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PRESIDENT’S MESSAGE 

President’s Message 

Craig Lichtblau MD 

 

‘ Tis the Season of endings and beginnings, of 
gratitude and wonder.  Another year! 

 
Thank you, members of the Florida Society of 
Physical Medicine and Rehabilitation, for al-
lowing me to serve as your President again 
this year.  During my tenure, we are focused 
on three things:  1) Integration of PM&R Residents from Florida’s 
Residency Programs into our Society, 2) PM&R Pioneers, our Men-
tors for our younger physicians, and 3) Substantive articles for our 
newsletter. 

 
At our Annual Meeting this past July, a motion was made and car-
ried to have a Resident Liaison from each of the PM&R Residencies 
participate with our Board of Directors.  They attend our board 
meetings and participate in email discussions.  They have had a 
voice in the developing program agenda for our meeting next year, 
and each Resident Liaison provides an Update on their program for 
each quarterly issue of the newsletter. 

For the last couple of years, we have included our Residents in our 
annual scientific breakout session in the form of Case Presentations 
with Expert Panel.  And for the first time, next year, this will be a 
competition! 

 
In the vein of continuing to support our PM&R Residents, our 
PM&R Pioneers have made themselves available for mentoring for 
clinical and/or practice management matters.  There is a small arti-
cle about them, listing them with contact information, in this issue.  
It has been proposed that at our 2020 Annual Meeting, we do a 
speed-meet-the-mentors (like speed-dating), allowing only 2 or 3 
minutes with each Pioneer.  Sounds chaotic and fun, and might al-
low Residents to find someone with whom they can follow up. 
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PRESIDENT’S MESSAGE CONTINUED FROM PAGE ONE. 

 
As I look forward to the coming year, I realize I’m in the home stretch of my Presidency.  
There will be elections at our July, 2020, Annual Meeting, and the next FSPMR Presi-
dent will take office.  Look for the Save the Date graphic about the meeting in this issue. 

 
Dues invoices for 2020 went out via email November 21.  Thank you to the members 
who signed up for dues auto-renewal.  It is the first cart item option when paying online 
and you can sign up for it now if you haven’t already.  You can renew your membership 
by going to http://www.fspmr.org/join-renew-payment.html.  We appreciate everyone 
paying their dues promptly. 

 
Season’s Greetings:  Peace & Prosperity to All, and Happy New Year! 
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Spondylolysis  
Craig Lichtblau MD 

 
Spondylolysis is defined as a defect or stress fracture in the pars interarticularis of the 
vertebral arch.   The vast majority of cases occur in the lower lumbar vertebrae plus 
spondylolysis can occur in the cervical vertebrae.   
 
Signs and Symptoms: 
In the majority of the cases spondylolysis presents asymptomatically which can make 
diagnosis both difficult and incidental.  When a patient does present with symptoms 
there are general signs and symptoms the clinician can look for.   
 
Clinical Signs: 
Pain on upper extension and rotation of the lumbar spine.  
Excessive lordotic posture.  
Unilateral tenderness on palpation.  
Visible and diagnostic imaging (Scotty dog fracture). 
 
Symptoms: 
Unilateral low back pain.  
Pain that radiates into the buttocks or legs.  
The onset of pain can be acute or gradual.   
The pain can restrict daily activities.  
Pain that worsens after strenuous activity. 
Pain aggravation and lumbar hyperextension.   
Difficulty in movement in the spinal cord.   
 
Cause: 
The cause of spondylolysis remains unknown.  There are many factors thought to con-
tribute to its development.  The condition is present at the 6% of the population, the ma-
jority of which usually present asymptomatically.  Research supports that there are he-
reditary and acquired risk factors that can make one or more susceptible to the defect.  
This disorder is generally more prevalent in males compared to females and tends to 
occur earlier in males due to their involvement in more strenuous activities at a younger 
age.   
 
In a young athlete his spine is still growing which means there are many ossification 
centers leading to points of weakness in the spine.  This leaves young athletes at in-
creased risks particularly when involved in repetitive hyperextension and rotation across 
the lumbar spine.   
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Spondylolysis is a common case of low back pain in preadolescence and adolescent 
athletes as it accounts for about 50% of low back pain.   It is believed that both re-
petitive trauma and inherent genetic weakness can make an individual more sus-
ceptible to spondylolysis.   
 
 
Risk Factors: 
Sports involving repetitive or forceful hyperextension of the spine, especially when 
combined with rotation are the main mechanism of injury for spondylolysis.  The 
stress fracture of the pars interarticularis occurs on the side opposite to the activity.  
For example, for a right-handed player the fracture occurs on the left side of the ver-
tebra.   
 
One study looking at young athletes it was found that the main age of spondylolis-
thesis was 20 years of age. Spondylolysis also runs in families suggesting a heredi-
tary component as a predisposition to weaker vertebrae.  Spondylolysis is typically 
caused by a stress fracture of the bone and it is especially common in adolescents 
who over-train in activities.  A pars interarticularis is vulnerable to fracture during spi-
nal hyperextension, especially when combined with rotation or when experiencing a 
force during a landing.  The stress fracture most commonly occurs where a concave 
lumbar spine transitions to the convex sacrum       (L5-S1).   
 
