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from the editor

December…. ’tis the season of  
joyful hecticness. 

L 
ife’s already-full schedule somehow fits in more engagements. There 
are the parties for both work and pleasure. Then there are also the 
patients … mine seem to rediscover in late November that they only 
have a few weeks to get into the office before their deductible resets. 

And then of course, there are family plans with visits and gifts aplenty. Yet, 
we all sort of look forward to this month every year.

Squeeze just one more thing in to that hectic schedule — some must-
read Derm World articles. Let’s start with the one on strategies for greening 

our offices. First my disclosure, I am the world’s most dedicated recycler. Despite this bias, I do 
think that efforts both large and small are starting to pay dividends for those who incorporate 
these kinds of innovations and approaches into their practices. This feature will get you thinking. 
Might be a good New Year’s resolution for your practice to undertake together … this might be 
the one that is most likely to not be disregarded in mid-January. 

Also, please read the piece on the metabolic syndrome and its relevance to dermatology even 
before you decorate for the holidays. Gone are the days of dermatologists being able to simply 
say that rashes such as psoriasis are only a problem of the skin. We owe our patients an educa-
tion on their risks for underlying heart disease. If you’ve not been keeping current on these new 
findings, you’ll find that this month’s article is a great update.

We touch on two very pressing legal topics this month. The first is a state of the union on 
liability reform. We tip our hats to those of you who managed to get some type of reform through 
your state legislatures. It will surprise none of us that this reform has led to a reduction in health 
care costs. I know that you’ll also find the piece on Stark regulations an important one. This is of 
the utmost importance to understand for those considering adding dermpath services to their 
practices.

In the supplement you received with this issue, we take a closer look at electronic health re-
cords. From how to get started on the road to implementation to how to use EHR to reduce costs 
in your practice, from tips from those who have already adopted to the ways wider adoption may 
enhance patient care and clinical research, this month’s supplement has something for everyone 
from those who are just thinking about whether to adopt to old pros.

We had exciting news this past month, an additional thing to celebrate. When Folio gave its 
awards, Derm World won a silver medal for our new design and format. It was sort of amazing 
to be mentioned in the same breath as National Geographic, Sports Illustrated, and Playboy. The 
Board of Directors and the staff took a chance on big changes; members should be very proud 
of this acknowledgement. And while you are celebrating all that is good, you can send me a toast 
too … I’ll be getting married later this month. So many things to be celebrating.

Enjoy your reading!
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“Building green,  
in addition  
to making  

financial sense,  
also reflects  
your office  

being a ‘green  
business.’”



VELTIN Gel—A Topical Treatment for Patients 12 Years or Older With Acne Vulgaris

Once-daily application in the evening

Important Safety Information for VELTIN Gel
  VELTIN Gel is contraindicated in patients with regional enteritis, 
ulcerative colitis, or history of antibiotic-associated colitis

  Systemic absorption of clindamycin has been demonstrated 
following topical use. Diarrhea, bloody diarrhea, and colitis (including 
pseudomembranous colitis) have been reported with the use of 
topical clindamycin. VELTIN Gel should be discontinued if signifi cant 
diarrhea occurs. Severe colitis has occurred following oral or 
parenteral clindamycin administration. Severe colitis may result 
in death

  Avoid exposure to sunlight and sunlamps when using VELTIN Gel. 
Patients with sunburn should be advised not to use VELTIN Gel until 
fully recovered. Daily use of sunscreen products and protective 
apparel are recommended. Weather extremes (eg, wind and cold) 
also may be irritating to patients using VELTIN Gel 

  Observed local treatment-related adverse reactions (≥1%) in clinical 
studies with VELTIN Gel were application site reactions, including 
dryness, irritation, exfoliation, erythema, pruritus, and dermatitis. 
Sunburn was also reported. Incidence of actively assessed local skin 
reactions peaked at week 2 and then gradually decreased

  VELTIN Gel should not be used in combination with erythromycin-
containing products due to possible antagonism to the clindamycin 
component

  Clindamycin has been shown to have neuromuscular blocking 
properties that may enhance the action of other neuromuscular 
blocking agents. VELTIN Gel should be used with caution in 
patients receiving such agents

  VELTIN Gel should be used during pregnancy only if the potential 
benefi t justifi es the potential risk to the fetus 

  It is not known whether either clindamycin or tretinoin is excreted 
in human milk following use of VELTIN Gel. However, orally and 
parenterally administered clindamycin has been reported to appear 
in breast milk. Due to possible serious adverse reactions in nursing 
infants, a decision should be made whether to discontinue 
nursing or the drug. Exercise caution if administering VELTIN Gel 
to a nursing woman

  The effi  cacy and safety have not been established 
in pediatric patients below the age of 12 years

  VELTIN Gel is not for oral, ophthalmic, 
or intravaginal use

Please see brief summary of Prescribing Information on the next page.

 Combines the acne-fi ghting properties of tretinoin and clindamycin 
 Contains tretinoin, solubilized in an aqueous-based gel
 Combats infl ammatory and noninfl ammatory acne

VELTIN Gel



VELTIN™ (clindamycin phosphate and tretinoin) Gel 1.2%/0.025%
The following is a brief summary only; see full prescribing information for complete 
product information.

INDICATIONS AND USAGE
VELTIN Gel is indicated for the topical treatment of acne vulgaris in patients  
12 years or older.

CONTRAINDICATIONS
VELTIN Gel is contraindicated in patients with regional enteritis, ulcerative colitis,  
or history of antibiotic-associated colitis.

WARNINGS AND PRECAUTIONS
Colitis
Systemic absorption of clindamycin has been demonstrated following topical use. 
Diarrhea, bloody diarrhea, and colitis (including pseudomembranous colitis) have 
been reported with the use of topical clindamycin. If significant diarrhea occurs, 
VELTIN Gel should be discontinued.
Severe colitis has occurred following oral or parenteral administration of clindamycin 
with an onset of up to several weeks following cessation of therapy. Antiperistaltic 
agents such as opiates and diphenoxylate with atropine may prolong and/or worsen 
severe colitis. Severe colitis may result in death.
Studies indicate a toxin(s) produced by clostridia is one primary cause of antibiotic-
associated colitis. 

Ultraviolet Light and Environmental Exposure
Exposure to sunlight, including sunlamps, should be avoided during the use of 
VELTIN Gel, and patients with sunburn should be advised not to use the product 
until fully recovered because of heightened susceptibility to sunlight as a result 
of the use of tretinoin. Patients who may be required to have considerable sun 
exposure due to occupation and those with inherent sensitivity to the sun should 
exercise particular caution. Daily use of sunscreen products and protective apparel 
(e.g., a hat) are recommended. Weather extremes, such as wind or cold, also may 
be irritating to patients under treatment with VELTIN Gel.

ADVERSE REACTIONS 
Adverse Reactions in Clinical Studies
The safety data reflect exposure to VELTIN Gel in 1,104 patients with acne vulgaris. 
Patients were 12 years or older and were treated once daily in the evening for  
12 weeks. Observed local treatment-related adverse reactions (≥1%) in clinical 
studies with VELTIN Gel were application site reactions, including dryness (6%), 
irritation (5%), exfoliation (5%), erythema (4%), pruritus (2%), and dermatitis (1%). 
Sunburn (1%) was also reported. Incidence of skin reactions peaked at week 2  
and then gradually decreased.
Local skin reactions were actively assessed at baseline and at the end of 12 weeks 
of treatment in patients exposed to VELTIN Gel. At baseline (N=476), local skin 
reactions included erythema (24%), scaling (8%), dryness (11%), burning (8%), 
and itching (17%). At 12 weeks of treatment (N=409), local skin reactions included 
erythema (21%), scaling (19%), dryness (22%), burning (13%), and itching (15%). 
During the 12 weeks of treatment, each local skin reaction peaked at week 2 and 
gradually reduced thereafter.

DRUG INTERACTIONS
Erythromycin
VELTIN Gel should not be used in combination with erythromycin-containing products 
due to possible antagonism to the clindamycin component. In vitro studies have 
shown antagonism between these 2 antimicrobials. The clinical significance of this  
in vitro antagonism is not known.

Neuromuscular Blocking Agents
Clindamycin has been shown to have neuromuscular blocking properties that may 
enhance the action of other neuromuscular blocking agents. Therefore, VELTIN Gel 
should be used with caution in patients receiving such agents.

USE IN SPECIFIC POPULATIONS
Pregnancy
Pregnancy Category C. There are no well-controlled studies in pregnant women 
treated with VELTIN Gel. VELTIN Gel should be used during pregnancy only if the 
potential benefit justifies the potential risk to the fetus. A limit teratology study 
performed in Sprague Dawley rats treated topically with VELTIN Gel or 0.025% 
tretinoin gel at a dose of 2 mL/kg during gestation days 6 to 15 did not result 
in teratogenic effects. Although no systemic levels of tretinoin were detected, 
craniofacial and heart abnormalities were described in drug-treated groups.  
These abnormalities are consistent with retinoid effects and occurred at 16 times 
the recommended clinical dose assuming 100% absorption and based on body 
surface area comparison. For purposes of comparison of the animal exposure to 
human exposure, the recommended clinical dose is defined as 1 g of VELTIN Gel 
applied daily to a 50 kg person.
Tretinoin: Oral tretinoin has been shown to be teratogenic in mice, rats, hamsters, 
rabbits, and primates. It was teratogenic and fetotoxic in Wistar rats when given 
orally at doses greater than 1 mg/kg/day (32 times the recommended clinical dose 
based on body surface area comparison). However, variations in teratogenic doses 
among various strains of rats have been reported. In the cynomologous monkey, 
a species in which tretinoin metabolism is closer to humans than in other species 
examined, fetal malformations were reported at oral doses of 10 mg/kg/day or 
greater, but none were observed at 5 mg/kg/day (324 times the recommended 
clinical dose based on body surface area comparison), although increased skeletal 
variations were observed at all doses. Dose-related teratogenic effects and 
increased abortion rates were reported in pigtail macaques.

With widespread use of any drug, a small number of birth defect reports associated 
temporally with the administration of the drug would be expected by chance 
alone. Thirty cases of temporally associated congenital malformations have been 
reported during two decades of clinical use of another formulation of topical 
tretinoin. Although no definite pattern of teratogenicity and no causal association 
have been established from these cases, 5 of the reports describe the rare birth 
defect category, holoprosencephaly (defects associated with incomplete midline 
development of the forebrain). The significance of these spontaneous reports in 
terms of risk to fetus is not known.

Nursing Mothers
It is not known whether clindamycin is excreted in human milk following use of 
VELTIN Gel. However, orally and parenterally administered clindamycin has been 
reported to appear in breast milk. Because of the potential for serious adverse 
reactions in nursing infants, a decision should be made whether to discontinue 
nursing or to discontinue the drug, taking into account the importance of the drug 
to the mother. It is not known whether tretinoin is excreted in human milk. Because 
many drugs are excreted in human milk, caution should be exercised when VELTIN 
Gel is administered to a nursing woman.

Pediatric Use
Safety and effectiveness of VELTIN Gel in pediatric patients below the age of 
12 years have not been established. Clinical trials of VELTIN Gel included 2,086 
patients 12-17 years of age with acne vulgaris. [See Clinical Studies (14) of full 
prescribing information.]

NONCLINICAL TOXICOLOGY
 Carcinogenesis, Mutagenesis, Impairment of Fertility
Long-term animal studies have not been performed to evaluate the carcinogenic 
potential of VELTIN Gel or the effect of VELTIN Gel on fertility. VELTIN Gel was
negative for mutagenic potential when evaluated in an in vitro Ames Salmonella 
reversion assay. VELTIN Gel was equivocal for clastogenic potential in the absence 
of metabolic activation when tested in an in vitro chromosomal aberration assay.
Clindamycin: Once daily dermal administration of 1% clindamycin as clindamycin 
phosphate in the VELTIN Gel vehicle (32 mg/kg/day, 13 times the recommended 
clinical dose based on body surface area comparison) to mice for up to 2 years did 
not produce evidence of tumorigenicity.
Tretinoin: In two independent mouse studies where tretinoin was administered 
topically (0.025% or 0.1%) three times per week for up to two years no 
carcinogenicity was observed, with maximum effects of dermal amyloidosis. 
However, in a dermal carcinogenicity study in mice, tretinoin applied at a dose 
of 5.1 μg (1.4 times the recommended clinical dose based on body surface area 
comparison) three times per week for 20 weeks acted as a weak promoter of skin 
tumor formation following a single application of dimethylbenz[�]anthracene (DMBA).
In a study in female SENCAR mice, papillomas were induced by topical exposure 
to DMBA followed by promotion with 12-O-tetradecanoyl-phorbol 13-acetate or 
mezerein for up to 20 weeks. Topical application of tretinoin prior to each application 
of promoting agent resulted in a reduction in the number of papillomas per mouse. 
However, papillomas resistant to topical tretinoin suppression were at higher risk for 
pre-malignant progression.
Tretinoin has been shown to enhance photoco-carcinogenicity in properly performed 
specific studies, employing concurrent or intercurrent exposure to tretinoin and 
UV radiation. The photoco-carcinogenic potential of the clindamycin tretinoin 
combination is unknown. Although the significance of these studies to humans is not 
clear, patients should avoid exposure to sun.

PATIENT COUNSELING INFORMATION
[See FDA-approved Patient Labeling in full prescribing information.]

Instructions for Use
• At bedtime, the face should be gently washed with a mild soap and water. 
After patting the skin dry, apply VELTIN Gel as a thin layer over the entire affected 
area (excluding the eyes and lips).
• Patients should be advised not to use more than a pea sized amount to cover 
the face and not to apply more often than once daily (at bedtime) as this will not 
make for faster results and may increase irritation.
• A sunscreen should be applied every morning and reapplied over the course 
of the day as needed. Patients should be advised to avoid exposure to sunlight, 
sunlamp, ultraviolet light, and other medicines that may increase sensitivity to 
sunlight.
• Other topical products with a strong drying effect, such as abrasive soaps or 
cleansers, may cause an increase in skin irritation with VELTIN Gel.

Skin Irritation
VELTIN Gel may cause irritation such as erythema, scaling, itching, burning, or stinging.

Colitis
In the event a patient treated with VELTIN Gel experiences severe diarrhea or 
gastrointestinal discomfort, VELTIN Gel should be discontinued and a physician 
should be contacted.

VELTIN is a trademark of Astellas Pharma Europe B.V.

©2010 Stiefel Laboratories, Inc.   VEL:2BRS    July 2010

BRIEF SUMMARY

©2011 Stiefel Laboratories, Inc.   All rights reserved.   Printed in USA.   VEL049R0   April 2011



DERMATOLOGY WORLD // December 2011 5

coding tips cracking the code

DIRK M. ELSTON, M.D., addresses important coding and documentation 
questions each month in Cracking the Code. Dr. Elston, who serves as 
director of the Ackerman Academy of Dermatopathology in New York, has 
represented the American Academy of Dermatology on the AMA-CPT® 
Advisory Committee. 

Can I use 
modifier 25 

for a second visit 
on the same day?

I saw a patient in the morning and started treatment for a pruritic rash. The 
patient returned that afternoon with marked worsening of the rash. I saw the 
patient again and a different treatment was prescribed. Do I report a second 
E/M code with a 25 modifier for the second visit?
No. Modifier 25 is used to identify significant, separately identifiable evalua-
tion and management (E/M) services performed by a physician on the same 
date as a procedure. The modifier prevents inappropriate bundling of the 
E/M with the procedure by a CCI edit (see May’s column on CCI edits). It 
should not be appended to a second E/M code on the same date of service. It 
would be best to add an addendum to the original note in the medical record, 
recalculate the level of service, and submit a single claim for the service. In 
exceptional circumstances, if the physician truly has to spend significant 
time reevaluating the same problem again with new questions and exam, a 
separate E/M code may be justifiable. Documentation must be complete and 
clearly justify the medical necessity of the second visit. Note that HPI and 
other history elements counted in the morning cannot be counted again in 
the afternoon for the same visit. If significant physician time is spent gather-
ing history and performing the physical exam, and more than half the time is 
spent in face-to-face counseling, the visit can be coded by time. 

Highmark Federal Services has noted that there may be rare instances 
when two visits with the same provider on the same day must stand alone. In 
these rare circumstances, the documentation should clearly provide evidence 
that the second visit indeed occurred, the reason for the additional services, 
and clear documentation of medical necessity. Expect that the claim for the 
second E/M service will be denied and that you will have to appeal the claim, 
providing full documentation of the services provided and medical necessity, 
as well as why the second visit had to be reported separately, rather than sim-
ply adding an addendum and recalculating the correct code for a single claim. 

