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Learning Objective:

—NIH 2017 Precision Medicine Initiative



7

NOT… BUT…

Balancing Benefits and Risks

best

not

Individualizing:
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The Seven Dwarves of Menopause
Which are caused by menopause?
Which can be relieved by hormones?
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Benefits of Hormone Therapy for
symptoms



It’s not just symptoms,
it’s long term health too! Essential to know:

HowWe’re Going to Think
About This Today:
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Patient #1

Cycle Control in Perimenopause
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Is it weird that she’s hot flashing
so much at such a young age?



Natural History of Hot Flashes
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Patient #1 how to manage?
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Patient #2

23

Patient #2 How to manage? Vasomotor Symptoms



NAMS Position Statement

Type, dose, regimen, duration
Oral vs. transdermal estrogen therapy and

thromboembolic complications



Practice Pearl : dosing gabapentin for
vasomotor symptoms

What about herbs/botanicals?
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Patient #3 how to evaluate?
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Patient #3 how to manage?



Early menopause/POI
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Patient #4 how to manage? Family history of breast cancer

Breast cancer Breast cancer and WHI



Survivors of endometrial cancer

Survivors of breast cancer Survivors of breast cancer

Duration
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Patient #5

59 yo African 
American woman
Has been struggling 
with hot flashes for 
years
T2DM
On a statin and a BP 
med



NAMS MenoPro App
incorporates the ASCVD risk calculator
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The app asks you

Age?
Less than 10 years past the 
onset of menopause?
Hysterectomy?
Ethnicity?
Smoker?
Treatment for HTN?
Systolic BP?

Diabetes?
On cholesterol-lowering 
medication?
Total cholesterol level?
HDL?

Then you wait…
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Results Page

Gives the patient’s CVD 
Risk Score over 10 
years

Gives you a list of 
every appropriate 
treatment option and 
dosages
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Patient #5
“The CVD Risk Score is 
13.9% (high risk) over 
10 years”
“Patients with CVD risk 
scores above 10% 
should avoid initiation 
of systemic hormone 
therapy but may be 
candidates for non-
hormonal therapy”
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Patient #6

56 yo woman
BMI 19.6
Smoker
Mother had a hip 
fracture



All women age 65 and older

Postmenopausal women younger than age 65 
if FRAX score for 10-year risk of major fracture 
is 

9% (average fracture risk for healthy women)

Postmenopausal women with medical causes of 
bone loss

Postmenopausal women with history of fragility 
fracture

Ann Intern Med 

BMD testing recommendations

Identify postmenopausal women at risk for 
fracture using FRAX

Reduce modifiable risk factors through dietary 
and lifestyle changes

If indicated, prescribe pharmacologic therapy or 
refer for this treatment

Osteoporosis risk assessment HT and Fracture Prevention
WHI showed that HT reduced risk of fractures 
even in low risk women
Average T scores of women in WHI

hip 0.94
spine 1.3

Vertebral and radiologically-detected not 
included in global index
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Patient #6

10 year risk of osteoporotic 
fracture = 11%

10 year risk of hip fracture 
= 1.2%

Can consider HT because 
she is higher than average 
risk for healthy women
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FDA approved indications for HT
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FDA approved indications for HT

62

US Preventative Services Task Force 2017
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Patient #7
59 year old woman

No hot flashes
Increasing dyspareunia

SYMPTOMS
Vulvar/vaginal dryness
Decreased lubrication with sex
Discomfort or pain with sex
Bleeding after sex
Decreased arousal, orgasm, desire
Irritation, burning, or itching of vulva
or vagina

Painful urination
Urinary frequency/urgency

Genitourinary Syndrome of
Menopause

SIGNS
Decreased moisture
Decreased elasticity
Labia minora get thinner
Pale vaginal tissue
Loss of vaginal folds
Tissue fragility/splitting
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Diagnosis of GSM
Look for it in peri or post 
menopausal women

Thin thin thin
Dry dry dry

Ask about symptoms

NAMS guidelines for GSM

Start with OTC lubricants and moisturizers
Lubricants with sexual activity

Coconut oil
Silicone

Moisturizers for weekly maintenance
If no improvement after 3 months, move to
estrogen

69

Vaginal Moisturizers

70

FDA approved estradiol
treatments

Safety of local E therapy
Reassuring when serum levels are measured
Serum levels: E cream > E tablet > E ring
All within menopause levels

Reassuring when endometrial stripes are ck’d

We now have 7-year follow up

Breast cancer survivors need to know what is 
safe!

SCARY PACKAGE LABELLING!



Choices of local therapy
User abuse less likely with vaginal tablets or 
vaginal ring – temptation to use lots of cream

Med oncs are happier with tablet or ring than
cream

OK if you take time to explain to your patient!

Bottom Line…

“treatment should be individualized to
identify the most appropriate HT type,
dose, formulation, route of administration,
and duration of use, using the best
available evidence to maximize benefits
and minimize risks”

—2017 hormone therapy position statement of the North
American Menopause Society
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Menopausal Zest

Thank You









VVC 32 33.7

















Robohm,  Women Health1996 24(3):59-75

Overwhelmed by emotion 62%

Unwanted or intrusive thoughts 44%

Abusive memory triggered during 45%

Body memories triggered during 43%

Felt detached from body 55%
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Ambivalence and opposition to surgery
Vulvodynia is vague and confusing
A procedure for something confusing seems risky
Continues to be thought of as a “last resort”

Some disagreement on the best way to approach 
Woodruff procedure
Simplified Goetsch procedure
Univ of  Rochester procedure (middle ground)

Multiple studies show surgery BEST option for resolution of 
vestibular skin pain in vestibulodynia

36

Our experience and research suggest that  combining 
surgery with physical therapy and counseling result in the 

best outcomes.
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SCARY PACKAGE LABELLING!