A significant number of individual spondylolysis will develop spondylolisthesis which 
is true for 50-81% of this population.  Imaging techniques used to diagnose spondy-
losis include      x-ray, MRI, bone scan and CT scan.   MRI is the favored diagnostic 
tool because it is more accurate than an x-ray and does not use radiation.    
 
Conservative Management: 
Treatment for spondylolysis ranges from bracing, activity restriction, extension exer-
cises, flexion exercises and deep abdominal strengthening administered through 
physical therapy.  Duration of physical therapy the patient receives varies upon the 
severity of the spondylolysis; however, typically ranges from three to six months.  
The goal of physical therapy is to minimize movement at the unstable defect of the 
pars interarticularis.  Once physical therapy is completed and there is no display of 
symptoms or inflammation in the lower back, the patient is cleared to continue with 
daily athletic activities; however, the patient may need to maintain a variety of reha-
bilitation techniques after physical therapy to prevent recurrence of spondylolysis.  
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Deep Abdominal Co-contraction Exercises: 
The aim of deep abdominal co-contraction exercises is to train the muscles surround-
ing the lumbar spine which provides stability of the spine.  Spondylolysis results in spi-
nal instability and disrupts patterns of co-recruitment between muscle synergies.  Spe-
cifically, local muscles that attach directly to the spine are affected.  The lumbar multi-
fidus and transversus abdominis play a direct role in stabilizing the lumbar spine. In-
stead, the local muscles and individual spondylolysis are vulnerable to dysfunction 
which results in abnormal spinal stability causing chronic low back pain.  To compen-
sate, the large torque-producing global muscles are used to stabilize the spine.   
 
In one study the patients are taught to train the co-contraction of deep abdominal 
muscles and lumbar multifidus, static postures, functional tasks and aerobic activities.  
This technique was shown to reduce levels of pain and functional disability when com-
pared to other conservative treatments. 
 
 
Activity Restriction:  
Activity restriction in spondylolysis is advised for a short period of time once the pa-
tient becomes symptomatic followed by a guided physical therapy program. Once 
spondylolysis has been diagnosed, treatment often consists of a short rest period of 
two to three days followed by a physical therapy program.  There should be restriction 
on heavy lifting, excessive bending, twisting and avoidance of any work, recreational 
activity and participation in any sport that causes stress to the lumbar spine.   
 
Activity restriction can help eliminate and control the patient’s symptoms so they are 
able to resume normal activities.  Activity restriction is most commonly used in con-
junction with other rehabilitation techniques including bracing.   
 
Acute spondylolysis is most commonly treated through the use of an anti-lordotic 
brace (Boston Brace) to control and limit spinal movement and reduce stress on the 
injured spinal segment.  Bracing immobilizes the spine in a flexed position for a short 
period to allow healing of the bony defect in the pars interarticularis.  Anti-lordotic 
bracing subsequently reduces the athlete’s symptoms by decreasing the amount of 
stress in the lower back and allows proper return to sports for athletes.   
 
Typically, bracing is utilized for 6-12 weeks. In order for a brace to be effective, it must 
be worn every day in the acquired amount of time.  A brace’s effectiveness increases 
with adherence to the bracing schedule.  The patient’s that do not follow their bracing 
schedule are more likely to have their symptoms progress.   
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Research has demonstrated that when braces are used as prescribed with full com-
pliance they are successful at preventing spondylolysis progression.   
 
Surgery: 
Most patients with spondylolysis do not require surgery, but if the symptoms are not 
relieved by nonsurgical treatment or when condition progressed to high-grade 
spondylolisthesis, then patients may require surgery.   
 
There are two types of surgery for this condition:  
 
Spinal fusion.  This procedure is recommended when a set of vertebrae become 

loose or unstable.  This usually involves the use of metal rods, screws and bone 
grafts. The bone grafts complete their fusion in 4-8 months following the surgery 
securing the spine in the correct position.  This procedure is also used for spinal 
instability, fractures in the lumbar spine and severe degenerative disc disease.   
The process is relatively non-invasive performed through small incisions and 
has a high success rate.   

 
Laminectomy: A laminectomy is often performed when spinal stenosis occurs in 

conjunction with spondylolysis.  The procedure removes part or all of the lamina 
from the bony ring of the vertebra to reduce the pressure on the spinal cord.  
The laminectomy is commonly performed on vertebrae in the lower back and 
the neck.   
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Spondylolisthesis  
Craig Lichtblau MD 

 
Spondylolisthesis is defined as the displacement of one vertebra compared to another.   
This is often defined in medical text books as displacement in any direction.  Spondylo-
listhesis is graded based upon the degree of slippage of one vertebral body relative to 
the subsequent adjacent vertebral body.   
 
Spondylolisthesis is classified as one of six major etiologies:  

Degenerative.  
Traumatic. 
Dysplastic.  
Isthmic. 
Pathological. 
Postsurgical.  

