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ON YOUR BEHALF

EditorialNotes from the Membership 
Department

The 2006-2007 Membership Direc-
tory is coming! It is due to be shipped from 
the printer to the SFMS membership in 
mid-July.  

The San Francisco Medical Society 
is updating its Physician Referral Service 
information.  Within the next few weeks, 
active SFMS members will be receiving 
letters requesting information regarding 
their participation in the SFMS Physician 
Referral Service.  

Have you taken the survey yet?  
The San Francisco Medical Society is 
dedicated to making membership more 
valuable and enjoyable for all of its physi-
cian members, wherever they are in their 
careers.  We recently circulated an online 
needs assessment survey to those members 
for whom we had email addresses.   We 
also asked members to pass the survey 
on to nonmember physicians to get their 
input as well.  

We will shortly be sending the sur-
vey out to members in hard copy form.  
However, you can still participate in the 
survey online—and direct nonmember 
physicians to respond as well—by going to 
www.sfms.org and clicking on the survey 
link, which will be on the home page. 
Your input is important—we encourage 
all members to respond and to circulate 
this important needs assessment tool to 
their physician colleagues.

Department of Public Health 
Launches Chronic Viral Hepatitis 
Registry 

Approximately 25 percent of people 
chronically infected with hepatitis B virus 
(HBV) will suffer premature death from cir-
rhosis of the liver or hepatocellular cancer.  
The burden of chronic HBV infection may 
be particularly high in San Francisco, since 
many San Franciscans come from areas in 
Asia where HBV is highly endemic or have 

A sampling of activities and actions of interest to SFMS members.

other known risks for HBV acquisition such 
as men having sex with men.

  The San Francisco Department of 
Public Health, Communicable Disease 
Control and Prevention Section, has initi-
ated the Chronic Viral Hepatitis Registry in 
order to characterize HBV prevalence and 
risk factors and to identify missed opportu-
nities for HBV screening and prevention 
among city residents. People with chronic 
HBV infection will be identified from labo-
ratory results reported to the Department of 
Public Health.  

For a sample of chronic HBV patients 
identified, a brief data form will be sent to 
the health care provider in order to obtain 
basic information on patient demograph-
ics, risk factors for disease, and reasons for 
testing. If you receive a data form on one of 
your patients, please take a few moments 
to complete and return it by fax to the 
Department of Public Health. To obtain 
more information or contact the project 
manager, please visit the Communicable 
Disease Control and Prevention website 
at www.sfdph.org/cdcp and navigate to the 
Chronic Viral Hepatitis Registry page.

CMS Says Hospitals Can Pay for 
On-Site CME Programs for 
Physicians

 
The Centers for Medicare & Medicaid 

Services (CMS) recently announced that it 
will allow hospitals to pay for on-site CME 
for its medical staff physicians. This is an 
important and long-awaited interpretation 
of CMS’s physician self-referral anti-kick-
back rules, which until now appeared to 
prohibit hospitals from paying for any CME 
on behalf of physicians, because such pay-
ments might be considered compensation 
for patient referrals. 

“Traditional on-site hospital grand 
rounds and other similar in-house educa-
tion programs provided by hospitals are 
important and convenient ways for physi-
cians to earn CME credit and for hospitals 
to ensure high-quality patient care,” wrote 
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CMS administrator Mark McClellan, MD, 
in a letter to AMA. “We do not believe 
that such programs…necessarily constitute 
remuneration to the physicians who attend 
them.” 

CMS will, however, continue to 
prohibit hospital payment for physicians’ 
off-site CME programs.

Contact CMA’s legal information line 
at (415) 882-5144 or legalinfo@cmanet.
org.

Physicians Urged to Defer Menin-
gitis Vaccine for Some Patients 
Until Supply Improves

Last year, the Centers for Disease 
Control and Prevention’s Advisory Com-
mittee on Immunization urged that 11- and 
12-year-olds, high school freshmen, and 
dorm-dwelling college students be vacci-
nated against meningitis. CDC’s three-year 
goal is to have a new meningitis vaccine 
routinely administered at the same time 
as the measles-mumps-rubella shot for 12-
year-olds.

However, an exceptionally high de-
mand for the vaccine has prompted CDC to 
recommend that physicians defer vaccina-
tion of 11- and 12-year-olds until the supply 
improves, but to continue to vaccinate high 
school freshmen and dorm-dwelling college 
students. Other persons at high risk for 
meningococcal disease, including military 
recruits and travelers to areas in which 
meningococcal disease is prevalent, should 
also be vaccinated.

Physicians should keep track of the 
11- and 12-year-olds whose vaccinations are 
deferred so they can be vaccinated as soon 
as the supply improves. 

Contact Robin Flagg at (415) 882-
5110 or rflagg@cmanet.org. 

Get 40 Percent Off Palm Z22 PDA 
with Epocrates; Offer Good While 
Supplies Last!

CMA and the California HealthCare 
Foundation (CHCF) have collaborated to 
put easy-to-use technology and valuable 

information about drug formularies—in-
cluding Medicare Part D—literally in the 
palm of physicians’ hands. 

For a bundled price of $99, physicians 
can purchase a Palm Z22 handheld com-
puter and the Epocrates Rx Pro premium 
software. That’s nearly 40 percent off the 
regular price. This offer, available to physi-
cians and other clinicians, is only good while 
supplies last.

With the launch of Medicare Part D 
in January, Medicare recipients in Califor-
nia now can choose from 48 health plans. 
The multiple formularies complicate the 
prescribing challenges facing physicians. 
These tools will help physicians manage the 
volume of information needed to pick the 
correct medicines and provide high-quality 
care for their patients, especially those with 
chronic conditions who require multiple 
medications. Epocrates-enabled handheld 
computers allow a physician in an exam 
room to identify which medicines are in 
which formularies, check for drug interac-
tions, and find drug alternatives.

Already have a handheld computer? 
Access the Part D formularies free through 
Epocrates’ online and handheld drug refer-
ence guides. And don’t forget that CMA 
members receive 30 percent off one-year 
subscriptions and 35 percent off two-year 
subscriptions to any Epocrates product. 
Students and residents receive 50 percent 
off all Epocrates products. 

Contact CMA’s member help line, 
(888) 233-2937.

CMA Defends Women’s 
Reproductive Rights

CMA recently submitted an amicus 
brief in support of a lawsuit brought by the 
State of California challenging a federal 
abortion-related spending restriction that 
could deny California agencies more than 
$49 billion in federal funds. The restriction, 
known as the Weldon Amendment, essen-
tially allows “health care entities” to refuse 
to perform, pay or provide coverage for, or 
refer for abortions regardless of federal, state, 
or local laws to the contrary. 

Although California law protects the 
right of religious facilities and individual 
health providers to refuse to participate in 
abortion services, California law requires 
that such services be provided in medical 
emergencies. Under the Weldon Amend-
ment, California could be denied tens of bil-
lions of dollars of federal funds if it enforces 
state laws, which require that physicians 
treat all patients whose health or life is 
endangered, including from dangers that 
arise from pregnancy and can be prevented 
only by emergency abortion.

“The amendment could deprive wom-
en who need emergency abortions—and 
only women who need emergency abor-
tions—from the protections afforded to all 
other patients by California’s regulation of 
the medical profession,” wrote CMA in its 
brief. “Congress would not think to prohibit 
California from disciplining a doctor who 
refused to perform CPR for patients suffering 
from cardiac arrest, refused to operate on 
patients suffering from severe cranial bleed-
ing…or refused to give fluids to patients who 
were dehydrated.”

CMA’s brief explained that there are 
a variety of reasons that women develop 
medical complications during pregnancy 
that jeopardize their lives and require im-
mediate abortions. CMA’s brief argues that 
the Weldon Amendment violates women’s 
constitutional right to seek lifesaving emer-
gency abortion care.

For more information contact CMA 
through the legal information line (415) 
882-5144 or legalinfo@cmanet.org. 

 

For Local Events of Interest
Visit the SFMS Website

Our events page is now updated on a 

regular basis to include SFMS events and 

other local events of interest. Just go to 

our home page and click on “Calendar of 

Events” on the left-hand side.

Visit us at: www.sfms.org
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I f we are to take an objective look at medical care delivery and 
the physician’s role there is at least one significant flaw in our 
current system when it comes to supporting and managing our 

main providers of health care.  
For a point of comparison, let’s take a conventional busi-

ness model. The front-line entry level worker is hired to do the 
work. That person has a supervisor to train, monitor, and support 
him or her. There are reviews of performance, and if a problem 
develops the supervisor is the first line of support and discipline. The 
supervisor is on another level, not only having knowledge of the 
work involved, but also possesing the training or skills to supervise 
and manage other workers. Up one more level are the managers 
and directors, who have the task of overseeing larger groups of 
people, but with the added responsibility of creatively managing 
the workforce to create maximum productivity. 

These individuals have specific training in management, in-
cluding motivation and discipline. When an individual becomes 
less productive or has behavioral issues there is a built-in system, 
albeit hierarchical, to address the problem and determine whether 
suspension or termination is appropriate.   

In the medical care delivery system, the physician is the 
entry-level worker who provides direct care to the patient. But 
this system lacks the hierarchy that most businesses possess. There 
isn’t supervision in private or community practice settings, where 
most medical care is delivered once a physician completes his or 
her training. And in community hospitals physicians are granted 
privileges based on their training and competencies and are then 
allowed to practice those privileges in a self-governed system that 
looks mainly at complications or complaints. In the academic set-
ting, which I am more familiar with lately, a business model system 
does exist to an extent. The entry-level workers are the intern house 
staff. The supervisors and managers are the residents, fellows, and 
attending staff, but no clear levels exist above that. The attendings 
are encouraged to be good mentors, teachers, and physicians, but, in 
reality, their training does not specifically include management or 
disciplinary skills to use while overseeing the entry-level workers. 

During practice we’ve come to appreciate what is good 
work and what is not, and most of us have developed our own 
criteria or guidelines to decide what appropriate behavior is for 

physicians. Most of our training remains “see one, do one, and teach 
one.” And fortunately, or unfortunately, we don’t witness a lot of 
deviance—which would allow us to learn from others. 

With the changing practice of medicine from the hospital 
setting to the outpatient setting, problems come to light through dif-
ferent channels. Some patients now complain to the medical board, 
the medical society, their health plans, their lawyers, or the courts. 
Insurance agencies have also gotten involved by monitoring physi-
cians. Some use “quality initiatives” to detect the physician who is 
an outlier in terms of excess activity and, recently, not achieving 
a standard of practice for certain quality measures. In hospitals the 
nurses, support staff, and house staff monitor attending physician 
quality and behavior, even though none of these people are trained 
to be the monitors of physicians’ performance.

If a problem is detected there is no universal system to deal 
with it. Physicians in community practice who do not associate 
themselves with a hospital do not have supervisors. They only have 
their own sense of ethics, values, and payors’ or patients’ complaints 
to reflect on. For those physicians in groups there is the additional 
dynamic of partner relationships, but the responsibility of supporting 
and managing the problem physician is usually not a task designated 
to any one group member, unless the group is very large.   

In management courses for business, there are a whole host of 
options on how to deal with disruptive employees and how to set 
up your organization to address these issues directly and rapidly. 
Certainly with large group practices and in the hospital settings 
problem physicians who have been identified are dealt with in 
varying ways, usually by committees.  But one problem with this 
system is that physicians who are given charge of the committees 
also have limited training in employee management. And where 
does that leave solo or small group practices? 

Perhaps this should be an activity of the local medical societies, 
or maybe the medical board—but is that what we really want?  I 
don’t have the answers, but this edition of San Francisco Medicine 
certainly addresses some of the situations that have arisen in our 
current system. Taking the changing practice of medicine into 
account, we need to look at how our system is set up and design a 
better way to help the physicians who are doing the main work of 
delivering care to the community.

Who Is Responsible for Our 
Physicians?

Gordon Fung, MD, MPH

president’s Message
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DEPARTMENT TITLE HERE
Mike Denney, MD, PhD

Double, Double, Doctor in 
Trouble

Editorial 

I n Greek mythology, Hecate, who serves as a guide at both 
graveyards and crossroads, is the most enigmatic of all the god-
desses. A personification of paradox, she is described as both a 

hag and a lovely one, she presides over both the dark and the bright 
phases of the moon, she acknowledges both evil and goodness, and 
she can bestow both punishment and blessings. Hecate is a goddess 
of life, death, and rebirth.

This mythical deity of both shadow and light has been por-
trayed throughout history as a redoubtable figure, appearing in such 
diverse venues as the Persephone myth, Shakespeare’s Macbeth, 
William Blake’s poems, Hellboy Comics, the television series 
Buffy the Vampire Slayer, the movie Charmed, a video game about 
the Age of Mythology, and a popular Internet game called Rising 
Force Online—to name a few.

In Macbeth, the witches cast a spell of doom as they chant, 
“Fair is foul, and foul is fair; Hover through the fog and filthy air.” 
As though under their curse, Macbeth goes on a murderous ram-
page. That’s when Hecate enters this troubled story and harshly 
rebukes the witches for expressing only their dark and evil side. 
She complains that she “was never called to bear my part/Or show 
the glory of our art.” Undaunted, the witches continue to stir their 
wicked brew, chanting, “Double, double, toil and trouble/Fire burn 
and cauldron bubble.”