BY DIRK ELSTON, M.D. 
When auditors review claims with 

modifier 25, they first identify all docu-
mentation specific to the procedure or 
service performed on that date of service. 
All customary pre- and post-operative 
counseling related to the procedure is 
bundled with the procedure. In order to 
justify a separate E/M code, the note must 
clearly document cognitive services that 
are separate and distinct from the pre- 
and post-operative counseling. Note that 
some Medicare carriers have stated that 
the decision to perform a procedure with 
a 10-day global period is not adequate 
justification for a separate E/M code. 
My advice is to be sure that the separate 
and distinct cognitive services are clearly 
documented. 

 After identifying documentation 
that relates specifically to the procedure, 
the auditor should consider all of the 
remaining documentation to determine if 
there is a significant, separately identifi-
able E/M service that was rendered and 
documented, and if the required compo-
nents of the E/M service were “reasonable 
and necessary” as defined in the Social 
Security Act, Section 1862(a)(1)(A). If the 
prior two conditions are met, they will de-
termine the level of care supported by the 
documentation. This remains a difficult 
and controversial area that has become a 
focus of audits. My advice is to template 
your notes so that the documentation 
related to the procedure is clearly identifi-
able and readily distinguishable from the 
documentation that supports the separate 
E/M service. 

Example: You prescribe a topical medica-
tion in the morning and the patient stops by 
in the afternoon asking for a less expensive 
generic substitute. 

In most cases, the substitution would 
not require an extensive cognitive evalu-
ation, so it is unlikely that a second visit 
charge would be justifiable. If some extra 
cognitive work is necessary, it may be 
simplest to add an addendum, recalculate 
the correct level of service, and submit a 
single claim. dw
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news in briefrounds

Fee schedule cuts Medicare pay
ALSO AUTHORIZES REVIEW OF KEY DERMATOLOGY CODES, UPDATES PRACTICE EXPENSES, OUTLINES E-RX RULES 

T
he Medicare Physician Fee Schedule for 2012, released Nov. 1 by the Centers for Medicare and Medicaid Services (CMS), calls for an across-
the-board 27.4 percent reduction in payment rates, based on the current SGR formula. This cut would reduce the Conversion Factor — 
the multiplier that determines the dollar value of a given service — from $33.9764 to $24.6712. The American Academy of Dermatology 
Association is working with other medical societies to encourage Congress to act before payment rates are reduced on Jan. 1, 2012.

The fi nal rule also noted that CMS will proceed with its plan to expand its review of the potentially misvalued high-volume codes. 
Mohs codes 17311 and 17312 and destruction code 17004 were among the 70 codes CMS identifi ed for required review by the AMA/Spe-
cialty Society Relative Value Scale Update Committee. 

The fi nal rule also implements the third year of a four-year transition to new practice expense relative value units based on data from 
the Physician Practice Information Survey. This data shows that dermatology has the highest indirect practice expenses among physician 
specialties, and is gradually increasing dermatologists’ indirect practice expense per hour, upon which the PE relative value units (RVUs) 
for each code are based, from $158.49 to $184.62 when the four-year transition concludes in 2013.

E-prescribing will continue to off er dermatologists a 1 percent incentive in 2012, which they can earn by reporting 25 e-prescriptions. 
Dermatologists can also avoid a 1.5 percent penalty in 2013 and a 2 percent penalty in 2014 by completing 10 e-prescriptions in the fi rst 
half of 2012. More details about how to e-prescribe to earn the incentives and avoid penalties, as well as further details about the fee 
schedule, are available at www.aad.org/member-tools-and-benefi ts/aada-advocacy/regulatory-aff airs/payment-policy/payment-policy. 
– RICHARD NELSON
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ADVERTISEMENT



Your hard-earned reputation means patients will wait months for your dermatology services. You shouldn’t have to 
wait months for payment. With CareCredit® Patient Payment Plans, part of GE Capital, you receive your money in just 
2 business days, even if the patient delays payment or never pays. You reduce your A/R, improve your cash flow, and 
eliminate the time and money spent on collections. Your patients will also like the convenience CareCredit provides. 
They can pay over time in easy monthly payments that fit their budget. Plus, they can keep using it for additional or 
follow-up treatment you’ve recommended. It’s an ideal way to pay for cosmetic procedures or procedures not covered 
by their insurance. It’s a win-win for your practice and your patients. 

❯  Helps attract new patients with over 7 million cardholders already approved. 

❯  More than 120,000 practices nationwide now offer the convenience of CareCredit.

❯ Enrollment is free. Costs are comparable to credit cards.

She’s  
paid 45%  
of her bill 

after 90  
days.

CareCredit.com
866-247-3049 ext. 2To enroll at no cost, call 866-247-3049 ext. 2 today.

©2011 CareCredit†Does not include processing fees.
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news in briefrounds

ACO rule changes benefit specialty physicians 
ON OCT. 20, THE CENTERS FOR MEDICARE AND MEDICAID SERVICES 
(CMS) released the final rule under the Medicare Shared Savings 
Program to help providers better coordinate care through the creation 
of Accountable Care Organizations (ACOs). While the rule is still 
focused heavily on primary care providers, the final rule indicated 
an intent to add an access to specialist module for care coordination. 
CMS made this addition in recognition of numerous comments from 
specialty groups, including the American Academy of Dermatology 
Association, that wanted to stress the importance of specialty care to 
the future of patient-centered managed health care.

Other significant changes to the rule included:
• The modification of the less risky track for participation. 

Providers who choose this track will share up to 50 percent of 
cost savings and not be held responsible for losses for the full 
three years of their ACO agreement. 

• Retention of a second track offering a 60 percent sharing 
ratio; providers in this track would share in any losses. 

• Upfront payments will be offered to participating organiza-
tions in an effort to lessen the costs of forming an ACO. 

• Reporting requirements have been reduced from 65 quality 
measures to 33. 

• A mandate to meet stage one meaningful use criteria through 
the EHR Incentive Program has been removed.

The final rule will go into effect on Jan. 2, 2012. Dermatology 
World will publish further in-depth coverage of the ACO rule and 
what it means for dermatologists in 2012. A summary of the rule is 
currently available on the Academy’s website at www.aad.org/member-
tools-and-benefits/practice-management-resources/health-system-
reform-resource-center/accountable-care/aada-analysis-of-acos-rule/
AADA-analysis-of-ACO-rule. - JOHN CARRUTHERS

THE FOOD AND DRUG ADMINISTRATION (FDA) APPROVED MELAFIND, a device that uses light to take detailed digital images of skin 
growths and uses a computer to analyze them for signs of skin cancer, on Nov. 9. The computer compares the images to a database 
of 10,000 archived images and recommends whether a biopsy should be done.

According to Mela Sciences, the company behind MelaFind, the device is approved only for dermatologists and is intended for 
use on clinically atypical cutaneous pigmented lesions with one or more clinical or historical characteristics of melanoma, exclud-
ing those with a likely clinical diagnosis of melanoma. The device isn’t meant to confirm a clinical diagnosis of melanoma; rather, 
MelaFind provides a second opinion to physicians when the human eye can’t clearly establish that a skin growth isn’t cancer, but still 
exhibits worrisome traits. The hope is that MelaFind will decrease the number of people with undetected melanoma.

Mela Sciences plans to roll out the device to 200 dermatologists on the East Coast; all must undergo a specialized training 
course in how to properly use it. Dermatologists will pay a one-time fee of $7,500 to lease and receive training on the device. The 
company does not plan to ask insurers to cover the device until it becomes more widely used. - ALLISON EVANS

FDA gives limited approval for MelaFind 

Deadline to report PQRS measures for  
2011 is Jan. 31, 2012 
DERMATOLOGISTS WHO REPORT QUALITY MEASURES to 
Medicare’s Physician Quality Reporting System (PQRS), 
formerly known as PQRI, in 2012 will make themselves 
eligible for a bonus payment of 0.5 percent of their total 
Medicare Part B allowed charges. Reporting the mea-
sures that are most applicable to dermatologists must be 
completed through an electronic registry.

Dermatologists in 2012 will have at least four 
measures, of which they must choose at least three, to 
report in order to make themselves eligible for a bonus 
payment. Three of the measures were part of the 2011 
program, while a biopsy follow-up measure was added 
for 2012. The biopsy follow-up measure will track the 
percentage of patients whose biopsy results have been re-
viewed and communicated by the performing physician 
to the primary care/referring physician and patient. More 
information about the 2012 measures will be available 
on the Academy’s website when it becomes available.

There is still time to participate in the 2011 PQRS 
through the AAD registry and earn a bonus payment of 
up to 1 percent. Those still wishing to participate will 
have until Dec. 16, 2011 to purchase the registry and 
until Jan.31, 2012 to enter and submit all of the informa-
tion. More information about the 2011 measures and on 
purchasing the 2011 Physician Quality Reporting System 
Melanoma Reporting module is available at www.aad.
org/education-and-quality-care/performance-measure-
ment-and-quality-reporting. - SCOTT WEINBERG











Brief Summary of Prescribing Information for STELARA® (ustekinumab) 

STELARA® Injection, for subcutaneous use

See package insert for Full Prescribing Information

INDICATIONS AND USAGE: STELARA® is indicated for the treatment of adult 
patients (18 years or older) with moderate to severe plaque psoriasis who are 
candidates for phototherapy or systemic therapy. CONTRAINDICATIONS: None. 
WARNINGS AND PRECAUTIONS: Infections STELARA® may increase the risk 
of infections and reactivation of latent infections. Serious bacterial, fungal, and 
viral infections were observed in subjects receiving STELARA® (see Adverse 
Reactions). STELARA® should not be given to patients with any clinically 
important active infection. STELARA® should not be administered until the 
infection resolves or is adequately treated. Instruct patients to seek medical 
advice if signs or symptoms suggestive of an infection occur. Exercise caution 
when considering the use of STELARA® in patients with a chronic infection or a 
history of recurrent infection. Serious infections requiring hospitalization 
occurred in the psoriasis development program. These serious infections 
included cellulitis, diverticulitis, osteomyelitis, viral infections, gastroenteritis, 
pneumonia, and urinary tract infections. Theoretical Risk for Vulnerability to 

Particular Infections Individuals genetically deficient in IL-12/IL-23 are 
particularly vulnerable to disseminated infections from mycobacteria (including 
nontuberculous, environmental mycobacteria), salmonella (including nontyphi 
strains), and Bacillus Calmette-Guerin (BCG) vaccinations. Serious infections and 
fatal outcomes have been reported in such patients. It is not known whether 
patients with pharmacologic blockade of IL-12/IL-23 from treatment with 
STELARA® will be susceptible to these types of infections. Appropriate diagnostic 
testing should be considered, e.g., tissue culture, stool culture, as dictated by 
clinical circumstances. Pre-treatment Evaluation for Tuberculosis Evaluate 
patients for tuberculosis infection prior to initiating treatment with STELARA®. 
Do not administer STELARA® to patients with active tuberculosis. Initiate 
treatment of latent tuberculosis prior to administering STELARA®. Consider anti-
tuberculosis therapy prior to initiation of STELARA® in patients with a past history 
of latent or active tuberculosis in whom an adequate course of treatment cannot 
be confirmed. Patients receiving STELARA® should be monitored closely for 
signs and symptoms of active tuberculosis during and after treatment. 
Malignancies STELARA® is an immunosuppressant and may increase the risk 
of malignancy. Malignancies were reported among subjects who received 
STELARA® in clinical studies (see Adverse Reactions). In rodent models, 
inhibition of IL-12/IL-23p40 increased the risk of malignancy (see Nonclinical 
Toxicology). The safety of STELARA® has not been evaluated in patients who 
have a history of malignancy or who have a known malignancy. Hypersensitivity 

Reactions Serious allergic reactions, including angioedema and possible 
anaphylaxis, have been reported post-marketing. If an anaphylactic or other 
serious allergic reaction occurs, discontinue STELARA® and institute appropriate 
therapy [see Adverse Reactions]. Reversible Posterior Leukoencephalopathy 

Syndrome One case of reversible posterior leukoencephalopathy syndrome 
(RPLS) was observed during the clinical development program which included 
3523 STELARA®-treated subjects. The subject, who had received 12 doses of 
STELARA® over approximately two years, presented with headache, seizures 
and confusion. No additional STELARA® injections were administered and the 
subject fully recovered with appropriate treatment. RPLS is a neurological 
disorder, which is not caused by demyelination or a known infectious agent. 
RPLS can present with headache, seizures, confusion and visual disturbances. 
Conditions with which it has been associated include preeclampsia, eclampsia, 
acute hypertension, cytotoxic agents and immunosuppressive therapy. Fatal 
outcomes have been reported. If RPLS is suspected, STELARA® should be 
discontinued and appropriate treatment administered. Immunizations Prior to 
initiating therapy with STELARA®, patients should receive all immunizations 
appropriate for age as recommended by current immunization guidelines. 
Patients being treated with STELARA® should not receive live vaccines. BCG 
vaccines should not be given during treatment with STELARA® or for one year 
prior to initiating treatment or one year following discontinuation of treatment. 
Caution is advised when administering live vaccines to household contacts of 
patients receiving STELARA® because of the potential risk for shedding from the 
household contact and transmission to patient. Non-live vaccinations received 
during a course of STELARA® may not elicit an immune response sufficient to 
prevent disease. Concomitant Therapies The safety of STELARA® in 
combination with other immunosuppressive agents or phototherapy has not 
been evaluated. Ultraviolet-induced skin cancers developed earlier and more 
frequently in mice genetically manipulated to be deficient in both IL-12 and IL-23 
or IL-12 alone (see Nonclinical Toxicology). Theoretical Risk of Immunotherapy 

STELARA® has not been evaluated in patients who have undergone allergy 
immunotherapy. STELARA® may decrease the protective effect of allergy 
immunotherapy and may increase the risk of an allergic reaction to a dose of 
allergen immunotherapy. Therefore, caution should be exercised in patients 
receiving or who have received allergy immunotherapy, particularly for 
anaphylaxis. ADVERSE REACTIONS: The following serious adverse reactions are 
discussed elsewhere in the label: Infections (see Warnings and Precautions); 

Malignancies (see Warnings and Precautions); and RPLS (see Warnings and 
Precautions). Clinical Studies Experience The safety data reflect exposure to 
STELARA® in 2266 psoriasis subjects, including 1970 exposed for at least  
6 months, 1285 exposed for at least one year, and 373 exposed for at least 18 
months. Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in the clinical trials of a drug cannot be directly 
compared to rates in the clinical trials of another drug and may not reflect the 
rates observed in practice. Adverse reactions listed below are those that 
occurred at a rate of at least 1% and at a higher rate in the STELARA® groups 
than the placebo group during the placebo-controlled period of STUDY 1 and 
STUDY 2. The numbers (percentages) of adverse reactions reported for placebo-
treated patients (n=665), patients treated with 45 mg STELARA® (n=664), and 
patients treated with 90 mg STELARA® (n=666), respectively, were: 
Nasopharyngitis: 51 (8%), 56 (8%), 49 (7%); Upper respiratory tract infection: 30 
(5%), 36 (5%), 28 (4%); Headache: 23 (3%), 33 (5%), 32 (5%); Fatigue: 14 (2%), 
18 (3%), 17 (3%); Diarrhea: 12 (2%), 13 (2%), 13 (2%); Back pain: 8 (1%), 9 
(1%), 14 (2%); Dizziness: 8 (1%), 8 (1%), 14 (2%); Pharyngolaryngeal pain: 7 
(1%), 9 (1%), 12 (2%); Pruritus: 9 (1%), 10 (2%), 9 (1%); Injection site erythema: 
3 (<1%), 6 (1%), 13 (2%); Myalgia: 4 (1%), 7 (1%), 8 (1%); Depression: 3 (<1%), 
8 (1%), 4 (1%). Adverse drug reactions that occurred at rates less than 1% 
included: cellulitis and certain injection site reactions (pain, swelling, pruritus, 
induration, hemorrhage, bruising, and irritation). One case of RPLS occurred 
during clinical trials (see Warnings and Precautions). Infections In the placebo-
controlled period of clinical studies of psoriasis subjects (average follow-up of 
12.6 weeks for placebo-treated subjects and 13.4 weeks for STELARA®-treated 
subjects), 27% of STELARA®-treated subjects reported infections (1.39 per 
subject-year of follow-up) compared with 24% of placebo-treated subjects (1.21 
per subject-year of follow-up). Serious infections occurred in 0.3% of STELARA®-
treated subjects (0.01 per subject-year of follow-up) and in 0.4% of placebo-
treated subjects (0.02 per subject-year of follow-up) (see Warnings and 
Precautions). In the controlled and non-controlled portions of psoriasis clinical 
trials, 61% of STELARA®-treated subjects reported infections (1.24 per subject-
year of follow-up). Serious infections were reported in 0.9% of subjects (0.01 per 
subject-year of follow-up). Malignancies In the controlled and non-controlled 
portions of psoriasis clinical trials, 0.4% of STELARA®-treated subjects reported 
malignancies excluding non-melanoma skin cancers (0.36 per 100 subject-
years of follow-up). Non-melanoma skin cancer was reported in 0.8% of 
STELARA®-treated subjects (0.80 per 100 subject-years of follow-up) (see 
Warnings and Precautions). Serious malignancies included breast, colon, head 
and neck, kidney, prostate, and thyroid cancers. Immunogenicity The presence 
of ustekinumab in the serum can interfere with the detection of anti-ustekinumab 
antibodies resulting in inconclusive results due to assay interference. In STUDIES 
1 and 2, antibody testing was done at time points when ustekinumab may have 
been present in the serum. In STUDY 1 the last ustekinumab injection was 
between Weeks 28 and 48 and the last test for anti-ustekinumab antibodies was 
at Week 52. In STUDY 2 the last ustekinumab injection was at Week 16 and the 
last test for anti-ustekinumab antibodies was at Week 24. In STUDY 1 (N=743), 
antibody results were found to be positive, negative, and inconclusive in 38 (5%), 
351 (47%), and 354 (48%) patients, respectively. In STUDY 2 (N=1198), antibody 
results were found to be positive, negative, and inconclusive in 33 (3%), 90 (8%), 
and 1075 (90%) patients, respectively. The data reflect the percentage of 
subjects whose test results were positive for antibodies to ustekinumab in a 
bridging immunoassay, and are highly dependent on the sensitivity and 
specificity of the assay. Additionally, the observed incidence of antibody positivity 
in an assay may be influenced by several factors, including sample handling, 
timing of sample collection, concomitant medications and underlying disease. 
For these reasons, comparison of the incidence of antibodies to ustekinumab 
with the incidence of antibodies to other products may be misleading. Post-

marketing Experience Adverse reactions have been reported during post-
approval use with STELARA®.  Because these events are reported voluntarily 
from a population of uncertain size, it is not always possible to reliably estimate 
their frequency or establish a causal relationship to STELARA® exposure. 
Immune system disorders: Serious allergic reactions (including angioedema, 
dyspnea and hypotension), hypersensitivity reactions (including rash and 
urticaria). DRUG INTERACTIONS: Drug interaction studies have not been 
conducted with STELARA®. Live Vaccines Live vaccines should not be given 
concurrently with STELARA® (see Warnings and Precautions). Concomitant 