Thank You!
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PERIOPERATIVE MEDICINE:
PEARLS, MYTHS, AND COMPLEXITIES

OF CARE

51ST PRIMARY CARE REVIEW

FEBRUARY 13TH, 2020

AVITAL O’GLASSER, MD, FACP, FHM

Introduction:

Introduction:

“Can you CLEAR this patient for 
surgery?
“This patient needs an H&P within 30 
days”



“Cleared for Take Off?”

Who grounds the plane?

Peri-Operative Assessment:

Is this patient STABLE AND/OR OPTIMIZED for the 
specific surgery?



“This patient has CARDIAC 
clearance, so we’re good to go to the 
OR”

Peri-Operative Pulmonary Risk: Post-Op Pulmonary Complications:

The Slippery Slope:

Chronic respiratory failure

“I can still forget most of what I 
learned about surgeries from 3rd year
of med school”



Surgery-specific details and risk:

Long intraop time
Fluid shifts
Blood loss
Transfusion needs
Hemodynamic
instability
Prone positioning

Combined Patient/Procedure Risk:

Combined Patient/Procedure Risk: Combined Patient/Procedure Risk:



It’s not an elective surgery, so a pre-op 
assessment isn’t necessary or won’t 
add value”

This Indication:

**What temporizing measures MIGHT be available??

“I’m going to have to decide about 
stress testing on EVERY patient!”

The DREADED Step 6!!

“My patient doesn’t need a stress test, 
so they’re cleared for surgery!”



“My patient doesn’t need a stress test, 
so they can just go have their surgery 
done”

Cardiac Risk Assessment:

Cardiac Risk Assessment: Heart Failure:

Heart Failure:



Valvular Heart Disease:

“My patient doesn’t need a stress OR 
an ECHO, but I still need to do EKG, 
CXR, CMP, CBC, INR, aPTT, UA, 
T&S…”

Pre-Op Testing: Pre-Op Testing:

“My patient doesn’t need a stress OR 
an ECHO, so they can just go have 
their surgery done”



2016 ACC/AHA DAPT Guidelines: Surgery versus MI:

European Guidelines: Stroke:

“Age is just a number”

Peri-operative Geriatric Syndromes:



Preop Frailty Screening Pre-Operative Frailty:

Recent OHSU Pre-Op Clinic Initiatives:

“Even once I state risk, especially if 
‘high’, I can’t lower it”
“I can’t talk a surgeon out of surgery”
“I can’t talk a patient out of surgery”
“surgeons and patients will hate me if I 
postpone or cancel surgery”

“This surgery is still going to happen 
no matter what I put in my 
assessment…”



Taking About & Modifying Risk:

Open surgery? Minimally invasive? 

General? Local/Regional?

PROACTIVE versus REACTIVE 

Why talk about RISK?

Is “mortality” really the best way to phrase discussions 
about surgical risk versus benefit?

Goals of Care:

(thanks to Dr. Monty Mythen, 14th

Perioperative Medicine Summit 
Presentation, 2/2019)

The DREADED Step 6!!



how
whether

Aspects of Being a “Good Surgeon”:

“Best Case/Worst Case”:
“Who can pull together this information...and say 
'here's the reality about the risk of surgery…once 
these evaluations are completed?”

Conclusions:



Questions?



MISSED OPPORTUNITIES FOR 
HIV SCREENING AND 

DIAGNOSIS
Principal Investigator: Kristine Simpson

Co-Investigators: Cara Varley, Marcel Curlin

OHSU IRB: 17850

Background
Why screen for HIV?

1.2 million people in the United States have HIV
– Only 45% of people in the US have been tested
– 1 in 7 people with HIV are unaware of their infection
– Nearly 40% of new HIV infections are transmitted by people who are 

unaware of their status

Early detection is key
– People who are aware of their infection are less likely to transmit to others
– Initiating therapy early leads decreased complications for the patient
– When in treatment and virally suppressed, the risk of transmission to others 

is eliminated
– IF testing is negative and the patient has risk factors for HIV, we have an 

opportunity to offer pre-exposure prophylaxis (PrEP)
https://www.cdc.gov/hiv/basics/testing.html
https://www.cdc.gov/hiv/statistics/overview/ataglance.html

Background
Who to screen for HIV?

Universal Screening: screen everyone, regardless of patient or provider 
perception of risk

The CDC (2006) and USPSTF (2013) recommend universal screening for 
all adults and adolescents (ages 13-64, 15-65 respectively).

Opt-out screening is recommended 
– Example: “Kelly, I see here that we don’t have an HIV test on record for you.  We 

test all patients at least once in their lifetime as part of general health 
screening.  I’ll test you today for HIV unless you tell me not to.”  

