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CYBER LIABILITY
Individual physician and entity policies include Cyber Liability coverage designed for data breaches and privacy exposures faced by medical professionals 

that can result from lost laptops; theft of hardware or data; improper disposal of medical records; hacking or virus attacks; and rogue employees. 

The Cyber Liability endorsement includes: 

network security and privacy coverage;

multimedia liability coverage;

coverage for privacy breach response costs,  

patient notification expenses, and patient support and  

credit monitoring expenses;

network asset protection; 

cyber extortion coverage; and 

cyber terrorism coverage. 

 
CYBER LIABILITY POLICY LIMITS

Rated A (Excellent) by A.M. Best Company  
TMLT is the only medical professional liability insurance provider created and endorsed by Texas Medical Association

TMLT offers more than just the basics. 
Our policies keep up with the emerging risks in health care. 

FOR MORE INFORMATION 
CALL A TMLT UNDERWRITER AT 800-580-8658 OR VISIT WWW.TMLT.ORG

$100,000 per claim and $100,000 
aggregate per policy period upon renewal.

Physician Entity: $100,000 per claim and 
$500,000 aggregate per policy period 
upon renewal.

*Increased limits are available for purchase.
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Trust TMAIT to Help You 
Navigate the Marketplace

We are reaching out to TMA members who need help
 with the Health Insurance Marketplace.

You have better things to do with your time than research insurance options … like taking care of patients.

We’re here to help you explore the ACA and its impact on health insurance coverage options so you don’t have to 
go it alone. No matter your current insurance set-up, we’ll help you identify the appropriate plan for you and your 
practice so you’re spending your money wisely.

inside or outside the marketplace.

Give us a call today at 1-800-880-8181. www.tmait.org.

Created in 1955 and exclusively endorsed by the Texas Medical Association, TMAIT is committed to serving Texas physicians. 
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Now Open

The Pavilion at Northwest  
Uniformed Services Unit
Dedicated to serving those who serve us.

1501 S. Coulter • Amarillo, TX 79106
pavilionnwtexashealthcare.com

Physicians are independent practitioners who are not employees or agents of The 
Pavilion at Northwest Texas Healthcare System. The hospital shall not be liable for 
actions or treatments provided by physicians.

Northwest Texas Healthcare System has the only 16-bed,  
dedicated, specialty, inpatient program for active duty  
and veteran uniformed community servants.

• Law enforcement
• Fire
• Military

Inpatient • Outpatient 
Partial Hospitalization • After-care Support

Specialty, individualized care provided by licensed  
therapists includes outcomes-based  
programs to treat:

• Post-traumatic stress

• Substance abuse

• Depression

Our therapists will help you identify  
trigger events, understand reactive  
behavior and develop skills to  
recognize and manage  
behaviors and impulses.

Take the first step.

Call our ACCESS Line  

at 1-800-537-2585  

and speak to a  

counselor or nurse. 

FREE 24-Hour Assessments

• Emergency medical technicians
•  Other uniformed community 

service employees



SPRING 2015   PANHANDLE HEALTH     5

6 President’s Message:  

 The State of the Counties 
  by Tarek Naguib, M.D., M.B.A., F.A.C.P. 

7 Alliance News 

  by KiKi Brabham, President

8 Executive Director’s Message 
  by Cindy Barnard 

10 Editor’s Message 

 As I Lay Aging... 
  by Rouzbeh Kordestani, M.D.

12 Medicare Pitfalls 

  by Steve Urban, M.D. 

15 The Medicare Annual Wellness Visit: 

 A Focus on Preventative Health Services 

  by Les Covington, Pharm.D.

18 Six Questions to Ask Older Parents 

 Reprint from Amarillo Style 

  by Richard McElreath

19 Looking at Park Central, A Retirement Community 

  by Chelsea Williams and Wendi Swope

21 So You’re Medicare Eligible? What Does That Get You? 

  by Beverly McBeath

24 Power of Attorney: 

 Legal Issues and Ramifications 

  by Ed Dowdy and Chris Harkins

26 Everyone Needs a Will 

  by Ed Dowdy and Chris Harkins

28 Terminal Sedation and Physician-Assisted Suicide 

  by Kelly Thurston, MS4

33 Baby Boomers and End-Of-Life Care 

  by Ronnie Atkins, MSN, CNS, CHPN, RN

36 Medicare and its history: 

 A Study of a Worthwhile Idea 

  by Rouzbeh Kordestani, M.D.

38 Understanding your Medicare options 

  by The Advisory Group at Merrill Lynch

46 Patient Education 

 Measles (Rubeola) (The 9 Day Fever) 

  by Tarek Naguib, M.D., M.B.A., F.A.C.P. 

47 Health News 

  by Tarek Naguib, M.D., M.B.A., F.A.C.P. 

49 Case Corner 

 Gigantic Bullous Pemphigoid induced by furosemide

  by Nibras Talibmamury M.D.,  
Mohammed A. Bahaa Aldeen M.D.,  
Omar Nadhem M.D., Karima R. Ali MSIII,  
Abdelrazig Suliman M.D., Rahul Chandra M.D.

CONTENTS
Medicare Information

SPRING 2015 | VOL 25 | NO. 2

On The Cover: “Dark Red Iris” by Marsh Clements

PANHANDLE HEALTH is published quarterly by the Potter-Randall County Medical Society, (806) 355-6854. Subscription price is $12.00 per year. POSTMAN: Send address 
changes to PANHANDLE HEALTH, 1721 Hagy, Amarillo, Texas 79106. ISSN 2162-7142
Views expressed in this publication are those of the author and do not necessarily reflect opinions of the Potter-Randall County Medical Society. Reproduction of any contents 
without prior written approval of the publisher is strictly prohibited.
Publication of advertisement in PANHANDLE HEALTH does not constitute endorsement or approval by the Potter-Randall County Medical Society or its members. 
PANHANDLE HEALTH reserves the right to reject any advertisement.
PHOTOCOMPOSITION AND PRINTING BY CENVEO.

POTTER-RANDALL COUNTY
MEDICAL SOCIETY

Executive Committee
Tarek Naguib, M.D., President

Ed Dodson, M.D., President-Elect
Rouzbeh Kordestani, M.D., Secretary/Treasurer

TMA Delegates:
Jay Reid, M.D.

Rodney B. Young, M.D.
Ryan Rush, M.D.

Brian Eades, M.D.
Rouzbeh Kordestani, M.D.

Robert Gerald, M.D.

PANHANDLE HEALTH 
EDITORIAL BOARD

Rouzbeh Kordestani, M.D., Editor

Ellen Hampsten, M.D., Assistant Editor

Walter Bridges, M.D.

Paul Tullar, M.D.          Soleil Arrieta, M.D.          Tarek Naguib, M.D.

Copy Editor: Steve Urban, M.D.



6     PANHANDLE HEALTH     SPRING 2015

tices both intact and solvent. Proposals 
like Medicaid-to-Medicare pay par-
ity (increase Medicaid pay to equal 
Medicare pay for select services) and 
reinstating the state’s payment to phy-
sicians of the copay for the dual eligi-
ble poor (patients who are eligible for 
both Medicare and Medicaid but can-
not afford the 20% copay) are exam-
ples of improvements that are needed. 
Our delegates to TMA share in for-
mulating the association’s position on 
these issues and more.

On the national level, we monitor 
with interest the expected ruling of 
the US Supreme Court (SCOTUS) on 
the appropriateness of the subsidies 
already provided to millions of enroll-
ees (nearly one million Texans) who 
took part in the federal health insur-
ance products under the Affordable 
Care Act (ACA). If ruled against, this 
case (King vs Burwell) may bring about 
major changes to the ACA and our 
nation’s health insurance system, as 
it may send health insurance premi-
ums to a new high while the Congress 
decides on whether the government 
should collect refunds from these 
enrollees.

Our counties’ diverse popula-
tion has kept us close to international 
events. Although the US is pulling 
troops from West Africa after near con-
trol of the Ebola epidemic that worried 
our Amarillo community, there is a 
senate bill that proposes more powers 
for the government during infectious 
disease emergencies. Of note, the epi-
demic has served as a wakeup call to 
overhaul our epidemiologic response, 
including isolation techniques.

In closing, I would like to reaffirm 
that the physicians of the 112th Board 
of Directors of PRCMS remain com-
mitted to the outlined goals and will 
strive, individually and through the 
medical society’s representation, to 
improve the health and prosperity of 
the citizens of our counties.

President’s Message
The State of the Counties
by Tarek Naguib, M.D., MBA, FACP

note, TMA is the largest state medical 
society represented in AMA House of 
Delegates.

As the public health of our com-
munity has always been at the heart 
of our interests, the nearly 400 mem-
ber strong society is fully supportive of 
the continuous efforts of the Amarillo 
Bi-City-County Health Department to 
fight communicable disease in both 
Amarillo and Canyon. The initial 
data available from the department 
for 2014 reflect consistent decline of 
sexually transmitted diseases reported 
in the counties for HIV, AIDS, syphi-
lis, chlamydia and gonorrhea and a 
decline for both campylobacter and 
salmonella enteric infections.

I would be remiss not to highlight 
the recent birth of Amarillo Legacy 
ACO (ALMA) (an Accountable Care 
Organization) that is a partnership 
between several area private inde-
pendent medical practices, including 
those in Canyon, Texas, to provide effi-
cient and cost effective fee-for-service 
care to Medicare patients. As the only 
ACO in the Texas Panhandle, ALMA 
boasts a single health information sys-
tem and nearly $4.9 million Medicare 
cost saving for 2014 while meeting 
strict quality measures.

Meanwhile, on the state level, we 
continue to have the highest rate of 
the uninsured in the nation, with over 
six million Texans (including one mil-
lion children) lacking health insurance 
and nearly $80 billion of federal fund-
ing, over 10 years, on the table to be 
used for Medicaid expansion. Contrary 
to earlier reports, Governor Abbott, 
in his speech to the 84th Legislature, 
appears be against a deal with the Feds 
to improve Medicaid by utilizing these 
available funds. His reasoning was that 
“Medicaid is broken and is on a path 
to bankruptcy”.

In this issue, the goal of the society 
remains to improve both access and 
delivery of medical care while keep-
ing the viability of physicians’ prac-

We all strive towards a healthier 
citizen who enjoys life and 
family and who participates in 

making the community more prosper-
ous. While this goal lies at the heart of 
PRCMS interests, it requires excellence 
in healthcare delivery that, in turn, 
requires a comprehensive approach 
that involves educating patients and 
professionals, ensuring viable means of 
care delivery, supporting public health 
measures, and upholding ethics.

Towards this goal, the society uses 
its publication, Panhandle Health, to 
enhance the education of both the 
public and the professional. Our jour-
nal, which highlights the history of 
medicine in the Panhandle and at 
large, publishes medical, social, health 
news, and patient education topics 
that expand the horizon of both the 
public and healthcare professionals. 
Panhandle Health has become a great 
asset to our community and is arguably 
the most comprehensive county medi-
cal society journal in the state of Texas.

The Board of Directors of PRCMS 
includes practicing, retired, and resi-
dent physicians, as it is our belief that 
our board’s efforts cannot succeed in 
isolation from our meaningful past 
and promising future. PRCMS spon-
sors meetings that bring together area 
physicians, provide continuing medi-
cal education (CME) in ethics, and 
bring updates on regulatory changes 
that may affect healthcare delivery. 
The society also endeavors to support 
physicians through its committees on 
mediation and physician health.

As a part of the Texas Medical 
Association (TMA), PRCMS also pro-
vides opportunity for our physicians to 
have leadership training and meaning-
ful roles while participating in shap-
ing healthcare delivery. Our delegates 
to TMA participate in the American 
Medical Association’s (AMA) national 
role in shaping healthcare delivery, 
a process that is admittedly complex 
but is democratically represented. Of 
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Alliance News
by KiKi Brabham, President

The Potter-Randall County Medical 
Alliance is gearing up for the 
new year. We are in full-planning 

mode at the moment. Stay tuned as 
we are finalizing information for the 
Women’s Spring Social. This is always 
a favorite event of ours. We look for-
ward to celebrating our local physi-
cians again, as well,  on the upcoming 
Doctor’s Day, March 30. Thank you, 
local physicians,  for all the many ways 
you serve our community and the peo-
ple in it. 

As the Potter-Randall County 
Medical Society is amidst their dues 
collecting, so are we. We look forward 
to another great year of fun, togeth-
erness, growth, and fellowship.  Please 

don’t assume your spouse renewed 
your membership, as we found out last 
year that the line for spouse member-
ship was near obscured on the dues 
page. Our directory from 2014-2015 is 
in process. It was delayed a bit, but will 
be coming soon. 

We had a great turnout for the 
Holiday party at Michael and Heather 
Manderson’s residence. This was 
a such a lovely event with great 
hosts.  We had many “new”  physi-
cians and their spouses attend, and it 
was great to welcome them into to the 
community. Several pictures from the 
night are shown here. Thanks again to 
the Mandersons for hosting this fun 
night. 

Please continue your support 
for the Medical Alliance. We are 
always open to new ideas, venues and 
new faces. Thanks to all of you who 
helped make 2014 a great year for the 
PRCMA.
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Executive Director’s Message
by Cindy Barnard, Executive Director

Society was held January 8th at 
Amarillo National Bank’s Skyroom. 
The gold-headed cane was passed 
from Dr. Jay Reid, 2014 President, to 
Dr. Tarek Naguib, 2015 President. 
Officers for 2015 were installed by 
Dr. Austin King, President of Texas 
Medical Association. New officers 
include President, Dr. Tarek Naguib, 
President-Elect, Dr. Ed Dodson, and 
Secretary-Treasurer, Dr. Rouzbeh 
Kordestani. I want to thank Amarillo 
National Bank for their continuing 
and unfailing generosity and hospital-
ity. The dinner was exceptionally deli-
cious and well-attended!

Presidential  appointments to 
Boards and Committees of PRCMS 
are now ongoing. If you have an inter-
est in serving on a committee, please 
call the Society office at 355-6854. The 
core of the Society is its volunteers the 
physicians who volunteer for commit-
tees and board positions, working on 
behalf of their colleagues. We truly 
need you!

If you would like to update your 
picture for our 2015-2016 Physician 
Roster, or if you do not have a picture 
in last year’s Roster, please call 373-
1523 to make an appointment for your 
portrait at Gray’s Studio. There is a $15 
sitting fee that PRCMS will pay, and this 
also includes a free session for a family 
portrait, if desired. Gray’s is located at 
3317 6th Street and is open from 9-5, 
Monday-Friday, and 9-12 on Saturday. 
We would like to have 100% of our doc-
tors’ photos in our upcoming Roster.

Get ready for “First Tuesday” at 
the Capitol. Pack your white coat, 
and travel to Austin on March 3, April 
7, or May 5 to participate in TMA’s 
First Tuesdays. Please don’t miss the 
chance to meet with legislators and 
their staffs to make sure the voice of 
medicine is heard. Remember, YOU, 
our physicians, are the best lobbyists 
for our patients. You will visit with 
your Senator, Representatives, and 

using your nest egg wisely to meet 
future income needs. Make sure you 
have a will, and if so, that if it is up to 
date and that your family knows your 
wishes, including end of life issues 
(DNR, Medical Power of Attorney, 
hospice care, etc.) These are just a 
few of the subjects discussed in this 
issue that we hope you will find perti-
nent and interesting. If you, too, are 
a boomer, be responsible! As Carolyn 
Rosenblatt said in Forbes in a 2013 
issue, “I think about how we, as a gen-
eration, are changing the concept of 
aging. I love it…We understand that 
we must savor the moment. We can 
have a wonderful time appreciating 
what we are and all we have. Let the 
beauty of this time of life shine on.”

The 112th Annual Meeting of 
Potter Randall  County Medical 

This issue of Panhandle Health deals 
with “Turning 65”. As we all know, 
age 65 is not quite as special as it 

used to be as mandatory retirement 
has virtually vanished. Even Social 
Security has gradually changed its 
Full Retirement Age to 67, and most 
65 year olds now live full and active 
lifestyles. But age 65 matters in many 
significant ways, since most people 
become Medicare eligible. There are 
several important steps to be taken 
when the symbolic milestone of 65 is 
reached (and even better, before). 
First, find out whether you need to 
sign up for Medicare and review your 
Medicare Part D options for pre-
scription drug coverage. Then, make 
sure you have a doctor/doctors who 
accepts Medicare/Medicaid, and if 
not, find one who does. Meet with a 
financial planner to ensure you are 
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Our Next Issue Of 

Panhandle Health 
Features:

Medicine and
Information 
Technology

teacher. At the same time, she began 
painting with Lou Hansen of Amarillo, 
who taught her the fundamentals of 
oil painting. As Executive Director of 
Amarillo Art Institute for two years, 
she had the opportunity to join the 
artists’ community at Sunset Center. 
She says, “This community has the 
potential to put Amarillo and the 
Texas Panhandle on the map as a hub 
for the visual artists in this region…
I paint because I love to paint, and I 
love to learn. Painting is giving me a 
new opportunity to develop a business 
and a career as an artist.”

Day in 1990. President George Bush 
signed S.J. RES #336 (which became 
Public Law 101-473) in 1991, forever 
designating March 30 as National 
Doctors Day. President Bush wrote in 
the Proclamation, “In addition to the 
doctors whose names we easily recog-
nize, there are countless others who 
carry on the quiet work of healing 
each day in communities throughout 
the United States indeed, throughout 
the world. Common to the experience 
of each of them, from the specialist in 
research to the general practitioner, 
are hard work, stress, and sacrifice. 
All those who serve as licensed physi-
cians have engaged in years of study 
and training, often at great financial 
cost. Most endure long and unpredict-
able hours, and many must cope with 
the conflicting demands of work and 
family life.” President Bush urged that 
all Americans “observe this day with 
appropriate programs and activities.”