Therapies The safety of STELARA® in combination with immunosuppressive 
agents or phototherapy has not been evaluated (see Warnings and Precautions). 
CYP450 Substrates The formation of CYP450 enzymes can be altered by 
increased levels of certain cytokines (e.g., IL-1, IL-6, IL-10, TNFα, IFN) during 
chronic inflammation. Thus, ustekinumab could normalize the formation of 
CYP450 enzymes. A role for IL-12 or IL-23 in the regulation of CYP450 enzymes 
has not been reported. However, upon initiation of ustekinumab in patients who 
are receiving concomitant CYP450 substrates, particularly those with a narrow 
therapeutic index, monitoring for therapeutic effect (e.g., for warfarin) or drug 
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Academy Board of Directors updates position 
statements, ethics code 
THE ACADEMY BOARD OF DIRECTORS met Nov. 5 in 
Washington, D.C., and approved changes to position 
statements on paraffin sections and office-based medi-
cine, model legislation related to indoor tanning, and the 
Code of Medical Ethics for Dermatologists and related 
disciplinary procedures.

PARAFFIN SECTIONS
The Academy’s position on the uses of paraffin sec-
tions in association with Mohs micrographic surgery 
was revised. While the procedure is typically done with 
frozen sections, in select cases it can also be done with 
paraffin sections. The statement was updated to address 
circumstances in which the physician performing the 
surgery may need to obtain a pathologic consultation on 
the paraffin sections.

OFFICE-BASED MEDICINE
The Academy’s position on office-based medicine was 
also amended. The statement now notes that the AADA 
opposes mandatory office accreditation specifically for 
medical and surgical procedures performed solely under 
local anesthesia, including procedures using dilute local 
anesthesia, which the AADA classifies with other forms 
of local anesthesia. 

The updated position statements can be viewed on the 
AAD website at www.aad.org/Forms/Policies/ps.aspx. 

MODEL TANNING LEGISLATION
The AADA also revamped a model bill that would ban 
operators or employees of tanning facilities from allow-
ing anyone under 18 years of age to use a tanning device, 
defined as anything that emits ultraviolet radiation. The 
model bill is available in the Academy’s online Advocacy 
Toolkit at www.aad.org/member-tools-and-benefits/aada-
advocacy/state-affairs/advocacy-toolkit. 

DISCIPLINARY PROCEDURES/CODE OF ETHICS
The Academy’s disciplinary procedures were also modified. 
When a person submits a complaint, the Academy will 
inform the complainant that he or she has the right to with-
draw the complaint, giving the Ethics Committee the discre-
tion to initiate a complaint against the respondent while 
keeping the complainant’s identity anonymous if doing so 
would not violate the respondent’s due process rights.

The Code of Medical Ethics for Dermatologists was 
updated to reflect that while dermatologists may choose 
whom they serve, they should not impose coercive condi-
tions of treatment, including requiring the patient to 
waive basic rights such as privacy or free speech.  
– ALLISON EVANS

concentration (e.g., for cyclosporine) should be considered and the individual 
dose of the drug adjusted as needed (see Clinical Pharmacology). USE IN 

SPECIFIC POPULATIONS: Pregnancy Pregnancy Category B There are no 
studies of STELARA® in pregnant women. STELARA® should be used during 
pregnancy only if the potential benefit justifies the potential risk to the fetus. No 
teratogenic effects were observed in the developmental and reproductive 
toxicology studies performed in cynomolgus monkeys at doses up to 45 mg/kg 
ustekinumab, which is 45 times (based on mg/kg) the highest intended clinical 
dose in psoriasis patients (approximately 1 mg/kg based on administration of a 
90 mg dose to a 90 kg psoriasis patient). Ustekinumab was tested in two 
embryo-fetal development toxicity studies. Pregnant cynomolgus monkeys were 
administered ustekinumab at doses up to 45 mg/kg during the period of 
organogenesis either twice weekly via subcutaneous injections or weekly by 
intravenous injections. No significant adverse developmental effects were noted 
in either study. In an embryo-fetal development and pre- and post-natal 
development toxicity study, three groups of 20 pregnant cynomolgus  
monkeys were administered subcutaneous doses of 0, 22.5, or 45 mg/kg 
ustekinumab twice weekly from the beginning of organogenesis in cynomolgus 
monkeys to Day 33 after delivery. There were no treatment-related effects on 
mortality, clinical signs, body weight, food consumption, hematology,  
or serum biochemistry in dams. Fetal losses occurred in six control monkeys, six 
22.5 mg/kg-treated monkeys, and five 45 mg/kg-treated monkeys. Neonatal 
deaths occurred in one 22.5 mg/kg-treated monkey and in one 45 mg/kg-
treated monkey. No ustekinumab-related abnormalities were observed in the 
neonates from birth through six months of age in clinical signs, body weight, 
hematology, or serum biochemistry. There were no treatment-related effects on 
functional development until weaning, functional development after weaning, 
morphological development, immunological development, and gross and 
histopathological examinations of offsprings by the age of 6 months. Nursing 

Mothers Caution should be exercised when STELARA® is administered to a 
nursing woman. The unknown risks to the infant from gastrointestinal or 
systemic exposure to ustekinumab should be weighed against the known 
benefits of breast-feeding. Ustekinumab is excreted in the milk of lactating 
monkeys administered ustekinumab. IgG is excreted in human milk, so it is 
expected that STELARA® will be present in human milk. It is not known if 
ustekinumab is absorbed systemically after ingestion; however, published data 
suggest that antibodies in breast milk do not enter the neonatal and infant 
circulation in substantial amounts. Pediatric Use Safety and effectiveness of 
STELARA® in pediatric patients have not been evaluated. Geriatric Use Of the 
2266 psoriasis subjects exposed to STELARA®, a total of 131 were 65 years or 
older, and 14 subjects were 75 years or older. Although no differences in safety 
or efficacy were observed between older and younger subjects, the number of 
subjects aged 65 and over is not sufficient to determine whether they respond 
differently from younger subjects. OVERDOSAGE: Single doses up to 4.5 mg/kg 
intravenously have been administered in clinical studies without dose-limiting 
toxicity. In case of overdosage, it is recommended that the patient be monitored 
for any signs or symptoms of adverse reactions or effects and appropriate 
symptomatic treatment be instituted immediately. PATIENT COUNSELING 

INFORMATION: Instruct patients to read the Medication Guide before starting 
STELARA® therapy and to reread the Medication Guide each time the prescription 
is renewed. Infections Inform patients that STELARA® may lower the ability of 
their immune system to fight infections. Instruct patients of the importance of 
communicating any history of infections to the doctor, and contacting their 
doctor if they develop any symptoms of infection. Malignancies Patients should 
be counseled about the risk of malignancies while receiving STELARA®.  
Allergic Reactions Advise patients to seek immediate medical attention if they 
experience any symptoms of serious allergic reactions.

Prefilled Syringe Manufactured by: Janssen Biotech, Inc., Horsham,  
PA 19044, License No. 1864 at Baxter Pharmaceutical Solutions, 
Bloomington, IN 47403

Vial Manufactured by: Janssen Biotech, Inc., Horsham, PA 19044, License 
No. 1864 at Cilag AG, Schaffhausen, Switzerland
© Janssen Biotech, Inc. 2011  25ST11142
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research in practice acta eruditorum

What are the 
roles of UVA1, 
UVA2, and UVB  
in different 
forms of  
skin cancer?

IN THIS MONTH’S ACTA ERUDITORUM COLUMN, 
Physician Editor Abby S. Van Voorhees, M.D., talks 
with Angela Tewari, M.B.B.S., about her recent 
Journal of Investigative Dermatology article, “UVA1 
Induces Cyclobutane Pyrimidine Dimers but Not 6-4 
Photoproducts in Human Skin In Vivo.”

Q&A
DR. VAN VOORHEES: Tell us a little about 
what is known about UVB and UVA 
radiation. Which is thought to be the main 
carcinogen contributing to the risk of skin 
cancer?
DR. TEWARI: The sun emits UVB (≤ 5 
percent) and UVA (≥ 95 percent), which 
can be divided into UVA1 (340-400 
nm) and UVA2 (320-340 nm). UVA1 
makes up 75 percent of the ultraviolet 
radiation (UVR) that reaches us. DNA 
primarily absorbs in the UVB waveband 
(280-320 nm) but also absorbs some 
UVA (315-400nm). Most human studies 
have examined the effects of UVB on 
the skin and found that it induced 
particular types of DNA damage, called 
cyclobutane pyrimidine dimers (CPD) and 
6-4pyrimidine-pyrimidone photoproducts 
(6-4PP). These lesions, if not repaired, 
can lead to skin cancer. Recent studies 
have shown that UVA1 produces more 
CPD than the expected oxidative damage 
to DNA, which has long been thought to 
be the most important way by which UVA 
causes damage to cells. 

However, UVB is the main cause of 
non-melanoma skin cancer. We know 
less about the spectral dependence for 
melanoma, but some data suggest that 
UVA is relatively more important in 
melanoma in comparison with non-
melanoma skin cancers.

DR. VAN VOORHEES: What happens to the 
skin when it has been exposed to UVB at 
high doses? What is the “UVB signature?”
DR. TEWARI: Low UVB doses that do 
not result in redness (sunburn) readily 
induce CPD. Increased doses result in 
more CPD. These lesions may result 
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in potentially carcinogenic mutations, 
known as the UVB signature mutations 
(C → T and CC  →  TT transitions) 
because they are often found in non-
melanoma skin cancers. (A diagram 
of how these mutations are formed 
is available in the online version of 
Dermatology World at www.aad.org/dw.)

DR. VAN VOORHEES: That’s quite 
interesting. It sounds like you’re saying 
that all quantities of UVB can cause 
damage, and that even the lower doses 
that don’t cause phototoxicity can lead to 
CPDs, while higher doses that do cause 
erythema lead to even more CPDs.

What about UVA? What is the effect 
of UVA radiation? Is there a comparable 
UVA signature? How is this similar to 
UVB? How does it differ?
DR. TEWARI: UVA can cause direct 
damage to DNA (i.e., formation of CPD), 
but also damages DNA via the formation 
of reactive oxygen species (ROS) that 
cause oxidation of its bases particularly 
guanine resulting in the formation 
of 8-oxoguanine. This can result in 
characteristic mutations — G → T 
transversions and T → G transversions 
— during DNA replication. These are 
known as UVA signature mutations, but 
are not thought to be as mutagenic as the 
UVB signature mutation arising from 
CPD. (A diagram of how these mutations 
are formed is available in the online 
version of Dermatology World at www.
aad.org/dw.)

DR. VAN VOORHEES: Tell us about your 
experiments. Why were MEDs (minimal 
erythema doses) chosen?
DR. TEWARI: The MED is the minimal 
dose needed to give a just-perceptible 

erythema on the skin. Multiples of MED, 
with the different UV spectra, were used 
to give comparable levels of erythema 
and hence biological activity. This was a 
way of standardizing the effects of UVB 
and UVA exposure doses to give equal 
amounts of erythema/inflammation. 
Furthermore, the MED is widely used as 
an exposure unit in photodermatology.

DR. VAN VOORHEES: Was there a 
correlation between a patient’s UVB 
MED and their UVA MED? What does 
this suggest?
DR. TEWARI: No, there was no 
correlation, which means that their 
mechanisms of induction are probably 
different. An earlier study by another 
group showed that UVA erythema was 
oxygen-dependent, which is not the 
case with UVB. There is no connection 
between how high your UVA MED and 
your UVB MED are.

DR. VAN VOORHEES: Was there a 
difference in photoproducts formed 
as a result of this exposure? Were they 
identified in similar or different areas of 
the skin? Depth of skin?
DR. TEWARI: There was a considerable 
difference in type and amount of 
photoproducts formed. UVB produced 
CPD and 6-4PP products. These were 
both more pronounced in the upper 
epidermis than lower epidermis. There 
were even fewer in the dermis.
UVA1 only produced CPDs, but these 
were three to four times less frequent 
than UVB for a given MED multiple. 
These were more pronounced at the 
basal epidermis and dermis. Although 
UVB at erythemally equivalent doses 
always produced more CPD than UVA1, 

the levels were quite similar at the basal 
epidermis with both sources.

DR. VAN VOORHEES: What can we 
extrapolate from these studies? Is UVA 
more of a carcinogen than previously 
understood? Do we understand the 
damage caused by UVA when the dose 
is less than that which causes erythema? 
As you know this is often the clinical 
situation for those who utilize tanning 
salons. Are there take-away messages we 
should be sharing with our patients?
DR. TEWARI:  Although the thymine 
dimer lesions that we measured are not 
very mutagenic, they are indicative of 
other types of UVA1-induced lesions that 
have strong mutagenic potential. The 
basal epidermis is where the actively 
dividing stem cells reside and hence 
if UVA1 is producing relatively more 
damage here this is more worrying 
for potential further consequences, 
especially as the level of UVB- and UVA1-
induced damage at the basal layer was 
approximately similar. We also observed 
damage with sub-erythemal exposures. 

UVA1 is the predominant waveband 
of tanning lamps, the use of which 
has been shown to be associated with 
malignant melanoma. Melanocytes are 
located in the basal epidermis and thus 
may be very susceptible to UVA1-induced 
damage. We should be telling our patients 
to avoid tanning beds and use fake [rub-
on or spray] tanning instead. dw

DR. TEWARI is a dermatologist in training 
conducting skin science research in photobiology 
at St John’s Institute of Dermatology in the 
division of genetics and molecular medicine 
at King’s College London School of Medicine. 
Her article was published online in the Journal 
of Investigative Dermatology, on Oct. 6, 2011. 
doi:10.1038/jid.2011.283.



The MaxG™ rivals the performance of single-wavelength 
lasers with the comfort of Optimized Light™.
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“The MaxG is the IPL I use the most 
because I like to see a vessel disappear 
right when I hit it—and that’s what I’m 
seeing with the MaxG.”

— E. Victor Ross, MD 
     San Diego, CA

“The great feature about the MaxG is 
that there is enough fl uence—even at 
the shortest pulse durations—to be able 
to treat even small red telangiectasia.”

— Robert A. Weiss, MD 
     Baltimore, MD

“The MaxG gives us more potential 
hits on each vessel; more absorption
peaks and the possibility of getting 
an even better result than you
would with a single-wavelength laser.”

— Jeffrey Dover, MD 
     Brookline, MA
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legal issues in practice

Stark and  
dermatology

EACH MONTH DERMATOLOGY 
WORLD tackles issues “in 
Practice” for dermatologists 
trying to balance practicing 
medicine with running a business 
and living life. This month, 
attorneys Daniel F. Shay, Esq. and 
Alice G. Gosfield, Esq. discuss 
legal issues.