 
Spondylolisthesis most commonly occurs at the L5-S1 spinal level with the L5 vertebral 
body anteriorly translating over the S1 vertebral body.  “Lolisthesis” means displace-
ment in any direction. Forward or anterior displacement specifically called anterolisthe-
sis commonly involves the fifth lumbar vertebra.  Backward displacement is called 
retrolisthesis. Lateral displacement is called lateral listhesis or laterolisthesis.  Hang-
man’s fracture is a specific type of spondylolisthesis where the second cervical verte-
bra C2 is displaced anteriorly relative to the C3 vertebral vertebra due to fractures of 
the C2 vertebra’s pedicles.  
 
Anterolisthesis signs and symptoms: 
General stiffening of the back and tightening of the hamstrings with a resulting change 
in both posture and gait, leaning forward.  A semi-kyphotic posture may be seen due to 
compensatory changes. A waddle may be seen as more advanced cause due to com-
pensatory pelvic rotation due to decreased lumbar spine rotation. The result of the 
change in gait is often a notable atrophy in the gluteal muscles due to lack of use.  
Generalized low back pain may be seen with intermittent shooting pain from the but-
tocks to the posterior thighs and to the lower legs via sciatic nerve.  Numbness and tin-
gling, coughing and sneezing can intensify the pain. The individual may notice a slip-
ping sensation when moving into an upright position. Sitting or trying to stand up may 
be painful and difficult.   
 
Causes: 
Degenerative anterolisthesis is a disease of older adults that develops as result of 
facet arthritis and joint remodeling, joint arthritis ligamentum flavum weakness more 
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likely to occur in women, for instance older than 50 and African-Americans.   
 
Traumatic anterolisthesis is rare and results from acute fractures in the neural arch 
other than the pars.  
 
Dysplastic anterolisthesis results from congenital abnormalities of the upper sacral 
facets or inferior facets of the fifth lumbar vertebra and accounts for 14-21% of an-
terolisthesis.  
 
Isthmic anterolisthesis is caused by a defect in the pars interarticularis, but it can 
also be seen with elongated pars.  
 
Pathologic anterolisthesis is caused by either infection or malignancy.  
 
The isthmic anterolisthesis is the most common form of spondylolisthesis.  This is 
also called spondylitic spondylolisthesis.  It occurs with the reported prevalence of 5-
7% of the U.S. population.  A slippage fracture of the intervertebral joint is usually 
acquired between ages 6 and 16, but remains unnoticed until adulthood.  Roughly 
90% of these isthmic slips are low-grade (less than 50% slip) and 10% are high-
grade (greater than 50% slip).  It is divided into three subtypes:  

Pars fatigue fracture.  
Pars elongation due to multiple healed stress effects.  
Pars acute fracture.  

 
Severity:  
Classification by degree of slippage as measured is presented to the width of the 
vertebral body.  Grade 1 spondylolisthesis accounts for approximately 75% of all 
cases.   
 
Grade 1 =    0-25%.  
Grade 2 =  25-50% 
Grade 3 =  50-75% 
Grade 4 =  75-100% 
Grade 5 =  Greater than 100%.  
 
Physical Examination: 
The most common finding is pain with lumbar extension.  A general examination 
most importantly a neurological examination must be done to rule out alternative 
causes for signs and symptoms.  A neurological examination is often normal in pa-
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tients with spondylolisthesis, but lumbosacral radiculopathy is commonly seen in pa-
tients with degenerative spondylolisthesis.  Palpation at each level of the lumbar 
spine should be palpated. 
 
Moderate-to-severe tenderness on palpation is often due to associated muscle 
spasm.  A step-off between vertebral bodies can be palpated in higher grade cases. 
Tenderness of affected vertebral body is common with deep palpation; however, 
tenderness with light palpation is not likely due to spondylolisthesis.   
 
Treatment: 
Conservative.  Nonoperative management, also referred to as conservative man-
agement is the recommended treatment for spondylolisthesis in most cases with or 
without neurologic symptoms.  Conservative treatment consists primarily of physical 
therapy, aerobic exercise, pharmacological intervention and epidural steroid injec-
tions.   
 
The majority of patients with degenerative spondylolisthesis do not require surgical 
intervention.  Physical therapy can evaluate and address postural and compensa-
tory movement abnormalities.  Anti-inflammatory medications (NSAIDs) in combina-
tion with Tylenol can be tried initially.   
 
If a severe radicular component is present, a short course of oral steroids such as 
Prednisone / Methylprednisolone can be considered.  Epidural steroid injections ei-
ther intralaminar or transforaminal performed under fluoroscopic guidance can help 
with severe radicular leg pain.   
 
Lumbosacral orthosis may be of benefit for some patients, but should be used on a 
temporary basis to prevent spinal muscle atrophy and loss of proprioception. 
 
Surgical: 
There are no clear radiological or medical guidelines or indications for surgical inter-
ventions in degenerative spondylolisthesis. A minimum of three months of conserva-
tive management should be completed prior to considering surgical intervention.   
 
Three indications for potential surgical treatment are as follows:  

Persistent or recurrent back pain or neurologic pain with a persistent reduction of 
quality of life despite a reasonable trial of conservative nonoperative manage-
ment.  