And finally, this Edition’s cover 
is by local artist, Marsh Clements, 
entitled Dark Red Iris. She graduated 
from West Texas State University and 
began her career as a public school 

their aides about key issues facing your 
profession, attend committee hearings 
and House and Senate sessions, and 
learn about the obstacles medicine 
faces: taxes, Medicaid, CHIPS, physi-
cian ownership, and scope of practice. 
Physicians are asked to wear white 
coats while at the Capitol. Legislative 
talking points and other materials will 
be provided. A course on lobbying 
will be conducted early on each First 
Tuesday. A $25 charge for each First 
Tuesday covers your breakfast, lunch, 
and all materials. For more informa-
tion, visit www.texpac.org.

On March 30 ,  we  wi l l  ce le -
brate Doctors Day, which was first 
observed in Winder, Georgia in 1930. 
According to Wikipedia, Eudora 
Brown Almond, a physician’s wife, 
decided to declare a day in honor 
of doctors. The red carnation was 
chosen as the symbolic flower for 
National Doctors Day. In 1958, a reso-
lution commemorating Doctors Day 
was adopted by the U.S. House of 
Representatives, and legislation was 
introduced both in the House and 
Senate to establish a national Doctors 

F R O M  S M A L L  D O S E S * …

* P R INT-ON - D E M AND  C A PA B I L I T I E S .
O F F E R I N G  F U L L  COV E R AG E  C R E AT I V E ,  P R I N T I N G  &  F U L F I L L M E N T  S E R V I C E S .

1 0 9  S .  F I L L M O R E  •  A M A R I L LO,  T X
P H O N E #  8 0 6 - 3 7 6 - 4 3 4 7

… TO  T H E  F U L L  T R E AT M E N T.
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Editor’s Message
As I Lay Aging...
by Rouzbeh Kordestani, M.D., M.P.H.

gible, they need to know that they 
can first undergo a new Wellness 
Examination. Who gives me that? 
(We will explain in serial fashion in 
the articles listed and compiled.) 
They have to carefully look at their 
physicians.  Does their regular 
doctor(s) take Medicare patients? 
If not, can they recommend a new 
doctor that is affable and caring and 
who does take Medicare? Are my 
finances in order? Do I have enough 
money to make it through these next 
few years and retirement? If not, do I 
need to get a financial planner? Do 
I need a will? (Yes you do – always!) 
Who can help me with that? What 
if I get sick – do the kids know what 
to do? Can I take care of myself? If 
I get sick, can the kids take care of 
me? If not, what can I do? Do I need 
to go to an assisted living situation? 
What is an assisted living situation? 
Are nursing homes really that bad? 
What if I get really sick, what then? 
Who has my power of attorney? Do 
the kids know what I/we want? If 
I die, do the kids have the money 
to take care of our affairs? Do they 
know where everything is? What if I 
am really sick, am I going to suffer? 

Newly Medicare eligible patients 

have to remember that they have to 
discuss all of these issues, including 
those of life and death, with their 
children. They need to let their fam-
ily know what their wishes are. These 
questions may be difficult to discuss. 
But they have to be discussed; or, 
God forbid, they will be discussed in 
the Emergency Room when no one 
wants to discuss them. It will always 
be better for patients and families to 
discuss these issues on their own and 
to come up with better conclusions 
than those forced in a pressured or 
critical type of situation.

In my few years in medicine, 
I have seen a dramatic series of 
changes. Many of these are not good 
changes. One of these changes is 
that the Marcus Welbys of medi-
cine are, for the most part, gone. 
Now, physicians are too busy to take 
enough time for their patients to 
really see what makes them click. In 
that way, too little time is spent with 
each patient. (Please do not misun-
derstand – this is not a critique of 
any physician in particular but a gen-
eralization of the system in which we 
all now live.) Medicare patients feel 
that their needs are not really met. 
Their medical needs are met on 

For the Medicare Patients,

I have to often remind myself often 
that I am not young anymore. It 
seems that the years passed by 

quickly. What I realize now is that my 
mother and father are also no longer 
young. In fact, when I speak about 
Medicare patients, I am very much 
reminded that I am speaking about 
my father and my mother. 

In this same mindset, the intent 
of this issue of Panhandle Health is to 
bring forth points that apply directly 
to the newly minted Medicare 
patient. It’s true that when you 
turn 65, you have Medicare. But 
what does that exactly mean? In 
the confusing world of insurance, 
having Medicare seems simple. 
Unfortunately, it is not. The changes 
that have occurred over the last 2 
years have dramatically affected med-
icine and will continue to do so for 
the foreseeable future. In this issue, 
our task and effort is not to change 
anything. It is merely an attempt by 
the editors to guide a new Medicare 
patient to start thinking of steps that 
he or she needs to take as he ven-
tures into medicine, the new health 
care system, and turns 65 and older.

As patients become Medicare eli-
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Subject:  
Letter to the Editor of  

“Panhandle Health” Magazine

I was fortunate to have been 
given a copy of your 2014 
Winter Issue of the Panhandle 
Health Magazine.

I want to commend you for a 
wonderful issue. When I started 
reading all the stories about 
Medical Missions I could not 
lay the magazine down before I 
read each and every one.

Being friends with Drs. Bechtol, 
Hampsten, and Keister made 
their stories really special.

A big thanks to all the Doctors 
who have given their time and 
talents to the various projects 
out of country, and to Dr. 
Keister for the Heal the City 
Clinic in Amarillo.

It makes me really appreciate 
having such a fine Medical 
Community in the Amarillo 
area.

Jay Sims 
River Falls Addition 
Amarillo

life, they do not ask for much. They 
do not seek more riches. They do 
not seek more power….They have 
priorities beyond merely being safe 
and living longer…They ask only to 
be permitted, insofar as possible, to 
keep sharing the story of their life in 
the world-to make choices and sus-
tain connections to others accord-
ing to their own priorities. Surveys 
find that their top concerns include 
avoiding suffering, strengthening 
relationships with family and friends, 
being mentally aware, not being a 
burden on others, and achieving 
a sense that their life is complete. 
Our system of technological medical 
care has utterly failed to meet these 
needs, and the cost of this failure is 
measured in far more than dollars. 
The question therefore is not how 
we can afford this system’s expense. 
It is how we can build a health care 
system that will actually help people 
achieve what’s most important to 
them at the end of their lives.”

The Medicare Handbook, as we 
have taken to calling this edition, 
is our attempt to pay our respect to 
all Medicare patients. It is our way 
of trying to remind these patients of 
many of the important issues that get 
left behind or are never discussed. 
Every Medicare patient must remem-
ber that — your health is important; 
your tests are important; but our true 
job as physicians and health care 
providers is to be your companion 
and your friends on your life jour-
ney, from birth to death. 

paper. Their labs are done. Their 
tests are done. But their health is 
slowly fading. They feel that they are 
another number or another patient 
simply being run through the sys-
tem. Too often, their days become a 
long series of doctor visits and tests 
and labs. They go from office to 
office, from test to test. They literally 
feel as if they are fading away. Their 
lives get suspended, as if getting old 
meant that they were going to fall 
apart and modern medicine is going 
to stop that. 

No one can stop aging. No one 
can stop anyone from going through 
the natural process of life that even-
tually ends in death. Medicine is 
supposed to treat disease. Old age is 
not a disease. For this reason, when 
patients become Medicare patients, 
they have to actively pursue knowl-
edge. They have to actively pursue 
their ability to control their own 
health care. They and their families 
must see medicine and its different 
specialties as a way to make life and 
living more comfortable. Medicine 
is not supposed to simply make life 
longer, it is supposed to improve the 
quality of life. If it can do that, medi-
cine has achieved what it was sup-
posed to do. 

Atul Gawande MD recently wrote 
a book and I respectfully borrow 
this section from his book, Being 
Mortal (2014). “People with serious 
illness have priorities besides sim-
ply prolonging their lives. As people 
become aware of the finitude of their 

If you have a letter for the Editor, 
please email to: prcms@suddenlinkmail.com 

or mail it to:
PRCMS

1721 Hagy - Amarillo, Texas 79106
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Medicare Pitfalls
by Steve Urban, M.D.

long as you are 65 yourself (nice try, 
Anna Nicole Smith).  If you don’t 
qualify, you have to buy into Part A 
just like a regular insurance program. 
Secondly, Medicare doesn’t cover cer-
tain potentially costly services dental 
care, routine vision and hearing care, 
and most importantly long term (nurs-
ing home) care.

In addition, you have to make co-
pays when you are admitted to the 
hospital. This doesn’t amount to a lot 
at first just a single payment of $1216 
takes care of the first 60 days but if 
you’re in acute care (either hospi-
tal, Long Term Acute Care, or Acute 
Rehabilitation) for more that 60 days, 
you have to start paying $315 a day. So 
let’s say you are in a terrible car acci-
dent, get paralyzed, are slow to wean 
off the ventilator and stay in acute 
care for 90 days; your Part A bill could 
be $9,450 and this doesn’t include all 
the doctor bills or your prosthesis. 

After 90 days in acute care, let’s say 
you finally get strong enough to go to a 
Skilled Nursing Facility. After 20 days, 
you are hit with another co-pays this 
time $152 dollars a day. Seventy days 
of this adds up to $10,640. And then, 
guess what! After 90 skilled nursing 
days, you run out of Part A completely.

Fortunately, you remember that 
you have 60 lifetime reserve days, but 
again there’s a catch. The co-pay goes 
up to $630 a day (a possible total of 
$37,800) and you use up all your life-
time reserve days in the process. Now 
you are responsible for 100% of your 
charges at least for another 60 days, 
when your 90 day clock starts over 
(see, I told you it was complicated!) 
An unlikely scenario, admittedly, but 
we’re up to almost $60,000 by now, 
and that’s just for Part A. In real life 
we will occasionally see patients with 

severe traumatic injuries, recurrent 
infections (e.g. diabetic infections) or 
patients with end stage renal disease 
and numerous complicated admis-
sions who exceed their Part A days.

Maybe things don’t work out so well 
in rehab, and you get a terminal dis-
ease and qualify for hospice care (esti-
mated life expectancy <6 months). 
Then Part A pays 100% of hospice 
benefits; you have no co-pays except 
for respite care (to give your family a 
break) and certain outpatient medica-
tions. From your standpoint, though, 
your level of coverage improves and 
you breathe a sigh of relief; then you 
remember that you ARE in hospice.

Medicare Part B pitfalls.

Medicare Part B pays helps out with 
doctor bills, day surgery procedures, 
certain outpatient medications (like 
cancer chemotherapy) and durable 
medical equipment (such as home 
oxygen, prostheses, wheelchairs, etc). 
But Part B isn’t something you paid 
for with your FICA tax; it’s more like 
a discounted medical insurance pol-
icy. You have to pay a monthly pre-
mium (starting at $105/month, but 
going up to as high as $335/month 
if you’re rich), you have deductibles 
(now about $147/year), and it only 
pays 80% of approved charges. Plus, 
the charges have to be medically nec-
essary, and you or your doctor may 
disagree with Medicare about what is 
medically necessary and what is not.

In addition, you have to be sure 
that your doctor/therapist/home 
health care agency is a “participat-
ing” provider. Most subspecialists are 
participating providers, but many pri-
mary care physicians are limiting their 
Medicare practice and some are opt-
ing out of participation entirely. If 
your physician is a participating pro-

In 1965, Lyndon Baines Johnson 
signed into law the Social Security 
Act, title XVIII of which established 

the first effective US government 
sponsored health care program--Medi-
care. It has been modified several 
times since then in 1972 to cover phys-
ical, speech and chiropractic therapy, 
in 1982 to cover hospice benefits, in 
2003 to cover some prescription drug 
costs; it continues to worry health 
care economists because of ever-ris-
ing costs. But, overall, Medicare has 
proved an enduring and essential pro-
gram. Unfortunately, it is almost as 
complex to understand as it is cumber-
some to administer. If you (like me) 
are approaching 65 years of age, you 
have a lot of learning to do! In this 
edition of Panhandle Health, I hope to 
help you recognize some of the pitfalls 
of getting started in Medicare.

Medicare Part A pitfalls.

Medicare Part A pays for acute hos-
pital care, post-hospital skilled nurs-
ing care, acute rehabilitation, home 
health care and hospice benefits for 
patients above 65. It also provides 
coverage to patients who have been 
disabled for more than 2 years, and 
to patients with end-stage kidney dis-
ease or amyotrophic lateral sclerosis, 
even if they are under age 65. It’s what 
you’ve been waiting for all these years, 
right? You’ve been envious of those 
severely disabled patients for their 
“entitlements” and now, just for sur-
viving 65 years, you have your VERY 
OWN entitlement! But slow down, 
pardner; there are pitfalls even in 
Medicare Part A.

First of all, you have to pay in to 
Medicare for 10 years (officially, 40 
quarters) to get this “free” benefit. 
You can also get it by being married 
to someone who qualifies, but only as 
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los to dodge in the Part B highway. 
Whereas Medicare Part A pays for hos-
pital admissions, Part B covers charges 
for patients in observation status. 
Physicians are under increasing pres-
sure to place patients in observation 
and to get them out of the hospital 
before two midnights have passed; 
patients need to understand that they 
will face the deductibles and co-pays 
associated with part B, not the one-
time co-pay of Part A. Another aspect 
of part B that our social workers face 
on a weekly basis relates to veterans 
who receive care in private hospitals, 
either through personal choice or 
because the VA does not offer the ser-
vices that they need. These veterans 
have often opted out of Medicare part 
B (and part D) because they expected 
professional and pharmacy services to 
be provided through the VA system. 
The veteran often experiences “sticker 
shock” when he gets thousand-dollar 
bills for physician, outpatient therapy, 
chemotherapy, or other charges that 
would normally come under Part B.

Medicare Part C pitfalls

Since Medicare Part B can leave 
you open to a lot of additional medical 
expenses, some seniors sign up for a 
Medicare Part C plan. These are the so-
called Medicare Advantage Plans; they 
are like being in a Medicare-subsidized 
HMO. The benefits are defined by 
Medicare, but the plan is administered 
by a for-profit company (like Aetna, 
Firstcare, United Healthcare, etc). 
Your out-of-pocket expenses are lim-
ited, premiums are usually fairly small, 
and some plans even cover expenses 
(such as vision or dental care) that are 
not covered by traditional Medicare. 
So, what’s not to like?

Well, remember that your Part 
C plan is being administered by a 
for-profit company that is trying to 
SQUEEZE EVERY DOLLAR OUT OF 
THE SYSTEM! (many national health 
systems have cut out the for-profit 
middleman completely, but we here in 
the United States haven’t figured that 

vider, he or she has agreed to “take 
Medicare assignment” (i.e. to accept 
what Medicare pays and only bill you 
for the remaining 20%), but again not 
all providers participate in Medicare. 
It is estimated that Medicare Part 
B pays only 40-80% of the average 
patient’s medical bills. This is why 
most seniors carry a “Medigap” policy  
policy to cover those fees and charges 
that Medicare doesn’t pay.

Let’s say you are a healthy old guy, 
and you think you’ll just wait until 
you get some expensive disease, and 
THEN you’ll apply to Part B and start 
paying the premiums. Guess what; 
they’ve thought about that too! If 
you don’t sign up with Part B when 
you are first eligible, you’re premium 
will go up 10% for every year that you 
skipped. So, unless you are covered 
by a qualified employer or unless you 
sign up for Part C (see below), it is 
usually a big mistake to opt out of Part 
B when you are 65.

There are a few more armadil- | continued on page 14
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to dwindle away by 2020. Fortunately, it 
is estimated that only 5-10% of seniors 
are affected by the donut hole and 
many of them are taking WAY TOO 
MANY medications.

Wow. That’s a lot of pitfalls. To 
read this, you might think I’m a disen-
chanted, entitlement-hating Rand Paul 
libertarian, rather than the optimistic, 
Great Society-loving liberal that I really 
am. I think that Medicare is one of the 
great social programs in US history 
and that LBJ (despite his manifest sins 
of character and disposition) is some-
where up there in public policy heaven. 
But you just have to be aware of the 
pitfalls of this complicated program 
in order to negotiate your way around 
them. And finally, remember, if you can 
just get to hospice, you’ve got it made. 

I would like to thank Sara Hightower 
and Nancy Boyce from Northwest Texas 
Hospital for their input into this arti-
cle. The useful information is mostly 
theirs; I myself am responsible for the 
attempted witticisms and the disrepu-
table politics.

Panhandle can be a real challenge.

Medicare Part D pitfalls.

Medicare part D is available for any-
one already signed up for Part A or B 
who desires prescription drug coverage. 
You don’t have to sign up, but (as with 
Part B) if you wait until after your first 
enrollment period, the premiums shoot 
up. Also, like Part B, you have to pay a 
monthly premium (which also increases 
as your income level goes up), and like 
Part C, it is administered by a multitude 
of for-profit companies, so coverage can 
vary greatly. You may think you don’t 
need coverage for expensive rheuma-
toid arthritis or cancer chemothera-
peutic drugs NOW, but what will you 
do with a bargain-basement plan if you 
come down with one of these expensive 
ailments?

Another pitfall of Medicare Part D 
is the famous donut hole: a gap (cur-
rently between $2,940 and $4,750) 
where you are responsible for 100% of 
your prescription drug costs. Yes, the 
donut hole is still there, although slated 

out yet.) So, you really have to read the 
fine print in these policies to see what 
is covered and what isn’t. One of the 
major headaches that our social work-
ers confront almost every day is deal-
ing with Medicare Advantage plans that 
won’t approve rehabilitation care after 
a stroke, or necessary antibiotics after a 
severe infection, or skilled nursing care 
to get a patient back on their feet after 
a critical illness.

Another pitfall facing patients inter-
ested in a Medicare Advantage plan is 
finding a primary care provider (PCP) 
willing to face the administrative head-
aches that these tightly-managed plans 
entail. Part C patients MUST designate 
a PCP. In preparation for this paper, 
I went to the Medicare website to find 
a participating PCP in our area, and 
almost half of the PCPs were retired or 
had moved away. A few were dead, prob-
ably an “advantage” to a plan that wants 
to limit expensive tests, but perhaps 
not conducive to your good health. 
So, finding a willing Part C provider 
in an underserved area like the Texas 

Editorial Policy and Information for Authors

Purpose Panhandle Health strives to promote the health and welfare of the 
residents of Amarillo and the Texas Panhandle through the publication of 
practical informative papers on topics of general interest to most physicians while 
maintaining editorial integrity and newsworthiness.

