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From the Executive Vice President

By Vito Grasso, MPA, CAE
Global Health

G

lobal health is a pretty
broad term. In a general sense, it could
be defined as the application of public
health strategies and monitoring to the
international community. As such, things
like outbreaks of infectious diseases,
assessment of the potential of such diseases
to spread and how they proliferate, and
development of plans to respond to such
outbreaks all emerge as aspects of global
health that most people could identify with.
Additionally, comparisons of the occurrence
of specific diseases and conditions in
different countries and the association of
the incidence of disease with the unique
social, cultural, political and demographic
characteristics of countries has value and
interest.
While it is relatively easy to understand
global health in terms of the occurrence of
specific diseases in different areas of the
world and the transmission of infectious
diseases throughout the world, global
health includes other elements which can
also inform our understanding of disease,
health, and healthcare systems. The debate
in the United States over health care reform
and the potential of a single payer system
to address some of the most serious
deficits of our current system, illustrates
how a global perspective can contribute to
our understanding. Single payer systems
exist in various forms in other countries.
Examination of the experiences of those
other countries has contributed to our

discussion of the benefits and limitations of
a single payer system for the US.
As we assess the cost of our health care
system it is useful to consider how costs are
managed elsewhere. Of course, the actual
experience of other countries in providing
and paying for health care is less likely
to influence our own decisions than the
interests of major players in our system;
i.e., health insurance plans, pharmaceutical
companies, organized business and
organized labor. It is, nonetheless, helpful
to know what other countries and health
systems do and have tried.
WONCA is an international medical
organization for primary care physicians.
There are several WONCA organizations and
each hosts conferences where global health
is featured in a variety of clinical, political
and health system presentations. Under the
leadership of our current president, Dr.
Tochi Iroku-Malize, NYSAFP has submitted

proposals for two presentations at the
November 2-6, 2016 WONCA conference
in Rio: one for a Part II Self-Assessment
Module on care for the elderly and/or
hospital medicine, and another for a panel
discussion on health care transformation
in the US. We plan to promote our
presentations, if they are accepted, to
Academy members locally and nationally. At
the June 2016 WONCA Europe conference in
Copenhagen, Dr. Ani Bodoutchian, another
active NYSAFP member, will be presenting
on the value of family centered care, and
will be participating in poster sessions on
disparities in the treatment of diabetes, as
well as in the diagnosis of dengue. We are
thrilled to have local representation on
the international level and hope many of
you will support these efforts with WONCA
conferences in 2017 and beyond.
As always, I hope you will find this issue of
Family Doctor interesting, informative
and useful.

...the actual experience of other countries in providing
and paying for health care is less likely to influence our
own decisions than the interests of major players in
our system; i.e., health insurance plans, pharmaceutical
companies, organized business and organized labor.
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President’s Post

By Tochi Iroku-Malize, MD, MPH, MBA, FAAFP

I

t’s hard to believe that my
term as president of the NYSAFP is almost
complete. It has been an extraordinary
year! We have just completed our annual
lobby day in Albany and listed below are
the priority areas we discussed with your
legislators: (Many thanks to Marcy Savage
for her words below!!)
• Access to Healthcare – we supported
universal healthcare coverage, liability
immunity for volunteer physicians caring
for the uninsured and underserved, and
opposed the executive budget proposal to
remove “prescriber prevails” under the
Medicaid program.
• Reproductive Health – we supported
initiatives to protect physicians acting in
good faith and opposed health insurer
prior approvals for urgent contraceptive
utilization.
• Public Health & Safety – we supported
the expansion of ISTOP law to include
methadone clinics and Veterans Affairs
facilities and advocated for incarcerated
persons to have access to prescribed
medications.
• Family Medicine Growth in NY – we
supported efforts to ensure that every
medical school in the state has a family
medicine department and advocated
for a rotation in family medicine as a
requirement of physician licensure.

• Equitable Payment – we supported
legislation to allow health care providers
to collectively negotiate and advocated
for state funding to provide MedicaidMedicare rate parity for primary care.
• Other Priorities – we supported license
reciprocity for fleeting instances of
practicing medicine; advocated that it be
considered a felony to assault a physician
on duty in any setting; and opposed
legislation to set criterion or requirements
for CME/training for licensure or reregistration of physicians.

by how healthy a foreign nation is, as an
unhealthy population leads to economic and
sociopolitical instability, posing a potential
health, financial or political risk to our
citizens. The US HHS has a global health
strategy which addresses this issue.

As family physicians we face global health
issues each day, which are discussed in this
issue: the patient who wants to travel abroad
and needs travel medicine care; global
communicable diseases that are still a large
burden on the international community;
water and food safety; and appropriate
vaccinations. Global infectious diseases,
mental health and chronic illnesses are
Global infectious diseases, mental
topics that family physicians should have a
health and chronic illnesses are topics foundational knowledge of since many times
impacted patients may not be abroad, but
that family physicians should have
right here in our own communities. The
a foundational knowledge of since
many times impacted patients may not article on refugee care discusses barriers
be abroad, but right here in our own and successes that may face some of our
patients in the FQHC setting. And finally, if
communities.
you feel overwhelmed by how to gain new
knowledge, do not worry. There are various
educational resources within UME, GME
Our Congress of Delegates is coming up
and CME to enhance your global health
in June and it is the perfect opportunity to
knowledge and experience. We hope that
share your voice on these or other issues so
you enjoy this issue!
that we ensure that we continue to speak on
behalf of you as members of the Academy.
Thank you for allowing me to serve as your
Please do not forget to register! What we
president. I look forward to continuing to
do here affects us locally, nationally and
learn from all of you and to keep advocating
internationally.
for family medicine.
Therefore, it is only fitting that this issue
focuses on global health, a topic that is near
and dear to my heart. The US is affected
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Safe travels,
Tochi Iroku-Malize, 68th President, NYSAFP

IN THE SPOTLIGHT

PRACTICE INTERNATIONAL MEDICINE WITHOUT LEAVING HOME

By Philip Kaplan, MD, FAAFP

I

n 1999, a partner in our small group family medicine
practice thought it would be a great practice builder to offer travel
medicine services. He came from a large family, with a sibling on
every continent but Antarctica, and often visited them. He subscribed
to Tropimed™, and obtained a yellow fever certificate. When he left
the group I assumed this function, having been bitten by the vicarious
travel bug. We practice in a community that has many world
travelers, and we are listed by the CDC as providing yellow fever
immunization which brings us fascinating folks from surrounding
communities - missionaries, relief workers, leisure travelers, retirees
headed for paradise where the US dollar has greater value. Though
travelers who were not our patients before the travel consultation
have never joined our practice, this service keeps our own patients
in their medical home.
A yellow fever certificate allows us to order the vaccine from Sanofi
(vaccineshoppe.com). While the CDC publishes a list of providers,
the state health department issues the certification and the associated
rubber stamp. The online application seems to be currently down,
but call 518-473-4437 to start the process. The yellow international
book onto which the stamp is impressed is ordered via the US
government printing office http://bookstore.gpo.gov/collections/
vaccinations./jsp. There are many tropical areas not requiring yellow
fever vaccine, so one may provide some travel care without such a
certificate.
I advise each traveler to visit the US State Department web site https://travel.state.gov/. Safety precautions and regulations are
described in detail for any destination. Naïve travelers may be advised
to avoid some types of public transport, to avoid renting a car, to be
aware of prevalent scams and political unrest.
For health advice, I visit Tropimed™. While the information is
compiled by physicians with expertise in travel health, the sources
are indeed accessible for no cost if one is diligent. This service
provides me with a formulaic approach to travel advice; think of
Tropimed™ as the UpToDate™ of travel medicine. The website
offers a no cost one month trial subscription. After log in, the home

page contains destinations, library, disease maps, epidemiologic
news, and the opportunity to build a report for the traveler. I click
on the continent, then country, which brings up a two page outline
consisting of three sections: 1) vaccines, 2) malaria, and 3) other
risks.
1. Links to vaccines and vaccine preventable diseases are
embedded. If I am not familiar with yellow fever, a link takes
me to a two page description of the illness, and to maps of
risk areas. I learn there are two vaccines for typhoid, a live
oral vaccine giving five years of protection, and a parenteral
killed vaccine giving two years. Travelers who get the parenteral
product include those with immune compromise which
contraindicates a live vaccine and those leaving in less than three
weeks; it takes a week to complete the oral course, and another
two weeks to develop immunity after either vaccine.
Another link indicates high risk areas for polio transmission;
adult protection is assumed for any traveler who had a full series
of vaccines of at least three doses including at least one dose
after age 3 years. But for some higher risk areas, one adult
booster is additionally recommended.
Measles immunity deserves special attention. “Ensuring that
all susceptible travelers are vaccinated against measles is an
important way to decrease the spread and importation of
measles in the United States.”¹ As little as 46 minutes at a
domestic airline gate has been shown to allow transmission of
measles.² Immunity for travelers is assumed if there is a record
of two doses of measles vaccine, or a positive titre.
2. Malaria prophylaxis is weekly chloroquine for Central America
west of the Canal Zone, and there are three drug options for the
rest of the tropical world. Mefloquine is taken weekly, but causes
mental disorders in some and has become ineffective in some
parts of Africa, leaving two choices. Malarone and doxycycline
links take me to documents describing the proper, daily, use
CONTINUED NEXT PAGE
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spotlight, continued

of each agent. Choosing an agent based on cost is less important
since the price increase for doxycycline. After return, Malarone
should be taken for one additional week, but doxycycline
requires four additional weeks. Neither agent is approved in
pregnancy, leaving mefloquine which recently was raised to
category B, and chloroquine in areas where this is still effective.
3. “Other risks” include insect borne diseases, fresh water
swimming risks, HIV, and travelers’ diarrhea. I summarize:
“sleep with screens or bed nets, wear bug spray, don’t swim in
fresh water in the tropics, and don’t have sex with the natives.”
Links describe many diseases I have forgotten since med school.
“Travelers’ diarrhea” links to a three page document describing
prevention: wash it, peel it or forget it, and remember that ice
cubes and tooth brushing both use water which must be properly
treated. Pill-in-pocket option for self- treatment with antibiotics
is outlined. I currently prescribe a Zithromax 500mg three dose
pack, as all the other choices are fluoroquinolones with the
attendant risk of tendon problems.
The library link on the home page takes me to a "groups of travelers"
link which includes a treatise on travel to high altitude locations,
such as Chile or Nepal. Explanation of the use of Diamox and the
need for gradual ascent refresh my vague recall.
Reading materials ideally are provided before the visit to optimize
discussion during the visit: the destination home page, the link
describing the malaria medication, the travelers’ diarrhea care link,
high altitude care if needed, VISs (vaccine information statements)
and a map or two. At the visit the traveler receives the required VIS
for each vaccine, parenteral vaccines, and discussion of the reading
materials. By law, the VIS must be provided at the visit, prior to
immunization, even if previously distributed.³ The traveler leaves
with prescriptions for antibiotic for diarrhea, malaria prophylaxis,
Diamox if needed for altitude and oral typhoid vaccine if needed.
Then I lean back in my chair and look out the window at the gently
falling snow, feeling snug and safe after my vicarious adventure.
Endnotes
1 MMWR Dec 19, 2014/63(50);1211
2 MMWR Jun 26, 2015/64(24);679
3 http://www.immunize.org/catg.d/p2027.pdf, page 2, left column
Philip Kaplan, MD, FAAFP is past president of NSYAFP (2012-13), chair of the
NYSAFP ad hoc committee on vaccine policy, Clinical Professor at SUNY Upstate, and
practices in Manlius, NY. For vaccine questions or to offer opinions on vaccine policy,
contact us at vaccine@nysafp.org.
Dr. Kaplan and NYSAFP receive no consideration from Tropimed™ for
this endorsement.