Some groups have CDC recommendation to have at least annual HIV
screening

https://www.cdc.gov/hiv/basics/testing.html
https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/hiv-testing-us-508.pdf
https://www.cdc.gov/hiv/statistics/overview/ataglance.html
https://www.oregon.gov/oha/PH/DISEASESCONDITIONS/COMMUNICABLEDISEASE/DISEASESURVEILLANCEDATA/HIVDATA/Pages/HIV_Cluster.aspx

Background
Who to screen at least annually for HIV?

– Men who have sex with men
– Sexual partner who has HIV
– More than one sex partner since last HIV test
– Injection drug use with shared needles, syringes, or other drug 

injection equipment 
– Transactional sex
– Diagnosed or treated for another sexually transmitted disease
– Diagnosed with or treated for hepatitis or tuberculosis (TB)
– Anyone with a recent Shigella diagnosis

https://www.cdc.gov/hiv/basics/testing.html
https://www.oregon.gov/oha/PH/DISEASESCONDITIONS/COMMUNICABLEDISEASE/DISEASESURVEILLANCEDATA/HIVDATA/Pages/HIV_Cluster.aspx

Background: HIV in Oregon

7,557 Oregon residents are living with an HIV diagnosis
– 1,230 residents were unaware they were infected
– Nearly 1/3rd of patients are diagnosed at a late stage of HIV

There were 230 new cases of HIV in 2018
– 43% in Multnomah county
– Increase in people who inject drugs (PWID)

Communities of color are disproportionally impacted
– Incidence in Blacks and African Americans is 5x higher than 

Caucasians
– Hispanics 1.7x higher

https://www.oregon.gov/oha/PH/DISEASESCONDITIONS/COMMUNICABLEDISEASE/DISEASESURVEILLANCEDATA/HIVDATA/Pages/HIV_Cluster.aspx
https://apps.state.or.us/Forms/Served/le9998.pdf
https://www.endhivoregon.org/#partners-1

Study Aims

Aim 1: Identify patients who had at least one missed opportunity for 
HIV screening
– Missed Opportunity: An OHSU encounter where HIV screening could 

have been performed and was not

Aim 2: Identify factors associated with early vs. late HIV diagnosis in 
those with at least one missed opportunity
– Late HIV Diagnosis: Diagnosed with AIDS or progressed to AIDS 

within one year of HIV diagnosis

Aim 3:  Describe STI and hepatitis testing in our study population



Study Design
Population 
– Retrospective cohort of Oregon residents newly diagnosed with HIV 

between November 1, 2015 and November 30, 2017
– Had at least one documented physical encounter with a provider at 

OHSU at the time of HIV diagnosis or in the 24 months preceding 
diagnosis

– Adults ages 18-65 at time of diagnosis

Chart Review – 24 months before HIV diagnosis 
– Setting of encounters and specialty of providers
– Identification of risk-increasing patient characteristics 
– Identification of risk-increasing laboratory findings 

New HIV Diagnosis 2015-2017
Age 18-65 years

>1 OHSU Encounter the 24 months before 
HIV Diagnosis or Diagnosed at OHSU

N=54

44 (81.5%) 10 (18.5%)

Yes No

>1 OHSU Encounter the 24 
months before HIV Diagnosis

Population

> 1 Missed Opportunity

Yes
43 (97.7%)

No
1 (2.3%)

Variable Frequency Percent

Age   

18-30 Years 16 29.6

30-40 Years 22 40.7

40-50 Years 9 16.7

> 50 Years 7 12.9

Male Gender 46 85.2

Caucasian 40 74.1

Transmission Category

Adult with undetermined infection mode 5 9.3

Heterosexual contact with IDU 4 7.4

IDU only 5 9.3

MSM only 31 57.4

MSM/IDU 9 16.7

HCV at HIV diagnosis 9 16.7

STI at HIV diagnosis 2 3.7

Results:
Aim 1: Identify patients who had at least one missed opportunity 
for HIV screening

43 (79.6%) patients had at least one missed opportunity

11 (20.4%) were tested at their initial OHSU encounter

Missed Opportunities
– Cumulative total of 201 encounters with missed opportunities

132 [65.6%] outpatient office visit
51 [25.4%] emergency department 
18 [9.0%] hospital admission 

– Median 2.5 encounters/person (range 1-26)

Results: 
Aim 2: Identify factors associated with early vs. late HIV diagnosis in 
those with at least one missed opportunity

Late Diagnosis P value OR (95% CI)

Yes
N = 10 (23.3%)

No
N= 33 (76.7%)

Mode of Transmission: IDU 8 (80.0%) 6 (18.2%) < 0.01 18.0 (3.0-107.2)

>1 Clinic Visit 24 Months Prior to 
Diagnosis
Median (range)

4 (40.0%)
0 (0-20)

27(81.8%)
1 (0-23)

0.02 0.1 (0.03-0.7)

>1 Admission 24 Months Prior to 
Diagnosis
Median (range)

5 (50.0%)
0.5 (0-3)

6 (18.8%)
0 (0-2)

0.09 4.5 (0.9-20.6)

Age > 40 years at Diagnosis 5 (50.0%) 10 (30.3%) 0.25 2.3 (0.5-9.8)



Results: 
Aim 2: Identify factors associated with early vs. late HIV diagnosis in 
those with at least one missed opportunity

Late Diagnosis

Yes
N = 10 (23.3%)

