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That’s why MDAdvantage sponsors the Edward J. Ill Excellence in Medicine Awards.®

Chairman & CEO, MDAdvantage

New Jersey is home to some of the finest physicians, medical facilities and
treatment and education centers in the world. It takes many dedicated people
to keep New Jersey’s healthcare at this world-class level, and we believe that
the best of the best should be recognized for their outstanding efforts.

The Edward J. Ill Excellence in Medicine Awards pay tribute to New
Jersey’s physicians, researchers, healthcare professionals and community
leaders who exemplify outstanding competence, leadership and dedication to
their profession.

At MDAdvantage, we are proud to recognize those who give so much,
and we honor them by donating all profits to fund medical and healthcare
scholarships in New Jersey.

“When you’re committed to helping achieve excellence
in all areas of healthcare, you must begin by
recognizing it.”
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There has probably never been a

time when the practice of medicine

has had such a clouded future as now.

Doctors face profound changes, but

at this point, no one is entirely clear

what those changes will entail. We

believe that MDAdvisor has an

important role to fill in such confusing times,

and so we will continue to publish articles that

we think will be meaningful for New Jersey

physicians.

Meeting this goal requires that we publish

on a wide range of subjects: medical, political,

regulatory, historical, legal and economic. To do

this most effectively, we strive to find new and

varied ways to disseminate important information

to our readers. In this issue, we present several

important papers as “e-articles,” with the expecta-

tion that each one will be more readily accessible

on the Internet. The paper by Dr. Matthew Levinson

on drug-resistant tuberculosis is a case in

point. We regard this succinct and informative

paper by an acknowledged expert in the diag-

nosis and treatment of infectious diseases as an important

source for doctors in almost every specialty. Tuberculosis is

no longer the number one or number two killer, as it was

in the mid-19th century, but a re-emergence is possible.

We believe it is important for us to publish this type of

information online, where it is more widely available. In

the future, e-articles will also assist us in disseminating

information efficiently, should important information

become available in between the publication dates of our

printed journal.

The spring issue also contains such diverse subjects as

the future of medical liability in New Jersey; a brief bio-

sketch of Dr. Poonam Alaigh, our Commissioner of Health

and Senior Services; and an article on new legislation

regarding the medical use of marijuana.

In upcoming issues of MDAdvisor, I look forward to

being able to address the matters raised in the ongoing and

seemingly unending healthcare debates, once our elected

state and national representatives have come to decisions

on issues that will undoubtedly have great impact on the

New Jersey medical community.

Sincerely,

Henry H. Sherk, MD

Editor-in-Chief

On behalf of MDAdvantage, I

am pleased to bring you this

spring issue of MDAdvisor,

especially considering the

particularly harrowing weath-

er experienced by New

Jerseyans this past winter. I

am once again struck by the quality of articles

contained in this issue by a very impressive group of

authors.

I am particularly honored to share with you the

perspectives on healthcare from the 2010 Edward J.

Ill Excellence in Medicine honorees. Dating back to

1939, this awards program has become such an

important legacy for the New Jersey healthcare

community. Each year, I am humbled and inspired

by the accomplishments and achievements of our

honorees, and this year is certainly no exception.

One of the most exciting features of this year’s

awards dinner is the development of the Edward J.

Ill Excellence in Medicine Scholarship Fund, which

has been created in recognition of a demonstrated

need to support healthcare education in New

Jersey. By now, we have all seen the results of the

recent report by the New Jersey Council on Teaching Hospitals,

which revealed an anticipated shortage of 2,800 doctors in New

Jersey by 2020 unless the state becomes a more appealing

place to open a practice. I firmly believe our physicians are

among the top providers in the nation and that we all have

a responsibility to support the development and education

of physicians.

Going forward, all profits from the Edward J. Ill Excellence

in Medicine Awards® will be dedicated to medical student

scholarships at the University of Medicine and Dentistry of New

Jersey. The recipients will be New Jersey residents who have

demonstrated financial need, excellence in academics and

commitment to the community.

I invite all in the New Jersey healthcare community to

consider participating in this worthy annual awards program.

Congratulations again to the 2010 award recipients.

Sincerely,

Patricia A. Costante

Chairman & CEO

MDAdvantage Insurance Company of New Jersey
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To serve the diverse needs of our readers, we are pleased
to introduce our new e-articles section. These e-articles
complement and enhance the print version of MDAdvisor,
and allow us to bring even more information to the New
Jersey medical community.

MULTIDRUG-RESISTANT TUBERCULOSIS
By Matthew E. Levison, MD

If medical professionals are to prevent an epidemic of
multidrug-resistant tuberculosis (TB), they must take steps to
ensure that all patients are diagnosed and effectively treat-
ed so that resistant strains are not created and transmitted
in the community. In this article, you will find a detailed dis-
cussion of background, epidemiology, microbiology, drug
susceptibility testing and management related to mul-
tidrug-resistant tuberculosis. This information is vital for all
members of the medical community who come in contact
with TB patients, in both U.S. citizens and immigrants.
Only with a sound understanding of these facts can we
hope to prevent an expanding epidemic of multidrug-resis-
tant TB in this country.

THE “REAL WORLD” OF CARING FOR DIVERSE TEENS:
ACHIEVING CULTURAL COMPETENCY IN
ADOLESCENT HEALTHCARE USING A PRACTICAL,
EVIDENCE-BASED MODEL
By May Lau, MD, MPH, and Glenn Flores, MD

There’s no debate: Cultural competency is a vital
component of a physician’s training and practice. This is
especially true when dealing with the adolescent population
in which, of the 33 million adolescents 10 to 17 years old in
the U.S., 14 million are non-white. The discussion of cultural
competency in the adolescent population presented in this
article is built on an evidence-based model with five
components: normative cultural values, language barriers,
folk illnesses and treatments, parent/patient beliefs and
provider practices. The application of strategies outlined in
this article has the powerful potential to improve the quality,
outcomes, costs, patient satisfaction, communication and
patient safety in our diverse adolescent population.

To access these articles, go to www.MDAdvantageonline.com/MDAdvisor.
To make sure you are not missing out on any online content, register
for a free online subscription. A brief, one-time registration is required
to gain access to the full text articles, including archived issues.

MDAdvisor has a strict policy regarding privacy. No information about visitors’ use

of the site will be sold or shared with any commercial enterprises.
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The medical marijuana legislation, Senate Bill 119, was a
very controversial bill with passionate proponents and
opponents. After much debate, the bill passed the Legislature
on January 11, 2010, and was signed into law by Governor
Corzine on his last day in office, January 18, 2010.

Ideally, decisions about health should be made by a
patient in consultation with his or her doctor – not by legis-
lators or political activists. That’s why I joined 24 other state
senators in supporting the New Jersey Compassionate Use
Medical Marijuana Act during debate and through the final
vote. My strong belief is that if a doctor chooses to pre-
scribe marijuana for an ailment, then that decision should be
honored, just as we honor doctors’ decisions to dispense
other medications. In truth, we trust doctors to prescribe
other medications that have just as many or more potentially
harmful side effects as marijuana. Why single out this one
tool for exclusion from the doctor’s kit when it may be the
best way to provide relief from the debilitating pain of a
chronic illness?

Some have argued that the drug will be abused by
patients who get prescriptions they really don’t need. That
already happens with other medications, and, therefore, is
not a compelling argument for withholding marijuana from
those who would benefit from its use. Put another way, the
fact that some patients abuse a medication has never been
an acceptable argument for denying the medication to

someone who needs it and will use it responsibly.
Let’s be clear: I understand the heart-felt objections

of opponents of medical marijuana. On the street, this is
an illegal drug that can and has been abused. Used recre-
ationally, the drug can impair a person’s ability to drive or
to make clear decisions. Marijuana can ease inhibitions,
prompting users to engage in activities they may not
participate in while sober. Just as important, scientists
report marijuana smoke contains high levels of toxic
compounds that can harm the lungs and other organs.
Certainly a healthy person should not be using this
powerful and dangerous drug. Still, that shouldn’t stop
doctors from prescribing the drug to patients for med-
ical use if it is the best possible treatment.

Multiple sclerosis (MS) patients have testified that
smoking marijuana is more effective at relieving their
symptoms than the prescription pill Marinol that’s
designed to replicate the effects of inhaling marijuana.
Why should New Jersey state law force someone to use a
less-effective drug for treating a terrible illness such as
MS? Certainly, the side effects will not be worse than the
disease. Some very sick patients swear that marijuana is
better than any prescription remedy for relieving their
pain, muscle spasms, nausea or loss of appetite. Again, I
believe we must trust doctors to decide, as they do with
all other medications, whether the side effects of marijuana

By Senator Christopher “Kip” Bateman

MEDICAL MARIJUANA IN NEW JERSEY
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use outweigh the benefits to patients.
Thirteen other states, including California, Michigan

and Rhode Island, had already passed laws that allow
seriously ill patients to access medical marijuana with a
doctor’s recommendation. It was time that New Jersey
followed their compassionate example.

New Jersey’s Compassionate Use Medical Marijuana
Act incorporates safeguards that take into consideration
the objections of the bill’s critics. These safeguards include:

1 — Patients must have a doctor’s permission to reg-
ister with the New Jersey Department of Health and
Senior Services (DHSS) as a user of medical marijuana.

2 — The DHSS will issue a registry identification card
to qualified patients who will be receiving medical
marijuana.

3 — Patients can receive up to two ounces of marijuana
per month. The amount may be further limited to the
quantity a doctor says is necessary to relieve suffering.

4 — Patients can receive marijuana only if they are
suffering from “debilitating medical conditions” such
as seizure disorders, including epilepsy; glaucoma
that is resistant to conventional medical therapy;

illness caused by human immunodeficiency virus (HIV);
cancer that results in severe or chronic pain; severe
nausea or vomiting; cachexia (also known as wasting
syndrome); and multiple sclerosis.

5 — Nonprofit agencies approved under the terms of
the bill will be able to open and operate alternative
treatment centers (ATC) that can produce and dispense
marijuana for medical purposes. The legislation calls for
such centers to be scattered throughout the state.

With these safeguards in place, patients in New Jersey
who can benefit from medical marijuana will be allowed,
with a physician’s approval, access to a treatment that will
improve their quality of life. New Jersey has a reputation for
being at the forefront of social policy. By passing this legis-
lation, we have bolstered that reputation. With the governor’s
signature on this bill, we can now help the thousands of
New Jerseyans who are diagnosed with cancer, multiple
sclerosis and other life-threatening illnesses, by reducing
their pain and improving the quality of their lives.

Senator Christopher “Kip” Bateman has served
the 16th District in the Legislature since January 1994.
He was elected Senator in 2008, after serving seven
consecutive terms in the New Jersey General Assembly.
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The 2010 Edward J. Ill Excellence in Medicine honorees were asked to write
a brief response to a given question in order to share some insight or to
expound on their area of expertise. Their replies give us a peek at the work,
the concerns and the hopes of these remarkable leaders in healthcare.

PERSPECTIVES
ON HEALTHCARE
FROM THE

2010
EDWARD J. ILL
EXCELLENCE
IN MEDICINE
HONOREES

Edited by Janet S. Puro, MPH, MBA

lisa.liss
Typewritten Text
©2010 MDAdvantage. All Rights Reserved.
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being homeless. We know that to be poor in America
significantly raises the risk of being in poor health in America.
We must also speak about the plight of patients who are
uninsured and underinsured – as physicians, we know first
hand the enormous emotional, physical and economic toll
paid by this group. In fact, the Institute of Medicine has
estimated that more than 18,000 people die every year
because they are uninsured. I would like to see physicians
as a group speak out more consistently about the need for
universal access to healthcare.

The problems of the un- and underinsured are secrets
that physicians, as leaders in the medical profession and in
the community, should be telling anyone who will listen so
that this problem can be eliminated forever. And then we
must begin to tackle poverty in America.

Denise V. Rodgers, MD
Provost and Executive Vice President
of the University of Medicine and
Dentistry of New Jersey (UMDNJ)
and Professor of Family Medicine
at UMDNJ Robert Wood Johnson
Medical School

Discuss how physicians can take a stronger leadership

role in the medical profession and the community.

…What I may see or hear in the course of the treat-
ment or even outside of the treatment in regard to the
life of men, which on no account one must spread
abroad, I will keep to myself, holding such things
shameful to be spoken about. Excerpt from Hippocratic
Oath – Classic Version

…I will respect the privacy of my patients, for their
problems are not disclosed to me that the world may
know. Excerpt from Hippocratic Oath – Modern Version

The Hippocratic Oath has been the foundational
document for physician codes of ethics for more than a
century. Today, nearly 100 percent of medical students
take the oath at the time of graduation, most taking the
modern version that was written by Dr. Louis Lasagna
in 1964. At the time, Dr. Lasagna was the Academic Dean
for the School of Medicine at Tufts University. His version
translates the original version, written during antiquity,
into one that is more clearly understood by today’s
graduating students.

In honoring the Hippocratic Oath, as physicians we
must never violate the privacy or tell the secrets of our
individual patients in ways that betray the enormous trust
they place in us. However, I believe there are certain
secrets we learn about our patients that we must speak
about loudly and forcefully as we take a stronger leadership
role in the medical profession and the community.

Dr. Edward J. Ill resigned from the staff of a New Jersey
hospital when the trustees of the hospital revoked the
privileges of another physician because he cared for
patients who had trouble paying their bills. This act
models the courage we all need in order to speak up
about the adverse health effects of living in poverty or of

Major General Maria Falca-Dodson
Commander of the New Jersey
Air National Guard

Describe how a personal passion of yours has advanced

and promoted the health and well-being of New Jersey

citizens.

