
D E C E M B E R  2 0 2 3   V O L :  I I

T H E  O F F I C I A L  N E W S L E T T E R   O F  T H E  M E D I C A L  S O C I E T Y  O F  T H E  C O U N T Y  O F  Q U E E N S

THE  BULLET IN

PAGE 1WWW.MSCQ.ORG

Welcome to our December 2023 issue of  “The Bul let in” .   

We aim to provide current  and re levant  informat ion to

our Society membership .  Hopeful ly ,  we have met  our goal .   

We need your feedback…Let  us know what  topics  

you would to l ike to see featured in our future bul let ins .  

I f  you would l ike to share one of  your current  ar t ic les  

or  perhaps wri te  an opinion piece ,  we wi l l  g ladly accept  

“a l l  the news that ’ s  f i t  to  pr int ! ”   

P lease send a l l  comments and wri t ings to 

qms@queensmedica lsociety .org
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Char les Lopresto ,  DO is  an Internal  Medic ine Hospi ta l is t  in  the 

Department  of  Medic ine at  NewYork-Presbyter ian Queens Hospi ta l .  

He completed his  undergraduate B .A .  in  B io logy at  

Columbia Col lege ,  Columbia Univers i ty ,  h is  Doctor  of  Osteopathic  Medic ine 

Degree at  Touro Col lege of  Osteopathic  Medic ine -  New York and his  

Residency in Internal  Medic ine at  Jamaica Hospi ta l  Medica l  Center .  

He is  passionate about  the intersect ion between 

Evidence Based Medic ine and Legis lat ion /  Advocacy .  

He has mainta ined an act ive and broad level  of  part ic ipat ion 

in organized medic ine groups to explore the above interests .  

In  his  f ree t ime ,  he enjoys explor ing the cul inary ,  ar ts  

and music  scenes of  NYC and playing Saxophone 

in severa l  bands in the local  NYC /  Long Is land area .

DR.  CHARLES LOPRESTO 

M E E T  O U R  P R E S I D E N T



I N  T H E  N E W S

Al l  cancer  pat ients  can potent ia l ly  benef i t  f rom the ear ly  detect ion of  ear ly-s tage disease

rather  than the ear ly  detect ion of  advanced stage cancer .  This  is  especia l ly  t rue for  women 

with epi thel ia l  ovar ian cancer .  

This  year ,  approximately  24 ,000 women wi l l  be diagnosed with ovar ian cancer  and 14 ,000 

wi l l  d ie  f rom this  disease .  Unfortunate ly ,  70-75% of  women newly diagnosed with 

epi thel ia l  ovar ian cancer  (EOC) wi l l  have Stage I I I  or  IV disease with a   predicted 5-year  

surviva l  approximat ing 15%.  This  poor surviva l  rate has remained essent ia l ly  unchanged 

over  the past  60 years  despi te  the advent  of  aggressive radica l  surgica l  approaches and 

new therapeut ic  intervent ions .  

In  contrast ,  i f  EOC is  detected when conf ined to the ovary (s tage I ) ,  the 5-year  surviva l  

approaches 90%,  requires less  radica l  and morbid operat ions ,  and may not  require ad juvant

chemotherapy.  Risk factors  for  EOC include a fami ly  or  personal  his tory of

breast  cancer ,  EOC,  or  colon cancer ,  genet ic  mutat ions (such as in BRCA1 and BRCA2) ,

endometr ios is ,  and nul l ipar i ty .  However only about  20% of  indiv iduals  have a recognized

mutat ion and fami ly  his tory a lone misses about  50% of  pat ients  at  r isk .  

Because of  the extremely poor prognosis  of  EOC and at  present  there is  no ef fect ive 

method to detect  ear ly  s tage EOC,  women at  high r isk are counseled to undergo the 

most  dramat ic  prevent ion technique-  prophylact ic  b i la tera l  sa lpingo-oophorectomy (BSO) .  

Whi le  this  procedure is  ef fect ive in reducing r isk of  EOC,  for  pre-menopausal  women the 

loss of  fer t i l i ty  and sudden onset  of  menopause can have major  short  - term and 

long - term heal th issues .

O V A R I A N  C A N C E R :

DETECT ION OF EARLY STAGE D ISEASE-  

HOPE VS .  HYPE

D R .  D A V I D  F I S H M A N
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Ear ly  detect ion of  local ized disease (Stage1 )  or  a  premal ignant  les ion fo l lowed by ei ther

chemoprevent ion or  surgery should confer  a  substant ia l  improvement in surviva l .  

Evidence suggests  that  to develop ef fect ive s trategies for  ear ly  detect ion ,  i t  wi l l  be 

necessary to develop methods based upon the molecular ,  genet ic ,  and biochemical  events  

that  regulate carc inogenesis ,  invasion and metastat ic  d isseminat ion.  

Recent  discover ies in the pathogenesis  of  ovar ian cancer  have suggested that  the 

his to logica l ly  def ined EOC subtypes could bedi f ferent  diseases ,  wi th di f ferent  precursor  

les ions and dis t inct  b iomarker  expression prof i les .

High-grade serous carc inoma (HGSC)  is  the most  common and lethal  form of  EOC.  

Consider ing the low prevalence of  OC in the genera l  populat ion ,  any proposed screening 

strategy mustdemonstrate a  minimum speci f ic i ty  (SP )  of  99 .6% and a sensi t iv i ty  (SN)  

of  &gt ;75% for  ear ly-s tagedisease to achieve a posi t ive predict ive va lue (PPV)  of  10% 

and avoid a  high level  of  fa lse-posi t ive resul ts .  

