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A Message from the President:
Unwarranted Variation: Now Is the Time to Own It, Resolve It and
Not Be Financially Punished for Fixing It
Willie Underwood III, M.D. 

I would like to first state that we the 
physician didn’t create the problem of 
unwarranted variation alone. I agree that 
there is plenty of blame to go around. 
However, we are being blamed for it. If 
we don’t work together to reduce unwar-
ranted variation, reduce cost by improving 
quality and outcomes, we will continue to 
see physician payment reform in the form 
of payment reduction and greater support 
for the independent practice of physician 
assistants and nurse practitioners as a low-
er cost alternative to physicians. These are 
nothing more than cost reduction mea-
sures with little to no regard for improv-
ing the quality of care being delivered to 
patients. Our goal must be to focus on the 
quality of and appropriateness of care. We 
must figure out how to improve the value 
of the care that we deliver and by doing so 
increase our value to the healthcare sys-
tem as well. 

Value = Appropriateness of Care X 
Quality of Outcomes1

Cost to Patient
Reducing inappropriate use of care. The 

Institute for Healthcare Improvement1,2,3 
published a white paper reducing cost by 
improving appropriate use of specialty 

services. They offered a six-step frame-
work to reduce unnecessary care. 

1. Engage physicians, patients and key
stakeholders to search for opportunities 
for cost reductions.

2. Where opportunities exist, use con-
sensus criteria to define a standard of care.

3. Coach physicians in “discernment”
the process of determining whether the 
standard is appropriate for treating a given 
patient. 

4. Evaluate the aggregated outcomes
of multiple applications of discernment so 
that everyone involved can understand 
whether the standard is being applied 
properly. 

5. Intervene as needed to adjust the
standard or its application.

6. Implement the standard.
Several hospitals attempted to imple-

ment this strategy, but some dropped it 
as soon as they noted a reduction in hos-
pital reimbursement. Other hospitals tried 
a top-down approach that placed them at 
conflict with physicians. Some hospitals 
and communities have made progress 
because the process was led by physician 
leaders and I don’t mean hospital physician 
administrators.1

You may ask, why bother to reduce 
cost when all the savings will go to insur-
ance companies who will not share it with 
physicians through cost sharing or the pa-
tients by reducing their premiums. I agree 
that this a major concern that needs to be 
worked out with the payors by creating pi-
lot projects and cost sharing programs. 

In creating physician lead variation re-
duction programs, we must not:1,4

1) Lower physician’s incomes
2)  Skew physician/patient satisfaction

stats
3)  Negatively impact physician produc-

tivity
4) Interfere with physician autonomy

5) Create “cookbook medicine”
These are all valid concerns that need 

to be addressed. By setting agreed upon 
physician led standards will increase office 
efficiency by reducing unnecessary office 
visits to specialty care and allow specialist 
to focus on providing top care to patient 
who in fact needs their services (increase 
productivity and patient satisfaction). Of 
note in today’s world of healthcare deliv-
ery, physician autonomy is pretty much an 
illusion. By creating local guidelines that 
make sense this will allow all the “cooks” 
to use the same recipe. This doesn’t mean 
that from time to time the cook will not de-
viate from the recipe to make a better dish. 
I am not implying that the practice of med-
icine can or should be equated to making 
eggplant parmesan, but I hope you get the 
point. 

 In conclusion, we the physicians of 
Western New York need to lead the pro-
cess of improving outcomes and reducing 
cost to improve value. Instead of being 
place in a position of competing with one 
another, I suggest that we work together 
and make our outcomes the best in the 
region and country. Therefore, we make 
the region more attractive to employers 
because we will have a healthier com-
munity and their healthcare cost will be 
lower compared to other areas. We make 
our region more attractive to physicians 
because we will create a better working 
environment and more desirable reim-
bursement because of the higher quality 
of care provided.

Benjamin Bensadon, Ed.M., Ph.D. is 
an Associate Director, Internal Medicine 
Residency—Geriatrics & Palliative Care 
Rotation, Assistant Professor of Integrated 
Medical Science Department of Integrated 
Medical Science Charles E. Schmidt Col-
lege of Medicine, Florida Atlantic Univer-
sity. I first met Dr. Bensadon in 2012 as a 

continued on page 11
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A Message from the Executive Director:
What Now?
Christine Ignaszak Nadolny

Life as a physician is complicated. Life 
as a physician is rewarding. 

Life as a practicing physician in New 
York State (currently ranked as the 51st 
worst place to practice) may have just 
dropped lower. And that just might be due 
to the change to the Statute of Limitations 
(aka Lavern’s Law) for missed cancer diag-
nosis cases which was recently enacted – 
without any inclusion of tort reform.

While many physicians may consider 
this new legislation a loss, that MSSNY did 
not achieve a veto – that is certainly a rush 
to judgment not based on facts. MSSNY 
helped coordinate advocacy efforts among 
various allied interests, including other 
specialty societies, MLMIC and hospital 
associations, to substantially improve the 
final version. They “snatched victory from 
the jaws of defeat” because of the chap-
ter amendments which were achieved for 
each of you:

•  A fix to the ambiguous language that 
would have applied the “Date of Dis-
covery” rule to all cases, not just al-
leged failure to diagnose cancer.