It is an honor and a privilege to have this opportunity to
highlight New Jersey’s American heroes – the men and
women of the New Jersey Army and Air National Guard.
If there is one thing I am passionate about, it’s our military
members who sacrifice themselves and even risk their lives
to protect the health and well-being of New Jersey citizens.

Only 0.8 percent of American citizens serve in the military
today, compared with 14 percent during World War II and a
slightly lower number during the Korea and Vietnam conflicts.
In other words, 99.2 percent of Americans enjoy their free-
doms and liberties because of the few – the 0.8 percent. If our
World War II veterans are the greatest generation, then our
current military members are the next greatest generation.

We have had more than 8,000 New Jersey Guard members
mobilized in the last eight years. We recently welcomed back
more than 3,400 members of the New Jersey Army and Air

EDWARD J. ILL PHYSICIAN’S AWARD®

PETER W. RODINO, JR., CITIZEN’S
AWARD®
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National Guard. Currently, we still have 300 members serving
in the combat theater, and more will rotate soon. They also
have responded to every domestic emergency we have had
in New Jersey since September 11, 2001, and even before –
the floods, snowstorms, hurricanes and terrorist threats. They
do so quietly and without complaint.

These are men and women, young and old, who fight in
popular and unpopular wars, in countries all over the world.
They carry the American flag and our ideals and values as
unofficial ambassadors to every corner of the globe. They
serve with honor and compassion. They don’t go for glory, or
honor or fame, and certainly not for the money. They go
because their duly elected officials, who represent the Amer-
ican people – including you and me – ask them to place
themselves in harm’s way. They sacrifice family, friends and

Martin A. Finkel, DO, FAAP
Professor of Pediatrics and co-founder
of Child Abuse Research Education &
Service (CARES) Institute at the UMDNJ
School of Osteopathic Medicine

Describe the significance of the CARES Institute in New

Jersey.

In 1982, I became aware of the societal scourge of child
sexual abuse and dedicated my career to learning how best
to meet the special medical and mental diagnostic and
treatment needs of child victims. In the early part of my
career, at a time when there was essentially no medical
literature addressing sexual victimization of children, I
focused my work on acquiring the requisite knowledge and
skills to understand the needs of sexually abused children.
I also developed specialized techniques to conduct
anogenital examinations, introducing the use of video
colposcopy – the standard by which examinations are
conducted to identify trauma and to document findings.
I also conducted the first published research in the medical
literature on the healing chronology of anogenital trauma

often their lives to serve their country, and they are why, as
Americans, we live in the greatest nation in the world.

In New Jersey, we have had children, spouses, parents,
siblings and grandparents go to war. They are our
neighbors, coworkers and employees. Their families also
serve because life continues in their absence – births,
illnesses and deaths all still happen. Though their sacrifices
are unimaginable to most, all of these folks will tell you
that they were just doing their jobs.

The qualities of these superb individuals are what
make them unique. They are selfless in their dedication
and commitment to serve their country. They are role
models for courage and integrity with a positive attitude
in the face of overwhelming odds. Our service men and
women are living testimonies to our military core values.
Witnessing their professionalism is an inspiration to me
every day, and I hope to all of you as well. All are great
American patriots. God bless them and their families.

VERICE M. MASON COMMUNITY
SERVICE LEADER AWARD
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and the interpretation of residual to such. Now in the 3rd
edition, my textbook Medical Evaluation of Child Sexual
Abuse (published by the American Academy of Pediatrics)
is a standard reference for the field.

From the beginning, I recognized that I could not work
in isolation and needed a multidisciplinary team of profes-
sionals to fully understand the medical, mental health and
protection needs of abused children; this awareness
became the nidus of what now is an internationally recog-
nized institute. The CARES Institute is an extraordinary
place – a safe and nurturing place where clinicians possess
the skills and sensitivity necessary to address, with balance
and objectivity, the disheartening and emotionally charged
issue of all forms of child abuse and neglect. CARES sup-
ports New Jersey’s Division of Youth and Family Services
and law enforcement agencies by providing professional
medical and mental health evaluations when allegations
arise. The opinions of Institute doctors provide the diagnosis
of suspected abuse and neglect so critical to effective
intervention, protection and ultimately the ability to
address the therapeutic needs of children and families.

Twenty years ago, research psychologist Esther
Deblinger, PhD, joined the Institute to develop our mental
health research and treatment services. Together, we have
pursued our passion in association with talented faculty and
staff to develop an internationally recognized resource, set-
ting the standard of medical and mental healthcare for sex-
ually abused children. The Institute is a national model for the
seamless integration of medical and mental health services.
The treatment outcome research, conceived and conducted
by Dr. Deblinger and funded by the National Institute of
Mental Health, was recognized by the U.S. Department of
Health and Human Services as setting a national standard for
evidence-based therapeutic intervention. More than 50,000
mental health clinicians in more than 80 countries have
received introductory training in this treatment approach.

CARES continues to expand our research in order to
address all forms of psychological trauma, including
children exposed to violence and traumatic grief. We are
excited about our increasing national and international
footprint that affords us the opportunity to provide mini-fel-
lowships for visiting physicians from all over the world, as
well as to help countries integrate our treatment models.
Most importantly, we are privileged to be entrusted with
such important work by the children and families we serve
every day.

Marjorie C. Brandriss, PhD
Professor of Microbiology at the
UMDNJ New Jersey Medical School

Discuss the future direction of medical education in New

Jersey.

Students arrive at medical school excited about starting
the process of becoming a physician – eager, curious and ide-
alistic about helping humanity. They quickly discover that they
are expected to master a vast amount of information in a very
short period of time – a challenge far greater than they have
experienced in any previous academic endeavor. The pressure
that most students feel leads to a “high yield” strategy:
“Learn” (i.e., memorize) what is needed to do well on the
exams; don’t “waste” time reading, thinking, exploring or
making connections. This survival mechanism counters what
educators desire for medical students and future doctors: the
ability to analyze clinical problems, appraise published
material in a critical manner and integrate information across
courses to develop a picture of the whole, all the while main-
taining their humanity and respect for others. The traditional
curriculum also leads to burnout, self-neglect and depression.

My hope is that a curriculum can be developed that
enables students to master the material on a deeper level so
that they will hold on to it for the long-term, appreciate the
basic sciences as an integral part of their medical education
and find time to enjoy what they are learning. A five-year time
frame might help minimize the need for a high-yield strategy.
Greater cooperation among MDs and PhDs in the creation
and execution of courses, especially in the first two years,
would go a long way toward making sure students get the
information they will need to progress. An emphasis on active
learning and self-directed learning will produce better
problem solvers. Also, pre-medical school training should be
required for those who lack a strong background in the
sciences so that students can handle the material at a more
advanced level.

Such ideas have been circulating for some time and are
very difficult to implement due to many factors, including

OUTSTANDING MEDICAL EDUCATOR
AWARD
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Share your thoughts on the accomplishment of growing

the Seton Hall University School of Health and Medical

Sciences into a dynamic health sciences and medical

education academic institution.

Since its inception in the 1980s, the Seton Hall School of
Health and Medical Sciences has seen tremendous growth
and development on a number of levels. During my 15 years
as president of the university, I have taken a very active role in
positioning Seton Hall as a recognized educator of physi-
cians, medical residents and fellows, as well as physician
assistants, physical therapists, occupational therapists,
speech-language pathologists, athletic trainers and healthcare
leaders. All of the school’s professional entry-level health
science graduate programs have met or exceeded their
enrollment target year after year. The School of Health and
Medical Sciences continues to receive record numbers of
applications for each of its programs – which yield a 100
percent employment rate for graduates.

Importantly, the school has recently begun to expand its
borders internationally, solidifying a number of faculty
research collaborations and student clinical education
exchanges with universities in Denmark, Belgium, Greece, the
Czech Republic and the United Kingdom. Seton Hall’s long-
term commitment to excellence in healthcare has provided
New Jersey with an enormous resource of young men and
women who serve the poor and disadvantaged in many
communities, as well as the entire citizenry of New Jersey.

The School of Health and Medical Sciences remains ded-
icated to improving healthcare throughout society. However,

John B. Kostis, MD
John G. Detwiler Professor of
Cardiology, Professor of Medicine
and Pharmacology and Chairman
of the Department of Medicine at
UMDNJ Robert Wood Johnson
Medical School, Founding Director
of the Cardiovascular Institute of
New Jersey, and Chief, Medical
Service at Robert Wood Johnson
University Hospital

financial constraints, competing interests and time demands.
However, it is imperative that the education of medical stu-
dents improves so that these future doctors are able to
understand and utilize the breakthrough scientific and
technological advances that will change medicine.

at a time when the U.S. healthcare system is under great
pressure, our primary challenge is to plan strategically for
continued growth in order to succeed in the task of
preparing healthcare professionals and leaders of tomorrow.
I am quite sure that we are up to the challenge.

Monsignor Robert Sheeran
President of Seton Hall University

Discuss a topic related to your area of research and

explain where you see it headed in the future.

Over the last three decades, the case fatality and
age-adjusted mortality of coronary heart disease and
stroke have decreased. Nevertheless, cardiovascular
diseases still represent major epidemiologic problems
and account for a large proportion of premature deaths
and disabilities worldwide. Use of common guidelines
based on ten-year risk for primary prevention of cardio-
vascular events results in undertreatment of younger
individuals, especially women. For example, women in
their late 40s have a ten-year risk lower than the 10 per-
cent threshold used for cholesterol-lowering treatment,
even in the presence of marked elevations of blood
pressure or cholesterol. Ninety-five percent of women
younger than 65 years who were admitted with an acute
myocardial infarction did not qualify for therapy the day
before the heart attack.

I have proposed the removal of age from algorithms
used to decide pharmacologic therapy in favor of lifetime
global risk, rather than demographics, to treat individuals
according to the degree of their modifiable risk factors.
Initiation of a healthy lifestyle and antihypertensive and
lipid-lowering therapy at younger ages will help in achieving

OUTSTANDING MEDICAL RESEARCH
SCIENTIST AWARD FOR CLINICAL
RESEARCH

OUTSTANDING MEDICAL EXECUTIVE
AWARD





12 MDADVISOR | SPRING 2010

“primordial prevention” of atherosclerotic disease itself.
This approach differs from current approaches in “primary
prevention” focusing on cardiovascular events among
persons who already have subclinical disease and do not
know it. Focusing efforts on younger men and women will
result in saving more quality-adjusted life years. The emerging
emphasis on personalized medicine, in part, based on
developments from the Human Genome Project, may
become a reality in the future. However, as Jean Paul Sartre
aptly stated more than 50 years ago: “l’existence précède
l’essence.” Until personalized medicine becomes a reality
for cardiovascular disease, and until basic science advances
make atherosclerosis a disease of the past (such as in the
cases of plague and polio), we should intervene in cardio-
vascular risk factors at an early age.

[A longer version of this commentary has been pre-
viously published. See: Kostis, W. J., & Kostis, J. B. (2009).
Age-neutral guidelines for the primary prevention of
cardiovascular disease. Journal of Clinical Hypertension,
11, 644–645.]

Sidney Pestka, MD
Chairman and Professor of the
Department of Microbiology,
Molecular Genetics and
Immunology at UMDNJ Robert
Wood Johnson Medical School
and Chief Scientific Officer of
PBL Biomedical Laboratories

Discuss what you believe will be the most important

areas for medical research in the future.

Interferons, which play an important role in the body’s
response to viral infection and in other diseases, have been
known for more than 50 years. However, their actions are still
not fully understood. I believe that we have been able to
exploit only a small percentage of the potential of these
remarkable molecules, which have been in humans for at
least 30 million years and in early chordates (animals with
primitive backbones) 500 million years before that. The
human interferon alphas alone make up 13 proteins, but we

are using only one (IFN-alpha-2). Why are the other 12 not
in use?

Interferons were discovered as an agent produced
when cells were exposed to virus, and the first clinical
trials were conducted with the crude human interferons
produced by human white blood cells infected with viruses.
However, it was very difficult to obtain therapeutically
relevant quantities of interferon in this way: Less than one
tenth of 1 percent of this crude material was actually
active interferon. Unless we could develop alternative
methods of production, it would not be economically
feasible to produce enough interferon to treat patients
on a widespread basis.

In the course of developing a reliable and robust
production system, many individuals in my laboratory
worked to genetically engineer bacteria to produce the
large amounts of interferon required for therapy. We were
the first to genetically engineer interferons, to purify inter-
feron alpha and beta and to develop reverse phase high-
performance liquid chromatography (RP-HPLC) for pro-
tein purification. Our interferon was the first genetically
engineered biotherapeutic approved to treat patients.
Current indications for interferons include hepatitis and
other viral diseases, multiple sclerosis and cancers.

Those of us involved in scientific research and pharma-
ceutical product development have been able to overcome
many challenges associated with bringing these valuable
new drugs to market. Yet even now (after interferons
have been used as therapeutic agents in patients for
30 years), it is still surprising how little we know about the
many functions and effects of these proteins. My col-
leagues and I are deepening our understanding of
interferons and developing new interferons in order to
better utilize and expand the applications of these
extremely powerful molecules. Building upon our
knowledge of interferons remains an extremely important
endeavor if we are to prevent and better treat disease,
and to this end, I am committed to continuing my work
with my colleagues.