BY DANIEL F. SHAY, ESQ. AND ALICE G. GOSFIELD, ESQ.

T
he essence of the Stark statute is a 
prohibition on a physician (or immedi-
ate family member) referring a Medi-
care patient to an entity with which the 

physician or family member has a financial 
relationship, when the referral is for any of 
a targeted list of “designated health services” 
(DHS), unless the financial relationship 
meets one of a host of exceptions. For derma-
tology, the primary impact of this law is on 
relationships between dermatology practices 
and dermatopathologists. Because clinical 
laboratory services are DHS, the complexities 
are considerable. 

BEING A GROUP

A “referral” under Stark is any request for a 
service, item, or good payable by Medicare; 
this definition includes referrals within a 
group practice. In order to refer to another 
physician for the professional portion of a 
pathology service, or to ancillary personnel to 
perform the technical portion, the relation-
ship of the physicians must meet the defini-
tion of a group practice. To qualify as a group 
practice, there must be at least two “members” 
of the group. A member is a shareholder, W-2 
employee, or a partner. Independent contrac-
tors do not count as members. The group may 
be legally structured in any way that complies 
with state law. 

Each member of the group must provide 
the full range of services — medical care, 
consultation, diagnosis or treatment — he 
or she routinely provides. Services must be 
provided through the joint use of shared office 
space, facilities, equipment, and personnel. 
Substantially all of the services of members 
of the group must be provided through the 
group and be billed under a billing number 
assigned to the group. The monies received 
must be considered the group’s receipts. It is 
legitimate to have cost centers by location, for 
example, but the expenses must be expenses 
of the group. The formula to allocate overhead 
expenses and income must be established 
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in advance of their application. The 
formula may be changed prospectively, 
but not retrospectively. 

Group members must personally 
conduct no less than 75 percent of the 
group’s physician-patient encounters. 
In addition, another rule requires that 
the members spend substantially all 
their time in the group. To determine 
whether this occurs, you must look at 
each individual physician and count 
the clinical time that physician spends 
with the group. For example, a part-
time physician who only works 20 
hours a week but spends all of those 
20 hours with the group would count 
as 100 percent. The average of all of 
the clinical time of the physicians 
must be at least 75 percent, meaning 
that an appropriate ratio of full-timers 
to part-timers must be maintained. 
Again, independent contractors do not 
count in this calculation.

The definition of a group practice 
reaches directly into the compensa-
tion formulas that the group may use. 
The primary rule is that no physician 
may be compensated for the volume 
or value of his referrals of DHS. A 
physician may always be compensated 
dollar-for-dollar for the services he or 
she performs, and he or she may be 
paid a productivity bonus for his or her 
own work. In addition, within a group 
practice, compensation may include 
profit sharing. Profits are the fruits of 
someone else’s labors, so the revenues 
from technical components of patholo-
gy services would fall into this category 
since the physicians do not personally 
perform the pathology services. 

The allocation of profits can be on 
a per capita basis, or on a basis that 
reflects surrogates for ordering ser-
vices, such as volume of evaluation and 
management (E/M) services, volume 

of work RVUs, number of patients 
treated, seniority or any other reason-
able formula that does not directly 
reflect the volume or value of DHS ser-
vices ordered. In large enough groups, 
there can be subgroups of physicians 
as long as each “pod” is no fewer than 
five physicians. Within each “pod,” a 
compensation formula must be applied 
consistently. In addition, there is no 
requirement that all physicians must 
participate in a profit-sharing plan. For 
example, in a group of seven physi-
cians, two junior employees need not 
share in the profits while the five senior 
employees might. There is a fair degree 
of flexibility in this context but applying 
the rules correctly can require sophisti-
cated health law advice, depending on 
the desired complexity of the formula.

IN-OFFICE ANCILLARY SERVICES

One of the exceptions under Stark 
allows referrals to a physician who is 
“in the group.” This includes an inde-
pendent contractor when he or she is 
performing services on the premises of 
the group. Dermatology groups that are 
engaging with dermatopathologists of-
ten do so on an independent contractor 
basis. However, the group may not bill 
for that physician’s Medicare services 
unless when he or she performs them, 
he or she utilizes the group’s premises. 

Ancillary personnel must be (1) 
engaged by the group (whether as 
employees or contractors) and (2) 
supervised to the extent that Medicare 
would otherwise require. Most pathol-
ogy services need only meet a level of 
“general” supervision which means 
that a physician is responsible for qual-
ity control of the delivery of the service, 
but no physician need be on premises 
when the services are provided. To 
meet the requirement of “in-office,” 

the ancillary services must be provided 
either at a centralized location that the 
group controls 24 hours a day, seven 
days a week or at a location where 
the group maintains offices where it 
provides non-DHS to patients between 
eight and 35 hours a week, depending 
on the way in which services are deliv-
ered under yet another set of criteria. 
Because of these locational require-
ments, block time leasing of a clinical 
laboratory can be difficult unless the 
leasing group has offices co-located in 
the building where they render other 
non-DHS services. Where two practic-
es are co-located in the same building, 
if they jointly own the equipment and 
jointly share space in a shared pathol-
ogy, as long as each has their own CLIA 
numbers and meets the other Medicare 
requirements, each can bill for the 
services rendered in the joint space 
using the joint equipment without the 
necessity for block-time leasing.

The third test under the in-office 
ancillary services exception is that the 
services must be billed by the group 
providing them or by an entity that 
is wholly owned by the group. This 
means that literally another entity, 
which obtains its own Medicare and tax 
identification numbers, can bill for the 
services, but only if it is truly, wholly 
owned by the professional corpora-
tion or partnership which defines the 
referring group practice, and not by any 
subgroup or configuration of the share-
holders of the primary practice group. 

ANTI-MARKUP

In a separate set of rules that have 
nothing to do with Stark but address 
many of the same issues, Medicare has 
adopted an “anti-markup” rule for diag-
nostic services which turns on whether 
the physician supervising the technical 
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component or performing the profes-
sional component “shares a practice” 
with the billing or ordering physi-
cian or group. There are two tests for 
“sharing a practice”: (1) the supervising 
or interpreting physician spends 75 
percent of his time with the group; or, 
if that standard cannot be met, (2) the 
performing physician renders services 
in the offices of the ordering physi-
cian. This can be problematic when a 
group has multiple sites if the ordering 
physician is not at the location where 
the performing physician is rendering 
services, even though both locations 
are part of the same group. 

If these standards cannot be met, 
then the billing physician will be 
limited in payment to the actual charge 
from the supervising or interpreting 
physician or the Medicare fee schedule 
amount, whichever is less. The order-
ing/billing physician cannot mark-
up or make a profit on the services. 
Claims that are submitted in violation 
of this anti-markup rule are subject 
to a $2,000 civil money penalty and 
potentially are false claims which are 
also punishable by up to $11,000 per 
improper claim plus triple the charges. 

DERM/DERMPATH RELATIONSHIPS

Given this web of regulatory require-
ments, how dermatology practices 
relate to dermatopathologists can be 
highly problematic. We have seen 
transactions where solo practicing phy-
sicians employ, on a part-time basis, a 

dermatopathologist (“dermpath”) who 
reads slides in his own lab. Because 
the dermpath is not spending enough 
time with the referring physician, they 
do not meet the definition of a group. 
Moreover, if the dermpath stays in his 
own laboratory when he or she is read-
ing the slides, the anti-markup rules 
will apply. In other situations, refer-
ring physicians have established slide 
preparation facilities and they expect 
the dermpaths to use these new mini-
labs, when the dermpaths are capable 
of performing slide prep themselves. 
These arrangements can be structured 
in a compliant manner, but they are 
fraught with pitfalls.

We have seen other relationships 
where a larger group of dermatologists 
compensate themselves for the volume 
of specimens referred to the dermpath 
for whose services they bill. This is 
also not consistent with the compensa-
tion rules associated with the defini-
tion of a group practice. Yet another 
permutation involves dermatologists 
in separate practices who want to own 
a slide preparation facility which their 
preferred dermpath will use for their 
specimens. This would also violate the 
law for multiple reasons.

That said, it is legitimate to engage 
the services of a dermpath who reas-
signs his or her right to payment to 
the billing group and reads slides in 
their offices. Under that arrangement, 
the physician is “in the group” when 
he or she is performing the services, 

and the anti-markup rule would not 
apply because he or she “shares a 
practice” with the group. It is also 
legitimate for two separate physician 
practices in the same office building 
to share a dermpath laboratory they 
co-own, as long as each practice sepa-
rately bills and meets all the applicable 
regulations for a lab.

CONCLUSION

The Stark statute is inordinately 
complex. There are very good argu-
ments that it actually does not even 
accomplish its purpose. Whatever one’s 
philosophical views, though, unfortu-
nately, it is black letter law and must be 
complied with since claims submit-
ted in violation of Stark not only are 
overpayments and subject to a $15,000 
civil money penalty, but also can be 
false claims.

The relationship between dermatol-
ogy and dermatopathology is one that 
offers some significant financial benefit 
to practices that include dermatologists. 
However, the maze is intricate and 
should be entered with caution.

To learn more about the Stark Law 
and Medicare’s anti-markup rule, refer 
to the Academy’s practice manage-
ment resources, including the 2012 
Coding and Documentation Manual as 
well as the forthcoming Compliance 
Manual. Visit www.aad.org/store/
practice-management-resources/  
for more information. dw
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Building 
Environmentally friendly construction and renovation 
practices realize cost savings, appeal to patients

BY JOHN CARRUTHERS, STAFF WRITER

GREEN
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During the past decade, “green” has become 
a buzzword for everything environmentally 
friendly, from reusable grocery bags to building 

materials made from recycled or sustainable materials. 
Environmentally conscious thinking has become 
increasingly mainstream, and technology has responded 
rapidly with new ways to stretch existing materials further. 
In this climate, physicians are increasingly tailoring their 
office space to make investments in their practices and 
communities, and seeing substantial long-term cost savings 
as a benefit. From new construction to updating older 
practices, physicians in a variety of situations can “go green” 
now in a financially advantageous way.

BUILDING NEW, BUILDING GREEN

When it came time to trade their current practice for 
a larger, more updated building, Fort Smith, Ark., 
dermatologists Sandra Johnson, M.D., and her husband 
Brad Johnson, M.D., decided to incorporate as much 
sustainable technology into their new building as possible. 
The pair had long been interested in environmentally 
friendly building, with their pool heated by solar power and 
their home making use of geothermal energy. In the process 
of planning a new clinic, they decided to pursue Leadership 
in Energy and Environmental Design (LEED) status for 
their building, a designation from the nonprofit U.S. Green 
Building Council (USGBC) that recognizes sustainable and 
energy-efficient construction. It’s the current mainstream 
standard for green building recognition in the U.S., as well 
as a number of countries abroad. >>
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“I’ve always been interested in the environment, and we 
built our home with solar panels heating the pool a few years 
ago. As it turned out, installing a geothermal system was 
cheaper than a traditional HVAC unit would have been,” Dr. 
Johnson said. “When it came time to expand, we knew we 
were going to build a new clinic,” she said. “Our architect 
is LEED-accredited, so we asked him what things we could 
do to make our clinic more environmentally friendly. When 
we really got into it, we decided that we should go for some 
recognition of the clinic’s green status.”

To do so, Dr. Johnson worked with Michael LeJong, an 
architect whose experience in sustainable building included a 
number of local and state government buildings in Arkansas. 
Those buildings, he said, now often have requirements for 
green technologies built into the project.

The underlying ethos of sustainable building, LeJong said, 
is signifi cant reduction in material cost and energy usage over 
the long term.

“For the most part, this particular building is fairly 
conventional. Equipment, even though it’s high effi  ciency, is 
pretty much identical to what would go into a conventional 
building. You’re just seeing a reduction in usage and energy 
cost,” he said. “Reducing energy usage is the biggest aspect. 
We try to use really effi  cient equipment for HVAC. Dr. 
Johnson’s building has a geothermal unit. We also look at 
a lot of utilities to see where we can reduce waste without 
much additional cost. In this particular project, we’re using 
harvested rainwater to fl ush the toilets. We’re cutting down 
on additional water and cost. Low fl ow fi xtures put out the 
minimal amount of water required.”

Prior to the green building boom of the current 
decade, environmentally sustainable building materials 
and technologies often came with a prohibitive price tag, 
even when measured against the long-term cost benefi ts. 
But market forces have driven down costs for consumer-
demanded green technologies as materials companies 
improve both quality and cost at consumer behest. At present, 
LEED-accredited contractor Travis Beshears said, the cost of 
building an environmentally friendly facility at the lower end 
of LEED accreditation is barely much higher than the cost of 
traditional building.

“A lot of products are going more and more in this 
sustainable direction. From a product standpoint and what’s 
going into the building, the cost is pretty minimal now. Don’t 
get me wrong, if you want to achieve LEED platinum, you’re 
going to have to buy some special materials. But if you just 
want to get LEED certifi ed, you can earn points (see sidebar, 
left) for doing fairly common things,” Beshears said. “You 
can go after things that are going to cost a little extra in the 
beginning and save you in the long run and get points — 
more effi  cient HVAC, for example. You’re going to pay a little 
more and help with your LEED credits, but over the life of the 
building, it’s going to be a dramatic savings of energy usage 
for maybe 1 or 2 percent extra cost up front.”

At the more advanced end of green construction, many 
new buildings now generate some of their own power, 
whether wind-based, hydroelectric, or solar. Todd Avery, sales 
manager for solar panel company Aztec Solar Power, said that 
he’s seen increased demand in the previous two years as the 

LEED ACCREDITATION

The Washington, D.C.-based United States Green Building 
Council (USGBC) is a nonprofit that promotes sustainable 
building practices through its Leadership in Energy and 
Environmental Design (LEED) accreditation, a tiered sys-
tem that recognizes buildings constructed with an eye to 
energy savings, indoor air quality, and a lessened impact 
on the surrounding environment. The levels of LEED cer-
tification for new construction are based on the number of 
points scored in the following categories:

• Sustainable sites: 24 points, including site selection, 
development density, stormwater design, and proxim-
ity to alternative transportation.

• Water efficiency: 11 points, including water use 
reduction, water efficient landscaping, and utilizing 
innovative techniques for dealing with wastewater.

• Energy and atmosphere: 33 points, including energy 
performance, refrigerant management, and on-site 
renewable energy.

• Materials and resources: 13 points, including con-
struction waste management, recycled and regional 
materials, and recycling.

• Indoor environmental quality: 19 points, including 
low-emitting building materials, thermal design, and 
indoor air quality management planning.

• Innovation and design: 6 points.

Once scored, buildings fall into one of the following 
categories:

• LEED-certified: 40-49 points

• Silver: 50-59 points

• Gold: 60-79 points

• Platinum: 80+ points

Source: LEED 2009 for New Construction and Major 
Renovations Rating System With Alternative Compliance 
Paths for Projects Outside the U.S. (Updated October 2011)



federal government’s solar power subsidies and improved panel 
effi  ciency has made the proposition much more attractive for 
business owners. While the permitting process can sometimes 
prove a bigger roadblock than the actual installation — Avery 
said that the typical time frame from deposit to completion of 
installation is six to eight months — the energy cost reductions 
are immediate and dramatic.

“It’s a way to levelize your costs, to control the consistent 
rise of utility costs over the next 15-20 years. We recently had a 
physician client whose monthly energy bill was about $1,600 
per month. With this particular building, we were limited on 
the amount of panels we could install due to the size of the 
building. We weren’t able to eliminate his bill, but we were able 
to reduce it by $500-600 per month. You multiply that by one 
year, then over the life of the 25-year system, and you’re talking 
a tremendous amount in savings. And that’s the bottom line, 
saving money,” Avery said. “The federal government is behind 
a lot of these installations. Right now, there’s a 30 percent tax 
credit on total system cost across the board for all residential 
and commercial installations until 2016.” 

Dr. Johnson saw similar energy savings, made even more 
dramatic when comparing her previous offi  ce to the new one.

“Our old clinic was 3,750 square feet — this one is about 
12,000. Our electric bill only went up by 50 percent,” she said 
— meaning the offi  ce’s square footage increased signifi cantly 
more than its energy consumption. “It’s been really neat to see 
that happen.”

APPLICATION IN EXISTING OFFICES
Even physicians who are currently ensconced in traditionally 
constructed offi  ces can adapt some sustainable technologies for 

their practice’s benefi t, Beshears said. In fact, he said, it makes 
more business sense than not doing so.

“The biggest thing in LEED is energy savings, which is 
applicable to any offi  ce. Say you’ve got an existing practice 
with 20-year-old furnaces. Those are energy hogs compared 
to today’s standards. Your light fi xtures are another area to 
consider updating,” Beshears said. “The new T-12 fl orescent 
light bulbs are much more effi  cient than even previous 
generations of fl orescent bulbs. There are also LED lights, 
which hardly use any power, and don’t produce as much heat 
as an incandescent. That’s the fi rst place to start, look at energy 
savings. If you’re in an old building, look at your windows and 
see if you can bring down the heat exchange. Most of the new 
sustainable material has the same lifespan.”