•  A fix to provisions that would have al-
lowed plaintiffs to revive already-ex-
pired claims based on negligence 
that occurred up to 7 years prior to 
the suit being filed. The legislation 
deletes the original “effective imme-
diately” language and replaces it with 

language that makes the discovery 
rule applicable to negligence occur-
ring after the effective date, plus any 
accrued claims that have not yet ex-
pired as of the date of signing. In ef-
fect, the past exposure would be tied 
to the applicable statute of limitations 
for the defendant – 2.5 years prior 
to the effective date for health care 
providers, as opposed to the original 
bill’s seven years. It would also pro-
vide a limited re-opener for claims 
that expired in the last 10 months 
(under the old non-DOD rule) which 
must be filed within 6 months after 
the bill is signed.

Year after year, MSSNY and its compo-
nent county societies continually advocate 
for relief. Year after year when our county 
society meets with local legislators, there 
is always a plea for relief. Why then does 
it seem that effective medical liability re-
form is not a reality? Perhaps our voice had 
not been loud enough. Perhaps we are 
not consistently meeting with our elected 
representatives. Perhaps the monies that 
the MSSNYPAC has to work with are not 
sufficient. To be effective the MSSNYPAC 
needs contributions so that the medical 
profession is not “out of sight and out of 
mind” when so many other interest groups 
are making their voices heard loudly in 
Albany. 

Not only do we need additional dollars, 
we need additional “man/woman power”. 
Now is the time that you develop a per-
sonal relationship with each legislator that 
represents you, at both the Federal and 
State level. Be mindful that there are multi-
ple sets of legislators that you may need to 
work with --- those legislators that you vote 
for (based on your Board of Elections ad-
dress) and those, in whose district(s) your 
office is located. This personal relationship 
requires that you keep them apprised of 
the issues that may impact the provision of 
health care to their constituents (possibly 
you, your family, your employees, your 

patients). Besides a quick phone call, email 
or scheduled appointment – you should 
consider attending their fundraisers. This 
is a great way to develop or enhance a per-
sonal relationship with policymakers – if 
you don’t take the time, someone repre-
senting another constituency or profession 
may use that same time to voice a contrary 
perspective to the issues that matter to our 
profession and our patients.

Here are a few ways you can get in-
volved:

MSSNY has recently introduced the 
“Physician Advocacy Liaison” or “PAL”, 
where volunteer physicians will be “as-
signed” legislators with whom they will be 
asked to regularly contact. Consider this in 
the realm of “key contact”. The assignment 
will not be random, but based upon rela-
tionships that each participant may already 
have with the elected representative. That 
relationship might exist because he/she 
may be your neighbor, possibly be one of 
your patients. With your participation, our 
grassroots activity will be substantially em-
powered. If you are interested, please call 
me at 716-316-0565 so that we can discuss 
your involvement in this very important 
advocacy effort.

In addition to developing that one-to-
one relationship with legislators, consid-
er a contribution to the MSSNYPAC of at 
least $1.00 per day, that’s $365 per year. 
Not a lot, possibly less than the cost of a 
daily cup of coffee – but if every member 
of the Medical Society would contribute 
that amount – your voice would be ampli-
fied and your issues “would not be out of 
mind”. And, if you want to “up the ante” 
to $2.00/3.00 or more per day - not only 
would the physician voice grow louder, 
but we would become more pro-active 
than re-active.

If every physician were to take these 
steps, rather than the relative few who do, 
just think what we could accomplish.

Chris
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Appropriate Use of Mid-Levels  
and Clinical Support Staff in Your Practice
Leah S. Ranke Esq., Law Office of Leah S. Ranke, Esq.

Appropriate Use of Mid-Levels and 
Clinical Support Staff in Your Practice

Medical Assistants, LPNs, RNs, NPs and 
PAs. It is difficult to imagine the practice of 
medicine without them. Hiring the right 
individual for the jobs you need them to 
perform is essential. Establishing collabo-
ration relationships with referral sources 
and participating in patient care can ben-
efit patients. But you may not know the 
rules about the use of these professionals 
in direct patient care, or what happens if 
you misuse them or your relationships with 
them. There are many rules and laws, but 
here are the basics:

PAs. New York State has been register-
ing Physician Assistants since 1972. PAs 
must earn a bachelor’s degree in a quali-
fied PA education program, and pass an 
exam. Today, there are about 15,000 PAs 
registered by New York State. PAs may not 
practice medicine, and may not engage in 
an independent practice. It is inaccurate to 
say a PA. “has his or her own patients.” PAs 
are considered dependent practitioners 
who must work under the supervision of 
a licensed physician responsible for the 
actions of the PA. PAs cannot practice 
without a physician, co-own a practice 
with a physician, supervise a physician, or 
hire a physician as an independent con-
tractor. New York Education Law states, 
“The supervising physician may delegate 
to the physician assistant any medical 
procedures or tasks for which the physi-
cian assistant is appropriately trained and 
qualified to perform and that are routine-
ly performed within the normal scope of 
the physician’s practice.” Your PAs cannot 
practice certain areas of medicine, includ-

ing radiologic technology and optometry, 
or any area of medicine that is outside your 
scope of practice. 