New or worsening bladder or bowel symptoms; or  
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A new or worsening neurologic deficit.   
 
Degenerative anterolisthesis with spinal stenosis is one of the most common 
indications for spine surgery (typically a laminectomy) among older adults. 
Both minimally invasive and open surgical techniques are used to treat anter-
olisthesis.   

 

Spondylolisthesis –picture 1 
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Spondylolisthesis –picture 2 
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Spondylolisthesis –picture 3 
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Spondylolisthesis –picture 4 
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Spondylolisthesis –picture 5 
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Spondylolisthesis –picture 6 
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UNIVERSITY OF SOUTH FLORIDA UPDATE  
DANIEL LEARY DO, RESIDENT LIAISON  

G reetings from USF! The 2019-2020 academic year is off to a great start. Our PGY 2’s 
are acclimating well to taking care of our valued veterans on our inpatient floor at the 

James A Haley Veterans hospital. We are happy to share that one of our chief residents, 
Brian Higdon, matched into spinal cord fellowship at the University of Pittsburg! We’re 
sorry to see him go, but we know he’ll do great things in the SCI field. The interview proc-
ess has begun to find our new star interns for next year. 

 

We had a strong pressnce at AAPMR this year in San Antonio, Texas, with residents Eliza-
beth Mortazavi (pictured below), Krystal Yankowski (pictured below right), Brian Higdon, 
Amanda Hanekom, and SCI Fellow Morgan Pyne (pictured below left). The below posters 
were presented. 

 

Brian Higdon, MD : “E-stim Related Rhabdomyolysis In a Spinal Cord Injury Patient” 

 

Elizabeth Mortazavi, DO and Krystal Yankowski, DO : “Eccrine Gland De-
innervation for Hyperhydrosis in an Amputees Residual Limb” 

 

Amanda Hanekom, MD : “A Case of Intractable Restless Leg Syndrome Following Unilat-
eral Caudate Injury” 

PM&R RESIDENCY UPDATES 



21 

JUNE 2019 NEWSLETTER December 2019 

Memorial Healthcare System now has a PM&R Resident Liaison to FSPMR!  

 

  

 

 Welcome Matthew Voelker DO . 



22 

JUNE 2019 NEWSLETTER December 2019 

LARKIN COMMUNITY HOSPITAL PM&R RESIDENCY UPDATE  
KATHRYN NELSON DO, RESIDENT LIAISON 

G reetings from the Larkin PM&R residency program! We are pleased to have a 
multitude of updates and achievements to report.  

Our community of residents continue to be actively involved in many leadership posi-
tions. We would like to start off by congratulating and highlighting the following:  
 

 

Prathusha Meduri, DO 
PGY-3 
GMEC Resident Representative. AAPMR PHiT Ambassador 

 
 Eileen Slavin, DO 

PGY-2 
AAPMR PHiT Ambassador 
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LARKIN COMMUNITY HOSPITAL PM&R RESIDENCY UPDATE  
CONTINUED 

 

Trevor Persaud, DO 
PGY-2 
AOCPMR Region 5 Coordinator 

 
The AAPM&R Annual Assembly in San Antonio, TX 
turned out great. All those who were able to attend were 
thrilled to learn more about the advancements taking 
place in the field of physiatry. It is always a wonderful op-
portunity to network with other residents, students, and 
leaders from around the country. A highlight for one of our 
residents, Dr. Aleksander W. Pecherek PGY-2, was par-
ticipating in a workshop entitled “Review of Ultrasonogra-
phy in the Diagnosis of Carpal Tunnel Syndrome and a 
Proposed Scanning Protocol”.  
 
In an effort to remain engaged with the community, we 
have many residents volunteering in a variety of settings. 
Dr. Fitzig recently had the opportunity to volunteer at a lo-
cal elementary school teaching children about health and 
the human body. Dr. Aleksander W. Pecherek also volun-
teered for the Xtreme Fighting Nation at the Palm Beach 
County Convention Center on November 23rd, 2019. We 
look forward to participating in several sporting events in 
the upcoming months.  
 
Continued next page... 
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Workshops that engage our residents with hands on 
experience has been a focus in our weekly didactics. 
Larkin PM&R residents have been able to participate 
in Botox workshops treating live patients with spasticity 
secondary to stroke, as well as workshops in EMG/
NCS. We would like to formally thank Dr. Cuevas-
Trisan, MD from the West Palm Beach Veterans Ad-
ministration Medical Center PM&R Department for his 
efforts to provide excellent learning opportunities for 

our program.  

 
 

 

 

 

 

Interviews have officially started for the 2020/2021 incoming class. Potential candi-
dates have all been outstanding. We are looking forward to a great year ahead! 

LARKIN COMMUNITY HOSPITAL PM&R RESIDENCY UPDATE  

CONTINUED 
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UNIVERSITY OF MIAMI  
ROSA RODUGUEZ MD, RESIDENT LIAISON AND  

ANDREW SHERMAN MD, RESIDENCY PROGRAM DIRECTOR 

University of Miami Miller School of Medicine/Jackson Memorial Hospital PM&R 
Residency Update  

G reetings from the University of Miami Miller School of Medicine/Jackson Memorial 
Hospital PM&R Residency Program, we have a multitude of updates and 

achievements to report.  
 