As in this issue of San Francisco Medicine we try to balance 
the scales of medical discipline, is it possible that the many-faceted 
Hecate can be our guide?  To be sure, all of us who have been called 
to the healing professions must maintain impeccable moral and 
ethical standards—both to act in the best interests of patients and 
to do no harm. Yet when we are forced to “hover through the fog 
and filthy air” of medical wrongdoing, both the accused and those 
who stand in judgment are wont to become psychologically im-
mersed in a cauldron of doom. Perhaps that is why most of us, upon 
receiving our current edition of the Medical Board of California’s 
Action Report, are inexorably drawn to the back pages to see who 
among us has been punished.

Doctors who commit crimes or unethical deeds or who for 
whatever reason are not competent to practice safely must have their 
behavior corrected, be punished when appropriate, and hopefully 
be rehabilitated. To do less would be a disservice to humanity. Still, 

doctors who are competent and have the highest intentions yet find 
themselves under scrutiny—those who make honest errors,  who 
under stress suffer temporary lapses in judgment, or who might be 
falsely accused—might begin to wonder if “fair is foul, and foul is 
fair” in our system of peer review and medical discipline.

Within a profession with the high ideal of healing others, even 
being accused of wrongdoing can seem to be a fall from grace. When 
collegial peer review and corrective action progresses to accusa-
tions of possible grave transgressions, most physicians might feel 
to be under the spell of Hecate’s dark side of the moon. And when 
the system of judgment moves from cooperative quality assurance 
review to the seemingly hostile legal arena of medical board and 
courtroom, we may, indeed, hear the witches chanting, “Double, 
double, doctor in trouble/Fire burn and cauldron bubble.”

To make matters worse, medical discipline is determined by 
administrative law, for which the rules of evidence and the criteria 
for judgment are less about one’s constitutional rights as a citizen 
and more about the privilege to maintain a license as a physician. 
We might wonder: Who are the “expert” physicians for the state 
who will sit in judgment of our worthiness? Bewildered by these 
shifts from a collegial medical system to an adversarial legal model, 
we may want to complain as did Hecate that she “was never called 
to bear my part/Or show the glory of our art.”

In view of all this, perhaps it would be helpful if, whether 
being accused or sitting in judgment, we physicians collectively 
remember that Hecate acts as guide not only in graveyards but at 
crossroads, and she bestows not only punishment but blessings. She 
is often depicted as having three heads, representing the three paths 
on which one may proceed when arriving at a crossroads. In the 
troubled chambers of medical discipline those three heads might 
be named prevention, correction, and rehabilitation.

As in these pages our colleagues report on the paradoxical na-
ture of medical discipline, we can acknowledge that one of Hecate’s 
heads is that of a snake, that earthly creature that sheds its skin and 
regenerates a new one every year. We can strive to remember that 
Hecate is a goddess not only of life and death, but of rebirth.





T hroughout the years the Hippocratic Oath has undergone many changes that reflect the changing face of 
medical practice. Today, most medical schools use modern versions of the oath originally crafted in ancient 
Greece. The oath below, written by Louis Lasagna, is one of the more widely used of the modern versions.  It 

is also the version used by the University of San Francisco to swear new graduates into the profession. 

The Oath of Lasagna

I swear to fulfill, to the best of my ability and judgment, this covenant:

I will respect the hard‑won scientific gains of those physicians in whose 
steps I walk, and gladly share such knowledge as is mine with those who are 
to follow.

I will apply for the benefit of the sick all measures which are required, 
avoiding those twin traps of over treatment and therapeutic nihilism.

I will remember that there is art to medicine as well as science and that 
warmth, sympathy, and understanding may outweigh the surgeon’s knife or 
the chemist’s drug.

I will not be ashamed to say, “I know not,” nor will I fail to call in my col‑
league when the skills of another are needed for a patient’s recovery.

I will respect the privacy of my patients, for their problems are not dis‑
closed to me that the world may know. Most especially must I tread with care 
in matters of life and death. If it is given me to save a life, all thanks. But it 
may also be within my power to take a life; this awesome responsibility must 
be faced with great humbleness and awareness of my own frailty. Above all, 
I must not play at God.

I will remember that I do not treat a fever chart or a cancerous growth, 
but a sick human being, whose illness may affect both family and economic 
stability. My responsibility includes those related problems if I am to care 
adequately for the sick.

I will prevent disease whenever I can, for prevention is preferable to 
cure.

I will remember that I remain a member of society, with special obligations 
to all, those sound of mind and body, as well as the infirm.

If I do not violate this oath, may I enjoy life and art, respected while I live 
and remembered with affection thereafter. May I always act so as to preserve 
the finest traditions of my calling and may I long experience the joy of healing 
those who seek my help.
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balancing the scales of 
medical discipline

her legal skills creatively, and was just pining 
to get back to her old self.

“We went through a series of rela-
tively conventional 
treatments using indi-
vidual broad-spectrum 
and combined antide-
pressant agents, using 
augmentation strategies, 
utilizing thyroid hor-
mones and metabolic 
interventions, and some 
other standard proto-
cols,” says Dr. Cox. 
“Over the course of a 
year’s time she didn’t re-
spond, so we eventually 
decided to use MAO 
inhibitors.”

A Quick Course in 
Antidepressant Agents

Agents that are widely used for de-
pression today, like Zoloft, Prozac, and the 
other selective serotonin reuptake inhibitors 
(SSRIs), are considered quite safe and user 
friendly. Adverse effects are minimal and 
there is no real risk of accidental overdose. 
There are also newer-generation, broad-
spectrum agents that affect not just sero-
tonin, but also norepinephrine. These can 
help a subset of people who don’t respond 
to SSRIs. 

Typically, psychiatrists prescribing 
antidepressants follow a sequence that starts 
with simpler agents and moves on to the 
more complex, broader-spectrum ones. If pa-
tients don’t respond to a dual-action agent, 
two complimentary dual-action agents may 
be prescribed simultaneously. If that still 
does not work, psychiatrists will often try 
augmentation strategies, adding substances 

Caught in the Process: One Physician’s 
Experience with the Medical Board

like thyroid hormones or lithium to the 
mix—which has a 30 to 60 percent chance 
of making a difference. Monoamine oxidase 

(MAO) inhibitors are 
often the next step. 
They are essentially the 
broadest spectrum of 
all currently available 
antidepressants—they 
address every neu-
rotransmitter that is 
likely to be involved in 
depression. 

“But MAO inhibi-
tors have fallen into 
disuse, because of the 
risk of what is known 
as the ‘wine and cheese’ 
reaction,” Dr. Cox 

notes. “It is very easy to ingest something 
that will create a serious, and even fatal, 
reaction, and in the late ‘70s a number of 
people taking these medications died after 
going to wine and cheese parties, because 
both aged cheeses and wines contain these 
elements.” 

“As a result MAO inhibitors became 
regarded as complicated agents to use,” 
he adds, “so when the newer, safer agents 
came out, physicians were just delighted 
to not have to prescribe MAO inhibitors 
anymore. But the bottom line is that even 
though these newer agents are ‘cleaner,’ 
safer, and better tolerated, none of them 
has replaced the MAO inhibitors as the 
ultimate treatment before you start think-
ing about heavy-duty interventions like 
electroshock therapy.” 

Dr. Cox is one of less than half a 
dozen people in Northern California who 
prescribes these medications, which he 
uses primarily for treatment-resistant de-

Amanda Denz

“The process each 
case goes through is 
lengthy, with many 
steps designed to 
weed out instances 
where physicians 
are not in fact at 
fault—but how long 
does it take to relieve 
the system of these 
cases?”

For most physicians the thought of 
being investigated by the medical board is 
a terrifying one. Whether they think about 
it often or not, for many the fear remains 
somewhere in the back of their minds. This 
is what drives physicians to start reading the 
California Medical Board’s Action Report by 
turning to the last section first. And while 
many read the “Administrative Actions” to 
monitor which colleagues are listed, most 
have probably considered how it would feel 
to see their own name appear. 

According to the California Medical 
Board’s 2004-2005 Annual Report, the 
Division of Medical Quality received 7,503 
complaints during that fiscal year. From 
these complaints it opened 1,443 cases, 521 
of which were eventually referred to the 
attorney general. Of these referrals 34 cases 
were referred further for criminal action.   

From fraud to negligence, the medical 
board’s investigations cover the gamut of 
possible wrongdoings. The process each 
case goes through is lengthy, with many 
steps designed to weed out instances where 
physicians are not in fact at fault—but how 
long does it take to relieve the system of 
these cases? For Brent Cox, MD, the answer 
was almost a year.   

Dr. Cox is a psychiatrist who sees a 
number of cases of treatment-resistant 
depression. He is an expert in psychophar-
macology and often his patients are those 
who fail to respond to typical antidepressant 
agents. In 1998 and 1999 he was treating an 
older woman, a lawyer, who was suffering 
from severely treatment-resistant major 
depressive disorder. She had seen a number 
of primary care doctors and psychiatrists 
and was not responding to conventional 
intervention methods. She felt disengaged 
from her family, was having difficulty using 
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First the board requested more infor-
mation about the case; the initial reviewer 
was not a psychiatrist and thought that 
someone who was should look it over, so he 

had flagged Dr. Cox’s 
case for follow-up. 
Next the case went 
onto a psychiatrist 
for review, but this 
physician did not spe-
cialize in psychophar-
macology and was not 
aware of the protocol 
Dr. Cox had been 
operating under. 

Dr. Cox was 
then called in for 
an interview. The 
person interviewing 
him, as a represen-
tative of the board, 
was a pediatrician. 

After the interview his case was sent on to 
another reviewer, a forensic psychiatrist, 
who wrote that Dr. Cox had mismanaged 
the case. Not only did she disagree with 
his use of MAO inhibitors, but she also 
attacked his use of two dual-action agents 
simultaneously earlier on in the case. As a 
result, his case was ultimately sent to the 
state attorney general. 

“You can’t have those kinds of papers 
filed against you and not see your life pass 
before your eyes,” says Dr. Cox. “You envi-
sion your license being revoked, articles 
about you in the paper, and your name 
in the back of the Action Report alongside 
docs who are embezzling money, sexually 
assaulting patients, and prescribing high-
dose Oxycontin to patients they haven’t 
seen in five years.”

At this point he needed to hire an 
attorney. Dr. Cox also decided to call on 
many of his colleagues who were considered 
experts in psychopharmacology to write 
about his management of the case—includ-
ing Dr. Jay Amsterdam, who had established 
the protocols. 

“Amsterdam wrote back to me and said 
not only did he think the Parnate was not 
the culprit in this case, but he felt the two 
antihypertensive agents probably caused 
the delirium,” notes Dr. Cox. “They were 

antidepressant agent was, by virtue of how 
it changed her life.”

After being on the Parnate for 6 
months, the patient went on a trip to 
Boston. While traveling 
she had an episode of 
delirium; She didn’t know 
what day of the week it 
was, and was markedly 
disoriented, so her family 
brought her to the ER. At 
the hospital, the doctors 
discovered that, for no 
apparent reason, platelet 
count was down. They 
concluded that she must 
have ingested something 
that interacted with the 
Parnate. They were not 
able to confirm that—she 
had not taken any cold 
medications or lapsed in 
the dietary requirements as far as they 
knew—but it seemed the most likely expla-
nation, so they stopped all of her medica-
tions. Apart from the Parnate, she’d been on 
a few antihypertensive agents. Within five 
days she came out of the delirium. 

“The conclusion of the medical service 
there was that she developed a reaction to 
the Parnate,” says Dr. Cox. “But after she 
came out of her delirium they did not restart 
any of her medications—including those for 
hypertension.” 

At the hospital in Boston somebody 
rounding on the unit had a conversation 
with the patient and her family, informing 
them that the dose of Parnate she’d been 
on was beyond a range that anybody had 
ever used before, and that it was what had 
caused her delirium.  

When the patient returned to Califor-
nia, she filed a malpractice suit. Not want-
ing to deal with a lengthy lawsuit, Dr. Cox 
settled out of court for a sum that covered 
the patient’s hospitalization charges. After 
the settlement he thought the problem was 
over. Even though all malpractice suits are 
reviewed by the medical board, he figured 
that since he’d been following established 
protocol and had not mismanaged the case, 
nothing would come of it. He thought the 
medical board review would be more of a 
formality—until the letter came. 

“You can’t have 
those kinds of papers 
filed against you and 
not see your life pass 
before your eyes. 
You envision your 
license being 
revoked, articles 
about you in the 
paper, and your name 
in the back of the 
Action Report”

pression. 
“I often see people who have failed 

with everything else, and you do really 
have to bring in the big guns—and these 
are amazingly effective agents,” he notes. 
“The dietary restrictions are not as compli-
cated as we once thought, and a few of the 
medications available are surprisingly well 
tolerated. They are not really noxious drugs 
to take—you won’t see weight gain, dry 
mouth, or constipation, which you will see 
with many newer-generation drugs.”

One Bad Reaction
Dr. Cox’s patient went through a se-

quence of conventional treatment options 
over the course of a year and nothing seemed 
to work. “With this patient, we agreed that 
MAO inhibitors were the last thing we were 
going to try before moving on to some really 
experimental or intensive interventions,” he 
recalls. “So I started her on Parnate and we 
made step-wise adjustments on the dosage. 
But she did not respond to more conven-
tional lower-end dosages.” 