Extensive physician-supervised duties 
CAN be delegated to a PA, including: 
taking patient history, performing patient 
evaluation, physical exam, monitoring, 
identification of deviations from the norm 
in routine diagnostic tests, recording prog-
ress notes, performing routine procedures 
such as injections, immunizations, suturing 
and wound care, managing simple condi-
tions produced by infections or by trauma, 
counseling patients and families on thera-
peutic regimens, and making referrals. 

Rules governing PAs working in the 
hospital setting are NOT the same as PAs 
in the outpatient office setting, and this can 
be confusing. In the inpatient setting, a PA 
is functioning as the physician’s agent, and 
might have the physician’s and hospital’s 
permission to write medical orders for in-
patients. Physician countersignatures are 
not required in that case, before nurses 
and others must execute them. There are 
additional rules regarding PAs in long term 
care facilities, ambulatory care centers, 
community clinics, and in rural and urban 
settings. 

In the outpatient private practice of-
fice setting, both New York State law and 
the coverage policies of all major patient 
health insurance state that there must be 
one clearly designated supervising physi-
cian who is physically present in the office 
any time a PA sees a patient. A physician 
must timely read and co-sign the PA treat-
ment notes, stating they agree with the 
PAs handling of the patient visit. A phy-
sician may not employ or supervise more 

than four PAs in the physician’s practice. 
The supervising physician may delegate 
to the PA any clinical functions within that 
physician’s scope of practice providing the 
PA is appropriately trained and competent 
to perform those functions, including writ-
ing medical orders and prescribing med-
ications. PAs may apply to the DEA for 
their own registration numbers as mid-lev-
el practitioners. Once duly registered and 
subject to any limitations set by the su-
pervising physician, PAs may prescribe 
Schedules II, III, IV and V drugs, in com-
pliance with Article 33 of the Public Health 
Law and Part 80 and Part 94.2 of Title 10 
regulations, as well as federal laws. 

Patient health insurance coverage rules 
require a physician to see a patient for ev-
ery initial consultation, where a treatment 
plan is made by the physician. Your PA can 
thereafter see your patient for routine fol-
low-up and maintenance. However, you 
as the physician must see the patient per-
sonally for any subsequent visit where the 
patient presents with new, undiagnosed 
problems, complications, or concerns, 
AND at least once a year. PA progress 
notes should routinely be reviewed the 
same day as your PA saw the patient, and 
when you co-sign the notes, you must 
state that you read and medically agree 
with the PA’s handling of the visit. PAs are 
paid at approximately 85% of the full phy-
sician rate, unless you also saw the patient 
at the same visit and meaningfully con-
tributed to the office visit. It is not enough 
that you may have popped in to say hello 
to the patient, or answered a question the 
PA had. In order to bill the full 100% phy-
sician rate for an office visit at which a PA 

continued on next page
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Appropriate Use of Mid-Levels…  
continued from page 8

was involved too, you must meaningfully 
examine the patient face-to-face yourself, 
diagnose the patient, make the medical 
decisions, develop the treatment plan, and 
(of course) properly document that you 
did all of the above. 

Medical Assistants. The State of New 
York does not license medical assistants. 
New York Education Law Section 6530 
(11) states that physicians may not allow 
(permit, aid or abet) any unlicensed person 
to perform activities requiring a license. 
Knowingly delegating a medical task to an 
unlicensed person is professional miscon-
duct, even if you know that person to be 
experienced and competent to perform 
the medical tasks you delegated to them. A 
“medical task” is any activity that requires 
“medical judgement and assessment,” 
and is off limits for any medical assistant to 
perform. New York State Office of Profes-
sions has stated that it IS okay for you to 
have your medical assistant perform office 
secretarial work with charts and billing, 
take vitals, perform ECGs, take lab spec-
imens like bloodwork, and be a second 
set of hands alongside you for a specific 
non-medical task such as handing supplies 
to you. Examples of the sorts of tasks IT IS 
NOT permitted for you to allow a medical 
assistant in your practice to conduct in-
clude: triage, administer any medications 
(through any route,) administer contrast 
dyes, perform any injections, place or re-
move sutures, take x-rays, position a pa-
tient for x-rays, apply casts, or be your first 
assist in any procedure or surgery. 

LPNs. New York State licenses practi-
cal nurses. New York State Education Law 
§6902 states that you may task an experi-
enced and able LPN with responsibilities 
of: case finding, health teaching, health 
counseling and providing supportive and 
restorative care under the direction of 

you or your RN, NP, or PA. LPNs are most 
commonly employed bedside in the hos-
pital or nursing home settings, and there 
are many New York laws and regulations 
about what an LPN can and cannot do. In 
general terms, New York State Office of 
Professions states that it IS okay for your 
LPN to perform the following tasks, if they 
are trained and competent to do so: ad-
minister medication, vaccines, and blood; 
observe, measure, record, and report pa-
tient data; perform clinical procedures, 
such as urinary catheterizations, oral or 
tracheal suctioning, sterile dressing chang-
es, and starting a peripheral IV; supervise 
unlicensed care staff; and identify patient 
goals for possible inclusion in a patient’s 
care plan. It IS NOT permitted for you to 
allow an LPN to perform any task for which 
they are not trained and competent, per-
form any nursing diagnosing, develop or 
make any changes to care plans, or triage. 