In terms of the most cost savings realized, LeJong said, 
HVAC and windows are two areas that benefi t most from the 
current generation of technology.

“For an existing offi  ce, the most effi  cient way to reduce 
usage would be to upgrade your HVAC to a high-energy 
effi  ciency unit with high fi ltering levels for indoor air quality. 
The other thing to look at should be windows and insulation,” 
LeJong said. “We now have the ability with some glazing 
materials to let in all the light, but hardly any heat. You don’t 
get that solar gain that your units have to overcome. It gives you 
a lot more energy effi  ciency than ordinary tinted glass.”

PATIENTS AND THE COMMUNITY
While the reasoning for most business owners in going 
green is the fi nancial cost and benefi t, Avery said that it’s 
important not to overlook the benefi t of tapping into the current 
popularity of sustainable building.
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Want to see more? Go to www.aad.org/dw to see a slideshow featuring various elements of Dr. Johnson’s practice.

Arkansas dermatologist Sandra Johnson, M.D., incorporated a number of green features into her practice, reducing energy usage 
and overall impact on the environment.

Energy-efficient lights use less 
electricity and minimize light pollution.

Geothermal energy generates renewable 
power for the practice at a system cost 
lower than that of traditional HVAC.

Standing seam metal roof directs rainwater to the 
silo. It also has an extremely long lifespan, and helps 
reduce cooling costs through thermal reflection.

Heat-reflective glass lets 
in light but reflects heat to 
reduce energy costs.

Each room in the building is 
exposed to natural light, reducing 
lighting use and energy cost.

The rainwater silo 
collects precipitation 
for non-potable use, 
including flushing 

low-flow toilets.

GREEN FEATURES

Drought-resistant 
landscaping requires 
no irrigation, saving 
water costs.
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“Building green, in addition to making fi nancial sense, 
also refl ects your offi  ce being a ‘green business.’ What we’re 
fi nding in our industry is that a lot of people now are looking 
specifi cally for green companies,” he said. “If I move to a new 
area and I need a doctor, and I see that this doctor has a green 
offi  ce, I might be more inclined to visit that offi  ce because they 
share my viewpoint.”

Dr. Johnson said that even those patients who don’t 
particularly have an opinion on environmentally sound 
construction notice the building’s more unusual touches, like 
the silo next to the offi  ce that collects and recycles rainwater for 
use in the toilets. 

“Our new offi  ce was built on farmland. Not every patient 
comments on the green touches around the offi  ce, but they do 
think it’s a very serene, calm, beautiful building. Some of our 
patients will ask about something sustainable we have, and they’ll 
get very interested when we begin telling them. Everything for our 
offi  ce came from within 250 miles. My 10-year-old son picked out 
our fl oors, which are made from recycled PVC pipe but look like 
hardwood. They’re beautiful, and I’m very proud of them,” Dr. 
Johnson said. “We’ve also had a few new patients come and see 
us specifi cally because they were happy we had made this kind of 
investment in the community.”

In terms of signifi cant issues with her new offi  ce, Dr. 
Johnson said that the biggest thing to overcome so far was a 
summer drought in Arkansas running up against the USGBC’s 
maxim against permanent irrigation. LEED-certifi ed buildings, 
she said, are expected to be landscaped with plants that can 

thrive in the building’s natural climate, without the expenditure 
of additional energy or resources.

“The biggest obstacle we had was not being able to have 
permanent irrigation, so we chose landscaping that was 
drought-resistant,” Dr. Johnson said. “But Arkansas had a hot 
dry summer. We had to bring out some hoses to irrigate this 
summer and lost some of our landscaping. But that’s really the 
biggest problem that we’ve had.”

In terms of water recycling, LeJong said that most regions 
welcome the alternate uses for naturally collected rainwater, so 
long as it’s meant for non-potable use.

“Most of our municipalities are very open to these new 
ideas. There are projects I’ve heard of that have had delays 
trying to re-fi lter water for potable usage,” LeJong said. “For 
landscaping and urinal usage, they haven’t had any problems. 
It’s clean, fi ltered before it comes in, and put back into 
the wastewater systems. There are no chemicals or on-site 
treatment.”

Dr. Johnson said that the green building and accreditation 
process was more than worth the expense.

“Another thing we’re proud of is increasing awareness in 
our community on spending a little more time and energy to 
do something sustainable and positive in the community,” she 
said. “It’s a very good message to give our patients and our 
community. Dermatologists are a very blessed profession, 
and I think we need to lead by example. Everything about this 
experience has been very positive for us.” dw

UPGRADING EXISTING OFFICES
Practice owners who aren’t looking to build a new facility can still incorporate green technology and realize cost savings by 
selectively upgrading current systems.

• HVAC/air filtration: Upgrading furnace and air conditioner technologies can offer significant savings during winter and summer 
months.

• Windows: New glazing technologies allow for windows that let light into the office without any of the accompanying heat 
exchange.

• Lighting: New compact florescent and LED technologies use far less energy than that required by incandescent bulbs and even 
earlier-generation florescent bulbs.

• Solar panels: In addition to reducing the office’s monthly power bill through on-site electricity generation, solar panels currently 
qualify home and business owners for a tax credit equal to 30 percent of the total system cost. Panels require a southern 
exposure for best results.

• Sharps/hazardous disposal: Machines are available that allow physicians to dispose of sharps and red-bag waste in-office. 
Waste is placed in the countertop-sized machine, processed to a sterile, non-hazardous condition, and can safely be disposed of 
with the regular trash.

• New flooring: Recycled PVC flooring has the appearance of hardwood, is quickly installed without glue, and can be easily cleaned 
and individual planks replaced if necessary.
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BY JAN BOWERS, CONTRIBUTING WRITER

PIECES OF THE 
METABOLIC SYNDROME 

PUZZLE

New evidence links it to psoriasis, 
androgenetic alopecia
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OBESITY DRIVES METABOLIC SYNDROME
Metabolic syndrome is the name given to a group of 
familiar risk factors that occur together and increase 
the risk for coronary artery disease, stroke, and type 
2 diabetes (see sidebar, p.27). “There have been 500 
or 600 studies over the past 10 years indicating that 
when obesity is found in an individual, there’s a 
cluster of conditions that tend to accompany it: high 
blood pressure, low high-density lipoprotein [HDL] 
cholesterol, high triglycerides, and a high fasting 
glucose, almost a pre-diabetes state,” said Nehal 
N. Mehta, M.D., director of infl ammatory risk and 
associate scholar, Center for Clinical Epidemiology 
and Biostatistics, at the University of Pennsylvania’s 
Perelman School of Medicine. “The cluster was 
fi rst called ‘Syndrome X,’ then the ‘dysmetabolic 
syndrome,’ then the metabolic syndrome. Each of these 
abnormalities, by itself, predisposes an individual to 
cardiovascular disease, but as a group their threat is 
greatly increased. If you have all fi ve, your risk of heart 
disease increases by more than 300 percent.” 

Psoriasis can be thought of as a “pre-metabolic 
syndrome state,” said Dr. Mehta, a preventive 
cardiologist whose practice is dedicated to the 
cardiovascular care of patients with psoriasis. “If you 
look at a cross section of psoriasis patients, about 80 
percent of them will be overweight, and about half of 
those could be classifi ed as obese,” he notes. “Of 300 
patients we’ve seen in the past two years, more than 
48 percent have metabolic syndrome. This is a very 
important public health message to communicate: 
there’s no population more likely to develop metabolic 
syndrome than this one.” 

PSORIASIS AND METABOLIC SYNDROME
A study published in the Archives of Dermatology 
(2011;147(4):419-24) used data from the National 
Health and Nutrition Examination Survey (2003-
2006) to estimate the prevalence of the metabolic 
syndrome among psoriasis patients and in the general 
U.S. population. The study participants, aged 20 to 59 
years (mean age 39), included 2,385 individuals with 

no psoriasis and 71 who reported having been told by 
a health care provider that they have psoriasis. The 
prevalence of the metabolic syndrome was 40 percent 
among individuals with psoriasis and 23 percent among 
individuals without psoriasis. Even after adjusting 
for age, sex, race/ethnicity, smoking, and serum 
C-reactive protein levels, the odds ratio for patients 
with psoriasis and the metabolic syndrome was 1.96. 
The most common component of metabolic syndrome 
among individuals with psoriasis was abdominal 
obesity, followed by hypertriglyceridemia and low HDL 
cholesterol. Using the 2008 U.S. census population 
data, the authors estimated that 6.6 million individuals 
aged 20 to 59 have psoriasis and 2.7 million of those 
have metabolic syndrome.

“This was the fi rst broadly representative study of 
psoriasis, to my knowledge, in which metabolic syndrome 
was diagnosed in psoriasis patients in the general 
population,” said co-author Joel M. Gelfand, M.D., 
M.S.C.E., medical director of the Clinical Studies Unit 
and assistant professor of dermatology and epidemiology 
at the University of Pennsylvania’s Perelman School of 
Medicine. “That’s a big advantage, because most other 
studies have come from tertiary care centers, and we 
don’t know how reliable they are. We followed up this 
study with a separate analysis using the United Kingdom 
record system, where we obtained data on 4,000 patients 
with psoriasis.” The follow-up study (of which Dr. Mehta 
was also a co-author), presented in abstract form at 
the Society of Investigative Dermatology’s 2011 annual 
meeting, examined the medical records from The Health 
Improvement Network, a large population-based UK 
general practice database. The results not only confi rmed 
a signifi cant association of psoriasis with metabolic 
syndrome, but also found that “as severity of psoriasis 
increased, so did association with metabolic syndrome,” 
Dr. Gelfand noted. “Also, the individual components 
of the metabolic syndrome were increased in people 
with psoriasis, so independent of obesity, people with 
psoriasis were more likely to have elevations in glucose 
and triglycerides, again in a dose-response (i.e. disease 
severity) manner.”  >>

Researchers investigating psoriasis and androgenetic alopecia (AGA) have 
wondered, in recent years: Are patients with the two conditions at increased risk 
for cardiovascular disease (CVD)? Numerous studies have linked psoriasis with 

individual CVD risk factors such as obesity, dyslipidemia, hypertension, and insulin 
resistance. AGA research indicated an elevated risk of myocardial infarction and cardiac-
related mortality. Now the concept of metabolic syndrome is providing a new framework 
for investigators to assess the increased risk of CVD in psoriasis and AGA patients. As a 
result, with mounting evidence pointing to a clear association with metabolic syndrome, 
psoriasis experts and researchers studying AGA are urging dermatologists to take a 
more active role in preventing CVD through early intervention.
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INFLAMMATION A COMMON THREAD
Although the association between psoriasis and metabolic 
syndrome is well established, researchers are still probing the 
relationship in an effort to identify the factors that might explain 
why the two conditions are linked. “The important thing we’ve 
learned is that coronary artery disease is not just atherosclerosis 
and lipid deposition, but is a very inflammatory condition, and 
a lot of those inflammatory markers are very similar to the 
inflammatory cytokines we see in skin and joints with psoriasis,” 
said Alan L. Menter, M.D., chief of dermatology and chair of the 
psoriasis unit at the Baylor Research Institute. “If you then add 
obesity, hypertension, and diabetes to that, which in their own 
right increase the risk of coronary artery disease, you have two 
separate risk factors: the psoriasis per se, with inflammation, and 
then the diabetes/obesity issue, which is significantly higher in 
psoriasis than any other immune disease.” 

Dr. Mehta, whose past research includes the study of 
inflammation induced in healthy human subjects, concurs with 
the theory that inflammation is at the root of both conditions. 
“Psoriasis is not thought to be just a skin disease, it’s a whole-
body disease,” he maintained. “What it comes down to is that 
each of those TH-1 and TH-17 cells are the richest source of these 
pro-inflammatory cytokines (IL-1, IL-6, and TNF-α), and all of 
those are causing disruptions of signaling level. So I think it may 
be the chronic inflammation seen in psoriasis that’s driving all of 
these problems, and the obesity and the insulin resistance could 
be byproducts of that.”

Researchers are also looking for genetic factors that psoriasis 
and metabolic syndrome might share. “We have nine genes 
identified in psoriasis, called PSORS1 through PSORS9. PSORS1, 
which is based on chromosome 6, is the gene responsible in that 
area for all autoimmune diseases like diabetes,” Dr. Menter said. 
“All these things are genetically linked; the question is, how? So 
whether the obesity gene specifically is linked to the psoriasis 
gene is being researched as we speak.”

The issue of how the systemic treatments for one condition 
might affect the other has been studied in recent years, with 
some encouraging results. “Some small studies have shown 
that methotrexate improves HDL function,” Dr. Mehta said. 
“Also, methotrexate has been shown in a handful of studies to 
improve blood pressure and vascular blood sugars.” Dr. Menter 
added that methotrexate “has definitively been shown to reduce 
the incidence of coronary artery disease in both psoriasis and 
rheumatoid arthritis.” Results from a study of 24,081 psoriasis 
patients at Kaiser Permanente Southern California, presented at 
the American Academy of Dermatology’s 2011 Annual Meeting 
by Jashin J. Wu, M.D., indicated that patients treated with TNF-α 
inhibitors (etanercept, adalimumab, and infliximab) had a 48 
percent lower risk of myocardial infarction during four years of 
follow-up than patients not receiving one of these drugs. “That’s 
a very, very significant new finding, and I think it’s going to be a 
huge factor in allowing us to get better access to those drugs for 
patients with more severe psoriasis,” Dr. Menter said. 

The effect on psoriasis of drugs prescribed to treat 
cardiovascular risk factors seems minimal, Dr. Mehta said. “There 
have been some small, anecdotal studies that suggest certain 
drugs such as ACE inhibitors or beta blockers make psoriasis 
worse, but I don’t believe that,” he stated. “I’ve used some statin 

drugs and blood pressure drugs in a very small population of 
patients, and I have not seen any worsening of psoriasis.”

BROADER ROLE FOR DERMATOLOGISTS
The wealth of evidence linking the two disorders puts 
dermatologists who treat psoriasis on the front lines of 
preventing CVD in their patients, experts say. In a “Practice 
Gaps” commentary immediately following Dr. Gelfand’s study 
in Archives, Michael L. Shelling, M.D., and Robert S. Kirsner, 
M.D., Ph.D., suggested that “while the average dermatologist is 
conversant with this topic, it is the unusual dermatologist who 
has acted on it.” They recommended creation of a pocket card or 
electronic template to include the diagnostic criteria for metabolic 
syndrome and urged dermatologists to incorporate screening for 
the five risk factors into routine practice.

 “I would say that even among dermatologists who have an 
interest in psoriasis, probably less than 5 percent do anything 
actively or prospectively about metabolic syndrome. We have to 
convince dermatologists that this is something they should be 
taking care of, because often the only doctor a patient sees is his 
or her dermatologist,” said Dr. Kirsner, who is vice chairman and 
Stiefel Laboratories chair of the department of dermatology and 
cutaneous surgery and chief of dermatology at the University of 
Miami Miller School of Medicine. “Also, we should be making sure 
that our psoriasis patients get engaged with someone who has an 
interest in this area, whether it’s an internist, or a cardiologist, or a 
vascular management specialist.” At the University of Miami, Dr. 
Kirsner and his colleagues have launched the Psoriasis Vascular 
Medicine Clinic, where psoriasis patients receive a comprehensive 
evaluation for cardiovascular risk factors and referral, as 
appropriate, to a vascular medicine specialist. “Over time, the 
data we will generate will be robust enough so we can say, ‘in real 
life practice these are the people who are most likely to develop 
cardiovascular problems,’ and ‘these are the most likely patients to 
benefit from referral,’” he said.

AGA AND METABOLIC SYNDROME
Research into a possible link between androgenetic alopecia 
and myocardial infarction dates from the mid-20th century, 
and evidence of the connection may go back as far as 1812, 
according to a dermatologist with expertise in hair disorders. 
“When Napoleon invaded Russia, his bald soldiers died first. In 
the past, there was speculation that perhaps they were less brave, 
as baldness can affect self-esteem; or, that they suffered more 
from the cold, as they had no hair,” said Antonella Tosti, M.D., 
professor of dermatology at the University of Miami Miller School 
of Medicine. “We still do not know if the deaths were cardiac-
related, but this is the new speculation based on scientific data.” 
Several studies published in the 1960s showed an association 
between AGA and heart attacks, and researchers began evaluating 
androgen and lipid levels and more recently, androgen and 
metabolic syndrome, Dr. Tosti said. She pointed to a report 
published in Acta Dermato-Venereologica (2010;90:485-870) which 
found that male and female patients with AGA had significantly 
higher triglyceride, total cholesterol and LDL cholesterol values 
versus controls. 