Spectrum The Journal seeks a wide range of review articles and original 
observations addressing clinical and non-clinical, social and public health, aspects 
as they relate to the advancement of the state of health in the Texas Panhandle. 
Pertinent letters to the editor, news submissions, and obituaries listings are 
accepted pending editorial review. The Editorial Board accepts or rejects 
submissions based on merit, appropriateness, and space availability.

Submission process Material should be e-mailed to the editor at prcms@
suddenlinkmail.com or mail a hard copy to Cindy Barnard, PRCMS, 1721 Hagy, 
Amarillo, TX 79106. A recent photograph of the author (optional) and a curriculum 
vitae or a biographical summary are also to be submitted.

in relation to their submissions.

Journal Articles Manuscripts should be double-spaced with ample margins. Text 
should be narrative with complete sentences and logical subheadings. The word 
count accepted is generally 1200 to 1500 words. Review articles and original 
contributions should be accompanied by an abstract of no more than 150 words.

order at the end of the article with reference numbers placed in parentheses at 
appropriate points in text. The minimum acceptable data include:

Journals: Authors, article title, journal, year volume, issue number, inclusive 
pages.

Books: Author, title, place of publication, publisher, year.

Web sites: URL of the site and the date the information was accessed.

Other sources: Enough information must be included so that the source can 

included parenthetically in the text.

legend.

Previously Published Material Short verbatim quotations in the text may be 
used without permission but should be quoted exactly with source credited. 
Otherwise, permission should be obtained in writing from the publishers and 
authors for publishing extensive textual material that was previously published.

Editing Accepted manuscripts are edited in accordance with the American 
Medical Association Manual of Style.

Letters Letters will be published at the discretion of the editor and editorial board. 

letters are subject to editing and abridgment.

News News should be e-mailed prcms@suddenlinkmail.com or mailed to Cindy 
Barnard, PRCMS, 1721 Hagy, Amarillo, TX 79106.

Obituaries Listings of deceased members of PRCMS with highlights of their 
contributions are published when adequate information is available.

Copyright Copyrights are reserved. Written permission from the editor must be 
obtained before reproducing material published in Panhandle Health whether in 
part or in whole.

 Opinions published in any article, statement, or advertisement 
are the responsibility of the author and shall not be construed by any means to 
represent those of the editors or the medical society.



SPRING 2015   PANHANDLE HEALTH     15

The Medicare Annual Wellness Visit:

A Focus on Preventative Health Services
by Les Covington, Pharm.D.

intended to identify risk factors and 
detect early disease. These compo-
nents include reviewing medical and 
social history, assessing risk factors for 
depression or mood disorders, evalu-
ating functional ability, conducting 
an exam, discussing end-of-life plan-
ning, and providing education, coun-
seling, and/or referral for preventive 
services. Medicare provides some guid-
ance regarding minimum documen-
tation for each component (Table 1). 
Covered but not required components 
of the IPPE are a screening electrocar-
diogram and ultrasound screening for 
abdominal aortic aneurysms. These 
services are covered as one-time-only 
screenings and must be conducted in 
concordance with or as a referral from 
the IPPE visit.1

Annual Wellness Visit

In contrast to the IPPE, the AWV 
is provided to all beneficiaries who 
are no longer within the first year of 
Medicare Part B coverage and have 
not received an IPPE within the past 
12 months. Unlike the IPPE, an AWV 
may be provided by other licensed 
medical professionals including but 

not limited to various levels of nurs-
ing, pharmacists, and health educators 
under the supervision of a physician. 
The visit is provided at no cost to ben-
eficiaries (co-payment and deductible 
do not apply) and is aimed at identi-
fying and updating preventive ser-
vices as recommended by the United 
States Preventive Services Task Force 
(USPSTF).2

Similar to the IPPE, Medicare 
requires several components to be 
updated and documented during 
each AWV. The first component is the 
health risk assessment which requires 
the practitioner to address at mini-
mum the patient’s demographic data, 
self-assessment of health status, psy-
chosocial risks, behavioral risks, activi-
ties of daily living, and instrumental 
activities of daily living. Medical, fam-
ily, social and surgical history must be 
collected along with documentation of 
all medications and the beneficiary.3-5

Several assessments are included 
in the visit. With the exception of vital 
signs, CMS does not require specific 
assessment tools but rather leaves 

One of the many provisions of 
the Patient Protection and 
Affordable Care Act is a focus 

on preventive medicine and health 
risk assessment to control healthcare 
expenditures by early detection and 
prevention of disease. In response to 
the new act in 2011, the Centers for 
Medicare & Medicaid Services (CMS) 
implemented the Annual Wellness 
Visit (AWV) to provide Medicare 
beneficiaries with annual health risk 
assessment and a personalized pre-
vention plan. The service is offered 
to patients through two separate but 
similar encounters: yearly AWVs and 
a one-time only Initial Preventive 
Physical Examination (IPPE) or 
“Welcome to Medicare” visit.

Welcome to Medicare Visit

The “Welcome to Medicare Visit” 
or IPPE is only available to new ben-
eficiaries within the first 12 months of 
Medicare Part B coverage and must be 
conducted by a physician or qualified 
non-physician practitioner (physician 
assistant, nurse practitioner, or clini-
cal nurse specialist). It is outlined by 
seven required components that are 

Table 1

Minimum Documentation for Components of the Initial Preventive Physical Examination

Medical and social history Past medical and surgical history, current medications and supplements, family 
 history, history of alcohol and drug abuse, diet, and exercise

Risk factors for depression Any appropriate screening recognized by a professional medical organization

Functional ability Any appropriate screenings that assess at minimum hearing impairment, activities 
 of daily living, fall risk, and home safety

Examination Blood pressure, height, weight, visual acuity, BMI, and other factors appropriate 
 for medical and social history

End-of-life planning Verbal or written information provided to beneficiary regarding advance directives

Education, counseling, referral based Evaluate risk factors and document education, counseling or referral 
on health risk assessment 

Education, counseling, referral for  Evaluate and document referral for preventive services. Provide beneficiary with 
preventive services follow-up plan.

| continued on page 16
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mation, and timeframe for follow-up 
screenings.

Subsequent AWVs can occur at 
a minimum interval of 12 months. 
In these visits, the same components 
are required to be addressed with the 
exception of depression and mood dis-
orders; it is not required to screen for 
depression outside of the first AWV.

Texas Tech Department of Family 
Medicine has  been conducting 
Medicare AWVs through physician-
pharmacist collaboration since mid 
2011. Hundreds of patients have been 
screened and referred for preventive 
services helping to improve the qual-
ity of healthcare for older adults in 
the Texas Panhandle. Overall, patients 
have reported positive experiences 
and perceive the visit as beneficial to 
their care.

For more information regarding 
AWV billing requirements, diagnosis 
codes, and screening criteria, please 
visit the CMS website and references 
provided with this article.

References
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initial preventive physical examina-
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it to the discretion of the provider 
to choose recognized, appropriate 
instruments. Beneficiaries should be 
assessed for depression or other mood 
disorders, cognitive impairment, hear-
ing impairment, and fall risk. Some 
quick and easy-to-use assessment tools 
include the Geriatric Depression 
Scale, Mini-Cog, Hearing Handicap 
Inventory for the Elderly, and the 
Timed Up and Go Test.

The real “heart and soul” of the 
AWV is the establishment of risk fac-
tors for disease and a written screen-
ing schedule for the beneficiary. 
These screenings and preventive ser-
vices are typically grade A and B rec-
ommendations from the USPSTF and 
are covered by Medicare at no cost 
to the beneficiary. For the most part, 
Medicare coverage guidelines follow 
the recommendations and screening 
frequency set by the USPSTF but, in 
a few instances (i.e. PSA for prostate 
cancer screening), covered services 
follow professional health society 
guidelines. Table 2 lists those preven-
tive services covered by Medicare at no 
cost to the beneficiary.6

The final component of the AWV is 
documentation of a screening sched-
ule for the next 5 to 10 years. The 
schedule must be provided to the 
beneficiary and should include cur-
rent screening history, recommended 
preventive services with referral infor-

Table 2

Medicare Covered Preventive Services

Abdominal aortic aneurysm screening HIV screening

Alcohol misuse screening and counseling Influenza, pneumococcal, and Hepatitis B vaccines

Bone mass measurement Intensive behavioral therapy for cardiovascular disease

Breast cancer screening Intensive behavioral therapy for obesity

Cervical cancer screening Lipid panel for cardiovascular screening

Colorectal cancer screening Medical nutrition therapy

Depression screening Prostate cancer screening

Diabetes screening Sexually transmitted infections screening and counseling

Diabetes self-management training* Tobacco cessation counseling

Glaucoma screening*

*Deductible and copayment applies
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Six Questions to Ask Older Parents
by Richard McElreath, Spring Capital Management, LLC

Reprint from Amarillo Style

4. Do your parents have an estate 
plan, and is it up to date? I believe any 
good attorney would, at a minimum, 
recommend that your parents have a 
will. If they don’t, then the court sys-
tem could step in and distribute their 
assets as it sees fit. In addition to having 
an up-to-date will, there are other plan-
ning considerations, such as shielding 
assets from estate tax. The federal estate 
tax exemption amount is $5.34 mil-
lion in 2014 -- or double that amount 
for married couples. There are several 
strategies to consider that are designed 
to reduce an estate tax burden: 

One is to make annual tax-free gifts 
of up to $14,000 (in 2014) to anyone 
they wish.

Another is placing assets in an irre-
vocable living trust. Income taxes on 
revenue-generating assets placed in 
such a trust are paid by the trust itself, 
not by them. In addition, the assets in 
the trust are not considered part of 
your parents’ estate and are therefore 
not subject to estate taxes when they 
both pass away. However, “irrevoca-
ble” means that generally they cannot 
change beneficiaries or trustees once 
they are chosen; your parents also relin-
quish control of their assets once they 
are placed in such a trust.

5. Do you and your parents under-

stand the potential benefits of the 
power-of-attorney designation? A 
power-of-attorney is a legal document 
that names an individual who will be 
charged with making financial or legal 
decision on behalf of another person, 
often a parent. This document can 
become very important should one or 
both of your parents become ill or inca-
pacitated in some way.

6. Should they consider a long-term 
care insurance policy? The average cost 
of a private room in a nursing home -- 
now topping $87,000 annually nation-
wide -- can put a tremendous financial 
burden on a family.1 For this reason, 
long-term care insurance can be a pru-
dent addition to the financial plan of 
older parents.

For more information about any of 
the issues discussed above, contact a 
financial advisor.

This communication is not intended 
to provide tax and/or legal advice and 
should not be treated as such. Each 
individual’s situation is different. You 
should contact a tax and/or legal 
professional to discuss your personal 
situation.

Source/Disclaimer:
1Genworth Cost of Care Survey, March 
25, 2014.

Regardless of whether you and your 
parents have always talked freely 
about money or never discuss the 

subject, there are several considerations 
you may want to address with them as 
they approach their later years. The six 
questions below can help you to start 
thinking about and planning for that 
conversation.

1. What’s the best way to introduce 
the topic of your parents’ financial 
needs and goals? When you do decide 
it’s time to “have the talk,” tactfully 
make clear what you would like to dis-
cuss, but also let your parents know you 
respect their privacy.

2. Are you confident that they are 
staying on top of their finances? Are 
bills getting paid on time? Are invest-
ments being monitored? Maybe you 
have already spoken with your parents 
about these money matters, but not in 
a long while. If you think they might 
appreciate a follow-up, it may be a good 
idea to check in again.

3. Are they taking advantage of 
direct deposit, online bill paying, etc., 
to help simplify their financial life? If 
your parents aren’t comfortable with 
technology and/or using a computer, 
offer to help or ask another trusted 
family member to chip in.
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Looking at Park Central, a Retirement Community
by Chelsea Williams and Wendi Swope

all the needs and wants of our grand-
mother would be taken care of with all 
the care and compassion that we could 
ever ask for.

Being centrally located in downtown 
Amarillo, Park Central’s was extremely 
convenient for our family. Each day, on 
multiple occasions, several of us would 
stop by to visit. We were always encour-
aged to share meals, participate in the 
many daily activities and to get to know 
the rest of the community. And, that’s 
exactly what we did.

We often joined our grandmother 
in the dining room for lunch or din-
ner. Their professionally trained chefs 
always had a great menu planned out. 
We would also walk around the campus 
checking out the beautiful courtyards 
and the many bird enclosures. We dis-
covered that Park Central had just about 
any amenity a person could want. The 
beauty salon was always busy and so was 
the Day Spa. There was even a pharmacy 
on campus, right next to the Jackson 
Square Grill, where we often ate. 

As we walked the halls, it became evi-
dent just how big the Park Central cam-
pus was. This amazing community not 
only offered certified Alzheimer’s care 
at Ware Living Center, but offered a full 
continuum of care from Independent 
Living and Assisted Living to Long Term 
Care and even Rehabilitation.

The four Independent Living build-
ings have big, spacious apartments that 
are decorated with each person’s fur-

nishings from home. Park Place Towers, 
The Continental, The Talmage and 
Plemons Court overlook either down-
town Amarillo, beautiful churches, 
green courtyards or a tree-lined city 
park. 

The two Assisted Living Centers 
are just as beautiful with one featur-
ing a serene outdoor area with a relax-
ing water feature. Both Moore Assisted 
Living and The Harrington allow resi-
dents to remain independent, but offer 
support services as needed. 

The Long Term Care offered at 
Ware Living Center was second-to-none 
and included the Namaste Program. 
Namaste is a Hindu term meaning ‘to 
honor the spirit within’. This program 
is designed to provide gentle, end-of-
life care fore residents with advanced 
dementia. It blends nursing care with 
activities to promote peaceful, relaxing 
experiences. 

It wasn’t until later that we learned 
Park Central even had a Skilled Nursing 
& Rehabilitation Center called The 
Arbors. It’s located in the Medical 
Center, which is probably why we didn’t 
connect all the dots at first. 

Park Central is a saving grace, not 
only for our family, but also for so 
many other families. There are so many 
options available when facing these life-
changing decisions, but we chose Park 
Central to help take care of our family. 
In the end, they became a part of ours. 

When our grandfather passed 
away suddenly, it threw our fam-
ily into unknown territory. Not 

only were we grieving for a husband, 
father, grandfather and great-grandfa-
ther wrapped up in one incredible man, 
but we were also learning about the 
extent of my grandmother’s illness. She 
had Alzheimer’s disease, and although 
she was still a vibrant, kind and caring 
woman, We were not sure many of us 
knew before he was gone, just how much 
she was gone as well. 

In the days after our grandfather’s 
passing, family and friends both locally 
and from out of town came to pay their 
respects and visit with our grandmother. 
She received each person with grace 
and dignity, but every 5-10 minutes, 
she would stop and ask, “What’s going 
on?” and would re-live her loss. After 
the funeral our family needed to make 
some tough decisions. The priority was 
our precious grandmother. The family 
wanted her to stay in the home she and 
my grandfather had built together over 
50 years ago. For several weeks, there 
was a live-in nurse and an army of family 
and friends trying to make life normal 
again for her. This arrangement met 
the initial desires of the family, but for 
long-term care we were again faced with 
a tough decision. We needed to find a 
place in Amarillo that could give our 
grandmother the same care and devo-
tion that her own family would. The 
Park Central community was a godsend 
for us. 

Among several options of communi-
ties, Ware Living Center was the right fit 
for our family. It is a long term nursing 
center dedicated to exceptional resi-
dent care, and its goal is to maintain a 
diverse, harmonious environment that 
meets everyone’s individual needs. We 
were able to get the high level of care my 
grandmother needed, and the 24-hour 
nursing care was a comfort to us all. The 
Village is a certified Alzheimer’s center 
located within the Ware Living Center. 
It was designed for residents with signifi-
cant dementia and also provides 24-hour 
licensed nursing care. We knew that 
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So You’re Medicare Eligible?:

What Does That Get You?
by Beverly McBeath, Director of Public Relations, Interim Healthcare

coverage will begin on January 1 as 
long as the plan gets your request by 
December 7. 

Approaching this age, it is impor-
tant to bear in mind the different 
parts of Medicare to better understand 
and sign up for the plan best suited 
for your life right now. Basically, the 
different parts of Medicare help cover 
specific services. When first signing up 
for Medicare coverage, keep in mind 
these different parts to ensure you 
are getting the most from your plan. 
The Medicare parts are A (Hospital 
Insurance), B (Medical Insurance), C 
(Medicare Advantage Plans like HMO 
or PPO), D (Medicare Prescription 
Drug Coverage),  and Medicare 
Supplements (Medigap). 

Medicare Part A helps to cover 
inpatient care in hospitals, skilled 
nursing facilities, hospice and home 
health care services, and inpatient 
care in a Religious Nonmedical 
Health Care Institution. This plan cov-
ers medically necessary and reason-
able treatments. Also, you must show 
significant improvement or you may 
become ineligible for more coverage. 
For those of you who wish to continue 
to work, the Part A + Employer Plan 
is also available. Qualifying for this, 
you must be 65 or older, have a group 
health plan coverage based on your 

or your spouse’s current employment, 
and the employer must have 20 or 
more employees. 

For those of you who plan on mak-
ing appointments to visit a doctor or 
other health care provider as an out-
patient, Medicare Part B is an appro-
priate option. This plan helps to cover 
medical services needed to diagnose 
or treat a medical condition, ambu-
lance services, mental health needs, 
durable medical equipment, and some 
preventive services such as mammo-
grams or flu vaccines. However, if you 
do not sign up for Part B when you are 
first eligible, the Part B penalty kicks 
in, increasing your monthly premium 
by 10% for each 12 month period that 
you wait.