RNs. New York State licenses regis-
tered nurses. New York Education Law 
§6902 permits you to employ RNs to per-
form “nursing diagnoses” and “nursing 
treatment” to your patients. These are 
NOT the same as a physician medical di-
agnosis or treatment. RNs do not make 
medical diagnoses or prescribe medical 
treatments or drugs. There are many other 
New York laws and regulations about what 
an RN can and cannot do. New York State 
Office of Professions states generally that 
it IS okay for your RNs to engage in “case 
finding, health teaching, health counseling 
and providing care supportive to or restor-
ative of life and well-being.” But RNs must 
carry out medical regimens only as pre-
scribed by a licensed physician, NP or PA. 
It IS NOT permitted for you to allow an RN 
to diagnose and treat in any manner that is 
inconsistent with the medical regimen you 
established for a patient, or perform an 

activity in which the RN is not trained and 
competent. The following are examples of 
activities it IS okay for an RN in New York 
to perform, but only while physically work-
ing with a physician and when prescribed 
by a physician, NP or PA: identification and 
addressing of patient health problems and 
unmet patient care needs, development 
of nursing care plans, bereavement coun-
seling, ostomy care, medication adminis-
tration, wound care, health screening of 
early signs of disease or risk factors, health 
teaching, making referrals, and emotional 
support to patients and their families. 

NPs. You may have NPs included in 
your medical practice, or you may be col-
laborating with one or more NPs at oth-
er locations. In New York State, a nurse 
practitioner is an RN who has completed 
advanced nursing education (usually a 
master’s or doctorate degree) in a nurse 
practitioner specialty area AND is certified 

continued on page 10
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continued from page 9

by the New York State Education Depart-
ment in that specialty area: Adult Health; 
Family Health; Gerontology; Neonatology; 
Obstetrics; Oncology; Pediatrics, Perina-
tology; Psychiatry; School Health; Wom-
en’s Health; Holistic Care; and/or Palliative 
Care. Additional limitations and rules ap-
ply for NPs in the following settings: Acute 
Care, College Health, Community Health, 
and Holistic Care, and Gynecology. An NP 
must be competent and engage ONLY in 
the specialty area of practice in which the 
nurse practitioner is certified. Within these 
strict limits, on a day-to-day basis, an NP 
does not necessarily have to be part of 
your medical practice. NPs do not require 
direct physician supervision over them or 
co-signatures of their charts or records. 
But all NPs must have an active physician 
“Collaboration” in operation. If you are a 
collaborating physician to an NP, you and 
the NP must be collaborating on the same 
specialty area for which you are experi-
enced and they are certified. 

New York State Education Law pro-
vides for two NP physician Collaboration 
options. First, all NPs must establish a re-
lationship with a collaborating physician, 
with whom they maintain active communi-
cation and have written practice agreement 
and protocols. This can be in your practice 
or at another location. You, as the collab-

orating physician, must review the NP’s 
charts at least once every three months, 
and may not enter into written practice 
agreements with more than 4 NPs who are 
not located on the same physical premis-
es as you. Second, since 2015, New York 
State’s Nurse Practitioners Modernization 
Act states that NPs having more than 3,600 
hours of qualifying NP experience can 
elect to either continue that collaborative 
physician relationship with its written prac-
tice agreement and protocols, OR have 
“collaborative relationships” with one 
or more qualified physicians or licensed 
health care facility physicians. If you are 
in a “collaborative relationship” with an 
NP, New York State Education Law states 
that you and the NP must communicate 
with each other by phone, electronically, 
or in writing to exchange information to 
provide comprehensive care or make re-
ferrals. There is no requirement under this 
second option that you as the physician 
review the NP charts every three months, 
or have a written collaborating agreement 
with protocols, but you as the physician 
must complete a qualifying “Attestation.” 
An NP under either option may continue 
to see patients even if you, as a collaborat-
ing physician, are on vacation or even out 
on a leave of absence or illness, as long as 
you remain available for communication 

as needed. In the case of a prolonged ab-
sence by a collaborating physician, it is rec-
ommended that you identify an alternate 
resource person for the NP. There are oth-
er rules and regulations concerning NPs. 

There are many additional laws and 
rules about the use of PAs, Medical Assis-
tants, LPNs, RNs and NPs, the presence of 
their names in your patient records, and 
your reimbursement rates. Every licensed, 
certified, and registered professional in 
your practice has ongoing education, test-
ing, and malpractice insurance and recer-
tification credentialing requirements. If 
you have specific questions, you should 
consult with a knowledgeable source and 
clarify your own responsibilities. Relying 
on your employees and mid-levels alone 
to set their own credentialing, treatment 
or schedule boundaries is not appropriate. 
In all cases, mid-levels and other support 
staff with whom you work or collaborate 
become your responsibility on different 
levels. They are not physicians. All are just-
ly limited by you in their ability to perform 
patient care: by your physical presence or 
availability for supervision or collaboration, 
by any limitations you set for them over pa-
tient care, by your assessment of their ex-
perience and competency, and by your ar-
eas of knowledge, training and expertise. 

REFERRING PATIENTS TO NEW PHYSICIANS?
Please direct patients looking for physician referrals to our website

www.eriemds.org
where they can utilize the Physician Locator service.