OUTSTANDING MEDICAL RESEARCH
SCIENTIST AWARD FOR BASIC
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As the battle over the future of our healthcare system
continues, tort reform remains one of the more controversial
components. Various patient advocacy groups are lobbying
hard to prevent any meaningful tort reform, arguing that
the public will lose important and fundamental rights.
Indeed, The Washington Times reported in September that
the American Association of Justice (AAJ), formerly known
as the American Trial Lawyers Association (ATLA), was $6.2
million in debt, in part because of an increase in spending
to defeat tort reform efforts.1

The AAJ is active on both the federal and state levels.
In New Jersey, the AAJ has pushed hard to shape the tort
system according to the trial attorneys’ vision. Most recently,
the trial attorneys lobbied to expand recovery for wrongful

By Brian Kern, Esq.
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“When a facility is uninsured, that circumstance effectively transfers liability stemming from
the professionals and employees within that facility to the insured physicians involved. For
example, if equipment is not properly sterilized, then the surgeon will likely be targeted for
that failure if a claim should be filed against a facility that lacks sufficient insurance.”

concern that, under the bill, plaintiffs filing subsequent
medical malpractice actions would attempt to claim a
per se or strict liability theory of negligence against such
“responsible” physicians. In the end, physicians were
omitted from the final version of the bill, which recently
became law.

With Governor Christie now in office, plaintiff groups
are expected to have a difficult time making legislative
gains at the state level. However, tactics are being
deployed in the litigation process on a regular basis to
gain leverage over physicians. Through sophisticated
strategies, plaintiff attorneys have found a variety of ways
to get the upper hand in litigation.

At least one New Jersey law firm engages in an inter-
esting and controversial legal practice that is highlighted
through the letters the law firm sends to potential physician
defendants. In one letter received from this law firm, the
physician is advised: “On behalf of my client, I am instructing
you not to discuss anything relating to this patient with
anyone or to provide any information of any kind relating
to this patient to any physician, attorney, insurance carrier
or other persons without express written authorization
from the above-named patient or myself.”

death. Currently, only economic damages are available to
certain immediate relatives of victims of wrongful death.
The trial attorneys sought to make recovery available to a
broader class of people and to allow for non-economic
damages in these types of lawsuits. They almost got their
wish as a bill with these provisions made its way through
both the State Assembly and Senate, but was pocket
vetoed by Governor Corzine.

Plaintiff attorneys were handed another setback when
New Jersey legislators passed a law, commonly referred to
as the “never event” law, that prevents hospitals from
seeking to obtain payment for certain hospital-acquired
medical conditions. For example, a hospital bill cannot be
remitted for treatment resulting from a foreign body left in
the patient during surgery or for certain post-operative
complications.

In the law’s original version, physicians acknowledging
responsibility for causing such a condition were similarly
prevented from charging patients for the treatment of
these events. However, there was no guidance on how to
determine such responsibility, and the original bill lacked
language that would prevent plaintiffs from obtaining this
information during discovery in litigation. Thus, there was
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Critics of this letter suggest that this demand is
unethical and find support within the Attorney Rules of
Professional Conduct (RPC). Under RPC 3.4: “A lawyer
shall not: (f) request a person other than a client to refrain
from voluntarily giving relevant information to another
party unless:
1 — the person is a relative or an employee or other
agent of a client, and
2 — the lawyer reasonably believes that the person’s
interests will not be adversely affected by refraining from
giving such information.2

Another letter from the same firm to physicians
makes this request: “Please contact me immediately
upon receipt of this letter or, in the alternative, please

forward this letter to your liability carrier and request that
they contact me so that we may attempt to resolve this
matter in an amicable fashion so as to avoid the necessity
of filing litigation.”

Whether or not these letters are enforceable, the
objective behind sending them is clear: Plaintiff attorneys
want to play on the fears of litigation right from the outset,
and if these scare tactics can facilitate an early settlement
or cause the physician to make early mistakes associated
with not having legal representation (such as making an
ill-advised admission of guilt) then the plaintiff’s firm has
achieved its goal.

Several other methods by the plaintiff bar have been
adopted, many of which exploit medical malpractice
insurance coverage deficiencies and are used to
encourage settlements. Often, the goal of these tactics is
accomplished merely by alleging claims outside the
typical medical professional negligence claim or by
bringing in additional parties. Even though they are part
of the same lawsuit in which medical malpractice is
alleged, the additional counts may not be covered by
medical malpractice insurance.

HEALTHCARE FACILITIES
Physicians are increasingly working at or investing and

taking ownership interests in facilities such as ambulatory
surgery centers (ASCs), imaging centers and pathology
labs. By doing so, physicians assume the increased liability
risks associated with these facilities.

Plaintiff attorneys frequently name facilities as defen-
dants in malpractice suits for a variety of reasons, usually to
increase available “deep pockets.” If these facilities are not
properly insured, physicians can be exposed. Since New
Jersey does not currently require ASCs to carry insurance,
physicians need to do their own due diligence. When a
facility is uninsured, that circumstance effectively transfers
liability stemming from the professionals and employees
within that facility to the insured physicians involved. For
example, if equipment is not properly sterilized, then the
surgeon will likely be targeted for that failure if a claim should
be filed against a facility that lacks sufficient insurance.

Obtaining proper professional liability insurance can
usually reduce, if not eliminate, this exposure. In general,
proper coverage should be with an “admitted” carrier,
giving assurance that its forms and guidelines are filed with
the states in which the carrier transacts business. Coverage
should also be written on an occurrence basis or a claims-
made basis that includes a permanent tail option. These
features would obligate a carrier to cover claims, regardless
of when they were filed. Coverage should also include an
“incident-reporting” trigger that activates coverage when a
potential claim is reported to the carrier, as opposed to a
“written-demand” trigger that covers a claim against a
facility only if it is made in writing.

A facility policy should also include coverage for the
medical director of the facility. A common misconception
held by physicians is that their respective individual medical
malpractice insurance policies cover them for their work as
the medical director of a facility. This is often not the case,
and plaintiff counsel will often seek to impute the negli-
gence of a facility to the medical director.

CORPORATIONS
Physicians and corporations, with the assistance of their

brokers (when applicable), should carefully review their
policies to gain a better understanding of what is and is not
covered once a claim of medical malpractice is made. In
addition to naming as a defendant the physician who
provided care, more and more frequently, plaintiff attorneys
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also name the entity that employs that physician. The
most common underlying legal theory against the entity is
known as “vicarious liability”; this holds an employer liable
for the acts of its employees under agency
principles.

Corporations should also be cautious
when using independent contractors, sharing
office space and even when using covering
doctors. Just because someone is called an
independent contractor doesn’t mean the
law will recognize that person as such. If a
patient could reasonably believe that the
independent contractor works for the
corporation, a court will hold that corporation in the suit
under the legal theory of “apparent authority.”

In addition, if physicians enter into independent contractor
agreements or other similar contracts with corporations,
they should be aware of any “hold harmless” provisions
that attempt to insulate corporations from acts of the physician.
If the corporation is named in a lawsuit, it will look to the
physician for payment of any judgment or settlement,
especially when that corporation is uninsured. When this

happens, fingers often start pointing – much to the
delight of plaintiff attorneys.

To avoid these situations, professional liability insurance
companies offer several options. Often,
the most prudent option is simply to
insure the entity. This can be done with
separate limits of insurance, or, at a
minimum, by naming the entity as an
additional insured on the physician’s
policy. In the latter case, the coverage
should extend to every employee and
independent contractor who provides
services on behalf of the entity.

NURSING HOMES
Claims against nursing homes usually include a count for
violating the Nursing Home Bill of Rights. The law holds
all individuals – including physicians – responsible if they
are found to have violated these rights.3 Unfortunately,
most professional liability insurance policies do not cover
claims that allege violations of state or federal laws. Even
if there is a corresponding covered medical malpractice
claim, the Bill of Rights violation count might be exclud-
ed in the policy language.

Nursing homes generally do have professional liability
insurance policies that cover claims for violations of the
Nursing Home Bill of Rights. Unfortunately, physicians are
usually excluded from such coverage. To protect physi-
cians, a nursing home operator should negotiate with the
insurance carrier to extend coverage to physicians who
see patients at the nursing home. If properly written, the
coverage can be narrow and should not generate a
significant increase in cost.

If the nursing home policy doesn’t cover physicians
for these acts, physicians who see patients in nursing
homes should check their personal insurance policies to
determine whether these policies extend coverage to
these acts. Without this coverage, physicians face a difficult
choice: Defend the medical malpractice case, and risk
having personal liability for any Nursing Home Bill of
Rights claim, or settle a potentially frivolous suit.

The burden that this law places on not only physi-
cians but also patients is significant. Physicians must now
think twice about providing care at a nursing home or
attempt to shift the risk of violating patients’ statutory
rights back to the nursing home. This can be achieved
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through proper insurance coverage or through proper con-
tracting. In the absence of either, physicians are personally
exposed to liability claims.

PRISONS
Providing care for prisoners poses an inherent chal-

lenge for physicians, as the physician-patient relationship in
this circumstance is difficult to establish. Maintaining that
relationship is even tougher and often depends upon the
prison officials and guards who decide when a prisoner
may receive treatment. Efforts by prisoners to minimize
their plight by feigning injuries often make the challenge to
physicians even more difficult.

If a prison guard makes a unilateral decision to deny a
prisoner’s request to see the on-call medical professional,
liability could fall on the doctor. An example of this is seen

in the case of a physician who prescribed a drug to a
prisoner, and then a rare side effect occurred. Even
though the problem could have been easily addressed if
caught early, it was ignored by prison personnel. Still, the
physician was sued for “uninformed consent,” as the
particular risk at issue was not properly explained.

Though these claims typically fall under “medical
malpractice” and thus should be covered by the physi-
cian’s malpractice policy, prison personnel need to accept
liability for situations that they are ultimately responsible
for causing. Physicians who work at prisons should be
certain that their contract with a prison contains an
indemnity clause that holds physicians harmless for acts
caused by prison officials and employees.

CONCLUSION
While physicians continue fighting the war to

maintain their rightful place in the healthcare delivery
system, they should not lose sight of the battles being
waged by plaintiff attorneys in their continuing efforts to
further tip the balance of the tort system in their favor.
Only through heightened vigilance and a concerted
effort by physicians, insurance companies and profes-
sional associations can the plaintiffs’ bar be thwarted. The
stakes have never been higher.

Brian Kern, a member of the New Jersey State
Bar, is a co-founder of Argent Professional Insurance
Agency, LLC.
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IN AMERICA SINCE WORLD WAR II
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The history of syphilis reminds us that it is difficult to
totally eradicate a disease, especially when no vaccine for
that disease exists. Nevertheless, the historical record
demonstrates that we have made substantial progress in
controlling syphilis in recent times and may indeed even-
tually achieve the goal of total eradication.

1940s: HOPE FOR SWIFT AND FINAL CONQUEST
As World War II ended, there was growing hope that

syphilis, a disease that had plagued humankind for centuries,
might finally be controlled with the aid of the new “miracle
drug” penicillin. Until the 20th century, the most popular
remedy for treating the disease was mercury, a drug whose
effectiveness was questionable and whose side effects were
severe. A major therapeutic breakthrough occurred with
Paul Ehrlich’s introduction of the organic arsenical com-
pound Salvarsan in 1910, but even this new treatment left
much to be desired. Patients generally had to be treated for
a year or more with weekly injections of the drug, with
unpleasant side effects.

During World War II, John Mahoney of the United
States Public Health Service (PHS) discovered that the
newly introduced penicillin was a safe, effective and quick
remedy for syphilis. As the war ended, the goal of controlling
syphilis seemed to be within reach. Some were even
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optimistic that the disease might be eradicated. Even
before the end of the war, a headline in The New York
Times on May 26, 1944, exclaimed: “End of Syphilis Seen by
Use of Penicillin.”1 In the same optimistic vein, the Deputy
Surgeon General of the PHS was reported by the Chicago
Tribune in early 1946 to have forecast a “swift and final
conquest of venereal disease by dosing every man, woman
and child in the United States with penicillin”2 – something
that he believed would be practical within a few years.

Most public health and social welfare workers were
more cautious about predicting the demise of syphilis.
Medical officials warned that penicillin had not been
around long enough for anyone to be certain that patients
treated with it for syphilis would not suffer relapses. In their
1946 book The Control of Venereal Disease, Raymond
Vonderlehr and John Heller of the PHS cautioned that it
would take a decade or more to know with certainty how
penicillin would affect syphilis.3 In 1947, Evan Thomas, of
Bellevue Hospital, emphasized that it was not yet known
whether or not penicillin treatment completely eliminated
the syphilis infection. He recommended that patients be
reexamined at frequent intervals for at least two years after
therapy to detect any relapses.4

Aside from worries about the long-term effectiveness
of penicillin against syphilis, some public health and social
hygiene leaders were concerned that the ease of treatment
with the drug would make patients lose their fear of the
disease. Vonderlehr and Heller, for example, warned that
“should the public assume that the availability of penicillin
offers complete freedom to indulge in licentiousness, it is
quite within the realm of possibility that venereal disease
rates will increase materially.”5 Walter Clarke, Executive
Director of the American Social Hygiene Association
(ASHA), suggested that the easy cure of venereal disease
might encourage taking chances in terms of exposure to
venereal disease.6 Syphilis expert John Stokes lamented
that if extramarital sex did not lead to significant illness,
only a “few intangibles of the spirit” would remain to guide
people into moral paths.7

Social hygiene leaders had been concerned about a
possible increase in venereal disease after the war even
before the conflict ended. In January 1945, for example,
Clarke reminded Americans that a decrease in anti-prosti-
tution efforts and budgets for venereal disease control
following World War I had led to an increase in the incidence
of syphilis and gonorrhea.6

In the immediate postwar period, it must have
seemed that the situation feared by Clarke had indeed
materialized. The Surgeon General of the Navy, for
example, complained in 1946 that while the nation had
achieved the lowest venereal disease rate in history in
1944, reports were coming in that suggested the rate had
apparently doubled in many areas over the previous two
years. The army reported that the venereal disease rate
among American troops stationed in Europe reached 264
cases per thousand on June 16, 1946, the highest rate
since the beginning of the war and probably the highest
in American military history up to that time. Figures
reported by state health departments (excluding known
military cases) revealed a rise in cases of primary and
secondary syphilis in the United States from about 77,000
in fiscal year 1945 to more than 106,000 in fiscal year
1947.8-12