Looking for all of the above? 
Medicare Part C, also known as 
the Medicare Advantage Plan, is a 
unique and fitting option for those 
that wish to have Parts A and B and 
in most cases, Part D coverage. In 
addition, vision exams, eyeglasses, 
dental, and health and wellness pro-
grams are also covered through Part 
C. Part C is administered by private 
insurance companies under contract 
with Medicare. Through this plan, 
Medicare pays a fixed amount for 
your care each month to these com-

Turning 65 is a birthday milestone 
for many. So, if you are approach-
ing the rite of passage that your 

65th birthday brings, consider the fol-
lowing information on Medicare and 
enrollment as your health care options 
are rapidly changing.

For starters, Medicare exists to 
make it easier for aging adults to get 
the highest quality health care at the 
most affordable price. The ultimate 
goal of Medicare is to transform itself 
from a program which simply pays the 
bills to a program which actively sup-
ports a high quality health care system.

During the months leading up to 
your 65th birthday, it is essential to 
understand the enrollment periods 
and regulations that go along with 
signing up for Medicare. As someone 
approaching this birthday, the Initial 
Enrollment period is one to mark in 
your calendar. The Initial Enrollment 
Period is held during the 7-month 
period that begins 3 months before 
the month you turn 65, and ends 3 
months after the month you turn 65. 
During this time, you can sign up for 
Part A and/or B. If you enroll in Part 
A and/or Part B the month you turn 
65 or during the last 3 months of your 
Initial Enrollment Period, your start 
date will be delayed.

However, if you choose to not sign 
up for Part A and/or Part B when you 
were first eligible, you may sign up 
between January 1 and March 31 of 
each year. Taking this route will cause 
your coverage to begin July 1 of that 
year and you may have to pay a higher 
Part A and/or Part B premium for late 
enrollment.

If you chose to delay signing up or 
wish to change your plan, you can take 
care of that during Late Enrollment 
period between October 15 and 
December 7 each year. Waiting to 
enroll during this period means your 

| continued on page 22
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by Medicare. Since each company has different rules for 
how you get services, the plans can charge different out-of-
pocket costs. In most cases, with Part C, you will receive the 
prescription drug coverage that Part D provides. If however, 
your plan does not cover prescription drug costs, you can 
join a Medicare Prescription Drug Plan. 

Medicare Prescription Drug Coverage, or Part D, is an 
option run by Medicare-approved private insurance compa-
nies to help cover the costs of prescription drugs. Through 
this plan, your prescription drugs costs may decrease and 
you are protected against higher costs in the future. If you 
are planning on moving to a different state during your 

enrollment year, however, you may pay a different premium 
or possibly may not have access to the same selection of 
Medicare Part D plans due to the varying costs among states.

Separate from the standard Medicare coverage, Medigap 
covers out-of-pocket costs for deductibles and co-pays that 
are not covered by Parts A and B. This plan is sold by private 
insurance agents. In order for you to qualify for Medigap, 
you must have Parts A and B; you do not need Medigap if 
you signed up for Part C. If you are interested in this cover-
age plan, keep in mind that different insurance companies 
may charge different premiums for the same policy. 

For more information on Medicare eligibility, visit 
Medicare.gov for the latest information concerning your 
health care options.

~

In keeping with this “Medicare Handbook,” we felt comfortable 
inserting this poem from one of our readers. A homage to all of 
our mothers. Special thanks to Bonnie Rogers.
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Power of Attorney:

Legal Issues and Ramifications
by Ed Dowdy and Chris Harkins, Underwood Law Firm, P.C.

manage your assets during life and in 
the event you are unable to do so: 

• a Statutory Durable Power of 
Attorney, 
• a Medical Power of Attorney, and 
• a Directive to Physicians.

1.  Statutory  Durable Power of 
Attorney  

A Statutory Durable Power of 
Attorney gives your designated agent 
the authority to make personal and 
financial decisions on your behalf. 
A Durable Power of Attorney can 
cover all aspects of your personal and 
financial affairs (other than medical 
decisions), or may be limited to spe-
cific situations and activities. This 
document can allow your designated 
agent to do such things as sign checks 
and tax returns, enter into contracts, 
buy or sell real estate, stocks, and 
bonds, deposit or withdraw funds, 
run a business, or make gifts to your 
beneficiaries. 

A Statutory Durable Power of 
Attorney can be made effective at the 
time you sign it or become effective 
only when you are determined to be 
mentally or physically incapacitated. 
An “incapacitated person” is defined 
by the Texas Estates Code as an “adult 
who, because of a physical or mental 
condition, is substantially unable to 

… provide food, clothing, or shelter 
for himself or herself; care for the per-
son’s own physical health; or manage 
the person’s own financial affairs.”

If you become incapacitated and 
do not have a Statutory Durable 
Power of Attorney in place, a court-
ordered guardianship may be neces-
sary. Guardianship is time-consuming 
and expensive, and may be avoided by 
executing this document.

2. Medical Power of Attorney
A Medical Power of Attorney allows 

your designated health care agent to 
make decisions on your behalf regard-
ing your health care in the event you 
cannot make those decisions. This 
document becomes effective only 
upon your incapacity as certified by 
your physician.

Without a  Medical  Power of 
Attorney, decisions about your medi-
cal care (should you become inca-
pacitated) might not be made the way 
you intended. The result of not hav-
ing a Medical Power of Attorney can 
wreak havoc on your loved ones, as 
they sort through medical options, 
especially those dealing with end-of-
life decisions.

 A well-drafted medical power of 
attorney should be “HIPAA compli-
ant” in order to legally authorize your 
health care provider to share your pro-
tected medical information with your 
designated health care agent. If the 
Medical Power of Attorney does not 
specifically authorize transmission of 
your protected health information as 
required under HIPAA, your health 
care provider may err on the side of 
caution and refuse to share this infor-
mation with your designated health 
care agent, who may need protected 
medical information to make an 
informed medical decision on your 
behalf.

No one knows what the future will 
hold, but one thing is sure: if 
we leave unanswered questions - 

questions that many of us would pre-
fer to avoid - about how to settle our 
affairs, life for our loved ones could be 
difficult. That’s why answering ques-
tions now - and formalizing them in 
an estate plan - is an important step 
that shouldn’t wait. Such questions 
include:

• Who will care for my children?
• How can I provide financially for my 
loved ones after I’m gone?
• Who has the legal authority to make 
medical and financial decisions for me 
if I become incapacitated?

Simply making others aware of 
your wishes is not enough. If you die 
without a will, also known as dying 
intestate, the Texas Estates Code – and 
not you – will determine how and to 
whom your assets will be distributed. 
Therefore, it is essential that you have 
the legal framework (such as a will) in 
place to ensure that your directions 
are communicated correctly and are 
followed. 

Although a will is an important part 
of an estate plan, it only takes effect 
after you die. The following three doc-
uments, though often overlooked, are 
needed to carry out your wishes and 
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3. Directive to Physicians 
The Directive to Physicians, which 

is commonly referred to as a “Living 
Will”, is a document that allows you 
to instruct your physicians not to use 
artificial methods to extend your life 
in the event you are diagnosed with a 
terminal or irreversible condition. An 
“irreversible condition” is defined by 
the Texas Health and Safety Code as 
“a condition, injury, or illness …   that 
may be treated but is never cured 
or eliminated; that leaves a person 
unable to care for or make decisions 
for the person’s own self; and that, 
without life-sustaining treatment pro-
vided in accordance with the prevail-
ing standard of medical care, is fatal.” 
A “terminal condition” is also defined 
under the Texas Health and Safety 
Code as “an incurable condition 
caused by injury, disease, or illness 
that according to reasonable medical 
judgment will produce death within 
six months, even with available life-sus-
taining treatment provided in accor-
dance with the prevailing standard of 
medical care.”

The Directive to Physicians takes 
effect only after two physicians deter-
mine that the patient is terminally ill 
and the patient’s attending physician 
determines that death is imminent 
or will result in a relatively short time 
without application of artificial life-
sustaining procedures.

If you desire that your life not be 
artificially prolonged in the event of 
a terminal illness, you should consult 
with an attorney to have a Directive 
to Physicians prepared for you. It may 
also be desirable to inform your phy-
sician of your wishes and to provide 
him or her with a copy of this docu-
ment. Failure to execute a Directive to 
Physicians may result in difficulties for 
your family in carrying out your wishes 
with respect to terminating artificial 
life-sustaining procedures. 

If you have not already sought legal 
advice about your estate planning 
needs, we encourage you to contact a 
qualified estate planning attorney for 
assistance. [This article was prepared 
by the Underwood Law Firm, P.C.]

HEALTHY NOW
HEALTHY FUTURE
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Everyone Needs a Will
by Ed Dowdy and Chris Harkins, Underwood Law Firm, P.C.

proper estate plan saves pennies dur-
ing your life but almost certainly costs 
many unnecessary dollars after your 
death. None of us wishes to saddle our 
loved ones with that extra burden and 
expense.

This article was prepared by the 
Underwood Law Firm, P.C. If you 
have not already sought legal advice 
about your estate planning needs, we 
encourage you to contact a qualified 
estate planning attorney for assistance.

Sharon E. White 
D. Chris Harkins 
Ed Dowdy 
Ken Fields 
Bryan Guymon

considerations, regardless of the size 
of your balance sheet.

What many don’t realize is that a 
properly drafted Will potentially saves 
your loved ones thousands of dollars. 
This is because a Will can enable your 
estate to be settled virtually free from 
court involvement. In a nutshell, the 
less the court is involved in the pro-
bate process, the less expensive the 
process and the more assets available 
to your loved ones. 

A Will also can allow an estate to be 
settled without the need for the exec-
utor to post a cash bond to protect 
your assets. Everyone knows we need 
to avoid being “penny wise and pound 
foolish.” Avoiding the expense of a 

One of the comments estate plan-
ning attorneys hear most often 
from clients and potential clients 

is “I don’t have enough assets to need 
a Will.” While it is true that most of 
us don’t need estate plans that are as 
complex as those needed by people 
like Bill Gates or Warren Buffett, it 
is equally true that everyone benefits 
from a basic level of estate planning. 
In short, EVERYONE NEEDS A WILL.

Most importantly,  a properly 
drafted Will communicates to your 
loved ones your exact desires concern-
ing your estate. Issues such as the per-
son charged with finalizing your estate 
and who gets assets you worked all of 
your life to accumulate are important 
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Terminal Sedation and Physician-Assisted Suicide
by Kelly Thurston, MS4

cerns, and feelings about sedation, 
but can help everyone involved be 
on the same page. If consent is not 
obtained when the patient is lucid 
and capable of such conversations, 
it can be very difficult to make these 
decisions during a crisis situation. 

For conscious and communicative 
patients, the discussion on palliative 
sedation should be a part of a more 
comprehensive conversation. This dis-
cussion includes the patient’s general 
condition and the cause of distress, 
acknowledgment that prior treat-
ments have not been successful and 
current prognosis, including predic-
tions about survival. Of course, the 
discussion should also incorporate 
rationale, aims, and methods avail-
able for the use of palliative seda-
tion. A plan for the depth of planned 
sedation, patient monitoring, and if 
appropriate, the possibility of planned 
weaning and even discontinuation of 
sedation should also be outlined. [5]

For a patient who is lacking deci-
sional capacity, the advanced care 
plan of the patient must be followed. 
If an advanced directive does not 
exist, the discussion regarding pal-
liative sedation (including consent) 
must be obtained from a legally rec-
ognized proxy. [6,7].  For an actively 
dying patient who is in severe dis-
tress and close to death, the opportu-
nity to obtain consent by the patient 
or his/her health care proxy may 
not be present. In the absence of an 
advanced directive or health care 
proxy, the provision of comfort mea-
sures (including, if necessary, the use 
of sedation) should be considered 
standard of practice and the default 
strategy for clinician treatment deci-
sions [5].

While voluntary euthanasia refers 
to the deliberate termination of the 
life of a patient by active intervention 
at the request of the patient, pallia-
tive sedation is utilized for refractory 
suffering. The intent of the interven-
tion is to provide symptom relief, 
not to end the life of the suffering 
patient. Unlike euthanasia, death of 
the patient is not the criterion used to 
gauge the success of the treatment.

Who might request palliative seda-
tion? The patients who benefit from 
palliative sedation are people who are 
imminently nearing the end of life.  
First, a palliative care physician must 
evaluate the patient to determine 
whether palliative sedation is indi-
cated. Reversible or treatable causes of 
the patient’s symptoms may be pres-
ent and should be addressed prior 
to initiating sedation. It is imperative 
that all other reasonable therapies or 
treatments have been attempted prior 
to palliative sedation. Also, if possi-
ble, a discussion between the patient 
and patient’s family should occur to 
ensure that sedation is the best choice 
for the patient and that it will meet his 
or her goals. 

In general, if palliative sedation 
is under consideration, review of 
the case by a multidisciplinary team 
should be conducted in order to 
assure that all other reasonable treat-
ments have been provided and that 
palliative sedation meets the patient’s 
goals [3,4]. 

Consent is extremely important. It 
should outline the purpose, process, 
benefits, and risks of palliative seda-
tion and encourage conversation 
between physician and patient about 
the topic if it has not taken place 
already. Not only does this allow the 
patient to express their goals, con-

One seemingly unanswerable 
debate in medicine is the issue 
of how to address end of life suf-

fering. There are many approaches 
to this issue including pain relief, pal-
liative sedation, and even physician-
assisted suicide (PAS). There is a fine 
line between these already grey areas. 
Some feel physician assisted suicide 
is a right patients should have, while 
others feel it is unethical or perhaps 
even murder. Additionally, some 
might consider palliative sedation 
the beginning of a slippery slope to 
physician-assisted suicide. Therefore, 
one important distinction to make is 
that PAS purposefully hastens death, 
where palliative sedation does not. In 
any circumstance, the patients, fami-
lies, law, ethics, and physician all play 
a part in this complex equation.  

Palliative sedation is the admin-
istration of sedative medications to 
lessen severe or refractory symptoms 
as patients approach the end of life.  
The goal is to induce a lessened state 
of awareness and even unconscious-
ness at times. Palliative sedation is 
only used as a last resort when patients 
are considered to have intolerable 
pain or suffering and are terminally 
ill [1].

Sedation inherently is a con-
tinuum due to the fact that differ-
ent doses of medications lead to 
varied levels of consciousness and 
also affect individual patients slightly 
differently. An attempt to relieve suf-
fering and burdensome symptoms 
with lesser doses of medications and 
other methods altogether should be 
attempted as patients near the end of 
life before relying on palliative seda-
tion. Palliative sedation is commonly 
utilized for the treatment of pain, dys-
pnea, agitated delirium, and convul-
sions [2]. | continued on page 28
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Stepwise administration is com-
mon, meaning small doses are used 
first and progression to larger doses 
occurs if symptoms are not adequately 
controlled with the previous dose. 
Administration routes include intrave-
nous, intramuscular, subcutaneous, or 
rectal. It is also possible to use gastros-
tomy for administration. Emergency 
bolus therapy for breakthrough symp-
toms is also recommended.  

Medications for palliative sedation 
usually start with a short acting seda-
tive such as a benzodiazepine. The 
effects of benzodiazepines include 
sedation, hypnosis, anxiety reduction, 
muscle relaxation, anterograde amne-
sia, and anti-convulsion. Other drugs 
can be used for sedation, including 
dopamine antagonists like chlorprom-
azine, barbiturates like phenobarbi-
tal, and hypnotics/amnestics such as 
propofol.

Patients who are not imminently 
dying may be monitored in order 
to preserve physiological stability in 
the interim. This may include repeat 
assessment of the level of sedation 
and vital signs. A lower dose of seda-
tive should be considered if life-threat-
ening obtundation with respiratory 
depression occurs. This is part of the 
challenge when it comes to manag-
ing refractory symptoms adequately 
without hastening death. A benzodiaz-
epine antagonist (flumazenil) should 
be available in case it is necessary. 

Routine monitoring of vital signs 
is not necessary for patients who are 
nearing death. Comfort is the sole 
concern. Signs indicating pain, agi-
tation, or respiratory distress such as 
tachypnea, should be observed and 
addressed. However, respiration is 
expected to decrease as patients near 
death and is not a reason to decrease 
sedation.

The limited data show that neither 
the administration of palliative seda-
tion [8] nor the degree of sedation 
hastens death in otherwise terminally 
ill patients [9-11]. These findings are 
illustrated in the following studies:

The impact of sedation on survival 
for terminally ill patients was evalu-
ated in a 2012 systematic review of 
observational studies involving over 
1000 patients (34 percent of whom 
underwent sedation) [8]. There was 
no statistically significant difference 
in overall survival between hospice 
patients who underwent palliative 
sedation (median, 7 to 27 days) and 
those who did not (median, 4 to 40 
days).

Of three studies evaluating the 
degree of sedation and its impact on 
survival after withdrawal of ventilatory 
support [9-11], there was no associa-
tion between the dosages of medica-
tions used (morphine in most of these 
cases) and survival duration.

It is worth noting that palliative 
sedation does not require discontinu-
ation of hydration and nutrition [15-
19]. These may be continued while 
the patient’s disease process pro-
gresses naturally. Since nutrition and 
hydration do not need to be discon-
tinued, that is not a reason to think 
palliative sedation hastens death due 
to starvation or dehydration. 

End of life care naturally brings 
ethical questions with answers that 
vary from patient to patient and fam-
ily to family depending on their per-
sonal, cultural, and/or religious 
background. Not only must the eth-
ics of sedation itself be considered, 
but what the decreased consciousness 
means in terms of nutrition, respira-
tion, communication with family and 
other important considerations. 

Once the lengthy discussion 
addressed previously has occurred 
with a patient, “the decision to act on 
these considerations relies on either 
obtaining informed consent by the 
patient (or his or her surrogate) or 
by previously determined advanced 
directive. In these deliberations, cli-
nician considerations are guided 
by an understanding of the goals of 
care and should be within accepted 
medical guidelines of beneficence 
and nonmaleficence.” As long as this 

is true, palliative sedation to relieve 
refractory symptoms at the end of 
life is supported by legal precedent 
[13-14].