Dr. Tosti, who studied the relationship between early-onset 
AGA, metabolic syndrome, and polycystic ovary disease in 
European women, said she does not refer all her female patients 



with AGA for metabolic screening. “The ones who show other 
signs of hyperandrogenism, such as irregular menses and 
hirsutism, these are the ones who have polycystic ovary syndrome 
and possibly metabolic syndrome, and should be referred to an 
endocrinologist,” she said.

Three recent studies which looked specifi cally at the presence 
of metabolic syndrome in patients with AGA studied somewhat 
diff erent patient populations, but all found a positive association. 
Publishing in the Singapore Medical Journal (2010;51(12):931-
936), Turkish investigators examined the frequency of insulin 
resistance, hyperinsulemia, and metabolic syndrome in 80 men 
with early AGA (developed before age 35) and 48 healthy male 
control subjects. The frequency of both insulin resistance (using 
the homeostatic model assessment) and metabolic syndrome 
were found to be signifi cantly higher in the group with AGA. The 
authors cited earlier studies suggesting that insulin resistance is 
the main mechanism for atherosclerosis. Finally, they suggested 
that further study might clarify “whether early AGA causing 
coronary artery disease can be attributed to dyslipidemia due to 
androgens, insulin resistance alone, or metabolic syndrome due 
to insulin resistance.”

A group of dermatologists at a university hospital in Granada, 
Spain, noted a dearth of studies addressing the association 
of AGA and cardiovascular disease in women. Their study, 
published in the Journal of the American Academy of Dermatology 
(2010;63(3):420-9), included 40 male and 37 female subjects 
with early-onset AGA (women with polycystic ovary disease 
were excluded), matched with 77 healthy control subjects. 
Metabolic syndrome was found in 54.5 percent of the patients 
with AGA versus 10.4 percent of the control subjects, and was 
not signifi cantly more frequent in male patients with AGA than 
with female patients with AGA. In a discussion of the pathogenic 
mechanisms that might explain the AGA-metabolic syndrome 
connection, the authors pointed to the higher frequency of both 
hyperinsulemia and chronic infl ammation parameters found 
in the patients with AGA. The role of insulin resistance was 
reinforced in an earlier study cited by the authors which found 
an association between early-onset AGA and insulin resistance 
in male patients. In addition, they said patients with AGA 
reported a higher frequency of a family history of both AGA and 
early cardiovascular disease, indicating a possible genetic role. 

Finally, they suggested that cardiovascular screening by metabolic 
syndrome criteria assessment and carotid ultrasound in men and 
women with early-onset AGA might help detect patients who 
could benefi t from preventive treatment.

Noting that the literature regarding AGA and metabolic 
syndrome has yielded inconsistent fi ndings, the authors of a 
community-based study of the two conditions in Taipei, Taiwan, 
maintained that most previous studies had not controlled for 
family history of AGA or other possibly confounding factors. 
Their study, published in the British Journal of Dermatology 
(2010;163(2):371-7), indicated a higher prevalence of metabolic 
syndrome in subjects with moderate or severe AGA (Norwood 
type IV or greater) than in those with no hair loss or mild AGA, 
particularly among subjects aged 60 to 69. After adjusting for 
age, family history, and smoking status, the results revealed that 
severe AGA (grade V or above) conferred a 2.6-fold higher risk of 
metabolic syndrome compared with moderate AGA. Conversely, 
subjects with metabolic syndrome were signifi cantly more likely 
to have AGA type IV or greater than those without metabolic 
syndrome. Although the pathophysiological link between 
metabolic syndrome and AGA is still not well understood, “we 
concluded that it would be very helpful to identify the risk of 
metabolic syndrome in our male patients with AGA,” said co-
author Christina Lin-Hui Su, M.D., Ph.D., chief of the department 
of dermatology at Far Eastern Memorial Hospital in New Taipei 
City. “Facilitating early intervention for metabolic syndrome is 
critical to reducing the risk and complications of cardiovascular 
and type 2 diabetes later in life.”

While patients with AGA and those with psoriasis have been 
shown to be at higher risk for metabolic syndrome, experts 
examining both conditions emphasize that more research 
is needed to thoroughly understand the connections. In the 
meantime, dermatologists can be proactive in helping their at-
risk patients head off  CVD by arranging for screening tests and 
referral to appropriate specialists. “We are the appropriate people 
to be the focal point for this eff ort,” Dr. Kirsner insisted. “Right 
now practitioners have a certain approach to caring for their 
patients, and that doesn’t include screening for or talking about 
cardiovascular disease. Change takes time, but I’m confi dent that 
10 years from now, this will be diff erent, and dermatologists will 
make screening part of their routine.” dw

METABOLIC SYNDROME DEFINED

According to the American Heart Association and the National Heart, Lung and Blood Institute, an individual with at least three of the 
following conditions meets the criteria for metabolic syndrome:

Abdominal obesity: a waist circumference of over 40 inches (102 cm) in men and 35 inches (88 cm) in women

Serum triglycerides equal to or higher than 150 mg/dL

Blood pressure equal to or higher than 130/85 mmHg

Fasting blood glucose equal to or higher than 100 mg/dL

Low HDL cholesterol: under 40 mg/dL in men and under 50 mg/dL in women
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They reduce premiums, lure physicians, 
and improve access to care

Caps top 
state medical 
liability reforms
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W ith health system reform barely addressing medical liability 
reforms and the Help Efficient, Accessible, Low Cost, Timely 
Healthcare (HEALTH) Act of 2011 likely to get buried in a 

legislative stalemate, states are taking it upon themselves to usher in 
meaningful medical liability reform.

These reforms enacted in states, such as California and Texas, have 
resulted in reduced medical liability premiums, an influx of physicians, 
and improved access to patient care. Additionally, some states are 
involved in demonstration and planning projects that offer promising 
alternatives to medical liability reforms.

“Liability reform has clearly been identified as a significant way to 
bring about a meaningful reduction in the cost of health care in this 
country,” said Brian Atchinson, president of the Physician Insurers 
Association of America. It is considered a potential means to help 
bend the cost curve by reducing premiums and holding the potential to 
reduce defensive medicine, which was estimated to cost $45.6 billion 
in 2008. The Congressional Budget Office has estimated that national 
medical liability reforms would reduce the federal budget deficit by 
$54 billion between now and 2019. “That’s just the federal government 
savings,” he added. “That doesn’t touch on potential savings 
throughout the health care system.” At the state level, the savings are 
more than theoretical.

STATE ROUNDUP

To date, all states have a statute of limitations rule. Approximately 30 
states have limits on non-economic or economic damages, collateral 
source rules, and periodic payment of future damages. Nearly that 
many states allow for joint and several liability. Approximately 16 
states have limits on attorney fees and require cases to be heard by 
a pre-trial screening panel. Regarding caps, the amount and type of 
damages covered vary state by state. So do the versions that the other 
reforms take. >>

BY RUTH CAROL, CONTRIBUTING WRITER
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Caps top 
state medical 
liability reforms

In 2011, four states passed medical liability reform. 
But just because a law is enacted doesn’t mean that it 
won’t be challenged. For example, caps on non-economic 
damages were ruled unconstitutional in Illinois and 
Georgia last year. Courts have overturned a cap in at least 
11 states, some of which have enacted new laws once the 
old ones were overturned, according to the American 
Medical Association (AMA). In at least 16 states, including 
Colorado and Indiana, courts have upheld a cap as 
constitutional. Some state constitutions prohibit caps on 
damages altogether.

BENEFITS
A number of diff erent reforms and initiatives are thought 
to bring about a meaningful reduction in liability costs, 
Atchinson said. Among them are collateral source reform, 
pre-trial screening panels, limits on attorneys’ fees, and 
periodic payments. “But the one that is bringing about the 
greatest verifi able cost savings are caps on non-economic 
damages,” he noted.

Numerous studies have shown that caps, in particular, 
reduce the size of indemnity payments, constrain the 
growth of insurance premiums over time, and increase 
the supply of physicians. Overall, liability premium rates 
were reduced an average of approximately 17 percent for 
internists and nearly 21 percent for general surgeons in 
states with caps, according to a Robert Wood Johnson 
Foundation-funded study that examined state medical 

malpractice reform legislation from 1975 to 2004. If a cap 
of $250,000 on non-economic damages was introduced 
in all states without caps and damages were reduced to 
$250,000 in states that had higher caps, there would be 
an annual savings of $1.4 billion, or 8 percent of the total 
malpractice premium costs, the study asserts.

The gold standard of medical liability reform is 
California’s Medical Injury Compensation Reform Act 
(MICRA) of 1975, which included a $250,000 cap on 
non-economic damages along with limits on contingent 
attorney fees, collateral source rules, periodic payments 
of future damages, and a statute of limitations. Between 
1976 and 2009, total medical liability insurance premiums 
across the country rose 945 percent; in California they rose 
only 261 percent, according to the National Association 
of Insurance Commissioners. “In California, the medical 
liability insurance rates are the most stable and lowest in 
the country,” Atchinson said.

Another leader in medical liability reform is Texas, 
which enacted a stacked cap on non-economic damages 
in 2003. (A stacked cap sets a maximum payout for which 
an individual may be responsible as well as a maximum 
total award that multiple defendants may have to pay.) All 
major liability carriers in the state have cut their rates, most 
by double-digits, according to the AMA. The state’s largest 
liability carrier — Texas Medical Liability — has reduced 
its premiums for nine consecutive years. Most physicians 
have seen their rates reduced by an average of 27 percent, 
according to the AMA. 

New insurance companies have entered the Texas 
market, as well. Only four companies sold medical liability 
insurance in the state before reform and now there are 
more than 30 companies, said Atchinson, adding, “That’s a 
signifi cant measurement of the eff ectiveness of reform.” 

In addition, Texas has seen a dramatic infl ux of doctors. 
The state has experienced a 59 percent increase in newly 
licensed physicians in the past two years compared with 
two years prior to reform, Atchinson said. “This legislation 
has proven over the years to be highly eff ective in the area 
of business development for the state of Texas as well as in 
the recruitment and retention of physicians to the state,” 
noted Dan McCoy, M.D., who serves on the Texas Medical 
Association Board of Trustees and is a former president 
of the Texas Dermatological Society. “It has helped recruit 
dermatologists to the state as they have found Texas to be a 
friendly place to practice.”

Similarly in West Virginia, after passing medical 
liability reform in 2003, the Board of Medicine issued 
377 new physician licenses in 2004, the most since 
1999. In fact, several studies found that states with caps 
have a higher percentage of physicians, ranging from 2.2 
percent to upwards of 4 percent, per resident than states 
without them. 

The more physicians, the better the access to care 
for patients. Addressing some of the liability costs has 
allowed doctors who considered ceasing to practice in 
rural and underserved areas to continue practicing in 
those areas, Atchinson said. A study by the Center for 
Delivery, Organization, and Markets of the Agency for 

HEALTH ACT OF 2011
The HEALTH Act of 2011, one of the first bills 
introduced in the House of Representatives this 
year, would enact federal medical liability reform. 
Specifically, it would:

• Set a $250,000 cap on non-economic damages
• Set a statute of limitations
• Limit attorney fees
• Allow for collateral source rules
• Limit punitive damages
• Provide for periodic payments

“If the HEALTH Act of 2011 were to pass it would be 
of benefit to states, particularly those that don’t have 
medical liability reforms currently in place,” said Brian 
Atchinson, president of the Physician Insurers As-
sociation of America. “It would protect the state laws 
that are already in place and would pre-empt weaker 
state laws.” He is cautiously optimistic that the bill will 
be given a lot of attention in early 2012.
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Healthcare Research and Quality (AHRQ) found that 
rural counties in states with caps have 3.2 percent more 
physicians per capita than states without such limits. 
Other research suggests that rural areas benefi t from 
a greater number of surgical and support specialists, 
according to the AMA.

Benefi ts are attributed to other medical liability 
reforms, as well. For example, in states that have adopted 
collateral-source off sets, there are lower total indemnity 
payments and less double payment of medical expenses, 
according to a recent study. In Maine, pre-litigation 
screening panels have resolved 70 percent of cases before 
trial, according to the Maine Medical Society.

ALTERNATIVE OPTIONS
A handful of states are participating in AHRQ-funded 
three-year demonstration grants and one-year planning 
grants that explore alternatives to current tort litigation. 
“All of the three-year projects are making very good 
progress,” said James Battles, Ph.D., a social science 
analyst for AHRQ’s Center for Quality Improvement 
and Patient Safety. Approximately half of the one-year 
planning projects have requested extensions, he said. The 
others are wrapping up and are expected to provide fi nal 
reports in March. 

The most promising of the demonstration projects 
is the New York judge-directed negotiation program, Dr. 
Battles said. For this project, the program currently used 
in New York courts will be expanded and coupled with 
a new hospital early disclosure and settlement model. 
Co-run by the Department of Health and the New York 
court system, this program won’t require legislation, at 
least in New York, he explained. This type of program can 
be challenging because it requires buy-in from hospitals, 
trial lawyers, and risk managers. “But when you begin 
to get consensus, then things start moving along,” he 
said, adding, “One of the best ways to reduce liability is to 
reduce risk.” 

The Massachusetts Medical Society and Beth Israel 
Deaconess Medical Center joined together to develop a 
roadmap for implementing a disclosure, apology, and 
off er approach to medical liability as part of a one-year 
planning grant that is also promising. The medical 
society and trial lawyers are supporting this eff ort, which 
dramatically reduces the amount of liability, Dr. Battles 
said. Findings from a recent study about the University of 
Michigan Health System’s disclosure-with-off er program 
demonstrate signifi cant cost savings. Since implementing 
its program in 2001, the health system’s average monthly 
rate of new claims and monthly rate of lawsuits decreased 
as did the total liability, patient compensation, and non-
compensation related legal costs.

In addition to the demonstration and planning 
grants, Congress created a separate medical liability 
grant program as part of the health reform law focusing 
on statewide eff orts. Under this program, participating 
states would develop an alternative liability reform and 
promote a reduction of health care errors by encouraging 
the collection and analysis of patient safety data. The $50 

million of funding called for by the law, however, has not 
yet been made available. 

“The unnecessary defensive medicine practices, which 
are a huge cost driver for our health care system, do 
drop when you have meaningful tort reform and medical 
liability reform,” Atchinson concluded. “These types of 
reforms can bring about signifi cant cost savings and 
overall improvement in terms of patient safety, which at 
the end of the day is the primary concern.” dw

LIABILITY REFORM 
TERMS DEFINED

The terms of the medical liability reform debate are 
often as clear to non-lawyers as identifying a lesion 
would be to a non-dermatologist. Below, some of the 
keys terms of the debate are defined.

Collateral-source offsets: Damage awards take 
insurance payments to plaintiffs into account, reducing 
economic damages owed by defendants.

Disclosure-with-offer:  In tests of this concept, 
physicians admit they have made a medical mistake 
and potential plaintiffs are offered compensation. Test 
pilots suggest this can reduce the number of lawsuits 
and overall liability expenses.

Joint and several liability: Plaintiffs can seek portions 
of a judgment against a group of defendants from any 
or all of them. Defendants are typically responsible 
for sorting out how to apportion payment of damages 
among themselves.

Judge-directed negotiation program: A pilot in New 
York is testing the idea that involving judges at the 
beginning of a lawsuit can avoid years of litigation by 
facilitating negotiations between lawyers for plaintiffs 
and defendants. The approach is designed to save 
defendants money on litigation and potentially reduce 
damage awards — while getting plaintiffs their awards 
sooner.

Non-economic damages: In addition to economic 
damages related to the actual cost of the injury 
suffered by a plaintiff, judges and juries in some states 
can award non-economic damages for intangible 
suffering. Capping such damages has been one of the 
major changes sought by advocates of medical liability 
reform.
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academy perspectivefrom the president

O
ver the last year, I, along with other members of the Academy’s leadership and senior 
staff , have been meeting with the senior leadership of many of our corporate sup-
porters. These meetings have been positive and a great opportunity for us to better 
understand the issues and opportunities they face. They have also given us the op-

portunity to share key Academy strategic initiatives and identify areas of mutual interest.
One which has come up often is the current state of research in dermatology — from 

the research and development pipeline on the industry side to the level of involvement 
in both bench and post-market clinical studies among our members. We agree with our 
industry partners regarding the need to build and expand networks, funding, capabilities, 
and experience. We applaud their continued eff orts to develop innovative dermatologic 
medications and devices. And we have a joint interest in determining how to work most 
eff ectively with the Food and Drug Administration on diverse issues including drug ap-
provals, safety, and post-market testing and data collection.

To that end, many of our corporate supporters have expressed interest in helping 
members to understand what it takes to participate successfully in clinical studies so they 
can engage with industry in these eff orts, which help lead to improved effi  cacy and safety 
for our patients. We have discussed developing research fellowships for young AAD 
members with some of our leading corporate supporters.

