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It Isn’t Just Happening to Medicine: 
Thoughts on My Year as MedChi President

Tyler Cymet, DO
@tcymet

OUTGOING PRESIDENT’S MESSAGE

Introduction

Every physician knows that healthcare 
today is drastically different from what 
it used to be. Changes happen constantly 
and in every part of daily life. Healthcare, 
law, and business have been sucked into 
the Internet of everything—where people 
want more information, want it faster, and 
expect a better quality of information.1  

Pre-smartphone behavior is no longer 
the norm.  The antiquated practices of 
waiting until the end of the day to play 
recorded messages, using a rolodex or a 
phone book, joining social circles that 
exclude strangers with similar interests, 
to carrying a pager while on call have all 
changed.  Computers and smartphones 
have given physicians more freedom while 
introducing additional layers of oversight 
within healthcare teams. Physicians may 
lament the changes that de-emphasize 
the physician’s role in healthcare, but mar-
vel over the advances that make patient 
care more personalized and effective. The 
constant connectivity, real-time sensors, 
and data management have changed how 
society lives and how medicine is practiced. 

MedChi Presidency

For the past year I had the opportu-
nity to travel around the state and the 
country discussing the future of medicine.  
We know that in 2016 more nurse prac-
titioners (NP) and physician assistants 
(PA) than osteopathic (DO) or allopathic 
(MD) physicians will be graduating from 
schools in the United States. The culture 
of healthcare has changed and will con-
tinue to change.  

Gone is the physician practice owner, 
and medical records “owned” by the physi-
cians who generated the information and 
oversaw the quality of the information. 
Physicians are now employees of larger 
healthcare systems and are part of health-
care teams that include a wide range of 

healthcare professionals. The patient or 
the insurance company now own medical 
records, and the data are as likely to be 
used by non-professionals as by a health-
care provider.

The message I have spread: Everything 
physicians do, can and will be done differ-
ently, the culture of healthcare is changing, 
and healthcare goals are moving from 
the requests and desires of the individual 
patient to “metrics” determined by payors 
or politicians.  

Data-Driven, Money-
Measured Healthcare

In a world that has more data, more 
information, more choices, more products, 
and more systems, having more options 
has tangled patient care. Insurance com-
panies have decided that they will not pay 
physicians to perform routine pelvic exams 
since there are data that pelvic exams are 
not cost effective; therefore, physicians 
would no longer be compensated for the 
code that included pelvic exams. The deci-
sion put physicians in a complicated posi-
tion. Do routine pelvic exams provide the 
most cost effective way to identify sexually 
transmitted diseases?   If based wholly on 
that specific metric, then the answer is 
no.2 However, physicians who have per-
formed a full physical including a pelvic 
exam can share experiences of learning 
about urinary incontinence, or complica-
tions of diabetes, prolapsed uteruses, and 
vulvar cancer.  Diagnoses that have saved 
lives could not have been made without 
performing a pelvic exam. MedChi and 
other physician groups are questioning the 
decisions regarding care, and the physician 
role in leadership debated. I have begun to 
wonder if the punch line—the answer is 
money no matter what the question—IS 
really a joke, recharging my sense of right 
and wrong in the emergency department 
where clearly the most important thing 
anyone can have is an open airway. Given a 

choice between the two options, money or 
an open airway, one has to be very discon-
nected from the situation to think that it 
can even be discussed.

Cost and the Safferman 
Cupcake

In the past, physicians have had greater 
responsibility in oversight of the health-
care dollars.   As those duties are taken 
over by politicians and payors, physicians 
have been left to argue over the limited 
percentage that covers the direct services 
they provide, only about 10 percent of all 
healthcare dollars. 

A fellow Maryland physician, David 
Safferman, MD, has commented that phy-
sicians are arguing over a cupcake while 
the pie is left unattended. Dr. Safferman 
observes that physicians criticize business 
based healthcare decisions and administra-
tive activity that are not directly related to 
care and rarely enhance care. Healthcare is 
meant to make people healthier and live 
longer, and functioning should be based 
on the care needed and not the other way 
around.  As the discussions on value in 
the healthcare system continue, physicians 
need to voice their perspective of personal-
ized care and individual needs versus wants 
in a way that is distinct from other profes-
sionals in the discussion.

And Then, There is SGR, 
ICD-10, and EHRs

From 1997 through July 2015 Medicare 
determined what was reimbursable3 (the 
Medicare term for “paid for”) for medical 
care using a system that had no connection 
to the services provided. It created a crazy 
system in which anything new was expen-
sive, and procedures and interventions had 
the highest value. The payment and incen-
tives ran counter to logic and hurt health-
care tremendously.   After seventeen years 
of SGR and incredible time and effort put 
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into lobbying politicians for a logical and reasonable system, a 
new payment system, ICD-10, is now in place. It is unclear what 
role physicians will play in the development of the system; how-
ever, it is a step forward.

 
The Hope and the Future

Physicians are the best trained healthcare professionals. 
Physicians have the highest standards and most thorough edu-
cation.   Assessment for physicians in training occurs at every 
stage of medical education, with feedback that is brutally honest. 
Physicians are the driving forces in educating patients, as well as 
other healthcare providers.

Redefining healthcare needs our experience and our vision. 
The people we care for need our involvement in the process. For 
a solid system to be developed and the best interests of people 
to be the number one concern physicians need to be present at 
political and business meetings that seem like they have no con-
nection to medicine. It often seems that when conversations get 
boring, they get important, and potentially dangerous for those 
not paying attention.  

Thank you for allowing me to represent MedChi, and to be 
present at those meetings at which the future for physicians 
is defined.  
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Beating to Windward
Making Progress in Difficult Times

Brooke Buckley, MD
@medchipresident

 INCOMING PRESIDENT’S MESSAGE

As I embark on this truly remarkable 
experience of leading the Maryland State 
Medical Society, I follow in the footsteps 
of giants. I am also prepared to make a 
couple of footsteps of my own. I recently 
had the honor of being installed as the 
168th president of MedChi. Although we 
were founded in 1799, I stand as only the 
third woman to hold this office. At thirty-
nine years old, I am also quite possibly the 
youngest president ever. I am a general sur-
geon, employed, and a mother of three, so I 
certainly represent evolution.

In this atypical demographic, I am often 
tutored on how new ideas are simply old 
ideas on their next “go-around.” I readily 
accept this to be a truth. I also acknowl-
edge that in every incremental change, an 
enormous revolution looms ever closer. I 
humbly accept my opportunity to guard, 
and guide, our great organization through 
the incremental changes of 2015–16. 

“Isn’t it funny how day by day, nothing 
changes. But when you look back, everything 
is different.” – C.S. Lewis

I offer that this has been a remarkable 
decade of evolution for our great country 
and for our profession. I believe that this “go-
around” of healthcare reform, if given special 
attention, could award great opportunity. 
As physicians, often too taxed by our core 
mission of saving lives, we have found short-
term successes by burying our heads and 
awaiting the regression of each new tide. I see 
a different opportunity. I will use this year to 
offer reasons and examples of why and how 
to stand head on into the wind and, ever so 
slightly, begin to adjust our sails. 

In my view, Maryland physicians have 
an opportunity to harness the future of 
medicine. Reform is a call to guide the 
science of delivery and protect the safety 
of patients in a way that has never been 
championed by physicians before. During 
his presidential year, Dr. Cymet worked 
tirelessly to understand the changes and 

incorporate the truths of varied healthcare 
providers in a vision of the future. Society 
is questioning the necessity of physicians, 
and of physician-style training. A tier of 
providers is gaining more access with less 
formal education, more algorithm driven 
care, and on-the-job training than ever 
before. Patients are driving this change, as 
“consumers,” in ways that we have never 
experienced. Every patient has a mini medi-
cal degree from the academy of Google. 
Businessmen are training each other that 
the code of efficient healthcare delivery can 
be “cracked,” just like building the most 
cost-effective Toyotas.

As informed by our experience, phy-
sicians would like to discount this tidal 
wave and convince people that we are 
more knowledgeable and therefore “right.” 
I believe that ship, as is embodied in the 
millennial generation, has sailed. If physi-
cians want to maintain our relevance and 
command the respect that we do rightfully 
deserve, we need to lean into the wind and 
tame these riotous seas. 

I will spend my year looking for oppor-
tunities to harness the tide of non-physician 

providers, to hold them to the highest 
standards, and to support the health of 
Marylanders in a modern way. I will look 
to elevate MedChi physicians above our 
intra-professional quibbles. I will ask us to 
stand shoulder to shoulder with a common 
purpose. I will look to harness the forces of 
the giants like hospitals, pharmacy, and run-
away public opinion to understand the truth 
that without a captain, a ship cannot sail…a 
physician is an essential leader in healthcare. 
We must offer reasons to protect our role 
as such. We cannot expect to be given this 
right. We must earn it every day…as we 
always have.

Are you ready to join me? Are you ready 
to redouble your efforts and open your 
mind to new roles and relationships? Are 
you ready to redefine yourself so that we 
can sail into the smoother seas defined by 
population health a bigger team and with 
our patients by our side? Are you ready 
to offer MedChi the skills that you do 
best? Nothing ever changes—the patient-
physician relationship is paramount—but 
everything is different. Let us again take 
our place at the helm and sail.



 

Contact Us for More Information About 
Privacy/Data Breach Coverage: 
 
Ronald Kendall, Business Development Manager 
Med Chi Insurance Agency, Inc. 
1204 Maryland Avenue 
Baltimore, Maryland 21201 
Office Direct: 443-449-2334 

Privacy/Data Breach Coverage 
Information you need from MedChi 

While healthcare business owners may understand the dangers of an overseas hacker who 
infiltrates networks and steals credit card numbers and client information, most believe that 
their IT systems are protected by passwords and firewalls and that a privacy breach is covered 
under their business insurance.  How prepared is your medical business for a data security 
breach?  Find out. Contact  us today to discuss specialized coverage for Network Security, 
Notification Costs, Network Protection and Cyber Extortion.   

     What every business needs to know: 
 

 You really need this coverage. If you store customer 
or employee information, (electronically or paper), 
own and maintain a website or an email domain, you 
have an exposure. 

 

 The top businesses for data breaches may surprise 
you. Healthcare providers and Educational facilities 
are the top sectors for breaches.  As more and more 
sensitive information is stored electronically, these 
businesses will continue to be targeted. 

 

 The offender is usually an employee. From passwords 
stuck to computer screens to lost laptops and Black-
berrys, a large portion of security breaches are due 
to employees’ actions. 

 

 Smaller business are more at risk than  larger ones. 
Cyber criminals know there will be less barriers to 
scale when hacking into smaller companies. 

 

 Your business can’t afford not to have coverage. Al-
most all 50 states have regulatory requirements that 
require you to notify all persons who have had their 
personal information compromised. The average 
cost of a security breach is approximately $250.00 
per record. 

Coverage Highlights 
 
 

First Party Expense for: 
 Privacy notification expense 
 Crisis management and reward  
      expenses 
 E-business interruption 
 E-theft and e-communication loss 
 E-threat 
 E-vandalism expenses 

 

Third Party Liability Coverage for: 
 Disclosure injury 
 Content injury 
 Reputational injury 
 Conduit injury 
 Impaired-access injury 

 

Underwriting Factors: 
 Business revenue 
 Employee count 
 Nature of the business 
 Technical safeguards the company 
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MedChi Sets Priorities for 2016

Gene Ransom, III, Esq.
@GeneRansom

CEO’S MESSAGE

In September, the MedChi House of 
Delegates, its policy body, held its annual 
fall meeting to determine the 2016 leg-
islative priorities. Public health will be 
front and center of our agenda next year. 
MedChi has been directed to work on 
issues ranging from fixing Medicaid to 
dealing with the health-related problems 
in Baltimore. While we are adding sev-
eral new issues to our lengthy legislative 
agenda, the top two priorities are fixing 
Medicaid and protecting tort reform.