Palliative sedation, when adminis-
tered properly, does not hasten death, 
but if abused or given by an unskilled 
clinician it can hasten death. Whether 
deliberate or not, when given in large 
enough doses, sedatives such as ben-
zodiazepines and barbiturates sup-
press the respiratory drive and lead to 
death [20-27].

Also, any physician involved in pal-
liative sedation must be aware of a few 
other ethical considerations. Before 
sedation is given, the patient must 
be thoroughly assessed for revers-
ible causes of symptoms [21- 28] and 
exploration of alternatives to pallia-
tive sedation should be offered and 
discussed [21- 29]. Another ethi-
cally grey situation related to pallia-
tive sedation is sedation given at the 
family’s request, which may not be in 
line with what the patient or his/her 
advance directive indicates [30].

Sedation should not be withheld 
when it is appropriate to be given. It 
is important to remember palliative 
sedation as an option if you care for 
patients nearing the end of life.  If 
you have questions as a physician, 
educate yourself so that you may offer 
the best care to your patients with as 
many options as possible. This will 
help avoid administration of futile 
care that occurs when the proposed 
therapy will not improve the patient’s 
medical condition [31]. Physicians 
must be capable of determining when 
care is futile, and be resolute enough 
to explain to the patient’s family and 
loved ones that the care given or left 
to give will no make a difference in 
the outcome. It is important to maxi-
mize communication between physi-
cian and family/patient in order to 
avoid arguments over what defines 
futility, as there is no unanimously 
agreed upon definition currently. 

Euthanasia and Physician-assisted 
suicide are different situations and 
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both are controversial topics with 
different societies holding differ-
ent views. Voluntary active eutha-
nasia occurs when the physician 
intentionally ends the patient’s life 
at the patient’s request and with the 
patient’s full informed consent. An 
incorrect use of the term euthanasia 
refers to “passive euthanasia” which 
includes terminating life-sustaining 
treatments, such as respirators and 
artificial nutrition. This is gener-
ally deemed ethical and legal [6].  
Physician-assisted suicide involves 
the physician providing medica-
tion, a prescription, information, or 
other interventions to a patient with 
the understanding that the patient 
intends to use them to commit 
suicide. 

Voluntary active euthanasia is legal 
only in the Netherlands, Belgium, and 
Luxembourg but is not legal in any 
state in the United States. On June 
26, 1997, the United States Supreme 
Court ruled 9 to 0 that there is no 
constitutional right to euthanasia or 

PAS [12,13]. However, the Supreme 
Court did rule that there is no con-
stitutional prohibition against states 
legalizing these interventions; this 
permitted states to enact statutes 
legalizing them. 

Phys ic ian-Ass i s ted suic ide i s 
legal in the Netherlands, Belgium, 
Luxembourg, and Switzerland. In 
the United States PAS was legalized 
in Oregon in 1997, Washington State 
in 2008, and in Vermont in 2013. It is 
currently being discussed in Montana 
and the act of  “aid in dying” is an 
accepted medical practice in Hawaii 
while PAS is not legislated there [15].

Physicians should develop their 
own opinions and comfort level with 
this type of care before offering it to 
patients. Also, they should familiar 
with the laws governing euthanasia 
and PAS in the state where they prac-
tice. Patients should consider address-
ing this topic with their loved ones 
and finalize their advanced directives. 
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Baby Boomers and End-Of-Life Care
by Ronnie Atkins, MSN, CNS, CHPN, RN

Administrator of Hospice Care of the Southwest

Gazelle stressed that hospice con-
tinues to meet or exceed the expec-
tations of terminally ill patients and 
the people who love them. Perhaps 
because, at the end, comfort is what 
is most important to most of us. 98 
percent of family members said they 
would strongly recommend hospice 
care to others in need. But the fact 
remains that a full third of hospice 
patients enter the service only in the 
last week of their life -- even though 
Medicare covers six months of this 
type of care. As baby boomers age and 
demand care on their terms, many 
believe this will begin to change.

“Baby boomers are going to turn 
all of this around,” Gazelle said. 
“They are so empowered around 
their health care and the health care 
of their loved ones -- they’re going 
to push hard to make sure that their 
needs are met.”

“I think that we will see the reim-
bursement structure change dra-
matically over the next decade. Baby 
boomers have received the best medi-
cal care imaginable for their entire 
lives – why should their death be any 
different?” said Dr. Alexi Wright, an 
oncologist at the Dana-Farber Cancer 
Institute, in Boston.

Studies have consistently shown 
that hospice provides the comfort 
people seek by reducing symptom 
distress for chronic illness, improv-
ing caregiver outcomes, and reducing 
hospitalizations near the end of life, 
including emergency department vis-
its, intensive care unit stays and hospi-
tal deaths. Hospices have specialized 
teams of caregivers uniquely trained 
in management of chronic serious 

their ill loved one.

The quest ion for  many has 
become: Does caring for a patient’s 
well being include considering how 
they want to live at the end of life? 
Is it time to shift our focus from cur-
ing to comfort? When considering 
comfort care, research has shown 
that hospice can greatly improve the 
quality of life for patients coping with 
a chronic illness as well as reduce 
health care costs. Research published 
in the March 2013 issue of Health 
Affairs found that hospice enrollment 
saves Medicare dollars and improves 
the quality of care for Medicare ben-
eficiaries with a number of different 
lengths of service. 

However, despite the proven 
benefits of hospice care and the 
comfort it can bring, it is often 
underutilized for most chronic ill-
nesses. Too few Americans entering 
life’s final phase are availing them-
selves of high-quality hospice care, 
despite the fact that Medicare cov-
ers the expense. According to two 
articles in the New England Journal 
of Medicine, the situation is only 
going to become more problematic 
as the nation’s baby boomers reach 
the end of their expected life spans 
in coming decades. “Only a third 
of Americans die under the care of 
hospice, and hospice care is free,” 
noted the author of one article, Dr. 
Gail Gazelle, assistant clinical profes-
sor at Harvard Medical School. “Far 
too often, patients end up in an ICU, 
rushed to the emergency room, and 
they end up dying there, when really 
they would much rather have died 
in their own home,” she added. And 
where is the comfort in that?

About 76 million people were 
born during the baby boom 
years, 1946 to 1964. The first 

wave of these baby boomers has 
already reached retirement age and 
has become eligible for Medicare. 
Caring for chronically ill elderly 
patients represents one of the biggest 
challenges in health care, a challenge 
that’s likely to intensify as the baby 
boom generation grows older and, 
inevitably, sicker. Because of this issue 
physicians are focusing on chronic 
health concerns and considering new 
ways to think about end of life care. 

According to the Dartmouth Atlas 
of Health Care, approximately 90 
percent of deaths among Medicare 
participants are associated with nine 
chronic illnesses: congestive heart 
failure, chronic lung disease, cancer, 
coronary artery disease, renal failure, 
peripheral vascular disease, diabetes, 
chronic liver disease and dementia. 
Dartmouth researchers found that 
people with chronic illness in the last 
two years of life account for about 32 
percent of total Medicare spending.

Chronic illness also takes a heavy 
toll on both the patient and their 
family caregivers. Patients experience 
difficult and uncomfortable symp-
toms which are hard for them to man-
age alone. They struggle to cope with 
their debilitating illness, their con-
fusing and multiple medications, as 
well as their dependency on oxygen 
or other medical equipment. They 
also face the stress of frequent hospi-
talizations. Over half of patients with 
illnesses like COPD are readmitted 
to the hospital within twelve months. 
Family caregivers often feel over-
whelmed and unprepared to care for | continued on page 34
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illnesses including: congestive heart 
failure, chronic lung disease, cancer, 
coronary artery disease, renal failure, 
peripheral vascular disease, diabetes, 
chronic liver disease and dementia. 
Hospices not only assist in the day-
to-day living of patients and families 
coping with serious illness, but also 
provide education and emotional 
support. As patients learn about their 
medications and disease, they tend to 
feel more confident, have less anxi-
ety and experience a better quality of 
life. 

Better quality of life has become 
the goal of many who choose hos-
pice care. Beyond quality of life and 
symptom management, hospice helps 
individuals regain a sense of control 
as they decide how they want to live at 
the end of life. Control is an impor-
tant factor to baby boomers known for 
their value of individual choice, strong 
opinions, and even stronger will.

According to Atul Gawande, a 
surgeon, public-health researcher, 
and New Yorker staff writer, “Hospice 
has tried to offer a new ideal for how 
we die.” 

Gawande writes in his book, Being 
Mortal: Medicine and What Matters 
in the End: “A few conclusions 
become clear when we understand 
this: that our most cruel failure in 
how we treat the sick and the aged is 
the failure to recognize that they have 
priorities beyond merely being safe 
and living longer; that the chance to 
shape one’s story is essential to sus-
taining meaning in life; that we have 
the opportunity to refashion our 
institutions, our culture, and our con-
versations in ways that transform the 
possibilities for the last chapters of 
everyone’s lives.” 

“Death is the enemy. But the 
enemy has superior forces. Eventually, 
it wins. And in a war that you cannot 
win, you don’t want a general who 
fights to the point of total annihila-
tion. You don’t want Custer. You want 

Robert E. Lee, someone who knows 
how to fight for territory that can be 
won and how to surrender it when it 
can’t, someone who understands that 
the damage is greatest if all you do is 
battle to the bitter end.” 

It may be time to shift the focus 
from curative to comfort when 
patients are experiencing:

• Unintended weight loss
• Dependence in 3 or more Activities 
of Daily Living (ADLs)
• Progressive disease
• Increasing Emergency Room visits 
and/or hospitalizations for complica-
tions of disease
• Patient/family choosing to focus 
on comfort rather than cure of the 
disease
• Patient/caregiver experiencing 
increased stress or signs of anxiety
• Patient/family habitually calling 
their medical providers with ques-
tions about medications, symptoms 
they are experiencing, etc.

Hospice Care is considered to be 
the model for quality, compassion-
ate care for people facing a life-lim-
iting illness or injury.  Hospice care 
involves a team-oriented approach 
to expert medical care, pain man-
agement, and emotional and spiri-
tual support expressly tailored to the 
patient’s needs and wishes. Support 
is provided to the patient’s loved ones 
as well.  At the center of hospice and 
palliative care is the belief that each 
of us has the right to die pain-free 
and with dignity, and that our fami-
lies will receive the necessary support 
to allow us to do so.

How does hospice care work? 
Hospice focuses on caring, not cur-
ing and in most cases care is provided 
in the patient’s home. Hospice care 
also is provided in freestanding hos-
pice centers, hospitals, and nursing 
homes and other long-term care facil-
ities.  Hospice services are available to 
patients of any age, religion, race, or 
illness. Hospice care is covered under 

Medicare, Medicaid, most private 
insurance plans, HMOs, and other 
managed care organizations.

How does hospice care work? 
Typically, a family member serves 
as the primary caregiver and, when 
appropriate, helps make decisions for 
the terminally ill individual. Members 
of the hospice staff make regular visits 
to assess the patient and provide addi-
tional care or other services. Hospice 
staff is on-call 24 hours a day, seven 
days a week.

The hospice team develops a care 
plan that meets each patient’s individ-
ual needs for pain management and 
symptom control. The team usually 
consists of:

• The patient’ s personal physician
• Hospice physician (or medical 
director)
• Nurses
• Home health aides
• Social workers
• Clergy or other counselors
• Trained volunteers and
• Speech, physical, and occupational 
therapists, if needed.

What services are provided? 
Among its major responsibilities, the 
interdisciplinary hospice team:

• Manages the patient’s pain and 
symptoms
• Assists the patient with the emo-
tional and psychosocial and spiritual 
aspects of dying
• Provides needed drugs, medical 
supplies, and equipment
• Coaches the family on how to care 
for the patient
• Delivers special services like speech 
and physical therapy when needed
• Makes short-term inpatient care 
available when pain or symptoms 
become too difficult to manage at 
home, or the caregiver needs respite 
time and
• Provides bereavement care and 
counseling to surviving family and 
friends.
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Medicare, and its history:    

A Study of a Worthwhile Idea
by Rouzbeh K. Kordestani, M.D., MPH

On July 30th, 1965, President 
Lyndon Johnson signed into law 
the Medicare Bill. With its sign-

ing, the United States for the first time 
chose to extend health care insur-
ance to the elderly (above 65) and 
the unemployed poor. Prior to the 
enactment of this law, no such cover-
age existed. Unlike most industrial-
ized nations, the United States did not 
guarantee access to health care for all 
of its population. In the United States, 
until the signing of the law, employ-
ers were the major providers of health 
insurance to their employees and 
their dependents. This, of course, left 
a significant portion of the population 
without coverage.

The initial push for the enact-
ment of health benefits for the 
population at large was started by 
President Franklin Roosevelt in 1935. 
Unfortunately, the idea was thought 
to be too unpopular. For this reason, 
when President Roosevelt signed the 
Social Security Act into law in 1935, 
medical benefits were specifically 
left out of the bill. President Harry 
Truman, too, was concerned about 
the lack of appropriate health cover-
age. However, his concern was for a 
different reason. President Truman 
was alarmed by the number of draft-
ees during World War II who failed 
their induction physicals. It became 
painfully clear to him that the gen-
eral state of health of the country was 
poor. More importantly, it meant that 
the average citizen could not afford 
visiting the doctor to maintain his or 
her health. In response to this short-
coming, President Truman advocated 
comprehensive health coverage. In 
1945, Truman pushed forward his first 
proposal providing for physician and 
insurance coverage for working aged 
Americans and their families. This 
first proposal was defeated soundly by 

different faction groups, the largest 
of which was the American Medical 
Association (AMA), which branded 
the president’s plan as “socialized 
medicine,” making full use of the 
stigma associated Russia and commu-
nism. Additional proposals followed. 
Even though President Truman was 
able to expand the topic of health 
care and bring the issue to the fore-
front of the national discussion, how-
ever, he was not able to pass any of his 
comprehensive agenda. 

Like President Truman, President 
Eisenhower had a vested interest 
in a coherent and expanded medi-
cal care system. However, in the post 
World War II years, the focus was 
directed more towards outside threats 
than domestic concerns. During the 
Eisenhower presidency, the House 
Ways and Means Committee was 
created in Congress and was given 
amongst its many tasks the issue of 
health care. The members of the origi-
nal committee, mostly Republicans 
and Southern Democrats, however, 
were not in favor of a comprehen-
sive health care law. For this reason, 
there was little change in sentiment or 
action until President Johnson took 
office.

In 1964, in the aftermath of the 
Kennedy assassination, President 
Lyndon B. Johnson was elected into 
office on a sweeping landslide. With 
a great deal of political capital gained, 
President Johnson was able to once 
again place the issue of health care 
in the forefront of his agenda. It was 
a part of his “Great Society” initiative. 
More importantly, the Democratic 
Party now controlled both Congress 
and the Presidency. Along with this, 
more progressive members from both 
parties sat on the Ways and Means 
Committee. These factors combined 

to allow for favorable consideration of 
the new health coverage agenda. 

One of the champions of cause 
of expanded health care was the 
Chairman of the Ways and Means 
Committee, Wilbur Mills (Democrat-
Arkansas). He helped to decide 
between the three different pieces of 
legislation that were put forth in front 
of Congress for consideration. The 
three versions of the bill were spon-
sored by John Byrne (Republican), 
the AMA (better known as Eldercare), 
and the administration (better known 
as Medicare). After much delibera-
tion, the AMA version was rejected. 
The two remaining versions were 
combined. This combined bill was 
then presented to Congress and went 
through more than five hundred 
amendments before being passed by 
both the House and the Senate.

The legislation created two amend-
ments to the Social Security Act of 
1935. Title XVIII, which is better 
known as Medicare Parts A and B, pro-
vided for hospital insurance for the 
aged, and for health provider cover-
age, respectively. Title XIX, which is 
now known as Medicaid, provided for 
the states to extend health care for 
individuals who were at or close to 
the public assistance level with federal 
matching funds.

In 1965, President Johnson signed 
the bill into law, making it Public 
Law 89-97. He chose to sign the law 
in Independence, Missouri, at the 
Truman Presidential Library as a trib-
ute to President Truman’s efforts. 
President Johnson thanked President 
Truman for “planting the seeds of 
compassion and duty which have 
today flowered into care for the sick 
and serenity for the fearful.”

In 1966, President Johnson pre-
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sented the now elderly and retired 
President Truman and his wife, with 
the first and second Medicare cards 
ever printed.

The specifics of the Medicare Bill
In 1965, when Medicare and 

Medicaid were passed as functional 
amendments to the Social Security Act 
of 1935, they were met with much sus-
picion. However, since its inception, 
Medicare and Medicaid have done 
much to ease the fear of the poor and 
the elderly in regards to their health 
care needs. 

The amendments have specific 
provisions that have to be considered. 
Medicare Part A covers inpatient hos-
pital stays for ninety days per illness, 
plus sixty lifetime reserve days. Part A 
also covers up to 100 days per illness 
for post-hospital skilled nursing facility 
care, hospice, and some home health 
care. Every person eligible for Social 
Security and over the age of sixty-five is 
eligible for Medicare Part A. Medicare 
enrollees are not charged premiums 
for Part A, but are subject to deduct-
ibles and co-insurance similar to com-
mercial insurance programs. 

Medicare Part B covers physician 
services and many outpatient hospi-
tal, diagnostic, therapy, and many 
other medical services. Medicare Part 
B is optional, although most Part 
A enrollees also sign up for Part B. 
Part B enrollees must pay a monthly 
insurance premium to CMS, and 
are also subject to deductibles and 
co-insurance.

Medicare Part C is the Medicare 
Health Maintenance Organization 
(HMO) program, called Medicare 
Plus Choice. Medicare Part C is an 
optional Medicare HMO, which 
enrollees may choose instead of Parts 
A and B. The HMO sets the additional 
premiums for Part C, and any deduct-
ibles, co-insurance and additional 
benefits, within the limits set by CMS. 
For example, about 10 to 15 percent 
of Medicare enrollees receive some 
limited prescription drug benefit by 
enrolling in a Medicare HMO under 
Part C.