Our corporate supporters and Stephen Katz, M.D., Ph.D., the director of the National 
Institute for Arthritis and Musculoskeletal and Skin Diseases (NIAMS), also said they support 
our eff orts to develop a focused research agenda for dermatology and, subsequently, our plan 
to advocate aggressively for increased funding for the research the AAD, with our stakeholders 
and patient interest groups, determines is most important to dermatologists and their patients. 

We are now working actively on those eff orts. The Council on Science and Research 
began work this summer to defi ne the parameters of the conversation, seeking input 
from key stakeholders regarding areas where more research is needed. Various state and 
subspecialty societies within dermatology, including the Society for Investigative Der-
matology, provided very specifi c feedback regarding the diff erent conditions for which 
more research is needed and the types of research within those conditions that should 
be pursued. We are also requesting similar feedback from the patient groups within the 
specialty, reaching out to the Coalition for Skin Diseases for input.

In addition, we met with Dr. Katz on two occasions to see how the Academy could support 
additional research related to the skin. Dr. Katz expressed appreciation for the eff ort to create 
a research agenda and noted the need for a practice-based research network to address critical 
questions. He also encouraged the Academy to consider supporting researchers who do not 
succeed in getting NIAMS funding but who come close based on the quality of their proposals. 

All of this input will culminate in a 
dermatology research agenda consensus 
conference, scheduled for June 22-23, 2012, 
in Washington, D.C. At the conference, we’ll 
bring together stakeholders from across 
dermatology, along with representatives of 
funding sources such as the various areas of 
the National Institutes of Health, and present 
them with the background research currently 
being assembled by our Research Agenda 
Workgroup, chaired by Henry W. Lim, M.D. 

During the conference, the participants 
will hone a list of conditions where more 
research is needed. Identifying the most 
important gaps in dermatologic research will 
be extremely useful when we meet with in-
dustry, with agencies that fund research, and 
with legislators as we advocate for increased 
funding. The existence of such a list may 
also help groups like the NIH and the Der-
matology Foundation to target their funding 
to the areas where it will have the biggest 
impact for both physicians and patients. 

A related issue that is gaining wide-
spread attention is the number of national 
drug shortages being reported; the major-
ity involve generic products. The issue is 
complex and there are frustrations on all 
sides — industry, clinicians, and regulators 
alike. Discussions are occurring in forums 
such as Congress and the AMA about the 
many reasons for these shortages, includ-
ing manufacturing problems, company 
decisions to discontinue products, industry 
consolidation, and ingredient shortages. 
All of us need to work together to ensure 
that communications about shortages 
improve and eff ective products and treat-
ments are available to help patients. Please 
contact Amanda Grimm at agrimm@aad.
org to report a shortage in your area so that 
this can be relayed to the FDA. It is also 
important for AAD members to support 
companies that contribute to the specialty 
through new research and development.

Finally, in follow-up to my column last 
month regarding our communications 
eff orts, I have appointed a Task Force on 
Transforming Communication to examine 
how to strengthen and make our public 
relations communications more eff ective 
and proactive. dw

Academy 
helping to 

advance research 
in dermatology

BY RONALD L. MOY, M.D., AAD PRESIDENT
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news + events

2011 a year of 
successes for 

the Academy
EXECUTIVE DIRECTOR’S REPORT

WHEN LOOKING BACK AT A YEAR, IT IS TEMPTING TO VIEW IT IN TERMS OF A 
BROAD THEME — to think of 2010 as the year of health reform, for instance. In that 
vein, it is tempting to think of 2011 as the year we turned the tide against skin cancer. 
New drugs promised to improve the survival of melanoma patients. The Food and Drug 
Administration announced new rules for sunscreens to help the public protect itself, and 
dermatologists helped the media translate those new rules into sound advice. California 
banned tanning for anyone under the age of 18, and a bill being considered in the House 
of Representatives would have the FDA update the classifi cation of tanning beds.

That is a remarkable amount of progress in a single year! But I know that the founda-
tions for many of 2011’s achievements were laid in previous years — our comments on 
the proposed sunscreen rules in 2007, our participation in the FDA hearing on tanning 
beds in 2010, the decades of eff orts by dermatologists across the country to persuade their 
states to regulate the use of tanning beds. Similarly, I know that much of 2011’s success 
will be seen in the way the seeds we planted this year bear fruit in the future.

For instance, this year saw the unveiling of our Leadership Institute at the Annual 
Meeting in New Orleans. This important program will help ensure that dermatologists 
have the leadership skills they need to manage their practices, be active participants in 
the overall health care system, and drive the continued success of the Academy and the 
specialty overall in the future. And while it offi  cially launched in 2011, this was the culmi-
nation of years of eff ort.

Likewise, 2011 saw the fi rst dermatologists earn meaningful use bonuses from Medi-
care for implementing EHR systems in their practices. The experiences of these pioneers 
will help inform their colleagues as more dermatologists go electronic, ensuring that 
practices are able to take advantage of the benefi ts of EHR in a way that does not disrupt 
how they treat patients. Our Annual Meeting and a host of online resources, developed 
over the last several years as this issue has grown in importance for members, will be 
there to help.

Ultimately, though, I will remember 2011 as a year that saw the Academy taking a stra-
tegic look at the needs of the organization and the specialty. From our advocacy eff orts on 
Capitol Hill and in the states, to our educational programming at our meetings, to our com-
munication with you and the public — we made critical updates to our website, launched a 
new version of Dermatology World, and created the Dermatology Advocate e-newsletter you 
recently started receiving — we are taking the steps necessary to ensure that the Academy, 
and dermatology, are well-positioned for success today and down the road. 

BY RONALD A. HENRICHS, CAE

academy update
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news + events
academy update continued

Dermatology World redesign wins awards
THE REDESIGN OF DERMATOLOGY 
WORLD, the American Academy of 
Dermatology Association’s month-
ly magazine, caught the 
attention of members with its 
January 2011 issue, and they 
have offered a variety of praise 
and feedback over the course of the 
year. Two organizations that evaluate 
the quality of such publications recently 
gave DW an additional thumbs-up.

First, in June, Association Media and Pub-
lishing, which focuses on publications for business, medical, and trade 
associations, honored the publication’s redesign with a Bronze Excel 
Award. In giving the award, the judges said, “A significant improve-
ment. The new product is clean, professional, and modern, with good 
use of color and plenty of white space.”

In November, Folio, whose awards program is the largest of its 
kind, with honorees such as National Geographic, Sports Illustrated, and 
even Playboy, honored the redesign with a Silver Ozzie Award in its 
“Best Redesign, Association/Non-Profit” category. – RICHARD NELSON

2012 Annual Meeting registration and  
housing available online 
THE FASTEST WAY TO REGISTER TO ATTEND THE 
ACADEMY’S 70TH ANNUAL MEETING in San Diego, 
being held March 16-20, 2012, and ensure you can at-
tend the sessions you want is to register online at www.
aad.org/meetings-and-events/annual-meeting. Online 
registration and housing is now open. 

Guest rooms are being held at several major hotels 
in San Diego at AAD discounted meeting rates avail-
able only to those who book through the AAD. For a 
current listing of official AAD hotels, visit www.aad.org/
meetings-and-events/annual-meeting. Hotel reserva-
tions must be made in conjunction with registration for 
the meeting. 

Consider adding a donation as you register for the 
Annual Meeting. You can be a part of the Academy’s 
efforts to reduce skin cancer by contributing to the AAD 
Shade Structure Program, or help support a unique 
summer camp opportunity for young patients by giving 
to the AAD Camp Discovery Endowment. Make a differ-
ence today! – SUSAN JACKSON

The Academy recently learned with sorrow of the passing of the following 
members of the dermatologic community.

Minerva S. Buerk, M.D., 102, Ardmore, Pa. Completed dermatol-
ogy residency training at University of Pennsylvania. Died May 27.

Andrew Sexton Burgoyne, M.D., 71, Danville, Calif. Completed der-
matology residency training at Stanford University. Died March 1.

Howard V. Dubin, M.D., 73, Ann Arbor, Mich. Completed derma-
tology residency training at University of Michigan. Died Oct. 16.

Frank E. Dunlap, M.D., 81, Tucson, Ariz. Completed dermatology 
residency training at Northwestern University. Died Feb. 1.

Warren Gene Eyre, M.D., 74, Orem, Utah. Completed dermatology 
residency training at Naval Medical Center. Died Aug. 27.

Seymour Fried, M.D., 88, Tenafly, N.J. Completed dermatology 
residency training at Bellevue Hospital. Died Aug. 14.

David D. Fulghum, M.D., 74, Bradenton, Fla. Completed dermatol-
ogy residency training at University of Miami. Died June 3.

William H. Garvin Jr., M.D., 93, Jacksonville, Fla. Completed der-
matology residency training at Columbia University. Died May 8.

Sheldon B. Goldstone, M.D., 90, Naples, Fla. Completed dermatology 
residency training at University of Pennsylvania. Died Dec. 6, 2010.

Joseph Stanley Harun, M.D., 86, Lower Gwynedd, Pa. Completed der-
matology residency training at University of Pennsylvania. Died May 17.

Archibald Weems McFadden, M.D., 85, Annapolis, Md. Completed 

dermatology residency training at Natl Capital Area Consortium 
Dermatology Residency Program. Died Dec. 18, 2010.

Marvin E. McRae, M.D., 103, Greensboro, N.C. Completed derma-
tology residency training at Columbia University. Died March 1.

Antar Padilha-Goncalves, M.D., 95, Rio de Janeiro, Brazil. Died 
Jan. 1.

Ralph Layton Parker, M.D., 99, Naples, Fla. Completed dermatol-
ogy residency training at New York University Medical Center. Died 
March 16.

Martha Jane Post, M.D., 55, Lexington, Ky. Completed dermatology 
residency training at Henry Ford Hospital. Died Sept. 1.

Kathryn E. Quinlan, M.D., 33, Grosse Pointe Woods, Mich. Com-
pleted dermatology residency training at Henry Ford Hospital. Died 
Dec. 1, 2010.

Wilfried L. Schmerold, M.D., 92, Chesterfield, Mo. Completed 
dermatology residency training at University of Illinois at Chicago. 
Died April 15.

Harold M. Schneidman, M.D., 87, San Francisco. Completed der-
matology residency training at Stanford University. Died Jan. 21.

Obituaries are published in Dermatology World after information is submitted to the 

AAD. Information on member obituaries should be submitted in writing to Sandra 

Christmas, AAD Member Services Dept., P.O. Box 4014, Schaumburg, IL, 60168-4014, 

via fax at (847) 330-1090, or via e-mail at schristmas@aad.org. dw

Obituaries
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Media Highlight
In the Wall Street Journal article (circ. 2,092,000), 
“Reckoning With the Sun,” Ronald L. Moy, M.D., 
president of the American Academy of Dermatology, 
and Susan H. Weinkle, M.D., encouraged readers to 
examine their skin for signs of skin cancer. To read 
this article and other dermatology news, visit the 
Academy’s Media Relations Toolkit at www.aad.org/
member-tools-and-benefits/media-relations-toolkit. 
- ROSE PASOWICZ  

SAN FRANCISCO DERMATOLOGIST 
WILSON LIAO, M.D., has spent 
his medical career immersed in 
not only his specialty, but each 
community he’s been a part of. His 
work in mentoring has led him 

to guide minority youth in Boston into health care 
careers, provide music to patients in nursing homes 
and hospices, and provide treatment to the homeless 
population of San Francisco. 

Members Making A Difference: 
Wilson Liao, M.D.

VOLUNTEERISM INFORMS DERMATOLOGIST’S 
RESEARCH, WORLDVIEW 

“I was largely inspired to even 
go to medical school through the 
idea of serving the community.”

• As an undergraduate, Dr. Liao spent time in rural 
areas of Africa and Asia, working with local physi-
cians to provide treatment to patients without regular 
access to medical care. The experience, he said, 
largely inspired his career path.

• During medical school, Dr. Liao was involved with 
both the Albert Schweitzer program, which encour-
ages health professionals to become involved with 
community service, and the Martha Eliot Health 
Center Minority Youth Mentoring Program, which 
helps encourage minority youth to enter the health 
care field.

• As a teacher at the University of California – San 
Francisco, Dr. Liao leads teams of residents in 
performing diagnoses and treatment at homeless 
shelters in the area. This work, he said, helps provide 
perspective for young physicians.

•  Dr. Liao endeavors to bring the lessons of serv-
ing the community to his clinical research into the 
genetic basis of psoriasis. It can be easy, he said, for 
researchers to focus entirely on the science and lose 
sight of how patients live their lives with a given 
disease. Volunteering can remind physicians of why 
they entered medicine in the first place, he said. 
“Volunteerism has been a very important part of my 
career, and what defines me as a physician.” dw
–JOHN CARRUTHERS

W
hen Naples, Fla. dermatologist Cyndi Yag-Howard, M.D., crossed 
the finish line of the New York Marathon on Nov. 6, she did more 
than give herself a once-in-a-lifetime 48th birthday present. She did 
something that she never thought she would be able to do. Three 

years earlier, she had incurred a stress fracture in her hip and thought that her 
dream of running one marathon in her lifetime was unattainable. However, 
more important than accomplishing her marathon goal, she also helped en-
sure that the parents of children with chronic skin diseases would feel the joy 
she did last summer when her own children returned from summer camp.

“If I was going to train for something as big as a marathon, I wanted to do 
it for a cause,” Dr. Yag-Howard said. Her original plan was to raise money for 
ovarian cancer research in honor of her mother. But last summer, she said, 
“My kids went to summer camp in Maine for three weeks. They said it was 
the greatest experience of their lives. It made me realize how transformational 
camp can be, how it can give kids a confidence and a sense of self that they 
otherwise wouldn’t have — so Camp Discovery was the perfect charity.” 

Dr. Yag-Howard raised more than $5,000 by reaching out to friends, col-
leagues and patients via email, Facebook and personal letters. She explained 
to them why she was running the marathon and provided a link to an online 
video about Camp Discovery (www.youtube.com/watch?v=XwrQw0nnRwk), 
as well as a link created by the AAD to make direct donations to the fund. 
Additionally, she placed a basket for donations at her office check out; in 
appreciation for their generosity, contributors were offered bracelets that Dr. 
Yag-Howard’s children learned to make while they were in summer camp. 
“Our children became part of the fundraiser, so it came around full circle,” 
she said proudly.

“The Academy made it so easy.  I told them what I wanted to do and they 
set up a Web page that allowed people to donate. Contributors automatically 
received a thank you letter from me when they donated,” she said, adding that 
she plans to follow-up on that letter with handmade bracelets for everyone 
who gave. 

To learn more about how you can follow Dr. Yag-Howard’s example, visit 
www.AADdevelopment.org/SustainingFund_SpecialEvents.html.  
 – RICHARD NELSON

Dermatologist runs marathon  
for Camp Discovery

celebrating membersaccolades
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SCOTTSDALE, ARIONZA
35 year old well established and well 

respected Solo Derm practice for sale. 

Dr. Busy working 3 ½ days per week. 

No cosmetics performed. All excisions 

and Mohs referred out. Multiple 

avenues for growth. Office lease and 

license up for renewal End of June 

2012. Fax serious inquires ONLY to: 

(480) 948-6069.

BOZEMAN, MONTANA
36 years dermatology practice avail-

able immediately. For more informa-

tion visit www.bozemanskinclinic.com 

or call Dr. Tkach at (406) 587-5442

MANHATTAN
General/Cosmetic derm practice with 

small spa and office condo space in 

prime location. Ideal as solo or group 

practice; great deal; owner financial 

possible. Contact (212) 332-0023.

PROFESSIONAL OPPORTUNITIESPRACTICES FOR SALE

We Buy Practices 

• Retiring 

• Monetization of your practice

• Locking in your value now 

• Succession planning

• Sell all or part of your practice

Please call Jeff Queen at  

(866) 488-4100 or e-mail 

WeBuy@MyDermGroup.com  

Visit www.MyDermGroup.com

PRACTICE FOR SALE OR LEASE

ELIZABETHTOWN, KENTUCKY

 36 YEAR ESTABLISHED 

FUNCTIONING PRACTICE.

Cricitcal need for a dermatologist in 

growing area near Ft. Knox. Tremen-

dous potential. Office is a 2-story 

converted home on 2/3 acre of 

commercial land on main traffic 

route, across from hospital with a 

Human Resource center located 10 

miles from office containing a large 

federally employed population. Turn 

key operation with experienced 

staff. Located 40 miles south of 

Louisville, Kentucky on I-65. Call 

or email to discuss generous terms. 

Available at (877) 769-6327; 

derma@windstream.net or (423) 

821-8230; jmgalex@epbfi.com.