Medicaid

In 2012, MedChi successfully per-
suaded the Maryland General Assembly 
to increase Medicaid payments for 
Evaluation and Management (E&M) 
codes to Medicare rates for all physicians 
who accept Medicaid. The increase was 
to address two concerns: (1) the coming 
expansion of healthcare to tens of thou-
sands of Marylanders and (2) a significant 
lack of participation in the Medicaid 
program by Maryland physicians because 
of inadequate reimbursement. MedChi 
applauded and fought to keep the pay-
ment rate increase and subsequent reten-
tion of funding for increase in the 2013 
and 2014 General Assembly sessions. 
The increased reimbursement has been 
a success, and physician participation in 
Medicaid has significantly grown. 

A problem developed last year when 
former Governor Martin O’Malley 
reduced reimbursement for E&M codes 
in the FY2015 midyear budget cuts that 
were adopted in December just before he 
left office. Beginning April 1, 2015, reim-
bursement for E&M codes was sched-
uled to be reduced from 100 percent of 
Medicare to 87 percent of Medicare. 
Fortunately, MedChi lobbied and pay-
ment was increased to 92 percent with 
the help of General Assembly leaders 
and Maryland Governor Larry Hogan. 

In 2016, MedChi will advocate that we 
return to parity with Medicare, and we 
will strongly oppose any cuts in payments. 

Medicaid payment cuts create signifi-
cant barriers to patient access and ulti-
mately increase the cost of healthcare. 

The tremendous increase in health insur-
ance enrollment that has occurred with 
the implementation of federal healthcare 
reform makes retention of the enhanced 
reimbursement policy essential. Without 
such a policy, Maryland’s ability to main-

New Legislative-Related Resolutions Adopted by MedChi’s 
House of Delegates

Resolution 15-15: Resolved, that MedChi work legislatively to restore Med-
icaid physician payment for evaluation and management services to equal those 
of the Medicare fee schedule in the 2016 budget.

Resolution 16-15: Resolved, that MedChi will work legislatively to eliminate 
the diversion of physician license fees to fund the Health Personnel Shortage In-
centive Grant (HPSIG) program, and to ensure that the amount of fees diverted 
to the Loan Assistance Repayment Program (LARP) are proportionate to the 
amount actually distributed by Maryland Higher Education Commission (MHEC) 
for that purpose.

Resolution 17-15: Resolved, that MedChi requests that the Secretary insti-
tute a statewide campaign to immunize all children against human papillomavirus 
(HPV) at the CDC recommended ages… and be it further resolved, that MedChi 
encourage the endorsement of universal childhood HPV immunization by compo-
nent and specialty societies, stressing the benefits of prevention of the adulthood 
consequences of cervical, vulvar/vaginal, anal, penile, and oropharyngeal cancer.

Resolution 18-15: Resolved, that MedChi work within its means to explore 
novel strategies such as working with insurance companies and actuarial profes-
sionals to create new insurance products such as “prior auth insurance”…and 
be it further resolved, that MedChi explore ways to decrease the administrative 
burden of the prior authorization process in general.

Resolution 23-15: Resolved, that MedChi supports adoption of the Inter-
state Medical Licensure Compact; and be it further resolved, that MedChi work 
legislatively in consultation with the Maryland Board of Physicians for Maryland 
to enter into the Interstate Medical Licensure Compact. 

Resolution 33-15: Resolved, that MedChi will adopt the AMA policy on eradi-
cating homelessness (H-160.903) as MedChi policy and monitor the activities of 
the AMA on issues around housing and public health; and be it further resolved, 
that MedChi work with policymakers and relevant stakeholders to study the public 
health implications of affordable housing and other issues that impact the public 
health of those who are homeless to identify evidence-based, cost-effective solutions 
to those issues.

Note:  A full list of reports and resolutions can be found at www.medchi.org/hod.
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tain an adequate provider network and 
ensure patient access to necessary services 
would be at risk. Maryland can only solve 
the problem of physician shortages in the 
Medicaid program by preserving Medicaid 
funding increase for all specialties.

Plaintiffs’ Lawyers 
Attempt to 
Weaken Tort 
Protections

For every session of 
the General Assembly, 
MedChi makes it a top pri-
ority to monitor and fight attempts by the 
trial lawyers to weaken tort reform. Trial 
lawyers regularly attempt to increase the 
cap on damages in medical malpractice 
cases and to make other changes to the 
legal environment favorable to their pro-
fession, including abolishing the defense 
of contributory negligence. The issue had 
heightened visibility in Maryland’s courts 
when, in 2013, the Maryland Court of 
Appeals (our Supreme Court) considered 
a case that could have led to a repeal of 

the contributory negligence law. In a split 
decision, the Court declined to repeal the 
contributory negligence, but in doing so 
has positioned the issue for legislative 
action. In addition, several high-profile 
obstetric cases over that same time period 

resulted in multi-million dollar verdicts 
against hospitals. These decisions con-
tinue to weigh heavy on hospitals, causing 
a number of them to consider closure of 
obstetrics units. The closure of labor and 
delivery units because of large malpractice 
verdicts in obstetric cases could result in 
significant loss of access to care for preg-
nant women and their babies.

While Maryland has a cap on non-
economic damages in medical malpractice 
cases, it is one of the most liberal in the 

nation and increases each year by $15,000. 
The Trial Lawyers Association has pre-
viously proposed legislation to restrict 
a physician’s use of expert witnesses in 
malpractice cases even where a witness’s 
testimony would be crucial to a defense. 

MedChi will continue to 
strongly oppose legislation 
that would eliminate the 
contributory negligence 
defense, as well as legis-
lation that would abolish 
the present rules relating to 
expert witnesses or increase 
the cap in malpractice 
cases. 

MedChi is the foremost advocate for 
physician’s patients and the public health 
of Maryland. Every year we monitor 
and comment on hundreds of pieces of 
healthcare legislation. Our web site—
www.medchi.org—gives a detailed report 
on what we are working on and contains 
testimony on measures as well as a run-
ning list of legislation with positions. 
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“For every session of the General Assembly, 
MedChi makes it a top priority to monitor and 
fight attempts by the trial lawyers to weaken 
tort reform.”{ }
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I See Your Facebook and  
Raise You One Google!

Bruce M. Smoller, MD
EDITOR’S CORNER

The advent of social media, digi-
tal existence, web optimization, and 
the rest of the animals of the digital 
zoo has given doctors new tools, new 
directions, and, most assuredly, new 
headaches. I bet that we could graph 
the amount of agita against the age of 
the physician and get a bimodal curve 
with two low points at “too young to be 
daunted” and “too old to be aware.” The 
rest of us along that curve are going to 
be more or less distressed by the need 
to perform for the digital world in pro-
portion to our age at graduation mul-
tiplied by the square root of the health 
of our practices.

Physicians traditionally think of 
themselves as experts in the healthcare 
of the nation. It goes without saying 
that our training, especially for those of 
us who are shall we say a bit gray at the 
temples, prepares us to do battle with 
the evil empires of degeneration, decline, 
and disease. We are armed with an arcane 
set of weapons, which, like most guilds, 
we understand, but mortals don’t. We 
are prepared to be judged against these 
standards by our peers. What we are defi-
nitely not prepared for, by our training 
and expectations, is to be judged by our 
patients on the basis of how cheery our 
receptionist is, how easy it is to grab an 
appointment and whether we are number 
one or number sixty-four on the Google 

hit chart. But there it is. We do, we are, 
it is, and we must adapt. Just like the rest 
of the world.

Physicians have now been thrown into 
the performance pits of the Colosseum 
just like florists and roofers, dry cleaners, 
and landscapers. The digital age has forced 
us to compete on turf we are not sure of, 
and, worse, doesn’t have the magic of the 
arcane to protect us. Even more, we didn’t 
start this…it has been thrust upon us by 
a bunch of upstart wonks who now own 
the space in which we must compete. Not 
only do we have to know the forty-three 
associated syndromes of pain in the left 
upper quadrant, but also we have to pay 
attention to optimizing our search engines 
so that we are not left in the dust of the 
unwashed and can shine in the bright sun 
of Google. Not only do we have to be adept 
at not nicking ureters during a procedure, 
we have to make sure that our Yahoo rating 
is up to snuff. Most of us don’t even know 
where that comes from. Doctors don’t like 
losing control of our environment. It’s 
dangerous and slippery and can lead to our 
patients’ demise and threatens our grip on 
our enemy…disease…or is our enemy now 
disease and Bing! We understand disease. 
Only a few of us understand Bing.

The world is changing…was there ever 
a more apt cliché? And there is something 
to be said for the direction of the change 
being a poor shadow of what we really do 

and really are and have trained for. Doing 
battle with disease and decay we under-
stand. We are armed for it, trained long 
for it, and accept the quest eagerly. It’s 
even fun, and mostly interesting. Doing 
battle with the unseen digital gods of 
Healthgrades and Google, we are, most 
of us anyway, definitely not trained for. 
But we had better be. It’s knocking at our 
doors…and in some cases, has blown the 
doors right in.

We are, however, nothing if not resil-
ient. We are able to adapt, and we are 
able to wrest control from the unseen 
forces of Zorc. What’s more, what really 
does count is what we do best…doctor-
ing. Want to know a secret? Patients 
really do know that. So could we be a 
little more communicative? Yes. Can we 
be a little more digital? Sure. Can we take 
back our own digital destiny? To a point, 
surely. We had, however, better know 
the terms of the playing field. That, dear 
reader, is what we present you with in 
this issue of Maryland Medicine. Have at 
it, and may the best gigabyte win. Now, 
I must get back to smacking the rat…I 
mean clicking the mouse.
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If you are 
Dispensing 
Medications 
you are now 
Required  
by law to 
complete CME. 
Effective July 2013, if you are dispensing medications you must complete Continuing Medical 
Education credits on dispensing to apply for your permit. 

Online cOurses are available nOw
MedChi and The University of Maryland School of Pharmacy have collaborated to develop 
content to meet your needs. Introducing Physician Dispensing in Maryland: An Educational 
Series. We have made the process easy for you with the launch of three online modules: 

• Law and Regulation: An Overview Maximum 1 AMA PRA Category 1 Credit™

• Dispensing, Labeling & Documentation Maximum 1 AMA PRA Category 1 Credit™
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These tailored offerings are comprehensive, cost-effective, and focused to meet the Maryland 
drug dispensing permit requirements. 
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• Accredited by MedChi, The Maryland State Medical Society, content is Board-approved 
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• Discounted for MedChi members. $150 per credit for MedChi Physicians. $425 for 
Non-member Physicians.

Join Medchi online today at www.medchi.org.  You can also register and join to receive the 
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Patients need doctors. Doctors need patients.  How is it that they find each 
other?  In the olden days (say, the 20th century), word of mouth was usually the 
only way for someone to match with a physician. Family physicians, neighbors, 
and friends provided references and feedback.  In this Brave New World, there 
are now numerous ways for patients to find doctors and doctors to attract 
patients.

Patients look for physicians in many places.  They often go to ratings sites 
to find a physician, such as Yelp, RateMDs, Healthgrades, or others to do their 
search.  Dr. Google is often used for evaluating symptoms.  Mr. Owen Dahl 
explains to us how to use these sites appropriately, and how to maximize the 
time.

ZocDoc is another site to find physicians and make appointments.  They have 
studied the root causes for patients not getting in to a physician (the “Dropouts”) 
and suggest ways to correct the problem.

Social media is all the rage.  HIPAA standards notwithstanding, many physi-
cians are using Facebook, Twitter, and Instagram to communicate with patients 
and with each other. Dr. Peter Alperin of Doximity instructs us in the dos and 
don’ts of e-communications.  

Dr. Cymet explains Texting and Twitter. This can be used in careful discussion 
with patients, other physicians, or to drive patients to your own site. An alternate 
to unsecure texting among physicians is DocbookMD, a free, HIPAA-secure ser-
vice for MedChi physicians.  Dr. Randall Wong explains in detail search engine 
optimization and the methods you can use to promote your web site. Attorney 
Kathleen Pennington discusses the legal and ethical concerns of using digital 
media.