Once they have selected a specialty and area, all physicians in our 
membership who are accepting new patients will be listed.
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Welcome
New Members!
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Sarah Cairo, M.D., Pediatric Surgery 

Brian D’Arcy, M.D., Cardiovascular Disease

John Fitzgerald, M.D., Diagnostic Radiology 

John Huebschmann, M.D., Anesthesiology 

Lisa Kozlowski, M.D., Cardiology 

Katharine Morrison, M.D., OB/GYN 

Crystal Nunez, M.D., Pediatric Critical Care 

Mary Rykert-Wolf, M.D., Family Medicine 

Paul Updike, M.D., Internal Medicine

George Baumler, M.D. ~ 1/11/2018

Bertram Portin, M.D. ~ 1/13/2018

Milford Maloney, M.D. ~ 2/9/2018
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The

For further information regarding
article contribution and/or
advertising for the BULLETIN, please contact

Emily McMullen at (716) 852-1810 ext. 102
or mcmullene@wnydocs.org

A Message From the President…  
continued from page 4

fellow invitee of President Obama’s Patient Centered Outcomes 
Research Institute in Washington DC.  We have collaborated on 
several projects aimed at leading social justice and positive cul-
ture change within medicine and health care more broadly. I have 
appreciated Dr. Bensadon’s ability and willingness to cut across 
disciplinary siloes and ability to bring psychology and medicine 
together. This has included clinical roles in family medicine, inter-
nal medicine, and geriatric medicine, and as Associate Director of 
the internal medicine residency program’s geriatrics and palliative 
care rotation at Florida Atlantic University.  He recently assem-
bled a team of psychologists and physicians (myself included) as 
Editor of a collaborative text titled Psychology and Geriatrics: In-
tegrated Care for an Aging Population (Elsevier) and was selected 
1 of 15 national geriatrics leadership scholars by the American 
Geriatrics Society (AGS) and Association of Directors of Geriatric 
Academic Programs (ADGAP).  Most recently he launched an in-
dependent clinical practice focused on primary care psychology 
and geriatrics and has been heavily involved in leading physician 
wellness initiatives for two county medical societies in Florida, a 
major reason I solicited his contribution to our newsletter.

References
1. Shapiro L. Quality care, affordable care : how physicians can reduce vari-

ation and lower healthcare costs. Phoenix, Maryland: Greenbranch Publishing; 
2014.

2. Baker N WJ, Resar RK, Griffin FA, Nolan KM. Reducing Costs Through the 
Appropriate Use of Specialty Services. 2010.

3. Fuchs VR. The doctor’s dilemma – what is “appropriate” care? N Engl J Med 
2011; 365(7): 585-7

4. Partnership NP. National Priorities & Goals: Aligning Our Efforts to Trans-
form America’s Healthcare. Washington, DC: National Quality Forum, 2008.

LOOKING FOR RENTAL SPACE
FOR A MEETING CONFERENCE?
The Medical Society’s Conference Center
is centrally located at 1317 Harlem Road

 with open availability. 
J

Fully equipped with 
A/V accommodations. 

J

Call 716-852-1810 ext. 102  to book now. 
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continued on page 14

Physician Burnout: A Culture Clash of Psychology & Medicine
Benjamin Bensadon, Ed.M, Ph.D 

In a 2016 JAMA essay titled “Healing 
Physicians,” addiction psychologist Lisa 
Merlo conveyed her deep empathy for dis-
tressed physicians and described her nu-
merous clinical interventions.1 Given that 
physicians commit suicide nearly twice 
as often as the general public, I called her 
to learn more and hopefully help. In our 
2-hour conversation she shared that while 
some readers were supportive, many were 
angry, calling into question her credibility. 
Why? Because she is not a physician. 

Sadly, I was not surprised. I have docu-
mented similar examples in a collaborative 
text advocating better psychologist-physi-
cian collaboration.2 One psychologist de-
scribed being ordered to avoid interview-
ing a patient that the physician assumed 
would be embarrassed by a psychologist 
visit. The psychologist saw the patient 
anyway and was later thanked by the phy-
sician who hadn’t realized the patient was 
acutely suicidal, with a firearm and plan. 
Another psychologist reported physician 
colleagues refused to refer to him as Doc-
tor until one day he correctly detected a 
normal pressure hydrocephalus diagnosis 
that they missed. My own experiences 
have been similar. A chief medical resident 

I’d mentored called me about a patient he 
revived while others had called the code, 
assuming the patient died. The resident 
described deep satisfaction seeing patient 
extubated, and months later in the hospi-
tal, confided privately that his confidence 
to continue compressions was due to a 
conference presentation he and I gave 
about death and medical training. When 
I relayed this to faculty leadership with 
hopes of integrating further and replicat-
ing similar outcomes, they were annoyed 
and offended. One asked why I was taking 
credit, another stated I should feel lucky to 
have even attended the conference. None 
acknowledged the life saved. None ac-
knowledged that the resident was empow-
ered. Instead, they focused resentfully on 
me. Why? I cannot be certain, but I believe 
in part, because I am not a physician.

These examples illustrate the under-
standably strong collective identity that 
bonds physicians. But they also reveal 
the dangerous impact of an environment 
where exposure to trauma and stakes is 
high; tolerance for emotional support is 
low; and anything less than perfection 
can be deadly. In this setting physicians’ 
psychological needs are generally unde-
tected, denied, or ignored. Even when 
recognized, these needs are rarely ac-
knowledged due to fear, perceived stigma, 
and a toxic training model in which confor-
mity is encouraged, revealing one’s own 
vulnerability is not, and emotion is often 
perceived as a liability.3,4 Physicians know 
this is nothing new and live in a culture of 
ignoring their own well-being. 