Current ly ,  women designated as high-r isk for  EOC re ly  on genet ic  counsel ing .

The serum marker  CA125 is  not  diagnost ic  for  ovar ian cancer  and exhibi ts  a  sensi t iv i ty  of  

only50-60% for  s tage I  d isease in postmenopausal  women.  Current  recommendat ions do 

not  favor  the use of  CA125 for  genera l  screening.  

Transvaginal  sonography with Doppler  vascular  measures ,  and morphologica l  indices 

lack the speci f ic i ty  required in a  genera l  populat ion screening test  yet  can easi ly  

ident i fy  ovar ian masses that  may require surgica l  intervent ion.

Recent  research suggests  that  most  serous carc inomas l ike ly  or ig inate f rom the epi thel ium

of the dis ta l  fa l lopian tube (FT ) ,  not  the ovary i tse l f .  Serous tubal  intraepi thel ia l  carc inoma

(STIC)  represents  the putat ive precursor  of  HGSC.  A model  for  the growth ,  progression ,  and

detect ion of  occul t  HGSC was developed based on analys is  of  data f rom prophylact ic

operat ions in women with BRCA1 mutat ions .   This  model  indicated that  HGSCs spend 

one year  at  s tage I I I - IV before becoming c l in ica l ly  apparent .  Calculat ions based on the 

Brown and Palmer data show that  HGSC spends 3 .6  years  as  s tages I - I I ,  and 1 .5  years  

as  an in s i tu les ion ,  in  agreement wi th a  publ ished mathemat ica l  model .  

A recent ly  publ ished molecular  evolut ionary analys is  ident i f ies  a  window of  7  years  

between development of  a  STIC and ini t ia t ion of  ovar ian carc inoma ,  wi th metastases 

fo l lowing rapid ly  thereaf ter .  

Therefore ,  a  b iomarker  based screening test  a imed at  detect ing Stages I - I I  of  HGSC should 

be able to recognize the disease more than one year  ear l ier  than current  diagnosis .
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Whole-body imaging techniques such as magnet ic  resonance imaging and posi t ron

emission tomography current ly  lack the required resolut ion and sensi t iv i ty  to detect  

ear ly  EOC changes .  

Transvaginal  u l t rasound (TUV)  screening has not  been shown to reduce morta l i ty

from EOC,  and leads to operat ions on ovar ian masses which are pr imari ly  benign.  

This  can be expla ined by the fact  that ,  a t  least  in  regard to HGSC,  TVS is  detect ing 

pers is t ing sol id  or  a  complex ovar ian mass that  represents  metastases of  the pr imary FT 

les ion to the ovary detect ing advanced stage disease .  Therefore ,  for  ear ly  detect ion of  

HGSC,  opt ica l  imaging methods are needed for  detect ion of  pr imary HGSC when i t  is  

s t i l l  located within FT and before i t  has spread to the ovar ies .  

They can be inexpensive ,  detect  endogenous changes or  work in concert  wi th contrast  

agents  to achieve higher detect ion sensi t iv i ty  and speci f ic i ty ,  and enable precise locat ion 

of  the disease .  I f  such a FT imaging test  would have high detect ion accuracy i t

could be used as a  pr imary or  second- l ine test  fo l lowing a biomarker-based screening test .  

The major  drawback of  high-resolut ion opt ica l  imaging is  the need to gain physica l  access 

to the organ/t issue of  interest ,  however imaging components can be miniatur ized to 

fac i l i ta te  access for  minimal ly- invasive procedures .  The FTs can be accessed in a  

minimal ly- invasive manner ,  by passing a fa l loposcope through a hysteroscope into the 

ost ium of  the FT ,  enabl ing physica l  access to both the FT and ovary for  high resolut ion 

opt ica l  imaging.  Imaging can performed using advanced opt ica l  imaging techniques such as 

opt ica l  coherence tomography (OCT)  and mult ispectra l  f luorescence imaging (MFI ) ,  that  can 

conf i rm and local ize disease .  Fa l loposcopy can be performed under local  anesthesia  or  

possib ly  l ight  sedat ion.

The unmet c l in ica l  need is  current ly  being addressed by our NCI  supported research

program as we aim to ident i fy  disease whi le  i t  is  s t i l l  conf ined to the FT .  Our approach 

ut i l izes exper imenta l  imaging combined with exper imenta l  b iomarkers .  Speci f ica l ly ,  we 

wi l l  combine a f i rs t - l ine screening with protein markers  wi th a  second l ine minimal ly  

invasive fa l loposcopy with advanced opt ica l  imaging techniques .  

I t  is  our  hope that  these technologies wi l l  s igni f icant ly  help improve 

women’s  heal thcare .
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A D V O C A C Y
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WILL  GOVERNOR HOCHUL PROTECT ACCESS  

TO HEALTHCARE IN  NEW YORK STATE?

I  can remember a  t ime not  too long ago when dur ing the f i rs t  wave of  the COVID-19 

Pandemic ,  our  community opened their  windows at  7  p .m.  each evening ,  when shi f ts  were 

changing in hospi ta ls ,  and applauded heal thcare workers '  service ,  bravery and commitment 

to our community .  Many ca l led us heroes ,  however ,  we were s imply going to work ,  and 

doing our best  to do what  we are passionate about ,  returning the s ick to heal th .  S ince then ,  

I  am grateful  that  many parts  of  our  l ives have returned to “normal ” ,  and we cont inue to grow 

and heal  as  a  community .  Our Physic ians are back in their  of f ices and hospi ta ls ,  ensur ing our

community is  catching up on the things we missed dur ing the pandemic such as e lect ive 

surger ies ,  preventat ive care ,  screenings ,  vaccinat ions and rout ine care .

