care Family Hospitals
implemented a new means of assess-
ing pain levels on the postpartum unit
using functional activity, such as sleep-
ing comfortably and the ability to go to
the bathroom, essentially moving away
from subjective 1-10 pain scales and
Wong-Baker faces pain rating scale.
Acetaminophen and ibuprofen are
scheduled in combination every 6 hours
to reduce opioid use post-delivery. For
many individuals this proves effective.

Women who were on MAT should
continue these medications postpartum
and be referred to outpatient treatment.
Close follow-up is essential as rates of
relapse are increased during this time-
frame (4).

One in 10 women in Pennsylvania,
and likely other states, fills a prescription
for narcotic pain medications following
normal vaginal delivery without a lacera-
tion/episiotomy or tubal ligation. Even
short-term duration of opioid medication
use in a naive patient increases the risk of
long-term opioid usage. Physicians have
a responsibility to evaluate medication
use, specifically opioids, utilized during
the hospitalization in all women and judi-
ciously prescribe pain medications for a
short duration, if at all, or alternatives fol-
lowing discharge.

Psychosocial support services as
well as access to substance use disorder

facilities are essential in the postpartum
period. Relapse rates are much higher
in the postpartum period with sub-
stance use beginning shortly after birth.
Contraceptive counseling should be
addressed throughout pregnancy and at
intervals to minimize the risk of unin-
tended pregnancy.

Neonates and Opioid Withdrawal

Neonates can experience symptoms
such as shakiness, tremors, fever, poor
feeding, vomiting, diarrhea, and sleep
disorders after in-utero exposure to opi-
oids. This condition is known as neona-
tal opioid withdrawal syndrome (NOWS)
and can occur for days to weeks follow-
ing birth. NOWS complicates 60-90% of
deliveries following in-utero methadone
exposure. Pregnancies that are main-
tained on MAT are at significant risk for
neonatal intensive care admissions as
well as NOWS. For this reason, opioid-
exposed neonates should be monitored
closely by a pediatric care provider.
Management may require several weeks
of treatment.

U.S. data from 2013 reported that
NOWS affected 0.6% of live births. Data
for the incidence of NOWS in Texas are
unavailable. Texas Medicaid discharge
summary data from 2011 reported 852
births with this diagnosis. This is likely
a gross underestimation as it does not
include outpatient/clinic monitoring and
treatment.

Breastfeeding

In women who are not using illicit
drugs, are stable on an opioid agonist,
and have no other contraindications,
breast-feeding is preferable (5). The
advantages of breast-feeding for an infant
often outweigh any possible negatives.
Small amounts of methadone are found
in breast milk with the maximum con-
centration occurring 2-4 hours after dos-
ing. Attempts should be made for those
individuals on MAT to time feedings
outside of the maximum peak. Overall,
women should be maintained on the
lowest possible effective dose of opioids
to prevent cravings and to avoid relapse.
Opioids should however be suspended in
the event of a relapse. Breast-feeding also
promotes mother and infant bonding as
well as providing benefits of immunity.



Conclusion

Women are a vulnerable population
for opioid use and opioid use disorders.
Long-term treatment includes medica-
tions, behavioral therapy, and recov-
ery support. Suddenly stopping opioids
poses a great risk to the fetus and invari-
ably does more harm than good. Many
women are motivated to discontinue
substance use during pregnancy for fetal
benefits. Oftentimes they resume usage
shortly after birth. Pregnancy and puer-
perium pose unique considerations for
women with opioid use disorders and
their infants. Research in the best prac-
tice management of OUD in pregnancy is
currently lacking.
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Opioid Sparing Strategies in Obstetric Surgery

by Gregory Collins, DNP, CRNA

nhanced recovery after surgery

(ERAS) is a collective term used to
describe perioperative strategies intended
to improve surgical outcomes. First illus-
trated in 1997 by Henrik Kehlet within the
specialty of colorectal surgery, the foun-
dational pathways of ERAS are aimed at
shortening the time to complete recovery
by the mitigation of stress response and
organ dysfunction after surgery. An addi-
tional, intended outcome of incorporating
ERAS strategies into the care of the patient
undergoing a surgical procedure is the
ability to limit opioid pain medications
throughout the recovery period, which, in
the face of the epidemic of opioid misuse
currently affecting the country, is a signifi-
cant attribute.

Background

Cesarean section (CS) is one of the
most common surgical procedures per-
formed in the United States, with over
1.2 million operations, or 32% of all live
births, completed in 2015 (1). While the
vast majority of patients are young and
relatively healthy, the CS procedure is
considered major abdominal surgery and
carries the requisite consequences and
potential complications of such, includ-
ing the untoward effects associated with
opioid pain medication. What differenti-
ates CS from other abdominal procedures,
however, is the unique circumstance
involving the birth of another human, who
is immediately dependent on the patient
undergoing the procedure. A chance to
improve the maternal experience, reduce
postoperative complications, and limit
or even eliminate the need for opioids,
as is hypothesized by the introduction of
ERAS strategies into the care of the patient
undergoing CS, should be explored and
promoted.

Interventions

Preoperation. Early patient educa-
tion, allowing the patient to eat a light
meal within fairly liberal time parameters,
and the provision of a carbohydrate-rich
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beverage up to two hours before the pro-
cedure are all effective methods aimed at
metabolically preparing the patient and
decreasing anxiety, in the incorporation
of ERAS strategies into the patient under-
going elective CS. Interventions aimed
directly at the perioperative reduction of
opioids, however, can be enhanced in the
administration of several routine medica-
tions before the procedure.

Acetaminophen is a common analge-
sic with a demonstrated record of safe use
in pregnancy which has recently gained
traction for use in the perioperative arena
when given in an IV infusion. In a ran-
domized controlled trial comparing IV
acetaminophen to a placebo, research-
ers found that the administration of 1000
mg of acetaminophen within an hour
before skin incision resulted in a signifi-
cant decrease in oral opioid consumption
for pain control throughout the recovery
period after CS (2).

Gabapentinoids have found favor in
the preemptive analgesia tracts of ERAS
guidelines in numerous surgical special-
ties because of their ability to restrict the
release of sensory excitatory neurotrans-
mitters involved in the transmission of
pain signals. Specific data inferences from
studies involving urologic and gynecologic
procedures under neuraxial anesthesia,
combined with an established maternal
and neonatal safety profile, suggest that
the preoperative administration of the
gabapentinoid pregabalin before CS has
the ability to prolong the sensory blockade
from spinal anesthesia and to significantly
reduce postoperative opioid requirements
(3,4).

Intraoperative.The primary use of spi-
nal anesthesia in the care of the parturient
undergoing CS has been a preferred prac-
tice for over three decades, in part due to
the ability to keep the patient awake and
interactive without the need for airway
manipulation. In more recent times, the

addition of intrathecal (IT) morphine has
dramatically influenced the pain manage-
ment plans of this patient population, but
not without subsequent side effects, pri-
marily pruritis and nausea. Data from both
an extensive meta-analysis and another
large cohort study suggest that dosing IT
morphine at 100 micrograms, an amount
much smaller than in traditional practice,
has the ability to limit these detrimental
side effects while providing equal anal-
gesia compared to higher doses, and still
significantly reducing the need for opioid
containing medication throughout the
recovery period (5,6).

With the parturient in whom IT mor-
phine is contraindicated because of sensi-
tivity, or may potentially be less effective
due to a history of opioid dependence, the
transversus abdominus plane (TAP) block
has potential for use as an adjunct in the
multimodal plan of analgesia after CS.
The use of ultrasound guidance to isolate
and inject local anesthetic into the neuro-
fascial plane, in which the sensory nerves
for the lower anterior abdomen reside, has
been shown to be a safe and effective pain
management technique. Evidence of TAP
block use for postoperative analgesia after
CS has confirmed this finding. Through
the process of meta-analysis, researchers
demonstrated the clinical effectiveness of
TAP block in providing analgesia after CS
when compared to no block or placebo.
However, the study showed no appreciable
differences in pain management when
TAP block was compared to IT morphine,
either independently or when used in con-
junction (7).

Tissue damage secondary to surgery
results in the release of both local and
systemic chemical mediators which are
responsible for stimulation of nerve fibers,
augmenting both acute and chronic pain
responses. Glucocorticoid medications
have anti-inflammatory properties pri-
marily derived from the suppression of
these chemical mediators. A comprehen-



sive systematic review and meta-analysis
looking at the effects of dexamethasone in
adult patients undergoing general surgery
found that a single intraoperative dose
resulted in lower pain scores and lower
opioid requirements at 2 and 24 hours
postoperatively (8). Regarding the effects
of glucocorticoids specifically related to
CS, a smaller, double-blinded trial dem-
onstrated a significant reduction in post-
operative pain in patients randomized to
receive 8 mg of dexamethasone, with no
increase in adverse outcomes (9).

Postoperative. In line with ERAS
strategies from other surgical specialties,
early feeding of the patient after CS and
expedited removal of the urinary catheter
help to untether the patient from the bed
and return normal bowel motility and are
important components. The capacity to
provide adequate postoperative pain man-
agement after CS without incorporating
opioids requires a multimodal approach.
In addition to the analgesia provided by
IT morphine, the continuation of sched-
uled acetaminophen from the preopera-
tive dose into the postoperative period has
been demonstrated to significantly reduce
pain scores and patient requests for opioid
containing medications (10).

Nonsteroidal anti-inflammatory drugs
(NSAIDs), of which the most available IV
preparation is ketorolac, have potent anal-
gesic effects after surgery and have become
an integral part of the multimodal analge-
sia associated with ERAS. An extensive
meta-analysis of trials studying the utili-
zation of NSAIDs after CS demonstrated
not only lower pain scores and less opioid
consumption, but also less drowsiness and
sedation, an effect that is in line with the
core ideology of ERAS (11).

An interesting finding in the evidence
surrounding multimodal analgesia after
CS is found in studies examining the com-
bination of NSAIDs and acetaminophen.
Ong, Seymour, Lirk, and Merry conducted
a systematic review of 21 studies and
almost 2,000 patients receiving either an
NSAID or acetaminophen independently,
or some combination of the two drugs
after surgery. Using pain intensity scores
and needs for a supplemental analgesic
as outcome measures, the researchers
found that the combination of a NSAID
and acetaminophen produced superior

analgesia over either of the two alone. The
degree to which the combination therapy 6.
outpaced the individual drugs led the
authors to suggest a synergistic effect of

the concurrent administration of NSAIDs

and acetaminophen (12).

Conclusion

In light of the opioid abuse crisis, and

considering the high volume of CS pro- 7.
cedures performed annually, the ability
to limit the need for opioid containing
medications throughout the postopera-
tive period poses a significant benefit to
the application of ERAS strategies to the
anesthetic management of the patient
undergoing CS. Additional opportuni-
ties to improve the maternal experience 8.
and minimize postoperative complica-
tions exist when the treatment pathways
of ERAS in obstetric surgery are explored.
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Whole Health Approach to Augment VHA Opioid Safety
Initiative in Amarillo Veterans Affairs Health (VAH(S)

by Sameh F. Moawad MBChB, DO

Introduction

The opioid epidemic continues to
be front and center as a national health
care crisis. President Trump signed the
SUPPORT for Patients and Communities
Act on October 24™, 2018 to increase
the country’s opioid epidemic response
efforts. The bill focuses on improving
access to treatment services and allowing
government authorities to research non-
addictive drugs for patient pain manage-
ment. The White House also welcomed
21 private sector and nonprofit partners
to the bill signing. Each organization
pledged to continue in diverse ways to
end the opioid epidemic.

In Amarillo VAHCS, we have a dedi-
cated team of health care providers, and
other licensed professionals, such as social
workers and nurses, across the whole
Health Care System. This team takes
pride in serving America’s heroines and
heroes. Our team has implemented many
evidence-based best practices to ensure
safe opioid prescribing practices for the
last few years. We have also launched our
Whole Health Committee which leads the
delivery of a seamless health care model
with great positive impacts on the issues
of pain management and opioid safety.

Background and The Opioid Safety
Initiative (OSI)

The Opioid Safety Initiative is the
coordinating center for all of VA’s efforts
to promote safe prescribing practices and
to address the broader opioid epidemic in
the United States.

“In December 2014, Veteran Health
Administration (VHA) Memo Opioid
Safety Initiative (OSI) Updates was
released to provide guidance on opi-
oid safety practices that facilities and
VISNs (Veterans Service Networks)
were expected to engage in moving for-
ward. Progress on improving patient
safety under the OSI Memo Updates has
been clear and meaningful. To facilitate
OSI efforts, facilities including Amarillo

28  PanuanDLE Heath Winter 2018

VAHCS have continued these existing
efforts by tracking lists of patients receiv-
ing high dose opioids, concurrent opioid
and benzodiazepine prescriptions, lack of
recent patient education/opioid consent
and lacking urine drug screens.”