The Annual American 
Academy of Physical 
Medicine and Rehabili-
tation Assembly was 
held in San Antonio, TX 
on November 14-17. 
We had a great time 
exploring all the learn-
ing opportunities that 
were available.  We 
are also proud of one 
of our attendings, Dr 
Lauren Shapiro, who 
was a panelist on Physiatric Medical Missions: A look at traditional and 3D printed 
prosthetics and orthotics in underserved populations abroad. The residents setup a ta-
ble at the residency fair, participated in quiz bowl and met medical students from 
across the country who are interested in the PM&R field. The following posters were 
presented, residents in bold.  

Javier Antonio Santana MD, Myriam LaCerte MD (PGY4) and Kevin Dalal MD. 
Fibrocartilaginous Embolism: The Case of a Male with Sudden Onset of Severe 
Neck Pain and Left-Sided Weakness 
Marine Dididze MD PhD (PGY4), Chanë Price MD MBS. Unusual Presentation 
of Cervical Radiculopathy: A Case Report  
Marine Dididze MD PhD (PGY4), Dennis Patin MD. A Unique Case of Intra-
pleural Neurolysis for Brachial Plexus Cancer Pain 
Rosa Rodriguez MD (PGY3), Lauren Shapiro MD. Artefactual Hypoglycemia 
During Stroke Rehabilitation: A Case Report  
Rosa Rodriguez MD (PGY3), Gracia Moncada MD, Lauren Shapiro MD. Hepa-
totoxicity Secondary to the Use of Levetiracetam for Seizure Prophylaxis Follow-
ing Craniotomy: A Case Report 

2019 AAPMR: 
Michael Appeadu MD (PGY2) on left and  

Scott Klass, MD (PGY3) on right. 
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UNIVERSITY OF MIAMI  - CONTINUED 

Also looking forward, our residency program will be well represented at that 2019 As-
sociation of Academic Physiatrists Annual Assembly in March. We will be displaying 
the following poster presentations:  

Michael Appeadu MD (PGY2), Hawkins R. Palmar Fasciitis: A Debilitating, 
Paraneoplastic Diagnosis. 

 
Manoh Poudel MD (PGY3), Michael Appeadu MD (PGY2), Timothy Tiu 
MD. Comparative Epidemiology of Injuries in Major League Soccer (MLS) and 
English Premier League (EPL) for the 2019-20 Season. 

 
Rosa Rodriguez MD (PGY3), Seema Khurana DO. Intrathecal Baclofen Pa-
tient Activated Bolus Device for Treatment-Resistant Stiff-Person: A Case Re-
port 

2019 AAPMR: 
From left to right, 
Jorge Caceres-
Pla, MD (PGY4), 
Marine Dididze 
MD PhD (PGY4),  
Scott Klass, MD 
(PGY3), Thomas 
Tokarz DO 
(PGY4), and 
chief residents 
Myriam Lacerte 
MD, DC (PGY4) 
and Marty 
Weaver MD  
(PGY4). 
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Rosa Rodriguez MD (PGY3), Earl Biag MD, Kevin Dalal, MD. Pulmonary Ce-
ment Embolism following Vertebroplasty. 

 
Additional posters by residents include: 

Cakmak A, Lanier H, Reinertsen E, Harzand A, Zafari M, Hammoud MA, Alro-
haibani A, Wakwe C, Michael Appeadu MD (PGY2), Clifford GD, Shah AJ. 
Passive Smartphone Actigraphy Data Predicts Heart Failure Decompensation. 
American Heart Association Scientific Sessions 2019 at Philadelphia, PA. 

 
Rosa Rodriguez MD (PGY3), Seema Khurana DO. Intrathecal Baclofen Pa-
tient Activated Bolus Device for Treatment-Resistant Stiff-Person Syndrome. 
American Society of Regional Anesthesia and Pain Medicine Annual Assem-
bly 2019 at New Orleans, LA.  

We would also like to welcome the following attendings to our growing PM&R team 
as we approach the opening of our new building:  

Dr Diana Molinares, a graduate of our PM&R residency program, fellowship-
trained and specializing in Cancer Rehabilitation.  
Dr Elba Gerena Maldonado, fellowship-trained and specializing in Neuromus-
cular medicine.  

Congratulations to Scott Klass, MD (PGY3) and Brittany Mays, MD (PGY3) for their 
recent engagements to their significant others. 
 
Finally, our resident of the quarter award was presented to David Valdes, MD 
(PGY3).  
 
We are looking forward to an excellent remaining 
academic year!  Happy Holidays! 

UNIVERSITY OF MIAMI  - CONTINUED 
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On Tuesday, September 10, 2019, the Council of State Society Presidents and CAC Representatives 
(“Council”) met via conference call. The meeting, led by Dr. Emerald Lin (Chair), was held to review 2019 
state advocacy activities, discuss current state advocacy issues, and determine future goals.  
 