Raising the dosage was the next option. 
“There is a whole literature on the use of 
higher-end doses of MAO inhibitors that 
comes out of Jay Amsterdam’s group at the 
University of Pennsylvania,” Dr. Cox ex-
plains. “He wrote and published articles 10 
to 15 years ago indicating that a subset of pa-
tients didn’t respond to conventional doses, 
but when pushed into a higher dosing win-
dow, experienced phenomenal responses. 
In his studies he explored what the optimal 
dosing window was from the standpoint of 
safety and effectiveness and concluded that 
the 20- to 60-milligram dosing range listed 
on the package insert was way off the mark. 
For truly treatment-resistant depression 
the ideal dosing range was more accurately 
between 40 to 180 milligrams daily. He 
also pointed out that the use of higher dos-
ages did not increase the risk of dietary or 
over-the-counter drug interactions and was 
remarkably well tolerated.”

Dr. Cox decided to follow Jay Amster-
dam’s protocol and increase the dose of Par-
nate. As a result, the patient did respond. 

“And she responded remarkably well,” 
he adds. “She had few side effects and she 
became virtually symptom free. She became 
a glowing exponent of how remarkable this Continued on page 18...
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narcotics.
I was raised in the Midwest in an up

per middle-class household with two older 
sisters and both of my parents. Although 
things appeared to be good within our fam-
ily from the outside, in fact, they really were 
not. I felt a terrible loneliness and anger 
toward my father. Even my closest friends 
could not imagine why I was so angry with 
my dad, but I was, and it quietly gnawed 
at my insides. No matter how well I did in 
school or sports, I could not seem to get my 
father’s overt love or support.

I drank heavily during my high school 
years when I was not studying or involved in 
sports. My peers saw me as just one of those 
guys who drank too much, but otherwise a 
good student and sportsman. During col-
lege, my drinking became heavier on the 
weekends, but I was so focused on becoming 
a physician that I refused to let the alcohol 

interfere with my goals.
I experimented 

with marijuana and diet 
pills—to help me stay 
awake to study—but 
wasn’t really interested 
in how those drugs made 
me feel. By the time I fin-
ished college and made 
it into medical school, 
my drive to become a 
physician seemed to fill 

the emptiness that I had felt earlier in my 
life. For a while life seemed to be moving 
along quite nicely. By the end of medical 
school and my training in both surgery and 
anethesia, I had a pretty wife, a handsome 
son, a large house in the suburbs, and a 
fabulous job as an anesthesiologist at a busy 
hospital. What more could one ask for? 

As life became easier and less focused 

“When it happened 
to me, I began 
looking everywhere 
for distractions 
from my inner 
unrest. The ultimate 
distraction was 
narcotics.”

A Change of Heart: One Drug 
Addict’s Story

Editor’s note: This month we decided to 
reprint the following story from a 1998 issue of 
San Francisco Medicine. Addiction is a spe­
cial risk for physicians and other health care work­
ers and can often lead to disciplinary action. All 
too often this topic is taboo in medical circles. 
The following article is a personal account by a 
doctor who experienced addiction’s devastating 
effects and who describes his road to recovery. 
San Francisco Medicine is gratefull that Dr. 
Kropp was willing to share his story.

I t is hard to believe how many years 
have passed since my battle with ad-
diction. How great life has become in 

the interim! Back in 1985 things were very 
different. I had just lost my anesthesia job at 
a prestigious hospital, following a near-fatal 
illness from which I had barely escaped the 
grim reaper. This was all due to the fact 
that two-and-one-half months prior, I had 
made the decision to 
try a little sufentanyl, 
intravenously, which 
quite rapidly led to 
the near-death experi-
ence.

Obviously this 
“trial” using an intra
venous narcotic did not 
come out of thin air. As 
with many health care 
providers, my quest in 
life was to help others—without a lot of 
concern for my own well-being—a noble 
cause in and of itself. This works for many 
doctors and nurses for a while, but some of 
us run out of the self-control that keeps us 
within the bounds of societal expectations. 
When it happened to me, I began looking 
everywhere for distractions from my in-
ner unrest. The ultimate distraction was 

for me, very slowly and subtly the old feel-
ings of emptiness that I’d experienced dur-
ing my formative years returned. I cannot 
say that I recognized it at the time, only in 
retrospect. But as time went on, the feelings 
became more intense and persistent, and I 
remember noting that I felt like I had a huge 
hole right through my core—an emptiness 
that could only be “numbed” away. 

Now, with money and time on my 
hands, I found a lot of ways to erase (tempo-
rarily) this empty feeling. Working hard was 
a great solution for a while. I found that if I 
worked to exhaustion I received two payoffs: 
first, I did not have time to pay attention 
to my feelings, and second, I received a 
lot of adoration and praise for my “selfless” 
way of life—the life of a doctor. One thing 
that working hard did not do was to build a 
strong marital relationship. The waning of 
my marriage probably led to more drinking. 
This occurred mostly on weekends because 
I was on call much of the week.

When workaholism began to fail in 
numbing my inner unrest and my marriage 
was on the rocks, I began to chase women 
to distract myself. This, too, ran its course 
and left me with that ever-growing hole in 
my core. 

I knew that I was depressed about my 
plight in life and recalled from medical 
school that Dexedrine was prescribed as an 
antidepressant for some patients. So, I start-
ed self-prescribing Dexedrine as a remedy for 
my ills. This actually worked for a while, like 
all the other “remedies”—with one caveat. 
The Dexedrine gave me a headache. I self-
prescribed an oral narcotic to combat the 
headache. This was the state of my logic and 
my first introduction to narcotics. I knew 
from the very first time I tried them that 
narcotics were “my friend.” The drug actu-

Raymond B. Kropp, MD
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ally took away my inner unrest and made me 
forget about my failing marriage. 

This kind of usage lasted several years 
until, once again, the drugs stopped produc-
ing the desired effect. It was a time in my 
life, as in many men’s lives, that everything 
seemed to stop working 
for me. I was about 40 
years old, in a blaring 
midlife crisis. One day 
I found myself notic-
ing how comfortable 
my patients were after 
receiving intravenous 
narcotics following sur-
gery. I wondered what it 
would feel like to receive 
such drugs. This is when 
I crossed the line. As an 
anesthesiologist, I knew 
how to handle narcotics, 
and I certainly knew all 
there was to know about addiction, so I was 
not worried about trying a “little” intrave-
nous narcotic.

Today, as I reflect back on my mental 
processes and logic that led me to use IV nar-
cotics for the first time, I find it incredulous. 
But then, I was depressed and in pain. I was 
so willful and full of my own self-importance 
that my thought processes were not clear, 
nor were they in keeping with that of a 
“reasonable” man. I do not think I could 
have ever climbed out of this morass by my 
own power. I needed intervention—and 
I got it. 

It came in the form of a near-death 
experience which started with a viral 
respiratory infection, but ended in staphy-
lococcus septicemia, lung abscesses, a one-
and-a-half-gallon gastric hemorrhage and a 
failure of both my kidneys and liver. Within 
five days of being admitted to the hospital, 
I was given last rites. For reasons I cannot 
fully explain other than by crediting divine 
intervention, I survived. But by the time 
I left the hospital, the entire community 
knew about my addiction, including the 
Board of Medical Quality Assurance. Need-
less to say, I got my intervention—and it 
literally saved my life.

Normally I am a quick learner, but not 
in the case of recovering from substance 

abuse. It took a relapse after finishing a 
rehabilitation program before I could kick 
the habit. When I did finally kick it, my life 
changed completely. I began to listen to 
the advice of others who were in recovery, 
and no matter how much I believed that 

my ideas were bet-
ter, I followed their 
advice. I began to 
believe in a power 
greater then myself. 
At first it was the 
fellowship of recov-
ering addicts; but 
eventually it took 
the form of God 
in a much differ-
ent way than what 
I had learned as a 
child. This was a 
personal, kind God, 
who expected that I 

should do what I could and then let go of the 
outcome. This was a much more reasonable 
way of living for me—and it worked!

I began living and dealing with life’s 
problems quite differently than I had before. 
I began paying attention to the present, 
understanding that what matters is right in 
front of me all the time—not in the future 
or in the past.

I began to believe that my purpose in 
life was truly to show up, pay attention, and 
not tell lies; everything else would work 
itself out—with one caveat. I still had some 
skeletons in my closet, which I needed to 
deal with. I needed to make amends with 
my father. I understood that only I could 
change my way of thinking and sincerely 
alter my feelings toward him. With the help 
of others, including a therapist, I was able to 
make those amends. He was also very willing 
to make amends with me, and we embarked 
on a truly loving relationship through the 
rest of his waning years. By the time he died 
some four years later, we had become as close 
as I had ever wished for—and his passing was 
an extremely loving event for me.

Life is still sometimes difficult; I don’t 
expect that will ever change. I still, at times, 
slip back into some old, bad habits like work-
ing too hard and not taking care of myself. 
But today, I am remarried, to a wonderful 

woman, and have close, loving relation-
ships with my two grown sons. Between 
the love and support of my family and the 
new way of dealing with life that I learned 
as a result of my recovery from addiction, I 
have returned to the path that I hope I can 
follow until I complete my mission while 
alive on this planet. 

Since the original publishing of this article 
in 1998, Dr. Kropp has passed away. When he 
wrote this piece he was working as the medical 
director and anesthesiologist at HealthSouth 
Surgery Center of San Francisco. He was also 
a member of the CMA and the San Francisco 
Medical Society and served on both organiza­
tions’ Committees for Well-Being of Physicians. 
After his recovery he also occasionally lectured 
on physician substance abuse throughout the 
state.

The Well-Being of Physicians 
Committee offers confidential guid-
ance to physicians with chemical 
dependency or other problems and 
is chaired by David Smith, MD, of 
the Haight Ashhury Free Clinic, 
Inc. For more information con-
tact Dr. Smith or Steve Heilig at 
(415) 561-0850, extension 270. 
There are other members of the 
committee from the staffs at most 
San Francisco hospitals. Steve or 
David will put you in touch with 
the appropriate contact. Rest as-
sured that the strictest confidence 
will be kept and that physicians 
need not leave their names when 
calling.  If you would rather contact 
the non-local California Medical 
Association, its physician hotline 
is (650) 756-7787.

“I began living and 
dealing with life’s 
problems quite 
differently than I had 
before. I began paying 
attention to the 
present, understanding 
that what matters is 
right in front of me all 
the time—not in the 
future or in the past.”
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Preparing Medical Students for a Life of  
Reproachless Practice

Editor’s note: This article, written by first-
year UCSF medical students Bahl and Kelly, 
describes new ways that medical education can 
address such issues as stress, depression, grief, 
awe, wholeness, and service so as to prepare 
students for a life of practice. This prevention 
can help these physicians later in their careers 
to avoid subsequent burnout, breaches of stan­
dards, and possible medical discipline.

 

A 2002 study on the use of mental 
health services in medical school 
found that almost one-fourth of 

first- and second-year medical students at 
UCSF had moderate to severe depressive 
symptoms, according to the Beck Depres-
sion Inventory criteria. And yet, less than 
one-fourth of those students with depres-
sive symptoms sought out mental health 
services, citing such reasons as lack of time, 
lack of confidentiality, the stigma of mental 
illness, and high costs.

It is well known that medical students 
are more prone to depression than their 
nonmedical peers. A longitudinal study 
at the University of Massachusetts found 
that the rate of depression among students 
entering medical school is similar to that 
among other people of similar ages, but the 
prevalence increases disproportionately 
over the course of medical school. Some 
believe that medical students’ increased 
risk of depression can be attributed to the 
deterioration of students’ coping strate-
gies and personal health as they progress 
through school. Others cite the emotional, 
academic, and time challenges involved in 
becoming a physician, which can wear on 
students and unmask psychological vulner-
abilities. Edie Deniro, UCSF first-year medi-
cal student, finds that the significant time 

… especially when seeking treatment for 
psychiatric problems, which have more so-
cial stigma than other medical conditions,” 
says Graves. 

Students also fear that documentation 
of their treatment for depression will jeop-
ardize their future careers, as candidates for 
medical licensure are expected to disclose 
the diagnosis of or treatment for any disorder 
that might impair their ability to practice. 
Moreover, as they begin to treat sick pa-
tients, depressed medical students usually 
become even more reluctant to admit that 
they themselves need help.

UCSF, however, makes significant ef-
forts to teach students to monitor their own 
health and to encourage them to seek out 
help when needed. The primary resource for 
student mental health at UCSF is the Medi-
cal Student Well-Being (MSWB) Program, 
which offers several services and programs to 
promote a healthier learning environment 
and to assist students with a broad range 
of difficulties. One of the MSWB’s most 
important services is individual counseling 
for students experiencing depression, loss 
and grief, anxiety, relationship or family 
troubles, academic difficulties, and alco-
hol or substance use problems. A UCSF 
fourth-year medical student who wishes to 
remain anonymous sought out help from 
the MSWB Program when her depression 
required her to take time off from medical 
school during her first year. She found the 
staff to be approachable and supportive, and 
she was particularly grateful for their help in 
finding a long-term therapist whom she felt 
comfortable with and whom she continues 
to work with today.