In Amarillo VAHCS an interdisciplin-
ary team meets regularly as the facility
pain management/ opioid safety commit-
tee. This team consists of Chief of Staff,
a pain management provider, a mental
health provider, a primary care (PACT)
provider, Chief of Pharmacy, a nurs-
ing management representative, a social
worker representative, and an inpatient
service provider, in addition to other
members. This team is tasked with moni-
toring safe opioid prescribing practices at
the Health System level and in reviewing
individual patients’ charts and making
recommendations to other health care
providers and prescribers.

In addition to the efforts of the pain
management committee, there is a pain
management consult team that providers
can contact to get the help of an inter-
disciplinary team including a pain man-
agement specialist and a mental health
specialist.

Because consultation and referring
patients to a pain management specialist
was highly utilized, Amarillo VAHCS has
recently hired another pain management
specialist. Pain management specialists
can perform a variety of evidence based
procedures to treat pain without using
opioid medications.

Because of attention to the guidelines
and use of the tools provided by Veterans
Health Administration and the Heart
of Texas Veterans Service Network, our
clinical staff at Thomas E. Creek VAMC
has successfully decreased opioid pre-
scribing rate from 25% in 2012 to 15% in
2018, with relative decrease in opioid pre-
scribing rate of (-41%) from 2012 to 2018.

It is noteworthy that 99% of VA
Facilities across our nation have
decreased opioid prescribing rates since
2012.

Although we came a long way in
reducing opioid prescribing rate from
25% in 2012 to 15% in 2018, we still have
a lot of work to do at Amarillo VAHCS
in this area. Despite the sustained and
steady decrease in our opioid prescribing
rates over the last several years, Thomas
E. Creek VAMC continues to be an out-
lier on the high side of opioid prescribing
rate in comparison to other VA facili-
ties within the Heart of Texas Veterans
Integrated Service Network.

As we go through our health care
journey at this front, we are commit-
ted as part of VHA “To enhance the safe
and efficacious care of Veterans who are
exposed to opioids. Deploying risk miti-
gation strategies or modifying treatment
plans for patients at elevated risk of expe-
riencing an adverse event related to an
opioid prescription or opioid use disor-
der diagnosis through our interdisciplin-
ary pain management committee and
pain management consultation processes
with the goal of reducing the likelihood
of these events and the desired results of
improving patient outcomes.”

These measures from VHA have been
implemented at Amarillo VAHCS:

- Obtaining state Prescription Drug
Monitoring programs (PDMP).

- Urine drug screening.

- Opioid medical informed consent /
patient education.

- Using Stratification Tool for Opioid
Risk Mitigation (STORM) to identify
patients who are very high opioid pre-
scription risk for overdose or suicide
related events. These patients must be
included in the interdisciplinary OSI
case reviews of patients with elevated
risk opioid prescribing.

- The STORM Patient Detail report dis-
plays (1) a risk score and risk category,



(2) patient risk factors, (3) tracking
of use of customized risk mitigation
strategies, and (4) tracking of selected
recent and upcoming encounters. The
dashboard is updated nightly and can
be used by providers to complete the
data-based case reviews.

- STORM can also be used before initiat-
ing opioids for patients with new opi-
oid prescription.

- Who should use STORM? “Clinicians
should use STORM if they prescribe
opioids, care for patients prescribed
opioids, or have patients with an Opioid
Use Disorder (OUD). This may include
Primary Care Providers (PCP), Clinical
Pharmacists, Emergency Department
personnel, Pain Clinic and Specialty
Care clinicians, as well as Patient
Aligned Care Team members and
Behavioral Health Interdisciplinary
Program (BHIP) team members.”

Using Opioid Therapy Risk Report
(OTRR):

This is a Veteran-focused tool for cli-
nicians who manage long-term opioid
therapy (LTOT). The tool gathers infor-
mation from across the VA and updates
daily so that the most up-to-date infor-
mation is available, regardless of care
delivery location. The data displayed is
actionable and Veteran and clinician
specific.

This tool helps to identify higher risk
Veterans receiving long term (> 90 days)
opioid therapy. It also shows key variables
that influence Veteran risk.

- Amarillo VAHCS mental health teams
have been providing treatment for
opioid dependency for the appropri-
ate patients on outpatient basis using
buprenorphine/naloxone (Suboxone).

- Providers are also encouraged to make
naloxone prescriptions available to
patients on opioid prescription.

- VHA/ VISN Academic Detailing
Service has been providing healthcare
providers with tools to help them edu-
cate their veteran patients about risks
of opioid medication. This tool helped
many providers and patients to work
together on a plan to taper off opioids.

A Game Changer - Whole Health

Approach

- Our Whole Health Committee in
Amarillo VAHCS has launched the
Whole Health approach to follow

VHA Whole Health for Life, which is
an approach to expand the VA Whole
Health System. This is “a bold redesign
of health care, focusing on empowering
and equipping veterans to take charge
of their health and well-being, guided
by a personalized health plan.”

“The VA whole health system considers
the physical, mental, emotional, spiri-
tual, and environmental elements that
work together to provide the best qual-
ity of life for each veteran.”

South Texas VAHCS in San Antonio,
Texas was designated as a flagship for
Whole Health in the Heart of Texas
Health Care Network.

In our recent executive leadership
council of the Heart of Texas veterans
integrated service network (VISN), one
of the topics presented and discussed
was Whole Health, and the following
information was shared:

Some of the other evidence-based

alternatives to prescription pain medica-
tions include:

Behavioral/cognitive/psychologi-
cal interventions, such as meditation
techniques and progressive muscle
relaxation.

Environmental-based interventions,
such as lighting alterations and music
therapy.

Physical interventions, including acu-
puncture, massage therapy and spinal
manipulation.

Some of the other tools in the
Complementary and Integrative Health
model include acupuncture, Tai Chi,
yoga, Guided Imagery, biofeedback,
and clinical hypnosis.

“Empowering and partnering with vet-
erans to discover their mission, aspira-
tion and purpose is the pathway to a
personal health plan. Integration with
well-being programs/health coaches in
addition to Whole Health Clinical Care
team is how Whole Health approach
can be implemented” (Dr. Elizabeth
Halmai, a Physical Medicine and
Rehabilitation specialist at STHCS in
San Antonio, Texas).

As a Doctor of Osteopathic Medicine
and a board certified Primary Care
Physician, my professional opinion
is that the holistic (Whole Health)
approach is the answer to not only the

opioid epidemic but also to most other
medical conditions.

As Dr. Andrew Taylor Still stated,
personalizing health care, treating the
whole person - spirit, mind and body - is
the way to go. This contrasts with treat-
ing a few symptoms or even a lone dis-
ease process. Working on preventing
disease through encouraging healthy life
style and healthy habits is evidence-based
practice.

This allows the body to heal itself,
while providing the appropriate healing
environment with the help of medica-
tions and different modalities of therapy
when appropriate, weighing the ben-
efits of these medications versus the risk,
and resorting to surgeries only when
necessary.

Dr. Sameh Moawad is chief of staff of the
Amarillo VA Heal Care Service. Before
joining the VA, he was in primary care
private practice. He has risen through
the system from CMO at the Lubbock
Ambulatory Clinic to his current leadrship
position. He serves on several national
VA councils including the VHA Risk
Management Advisory Council. He is
board certified in family practice and is an
assistant professor of family medicine at
TTUHSC.

Help kids stay safe

one helmet at a time

Schedule a belmet giveaway
in your community!

You can get 50 FREE helmets
plus more. To learn how:
Call (512) 370-1470,
or email
tmaoutreachcoordinator@texmed.org

TEXAS MEDICAL
ASSOCIATION

Hard Hats for Little Heads

Physicians Caring for Texans

Hard Hats for Little Heads is supported in 2016 through
a TMA Foundation grant thanks to top donors —
Blue Cross and Blue Shield of Texas, an anonymous
physician and spouse, TMAF Make-A-Difference donors,
and the Baptist Health Foundation of San Antonio —
and generous gifts from TMA and TMA Alliance

members, and friends of medicine.

Winter 2018 PananLe Heatth 29



o

ACTIVE

Anthony Agostini
Subhan Ahmed
Syed/Ahmed

Brendan C. Albracht
Douglas A. Albracht
Muhammed Farhan Ali
James R. Allman

Julie Allman

Refugio Alvarez
Masoud'A. Alzeerah
John L. Andrew

Carin C. Appel
Antonio V. Aragon
Gary L. Aragon

Branch T. Archer
Estelle Archer

Richard K. Archer, Jr.
Lova T. Arenivas
Cesar J. Arias
Assadour Assadourian
April A. Bailey

Teresa E. Baker

Christi A. Baker
Michael J. Balderamos
William Banister
Kuldip S. Banwait
George Barnett .
Bill Scott Barnhill
Scott Bass

Perry E. Bassett
Andrew W. Bauer
Daniel Beggs

Jesus R. Benitez

Mike Preston Berry, Jr.
Ravubdra Bharadwaj
Chand Bhasker ’
William C. Biggs

Keith D. Bjork _
Kathryn Bonds |
William H. Bordelon
David Brabham

Ako D. Bradford

Todd W. Bradshaw
KenM:Brantley
Victor L. Bravo

Walter,Bridges "
»David E. Bristers am

Bart/A. Britten &
Charles D..Brooks ™
Gary/L. Brown
JamesD. Bryani ™
Jon D. Bush

Bill F. Byrd "
Agustin Cabrera-Santamaria
Jose E. Cabrero
JonIL. Caldwell
Griseld Gamacho)

J. TaylorCarlisle *
Roberto B. Garrasco
LondaG, Carrasco
Debora E! Carrizo
Ricardo J! Carrizo
KadelCGarthel
Rhodesia A\ Castillo

from the Potter-Randall County Medical Society Members ¢ I

¢

Harry J. Cazzola M.D Rolf Habersang
Pamela A. Chandler M.D Jon L. Haddad

John Richard Chandler. M:D.  Paul G. Hakim

Richard D. Chandler, D:O0. JamesD.Hale

David L. Chastain M.D MichaelJay Hall

David M. Childress M.D Ellen Hampsten
Amanda R. Christian M.D. Victor V. Hands

Alfred A. Chu M.D. Amanda Hartman
Crandon F. Clark M.D. John P. Harvey
Kathleen A. Clark M.D.  RajHashmi

David B. Clarke M.D Joseph P. Heitzman
Kelly E. Clements M.D DanielJ; Hendrick
Elaine R. Cook M.D Hillary Hendrick
Stanley D. Cook M.D Marc Henson

S. Lane Cox M.D Pedro R. Hernandez-Lattuf
Eric C. Cox M.D Randy Hines

Dhana Cox M.D Bradley A. Hiser

Peter B. Craig M.D William M. Holland
Eric Crandall M.D Shane Holloway

Tracy C. Crnic M.D Andrew Hoot

Reagan L. Crossnoe M.D R. Cullen Hopkins
Samuel J. Cunningham M.D Luzma M. Houseal
Albert Cura M.D Debbie P. Hoving
Tully J. Currie M.D Curtis R. Hudson
Bejan J. Daneshfar M.D Melburn K. Huebner
Michael E. Daniel M.D. James M. Hurly

Nicole Davey-Ranasinghe . M.D.. g Hamad N: Husainy
John L, David, Jr. A MID. 4 DennisiAllce]
Prakash K. Desal M.D,  EstherO; Iheukwumere
Yagnesh De MiD;  MarcDavidirwin
Pablo R! Di z—EsquweI M.D.... Chapce IXlrwin
Javier.Dieguez M;DisssMouin' M, Jaber =
Nam,D/o MD. & AliJaffar, ;5
Amber D " M:D* " Michael D, Jenkms -~
Cathryn %, “MD. PaulJew, :
Chuck A M.D.  Thomasii:dohnson 5
Keith Dyg M.D.  Jason KiJohes 3
John P. D2|k D.0.  Robert P. Kauffman)
Willidm R. East LMD Alan W, Keister

R. Todd Ellingto N . MD. Ghad M. Kennedy
Aaron Elliott * : M.D.  James A. Kenney,

Bret D. Erringto M.D. Richard C.Khu

W. Vance Esler M.D.  Richard G.Kibbey
Thahir Farzan M.D. . JoshuaKilgore

Craig Fichlander M:D. © SamuelKirkendall

Rex A. Fletcher M.D.  PatrickJ. Kirkland_
Ronald W:Ford M.D: . John'W: Kiein
Leonardo Forero M.Dx =~ RouzbehKordestani
Jeffrey,L. Foster D.0.. RonaldR. Lacy
DudleyE: Ereeman; Il M.D."%, Michael 0. LaGrone,
Dan'AvGalvan M.D.  Michael J. Lamanﬁr
J, Brett Gentry M:D.#%. AngelaB. Lampki
RobertiE: Gerald M.D. DavidC.langlgy
James E. Gibbs ¥"M.D} - Michael'AJLary

Milton /A Giron M!D. " Abby S«Lleake
SusanGoetz ~ M.D. % ‘Benjamln‘J ['eeah
Adan\Gonzalez M.D.4 JamesLemert)
Anuradha'S; Gopalatharir M.D.} "Ddugfas wis
Jay/Gregston WMD" SienH:Li

StephenlJ. Griffiny MID}  Lisa Longhofer.