 However ,  that  return to “normalcy” ,  and the way we del iver  heal thcare in New York State 

at  large is  being threatened by potent ia l  legis la t ion that  would resul t  in  an upheaval  of  

the f inancia l  landscape perta ining to wrongful  death medica l  malpract ice lawsui ts .  As the 

President  of  the Medica l  Society of  the County of  Queens ,  I  have been c losely fo l lowing 

New York State legis la t ion A.6698 /  S .6636 ,  the so-ca l led “Gr ieving Fami l ies  Act ” ,  and 

what  i t  might  mean for  the Physic ians ,  the pract ice of  medic ine ,  and the pat ients  

I  represent  in Queens .

This  legis la t ion ,  recent ly  passed by the New York State Legis lature ,  which wi l l  be del ivered 

to Governor Hochul ’ s  desk short ly ,  i s  not  substant ively  di f ferent  f rom simi lar  legis la t ion that  

the Governor vetoed in January .  Governor Hochul  ident i f ied severa l  reasons for  vetoing 

the ear l ier  b i l l  inc luding that  i t  “would increase a l ready high insurance burdens on fami l ies  

D R .  C H A R L E S  L O P R E S T O ,  D O
Pres ident  MSCQ 

Al l  s ta tements  a re  Dr .Lopres to ‘ s  own op in ion ,  and  not  a t t r ibu tab le  to  any  o ther  o rgan iza t ion .
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and smal l  businesses and fur ther  s t ra in a l ready-dis tressed heal thcare workers  and 

inst i tut ions”  which would be “part icular ly  chal lenging for  s t ruggl ing hospi ta ls  in  

underserved communit ies ” .  Despi te  her  concerns ,  the New York State Legis lature passed 

this  current  vers ion ,  which st i l l  contains the most  t roublesome language ,  a l lowing medica l

malpract ice wrongful  death lawsui ts  to inc lude non-economic damages inc luding emotional  

d is t ress .  Whi le  part  of  my job is  to be empathet ic  and develop therapeut ic  re lat ionships wi th 

my pat ients  and their  fami l ies ,  and I  respect  the r ights  of  fami l ies  who have been af fected 

by terr ib le  c i rcumstances of  medica l  malpract ice to l i t igate ,  the current  vers ion of  th is  

legis la t ion is  not  good for  physic ians ,  pat ients  and heal thcare as a  whole .  

 Furthermore ,  the Governor ar t iculated her  concerns that  the previous vers ion of  th is  

legis la t ion she vetoed “passed without  a  ser ious evaluat ion of  the impact  of  these massive 

changes on the economy,  smal l  businesses ,  indiv iduals ,  and the State 's  complex heal th care 

system. ”  This  bi l l  does not  address these concerns .  I t  would cont inue to enable the awards of

new categor ies of  damages that  mult ip le  actuar ia l  s tudies show wi l l  lead to a  near ly  

40% growth in l iabi l i ty  costs ,  which would be on top of  the a l ready unaf fordable costs  

fac ing our physic ians and hospi ta ls .  S tudies f rom Dieder ich Heal thcare show that  f rom 

2019-2021 ,  New York had the highest  cumulat ive medica l  l iabi l i ty  payouts  of  any state in 

the country ,  $1 .4  b i l l ion ,  near ly  twice as much as the 2nd highest  s tate (F lor ida )  and the 3rd 

highest  s tate (Pennsylvania ) .  I t  a lso had the highest  per  capi ta  l iabi l i ty  payment ,  33% more 

than the 2nd highest  s tate (PA) .  These costs  far  exceed states l ike Cal i fornia  and Texas ,  

wi th whom New York competes to reta in and at t ract  needed specia l ty  care physic ians .  

P la in ly  put ,  i t  is  too expensive to pract ice medic ine in New York State as  is ,  and physic ians ’

pract ices ,  hospi ta ls  and other  groups wi l l  not  be able to absorb these extra  costs  that  th is  

legis la t ion wi l l  incur .

You might  think af ter  an ini t ia l  veto ,  the New York State Legis lature ’s  re introduct ion 

and passing of  th is  new vers ion would be because there is  a  dire need to make 

these reforms.  However ,  according to data f rom the 

Annual  Cla ims Report  f rom the New York Ci ty  Comptrol lers  of f ice ,  

both the number of  medica l  malpract ice c la ims and their  set t lement amounts across 

New York Ci ty  have been on a downward t rend for  the past  10 years .

(See chart  below)

https://comptroller.nyc.gov/reports/annual-claims-report/#ii-tort-claims
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One way to interpret  th is  t rend is  that  Physic ians are doing a bet ter  job of  car ing for  

pat ients ,  and pat ients  are exper iencing less  medica l  malpract ice overa l l .  I f  th is  is  t rue ,  

who benef i ts  f rom the proposals  in this  new legis la t ion? Perhaps the t r ia l  lawyers who 

feel  squeezed by decreased set t lement amounts might  have an answer .We ca l l  for  

Governor Hochul  to veto the current  vers ion of  th is  legis la t ion ,  or  partner  wi th vested 

stakeholders  to make substant ive changes that  would avert  the pending upheaval  of  the 

f inancia l  landscape of  the pract ice of  medic ine in New York State ,  u l t imately  resul t ing in 

reduced access to care .  I f  you were one of  the community members who stood up for  

Physic ians back when t imes were tough ,  I  urge you to s tand with Physic ians now by 

asking the Governor to veto A.6698 /  S .6636 ,  so that  Physic ians can get  back to doing 

what  we do best ,  tak ing care of  pat ients .  