Zika Virus Resources
Tools for Health Care Providers
Testing Algorithms:
• Pregnant women with history of travel to an area
with Zika
• Pregnant women residing in an area with Zika
• Infants whose mothers traveled to or resided in an
area with Zika during pregnancy
Health Care for Infants:
• Measuring Head Circumference in Infants
Fact Sheets on Zika Virus Testing for Pregnant Women:
• Zika virus testing for pregnant women living in an
area with Zika
• A positive Zika virus test, what does it mean for me?
Preconception Counseling:
• Preconception counseling guide for men and women
living in areas with Zika
www.cdc.gov/zika/hc-providers/tools.html
Questions and Answers on Zika and Sexual
Transmission
www.cdc.gov/zika/transmission/sexual-transmission.html

Morbidity and Mortality Weekly Report (MMWR)
• Transmission of Zika Virus Through Sexual Contact
with Travelers to Area of Ongoing Transmission –
Continental United States 2016
www.cdc.gov/mmwr/volumes/65/wr/mm6508e2.htm
• Interim Guidelines for Prevention of Sexual
Transmission of Zika Virus – United States, 2016
www.cdc.gov/mmwr/volumes/65/wr/mm6505e1.htm
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Official Notice of NYSAFP
Congress of Delegates
June 18-19, 2016 (Saturday and Sunday)
The 68th annual Congress of Delegates of the NYSAFP will
meet June 18-19, 2016 at the Hilton Garden Inn in Troy,
NY. The Congress is the annual meeting of the membership
of the NYSAFP and is the forum wherein active members
voice their opinions on Academy positions and operations,
and present suggestions for programs and positions. The
Congress also conducts elections for NYSAFP leadership
positions.
All members are invited and encouraged to attend the
Congress, to participate in discussions of current issues
and to debate Academy policy.
Additional information on the Congress of Delegates
including the constitution and bylaws is available at
www.nysafp.org under “About Us”, or by calling the
Academy office at 518-489-8945.
Resolutions are due April 27.

Mark

Your Calendars

SMTWTFS

Upcoming Events
June 18-19
Congress of Delegates
Hilton Garden Inn, Troy
August 6-7
Summer Cluster
Inn on the Lake, Canandaigua

2017

January 25-29
Winter Weekend
Saratoga Springs
March 11-12
Winter Cluster and Lobby Day
Renaissance Albany
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ADVOCACY

Albany Report
By Marcy Savage

O

n Monday, March 14th, over thirty-five physicians,
residents and student members of NYSAFP traveled to Albany for our
annual lobby day. Led by Dr. Iroku-Malize, NYSAFP president, Dr.
Marc Price, advocacy chair and NYSAFP EVP Vito Grasso, members
visited their state senators and assembly members to discuss issues
of great importance to family physicians and the patients you care
for. In total, lobby day participants had over fifty meetings with state
legislators as well as state agency officials as arranged by Reid,
McNally & Savage.
While Academy members were meeting with the legislators who
represent where they live and work, a NYSAFP leadership team met
with the chairs of the health committees in both houses, Senator
Kemp Hannon and Assemblyman Richard Gottfried, and officials
representing State Health Commissioner Zucker, among others.
At each meeting, participants focused on NYSAFP’s key budget and
legislative goals, and through consistent messaging, presented a
united front on priority issues to lawmakers. Below is a summary
of the issues being considered this session which we advocated for
during our annual lobby day.
SFY 2016-2017 Executive Budget Proposal to Cut the
Excess Medical Malpractice Program by $25 Million and
Limit Physician Access
NYSAFP is strongly opposed to the Governor’s proposed $25 million
in cuts to this program. Under the proposal, only “high risk” areas
and specialties would remain covered, leaving virtually all of upstate
NY and most specialties, including primary care, without a crucial
layer of liability protection. When in Albany, members strongly urged
the Senate and Assembly to reject this proposal in full in the final
state budget.

S6596 (DeFrancisco) / A285-A (Weinstein) to Change the
Statute of Limitations in Medical Liability Cases
NYSAFP is also very concerned about legislation to change New
York’s statute of limitations in medical liability cases to a date of
discovery law. This would result in more lawsuits and significant
premium increases by lengthening the time allowed to bring
cases. This bill passed the Assembly last session. During the lobby
day, participants strongly urged their legislators to consider the
entire medical liability system and not just this issue in a vacuum.
We emphasized that if there were to be a change to the statute of
limitations considered this session, there would need to be a balance
by enacting much needed reforms in the process.

“The Governor’s proposed cuts would
severely restrict access to the (excess
medical malpractice) program only
allowing certain physicians considered
to be in ‘high risk’ specialties and
regions of the state to be eligible. This
would be devastating to the remainder
of practicing physicians, including family
physicians and other vital primary care
physicians, who would be left exposed.”
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-Quote by NYSAFP President Tochi Iroku-Malize, MD
in NYSAFP press release issued to capitol and
statewide media during NY lobby day, 3/14/16.

S1157-A (Hannon) / A336-A (Gottfried) to Permit
Health Care Provider Collective Negotiations with
Health Plans
NYSAFP has been a lead supporter of this bill to allow physicians
and other health care providers to negotiate contract provisions
and payments with managed care and other health insurance
plans. The bill has moved out of health and to the finance
committee in each house. During the lobby day we urged both
houses to pass this important measure.
Proposal to Expand Start-Up New York to Include
Healthcare Providers
NYSAFP is championing an effort to expand Start-Up New York
to allow physicians and other health care providers to avail
themselves of the 10-year waiver of taxes included for businesses
that locate and expand in New York. We have been working to
build a coalition of hospital and physician organizations around
this effort to assist with recruiting and retaining physicians in New
York. We started our advocacy with legislators on this issue during
the lobby day and many expressed a willingness to assist us in
making physicians eligible.
S6017 (Hoylman) / A8329 (Dinowitz) to Change NYS
Vaccine Policy
NYSAFP also supports this bill to repeal all non-medical
exemptions from vaccination requirements for children. This
would ensure that diseases such as the measles, which were all
but eradicated and now are on the rise again, do not infect our
children and other New Yorkers. This bill was recently introduced
so we are just beginning the education and advocacy efforts on
this measure.
Proposal for the Public Purchase and Distribution of
Recommended Vaccines
NYSAFP also supports the public purchase and distribution of
recommended vaccines as the most efficient and practical way
to ensure that all New Yorkers receive vaccinations when they
should. We see this as a major public health priority and shared
our position and recommendations with legislators during our
lobby day.
S3525 (Perkins) / A5062 (Gottfried) to Create a
Universal Single Payer Health Plan – New York Health
Last but not least, NYSAFP was the first physician specialty group
in New York to come out in support of this initiative to ensure
availability of comprehensive health coverage for all New Yorkers
through a single payer system. This bill would create such a
system called New York Health to publicly fund high quality
coverage. Last year, the bill passed the NYS Assembly for the first
time in decades. Now we are focused on advancement in the
Senate.

NYSAFP members at the March 2016 lobby day

Overall, the Academy’s 2016 lobby day was a great success thanks
to the participation of many committed physicians, residents, and
students, and the leadership of Drs. Iroku-Malize and Price and EVP
Vito Grasso. We covered a lot of ground and all involved made an
impact on the advancement of NYSAFP’s priorities.
We will continue to closely monitor these activities and keep
members informed of any new developments, as well as identify
additional opportunities for the Academy to impact these processes
at all levels.
Marcy Savage is Government Relations Counsel for NYSAFP from Reid, McNally
& Savage, LLC in Albany, NY. Reid, McNally & Savage has been working with the
Academy for nearly two decades providing its legislative, regulatory and budget
representation before state government. Prior to joining Reid, McNally & Savage
in 2003, Ms. Savage worked for the American Cancer Society in cancer control and
advocacy, focusing on tobacco control and prevention.

The Core Content Review
of Family Medicine
Why Choose Core Content Review?
•
•
•
•

Online and Flash Drive Versions available
Cost Effective CME
For Family Physicians by Family Physicians
Print Subscription also available

North America’s most widely-recognized program for
Family Medicine CME and ABFM Board Preparation

• Visit www.CoreContent.com
• Call 888-343-CORE (2673)
• Email mail@CoreContent.com

PO Box 30, Bloomfield, CT 06002
Spring 2016 • Volume four • Number four • 13

GLOBAL HIV
VIEW ONE
GETTING TO ZERO: AN UPDATE ON
ADVANCEMENTS IN HIV PREVENTION

VIEW TWO
MEDICAL EDUCATION IN THE THIRD WORLD –
A PERSONAL ACCOUNT

By Andrew Goodman, MD, and Meera Shah, MD, MS

By Sheila Ramanathan, DO

I

n September of 2000 the World
Health Organization agreed to a set of Millennium
Development Goals, among them the goal of halting
and reversing the spread of HIV/AIDS by 2015. This
past December, on the most recent World AIDS Day,
WHO celebrated achieving this goal well ahead of
the 2015 deadline. The global incidence of new HIV
infection has been decreasing since peaking in the late
1990’s and the number of AIDS deaths globally has
been decreasing since peaking in 2004.1

I

One

With these achievements, the United Nations has agreed
on the ambitious goal of ending AIDS globally by 2030.
Development of a specific strategic plan is currently
underway. Reaching this goal will involve strengthening global
infrastructures for widespread implementation of HIV testing and
treatment. Bringing an end to AIDS will also involve implementation
of prevention strategies.1 Among these are newer applications for
antiretroviral therapies, including treatment as prevention (TasP),
prevention of mother-to-child transmission (PMTCT), post exposure
prophylaxis (PEP), and pre-exposure prophylaxis (PrEP).
Conclusions from the HIV Prevention Trials Network (HTPN) 052
study, published in 2011, created excitement in the possibilities of
TasP as a public health intervention for decreasing HIV transmission.
This study compared the number of HIV transmissions occurring
between serodisconcordant heterosexual couples when antiretroviral
therapy was started at entry into the study, versus waiting for CD4 cell
count decline below 350 (standard care in many countries at the
time). Early initiation of antiretroviral therapy was found to decrease
HIV transmission by a relative risk reduction of 96%. Mathematical
modeling has suggested that achieving high levels of HIV suppression
with treatment could decrease transmission so significantly, as to
effectively end the AIDS epidemic.2
The WHO is currently updating its HIV treatment guidelines and
published an early-release guideline update this past September in
order to fast track new recommendations based on recent evidence.
Among these newer recommendations was the treatment of HIV
for all positive persons regardless of CD4 count. This change in
recommendation was based on new evidence showing decreases in
morbidity and mortality with early initiation of antiretroviral therapy
and decreased risk of HIV transmission.3

Two

do not have HIV. While that may not mean
much to most people, after spending my final family
medicine residency rotation in Uganda the significance of
that statement is defining to me. It certainly doesn’t come
cheap when the price you pay is peace of mind. Not having
that certainty took its toll on me throughout 3 months
of HIV tests, with increasing peaks of anxiety before
returning to a baseline of uneasy hope. Backbreaking
poverty is a hard thing to comprehend, and even more
so when you are in a country where the leading cause of
death is still HIV-related illness.1

My hand shook slightly, carefully angling the chest tube
into the spongy skin that is produced by rampant Kaposi’s
sarcoma. I was on my hematology-oncology rotation treating an AIDS
patient with a pleural effusion, and while I’ve read about and seen
pictures in textbooks of the skin tumor commonly seen in untreated
HIV patients, this was my first time seeing it up close and personal. In
the United States, HIV rarely progresses that far before it’s caught and
treated thanks in part to the strong educational and advocacy work
set in place after HIV/AIDS was first recognized. You must remember,
however, that this was Uganda where the average lifespan is only
fifty-one years.
The patient was leaning against an oxygen tank on a pallet covering
a small portion of the floor. There were twenty-five available beds,
though there were thirty-seven patients on that ward, leaving many
to claim what little space was left over. I squatted down attempting to
angle the chest tube properly - the wide eyes of my patient adding to
my unsteadiness.
Procedures are becoming a lost art among physicians as diagnostic
testing continues to improve by leaps and bounds. When I was an
intern and a patient required IV access for her antibiotic therapy, I
was told that it was “unsafe” for me to attempt to place an external
jugular line. Instead, I woke my locum tenens attending who
attempted to place a line in the subclavian vein and ultimately failed,
causing the patient to miss her dose of medication. Procedural
medicine is no longer considered a vital part of a medical resident’s
training, but rather a nice thing to learn how to do. Attending
physicians would frequently explain to me that I would need to “See
one procedure, Do one procedure, and Teach one procedure”,
as the tried and true maxim goes. Thus, despite having met the