As time has gone on, the Medicare 
and Medicaid amendments have been 
expanded to cover home health care 
needs, hospice, end-stage renal dis-
ease, and many other services. These 
additions are mostly due to political 
pressure. In addition, the disabled 
that were brought under the Medicare 
umbrella in 1972. 

Even though various groups have 
challenged various aspects of the law, 
no litigant has ever challenged the 
Constitutional basis of the act as a 
whole.

The future of Medicare/Medicaid
As the population is aging and 

as the baby boomers are hitting 65, 
the cost of care is increasing dramati-
cally. Medicare costs were $7.7 Billion 
in 1970. In 2000, they were over $200 
Billion. Even though the costs are 
astronomical, the rate of increase 
is much more concerning. In 1970, 
health care costs represented 7% of the 
gross national product. In 2003, they 
represented 14%. Experts and econo-
mists agree that at this rate, health 
care costs and the percentage growth 
will overshadow the expenditures on 
defense and will cripple the economy 
and its potential for future growth.

The concern about cost and expen-
ditures is well founded. The bit-by-bit 
addition to the coverage of Medicare/
Medicaid is termed by some as incre-
mentalism. This incrementalism is the 
point of contention for many as, bit-
by-bit, more and more is being placed 
under the national coverage. This is at 
the heart of the increase in Medicare/
Medicaid cost increases.

In the near future, as the specifics 
of the Affordable (Health) Care Act 
(ACA) become defined, the future 
and importance of Medicare and 
Medicaid will too be re-defined. As 
the population ages, there is a need 
for a better solution. But as in 1965, 
there must be movement for change, 
and patients and physicians have to 
be accepting of change for it to occur. 
How this will impact us is unsure. One 
thing that is certain is that it will have 
a tremendous impact. 
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Understanding your  
Medicare options

Merrill Lynch Wealth Management makes available products and services offered by Merrill Lynch, Pierce, Fenner & Smith Incorporated, 
a registered broker-dealer and member SIPC, and other subsidiaries of Bank of America Corporation.

Investment products: 

Are Not FDIC Insured Are Not Bank Guaranteed May Lose Value

Planning for healthcare costs is an essential component of a comprehensive retirement plan. It helps to 

ensure you have healthcare coverage throughout your lifetime, while guarding against negative impacts to 

your portfolio should you encounter significant or unexpected healthcare expenses. For most people, Medicare 

will be the anchor of their healthcare coverage plan once they reach age 65. However, Medicare will not cover 

all of your expenses. It’s important to understand all of your options and their costs as you plan for your 

transition into retirement.

What is Medicare?

Medicare is a federal health insurance program. At age 

65 1 you become eligible for Medicare, which consists of 

four types of coverage:

Part A Hospital Insurance

Part B Medical Insurance

Part C Medicare Advantage Plans

Part D Prescription Drug Coverage

Each part represents a different set of benefits and cost 

structures. Generally, there are two common ways to 

receive Medicare—Original Medicare, which is Parts A  

and B, or Medicare Advantage, which is Part C. 

Some individuals may have the option to maintain 

coverage through their employer or union, but many will 

utilize Medicare to provide their healthcare benefits or as 

their primary coverage.

What isn’t covered by Medicare?

Keep in mind that Medicare will not cover all of your 

healthcare expenses. For covered services in Parts A and 

B (Original Medicare) you typically will need to pay a 

deductible, coinsurance or copayment. Certain services 

such as long-term care, acupuncture, cosmetic surgery, 

routine dental care and routine vision care are not covered 

at all. Some of these services may be available to you 

through Part C Medicare Advantage, though an additional 

premium may be charged.

What is Medigap?

Medigap is supplemental to original Medicare Parts A 

and B and is designed to fill gaps in coverage such as 

copayments, coinsurance and deductibles. Some policies 

may also offer additional services not offered by Medicare. 

Medigap is optional.

•  Policies are offered by private insurers, but follow strict 

federal and state laws. Policies are standardized, so 

insurers typically offer the same benefits for each type 

of coverage.2

•  Generally, you must be enrolled in both Parts A and B to 

buy a Medigap policy. The policy covers one person.

•  Medigap policies should be purchased during the first  

six months of being enrolled in Part B. During this 

six-month window you are guaranteed the right to buy 

a Medigap policy. This period cannot be delayed or 

replaced. A�er this period coverage may be available, 

but is not guaranteed.

•  Costs vary based on the coverage and insurer.

•  These policies cannot be used in conjunction with  

Medicare Advantage.

The Advisory Group at Merrill Lynch forwarded this information to us, and we thought it would prove useful.
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Program Features and Benefits Costs Late Enrollment Penalties

Part A 
Hospital 

Insurance 

•  It helps pay for inpatient hospital and 

skilled nursing care, home healthcare 

and hospice care. 

•  You are automatically enrolled if  

you are already receiving Social 

Security benefits. 

• No physical exam is required. 

•  You may go to any hospital that takes 

Medicare. No referral is needed.

•  Usually there is no premium if you 

or your spouse paid Medicare taxes 

while working.3 

•  Deductible, coinsurance and 

copayments apply. 

•  Some people who do not qualify for 

premium-free coverage can pay a 

premium to obtain it. 

If you don’t qualify for premium-free 

coverage and elect to purchase it but 

don’t buy it when first eligible, your 

monthly premium may go up by 10%. 

This penalty will be assessed for twice 

as many years as you were eligible but 

didn’t join. There is no penalty if you 

had employer health plan coverage 

during this period of time.

Part B  
Medical 

Insurance 

•  It helps pay for doctors’ services, 

outpatient care, and other medical 

services and supplies not covered by 

the hospital insurance. 

•  It covers an initial physical exam within 

the first 12 months of enrollment. 

•  You may go to any doctor who takes 

Medicare. No referral is needed.

•  A standard monthly premium will 

apply. Premiums are higher for higher-

income beneficiaries.4

•  Typically Part B premiums are taken 

out of Social Security benefits. 

•  Deductible, coinsurance and 

copayments apply. 

If you do not enroll when first eligible, 

your monthly premium may go up by 

10% for every 12 months you were 

eligible but did not enroll. This penalty 

may remain for as long as you are 

enrolled in Part B. There is no penalty if 

you had employer health plan coverage 

during this period of time.

Part C  
Medicare 

Advantage 

Plans

•  They are an alternative to Original 

Medicare offered by private insurers. 

•  Plans cover Parts A and B and  

o�en Part D. 

•  They may offer benefits or services 

not covered by Medicare. 

•  Different structures may be available, 

such as Health Maintenance 

Organizations and Preferred Provider 

Organizations. Some plans may 

require referrals or may restrict you to 

doctors in a network.

•  They provide care under contract to 

Medicare, so you continue to pay the 

Part B premium and you may pay an 

additional premium. 

•  Costs are determined by the insurer 

and will vary. 

You may enroll only during specific 

periods of time. See penalties for late 

enrollment in Part A and Part B. 

Part D 
Prescription 

Drug 

Insurance

•  Protection is provided for people with 

high drug costs. 

•  Both brand-name and generic 

prescription drugs are covered. 

•  It is offered through private insurance 

companies approved by and under 

contract with Medicare. 

•  Premiums, deductibles and 

copayments vary depending on  

the insurer. 

•  In general, you pay a monthly 

premium, along with cost-sharing 

amounts for each prescription. 

•  Most plans have a coverage gap. 

A�er you and your plan have spent a 

certain amount, you pay all costs up 

to a yearly limit. 

•  Plans do not cover every drug, so it is 

important to check the plan formulary 

that lists the covered prescriptions. 

If you do not enroll when first eligible 

and do not have other coverage, your 

monthly premium will go up by 1% of 

the national base beneficiary premium 

for each month you were eligible but 

did not enroll. This penalty remains for 

as long as you are enrolled and may 

increase each year. There is no penalty 

if you had creditable coverage during 

this period, meaning coverage that is 

expected to pay on average as much 

as Part D. You should receive a written 

notice from the plan that provided your 

creditable coverage. 

Medicare options overview
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What should you consider?

Deciding what type of coverage meets your needs 

requires balancing the benefits provided with the potential 

costs. Consider the following questions:

•  What is most important to you—services covered, 

flexibility, cost structure, etc.?

•  Do you have, or are you eligible for, other types of 

healthcare or prescription coverage?

•  What types of services do you need and are these  

services covered?

•  Do your doctors and hospitals accept the coverage?

•  Do you have to choose your doctors and hospitals from 

a network? Do you need a referral?

•  How much are your premiums, deductibles and 

copayments? Is there a limit for how much you could 

pay in a year for out-of-pocket expenses?

•  What are your prescription drug needs? Are your drugs 

covered? What will they cost?

If you travel, you’ll want to look into plans that will 
cover care across state lines and overseas.

Original Medicare will cover your hospital and medical 

costs anywhere in the United States. However, there is no 

requirement that non-urgent care will be covered, so it is 

important to read your policy carefully. Medicare Advantage 

covers emergency and urgent care in the United States. 

For travel outside of the United States, in most 

circumstances Original Medicare will not cover your 

expenses. Some Medicare Advantage and Medigap 

policies may cover foreign travel emergencies.

If you plan to relocate when you retire, you should 
investigate your options based on the location you 
will be in when you retire.

Some Medicare Advantage plans may be limited to a 

certain geographic area. If you disenroll from your Medicare 

private health plan (Medicare Advantage plan) federal law 

does not usually give you the right to buy a Medigap plan. 

The laws in your state might give you more rights.5 You 

should check with the State Health Insurance Assistance 

Program in the state in which you plan to retire to find out 

if and when you can enroll in a Medigap plan in that state.

If you have a younger spouse, your spouse will need 
separate coverage until he or she reaches 65 and 
becomes eligible for Medicare.

Medicare is not offered as a family or dependent benefit. 

Generally, Medicare is only available to individuals age 65 

or older, so even though you might be 65 your spouse 

cannot receive Medicare benefits until age 65. Your 

spouse could evaluate COBRA, individual health insurance, 

or employer-sponsored health insurance as potential 

coverage options to fill the gap.

If you have COBRA or retiree health insurance 
coverage from a former employer, you will still want 
to sign up for Medicare when you are eligible.

COBRA and retiree health plans are not considered 

coverage based on current employment. You are not 

eligible for a Special Enrollment Period when that 

coverage ends. To avoid paying a higher premium, make 

sure you sign up for Medicare when you are first eligible.6 

It is also important to review the terms of your retiree 

health plan coverage carefully to understand how it will 

work in conjunction with Medicare. Generally, Medicare 

pays first for your healthcare bills and your retiree health 

plan coverage pays second.7

Planning considerations
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When can you sign up for Medicare?

If you are already receiving Social Security, you will 

automatically be signed up for both Part A and Part B 

with the option to withdraw from Part B (if, for example, 

you have and wish to continue coverage through your 

employer). You will receive a Medicare card in the mail 

two to three months before your 65th birthday. Coverage 

begins the first day of the month you turn 65.

If you are not currently receiving Social Security, you 

will need to apply for Medicare during the enrollment 

periods. Your initial enrollment period is the seven-month 

period beginning three months before the month in 

which you turn 65. To help avoid a gap in coverage, it is 

recommended that you enroll during the three months 

prior to your 65th birthday.

For Part D coverage, you need to opt in by filling out a 

form and enrolling in an approved plan. You must have 

Part A or Part B or Medicare Advantage to enroll in Part D.

What if you have access to COBRA (Continuation 
of Group Health Insurance Coverage)?

If you have the option for COBRA coverage, you should 

be aware that this does not affect the special enrollment 

period, so do not wait to enroll. If you are over 65 and wait 

until the end of your COBRA coverage period to enroll in 

Part B, you may have to wait to enroll at the next general 

enrollment period. This may result in a period of time 

during which you are no longer covered by COBRA and are 

not yet covered by Medicare. In addition, you may face a 

penalty in the form of a higher premium.

What if you’re still working at age 65?

If you’re working at age 65, you are still eligible for 

Medicare; however you may find your employer-provided 

health plan meets more of your needs. Talk to your 

employer’s benefits representative to determine how your 

plan interacts with Medicare and to determine what type 

of coverage makes sense for you.

•  It may make sense for you to enroll in Part A and delay 

enrollment in Part B until you are no longer covered 

by your employer. While you are working, Medicare is 

generally secondary so your employer’s plan will pay 

first.8 Part A may cover some of the costs not covered 

by the employer’s plan. Part B may offer limited value 

as premiums may be higher due to employment income 

and Part B enrollment may trigger the six-month 

Medigap enrollment period, which cannot be delayed  

or replaced.

•  There is a special enrollment period for those still 

working at age 65 who are covered by an employer’s 

plan. You can enroll penalty-free in Medicare any time 

while covered by your employer or during the eight-

month period that begins a�er the month in which 

employment or coverage ends.

What happens if you miss an enrollment date?

If you miss the initial enrollment or special enrollment 

periods, you can still sign up for Medicare during the 

annual general enrollment period; however, there may be  

a penalty or an increased premium.

Medicare enrollment
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Enrollment 
Period 

When It Occurs Who Is Impacted Helpful Hints

Initial  
Enrollment 
Period 

It begins 3 months 

before your 65th 

birthday month and  

runs until 3 months  

a�er that month.

Those enrolling in any 

part of Medicare.

Those receiving Social Security benefits 

are automatically enrolled in Parts A and 

B. Those not yet receiving benefits must 

apply. Sign up early to avoid a delay in 

coverage. To get Part A and/or Part B 

the month you turn 65, you must sign 

up during the first 3 months before the 

month you turn 65.

Special  
Enrollment 
Period 

It begins any time a�er 

age 65 while covered 

by an employer, and it 

ends 8 months a�er 

the month in which 

work stops or  

coverage lapses.

Those who continue 

to work a�er age 65 

and decide to delay 

enrollment.

Receiving COBRA benefits does not affect 

the special enrollment period. Sign up for 

coverage the month before employment 

ends to avoid a gap in coverage. Coverage 

starts the month a�er enrollment.

General  
Enrollment 
Period 

January 1 – March 31 Those who did not 

enroll in Parts A or B in 

their initial enrollment 

or special enrollment 

periods.

Coverage does not go into effect  

until July 1.

Annual  
Coordinated 
Election  
Period 

October 15 – December 7 Those who want to 

switch from Original 

Medicare to Part C 

or vice versa, switch 

from one Part C plan to 

another, or join, switch 

or drop Part D plans.

Coverage goes into effect January 1.

Medicare  
Advantage  
Annual  
Disenrollment 
Period 

January 1 – February 14 Those who want to  

switch from Part C to 

Original Medicare.

Those who switch may also enroll  

in Part D.

Medigap  
Enrollment 
Period 

It begins the first day 

of the month you are 

age 65 or older and are 

enrolled in Part B, and 

it runs for 6 months.

Those who want a 

supplemental policy to 

fill their gaps in coverage

You need to be enrolled in Medicare Parts 

A and B and cannot be enrolled in Part 

C. Missing this enrollment deadline may 

limit your options and lead to penalties. 
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•  The Medicare website (medicare.gov) contains general 

information and publications. It allows you to search for 

and compare healthcare plans, Medigap policies, drug 

plans, hospitals, nursing homes, home health agencies 

and doctors in your area.

•  The Medicare & You booklet can be found at  

medicare.gov and is mailed out each fall to households 

enrolled in Medicare.

•  Speak with a Medicare agent at 1.800.MEDICARE 

(633.4227); TTY users should call 1.877.486.2048.

•  Register at mymedicare.gov to access your personal  

Medicare information.

•  Find information about insurance options, new 

healthcare legislation, public health programs and 

community services at healthcare.gov. 

•  Get information about Veterans health benefits at  

va.gov/healthbenefits.

•  Enrollment information is also available through Social 

Security by calling 1.800.772.1213, using the website 

ssa.gov, or making an appointment at a local Social 

Security office.

•  You can receive free personalized counseling through  

your State Health Insurance Assistance Program (SHIP) 

at shiptalk.org.

•  National Council on Aging provides a Benefits  

Checkup on its website (ncoa.org) to determine  

eligibility for programs.

•  Contact the Medicare Rights Center if you have 

concerns at medicarerights.org or call 1.800.333.4114.

•  For links to local resources on Medigap coverage, visit  

the National Association of Insurance Commissioners  

website at naic.org.

Information resources

Get started

If Medicare will be the anchor of your healthcare coverage plan once you reach age 65, it’s important for you to 

understand your options, choose the coverage that’s right for you, and know how to enroll. The checklist on the next 

page can help guide you through the enrollment process and ensure you don’t miss any critical enrollment dates. 

Your financial advisor can help you take a look at the broader picture of estimating your annual healthcare costs and 

incorporating them into your overall retirement plan. 

Contact your Merrill Lynch financial advisor today or visit wealthmanagement.ml.com.
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Once you have decided which type of coverage best meets your needs, you may want to use the checklist below to help 

guide you through the enrollment process.

Before you 
enroll

   Maintain a good set of records. If you decide to maintain your employer or union-provided 

health plan and delay enrollment in Parts B or D, make sure you keep thorough records of 

your decisions and the conversations you had with Medicare so you don’t face a higher 

premium when you later enroll. 

   Keep your creditable coverage notice. You should receive a notice from your employer or  

union-provided plan that says you have creditable coverage. 

7 to 9 months 
before your  
65th birthday

  Check eligibility for Medicare benefits with Social Security at 1.800.772.1213.

  Review current and post-retirement benefits to determine what happens at age 65.

  Familiarize yourself with what Medicare covers.

4 to 6 months 
before your  
65th birthday

  Review Medicare Advantage and Medigap options.

  Check with your doctors to be sure they accept Medicare.

1 to 3 months  
before and  
a�er your  
65th birthday

  Enroll in Medicare Parts A and B. This can be done online or by phone.

  If you are receiving Social Security, you should be enrolled automatically.

  Consider enrollment in Medicare Advantage or Medigap.

  Consider enrollment in Part D prescription drug plan, if you are not covered elsewhere.

Within 1 year 
of your 65th 
birthday

  Make an appointment for your initial physical exam.

  Bring your records and medical history.

  Plan to discuss preventative measures.