Other special items in this issue include Dr. Richard Colgan’s review of the 
newly published book on Sir William Osler.  As we all know, Dr. Osler was a 
giant of Maryland Medicine, and our main meeting space at MedChi is named 
in his honor.

Dr. Gershen’s Classic Word Rounds is presented along with some new mus-
ings in “Late Night Thoughts.”  We are always happy to publish his work.

It behooves all of us to become more savvy in the new world of social media. 
The new generation of patients doesn’t find their doctors in the traditional ways. 
When we become adept at reaching out to patients in ways they are already  
using to interact with their peers, success will surely follow.



CRISP HIE Services for Ambulatory 
Practices 
Connect. Share. Improve Patient Care
CRISP is a regional health information exchange 
(HIE) serving Maryland and the District of 
Columbia. We are a not-for-profit organization 
advised by a wide range of stakeholders who 
are responsible for healthcare throughout the 
region. CRISP has been formally designated 
as Maryland’s statewide health information 
exchange by the Maryland Health Care 
Commission. 

Clinical Query Portal
The CRISP clinical query portal is a free, web 
based tool to access your patient’s clinical data 
through the HIE.
• Contains clinical data from all 47 Maryland 

and 6 D.C. acute care hospitals, as well as 
numerous lab & radiology centers.

• Physicians, licensed health providers, care 
coordinators, and support staff can have 
access to query patients they are treating, or 
have a care coordination relationship with 
and view clinical data.

• Access patient demographics, lab results, 
radiology reports, Maryland Prescription 
Drug Monitoring (PDMP), discharge 
summaries, history and physicals, operative 
notes, and consults.

• For more information visit the CRISP website 
at www.crisphealth.org.

Encounter Notification Service (ENS)
ENS allows primary care physicians, care 
coordinators, and others responsible for patient 
care to receive real-time alerts when patients are 
admitted/discharged at hospitals. Proactively 
coordinate your patients’ care and schedule 
any necessary follow-up treatment or visits. ENS 
services currently receive feeds from:
• All Maryland hospitals
• Most D.C. hospitals
• All Delaware hospitals
• Over 40 Long-Term Care Sites

Prescription Drug Monitoring Program 
(PDMP)
The Maryland Prescription Drug Monitoring 
Program gives you access to prescription 
information for all Schedule II-V drugs filled in 
Maryland and Virginia.
• Available inside Clinical Query Portal
• Prescribers, Dispensers, & other Licensed Staff 

may have access.
• View interstate PDMP data for neighboring 

states.

For more information and 
to sign up for any of these 

CRISP User Services
contact MedChi at 888.507.6024 or  
email info@medchiservices.org.
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How to Manage Your 
Online Reputation 
Owen Dahl, FACHE

It was not that long ago that rating physicians and medical 
practices, either negatively or positively, was done by word of 
mouth. Today, public ratings are the norm, and the real issue is 
online ratings and how they can impact a physician’s reputation. 

Originally a public relations term, reputation management  has 
evolved and been shaped by the emergence and growth of the 
Internet. A Google search of the term presents a list of definitions, 
including the following: “the influencing and/or control of an indi-
vidual’s or business’s  reputation…the advancement of  Internet and 
social media use, along with reputation management companies, 
have made it primarily an issue of search results” (Wikipedia).

In the context of today’s Internet world, physicians must iden-
tify, and understand how to manage, the multitude of available 
sources of information about physicians and medical practices.

Identify sources of online comments and ratings and take the time 
to understand what and how these sites are measuring. Sites such as 
Yelp, Healthgrades, RateMDs, ZocDoc, and Angie’s List are defined 
as social networks or rating sites. Patients or family members may 
post a comment about a recent visit to a physician, an experience with 
the billing office, or any other encounter with the practice.

Develop a plan of action to respond to what is being said about 
you and your practice. If you have provided excellent care and 
have met the expectation of the patient, online comments will 
be positive, and you will share with the office staff and post on 
your website, Twitter account, or blog. If comments are negative, 
respond with caution. Remember that HIPAA rules apply! Do 
not respond directly to the post (the patient). If you know the 
patient, reach out directly via personal contact, face-to-face, or a 
phone call, to discuss what can be done to remedy the situation.

If there is a threat of a lawsuit noted in a patient’s post, imme-
diately notify the malpractice carrier. Do not reply directly online 
to the comment.

There are many times when it is appropriate to respond online; 
again, remember the privacy rules and let the public know that 
you cannot respond directly to the comment. Note that you take 
all comments seriously and that you are looking into the situation 
or that you have taken steps to correct it. You may even wish to 
apologize. Open communication with the patient and public can 
go a long way to show that you are concerned about the patient 
and that their satisfaction is important.

Establish a system to review and resolve the issue identified. 
This does not mean a quick fix or response; rather, track trends, 
drill down to identify the root cause of the issue, and deal with 
that. Too often we jump to conclusion, which may not address the 
issue or could cause additional problems in the long run. Once a 
resolution has been reached, physicians are advised to post online 
and in the office reception area to inform patients.

A preventative strategy is to use patient satisfaction surveys. 
One option is to pose a single question—“Based upon today’s visit 

would you recommend our practice (physician name here) to a 
family member or friend?”—and request that it be answered before 
the patient leaves the office. The patient survey is not scientific, but 
it is a great way to obtain immediate feedback. Create a 10-point 
Likert scale with 9 and 10 being the goal. Anything lower than a 
9 or 10 did not meet standards. Ask a simple follow-up question, 
such as “Please indicate your reason for this ranking.” The patient 
portal can be an option as well to encourage patients to post com-
ments about their most recent visit. 

By establishing and maintaining a culture built around meeting 
a patient’s expectations, the negative incidents will be few and far 
between. This means as often as possible reinforcement for good 
“customer” service is done. Patient satisfaction is taken seriously.

Owen Dahl, FACHE, CHBC, LSSMBB, is an independent con-
sultant based in The Woodlands, Texas. He can be reached at odahl@
owendahlconsulting.com.
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thank you
MedChi and our component Medical Societies thank them for 
helping keep patient care in the hands of physicians. To join, 
contact 1.800.492.1056 or members@medchi.org. 
Please note this list as of 9/16/15 may not be comprehensive and is subject  
to change.  We apologize to anyone who may have been inadvertently overlooked.
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Healthcare providers strive to deliver great care to the patients 
they see. But what about the patients they don’t see? Across the 
country today, there is a population of patients who could get care, 
but delay or forgo it completely. At ZocDoc, we’re calling them 
Healthcare Dropouts. And no provider, large or small, can afford 
to ignore them or let them sit on the sidelines. 

ZocDoc recently partnered with the award-winning research 
firm Kelton Global to ask more than 2,000 Americans about their 
biggest healthcare challenges. We set out to learn who is dropping 
out of the American healthcare system, why they’ve dropped out, 
and what can be done to bring them back into the fold. What we 
found has implications for every player in the healthcare indus-
try—especially providers. 

Who are healthcare dropouts? 

We discovered that certain patients are especially likely to 
withdraw from healthcare: 

Millennials are more likely to drop out than older patients. 
With little disposable time and high expectations, these “young 

invincibles” are less likely than their older counterparts to get 
needed care—whether acute or preventive. Ninety-three percent 
of millennials have delayed or not scheduled a checkup, versus 74 
percent of their older counterparts.

More than men, women are giving up on care. 
Although men have a reputation for neglecting their health, 

we found that women consistently reported less engagement in 
their healthcare. Sixty-four percent of women say managing their 
health is a struggle (versus 58 percent of men).

Parents are putting their own care last. 
Parents are caregivers for everyone but themselves. More 

than half (53 percent) of parents would recommend a same-day 
appointment for a loved one feeling unwell, but only 30 percent 
would make the same effort for themselves. 

Why do patients drop out of preventive and 
acute care? 

For many patients, routine visits are seen as unnecessary. 
Patients cite absence of symptoms (26 percent), time passed since 
last appointment (25 percent), forgetting (20 percent), having to 
book in advance (18 percent), or work commitments (17 percent) 
as reasons they avoid booking preventive visits. 

When patients do schedule an appointment, life gets in the 
way: they end up cancelling or rescheduling their appointments 

for a number of reasons, including work commitments, family 
conflicts, general busyness and forgetting. The same hesitancy 
exists for acute care. Even when patients are sick, 27 percent of 
patients wait more than a week to get care, if they seek out a doc-
tor’s advice at all. 

In other words, busy lives and a complex and antiquated 
healthcare system stand between patients and good care. 

How can we get dropouts to drop back in? 

Healthcare needs to catch up with consumer-f irst, digital experiences. 
As powerful brands like Amazon and Netflix continue to reset 

patient expectations, the high-friction healthcare experience 
becomes increasingly archaic in comparison. Patients already see 
healthcare as one of their most painful responsibilities. Sixty-one 
percent of people described healthcare as a struggle to manage—
more so than personal finances, household responsibilities, career 
goals, or family obligations.

Patients want choice, transparency, and personalization.
Patients would be more likely to promptly schedule checkups 

if providers would allow patients to pick their preferred appoint-
ment time and to book appointments 24/7, send reminder emails 
or texts, and allow shorter windows for rescheduling. These 
patient preferences are confirmed by ZocDoc’s proprietary data. 
While the average nationwide wait-time to see a doctor is 18.5 
days, patients who book via ZocDoc choose to see a doctor much 
sooner (within twenty-four hours), and nearly half (45 percent) 
choose to book after hours.

Access is a particularly painful issue and must be f ixed. 
The old-fashioned experience of booking an appointment by 

phone is one that many patients find unpleasant and discourag-
ing. One in four (24 percent) Americans say it’s tough to reach 
a person when they call a doctor’s office, and 26 percent wait at 
least a few weeks before trying to make an appointment again if 

Who Are Healthcare Dropouts?
A ZocDoc Study 



18 	 Vol. 16, Issue 3	 Maryland Medicine

not successfully scheduled on the first call. Seventy-eight percent 
of Americans say they would book a doctor’s appointment online. 
Asked why, the vast majority say that it is more convenient and 
they can do it at any time, even when the doctor’s office is closed. 

Conclusion

The rise of the Healthcare Dropout is troubling for provid-
ers, who rely on patients who are engaged and willing to make 
an office visit. As this study shows, many patients simply aren’t 
willing to persevere through an unaccommodating or archaic 
experience. The points of friction in a patient’s journey may seem 
individually insignificant. However, in combination, they form a 
real barrier to early detection and intervention, continuity of care, 
positive clinical outcomes, and more. 

The good news is that patients do not seem to be dropping out 
because of a lack of desire or knowledge. They want to get the 
care they need, and many know what they should be doing. In 
other words, there is a tremendous opportunity to help patients—
especially millennials, women, and parents—better prioritize their 
healthcare by removing friction and structural deterrents. Doing 
so will mean attending to the needs that patients are voicing, 
which are both reasonable and feasible. 

What must providers do to reengage Healthcare Dropouts? 
Encouraging patients to “drop back in” will require improved 
access, digital convenience, and tailored follow-up. These changes 
are more than a short-term stratagem. Getting ahead of the curve 
will be possible only for the providers and care organizations that 
can see themselves through patients’ eyes—and deliver the out-
standing experience that patients expect and deserve.

ZocDoc is a medical care scheduling service. Healthcare 
Dropouts: America's Quiet Healthcare Crisis was originally pub-
lished in August 2015. To access the full white paper and learn 
about listing your practice with ZocDoc, visit http://ZocDoc.me/
MarylandMedicine.
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CHANGING YOUR BROKER OF RECORD 
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HAS NEVER BEEN SO EASY!

Or Call 410.539.6642.