CONTINUED ON PAGE 15
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view one, continued

1

The concept of TasP has generated ethical and practical concerns,
however. Many critics have pointed out the challenges of
implementing widespread antiretroviral treatment, rather than
reserving treatment for those most critically at need, in resource
limited areas.4 There are concerns that antiretroviral treatment and
HIV-1 plasma RNA levels may influence sexual behavior among HIV
positive individuals, leading to disinhibition or risk compensation.5
For TasP to work effectively, HIV positive individuals need to maintain
viral suppression through adherence to medication.6
With the widespread recognition of antiretroviral therapy (ART)
and its importance in preventing mother to child transmission
(PMTCT) of HIV, a drastic decline of HIV transmission to newborns
has been seen. Without treatment, the likelihood of HIV transmission
from mother to child is 15 to 45%, however, with ART and other
measures, the risk is below 5% worldwide and below 2% in
the U.S.7-9 Early treatment of women prior to conception, during
pregnancy, during labor and delivery as well as measures taken
immediately postpartum have all contributed to this reduction in
transmission.
World Health Organization (WHO) guidelines recommended that
lifelong ART is provided to all pregnant and breastfeeding women
living with HIV regardless of CD4 count or WHO clinical stage.3
A recent French study quantified the effect of starting ART before
conception on the likelihood of perinatal transmission. Of the
women who maintained an undetectable viral load at the time of
delivery, the rate of perinatal transmission was essentially zero.10
When women are found to be HIV positive during pregnancy, the
DHHS and WHO guidelines recommend initiating ART at the time
of HIV diagnosis. Once again, the goal of treatment is to attain viral
suppression with ART. Scheduled cesarean delivery is recommended
for HIV-infected pregnant women who have HIV RNA levels >1,000
copies/mL near the time of delivery.11,12 Optimizing ART management
as well as recognizing modifiable risk factors have shown to be
integral to various country-specific PMTCT programs.
Postpartum interventions include maternal behavior modifications
as well as infant antiretroviral prophylaxis. The Center for Disease
Control and American Academy of Pediatrics recommend that
women living with HIV in the U.S., including those who are virally
suppressed on ART, refrain from breastfeeding to avoid postnatal
transmission of HIV to their infants through breast milk, and avoid
pre-mastication of food for their infants, a potential risk factor
for transmission.13,14 HIV-exposed infants should be given ART
prophylaxis as well as Pneumocystis jirovecii pneumonia prophylaxis
until completing virologic tests to presumptively exclude HIV
infection. The WHO recommends that women in resource-limited
settings exclusively breastfeed their infants as nutritional benefits
outweigh the risk of HIV transmission through breastfeeding.15

The strategy of post-exposure prophylaxis (PEP) involves the use
of antiretroviral drugs in an HIV negative, but recently exposed
individual. Use of antiretroviral drugs in this early exposure period,
can limit HIV replication and block transmission throughout the
body. Strategies for PEP were initially developed for prevention of
HIV transmission in occupational settings (health care workers,
for example.) Although very limited evidence exists for its use in
occupational exposures and non-occupational exposures (sexual or
drug use exposures), many public health organizations, such as the
WHO and NY AIDS Institute, recommend the use of PEP based on
expert opinion and offer guidelines to do so.16,17
In addition to national and international guidelines, the University
of California, San Francisco offers a clinical consultation service for
providers needing support in clinical decision making around nPEP.
Information for this service can be found at http://nccc.ucsf.edu.18

Pre-Exposure Prophylaxis (PrEP) is a relatively new prevention
tool for use in HIV negative individuals at substantial risk for HIV
acquisition. Antiretroviral medication is initiated so that when a
person is exposed to HIV, the drug is already in the body to block
viral replication and HIV acquisition. Tenofovir (TDF) is the
recommended drug for use in PrEP, usually in combination with
emtricitabine (FTC.) In the United States, the combination of TDF
and FTC is marketed as a single drug, Truvada, which has been FDA
approved for PrEP.3 Randomized trials of PrEP have demonstrated
risk reductions as high as 86%.19
Populations at “substantial risk” have been defined those where HIV
incidence is greater than 3 per 100 person-years in the absence of
PrEP. This has included groups such as men who have sex with men
(MSM), transgender women, injection drug users, and heterosexual
men or women with partners with undiagnosed or untreated HIV
infection.3 Focusing on population level risk may, however, exclude
persons at high risk for HIV infection from receiving counseling
around PrEP. Guidance from WHO on translating population
level risk to individual risk assessment for HIV acquisition is in
development. The United States’ Centers for Disease Control does
offer guidance on individual risk assessment for HIV acquisition.20
WHO’s goal of “Getting to Zero” and an AIDS-free generation by
20301 feels ambitious. The greatest barriers to achieving this goal
are probably not medical science, but implementation of proven
and established strategies in treatment and care. It is estimated that
globally, in 2014, less than half of those living with HIV are taking
antiretroviral therapy, one third of pregnant women were receiving
antiretroviral therapy, and 1.2 million people died of AIDS related
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causes.1 Although the work seems daunting, an AIDS free
generation would be well worth the effort.
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minimum requirements to practice procedural medicine, I feel
considerable anxiety when faced with the expectation to place a chest
tube or remove a simple cyst.

other forms of transmission (0.3% for needle sticks; 0.9% for blood
transfusions; negligible for biting).2,3 No one cares about the statistics
of HIV, however, when you become one.

My lack of substantial training and confidence translated to shaking
as I anesthetized the next patient under the watchful intern’s eye.
Delicately I palpated for the rib, feeling the spongy edematous
skin typical of a patient with advanced Kaposi sarcoma under my
fingertips. Avoiding violet patches of hypervascularized tissue was
difficult as I carefully injected the lidocaine subcutaneously. A cool
puff of lidocaine sprayed over my face as I attempted to numb the
skin of my HIV-positive patient. Creeping terror flooded my mind
and washed over my body in a wave. I managed to place the chest
tube, tape it in place, and scrub my face with a bleach wipe, as
masks were not standard protocol on the ward. In fact, most African
doctors use minimal, if any, protective wear. A nurse explained to me
that in training, nurses receive six gloves for each day and no more.
Efficiency is key and frugality is vital to the survival of the delicate,
grossly underfunded health care system. While I had brought my
own gloves and sanitizer, I failed to bring my own mask, unsure as
to whether or not I would be expected to participate in procedural
medicine given how few medicine residents do it anymore.

I made the decision realizing that getting treatment in a facility in
Uganda could easily lead to more risks as some hospitals still reuse
needles. After stopping therapy, my health slowly returned and I no
longer feared the outcome of oral nutrition.

Transmission of bloodborne or infectious disease is a part of the
risk all health care providers understand when starting in this
field. We undergo a battery of tests when starting out and have
yearly tuberculosis screens to help prevent spread of disease. If
fear prevents you from treating a patient, then you should not be in
medicine. My attending on this rotation discussed my situation with
me the following day after I spent the entire night reading about
the rates of healthcare-associated HIV transmission. He told me
that it was unlikely to have been transmitted; however, the patient’s
current viral load was unknown despite being on hospital initiated
antiretroviral therapy when he was admitted. He calmly related a
similar situation that had happened to him, going on anti-retroviral
therapy only to start hallucinating at work which prompted him
to stop taking the medication after a week. When an additional
needlestick had occurred, he hadn’t even bothered starting treatment.
He only received testing a month later to rule out infection.
Despite his assurances, I requested antiretroviral therapy. He sent
me to the emergency room at Mulago National Hospital, and a kind
phlebotomist took my blood while saying, “not to worry since it won’t
change the results.” After my HIV test was found to be negative, I was
placed on antiretroviral therapy. Three hours later I received another
set of antiretroviral medication from the administrator who manages
foreign residents. The regimen contained a new drug, Truvada, which
had yet to reach mainstream healthcare in Africa. Over the course
of several days, the side effects progressively worsened and became
unbearable. Sweats quickly dehydrated me and ingesting any food or
water led to crippling abdominal cramping and unrelenting diarrhea.
I was only able to take the antiretroviral therapy for a week before
I could tolerate no more. Had I persisted with treatment, I would
have needed to be taken in for rehydration. The risk of mucosal
transmission of HIV is 0.09%, which is staggeringly low compared to

The gravity of my decision to discontinue therapy would strike me as
I saw the ravages of HIV in my patients. Advanced metastatic disease,
non-Hodgkin’s lymphoma, and Kaposi’s sarcoma were some of the
diagnoses made on the oncology ward in patients with HIV. Additional
treatments that are readily available in the western world were simply
not seen in Uganda.
A thirty-five year-old male with advanced Kaposi’s sarcoma presented
with the condition having spread to his entire leg and subsequently
into his lungs, like many on the ward. His leg leaked from multiple
ulcerations that dotted the edematous skin. His parents stayed with
him as he was end stage and on palliative care. In stark contrast,
had he been in a western hospital his HIV would be treated with a
combination of surgical resection and chemotherapy and would
possibly have prolonged his life. In Uganda, there is only one
radiation machine in the entire country. This is to say nothing of the
expensive chemotherapy that is only available from one pharmacy in
the capital for those seeking outpatient treatment.
When I returned home, I would not be subject to nursing staff failing
to treat me due to the stigma of HIV. Nor would I likely die from
an HIV-related illness as now it is seen as a chronic condition that
requires management versus a terminal illness. Nor would I struggle
to find adequate treatment for my illness.
These were my thoughts as I sat in a Planned Parenthood waiting
room, listening for my name to be called to take my last HIV test. My
mind wandered back to my time in Uganda as I received my results
with relief. I do not have HIV.
Endnotes
1 World Health Rankings: http://www.worldlifeexpectancy.com/country-healthprofile/Uganda, 2/9/2016
2 CDC HIV Tranmission Risk: November 16, 2015 Division of HIV/AIDS Prevention,
National Center for HIV/AIDS, Viral Hepatitis, Sexual Transmitted Diseases and
Tuberculosis Prevention, Centers for Disease Control and Prevention, http://www.
cdc.gov/hiv/policies/law/risk.html
3 Updated U.S. Public Health Service Guidelines for the Management of
Occupational Exposures to HBV, HCV, and HIV and Recommendations
for Postexposure Prophylaxis, Morbidity and Mortality Weekly Report:
Recommendation and Reports. June 29, 2001 http://www.cdc.gov/mmwr/
preview/mmwrhtml/rr5011a1.htm
Sheila Ramanathan, DO graduated from Lake Erie College of Osteopathic Medicine
and trained in rural family medicine in Watertown, NY at Samaritan Medical Center.
She is currently board certified in family medicine and continues to practice rural
healthcare in Keene, NH as part of the Dartmouth Hospital System.