The increase in cases of syphilis and gonorrhea
following the war, however, was relatively short-lived. By
1948, the rate of incidence of these two diseases had
begun to decline. The battle against syphilis, in particular,
appeared to be turning in favor of medicine. In early
1949, Leonard Scheele, Surgeon General of the PHS,
reported that the number of new cases of the disease had
dropped 20 percent over the previous two years.13

Reports from various cities and states also showed
dropping venereal disease rates at the end of the
decade. California, for example, reported that the number
of civilian cases of primary and secondary syphilis in June
through October of 1950 was 62 percent lower than the
number for the corresponding period in 1949.14

1950s: A ROLLERCOASTER RIDE
As rates of syphilis and gonorrhea continued to fall

until the mid-1950s, it seemed as if these infections were
dying diseases.15 This optimistic view was in evidence at a
venereal disease meeting in Washington, DC, on
May 19, 1953. The next day, the headline of the story in
the Washington Post proclaimed: “Social Hygienists Say War
against VD is Almost Won.”16 Also in 1953, the Eisenhower
administration proposed eliminating the PHS venereal
disease program because its job was essentially done.
Although supporters of the program managed to save it,
its budget was cut almost in half.17 In 1958, John
Mahoney argued that the use of antibiotics had dramatically
reduced the importance of venereal disease as a public
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health problem. In discussing the decline in the incidence
of syphilis, Mahoney noted that complete eradication of
a disease is seldom achieved, “but the present situation
may well be the exception.”18

By the time Mahoney published this statement,
however, the tide had already begun to turn, and there
were some disturbing signs that the battle against
venereal disease was far from over. As early as 1953,
some public health officials warned that the volume of
undisclosed cases of venereal disease in the country was
alarming. In that same year, cases of syphilis reported in
the District of Columbia increased slightly to 16,698 from
16,239 the previous year, although all other venereal
diseases continued to decline. By 1956, the signs were
more ominous when statistics from 1955 showed that
there had been an increase in the “attack rate” of syphilis
or gonorrhea, or both, in 25 states and 14 major cities.

Early in 1957, it was reported that for the first time since
1948 there had been a rise in syphilis nationwide in 1956.
Although the increase was small, only 4,144 cases out of a
total number of more than 120,000, the reversal in the
downward trend of the disease was a cause of concern to
groups such as the ASHA.19-23

At first, slight increases in the venereal disease rate
could be viewed as temporary setbacks in the march of
medical progress; however, it soon became apparent that
the downward trend in cases of these diseases had indeed
been reversed. By 1959, William J. Brown, Director of the
PHS venereal disease program, proclaimed that the evidence
suggested that there had been a steady rise in the nation’s
venereal disease rate since 1954. He cited especially
“shocking” rises among youths 15 to 19 years old.24 In the
following year, Brown cited statistics showing an increase in
infectious syphilis of 42 percent in the last half of 1959 over

Researchers at the venereal disease laboratory at the Center for Disease Control, 1950
(courtesy of the Centers for Disease Control and Prevention).
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the same period in 1958.17

As the evidence that venereal disease was on the rise
accumulated, public health officials and political leaders
became increasingly concerned about the problem and
offered reasons for the increase in the infection rate. With
the urgency of the war no longer a factor, and with effective
new drugs such as penicillin available, venereal disease
control efforts were reduced, a factor cited by many as
contributing to the increasing incidence. Federal appro-
priations for venereal disease control had dropped from
$17.37 million in 1949 to $3.0 million in 1955.13, 25, 26

As previously noted, some leaders had expressed
concern that the effectiveness of penicillin was causing
public health officials to relax their control efforts. Others
believed that the ease of treatment with penicillin
encouraged sexual promiscuity. Even PHS Division of
Venereal Disease (DVD) Chief William Brown was convinced
that penicillin was a factor, stating on several occasions that
the drug had reduced much of the fear associated with
venereal disease.27 An article in Time magazine pointed
to a “take a chance” attitude with respect to sex among
teenagers “now that penicillin has all but eliminated the

fear of death and disfigurement.”28 Others, such as
PHS Deputy Surgeon General William Draper, however,
questioned whether fear of infection had ever been an
effective means of preventing the spread of venereal
disease. After all, he noted, syphilis and gonorrhea
were widespread long before penicillin became avail-
able. If one took the argument that penicillin had a
negative effect by reducing or eliminating the fear of
venereal diseases to the logical conclusion, he asked,
did that imply that one should stop treating these dis-
eases or stop searching for cures that were only par-
tially effective?12

Some officials, such as Brown, believed that sexual
mores were changing already in the 1950s, especially
among teenagers, and argued that values played an
important role in the venereal disease story. Brown cited
an increase in the number of illegitimate births recorded
in the United States as evidence of increasing sexual
promiscuity. He suspected that we might be living in a
time of “relaxed moral responsibility.”27 It appears
that even the head of the PHS venereal disease pro-
gram could not abandon moral considerations and
take a purely public health approach to the problem of
venereal disease.

1960s: AN ERADICATION PROGRAM
With the arrival of the so-called sexual revolution of

the 1960s, more public health officials began to attribute

William J. Brown, who headed the Public Health
Service venereal disease program in the 1950s and 1960s
(courtesy of the National Library of Medicine).
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the increasing venereal disease rate to what they called
the “three P’s”: permissiveness, promiscuity and the pill
(the oral contraceptive). Historian Allan Brandt noted that
a fundamental shift in sexual mores did, indeed, take
place in the 1960s, but he pointed out that premarital
sexual relations had been occurring with increasing
frequency over the course of the century. He noted that a
greater tolerance of varied sexual practices (e.g., premar-
ital sex and gay sex) developed in the public mind, but he
rejected the view that a resurgence of venereal disease
rates was primarily due to the “sexual revolution” of the
1960s and 1970s. He suggested instead that a decrease
in the funding of venereal disease programs was a much
more important factor.12

Physician Ira Schamberg expounded his own medical
view of the reduction and subsequent increase in syphilis
following World War II. He postulated that in the postwar
years, the new “wonder drug” penicillin was widely used
for a variety of infections, often even when no specific
diagnosis had been made. In this way, many patients with
undiagnosed syphilis were incidentally cured of this infec-
tion while being treated for other diseases, thus accounting

for a decrease in reported cases of the disease. He
explained the increasing incidence of the disease that fol-
lowed from the mid-1950s as due to either the development
of resistance against penicillin by the spirochetes that cause
syphilis or a decrease in the non-specific use of penicillin.29

Others also suggested that the curative or prophylactic
action of penicillin given for other purposes played a role in
the decrease in venereal disease following the war.30

Whatever the cause for the resurgence of venereal
disease, concern about the problem had reached such a
high level by the beginning of the 1960s that the House
Appropriations Committee addressed the issue at committee
hearings in 1961. The committee pointed out that it should
be possible to eliminate syphilis in the United States and
stated that it would expect the PHS to develop recommen-
dations for a syphilis eradication program by the next year’s
hearings. As a result of this charge, PHS Surgeon General
Luther Terry appointed a task force to review the syphilis
problem and the existing programs to control the disease,
as well as to recommend a course of action to eradicate
syphilis as a public health problem.25, 31, 32

The task force delivered its report to the Surgeon
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General on December 29, 1961. The report called for an
intensive and aggressive program based in two general
areas of activity: epidemiology and education. In the former
area, the task force called for an increased effort to find and
treat cases of syphilis. In the education area, the task force
recommended intensified efforts to educate health profes-
sionals and the public, including seminars, conferences,
training programs and energetic use of the mass media.
The task force believed that if adequate resources were
made available, “the epidemic spread of syphilis in this
country can be stopped within ten years.”33

Based on this report, in 1962, President John F.
Kennedy called for a 10-year program to eradicate syphilis
in this country. In 1965, DVD Chief William Brown noted in a
speech that many people viewed the idea of eliminating
syphilis in the United States by 1972 as a pipe dream. Yet,
he continued, the nation had also committed itself to landing
a man on the moon by 1970, and many who were skeptical
about the syphilis eradication goal did not have any doubts
about the success of the moon project. Brown told his audi-
ence that there were prodigious problems still to be solved
in getting a man to the moon and back, whereas in the case
of syphilis, reliable means of diagnosing and treating the
disease were already available.34

The eradication program did, at first, result in a
decreasing rate in the reported cases of infectious syphilis.
In the report for fiscal year 1967, for example, the venereal
disease program, as the DVD was then called, stated that
such cases had declined for the second consecutive year. In
fiscal year 1967, the 21,090 cases of primary and secondary
syphilis represented a decrease of 6.2 percent from the
22,473 cases the previous year. Cases of primary and
secondary syphilis continued to decline over the next couple
of years. But once again, those who had predicted the
imminent demise of syphilis were proved wrong.35

1970s AND 1980s: RENEWED EFFORTS,
RENEWED FRUSTRATION

In calendar year 1970, cases of primary and secondary
syphilis reached 21,982, a jump of almost 3,000 over the
previous year. This figure continued to rise through the
mid-1970s. In 1972, the target year for eradication of the
disease in the United States, there were still 24,429 reported
cases of primary and secondary syphilis, a figure higher
than the 21,067 cases in calendar year 1962, when the
campaign was initiated. Clearly the 10-year eradication

program had failed.12

In the original target year of 1972, a National Com-
mission on Venereal Disease admitted that venereal
disease was epidemic in the United States. The commission
called for a massive drive against venereal disease. The
commission’s recommendations, however, were strikingly
similar to those of the earlier task force, involving a
combination of increased testing, stricter reporting, better
education and more money.36

The failure of the 1960’s campaign to eradicate
syphilis did at least generate a renewed push to do a
better job of controlling venereal disease. In 1972, a
Center for Disease Control (CDC) official believed that
“the promised land” of venereal disease control was
just ahead (a prediction that had been made before).
The funds devoted to the program were increased
somewhat, and a commitment was made to implement a
national program of tracing contacts. The CDC also
launched a campaign against gonorrhea, which seemed
to be raging uncontrolled and which previously had not
received the attention that syphilis had. Ironically, this
renewed venereal disease effort was happening at the
same time that the Tuskegee Syphilis Study was coming to
light in the public press.17

Presumably the CDC’s renewed efforts played a part
in the reversal of the increasing venereal disease rate that
soon took place. In 1973 and 1974, the number of reported
cases of primary and secondary syphilis decreased for the
first time in six years, dropping 1.4 percent from 1972 to
1973. Although gonorrhea cases increased by 8 percent
over this period, this figure was lower than the increases
of the previous two years.37 The downward trend continued
as the number of cases of primary and secondary syphilis
declined by about 1,800 from 1975 to 1976, and cases of
gonorrhea increased by only one-half of one percent over
that same period.38 By the end of the decade, however,
the number of cases of primary and secondary syphilis
was beginning to creep up again, and the number of
gonorrhea cases was still holding steady.12

As the 1980s dawned, the nation’s attention was
riveted by a new and deadly sexually transmitted disease,
acquired immunodeficiency syndrome (AIDS). Syphilis
and gonorrhea, by comparison, did not seem so bad.
Nevertheless, syphilis and gonorrhea continued to repre-
sent significant public health problems, although hopes
for eradicating syphilis continued to be frustrated.39
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1990s: NATIONAL PLAN TO ELIMINATE SYPHILIS
FROM THE UNITED STATES

Syphilis was on the increase again as the 1980s
opened, but the pendulum began to swing the other way
again in the 1990s. The rate of primary and secondary
syphilis in the United States declined by 89 percent from
1990 to 2000, reaching the lowest rate since reporting
began in 1941. This low rate, along with the fact that the
majority of cases were concentrated in a relatively small
number of geographic areas, once again raised hopes
that the disease could be eradicated.39

In October 1999, PHS Surgeon General David Satcher
announced the launch of the National Plan to Eliminate
Syphilis from the United States. This plan emphasized
that more than 50 percent of cases of infectious (primary and
secondary) syphilis were concentrated in just 28 counties
in the United States, the majority of them in the South.
The plan also noted that the disease disproportionately
affected African Americans living in poverty, although
the black:white ratio for syphilis had decreased by

almost one-half since the early 1990s. Other groups
identified as being disproportionately affected by the
disease included drug users, people exchanging sex for
money or drugs, men who had sex with men, and minor-
ity and migrant populations affected by racism, high
unemployment rates, poor educational opportunities
and poverty.40

The plan involved five strategies for eliminating
syphilis, three of which were basically time-tested public
health methods that had also been a part of the 1960’s
syphilis eradication campaign: enhanced surveillance,
expanded clinical and laboratory services and enhanced
health promotion. The published plan claimed, however,
that the other two approaches – strengthened community
involvement and partnerships and rapid outbreak response
– would be new in many parts of the country.40

Once again, however, syphilis proved to be remarkably
resilient. Cases of primary and secondary syphilis in the
United States rose by 2 percent in 2000 and 2001, reversing
the downward trend in effect during the previous decade.
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Rates of the disease among African Americans and women
of all races declined, but there were increases in this period
in other groups, such as in gay and bisexual men. By 2004,
there were 7,980 reported cases of primary and secondary
syphilis, an increase of some 2,000 cases over the number
of cases in 2000. While these numbers were still low by
historical standards (e.g., there were more than 50,000
cases in 1990), they illustrated the difficulty of completely
eliminating the disease.41

2000s: THE CYCLICAL NATURE OF SYPHILIS
By the time the 1999 National Plan to Eliminate Syphilis

from the United States was issued, public health officials
were already aware that the rise and fall of syphilis
appeared to be cyclical. The National Plan stressed that
there was only a short window of opportunity available in
which to eliminate the disease while the number of cases
was still declining. That effort did not succeed as the number
of cases began to climb again in the first decade of the 21st
century. In 2005, scientists at Imperial College in Britain
published a study providing evidence that the cycle of
syphilis infection that peaks at eight- to eleven-year intervals

is a natural cycle that is independent of sexual behaviors.
The authors examined syphilis data from 68 American
cities over a 50-year period to show clearly the cyclic
nature of the disease. By contrast, gonorrhea, which is
also sexually transmitted, did not show a similar cyclical
pattern. Gonorrhea rates steadily rose from the 1950s
to the 1970s, and then steadily declined. The British
investigators predicted that syphilis incidence would
continue to rise in the United States for the next few
years because of the natural cycle of the disease.42

The British scientists offered a plausible explanation
for their findings. The difference between syphilis and
gonorrhea could be explained based on immunity.
People who recover from syphilis retain some immunity
against the disease for a period of time; whereas, this is
not the case with gonorrhea. When syphilis rates are high,
the disease produces a population with a relatively high
degree of immunity, and infection rates fall. But as the
population evolves, the number of susceptible individuals
increases and so does the infection rate. The British
investigators used a computer model to show that the
time from one peak to another should be about a
decade, as observed. Thus, instead of assuming that the
peak in syphilis rates in the early 1970s was due to the
sexual revolution or that the peak in the 1980s was due to
the spread of crack cocaine (as some had postulated), it
was possible that these peaks were just part of the natural
cycle of the disease. These scientists did not claim that
sexual behavior had no influence on the number of people
infected but concluded that the regular ups and downs
were an intrinsic property of the disease itself.42
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SYPHILIS VACCINE EFFORTS
Successful eradication of a disease, such as achieved

with smallpox worldwide and polio in many countries, has

been based largely on the availability of a vaccine against
the disease. However, no vaccine exists against syphilis,
although there have been efforts to develop such a
vaccine since the 19th century. The search for a suitable
vaccine continues to the present day.