But in a nation where currently, physi-
cians reportedly manage burnout by com-
mitting suicide between 300-400 times 

a year, and medical error ranks 3rd in all-
cause mortality,5 the urgent need for crisis 
intervention is inarguable. But so is the 
acute stigma of and resistance to needing 
an intervention. So what can be done?

Burnout  
Like most psychological syndromes, 

burnout is hard to diagnose until the pro-
cess has already begun. Visible evidence 
of maladaptive coping behavior (e.g., 
substance misuse) often signals there is a 
problem.6 Psychologist Christina Maslach 
has examined and measured burnout for 
more than 25 years,7 and her assessment 
tool (Maslach Burnout Inventory) is now 
ubiquitous in medical training. Consistent 
with the climate described above, she de-
fines 3 primary components of burnout—
emotional exhaustion, cynicism, and inef-
ficacy—and prescribes increased civility 
and respect as evidence-based solutions.8 

Recently academic physicians have called 
for the same.9 

Wellness
Though these solutions are conceptu-

ally straightforward, implementation re-
mains difficult. Why? Physician discomfort 
with psychology is common. Psychologists 
themselves have largely failed to articulate 
their role. “Wellness” is nonetheless being 
promoted as an antidote to burnout by 
academic medicine.10 The wellness move-
ment was actually pioneered by pediatric 
psychologist Emory Cowen, who shifted 
away from reactive focus on “fixing” defi-
cits and psychopathology to proactive 
emphasis on primary and secondary pre-
vention, by targeting resilience.11 But in a 
healthcare system where psychologists 
and physicians rarely cross paths, this 
differential is missed, wellness is poorly 
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NEW AMA Podcast Series 
Helps Physicians Navigate 
Difficult Conversations

For many physicians, having difficult conversations with patients is a part of 
daily practice. That’s why the American Medical Association recently launched 
a new podcast series, AMA Doc Talk, which features physicians’ eye-opening 
encounters with patients and their real-world solutions and insights. Inspired 
by research and feedback from physicians, topics range from talking with pa-
tients who don’t heed your medical advice to helping patients manage the chal-
lenges of chronic disease. The interview-style series is hosted by Dr. Rajesh S. 
Mangrulkar, associate dean for medical student education, University of Michi-
gan. We invite you to listen to episodes of AMA Doc Talk, rate us and subscribe 
at Apple Podcasts or Stitcher. 

Thank you to all of the Erie County Legislators, 
Representatives, and Member Physicians 
for your participation in our  legiSlaTive BreakfaST, January 19Th, 2018
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defined, and interventions run the gam-
ut from yoga, tai chi, and meditation, to 
psychotherapeutic interventions such as 
cognitive behavioral therapy and 24/7 
access to confidential telephone coun-
seling. I have tried to differentiate this in 
psychiatrist-dominant physician wellness 
committees, and suggested that lecturing 
physicians about exercise and nutrition, or 
worse, purporting to teach them how to 
be “happy,” is misguided, ineffective, and 
offensive. Alternatively, cultivating physi-
cians’ own resilience and supporting their 
efforts to survive a broken system that 
incentivizes poor, incomplete care, man-
dates overwhelming bureaucratic adminis-
trative burden, and increasingly sacrifices 
training and knowledge to contain cost 
(“value”), can help.

Evidence
Where’s the proof? Given burnout’s 

humbling, emotional nature and health-
care’s longstanding disciplinary siloes, 
medical journals publish data quantifying 
the problem more frequently than solu-
tions reliant on psychological intervention. 
But this may be changing.12 While popular 
media more openly addresses physician 
mental health and psychologists’ efforts to 
assist, Stanford has hired a physician Chief 
Wellness Officer to guide their WellMD 
program13, and Mayo Clinic has developed 
a department of Psychiatry and Psycholo-
gy, focused on integrated patient care and 
healthcare worker resiliency training.14 
Importantly, Mayo’s Department is ex-
plicitly named Psychiatry and Psychology 

as opposed to the more standard (gener-
ic) “Psychiatry and Behavioral Sciences.” 
Willingness to directly reference psycholo-
gy by name makes it clearer to understand, 
“safer” to discuss, and clinically, easier to 
integrate.

Future Solutions
In a healthcare system plagued by un-

certainty, some physician leaders from 
organized medicine have attempted to for-
mally normalize physician needs and lim-
itations, and advocate for teamwork. For-
mer CMS administrator Donald Berwick 
has recommended abandoning the notion 
that physicians can and must be complete-
ly self-sufficient,15 and AAMC CEO Dar-
rell Kirch, has more specifically identified 
psychologists’ role in helping physicians 
manage, as system-induced risk of burn-
out continues to rise.16 Though important 
steps, as corporatization of care persists, 
the traditional culture of medicine de-
scribed above will remain a risk factor for 
physician burnout. But a genuine mental-
ity shift that counters the longstanding ar-
tificial separation of psychology and med-
icine may enable us all to unite as a buffer. 