MSSNY GRASSROOTS CENTER:  

ht tps : / /p2a .co/hn9SSVu 



O U R  S T O R I E S

Pictured here are two graphi te-based drawings .  The f i rs t  i l lustrat ion is  a  thoracic  vertebra 

in obl ique view.  The second is  a  cervica l  vertebra in coronal  v iew.  My goal  in  these 

studies was to achieve a hyper-real is t ic  ef fect  through careful  shadowing ,  part icular ly  of  

the foramina within the contours of  the bone.

Medica l  i l lustrat ion has helped me appreciate form and funct ion.  I t  has a lso given me an 

opportuni ty  to teach medic ine through visual  means .  The connect ion between ar t  and 

medic ine is  his tor ica l ly  s igni f icant  and cont inues to inspire my profess ional  journey.  

I t  is  something I  wi l l  a lways keep with me throughout  my career  and enjoy 

shar ing with others .
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THE ART  OF MEDIC INE

D R . C R A I G  B I E G E L ,  D O



O U R  S T O R I E S

One day I  awoke to see my 6 year-o ld daughter  having knee and foot  pain so severe 

that  she could not  go to school .  At  the same t ime ,  my wife remarked that  she not iced 

that  my daughter  was los ing weight .

As an internist ,  the worst  scenar ios came to my mind and I  thought  this  had to be 

one of  the cancers l ike Leukemia or  Sarcoma.  I  was unable to s leep or  funct ion seeing 

my 6 year-o ld chi ld  bedr idden in pain .

We took my daughter  to her  pediatr ic ian who ini t ia l ly  suspected leukemia .  

He took blood tests   and stated that  weight  loss in chi ldren is  a lways abnormal  

and should be fu l ly  invest igated.

Laboratory resul ts  showed a high ESR with no s ign of  mal ignancy or  diabetes .  At  that  t ime ,  

I  bel ieved this  was great  news but  la ter  I  found out  that  i t  was the beginning of  a  s t ruggle 

wi th a  myster ious ,  compl icated ,  long-term disease .

Fol lowing a few MRIs we took her  to a  pediatr ic  or thopedist  who bel ieved that  she had 

some sort  of  ar thr i t is  and osteomyel i t is ,  recommended NSAIDs ,  and referred us to a  

pediatr ic  Rheumatologist .  She needed NSAIDs a few t imes a day to control  her  pain and 

I  fe l t  l ike I  was buying Motr in and Tylenol  more of ten than mi lk  and ju ice .

Her ar thr i t is  and osteomyel i t is  progressed to the point  where she exper ienced a 

spontaneous foot  f racture which necessi tated cast ing ,  and she was absent  f rom school  

for  such a long t ime that  the Department  of  Educat ion commenced an invest igat ion.
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RELAT IONSHIP  BETWEEN COVID INFECT ION ,

AUTOIMMUNE ARTHRIT IS ,  AND CEL IAC D ISEASE

D R .  A Y M A N  A T T I A - A L L A
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I t  then became more urgent  to address her  weight  loss and lack of  appet i te .  

Subsequent  b lood work showed posi t ive markers  for  ce l iac  disease ,  so next  we took her  

to a  pediatr ic  gastroenterologist  a t  Northwel l  Hospi ta l  who recommended upper 

endoscopy and biopsy under genera l  anesthesia .

 Unfortunate ly ,  the biopsy came back consis tent  wi th s igni f icant  ce l iac  disease 

inf lammation and the gastroenterologist  recommended that  she be on a g luten f ree diet  

for  the rest  of  her  l i fe  wi th zero wheat  or  wheat  products .  This  meant  no bread ,  pasta ,  or  

dessert .  In  addi t ion ,  i t  was recommended that  she cease dining out  because of  the cross

contaminat ion with g luten that  could happen in a  commercia l  k i tchen.

We took her  to the best  pediatr ic  Rheumatologists  in the country ,  and they a l l  agreed that  

she might  have chronic  mult i focal  recurrent  Osteomyel i t is  and they recommended whole 

body MRI  as  a  gold s tandard imaging modal i ty  for  d iagnosis  and staging.

We cal led the large outpat ient  radiology centers  in the c i ty  to obtain whole body 

pediatr ic  MRI  and they to ld us that  they don ’ t  do i t ,  i t  doesn ’ t  exis t  in  their  menu ,  and 

they thought  that  we were crazy .  I  then discovered that  a  Whole-body pediatr ic  MRI  

takes about  four  cont inuous hours to perform,  i t  is  very expensive ,  and i t  needs 

genera l  anesthesia  wi th intubat ion to make sure the chi ld  doesn ’ t  move.  

Therefore ,  i t  is  done only in a  hospi ta l  set t ing .

Al though as a  physic ian I  understood the necessi ty  of  the whole-body MRI ,  as  a  Father  I  

was re luctant  to subject  my daughter  to genera l  anesthesia  twice in one week and have 

her  intubated for  four  hours for  this  procedure .

F inal ly ,  we found the Hospi ta l  for  Specia l  Surgery in Manhattan .  The radiologists  there 

were wi l l ing to take the chance to perform the MRI  wi thout  genera l  anesthesia .  They were 

so creat ive dis tract ing her  and they did i t  in  two sessions for  a  tota l  of  3 .5  hours .  