Maryland Medicine	 Vol. 16, Issue 3	 19

Physicians are constantly stuck in a 
giant game of telephone. Remember the 
game? One person tells a quick story to 
another, who then relays the story to yet 
another person, and the cycle continues 
until the last person has to share it with the 
group. Everyone usually ends up laughing 
at the resulting story, which 
is often far from the original 
version. In medicine, however, 
distorted communication is no 
laughing matter. The story is 
the patient’s medical history, 
symptoms, current medica-
tions, test results, and prog-
ress. The group is comprised of primary 
care physicians, medical exam technicians, 
nurses, specialists, and the patients them-
selves. The resulting story is critical to the 
well-being of the patient. Communication 
channels must be quick, secure, and direct 
to ensure that the story is consistent and 
understood accurately by all the experts.

A typical primary care physician coordi-
nates care with nearly 300 different physi-
cians in a given year. While physicians 
may have their regular referral network for 
textbook cases, complex cases often require 
a specialist, or team of experts, outside of 
their usual list of contacts. Until recently, 
there has been no master Rolodex of physi-
cians. Standard approaches to identifying 
experts—asking peers for recommendations 
or searching Google—are time-consuming 
and yield results of inconsistent quality. 

Preventable medical error, often caused 
by miscommunication, is the fifth leading 
cause of death in the United States. Rapid, 
quality communication is essential for con-
tinuity of care, and yet it’s a challenge all 
physicians face because of the many restric-
tions and hoops they need to jump through. 
No other profession has such a strong need 

for real-time communication, and yet we 
still rely on fax machines—a technology first 
patented in 1843. EHR systems have helped 
physicians keep better patient records, but 
they often make it more difficult to share 
those records between physicians, especially 
across institutional boundaries.

Fortunately, the winds are changing. 
Silicon Valley is turning its focus from 
Candy Crush to healthcare. According to 
digital health incubator Rock Health, $4.1 
billion was invested in digital health last year 
alone. While many of these developments 
focus on early disease detection or tools for 
chronic care—such as a device that turns a 
smartphone into a otoscope to detect ear 
infections remotely or a tremor-reducing 
spoon that allows patients with Parkinson’s 
Disease to eat without assistance—others 
are tackling behind-the-scenes issues like 
scheduling and communication. 

Some healthcare entrepreneurs are taking 
cues from consumer technology. Modern 
social networks like Facebook and Twitter 
have changed the way our society com-
municates—families and friends around the 
world connect instantly and continuously, 
consumer brands have direct contact with 
their customers, and news travels the globe 
as fast as it can be typed or filmed. Industry-
specific networks are providing similar 
workflow tools. With the right security and 
infrastructure in place, these same tech-
nologies have life-changing implications for 
patients and healthcare professionals. 

The physician-focused network 
Doximity is changing lives—giving phy-
sicians access to a network of every other 
physician in the United States, and a 
secure channel for them to discuss patient 
care. For example, a primary care physician 
who sees a patient with an unusual set of 

signs and symptoms suggestive 
of a rare condition can easily 
find and contact a specialist with 
specific expertise for a consult 
or referral. Having a network in 
place to find verified experts and 
communicate with them quickly 
is vital for an information-based 

profession.
Figure 1, a medical photo-sharing app, is 

another example of a digital health company 
following a social network model. Launched 
in 2013, it has been dubbed the “Instagram 
for Physicians,” allowing medical profes-
sionals to learn from each other through 
posting and sharing feedback on images 
of interesting or rare cases. These types of 
companies are incrementally breaking down 
the communication barriers physicians face. 

At the end of the day, physicians are 
responsible for providing the best possi-
ble care for their patients, and should have 
a communication technology that doesn’t 
stand in their way. With new tools like 
Doximity’s secure professional network, the 
medical community is taking a page from 
current trends and looking to the network to 
prevent error, establish better physician-to-
physician relations, and improve patient care. 

Peter Alperin, MD, practices Internal 
Medicine at San Francisco VA Medical 
Center, and is Vice President of Connectivity 
at Doximity. He can be reached at pete@
doximity.com.

Professional Social 
Networks Helping 
Solve Physician 
Communication 
Challenges
Peter Alperin, MD

“Fortunately, the winds are changing. 
Silicon Valley is turning its focus from 
Candy Crush to healthcare. ”{ }



These Types of problems may interfere with the safe 
practice of medicine, or the effective operation of your 
practice or institution, and have the potential to result 
in legal and disciplinary actions, which may even affect 
licensure status. Most importantly, these issues can be 
addressed through early and appropriate assessment 
and treatment. Do not wait to seek assistance, because 
the greater the delay the higher the risks. 

MPHP helps with: 
Alcohol/chemical dependency 
Mental or emotional health
Stress
Physical or cognitive impairment 
Disruptive behavior
Boundary violations/Sexual misconduct

During these increasingly difficult times for 
physicians, it is essential to know who to turn to 
for professional assistance with potentially career-
ending problems. MPHP is a private, confidential, non-
disciplinary program that advocates for the health 
and well-being of all physicians and other allied health 
professionals who are licensed by the Maryland Board 
of Physicians to safeguard the public. MPHP is HIPAA 
compliant, and protects the confidentiality of participant 
records as set forth under state and federal law. MPHP 
is administered by the Maryland State Medical Society’s 

501 (c)(3) affiliate, the Center for a Healthy Maryland, 
and is separate from the Maryland Board of Physicians. 

MPHP satisfies the Joint Commission requirements to 
be able to identify and assist physicians with health and 
behavior problems, and to have a process to identify 
and manage matters of individual physician health that 
is separate from the medical staff disciplinary function. 

For a confidential consultation for you or a 
colleague who may benefit from our help, please call 
800-992-7010 or 410-962-5580.

We need your support! Please consider making a 
tax-deductible contribution to the Maryland Physician 
Health Program. For more information visit  
www.healthymaryland.org or call us at 800-992-7010 
or email phpinfo@medchi.org. 

Call MPHP First! 

1202 Maryland Avenue, 2nd Floor / Baltimore, Maryland 21201-5512 P 410.962.5580/ 800.992.7010 / F 410.962.5583
©2015 MedChi, The Maryland State Medical Society. All rights reserved.
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Have You Ever... 
• Noticed while at work that a physician colleague 

smelled of alcohol? 
• Been concerned by a physician who was 

so upset and angry with colleagues that it 
interfered with patient care? 

• Been plagued with worry or concern because a 
colleague “just doesn’t seem right?”

Do You Know Where To Turn If...
• You think a physician friend might have a 

drinking problem?
• A colleague is self-prescribing pain-killers or 

other controlled medications?
• A colleague seemes depressed, is experiencing 

mood instability, or is overly anxious to the point 
that their performance is being affected?

Helping One pHysician 
Helps a THOusand paTienTs
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Can physicians maintain professional-
ism while contributing to social media 
forums? Should text and Twitter messages 
be a way of communicating and sharing 
information with our patients and the 
public? In an age in which there is an 
abundance of information on healthcare 
and health issues, people are often eager 
to seek out the physician voice. As a 
result, text messaging has become a quick 
and efficient method of communication 
that physicians cannot ignore. Although 
personal text messages can be a great way 
of disseminating information, they are 
typically only sent to a few people on a 
cell phone contact list. For large-scale dis-
persal of information, physicians can now 
use Twitter, a social media platform that 
shares and stores public text messages to 
anyone with a Twitter account. 

Beginning with the first “Merry 
Christmas” text message in 1992 to the 
present day, it is clear that text-messaging 
habits have changed drastically.1 Early 
text messages were limited to providing 
cell phone users with voicemail notifica-
tions. Suddenly, people felt the need to 
share photos of their food, inform friends 
of where they were throughout the day, 
and their opinions on everything and 
anything. In a culture where being busy is 
worn like a badge of honor, the simplic-
ity and convenience of emitting bits of 
information in seconds was exactly what 
people needed. By 1995, text messages 
became commercially available and con-
tinued to increase in usage. 

My introduction to text messaging 
came in 2005 during Hurricane Katrina. 
Baltimore City Medical Society sent ten 
healthcare professionals to aid the hur-
ricane devastated area, and for the first 
time I experienced the true value of text 
messaging. Phone lines had been hit hard, 
and communication was difficult. In this 

situation, text messaging was the most 
reliable way to share information among 
the aid team. It proved itself effective and 
efficient for communication among medi-
cal providers. 

As physicians, there is no need to fear 
texting and Tweeting, but instead embrace 
the times and use these tools to their 
full capacity. Physicians should use this 
technology to update patients and other 
Twitter followers with general health 
tips, new and changing medical informa-
tion, reminders, and commentary on cur-
rent health issues. Twitter is the perfect 
medium for physicians to take control 
of the dialogue on health concerns, such 
as Ebola or a celebrity’s recent double 

mastectomy, that arise in the media and 
generate fear. Additionally, Twitter can 
be used to develop better relationships 
between physicians and patients by break-
ing down communication barriers. Twitter 
and text messages give physicians the 
capability to be with patients during their 
morning commute, on their lunch break, 
and even on their nightstand while they 
sleep, but only a fraction of physicians are 
taking advantage of this. 

When used responsibly, Twitter and 
text messaging can be very powerful. 
Studies have shown that text reminders 
enhance adherence to medication sched-
ules.2  Similarly, the impact of messages on 
Twitter and other social media forums is 

Text Messaging and  
Physician Communication: 
Tweeting Others as We Would  
Want to Be Tweeted
Tyler Cymet, DO
@tcymet

Twitter Definitions
Tweet Message containing less than 140 characters. 

Retweet=RT Reposting someone else's Tweet. 

@ Symbol used before Twitter name. @DoctorSmith

Hashtag Used to index keywords. #healthadvice

Direct Message=DM	 Private message with 
140 character limit. 

Reply Response to someone's Tweet.

Follower A Twitter user who subscribes to 
your Tweets.
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evident. There is a need for reliable information on the Internet, 
and physicians need to understand that people are seeking their 
trusted advice on these forums. 

However, we must use Twitter with care because responsible 
“Interneting” takes time. While most physicians will not become 
Internet addicts, Twitter presence and familiarity will hope-
fully increase as people become more comfortable. With this, it 
is important to remember that physicians have an obligation to 
be evidence-based when making public statements. The AMA 
has recently released policy statements reiterating that physicians 
have important responsibility to maintain ethical guidelines in 
mass media forums.3 

Since Tweeting occurs without any peer review, premature 
Tweets may not be fully thought out and ready to be shared. 
High risk is involved if thoughts are not filtered, organized, and 
accurate before releasing them for public consumption. Tweets 
can be written and sent out for millions of people to see in mere 
seconds, but they are not so easy to withdraw after clicking that 
Tweet button. The focus for physicians must remain on being the 
most trusted sources of healthcare information. 

In 2011, JAMA published a study on physicians who have more 
than 500 followers on Twitter. They found that about half of the 
5,156 Tweets they studied were related to health or medicine. Only 
12 percent were self-promotional, and 1 percent recommended 
some sort of medical product or service. A mere 3 percent, or 154 
Tweets, were flagged “unprofessional.”4 

Overall, physicians are using Twitter responsibly. Mistakes may 
be made, but it is important that some physicians are learning 
by trying. With time and experience, physicians will make fewer 
mistakes and share more useful health information.

As of 2015, more than 81 percent of Americans send text mes-
sages regularly, and in 2011 text message users sent and received 

an average of forty-two messages per day.5 It is clear that text 
messaging and Twitter are not just passing trends, and there is no 
reason for physicians to be excluded from using these tools for 
professional communication. 

When used conscientiously, these newer modes of transmitting 
information greatly enhance communication between physicians 
and patients. If they improve a physician’s practice and patients’ 
health then it is important to learn how to use them and do so 
effectively. Although Twitter is unlikely to become the next big 
thing in healthcare, it will continue to be an effective tool for phy-
sicians to connect with patients, promote good health practices, 
and improve communication.