Hopes for a syphilis vaccine were raised in the late
1990s when the genome of the spirochete was decoded.
Scientists believed that knowledge of the complete DNA
sequence of the microorganism might provide them

with the clues needed to produce an effective vaccine.
Researchers recognized that proteins on the surface of
the spirochete, which are coded by DNA, were probably

targeted by the immune cells of the body for attack. If
researchers could identify these proteins and separate
them from the microorganism, they might be able to
stimulate a concentrated immune system reaction against
these compounds, without having to introduce the spiro-
chete itself into the body. Some of the proteins identified
and isolated showed promising results, but unfortunately
immunization produced by the use of such proteins has
thus far induced only partial protection against syphilis.43, 44
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SYPHILIS ELIMINATION EFFORT
With reported cases of primary and secondary syphilis

on the rise in the middle of the first decade of the 21st
century, in May 2006, the Centers for Disease Control and
Prevention issued a revision of the 1999 National Plan to
Eliminate Syphilis from the United States. The campaign
was by then being referred to as the Syphilis Elimination
Effort (SEE). Based on a report compiled by CDC consultants
in 2005, the revised plan did not radically change the basic
strategies of the original document but made some modi-
fications in program implementation based on changing
circumstances and lessons learned. For example, the
resurgence of syphilis among gay men suggested that
more attention be devoted to this group.45, 46

The new plan also called for other changes, such as
making use of the Internet and adopting a more holistic
approach that took into consideration the social determi-
nants of disease transmission. The plan set interim targets
for 2010 for the reduction of rates of primary and secondary
syphilis, among other goals, and emphasized that it
“should not be seen as a rigid blueprint for eliminating
syphilis instantly.”46 It remains to be seen whether this latest
effort to eradicate syphilis in the United States will succeed
where earlier campaigns have failed.

THE LESSONS FROM HISTORY*
The history of syphilis will not give us an exact blueprint

for dealing with other infectious diseases that confront us
today. However, history can help us to understand how
disease (and our reaction to it) is shaped by its social,
cultural and historical context. As Allan Brandt has noted,
“It is an understanding of this process which gives the
historical record relevance and meaning.”47 The history of
syphilis reminds us that it is difficult to totally eradicate a
disease, especially when no vaccine for that disease exists.
Nevertheless, the historical record demonstrates that we

have made substantial progress in controlling this disease
in recent times. Although the Centers for Disease Control
and Prevention reported 13,500 cases of primary and
secondary syphilis in the United States in 2008, an
increase of about 18 percent over the previous year, this
figure is well below the more than 50,000 such cases
reported in 1990.48

In the case of syphilis, history shows that public
health efforts, such as disease surveillance and health
promotion (if supported by adequate funding), can
significantly reduce the number of cases. This information
suggests that even the elusive holy grail of syphilis
eradication may not be out of reach.

John Parascandola, a retired Public Health Service
Historian, teaches part-time in the Department of
History and the School of Public Health at the University
of Maryland, College Park. This article is adapted from
his latest book, Sex, Sin, and Science: A History of
Syphilis in America (Praeger, 2008), which was award-
ed the George Pendleton Prize of the Society for
History in the Federal Government.

* Given its association with sex and moral issues, the story
of syphilis is especially intertwined with social and cultural
values; however, it has not been possible to explore this
complex fabric within the confines of this article.
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Managing Political Conversations
with Patients:
An Interview with Warren Finkelstein, MD

By Steve Adubato, PhD
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People often say that two topics you should avoid talking
about with family are politics and religion. I wish my family
practiced that more often, since we would have avoided
many ugly and unproductive arguments over the years.

But when it comes to physicians, how candid should
they be with their patients when it comes to the politics
of healthcare reform? Many people remain upset and
confused by President Barack Obama’s new healthcare
reform legislation, and its ultimate impact on physicians
and patients is still unclear. As the details of the legislation
unfold, some patients are concerned about how the reform
will impact them personally, and how it may affect their very
important relationship with their personal physician.

Recently, I talked with my longtime physician and
good friend Warren Finkelstein, MD, who is one of the
country’s top gastroenterologists. The following Q&A
derived from this discussion should be helpful to physi-
cians and other healthcare professionals who are often
confronted with challenging communication dilemmas.

Adubato: What kind of communication challenges are
doctors facing regarding the national healthcare
debate? How do you talk about healthcare reformwithout
getting political but also focusing on the clinical side?

Finkelstein: I am not often asked about the politics of the
healthcare reform legislation. Rather, most of my patients
are concerned about how any changes will directly affect
them, their insurance and their level of healthcare. Most
patients really like their doctors and the care they get, so
they are afraid of what will happen as healthcare reform is
implemented. This concern is generally at the center of
questions regarding healthcare reform.

“...most patients are primarily interested in how
any changes in the delivery of healthcare

will directly affect their access to quality care
and to insurance coverage.”
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Adubato: Are there any elements of the healthcare
reform legislation that you feel will have an impact on
the way physicians communicate with patients?

Finkelstein: My own view is we need to cover people with
preexisting conditions and have healthcare for people who
can’t afford it. Healthcare is very expensive; there is no
question about it. Ideally, this new legislation will provide
healthcare for the more than 30 million people who aren’t
getting it now. But on the other hand, there’s the practical
side to consider: Do we have enough physician resources
to meet the needs of the newly insured? Doctors already
are busy, and there is further decreased physician reim-
bursement from Medicare, so many doctors must see more
patients and potentially spend less time with them. A
published study found that overscheduled and over-
whelmed doctors interrupt patients after an average of 20
seconds of discussion. How can they take on even more
patients, as the newly insureds seek care, and still keep
open the lines of physician/patient communication? I worry
that they can’t.

Adubato: Would you engage a patient in a discussion
on tort reform?

Finkelstein: Some patients I would. If I did talk to them,
I would explain that tort reform is not a separate issue
from healthcare reform because many doctors do tend to
order expensive tests because they are afraid of being
sued if they don’t cover all possible diagnoses. Therefore,
tort reform could reduce that fear and cut down on the
cost of healthcare. A discussion about this connection
between the fear of being sued for not recommending all
possible tests and the high cost of healthcare can sometimes
be a good idea.

Adubato: Has technology changed the way you
communicate?

Finkelstein: I have been practicing 33 years, and I continue
to communicate personally with my patients. I am not a
fan of e-mail correspondence with patients because I
worry that I will receive too many complicated medical
questions that can’t be adequately addressed in an e-mail
message. But I do find that e-mail can be productive and
useful in doctor-to-doctor communication. Also, I can
improve patients’ education about their diseases by
referring them to the websites of our national organizations,
societies or foundations centered on specific diseases.

“Good physician/patient communication
does not need to get mired down in political
discussions but rather can focus on the
immediate and personal medical concerns
of each patient.”
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Adubato: Why do you love what you do?

Finkelstein: I love what I do because I care about my
patients. By taking the time to listen and develop a
relationship of trust, I get to know my patients as people,
such as what kind of work they do and what kind of stresses
they are under. When physicians do that, we are more
successful at taking care of our patients’ problems. At the
end of the day, what I love about this profession is the
satisfaction I get from caring about the total well-being of
my patients and getting them back to leading normal,
productive lives.

This brief interview brings up a number of key
communication points that healthcare providers
might consider as they look for opportunities to
improve communication with patients:

1 — When the subject of healthcare reforms comes
up, most patients are primarily interested in how any
changes in the delivery of healthcare will directly
affect their access to quality care and to insurance
coverage. Good physician/patient communication does
not need to get mired down in political discussions
but rather can focus on the immediate and personal
medical concerns of each patient.

2 — Although insurance coverage for all is a noble
ideal, the medical community has reason to be
concerned about how those additional patients
can be adequately cared for. Increased patient loads
are bound to decrease the time allotted for each
patient and, therefore, affect the time spent on
physician/patient communication. Getting to know a
patient on a personal level takes additional time but is
integral to quality medical care.

3 — Various forms of technology hold the promise of
improving physician/patient communication. However,
electronic communication through means such as e-mail
has the potential to complicate the physician/patient
relationship. It is important to establish limitations on
the types of medical questions that can be answered
via e-mail so that patients do not expect a long-distance
diagnosis, or an immediate response or electronic
rather than in-person appointments.

At the end of the day, good physician/patient commu-
nication depends on the ability to spend quality, face-to-face
time talking about medical issues that are personal and
individual to each patient. From this kind of relationship
come good medicine and personal satisfaction.

Steve Adubato, PhD, is a four-time Emmy Award-winning
anchor for Thirteen/WNET (PBS) and is a media analyst
for MSNBC. He is a motivational speaker and Star Ledger
columnist who has written extensively on doctor-patient
communication.

Warren Finkelstein, MD, is Chief of Gastroenterology
at Mountainside Hospital in Montclair, NJ and Clinical
Associate Professor of Medicine at UMDNJ New Jersey
Medical School.
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Dr. Poonam Alaigh says the stories of patients will echo
in her ears as she leads the Department of Health and
Senior Services and works to build a more efficient
healthcare system that brings greater transparency and
delivers the highest quality care.

Before Governor Chris Christie nominated Dr. Alaigh
as Commissioner, she worked as Executive Medical Director
at Horizon, responsible for quality, care management,
policy and member advocacy. Before joining Horizon,
Dr. Alaigh served as National Medical Director for
GlaxoSmithKline, where she worked to improve health
technology use, reduce health disparities and improve
access to care.

Since 2005, Dr. Alaigh has worked at the Veterans
Administration Hospital in Lyons. She has also served
as an assistant professor at UMDNJ-Robert Wood
Johnson Medical School.

She is licensed to practice in New Jersey and New
York and is a certified Diplomat in Internal Medicine.
She earned her medical degree from the State University
of New York (SUNY) at Stony Brook. She received a
master’s of science in healthcare policy and management
from SUNY. She is certified as a Black Belt in Six Sigma.
She also is a founding member of the South Asian Total
Healthcare Initiative, which was created to develop
research-based data on South Asian health.

She lives in Warren with her husband and two sons.
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Drug-resistant strains of tuberculosis (TB) are frequently fully
virulent and cause much higher rates of treatment failure,
relapse and mortality.1 If we, as medical professionals, are
to prevent an epidemic of multidrug-resistant tuberculosis
(MDR-TB), we must take steps to ensure that all patients
are diagnosed and effectively treated so that resistant
strains are not created and transmitted in the community.
A discussion of background, epidemiology, microbiology,
drug susceptibility testing and management will illuminate
the task ahead – both domestically and globally.

BACKGROUND: CORNERSTONE OF TREATMENT
Short-course chemotherapy with a combination of

four so-called first-line antimicrobial drugs is the cor-
nerstone of treatment of tuberculosis due to drug-
susceptible Mycobacterium tuberculosis.2 The standard

short-course treatment consists of an initial two months of
treatment with isoniazid (INH), rifampin (RIF), pyrazi-
namide (PZA) and ethambutol (EMB) or streptomycin (SM),
followed by four months of treatment with the two most
potent anti-TB drugs available (INH and RIF). Alternatives to
RIF are other antibiotics in the rifamycin family, rifapentine
and rifabutin.

The rationale for the initial two-month intensive phase
with four drugs is the need to rapidly reduce the number of
drug-sensitive organisms while eliminating the risk of develop-
ing secondary drug resistance. The subsequent four-month
continuation phase with RIF and INH is designed to maximize
the sterilizing effect and, thus, minimize the risk of viable
organisms surviving therapy and causing relapse with
drug-sensitive organisms after therapy is stopped.