Sadly ,  the MRI  conf i rmed the diagnosis .  Now,  we have two diagnoses ,  conf i rmed with 

biopsy and MRI ,  in  a  6 years  o ld heal thy chi ld .

I t  was obvious to me that  i t  was not  a  coincidence and Covid was the t r igger  or  the cause .  

I  began to hear  s imi lar  scenar ios f rom di f ferent  people .

My daughter  was a  complete ly  heal thy chi ld  unt i l  she contracted the Covid infect ion 

f rom her mother and three weeks la ter ,  the nightmare began.   Nei ther  my wife nor I  have 

a fami ly  his tory of  ar thr i t is  or  Cel iac disease .  
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Al l  the rheumatologists  suggested Tumor Necrosis  Factors  l ike Enbrel  and Humira 

or  Methotrexate in ject ions .  However ,  in  reading about  the s ide ef fects  of  these medic ines 

I  found that  they can cause every medica l  d isaster  known to man from secondary 

mal ignancy to l iver  c i r rhosis ,  pulmonary f ibrosis ,  renal  fa i lure ,  infer t i l i ty ,  ser ious infect ion ,

neurotoxic i ty ,  and immunosuppression and we were not  wi l l ing to subject  our  daughter  

to the possibi l i ty  of  one or  a l l  of  these devastat ing compl icat ions .  As a  resul t ,  we 

decided to look into a l ternat ive medic ine .

  
We vis i ted a  homeopathic  doctor  who recommended homeopathic  medic ine and changing 

our daughter ’s  d iet  to a  very heal thy non inf lammatory diet .  Her  ar thr i t is  pain s tar ted to 

improve immediate ly  but  her  ce l iac  disease is  a  l i fe long struggle ,  especia l ly  af ter  we 

found that  80% of  food products  contain Gluten.

The current  large propensi ty  scores-matched study of  a  mult i - inst i tut ional  

U .S .  Col laborat ive Research Network showed that  pat ients  wi th a  posi t ive PCR test  resul t  

for  COVID-19 had s igni f icant ly  higher r isks of  autoimmune diseases inc luding 

rheumatoid ar thr i t is ,  ankylosing spondyl i t is ,  systemic lupus erythematosus ,  

dermatomyosi t is ,  systemic sc lerosis ,  S jögren 's  syndrome,  mixed connect ive t issue disease ,  

Behçet 's  d isease ,  polymyalgia  rheumat ica ,  vascul i t is ,  psor ias is ,  inf lammatory bowel  disease ,  

ce l iac  disease ,  type 1  d iabetes ,  and a lso morta l i ty ,  when compared to “PCR test -negat ive”  

non-COVID-19 controls .  The resul ts  were cross va l idated in another  dataset  f rom Tr iNetX .  

The resul ts  of  subgroup analys is  by sex and age were genera l ly  consis tent .  

The resul ts  of  subgroup analys is  by race indicated some racia l  d ispar i ty .  

When compared to their  non-COVID-19 counterparts ,  COVID-19 pat ients  were associated 

with a  s igni f icant  higher r isk  of  a l l  autoimmune diseases and morta l i ty  in Whites ,  

a  higher r isk  of  psor ias is  and ankylosing spondyl i t is  in  B lacks ,  and a higher r isk  of  

systemic lupus erythematosus in Asians .  

Also ,  some discrepancy in r isks of  autoimmune diseases was found between inpat ient  

and outpat ient  COVID-19 pat ients .  COVID-19 was associated with increased r isks of  a l l  

autoimmune diseases and a lso morta l i ty  among outpat ients ,  whi le  COVID-19 inpat ients  

were found with increased r isks of  psor ias is  and morta l i ty ,  but  s igni f icant ly  lower 

r isks of  systemic sc lerosis  and inf lammatory bowel  disease .
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CHRONIC MULTIFOCAL RECURRENT OSTEOMYELIT IS :

Chronic nonbacteria l  osteomyel i t is  (CNO)/chronic recurrent mult i focal  osteomyel i t is  

(CRMO) is  a chronic inf lammatory bone disorder af fect ing primari ly chi ldren.

 
CNO has been reported worldwide with female predominance.  I t  is  a rare disease ,  but lack 

of  awareness of  the condit ion has contr ibuted to under diagnosis and report ing.  The exact

pathogenesis is  unknown. Both genetic and environmental  factors are thought to contr ibute 

to the underlying inf lammation.

The main symptom is bone pain.  CNO is a lso associated with other condit ions such as 

psoriasis ,  palmoplantar pustulosis (PPP) ,  inf lammatory bowel disease ( IBD) ,  and

spondyloarthropathy.

DIAGNOSIS
The diagnosis of  suspected CNO/CRMO involves obtaining laboratory studies (complete 

blood count [CBC] ,  C-react ive protein [CRP] ,  and/or erythrocyte sedimentat ion rate [ESR] ) ;

imaging;  and ,  in many pat ients ,  bon biopsy.  Whole-body magnetic resonance imaging 

(WBMRI)  is  the gold-standard imaging modal i ty for diagnost ic and staging purposes.

DIFFERENTIAL DIAGNOSIS
The dif ferentia l  diagnosis includes infect ious osteomyel i t is ,  Langerhans cel l  hist iocytosis 

(LCH) ,  and mal ignancies that  involve the bone (e .g . ,  leukemia ,  lymphoma,  osteosarcoma) .