NORTHERN CALIFORNIA
Located midway b/w San Francisco, 

Napa, & Tahoe, we are seeking a BC/

BE Dermatologist 4-5 days per week to 

join well established General & Cos-

metic Derm practice. Outstanding 

staff, warm office environment, subur-

ban setting, state-of-the-art surgery, 

laser & computer equipment. Partner-

ship opportunity. Mentorship in ad-

vanced cosmetic & reconstructive pro-

cedures if desired. Productivity, hours, 

vacations all flexible based on your 

goals. Excellent opportunity for income 

and Family/Life Balance. To apply, 

please send CV, and short Bio with your 

goals to: NorCalDerm@gmail.com.

BOULDER, COLORADO 
BE/BC dermatologist to join the larg-

est derm practice in Boulder County.  

Large referral base for cosmetic sur-

gery, but must be willing to do gen-

eral dermatology. Benefit package and 

opportunity for partnership. Boulder 

is a university community with unlim-

ited outdoor activities. Please e-mail 

your CV to bldrdermatology@aol.com.

BOULDER, COLORADO
Established Mohs/Cosmetic dermatol-

ogy practice seeks exceptional BC/BE 

dermatologist. State-of-the-art office, 

excellent staff, established EHR, out-

door activities abound. Guaranteed 

salary and incentives. Please submit 

a CV and letter of interest to jsch-

neider.dsb@gmail.com or fax to (303) 

442-2696.

FLORIDA
Southeast Treasure Coast Florida. 

2-1/2 Days/week, BC/BE Dermatolo-

gist. Salary plus bonus & Benefits. 

Send CV to rakjak1@gmail.com.

FLORIDA
Busy practice in retirement commu-

nity specializing in skin cancer tx look-

ing for a FT/PT BC/BE derm, Mohs a 

plus. Fax CV to (352) 873-9397 or 

email skincancercenter@yahoo.com.  

www.skincancersurgery.net. 

CENTRAL FLORIDA
Physician opportunity available in a 

busy Central Florida dermatology prac-

tice. Family oriented community close 

to theme parks, cruises, and beautiful 

beaches. Full time position with ben-

efits. Pay range negotiable. Please see 

our website at www.fladermdoc.com 

Please fax CV to (407) 293-2049 or 

email to mmgmdpa@bellsouth.net.

SOUTH-CENTRAL MICHIGAN
We are seeking a general dermatologist 

to join a well-established and reputa-

ble, private practice. With 7 physicians 

(including one Mohs surgeon) and 7 

mid-levels serving 3 locations and a 

patient population of 300,000, we of-

fer a team approach to care. The option 

to practice a variety of cosmetic proce-

dures is available with various lasers at 

each site. Call is rare. Hours are: M-F 

with no weekends or evenings. We offer 

a competitive salary and full benefits 

including: paid health, vacation, CME 

time/stipend, licenses/dues, paid mal-

practice, 401K and profit sharing. Ex-

cellent recruitment incentives includ-

ing: signing bonus, paid moving 

expenses, student loan repayment, and 

$30k relocation stipend. Located min-

utes from Ann Arbor. Visit our web site: 

www.dermatologyskinsurgerycenter.

net. For more information contact: 

Michelle Spielberg at (800)547-1451 

Email: mspielberg@sourceonestl.com.   

NORTHERN NEW JERSEY
A leading aesthetic medical practice 

is looking for a full time, BE/BC 

dermatologist to primarily work in two 

beautiful offices in New Jersey but 

flexible to work in Manhattan as need-

ed. Consideration will be given to 

strong candidates that have just 

successfully completed residency. NJ 

License  Preferred. Candidate must 

be enterprising with a real interest 

in the entrepreneurial – a practice 

builder. Excellent compensation and 

benefits including productivity incen-

t ive and generous vacat ion.  

For more information contact Laura 

Dougherty at  (732) 356-1666 or 

ldougherty@reflectionscenter.com. 

SOUTHERN NEW JERSEY
Great opportunity for BC/BE derma-

tologist in Medford, NJ. Beautiful 

community near Philadelphia, PA and 

Cherry Hill, NJ. Well-established busy 

dermatology practice in a brand new 

facility, with associated medical spa. 

Opportunity for competitive salary, 

benefits, and practice ownership. FT/

PT position available. Email inquiry or 

CV to Becky@accentderma.com.

NEW HAMPSHIRE
Mohs Surgeon Needed

Fellowship trained Mohs surgeon 

sought for 2 days per month. 

Established practice. Contact 

Jeff Queen, (866) 488-4100 

or hr@mydermgroup.com. www.

mydermgroup.com.

classifieds

SUNRISE, FLORIDA
Immediate opening. Established 

practice. Partnership is offered – no 

cash required. Experienced staff. 

Contact Jeff Queen, (866) 488-

4100 or hr@mydermgroup.com. 

www.mydermgroup.com.

SOUTHERN ARIZONA
Starting salary $750,000

Immediate opening. Established 

practice. Partnership is offered – 

no cash required. Experienced 

staff. Contact Jeff Queen, (866) 

488-4100 or hr@mydermgroup.

com. www.mydermgroup.com.

PRINCETON, NEW JERSEY
• Well-established practice 

looking to expand

• Vibrant university town close 

to Philadelphia & Manhattan

• State-of-the-art facility opened 

in July 2010

• Competitive salary & benefits

Contact Jayme at (609) 924-7690

www.princetondermatology.com
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DALLAS, TEXAS
Immediate opening. Established 

practice. Partnership is offered – no 

cash required. Experienced staff. 

Contact Jeff Queen, (866) 488-

4100 or hr@mydermgroup.com. 

www.mydermgroup.com.

FOR MORE INFORMATION:
Contact: Carrie Parratt

Phone: (847) 240-1770 

Email: cparratt@aad.org

PROFESSIONAL OPPORTUNITIES
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Geisinger Health System is looking for full-time or part-time
Clinical Dermatologists to join our very active and growing
Dermatology Department at Geisinger Medical Center (GMC)
in Danville, PA and Geisinger Wyoming Valley (GWV) Medical
Center in Wilkes-Barre, PA.
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For more information or to apply for this position, please contact
Elaine Tomaschik, Professional Staff Recruiter, at 
1-800-845-7112 or etomaschik@geisinger.edu.
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An opportunity for a part or full time Dermatologist to join a group of six Board 
Certifi ed Dermatologists in a professionally run practice with Dermatopathology, 
Mohs, Dermatology Certifi ed Nurse Practitioners, Medical Aesthetics, and 
consulting facial plastic surgeon. Th e opportunity would allow a highly qualifi ed 
dermatologist to practice with numerous laser and light sources, electronic health 
records, and a excellent support staff  in a collegial practice in attractive Boston 
suburbs or resort area of New Hampshire with opportunity for competitive salary, 
benefi ts and practice ownership. 
For more information, please contact: Glenn Smith, MHA;  Administrator and 
Chief Operating Officer, at (978) 610-3701 or email to gsmith@apderm.com. 

www.apderm.com
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Northwest Permanente, P.C.,
Physicians and Surgeons 

When you join Northwest Permanente, P.C., a physician-managed, multi-
specialty group of approximately 900 physicians, you’ll have the chance to 
practice in an environment that offers ample opportunity to pursue – and 
achieve – your personal and professional dreams. You’ll also benefit from a 
comprehensive network of support services, a schedule that’s designed to 
ensure a healthy work/life balance, and a talented team of colleagues.

DERMATOLOGIST - Portland Metro Area & Salem, Oregon

We’re seeking a BC/BE Dermatologist to join our team of 16 Dermatologists
who provide quality care to over 470,000 plan members in Oregon and
Washington. Our Dermatologists have an active practice with an unusual
number of complex cases and opportunities, if desired, for cosmetic
procedures. Ours is a collegial and stimulating practice in one of the most
successful managed care programs in the country. Our position includes
practicing in two clinic locations: one of our Portland metropolitan clinics
and our clinic located in Salem, Oregon.

We offer a competitive salary and benefit package, including a compre-
hensive pension program, professional liability coverage, sabbatical leave
and more.

To submit your CV and learn more about this opportunity, please visit our 
website at: http://physiciancareers.kp.org/nw/ and click on Physician/
Career Opportunities. Or call (800) 813-3762 for more information. We are
an equal opportunity employer and value diversity within our organization.
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PORTLAND, OREGON
The Portland Clinic, a large partner-

owned multi-specialty clinic, is seeking 

a BC/BE general dermatologist to join 

one other in a very busy practice. Please 

contact Jan Reid at (503) 221-0161 

x4600 or email jreid@tpcllp.com.

PENNSYLVANIA
Busy group of seven derms and 

two PA’s in a highly-regarded, well-

established practice seeking a FT/

PT BC/BD dermatologist. Our new 

state-of-the-art 12,000 sq. ft. fa-

cility includes general dermatolo-

gy, Mohs with offi ce-based surgical 

rooms, dermatopathology, lasers, 

phototherapy, and an aesthetic 

center suite. Our continuing grow-

ing population base offers a new 

dermatologist an established, large 

patient base with excellent

managed care contracting and a 

very good insurance mix. We’re 

located within 1 hour of Philadel-

phia and Baltimore and 2 hours 

from NYC and enjoy a strong and 

diverse community. Call Bonnie 

Oberholtzer, Practice Administra-

tor at (717) 509.5698 or email: 

blo@dermlanc.com. Website: www.

dermlanc.com.

UPCOMING DEADLINES

FOR FUTURE ISSUES:
February ...............December 20

March ...................... January 25

April ....................... February 24 

May ........................... March 26

June .............................April 25

July ...............................May 25

August ..........................June 25

September .....................July 25

October .....................August 24

November ............September 25 

December ................ October 25

Bonus Distribution Issues

February: Dermatology Nurses’ 

Association Annual Meeting

March: 70th Annual Meeting of the 

American Academy of Dermatology

August: Summer Academy Meeting

October: ASDS Annual Meeting

SALES INFORMATION

classifi eds

WASHINGTON, DC
Immediate opening. Established 

practice. Partnership is offered – no 

cash required. Experienced staff. 

Contact Jeff Queen, (866) 488-

4100 or hr@mydermgroup.com. 

www.mydermgroup.com.
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FOR ADVERTISING INFORMATION, CONTACT:
ELSEVIER
360 Park Avenue South, New York, NY 10010

REPRESENTATIVE:

Kelly Adamitis
PHONE: (215) 239-3283

EMAIL: k.adamitis@elsevier.com

Aileen Rivera
PHONE: (212) 633-3721  FAX: (212) 633-3820

EMAIL: a.rivera@elsevier.com

ADVERTISING STATEMENT:
The American Academy of Dermatology and AAD Association does 

not guarantee, warrant, or endorse any product or service advertised 

in this publication, nor does it guarantee any claim made by the 

manufacturer of such product or service.

THE AD INDEX IS PROVIDED AS A COURTESY TO OUR ADVERTISERS. THE PUBLISHER IS NOT 

LIABLE FOR OMISSIONS OR SPELLING ERRORS.

We gratefully acknowledge the following advertisers in this issue:

Company  Product/Service 

ADAM ..................................................Annual Meeting ....................................... 6

Amgen Inc ...........................................Enbrel ....................................16A-16D, 17

Avantik ................................................Laboratory Services .............................. 39

Care Credit ..........................................Credit Services ........................................ 7

Cosmetic Ingredient Review ...............Ingredient Safety Assessment ........... IBC

Ederm Systems ..................................EHR Software ...................................... IFC

Janssen Biotech Inc ...........................Stelara ................................... 8A-8D, 9-10

Nextech ...............................................EHR Software  .....................................  BC

Pacific World .......................................Bio Oil .................................................... 23

Palomar ..............................................1540 Fractional Laser ........................... 13

Stiefel, a GSK Company ......................Veltin ................................................... 3-4

Recruitment Advertising

Adult & Pediatric Dermatology, p.c. .................................................................. 37

Geisinger Health System ................................................................................... 37

Kaiser Permanente ........................................................................................... 37

EHR  Supplement 

Company  Product/Service 

CompuLink Business Systems ..........Certified EHR .......................................... 7

Ederm Systems ..................................EHR Software ....................................... BC

Modernizing Medicine ........................EMA ..................................................... IFC

The search for your future  
employee is over at the   

2012 Career  
Development Fair
AAD Members can exhibit at the Career  
Development Fair for only  
$350! There isn’t a better  
way to promote  
open positions or a  
practice for sale.

March 16, 2012
San Diego Marriott Marquis & Marina
333 West Harbor Drive, San Diego, CA  92101

Registration closes January 3, 2012. 

Visit www.aad.org/careerdevelopmentfair 
to register now!  

Copyright © 2011 American Academy of Dermatology. All rights reserved. 

 Exhibitor  
registration  

now open!

www.aad.org/careerdevelopmentfair
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data on displayfacts at your fi ngertips

S 
tate legislatures are considering reforms to cap non-economic damages awarded in medical liability suits. The Agency for Health-
care Research and Quality is testing other state-level and local reforms (see article, p. 28). Advocates are pushing for passage of 
reform at the federal level. Meanwhile, the Physician Insurers Association of America seeks to help physicians understand how 
they can limit their risk of being sued. In the 2011 edition of its annual Risk Management Review, PIAA noted that it has now col-

lected 25 years of data on “the areas of medical practice that are most vulnerable to liability claims.”
The data for dermatology suggest that payouts to claimants against dermatologists have dropped in recent years after rising steadily 

from 1986 to 2005; the average indemnity payment was $247,954 between 2006 and 2010, down from $289,670 between 2001 and 2005. 
(Both figures were calculated in 2010 dollars.) The chart below shows how payouts have changed since 1986.

Why are dermatologists sued? PIAA’s data for the last 25 years indicate that the 10 conditions below were most likely to lead to a 
lawsuit. - RICHARD NELSON dw

MALPRACTICE CLAIMS IN DERMATOLOGY

40 DERMATOLOGY WORLD // December 2011 www.aad.org

Top 10 conditions that lead to 
lawsuits against dermatologists*

1. Malignant neoplasms of the skin

2. Acne

3. Dyschromia

4. Psoriasis

5. Malignant melanoma

6. Benign neoplasms of the skin

7. Contact dermatitis and other eczema

8. Viral warts

9. Disorder of skin and subcutaneous tissue

10. Plastic surgery, desire for

* 2011 Risk Managment Review

Average payout for dermatology claims

$110, 132

$147,443

$211,565

$289,670

$247,9542006 -2010

2001-2005

1996 -2000

1991-1995

1986-1990



You have many ways to clear up your patients’ concerns. 

Here’s one more.

Clear information from a credible source: cir-safety.org

Sometimes media-generated attention on the safety of cosmetics and personal care products results 
in patient questions and confusion. You can give them answers supported by scientific research and 
peer-reviewed literature. Since 1976, the Cosmetic Ingredient Review (CIR) has worked with FDA, the 
cosmetics industry, and the Consumer Federation of America to evaluate cosmetic safety by expertly 
assessing the safety of ingredients used in cosmetics in an open public forum supported by scientific 
research and peer-reviewed literature.

Wilma Bergfeld, M.D., 
F.A.C.P.

Don Belsito, M.D. James Marks, M.D.

The CIR Expert Panel reviews safety data on individual chemical 
compounds as they are used in cosmetic products—some 2,500 
of the most widely used ingredients to date. When identifying 
ingredients to be assessed, CIR utilizes the international 
nomenclature of cosmetic ingredients (INCI) from the International 
Cosmetic Dictionary and Handbook, now in its 13th edition, 
published by the Personal Care Products Council.

COSMETIC INGREDIENT REVIEW:CIR EXPERT PANEL LEADERSHIP TEAM:

of more than 2,500 ingredients of the 
most commonly used U.S. cosmetic and 
personal care products

and physicians nominated by consumer, 
scientific and medical groups, 
government agencies, and industry

Administration (FDA) and the Consumer 
Federation of America (CFA)



The Complete EMR &
PM Software Solution!
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Fully Integrated - Single Database

Designed for Dermatology

Contact Us 
Today for a 

LIVE
Online Demo!

www.NexTech.com • WebSales@NexTech.com • (866) 857-7809

(866) 857-7809

A powerful and complete Dermatology software solution, NexTech’s EMR, 
Practice Management, Billing, and Marketing software is fully integrated in one 
database. Its customizable Dermatology EMR content fulfills the unique needs of 
a high patient volume Dermatology practice. NexTech is fully equipped to help you 
claim Meaningful Use. Contact NexTech today for a live demonstration of 
the certified NexTech Practice 2011.

• Electronic Medical Records
• Scheduling
• Cosmetic Financial Accounting
• Insurance Billing
• Electronic Billing
• Reports
• Marketing
• Inventory (Skin Care & Supplies)
• Surgery Center Management
• Website Integration
• Bar Code Scanning
• Skin Care Invoicing
• Pathology Lab Links
• Medical Spa
• Multi-Location
• Multi-Provider
• Contact Management
• Prospect & Patient Tracking
• Consent Forms
• Patient Education Forms
• Procedure & Surgery Quotes
• MS Word Mass Merge
• Photo & Image Management
• Links to PDAs & Smart Phones
• Integrated Credit Card Processing