A�er you 
enroll

  Review current coverage and any upcoming changes.

  Complete an annual Medicare coverage review.

  Look at other options to see if there is a better choice for your particular circumstances.

  Any changes must be made during the annual Medicare enrollment windows.

  Make sure your primary care physician reviews all of your medications.

Enrollment checklist
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1  Medicare is also available for those under 65 who are receiving Social Security disability benefits or have End Stage Renal Disease. This material only addresses benefits for those 

who are 65 and older. For more information, see medicare.gov.

2  Note that Massachusetts, Minnesota and Wisconsin standardize their policies differently.

3  To avoid the premium, you or your spouse must have 40 or more quarters of Medicare-covered employment.

4  If your income is above $85,000 individual or $170,000 married filing jointly, your premium will be higher than the standard monthly premium. The highest premiums apply if your 

income is above $214,000 individual or above $428,000 filing jointly. Your income is determined based on the most recent data available from the IRS (two years prior) and includes 

tax-exempt interest. If you experience a change in income you can file for an adjustment of the premium. (Source: SSA Publication No. 05-10536, ICN 470149, March 2014)

5 Medicare Interactive, Section III.d. Changing Medicare Health Coverage.

6  Medicare & You, Centers For Medicare & Medicaid Services, 2014.

7  Medicare.gov, Retiree Insurance.

8  If you work for a smaller employer (less than 20 employees), Medicare typically becomes primary and the employer-sponsored plan becomes secondary. For this reason it is critical 

to speak with your company’s benefits representative.

This material should be regarded as general information on Medicare and is not intended to provide specific healthcare advice. If you have questions regarding your particular 

situation, please contact your legal or tax advisor.

Merrill Lynch or any of its affiliates do not monitor or maintain the information available on the external web sites mentioned nor represent or guarantee that such web sites are 

accurate or complete, and they should not be relied upon as such.

© 2014 Bank of America Corporation. All rights reserved. | ARBRQ9FY | 423605PM-0714
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Be a part of the circle. In 2006, Potter Randall County Medical Society introduced the Circle of Friends, a program designed with the 
business of medicine in mind. Members of the Circle of Friends are companies that pay an annual fee to participate in Medical Society 
events. Their financial commitment allows PRCMS to provide quality programs throughout the year, such as the Annual Meeting, Doctors 
Day, Resident Reception, Family Fall Festival, Retired Physicians Lunch and Women in Medicine. In return, these companies are invited to 
attend these events and discuss with the physicians the benefits that their companies offer a physicians practice.

We are grateful for the support of these organizations and anticipate another great year of serving the needs of our members. The 
purpose for Circle of Friends is to provide a valuable base of resources to assist the physician in the business of medicine so their practice 
of medicine can improve. 

This program has proven to be a valuable resource of services such as liability insurance, accounting, banking and much more. This 
year, we hope to expand the Circle to include services the physician may use in his or her personal life. Through this program, we can invite 
businesses serving physicians to support the Society and increase their visibility among its members. Corporate support  contributes to the 
Society’s ability to advocate and care for physicians and patients in Potter and Randall Counties. 

The Medical Society thanks all of its supporters as it offers new opportunities to its membership.If your business is interested in being a 
part of our Circle of Friends, please contact Cindy Barnard at 355-6854 or e-mail prcms@suddenlinkmail.com

GOLD LEVEL 
 AMARILLO NATIONAL BANK          BAPTIST COMMUNITY SERVICES 

DUNCAN & BOYD JEWELERS          NEELY, CRAIG & WALTON INSURANCE AGENCY 
TEXAS MEDICAL ASSOCIATION INSURANCE TRUST 

TEXAS MEDICAL LIABILITY TRUST

SILVER LEVEL 
HAPPY STATE BANK          PANHANDLE EYE GROUP, L.L.P.          SUPPORT HOSE PLUS

 BRONZE LEVEL 
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MEASLES (RUBEOLA)
(THE 9 DAY FEVER)

Why Measles?
Although endemic measles was 

declared eliminated from the US (i.e. 
indigenous disease transmission was 
interrupted), outbreaks continue to 
take place. The United States is expe-
riencing a large multi-state measles 
outbreak that started in California in 
December 2014 and has spread to six 
additional states and Mexico.

The ini t ia l  conf irmed cases 
reported visiting Disneyland Resort 
Theme Parks in Orange County, 
CA, from December 17 through 
December 20, 2014. Through January 
21, 2015, 51 confirmed cases of mea-
sles linked to this outbreak have been 
reported to CDC, 42 from California 
and 9 from six other states: UT, WA, 
OR, CO, NE, and AZ. No source case 
was identified.

His tor ica l ly ,  meas les ,  which 
remains untreatable, has killed mil-
lions of people across the globe.

What is Measles?
Measles is a viral illness that comes 

with fever, rash, and symptoms that 
include cough, runny nose, and pink 
eye. It usually presents in someone 
who has had contact with an infected 
per son .  Immunocompromised 
patients may deceivingly exhibit little 
or no rash. The average incubation 
period for measles (from exposure 
to fever) is about 10 days. The rash 

usually follows the onset of fever by 3 
days and lasts about 6 days; hence the 
name 9 day fever.

The disease that may be self-lim-
ited can occasionally cause severe 
complications including brain involve-
ment (encephalitis) and death. 

 
Where did the name Measles come 
from?

The name of measles is proba-
bly derived from the Middle English 
“meseles” which describes the rash 
spots and, later on, after measles 
was well recognized, the word “mea-
sly” was derived, meaning small and 
inconsequential, perhaps as small as 
the rash spots. The virus that causes 
measles is called the rubeola virus.

How do I suspect Measles?
Suspect the measles when fever 

and rash emerge in a person who has 
recently come from an infected area 
or has been in contact with a person 
recently diagnosed with measles or rash.

How to diagnose Measles?
There is a blood test that is per-

formed by the CDC laboratories to 
diagnose the disease. However, the 
appearance of rash after fever devel-
opment is suggestive. The presence of 
Koplik spots, (small white spots in the 
inside of the cheeks) in this context is 
diagnostic.

How is Measles transmitted?
The transmission of the virus 

through infected respiratory secre-
tions (saliva, sputum, and mucus) 
causes the disease. The mode of trans-
mission is person to person through 
cough and sneezing particles, which 
then enter the body through the eyes, 
nose, and mouth. The virus can sur-
vive for 2 hours outside the human 
body suspended in the air; 90% of 
people close to the infected person 
become infected unless immune

How do doctors treat Measles?
There are no curative medica-

tions for the illness. Therefore, the 
treatment is largely supportive by giv-
ing nutrition, intravenous fluids, and 
antibiotics for any secondary bacterial 
infections that may develop.

How can I help prevent Measles?
Make sure that your children have 

received MMR (measles, mumps, 
rubella) vaccine among other sched-
uled vaccines. Persons who were born 
prior to 1957 are immune by virtue of 
having been exposed the disease in 
their childhood. However, younger 
individuals are at risk unless vacci-
nated. The vaccine is very effective in 
preventing the disease.

Pract ice hygiene prevention 
including careful hand washing and 
avoid contact with persons who have 
symptoms of disease.

Reported by Tarek Naguib, MD, 
MBA, FACP

Based in part on information from 
the CDC:

http://www.cdc.gov/measles/
about/transmission.html

http://emergency.cdc.gov/han/
han00376.asp

PATIENT EDUCATION

 Get Your CME in the TMA Education Center.
Convenient, one-stop access to CME when you need it. 

WEBINARS         SEMINARS         PUBLICATIONS 

www.texmed.org/educationn
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IUDs for Teenagers  TMA Daily 
Headlines (2/11) – The American 
Academy of Pediatrics recommends 
intrauterine devices as most effective 
and least risky form of contraception 
in sexually active teens.

Latinos Have more Diabetes in US 
JAMA (1/20) – Latinos who are 
acculturated by US lifestyle develop 
a higher chance of acquiring diabe-
tes mellitus, up to double that of the 
non-acculturated Latinos, in propor-
tion to the acculturation level.

More ACA Enrollments TMA Daily 
Headlines (2/18) – The White House 
has announced that 11.4 million peo-
ple had selected private health insur-
ance plans or renewed their coverage 
under the Affordable Care Act in the 
enrollment period that ended Sunday 
2/15/2015, exceeding the last year’s 
enrollment.

by Tarek Naguib, M.D., M.B.A., F.A.C.P.

HEALTH NEWS

Over 2 Drinks may Cause Stroke 
Science  Dai ly  (1/29) – Swedish 
researchers followed 11,644 twins for 
43 years discovered that over 2 drinks 
daily of alcoholic beverages  increases 
risk of stroke by a third in midlife (50-
60 years old) compared with those 
who drank less than half a drink a day!

Brain  Infect ions  Need Bet ter 
Recognition JAMA Neurology (2/8) 
- About 30% of patients with a sus-
pected CNS infection never receive 
an etiological diagnosis.  One-third of 
these patients die of the illness after 
prolonged hospital stays and exten-
sive investigations. There is a need 
for prospective monitoring of the 
incidence and burden of CNS infec-
tions to include undiagnosed CNS 
infections.

$215 Million for Precision Medicine 
Rare Disease Report (1/30) – The 
White House budget will earmark 
funds for medical research including 
$130 Million for creating a data base 
of one-million volunteers by the NIH 
for better understanding of disease 
processes.

ED Doubles in Troops since 2004 
Army Times (9/30/2014) – Erectile 
dysfunction has doubled in US mili-
tary in the past decade from 5.8 per 
1,000 person-years to 12.6 in 2013. 
This is nearly 3 times the incidence 
in the civilian population. Causes 
include post-traumatic stress disor-
der, depression, anxiety, injuries, 
and medications used to treat these 
conditions.

Pentagon Spent $504,816 on Viagra 
Fox News (2/7) – Department of 
Defense Spent over half a million dol-
lars on the drug Viagra last year as a 
part of the drug benefits program.

VA Hospitals have Less MRSA New 
York Times (1/30) – The acquisition 
of methicillin-resistant staph aureus 
(a resistant staph infection com-
monly known as MRSA) in Veterans 
Hospitals is reported to have dropped 

by 68% between 2007 and 2012, more 
than the rest of the nation. Although 
exact cause is not known, the routine 
screening and isolation procedures in 
these hospitals may be the cause.

Veterans have more Arthritis JAMA 
(1/20) – Military veterans were found 
in a recent study to have more arthri-
tis than their civilian counterparts. 
Interestingly, female veterans had 
much higher prevalence than male 
veterans (30% vs 25%, respectively).

CDC Advisory to Watch for MERS US 
News & World Report (1/30) – A new 
advisory for physicians to look for the 
Middle East Respiratory Syndrome 
(MERS) in patients with respiratory 
symptoms and history of travel or con-
tact with travelers from the Arabian 
Peninsula.

Measles Outbreak in Disneyland – An 
outbreak of measles initially reported 
in visitors to Disneyland in California 
with excess of 50 cases diagnosed 
spanning 6 different states, in January 
2015. While there are no drugs to 
treat measles, vaccination is very effec-
tive in the prevention for the disease

Persons Opting out from Vaccination 
TMA Daily Headlines (2/18) – Last 
year, 38,000 persons objected to vac-
cination in Texas for either personal 
or religious grounds.

Outbreak Bill! The Texas Tribune 
(2/11) – Senate Bill 538 proposes to 
grant health officials greater power 
to stop public transportation vehicles 
and detain individuals who may be 
infected, among other powers given 
to the governor to declare infectious 
disease emergency and stockpile gear 
and medications.

Sales of e-Cigarette to Minors Dallas 
Morning News (2/11) – Texas lawmak-
ers appear to be ready to ban the 
sales of e-cigarettes to minors this ses-
sion, in a bipartisan fashion. A debate 
may take place on whether a “sin tax” 
will also be added.

Get Answers.

Fast… easy…  
the first time.

(800) 880-7955
(512) 370-1550 in Austin

Fax: (512) 370-1634
8:15 am-5:15 pm (CT)  M-F 

E-mail: knowledge@texmed.org
www.texmed.org

TMA KNOWLEDGE CENTER
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Laboratory data revealed WBC 
11.5 K/μL, hemoglobin 15.6 g/dL, 
hematocrit 50%, and platelet count 
234,000 and normal electrolytes. 
Serum creatinine was 0.7 mg/dL, 
blood sugar 138 mg/dL, calcium 
8.3 mg/dL, albumin 2.8 g/L and 
BNP 1054 pg/mL. Chest radiograph 
revealed possible mild congestion 
and lower extremity doppler was 
negative for deep vein thrombosis.

Course of Hospitalization

The patient had two 5mm punch 
biopsies from the lesion and the 
peri-lesion areas. The histopathol-
ogy confirmed the diagnosis of drug-
induced bullous pemphigoid (BP) 
as evidenced by the presence of sub-
epidermal bulla filled with eosino-
phils with necrotic keratinocytes in 
blister cavity.

ine, metformin, and omeprazole. 

On examination the patient dis-
played normal vital signs with no 
fever. There was no lymphadenop-
athy. Chest auscultation revealed 
decreased air entry bilaterally with 
mild bibasilar crackles and end expi-
ratory wheezes. Heart sounds were 
normal without murmurs, rubs or 
gallops. Abdominal and neurologi-
cal exams were normal except for 
mildly decreased fine sensation.

The extremities revealed mild 
pitting edema bilaterally. However 
a huge bulla was noted emanat-
ing from anterolateral aspect of the 
left mid leg, measuring 17 x15 cm 
(Figure 1) and filled with clear fluid. 
There was mild erythema at the base 
of bulla but no signs of cellulitis 
in her legs. Peripheral pulses were 
palpable.

Introduction

We are presenting a case of an 
unusually large 17 centimeter bul-
lous lesion, a form of drug induced 
bullous pemphigoid (BP), induced 
by a widely used drug: furosemide. 

Bullous pemphigoid (BP) is an 
autoimmune blistering disease char-
acterized by autoantibody depo-
sition at the epithelial basement 
membrane zone. It most frequently 
affects elderly adults and classically 
presents with generalized pruritic, 
urticarial plaques and tense sub-epi-
thelial blisters or bullae.

For the internist it is important to 
know about commonly used drugs 
which can cause this condition so 
that appropriate and timely therapy 
can be initiated.

Case Report

A 63-year-old Caucasian female 
with past medical history of chronic 
obstructive pulmonary disease, 
hypertension, diabetes mellitus 
type 2, congestive heart failure, and 
hypothyroidism presented with a 
painless bulla on left lower extrem-
ity which started spontaneously with-
out trauma. The lesion started as a 
quarter-sized blister which got big-
ger to reach 17 cm over 4 days dura-
tion. The blister was associated with 
mild redness around it. She had no 
fever or blisters anywhere else on 
her body, including her mucous 
membranes. No previously known 
allergies. The patient had been on 
furosemide less than a year and the 
dose was recently increased due the 
need to control heart failure. Other 
medications were aspirin, albuterol/
ipratropium, carvedilol, levothyrox-

Figure 1 (bulla involving the mid left leg and it measured 17 x15 cm).

CASE CORNER

Gigantic Bullous Pemphigoid induced by furosemide
by Nibras Talibmamury MD, Mohammed A. Bahaa Aldeen MD, Omar Nadhem MD, Karima R. Ali MSIII, Abdelrazig Suliman MD, 

Rahul Chandra MD*

| continued on page 50
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distinguish BP from other disorders 
like pemphigus, in which the local-
ization is within the epithelium and 
not basement membrane.

Drug-induced BP can present as 
an acute or chronic form. The acute 
form commonly resolves after drug 
withdrawal, whereas the chronic 
form may sometimes assume all the 
characteristics of the typical autoim-
mune disease and may require pro-
tracted course of steroid therapy.

In conclusion, BP is a condi-
tion that is induced by furosemide, 
among other medications, and is 
usually manifested by blisters less 
than a few centimeters in size. We 
have not been able to identify a case 
that is similar to ours in the English 
language literature. Our case had 
a furosemide-induced 17-centime-
ter-wide BP lesion that responded 
well to oral steroids and withhold-
ing furosemide therapy. Clinicians 
should be aware of similar presenta-
tions in the elderly population.
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A review of the medication list 
was performed to detect potential 
offending agents and review of liter-
ature was undertaken. Furosemide 
was found to be the most likely cul-
prit and accordingly discontinued, 
and an oral prednisone regimen 
was initiated with good clinical 
response. A three-week follow up 
after discharge confirmed response 
with 90% resolution of the bulla 
without the development of any 
new blisters.

Discussion

Drug-induced BP is an acquired 
autoimmune disease character-
ized by sub-epidermal vesicles and 
bullae. BP commonly presents in 
older adults, usually about the age 
of 60 years, and clinically manifests 
with large tense bullous forma-
tion. It can be induced by variety of 
medications.

Sulfonamide and thiol con-
taining compounds are particu-
larly notorious for drug induced 
pemphigoid. Besides sulfonamide 
antibiotics, medications like furose-
mide and tolbutamide (that have a 
sulfa moiety) can cause this prob-
lem. Thiol containing compounds, 
including captopril, gold, penicilla-
mine and antipsychotic flupentixol, 
were also reported to cause this 
condition.

The evaluation of  patients 
with cl inical  f indings sugges-
tive of BP begins with obtaining 
skin or mucous membrane biopsy 
specimens from lesional tissue for 
hematoxylin and eosin and peri-
lesional tissue for direct immuno-
fluorescence (DIF). DIF is the gold 
standard for diagnosis and dem-
onstrates characteristic basement 
membrane zone antibody localiza-
tion in almost all patients with BP. 
Basement membrane localization is 
pathogenic and plays a major role 
in causing the separation of the 
entire epidermis from the dermis 
in BP. This localization also helps 
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Yes, I Would Like To Contribute To 
The Potter-Randall County Medical Society Education Fund

The education fund was established in 1981 to promote the advancement of general education in medical science 
in Potter and Randall counties through discussion groups, forums, panel lectures, and similar programs. It is the 
hope of the society that, through the education fund, the work of our physicians will be continued by increased 
public awareness and understanding of the advances in medical science.