The short-course regimen for drug-susceptible TB is

By Matthew E. Levison, MD

MULTIDRUG-RESISTANT TUBERCULOSIS
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effective in more than 95 percent of cases if the patient is fully
adherent to the drug regimen.2 This regimen even cures
drug-susceptible tuberculosis in many adherent HIV-
positive patients.3

Factors in Drug Resistance:

Resistance in isolates to a drug that a patient had not
received previously is referred to as primary and is usually
the result of acquisition of a drug-resistant organism from
another patient with drug-resistant active pulmonary tuber-
culosis. Resistance emerging after the patient has received
that drug is referred to as secondary. Factors that influence
both types of drug resistance in TB patients have been
carefully studied and identified (see Table 1).

First, people with TB frequently fail to adhere strictly to
the prolonged course of therapy with multiple drugs if left
to themselves, especially after they have regained a sense
of well-being once on therapy. Non-adherence is one of the
main factors that contribute to the development and
spread of drug-resistant TB. The DOTS strategy (directly
observed therapy short-course) involves healthcare workers
who observe patients as they take each dose of their
medication. Use of DOTS has increased the efficacy of the
short-course regimen and decreased the emergence of
drug resistance. For these reasons, DOTS should be
planned for all patients with TB to overcome the very
common problem of non-adherence to this rigorous
treatment regimen.2

Despite the clinical success of DOTS, control of TB has
been compromised by a combination of other factors as
well: coinfection with HIV, inadequate patient adherence to
the treatment regimen when DOTS is not used, poor imple-
mentation of an otherwise effective TB-control program
and, in resource-poor countries, erratic drug supply, poor
drug quality and unreliable or unavailable microbiologic
diagnostic and drug susceptibility testing facilities (see
Table 2). Not only do these factors result in inadequate
treatment of individual patients and continued disease
transmission, but these factors also foster the conditions
that favor the development of drug resistance.

EPIDEMIOLOGY OF DRUG-RESISTANT TB
Currently, drug-resistant TB is being reported around

the world at higher rates than ever before. In 2004, the
World Health Organization (WHO) estimated that the
prevalence of primary drug resistance to any of the standard,
first-line tuberculosis drugs ranged from less than 5 percent

to more than 30 percent in different countries.4 Mono-
resistance to INH (13.3 percent of all TB cases globally) is
significantly more prevalent than mono-resistance to RIF
(0.6 percent) and MDR-TB (5.3 percent).5

MDR-TB and XDR-TB Resistance Rates:

MDR-TB refers to infection with organisms that are
resistant to both INH and RIF. Primary MDR-TB is esti-
mated to account for 2.7 percent of the nine million new
cases of TB, or about 245,000 MDR-TB cases, annually.
Secondary MDR-TB accounts for 18.5 percent of the one
million previously treated cases of TB, or about 185,000
cases in 2004. The global prevalence of MDR-TB has
been estimated to range from 850,000 to 1,300,000
cases.6 MDR-TB is especially a problem in parts of the
former Soviet Union and some regions in China.

In 2006, about 40,000 cases were estimated to be
XDR-TB.7 XDR-TB refers to a subgroup of MDR-TB with
organisms resistant to a fluoroquinolone (FQ) and at least
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one of the second-line injectable drugs (capreomycin,
amikacin or kanamycin), in addition to INH and RIF.
Countries with confirmed XDR -TB cases as of September
2007 include Argentina, Armenia, Azerbaijan, Australia,
Bangladesh, Brazil, Canada, Chile, China, Czech Republic,
Ecuador, Estonia, France, Georgia, Germany, Ireland,
India, Iran, Israel, Italy, Japan, Korea, Latvia, Lithuania,
Mexico, Mozambique, Netherlands, Norway, Peru,
Poland, Portugal, Romania, the Russian Federation,
Slovenia, South Africa, Spain, Thailand, the United Kingdom,
the United States of America and Vietnam.8

U.S.-Born vs. Immigrant Resistance Rates:

In the U.S. in 2007, the rate of primary drug resistance
to any one anti-TB drug was 12 percent, and the rate of
primary MDR-TB was 1.1 percent.9 Higher rates of drug
resistance were seen among the foreign-born. INH
resistance was found in about 10 percent of immigrants,
compared with 4.4 percent in U.S.-born persons with TB,
and differed across countries of origin: Among recent
immigrants who were culture-positive, INH resistance was
found in 20 percent from Vietnam, 18 percent from Peru,
17 percent from the Philippines and 16 percent from
China. Resistance was less common in immigrants from
Latin American countries other than Peru.10

The prevalence of RIF resistance among new cases in
the U.S. was about 3 percent but more than 10 percent
in immigrants from Southeast Asia and Central America.
MDR-TB was most common among individuals from Peru
and China, with 6 percent of isolates from recent immigrants,
but MDR-TB was found in 1.3 percent of immigrants overall,
compared with just 0.6 percent among U.S.-born persons.
Since 2000, 75 percent of the 20 XDR-TB cases in the U.S.
were in foreign-born persons. Two cases of XDR-TB were
reported in the U.S. in 2007, and four cases were reported
in both 2006 and 2008.11

HIV/AIDS Resistance Rates:

HIV/AIDS patients, even those born in the U.S. and
those who have never been treated for TB before, have
increased rates of drug resistance.11 Factors that may
be responsible include the following:
1 — Circulation of MDR-TB strains in HIV-seropositive
communities is common.
2 — The suppressed immune system in HIV infection is
unable to eradicate the few resistant tubercle bacilli that
then emerge during chemotherapy.
3 — The suppressed immune system also is unable to

contain the size of the bacterial burden, thus increasing the
number of organisms available for mutation.
4 — Patients with HIV-coinfection may be unable to
absorb anti-TB drugs due to concomitant AIDS-related
enteropathy, exposing the organisms to subtherapeutic
drug concentrations.
5 — Extrapulmonary TB also is more common in cases of
HIV infection, and this may provide the opportunity for the
growth of organisms in secluded compartments.

TABLE 1
Factors That Increase Risk of Drug-Resistant TB

Primary Drug Resistance
• Exposure to a person who has known

drug-resistant tuberculosis
• Exposure to a person with active tuberculosis

who has had prior treatment for tuberculosis
(treatment failure or relapse) and whose
susceptibility test results are not known

• Exposure to a person with active tuberculosis
from areas in which there is a high prevalence
of drug resistance

• Exposure to a person who continues to have
positive sputum smears after two months of
combination chemotherapy

• Travel in an area of high prevalence of drug
resistance

Secondary Drug Resistance
• Failure or relapse after prior course of therapy,

when there is:
- Coinfection with HIV
- Large bacillary population, such as in

pulmonary cavities
- Inadequate drug regimen: inappropriate

drugs, insufficient dosage
- Non-adherence to the treatment regimen
- Malabsorption of one or more anti-TB drugs

Note: From “Treatment of Tuberculosis,” by the Centers for

Disease Control and Prevention. 2003, Morbidity and Mortality

Weekly Report, 52 (RR110), pp. 1–77.
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MICROBIOLOGY OF DRUG
RESISTANCE

Drug resistance, an unin-
tended consequence of
antimicrobial use, is quite rare
in tubercle bacilli that have
never come into contact with
anti-TB drugs.13 However,
resistance can develop fol-
lowing exposure to an
antibiotic. At the time the
anti-TB drugs were initially
developed 50 to 60 years ago, when either streptomycin
or INH was administered alone, resistance emerged dur-
ing the course of therapy. Subsequent clinical trials of
streptomycin combined with para-aminosalicylic acid
(PAS) and later clinical trials of various combinations of
anti-TB drugs demonstrated that combination chemother-
apy reduced the rates at which microorganisms became
drug-resistant during the course of chemotherapy.

An explanation for these clinical observations is as
follows: An organism is said to be resistant to an antimicrobial
drug when the minimal inhibitory concentration (MIC) of
the drug for the organism exceeds the drug concentration
that is capable of being achieved with safety in vivo.
Drug resistance can emerge under the selective pressure

of antimicrobial therapy as
a consequence of the
organism either acquiring
foreign DNA that encodes
drug resistance from other
microorganisms or when
mutation occurs in the
organism’s own DNA that
results in resistance to the
drug.

Probably because tuber-
cle bacilli in an infected
host are located in secluded

foci where the exchange of DNA from other microorganisms
is unlikely to occur, emergence of resistance in tubercle
bacilli is mainly related to the intrinsic rate at which drug-
resistant mutants spontaneously arise. Drug resistance in
tubercle bacilli is the result of mutations in the chromo-
somal genes encoding drug targets; accumulation of
mutations in different drug target genes is the primary
mechanism of MDR-TB.14

The mutation rate is frequently defined as the in vitro
frequency at which detectable mutants are observed in a
bacterial population in the presence of a given antibiotic
concentration, the proportion of drug-resistant bacilli in
the total population that is characteristic for the drug.15

The frequency of spontaneous mutations that confer
resistance for individual drugs results in 1 EMB-resistant
mutant in 107 bacilli, 1 SM- or INH-resistant mutant in 108

bacilli and 1 RIF-resistant mutant in 1010 bacilli. If a large
bacterial population in the patient is exposed to a single
antimicrobial drug in sufficient concentration, most of the
microorganisms that are susceptible to the drug will be
eliminated. However, if the patient’s host defenses cannot
control the growth of the few remaining resistant
mutants, they will persist and eventually become the
predominant microorganisms in the population. This
scenario explains the common occurrence of emergence
of resistance when a single drug is used for the treatment
of tuberculosis.

Since the mutations resulting in drug resistance are
independent events for each of the major drugs, the fre-
quency of organisms simultaneously resistant to multiple
drugs is the product of the frequencies for each individual
drug. Thus, if the frequency of RIF resistance is 1 RIF-
resistant mutant in 1010 organisms and the frequency of

TABLE 2
Factors That Impede Tuberculosis Control

• Coinfection with HIV
• Inadequate patient adherence to the treatment

regimen when DOTS is not used
• Poor implementation of an otherwise effective

TB control program
- Prescription of inappropriate drugs,

insufficient dosing
• In developing countries:

- Erratic drug supply
- Poor drug quality
- Unreliable or unavailable microbiologic

diagnostic and drug susceptibility testing
facilities
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INH resistance is 1 in l08, the frequency of organisms
harboring resistance mutations to both drugs is 1 in 1018;
if the frequency of EMB resistance 1 in l07, the frequency
of organisms harboring resistance mutations for the
three-drug combination is 1 in 1025 – a very unlikely
occurrence.

The risk of mutants emerging also depends on the
size of the bacterial population in a patient. For example,
empyema and extensive pulmonary cavitation permit
large bacterial populations to develop in a body com-
partment. Up to several hundred INH-resistant mutants,
which arise with a frequency of 1 drug-resistant mutant in
108 bacilli, are likely to be found in large bacterial
populations of 1010 tubercle bacilli, even before antimi-
crobial therapy is started. In comparison, drug-resistant
mutants are very unlikely to be found in the sparse
bacillary population of old, healed granulomas in
patients with latent tuberculosis. Sparse populations
found in latent tuberculosis allow single drug therapy;
whereas, clinically active tuberculosis with large bacterial
populations requires multidrug therapy to prevent the
emergence of resistance.

Tubercle bacilli that exist in different physiologic
states within the body are selectively susceptible to
different components of a multidrug regimen. Each drug
may also have different pharmacokinetics, such as half-
lives and penetration into secluded foci where tubercle
bacilli are located, e.g., intracellular vacuoles, large
collections of empyema fluid or extensive necrotic foci.
For these reasons, organisms in various locations in the
body might be exposed to only a single effective drug.
For example, dormant organisms within macrophages
that are slowly metabolizing are most susceptible to RIF,
which is accumulated within alveolar macrophages.
Although the rifamycins demonstrate substantial post-
antibiotic effects in vitro, making these drugs suitable for
intermittent therapy, they are vulnerable to the emergence
of rifamycin mono-resistance when paired with INH,
which has a much shorter duration of drug exposure than
the rifamycins.16 Giving four drugs in the initial intensive
phase of treatment of active tuberculosis attempts to
overcome the possibility of selecting for the growth of
drug-resistant mutants in this manner.

DRUG SUSCEPTIBILITY TESTING
Because strains of M. tuberculosis with certain

patterns of resistance do not reliably respond to DOTS,
susceptibility testing for INH, RIF, PZA and EMB should be
performed on a positive initial culture in all patients and on
positive cultures after more than three months of treatment
and relapse isolates.2, 17

Drug susceptibility of M. tuberculosis can be determined
either by observation of growth in a medium containing the
anti-tuberculosis drug or by detection of genetic mutations
associated with drug resistance. The laboratory methods
are complex and require significant technical proficiency to
produce reliable, accurate results. Because of the slow
growth of M. tuberculosis, susceptibility testing that
relies on culture-based methods may take a month or
more to produce results. In the U.S., susceptibility test-
ing to first-line drugs is generally performed using com-
mercial broth systems, which provide more rapid results
than the traditional agar method. Nevertheless, the relatively

Pattern of resistance Regimen Duration

INH 1a.RIF, EMB, PZA

1b.RIF, EMB

(a FQ can be added
for extensive disease)

+ PZA1st 2 months

6 months

12 months

RIF INH, EMB, FQ

+ PZA

(an injectable agent
can be added to the
1st 2 months for more
extensive disease or
to shorten the course
to 12 months)

12–18 months

1st 2 months

INH, RIF FQ, PZA, EMB,

Injectable drug +/-
another 2nd-line
agent for extensive
disease

18–24 months

INH, RIF, EMB or PZA FQ, EMB or PZA

if active, an injectable
drug, + 2 or more
other 2nd-line agents
for extensive disease

18–24 months

Note: INH–isoniazid, RIF–Rifampin, PZA–Pyrazinamide, EMB–
Ethambutol, FQ-Fluoroquinolone. From “Treatment of Tuberculosis,”
by the Centers for Disease Control and Prevention. 2003, Morbidity
and Mortality Weekly Report, 52 (RR110), pp. 1–77.