Robert D} Gross ¥ W erod|Lunsfdrd
JilllGulizia " MD, JamesE.Lusby
christopher Gulley MDD Lewis C. Lyons g
JohniGwozdz M.D Lyudmyla Lysenko
StepheniO: Haas M.D. Taghreed N.‘Maaytah

M.D. Georges M. Maliha
M.D. JamesB Malone
M.D. ithael[Manderson«
M.D. eg G tin
M.D. Joaqum Martinez-Arraras D%
M.D.  Sambasiva Rap Marupual M.D.
M.D.  Gregorio Matos-Serrano M.D.
M.D.  DorianR zen D.O.
M.D. = Gregory ; " M.Dx
M.D. " Eli ay M
D.0. . FarleyE.Mba 5 ML
M.D. @ LawTente R«McAfee M.D.
M.D. """ Rebecca Arch§\McCarthy M:D.
M.D.  Edward M arthy M.D
M.D:» _ G. Alan McCa M.D:
M.D. * Alan McCorkle " M.D}
M.D.  James Scott McCown m.DY
D.O.. “DiannesS, McKenzie M:D;
M.D. _ “JohnP.McKinley Y aﬁ.
M:D:s . Kathryn E, McNeil p ' }
M.D. “David G. Mcleir ' * M.D
M.D. _sShari Medford =~ _ 4 ‘M.D
M.D. lyde Meeks +M.D
M.D.” “Rahul C. Mehta M.D
MD."  NilayV Mehta M.D
M.D: -<DanielJiMerki® “.M.D
Thomas:E. Merriman 2uViiD.
cott D. Miller, L IM.D,
ean M. Milligan ™ % W.D.
DM JiScott Milton M.D;
M.D Holly/Mitchell M.D
M.D.. _ TimothyS. Mdpmg M.D
M.D Marc Moreau X M.D
»M.D. StacieS. Morg M.D%
rm;g R.Thane Morganit MiD%
:D.”  Darrell'Morgans %
. ﬁp wwSergio E, Muniz b D}
““M.D. & .Amanda D. Murdock | M.D
M.D'@¥ Richard G. Murray _M.D
M.D.~ " Joh Murrell's “M.D
M:D. + ¥Briafis? Murrell| M.D
“M.D, TarekH.Naguib " M.D
M.D: M.D

Rajesh Nambiar P
.D; Michael G, Nash '

M.D. _ Suresh Neelagaru

M.D.  Stisan L. Neese : M.D
M:D: **Bo T, Neichoy *M.D
M.D. - Stephen R.Neumann™ &= «M.D
M.D. Lyled. Noordhoek : 1
M D

St€ nmKeNorris g
Joshuad ﬁwlorth

M D D. Iz Obpkhare .
M.O 8 Joel C. Osbornfiiu®

M.D. S. Carl Paetzold
M.D, Paul F.Pan
sM:D. " “James R.Parker
M.D: las Pasteur:
D.0; ael J. Paston
M.D gil A.Pate

M.D. " Shrestha Patel

M:D Srinivas Pathapati
M:D:""“Wayne C. Paullus'l
M.D Wayne'S. Paullus Jr.
M.D Darren L. PeterSon
M.D. Ruth Pilco-Jaber,




Robert L. Pinkston
Robert T. Pinson
Mary Ann Piskun
Carlos A. Plata
Dennis P. Plummer,
Gary R. Polk
Amber. M. Price
Liana H. Proffer.
Patrick J. Proffer
Paul L. Proffer.
Brian Pruitt
Nandkishore Raghuram
Ron K. Rankin
Anita Ravipati
Arunava D. Ray
Srini B. Reddy
James F. Reid
Mark Wayne Richardson
Kevin J. Rickwartz
Timothy (Toby) M. Risko
Robert H. Ritter,
Ernesto Rivera
Larry C. Roberts
Pablo S. Rodriguez
Jeri K. Rose
J. Avery Rush
James A. Rush
N Sloan W. Rush
Ryan B. Rush
Constantine K. Saadeh
Jesus N. Sahad
Armando Salcido, Jr.
ThomasSames
Raj'Saralaya

hilg#R: Saralaya
uby Saulog

velyn D-'Sbar
Matthew C. Scalapino
Lawrence A. Schaeffer
Daniel LL Schneider
Matthew B. Schniederjan
Ja Schocker
Janet Schwartzenberg
Rebecca Scott '
Michael DaSennett
Rakesh Shah
Kaylee J. Shepherd
Isaac.Siew
J. Brian Sims
Harnoor Singh
Monte L. §I
Aubrey S
Earl C.Sm

P .

D, Gary'Soya
C. V. Sreenivasan
James Stafford
Mark’E: Stevens
Randy L. Stewart
Grace L. Stringfellow
Robert H. Stroud
Sivaram Sudhakar
Jan Swan s
Andrew B, Tatah !
Victor M. Taylor .
C.Sloan Teeplg'l
Hagos Tekeste
Hena Tewari
Abdul S. Thannoun
Ira Lee Thomas
b, Margaret Thurmon derle
Stephen T. Tidwel
Robert M. Todd
Amit KeTrehan
Salil K. Trehan -
Amanda Trout 4

ejjah S. Trout

\',‘

M.D.  Gerad Troutman M.D.
D.0. Praveen K. Tumula M.D.
M.D.  Matthew Turney M.D.
M:D.  DavidL. Tyson M.D.
M.D. Robert S. Urban M.D
M.D.  StephenJ. Usala M.D.
M.D.  Martin Uszynski M.D.
M:D.  Julito P. Uy M.D.
M.D.  Bradley B. Veazey M.D.
M:D.  LisaE.Veggeberg M.D.
M:D.  Neil Veggeberg M.D.
M:D.  Meganne Walsh M.D.
M.D.  BangWan M.D.
MD. Kimberly Waugh M.D.
MD.  Wyatt Weinheimer. M.D.
M:D.  CodyJ.Welch M.D.
M.D.  Carmen M. Werner, M.D.
M:D.  Jeffery T. Whelchel M.D.
M.D.  DavidM. Wilhelm M.D.
M.D.  JamieL. Wilkerson M.D.
M:D.  SherylL. Williams M.D.
M.D. Anwar C. Wilson M.D.
M:D.  SusanT. Wingo M.D.
MD.  JosephJ. Wolcott M.D.
D.0.  Geoffrey L. Wright M.D.
M.D. Kishan Yalamanchili M.D.
M.D.  BinduYalamanchili M.D.
M:D.  John M. Young M.D.
M:D." " RodneyB. Young M.D.
M.D.  J.Edward Ysasaga M.D.
M.D.  LawrenceP. Zarian M.D.
M.D.  J.Edward Ysasaga M.D.
M.D. Lawrence P. Zarian M.D.
M.D.
M.D. RETIRED
M.D. Ismaile Abdalla M.D.
M.D.  Walter Allison s __MD.
M.D.  JohnJ. Alpar = M.D.
M.D. LeoraR. Andrew M.D.
M.D. _ WillianA. Anthony “M'D!
M.D.  Richard K S M.D.
M:D. G. Emily hi M.D.
M.D; chard H. Bec M.D.
M!D. ‘mg.
M.D. Ho D.
M.D.# Gayle'H! BicKers M.D.
M,D. Andrew Brooker M.D.
M.D: " Turner Caldwell IlI M:D.
M.D.  SDennisiLs Canon M.D.
M.D. & Arturo Ca M.D
M.D; ' David|G. th
M.0% DRiLowallCHafn & M.D.
M.B:} 8 JeffreyD: Cone” — M.D.
M.D: " John Cosgi : M.D.
MD. Robert EfGottont s M.D.
M.D. - R.H.Cox et M.D.
MiD.  Hugh BobCurrie M.D.
'M.D;.  EdwinL.Dodson M.D.
M.D.  Thomas D Easley M.D.
M.D.“‘ John Ellis » M.D.
M.D.§ _Roberto Estevez M.D.
M.D. * nileonFong M:D}
M.D tichard Franklin M.D}
M.D; L Glenn Friesen M.D;
M:D NonaD: Fulton M!D;
M.D,. * Nathan Goldsteinilil M.D;
M:D; " “Gesar H. Guerra M:D;
M.D William P: Hale M!D.
M.D James E. Hamous M.D}
M.D Hollis;Hands M:D}
M!D.,"" . Ann Hafral MD}
D0, RobertJ. Hays, M:D}
M.D: GJames fher. D}
M:D. ™ Charles KeHendrick VD)
M.D.  ThomasJHickman .ﬁ.D.
D.0. " RichardHigh D)
D.0. . JiErankiintHoweliras WD}

pr— N

Douglass Hyde
Robert Jackson
Richard L. Jennings
Kenneth H. Johnston
W. Mitchell Jones
John Kaczmarek
Keith D. Kartchner.
John Kelleher.
Jake Lennard
Robin Martinez
James W. Mason
Nazre Mawla
Vicente F. Maza
Richard F. McKay.
John Milton
Carroll T. Moore
C. Tom Nichols
Robert W. Paige
SuryakantJ. Patel
Vinod'S. Patel
Harve D. Pearson
Phillip Periman
Randel E. Posey
Donald Pratt
William Price
LoraluRaburn
Holley W. Reed
Leslie E. Reese
Harvey Mac Richey IlI
Joan Riker
Charles Rimmer
Miguel A. Rios
James F. Rogers
Michael G. Ryan
Martin Schneider
Charles W. Seward
Shu Shum
H. Wayne Smith
Rush Snyder
James Spurlock
Bob L. Stafford
V?bert Taylor

ctoria Thompson
Paul E, Tullar
Aniceav Velky
Jack Waller
Bruce Wemberger.
Charles Wike %
Michael D, Willi ‘_'_v_u

"-M,D.r.RESIDEN'T'

Mais Abdou

Kholud Alarji "
Aparna alé
IbrahéemMlgarni

Hussain Alhamza
Saneea Almas
Farah Alsaati
Muath Alsharif
Khalid Alyami
Omar:Alzhrani
Farren Ancar,
Dalya/Aqgel
Chandralekha Ashangari
Abigail[Batson
DanielaBelloiGermino
Parth'Bhatt
Elspeth Bittle
Solomon|Boagale
Victoria Bzik
Divya'Gheruku
Rasmey/Ghhin
Eliza\Gontreras
JonathanDavid
HramDinh
RebeccalEllliott
NahialElzubeir:

.

Nolan Farmer
Rebecca Fink
Antonio Flores
Marie Fouad
Alexander Goldstein
Anita Gupta
Natasha Gupta
Abhijit Gutal
Wagas Hafeez
Randa Hazam
Katlyn Hoover.
Mohammad Islam
Llya Ivanskiy,
Apurva Jain

Anuja Kamat
Preetha Kandaswamy,
Deepika Kaushal
Audrey Kim

John Kimbuqwe
Fasiha Kilair:

Ryan Klitgaard
Lauren Knight
Anders Leverton
JoelLin

Vijay Linga

Tasai Lo
Muhammad Malik
Abdullah Masud
Michael Drew McBrayer
Ephrem Melese
Nooraldin Merza
Assad Mohammedzein
Asisha Mozumder
Faiza Mubeen
Lusine Nahapetyan
Lyila Ngo

Jenny Nguyen
Montana O’Dell
Nneka Okeke
Nkechi Okotcha%
Ayobami Olanrewaju,
Lenah Omer

Alison Pain

Hirva Pandya
Joshua Pennin@‘ﬁ'
LindsayPorter
Sameer Prakash
Alena Prystupa
Ahmed Qasim
Lowell Trey Rollins
Hollie Rose
Nicoleta Rus

Anu Salwan
Shayan Siddiqui
Ghassan Sindi
Aesha Singh

Cystal Stewart
Ahmed Taha
TalalTalal
Nibras{Talib Mamury
TurkiTallab
GabrigelleTardier

"Rachel'Thomas

Olusofa Komolafe Tjani
JohniMark Tohlen

Thu Tran

Elizabeth Tu™

James “Jim” Walter
Grace Wang

Jonathan Werner
Shaun Wesley

Justin Williams

Hayder Yasir

Christina Young /

D.O.
M.D.
D.O.
M.D.
M.D.
M.D.
D.O.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
D.O.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
D.O.
M.D.
M.D.
M:D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D:
M.D.
M.D.
D.0.
MID.
M.D;
M.D.
D.O.
M.D.
M.D:
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D,
M.D.
M.D.
M.D.
D.O.
D.0!
M.D.
M.D.
M.D.