MANAGEMENT  
Nonsteroidal  ant i - inf lammatory drugs (NSAIDs)  are the f i rst  l ine of  treatment

for most pat ients .  Addit ional  treatment options for pat ients with act ive spinal  lesions or in 

those who have persistent ly act ive symptoms and abnormal magnetic resonance imaging 

(MRI )  f indings despite NSAID therapy include tumor necrosis factor (TNF)  inhibitors ,

bisphosphonates ,  and disease-modifying antirheumatic drugs (DMARDs) .  Pat ients are 

monitored with focal  MRI studies and by physical  assessment .

PROGNOSIS
The disease course can be variable ,  f rom mild ,  intermittent episodes

to an unrelenting course with uncontrol led inf lammation causing signif icant morbidity .  

Ear ly diagnosis and treatment may prevent or decrease complicat ions of  the disease.
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CELIAC DISEASE :

Celiac disease ,  a lso known as gluten-sensit ive enteropathy ,  is  a common immune-mediated

inf lammatory disease of  the smal l  intest ine caused by sensit iv i ty to dietary gluten and 

related proteins in genetical ly predisposed individuals .

Establ ishing the diagnosis of  subcl inical  or asymptomatic cel iac disease is  of  potentia l

importance due to the r isk of  mal ignancy ,  the presence of  unsuspected nutr i t ional  

def ic iencies ,  and the associat ion with low-birth weight infants in af fected mothers .

Pat ients may present with c lassic s igns ,  including diarrhea with bulky ,  foul-smel l ing ,  

f loat ing stools due to steatorrhea and f latulence.  These symptoms are paral le led by the

consequences of  malabsorpt ion ,  such as weight loss ,  severe anemia ,  neurologic disorders 

from defic iencies of  B vi tamins ,  and osteopenia from defic iency of  vi tamin D and calcium.

EPIDEMIOLOGY 
Celiac disease is  not l imited to individuals ethnical ly derived from European populat ions 

and has increasingly been found in populat ions of  Northern Afr ica ,  the Middle East ,  India ,  

and Northern China.  The est imated global  prevalence of  cel iac disease based on serologic

studies is  approximately 1  percent .

 High-r isk groups 

      F irst -  and second-degree relat ives of  pat ients with cel iac disease 

      are at  increased r isk for cel iac disease.  Other high-r isk groups include pat ients with 

      one of  the fol lowing:

              •  Type 1  diabetes

              •  Autoimmune thyroidit is

              •  Several  other autoimmune diseases

              •  Down and Turner syndromes

Pathogenesis 

     Cel iac disease is  an immune disorder tr iggered by an environmental  agent ( the gluten 

     component of  wheat or related cereals )  in genetical ly predisposed individuals .   

     The genetic basis of  cel iac disease is  supported by the frequent intrafamil ia l  occurrence 

     and the remarkably c lose associat ion with the human leukocyte antigen (HLA) DR3-DQ2

     and/or DR4-DQ8 gene locus.  
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Clinical  manifestat ions  

    Pat ients with cel iac disease may present with c lassic symptoms related to malabsorpt ion ,  

    including diarrhea ,  steatorrhea ,  weight loss ,  and nutr ient or vi tamin def ic iencies .  

    However ,  the majori ty of  pat ients with cel iac disease exhibit  only minor gastrointest inal

    complaints ,  have extraintest inal  manifestat ions ,  or are asymptomatic .

Associated condit ions  

    Cel iac disease is  frequently associated with dermati t is  herpeti formis ,  select ive IgA 

    def ic iency ,  and other condit ions which have autoimmune features such as type 1  

    diabetes mel l i tus ,  thyroid disease ,  and other autoimmune diseases.  

Cancer r isk

    Pat ients with untreated cel iac disease are at  increased r isk for lymphoma and 

    gastrointest inal  cancer .  

DIAGNOSIS
The diagnosis of  suspected CNO/CRMO involves obtaining laboratory studies (complete 

blood count [CBC] ,  C-react ive protein [CRP] ,  and/or erythrocyte sedimentat ion rate [ESR] ) ;

imaging;  and ,  in many pat ients ,  bon biopsy.  Whole-body magnetic resonance imaging 

(WBMRI)  is  the gold-standard imaging modal i ty for diagnost ic and staging purposes.

Serological  test ing is  the ini t ia l  work up to be used fol lowed by smal l  bowel biopsy for 

posit ive serology.

Screening for cel iac disease should be considered in :

1 .  Asymptomatic f i rst -degree relat ives of  pat ients with a confirmed diagnosis of  

cel iac disease.  Serologic test ing for cel iac disease is  recommended in adults with

Gastrointest inal  symptoms including chronic or recurrent diarrhea or const ipat ion ,

malabsorpt ion ,  unexpected weight loss ,  abdominal  pain ,  distension ,  or bloat ing.  

Test ing should therefore be performed in pat ients with symptoms suggest ive of  

i rr i table bowel syndrome or refractory lactose intolerance.  

2 .  Pat ients with iron def ic iency anemia ,  folate or vi tamin B12 def ic iency ,  persistent elevat ion 

in serum aminotransferases ,  dermati t is  herpeti formis ,  fat igue ,  recurrent headaches ,  

recurrent fetal  loss ,  low birthweight offspring ,  reduced fert i l i ty ,  persistent aphthous 

stomati t is ,  dental  enamel hypoplasia ,  metabol ic bone disease and premature osteoporosis ,

idiopathic peripheral  neuropathy ,  or nonhereditary cerebel lar  ataxia .
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SERUM BODY ASSAYS
              •  Anti -endomysial  ant ibody (EMA-IgA)   

              EMA-IgA is  moderately sensit ive and highly specif ic  for untreated cel iac disease    

              (sensit iv i ty 85 to 98 percent ;  specif ic i ty 97 to 100 percent ,  respect ively )

              •  Anti - t issue transglutaminase antibodies ( tTG) ( tTG-IgA ,  tTG-IgG) .