TABLE 3
Regimens for Management of Drug-Resistant TB
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long turnaround time of culture-based systems has
prompted the development of genetic drug resistance
testing that can provide information on drug resistance
in one to two days.

The earlier detection of resistance and earlier initiation
of effective therapy that results from rapid genetic
resistance detection can reduce periods of MDR-TB
infectiousness by as much as six weeks, reduce the further
spread of MDR-TB and improve treatment outcomes.
Rapid drug susceptibility testing is especially important
when treating certain patient populations. Many AIDS
patients with MDR-TB, for example, will die in less time
than it takes to complete culture-based susceptibility
tests.18

Genotypic testing has been developed for detec-
tion of mutations within the RIF-resistance determining
region of the rpoB gene, which is found in 95 percent of
RIF-resistant strains. Although genotypic testing has
been used as a rapid, reliable surrogate marker (positive
predictive value >95 percent) for MDR-TB, it is not, at
the present time, generally available in the U.S.19 Genotyp-
ic testing for resistance to other anti-TB drugs is less
developed than tests for RIF resistance. Not all resistance-
related genes for the other anti-TB drugs are known,
and for some drugs, there are multiple loci of mutations
that are responsible for drug resistance in a substantial
percentage of M. tuberculosis.

Second-line drug susceptibility testing should include
capreomycin, amikacin, kanamycin, ethionamide, PAS
and FQs, in addition to PZA and EMB. The Centers for Disease
Control and Prevention (CDC) does not recommend drug
susceptibility testing of cycloserine because of the technical
problems associated with the test and suggests using
the results of ofloxacin susceptibility testing to indicate
susceptibility to the FQ class, even though the newer
FQ, moxifloxacin, has greater potency and may be
active against some M. tuberculosis isolates that may be
resistant to less potent, older FQs, such as ofloxacin.2, 20

Susceptibility testing to second-line drugs should
be done in experienced reference laboratories and be
limited to specimens from patients known or suspected
to have MDR-TB, i.e., patients who have had prior ther-
apy, who are contacts of patients with drug-resistant
tuberculosis, who have demonstrated resistance to RIF
or to other first-line drugs or who have positive cultures
after more than three months of treatment (see Table 1).

MANAGEMENT OF DRUG-RESISTANT TB
Definitive randomized or controlled studies have not

been performed to establish optimum regimens for treat-
ing patients with the various patterns of drug-resistant
TB; thus, treatment recommendations are based on
expert opinion.2

Management of INH-Resistant TB (Table 3):

Because a relatively high proportion of adult patients
with TB are infected with INH-resistant organisms (about
an average of 8 percent in the U.S.),21 four drugs are
necessary in the initial phase for the short-course regimen
to be maximally effective. If drug susceptibility tests
subsequently confirm that the isolate is susceptible to
INH, EMB can be dropped and INH, RIF and PZA contin-
ued for the duration of the two-month intensive phase.2

When the organism is
resistant to INH, a six-month
regimen of RIF, PZA and EMB
has been recommended.2

Although this regimen has
two potentially hepatotoxic
medications (PZA and RIF), it
has the advantage of retaining
the six-month duration. Alter-
natively, RIF and EMB for 12 months may be used, preferably
with PZA during at least the initial two months.2 A FQ may
also be included for patients with extensive disease.2

Management of RIF-Resistant TB (Table 3):

Given that RIF is an essential component of short-
course regimens and monodrug resistance to RIF is
strongly associated with the failure of DOTS among new TB
cases, use of RIF and short-course regimens is contraindi-
cated if monodrug resistance to RIF is present. When RIF
is not used, INH, EMB and a FQ should be given for a
minimum of 12 to 18 months, supplemented with PZA
during at least the initial two months.2 An injectable
agent may also be included for the initial two to three
months for patients with more extensive disease or to
shorten the duration (e.g., to 12 months).2

Management of MDR-TB and XDR-TB (Table 3):

Expert medical consultation should be sought for the
care of patients with MDR-TB and XDR-TB. Treatment
of MRD- and XDR-TB is more costly and requires drugs
that are more toxic, compared to that of drug-suscepti-
ble TB, and intensive case management is necessary
for more prolonged periods of time (18 to 24 months
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of treatment).22

The selection of initial empirical regimen for patients
with MDR- or XDR-TB is influenced by the prior treatment
regimens and severity of disease. Also, for patients in
whom epidemiologic circumstances provide a strong sus-
picion of exposure to MDR- or XDR-TB, the choice of an
empiric regimen is influenced by the drug susceptibility
pattern of the presumed source case. First-line drugs,
such as PZA and EMB, that have proven or likely suscep-
tibility are chosen first. The FQs and the injectable agents
are the most potent second-line drugs. The presence of
FQ resistance is associated with treatment failure and
death. An injectable drug, such amikacin, kanamycin or
capreomycin, and one or more second-line oral drugs
(e.g., PAS, cycloserine or ethionamide) that include a FQ,

are added to create a regimen of at least four, and preferably
five to six, drugs, depending upon the extent of the disease.

In patients with MDR organisms resistant to first-line
agents in addition to INH and RIF, regimens employing
four to six medications appear to be associated with better
results.2 Simultaneous use of two injectable agents is not
recommended due to the absence of proof of efficacy
and potential amplification of drug toxicity.2 Except
for injectable drugs used after an initial period of daily
therapy (usually two to three months), intermittent therapy
should not be used in treating MDR- or XDR-TB.2 A third-line
drug that has less proven clinical efficacy is used only
when it is not possible to find enough drugs among the
first- and second-line drugs. This group includes linezolid,
metronidazole, imipenem, amoxicillin/clavulanate and
clofazimine. Patients with MDR- or XDR-TB should
receive either hospital-based or domiciliary DOT.

Treatment of MDR- and XDR-TB requires extensive
susceptibility testing to avoid use of a suboptimal regimen.
Once drug susceptibility results are available, the reg-
imen should be adjusted according to the results, and
drugs found to be resistant on the basis of in vitro testing

should be dropped from the empiric regimen. A single
drug should never be added to a failing regimen to avoid the
emergence of resistance to the newly added drug. Sputum
AFB smear and cultures should be done monthly to
monitor the response of patients with pulmonary tuberculosis
until two consecutive specimens are negative on culture. If
cultures remain positive at four months, the emergence of drug
resistance should be suspected. In some cases, smears will
continue to be positive for a time after cultures have
become negative. The total duration of therapy should be
18 to 24 months, or 18 months after culture conversion to
negative.2 Occasional patients with limited disease are
cured after 18 months.
Surgery:

Some patients with pulmonary MDR- or XDR-TB will
require surgery, in addition to chemotherapy, to control
their infection. Three indications for surgery in these
patients include the following:
1 — High risk for failure or relapse with chemotherapy
alone
2 — Infection of the lung is sufficiently localized, and there
is adequate pulmonary function reserve

“Once drug susceptibility results are available,
the regimen should be adjusted according to
the results, and drugs found to be resistant on
the basis of in vitro testing should be dropped
from the empiric regimen.”
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3 — Adequate anti-TB drugs are still available to
reduce bacillary burden to allow healing of
the bronchial stump

Prior to surgery, the patient’s
nutritional status should be optimized
and sputum smears rendered neg-
ative with FQ-containing regimens
if possible. Use of lung collapse
therapies (commonly used in the
pre-chemotherapy era), such as
plumbage, thoracoplasty and artifi-
cial pneumothorax, also need to be
considered.

The center with the largest surgical
experience with MDR- and XDR-TB in the U.S. is
the National Jewish Medical and Research Center in
Denver, Colorado. From 1983 to 2000, physicians at this
facility performed 180 operations in 172 patients; of these,
98 were lobectomies, and 82 were pneumonectomies, with
a 3.3 percent operative mortality and an additional 6.8
percent dying following the operation; 12 percent experi-
enced significant morbidity. Of 91 patients who were
culture positive before surgery, only four remained culture
positive after surgery.23

CONCLUSIONS
Patients with MDR-TB in many low-resource countries

do not have access to proper diagnostic services or to
quality-assured, second-line drugs needed to treat drug-
resistant TB. Indeed, the presence and extent of drug
resistance remain unknown in many regions of the world
where the diagnostic facilities and trained personnel needed
to identify drug-resistant TB are entirely absent. The inability
to detect drug resistance results in prolonged exposure to
drugs that are ineffective, and promotes the development of
resistance to additional drugs. In addition, open tuberculosis
units, which are common in developing countries, place
immunocompromised patients at considerable risk for rein-
fection with drug-resistant organisms.24 In the U.S. and
high-resource European countries, higher rates of drug
resistance are seen more among the foreign-born, who
emigrated from countries where drug-resistant TB is highly
endemic, than among the native-born.

Therefore, increased investment in global TB control
could result in decreases in MDR- and XDR-TB rates in the
U.S., as would control of TB among newly arrived immi-

grants, focusing on the highest-risk popula-
tions of foreign-born persons first.

Indeed, overseas screening for TB by
chest radiograph with follow-up

evaluation after arrival in the U.S.
has been found to be a high-yield
intervention for identifying TB
among recent immigrants.25

All members of the medical
community who come in contact

with TB patients, both U.S. citizens
and immigrants, must work diligently

to diagnose and effectively treat resistant
strains if we hope to prevent an expand-

ing epidemic of multidrug-resistant TB in
this country.

Matthew E. Levison, MD, is a Fellow of the Infectious
Diseases Society of America, an Adjunct Professor at
the College of Medicine and a Professor of Public
Health, School of Public Health at Drexel University
in Philadelphia, PA.
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As the racial/ethnic composition of adolescents in the United States continues to diversify, the likelihood
that healthcare providers will encounter individuals from different backgrounds increases. It is clear that
cultural competency – which includes cultural knowledge, respect for various cultural perspectives and
the skills to handle different cultural situations – is a vital component of a physician’s training and practice.
Failure to consider culture can affect quality, outcomes, costs, patient satisfaction, communication and
patient safety.1, 2 Neglecting culture can also lead to harmful drug interactions with traditional remedies
and missed screening opportunities for conditions or diseases prevalent in a particular ethnic group.3

This is especially true in the adolescent population in which, of the 33 million adolescents 10 to 17 years
old in the U.S., 14 million are non-white.4
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CULTURAL COMPETENCY MODEL
Recognizing the importance of cultural competency,

New Jersey was the first state to require education in
cultural competency for medical students and physician
re-licensure.5 The following discussion of cultural compe-
tency in the adolescent population is built on an evidence-
based model that was developed in 2000 and has since
been presented at numerous national meetings and
workshops.6 Use of this model helps to ensure provision
of culturally competent care to a healthcare provider’s
diverse adolescent population. The five components of
this model are normative cultural values, language barriers,
folk illnesses and treatments, parent/patient beliefs and
provider practices.

NORMATIVE CULTURAL VALUES
Normative cultural values are the attitudes, beliefs

and practices that a cultural group, on average, values
and expects.7 By becoming familiar with normative cultural
values and practices for certain race/ethnic groups,
healthcare providers can address these issues that affect
healthcare and healthcare delivery to the adolescent

population. Since individuals are the
best sources regarding their cultural
background and cultural values, using
specific interviewing techniques to
obtain this information can prevent
racial/ethnic generalizations.8

Personalismo, or formal friendli-
ness, for example, is a Latino normative cultural value
whereby adolescents/parents expect a warm relationship
with the provider. If personalismo is perceived as absent,
Latino families may believe that the provider does not
care about them, and they may not follow recommended
treatment and follow-up. Personalismo can be demonstrated
simply by asking about and taking an interest in the
parent’s and the adolescent’s personal lives and by giving
the family the provider’s business card.7

Another cultural issue of medical significance arises
among members of some Muslim groups and of many
societies in Africa and the Middle East, where female
circumcision is a rite of passage to adulthood.9 This
procedure (also known as female genital cutting and
female genital mutilation) consists of alteration or removal
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of the female external genitalia, including clitoridectomy,
excision of the clitoris and labia majora, infibulation or any
other procedure targeting the female genitalia for non-
medical purposes.9 Although this surgical procedure is a
cultural norm among some ethnic groups, serious medical
and psychological consequences can occur.9, 10 Therefore,
the healthcare provider for a female adolescent from such
a culture must take this ritual into account to provide
appropriate care.

For adolescent females who have undergone female
circumcision, providers should consider screening for HIV
infection. A risk of HIV transmission exists because the
same unsterilized instrument is often used to perform the
procedure on multiple women, including reinfibulation for
women after vaginal delivery.10, 11 When counseling a family
interested in female circumcision, it is important to recognize
the significance of female circumcision but to propose
healthier and safer alternatives, such as a nick to the prepuce
or perhaps an educational program regarding the transition
to womanhood.

Normative cultural values also can affect adoles-
cents’ attitudes and behaviors regarding sexual issues
and contraception. For example, many Asian-American
teenagers with higher adherence to cultural values date
without parental knowledge and proceed to steady dating,
which is associated with earlier sexual intercourse.12 Lack of
information, as well as concerns about violating cultural values
and expectations, prevent many Latina adolescents from
seeking and obtaining contraception.13 Similarly, many
sexually active Bangladeshi and Indian adolescents do
not seek testing and treatment for sexually transmitted
infections in an effort to deny that any sexual activity took
place.14

Providers should ask adolescents about cultural
values regarding premarital sex and contraception.
It is wise to reinforce cultural values that do not
support early premarital sex and to emphasize
other positive cultural values and competing
interests, such as education and athletics.13

Finally, providers should encourage
communication about sexual issues
between the parent and adolescent

because this has been shown to curtail high-risk sexual
behaviors.13

Acculturation is the process by which an immigrant’s
attitudes and behaviors are affected over time by the
culture of the host country.15 Adherence to normative
cultural values, or lower acculturation levels, can be
protective against sexual activity, obesity, poor nutrition,
drug use and inadequate immunizations.16-19 The often
lower level of acculturation of parents compared with
their adolescents can result in intergenerational conflict
and communication difficulties.20, 21 It is important for the
healthcare provider to identify differences in acculturation
by questioning the parent and adolescent separately
about length of time in the U.S., English language
proficiency, normative cultural values, concerns and
expectations. This will allow the provider to find treatment
plans and recommendations that are acceptable to
parents and adolescents.