Spring 2016 • Volume four • Number four • 17

Ment
al

ary Care Se
t
t
i
n
Prim

t
h
e
n
i
G
h
loba
t
l
a
l
He

g

Poor mental health, influenced by genetic, socioeconomic, and
environmental factors, affects an individual’s capacity to care for one’s
self and others. Routine psychological assessment of patients in nonWestern parts of the world is often retained on the metaphorical back
burner. Mental health hygiene is not considered a priority in nations
lacking resources and battling ailments requiring acute intervention.
It is much easier to understand the necessity of treating a tangible
festering abscess.
However, neglecting to optimize mental health is a barrier to the
proper distribution and utilization of medical care for chronic and
communicable diseases. Individuals with mental health disorders
may not fully understand their role in controlling the spread of
disease. Others may neglect to follow care plans or fail to adhere to
a medication regimen, as they lack the emotional resources to cope
with chronic illness. Instead, these individuals may turn to substance
abuse, often compounding the problem. It has been reported that
mental and substance use disorders account for 13% of the total
global burden of disease.2
The necessity for a field in global mental health is based on several
factors, including a body of cross-cultural research with narratives
from healthcare workers and persons living with mental illness
abroad, epidemiological research quantifying the impact of poor
mental health on chronic illness, and evidence that drug and
psychological treatments, even when administered by non clinicians,
result in sustainable treatment effects.1
Still, many societies consider the topic of mental illness an
uncomfortable and inconvenient one. In rural Ghana for example,
the concept of medicating patients with hallucinations was ultimately
abandoned. The failure of antipsychotics to bring about a permanent
cure was viewed as evidence that other spiritual causes of illness
resistant to modern medicine were at play. Unpleasant side effects

By Sabina A. Rebis, MD
of medications interfere with the ability to work. Physical strength
that enables community members to carry water or chop wood is
considered more important than the reduction of symptoms.1 Limited
understanding and lack of resources feed the problem. In Africa,
one area with over 9 million people was reported to have only one
psychiatrist, and Afghanistan with a population of 25 million, was
reported to have two.5
The Mental Health Global Acquisition Program launched by the World
Health Organization now uses evidence-based data to expand mental
health services in countries where these interventions are sparse.
Mental health services and screening are integrated into primary
care health visits. For example, The PEPFAR (President’s Emergency
Plan for AIDS Relief) alcohol initiative process led by the Centers for
Disease Control and Prevention (CDC) incorporates alcohol misuse
intervention with treatment and counseling of HIV infected patients
in countries that face a heavy dual burden of high HIV prevalence
and high rates of heavy episodic alcohol consumption.3 Additionally,
shifting the picture of psychological treatment from an institutional
to a communal one, including the outsourcing of treatment to other
qualified members of the community, helps to normalize mental
health treatment.4 Effective collaboration between care providers,
such as midwives, therapists, and even religious figures enables
cultural competency and is necessary to bring about comprehensive
care.
Emphasizing the connection between mental and physical illness may
be strategically useful in encouraging treatment.1 Objective screening
measures linked with primary care visits and brief counseling
sessions for persons with chronic and communicable diseases have
better outcomes when addressed in the context of overall health
management, rather than a separate social issue.
Endnotes
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Globalization and the Surge of Dengue
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Dengue is an acute viral illness that has re-emerged in the United
States due to increased travel and the expansion of mosquito vector
populations. Dengue virus is a flavivirus (other familiar flaviviruses
include West Nile virus and yellow fever virus) with four different
serotypes (DEN-1, DEN-2, DEN-3, DEN-4), that is transmitted by
Aedes mosquitoes.1 The earliest recognized dengue epidemics
occurred in Asia, Africa and North America in the 1780s. Around that
time, Dr. Benjamin Rush of Philadelphia coined the term “breakbone fever” due to the severe myalgias and arthralgias associated
with this disease.5 Now dengue is endemic in over 100 countries.
As many as 3.6 billion people, or 40% of the world’s population,
reside in dengue-endemic areas. Each year, about 400 million people
become infected with the virus, 100 million become ill with dengue,
and 21,000 deaths are attributed to dengue, mostly children. Dengue
is becoming a primary cause of acute febrile illness in US travelers
returning from South-central and Southeast Asia, South America,
Mexico, and the Caribbean.1 As reported in 2014 by the CDC, dengue
in the 50 States is infrequent and the reported cases are most often

those acquired by travelers or immigration. The last reported U.S.
outbreak was in Texas in 2005 and prior to that, Hawaii in 2001.
However, the people of Puerto Rico, U.S. Virgin Islands, Samoa and
Guam live in an endemic region for the disease resulting in most of
the United States cases within the population of that region.7
Following an incubation period of 3-7 days, the clinical illness
is divided into febrile, critical and recovery phases (Figure 1).
Clinical manifestations during the febrile phase, which overlaps
with the viremic period, is characterized by abrupt onset of high
fever plus any of the following: severe headache, retro-orbital pain,
myalgia, arthralgia, transient macular or maculopapular rash, minor
hemorrhagic manifestations, facial flushing, injected oropharynx
and/or anorexia.1
During the febrile phase, leucocyte and platelet counts may begin
to decline. PCR for detection of viral RNA is the most sensitive
diagnostic test during this phase. Detection of IgM to non-structural
protein (NS-1) is possible toward the end of the febrile phase.

Figure 1: Clinical Course of Dengue
(Centers for Disease Control and Prevention, 2014) 1
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In the next phase, the patient is non-viremic but the phase is
“critical” because there is risk of sudden onset of a systemic
vascular leak syndrome, resulting in severe dengue. This occurs
in only in a small proportion of patients, but because it coincides
with defervescence of the fever, the physician may be caught
unaware. Leucocyte and platelet counts may continue to decline, and
hemoconcentration may occur due to plasma leakage. There will be
patients who may present with warning signs (Figure 3) and those
who will not present with them. It is imperative for the physician
to recognize the warning signs as patients are at risk of developing
severe dengue. Serology is the confirmatory diagnostic test of choice
during the critical phase.1
In 2009, WHO redefined the clinical forms of dengue to emphasize
the importance of early detection of clinically significant plasma
leakage (Figure 2). Dengue is now classified into “dengue” (either
with or without warning signs) and “severe dengue.”6 The previous
distinction between dengue fever and dengue hemorrhagic fever
(DHF) had the potential to cause confusion and delay in recognition

of plasma leakage. Importantly, if all four specific criteria for DHF (2
to 7 days of fever, hemorrhage evidenced by a positive tourniquet test
or spontaneous bleeding, thrombocytopenia, and hemoconcentration
or pleural effusions) were not fulfilled, supportive treatment for
DHF may be delayed. Pursuant to the new definition, patients
who recover without major complications are classified as having
dengue, whereas those who have any of the following conditions
are designated as having severe dengue: plasma leakage resulting in
shock, accumulation of serosal fluid sufficient to cause respiratory
distress, severe bleeding, and severe organ impairment. A guide to
warning signs with specific symptoms and laboratory findings (Figure
3) is available in order to enable more accurate identification of
patients at risk for developing severe dengue.
Clinical manifestations in the recovery phase include increased
diuresis, fatigue, a vasculitic rash, and hemoglobin stabilizing to
normal as plasma is being reabsorbed. Leukocytes and platelets
return to normal. Dengue can be fatal, with causes of death
including unrecognized disease, unrecognized or prolonged shock,
unrecognized occult hemorrhage, fluid overload, nosocomial

Figure 2: WHO Case Definitions of Dengue
(Centers for Disease Control and Prevention, 2014)1

CRITERIA FOR DENGUE +_ WARNING SIGNS

CRITERIA FOR SEVERE DENGUE

Probable dengue

Warning signs*

Severe plasma leakage

live in/travel to dengue endemic area.
Fever and 2 of the following criteria:
• Nausea, vomiting
• Rash
• Aches and pains
• Tourniquet test positive
• Leukopenia
• Any warning sign

• Abdominal pain or tenderness
• Persistent vomiting
• Clinical fluid accumulation
• Mucosal bleed
• Lethargy, restlessness
• Liver enlargement >2 cm
• Laboratory: Increase in HCT
concurrent with rapid decrease in
platelet count

leading to:
• Shock (DSS)
• Fluid accumulation with respiratory distress

Laboratory-confirmed dengue
(important when no sign of plasma leakage)

*(requiring strict observation and medical
intervention)
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Severe bleeding
as evaluated by physician

Severe organ involvement
• Liver: AST or ALT >= 1000
• CNS: Impaired consciousness
• Heart and other organs

Figure 3: Dengue Warning Signs
(World Health Organization)6

infections and liver failure. Treatment for dengue is mostly
supportive. For the hospitalized patient, a major treatment goal is to
maintain perfusion and urine output (0.5 ml/kg/hr). Acetaminophen
should be the only antipyretic used in adults and children. Currently,
there is no evidence of the efficacy of corticosteroids in patients with
dengue.1
Infection with one serotype does not confer cross-immunity to the
other serotypes so a person can get dengue again. It is commonly
stated that a person who has previously experienced dengue infection
is more likely to experience DHF when infected with a different
(i.e. heterologous) serotype. This is largely based upon the initial
observations of severe disease in young children who had prior
mild or subclinical infection, and were subsequently infected with
a different serotype.3 This phenomenon is supposed to be mediated
by presence of antibodies from prior infection, a hypothesis termed
antibody-dependent enhancement (ADE) of disease. However, not all
cases of severe disease are associated with ADE or even preceded by
infection with a heterologous serotype. The evidence for the role of
ADE in any human disease remains circumstantial.4
Prior to 2016, prevention was solely by mosquito control and
prevention of bites. A tetravalent dengue vaccine (Dengvaxia by
Sanofi Pasteur) has been approved in Mexico for use in persons
aged 9-45 years living in endemic areas. The manufacturer has
applied for licensure in about 20 other tropical countries. Note
that Dengvaxia is not under consideration for approval for use in
travelers from non-tropical areas. This is because effectiveness has
not been shown in individuals who are dengue-naïve; those who have
not had prior ongoing dengue exposure. Other candidate vaccines
against dengue are under development for these populations. Overall
protection against clinical dengue was 60%. However, in children
over age 9, the vaccine was 80-90% protective against severe dengue
and hospitalization due to dengue. The vaccine has the potential to
decrease dengue disease burden in endemic areas.2
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CME POST-TEST
1. Which of the following are modes of transmission of DENV?
a. Aedes mosquito bite
b. Needle stick injury
c. Organ transplantation
d. Respiratory droplets
e. Only A,B and C are correct
2. Which is the most common mode of transmission of DENV?
a. Aedes mosquito bite
b. Needle stick injury
c. Perinatal transmission
d. Blood transfusion
3. How many types of dengue virus have been identified to cause Dengue fever?
a. Only one
b. 4 types
c. Only two
d. 3 types
4. What are the clinical implications of the existence of different species of DENV?
a. People can get infected up to 4 times in their lifetime
b. A person infected with one species of DENV will develop lifelong immunity to the other species
c. Only persons infected with one species of dengue are at risk in developing severe dengue
d. There is no vaccine for dengue
5. Which are the clinical laboratory findings in the febrile phase?
a. Leukopenia
b. Thrombocytopenia
c. Elevated LFTs
d. All of the above

6. The critical phase can be identified by which of the following?
a. Increase in HCT
b. Moderate to severe thrombocytopenia
c. Leukopenia
d. All of the above with warning signs
e. All of the above without warning signs

To complete the test, please go to: www.nysafp.org > Publications > Journal and select the current edition 'Post Test'.
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Congenital Cytomegalovirus:
A Call for Improved Patient Education
and Screening Protocols A Representative Case
By Daniel Catts; Roberto P. Santos, MD, MSCS, FAAP, AAHIVS; and Martha L. Lepow, MD, FAAP
SC is a 1 month-old female of a twin gestation who was born
via cesarean delivery at 37 weeks gestation due to maternal
hypertension. Her birthweight was 4lb. 7oz. and Apgar was 8/9 at
birth. She was discharged on day 4 of life having had an uneventful
hospital course with the exception of a unilateral failed hearing
screen attributed to small size and possible “fluid in the ear canal.”
Prior to the hypertension in the last few weeks, the only complication
of the pregnancy was a two day course of “cold-like” symptoms at
approximately 7 weeks of gestation. Once the patient was one week
old, the hearing screen was repeated with the same results. An
auditory brainstem response test was performed days later which
confirmed severe hearing loss in the right ear. Polymerase chain
reaction analysis of her saliva was performed which confirmed the
diagnosis of congenital CMV.
This is the story of my daughter. After diagnosis, magnetic resonance
imaging was performed which revealed moderate polymicrogyria.
She now has severe speech delay, oral apraxia, and poor fine motor
development. My wife and I received the news of her diagnosis two
weeks into my first year of medical school. This has afforded me
access to amazing clinicians and resources and provided me with
an incredible opportunity to advocate for increased awareness and
improved screening for CMV in New York State. That is my objective
with this article.

Introduction
CMV is a remarkably common virus, with which most clinicians
are relatively familiar, but there is still very little public awareness
about its prevalence and measures women can take to protect
themselves and their children. In fact, only 14% of pregnant
women report having ever heard of CMV.1 Approximately one in
every 150 children born in the U.S. is infected with CMV. Globally,
various studies in different countries and regions have shown mild
variation in incidence, but no clear trends have been shown between
different regions or in developed versus non-developed countries.
Approximately 20% of infected children will experience permanent
disability as a result of their infection.2 This makes it more common
than Down syndrome, fetal alcohol syndrome, spina bifida, or

pediatric HIV/AIDS.2 Based on these statistics, just over 300 infants
were born in New York in 2013 who will have long term disability
due to the disease. These sequelae include hearing loss, vision loss,
developmental disability, small head size, lack of coordination,
cerebral palsy, seizure disorders, and even death.