The MSWB Program also offers several 
group programs for medical students. The 

“Students fear that 
documentation of 
their treatment for 
depression will 
jeopardize their future 
careers, as candidates 
for medical licensure 
are expected to 
disclose any disorder 
that might impair 
their ability to 
practice.”

commitment required by medical school 
sometimes causes her stress and limits her 
nonmedical activities and interests, such 
as yoga. One of the challenges this year, 
she says, has been “re-prioritizing, making 
choices about which activities to pursue 
outside of medical school.”

Diagnosing depression in medical 
students can be difficult, as symptoms 

of depression can be confounded by the 
effects of stress inherent in student life, 
and students often dismiss their feelings 
as normal emotional responses to medical 
school.  Furthermore, medical students who 
are diagnosed with depression or recognize 
that they need help are often reluctant to 
seek out care. Susannah Graves, UCSF 
first-year medical student, points out that 
this reluctance stems from peer discomfort 
and social stigma. 

“Since most specialists we are referred 
to belong to UCSF, this can be uncomfort-
able since they will be our future colleagues 

Manisha Bahl and Katie Kelly
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“The Healer’s Art,” a course designed by 
Dr. Rachel Naomi Remen, director of the 
Institute for the Study of Health and Illness 
at Commonweal and professor of Family and 
Community Medicine at UCSF School of 
Medicine, takes a highly innovative, in-
teractive, and contemplative approach to 
helping students perceive the personal and 
universal meaning in their daily experience 
of medicine. Offered to first- and second-
year medical students, “The Healer’s Art” 
combines large group talks with smaller 
group experiential exercises that examine 
topics including wholeness, loss, grief, awe, 
and service.  

The class “allowed me to get in touch 
with myself as a human being and to why 
I’m actually here in medical school,” says 
Campbell. 

Other popular electives include “Mas-
sage and Meditation” and “Spirituality in 
Medicine.”

Surprisingly, when polled about the 
emotional and mental strain of medical 

Partners in Medicine Program addresses the 
stress medical education creates in medical 
students’ relationships. Medical students 
and their significant others are invited to 
quarterly social and educational events, 
such as a welcoming dinner and discussions 
and panels on couples’ communication, 
dual-career marriages, children, and board 
exams.  Other programs include On Doctor-
ing discussion groups, which meet weekly 
in the first and second years and monthly 
in the third and fourth years and provide a 
forum for students to discuss their reactions 
to the process of becoming a physician. 
Stress Rounds, which are one-hour meetings 
held with third-year students once during 
their Medicine clerkships and once during 
their ob-gyn clerkships, provide a forum for 
students to discuss stressful situations that 
arise during clinical work, such as difficult 
patient/house staff interactions, the sense of 
constantly being evaluated, and the frustra-
tion of being at the bottom of the hospital 
hierarchy. The MSWB Program also offers 
seminars and presentations in response to 
student feedback on topics such as coping 
with death and dying, talking about diver-
sity issues, and dealing with board exams.

Dr. Daryn Reicherter, assistant direc-
tor of the MSWB Program, feels that these 
programs have successfully promoted the 
mental well-being of UCSF students for 
years and feels that the flexibility of the 
programs contributes significantly to their 
overall effectiveness. 

“We do our best to meet the chang-
ing needs of the classes as they arise,” said 
Reicherter. “Within the broad spectrum of 
‘well-being’ for medical students, we try to 
create a solution for each need.”  

Staff psychologist Dr. Sally Hand 
finds working with medical students very 
satisfying. 

“Medical students deal with tremen-
dous stress and, as in all areas of their lives, 
they approach understanding themselves 
with amazing intelligence and vitality” 
she says.  

Catherine Campbell, UCSF first-year 
medical student, found an elective course 
she took at UCSF useful in learning how to 
cope with the challenges of medical school. 

school, many current students say they have 
found their first year of medical school to 
be less stressful than they had anticipated. 
Thayer Heath, UCSF first-year medical 
student, attributes his well-being to the 
“pass-fail system [that] really helps gener-
ate a team atmosphere” and the supportive 
professors and staff.  

“I am taken aback sometimes by the 
sincere interest that our professors take in 
our lives,” said Heath.  

Feng-Yen Li, UCSF first-year medical 
student, believes that the pass-fail system 
and the structure of the curriculum with its 
combination of lecture, small groups, and 
online modules have made medical school 
“more fun and stress-free than I thought it 
would be.”  Many other students, however, 
acknowledge the significant academic and 
emotional challenges of medical school and 
recognize that, ultimately, medical students 
must learn how to take care of themselves, as 
they learn how to take care of others.
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Serving on the Medical Board 
of California: One Physician’s 
Story
Bernard Alpert, MD

W hen I was president of the Medi-
cal Board of California from 
2001 to 2002, I was aware of 

my dual role as both the “regulator” as an 
officer of the board and the “regulated” as a 
practicing physician. Since there are rela-
tively few of us with both monikers, we have 
a tacit responsibility, indeed an obligation, 
to communicate with the hundreds of board 
employees and to articulate the necessity 
and value of regulation to the community 
of licensed physicians.

My initial task was to address and 
engage in dialogue with California’s core 
of board investigators at a statewide con-
ference in Sacramento. A few days before 
the conference, Dave Thornton, chief of 
enforcement for the Medical Board, was 
seated in my office waiting room. He was 
there on board business. A patient of mine 
with some family members was also in the 
waiting room. I greeted Mr. Thornton and 
introduced him, including his job title, to 
my patient, who happened also to be a good 
friend of mine. My patient’s brow furrowed 
with concern, and he blurted out, “Oh dear, 
Dr. Alpert, I hope everything is all right.” 

At the conference, I told this story to 
the gathered staff members to emphasize the 
powerful impact that a formal visit of an in-
vestigator from the Medical Board has upon 
the psychological and professional well-be-
ing of a physician. I spoke of my intention 
to enhance two-way communication with 
the various staff from the point of view of 
one who is both regulator and regulated, a 
vantage point they could not have. The in-
vestigators openly welcomed this exchange 
and seemed to go about their work seriously 
and professionally, and hopefully with an 
enhanced sense of humanity. 

As my work on the board progressed, 

that ranks consistently at the top of the 
rankings must therefore exhibit behavior 
by one of two mechanisms, both of which, 
paradoxically, reflect poorly on the state. 
Either the state has an inordinate number 
of problematic licensed physicians, or it 
exercises inappropriate overutilization of 
disciplinary actions. Moreover, a state that 
regularly ranks 50th either has extremely 
few physicians with difficulties, or has in-
appropriate underutilization of disciplinary 
actions. The desirable goals are, of course, 
that a state board would exercise appropri-
ate and fair, and hopefully few, disciplinary 
actions, with high standards of professional 
conduct maintained as a result. 

The Medical Board of California 
has no disciplinary quotas—it responds 
to complaints. It remains vigilant as to 
license impropriety. There is no evidence 
that complaints go unaddressed, and the 
concurrent trends in malpractice claims do 
not lead to a conclusion that disciplinary 
cases are being ignored. A low number of 
disciplinary actions seems to actually reflect 
an appropriate posture in a high-quality 
environment. Conversely, a high number 
of license actions would definitely indicate 
a problem, of either low medical quality or 
an overdisciplinary environment.

Overall, I feel that the membership of 
the Medical Board of California is exqui-
sitely sensitive to the necessity of timeliness 
in the processing of both discipline and 
licensing. Still, the realities of recent budget 
cuts and reductions in staff have placed an 
exceptional burden on the system. How-
ever, the goal remains that of maintaining 
the highest standards of medical care for the 
citizens of California.

I also tried to make the investigators aware 
that as regulators we could not ignore the 
environments in which the “regulated” 
worked. The vast changes in medical prac-
tice patterns were taking a toll on practicing 
physicians. The inversion of incentives 
and resultant paradoxes created by various 
prospective payment systems, along with 
the layered structures of the managed care 
environment, were creating a palpable trend 
of anxiousness in the lives of practicing 
physicians.

Nowadays, an estimated 80 percent of 
physicians will experience the occupational 
stress syndrome known as burnout, a mea-
sure of institutional dysfunction. Surveys 
routinely indicate that large numbers of 
practicing MDs discourage their children 
from entering medicine as a profession. Ours 
is the first generation of American physi-
cians where this has been observed. This 
saddens me. I specifically maintain that our 
licensee pool is one of society’s most valu-
able human resource groups, and that the 
energy-depleting forces currently affecting 
the profession are counterproductive to our 
collective goal of actually raising the stan-
dards of care. It also seems to me that the 
public has not yet connected these dots to 
the extent that it is in their power to effect 
meaningful change.

When I was on the Medical Board, 
I reviewed our disciplinary goals. As a 
framework, I invoked the consumer advo-
cacy group Public Citizen’s rating scale for 
state medical boards, which is published 
annually. This group ranks boards from 1 
to 50 based on the number of disciplinary 
cases handled during the year, thereby as-
suring that a board gets a high standing if 
it exhibits an abundance of disciplinary ac-
tions. I postulated that on this basis a board 
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Arthur E. Lyons, MD
 

Serving on the Medical Board 
of California: Another Point of 
View

M y appointment to the Medical 
Board of California a few years 
ago came as a surprise since I was 

not a particular partisan for the governor 
at the time. I accepted because I felt it was 
important. It is not often that one can be in 
a position that may make a difference in the 
way medicine is practiced and this appeared 
to be an opportunity to do just that. I was 
not disappointed.

The positions on the Medical Board are 
all voluntary.  Made up of 12 physicians and 
9 laypeople, it is part of the Department of 
Consumer Affairs, which incidentally also 
includes boards for beauticians, dry clean-
ers, and contractors. Appointments are the 
prerogative of the governor, subject to a 
rubber-stamp approval by the state senate. 
The board consists of two divisions, that of 
Licensure and that of Medical Quality. I was 
appointed a member of the latter. After my 
initial appointment, what came as an even 
bigger surprise was discovering the dedica-
tion and quality of the other appointees.

The board meets as a whole only four 
times a year for two days to transact business 
at various places in California. Its meetings 
are mostly, but not entirely, open to the 
public. After I was given a quick orienta-
tion by the Administrative Director, my 
desk quickly became a daily receptacle of 
forwarded files. File review, I learned, was 
where the real work of the board is carried 
out.

There are 100,000 or so physicians 
licensed to practice in California. The 
Medical Board has been given the responsi-
bility by the legislature to protect the public 
from bad medicine. It is not concerned 
with chiropractic care, which has its own 
board, legalized separately by public refer-
endum. Furthermore, it cannot guarantee 

good medical care, nor can it adjudicate 
fee disputes.

The staff of the board is required to re-
spond to complaints about doctors brought 
to it from any source. It cannot itself initi-
ate a complaint. After initial evaluation, 
many complaints are deemed frivolous and 
are disregarded. In addition to disciplining 
doctors, protection of the public includes 
helping physicians maintain their prac-
tices—if at all possible.  The board takes this 
responsibility seriously and has a system of 
professional rehabilitation and retraining for 
deficient doctors. Licenses are revoked only 
when that seems to be the most responsible 
course, when rehabilitation is not an option 
or has failed.

Board members review cases and con-
firm that the investigations by board staff, 
consultants, and attorneys are appropriate 
and that the penalty, if any, is reasonable 
considering the offense. Only if there is a 
major dispute will the division as a whole 
hold a formal hearing. The Action Report 
is the board’s newsletter and is distributed 
regularly to report its activities, including 
disciplinary actions.

After serving four years, I came away 
with certain impressions. The most signifi-
cant, I believe, is that the Medical Board 
does an exemplary job in policing California 
physicians. However, we know we only 
address the tip of the iceberg. When one 
understands that the board is perpetually 
starved for money to pay for investigators 
or consultants who pursue and review alle-
gations, it is remarkable that it does as well 
as it does in protecting the public from the 
medically incompetent.

While I was on the board there was a 
budget and hiring freeze that affected all of 
the activities. This happened in spite of the 

fact that the board is self-supporting, since 
its budget is covered entirely by physicians’ 
licensure fees. During the freeze not only 
was the board prevented from spending 
its own money, but the governor was able 
to use that money for other purposes. As a 
non-civil servant I could never understand 
that, though the paid staff seemed resigned 
to it—to them it seemed to make sense.

As for the board itself, I found the 
members extremely conscientious, tak-
ing their responsibilities very seriously. 
Members are from all parts of the state and 
the physicians represent virtually every 
specialty. The lay members were similarly 
bright and unusually well informed. There 
is virtually 100 percent attendance at all 
meetings and I believe every case was 
thoughtfully considered. 

The attorneys assigned to the board 
from the attorney general’s office, how-
ever, are another story. They are frequently 
very inexperienced. Most cases are settled 
without the necessity of a hearing, but 
the settlements worked out between the 
physician’s attorney and the board too often 
seemed inappropriate. I was impressed with 
how often the attorneys missed the point. 
Often, there appeared to be no apprecia-
tion of how dangerous certain physicians’ 
activities were. I am not referring to the 
crossing of sexual or personal boundaries, 
nor am I referring to substance abuse prob-
lems, both of which are usually penalized 
appropriately. However, I was aware that 
defective judgment and dangerous and 
useless treatments were, often, not fully ap-
preciated when working out penalties and 
remedial actions. Examples come to mind 
of poor practice such as elective procedures 
with serious potential complications, such 

Continued on page 18...
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as surgery for weight loss or back pain. Ac-
cusations and resulting settlements in such 
cases often seemed irrelevant, blamed on 
defective paperwork or the like, instead 
of being recognized as indicative of gross 
incompetence. On the other hand, physi-
cians were occasionally pursued for trivial 
reasons simply because of inadequacy of our 
consultants or inexperience on the part of 
our attorneys.   