Advocacy and Legislative Efforts 
In February 2019, AAPM&R’s State Advocacy Subcommittee (SAS) and Council of PM&R State Society Presi-
dents collaborated on letters that were sent to state medical societies expressing our state advocacy goals 
and desire to collaborate on shared issues in 2019 and beyond. State Presidents signed letters that were sent 
to their respective state medical associations.  
 
Alabama HB50/SB25 - Direct Access to PT: AAPM&R collaborated with the Medical Associa-
tion of the State of Alabama to oppose direct access to physical therapy (PT) in Alabama (AL). The 
bills would have removed the need for a medical diagnosis before PT is administered, which could be 
dangerous and costly to patients. In March, AAPM&R sent an advocacy alert to AL members asking 
that they send a grassroots message voicing concern for the bill. The SAS also sent letters to the AL 
Senate Health Committee and House Insurance Committee opposing Senate Bill 25 and House Bill 
50. Thanks to physician advocacy efforts, AL Senate Bill 25 was defeated in April 2019. 
 
Missouri HB410 - Direct Access to PT: This bill would allow physical therapists to treat pa-
tients directly without a prescription or referral from a physician. HB410 also provides that a physi-
cal therapist must consult with an approved health care provider if after 10 visits or 21 business days, 
whichever occurs first, the patient has demonstrated measurable or functional improvement from 
the physical therapy and the physical therapist believes that continuation of physical therapy is nec-
essary. AAPM&R opposed the provisions of this bill, including the provision allowing physician con-
sultation by telephone, fax, and/or in writing, as sufficient patient evaluation to approve continua-
tion of physical therapy. This bill passed the House in March 2019, but after a Senate hearing in 
April 2019, no additional action was taken.  
 
Ohio HB177 - Regards standard care arrangements and prescribing requirements: This 
bill would eliminate the current requirement that advanced practice registered nurses (APRNs) prac-
tice in collaboration with a physician. On April 18, the SAS initiated a grassroots campaign asking 
members in Ohio to oppose OH House Bill 177. This bill was introduced in March 2019 and referred 
to the Health Committee in April, but no additional action has been taken. 
 
State Advocacy Discussion  
The representative from Puerto Rico discussed a bill regarding direct access to physical therapy that 
was introduced this session. It was confirmed that efforts to pass this bill have ceased and it does not 
appear that physical therapists are currently pursuing this legislation, at this time.  
 
One concern expressed on behalf of physicians in South Carolina was regarding Maintenance of Cer-
tification (MOC). Staff emphasized that AAPM&R is aware of member concerns with the current 
structure of MOC and continues to actively advocate with both the American Board of Medical Spe-
cialties (ABMS) and the American Board of Physical Medicine and Rehabilitation (ABPMR). Staff 
noted that detailed information on advocacy efforts can be found on the AAPM&R website and noted 

AAPM&R STATE SOCIETY PRESIDENTS AND  
CAC REPRESENTATIVES REPORT 
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that a grassroots MOC campaign was previously available for member participation in the 
AAPM&R’s Online Advocacy Action Center.  
 
Council members discussed the restructured CAC meetings and the possibility of meetings being 
open to the public. One member noted that the purpose and structure of the CACs is still evolv-
ing. The process will continue to become more national in scope with occasional CAC meetings 
held in conjunction with public meetings. We will continue to see changes in the coming years. A 
CAC representative from Jurisdiction 8 (J8) discussed participation in a national call regarding 
arthroplasty coverage. As a result of the discussion amongst physicians nationwide, Medicare 
will continue its current coverage policy.  
 
The meeting concluded with a vote for the new Chair of the Council of State Society Presidents 
and CAC Representatives. Dr. Lin welcomed Dr. Antigone Argyriou as the new Chair. Dr. Argy-
riou’s term will begin at the 2019 AAPM&R Annual Assembly. 

AAPM&R STATE SOCIETY PRESIDENTS AND  
CAC REPRESENTATIVES REPORT 

CONTINUED 
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F irst and foremost, I would like to apologize for my absence. Life has a way 
of throwing unexpected curveballs. Yet, I am proud to say that I am 

healthy and continue to be of service to those who suffer with chronic pain. As 
shared in last quarter’s newsletter, I successfully completed my doctoral degree and 
graduated from the University of Alabama at Birmingham (UAB) in April!!  I send 
many thanks to Dr. Michael Creamer, former FSPMR president and Lorry Davis for 
their unyielding support and encouragement.  

Effective January 01, 2020, Health bill 831 will go into effect. The bill prohibits 
paper prescriptions for non-scheduled medicinal drugs and requires that healthcare 
practitioners who maintain an EHR record send prescriptions electronically. Effective 
January 01, 2021, the guidelines will apply to scheduled II, III, IV, and V controlled 
substances. The bill outlines a few exceptions to the rule. There are two exceptions 
that will be addressed here because we encounter these situations often in our office. 
The bill does not apply if a. the patient resides at a nursing home or hospice care fa-
cility and b. the patient or prescriber determine that it is in the patient’s best interest 
to compare drug prices among area retail pharmacies. The exceptions must be docu-
mented in the medical record. For allopathic or osteopathic physicians, effective 
dates for implementing the bill is based on the renewal date of their license. For more 
information, please visit https://www.flsenate.gov/Session/Bill/2019/831/BillText/er/
PDF. 