Tyler Cymet, DO, FACP is the past president of MedChi and a 
member of the Maryland Medicine Editorial Board. He works for the 
University of Maryland Emergency Medicine Physician group seeing 
patients at Prince George’s Hospital Emergency Department, and is the 
Chief of Clinical Medical Education for the American Association of 
Colleges of Osteopathic Medicine. Dr. Cymet can be reached at tcymet@
gmail.com and @tcymet.
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Diminishing the Risk  
of Physician-to-Physician 
Mobile Communication
Tim Gueramy, MD

Introduction

Smartphones are now medical devices. 
Smartphones and applications made for 
them make it easier for patients to perform 
and track physical activity, monitor calorie 
intake and heart rate, and be reminded 
of the time to take their medications. 
Physicians are using smartphones in their 
practices to crosswalk ICD-9 to ICD-10, 
research potential drug interactions, and 
connect with medical colleagues to share 
cases and plan medical school alumni 
events. Too often, though, physicians are 
also using smartphone texting capabilities 
to communicate protected health infor-
mation (PHI) about patients in a non 
HIPAA compliant manner. 

Enter DocbookMD and other mobile 
apps that allow physicians to commu-
nicate PHI in a way that is safe and 
HIPAA secure.

With Medicare’s focus on reducing 
readmissions and the new Maryland 
Medicare waiver that pays hospitals using 
a global budget strategy, it has become 
increasingly important for hospital-based 
physicians, including hospitalists and ER 
physicians and their care teams, to com-
municate with community-based physi-
cians and their care teams. DocbookMD 
provides the mobile platform for this 
HIPAA compliant connection to occur, 
resulting in better care management and 
improved outcomes. 

MedChi, together with component 
societies, partnered with DocbookMD in 
2013 to bring this technology to MedChi 
members across the state.  Activating the 
application requires active membership 
in MedChi and payment of annual dues. 
There are no additional fees. While there 
has been growing use of DocbookMD 

throughout Maryland, it will be more 
useful for care continuity when most phy-
sicians—hospital-based and community 
physicians—are using it. 

The idea for DocbookMD came as its 
founders were celebrating their first wed-
ding anniversary. Dr. Tracey Haas, a fam-
ily physician, and Dr. Tim Gueramy, an 
orthopedic surgeon, were at dinner when 
Dr. Gueramy was paged to his hospital for 
an emergency. 

Upon arrival, he discovered that the 
fracture he’d been called in to examine 
was not as serious as first thought. “When 
Tim got home, he said, ‘If I had been able 
to get an X-ray on my iPhone I would 
have been able to finish dinner with you,’” 
Haas said. “That night, we decided to 
figure out how to make that happen.”  

Overview

DocbookMD is an exclusive HIPAA-
secure messaging application for smart-
phone and tablet devices and is also avail-
able on the web. Designed by and for physi-
cians, it creates a secure community to share 
critical patient information and collaborate 
with medical colleagues. In the past year, 
DocbookMD has experienced incredible 

growth and now counts more than 25,000 
physicians users across forty-two states. 
Drs. Tim Gueramy and Tracey Haas began 
developing DocbookMD six years ago out 
of a very personal need for more efficient 
and instantaneous physician-to-physician 
communication. By using DocbookMD, 
physicians may send HIPAA-secure 
text messages bundled with images, labs, 
X-rays, and EKGs. Direct integrations 
with answering services and ADT (admit, 
discharge, transfer report) software are also 
available, eliminating the need for addi-
tional pager services. All information is at a 
physician’s fingertips, resulting in faster and 
richer discussions on patient treatment and 
care. In 2014, the application became avail-
able to physician’s care teams as designated 
by the physician. Also, with local physi-
cian and pharmacy directories built in, the 
time physicians spend finding colleagues or 
tracking down a local pharmacy is cut from 
hours to minutes.

DocbookMD Technology

DocbookMD uses 256-Bit AES 
(Advanced Encryption Standard) encryp-
tion to securely transmit and store data, 
exceeding current HIPAA compliance 
requirements. All users are required to 
sign a HIPAA business agreement prior 
to activation (customized for our enter-
prise clients). Sensitive content such 
as patient details and photos reside on 
DocbookMD’s cloud-based servers, not 
the user’s device. DocbookMD offers 
remote disabling of the app if a device 
were lost or stolen. 

All messages are saved for ten years, 
per the HITECH (Health Information 
Technology for Economic and Clinical 

continued on page 25



Zach’s Story
When five-year-old Zach broke his foot while out of town 

over the Thanksgiving holiday weekend, his parents took him 
to an urgent care clinic to be seen, resulting in consultation 
from an orthopedic surgeon who referred him to a pediatric 
specialist.

The Status Quo

The wait to see the specialist is two 
weeks—so the child and family would 
have had to painfully wait for definitive 
diagnosis and treatment until then. In the 
meantime, without prompt identification 
of the fracture, the child might not have 
been casted and kept non-weight-bearing, 
resulting in worsening or displacement of 
the fracture and a prolonged recovery, or 
even corrective surgery in the following 
weeks.

The DocbookMD 
Difference

With DocbookMD, the on-call ortho-
pedic surgeon was able to receive a brief 
description of the injury along with secure 
X-ray images from the urgent care clinic. 
Because he was able to quickly identify a fracture, unseen by 
the urgent care physician, he knew he needed to intervene 
quickly. He forwarded the message to a pediatric specialist, 
who agreed to see the child right away, despite it being the 
Thanksgiving holiday. With the ability to quickly see the 
problem from his mobile phone, the specialist got Zach in and 
placed a cast that day without interrupting the flow of his busy 
office schedule—thus avoiding a long wait, a possible worse 
outcome, added expense, duplicated X-rays, and stress on the 
entire family.

The DocbookMD Advantage

•	 Saved Time
•	 Saved Money
•	 Cost of Care
•	 Avoid Redundancy
•	 Reduced Admissions
•	 Critical Communications
•	 Improved Outcomes
•	 Higher Patient Satisfaction
•	 Improved Workflows
•	 Care Coordination
•	 Multi-specialty Collaboration

Pamela’s Story
Late one evening Pamela entered the emergency room feel-

ing like she might faint. Staffing the ER that night, Dr. Singh 
suspected a problem with Pamela’s heart and ordered an EKG. 
At first, the bedside nurse reported that Pamela was simply suf-
fering from tachycardia, but a closer examination of the EKG 
by Dr. Singh raised suspicion of something more serious. 

The Status Quo

Typically, Dr. Singh would stabilize a 
patient like Pamela, and keep her heart rate 
slow while a cardiologist was called in to 
examine her. This could take more than an 
hour, while she waits, connected to a telem-
etry device, anxious and uncomfortable. 

The DocbookMD Difference

Using DocbookMD, Dr. Singh quickly 
sought confirmation of her diagnosis from 
the on-call cardiologist (while he was at 
home) by sending him a high-resolution 
image of the EKG. Within seconds, the 
cardiologist confirmed that Pamela’s heart 
was actually in supraventricular tachycardia 
(SVT) and required immediate intervention. 
With the consulting cardiologist in the palm 

of his hand, Dr. Singh initiated an IV medication that quickly 
corrected the abnormal rhythm. He was able to discharge 
Pamela home directly from the ER. This saved time, money, 
and further discomfort for the patient, the hospital, and every-
one involved in her care. All through the secure and simple 
communication tool, DocbookMD. Communication saves 
lives. Just ask Dr. Singh. 

The DocbookMD Advantage

•	 Saved Time
•	 Saved Money
•	 Cost of Care
•	 Avoid Redundancy
•	 Reduced Admissions
•	 Critical Communications
•	 Improved Outcomes
•	 Higher Patient Satisfaction
•	 Improved Workflows
•	 Care Coordination
•	 Multi-specialty Collaboration

DocbookMD Case Studies
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Health) Act/state recommendations. The 
technology offers custom HL7 (Health 
Level 7) integrations with lab, radiol-
ogy, answering service, billing, and ADT 
software.

Looking forward, DocbookMD will 
have full compatibility and integration 
with HIEs (health information exchange 
organizations) using the Direct protocol.

Hospital and Groups 

DocbookMD founders recognized that 
this technology was needed within larger 
groups of physicians and hospital sys-
tems. With the development of Docbook 
Enterprise, hospitals and large groups can 
now leverage the same communication 
solution that physicians in more than 200 
medical societies trust to help them save 
time and money and keep them connected 
to the local medical community. 

DocbookMD’s messaging platform 
gives physicians and their care teams 
the critical communication tools they 
require to efficiently and effectively care 
for patients—both in and out of the hos-

pital. Physicians and staff can send mes-
sages, X-rays, EKGs, and other images in 
seconds from a mobile device. 

DocbookMD is a HIPAA-secure mes-
saging application with a customizable inter-
nal directory for your needs. Transcending 
practice settings and other medical technol-
ogy solutions, including individual EMR 
systems, DocbookMD enables the kind of 
immediate secure communication and criti-
cal alerts that improve daily workflow and 
can change the face of healthcare.

Community-Minded

DocbookMD has worked with county 
and state medical associations since its 
beginning, providing a free, mobile directo-
ry for all physician members. DocbookMD 
aims to be inclusive of all physicians in each 
community, and involves local resources in 
each location. As they reach more groups 
and hospitals with Docbook Enterprise, 
community physicians are just a touch 
away, thanks to the medical society part-
nerships across forty-two states.

Physician-Centric

Built from the ground up by and for 
physicians, all major features and func-
tions of the application are designed to 

streamline daily workflow and improve 
communication between colleagues across 
all care settings. Each feature keeps in 
mind the physician’s hectic schedule and 
alert fatigue, so alerts are customizable 
for each user. Additionally, the app helps 
protect the entire medical team from 
text-related HIPAA violations, by offer-
ing many levels of protection, exceeding 
HIPAA standards of today. DocbookMD 
helps community physicians build their 
referral network, and improve care coordi-
nation, regardless of their practice setting 
or location.

Patient Care Targeted

While the app is designed for the 
entire care team to be able to commu-
nicate securely and efficiently, provid-
ing good patient care is at the center 
of all DocbookMD does. Critical com-
munication saves lives—it’s that simple. 
Good communication can also reduce 
healthcare costs and redundancy while 
improving patient outcomes—and that is 
DocbookMD’s ultimate goal.

Tim Gueramy, MD, a board-certif ied 
orthopedic surgeon, is the CEO and co-
founder of DocbookMD. Dr. Gueramy can be 
reached at tim@docbookmd.com.

Take a closer look at the
MedChi Career Center... Create your job seeker or 

employer profile today at 
CAREERS.MEDCHI.ORG!

All services are FREE to Job Seekers

• Build your own in-depth profile to market your skills & 
talent

• Upload your resume and update it as often as you want 
(confidentially, if you prefer)

• Set up a personal Job Agent and be alerted when new 
jobs are posted

• Review career-search tips and advice from recruiting 
experts

MedChi Employer Features

• Find the best products and rates to meet your staffing 
needs

• Search for qualified candidates based on job specific 
qualifications

• Create an online Resume Agent to email qualified 
candidates right to your inbox daily

• Use Employer Resources to get help with government 
compliance, job posting tips and other resources

Docbook MD ...
continued from page 23
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Helping Future 
Patients Find Your 
Practice on the 
Internet:
It’s All About SEO
Randall V. Wong, MD

Randall Wong, MD, a retina specialist, 
practicing in Fairfax, Virginia, discovered 
his passion for online branding, or Internet 
marketing, after attending a seminar. Dr. 
Wong believes that the techniques of Internet 
marketing can be used to improve the quality 
of health information available. “As health-
care authorities, if more doctors were willing 
to create pages such as mine [retianeyedoc-
tor.com],” Dr. Wong states, “the quality of 
health information available on the Internet 
would be greatly improved!” Today, as more 
people rely on the Internet to search for 
physicians and health information, many 
more physicians are interested in building 
a Web presence and online brand. Dr. Wong 
founded Medical Marketing Enterprises to 
assist medical practices and physicians pro-
duce effective results-oriented websites. 

In this article, Dr. Wong provides 
Maryland Medicine readers with advice 
regarding search engine optimization and 
website content marketing.