              Anti - tTG antibodies are highly sensit ive and specif ic  for the diagnosis of   

              cel iac disease (sensit iv i ty 90 to 98 percent ;  specif ic i ty 95 to 97 percent )  

              The posit ive predict ive value of  a strongly posit ive TG2-IgA 

              (>10 upper normal l imit )  combined with a posit ive endomysial  ant ibody 

              is  approximately 100 percent .

TREATMENT:
Treatment of  cel iac disease is  a l i fe long gluten-free diet .  A gluten-free diet  reduces 

or el iminates symptoms for most pat ients ,  restores normal growth ,  and may reduce 

long-term adverse health r isks .  The diet  should be guided by in-depth consultat ion with 

an expert  diet i t ian.

FOLLOW UP:
Repeat tTG-IgA approximately every six months ,  then annual ly af ter i t  normalizes .
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M E M B E R S H I P

I  f i rs t  became aware of  the work that  Medica l  Society of  the State of  NY (MSSNY)  does 

when we were threatened with malpract ice rates increasing by $50 ,000 over  5  years .  

I  got  on a bus to Albany to protest  a long with 500 of  my col legues .  There I  met  

Dr .  Deb B lenner ,  a  fe l low Med/Peds physic ian .  Because of  her  enthusiasm,  the work we 

were doing that  day and our success ,  I  s igned up.

Whi le  I  was president  of  the Medica l  Society of  the County of  Queens (MSCQ) ,  HIP  dropped 

800 doctors ,  most ly  in Queens and Brooklyn.  I  was one of  them.  So was Dr .  At t ia ,  who had 

hundreds of  HIP  pat ients .  We scheduled a meet ing with the CEO and CMO of  Emblem.  

Whi le  most  doctors  remained dropped ,  we were able to secure Dr .  At t ia ’ s  pat ients .

Recent ly ,  the “Wrongful  Death Act ”  threatened to ra ise insurance rates not  only for  

physic ians but  for  ent i re  industr ies .  Again ,  through advocacy ,  pet i t ions and ca l ls ,  through

leadership f rom MSSNY and our chapter  president ,  Dr .  Joe Cooke ,  we prevai led .

Being a solo pract ioner in pr imary care ,  I  never  pursued networking.  Pat ients  were referred

through fr iends ,  fami ly  and insurance l is ts .  I  met  Dr .  Lance Aust ien through the F irs t  Distr ic t

Branch (FDB) .  We were both helping pat ients  f ight  opioid addict ion through the use of

buprenorphine ,  a  drug that  a l lows opioid addicted pat ients  to lead a normal  l i fe .  Lance ca l ls

me up one day and te l ls  me there is  an addict ion pract ice that  needs a  part  t ime physic ian .  

That  work a l lowed me to have the necessary hours required to s i t  for  the Addict ion boards .  

We are both now board cert i f ied in Addict ion medic ine ,  something that  would not  have 

happened without  MSSNY membership .

MSSNY AND ME

D R .  M I C H A E L  R I C H T E R ,  M . D .
Chai r  o f  BOT-MSCQ

Pas t  P res ident  MSCQ 2015
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Membership in MSSNY has given me an opportuni ty  to hone my leadership ski l ls .  

Having not  pursued the opportuni ty  to lead s ince my chief  res idency posi t ion ,  I  have s ince 

been the president  of  MSCQ,  current  Chair  of  the Board of  Trustees and have a leadership 

posi t ion in the FDB.  The chal lenge of  leadership has made me a bet ter  communicator ,  

a  person who tr ies  to seeboth s ides of  issues ,  to  be fa i r  and t ransparent  and to come to 

the table wi th new ideas .  I  would l ike to thank the la te Dr .  Ra lph Schlossman and 

Dr .  Leah McCormick for  their  encouragement and guidance.

As i f  th is  wasn ’ t  enough ,  the CM Es avai lable ,  the bet ter  understanding of  how our 

s tate government works and the sense of  doing something instead of  just  complaining about

the physic ian ’s  workload and the most ly  unnecessary paperwork has empowered me and 

made me feel  less  help less .  Yes ,  there is  something you can do!

I t  is  sa id that  in  any given group ,  10 % of  the people do 50% of  the work .  That  rat io becomes 

much smal ler  i f  you consider  the number of  physic ians in NYS and the number of  physic ians 

act ive in the State Society .  When out  wi th a  group of  physic ians ,  a t  a  d inner ,  and I  hear  the

complaining ,  I  a lways ask i f  they are a  member of  MSSNY.  The most  common answer is  no.  

The reason ,  most ly ,  i s  that  MSSNY can ’ t  do anything because the system is  r igged.  Or that  

we no longer of fer  d iscounted medica l  insurance.  I t ’ s  very hard to convince someone who 

has made up their  mind.  We must  t ry  harder  to educate physic ians that  MSSNY is  the forum,  

not  only to have a voice for  ourselves but  for  our  pat ients  as  wel l .

MSSNY.ORG
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C O N T R I B U T O R S

Dr. Ayman Attia-Alla, MD is an internal medicine specialist 

in Whitestone, NY and has over 30 years of experience in the

medical field. He graduated from U Ein Shams, Cairo in 1992. 

His office accepts new patients and telehealth appointments.