M.D.
M.D



Treating Opiate Use Disordered Individuals:
More Than One Path to Recovery

by Martha D. Burkett, MPA, LPC, NCC, LCDC, LADS, ACS

n her article “An Introduction to

Medication-Assisted Treatment
for Opioid Use Disorder,” Amarillo
Recovery from Alcohol and Drugs
(ARAD) medical director, Dr. Amy
Stark, has spoken eloquently on the topic
of medication assisted treatments for
opiate use disorders, and per Dr. Stark’s
orders, ARAD has employed Suboxone
and naltrexone as an adjuncts to therapy.

ARAD provides both traditional and
non-traditional treatment interventions
for all substance use disorders, including
opiates. For the purposes of this article
I will provide information and insight
about why the therapies that we provide
are helpful in treating opiate use disor-
ders specifically.

All of our participants are engaged
in traditional psychotherapy and psy-
choeducation in both group and indi-
vidual settings. In psychotherapy, deeper
issues such as trauma, grief and loss,
shame, family and relationship issues,
and relapse prevention are examined,
explored, and processed, and new coping
strategies are taught and practiced.

Opiate Use Disorder: Patients and
Families

Opiate use can be particularly insidi-
ous in that it is not as easily detectable
other substance misuse, and signs and
symptoms that do present, like euphoria,
drowsiness, confusion, and changes in
sleep and eating patterns, may be attrib-
uted by the casual observer to something
other than drug use. When family and
friends do see signs of impairment, it is
harder to confront, as the physiologi-
cal compulsion to keep using, girded
by denial on the part of the user, can be
very strong.

When the general public hears “opi-
ate misuse” they often think of heroin,
and push it off, saying “we don’t have
that problem here.” It’s true that heroin
is an opiate that is on an upward trend,

32 PanuanpLe Heatth Winter 2018

especially among youth in the upper
middle class. Thus far it has not made a
huge appearance in the Panhandle, but it
is here. It’s also true that teens and adults
alike are misusing opiates like Vicodin,
codeine, Tylenol #3, and Oxycontin with
greater frequency, putting them at risk
to become heroin users if ready access to
their supplies disappears. Heroin is inex-
pensive, but the street cost for opiates
can be quite high, given the demand that
exists. Individuals who are misusing opi-
ates will become desperate if their supply
is threatened, and may resort to behavior
that would otherwise be uncharacteris-
tic for them. Adolescents love to experi-
ment, and having no notion of the risks
involved, may be getting pills from their
medicine cabinets at home and taking
them in combination with alcohol and
other drugs, increasing risk of overdose.
Sometimes opiates are prescribed to
treat pain associated with sports injuries,
and addiction stems from there.

In psychoeducational sessions, basic
education about the physiology of sub-
stance use disorders, substance use dis-
orders as a brain disease, the impact of
substance misuse on the mind body and
spirit, as well as health, safety, financial,
relationship and social risks are pre-
sented and discussed. Typically, treat-
ment emphasizes shame reduction, as
shame can be an overwhelming trigger
for relapse.

Those closest to the opiate disor-
dered person often feel dismayed and
betrayed by the changes that have taken
place in their loved one. They are hurt
and exhausted by trying to control and
help that person. They are confused by
the loss of integrity that they witness in
their loved one as they spiral deeper into
the throes of their opiate use. Lacking
education information and support, the
emotional and other trauma that comes
from living with an opiate use disordered
person can take a serious toll. Family
and significant others often feel angry,

hurt, sad, and afraid; they begin to expe-
rience emotional and physical symptoms
of their own. On weekends and eve-
nings, families and significant others are
invited to participate in psychoeducation
and psychotherapy with their loved ones.
These sessions aid in understanding the
physiology and implications of opiate
use disorder. Sessions also help family
and significant others reclaim their own
health and wellbeing by learning healthy

communication and boundary setting.

ARAD does not subscribe to one
‘right way*® to recover, and so does
not teach 12 step recovery as treat-
ment. We do encourage exploration if
Alcoholics Anonymous (AA) , Narcotics
Anonymous, Celebrate Recovery, Bible
study, and non-religious spiritual study
as adjuncts to treatment. We do offer
A.A, N.A,, Alanon, Chaplaincy services,
and Celebrate Recovery Meetings on
site. For those who do not wish to par-
take in these activities, counselors make
individually focused assignments for
participants to complete and share later
in sessions, in lieu of attendance at these
scheduled meetings.

Sometimes ARAD utilizes for-
mally trained Peer Recovery Coaches
to assist participants on their journey.
These coaches are individuals who have
lived experience in recovery and have
been trained in a peer support pro-
tocol approved by the state of Texas.
Interactions with Peer Recovery Coaches
provide invaluable insight and support
for participants.

In addition to traditional therapies,
ARAD offers Auricular Acudetox, yoga,
art, music, mindfulness training, music,
Reiki, and fitness.

ARAD participants who require
acute medical detoxification receive
this treatment prior to admission, but
many participants experience post-acute
withdrawal symptoms. Such symp-



toms as anxiety, depression, insomnia,
irritability, mood lability, and appetite
disturbance are not uncommon in indi-
viduals with opiate use disorders. These
symptoms vary in intensity and can be
distracting and disruptive to one’s abil-
ity to settle into treatment and begin to
process information and emotions, thus
impeding the recovery process. Without
proper intervention, the dysregulation
resulting from these symptoms may trig-
ger a fight or flight response, and partici-
pants feel compelled to leave treatment
prematurely.

Restorative Services

To help assuage these symptoms and
to reduce the impulse to flee treatment,
ARAD offers a variety of restorative ser-
vices and natural interventions that help
smooth out the recovery process and
awaken the senses and creative impulses
that often become dulled as a result of
opiate misuse. Each of the wellness activ-
ities we offer is backed by evidence indi-
cating the efficacy of these activities in
healing mind, body, and spirit, and even
in helping to increase dopamine pro-
duction and to reroute neural pathways
in the brain that have been negatively
affected by substance misuse.

The relaxation techniques incorpo-
rated in yoga can decrease pain, lower
blood pressure and reduce anxiety and
insomnia. Chronic pain is a common
problem for participants with opiate use
disorders. Sometimes the pain is a pre-
cursor to the disorder, and sometimes
impairment results in accidents and
injuries that result in chronic pain, creat-
ing a significant relapse risk. Learning to
cope with pain without opiates or other
narcotics is an essential relapse preven-
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tion skill. Yoga is another non-intrusive
and nonverbal intervention. Yoga can be
a very empowering experience, helping
to reconnect participants with their bod-
ies, facilitating a new-found sense of self-
respect. The meditative breathing and
the stretching in yoga can be very helpful
in dealing with chronic pain.

Reiki can also be helpful in pain man-
agement. Reiki is a Japanese technique
for stress reduction and relaxation that
also helps to rid the body of toxins and
energy blocks that interfere with healing.
Because Reiki involves very little touch,
it is a ‘safe’ treatment that can be espe-
cially effective in treating both physical
and emotional trauma.

Massage therapy helps to increase cir-
culation, rid the body of toxins, relieve
tension, reduce stress, relieve anxiety,
improve sleep, and promote relaxation
throughout the entire body, reducing
physical pain. It can also increase men-
tal clarity. Another nonverbal treatment,
massage can be powerful in helping par-
ticipants re-connect with their bodies in
healthy ways.

Auricular Acudetox is an acupunc-
ture protocol that stimulates 5 pressure
points in the ear. This specific protocol
is designed to aid in ridding the body
of toxins and elicits a very pleasant
relaxation response. Acudetox is help-
ful in reducing urges and cravings. It
is also helps to regulate sleep, appetite,
and mood, helping to reduce symptoms
of anxiety and depression. It’s residual
calming effects help participants to focus
more quickly and deeply in treatment,
facilitating learning as well as physi-
cal and emotional healing. Eliciting the
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relaxation response can help to reduce
pain. Auricular Acudetox is non- intru-
sive and nonverbal, drawing on the
body’s innate ability to heal itself. It is
especially effective and empowering in
trauma survivors because it involves very
minimal touch and does not require par-
ticipants to tell their stories in order to
heal. This protocol is widely used to treat
first responders and survivors of cata-
strophic events like hurricanes, floods,
fires, and even war.

Tai Chi is a martial art that can help
with circulation, balance, mental dis-
cipline, and alignment. It can also help
build confidence and self-esteem and
restore physical and emotional energy
that has been compromised in active
substance misuse.

At ARAD we address every aspect
of a participant’s life. Exercise is a great
way to reconnect with the body, boost
endorphins that help to regulate mood,
and develop a sense of empowerment
and control in a life that has become
unmanageable. As a part of treatment,
participants have can train with a certi-
fied fitness coach at a pace and level that
is safe and healthy for them.

Music acts as a medium for process-
ing emotions, trauma, and grief—but
music can also be utilized as a calming
agent for anxiety or for dysregulation. At
ARAD we use music with adults who are
so inclined and introduce music in our
family work with children.

Art is one of our most popular activi-
ties at ARAD. Art uses the creative
process to aid in self-expression and to

| continued on page 34
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improve and enhance the physical, men-
tal and emotional well-being of individ-
uals of all ages. Many of our participants
indicate that making art and participat-
ing in activities that involve culture and
the arts in the community will be a part
of their long term plan for sobriety.

Conclusion

Recovery from opiate use disorder
is a life-long process, the early stages
of which require vigorous and rigorous
application of recovery tools and activi-
ties, often supplemented by medica-
tions like naltrexone and Suboxone. It is
suggested that persons in recovery
continue in outpatient counseling for at
least a year following the completion of
more intensive treatment. It is also sug-

With proper education, treatment
and support, individuals with opiate
use disorders and their loved ones can
be restored to full functioning, leading
happy, healthy, and productive lives.
Sometimes those lives are resumed qui-
etly. Sometimes those lives include advo-
cacy for education and awareness about
opiate use disorder and the recovery
process. In either event, recovery is a
deeply personal process, and success can
be achieved, defined, and maintained in
many ways.
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From a Father

ife is composed of many blessings,

disappointments, and unexpected cir-
cumstances that we cannot control. Most
of us have families, children, and grand-
children. As a parent, what we do not
expect in life is to bury one of our chil-
dren. Our children are supposed to bury
their parents.

In January, 2008 I received a call that
my daughter, who was 28 years old, had
collapsed in the hallway and died in her
apartment. I was traveling to Fort Worth
at the time and absolutely went into shock.
With the next few days being like a bad
nightmare and going without sleep for 56
hours, many questions were being asked
why and how this tragedy could happen.

My daughter grew up, graduated from
high school in Amarillo and went to col-
lege at the University of Texas with a busi-
ness degree. She then pursued her career
working in a law office. She then married
and had a son. Unfortunately, her mar-
riage ended, and she became a single par-
ent to this son. My daughter had anxiety,
couldn’t sleep, and then sought medical
attention after her divorce. She was pre-
scribed Xanax and Effexor for anxiety
and depression for several months. My
daughter was also prescribed metaxa-
lone the week before her death due to
an arm injury after falling. Being by her-
self with her five year old son, the night
before going to bed she took the metaxa-
lone, Xanax, and Benadryl which caused
an accidental intoxication. The coroner
reported a metaxalone toxicity and acci-
dental overdose. A bottle of oxycodone
was also found in the home. Her five year
old son found her dead the next morning.

After reading the warning label for the
prescription drug Xanax, I often wonder
why any doctor or patient would even
consider taking this drug. I was totally
unaware that my daughter was on an anti-
anxiety drug. We are unsure if our daugh-
ter accidentally took too much of either
prescription drug or Benadryl, but I ques-
tion if someone taking Xanax would have
the full mental capacity to think correctly
when taking this prescription drug.

A few days later on January 22, 2008,

Heath Ledger - actor as the Joker in Dark
Knight - died of a similar combination of
drugs. His death was ruled an accidental
intoxication of prescription drugs. The
New York City Medical Examiner’s office
said “Mr. Heath Ledger died as the result
of acute intoxication by the combined
effects of oxycodone, hydrocodone, diaz-
epam, temazepam, alprazolam, and doxyl-
amine.” He was also only 28 years old.

Now that it is 10 years later, our fam-
ily still copes in their different ways with
my daughter’s death. She will always be
missed, and I still place a rose on her grave
monthly. She was a beautiful woman who
had a smile you couldn’t forget. Life will
always go on regardless what happens to
a person in life. Tragedies will always hap-
pen by different causes. Our family obvi-
ously is not immune to it.

The medical society must get better in
treating patients with the proper care and
help they actually need. I am not opposed
to prescription drugs because they do
have an important function in our soci-
ety. However, we need to better educate
the patient, regardless of age, about the
risks involved in taking medicine and to
offer alternatives. Currently we have over
115 deaths daily in our nation related to
opioid abuse or misuse, and these deaths
are increasing. It’s become an epidemic
in our country that needs to be seriously
addressed. It is too easy for Americans to
obtain prescription drugs from doctors,
and doctors are prescribing drugs that may
be unnecessary. It seems to me that society
just wants to take a “magic pill” when there
are other means available either through
consultation, natural alternatives, exercise,
and/or diet programs. What also needs to
be addressed is the influence pharmaceuti-
cal companies are having on the medical
community as they market their drugs to
doctors and as doctors that are succumb-
ing to these marketing tactics. I also find
it interesting that, at some hospitals and
doctor offices, there is a statement written
on the wall asking what your pain level is.
How do you think a person addicted to
drugs will answer that question?