In addition to matters of discipline, 
the board’s Division of Licensure reviews 
and approves medical school training with 
the intent of increasing the number of com-
petent practicing physicians in the state. 
While I was on the board, we also set up a 
program to help underserved populations 
in California with a loan payback program 
for young doctors. This program was the 
result of the imagination and foresight of the 
board president at the time, SFMS member 
Bud Alpert. 

The only down moments I can recall 
were when, periodically, a member of the 
legislature would appear before the board. 
This would invariably be disagreeable to 
me. Some sort of politically inspired grand-
standing and an expressed or implied threat 
usually seemed to accompany the visit. The 
implied threat was that the board was “not 
doing its job.” Frequently I had to resist the 
urge to respond. Even though the job paid 
nothing and took time from my practice, 
I wanted to continue. To paraphrase the 
English satirist W. S. Gilbert, spare us from 
the “statesmen with an itch from interfering 
in matters which they do not understand.”

My experience on the Medical Board 
was a reassuring and a truly rewarding one; 
hopefully I did some good, and I had an op-
portunity to meet wonderful and dedicated 
individuals. To serve our profession and 
our state is a rare privilege, and I encourage 
others in our San Francisco Medical Society 
to do the same.

Continued from page 17...
ingested right before the episode began, but 
no one had paid attention to them because 
they were standard medications. So I did 
a Medline search and pulled up about 16 
references citing delirium in connection 
with the combination of antihypertensive 
agents she was taking.” 

After about four months of back-and-
forth with the attorney general’s office, the 
case was dropped. But the entire experience, 
Dr. Cox says, left a resoundingly daunting 
impression. Not only did he spend thou-
sands of dollars of his own money, but he 
lost weight, on many nights couldn’t sleep, 
and began to question whether or not he 
could continue with his practice. 

“I do things in my clinical practice that 
are really cutting edge and risk taking and I 
had never been medical-legally phobic up to 
that point,” he says. “I’ve always done what 
I had to do to get patients well and I’d never 
looked over my shoulder and wondered if 
someone was going to sue me or dropped a 
case and referred it to someone else because 
I didn’t want to take the difficult steps. I 
am one of the people they refer those cases 
to—so if I didn’t see them, who would?”

“I realized that I was in danger in 
just doing what it is that I do,” he adds. 
“It wasn’t just MAO inhibitors; it was the 
nature of my practice, since I do things that 
others won’t. I push doses of drugs beyond 
where other people will take them, I use 
combinations that are not widely used, and 
I do these kinds of things because many of 
my patients have really run out of options. 
After this experience I was really examining 
whether I wanted to continue in the field 
because I felt like what I was trying to do 

Continued from page 11...

Annual General Meeting of the San Francisco Medical Society 

Hold the Date! The SFMS General Meeting will take place on Monday 
September 11th, 2006, from 6 to 7:30 pm. Tentative guest speakers include 
Mayor Gavin Newsom and CMA President Michael J. Sexton, MD.

The nominations committee will be presented. Members are also invited 
to attend the regular board meeting which will immediately follow the general 
meeting. This presents a good opportunity to meet with SFMS leadership and 
learn firsthand what SFMS and the CMA are involved in on behalf of San 
Francisco’s physicians.   

was compromised.”
Part of his disillusionment stemmed 

from the medical board’s process, he says. As 
one of a handful of area psychopharmacolo-
gists with experience using MAO inhibitors, 
he felt the board had not turned to some-
one with equal or greater expertise when 
reviewing his case. Instead, he watched as 
physicians—colleagues who, under normal 
circumstances, might consult with him on 
their cases of treatment-resistant depres-
sion—reviewed his work and passed judg-
ment on his treatment choices.    

“My experience was like being ground 
up slowly by a big machine where there were 
no individual bad guys; in fact, many of the 
people I encountered were good people 
doing what it was they were supposed to be 
doing,” he reflects. “But the medical board 
sees cases involving every specialty, and they 
don’t seem to know where to turn to find 
specialists to use as reviewers. They have 
people from various disciplines who consult 
with them, but many of them are generalists. 
And that is what I saw in my case.” 

Attention San Francisco Physicians
SF Medicine Magazine Seeks Your 

Creativity!
 

We want to publish poetry, short anecdotal 

stories, photography, drawings, collages, 

and photographs of paintings or sculptures 

created by SF Physicians. Please don’t be 

shy, submit your artwork! Send all material 

to Amanda Denz, 1003A O’Reilly Ave. San 

Francisco, CA 94129, or by e-mail, adenz@

sfms.org.  
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William A. Norcross, MD, Heather A. Ching, MFT, and William Seiber, PhD

Toward a More Accountable Profession:
The Case of the Aging Physician 

T he Medical Board of California asks 
the UCSD Physician Assessment 
and Clinical Education (PACE) 

Program, an independent program of the 
UCSD School of Medicine, to assess phy-
sicians for clinical competency. Typically, 
this assessment follows after administrative 
charges are filed against the physician’s 
license and disciplinary action is imposed. 
PACE faculty and staff conduct a number 
of tests to determine if a physician has defi-
ciencies in any area of clinical competency 
or if there could be other factors that con-
tributed to the disciplinary action. Over the 
years, several MBC referrals have led to the 
discovery of physicians having neurocogni-
tive deficits sufficient to interfere with their 
ability to practice medicine safely. 

A typical instance was one of an 
80-year-old vascular surgeon who was 
disciplined because of problems with the 
postoperative management of a patient that 
resulted in a fatal outcome. He was found 
to have significant deficits in memory, a 
diminished ability to learn new informa-
tion, abnormal visuospatial perceptions, 
and a deficit in fine motor function of the 
dominant hand. 

Another example is that of a 74-
year-old primary care physician who dem-
onstrated confusion, disorientation, and 
inappropriate responses while participating 
in a PACE educational program. He was 
referred for a medical evaluation and formal 
neuropsychological testing, which revealed 
findings consistent with a chronic organic 
brain syndrome. 

In all cases where health concerns are 
discovered, the information is shared with 
the physician and he/she is strongly encour-
aged to be evaluated by his or her personal 
physician(s).

We believe it is likely that in many of 
these cases, as in the examples above, the 
neurocognitive deficits that PACE uncov-
ered were directly related to the event(s) 
that led to their discipline by the board. 
In the majority of these cases there was no 
evidence that the physician’s hospital or 
medical group questioned his competency, 
put restrictions on his practice, or made an 
effort to refer him for further evaluation. 
This was true even in cases in which the 
doctor had suffered a stroke and there was 
gross evidence of paralysis, abnormal speech, 
and/or obvious decline in mental function. 
As a profession, physicians are very reluctant 
to approach a colleague about a perceived 
health problem. Moreover, physicians with 
cognitive problems are often unwilling or 
unable to seek help or retire from clinical 
practice. It is sad to witness a physician end 
a career of dedication and service in such a 
tragic manner. 

Although the majority of physicians 
who choose to continue to practice medi-
cine beyond age 65 are likely to be com-
petent and sufficiently healthy to practice 
medicine safely, the incidence of many 
serious diseases increases with age. Unfortu-
nately, many of these diseases occur insidi-
ously and many may not be apparent to the 
person afflicted. In population-based studies 
of community-dwelling persons age 65 and 
older, mild Parkinsonism was found in about 
25 percent in people over 65, and symptoms 
and signs of pre-dementia in 1 to 2 percent, 
with a significant rate of annual conver-
sion to dementia. While higher education 
appears to confer a mild protective effect 
from dementia, there is no reason to suspect 
that physicians would not suffer the risk of 
increasing likelihood of neurodegenerative 
processes with age. Other studies show a 

significant incidence of hearing impairment 
and vision loss with aging.

Commercial airline pilots, a profession 
to which the medical profession is often, 
arguably, compared, deal with the increas-
ing incidence of disease with age through 
a program of mandatory, intensive testing 
and assessment and compulsory retirement 
from flying at age 60. (I am told that the 
requirement is neither evidence-based nor 
purely related to health or fitness concerns. 
I offer this only as an interesting point of 
comparison with another highly regarded 
profession whose members are responsible 
for the welfare and safety of the public.)

There is no consensus regarding rou-
tine health or competency screening of 
physicians. To our knowledge, the only 
mandatory assessment program for aging 
physicians is conducted by Canada’s College 
of Physicians and Surgeons of the Province 
of Ontario, which requires physicians age 
70 and older who wish to continue active 
medical practice to undergo a compulsory 
peer review every five years. But world opin-
ion is divided on this issue. In considering 
the same general issue, the New Zealand 
Human Rights Commission states that any 
form of compulsory assessment of physi-
cians solely based on age represented age 
discrimination. 

While we agree that discrimination 
based solely on age is abhorrent, we feel 
compelled to recognize that a host of 
diseases causing decrements in physical, 
sensory, and neurocognitive functions in-
creases sharply with advanced age. Whether 
the finding is related or not to physical and 
mental decline, a growing body of evidence 
demonstrates that physicians who have 
been in practice longer are at significant 

Continued on page 30...
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O ccasionally every physician needs help—whether it be with 
legal problems, stress, mental health, or substance abuse. The 
following is a list of online resources assembled by CMA and 

SFMS to guide physicians through their troubled times. 

Referral Resources: 
•Medical Board of California www.medbd.ca.gov
•MBC Diversion Program www.medbd.ca.gov/Diversion.htm
•County Medical Societies www.cmanet.org/publicdoc.cfm/63/0/countyall
•California Specialty Medical Societies www.cmanet.org/publicdoc.cfm/60/0/
linklist/55
•American Medical Society www.ama-assn.org
	
Legal Information:
•CMA Medical-Legal Online Library www.cmanet.org/bookstore/cmaoncall.
cfm
•AMA Legal Resources www.ama-assn.org/ama/pub/category/4541.html

Physician Stress and Burnout: 
•Finding Meaning in Medicine www.meaninginmedicine.org/home.html
•Center for Professional and Personal Renewal www.cppr.com/

Mental Health: 
•National Institute of Mental Health (NIMH) www.nimh.nih.gov

Substance Abuse: 
•California Department of Alcohol and Drug Programs-Resource Center 
(California Only) http://www.adp.ca.gov/
• Substance Abuse and Mental Health Services Administration (SAMHSA) 
www.samhsa.gov/ 
•International Doctors in Alcoholics Anonymous www.idaa.org 
•National Institute on Drug Abuse (NIDA) www.drugabuse.gov	
	
Treatment Facilities: 
•SAMHSA’s Searchable Directory of Treatment Programs http://dasis3.
samhsa.gov/
•State of California Narcotic Treatment Program Directory www.adp.ca.gov/
pdf/clinicdr.pdf	
	
Recovery Meetings: 
•Northern California AA www.aanorcal.org/service.htm
•Northern California NA meetings www.norcalna.org/meeting.html
•Dual Recovery Meetings www.draonline.org/meetings.html	
	
Outside California: 
•State Medical Societies www.ama-assn.org/ama/pub/category/7630.html

Help for the Physician 
in Trouble 
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Amanda Denz

A Conversation About Renewing:
Q & A with Linda Clever, MD

great time to put theory into practice. 
Sometimes you get worn out doing 

good, and sometimes terrible things hap-
pened to you. How do people become 
buoyant, engaged, and excited despite all 
of this?

If, at the point where you are in life, you 
either know everything or you have lost that 
compelling need to explore, how do you get 
the courage to keep exploring? And when 
things are going well, how do you still keep 

looking forward? How do you keep from be-
ing a barnacle of a person and make yourself 
a leaping dolphin of a person? 

SFM: So how did you eventually put theory 
into practice? 

Dr. Clever: That was the challenge. 
A group of colleagues and friends got to-
gether and started RENEW. They became 
the board and the advisers, and I started 
doing grand rounds at various places. Then 
we started seminars and workshops, and 
finally Conversation Groups©—which we 
will be doing with the Medical Society. 
RENEW started with physicians and then 

immediately started working with nurses, 
then schoolteachers, attorneys, and other 
professions.

SFM: What are the Conversation Groups 
like? 

Dr. Clever: “Con” means with and 
“versus” means turn, so when you are having 
a conversation with someone it means you 
are willing to turn with them and get a new 
idea—this is not just about reshuffling the 
deck, it’s about getting new cards. 

At the Conversation Groups, the 
topic is renewing. We discuss renewing and 
refreshing, and we figure out how to regain 
effectiveness, enthusiasm, and our sense of 
purpose, fun, and joy. We also have a good 
time together! 

One of our first conversation groups 
started at CPMC and is still going after  
seven years. We talk about topics such as: 
What is success? How do you get through 
a tough day? How do we deal with aging? 
How do we live our values? These topics 
are always on our minds, but we don’t talk 
about them that much. When you are in 
a conversation with people you might not 
know very well, but whom you trust, you 
can come to grips with some of these things, 
and move ahead. 