Eighty-seven percent of American 
adults use the Internet, and in the past 
year, 72 percent of Internet users have 
searched online for health informa-
tion. Seventy-seven percent of all health 
inquiries are initiated at a search engine 
(including Google, Bing, Yahoo, and oth-
ers), and one in five Internet users con-
sulted online reviews and rankings of 
healthcare service providers.1 

SEO (search engine optimization) is 
the use of strategies, techniques, and tac-
tics to increase the number of visitors to 
your website by obtaining a high ranking 
on a search engine results page (SERP). 
A high ranking refers to the position of a 
website in the list of results; the lower your 
number on the list, the higher the ranking 
(i.e., if your website is #1 on the list, you 

have a very high ranking). Understanding 
SEO will allow you to understand how 
search engines rank a website. Optimizing 
your website and its content is the ONLY 
way you can achieve and maintain high 
Internet rankings...there are no shortcuts 
or workarounds.

SEO for Physicians

Almost 50 percent of physicians own 
a website for their medical practice. Most 
of these sites do not have a high rank-
ing, meaning they would not appear on 
the first, or even second, page of a search 
engine query. 

Most sites do not rank because they 
lack fresh content AND the site is poor-
ly optimized. The content is the most 
important criteria by which any website 
can be ranked.  Having an understanding 
of how content impacts rankings is your 
first step in understanding SEO.

You should consider boosting the rank-
ing of your website for the following 
reasons:

1.	 Patients expect you to be on the 
web. Patients want more than just 
your name, address, and phone. They 
are eager to get information about 
how you practice, how you oper-
ate your business, and some per-

Source: Medical Marketing Enterprises.



28 	 Vol. 16, Issue 3	 Maryland Medicine

sonal transparency. They want a doctor who is willing 
to engage digitally. If they can’t find you on the web, 
they certainly aren’t going to call for an appointment. 

2.	 Your next colleague wants to find you.  Your next col-
league will certainly “Google” you before consid-
ering working with your practice.  Just like your next 
patient, your next colleague will want to find out 
some basic information about your business and you. 

3.	 Marketing strategy.  Your marketing strategy will say a lot 
about you.  You need a marketing strategy as part of a healthy, 
viable business plan.  Your next colleague will be happy to 
know that you have a sound marketing strategy to build your 
practice.

Optimize Yourself

Optimize yourself and your practice by optimizing the following: 

1.	 Your Website
2.	 The content (of your website)
3.	 Off-Page Sources

Website: There are basic components that every legitimate 
website should contain.  These are elements that are expected, 
and if absent, will negatively impact your rankings.  You should 
consult with your webmaster to ensure you (1) install an analytics 
package (Google is probably best and is free), (2) submit your site 
to the webmasters tools, and (3) have a robot.txt file (a file used to 
direct the activity of search engine crawlers) and a sitemap loaded 
on your site.  These are “one and done” fixes, but do require some 
technical understanding of your website.

The main title tag of a website reflects the goods or services 
you provide and should not be confused with the name of a prac-
tice or business or professional name. (In most browsers, your 
title tag is displayed in the tab or at the top of the open window 
displaying your page.) For instance, the main title tag of my web-
site is “Retina Specialist in Fairfax, Virginia” instead of “Randall 
Wong, MD” or, even worse, “Home.”

Website content: Although search engines (Google, Bing, 
Yahoo, etc.) have their own SEO algorithm to compare and rank 
websites, the most important and critical component to website 
rankings is your website content.  

Content is technically any text file you have uploaded on to 
your website—articles, power point presentations, posts, pages, 
and more—or essentially any file that contains words readable by 
the search engines.

Great ranking websites all have content that is relevant to the 
query (i.e., the question plugged in to the search engine), and 
refreshed often (new content frequently added) and routinely.

For physicians, the easiest source of content may be the text-
book answers to the many health-related questions you get every 
single day. Educating your readers about the diseases you treat, 
how you make a diagnosis, treatment options are great sources.

Search engines exist to bring patients answers as fast and as 
accurately as possible. Presenting a list of webpages that are most 
likely to answer a patient's question, query, or problem with the 

first attempt is the goal. Presenting patients with old, stale, and 
irrelevant information is maddening and frustrating; ergo, web-
sites with poor, stale content don’t rank well.

Off-page sources (Links): Off-Page optimization includes 
links from other websites and social media platforms.  Links from 
health-related sites to your website are optimal. Links from other 
health-related sites serve as endorsement of your site and will 
help your rankings.  

For instance, links from my medical website to your medical 
website will boost your rankings more than links from my mar-
keting website.  Links from sites like “Healthgrades” can help 
your rankings. There is a plethora of health-related aggregator 
sites, “Healthgrades” being the most popular.  These sites collect 
all kinds of information about practices and list them on their 
sites.  These are excellent opportunities to establish links to your 
site.

Take the time to claim pre-existing accounts or create accounts 
on these sites. Complete the contact information as accurately as 
possible and make sure you link to your website by simply includ-
ing the URL of your website. The reward for doing this is that 
you’ll have a dozen or so links back to your site that will not only 
improve the SEO of your website….but also improve your rank-
ings in “local search.”

Ignore Social Media...for Now

Launching and developing a web presence is vital to a modern 
medical practice, as more patients now expect to find their next 
specialist or primary care provider on the web and to be engaged 
digitally.

It all starts with your website and your content. Unlike an adver-
tising campaign, your marketing strategy should be dynamic and 
ongoing.  Be disciplined and start slowly.  Build your website and 
add content. After you develop a website of which you are proud, as 
a next step, you may consider social media. Engaging social media 
is not necessary for a medical practice, and if done prematurely, only 
draws attention to a website not ready for prime time.

Randall Wong, MD, is a retina specialist in Fairfax, Virginia. 
He is founder of Medical Marketing Enterprises, LLC (http://
medicalpracticeadministrator.com/), a company dedicated to introduc-
ing Internet marketing to healthcare.  Dr. Wong can be reached at 
randall.v.wong@gmail.com.
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Legal and Ethical Concerns of Digital 
Media and Technology in Healthcare
Kathleen Pennington, Esq.

Physicians and their patients are 
increasingly using digital media for 
both personal and professional purposes. 
Social media has become a part of physi-
cians’ and their patients’ everyday lives, 
whether it’s Facebook, Twitter, Instagram, 
or anonymous social networking apps. 
Likewise, apps marketed specifically to 
physicians have made it easier than ever 
for physicians to communicate with other 
providers and their patients, to develop 
treatment plans, and to review patient 
records—all on their mobile devices. This 
ease in communication goes hand in 
hand with the need for physicians to (1) 
maintain professional, ethical relation-
ships with their patients; (2) exercise 
caution when engaging in telemedicine; 
and (3) safeguard their patients’ electronic 
Protected Health Information (ePHI).

In general, physicians should separate 
their personal and professional identi-
ties online and be vigilant about what 
is posted about them online, both for 
accuracy and for appropriateness, par-
ticularly as seen through the eyes of 
current and prospective patients. It’s best 
to exercise caution in accepting “friend” 
requests from patients or patients’ family 
members at the risk of crossing into an 
inappropriate provider-patient relation-
ship. Physicians also should be wary of 
inadvertently creating physician-patient 
relationships via social media or post-
ing medical advice online, which may 
be relied upon by an individual. Online 
communications may be construed as a 
medical record of interaction between 
the physician and the individual, so it’s 
best to use disclaimers when discussing 
health issues online, to decline to address 
any patient-specific medical issues, and 
to refer patients to a more appropriate 
clinical setting. State medical boards are 
increasingly addressing issues of online 
professionalism, particularly inappropri-
ate provider-patient contact, which has 
resulted in physicians’ licenses being lim-
ited, suspended, and revoked.

New healthcare apps have made it eas-
ier than ever for physicians to engage 
in telemedicine. The Health Insurance 
Portability and Accountability Act of 1996 
(“HIPAA”) Security Rule requires physi-
cians to conduct annual risk assessments to 
ensure administrative, physical, and tech-
nical safeguards for ePHI are in place 
and well documented, including Business 
Associate Agreements when necessary and 
a physician’s use of telemedicine technol-
ogy.  A risk assessment should determine 
whether a patient’s PHI will be stored on 
the app, if any third parties might have 
access to patients’ PHI on the app, and 
what level of encryption is used with the 
app. Physicians should exercise particular 
caution when using apps that were not spe-
cifically developed for healthcare, as they 
may not be HIPAA compliant. Although 
vendors may make claims regarding the 
HIPAA compliance of the app, it may 
be prudent to check online reviews that 
address HIPAA issues before using the app 
for patient communications.

Telemedicine also provokes the issue 
of unauthorized practice in other states. 
Before engaging in telemedicine with 
patients located in any other state, physi-
cians should review the state’s telemedi-
cine regulations and medical board licen-
sure requirements, as each state is unique. 
(Maryland has its own telemedicine regu-

lations that physicians must adhere to for 
patient care and billing.) In general, phy-
sicians are viewed as practicing medicine 
where the patient is located (unless a spe-
cific legal or regulatory exception applies), 
so physicians should exercise caution 
before providing telemedicine services to 
patients. Lastly, physicians should check 
with their individual liability carriers to 
see if they have their own guidelines and 
best practices and to confirm that tele-
medicine activities outside the primary 
practice state are covered. 

Physicians must maintain the secu-
rity of patients’ ePHI (e.g., patient names, 
Social Security numbers, driver’s license 
numbers, bank account or credit card 
numbers, health insurance plan informa-
tion) that they create, receive, store and 
maintain, process, or transmit in elec-
tronic media (e.g., smart phones, laptops, 
USB flash drives, external hard drives, 
and cloud based storage), including when 
physicians or their employees use their 
own devices. A physician’s duty to protect 
patients’ ePHI includes having Business 
Associate Agreements in place with third 
parties that may have access to PHI (even 
without an intent to view it); however, 
HIPAA has an exception for “conduits”—
third parties that only transmit PHI with-
out the capability to view it, such as 
Internet service providers. 
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HIPAA breaches via digital media occur both intentionally and 
unintentionally, and often in some of the simplest ways, such as the 
following: 

•	 A computer or mobile device without password protection or 
encryption is stolen; 

•	 A family member improperly accesses PHI on a computer or 
mobile device; 

•	 A physician uses an unsecure wireless network to transmit ePHI; 
•	 A patent’s PHI is attached to emails sent to or from a personal, 

unsecured email account;
•	 A patient is treated via social media; 
•	 A physician initiates intimate or other inappropriate relation-

ships with a patient via social media; 
•	 A physician complains about patients on blogs or social media; 
•	 A physician posts particularly sensitive PHI (sexual or repro-

ductive health, mental health, substance abuse, financial infor-
mation, or “interesting” patient scenarios) on social media; and

•	 A physician shares photos or medical images of patients on 
social media. 

In today’s heightened HIPAA enforcement environment (which 
includes random government compliance audits of both providers and 
their business associates) physicians must be prepared to respond imme-
diately to a potential HIPAA breach. Physicians must presume that any 
unauthorized disclosure of PHI is a HIPAA breach, and then work 
backwards to affirmatively demonstrate that it was not a breach using 
the required HIPAA risk analysis. Government enforcement actions for 
HIPAA breaches are often costly to resolve (with fines and settlements 
ranging from thousands of dollars to more than a million dollars), and 
most can be avoided by taking proactive, protective measures. Proactive 
compliance efforts can also help reduce the financial and regulatory 
impact of any breach that does occur. Additionally, if there is a breach of 
personal information that could lead to identity theft or other financial 
harm (even if no health information is released), Maryland’s Personal 
Information Protection Act may apply, which has its own obligation to 
notify the patients and the Maryland Attorney General. 

It’s essential that physicians address the use of technology in their 
patient materials, including specific authorizations for providers to 
communicate with patients via email, website portal, or telemedi-
cine app. As safeguards for the future, physicians should consider 
the following:

•	 encrypt any files that contain patients’ PHI, 
•	 enable remote wiping or disabling of mobile devices,
•	 refrain from sharing files between devices, 
•	 install and routinely update security software,
•	 exercise discretion in downloading and using apps,
•	 only use secure Wi-Fi networks to transmit patient information, and
•	 make sure to securely wipe or destroy the memory of any device 

before discarding, selling, or re-using the device for another 
purpose. 