This is the first time since my daugh-
ter’s death that I have openly discussed her

situation as it has always been too painful
of a conversation. I hope and pray that
this story and statements are taken seri-
ously, and that the medical society begins
to reevaluate the use of prescription drugs,
especially opioids, in treating patients.
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Narcotic and Drug Use in the Amarillo Area

by Cpl. Jeb Hilton, Amarillo Police Department Crime Prevention Unit

rug use in the Amarillo area contin-
Dues to be a huge problem that offi-
cers deal with on a daily basis. Drug abuse
leads to almost every other crime com-
mitted in Amarillo. We tend to see drug
users involved with auto burglary, theft,
burglary, robbery, ID theft and wide vari-
ety of assault related crimes. From January
1, 2018 through September 30, 2018, The
Amarillo Police Department worked 1,186
cases where drugs were located and made
855 drug-related arrests. During that same
time frame in 2017, the department has
worked 1,264 cases where drugs have been
located and made 850 drug- related arrests.
What we continually hear from the court
system and drug advocates is that drug
use is a non-violent or victimless crime.
Advocates feel that the abuser should not
be punished due to that. The offenders are
generally given a very light sentence or
time served at the jail level to keep prisons
from being overcrowded. This quickly puts
the drug abuser back out on the streets to
commit more thefts, burglaries, or robber-
ies to fund their drug habit. Even though
there are victims of the crimes that are
being committed, the suspect often cannot
be tied to these crimes and is only caught
with the drugs. When this occurs the crime
remains “victimless” and the abuser is let
back out for the cycle to continue.

Methamphetamine

One of the most common illegal drugs
that officers in the Amarillo area see is
crystal methamphetamine. Meth is being
used by a wide range of ages and social
classes, and, from talking to the APD
Narcotics Unit, is easily obtained by most
everyone. Due to the high amounts of
methamphetamine in Amarillo, it is one
of the cheapest highs that you can buy.
Each of the APD patrol shifts will put out
an “End of Shift Letter” each day to pass
along information from their shift. We see
methamphetamine or methamphetamine
paraphernalia being located by our officers
daily. We are no longer seeing “meth labs”
in our area since restrictions have been
placed on ephedrine purchases. The meth
that we do see in Amarillo is being brought
in to the area from Mexico. With I-40 run-
ning east and west and I-27 running north
and south, most of the drugs that do come
in from Mexico go through Amarillo at
some point. In 2017 the Amarillo Police
Department seized a total of 9.39 pounds
of methamphetamine.

Cocaine

Cocaine is still being found in Amarillo.
It is mostly being seen in the powder form,
but we do still find it in the crack form
from time to time. Powder cocaine is com-
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monly found in the Latino bars in Amarillo
and mostly in the Hispanic community.
In 2017, the Amarillo Police Department
seized a total of 6.13 ounces of powder
cocaine and 2.76 ounces of crack cocaine.
These numbers were down from previous
years.

Heroin

Heroin is rarely found by patrol officers
in the Amarillo area. Users of heroin are
a part of a very secretive group and tend
to keep to themselves. We are not find-
ing heroin on people or in vehicles dur-
ing traffic stops, which leads me to believe
the dealers are having the abuser use the
product before leaving the sale site. A
large majority of the heroin that is in our
area is located during search warrants or
undercover narcotics stings. In 2017, the
Amarillo Police Department seized a total
of 7.23 ounces of heroin.

Fentanyl

APD is not seeing many cases involving
fentanyl. There have been no drugs found
in Amarillo that have been mixed or laced
with fentanyl. The small amount of the
product that we have seen is in pill form
that appears to be commercially made. We
are unsure if these pills are coming in from
overseas or from Mexico. There have been
many articles written about the abuse of
fentanyl around the country; however, we
have not seen these trends in our area at
this point. The first responders in Amarillo
are all well trained on the dangers of the
drug and are equipped to combat it. Our
local ambulance service does carry Narcan
on every vehicle if there were to be an
exposure.

Prescription Pills

Prescription pill abuse continues to
be a problem. We are seeing prescription
pills commonly being sold and bought by
students in our area schools. The amounts



that are typically found are limited to a
few pills at a time. The abuse of prescrip-
tion pills is not limited to juveniles; pills
also commonly abused by adults. The
abuse of hydrocodone has gone down due
to it being prescribed less. However, with
the decline in the amount of hydroco-
done being abused, we have seen a rise in
the abuse of tramadol. Tramadol pills can
be bought on the street for $12 - $15 per
pill. Alprazolam (Xanax) is also commonly
abused. These pills are being sold in schools
and on the streets for $8 - $12 per pill. We
do not have many pharmacy burglaries
or forged prescriptions being reported in
Amarillo, so that would lead one to believe
that the majority of the abused products
are legally prescribed or brought into our
area and sold.

Marijuana

Marijuana is at the top of the list
when it comes to illegal substances that
the Amarillo Police Department seizes.
Amarillo Police Officers seized a total
of 196.07 pounds of marijuana in 2017.
The amounts of marijuana that are being

found on abusers are usually very small.
Marijuana found in Amarillo is generally
brought in from Colorado due to the legal-
ization of the product in that state. We are
finding marijuana on people ranging from
middle school aged up to the elderly. We
tend to get the response that “it’s natural”
or “it’s being legalized around the country
and will be here someday”. What we have
found is most parents, when contacted
about their child possessing marijuana;
offer the same reaction as justification. This
leads me to believe that these parents do
not understand or know the dangerous
effects of marijuana on brain development
of children and adolescents. Marijuana
advocates have established a very persistent
presence both online and in social media,
and continue to push for legalization in
Texas.

THC Products

THC products are becoming more and
more common. With these items being
commercially made in Colorado, the prod-
ucts are showing up in cars, houses and
schools in Amarillo. We are seeing THC

in gum, candy, edibles, oils and waxes.
Students in local schools are being caught
with vaping products that contain THC
oils. We tend to hear the same arguments
for THC products as we do for marijuana
legalization. The backing for legalized THC
products is steadily growing in our area.
These products have to be sent off to a lab
and tested before any charges can be filed.

In summary, large amount of meth-
amphetamine and the low cost make it
the drug of choice for the Amarillo area.
Marijuana and THC products can be
bought legally and at a low price if you are
willing to take a short car trip to Colorado,
and can be bought locally if you are willing
to pay a little more for someone to bring
it in for you. Heroin and cocaine are still
relevant drugs in the area, even though
they are not seen as much as the oth-
ers. Prescription pills can easily be stolen
from a family member or bought on the
street or in our local schools. Drug abuse
in Amarillo remains a big problem that, in
my opinion, will continue to add to the rise
in every crime until we can find a better
way to combat it.

join the discussion

TMA’s new Me and My Doctor
blog is a place where you and
your patients can have a candid
and honest discussion about
today’s health care issues.

to Get Involved

@ Sign up to receive news
items from the blog,

Hot Topics

Three Easy Ways s

TEXAS MEDICAL ASSOCIATION

Me& My Doctor

join the discussion

Health Insurance Health Reform

THURSDAY, JANUARY 19, 2012

A Peek into Your Doctor's Notes

Medicare and Medicaid

® Comment on articles.

©® Share the articles and
videos via Twitter
and Facebook.

A new trend is taking off that allows patients to look at their doctor's typed notes
and other medical records. The University of Texas M.D. Anderson Cancer Center in
Houston introduced online portals where patients can read health records that used
to be a hassle to acquire, reports the Houston Chrenicle. Up until now patients had
to fill out forms, turn them in to the doctor's office, and wait... sometimes as long as

60 days. Even then, not all records were available.
3 [[CECL = 2
Posted by Me and My Doctor at 12:38 PM w
M™M|E)| &= || +1 | Recommend this on Google

Labels: Health Care Technology, My Doctor, Patient, Patient Privacy, Public Health, Quality of
Care

www.MeAndMyDoctor.com

ABOUTUS CONTACT GUEST POST

Search

powered by Google™

Public Health Quality of Care

JOIN THE DISCUSSION
This blog is designed so that patients and doctors can have a candid

dialog about health care issues. Let your voice be heard. Send us
your article, video, or photos today. We have a spot waiting for you.

SUBSCRIBE BY EMAIL

Subscribe

Enter your email address:

TEXAS MEDICAL
ASSOCIATION

Physicians Caring for Texans

Winter 2018 PananbLe Heatth 37



Texas Medical Association: Opioid Epidemic

by Sherif Zaafran, MD - Texas Medical Board President

State and National Focus on Combatting
the Current Opioid Epidemic This past
year has been remarkable in the level of
response to the opioid abuse epidemic. In
2017, there was a federal declaration of the
opioid crisis as a public health emergency,
enhanced focus on the issue by the Texas
legislature, and an increasing number of
counties filing lawsuits against pharmaceuti-
cal companies and distributors. The Texas
Medical Board has been impacted by sev-
eral recent changes to state laws addressing
opioid abuse, including changes resulting
from the legislative Sunset Review process.
These are summarized below and the board
will provide updates on these issues in
future publications. I also want to take this
opportunity to clarify the board’s regula-
tory oversight as well as assure practitio-
ners that, even with increased restrictions
to opioid prescribing, physicians continue
to have the ability to treat legitimate chronic
pain under longstanding state law and board
rules. Regulating Pain Management Clinics

Since the 2009 enactment of legislation
requiring Pain Management Clinic registra-
tion to address alarming numbers of opioid
overdoses in Texas, the board has regularly
assessed its enforcement of pain manage-
ment regulations, including inspections, to
ensure an appropriate level of regulation that
does not unduly hinder legitimate practice.

The Texas legislature, acting on recom-
mendations from the Sunset Commission
to further address the current public
health crisis, clarified the board’s ability to
inspect potential unregistered clinics with
the passage of Senate Bill 315 last May.
Corresponding changes to Board Rule 195
were adopted at the board’s December 2017
meeting and the board will continue to work
with stakeholders to address remaining
concerns about potential unintended con-
sequences. The board is always mindful of
the balance needed to protect the public with
practical regulations that address bad actors
with minimal impact to the vast major-

ity of practitioners who are safely practic-
ing medicine. The Rule 195 changes were
initially published in the Nov. 3 edition of
the Texas Register and with the December
adoption will become effective by the end
of January 2018. It’s important to note that
if a practice is not issuing prescriptions to
a majority of its patients (over 50 percent)
on a monthly basis specifically for opioids,
benzodiazepines, barbiturates, or carisopro-
dol, they would not be required to register
as a Pain Management Clinic under Rule
195. There are also several practice settings
exceptions to registering as delineated under
Rule 195.4(b). The most common clinics
exempt from registering are those where
the physician is personally administering
another treatment modality, even if the con-
trolled substances earlier noted are given
to a majority of patients, such as a surgery
clinic giving prescriptions for postoperative
pain. Regardless of whether or not registra-
tion is required, Board Rule 170 must still
be followed whenever physicians are treat-
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ing patients for chronic pain to ensure drugs
are used in a therapeutic manner and that
the treatment is monitored and evaluated
on an ongoing basis. Treating Chronic Pain
The treatment of chronic pain is an impor-
tant and legitimate part of medicine as well
as one of the most difficult conditions to
treat. Board Rule 170 based on the Texas
Intractable Pain Treatment Act passed in
2003, provides physicians the ability to treat
chronic pain following evidence-based cri-
teria. The rule sets forth minimum require-
ments related to the proper treatment of
pain and the board’s intent has always been
to protect the public and provide guidance
to physicians. As previously mentioned,
those physicians whose practices are focused
on chronic pain treatment and provide pre-
scriptions for controlled substances to a
majority of their patients must also adhere to
Board Rule 195 regarding Pain Management
Clinics. Prescription Monitoring Program
Another focus of the Sunset Commission
and Texas legislature in 2017 was the Texas
Prescription Monitoring Program (PMP)
maintained by the Texas State Board of
Pharmacy. Several new requirements
were enacted in House Bill 2561. Effective
September 1, 2017, Texas-licensed pharma-

cies are required to report all dispensed con-
trolled substances records to the Texas PMP
no later than the next business day after
the prescription is completely filled. While
access to the prescription data is statuto-
rily restricted, the information is available
to practitioners and pharmacies inquiring
about their own prescribing or dispensing
history on their patients. State regulatory
boards, including TMB, have access as well.
House Bill 2561 also requires a joint House
and Senate interim committee to study PMP
monitoring and submit a report by Jan. 1,
2019. Pending any changes from the com-
mittee in the next legislative session, begin-
ning Sept. 1, 2019, all relevant licensees
will be required to check a patient’s history
before prescribing or dispensing four cat-
egories of drugs - opioids, benzodiazepines,
barbiturates, and carisoprodol. The bill pro-
vides exceptions for cancer patients and
those in hospice care. Additionally, the bill
requires periodic monitoring of licensees’
prescribing information to identify poten-
tially harmful prescribing practices. The
Chapter 195 rules relating to pain manage-
ment clinic inspections, along with periodic
PMP reports, will continue to be utilized by
the board to monitor prescribing practices of

providers. It is likely there will be on-going
updates and revisions to rules and guide-
lines based on legislative changes in 2019, as
well as regulatory findings and enforcement
actions. Prescribing Opioid Antagonists In
October, the board received an opinion from
the Texas Attorney General clarifying opioid
antagonist prescribing to law enforcement
agencies under new laws (SB 584 and SB
315) passed in 2017. The Attorney General
confirmed that under Section 483.102 of
the Health and Safety Code, a prescriber
is authorized to directly, or by standing
order, prescribe an opioid antagonist to law
enforcement agencies in a position to assist
persons experiencing an opioid-related drug
overdose. The legislation requires the board
to adopt guidelines for prescribing opioid
antagonists which must address prescribing
to a patient to whom an opioid medication
is also prescribed and identifying patients at
risk of an opioid-related drug overdose. The
board’s corresponding proposed rule lan-
guage (Board Rule 170, Subchapter B) will
be published in the Texas Register in mid-
January and a link will be provided on the
board’s website at that time. The rules will
be eligible for adoption at the board’s March
2018 meeting.
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Opioid Addiction: Its Impact on Two Physicians Leaders

by Rouzbeh K. Kordestani, MD, MPH

“Addictio” is the Latin root word for
addiction. It means to be a slave to some-
thing, be it a substance, a routine, or an
act.