I recently learned that Dr. Michael Creamer, one of my supervising physicians 
has successfully implanted a total of 28 Superion Vertiflex lumbar decompression 
spacers since August 2017. Overall, patients with lumbar stenosis and neurogenic 
claudication have responded well since their procedures. This is evidenced by less 
pain and their ability to perform age-appropriate activities. Kudos to Dr. Creamer!! 
I am honored to announce that I have been voted to be the President Elect for the 
Central Florida Advanced Nursing Practice Council (CFANPC) from 2020-2021. After 
the term, I will serve as the President of the organization for one year. Fellow APRNs 
can learn more about the society by visiting https://arnp4u.com/; we always welcome 
new members. 
Obviously, to my fellow ARNPs and PAs, please come aboard and join the Florida 
Society of Physical Medicine and Rehabilitation. Becoming a member provides the 
optimal platform to allow you to be instrumental in promoting and advancing health 
and function by keeping abreast of the advancements in physical medicine and reha-
bilitation. For more information, visit http://www.fspmr.org.  

Graciously,  
LaMisa S. Rayside, DNP, APRN, ACNP-BC  
 

ALLIED HEALTH ARTICLE 
LAMISA RAYSIDE DNP 
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The Marathon 

Kristen Clemons MD 

 

About 3 weeks ago I got it into my head that I was going to train for a marathon as a 
way to quit smoking. I’m built for distance and I needed some kind of motivation, 
something that I hadn’t tried in dozens of previous quit attempts. I do not, and never 
have done, run or exercise in any significant way. Nevertheless, I knew that with 
enough time and a training program I could do it.  

I have kept up with my self-made schedule and am meeting my weekly goals. How-
ever, early in my program, the thought crossed my mind: “I’m never going to be able 
to run a marathon.” I dismissed the thought as soon as it occurred. I knew logically 
that it is not true and there is no point in giving that thought credence. I knew that it 
was my emotions talking; lack of confidence in an untried, long term endeavor. 

Then I had an insight: this is how Mr. Black must have felt. Mr. Black (not his real 
name) was a patient of mine in the acute inpatient rehabilitation unit. He had come to 
us after a stroke. I talked with him about the rehabilitation program and our expecta-
tion that he would be discharged home. He stopped me right there and said “I can’t go 
home.”  

“What do you mean, you can’t go home? You don’t think you’ll be able to return home 
after you finish rehab?” 

“No. I can’t go home.” 

“Well, you can’t go home right now, but the team and I think that with a few weeks of 
rehabilitation, you will be able to. That’s why you’re here.” 

“I’m not going to be able to go home after 3 weeks.” 

Mr. Black could not make the mental leap from his current condition to becoming inde-
pendent again, just like I had a fleeting moment of not being able to go from walking a 
few blocks to running a marathon. He could not conceive of how his function would 
improve with therapy and with time. To him, an inpatient rehabilitation stay with the 
goal of returning home was like being asked to run a marathon.  

There must be many patients like Mr. Black who cannot imagine achieving functional 
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independence after an acute injury or illness, and unfortunately for this patient, it 
became a self-fulfilling prophecy as he transitioned to a skilled nursing facility at 
his own request. I am glad for this experience. Now I’ll be able to use it to find 
ways to help patients train for their own personal marathons.  

 

THE MARATHON 
KRISTEN CLEMONS MD  

CONTINUED 
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Research Study  
 

Title:  Evaluation of the scientific validity of forensic medical 
evaluations 

 
Author:  Oregon K. Hunter, Jr., MD 

 
Introduction 
 
Forensic medical evaluations can produce misleading findings and 
these evaluations can be used as a basis for denial of future medical 
care to patients.  
 
Physicians who perform these forensic exams have a responsibility 
to do so with integrity and adherence to ethics and generally ac-
cepted medical standards.  
 
Objectives 
 
This study will evaluate the validity of forensic medical evaluations. 
 
It will compare the findings that medical examiners are reporting to the video recordings of 
these exams. 
 
The intent of his study is to use this comparison to shed light on the reliability and validity of 
these exams. 
 
Design 
 
Twenty consecutive neuromusculoskeletal medical examinations were reviewed in cases that I 
had been asked to review in my role as a forensic medical consultant.  These covered a 6-month 
time period (May-Oct 2019.)  
 
The examining doctors that I reviewed had submitted hard copy reports of their findings and 
those same exams had been recorded by video.   
 
Video exams that had served as the basis for the doctor’s reports were analyzed to determine 
whether the examination techniques and findings which were reported could be objectively con-
firmed in the video recordings 
 
I was able to compare, side by side, the exam report and the exam video to check the accuracy 
and validity of the examiners’ reports. 
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2020 FSPMR/ FSIPP ePoster Instructions  
On the next page 

Also found on the home page of FSPMR.org 

 

Electronic posters should be submitted to the Meeting Planners no 
later than June 16, 2020.  