Prevention
Despite the prevalence of CMV and its often devastating effects, there
are several simple measures mothers can follow to greatly reduce the
morbidity that it causes. It seems as though just about every pregnant
woman seen in the prenatal care setting knows not to eat sushi,
sandwich meat, and unpasteurized cheeses, and not to change cat
litter. Most are perfectly mindful of these issues, and adhere to them
faithfully. But many women not only don’t know about CMV, but they
don’t know what they should be doing to prevent it. This is incredibly
unfortunate because it has been shown that proper patient education
can reduce risk of infection by 85%.3
What does proper education mean? CMV is shed through all bodily
fluids, and children age 1-3 (the world’s foremost purveyors of
bodily fluids) are the most common vehicle for CMV infection.4
Pregnant women or women looking to become pregnant need to be
counseled to take extra care around that population. This includes
mothers with toddlers planning for a second child, women who work
at medical offices, daycares and preschools, nurses, or even just
women who spend a lot of time with friends who have toddlers. The
instructions for these women are simple. Minimize contact with these
bodily fluids. Wash or sanitize hands after every diaper change, nose
blow, or drool wipe. Be mindful of kissing on the mouth. Don’t share
eating utensils. Don’t put pacifiers in your mouth.
These simple measures, if implemented, have the potential to
dramatically reduce the risk and frequency of congenital CMV
infection. The family practitioner is often the one in the best position
to provide this information and this is at most, a three minute
conversation. When child number one comes in for a one year or
18 month well baby check, the provider inquires if another child
is being planned or perhaps on the way. Or when a young woman
comes in and mentions starting a new job in a daycare setting,
CONTINUED NEXT PAGE

Spring 2016 • Volume four • Number four • 23

congenital cytomegalovirus, continued

hygiene practices can be addressed. A short conversation and a
perhaps a handout is all that is required for this simple intervention.

Screening
No matter how much education and prevention improves, CMV will
never be eradicated completely unless a vaccine is developed. The
next best option becomes maximizing detection to allow optimal
management. Unfortunately, it is an incredibly silent disease. When
pregnant women contract CMV they often don’t know they’re sick,
and if they do, they often think they have a cold which likely was
the case with my wife. Many babies that are infected are completely
asymptomatic at birth. And even when babies are symptomatic
they often have very vague symptoms. All of this contributes to a
remarkably high rate of missed diagnoses. To minimize the damage
this virus causes, we need to significantly improve screening. An
argument can be made for universal screening, and many experts are
making that argument, however the pros and cons of that approach
cannot be addressed within the scope of this article.
I am proposing a screening protocol modeled after the one that
allowed my daughter’s diagnosis to be made. That protocol states
that if an infant fails a newborn hearing screen, a CMV saliva PCR
test is automatically performed. This will still miss some diagnoses
because there are some infants born entirely asymptomatic who
develop sequela later, but will at least allow for detection of many
patients whose diagnoses are currently being missed. Presently, if
a newborn fails a hearing screen, rescreening is scheduled within
a couple of weeks. If the child fails again, an ENT consult is set up
for a few weeks or even months away. And no definitive diagnosis
can be made because a positive CMV screen at this point could be
community acquired. This new screening protocol streamlines that
process and gets a CMV test performed within the timeframe that
allows for definitive interpretation of the result, and for the initiation
of valganciclovir treatment before 1 month of age which is the
recommended window.
Currently, New York State does not mandate this screening protocol.
A family physician who is seeing a newborn with a failed hearing
screen can push this process forward and get the child to a lab for
rapid CMV testing, following up with appropriate treatment when
necessary. Fortunately, my daughter’s disease was caught and treated
properly. She does have permanent disabilities, but if the diagnosis
had been missed, they would certainly be much worse due to the
progressive nature of the disease. Locally, this improved screening
protocol for congenital CMV infections, a urine test, is available at
Albany Medical Center and Bellevue Women’s Center.

Treatment
The current standard of care is to provide antiviral treatment only to
infants with severe organ or central nervous system involvement. The
recommended treatment is a 6 month course of valganciclovir with
its recommended monitoring for neutropenia and other side effects.5
Non-pharmacologic management involves bringing ENT/audiology,
neurology, developmental pediatrics, and early intervention services
onto the care team. Proper treatment and patient management has
the potential to dramatically improve outcomes in all CMV patients.

Conclusion
My daughter is doing much better than expected. She isn’t speaking
yet at 2½ years of age, but she is running, jumping, climbing, and
learning sign language. Her receptive speech is age appropriate
as well as her cognitive skills. She is doing so well because of the
amazing clinicians and early intervention therapists who knew what
to look for and what to do. We can be those sorts of physicians.
We can take the time to have the conversations that will prevent
countless cases. We can go the extra mile to order and follow up
tests when a newborn fails a hearing screen. Let’s all strive to be
the physicians who protect families from the pain, uncertainty, and
devastation that CMV can cause.
For more info, please visit cdc.gov/cmv or contact the pediatric
infectious disease office at Albany Medical Center.

Endnotes
1 Ross, D. S., et al. (2008). “Women’s knowledge of congenital cytomegalovirus:
results from the 2005 HealthStyles survey.” J Womens Health (Larchmt) 17(5):
849-858.
2 National Center for Immunization and Respiratory Diseases, (2010, Dec. 6).
“Congenital CMV Infection.” Retrieved Feb 20, 2016, from http://www.cdc.gov/
cmv/congenital-infection.html.
3 Adler, S. P., et al. (2004). “Prevention of child-to-mother transmission of
cytomegalovirus among pregnant women.” J Pediatr 145(4): 485-491.
4 Noyola, D. E., et al. (2005). “Cytomegalovirus excretion in children attending
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5 Kimberlin, D. W., et al. (2015). “Valganciclovir for symptomatic congenital
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By Venis Wilder, MD; Akash Patel, DO, MPH;
Joyce Robert, MD; Savita Gopal, MD; and Kelly Kirkpatrick, DO
Over the last year, infectious diseases have made international headlines. It is difficult to keep up with the latest information
however, it is critical to the work of family physicians to be able to counsel, treat, and care for patients across the lifespan
and globe. This article will review highlights of what every family physician should know about the zika virus, ebola virus
disease (EVD), and malaria.

Zika Virus
The Zika virus is a mosquito-borne flavivirus transmitted by Aedes
aegypti in the tropics and the Aedes albopictus in more temperate
climates. The Zika virus was first identified in 1947 in a monkey in the
Ugandan Zika forest. It has garnered worldwide attention in the last
several months as it has risen to pandemic levels in South and Central
America and the Carribean1, and has been declared as a public health
emergency of international concern by the World Health Organization.
Historically the single stranded RNA virus never elicited much attention
because it was thought that symptoms were self limited in contrast
to other flaviviruses (Dengue, Yellow fever and West Nile). The virus
has been recently associated with microcephaly in infants and with
fetal losses in women infected during pregnancy. This has been detected through RNA identification of the virus in infected
tissue samples.3 At this time the association has been documented in case reports with no publications further exploring
the extent of Zika’s vertical transmission, rate of infection in pregnancy, or spectrum of outcomes. Additionally, there are
reports of an increase in cases of Guillain- Barre’ syndrome in patients identified with Zika virus, but a causal relationship
has not been established.4
The incubation period for the Zika virus is thought to be a few days to a week. Current literature suggests 1 in 5 people
infected with Zika will develop symptoms of an infection. Symptoms of the Zika virus consist of acute onset of fever,
maculopapular rash, headaches, arthralgias, myalgias, and conjunctivitis, and can persist for several days and up to 1
week.5 Severe disease requiring hospitalization and fatalities are extremely rare. More recently, maternal-fetal transmission,
sexual transmission, and transmission via blood products have all been documented. Further research into other bodily
transmissions such as through breast milk is still ongoing. Viral analysis for any suspicious cases is being performed at the
Center for Disease Control Arbovirus Diagnostic Laboratory and a few state health departments including New York.6
Currently, the only treatment for Zika virus is supportive. This includes rest, fluids, analgesics and antipyretics. The best way
to prevent the virus is to avoid mosquito bites by using insect repellant and screened windows/doors. While more research
is pending, sexual transmission can be prevented with barrier methods of contraception as infected men have been found
to transmit Zika via their semen. The duration of viral persistence in semen is currently unknown. Blood donors should
abstain from donation for one month following Zika virus infection/exposure.7 Pregnant and lactating women should avoid
travel to endemic areas and strictly adhere to preventative measures such as insect repellant and screens.8
Due to the active nature of the Zika virus, specific areas where transmission is ongoing can be difficult to determine.
If patients need advice, refer to the CDC Travelers’ Health Site for the most up to date information.9
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Ebola Virus Disease
Ebola Virus disease (EVD), another single stranded RNA virus,
is part of the Filoviridae family. The virus began making news in
March 2014 as it was linked to thousands of deaths in West Africa.10
First observed in rural areas in the Democratic Republic of the
Congo in 1976, it was originally known as Ebola hemorrhagic
fever, a rare and acute illness found to be transmitted to people

products, immune therapies and drug therapies are currently being
evaluated. There is currently no available vaccine, although there are
2 potential vaccines undergoing human safety testing.
In an ambulatory setting, the Center for Disease Control recommends
staff members take 3 steps to prevent Ebola transmission: “Identify,
Isolate, and Inform”.15 It is important to ask patients if they have
travelled to Ebola-endemic areas or had contact with someone with
Ebola in the last 21 days. It is vital that healthcare providers practice
strict infection control precautions and properly use personal
protective equipment in order to avoid infection. These patients
should be isolated immediately with no direct contact made. The
public health department should be immediately informed.

Malaria

from the contaminated blood of wild animals such as fruit bats
and monkeys.11 The most recent epidemic has affected both rural
and urban regions of Guinea, Liberia, and Sierra Leone, and is
believed to have begun in December 2013 in Guinea. EVD has been
confirmed in over 28,000 people in this part of the world, and has
spread minimally to other countries by air travel (Nigeria and the
United States) and by land to Senegal and Mali.12 The virus is often
severe with an average fatality rate of 50%.
The Ebola virus is transmitted through direct human-to-human
contact with blood, secretions, organs or other bodily fluids of
infected people (i.e. semen, breast milk) that make contact with
broken skin or mucus membranes, and with surfaces and materials
contaminated with these fluids. The virus has been found to hide
in the bodies of fully recovered survivors for as long as a year,
especially in immunologically isolated places such as the eyeball
and spinal fluid.13,14
The incubation period of EVD is 2 to 21 days. Initial symptoms
are acute onset of fever, headache, sore throat, and muscle ache.
Subsequently, vomiting, diarrhea, rash, and internal and external
bleeding may occur. Abnormal lab findings include leukopenia,
thrombocytopenia, and elevated liver function test.
It has been found that once humans develop symptoms they are
infectious. EVD should be handled with extreme biohazard caution,
and can be diagnosed using multiple methods including antibodycapture enzyme-linked immunosorbent assay (ELISA), antigencapture detection tests, reverse transcriptase polymerase chain
reaction (RT-PCR) assay, and virus isolation by cell culture.
The treatment for EVD is supportive therapy, primarily oral or
intravenous rehydration, which has been shown to improve
survival. Other potential medical treatments including blood