Kathleen Pennington, Esq., is an associate attorney with Pecore & 
Doherty, where her practice focuses on corporate and regulatory health-
care law. Before joining Pecore & Doherty, Ms. Pennington worked as 
a judicial extern to the Hon. Ronald B. Leighton in the United States 
District Court for the Western District of Washington. She also interned at 
Disability Rights Washington and MultiCare Health System’s legal ser-
vices. Ms. Pennington can be reached at kpennington@pecoredoherty.com.
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“A Servant to  
His Brethren”  
Osler’s Impact on the University 
of Maryland School of Medicine 
and on MedChi
Richard Colgan, MD

Although William Osler’s impact on the Johns Hopkins 
Hospital and School of Medicine are legendary, less well known 
are his relationships elsewhere in Baltimore—specifically at the 
University of Maryland School of Medicine and at the Medical 
and Chirurgical Faculty of the State of Maryland. 

How was Osler perceived outside of Hopkins? 

Osler as Remembered by the University 
of Maryland School of Medicine 

From the archives of the University of Maryland School of 
Medicine can be found a publication entitled Old Maryland, 
within which I found many references to Osler. Old Maryland 
was edited by Dr. Eugene Cordell, published at the University of 
Maryland in 1905, and continued until his death in 1914. 

In Old Maryland, we find reviews of several of Osler’s works, 
including his essays “After Twenty-Five Years” and “Science and 
Immortality.” 

The archives of Old Maryland record that on December 20, 
1904, Dr. Eugene Cordell held the inaugural meeting of the 
University of Maryland’s Library and Historical Society—in 
Maryland’s historic Davidge Hall. Several hundred students and 
members of the faculties of the various departments and guests 
were present.  Old Maryland noted: “There was great enthusiasm 
in the crowd! Dr. Osler then rose amid the cheers of the audi-
ence...the meeting was in every way a great success and will 
doubtless be long remembered by those present, especially the 
students.”

After his departure from Baltimore, Osler continued to receive 
the publication. A letter penned by Osler, which he wrote from 
Oxford was printed in Old Maryland under the headline: Dr. 
William Osler writes from 13 Norhan Gardens, Oxford. It reads:

“So glad to hear the centennial movement is prospering. How 
satisfactory to have a history on hand. We have just moved in to this 
house, and I am getting my books unpacked. Many thanks for the 
Old Maryland, which I read with great interest.” 

Osler as Remembered by MedChi 

MedChi cherished Osler’s memory and honored him in 1920 
with a special commemorative bulletin conveying the extent to 
which they had fully embraced the Canadian as one of their own.

So how did they remember him? 

Dr. Hiram Woods wrote that Osler championed the State 
Medical Society. “How many of us have met him browsing 
around in the library, and soon found ourselves just talking! It was 
from one such talk that I took away definite impressions about 
the evils of narrow specialism.” Dr. Woods went on to recall his 
memories of Osler in the library. “We would sometimes find him 
in deep conversation with a beginner in medicine, or a man we 
hardly knew and we shied off. It was perfectly clear what he was 
doing. The comradeship was the real thing; there was nothing 
professorial about it.” 

Dr. John Ruhräh remembered Osler for promoting medical 
libraries. When Osler came to Baltimore, MedChi’s library was 
housed in the basement of the Old Maryland Historical Society 
Building on St. Paul Street. The library was described as not dead 
at that time, not moribund, but asleep. Osler succeeded in wak-
ing it and having the library moved to a remodeled dwelling on 
North Eutaw Street. Dr. John Ruhräh quotes Osler: “A physician 
who does not use books and journals, who does not need a library, 
who does not read one or two of the best weeklies and month-
lies, soon sinks to the level of the cross-counter prescriber, and 
not alone in practice, but in those mercenary feelings and habits 
which characterize a trade.” 

Dr. John Ruhräh also credits Osler with initiating MedChi’s 
Book and Journal club, writing:

 “With the small dues of five dollars a year a group of over 
one hundred men were induced to join this club, the meetings 
of which under Dr. Osler were a delight to all book lovers. This 
ability to get men out to meetings and to get them interested in 

continued on page 33

JHMI, Alan Mason Chesney Medical Archives. Reprinted with 
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things was one of his very marked traits 
and he succeeded because he knew so well 
how to deal with the human being.” 

Osler acquired books from around the 
world and donated many to MedChi. 
His generosity knew no limit. When 
Osler found the library, it had a few 
thousand books, mostly old, and some 
journals. When he left, it had some 14,500 
books—becoming one of the most impor-
tant collections in the country. 

Dr. Francis Packard remembered Osler 
for urging an appreciation of the history 
of medicine, writing, “The great increase 
in the publication of books and articles 
on medical history which has taken place 
in this country during the last twenty or 
thirty years, is undoubtedly largely due to 
his influence.” Dr. Packard cites specifi-
cally index medicus and the Catalogue of 
the Library of the Surgeon General as 
“two great indices of medical literature in 
which he took such a profound and vital 
interest.” Packard adds: “Osler was no dry 
as dust medical historian…No man ever 
possessed a more profound love of litera-
ture nor a more eclectic taste.”

After Osler’s departure from Baltimore, 
a movement took place to buy his house 
and use it for a memorial and library 
building. A considerable amount of money 
was raised and turned over to the Building 
Committee of the Faculty to be used in 
building the present day headquarters of 
MedChi at 1211 Cathedral Street.   

Dr. Osler was President of the MedChi 
Faculty in 1896–97. His presidential 
address dealt with the physician’s need to 
get together as a remedy to the stress of 
everyday practice. 

Dr. John Ruhräh wrote: “Osler believed 
in professional harmony and did more 
than anyone who ever lived in Baltimore 
to secure it. What is more remarkable, he 
succeeded. Professional relations were less 
bitter during his residence there than ever 
before, or since.”

He would not listen to gossip nor speak 
ill of anyone. His jokes were always kindly, 
according to Joseph Pratt. “He never will-
ingly hurt a brother’s feeling, and all men 

were his brothers. He would never allow 
anyone to censure in his presence a fellow 
practitioner of medicine.” 

I think Dr. Harry Friedenwald summa-
rized well that Osler was deeply loved by 
his colleagues throughout Baltimore and 
the State of Maryland, in stating: 

“Never has the medical profession of 
this city felt the loss of one of its members 
more keenly, never has the whole com-
munity shown greater respect and honor 
and love for the dead. How is it that his 
being here for only a very short time, his 
almost comet like presence among us, 
should have impressed and influenced us 
so profoundly?  We felt near to him, each 
one of us, we loved him as we have loved 
none other. ” 
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My father died in 1947 of a sudden heart attack. He was forty-
two years old. It is a Jewish tradition to honor loved ones each 
year on the anniversary of their death. In the Yiddish language 
this custom is known as a Yartzeit—“a year’s time.” Tonight, I 
lit the Yartzeit candle in our kitchen, and sat there sipping my 
vodka in the darkness, illuminated only by that single candle. The 
enormous shadow of my rotund frame, magnified by the proxim-
ity to the candle, was cast on the wall behind me. It wavered in 
the flickering light, and as the evening grew darker, my thoughts 
turned to the universe and to my own inevitable death.

Astronomers have estimated that there are more than 220 billion 
galaxies in our universe, and each galaxy harbors 100 to 300 bil-
lion stars. That totals approximately 1024 stars. Many of these stars 
contain planets revolving in orbits around them. According to Carl 
Sagan the odds make it probable that some of these planets, orbit-
ing in the “Goldilocks Zone” (not too hot, not too cold, and with 
the right amount of precursor chemicals), may harbor life. Since 
1960, astronomers have been searching the cosmos for signs of 
intelligent life—SETI, the Search for Extraterrestrial Intelligence. 
So far, there has been no contact or other evidence to confirm 
Sagan’s hypothesis.

In 1947, Enrico Fermi asked: “Where is everybody?” Our uni-
verse originated about 13.5 billion years ago, plenty of time for 
life to have emerged elsewhere—and certainly sufficient time to 
develop a high order of intelligence. So where are they? Why 
have they not contacted us? Fermi’s famous question has been 
called the Fermi Paradox.

I stared into the candle’s flame and wondered—what if there is 
no other intelligent life in the cosmos? What if we are all alone? 
What if our species is the sole life form capable of bearing witness 
to our universe? What if we are the only recording secretaries of 
the cosmic empire?

Astronomers have informed us that our sun is a Class G main 
sequence star, with a life expectancy of approximately 10 billion 
years. The sun is now about 5 billion years old, and therefore has 
another 5 billion years to go before it dies. When that happens, 
when its hydrogen fuel is exhausted, our sun will expand enor-
mously into a Red Giant. Its outer rim will engulf our earth, burn-
ing everything to a crisp. If there are any creatures living on earth 
at that time, they will be incinerated. If humans have not already 
left—or annihilated themselves— they will all be cremated. The 
earth will become a charred wasteland. 

If we have not found a method to evacuate earth, it would mean 
the end of all human existence in the entire universe. And if humans 
were the only intelligent life in the cosmos, there would remain no 
evidence that any intelligent form of life had ever developed. The 
cosmos would continue its mechanical existence in a lifeless abyss, 
void of any sentient awareness. It would be the ultimate example of 

a tree falling in the woods with no one around to hear. Would there 
be a sound? Or, in this case, would the universe actually continue 
to exist?

I felt a deep sense of emptiness and desolation, finished my 
drink, and poured another. If these facts were true, why on earth 
would anyone bother to achieve anything? Why struggle for 
excellence? If all human triumph ends in cinder and ashes, why 
struggle? Shakespeare, in perhaps his most prophetic lines, wrote:

To-morrow, and to-morrow, and to-morrow, 
Creeps in this petty pace from day to day, 

To the last syllable of recorded time; 
And all our yesterdays have lighted fools 

The way to dusty death. Out, out, brief candle! 
Life’s but a walking shadow, a poor player, 

That struts and frets his hour upon the stage, 
And then is heard no more. It is a tale 

Told by an idiot, full of sound and fury, 
Signifying nothing.

Macbeth, Act 5, scene 5, 19–28

Suddenly, it occurred to me that I might have been created as 
a chicken, an ant, or an amoeba, instead of a human—or perhaps 
not been created at all. I would not have had the occasion to 
perceive the universe, to admire its complexity, and to marvel at 
its mysteries. What a wonderful opportunity I have experienced! 
Perception, curiosity, knowledge, awareness—even if only for a 
picosecond of cosmic time—has been an incredible adventure. 
To have laughed and loved and learned—what more could I have 
asked for?

And then I thought: to have been a physician was perhaps my 
greatest reward of all. I have enjoyed eighty-two voyages around the 
sun—fifty-eight of those tours as a physician. Historians have called 
my era the “Golden Age of Medicine.” In comparison with modern 
tests, therapeutics, and procedures, the medical inventory my gen-
eration relied upon was scanty. However, our passion for medicine 
was intoxicating, our rapport with patients exhilarating, the respect 
of the community ubiquitous, and our independence unchallenged.

Sadly, over the past twenty-five years or so, much of this has 
been lost. With the advent of government insurance programs and 
their private insurance mimes, the relevance of physicians to the 
medical profession has waned. Under the guise of quality improve-
ment, programs for cost containment have gradually usurped the 
physician’s authority, tangled her life in a web of excruciating and 
superfluous details, and virtually obliterated the joy of medical 
practice. Anonymous authorities have placed physicians within 
a nebulous group known as “healthcare providers”—a category 

Late Night Thoughts
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which, I believe, includes nurses, pharmacists, EMTs, nutrition-
ists, ambulance drivers, hospital janitors, and aroma therapists. 
In this amorphous group, the cardinal position of the physician 
is clearly diminished, his prestige reduced, and his importance 
within the medical team denigrated.