No
N= 33 (76.7%)

>1 Clinic Visit 24 Months Prior to Diagnosis 4 (40.0%) 27(81.8%)

0 Visits 6 (60%) 7 (21.2%)

1-2 Visits 0 16 (48.4%)

3-6 Visits 2 (20%) 7 (21.2%)

7-10 Visits 0 1 (3%)

> 10 Visits 2 (20%) 2 (6.1%)
>1 Admission 24 Months Prior to Diagnosis
Median (range)

5 (50.0%) 6 (18.8%)

0 Admissions 5 (50%) 27 (21.2%)

1-2 Admissions 2 (20%) 5 (81.8%)

3-6 Admissions 3 (30%) 7 (15.2%)

New HIV Diagnosis 2015-2017
Age 18-65 years

>1 OHSU Encounter the 24 months before 
HIV Diagnosis or Diagnosed at OHSU

N=54

44 (81.5%) 10 (18.5%)

Yes No

>1 OHSU Encounter the 24 
months before HIV Diagnosis

Population

> 1Missed Opportunity

Yes
43 (97.7%)

No
1 (2.3%)

Results: 
Aim 3: Describe sexual history documentation, STI and HCV testing 
in our study population

Testing
– 2/44 (2.6%) HIV 
– 3/44 (6.8%) syphilis
– 6/44 (13.6%) chlamydia and gonorrhea
– 3/41 (7.3%) HCV

Sexual History
– 14/44 (31.8%) had something documented for sexual history.

– Partner gender – 13 (92%)
– Number of partners – 3 (21%)
– History of STIs – 2 (14%)
– HIV Positive Sexual Partner – 3 (21%)
– Condom Use Frequency – 5 (36%)
– Transactional Sex – 1 (7%)

– PrEP Discussed – 3 (21.%)

Summary
Every patient should be screened for HIV 

Anyone with risk factors should be screened at least annually 

Sexual history and STI screening were not performed on ~70% of 
our cohort

90% of our cohort had a risk factor for HIV identified by our 
Public Health colleagues

Approximately 80% of patients newly diagnosed with HIV had at 
least one missed opportunity for HIV screening

Most of these missed opportunities are in the outpatient setting

People who inject drugs are more likely to have a late diagnosis

Thanks!

Oregon Health Authority
– Tim Menza
– Denise Skrypkar

Oregon Health & Science University
– Kristine Simpson
– Marcel Curlin
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TTuberculosis (TB) Treatment:
Focus on Latent TB
Management and Key Mistakes
to Avoid with Active TB
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Session Objectives
Briefly summarize the appropriate diagnostic 
evaluation and test interpretation for latent TB.
Highlight who to prioritize for latent TB testing 
and treatment.
Outline in more detail the different latent TB 
treatment regimens and how to choose and 
monitor them in a primary care setting.
Understand some common pitfalls in the 
recognition of active TB in those you think have 
latent TB.

In 90%, infection remains controlled as “latent TB” 
(LTBI)

Spread of limited by immune system
Organisms hang out for years (life?)

10% develop disease at some point
Weakening of the immune system increases risk of
progression from infection or “latency” to “disease”
Most commonly in the lung, but can be anywhere…

Tuberculosis (TB) pathophysiology

Pai et al. Nat Rev Dis Primers. 2016;2:16076

TTB immune based testing
(PPD/IGRA) is imperfectly sensitive

VS QFT-GIT
PPD/TST
slightly lower 
sensitivity and 
much less 
specific

T-SPOT
similar 
sensitivity and 
specificity

QFT-plus 
slightly higher 
sensitivity (85-
90%) and 
specificity

Metcalf, et al. JID. 2011. 204:S1120–29
Horne D et al. IJTLD 2018. 22 (6), 617 621

LTBI Testing: imperfect science

With imperfect 
sensitivity and 
specificity, positive 
and negative 
predictive value 
depends on 
prevalence… 

M.
tuberculosis



So now their LTBI testing is positive
What next??

WHO. Systematic screening for active tuberculosis 2013

CXR!! 

Sputum for AFB smear/cx 
if the CXR is abnormal or
the person is 
symptomatic

HIV screen
A1C?
LFTs?

• Meds, liver Dz, HIV, 
pregnant/post-partum

LLTBI Testing Prioritization
From an area of TB endimicity is a risk

Want to prioritize testing the following:
Those likely to be exposed (latently infected)
Those most likely to progress to active disease

CDC data for 2017:
https://www.cdc.gov/tb/statisti

cs/reports/2017/default.htm

Oregon tuberculosis
epidemiology

https://www.oregon.gov/oha/PH/DISEASESCONDITIONS/COMMUNICABLEDISEASE/T
UBERCULOSIS/Documents/data/or2016data.pdf

In general: 5-10% lifetime risk of Active TB

5% first year, 2-3% second year

90% no disease
~0.1% per year thereafter

More recent infection is a risk

Figure: Esmial and Barry. Drug Discovery 2012
Slide adapted from: Lisa Chen, Curry Center, personal communication, 2015

Weakened immune system is a risk

Horsburgh and Rubin, NEJM. 2011;364(15):1441 8
LTBI guide for primary care providers. CDC. 2013 12

LLatent TB Treatment
ie) treatment of low grade infection

Pai et al. Nat Rev Dis Primers. 2016 Oct 27;2:16076
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What does low grade infection
mean for treatment?