In medicine, what has traditionally been 
dismissed as “touchy feely,” is now a mat-
ter of life and death. 
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...Like most psychological syndromes, burnout is hard to diagnose
       until the process has already begun..
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The Medical Society would like to wish the following students a Happy Birthday!
ALVIE AHSAN
NABIHA  AHSAN
NATASHA BORRERO
MARIA E. BRZOZOWSKI
JACOB CANAVAN
CHARLES P. CAVALARIS
AKSHATA CHAUDHARY
KANITA  CHAUDHRY
AMANDIP CHEEMA
CARESSA CHEN
DEIRDRE E. CROKE
SARA DILETTI
PAMELA EMENGO
THOMAS W. FIORICA
ALEX GARSON
PATRICIA GIANFAGNA
HENRY D. GREYNER-ALMEDIA
RICHA GUPTA
LAUREN HARTE
BRADLEY HAWAYEK
JENNA M. HERSKIND
ADRIENNE HEZGHIA

MOHAMMAD (MOUDI) HUBEISHY
ANDREW HURST
ALIMUL ISLAM
ELIZABETH KAUFMAN
ANDREW KELLY
NICOLE  KHEZRI
AUSTIN KLOC
MAX KOHEN
KATHERINE LEE
JAMES LEE
WILLIAM C. MACLELLAN
TRICIA G. MATHEW
OWEN MAYER
ALYSSA MELBER
ANDREW A. PASQUALE
RAJAN PATEL
ALEXANDR M. PINKHASOV
VINCENZO B. POLSINELLI
MARK PRYSHLAK
JULIANA RAMIREZ
NIEMA B. RAZAVIAN
ADBEL REYES

CHRISTINE ROBERTSON
MICHELE SAID
PATRICK S. SALEMME
AMRITJOT SALH
MICHAEL J. SAYEGH
ABIGAIL  SCHUBACH
NICHOLAS SEARA
EVAN W. SHAW
ROY STONE
PAIGE E. THOMPSON
ROBERT R. WELLIVER
MICHELLE WHITTUM
NARISSA WILLIAMS
DIVA WILSON
NICOLETTE WINDER
LAUREN WU
YING YU
JON ZELASKO
XIAO J. ZHANG
EMILY ZHOU
PATRICIA ZICK
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The Medical Society would like to wish the following members a

Happy Birthday!
EriE
March - May

MICHAEL G. ADRAGNA, M.D.

DANNA AL-HADIDI, M.D.

IRSHAD ALI, M.D.

RAVI ALLURI, M.D.

JULIO A. ALVAREZ-PEREZ, M.D.

DAVID A. ANTHONE, M.D.

THOMAS A. AUGUSTINE JR., M.D.

CAROLA E. BAGNARELLO, M.D.

KUMARAN BAHULEYAN, M.D.

SUSAN BALDASSARI, M.D.

GEORGE R. BANCROFT, M.D.

PRATIBHA BANSAL, M.D.

ELIZABETH P. BARLOG, M.D.

CHRISTOPHER J. BARTOLONE, M.D.

RONALD G. BASALYGA, M.D.

VERNICE E. BATES, M.D.

JOHN BELL-THOMSON, M.D.

WILLIAM J. BELLES, M.D.

RICHARD G. BENNETT, M.D.

ROSE BERKUN, M.D.

LESLIE J. BISSON, M.D.

GEORGE A. BLESSIOS, M.D.

MICHAEL J. BLOOM, M.D.

ERMELINDA BONACCIO, M.D.

JEFFREY J. BREWER, M.D.

MELVIN M. BROTHMAN, M.D.

SYED W. BUKHARI, M.D.

JEFFREY O. BURNETT, M.D.

SARAH B. CAIRO, M.D.

JOSEPH S. CALABRESE, M.D.

JOHN J. CALLAHAN JR., M.D.

DENISE M. CALLARI, M.D.

MICHAEL O. CAMPBELL, M.D.

LAWRENCE M. CARDEN, M.D.

GREGORY J. CASTIGLIA, M.D.

JOSEPH CERMINARA, M.D.

FRANCIS M. CHANG, M.D.

ANNA M. CHEN, D.O.

ANITA CHOPRA, M.D.

MIKHAIL CHOUBMESSER, M.D.

CHRISTIAN P. CHOUCHANI, D.O.

CORINE S. CICCHETTI, M.D.

WILLIAM F. CLAYTON, M.D.

JEFFREY C. CONSTANTINE, M.D.

CARL A. CONTINO, M.D.

STANFORD S. COPLEY, M.D.

ROBERT B. CORRETORE, M.D.

JOHN COSCIA, D.O.

KENT CRICKARD, M.D.

BRIAN G. CROMWELL, M.D.

DANIELLE M. DAURIA, M.D.

DAVID C. DEAN, M.D.

DAVID A. DELLA PORTA, M.D.

JOHN J. DEMARCHI, M.D.

TODD L. DEMMY, M.D.

DILI DHANANI, M.D.

ALBERT J. DIAZ-ORDAZ, M.D.

AIMEE DORA DIPASQUA, M.D.

KISHORE V. DIVAN, M.D.

DAVID R. DOUGHERTY, D.O.

DONALD P. DOUGLAS, M.D.

DOROTHEA A. DOWNEY, M.D.

DAVID J. DURANTE, M.D.

KENNETH H. ECKHERT JR., M.D.

EDMUND A. EGAN, M.D.

JAMES G. EGNATCHIK, M.D.

GARY W. EHLERT, M.D.

NITZA FARHI ELLIS, M.D.