SFM: Who do you think will enjoy or ben-
efit from these Conversation Groups?

Dr. Clever: RENEW isn’t for people 
who are profoundly in trouble. It is for 
people who want to become buoyant again. 
It’s for explorers, discoverers, people who 
want more of an adventure in life. It’s for 
wonderers. Since we are more fragmented 
theses days, this provides an opportunity to 
come together with people who either are 

T his month San Francisco Medicine 
had the opportunity to speak with 
Linda Clever, MD, about how phy-

sicians can remain buoyant and enthusiastic 
despite stress and other pressures brought on 
by medical practice. Dr. Clever’s program 
RENEW was developed with this aim in 
mind. In the upcoming months, Dr. Clever 
will be working with the San Francisco 
Medical Society to create a RENEW pro-
gram for members. 

SFM:What led you to develop RENEW? 

Dr. Clever: I’m an internist and I was 
trained in internal medicine, infectious 
diseases, occupational medicine, and com-
munity medicine. Throughout my career 
I’ve always been interested in how lives and 
work/career interact because we are more 
than just one dimension. Our bodies, our 
souls, our families, our friends, our work, 
and our neighborhoods—we have all of 
these things. 

Then, several years ago, all of the wheels 
came off my life in a series of terrible ways. 
Within a period of 18 months my mother 
died, my house was broken into, I lost two 
jobs, my father died, and then my husband, 
who is also an internist, was diagnosed with 
carcinoma of the prostate. He is fine now, 
but after all of that, it was necessary for me 
to rethink all of my basics, to really define 
what was important to me. 

When I had served on the Stanford 
Board of Trustees, one of the other members 
was John W. Gardner, who started Com-
mon Cause after he was Secretary of Health, 
Education, and Welfare under President 
Johnson. He had written a great deal about 
excellence, leadership, and about renewing. 
And here I was in the time of my life when 
I needed to renew and I thought this was a 
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think we have one of the hardest jobs in 
the world. Our jobs are extraordinarily sad, 
sometimes, and challenging, and wonderful. 
Many physicians would do it over again, and 
then there are some—and these numbers 
are increasing—who wouldn’t, and who 
wouldn’t advise their children to. That is 
tragic. 

But I do think that, just like every-
body else, physicians need to keep learn-
ing—whether they take a class in something 
that interests them, anything from Sanskrit 
to watercolor, or they join a group that 
does something interesting. In addition 
to the learning that we have to do in our 
careers, exploring personal interests is so 
important. 

We physicians need to stay involved 
with the world, keep on reading the news-
papers and staying informed about public 
events. Many physicians become divorced 
from the rest of the world, but we do have 
an obligation to live in it.

We have such a different responsibil-
ity than most other professions. We hold 
responsibility for people’s lives and their 
futures. The way we differ from firefighters 
and other people who save lives is that we 
have a relationship with our patients and 

the quality of that relationship affects them. 
To know what we are doing and to do no 
harm—those are also huge responsibilities. 
And how do we deal with that? 

These are all things that we discuss 
together during conversation groups. Many 
people want to know, “How can I do it all?” 
And the answer is that we can’t do it all, all 
at once, but we can decide how to pick and 
choose wisely. 

It’s so important that our spirits are 
high.  Not just for our patients but for our 
families and colleagues and ourselves.

like-minded or have at least had some of 
the same experiences. This way you don’t 
have to figure everything out yourself; you 
can get ideas from others—others who are 
in the same boat. And the same boat can 
be age 28 to 88, because part of that boat 
involves trying to figure out “what is the 
purpose of life?” 

SFM: What do you hope to accomplish 
with the conversation groups at SFMS? 

Dr. Clever: First of all, it would be 
great to get a regular group of attendees and 
to keep the group going for a long time. And 
second would be that every time, people 
leave with new ideas, or they find new 
paths, or new self-confidence, and/or new 
approaches to life. People who come should 
feel that they are not alone. This really is a 
way to build community. 

SFM: What other things can doctors do in 
their lives to stay energized or keep from 
getting stagnant?   

Dr. Clever: I know this will be a shock-
ing statement…but I think that physicians 
have the same DNA as everyone else. I do 

RENEW is coming to the San 
Francisco Medical Society!

The San Francisco Medical Society is 
introducing a RENEW program for SFMS 
members starting July 19 at 5:30 p.m. with  
a second meeting on August 16 at 5:30 p.m. 
at the SFMS Presidio offices. The preliminary 
meetings will be complimentary and will feature 
the delicious catering of the SFMS chef!  RSVP 
to Carol Nolan, cnolan@sfms.org (415) 561-
0850 extension 0. For more information about 
RENEW visit www.renewnow.org.  
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T he ethical standards of the medical profession have con-
sistently and universally condemned any participation by 
physicians in direct or indirect abuse of prisoners or any 

other person for any reason, as embodied in the dictum “First, do 
no harm.”  

Additionally, the dominant “evidence-based” opinion regard-
ing the utility of torture is that it elicits faulty information and in-
creases the risk of retribution—of the torturing nation’s own soldiers 
and citizens being abused.  The navy’s own general counsel has said 
that mistreating prisoners is “almost incalculably harmful to US 
foreign, military and legal policies.”  It has 
also been called “a wonderful recruitment 
trigger” for potential terrorists.

 By mid-2005, there was disturbing 
but solid evidence that since 9/11, codes 
of treatment were violated in US-run 
facilities in Cuba, Iraq, and possibly Af-
ghanistan.  Some American physicians, 
possibly including some California medi-
cal licensees, were implicated as having 
been directly or indirectly involved in 
such abuses.

A leading medical ethicist, Steven Miles, MD, has written in 
The Lancet and in his new book Oath Betrayed that “not only were 
doctors, nurses, and medics silent while prisoners were abused; physi-
cians and psychologists provided information that helped determine 
how much and what kind of mistreatment could be delivered to 
detainees during interrogation. Additionally, these harsh examina-
tions were monitored by health professionals operating under the 
purview of the U.S. military.”

 Concerned that not enough was being done to uphold hal-
lowed ethical standards, we wrote a letter to the New England Journal 
of Medicine—which had published some of the disturbing informa-
tion. In our letter we pointed out that all physicians, including 
those serving in the military, are licensed by a state medical board 
and beholden to the same ethical standards as any member of our 
profession. We asked that that the military disclose the names of 
physicians involved in abuse of prisoners to medical boards and the 
AMA for investigation and possible discipline.  

 The NEJM published our letter in October 2005. The re-
sponse? Virtually none. The Associated Press did disseminate a 
news release but even our own local newspapers and media did not 
cover this call for accountability. Eventually the chairman of the 
board of the AMA sent a letter to the NEJM in response to ours, 

explaining AMA actions to date, and reiterating that “ physician 
involvement in such mistreatment comprises the integrity of the 
medical profession”—but the NEJM chose not to print it.  The 
editor of the AMA’s own fine newspaper, American Medical News, 
did not respond to half a dozen attempts to discuss an article or 
opinion piece on this topic.

 Were we naive in expecting others to share our—and the 
AMA’s— concern?  We expected that having a call for action in 
the nation’s leading general medical journal merited some response. 
Apparently we were wrong. But why?

 It’s likely there are multiple rea-
sons.  Perhaps some military physicians, 
within the rigid hierarchy of the military 
and under the duress of wartime, are 
more prone to slip in their standards due 
to various pressures. Perhaps few really 
believe that the kind of documented 
maltreatment we and others have cited, 
which has even resulted in at least one 
death among prisoners, is truly “torture” 
and is thus permitted – which is just 
what some leaders in Washington are 

now arguing to be the case as they seek to weaken the Geneva 
Conventions.   

 To be clear, we fully believe that the vast majority of military 
physicians are ethical people, and that those who have transgressed 
are a tiny minority.  But this episode has provoked in us a disturbing 
flashback to the early days of the HIV epidemic, starting a quarter 
century ago.  Scientific and media reports were telling us something 
bad was occurring. Some among the “powers that be” ignored the 
warnings—“and the band played on”, as San Francisco Chronicle 
journalist Randy Shilts titled his landmark book on those early days. 
Those delays cost many people very dearly, and are now recalled 
by many with shame.

 Will many of us also look back in shame at our silent complicity 
with abuse perpetuated by our own fellow citizens?

Steve Heilig, MPH, is on the SFMS staff and is coeditor of the Cam-
bridge Quarterly of Healthcare Ethics.  Philip Lee, MD, is professor at 
both Stanford and UCSF medical schools, UCSF Chancellor Emeritus, 
and former United States Assistant Secretary of Health.  Marcus Conant, 
MD, is clinical professor of medicine at UCSF and a leading figure in 
responding to the HIV epidemic. Their views here are their own.

in my opinion

The Band Plays On—Again:
Getting Away with Torture?
 Steve Heilig, MPH, Philip R. Lee, MD, and Marcus Conant, MD

“Our lives begin to 
end the day we 
become silent about 
things that matter.”

—Martin Luther King Jr.
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for health care workers, first responders, and others (see document 
on www.sfdph.org/cdcp); heightening awareness of public hygiene 
practices (e.g., hand washing, cough etiquette); strengthening 
hospital surge capacity plans; acquiring a small cache of antiviral 
agents and preparing to stage state or federal stockpiles of medicines 
to treat confirmed or suspected cases; developing protocols for isolat-
ing confirmed or suspected cases in the health care and/or home 
setting; developing protocols for home- or facility-based quarantine 
of people exposed to a confirmed or suspected case; outlining social 
distancing strategies (e.g., limiting large public gatherings).

To minimize social disruptions and the economic impact of 
a pandemic, the health department has been collaborating with a 
city agencywide Avian/Pandemic Flu Task Force. Since fall of 2005 
the task force has been working to ensure a coordinated response 
and to see that essential city services remain functional. SFDPH 
has provided a pandemic flu continuity of operations plan (COOP) 
template (see www.sfdph.org/cdcp for a copy) and ongoing guidance 
to leaders and planners. 

The health department is also assisting other community 
groups with planning. Various meetings and presentations on pan-
demic flu preparedness are being held through the Hospital Council 
Emergency Preparedness Task Force, Infection Control Working 
Group, business associations, and organizations that meet the needs 
of special populations. A COOP template tailored for businesses 
and organizations will be made available in June.

To communicate accurate real time information to the San 
Francisco community the health department will use a variety of 
media outlets, including website postings (www.sfdph.org/cdcp), 
health alerts faxed to clinicians, public information lines, press 
releases, and press conferences.  Presently the website has avian/
pandemic flu news, fact sheets, flyers for upcoming presentations, 
and more. Many of these tools can be handed out to patients who 
have questions or concerns.  

Because clinicans play a key role in the city’s response we ask 
that you also prepare for a pandemic flu. Have the 24/7 disease 
reporting telephone number handy, (415) 554-2830, know your 
office’s or facility’s plan, and develop your own personal disaster plan 
to ensure that family members are cared for while you are at work.  
For details on how to prepare see www.sfdph.org/cdcp.

While we hope that San Francisco will be spared a severe 
pandemic, planning for the worst by developing comprehensive 
response plans and strong relationships with community partners 
helps us to meet both everyday challenges and those of any 
disaster.

S   ince 1997, avian influenza H5N1, commonly known as bird 
flu, has killed millions of birds globally, infected fewer than 
250 people, and killed approximately 50 percent of those 

known to be infected. The RNA of influenza A viruses, including 
the H5N1 strains, frequently undergoes point mutations and oc-
casionally shifts dramatically. Thus, there is concern that this virus 
could mutate to a highly transmissible strain and widely infect a 
vulnerable world population. This possibility has prompted public 
health leaders to prepare for an influenza pandemic.  

Preparing for pandemic flu is different than preparing for other 
disasters in that the pandemic flu has the potential to last up to 24 
months. In an extreme scenario the pandemic virus could cause 
widespread waves of illness, overwhelm our health care system, 
cause high levels of absenteeism in every type of workforce, and 
result in shortages of essential goods. Vaccines may not be available 
for at least six months and antiviral drugs may not be effective or 
widely available. 

The San Francisco Department of Public Health (SFDPH) 
is closely monitoring the status of avian influenza and is preparing 
for the possible introduction of the current H5N1 strain (not eas-
ily transmissible) or a pandemic influenza strain. Key preparedness 
goals include identifying disease, reducing transmission, coordinat-
ing care of the ill, maintaining essential services, communicating 
accurate real-time information, and minimizing social disruptions 
and the economic impact of a pandemic. To achieve these SFDPH 
is working on many fronts:

To enhance clinicians’ ability to recognize and appropriately re-
spond to cases of H5N1 and/or pandemic influenza, SFDPH provides 
guidance via Health Alerts, a 24/7 disease reporting number, (415) 
554-2830, web postings, and presentations. San Francisco clinicians 
received a health advisory that addressed suspected avian influenza 
cases in November 2005 (see www.sfdph.org/healthalert for a copy) 
and numerous clinicians have attended SFDPH-led avian/pandemic 
flu lectures. Currently, target audiences include emergency, primary 
care, pulmonary, and infectious disease clinical staff. To find out 
about lecture schedules, contact olivia.bruch@sfph.org. 