Fewer organisms

Shorter time to eradication

Less risk of resistance developing

LTBI treatment regimens

Jasmer Ann Intern Med 2002;137:640 7
Menzies. AJRCCM 2004;170:445 9

Likelihood of Completion:
9 months INH: 45 60% completed
6 months INH: 55 57% completed
4 months RIF: 69 78% completed

3 months INH + RFP: 75% completed

www.cdc.gov
Schechter et al. AJRCCM. 2006;173:922 6

Efficacy relatively equal 
for INH 9 mo, RIF 4 mo, 
and INH/RFP 3 mo

N = 1002

Self administered (SAT) weekly INH/RFP may
or may not be the equivalent of DOT but you
can do it if you choose patients correctly

Belknap et al. Ann Intern Med. 2017;167:689 697

LTBI treatment: so how do I decide?

Hepatotoxicity: 
INH 9mo > INH + RFP 3mo > RIF 4mo
Esp with INH risk linearly increases with age

Drug-drug interactions:
Rifamycins have a lot (the most) drug-drug interactions
CYP450 metabolize (lower level of) other drugs
Esp worry: anticoagulation, neuro meds, cardiac meds

Host characteristics

Stagg et al. Ann Intern Med. 2014;161(6):419 28

Baseline LFTs are not indicated for all at start of LTBI 
treatment (tx)
Baseline LFTs are indicated at the start of LTBI tx if:

Liver disorders/history of liver disease/risks for chronic liver disease
Regular alcohol use
HIV infection
Pregnancy or within 3 months of delivery
On an individual bases for patients on other hepatotoxic 
medications

After baseline, routine retesting is recommended for: 1) 
persons who had abnormal initial results; 2) other 
persons at risk for hepatic disease
If LFTs abnormalities during tx, hold tx if:

LFTs > 3x upper limit of normal with symptoms
LFTs > 5x upper limit of normal but asymptomatic

LTBI treatment monitoring
You don’t need all those LFTs!!

CDC Division of TB Elimination. Page last reviewed: March 11, 2019. Page accessed Feb 3, 2020.
https://www.cdc.gov/tb/publications/ltbi/treatment.htm#patientMonitoringEducation

LTBI treatment:
common side effects

Isoniazid:
Mild neurologic symptoms
Peripheral neuropathy (mitigated by pyridoxine – B6)
Rash
Hepatitis (transaminitic) 

Rifampin: 
Gastrointestinal upset (nausea/vomiting > diarrhea/constipation)
Orange/bronze urine (not dangerous and will go away on 
completion!!)
LFT abnormalities (cholestatic > transaminitic)
Drug-drug interactions
Metabolizes contraceptive medications!!

Rifapentine:
Rifampin SE plus:

Feeling a little “off” on the one day/week of dosing (could also be high dose INH)
Anaphylaxis



Google: “ltbi calculator”

PPicking the out active TB cases
How do you know it’s not active

disease?!?

Infection DiseasePai et al. Nat Rev Dis Primers. 2016 Oct
27;2:16076
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Tuberculosis clinical
presentation:

Sites of disease presentation

Most case (75%) are in 
lungs (pulmonary)

Lung cavity or 
infiltrate

10-15% 
extrapulmonary

Lymph nodes, pleura
Bone, brain, kidneys, 
gut

5% disseminated
Everywhere

Strnad et al. Ch 24 – Effusions from Infections: Tuberculosis. Textbook of
Pleural Disease 3E. ed Richard Light and YC Gary Lee

Testing for tuberculosis disease:
AFB smears are fast but imperfect

Pai et al. Nat Rev Dis Primers. 2016 Oct 27;2:16076

Testing for tuberculosis:
PCR helps but is less good than other bacteria

Pai et al. Nat Rev Dis Primers. 2016 Oct 27;2:16076

TB Geography is Linked to PPoverty

Janssens, J.P. and Rieder H.L. Eur Resp J 2008. 32(5):1415 1416



Does Poverty and Inequality Really
Confer a Causative Physiology?

LÖnnroth et al. Social Science & Medicine. 2009. 68:2240–2246 26

The end
Questions?

Some resources:
CDC guide for primary care providers (2013): 
https://www.cdc.gov/tb/publications/ltbi/pdf/targetedltbi.pdf
McGill LTBI risk calculator: http://www.tstin3d.com/en/calc.html
California State LTBI info packet: 
https://www.cdph.ca.gov/Programs/CID/DCDC/CDPH%
TB educational products from the Curry Center (the western 
regions TB education center, based in Oakland): 
http://www.currytbcenter.ucsf.edu/products
Oregon Health Authority TB program: 
http://www.oregon.gov/oha/PH/DISEASESCONDITIONS/COMMUNIC
ABLEDISEASE/TUBERCULOSIS/Pages/index.aspx

TB controller: HHeidi Behm

27

Extra slides
LTBI modeled epidemiology

Houben and Dodd. PLoS Med. 2016 Oct 25;13(10):e1002152

What is the moral: the pre test
probability for TB exposure matters!!