In medicine, being a slave to the spe-
cialty is not far from the truth. But the
focus of this article will be on addiction
and its presence in physicians’ daily lives.
Studies suggest that as many as 17% of
physicians (across all specialties) are
affected by substance addictions. Certain
specialties appear to have a higher pre-
dilection than others (anesthesiology).
These addictions unfortunately bring
along with them added problems such
as physician dysfunction(s), depression,
mental disability and, in some cases,
suicide.

As the new administration has sug-
gested, the “use” or abuse of opioid
medications is now at epidemic propor-
tions. However, opioid/substance abuse
is not new in medicine. In fact, a close
look at the lives of two physician leaders
(Dr. Sigmund Freud, the renowned neu-
rologist/psychologist and Dr. William
Halsted, the father of American surgery)
exemplifies how addiction can impact
their daily lives, their mental well being
and their careers.

Sigmund Freud, MD

Dr. Sigmund Freud (1856-1939) is
thought of as the pioneer of psychoanal-
ysis. He started his career as a neurolo-
gist in the late 19" century at the Vienna
General Hospital. There, as a young neu-
rologist physician, he tried hard to make
a name for himself. Unfortunately, his
initial efforts were met with little success.
In trying to find a niche for his practice,
he was careful to observe and partake in
any “new” developments. During these
same early years, he came across a new
wonder drug, cocaine. In the mid-1900s,
morphine and opium were the primary
drugs used for pain. They were used lib-
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erally. For this reason, addiction to these
medications was frequent. In the age of
morphine and opium, cocaine was new.
Some hoped it offered a way out from
the prevalence of morphine and opium
use. But due to its recent discovery, its
effects and its possible uses were poorly
understood. Freud decided that this was
his opening for success. He took it upon
himself to study and extensively catalogue
the possible benefits of cocaine. He read
all the literature and information that
was available at the time and soon pub-
lished a comprehensive review. Much to
his delight, his review was soon published
and was widely circulated in the medi-
cal community under the heading “Uber
Coca” (1884), which translated as “about/
on cocaine.” The review article propelled
Freud to the level of an expert on cocaine.

Around this same time, Freud him-
self began to experiment with cocaine.
In some of his discussions, he reported
that he felt unencumbered after the use
of cocaine. He wrote, “In my last severe
depression, I took coca again, and a small
dose lifted me to the heights in a wonder-
ful fashion. I am just now busy collect-
ing the literature for a song of praise to
this magical substance (Markel).” More
importantly, he reasoned that the drug
gave him the opportunity to look beyond
regular issues. “A few minutes after tak-
ing cocaine, one experiences a sudden
exhilaration and feeling of lightness---
One senses an increase of self-control and
feels more vigorous and more capable of
work (Uber Coca, 1884).” He often advo-
cated the use of cocaine as its use would
“untie the tongue.” Along with this, Freud
felt that cocaine could possibly be used to
wean patients off of addictions to mor-
phine and/or opium. Since morphine and
opium addictions were commonly seen, it
was hoped that cocaine would bring forth
a solution. Freud’s initial experience with
a few patients showed that patients could
grow less dependent on morphine/opium

the more they used cocaine. Freud’s own
initial studies supported these findings.
Much later, unfortunately, it became
apparent that, not only were patients not
becoming free of their morphine/opium
addictions, but they were in fact becom-
ing addicted to cocaine as well, in addi-
tion to the morphine and the opium.

Like many of his patients, the effects
of cocaine addiction marred Freud’s own
career achievements. As time went on,
Freud lost his ability to be objective and to
see how his addiction affected his ability
and his professional perspective. It is sug-
gested that one of his famous characters
“Irma” was a pseudonym for one of his
patients. Freud, along with a fellow physi-
cian, a surgeon who was also addicted to
cocaine, mismanaged the care of “Irma,”
leading to her eventual death. However,
in his masterpiece, “Interpretation of
Dreams,” Freud’s management of the
patient and his ambivalent response to
her death sterilized the event and glossed
over the ramifications of both physician
addiction and malpractice. Even in this
grave setting, Freud, in his blinded faith
to cocaine, continued to tout the benefits
of cocaine as a wonder drug. Like many
addicts after him, Freud lost his perspec-
tive and was blinded to the overwhelming
nature of substance abuse.

William Stewart Halsted, MD

William Halsted, MD (1852-1922),
the father of modern American surgery,
was also an addict to cocaine. Halsted was
drawn to cocaine initially out of medi-
cal curiosity. He learned of the crystal-
line substance from the writings of Dr.
Karl Koller, an ophthalmologist, who had
demonstrated the advantages of using
cocaine as a topical anesthetic in cataract
surgery (1884). The drug was thought to
be a new wonder drug. As a senior sur-
geon, Halsted was interested in the new
drug and its potential in other aspects of
surgery. Halsted was interested in find-



ing alternatives to ether and chloroform,
the two most available types of anesthetic.
While ether and chloroform both had
side effects and were flammable, cocaine
seemed to be without fault. In trying to
define the uses of cocaine, Halsted soon
began to experiment on himself, his stu-
dents and his residents. Unfortunately,
these experiments started Halsted’s jour-
ney towards addiction. He soon became
erratic with wild high and low mood
swings. His work and his operations were
understandably affected by these emo-
tional outbursts. A famous story details
Halsted being presented with a complex
open leg fracture while on call at Bellevue
Hospital. He responded by simply look-
ing at the patient and, noting that he was
not in the mood, then left the hospital
where he was on call, returning home,
where he stayed for the next several
weeks without returning to the hospital
(Markel). He was noted to have told his
fellow surgeons that he had fallen ill. It is
now thought that he was in the midst of
one of his many cocaine withdrawals.

Halsted’s withdrawal episodes and
his ensuing absences had a profound
effect on his surgical career. These epi-
sodes soon ended his career at Columbia
Physicians and Surgeons and at Bellevue
Hospital in New York. Only with the
foresight and help of Dr. William Welch
(of Johns Hopkins fame) was Halsted’s
career saved. Welch hired Halsted as
one of the senior surgeons/researchers
at the new hospital system in Baltimore,
with the promise that he (Halsted) would
handle his addiction. Like many addicts
of the time, Halsted handled his cocaine
addiction with a mix of interventions.
He tried to use small amounts of mor-
phine and opium to wean himself off the
cocaine. Alas, he was unsuccessful. He
was soon addicted to the morphine and
the opium, along with the cocaine.

Halsted’s career at Johns Hopkins
was an illustrious one. He became Chief
Surgeon at the hospital and is credited
with many advances in both gallbladder
and breast surgery. He also helped design
plastic gloves and advocated their use as
a standard in aseptic technique. For these
many accomplishments, he is accred-
ited at the father of American Surgery. A
closer look at his career, however, shows

that his presence at Hopkins was charac-
terized by absences from the campus for
weeks and in some cases months. These
“sabbaticals” were in truth attempts by
Halsted to handle/hide his withdrawals/
addictions. Welch and Halsted’s fellow
surgeons and residents did their best to
conceal these absences so that Halsted
could continue to operate. Halsted con-
tinued in this way until his death decades
later. In retrospect, as historical details
show, Halsted died still addicted to opi-
oids and to cocaine.

Conclusion

Addiction to opioids/morphine/
cocaine is unfortunately not a rare occur-
rence in the medical community. It is a
risk in every specialty. As the toll of this
problem continues to grow, it is impera-
tive that physicians themselves find a
more reasonable and tempered response
to this problem. As this article high-
lights, even the most renown physicians,
like Freud and Halsted, were encum-
bered by their addictions. However, they
chose clearly not to admit that they were

addicts. This led to lives that were ham-
pered with difficulty and dysfunction.

The solution to addiction is not one
of condemnation or of denial but is first
and foremost in recognition and treat-
ment. Physicians must first accept that, as
a group, they are no different than other
professions. Only then can physicians
and physician leaders willingly welcome
a solution that protects patients and at the
same time alleviates the pain and suffer-
ing that comes along with addiction.
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Osteoporosis: What You Need to Know

by Taru Bharadwaj and Tarek Naguib, MD, M.B.A., F.A.C.P.

What is osteoporosis?

Osteoporosis is a disease where the
skeletal system experiences progressive
bone loss “to the point where (the bones)
break easily (1)” Known as the “silent dis-
ease” (2), osteoporosis may not have any
symptoms until a bone is broken. Osteo-
porosis affects over 53 million people in
the United States alone, mostly older per-
sons (3).

Why is osteoporosis awareness essential?

Osteoporosis affects lots of people, es-
pecially women; in fact, in women over
45 years of age, osteoporosis accounts for
more hospitalizations than diabetes, heart
attacks and breast cancer (4).

What causes osteoporosis?

As humans grow, old bone is absorbed
to make way for new bone, which con-
stantly regenerates (1). As we age, more
bone is absorbed than created. Our hor-
mones promote osteoblasts (cells that
cause bone growth) and control osteo-
clasts (cells that cause resorb old bone)
(5). In men, testosterone helps maintain
bone density but women rely on estrogen
(6). These hormones decrease with age, es-
pecially in women who see a dramatic de-
crease in estrogen with menopause. Other
factors such as calcium deficiency, protein
deficiency, unhealthy lifestyles, certain
medications, and family history can also
play a role. Although one cannot change
family history or gender, active lifestyle
and good nutrition can help prevent os-
teoporosis. Do not be discouraged if you
are older; you can still work on preventing
osteoporosis and enjoy a good life.

What are the symptoms of osteoporosis?

Osteoporosis is silent especially in
earlier stages. This is why it is important
to keep up with doctor’s appointments
to address any suspicions immediately.
Advanced osteoporosis appears as loss of
height, back pain, stooped posture, a col-
lapsed vertebrae, or fracture (2).

How is osteoporosis treated?
Try to fit in light exercise (especially
weight-bearing exercise) and strive for
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a healthy diet with appropriate amounts
of calcium and protein (2). A doctor
may prescribe medication to slow down
bone loss (3). Another major problem
for those living with osteoporosis is eas-
ily breaking a bone; this is painful and
can lead to other complications. If your
balance is not steady, consider using a
cane, keep spaces free of clutter, avoid
walking on ice or polished floors, wear
comfortable shoes, and be mindful of the
walking environment (2).
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Pancreatitis versus Peritonitis: It is All in the Gut Feel

by Helayna Abraham, MSlIll and Tarek Naguib, MD

Acute pancreatitis is an inflammation of
the pancreas that is diagnosed by the pres-
ence of at least 2 of the 3 common criteria
encountered in this condition: epigastric
pain, computed tomographic (CT) find-
ings, and elevation of amylase and lipase
of at least 3 times the upper limit of nor-
mal value. Despite well-defined criteria
the diagnosis of acute pancreatitis can be
challenging due to the variation of diag-
nostic criteria from a person to another
and the several conditions that can mimic
its presentation. We report a case of acute
pancreatitis that was initially diagnosed as
peritonitis in person with End-stage renal
disease (ESRD) on chronic cyclic peritoneal
dialysis (CCPD) which has been previously
reported in literature (1).