Please submit your electronic copy via email Raedden 
Robson raedden@mantrameetings.com and  

Mandy Alexander mandy@mantrameetings.com. 
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Assisted Death 

Rodolfo Eichberg MD 

Published in the Hillsborough County Medical Association’s newsletter, The Bulletin, 
September/October 2019 

 

I was thinking about my next article for The Bulletin, about a totally different subject, 
when I received a notification on my iPhone:  an article from Med Page Today which 
conjured up a mixture of thoughts and feelings that I have rarely if ever felt before  
(surprise, disbelief, outrage, frustration).  Doubts about the moral integrity of the 
twenty-first century medical profession began tugging at my heart and brain. 

 

The short note was entitled:  “Assisted Death and Dementia” abstracted from an arti-
cle which had appeared in JAMA Neurology.  The subtitle was “Contemplating Sui-
cide when Alzheimer’s risk is high.”  It discussed whether suicide (should, could) 
would be an option when the person had “elevated beta amyloids,” and whether phy-
sicians should provide assisted suicide services to such persons. 

 

Before going any further I present my disclaimer:  I am very much opposed to any 
form of physician participation in suicide.  The Hippocratic Oath states, amongst 
many other relevant things, “Above all, I must not play at G-d.”  Maimonides’ Oath 
states, “The Eternal Providence has appointed me to watch over the LIFE and health 
of thy creatures.” 

 

Simpler and more practical reasons are that somebody that really wants to commit 
suicide does not NEED any assistance, either medical or of any other nature.  A gun, 
poison, a car to crash into a wall, a lake or an ocean to drown in, and countless other 
ways of committing suicide are readily available and FREE.  Why should the medical 
profession “assist?”  Do we need another ICD-10 code for billing?  Are we supposed to 
save Medicare and the insurance industry money? 

 

What does the phrase “assisted death” mean?  Is it less bad than “assisted suicide?”  
Just sounds better?  These are questions for you to answer. 

 

OPINION PIECE 
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If assisted death is OK for elevated amyloids, is it also OK for elevated creatinine?  
Think of how much Medicare would save if it paid for assisted death instead of years of 
dialysis!  In this case we would be saving money AND resources:  less dialysis ma-
chines, facilities, access line surgeries, and other tangible things.  Since all dialysis ser-
vices are paid by Medicare, we would be saving taxpayer money, which could be used to 
bolster the political campaign of the politicians behind this plan.  Some of it could be 
used for the homeless, free child care, and other worthy causes.  Even the Environmen-
talists would be happy because there would be less plastic tubing discarded. 

 

All this is food for thought, and ALL physicians need to think about what each and 
every one will do if and when they are presented with this issue.  Physicians have been 
out of the assisted death business for as long as medicine has existed.  Getting into it 
may send us down a very slippery slope. 

 RODOLFO EICHBERG MD ARTICLE   

CONTINUED 
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W e want to help our young physiatrists by providing mentors for them.  Our men-
tors are PM&R Pioneers. These mentors are for both practice management and 

clinical issues. Your name and office phone number will be shared via our newsletter so 
that younger members can contact you.  If you have a minimum of 20 years of experi-
ence and you want to share your knowledge, training and experience with new FSPMR 
members, please submit your name to Lorry Davis, FSPMR Executive Director, lor-
ry4@earthlink.net.  A special thanks to FSPMR’s Board of Directors who have volun-
teered to be Florida PM&R Pioneers (with the exception of a couple of our younger 
Board members who do not yet have 20 years of experience).  Thank you for your con-
sideration and if you’d like to discuss it further with me before deciding, please contact 
me at C.Lichtblau@chlmd.com. 
 

Craig Lichtblau MD 

President, FSPMR 

 - continued next page 

BECOME A FLORIDA PM&R PIONEER AND  

MENTOR A YOUNG PHYSIATRIST 
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Young Physiatrists! 

W e are pleased to list FSPMR’s PM&R Pioneers along with their office phone 
numbers, so that you can contact them for guidance: 

 

Craig Lichtblau MD   (561) 842-3694 

Michael Creamer DO (407) 649-8707 

Anthony Dorto MD  (305) 932-4797 

Rodolfo Eichberg MD  (813) 629-8407 

Mitchell Freed MD   (407) 898-2924 

Matthew Imfeld MD   (407) 352-6121 

Jesse Lipnick MD   (352) 224-1813 

Bao Pham DO   (904) 527-3135 

Mark Rubenstein MD  (561) 296-9991 

Andrew Sherman MD   (305) 585-1332 

Jonathan Tarrash MD  (561) 496-6622 

Colleen Zittel MD   (407) 643-1329 

 

BECOME A FLORIDA PM&R PIONEER AND  

MENTOR A YOUNG PHYSIATRIST 

CONTINUED 
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Job Opportunities 

Job Opportunities are free and re posted as a service to FSPM&R members 

 

Post YOUR Job Opportunities here 

 

Other Opportunities 

3 Month  Other Ops Postings—$150.00 

Payment can be made from the  
Opportunities Page of the FSPMR.org website. 

 

 