As these thoughts emerged, I began to feel anger rising, flood-
ing my sclerotic arteries with epinephrine—a dangerous thing 
for old codgers. It was growing late. The candle flickered and a 
puff of smoke rose upward toward the kitchen ceiling. I gulped 
down the vodka, took a deep breath, pursed my lips and began to 
blow out the candle—but I paused and gently exhaled. I suddenly 
remembered something my dad had said when I first talked to 
him about my wish to go to medical school. He said: “In 1914, 
Justice Louis Brandeis defined a profession as an occupation which 
is pursued largely for others and not merely for one’s self. And it is an 
occupation in which the amount of f inancial return is not the accepted 
measure of success. Always remember that.”  I had almost forgotten 
those words, but in retrieving them from my declining mem-
ory bank, I knew that the scholarly delights and the emotional 
rewards of our profession would never be eradicated by a govern-
ment statute or a third party contract. I suddenly understood that 
the House of Medicine would ultimately heal itself. 

My anger diminished and the adrenalin level dropped. I placed 
the flickering candle safely on the kitchen sink, smiled at it—and 
at its avatar—and went to bed.

I’ll solve the cosmic questions later.

Barton J. Gershen, MD, Editor Emeritus of Maryland Medicine, 
retired from medical practice in December 2003. He specialized in 
cardiology and internal medicine in Rockville, Maryland.
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In 1869, Dmitri Ivanovich Mendeleev 
(1834–1907) systematized and published a 
table of chemical elements, organized upon 
the basis of ascending atomic weights. 
Since Mendeleev’s pioneering work, the 
Periodic Table has been revised and is now 
based on the atomic number of each ele-
ment, rather than its atomic weight. The 
atomic number of an element represents 
the total number of protons in its nucleus. 
(In a neutral atom, that figure also equals 
the total number of its electrons as well.) 
The atomic weight, on the other hand, is 
equal to the sum of nuclear protons plus 
neutrons. For example, the prototypical 
carbon atom contains six protons and six 
neutrons, thus its standard atomic weight 
equals twelve. In chemical shorthand, this 
is written C12. (It is actually no longer cor-
rect to speak of the atomic weight of an 
element. Rather, one speaks of the atomic 
mass units [amu] of an element.) 

Although each element always main-
tains its characteristic number of protons, 
it may have various numbers of neutrons 
within its nucleus. For example, carbon 
with six protons may have anywhere from 
two to fourteen neutrons. Thus carbon 
may have atomic mass units that vary from 
eight to twenty. Each member of such a 
set is identified by the symbol for carbon 
followed by a superscript number, repre-
senting its atomic weight (atomic mass 
unit)—such as C14. The various carbon 
homologues are known as isotopes, some 
of which—especially the heavier atoms—
are radioactive isotopes. 

Currently, there are 119 elements known 
to science. Ninety-two of these elements 
occur in our natural world. The other twen-
ty-seven have been created artificially in 
laboratories by bombarding the nuclei of 
certain atoms with subatomic particles. Thus 
physicists have truly transmutated one ele-
ment into another. The goal of the ancient 
alchemists—changing base metals into 
gold—has almost been achieved (alchemist 
from Arabic al, “the,” + kimiya, “chemistry”). 

Each of us has had some experience 
with the Periodic Table, from high school 
chemistry to biochemistry, so it may be 
interesting to review how some of those 
elements have acquired their names.

Carbon (atomic number 6, symbol C) is 
the quintessence of all earth-based life. It is 
indispensable to the production of carbohy-
drates, lipids, proteins, and nucleic acids. Its 
name stems from Latin carbo, which means 
“charcoal.” It forms such diverse natural 
materials as coal, diamonds, and graphite. 
Combined with oxygen, carbon forms CO2 
as well as carbonates such as limestone and 
marble.1 The “lead” in pencils is graph-
ite, composed of carbon sheets that slide 
smoothly past each other, proving valu-
able as a lubricant. In writing, some of the 
soft graphite rubs onto the sheet of paper 
(graphite from Latin graphein, “to write”)

Calcium (atomic number 20, symbol 
Ca) is the most abundant metal in the 
human body because of its essential role 
in bone formation. Its name derives from 
Latin calx, “limestone.” Much of sedi-
mentary rock is composed of limestone 
(calcium oxide or CaO) due to the decom-
position of ancient marine shells trapped 
within the sediment. In Latin, a small 
limestone pebble was known as a calculus, 
a term we still use in referring to renal 
or salivary stones. In ancient times, tiny 
pebbles (calculi) were strung onto rods 
and utilized to enumerate objects. Several 
of these rods were arranged in rows to 
form an early mathematical device known 
as an abacus—one row representing tens, 
the second hundreds, the third thousands, 
etc. Using pebbles in this manner allowed 
one to calculate answers to arithmetical 
problems. Indeed, today we still refer to 
such devices as calculators, and we have 
created the mathematical discipline of 
calculus, although the pebbles are no 
longer obvious. 

In 1823, a Scottish engineer named 
Thomas Drummond attended some pub-
lic lectures delivered by Michael Faraday. 

Drummond was particularly intrigued by 
the demonstration of an intense white light, 
whenever limestone (CaO) was heated 
to incandescence. Utilizing a hydrogen 
blow-torch, Drummond heated a block of 
limestone, focused its rays onto a parabolic 
mirror, and then through a series of con-
vex lenses, producing a beam of light that 
could be seen more than sixty miles away. 
This device was immediately deployed in 
lighthouses as well as in theaters to illumi-
nate the actors. The actors were thus said 
to be in the limelight.

Hydrogen (atomic number 1) was the 
chief element created by the “Big Bang.” 
It fuels all young stars, by virtue of the 
fusion of two hydrogen atoms into a 
helium atom, releasing incredible amounts 
of energy in the process. (This is also the 
core mechanism of a hydrogen bomb.) 
The word hydrogen derives from Greek 
hydro, “water,” + gene, “producing”—that 
is, “producing water,” since the result of 
its union with oxygen is H2O. Helium 
(atomic number 2) was initially discovered 
in the sun, through spectroscopic analysis 
of sunlight. It was therefore named helios, 
Greek for “sun.” Helium was discovered in 
trace amounts on earth much later.

Two other elements whose names end 
in -gen are nitrogen and oxygen. Nitrogen 
(atomic number 7) was named for Greek 
nitron, “nitre,” which is potassium nitrate 
(also known as saltpeter) plus gene, “pro-
ducing”—that is “producing nitre.” As you 
may remember, nitre (KNO3) was an 
essential ingredient in early gunpowder, 
which also included sulfur and charcoal. 
(The famous Salpetriere Hospital in Paris 
was built around the ruins of a gunpowder 
factory, thus acquiring its name.)

In the 1760s, Joseph Priestley conduct-
ed experiments in which he lit a candle 
within a closed jar. The candle gradually 
died out and a mouse confined within the 
jar expired. Priestley noted that the volume 
of air inside the jar had shrunk about 20 
percent, although he was unable to discern 
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the cause. Antoine Lavoisier labeled the residual gas inside the jar 
“azote” since it obviously had failed to support life. (Azote Greek 
a, “without,” + zoe, “life,” as in zoology.) It was not until 1772 that 
the element, eliminated by burning the candle was identified as 
oxygen, and the residual gas as nitrogen. Nevertheless, the old 
term remains in our lexicon. We refer to many nitrogen-contain-
ing mixtures as azo compounds, and patients with elevated blood 
urea nitrogen (BUN) levels are said to have azotemia.

Oxygen (atomic number 8) was initially believed (wrongly) 
to be present in all acids. Therefore, the name—from Greek oxy, 
“sharp” (as in the tart, stinging sensation when one’s tongue is 
exposed to an acid) + gene, “producing”—that is “causing acid.” 
It was learned much later that all acids actually possess a hydro-
gen ion (a proton donor), but the name “oxygen” was fixed in 
our lexicon and could not be changed. The prefix “oxy” (sharp) 
is present in such terms as oxymoron (plus the Greek moros: 
“dull, stupid, foolish”)—a word or expression that is both sharp 
and dull and has opposite meanings (e.g., an expression such as 
“jumbo shrimp”).

Copper (atomic number 29) was one of the elements known 
to early man. Copper beads have been unearthed in northern Iraq 
that are 10,000 years old, and weapons composed of an alloy of 
copper with tin—the resulting material known as bronze—have 
been dated to circa 5000 B.C. During this early period, much 
copper was mined on the island of Cyprus, known to ancient 
Greeks as Kupros and to the Romans as Cupros. This has resulted 
in the curious symbol Cu for copper.

In addition to copper, there are several elements whose sym-
bols do not appear to reflect their names. Tungsten (Swedish 
tung, “heavy,” + sten, “stone”), which is atomic number 74, is sym-
bolized by the letter W. During tin smelting operations, German 
miners discovered that a large amount of slag was produced 
when the tin deposits were contaminated with foreign matter. 
They termed the contaminant wolfram, German for “wolf dirt.” 
It was later determined that the “contaminant” material (later 
designated wolframite) was essentially composed of the mineral 
tungsten, resulting in the rather obscure chemical label “W” for 
this element.

Other unclear elemental symbols include Sn for tin (from 
stannus, the Latin term for tin), Sb for antimony (from stibium, 
the Latin word for antimony sulfide), and Hg for mercury (based 
on the Latin term for mercury, hydrargentum, meaning “liquid 
silver” – from hydro: “water” + argentum: “silver”). 

The element silver is designated Ag, reflecting its Latin name 
(argentum). Argentaffin cells, located within glands of the gas-
trointestinal tract and bronchi, stain darkly when exposed to sil-
ver salts. (Latin argentum, “silver,” + affinis, “having affinity for”).  
Argentaffinomas (also known as carcinoid tumors) are chiefly 
composed of these cells.

In South America, the Rio de La Plata was thought to contain 
a large amount of silver ore, just waiting to be harvested by early 
Spanish explorers (Rio de La Plata is Spanish for “river of silver”). 
Unfortunately for them, they were wrong. However, the country 
itself was named Argentina for those presumptive silver stores.

Gold is symbolized by Au for the Latin term aurum, which 
means, “glow of sunrise,” and sodium is labeled Na for the 
Latin natrium, the ancient Roman term for sodium carbonate 
(Na2CO3). The Latin word for lead is plumbum, designated by 
the chemical symbol Pb. One common term for lead poisoning is 
plumbism, and the classic method for determining a perfect ver-

tical line is to dangle a lead weight from a string, which is known 
as a plumb line. The planet Saturn was thought to be composed 
of lead since it traveled so slowly through the sky. (Lead was one 
of the heaviest metals known at that time, and so was thought 
to be the cause of such an apathetic movement.) Therefore, lead 
poisoning is also called saturnism, and the hyperuricemia associ-
ated with its toxicity is known as saturnine gout. Someone with 
a bitter, gloomy, sardonic temperament is also said to possess a 
saturnine personality.

Finally, we come to potassium (atomic number 19), which 
bears the chemical symbol K. Early man found that oil and 
grease were difficult to clean from his utensils—as well as from 
himself. He discovered, however, that if burnt plant materials 
were boiled with water until the solvent had entirely evaporated, 
and if this process were repeated several times, a large amount 
of ash-like matter would remain in the pot. This residue proved 
highly effective in dissolving and cleaning oil and grease, and 
became the first “soap” utilized by ancient civilizations. We call 
the ash that remains in the container pot ash. The Arabs termed 
it al quali, “the ashes.” 

Today, we know that potash is principally composed of potas-
sium carbonate (K2CO3) and has a pH between 10 and 11. It is, 
therefore, alkaline (from al quali). In 1807, Sir Humphry Davy 
(1778–1829) performed electrolysis by passing an electric current 
through moistened potash. At the platinum anode he recovered 
soft, shiny beads of a new metal. He called it potassium since 
it was derived from the potash. However, in keeping with the 
urbane scientific Latin so popular with nineteenth century sci-
ence, he coined a scientific neologism. From al quali (or alkali), 
he announced that the new element would also be known as: 
“Kalium”—a term with a sense of scientific precision and a dol-
lop of fake Latin panache.

Thus, K for potassium.
It’s quite elementary.
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