Case Presentation

A 55 year old lady with type 2 diabetes
mellitus, ESRD on CCPD, and cirrhosis
presented with a complaint of sharp epi-
gastric pain and tenderness that radiated
to both shoulders with nausea, vomiting,
and diarrhea for 24 hours. She had a posi-
tive Murphey’s sign but no fever. The pain
was conspicuously absent from the rest of
the abdomen including the peritoneal dialy-
sis catheter site. Leukocyte count was 8.7K,
hemoglobin 11.7g/dL, platelets 77K, neu-
trophils 76.1%, BUN 71 mg/dL, creatinine
9.67 mg/dL, albumin 3.3 g/dL, while liver
functions were normal. Peritoneal fluid
appeared pale yellow and slightly cloudy
with WBC count of 4,198/uL, 90% neutro-
phils, but the gram stain showed no organ-
isms. Abdominal CT was significant for
gallstones, cirrhosis, and fluid in the peri-
toneum. Gallbladder ultrasound confirmed
chronic calcular cholecystitis with no biliary
obstruction. A nuclear scan (HIDA) showed
normal filling of the gallbladder, ruling out
acute cholecystitis.

A diagnosis of dialysis-associated peri-
tonitis was made for which intravenous
cefepime was initiated after one gram of
intravenous vancomycin was infused. Due
to persistence of symptoms and negative
peritoneal fluid culture on day 4, amylase
and lipase were evaluated and revealed 115
U/L (normal <103) and 151 U/L (normal <
82), respectively. Both values peaked a day
later to 134 and 214, respectively. Although
initial CT showed no evidence of pancre-

atitis, the elevated amylase and lipase sug-
gested a diagnosis of acute on chronic
pancreatitis due to gallstones, especially
with the atypical nature of the pain and
poor response to antibiotic therapy. She
was placed on a clear liquid diet and her
condition gradually improved with sub-
sequent reintroduction of solid foods into
diet. The peritoneal dialysis catheter was not
removed. Subsequent peritoneal fluid analy-
sis showed decrease in WBC to 38/ul and
the culture collected before antibiotic ther-
apy remained negative. She was discharged
home on hospital day 9 with a final diag-
nosis of acute on chronic pancreatitis and
cholelithiasis. A week after discharge, she
remained asymptomatic and an appoint-
ment was scheduled in the surgery clinic for
elective management of gall bladder disease.

Discussion

The prevalence of chronic pancreatitis
in ESRD patients is substantial. Autopsy
studies show the prevalence of chronic pan-
creatitis in persons on CCPD to exceed 50%
(2). Risk factors for pancreatitis in these
patients include uremia and hypertriglyc-
eridemia associated with renal insufficiency.
Moreover, high intra-abdominal pressure
caused by peritoneal fluid and a non-physi-
ological composition of peritoneal dialysate
may make the pancreas more susceptible to
parenchymal damage. Lastly, impairment of
microvascularization and hypoxemia may
promote the premature activation of pro-
teolytic pancreatic enzymes, rendering peri-
toneal dialysis patients highly susceptible to
pancreatic pathology (3).

Our patient presented with localized
epigastric pain that is more likely to be in
line with pancreatitis than peritonitis. The
negative peritoneal fluid culture that was
collected prior to antibiotic administration,
the benign abdominal exam besides epigas-
tric tenderness, and the delayed response
to antibiotic administration all rendered
the original diagnosis of peritonitis much
less likely. The mild elevation in pancreatic
enzymes, under 3 times of the upper limit
of normal value, in acute pancreatitis is a
common place in the setting of chronic
pancreatitis due to presumed exhaustion of
pancreatic parenchyma due to long term
inflammation. The normal CT scan finding
does not rule out acute pancreatitis since it

is only 60% sensitive (4). Accordingly our
patient likely suffers from chronic pan-
creatitis with acute exacerbation due to
calcular cholecystitis. The pancreatitis is
the likely cause for the elevated peritoneal
fluid leukocytes due to inflammation, but
not infection, hence the significance of the
negative peritoneal fluid culture.

Similar cases have been reported, in
which pancreatitis presented as peritonitis
in peritoneal dialysis patients, a misdiag-
nosis which resulted in two mortalities. In
these cases, the patients shared similar risk
factors: renal failure itself, peritoneal dialy-
sis, peritonitis, catheter surgery, and hypo-
proteinemia (1). Our patient presents in a
manner that is consistent with other cases
in the literature although we certainly can-
not rule out the presence of concurrent
peritonitis with the pancreatitis. We think
that the latter presumption, albeit possible,
is certainly less likely due to the reasons
outlined above.

Due to the fact that the diagnostic crite-
ria of pancreatitis are variable from a person
to person, it is important to recognize that
pancreatitis is persons on peritoneal dialysis
may mascaraed as peritonitis and we raise
the awareness of this possibility especially in
patients with localized epigastric pain and
negative peritoneal cultures. Further work is
needed to characterize the underlying etiol-
ogy and prognosis of pancreatitis in persons
on peritoneal dialysis.
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by Tarek Naguib, MD, M.B.A., F.A.C.P.

Firearm Violence Ann Intern Med
(11/20) - The American College of
Physicians has published a position
paper indicating that firearm violence is
a public health threat in the United States
that must not be allowed to continue.
The college recommends a multifac-
eted approach that is consistent with the
Second Amendment.

Traumatic Brain Injury & Suicide Risk
JAMA (8/14) - In a nationwide registry
containing over 34,000 individuals who
died by suicide, TBI was noted to increase
the risk of suicide.

Longevity Down & Drug, Suicide Death
Up Clin Psych New (12/2) - The latest
CDC data suggest that the U.S. life expec-
tancy has declined over the past few years.
Tragically, this troubling trend is largely
driven by deaths from drug overdose and
suicide.

Unvaccinated Children JAMA (11/27)
— The number of unvaccinated children
has grown from 29,300 to 47,700 between
2011 and 2015, albeit still only at 1.3% of
all children born in 2015. Uninsured chil-
dren had 9 times the odds than insured
children.

Alzheimer’s Disease Will Triple by
2060 JAMA (11/13) - Alzheimer’s dis-
ease is projected to increase from 5 mil-
lion in 2014 to 14 million adults in 2060.
Alzheimer’s is highest among blacks
(14%) and lowest among non-Hispanic
whites (10%) while Hispanics are in the
middle (12%).

E-Cigarette Use in the U.S. Ann Intern
Med (10/2) - E-cigarette use is com-
mon especially among younger adults,
LGBT persons, current cigarette smok-
ers, and persons with comorbid activi-
ties. The states with most prevalence
are: Oklahoma, Arkansas, Louisiana,
Tennessee, Ohio, Nevada, and New
Hampshire.

San Francisco Prohibits Flavored
Tobacco Ann Intern Med (11/20) — The
voters in San Francisco defied a $12 mil-
lion campaign by RJ Reynolds and sup-
ported a law that prohibits flavored
tobacco products, including menthol
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cigarettes and flavored vaping liquids-the
first such ban in the United States!

FDA to Boost Medical Device Security
JAMA (11/20 - FDA joined the
Department of Homeland Security to
boost the protection of wirelessly pro-
grammed medical devices, such as pace-
makers and insulin pumps, from cyberse-
curity threats in an era of increased medi-
cal record breaches.

Omega-3 Fatty Acid Does not Help
Coronaries JAMA (10/23) - A trial pub-
lished in the New England Journal of
Medicine of over 15,000 diabetic persons
followed for a mean of 7.4 years revealed
no benefit in reducing serious vascular
events or all-cause mortality.

Fish Oil in Pregnancy Stimulates
Growth in Children JAMA (10/23) -
Women who took fish oil during preg-
nancy had children with higher total lean
and bone mass through age 6 years, com-
pared with those who did not take fish
oil, according to British Medical Journal.
Previous studies showed that children
born to mothers who used fish oil had
30% less asthma at age 3 years.

High Dose Folic Acid in Pregnancy
JAMA (11/27) - In a trial of 2300 women
8-16 weeks pregnant with at least one
risk factor for preeclampsia, daily folic
acid of 4 mg did not prevent preeclamp-
sia compared to those who did not use it.
Pregnant women should not take high-
dose folic acid to prevent preeclampsia.

Obesity Tops 35% in Seven States JAMA
(10/30) - Seven states reported obesity
rates of over 35%. These are Alabama,
Arkansas, lowa, Louisiana, Mississippi,
Oklahoma, and West Virginia. Colorado,
DC, and Hawaii were the slimmest,
reporting only 23% prevalence of obesity.

Few Americans Hit Fitness Targets
JAMA (8/14) - Only 23% of US adults
met the goal of 150 min weekly moderate-
intensity aerobics and 2 weekly muscle
strengthening sessions nationwide. Men
did better than women (27.2% vs 18.7%).
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PROFESSIONAL CARDS

CARDIOLOGY DERMATOLOGY INTERNAL MEDICINE

AMARILLO HEART GROUP
Joaquin Martinez-Arraras, MD
Marc Moreau, MD
Prakash K. Desai, MD
Jon Luigi Haddad, MD
D. Gary Soya, MD
Agustin Cabrera-Santamaria, MD
Ismaile S.H. Abdalla, MD
Ernesto Rivera, MD
Arunava D. Ray, MD
A. Alan Chu, MD
Rajesh Nambiar, MD
1901 Port Lane
Amarillo, TX 79106-2430
(806) 358-4596 ® 1-800-355-5858

www.amarilloheartgroup.com

CARDIOVASCULAR &
THORACIC SURGERY
Masoud A. AlZeerah, MD, F.R.C.S.C.
Radiofrequency ablation for
varicose veins & spider veins
1301 S. Coulter, Suite 103
Amarillo, TX 79106
(806) 463-1712 ® Fax (806) 463-1715

www.amarilloveins.com

DERMATOLOGY

HIGH PLAINS DERMATOLOGY

CENTER, P.A.

Scott D. Miller, MD

Jason K. Jones, MD

Christi A. Baker, MD

4302 Wolflin Ave.

Near [-40 & Western
(806) 355-9866

Fax (806) 355-4004

PALO DURO
DERMATOLOGY, PLLC
Larry C. Roberts, MD,

M.A., F.AAD.

Diplomat of the
American Board of Dermatology
2005 N. 2nd Ave., Ste.D
Canyon, Texas 79015
(806)510-3376 Fax: (806)510-3379

www. paloduroderm.com

HEARING

PHYSICIANS HEARING CENTER
Royce A. Armstrong, Au.D., CCC-A
Steven Allred, Au.D., CCC-A
3501 S. Soncy Road #140
Amarillo, TX
(806) 352-6901 e Fax (806) 352-2245

HoSPICE/PALLIATIVE
MEDICINE
KINDRED HOSPICE
Eric Cox, MD
Board Certified in
Hospice & Palliative Care
3232 Hobbs Road
Amarillo, TX 79109
806-372-7696 (ofc)
800-572-6365 (toll free)
806-372-2825 (Fax)

www.kindredhospice.com

INTERNAL MEDICINE

Ruth Pilco-Jaber, MD
Board Certified in Internal Medicine
3501 Soncy Road, Suite 131
Amarillo, TX 79119
(806) 4679111 e Fax (806) 467-9333

Mouin M. Jaber, MD
Board Certified in Internal Medicine
3504 N.E. 24th
Amarillo, TX 79107
(806) 381-1732 e Fax (806) 381-0748

AMARILLO DIAGNOSTIC CLINIC
6700 W. Ninth
Amarillo, TX 79106
(806) 358-0200
Gastroenterology
Daniel A. Beggs, MD
R. Todd Ellington, MD
James E. Lusby, MD
Thomas L. Johnson, MD
William Shear, MD
Infectious Disease
J- Taylor Carlisle, MD
Internal Medicine
Holly Mitchell, MD
Joanna Wilson, DO
Adrian Pay, DO
Neurology
Douglas Lewis, DO
Sean Milligan, MD
Nuclear Medicine
Bill F. Byrd, MD
Pulmonary Diseases
Timothy S. Mooring, MD, D, ABSM
Gary R. Polk, MD, D, ABSM
Javier Dieguez, MD
Mark Sigler, MD
Rheumatology
Ming Chen, MD, Ph.D
Sleep Disorders
Timothy S. Mooring, MD, D, ABSM
Gary R. Polk, MD, D, ABSM
Physician Extenders
Tiffany Randle, RN, MSN, FNP-C
William A. Ledford, RN, MSN, FNP-C
Cindy Anderson, RN, MSN, FNP-C
Kyla Beedy, RN, MSN, FNP-C
Ashley Quillin, RN, MSN, FNP-C
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PROFESSIONAL CARDS

NEUROSURGERY

S.W. NEURO SCIENCE
& SPINE CENTER
Bret D. Errington, MD
Board Certified by the American Board
of Neurological Surgery - Cranial and
Spinal Neurosurgery
7120 W. 9th

Amarillo, TX 79106

(806) 463-2251 e Fax: (806) 463-2252

J. Brett Gentry, MD
Neurological & Spinal Surgery
Board Certified - American Board
of Neurological Surgery
Wayne S. Paullus, MD
Neurological & Spinal Surgery
Board Certified - American Board of
Neurological Surgery

Wayne “CP” Paullus III, MD
Neurological & Spinal Surgery
Board Certified - American Board
of Neurological Surgery