Moral: 
decision to 
test should be 
decision to 
treat

Do so wisely



Melanoma detection:
Different tools for different populations
Sancy Leachman, MD, PhD
Providence Grand Rounds
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Orlucent (advisory board

WoM: Discuss melanoma epidemiology and the need for
early detection

USPSTF: Discuss the USPSTF screening
recommendations for high risk or symptomatic
individuals

CME: Preview the online/in person CME course for
medical providers on visual diagnosis, screening and
biopsy

Materials: Describe where to find un branded patient
education materials and education or volunteer
opportunities on our website

Today’s Objectives

Objective #1

Discuss melanoma epidemiology and the need for early
detection

5

Is melanoma a problem in Oregon?

Melanoma Rates in Oregon are Above
Average



Why? A Perfect
Storm?

9

What can we do?

EUROCARE Study: Suggests Early Detection
Works in Melanoma

16,113 cutaneous melanomas, 17 countries
45 cancer registries (3.5 million cancers)

“Survival rates improved between 1978 and 1989 probably attributable to 
the detection of increasing proportions of better prognosis, thinner 
tumours.”

“In the younger age groups, this may be related to public awareness 
campaigns.” 

Patient Knowledge & Skin Awareness Reduces
Delay in Diagnosis

255 cases, newly diagnosed melanomas
From population-based case control (1987-89)
Personal interviews
Skin awareness and delay: Adjusted OR 0.30 (0.12-0.71)
Knowledge & Delay: OR 0.43-0.81

“Awareness of skin changes was associated with a reduced Breslow depth for stage 
I melanomas.” 

“Individuals who are aware of skin changes and abnormalities appear to be less 
likely to delay seeking medical attention for melanoma.” 

“Knowledge of melanoma signs and symptoms may also contribute to a decreased 
delay in melanoma diagnosis.”

Self Skin Examination, Provider Examination, and
Attitude Matters in Melanoma Early Detection

Cross-sectional, questionnaire-based, multicenter study of 685 SSMs 
and NMs
Assessed SSEs, PSEs and perceptions in prior year
<2 mm “thin” melanoma in 81% of SSMs and 27% of NMs. 
SSE performers had thinner SSM (OR = 2.61; 1.14-5.40) but not 
thinner NM (OR = 2.39; 0.84-6.80).
SSE signs were markers of thicker SSM and NM 
Interest in skin cancer was associated with thinner NM. 

“Our findings underscore the importance of complementary practices 
by patients and physicians for the early detection of melanoma, 
including regular whole-body PSE, SSE, and increased patient 
awareness.”
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Is melanoma a problem
for your patients?

Early Detection Will Work for Melanoma

Early Detection Works for Melanoma
Why Early Detection for Melanoma?

Saves lives
Reduces morbidity (including 

disfigurement)
Reduces side effects from aggressive 

therapies
Reduces cost (probably)

Objective #2

Discuss the USPSTF screening recommendations for
high risk or symptomatic individuals

Asymptomatic
“Current evidence is insufficient to assess the balance of benefits and 
harms of visual skin examination by a clinician to screen for skin cancer in 
adults.”  

USPSTF Statement on Skin Cancer Screening

“This recommendation applies to asymptomatic adults who do not have 
a history of premalignant or malignant skin lesions. Patients who 
present with a suspicious skin lesion or who are already under
surveillance because of a high risk of skin cancer, such as those with 
a familial syndrome (e.g., familial atypical mole and melanoma 
syndrome), are outside the scope of this recommendation statement.”



How High Risk Is High Enough?

When Should Patients be Referred to
Dermatology?

Dependent on PCP’s comfort level
Always OK to refer

Consider referral for high risk patients with challenging skin 
exams

Hundreds of nevi
Multiple clinically atypical nevi
Severely photodamaged skin (covered in lentigines)
Strong family history of melanoma or family members who 
carry melanoma mutations
Personal history of recent melanoma (5 years)

Risk Stratified Screening

23

Putting It All Together

Objective #3

Preview the online CME course for medical providers on
visual diagnosis, screening and biopsy
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Melanoma Early Detection Toolkit

1. CME Training (Online or In-Person) 

2. Patient education materials and tools (Order Form)

3. Melanoma Risk Evaluation Tool (in progress)

www.startseeingmelanoma.com “For Medical Professionals”

26

Objective 1: Risk Assessment Guidelines
Online for general public and office use 

27

MMelanoma Early Detection Online Training
(Preview)
www.waronmelanoma.org

Objectives:

Identify high-risk patients

Apply screening recommendations

Diagnose melanoma and non-melanoma 
skin cancer with increased accuracy

Educate patients using provided resources

OHSU School of Medicine designates this enduring material for 
a maximum of 3.0 AMA PRA Category 1 Credits™. Physicians 
should claim only the credit commensurate with the extent of 
their participation in the activity. 28

Credits:
(We drew from all leading education for Primary Care, as well
as listening to Oregon providers)
This training was developed with input, assets and content from the following contributors:

National Primary Care Training in Schleswig-Holstein, Germany
INFORMED Curriculum; Martin Weinstock, M.D., Brown University
Laura Ferris, M.D., Ph.D., University of Pittsburgh Medical Center
Karen Edison, M.D., and Emily Hoffman-Smith, M.D., University of Missouri
OHSU Team: Sancy Leachman, MD, PhD, Elizabeth Berry, MD, Mariah Johnson, MD, Oliver 
Wisco MD, Kim Sanders, PA
Visual Perception Training; Steve Xu, M.D., MS.c., Northwestern Medicine Feinberg School of 
Medicine 

Visual Perception Training was developed by Rebecca Xu, Andrew Choi MD, June 
Robinson MD, and Shuai Xu MD. It is copyrighted by Northwestern University and 
available with written permission from the developers.