Disease control teams are trained, ready to respond to reports 
and facilitate testing.  To rapidly diagnose cases the San Francisco 
Public Health Laboratory has acquired the equipment, reagents, and 
skills to provide PCR testing of respiratory specimens for influenza 
A and B and the subtypes H1 and H3. Soon the lab will also be 
able to test for the subtype H5.  

To reduce transmission and ensure care for the ill SFDPH is 
taking the following steps: developing infection control guidelines 

Preparing for Pandemic Influenza in 
San Francisco 

public health update

Olivia Bruch, MSC, and Karen Holbrook, MD, MPH
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Veterans
Diana Nicoll, MD, 

PhD, MPA

U.S. Congresswoman Nancy Pelosi (D-
Calif.) cut the ceremonial ribbon at the grand 
opening of the Center for the Imaging of Neu-
rodegenerative Diseases (CIND) at the San 
Francisco VA Medical Center on Friday, May 
12. The opening ceremony took place on the 
SFVAMC campus in historic Building 13, which 
has been renovated and now houses the CIND 
research program.

Rep. Pelosi was part of a group of distin-
guished guests that included Dr. Joel Kupersmith, 
Chief Research and Development Officer of the 
Veterans Health Administration, and Col. Karl 
Friedl, Commander of the US Army Research 
Institute of Environmental Medicine and ad-
ministrator of a Department of Defense-funded 
research program at CIND.

The mission of CIND is the early detec-
tion and subsequent monitoring of chronic and 
neurodegenerative brain diseases and conditions 
such as Alzheimer’s disease, post-traumatic stress 
disorder (PTSD), Gulf War illness, Parkinson’s 
disease, epilepsy, and HIV dementia. Brain 
images are obtained with magnetic resonance 
imaging (MRI), a noninvasive, nonradioactive 
technology. At the heart of the CIND equip-
ment array is a state-of-the-art 4.0 Tesla MRI 
instrument, the only one of its kind in the VA 
system, which is several times more powerful 
than conventional MRI devices.

CIND is the result of collaboration between 
the Department of Veterans Affairs, the Depart-
ment of the Army, the National Institutes of 
Health, the Northern California Institute for 
Research and Education, and the University of 
California, San Francisco.  

hospital News
Saint Francis

Guido Gores, MD
St. Luke’s

Jerome Franz, MD

On Thursday, June 29, we held our Richard 
J. Bartlett Memorial Lecture with distinguished 
speaker William P. Schecter, MD, FACS. Our 
Distinguished Lecture Series aims to provide a 
venue to listen to and learn from some of the 
nation’s most respected clinicians and research-
ers. Dr. Schecter is a Professor of Clinical Surgery 
and the Vice Chair of Surgery at UCSF and the 
Chief of Surgery at San Francisco General. The 
topic of the lecture was “Terrorist mass casualty 
events in Israel: Historical context and clinical 
management.” Along with his excellent lectur-
ing talent, Dr. Schecter is especially experienced 
in this area due to time he spent at the Shaare Ze-
dek Medical Center in Jerusalem, Israel. Between 
January 1 and June 30, 2004, he studied civilian 
hospital response to mass casualty events. In his 
lecture Dr. Schecter explained the principles of 
mass casualty triage in the field, the principles 
of civilian hospital response to a mass casualty 
event, and the clinical manifestations and man-
agement of blast injury due to explosions.

Saint Francis Memorial Hospital was also 
honored as one of 39 national recipients of the 
American College of Surgeons’ Commission 
on Cancer Outstanding Achievement Award. 
The award is given only to cancer care facili-
ties that achieve commendation in more than 
eight areas of the 45 areas surveyed during the 
comprehensive on-site evaluation. Our very own 
Cancer Care Committee, established in 1975, 
sees that Saint Francis meets these high stan-
dards in prevention, early detection, treatment, 
rehabilitation, emotional and spiritual support, 
and long-term follow-up services for patients 
diagnosed with cancer.

Integration of management goes forward 
as we await the attorney general’s approval for 
St. Luke’s to become a fourth campus of CPMC. 
After a period when we were saying goodbye 
to someone on staff every month, we are now 
seeing more new faces, some of them longtime 
employees of CPMC who are bringing expertise 
but also learning from our culture of service to 
the community. They are also finding areas of 
excellence here, such as obstetrics, which has 
once again been given Sutter’s highest award 
for performance in first pregnancy and delivery, 
thanks to our outstanding team of doctors, mid-
wives, and nurses.

The childhood asthma program also won 
Sutter’s award for best overall performance.  
This status will be enhanced in the near future 
by a grant of $170,000 over three years from the 
California Asthma Public Health Initiative. The 
money will allow St. Luke’s Pediatric Center to 
participate in the Best Practices in Childhood 
Asthma program. The project leader is Kevin 
Chu, MD, who advocates early detection, pre-
vention, monitoring, and treatment.  He has 
hired a full-time asthma coordinator, Diana 
Williams, PAC, to test, educate, and follow up 
on the patients in this pilot program.

For many years St. Luke’s had a School 
of Nursing. It trained excellent RNs, some of 
whom still work with us. We now have the 
happy news that St. Luke’s will once again be a 
center for training. The Samuel Merritt School 
of Nursing will locate some of its programs here 
in the Hartzell Building, which housed our old 
school. We expect the educational activities 
will keep our nursing staff at top performance, 
enhance patient care, and provide a source of 
nurses for the future.
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hospital News

St. Mary’s
Kenneth Mills, MD

Expectations for professionalism from our 
physicians run high at St. Mary’s, and the medical 
staff introduced its own code of conduct some 
three years ago. All physicians attest to this 
standard at the time of initial application to the 
medical staff and at each reappointment. We feel 
that our reputation in the broader community is 
based on involvement in quality improvement, 
peer review, utilization management, and patient 
safety. We expect our physicians to promote a 
safe, cooperative, and professional health care 
environment where all individuals are treated 
courteously, respectfully, and with dignity. 
Disruptive or disrespectful conduct affects the 
ability of others to do their jobs competently and 
creates a potentially hostile work environment 
for hospital employees, parishioners, patients, 
and others.

 We also recognize that physicians are only 
human and at times operate under considerable 
stress. We are prepared to help the troubled or 
disruptive physician deal with these issues and 
maintain their contribution to their profession 
and the medical center. We have  an active Well-
Being Committee that respects confidentiality 
but allows review and monitoring of behavior. 
We work with the Diversion Program of the 
Medical Board of California to keep physicians 
working in a safe environment. As a physician 
family at St. Mary’s, we stand ready to support 
our fellow doctors in time of need. I would also 
like to make a pitch for the RENEW Program, 
the brainchild of Dr. Linda Clever (see interview 
on page 22), which, among other activities, 
has developed facilitated conversation groups 
encouraging health care professionals to explore 
ways to enhance satisfaction in their journey as 
a doctor.

 Finally, we encourage all our medical 
staff to marvel at the wonder and grace of their 
profession. This is best done with balance in 
our lives. Attention to self and family is the best 
equalizer.

UCSF
Linda Reilly, MD

UCSF Medical Center recently opened the 
first center in the country to serve the specific 
cardiovascular care needs of Asians in the Bay 
Area and beyond.  The UCSF Asian Heart & 
Vascular Center will focus on advanced heart 
care treatment that is respectful of the cultural, 
genetic, and physiological differences that dis-
tinguish the Asian population.

The facility, located at UCSF Medical 
Center at Mount Zion, features a stress echo-
cardiogram lab, patient screening rooms, and 
an education and research center equipped 
with staff, computers, and reading materials.  
Patients and community members can use the 
center to learn about heart disease, and preven-
tion and treatment options.  Patients will also 
receive information and language-appropriate 
educational materials, and interpreters are on 
staff and available to speak to patients in their 
native languages.

The UCSF Asian Heart and Vascular 
Center will also serve as an identified leadership 
institution to coordinate and plan basic and 
clinical research efforts.   

While Asian Americans share the same 
risk factors as the general population, including 
high rates of hypertension, obesity, diabetes, and 
smoking, studies have shown important differ-
ences in cardiovascular function and outcome 
in Asian Americans. “There is a scarcity of 
programs that cater to Asians culturally, lin-
guistically, and medically,” says Gordon Fung, 
MD, director of the new center. “Adding to the 
problem is a lack of clinical data on this popula-
tion, making it difficult to master-plan research 
and tailor treatment.”

For more information or to refer a patient, 
contact the Asian Heart and Vascular Center at 
(415) 885-3678.

I was pleased to hear that the focus of the 
current issue is on “wayward physicians.” I would 
like to say that there are none, but I cannot. 
However, I can say with confidence that, thank-
fully, their numbers at Seton are few.

As physicians, we have been placed in a 
unique position. Despite recent changes in health 
care, we remain trusted. The doctor-patient re-
lationship, as codified in the Hippocratic Oath 
thousands of years ago, remains sacred.  Implicit 
in this bond is the understanding that the doc-
tor will work on behalf of the patient—not on 
behalf of the HMO, insurance company, or other 
third party.

This unique and sacred trust does not 
come without obligations. As physicians, we 
are held to professional standards that are high 
and sometimes difficult to maintain. I can say 
with pride that breaching these standards is 
rare. Nevertheless, when these violations occur, 
the entire profession is weakened and it is our 
responsibility to respond.

At Seton, as with other medical staffs, 
we are endowed with an excellent Physicians’ 
Well-Being Committee. This group is chaired 
by Tim Isaacs, MD, psychiatrist par excellence. 
He researches relevant articles on physician well-
ness and impairment and distributes them to the 
medical staff in the monthly mailing. Dr. Isaacs is 
always available to the medical staff for personal 
as well as patient problems. For violations that are 
considered more serious, an ad hoc committee is 
appointed and a judicial review can result.  An 
appeals process is also available.

Again, fortunately, egregious problems 
of this nature are rare at Seton. Dr. Isaacs and 
his committee are like the Maytag repairmen, 
waiting by the telephone for calls that don’t 
often come. It is through the hard work of this 
committee and the general integrity of my col-
leagues in medicine that “wayward physicians” 
are an anomaly at Seton. 

Seton
Stephen Conrad, MD
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hospital News

Congratulations to Dr. John Moretto, who 
was recently reappointed chair of the Depart-
ment of Pathology for a second five-year term.  
Dr. Moretto is a graduate of Stanford University 
School of Medicine and has been a member of 
the CPMC Medical Staff since 1995.

The CPMC Medical Laboratories at 
both the California and Davies campuses were 
recently awarded accreditation by the College 
of American Pathologists. The CAP program 
is the most respected and recognized laboratory 
accreditation program in the world.

Dr. Donald Fletcher, CPMC Department 
of Ophthalmology, received the “Meritorious 
Award for Outstanding Lifetime Contributions 
in Low Vision” from the Association for Educa-
tion and Rehabilitation of the Blind and Visually 
Impaired.

The CPMC Facilities Development team is 
now building a new Philips-Stereotaxis cath lab 
in the Kanbar Center. Targeted for completion 
early next year, it will become Kanbar’s fourth 
cath lab, helping CPMC serve more patients in 
an improved environment. This effort has been 
enabled by the CPMC Foundation, which has 
raised nearly $2 million to support the work of 
our cardiologists.

CEO Brenda Yee was pleased to announce 
the outstanding final results of the JCAHO/CAL 
Survey for Chinese Hospital: only four “Require-
ments for Improvement.” Given that Chinese is 
the first hospital in the Bay Area to experience 
an unannounced survey, its JCAHO Task Force 
should be commended for “mobilizing the troops” 
with literally only two hours’ notice. In addi-
tion to our leader, Ms. Yee,  task force members 

Chinese
Fred Hom, MD

CPMC
Damian Augustyn, MD

include Dr. James Yan, 
cochair and Medical 
Director of Performance 
Improvement; Dr. Jo-
seph Woo, Chief of 
Staff; Stuart Fong of 
Risk Management and 
Infection Control; 
Dolores Ong, Director 
of Nursing; Rebecca 
Sulpacio, Performance 
Improvement; Elena 
Tinloy, Director of 
Clinical Services; Dr. 
Wai-Lam Chan, Direc-
tor of  Sunset Health 
Services; Jian Zhang, 
NP and manager of 
Sunset Health Services; 
myself, Dr. Fred Hom, 
Vice-Chief of Staff; 
and most of all, Patricia 
Chung, JCAHO Sur-
vey Coordinator. Also 
to be acknowledged are 
all the medical staff and 
hospital staff who took 
time off to participate 
in the survey. Thank 
you to all involved. 

SFMS 
Symphony Night 

Returning 
this fall!  

More information—in-
cluding the date—for this 
SFMS Membership favor-
ite will be available soon.  

SFMS Day at the Ballgame 
coming soon! 