We are happy to accept memorials and/or honorariums. Notification of gift is sent immediately. Amount 
remains confidential. Please make checks payable to Potter-Randall County Medical Society, and send to PRCMS, 
1721 Hagy, Amarillo, Texas 79106.

Enclosed is my contribution of $ ____________________

Print Name ____________________________________________________________________________

Address _______________________________________________________________________________

City ___________________________________________  State __________  Zip _________________

My gift is in memory of ____________________  My gift is in honor of ___________________________

Please send acknowledgement of this gift to:

Name _________________________________________________________________________________

Address _______________________________________________________________________________

City ___________________________________________  State __________  Zip _________________

Are you accepting new patients?    Looking to enlarge your practice?

ENROLL IN THE PRCMS REFERRAL SERVICE!
PRCMS receives calls each day from patients looking for a physician who: 

 1. Accepts new patients 4. Accepts their insurance
 2. Is near their home or office 5. Speaks a second language
 3. Performs a certain procedure 6. Accepts medicare or medicaid

Call the Potter-Randall County Medical Society at 355-6854 for more information and the referral service.
Remember the referral service is voluntary, and is free of charge to the physician and the patient.
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PROFESSIONAL CARDS
Cardiology

AMARILLO HEART GROUP
Joaquin Martinez-Arraras, M.D.

Marc Moreau, M.D.
Prakash K. Desai, M.D.
Jon Luigi Haddad, M.D.

Robert E. Jackson, III, M.D.
D. Gary Soya, M.D.

Agustin Cabrera-Santamaria, M.D.
Ismaile S.H. Abdalla, M.D.

Ernesto Rivera, M.D.
Arunava D. Ray, M.D.

A. Alan Chu, M.D.
Rajesh Nambiar, M.D.

1901 Port Lane
Amarillo, TX 79106-2430

(806) 358-4596 • 1-800-355-5858
www.amarilloheartgroup.com

Cardiovascular & 
Thoracic Surgery

Masoud A. AlZeerah, M.D., 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.

Randal E. Posey, M.D.
Turner Caldwell III, M.D.

Larry C. Roberts, M.D.
Scott D. Miller, M.D.
Jason K. Jones, M.D.

4302 Wolflin Ave.
Near I-40 & Western

355-9866

Gastroenterology

Abdul Thannoun, M.D.
3501 S. Soncy Road #107

Amarillo, TX
(806) 354-2400 • Fax (806) 354-8070

www.amarillogastro.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 • Fax (806) 352-2245

Hospice/Palliative 
Medicine

GENTIVA HOSPICE
Eric Cox, M.D.

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.gentiva.com
____________________

HOSPICE CARE OF THE 
SOUTHWEST

6600 Killgore Drive, Suite 110
Amarillo, TX 79106
Morgan Leak, M.D.

Medical Director
Brian Weis, Ph.D., M.D.
Associate Medical Director

Marc Irwin, M.D.
Associate Medical Director
Hernan Miranda, M.D.

Associate Medical Director
(806) 356-0026 (Office)
(866) 654-2941 (Toll Free)

(806) 358-3114 (Fax)
www.hospicesouthwest.com

Internal Medicine

Ruth Pilco-Jaber, M.D.
Board Certified in Internal Medicine

3501 Soncy Road, Suite 131
Amarillo, TX 79119

(806) 467-9111 • Fax (806) 467-9333
____________________

Mouin M. Jaber, M.D.
Board Certified in Internal Medicine

3504 N.E. 24th
Amarillo, TX 79107

(806) 381-1732 • Fax (806) 381-0748

Internal Medicine

AMARILLO DIAGNOSTIC CLINIC
6700 W. Ninth

Amarillo, TX 79106
(806) 358-0200

Endocrinology 
Susan T. Wingo, M.D.

 Gastroenterology 
Daniel A. Beggs, M.D. 

R. Todd Ellington, M.D  
Jake C. Lennard, Jr., M.D. 

James E. Lusby, M.D. 
Thomas L. Johnson, M.D.

Infectious Disease 
J. Taylor Carlisle, M.D.

Internal Medicine 
Holly Mitchell, M.D. 
Joanna Wilson, D.O.

Neurology 
Douglas Lewis, D.O. 
Sean Milligan, M.D.

Nuclear Medicine 
Bill F. Byrd, M.D.
Pulmonary Diseases 
Bruce Baker, M.D. 

Timothy S. Mooring, M.D., D, ABIM 
Gary R. Polk, M.D., D, ABSM

Rheumatology 
Ming Chen, M.D., Ph.D

Sleep Disorders 
Timothy S. Mooring, M.D., D, ABIM 

Gary R. Polk, M.D., D, ABSM
Physician Extenders 

Tiffany Ferrell, RN, MSN, FNP-C 
William A. Ledford, RN, MSN, FNP-C 

Albert Lusby, RN, MSN, FNP-C 
Teresa Pattison-Thomas, P.A.-C 
Freida Toler, RN, MSN, FNP-C

Neurosurgery

Jeffrey D. Cone, M.D., F.A.C.S.
Neurological & Spinal Surgery

Board Certified - American Board  
of Specialization

6822 Plum Creek Drive
Amarillo, TX 79124

 (806) 373-3177 • Fax: (806) 373-0423
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PROFESSIONAL CARDS
Neurosurgery

Bret D. Errington, M.D.
Board Certified by the American Board  
of Neurological Surgery - Cranial and 

Spinal Neurosurgery 
7120 W. 9th

Amarillo, TX 79106
 (806) 463-2251 • Fax: (806) 463-2252

____________________

J. Brett Gentry, M.D.
Neurological & Spinal Surgery

Board Certified - American Board  
of Neurological Surgery

Wayne S. Paullus, M.D.
Neurological & Spinal Surgery

Board Certified - American Board  
of Neurological Surgery

Wayne “CP” Paullus III, M.D.
Neurological & Spinal Surgery

#11 Medical Drive
Amarillo, TX 79106

(806) 353-6400 • (800) 358-2662
www.swneuro.com

Obstetrics & 
Gynecology

PANHANDLE OBSTETRICS  
& GYNECOLOGY

Dudley E. Freeman, M.D.
Gregory A. May, M.D.
Cullen Hopkins, M.D.
George Barnett, M.D.

Sarah Bergeron, RNC, WHNP
Brenna Payne, RNC, WHNP

7620 Wallace Blvd.
Amarillo, TX 79124

(806) 359-5468 • Fax (806) 358-1162
____________________

WOMEN’S HEALTHCARE 
ASSOCIATES, P.L.L.C.

Carin C. Appel, M.D.
Rhodesia A. Castillo, M.D.
Pamela A. Chandler, M.D.
David L. Chastain, M.D.

Brian J. Eades, M.D.
Clyde A. Meeks, M.D.

Amanda Murdock, M.D.
Stephanie Crockett, MSN, RN, FNP, BC

Brenna Melwein, FNP, BC
Brooke Hillard, FNP, BC
1301 Coulter, Suite 300

Amarillo, TX 79106
(806) 355-6330 • Fax (806) 351-0950

whaonline.net

Obstetrics & 
Gynecology

J.M. Anderson, Jr., M.D.
Dana Peterson, APRN, WHNP

1500 S. Coulter, Ste. 2
Amarillo, TX 79106

(806) 463-5635 • Fax (806) 463-2202
____________________

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, M.D.

Teresa E. Baker, M.D.
Paul E.Tullar, M.D.

Usha Sethi, M.D.
Joel R. Dickens, M.D.
Haylee DeVries, PA-C

Chad Winchester, MSN, WHNP
Diana R. Parker, RNC, WHNP

GYNECOLOGIC SURGERY

Hena Tewari, M.D.
Teresa E. Baker, M.D.
Paul E. Tullar, M.D.

Robert P. Kauffman, M.D.
Beverly E. Gerard, M.D.

Joel R. Dickens, M.D.

MENOPAUSAL MANAGEMENT

Robert P. Kauffman, M.D.
Beverly E. Gerard, M.D.

REPRODUCTIVE MEDICINE & INFERTILITY

PEDIATRIC GYNECOLOGY 
GYNECOLOGIC ULTRASOUND

Robert P. Kauffman, M.D.

URODYNAMIC TESTING &  
INCONTINENCE MANAGEMENT

Paul E. Tullar, M.D.

MATERNAL FETAL MEDICINE

OBSTETRIC ULTRASOUND

Heather J. Holmes, M.D.
www.ttuhsc.edu/amarillo/ 
patient/obgyn/ultrasound

GENETICS

Golder N. Wilson, M.D.

GENETIC COUNSELING

Shirley Karr, MSN

Ophthalmology

PANHANDLE EYE GROUP, L.L.P.
Specializing in the Diseases

& Surgery of the Eye
www.paneye.com

Amber Dobler-Dixon, M.D.
Glaucoma Laser & Surgery

Amarillo: 7411 Wallace Blvd.
(806) 350-1100 • (866) 567-0948

Robert E. Gerald, M.D.
Comprehensive Ophthalmology,  
Cataract & Refractive Surgery

7308 Fleming Ave. 
Amarillo, TX 79106

(806) 359-7603 • (800) 283-8018
John W. Klein, M.D.

Comprehensive Ophthalmology,  
Cataract Surgery
13 Care Circle

Amarillo, TX 79124
(806) 353-2323 • Fax (806) 351-2323

(888) 393-7488
C. Alan McCarty, M.D.

Comprehensive Ophthalmology,  
Cataract Surgery

7411 Wallace Blvd.
Amarillo, TX 79106

(806) 351-1177 • (800) 6393
W. John W. Murrell, M.D.

Comprehensive Ophthalmology,
Cataract & Oculoplastic

Reconstructive Eyelid Surgery
7411 Wallace Blvd.
Amarillo, TX 79106

(806) 351-1177 • (800) 782-6393
J. Avery Rush, M.D.

Cataract & Refractive Surgery
Sloan W. Rush, M.D.

Cornea, Cataract & Refractive Surgery
7308 Fleming Ave.

Amarillo, TX 79106
(806) 353-0125 • (800) 225-3937

Bruce L. Weinberger, M.D.
Comprehensive Ophthalmology,  
Cataract & Refractive Surgery

700 Quail Creek Dr.
Amarillo, TX 79124

(806) 353-6691 • (800) 637-2287
J. Edward Ysasaga, M.D.

Antonio V. Aragon, II, M.D.
Ryan Rush, M.D.

Diseases & Surgery of the Retina, 
Vitreous, & Macula
7411 Wallace Blvd.
Amarillo, TX 79106

(806) 351-1870 • (888) 404-1870
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PROFESSIONAL CARDS
Oncology

HARRINGTON PHYSICIANS, INC.
Power of ONE

MEDICAL ONCOLOGY

Brian Pruitt, M.D.
MEDICAL ONCOLOGY/HEMATOLOGY

Stewart Sharp, M.D.
Suhasini Nadesan, M.D.

Anita Ravipati, M.D.
Harrington Cancer Center

1500 Wallace Blvd.,
Amarillo, TX 79106

(806) 359-4673 • Fax (806) 354-5888
www.harringtoncc.org

Orthopaedic 
Surgery

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

1600 Coulter, Bldg. B
Amarillo, TX 79106

(806) 354-2529 • Fax (806) 354 2956
www.scoliosismd.com

____________________

Michael S. Manderson, M.D.
Adult Reconstructive Spinal Surgery

Board Certified
13 Medical Drive

Amarillo, TX 79106
(806) 322-1333 • Fax (806) 322-1334

____________________

James R. Parker, M.D.
Board Certified

Specializing in Sports Medicine 
& Total Joint Replacement

7000 W. 9th Ave.
Amarillo, TX 79106

(806) 350-2663 • Fax (806) 350-2664
____________________

Aubrey L. Smith, M.D.
Orthopaedic Surgery, Arthroscopic & 

Reconstructive Surgery / Shoulder Surgery
Board Certified - Fellow of the Academy  

of Orthopaedic Surgeons
1600 Coulter, Bldg. B
Amarillo, TX 79106

(806) 359-0718 • Fax (806) 359-9613

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, M.D.
Amber Price, M.D.

Martin Schneider, M.D.
Geoffrey Wright, M.D.

Pain Management/
Treatment

ADVANCED PAIN CENTER
Robert Paige, M.D.
6819 Plum Creek

(806) 463-1789 • Fax (806) 355-2469
____________________

Victor M. Taylor, M.D.
7100 West 9th

(806) 352-7431 • Fax (806) 352-2374

Pediatrics

Meganne Walsh, M.D.
716 North Polk

Amarillo, TX 79107
(806) 374-5900 • Fax (806) 374-5914

____________________

TEXAS TECH PHYSICIANS
OF AMARILLO

PEDIATRICS/PEDIATRIC SUBSPECIALTIES

1400 S. Coulter • (806) 354-5437
CHILDREN WITH SPECIAL NEEDS/

PEDIATRIC SURGERY

1400 S. Coulter, Suite 1300
(806) 356-4760

NEONATAL INTENSIVE CARE SERVICE - (NWTH)
(806) 354-1390

PEDIATRIC INTENSIVE CARE SERVICE - (NWTH)
(806) 354-1585

ADOLESCENT MEDICINE

Marita Sheehan, M.D.
PEDIATRIC BEHAVIOR/DEVELOPMENT

Angela Huang, M.D.
PEDIATRIC CARDIOLOGY

Srilatha Alapati, M.D.

Pediatrics
TEXAS TECH PHYSICIANS

OF AMARILLO (cont.)
PEDIATRIC GASTROENTEROLOGY

Abiodun Johnson, M.D.
PEDIATRIC GENETICS

Golder Wilson, M.D.
PEDIATRIC HEMATOLOGY/ONCOLOGY

Curtis Turner, M.D.
PEDIATRIC NEPHROLOGY

Tetyana Vasylyeva, M.D.
Emily Howard, PA

PEDIATRIC PULMONARY (CYSTIC FIBROSIS)
Adaobi Kanu, M.D.
PEDIATRIC – GENERAL

Todd Bell, M.D.
Oluyemisi Fatunde, M.D.

Amanda Griffin, M.D.
 Shannon Herrick, M.D.

Vinod Sethi, M.D.
Marita Sheehan, M.D.
Andrew Relph, D.O.
Huang Petersen, NP
Brittany Thomas, PA

PEDIATRIC SURGERY

Janet Meller, M.D.
Jason Nirgiotis, M.D.

CHILDREN WITH SPECIAL NEEDS

Walter Bridges, M.D.
Rolf Habersang, M.D.
PEDIATRIC ENDOCRINOLOGY

Alison Lunsford, M.D.
Sue Rankin, R.N., M.S.N., F.N.P.

Plastic & 
Reconstructive 

Surgery
Mary Ann Piskun, M.D.
Board Certified by the

American Board of Plastic Surgery
1801 Halstead, Ste. B
Amarillo, TX 79106

(806) 358-8731 • Fax (806) 358-8837
____________________

 
Rouzbeh Kordestani, M.D., M.P.H.

Plastic, Aesthetic, Reconstructive 
& Hand Surgery

3501 Soncy, #137
Amarillo, TX 79119

(806) 322-5438 • Fax (806) 322-5505
www.drkordestani.com
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MOVING?

Please Note Change of Address

NAME_________________________________________________________________________________

NEW ADDRESS______________________________________________________________________

CITY______________________________________________STATE____________________________

ZIP_____________________________PHONE______________________________________________

MAIL THIS FORM TO:

PANHANDLE HEALTH

1721 Hagy

Amarillo, Texas 79106

PROFESSIONAL CARDS
Plastic & 

Reconstructive 
Surgery

Patrick Proffer, M.D., F.A.C.S.
Cosmetic, Reconstructive & Hand Surgery

Board Certified by 
The American Board of Plastic Surgery

Member of the American 
Society of Plastic Surgery

1611 Wallace
(806) 352-1185 • Fax (806) 352-4987

www.drproffer.com

Radiology

HIGH PLAINS RADIOLOGICAL 
ASSOCIATION

1901 Medi Park, Suite 2050
Amarillo, TX 79106

(806) 355-3352 • Fax (806) 355-5367 
John Andrew, M.D.
Gary Aragon, M.D.

Branch Archer, M.D.
Richard Archer, M.D.

Gail Bentley, M.D.
Gayle Bickers, M.D.

Charles Brooks, M.D.
Crandon Clark, M.D.
Stanley Cook, M.D.

Tully J. Currie, M.D.
Michael Daniel, M.D.
Aaron Elliott, M.D.
Stephan Haas, M.D.
Michael Hall, M.D.
Arouj Hashmi, M.D.
Richard Khu, M.D.
Rahul Mehta, M.D.

Paul Pan, M.D.
Robert Pinkston, M.D.

Matthew Scalapino, M.D.
Rakesh R. Shah, M.D.
Martin Uszynski, M.D.
Kimberly Waugh, M.D.
Lawrence Zarian, M.D.

Surgery

Victor V. Hands, M.D., F.A.C.S.
Peripheral Vascular Surgery,

General and Laparoscopic Surgery
BOARD CERTIFIED

2418 S.W. 8th Ave.
Amarillo, TX 79106 

(806) 376-4385 

Anthony Fillmore, MD
General Surgery

Shane Holloway, MD
General Surgery

Chance Irwin, MD
General / Vascular Surgery

David Langley, MD
General / Vascular Surgery

Michael Lary, MD
General / Vascular Surgery

John McKinley, MD
General / Vascular Surgery

Surgery

AMARILLO SURGICAL GROUP 
6 Medical Drive

Amarillo, Texas 79106
(806) 212-6604  Fax (806) 212-0355





Insurance 
Made Simple
 Professional Liability 
 Commercial
 Personal
 Employee Benefits

Get it All with One CallCall

Cliff Craig, CPCU, CIC

(806) 376-6301
ccraig@neely.com
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TWO LOCATIONS,

Same Personal Care

We are proud to be your local team  

for your High-Tech Radiology needs.

Advanced Imaging 

�����:���WK���������������

Open Air MRI �����:DOODFH�%OYG����������������

AmarilloImaging.com
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