Key Information for PCPs:

30

Evaluating the Individual

Who should be screened?
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Case #1
Ms. Smith is a 55 year old woman who 
has heard an educational 
advertisement that suggested anything 
abnormal on her skin should be 
evaluated by her provider.  She has 
several spots on her hands that she 
feels are suspicious and would like 
to know if any of them look 
worrisome to you.

Case #1: Doorway Risk Assessment

You evaluate her hands and reassure her that the solar 
lentigines are benign. However, you also notice that she has:

- Fair complexion (very light skin, red hair, green eyes)
- Numerous freckles
- Many visible moles on her face, neck, and arms
- Sun-damaged skin

33

Case #1: Clinical History

o

o
o
o
o

o
o

o
o
o
o
o
o 34

Case #1: Clinical History

- She admits to using a tanning bed several times a month 
for about 5 years when she was in her 20s and having a 
few blistering sunburns as a child

- No personal history of skin cancer

- No family history of melanoma

- She has never had a skin exam before and is otherwise 
healthy

35

Case #1: Management

A) Perform an opportunistic exam (face, neck, arms, etc.)
B) Recommend a skin cancer screening exam during the current 

visit or with you at another time
C) Recommend that she ask a dermatologist about regular 

screenings 
D) Recommend that she track her moles at home and let you know 

if she sees something new or changing 
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Skin Exam Video

39

Case #1: Exam Findings

During Ms. Smith’s full body skin exam 
it is noted that she has:

3 actinic keratoses on her face 

Suspicious nevus on her back 

Several benign-appearing nevi

40

Case #1: Documentation
Assessment/plan:
- Neoplasm of unspecified behavior (D49.2)

- Biopsy (11102-11107) 

- Actinic keratosis(es) L57.0
- Destruction of premalignant lesions (17000)

- Sun damaged skin (code L57.8), including solar lentigines (L81.4)

- Multiple pigmented nevi (D22.7)

- History of tanning bed use (Z91.89)

- Skin cancer risk assessment: 
- Discussed with patient increased risk factors for skin cancer (red hair, fair skin, 

dense freckling, sun-damaged skin, history of indoor tanning bed use).
- Recommend annual routine skin cancer screening. 

41

Quick
Reference
Guide Online
in the Toolkit

42

Case #2
Mr. Jones is a 55 
year old male 
patient who 
presents for follow-
up of COPD, HTN, 
CHF, DM2. While 
auscultating his 
lungs, you realize 
he has multiple 
moles on his back.
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Case #2: Management

A) Perform an opportunistic screening of his back 
B) Perform a total body skin examination 
C) Recommend a skin cancer screening exam at his next visit
D) Recommend that he ask a dermatologist about regular 

screenings 

44

Case #2: Management
You perform an opportunistic screening of his back and all nevi are benign 
appearing. Mr. Jones returns to clinic in 2 months for a total body skin 
examination.

On his second visit, you identify many (>50) nevi, several of which are slightly 
atypical. However, the atypical nevi all resemble each other. There is no single 
lesion that stands out as an “ugly duckling.” 

You suggest he perform monthly self skin exams and use MoleMapper to follow 
the slightly atypical lesions on his body. You ask him to return to see you in 3 
months to compare the photographs and ensure the lesions are stable. 

If lesions are stable at that visit, he can start an annual screening regimen.

45

Self Exams: Empowering Patients
Performance of a monthly Total Self-Skin Exam (TSSE) 
is associated with thinner melanomas and reduced 
mortality

Roughly 75% of melanomas are first detected by the 
patient, not the provider 

Patients should conduct a TSSE once a month to look for 
new, changing, or non-healing lesions  

Self Exams and Partner Exams

47 48

Evaluating the Lesion

What should be biopsied?



What is your diagnosis? What is your diagnosis?

What is your diagnosis? Superficial spreading melanoma

Nodular melanoma
Second most common (15-30%)
Darkly pigmented papules or nodules, may be pink/amelanotic, 
may have even symmetric borders
Early vertical growth phase deeper Breslow depth 

Lentigo maligna



Acral lentiginous and subungual melanoma
Less than 5%, most common subtype in dark-skinned 
individuals
Palmar, plantar, subungual surfaces
Irregularly pigmented macules or patches
Thickening band of pigment within the nail plate or 
nail fold

Comparison

Keys to Early Diagnosis of Melanoma
ABCDE’s of Melanoma

E= Evolution
“My mole is changing”
“My mole is growing”
“My mole is itching”
“This is a new mole”

Difficult melanomas the “EFGs”



The Ugly Duckling Sign

62

The Ugly Duckling Sign

Biopsy Tutorial

Biopsies
Incisional biopsy = removal of a portion of the lesion 

Non-melanoma skin cancers
Only need enough to make the diagnosis
Can use shave or punch technique 

Excisional biopsy = removal of entire lesion
PIGMENTED LESIONS
Must remove the whole lesion for staging purposes
Can use deep shave/ saucerization, punch, or elliptical 
excision technique

66

Biopsy Technique
The single best treatment for melanoma is complete 
excision prior to metastasis.