This event will take place late 
Summer/early Fall. Please watch the 
magazine and check our website, 
www.sfms.org, for more informa-
tion.
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in memoriam

Berdeen Frankel, MD

Dr. Berdeen Frankel (Paul) passed 
away on May 18, 2006, at the age of 
86. She was born on December 5, 
1919, to Mathilde and Joseph Frankel.	
     She received a BA in sociology from the 
University of California at Berkeley and 
received her MD from Stanford University 
School of Medicine in 1948, specializing 
in psychiatry. She was one of only three 
women in her graduating medical class.	
     Dr. Frankel practiced psychiatry in San 
Francisco for over 50 years, specializing in 
psychiatric diagnosis and treatment, psy-
chopharmacology, and psychotherapy. She 
was an attending physician at Staint Francis 
Memorial Hospital, where she received the 
Distinguished Service Award. She was also 
an assistant clinical professor at UCSF. She 
was a life fellow of the American Psychiatric 
Association, a member of the American and 
Northern California Psychiatric Associa-
tions, and a member of the San Francisco 
Medical Society since 1953. She researched 
and published articles on thyroid function 
in mental disease and prediction of perfor-
mance for medical students.

Dr. Frankel was also a member of the 
Commonwealth Club of San Francisco, 
the San Francisco World Affairs Council, 
and the Metropolitan Museum of Art. Her 
avocations included national politics, arts 
and antiques, world travel, and gourmet 
dining. She had an elegant sense of style 
and a wonderful sense of humor. She was an 
avid reader and it seemed to her daughters 
and those close to her that there was not a 
word in the dictionary for which she did not 
know the definition.

     Dr. Frankel married Joseph Paul, 
a political public relations consultant, in 
1956. They purchased a house on Jackson 
Street in San Francisco’s Pacific Heights, 
where they lived with their two daughters, 
Mimi and Mary.

Her husband died suddenly in 1972 and 

Nancy Thomson, MD, SFM Obituarist 

Dr. Frankel raised their daughters as a single, 
working mother with a steadfast determina-
tion.  Her unwavering efforts and emphasis 
on the importance of education led to Mimi 
attending and graduating from Stanford 
University, and Mary from Harvard—both 
made her most proud. Unfortunately, Mimi 
died from anorexia/bulimia in December 
2001. Dr. Frankel set up an endowment at 
Stanford University for medical research 
into the causes and treatment of these 
diseases; contributions in Dr. Frankel’s 
memory may be made to the Berdeen 
Frankel Paul Endowment for Anorexia and 
Bulimia Nervosa,  c/o Rich Yates, Stanford 
University, Director of Planned Giving, 
Frances C. Arrillaga Alumni Center, 326 
Galvez St., Stanford, CA 94305-6105.

Dr. Frankel is survived by her daughter 
Mary Paul Brown (Martin), former sons-in-
law Vincent Allio and Andrew Nash, four 
grandchildren, her brother and sister-in-law, 
and three nephews and nieces.

Benjamin Gross, MD

Dr. Benjamin Gross, longtime psy-
chiatrist in San Francisco, passed away 
April 17, 2006, of prostate cancer at 
his home in Sebastopol.   He was 84.	
     He was born March 1, 1922, in San 
Francisco’s Fillmore district to Polish Jew-
ish immigrant parents.  He graduated from 
Lowell High School in 1938, received a BA 
in literature from UC Berkeley in 1942, and 
earned his MD from UCSF in 1946. He 
worked for the Public Health Service for 
two years in Europe serving in Hamburg, 
Germany, and Rotterdam, the Netherlands.	
     After completing his residency in psychi-
atry in 1954, he opened his practice in San 
Francisco. He also saw patients at clinics run 
by the city. He was psychiatric consultant 
for San Francisco Suicide Prevention in 
the late 1960s, training people who fielded 
emergency calls. He was also one of the first 

psychiatric consultants advising the Golden 
Gate Bridge District on whether to put up 
a suicide barrier.

He liked to recount how, at the age of 
one, he became ill and the physician who 
came to the house quickly surmised the fam-
ily could not afford to pay for the medicine 
he needed. Instead of making a fuss about it, 
the doctor slyly left the needed sum under 
the prescription form. Dr. Gross worked 
for 30 years on the faculty of the UCSF 
psychiatric institute and was responsible 
for naming it Langley Porter after the doc-
tor who had helped him and his family so 
many years before.

He also pursued his interest in lit-
erature, teaching a class in literature and 
psychology at San Francisco State for a 
decade in the height of student unrest in 
the 1960s. He taught the same course at 
the Fromm Institute at USF until the late 
1990s. He won the U.S. amateur senior 
chess championship in 1989, and naturally 
the psychology of chess was one of his fa-
vorite teaching topics. He may have been 
the only professor to link chess with the 
Russian novelist Fyodor Dostoevsky, accord-
ing to friends and colleagues. After medical 
school, he drove to Washington, D.C., to 
train for his job with the Public Health 
Service, surviving on a large sack of dates. 
However, his interest in literature got the 
best of him in St. Louis when, browsing in 
a bookstore, he found a complete set of the 
works of William Shakespeare, and blew 
the rest of his trip money purchasing it. He 
had to take a job unloading sacks of Borax 
detergent for two weeks in order to finance 
the rest of the drive.

     His wife of 61 years, Anita, said he 
was very brilliant and also very sensitive: 
“He was such an all-around man.” He is 
also survived by his son, his sister, Ruth 
Hipshman of San Mateo, and two grand-
children.

Continued on page 30...
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In Memoriam         
Malcolm S.M. Watts, MD

    	
     Dr. Malcolm S.M. Watts, Past President 
of the San Francisco Medical Society (1961), 
passed away on June 8, 2006 after a short ill-
ness. He was 91 years old and was surrounded 
by his loving family at the time of his death. 	
     He was born in New York City on April 
30, 1905. He attended Trinity School, Har-
vard College, and Harvard Medical School. 
While serving in the U.S. Army during 
World War II, he visited his lab partner from 
medical school, Dr. Herbert Moffitt, who in-
troduced Dr. Watts to his cousin, Genevieve 
Moffitt, whom he married after the war.	
     He embarked on a triple career of private 
practice, teaching and administration at 
UCSF, and, community service. At UCSF 
he was a popular professor of internal 
medicine, constantly upholding the values 
of “old-time doctors” and stressing the im-
portance of treating the whole person. He 
also acted as Assistant Dean and Assistant 
to the Chancellor. UCSF honored his con-
tributions with the UCSF Medal in 1983.	
     Dr. Watts was active in the San Francisco 
Medical Society, the California Medical 
Association, and the American Medical 
Association. He was editor of California 
Medicine, eventually expanding it into 
Western Regional Journal of Medicine. He 
wrote hundreds of editorials. He was also 
editor of the Journal of Continuing Educa­
tion in the Health Professions. He served on 
dozens of other committees and boards, both 
charitable and professional, at the civic, 
professional, state, and national levels. He 
also served as president of the American 
Societies of Internal Medicine.

     Some of his proudest achievements 
in the public realm were assisting in the 
establishment of the UCSF Medical Cen-
ter in Fresno, administering the California 
Area Health Education Centers program 
(AHEC) for medically underserved areas, 
helping to establish the San Francisco 
Consortium, and contributing to all aspects 
of continuing medical health education. He 
also advised the U.S. government on health 
policy. He was always proud that the pub-

licly financed programs he administered 
never incurred overruns, much to the as-
tonishment of government auditors.

He also greatly enjoyed his member-
ships at the University Club, the Pacific 
Union Club, and the Medical Friends of 
Wine.

In spite of all his professional activi-
ties, Dr. Watts was completely devoted to 
his wife and family, supporting them in the 
ups and downs of life. He enjoyed relaxing 
in the Napa Valley with family and friends 
and traveling around the world. In his 
eighties, he put a lifetime’s experience into 
an autobiography and philosophical writ-
ings for his family. Even at the end, at San 
Francisco Towers and Hospice by the Bay, 
he taught about facing death with dignity, 
openness and his characteristic dry sense 
of humor.

He was preceded in death by his wife, 
Genevieve, and his son Malcolm S.M. 
Watts II. He is survived by his son James 
Watts, his daughters Pauline Watts and 
Elizabeth Thompson-Watts, and five 
grandchildren. He was father-in-law to 
Mary-Michael Watts, Aldona Watts, Peter 
Thompson, and the late Charles Trinkaus.

    

risk for providing lower-quality care. Be-
cause of this growing body of evidence, 
we believe that the real risks to the public 
safety outweigh any theoretical concerns for 
individual physicians.

The development of a uniform and 
validated assessment of health and general 
competency for all physicians licensed in 
California who wish to continue actively 
practicing medicine beyond age 65 or 70 
seems to be a reasonable response to this 
problem. We propose that such a program 
be created and implemented by the profes-
sion and not mandated by legislation. The 
composition of such a program, as well as the 
age at which it should be required, should be 
evidence-based to the extent possible, and 
should include input of all the stakeholders. 

Although the goal is universal competency 
screening, we acknowledge that such a 
program would be a “shock” to the culture 
of our profession in the United States, and 
there would be many significant and justi-
fied concerns about it. For those reasons, 
we suggest that, at least in its first few years, 
while it is being studied, the program be 
voluntary, confidential, and nonpunitive. 
Over time, such a program would do much 
to ensure the public safety and enhance the 
trust that our patients invest in us.

Reprinted with permission from the 
California Medical Board’s Action News. The 
content of this article represents the views of the 
author and should not necessarily be construed 
as representing the views of the Medical Board 
or the San Francisco Medical Society.   

Continued from page 19...

SFMS Membership Mixer

6:00 to 8:00 Thursday, August 24 

Togonon Gallery (www.TogononGal-
lery.com) located at 77 Geary Street, 
2nd floor in  San Francisco. 

This will be a wonderful oppor-
tunity for SFMS members to meet 
and mingle with SFMS leadership and 
CMA amidst an exciting exhibit of 
art from Myanmar (formerly Burma) 
with beverages and hors d’oeuvres, art 
and collegiality, plus live jazz!  New 
members are especially encouraged 
to attend. In order for us to get an 
accurate catering count, we would 
appreciate an rsvp to Therese Porter, 
Director of Membership at (415) 561-
0850, extension 268 or tporter@sfms.
org by August 4th
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Classified Ads

Send Electronic Claims Using Your Own Software!
Save time and money! FREE trial offer!
Call Signature Claims toll free (877) 744-2561

Electrolysis—Permanent Hair Removal
Renee Yates, R.E., L.E. 
2355 Ocean Avenue
San Francisco, CA 94127 (near Stonestown) 
415-333-2444

CET Cancer Center-High Dose Rate Brachytherapy 
Specialists
25 years of brachytherapy experience, D. Jeffrey Demanes, 
M.D.
First High Dose Rate (HDR) Brachytherapy only Center 
Providing Treatment and Care for Prostate, Gynecological, 
Breast, Head & Neck and Other Localized Tumors. Offer-
ing High Quality Care Exceptional Survival and Tumor 
Control Results
Call (877) 238-1437 or E-mail info@cetmc.com
California Endocurietherapy Medical Corp
3012 Summit St. Suite 2675

Oakland, CA 94609
Phone: (510) 986-0690 Fax: (510) 986-0159 
http://www.cetmc.com/
Mon-Fri, 8:30AM to 5:00PM

Recently the San Francisco Medi-
cal Society’s Fellowship and Wellness 
Committee merged with its Physician 
Membership Services Committee.  The 
member doctors and staff of this revitalized 
and newly expanded Membership Services 
Committee are committed to finding ways 
to make membership more meaningful and 
useful for member physicians at all stages of 
their careers, from medical school through 
retirement.  At the most recent meeting of 
the committee, many ideas were discussed 
that address both professional and personal 
concerns in physicians’ lives.  

Recruitment of new members, and 
retention of existing members, require in-
novative thinking and passionate, directed 
action.  The Committee is at an early stage 
of developing a program to welcome new 
members—students, residents and physi-
cians at every career stage—by having 
existing members reach out and directly 
communicate to potential new members in 
a form of sponsorship. The idea is to make 
physicians feel both welcomed and inspired 
to participate in the activities of the medi-
cal society.

Announcements

One of the most profound benefits 
of SFMS membership is collegiality, the 
opportunity to interact with peers across 
the spectrum of career stage, specialty, 
and practice milieu.  As a way to foster 
and enhance this experience, many social 
events are in the planning stages, includ-
ing a revival of the SFMS night at the San 
Francisco Symphony, an outing to a local 
baseball game, museum and gallery events, 
and other “mixer”-type events that get 
members meeting and talking.

The committee is currently facilitat-
ing a pilot program of Dr. Linda Clever’s 
RENEW program this summer.  RENEW 
was developed to help physicians regain 
and sustain their energy, motivation, and 
enthusiasm through all areas of their lives, 
and Dr. Clever is eager to develop a program 
that will speak to SFMS members’ specific 
needs.

Over the next several months, the 
committee will be discussing and developing 
ideas with a professional focus, including 
the production of informational seminars 
on topics such as practice management, 
professional development, and the demands 

of living and practicing in San Francisco.  
Items related to physician health and well-
being that will be addressed in the months to 
come may include health club memberships, 
personal training programs, family-friendly 
activities, and ways to share the rich history 
of SFMS with its members and the city at 
large. —Therese Porter 

Jack Lewin, MD, vice president and 
chief executive officer for the California 
Medical Association, has been chosen to act 
as chief executive officer of the American 
College of Cardiology starting this fall. Dr. 
Lewin will remain with the CMA through 
October and then relocate to the Washing-
ton, D.C., area. His first day with the ACC 
will be Nov. 13, 2006. Congratulations, 
Dr. Lewin!  

Good News from the Membership Services Committee 
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you can focus on your practice.
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