BARRY M. EPSTEIN, M.D.

MICHAEL S. FEINBERG, M.D.

ROBERT A. FENSTERMAKER, M.D.

RICHARD E. FERGUSON, M.D.

VICTOR A. FILADORA II, M.D.

JAMES B. FITZGERALD, M.D.

ANTHONY M. FOTI SR., M.D.

PETER L. GAMBACORTA, M.D.

ISOSCELES D. GARBES, M.D.

FREDERICK C. GASS, M.D.

MARTIN L. GERSTENZANG, M.D.

FRANCESCO GIACOBBE, M.D.

RICHARD N. GILBERT JR., M.D.

JERALD GILLER, M.D.

STEPHEN C. GLADYSZ, M.D.

JONATHAN A. GRAFF, M.D.

MARCELLE A. GRASSI, M.D.

JOSEPH M. GRECO, M.D.

ADAM M. GRIFFIN, M.D.

JOHN P. GRIMALDI, M.D.

WILLIAM R. HAMPTON, M.D.

JOHN W. HANDEL, M.D.

WILLIAM M. HEALY, M.D.

JACQUELINE M. HEIM, D.O.

JOHN C. HELLRIEGEL JR., M.D.

ORVILLE I. HENDRICKS, M.D.

ARAVIND  HERLE, M.D.

ALICIA W. HERMOGENES, M.D.

LOUIS HEVIZY, M.D.

JAMES M. HITT, M.D.

WALTER D. HOFFMAN, M.D.

LEO N. HOPKINS III, M.D.

WILLIAM J. HOWARD, M.D.

PATRICK J. HUGHES, M.D.

MOHAMED IBRAHIM, M.D.

LOUIS W. IRMISCH, M.D.

SYED SHAMS U. JAFFRI, M.D.

KEWAL K. JAIN, M.D.

JEROME V. JAKUBIAK, M.D.

GERALD R. JEYAPALAN, M.D.

CORNELIE M. JONES, M.D.

KENYON W. JONES, M.D.

SHIVANG  JOSHI, M.D.

PEDRO G. JOVEN, M.D.

HERBERT E. JOYCE, M.D.

STEPHEN T. JOYCE, M.D.

KENNETH R. KAHN, M.D.

EUGENE J. KALMUK JR., M.D.

ROBERT E. KAPROVE, M.D.

HRATCH L. KARAMANOUKIAN, M.D.

BANSI L. KAUL, M.D.

JOHN M. KAVCIC, M.D.

JAMES T. KEEFE JR., M.D.

RICHARD A. KESSLER, M.D.

IRFAN A. KHAN, M.D.

TAHIR H. KHAN, M.D.

PETER R. KINKEL, M.D.

LAKSHMANA R. KONERU, M.D.

CHRISTOPHER F. KOPP, M.D.

FARUK M. KOREISHI, M.D.

DAVID P. KOWALSKI, M.D.

KEVIN B. KULICK, M.D.

JOSEPH L. KUNZ, M.D.

ROBERT L. LADUCA, M.D.

FOONG MING LAM-RISMAN, M.D.

PAUL J. LAPOINT, D.O.

ROBERT J. LASCOLA, M.D.

STEPHEN M. LASKOWSKI, D.O.

JOSEPH P. LEBERER, M.D.

AMOL S. LELE, M.D.

SANFORD H. LEVY, M.D.

ROBERT LIFESO, M.D.

VIVIAN L. LINDFIELD, M.D.

J. RANDALL LOFTUS, M.D.

RANJANA LUTHRA, M.D.

FRANK A. LUZI JR., M.D.

MILFORD C. MALONEY, M.D.

LEO E. MANNING, M.D.

RAQUEL G. MARTIN, D.O.

EDDIE E. MAS, M.D.

GEORGE E. MATTHEWS, M.D.

COLLEEN A. MATTIMORE, M.D.

AMIR MAZHARI, M.D.

TIMOTHY V. MC GRATH, M.D.
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Spring 2018 The Medical SocieTy counTieS of erie and chauTauqua

The Medical Society would like to wish the following members a

Happy Birthday!
BONNIE A. MC MICHAEL, M.D.

JATUPORN MEEON, M.D.

JOSEPH MENDELOW, M.D.

KRZYSZTOF J. MERKEL, M.D.

ROBERT A. MILCH, M.D.

ROBIN MILLER, M.D.

DAVID A. MILLING, M.D.

INKEE MIN, M.D.

MICHAEL J. MITCHELL, M.D.

AMOS M. MOBERG, M.D.

DAVID P. MONTESANTI, M.D.

GEORGE B. MOORE, M.D.

STEVEN J. MOSHIDES, M.D.

ROBERT M. MOSKOWITZ, M.D.

JOSEPH A. MURPHY, M.D.

JOSEPH L. MUSCARELLA JR., D.O.

KATHLEEN M. MYLOTTE, M.D.

MARK L. NAGY, M.D.

GULAM M. NAJAR, M.D.

JOHN P. NAUGHTON, M.D.

TAKUMA NEMOTO, M.D.

MARIA NICKOLOVA, M.D.

KEVIN R. NOWAK, M.D.

CORNELIUS J. O’CONNOR, M.D.

THOMAS P. O’CONNOR, M.D.

THOMAS A. O’CONNOR, M.D.
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