Malaria, one of the most fatal and oldest diseases in human history,
continues to be a global health challenge despite being preventable.
Notably, the CDC was founded in 1948 on the premise of getting
rid of this parasitic disease on American soil.16 The disease was
eradicated in the US just a few years later in 1951. Malaria primarily
affects those in sub Saharan Africa, the Indian subcontinent, and
Southeast Asia.16,17 There are about 300 million cases of malaria each
year and 1 million deaths across the world. There are approximately
1500 cases of malaria diagnosed in the United States, primarily from
travelers and immigrant populations from malaria endemic regions.18
Malaria season occurs from May to December. There are 5 primary
parasites that are the culprit of the transmission to humans, which
are Plasmodium species of falciparum, vivax, ovale, knowles and
malariae. Malaria is transmitted to humans through an infected
mosquito bite from the female Anopheles species. When the parasites
enter the human body the replication begins in the liver. Patients
become symptomatic when the parasite leaves the liver and begins
lysing red blood cells. Malaria can also be transmitted congenitally
and through blood transfusions.18
Symptoms of malaria may occur up to 1 year after a bite from an
infected mosquito. Patients may experience fevers, chills, arthralgia,
malaise, sweats, nausea, vomiting and headaches.19 In areas where
malaria is not prevalent those symptoms can mimic the common
cold or influenza. Clinical manifestations of severe malaria include
neurological abnormalities, marked anemia, respiratory distress and
acute kidney failure and hypoglycemia.18
The treatment for malaria depends on disease severity, geographic
location, and species of the malaria parasite. With certain treatment
options you must verify pregnancy status and glucose -6- phosphate
dehydrogenase (G6PD) deficiency. Prior to treatment, physicians
must determine the parasite species, the amount of parasitemia,
the drug resistant pattern in the location where infection occurred,
and assess for signs of severe malaria and ascertain if the patient
can tolerate oral medication. This is typically done by infectious
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disease specialists. If malaria is suspected in a patient it is necessary
to empirically treat for Plasmodium falciparum. P. falciparum can
quickly progress to critical illness or even cause death in the span
of 1-2 days.20
Chemoprophylaxis should be prescribed for all patients who are
traveling to malaria endemic countries. These regions can be
identified via at the following CDC website: http://www.cdc.gov/
malaria/travelers/drugs.html. The choices for the antimalarial
agents include atovaquone/proguanil (Malarone), chloroquine,
doxycycline, mefloquine, and primaquine.18 Patients should take
the recommended medication prior, during and after they return
from their stay from the malaria endemic area. Physicians should
also advise their patients to adhere to their prescribed medication
regimen, wear protective clothing to avoid excess skin exposure
to mosquitoes and use bed netting at night.21 The World Health
Organization is currently working on a vaccine against malaria.18
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Understanding the Global Health Strategy of the
US Department of Health and Human Services
By Tochi Iroku-Malize, MD, MPH, MBA, FAAFP
There are many that wonder about the role
of the United States with regards to global
health. What strategy, if any, exists in terms of
providing assistance to other countries? The
US Department of Health and Human Services
developed the Global Health Strategy to show
how global health affects diplomatic and
security goals. Their efforts intend to prevent
and detect health crises domestically and
abroad, learn from other nations’ successes,
and create sustainable health systems that
protect and secure health.
The goals are as follows:
1. Protect and promote the health and wellbeing of Americans through global health
action
2. Provide leadership and technical expertise
in science, policy, programs and practice
to improve global health
3. Advance US interests in international
diplomacy, development and security
through global health action.
The HHS objectives are to: 1) enhance global
health surveillance, 2) prevent infectious
diseases and other health threats, 3) prepare
for and respond to public health emergencies,
4) increase the safety and integrity of global
manufacturing and supply chains,
5) strengthen international standards through
multilateral engagement, 6) catalyze health
research globally, 7) identify and exchange
best practices to strengthen health systems,
8) address the changing global patterns of
death, illness and disability, 9) support the
Global Health Initiative, and 10) advance
health diplomacy.
As providers of primary care, family
physicians have the ability to promote and
disseminate prevention science both locally
and internationally. Family physicians are
often the ones to first come into contact
with patients that could potentially spread
disease or be sources of other health threats.
By staying abreast of and participating in
public health surveillance, they can assist
in reducing, delaying and halting potential

epidemics when they identify health priorities
and act in a timely manner.
For those that work in advocacy, they can
bring their expertise to regulatory agencies
and assist in creating evidence based
guidelines and policies through which certain
conditions are managed. Family medicine
now has curricular guidelines for training
residents and exposing them to essential
topics such as biomedical and implementation
science research, public health, regulatory
science, program management, and health
policy. These are all seen by HHS as areas
that foster evidence-based health policies and
practices.
Family physicians trained in leadership skills
and global health can utilize this information
globally, as well as improve stateside activities
through the approaches they learned abroad.
The American Academy of Family Physicians
works with the World Organization of Family
Doctors’ (WONCA) initiatives to bring this to
family physicians here in the US via:
(a) Family Medicine 360 – an international
exchange program for junior family
physicians to experience primary care
systems abroad
(b) ASPIRE Global Leader Program – an
international collaboration program to
develop core leadership skills
(c) WONCA Special Interest Groups – a
network of global family physicians
addressing rural health, mental health and
research
The need for family physicians to be prepared
to respond to a crisis has become increasingly
evident in recent years. With geopolitical
issues affecting our security, it is important
that those at the front line be aware of cultural
differences to effectively manage the care of
diverse populations who may be experiencing
events in different ways. Much like those who
handle international diplomacy and security at
government levels, those in the communities
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(both stateside and abroad) need to have a
certain level of political savvy and cultural
sensitivity when handling issues. Family
physicians, by nature of their training, usually
possess the key skill necessary for this role –
communication.
The family physician has much of the
knowledge, skills and attributes to assist with
the global health strategies of the HHS. It is
no coincidence that a good number of the
physicians who are involved in global health
issues are trained in family medicine. With
the international work of WONCA, more
organizations throughout the world are aware
that family medicine plays a role in global
health, as well as an important role in how the
US maintains security and economic stability.
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Improving Care for Refugee
and Low English Proficiency
Patients in Rochester,
New York
By Colleen T. Fogarty, MD, MSc, FAAFP;
Nathan Lin; Arnoldys Stengel;
and Gina Guillaume

INTRODUCTION
Since 2000, more than 500,000 refugees have been resettled in the
United States.1 6.1% of the refugees arriving in the United States in
2012 resettled in the New York State in the greater New York metro
area, and in Albany, Utica, Syracuse, Binghamton, Buffalo, and
Rochester.2 Some estimate that 10% of Rochester’s population are
previously resettled refugees, and there are around 750 new refugees
arriving in Rochester annually.3
Refugee resettlement requires that healthcare and other social
service agencies tailor the delivery of their services to the needs of
the newly resettled individuals and families, including addressing
language and cultural differences, acculturation stress, and accessing
healthcare.4 A significant portion of refugee health care is delivered
in Community Health Centers (CHC); CHC patients are three times
more likely than the general U.S. population to have limited English
proficiency (LEP).5 Limited English proficiency individuals may be
refugees, immigrants, or United States citizens.
19.1% of the residents of Rochester speak a language other than
English at home; Spanish represents the largest language group.6
These figures represent the need for CHC’s located in Rochester to
adequately serve and become the centers of choice for LEP patients,
primarily those who are Spanish-speaking.
The two major clinical sites in Rochester, New York, which serve
refugee patients include Jordan Health-Brown Square Health Center
(henceforth referred to as “Brown Square”) and Rochester Primary
Care Network (RPCN), an outpatient clinic of the Rochester Regional
Health System. Jordan is a federally qualified health center (FQHC)
which provides preventive and primary care for over 27,000 low-

income adults and children; over 4,000 patients are best served in a
language other than English.
Since 2014, the Rochester Primary Care Network and Anthony
L. Jordan Health Corporation have partnered with the General
Electric-National Medical Foundation Primary Care Leadership
Program (PCLP), a service learning program which provides
health professional students with summer primary care learning
experiences at CHC’s across the United States. During the summers
of 2014 and 2015, three students conducted projects that addressed
health needs of refugee or limited english proficiency (LEP) patients.
This paper reports on three projects, all of which focus on refugee or
LEP patients. One project, conducted by Gina Guillaume (GG), at the
Rochester Primary Care Network clinic, addressed the experiences
and needs of clinicians to provide nutritional information and
counseling to refugee patients. The other two projects, conducted at
Brown Square, addressed the healthcare experiences of LEP, Spanish
speaking patients conducted by Arnoldys Stengel (AS) and of refugee
patients conducted by Nathan Lin(NL).
CONTINUED NEXT PAGE
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METHODS
Each PCLP scholar had 6 weeks on site to learn about the clinical
and operational work of their assigned health center, and conducted
a project collaboratively designed with health center leadership and
a faculty advisor Colleen Fogarty,(CF).
Nutrition counseling for refugee patients
In order to assess the experience of clinicians with nutritional
counseling for refugee patients, GG adapted an existing survey
and administered it to a convenience sample of attendees of the
4th annual North American Refugee Health Conference held in
Rochester, NY.7 The survey assessed demographics, nutrition training,
delivery of nutrition counseling, barriers faced, and potential
strategies to improve nutrition counseling in the refugee community.
The student approached a total of 36 conference attendees and 31
agreed to participate.
LEP Spanish speaking and refugee program patient and staff
experience
AS, a bilingual PCLP scholar, conducted individual semi-structured
interviews in Spanish (available upon request) with 16 Spanish
speaking patients (i.e. patients with limited or no English
proficiency) about their experience with the healthcare they received
at Brown Square. Similarly, NL conducted interviews with 24 refugee
patients and 8 staff members (2 providers, 4 interpreters, 1 director,
and 1 nurse) at Brown Square with an interpreter as needed for
refugee patients.

DATA ANALYSIS
Both research projects recorded data on spreadsheets and identified
key themes using template analysis of the qualitative data. Template
analysis “encourages the analyst to develop themes more extensively
where the richest data (in relation to the research question) are
found.”8 These were organized and supported using direct quotes
from the patients. Each participant also completed a brief patient
satisfaction survey, one question on a 5-point Likert scale related to
the participant’s satisfaction with today’s visit.

RESULTS
Nutrition counseling for refugee patients
Clinicians participating in the survey were nearly half physicians and
half other health professionals (Table 1). Refugee patients served
by participants came from all over the world, most commonly South
or Southeast Asia (Table 2) and are similar to the largest refugee
groups in New York State: Bhutan, Burma, Iraq, and Somalia. Most
clinicians (92%) endorsed doing verbal nutritional counseling with
an interpreter; approximately 2/3 additionally used pictures (67%)
and written materials (62%). Most providers did not use video aids

(81%) or nutrition charts (76%). The top four barriers clinicians
identified for nutrition counseling with refugee patients were: lack of
time (86%), lack of training in nutrition counseling (67%), lack of
in-visit interpretation (63%), and lack of knowledge about nutrition
(63%).
Clinicians agreed that the following strategies could improve
nutrition counseling for refugee patients: printed materials in
patients’ native language (86%), a 1-to-2 day seminar on nutrition
counseling (81%), a nutrition workshop at refugee annual
conference (74%), and home-video demonstration (64%).
LEP Spanish speaking patient experience
The 16 Spanish-speaking participants saw a total of five different
clinicians within the practice, four of whom are Spanish-speaking.
One of the patients was a new patient and thus, did not have input
on many of the questions asked. Most nursing and other staff did not
speak Spanish, so in-person interpretation was needed during most
visits for at least a portion of the care. Patients preferred in-person
interpretation (11/15) compared with the telephone interpreter
system (CyraCom) (2/15). Patients stated that they felt more secure
about what they were being asked and that what they said was being
correctly interpreted, and that they enjoyed having someone present
whom they could see and interact with.
In contrast, the two patients who preferred the telephone
interpretation service liked the privacy. One patient stated that they
had always had poor experiences with interpretation, in person or
telephone, so they brought their own interpreter to the visits.
Qualitative data found that patients appreciated having Spanishspeaking clinicians because they felt understood and listened to.
Table 3 shows the key themes and supporting quotes from the
interviews with the Spanish-speaking patients.
Refugee patient and program experience
Twenty-four refugee patients participated in the study, representing the
following ethnic/national origins: Burmese/Karen (9), Vietnamese (6),
Russian or Ukranian (5) and Somali or MaayMaay (4).
The main themes identified from the interviews show that
participants 1) prefer in-person interpreters, 2) prefer making
future appointments through an interpreter, and 3) generally feel
respected by health center staff. Three patients who endorsed inperson interpretation noted that telephone interpreters are difficult
to understand or that they do not trust telephone interpreters.
Four participants stated that they chose Brown Square due to the
availability of on-site interpreters, with one stating they, “just started
coming back to Brown Square because of AT [my interpreter]”.
Sixteen of the sample of 24 patients completed the patient satisfaction
survey; the average score was 4.9/5, with 14 participants endorsing
the highest level of satisfaction with the healthcare services received.
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One patient said, “The doctors here really care. One time I couldn’t
sleep, so the doctor recommended turning on radio, and it
worked!”
From the staff
To gain more insight into the total operation of the refugee
health program (RHP), NL conducted interviews with 8 RHP
staff - 2 clinicians, 2 nurses (including the program manager),
and 4 interpreters. Four main themes were uncovered from the
interviewees’ responses: 1) it is important to have in-person
interpreters, 2) they prefer that future appointments are made
through an interpreter, 3) reconciling the varying cultural
expectations that are brought to the encounter can be difficult, and
4) there is a need for more in-house services if the program is going
to expand and accommodate new refugees. Table 4 shows keys
themes with illustrative quotes from RHP staff participants.
Similar to the results from patients, RHP staff preferred in-person
interpreters. Participants noted several reasons, including: the
interpreter often has knowledge of the patient’s context, staff found
Cyracom hard to use, staff believed that patients don’t like Cyracom,
and in-person interpretation allows staff to more effectively provide
care.
Also similar to the results from patients, the staff prefers that future
appointments be made through an interpreter because there is less
chance for an error being made due to the language barrier. RHP
staff noted challenges based on cultural differences between refugee
patients and expectations for the healthcare system.