Biopsy Key Points

For pigmented lesions, remove the ENTIRE lesion (excisional 
biopsy)

Punch biopsy
Deep shave/ saucerization biopsy 
Elliptical excision with scalpel 

Lesions <8mm in diameter = PUNCH BIOPSY
Lesions >8mm in diameter = SAUCERIZATION or ELLIPTICAL 
EXCISION

Biopsy Key Points
If an excisional biopsy is impractical due to very large size or 
location (face), may perform partial biopsy as a last resort

For thin melanomas on the face, consider:
Broad thin shave biopsy
Multiple small shave biopsies (“scouting biopsies”)

For multicolored lesions, each color in the lesion should be 
sampled 

Biopsy Results

If a melanoma is detected, the standard of care is to 
arrange treatment within 4 weeks of diagnosis

Refer melanomas with <0.8mm Breslow depth to 
dermatology 
Refer melanomas with 0.8mm Breslow depth to surgical 
oncology and dermatology

Biopsying Pigmented Lesions
*The most important prognostic indicator in melanoma is the 

Breslow depth

Partial biopsy can lead to diagnostic inaccuracy or misdiagnosis

Biopsying Pigmented Lesions Biopsying Pigmented Lesions



Biopsying Pigmented Lesions Biopsying Pigmented Lesions
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MMelanoma Early Detection Online Training
(Preview)
www.waronmelanoma.org
Take the training for more visual 
identification practice and biopsy 
demonstration videos

OHSU School of Medicine designates this enduring material for 
a maximum of 3.0 AMA PRA Category 1 Credits™. Physicians 
should claim only the credit commensurate with the extent of 
their participation in the activity.

Objective #5

Describe where to find un branded patient education
materials and education or volunteer opportunities on

our website

77

Toolkit Part III:
Patient Education

Mole Mapper App

Self-Exams Download 

Early Detection Download

Sun Safety Download

Biopsy and Diagnosis 
Handout 

Online Learning on the 
website

Waronmelanoma.org 

Thank you!
leachmas@ohsu.edu

www.WarOnMelanoma.org

www.StartSeeingMelanoma.com

503-494-6024 (Katie)



The 60 Second Neuro Exam

Upper 
Extremity

C5 C6 C7 C8 T1

DTR Bic
(Musc.)

BR
(Radial)

Tri
(Radial)

- -

Strength Sh Abd
(Axillary)

Wr Ext/Elb Flx
(Radial/Musc)

Wr Flx/Elb Ext
(MedUln/Rad)

Fing Flx
(MedUln)

Fing Abd
(Ulnar)

Sensation Lat. Sh.
(Axillary)

Thumb
(Med/Rad)

Middle
(Med/Rad)

Little
(Ulnar)

Med. Arm
(MBC)

Lower 
Extremity

L2 L3 L4 L5 S1

DTR - - Patellar
(Femoral)

- Achilles
(Tibial)

Strength Hip Flx
(Femoral)

Knee Ext
(Femoral)

Ankle DF
(Peroneal)

Gr. Toe Ext
(Peroneal)

Ankle PF
(Tibial)

Sensation - - Med. Mall.
(Saphenous)

1st DWS
(Deep Per.)

Lat. Heel
(Sural)



Chronic Kidney 

Disease for the Non-

Specialist  
Tonja Dirkx, MD 

 

Slides not provided 







Raal F, Santos R. Homozygous familial hypercholesterolemia: Current perspectives on diagnosis and treatment. Atherosclerosis 2012;223:262-68.



* Defect also can be in apo B or PCSK9
Familial defective apo B100 is usually due to a single mutation (R3500Q) in the 
gene encoding apo B













Presented by:
Ian Jaquiss, Interim ADA Coordinator, Oregon Health & Science University

The Accessible Clinic:
More than Doors and Walls

WHO I AM.

My first job was as a model.

Ground Rules

*

1. Vegas training (safe room)

2. I’m funny

3. Your input is wanted and needed*

Your questions/comments will enrich this training. 
Please speak even if it feels awkward

After today
— Will know how to create a more

welcoming place for people with
disabilities

— Know better language related to
disability

— Know why language and attitude
towards people with disabilities is so
important

Your

First

Encounter

With A

Person with

A Disability



Close Your Eyes...

Brief Timeline of Disability History

Discard Patronize Recognize as People

ADA: promise vs. delivery

Disabilities – roughly one in five people Disabilities – roughly one in five people



When Arriving at a Medical Clinic:

What do you expect:
Parking
Path
Entrance
Easy access to services

Not everyone expects that
Some groups of people know they will
not get any of that.

The ADA requires accessible:
Doors

Pathways

Space to enter and turn around, lobbies and rooms

Lifts

Examination Tables

Medical Equipment (scales, x rays, machines, etc.)

The ADA does not require employees at those facilities:
To be sensitive to the concerns of patients with disabilities

To know how to talk about those concerns

Accessible Medical Facilities

Terminology: do all of these terms mean
the same thing?

Another way to think about disability

People with Disabilities, in general, are less healthy
than people with disabilities.

Know when to tell someone with a disability they
are an inspiration.

Tell kids its okay to look and it is okay to ask.
TThank You

Contact me
Ian Jaquiss jaquiss@ohsu.edu 971.277.0124
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