Brad Hiser, MD
Board Certified by the American Board
of Neurological Surgery
#11 Medical Drive
Amarillo, TX 79106
(806) 353-6400 * (800) 358-2662

www.swneuro.com

William M. Banister, MD
3101 Hobbs, #202
Amarillo, TX 79102
(806) 279-1183 e Fax: (806) 350-7693
Most Insurance Accepted
Including Medicare
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OBSTETRICS &
GYNECOLOGY
PANHANDLE OBSTETRICS
& GYNECOLOGY
Dudley E. Freeman, MD
Gregory A. May, MD
Cullen Hopkins, MD
Jamie Wilkerson, MD
Sarah Bergeron, RNC, WHNP
Brenna Payne, RNC, WHNP
7620 Wallace Blvd.
Amarillo, TX 79124
(806) 359-5468 e Fax (806) 358-1162

WOMEN’S HEALTHCARE
ASSOCIATES, P.L.L.C.
Carin C. Appel, MD
Katy Bonds, MD
Rhodesia A. Castillo, MD
Pamela A. Chandler, MD
David L. Chastain, MD
Jill A. Gulizia, MD
Clyde A. Meeks, MD
Amanda Murdock, MD
Brenna Melugin, FNP, BC
Brooke Hillard, FNP, BC
1301 Coulter, Suite 300
Amarillo, TX 79106
(806) 355-6330 @ Fax (806) 351-0950

whaonline. net

Attention: Active Members

of Potter Randall County
Medical Society

Annual Membership
fees for 2019
are due and payable
by January 1, 2019

OBSTETRICS &

GYNECOLOGY

TEXAS TECH UNIVERSITY
HEALTH SCIENCES CENTER
DEPARTMENT OF
OBSTETRICS AND GYNECOLOGY
Amarillo Campus
1400 Coulter  414-9650
www.ttuhsc.edu/amarillo/som/ob
Obstetrics & Gynecology
Hena Tewari, MD
Teresa E. Baker, MD
George Barnett, MD
Stephen J. Griffin, MD
Paul Tullar, MD
Mary G. Bridges, MD
Jeffrey Wang, DO
Nkechi Ezirim, MD
Haylee DeVries, PA-C
Chad Winchester, MSN, WHNP
Renee Gray, MSN, WHNP
Gynecologic Surgery
Hena Tewari, MD
Teresa E. Baker, MD
George Barnett, MD
Stephen J. Griffin, MD
Robert P. Kauffman, MD
Mary G. Bridges, MD
Jeffrey Wang, DO
Nkechi Ezirim, MD
Menopausal Management
Robert P. Kauffman, MD
Reproductive Medicine & Infertility
Pediatric Gynecology
Gynecologic Ultrasound
Robert P. Kauffman, MD
Maternal Fetal Medicine
Obstetric Ultrasound
Heather J. Holmes, MD
www.ttuhsc.edw/amarillo/
patient/obgyn/ultrasound
Genetic Counseling
Heather Wheeler, RN
Breast Diseases and Surgery
Mary G. Bridges, MD



PROFESSIONAL CARDS

ONCOLOGY OPHTHALMOLOGY

BSA HARRINGTON
CANCER CENTER
Medical Oncology/Hematology
Brian Pruitt, MD
Anita Ravipati, MD
Milan Patel, MD
Javed Shinwari, MD
Paul Zorsky, MD
Radiation Oncology
Daniel Arsenault, MD
Jaime Zusman, MD
1500 Wallace Blvd.,
Amarillo, TX 79106
(806) 212-4673 © Fax (806) 354-5888

www. harringtoncc.org

OPHTHALMOLOGY

PANHANDLE EYE GROUP, L.L.P.
Specializing in the Diseases
& Surgery of the Eye
www.paneye.com
Amber Dobler-Dixon, MD
Glaucoma Laser & Surgery
Amarillo: 7411 Wallace Blvd.
(806) 350-1100 ® (866) 567-0948
Robert E. Gerald, MD
Comprehensive Ophthalmology,
7308 Fleming Ave.
Amarillo, TX 79106
(806) 359-7603 e (800) 283-8018
John W. Klein, MD
Comprehensive Ophthalmology,
Cataract Surgery
13 Care Circle
Amarillo, TX 79124
(806) 353-2323 e Fax (806) 351-2323
(888) 393-7488

PANHANDLE EYE GROUP (Con’t)
C. Alan McCarty, MD

Comprehensive Ophthalmology,
Cataract Surgery
7411 Wallace Blvd.
Amarillo, TX 79106
(806) 351-1177 ¢ (800) 782-6393

W. John W. Murrell, MD
Comprehensive Ophthalmology,
Cataract & Oculoplastic
Reconstructive Eyelid Surgery
7411 Wallace Blvd.
Amarillo, TX 79106
(806) 351-1177 ¢ (800) 782-6393

J- Avery Rush, MD
Cataract & Refractive Surgery

Sloan W. Rush, MD
Cornea, Cataract & Refractive Surgery
7308 Fleming Ave.
Amarillo, TX 79106
(806) 353-0125 @ (800) 225-3937

Bruce L. Weinberger, MD
700 Quail Creek Dr.
Amarillo, TX 79124

(806) 353-6691 ¢ (800) 637-2287

Partner Emeritus

J- Edward Ysasaga, MD
Antonio V. Aragon, II, MD
Ryan Rush, MD
Diseases & Surgery of the Retina,
Vitreous, & Macula
7411 Wallace Blvd.
Amarillo, TX 79106
(806) 351-1870 » (888) 404-1870

ORTHOPAEDIC
SURGERY

Michael O. LaGrone, MD
Reconstructive Spine Surgery, Scoliosis,
Pediatric Orthopaedics Board Certified

1600 Coulter, Bldg. B
Amarillo, TX 79106
(806) 354-2529 e Fax (806) 354 2956
www.scoliosismd. com

James R. Parker, MD
Board Certified
Specializing in Sports Medicine
& Total Joint Replacement
7000 W. 9th Ave.
Amarillo, TX 79106
(806) 350-2663 ® Fax (806) 350-2664

OTOLARYNGOLOGY
(ENT)

PANHANDLE EAR, NOSE & THROAT

3501 South Soncy Road, Ste. 140
Amarillo, TX 79119-6405
(806) 355-5625 Fax (806) 352-2245
Stacie Morgan, MD
Amber Price, MD
Geoffrey Wright, MD
Hector Hernandez, MD

PAIN MANAGEMENT/
TREATMENT

AMARILLO PAIN ASSOCIATES
Thomas E. Merriman, MD
1901 Medi Park Place
Suite 2002
Amarillo, TX 79106
(806) 353-4699 e Fax (806) 353-4551

ADVANCED PAIN CARE
Victor M. Taylor, MD
7910 SW 34th
(806) 352-7431 e Fax (806) 352-2374
Amanda Trout, DO
Michael Balderamos, MD
1901 Medi-Park Dr. Bldg. C, Ste. 2
Amarillo, TX 79106
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PROFESSIONAL CARDS

PLASTIC &

RECONSTRUCTIVE
SURGERY
Mary Ann Piskun, MD
Board Certified by the American
Board of Plastic Surgery
Member of the American

Society of Plastic Surgery
Reconstructive Surgery of the Breast
500 Quail Creek Dr., Ste. B
Amarillo, TX 79124
(806) 358-8731 e Fax (806) 358-8837

wwuw.drpiskun.com

Patrick Proffer, MD, F.A.C.S.
Reconstructive Surgery of Breast & Body
Board Certified by
The American Board of Plastic Surgery
Member of the American
Society of Plastic Surgery
1611 Wallace
(806) 352-1185 e Fax (806) 352-4987

www.drproffer.com

RADIOLOGY SENIOR LIVING

HIGH PLAINS RADIOLOGICAL
ASSOCIATION
1901 Medi Park, Suite 2050
Amarillo, TX 79106
(806) 355-3352 @ Fax (806) 355-5367
John Andrew, MD
Gary Aragon, MD
Branch Archer, MD
Richard Archer, MD
April Bailey, MD
Charles Brooks, MD
Crandon Clark, MD
Stanley Cook, MD
Tully J. Currie, MD
Michael Daniel, MD
Aaron Elliott, MD
Paul Hakim, MD
Michael Hall, MD
Arouj Hashmi, MD
Richard Khu, MD
Rahul Mehta, MD
Paul Pan, MD
Robert Pinkston, MD
Matthew Scalapino, MD
Rakesh R. Shah, MD
Elijah Trout, DO
Martin Uszynski, MD
Kimberly Waugh, MD
Lawrence Zarian, MD

THE CRAIG
Senior Living
5500 S.W. 9th Avenue
Amarillo, TX
(806) 352-7244

craigseniorliving.com

SURGERY

AMARILLO SURGICAL GROUP
6 Medical Drive
Amarillo, Texas 79106
(806) 212-6604 Fax (806) 212-0355
Michael Lary, MD
General Surgery
John McKinley, MD
General Surgery
David Langley, MD
General / Vascular Surgery
Shane Holloway, MD
Surgical Oncolory / General Surgery
Chance Irwin, MD
General / Vascular Surgery
Samuel Kirkendall, MD
General Surgery

Be the heartbeat of TMA Foundation

For more information or to schedule your
Pulse Donor gift, contact TMAF at
(800) 880-1300, ext. 1466, email
Marilyn Anderson at marilyn.anderson@
texmed.org or visit www.tmaf.org.

TEXAS MEDICAL
ASSOCIATION

Schedule your recurring gift and
become a Pulse Donor today!

FOUNDATION
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“Dad lovés his new home.
This is the best of the best!”

-- Sycamore Family Member

THE SYCAMORE

at
Park®Central

With our Best Friends™ approach to Alzheimer’s and
dementia care, your loved one will feel
how much we care about them.

.....

)
.:'. : _-’

‘ "‘:

The Sycamore at Park Central
15th and Van Buren * ParkCentral.org
For more information or to schedule a tour, please call 806.337.5700

Locally owned and lovingly managed by Baptist Community Services.
A member of the Baptist General Convention of Texas family
All faiths welcome

Sycamore Assisted Living Manager Sheila Lopez, L VN, CDP
with Lizzie, Chief Morale Officer



Dr. Constantine Saadeh Introduces

DR. NICOLE DAVEY

Board-Certified Rheumatologist

Allergy ARTS.

Asthma, Rheumatology Treatment Specialists .

6842 Plum Creek Drive ® Amarillo, Texas

AllergyARTS.com e (806) 353-7000 Constantine Saadeh, M.D.
FACP, FACR
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We’re proud to have given over $2 Million to over
500 Local Organizations in 2018. Here are a few:

ADVO

AISD America’s Promise
Amarillo Symphony

Amarillo Area Foundation
Amarillo Botanical Gardens
Amarillo Branch NAACP
Amarillo Chamber of Commerce
Amarillo Children’s Home
Amarillo College ACE Program

Amarillo First Responders’ Excellence
and Innovation Fund

Amarillo Hispanic Chamber of Commerce
Amarillo Little Theater

Amarillo Museum of Art

Amarillo Opera

Amarillo Senior Citizens Association
Amarillo SPCA

Amarillo VA Health Care System
Amarillo Youth Center

Another Chance House

Arrow Child and Family Ministries
Barrio Arts Academy

Big Brothers Big Sisters

Blankets of Love

Buckner

Cal Farley’s Boys Ranch

Canyon Chamber of Commerce
Canyon ISD

Thank you for inspiring us to give more.

@ anb.com

teweh  Member FDIC

CASA

Center City

Children’s Miracle Network

City Church

Coalition of Health Services

Coffee Memorial Blood Center
Colorful Closets

Don Harrington Discovery Center
Dove Creek Equine Rescue Center
Downtown Women’s Center

Eveline Rivers Christmas Project
Eveline Rivers Sunshine Cottage

Faith City Mission

Family Support Services

Hands On Amarillo

Harrington Cancer and Health Foundation
Heal the City

High Plains Food Bank

Interfaith Campaign for the Homeless
Junior Achievement of the High Plains
Junior League of Amarillo

Kids Incorporated

Laura W. Bush Institute for Women’s Health
Leadership Amarillo & Canyon

Lone Star Ballet

Los Barrios de Amarillo

Make-a-Wish

March of Dimes

Martha’s Home

Maverick Club

Meals on Wheels

Mission 2540

MTK Foundation

Northside Toy Drive

Opportunity School

Panhandle Breast Health
Panhandle Cancer Cure Foundation
Panhandle FCA

Potter County Jr. Livestock

Randall County Jr. Livestock
Ronald McDonald House

Salvation Army

Sharing Hope Ministries

Snack Pak 4 Kids

Storybridge

Texas Panhandle Charities

Texas Wounded Warrior Association
The 100 Club of the Texas Panhandle
The Bridge

The Hope and Healing Place

Turn Center

United Way

Vietnam Dustoff Association
Wesley Community Center

WTAMU Foundation

Youth Success Project

Amarillo
National
Bank

Here to Stay