DISCUSSION
These pilot student-led projects accomplished several goals. PCLP
scholars studied several areas that could enhance health centers’
programming and services. PCLP students gained experience in
CHC operation and the challenges LEP and refugee patients face
in interacting with U.S. primary healthcare. Each of these projects
identified important information in the provision of services for
refugee or limited English proficiency patients.
Nutritional counseling is an important area in family medicine and
primary care.9 The study at the Refugee Conference identified many
barriers to providing linguistically and culturally relevant nutrition
information; participants identified the internet and video teaching
as important modalities that can bridge the identified gap. Future
health professionals, students or community partners could identify
useful electronic resources, and perhaps create bilingual culturally
appropriate materials for common topics that would assist refugees
in learning more about healthcare and health topics.

The studies at Brown Square demonstrated that Spanish speaking
patients were generally satisfied with their care, and preferred in
person interpretation. Since the study was conducted, the health
center has reinstated the position of Spanish interpreter, which had
previously been eliminated. The interpreter, who is known to many
patients, will replace telephone interpretation and will provide
assistance with scheduling appointments at Brown Square as well
as interfacing with other team members within and external to the
health center. The study showed that patients and staff/clinicians
preferred the benefit of in-person interpretation due to increased
comprehension, trust, and understanding of patient’s context, which
is congruent with prior research.10
In addition to the newly re-hired Spanish interpreter, the health
center continues to employ interpreters who speak Somali,
MaayMaay, Arabic, Ukrainian, Russian, and Vietnamese. Patients
noted that they felt respected by the health center staff, even though
staff noted several cross cultural challenges in caring for refugee
patients. Navigating these challenges with respect helps to build trust
in the patient-clinician interaction; having a designated staff allows
for greater continuity of care through teamwork and collaboration
to address the health challenges that refugee patients encounter.
The center has also hired a social worker, who, in the first month of
joining the practice, had 25% of her referrals from the RHP.
Limitations to the findings in all cases include relatively small sample
sizes, and geographic limitations. Additionally, patient interviews
may have been biased in the positive, with patients fearing to provide
negative feedback to interviewers and/or interpreter staff. The
presence of concerns about the telephone interpretation system,
however, shows that patients were willing to state their concerns.
Outcomes for the students included an increased awareness about
the challenges faced by refugees adapting to United States culture,
including knowledge barriers about nutrition and overall health,
poverty, and communication challenges between healthcare workers
and the refugee community. The students at Brown Square reflected
that they could see the benefits of creating a safe and respectful
environment for refugee and Spanish-speaking patients to share
their stories. Health center staff working with interpreters, who
can be language translators and cultural brokers, help staff learn
more about refugee patients; this helps develop patient-centered
communication with refugee families, and has the potential to
encourage shared decision-making and self-advocacy.
In conclusion, partnering with the GE-NMF PCLP program provided
both Jordan Health-Brown Square and the Rochester Primary Care
Network with valuable, actionable data with which to improve their
care to refugee and low English proficiency patients. Both the Jordan
Health Center and the RPCN/Rochester Regional Health System would
welcome the opportunity to work with GE-NMF PCLP scholars again.
CONTINUED NEXT PAGE
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TABLES
Table 1:: Nutritional Counseling with Refugee Patients::
Demographics of clinicians surveyed based on sex, age, discipline, and race
Sex

Average
Age

Discipline

Race/Ethnicity

Female
(22)

44 years

Physicians (16)

Caucasian (18)

Family Physician (9)

Pediatrician (4)

Male
(9)

Internist (2)

Nurse (8)

Asian (4)

Social Worker (2)

Black/African-American (3)

Pharmacist (1)

Hispanic (1)

Non-clinician (1)

Filipino (1)
Indian-American (1)
Mixed (1)

Table 2: Nutritional Counseling with Refugee Patients::
Origin of refugees served (regional and national origin)
South-Asian (31)

African (19)

Middle Eastern (12)

Other (2)

Bhutanese (12)

Somalian (8)

Iraqi (8)

Cuban (1)

Nepali (8)

Sudanese (3)

Afghan (3)

Chinese (1)

Karen (3)

Congolese (3)

Yemen (1)

Bangladeshi (1)

Ugandese (1)

Burmese (6)

Angolian (1)

Cambodian (1)

Central Africa
Republican (1)
Ethiopian(1)
Djboutian (1)

Table 3: Key Themes and Quotes:::
Spanish speaking patients at Jordan Health: Brown Square Health Center
Theme

Supporting Quote

Patients feel well treated

“They treat me really well. I’ve been here 14 years and I’m not leaving.”

Loyalty to Health Center
Preferences for interpreters

“I prefer in person interpreters because I feel secure about what I’m
saying and what they’re asking me.”
“People are telling me to leave. If they don’t change the system [from
CyraCom], all of the patients are going to leave. I came once and
accompanied an old patient who came, picked up her medical records,
and left… I get worried when I come in and sit in the waiting room and
don’t see any patients waiting. It concerns me.”

Satisfaction with treatment

“The doctor treated me super well. She’s looking into alternatives for my
grandchild who has ADHD and she’s very worried about her. She’s very
determined and until she helps you out, she won’t stop.”
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Table 4:: Key Themes and Quotes::
Refugee health program staff regarding provision of refugee health care, Jordan Health: Brown Square Health Center
Theme

Supporting Quote

Preferences for interpreters

“[Patients] can call me for anything, even not medical. Phone interpreter
services don’t do this.”
“Patient never used to see a doctor. Some of them don’t trust the
medicine. I had this experience when I first arrived. But I’ve learned and
gone through it.”

Making appointments

“Patients who don’t speak the language NEED to have a direct line for me
[instead of going through the front desk or clinic call center].”
“Happens multiple times a week that there is a mistake in appointment!”
“It would facilitate communication and we should make it as easy as
possible for patients to contact us.”

Reconciling cultural differences

“Many [Eastern European] patients aren’t used to nurses so they don’t
say much to me, which makes it harder to pre-visit plan.”
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El Diabetes:

A Bottle with
Spanish Written on
it, Ngobe Traditional
Medicine Inside
it, and a Western
Medical Ideology
Behind it”
By Marc Delaney

Here sits Daniel, a kind, welcoming, and knowledgeable soul, who
has served as the “Curandero” for his Ngobe (pronounced no-bay)
indigenous village in western Panama for decades. Daniel is better
known to most of us as an indigenous “medicine man.” To me, Daniel is
an inspiring force of nature in the fight against healthcare inequality. His
story, as told through this photo, truly demonstrates how constant and
tremendous the struggle against healthcare injustice can be. The more I
think about the symbolism and richness of this photo, the more I realize
how blended and unique Daniel’s world is, and how all physicians can
learn from a glimpse into his world.
When I met Daniel, I was a medical student volunteering with a medical
charity and researching global health policy in Panama. I was privileged
to have a chance to live with Daniel for about a week so I could learn
about how his culture views and interacts with western medicine.
As a “medicine man,” Daniel shared ideas with me that were a bit
dissonant with the science and evidence-based medicine I had devoted
my life to learning. While I was recently reflecting on my trip, Daniel’s
portrait here really caught my eye. Of course I had grown quite close to
Daniel, but it was that bottle, rather than Daniel’s image here, that
resonated with me most.
It’s a repurposed vegetable oil bottle that Daniel is using to hold his
daily “medication.” It’s labeled in Spanish, a relatively new language for
Daniel’s people, but it contains an ancient indigenous medicinal recipe.
When I revisited this image, I realized how fascinating that concept was.
A Spanish label on an indigenous Panamanian concoction that outdates
the western medical understanding of “diabetes” by hundreds of years?
To me, the paradoxical nature of this bottle is a symbol of the great will

of Daniel’s people to culturally evolve in order to fight inequality. I spent
a lot of time thinking about how lucky I was to have been there in the
days surrounding this photograph.
The photo was taken at Daniel’s botanical farm, inside a workshop that
was a part of a small series of huts, each outfitted with a fire pit, drying
racks, and old PVC pipes. We were resting after a long hike up a steep
pathway through the Panamanian jungle. I had done a fair amount of
hiking during my 3-month stay in Panama, but this path was immensely
different to me. There was so much biodiversity that every few steps
we took, Daniel was able to point out a colorful new plant or type of
leaf that he used in his medicines. Strange new bird songs echoed in
the dense canopy above as I struggled to take in as much of the scene
as I could. Something about this path made it bluntly obvious that this
is how all jungles used to look. I realized that even though the paths I
had walked before were a few miles away from the beach resorts, the
effect of nearby industry still struck them hard. While I had seen the
same familiar shades of green and inhaled the same humid air, in that
moment I could only define those forests by what they lacked.
When we arrived at his farm, what I found seemed cluttered and
random, especially compared to the exotic and elaborate set-up I had
pictured in my mind. His main workshop was the size of a large van,
with one wall open to the elements. He had several plastic grocery
bags shoved under a small table and some that were pinned down by
a mound of old paperback books and magazines on top of the table.
An old paper calendar carrying the campaign slogan of Jose Carlos
Navarro hung from the wall. The air was humid but cool, as a breeze
carried an earthy smell off the landscaping tools next to me. Careful to
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not tip over the bottles beside him, Daniel swiftly relaxed into his orange
plastic hammock, a well-rehearsed movement that reminded me of the
way my dad falls into his favorite recliner.
The bottle seen in the photo was very important to Daniel. He spent
about a week meticulously preparing the fluid in that old vegetableoil bottle. He learned how to make medicines like the one seen here
after he inherited his Curandero title from his Grandmother, a learning
process that took over 15 years. When his grandmother was Curandera,
nearly everyone drank a solution like the one in this bottle. The brew
was adjusted to meet whatever combination of recognized symptoms
you lived with, such as those of diabetes. Each batch was individualized
with the right ingredients, preparation, and dosage he deemed
necessary. As I understood it, the therapeutic goal was to essentially
“cleanse” the body and maintain good health. Surely this was quite
different than the sea of metformin and insulin pumps I had grown
familiar with in medical school.
A lot had changed since Daniel’s Abuela was Curandera. Daniel’s
grandma spoke only Ngobere (No-Bare-ay), a unique language unlike
any I’ve ever heard before. It isn’t spoken anywhere else
on the planet and it sounds rather harsh to most when
they first hear it. Some visitors say Ngobere sounds a
little like Cantonese, but to me there’s simply nothing
else like it. Sadly, it is a dying language. Daniel and his
classmates started learning Spanish in the 1980s and
now every adult his age is fluent in both Ngobere and
Spanish. But ask any teenager, and they’ll tell you that
they have a hard time speaking or understanding the
Ngobere language that their parents speak. Gabriel,
Daniel’s 17-year-old son, joked with me as he described
what sounded like the modern-day way that parents use a child’s middle
name in English: when you hear Ngobere, you know you’re in trouble.
This language transition in the 80s was a tough one but it opened many
doors for tourism and outside commerce. As folks of Daniel’s age will
often tell you, the Spanish language now seems to be smothering out
Ngobere, and a piece of the Ngobe identity along with it.
Daniel and I chatted for about an hour in the little hut seen in this
picture. He was explaining to me what the bottle labeled “diabetes”
was and how it was made. He explained how recipes for scorpion bite
stings include boiling a chicken egg within the broth to add its power,
since a chicken can eat a deadly scorpion without harm. I sat in awe
as Daniel continued to explain how boiled grains of the “Dribé” fruit
can relieve the pains of a scorpion bite while a suspension of ground
leaves and branches from the “Krun” plant could help pregnant women
experiencing excessive abdominal pains. He was so candid and open
with me that I remember really starting to understand the logic of his
version of medicine. His people have certainly had their trust exploited
before, but here he was displaying tremendous trust in me, a white
outsider, by telling me his ancient medicinal secrets. He shared his life’s
story, culture, and personal identity with me that day. He took his time
and carefully illustrated the philosophy and spirituality that compose
his culture’s distinct definition of medicine. I couldn’t help but feel a bit
overwhelmed.