LANGUAGE
More than 24 million U.S. households have limited

English proficiency (LEP), and almost one million New
Jersey households have LEP.22, 23 When compared with
adolescents in English-primary-language homes, U.S.
adolescents living in non-English primary language
homes experience disparities in medical and oral health
status as well as in access to care and use of services.24

LEP is also associated with serious adverse consequences,
including decreased patient satisfaction, chronic disease
mismanagement, misunderstanding of medical conditions
and situations, misinterpreted medication labels,
unacceptable patient safety issues, increased resource
utilization and delays in care.3, 25-32 In addition, LEP parents
have been shown to delay necessary healthcare for their
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clinical terms and avoid discussing sensitive issues, such as
sexual activity.39, 42, 43

Professional medical interpretation services, such as face-
to-face, telephone and video interpreting, are associated

with improved outcomes,
greater patient satisfaction
and fewer communication
errors for LEP patients.
Preventive screening rates,
office visits and written and
filled prescriptions rates are
greater for LEP patients with
access to trained medical
interpreter services.41 Adoles-

cents who use interpreters may be concerned about possible
violations in confidentiality, so healthcare providers should
reassure adolescent patients that professional interpreters
will maintain confidentiality.42

All healthcare providers should be aware that language
discrimination is equivalent to discrimination based on
national origin. In fact, any federally funded program that
discriminates against a person based on race, skin color or
national origin is in violation of Title VI of the Civil Rights
Act of 1964.44 Therefore, LEP patients under Medicaid,
Medicare and the Children’s Health Insurance Program
(CHIP) have a federal right to interpreter services.45 An
investigation into language barriers experienced by LEP
patients led to a case settlement in 2003, which required
four New York hospitals to provide adequate interpretation
services for LEP patients.46, 47

Currently, 12 states and the District of Columbia offer
some reimbursement for interpreter services for Medicaid
and CHIP enrollees, although New Jersey is not among
them.5 Few private insurers reimburse the cost of language
services for healthcare providers, although a 2009 California
state law mandated commercial health plans to provide
interpreters – a first in the U.S.5, 48 The International Medical
Interpreter Association and Language Line University
initiated national medical interpreter standards with
national certification in 2009.49, 50

Healthcare providers should receive appropriate training
for working with professional medical interpreter services.
More than three-quarters of NJ hospitals surveyed provided
no training for staff to work with professional medical

children due to cultural misunderstandings by medical
staff.33 LEP is also associated with lack of insurance, further
increasing the risk of disparities.3

LEP is a better measure of English language proficiency
than primary language
spoken at home.34 Assess
for LEP early in the course
of the adolescent visit by
asking the parent and
adolescent the primary
language at home. If the
primary language at home
is not English, have the
parent and adolescent
answer the question, “How well do you speak English?”
using the following choices: very well, well, not very well
or not at all. This is the English proficiency rating system
used by the U.S. Census.35

Bilingual healthcare providers attain the highest
patient satisfaction level and can improve ease of
communication regarding sensitive matters.28, 36 One
study demonstrated that Asians were more likely to ask
questions about mental health if their providers were
bilingual.36 Healthcare providers, however, should not
mistake their limited facility with medical terms in another
language for fluency in that language. Medical residents
have been shown to knowingly underuse professional
interpreters, preferring instead to “get by” with their limited
facility with the language or by relying on bilingual family
members.37, 38 Research demonstrates that healthcare
providers (rather than medical interpreters) are responsible
for most false fluency errors – the use of an incorrect or
nonexistent word/phrase in a particular language.39

Ad hoc interpreters, including family members,
friends, staff or other patients, are often unfamiliar
with medical terms or not completely fluent in either
language, and they should not be called on as interpreters,
given that they are likely to interpret inaccurately.39, 40 Ad
hoc interpreters result in inferior quality of care,
decreased patient satisfaction and increased medical
errors for LEP patients.41 Adolescents serving as the
interpreter may omit or selectively filter information,
misinterpret information due to limited proficiency in
their primary and/or secondary language, misunderstand

“It is important for the healthcare provider
to identify differences in acculturation by

questioning the parent and adolescent
separately about length of time in the U.S.,

English language proficiency, normative
cultural values, concerns and expectations.”
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interpreters.51 Healthcare providers can visit the website of
the U.S. Office of Minority Health at www.omhrc.gov to down-
load the publication “A Patient-Centered Guide to
Implementing Language Access Services in Healthcare
Organizations” to improve their ability to work with LEP
patients and interpreters. Also, a site sponsored by
Management Sciences for Health at http://erc.msh.org
offers a helpful guide entitled “The Provider’s Guide to
Quality & Culture.” In addition to the steps outlined in
these publications, the interpreter should write down any
information or instructions for the adolescent/parent
and accompany the adolescent/parent to complete paper-
work and schedule future appointments. Handouts and
prescriptions should be provided in the adolescent’s/parent’s
preferred language.7 Table 1 provides guidelines for working
with interpreters.

FOLK ILLNESSES, HEALERS AND TREATMENT
A folk illness is a culturally based illness generally

recognized by a racial/ethnic group that may conflict with
biomedical models and may actually require medical
attention.52, 53 Healthcare providers can learn about folk
illness by sensitively talking with adolescents, their parents
and staff living in ethnic communities.7

An example of a folk illness is neurasthenia, or shenjing
shuairuo, which presents as complaints of physical and
mental fatigue, dizziness, headaches and insomnia, all due
to what is considered exhaustion of the nerves.54 In Chinese

culture, feelings of anxiety and depression may not be
viewed as valid reasons to seek professional help, so
many channel these emotions into a somatic form,
such as in shenjing shuairuo.55 When caring for Chinese
adolescents, it is important to consider depression or
anxiety as a possible cause of somatic complaints.

Adolescents may seek traditional healers in the
community for herbal or folk remedies for ailments.
Although most home or folk remedies used by adolescents
to treat complaints or illnesses are not harmful, the
herbal remedies germander, rue and wormwood used by
adolescents in one study had potentially serious medical
consequences, including seizures, renal failure, porphyria,
hepatitis or hypotension.56 Table 2 lists medical complications
that can result from the use of selected herbal remedies
that may be used by adolescents.

The Asian practice of cao gio, a non-harmful folk
remedy used to treat a variety of illnesses, including
symptoms related to the flu or common cold, consists of
rubbing analgesic balm with a spoon edge or coin on the
back or chest in a methodical manner, leaving numerous
red marks on the skin, which resolve over a few days.57 In
some cases, these marks can be mistaken for child
abuse.

In a nonthreatening manner, providers should ask
adolescents and their parents about their personal
beliefs regarding the illness and the use of folk remedies.
In one study, more than half of all adolescents using
herbal remedies did not disclose their use to providers
due to lack of provider inquiry.56

Whenever possible, providers might incorporate folk
remedies into the care plan, and culturally acceptable
alternatives should be recommended to replace harmful
folk remedies.7 It is also desirable, when possible, to work
with traditional healers in the community for continuity of
care and to minimize incompatible therapies.

TABLE 1.
Guidelines for Working with Interpreters 7

• Healthcare provider, interpreter, patient and/or
parent should form an equilateral triangle during
conversation to observe non-verbal cues.

• Speak to and maintain eye contact with the
adolescent and/or parent.

• Instruct the interpreter to interpret literally.
• For suspected mistranslation or misunderstanding,

readdress the issue with different phrasing.
• Repeat important instructions and explanations.
• Support discussion with visual aids

(charts, images and diagrams).
• Have the adolescent and/or parent restate

information to assess comprehension.

“In a nonthreatening manner, providers
should ask adolescents and their parents
about their personal beliefs regarding the

illness and the use of folk remedies.”
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PROVIDER PRACTICES
A thorough social history should be obtained from ado-

lescents of all racial/ethnic backgrounds. Although racial/eth-
nic disparities in visits, medications, laboratory tests, imaging
and medical outcomes can exist in any practice, providers
should be alert to the potential for such disparities within the
adolescent patient population. For example, among adoles-
cents presenting to the emergency room with abdominal pain,
a sexual history was more likely to be taken for Latino and
African American adolescents than for white adolescents.63

Knowledge of conditions or illnesses that are most
prevalent in a given race/ethnic group can improve screening
and treatment. For instance, Latina adolescent females are
at the highest risk for feeling sad or hopeless, non-Latino
white adolescent males are at the highest risk for carrying a
weapon and non-Latino African American adolescent
males are more likely to be victims of dating violence.64

By targeting screening, providers can improve the quality of
care and provide the necessary counseling and treatment.
See Table 3 for a summary of advice regarding providing
culturally competent care for adolescents.

PATIENT/PARENT BELIEFS
Medication non-adherence and follow-up can result

from patient/parent beliefs. Healthcare providers should
explore for beliefs that may affect or interfere with clinical
care and the treatment plan. For instance, many adolescents
have mistaken beliefs about the effect of combined hor-
monal oral contraceptives on weight and future fertility.61

Many African-American adolescent females will not use a
hormonal contraceptive method that interferes with
monthly menses because menstruation is considered a
“natural” process and their cultural belief is that it should
not be interfered with in any way.62 These beliefs can
impact adherence issues when combined hormonal
contraception is used for medical conditions such as
dysmenorrhea or meno- or metrorrhagia. Explaining the
medical cause of the illness and medical reasoning
behind the treatment will assist the adolescent and
family understanding and, in turn, improve medication
adherence.7

TABLE 2.
Serious Consequences of Selected Toxic Herbal/Folk Remedies 2, 56, 58-60

CONDITION TOXIC HERBAL OR FOLK REMEDY

Lead poisoning Azarcon, gretta and albayalde are powders containing lead oxides
Kohl used in cosmetics
Ayurvedic medications

Salmonella infection Polvo de vibora: dried ground rattlesnake capsules or powder

Hepatic venous occlusive Gordoloba yerba: tea made from the herb Senecio longilobus
disease

Salicylate poisoning Chinese herbal creams containing oil of wintergreen or methyl salicylate

Hepatotoxicity Kava kava

Renal failure, seizures Rue
or porphyria

Toxic hepatitis Germander

Hypotension Wormwood
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CONCLUSION
Healthcare providers serving adolescents from diverse

backgrounds can provide culturally competent care via the
five components in the cultural competency model by
focusing and reinforcing normative cultural values that are
protective against high-risk behaviors, by obtaining
interpreters for LEP patients, by incorporating non-harmful
folk treatments and collaborating with folk healers in the
community, by providing counseling on patient beliefs that
interfere with medication and health and by increasing
screening for health risks and behaviors associated with
different races/ethnicities. Improved quality of care, out-
comes, communication, patient adherence and patient
safety result from providing culturally competent care.

CULTURAL COMPETENCY MODEL FOR
ADOLESCENT HEALTHCARE

Normative Cultural Values
• Individually assess normative cultural values and beliefs

for the parent and the adolescent.
• Identify values that could affect medical care.
• Individually assess acculturation level of parent and

adolescent.
• Adjust for cultural values during the clinical visit.
• Clearly explain cause and treatment rationale for

medical condition.

Language Barriers
• When appropriate, provide professional medical

interpreter services (unless fluent in adolescents’ or
parents’ primary language).

• Follow guidelines for correct interpreter use.
• Promote increasing foreign language skills of staff and

English proficiency of adolescent and/or parents.
• Ensure staff is trained.

Folk Illnesses, Healers and Treatments
• Identify the folk illnesses that may affect clinical care.
• Recommend alternatives to harmful folk remedies and

practices.
• Accommodate for folk illnesses in a tolerant manner.
• Attempt to incorporate the folk illness into the bio-

medical plan of care.

Patient/Parent Beliefs
• Recognize adolescent and parent beliefs that may

affect clinical care.
• Recommend options to harmful folk remedies.
• Clearly explain cause and treatment rationale for med-

ical condition.

Provider Practices
• Monitor for healthcare disparities in screening, pre-

scriptions, procedures and outcomes.
• Identify and correct practices that are accountable for

healthcare disparities.

TABLE 3.
Clinical Pearls for Providing Culturally Competent
Care for Adolescents

• Be familiar with normative cultural values for
prevalent cultural groups in your practice.

• Find acceptable alternatives to harmful nor-
mative cultural values.

• Work toward culturally acceptable treatment
plans for parents and adolescents of different
acculturation levels.

• Provide the services of professional medical
interpreters for limited English proficient
adolescents/parents.

• Incorporate non-harmful folk treatments into
treatment plan.

• Collaborate with folk healers in the community
to increase medication adherence and prevent
drug interactions.

• Identify and counsel adolescent beliefs to
improve patient medication adherence and
health outcomes.

• Be aware of health risks and high-risk behaviors
for prevalent race/ethnicities in your practice
or hospital to improve screening practices.
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Improving Your Prognosis: An Orientation to Professional Liability
Wednesday, June 9, 2010 9:00 a.m.–12:00 p.m. Mount Laurel, NJ

Wednesday, September 22, 2010 9:00 a.m.–12:00 p.m. Basking Ridge, NJ
A seminar targeted to physicians new to practice. Learn practical advice and tangible tools
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Making Surgery Safe in and out of the Operating Room
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