DR.  AYMAN ATT IA-ALLA

DR.  CRAIG BIEGEL A New York native, Dr. Biegel is a general surgery resident physician 

at St. John’s Episcopal Hospital in Far Rockaway. Dr. Biegel completed

his undergraduate degree at Brooklyn College before attending the 

New York Institution of Technology College of Osteopathic Medicine

(NYITCOM) where he obtained his Masters in Neuromuscular Medicine

and his Doctorate in Osteopathic Medicine. He is a pivotal member of

the surgical residency where his talents in the medical arts translate

from paper to his daily work, both in patient care and the delicate

nature of surgery. His aptitude for the medical illustrations are unique

in a modernized and digital world, and one that he kindly shares with

his colleagues in medicine.



David A. Fishman, MD is Professor of Obstetrics and Gynecology, Cancer

Center Director and Director of Gynecologic Oncology and Vice Chair

Obstetrics and Gynecology New York Presbyterian Hospital Queens. 

Dr. Fishman is an internationally recognized gynecologic oncologist,  

especially noted for his innovative research on the regulation of ovarian

metastasis and in developing new methods for risk assessment and the

detection of early stage ovarian carcinoma. He established The National

Ovarian Cancer Early Detection Program in 1999 with a grant from the

National Cancer Institute and philanthropic support. Dr. Fishman received

his medical degree from Texas Tech School of Medicine and completed his

residency and fellowship in Obstetrics and Gynecology and Gynecologic

Oncology at the Yale University School of Medicine. Most recently he was

Professor of Obstetrics and Gynecology at The Mount Sinai School of

Medicine and the Director of Gynecologic Oncology Research within the

Cancer Center. Dr. Fishman has authored over 230 scientific papers,

abstracts, book chapters and several books on gynecologic malignancies.

His research has received awards from the National Institutes of Health,

National Cancer Institute, Society of Gynecologic Oncologists, Gynecologic

Cancer Foundation, American Cancer Society, Society of Gynecologic

Investigation, and the Berlex Foundation.

 I have been in private practice in Rego Park for the past 31 years, educated 

in Israel at the Technion, Israel Institute of Technology and completed a 

Med/Ped residency at Brookdale Hospital. The path here has been a 

fascinating journey. Honing the craft of Medicine as it has evolved has made  

 this the most interesting life I could imagine. Adding a board specialty of     

Addiction Medicine has been especially rewarding, always reminding me  

that many of us are so fragile. The trust patients have in us has been an 

honor that every physician should appreciate.

DR.  MICHAEL  RICHTER

DR.  DAVID F ISHMAN
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First  Distr ic t  Meet ing    

MSSNY Nominat ions DUE

MSSNY Counci l  Meet ing                                                      

October Board of  Trustee (BOT)/Comit ia  Meet ing 

November BOT/Comit ia  Meet ing 

Budget  Commit tee Meet ing 

December BOT/Comit ia  Meet ing 

24/25 BUDGET Presentat ion             

Comit ia  Nominat ing Comm. Meet  

Society/Academy Hol iday Dinner 

January BOT/Comit ia  Meet ing 

February BOT/Comit ia  Meet ing 

Nominat ions submit ted to Comit ia  For  Approval                                               

March BOT/Comit ia  Meet ing

MSSNY Advocacy Day 

MSCQ Doctors ’  Day

Apri l  BOT/Comit ia  Meet ing

MSCQ Past  President ’s  Gala

HOD   Marr iot t  Uniondale ,  NY 

Bal lot/E lect ion commences 

May BOT /ANNUAL Meet ing

June BOT Meet ing 

C A L E N D A R

KEY DATES EVENTS

2023-2024 

September 14  2023

September 15

September 28

October 3                              

November 7  (E lect ion Day)

December 5

December 12

December 12

December 12

December12

January 9 2024

February 6

February 6                              

March 5

March 12  ( tentat ive date )

March 14            

Apr i l  2

Apr i l  6  ( tentat ive date )

Apr i l  12 -  Apr i l  14   

May 1

May 21

June 4
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M S C Q

PRESIDENT                                                           

Char les  S .  Lopresto ,  DO

PRESIDENT-ELECT 

Ayman Z .  At t ia-Al la ,  MD

IMMEDIATE PAST-PRESIDENT

Joseph T .  Cooke 

SECRETARY 

Sophia Spadafore ,  MD

ASST.  SECRETARY

Sohayla Rostami ,  MD

 
TREASURER 

Er ik  B lut inger ,  MD

ASST.  TREASURER

Aime Lufulwabo ,  MD

HISTORIAN

Leah S .  McCormack ,  MD

ARCHIVIST

Al len C.  Smal l ,  MD

COUNCILOR

Penny Stern ,  MD

BOARD OF TRUSTEES 

Michael  L .  R ichter ,  MD,  Chair

Louis  J .  Auguste ,  MD,  MPH,  

Lorra ine M.  Giordano ,  MD

David A.  F ishman ,  MD

Liana H.  Leung ,  MD

James E .  Sat ter f ie ld ,  MD,  

SECRETARY

Saul ius J .  Skeivys ,  MD

Penny Stern ,  MD

L.  Car los Zapata ,  MD

EMERITI  BOARD OF TRUSTEES

Leah S .  McCormack ,  MD

Ralph E .  Schlossman ,  MD*

EXECUTIVE DIRECTOR

Amel ia  M.  Soto

EMERITAE EXECUTIVE DIRECTORS

Karolyn J  .Burbige*

Janine Regosin*

Evangel ine Rosado-Tr ipp

*Deceased 