As he swung gently in his hammock next to that bottle, I began to finally
get an idea of Daniel’s true role in his community. Daniel knows that
the health standards in his community are grim compared with the rest
of Panama. While he has never lost sight of his rich art, he knows that
western and traditional medicine can coexist. He knows that if there’s
a bad accident or traumatic event, western medicine can save a life
where traditional medicine cannot. The problem is that the nearest
hospital that Daniel can get to requires a 2 hour and $120 round-trip
water taxi ride – that’s about a three month’s salary. After navigating to
the waterfront along dangerously steep and slippery dirt pathways, the
route is often through rough waters difficult for a skilled driver in the
daylight and even more so in the dark. For over 20 years, Daniel has
been fighting with the Panamanian government to reform this poor level
of access to western healthcare in his community.
He knows that healthcare is an entity that’s constitutionally guaranteed to
his people as Panamanian citizens. For nearly 40 years, Daniel has been
guiding his community through the ideological transition of acceptance
towards both traditional and western medicine. A transition that’s not
just about losing the native language or trading tourism for biodiversity,
but one that’s about reclaiming a constitutional right to
healthcare. Daniel’s goal is to bridge the ideological gap
and one day establish an infrastructure to deliver basic
western healthcare to a heavily isolated people.
The image of that bottle means so much to me after
knowing what I know about Daniel and his culture. I love
this photograph because it represents a hectic combination
of indigenous tradition and western influence, symbolic
of the immense pressure for change that is bearing down
on the Ngobe. But the Ngobe are ready. There are more
individuals like Daniel in his village and in the hundreds of other
villages. Every time I see this picture I see how tirelessly these dynamic
people work, sometimes at the cost of their own culture. I look at that
bottle and see both a past of cultural conflict and a future of Curanderowestern medicine coexistence.
So I’ll keep this picture in a safe place. I am forever grateful to this
community for opening their doors and their hearts to me, and honored
to have met Daniel and his family. As a medical student, it softens my
heart when my colleagues genuinely empathize with this story, because
we all need the message that healthcare inequality is a bigger fight than
most of us realize or experience in school. We need to remember the
alteration of identity, loss of culture, and the uphill battle described
here, and more importantly, that health inequality happens all across
the globe. I hope this story will resonate with readers and help inspire
progress toward the goal of never passively allowing a Ngobe, or any
other individual, to live without the basic human right to health.
Marc Delaney is a member of Stony Brook’s medical school class of 2017, and is
pursuing an MD with a scholarly concentration in global public health policy and ethics. He received his bachelor’s degree from St. Lawrence University, originating from
a medically underserved community in northern NY. He has a special interest in the
social, political, and economic factors that impact the health of a community.
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ncreasing international travel and the relocation of people from
one continent to another, leads to the need for family physicians
who are well versed in global health. Jessica Evert and Melanie
Rosenberg (Developing Residency Training in Global Health, 2008)
wrote, “today we are increasingly aware that health is determined
by interrelated medical, political, economic, educational, and
environmental factors”. They further explain that wealthier nations
have the technological ability to save millions of lives from preventable
disease burden in the poorest nations.

It has been shown that cultural competence training can be greatly
enhanced through global health experiences.1,2 Increased international
research, rotations, and service learning opportunities have been
offered due to increased demands by medical students.3 Surveys of
global health trip participants have reported positive effects of their
educational value.4 There is ample evidence in favor of global health

Medical Students
The training abroad is highly variable and there is a recognized
need for global health curriculum development. Jordan, J.et al.
did a prospective, observational, mixed method study of 4th year
medical students enrolled in global health courses at UCLA in
2011-12. The students completed the following activities abroad:
observation, interview and reflection on resources, pathology, and
medical practices; and compare/contrast their experience with the US
healthcare system.7
Students have the option of engaging in global health training within
their institution or using resources from around the globe. An example
is the Centers for Disease Control and Prevention (CDC) OC Hubert
Award which provides an opportunity for third- and fourth-year
medical students to gain public health experience in an international
By Tochi Iroku-Malize, MD, MPH, MBA, FAAFP and Neubert Philippe, MD

Global Health Training
trips taken during residency. There is also some evidence to support
effective cultural competence training as a result of global health trips
by family medicine residents overseas.5,6
As such, many family medicine departments with both medical schools
and/or residency programs are utilizing educational programs within
their curriculums allowing for opportunities to train both within and
outside the United States. There are also multiple opportunities for
those who have completed residency and find themselves now itching
to participate in the field, even if just on a per diem basis. Multiple
avenues exist both online and in person for family physicians to get
the extra needed training and exposure to engage in a career in global
health.

setting over a 6-12 week period. The Albert Schweitzer Fellowship
is for third-year medical students to spend three months working
at the Albert Schweitzer Hospital in Lambarene, Gabon, on clinical
rotations. At our institution, Hofstra Northwell School of Medicine,
medical students can apply to do a selective within the family medicine
department and take part in a 2-4 week rotation at either a local
or international site. The rotation requires preparatory training,
immersion with an individualized education plan which may include
participation in an ongoing research project, and finally self- reflection
and reporting of the experience.
Other health professional schools have begun to offer global health
training. In a study of US colleges and schools of pharmacy, 64%
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confirmed an international offering in 67 different countries with an
average graduating class participation of 6.1%, and almost twothirds of these offerings and a majority of courses were designed as
interprofessional.8
Residency
The AAFP recommends that residency training programs include
opportunities to experience global health care delivery firsthand.
Porter et al.,2016, published an article in a recent issue of Family
Medicine agreeing that global health training is associated with
“improved clinical skills, altruistic attitudes, cross-cultural sensitivity,
and exposure to community medicine”. They noted however, that
there are currently no standardized competencies or guidelines for
developing these programs. They did a study of 153 programs of
which 84% offered global health experiences, most of which are 3-4
weeks in duration. Faculty supervision occurs 76.6% of the time with
65.6% of them having undergone training in global health.9
At our institution, we have partnered with the pediatric department to
create an interdisciplinary global health experience. We first began by
creating the learning objectives which involved topics on traditional
global health (e.g. tropical medicine, malnutrition, neonatal care),
cultural competency, immigrant/refugee care, basic clinical research
skills (epidemiology), health care systems in resource poor settings,
and socio-political forces in global health. The curriculum is offered
sporadically for all residents, with focused sessions occurring
quarterly via evening global health symposiums. An “Issues in Global
Health” course is available via the Hofstra MPH program in the spring
of the PGY2 year via the pediatric global health director.
As mentioned, it is important to have trained faculty who provide
mentorship throughout the process. Faculty training consists of online
modules, global health courses (live and online), facilitator’s guides,
diversity training through our institution, as well as multiple outside
sources such as the Harvard Global Health Institute, PBS and global
health articles. We have created an ongoing mentorship program
with pre and post-trip debriefing, guidance and supervision of each
scholarly project and advice on post-residency global health career
options. Our faculty remain stateside, but we have local faculty abroad
who are in charge of the day to day supervision at the sites.
We understand the United States is part of the global picture, so our
training also involves local work in the form of immigrant/refugee
health educational modules, and ambulatory care in a predominantly
immigrant clinic dealing with general infectious disease, tuberculosis,
and travel medicine. In terms of our overseas clinical rotations, we
have international partner sites in the Dominican Republic, Haiti,
and Nigeria. Collaborating with the department of pediatrics offers us
opportunities in Kenya and India, as well.

Global health training is given in its basic form to all residents and
those seeking to only do a 2 week elective. For those interested in
pursuing the global health track, a 12-week program was developed
spanning the last 2 years of residency in 2-4 week blocks. Protected
time is given starting in PGY2 to work on academic projects at partner
sites, with the requirement to complete a formal presentation during
the 3rd year.
Fellowship
For graduates from residency programs who seek to further their
global health training, there are a number of global health fellowships
that are available nationally including those at Brown, UCSF, and the
University of Massachusetts. Non-academic institutions also offer a
variety of scholarships that post graduates can apply to for continued
global health education. The Global Health Program for Fellows and
Scholars supports one year of mentored clinical research training
overseas in a resource poor country. The Center for Infectious
Diseases Research in Zambia HealthCorps Fellowship allows for a 1012 month international experience in Lusaka, Zambia.
These added experiences help to solidify the training for those
who endeavor to make global health a career. They also allow for
networking and a better understanding of the various health care
resources available globally.
Physicians
There are those physicians who have always wanted to go abroad
or to work locally in an underserved resource poor area. Some
will turn to medical missions where supplies are purchased in
the US and a team of physicians and other health care providers
travel to an area to provide clinical services. These are usually brief
immersions into global health and though at times controversial –
regarding sustainability and disruption of the ecosystem, as well as
the socioeconomic issues in a region – they do serve a purpose for
providing relief to certain areas.
A family physician who wants to do more in the global health arena
would do well to abide by the Guiding Principles for Global Health
Service Learning Programs as described by the AAFP. They provide a
framework for ethically and morally responsible international work.
The international experience should benefit both the provider and the
recipient of care. “A clearly defined mission statement should guide
any program, delineating goals, responsibilities, motivation, and the
anticipated effect on participants and the host community…goals
must reflect equitable responsibility and contribution, anticipated
influence on all involved, including the community at large, altruistic
motivation and service, benefits, costs, and methods for assessment
and revision.”10
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There are various programs available for enrollment by physicians
to expose them to global health training. Many of these courses
are online for a portion with a live 2-3 day session for hands-on
experience. Examples are the Global Health Program at the University
of Arizona College of Medicine in Phoenix, the University of Minnesota
Online Global Health Curriculum and the Institute for International
Medicine (which is the course we use for faculty development as well
as to help with our boot camp for students and residents).
Funding
It is well known for many programs that securing funds for a global
health service trip can be challenging. Porter et al.,2016, found that
funding was reported as the most challenging aspect of offering the
global health education for 62.5% of programs surveyed. For 74.2%
the residents had to fund the trip themselves. The AAFP has a list of
resources that provides information about available funding, some of
which have been previously mentioned. Others include the Fulbright
Scholarship for international exchange opportunities for students
and professionals to undertake international work worldwide. The
Benjamin H. Kean Travel Fellowship in Tropical Medicine provides
airfare and a stipend for medical students to work one month in
clinical tropical medicine abroad. One must take into account not
only airfare and lodging, but also medical malpractice for certain
areas, life insurance, emergency evacuation insurance, the cost of
vaccinations and or health treatment (global health insurance),
as well as administrative costs for local transportation, guides,
translators, security, and fees that may need to be paid to the local
governmental agencies.
When all is said and done, the global health educational experience
should allow one to become familiar with international resources
and opportunities that introduce clinical care in various health care
settings and to understand the socio-political factors that influence the
provision of and access to health care globally.
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• A list of the AAFP professional resources
• A list of the AAFP "Member Advantage"
• Additional Partnerships: http://www.nysafp.org/index/resources-6/partner-programs-106.html
• Jobs Board

