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By Phyllis Maguire

Within weeks or months, physicians will
be called upon to consider doing

something virtually no Americans have done
in 30 years: Roll up their sleeves and get vac-
cinated against smallpox.

In December, the Bush administration
announced a far-reaching vaccination poli-
cy. The first phase calls for inoculating as
many as 440,000 health care workers in
American hospitals with smallpox vaccine
later this month. Government officials
believe that vaccinating some hospital staff
is a crucial first step in containing any poten-
tial smallpox bioterrorist attack.

The next phase of the policy, which is
slated to begin in March and end this sum-

mer, promises to affect all practicing physi-
cians. The government will offer the vaccine
to about 10 million civilians, including all
physicians, nurses, and
fire and police depart-
ment personnel.

By this summer,
government officials
plan to roll out a third
phase: Members of the
general public who
want to be vaccinated
will be allowed to enroll
in vaccine trials. Ad-
ministration officials
have said, however, that
general vaccinations

are not being recommended for the public
until a safer vaccine comes to market in 2004.

The first two phases of the new policy
present monumental chal-
lenges to state health
departments, acute care
hospitals and medical
practices. As hospital
workers begin to get vac-
cinated, some internists
will likely have to cope
with temporary staffing
disruptions as colleagues
experience reactions to
the vaccine.

The policy, howev-
er, also promises to affect
the country’s physicians

on a much more personal level. Hundreds
of thousands of hospital-based physicians
and other providers are being asked to
make a tough personal decision about
whether to get inoculated for smallpox.
And as early as March, office-based physi-

By Bonnie Darves

After only three and a half years in prac-
tice, David M. Alvarez, ACP–ASIM

Member, has had some difficult conversa-
tions with patients. The reason? His practice
is turning away new Medicare patients.

“Families always want to know why
Mom or Dad can’t be seen by one of our doc-
tors,” said Dr. Alvarez, member of the eight-
physician Associates in Internal Medicine in
Chattanooga, Tenn. “We try to explain as
nicely as possible that we can’t afford to.”

He lamented that his decision to stop
accepting new Medicare patients is signifi-
cant in a small city like Chattanooga. There
are few young internists starting up practices
in town, he explained, and many of the
young physicians building practices are refus-
ing to see new Medicare patients.

As internists struggle to cope with last
year’s 5.4% cuts in Medicare pay, tough
conversations with patients and family

members will become more
common. And because
attempts to restore that cut—
and to stop another 4.4%
reduction scheduled to take
effect next month—have
stalled, the “I’m sorry, but ... ”
script may soon be standard in
many physicians’ offices.

The financial fallout
For many physicians, the current crisis

started early last year, when Medicare cut
physician fees by 5.4%. While the College
and other medical organizations have fought
for more than a year to restore the cuts, the
financial fallout is beginning to hurt physi-
cians’ bottom line. (For more on the
College’s efforts to fight the cuts, see the
Washington Perspective column on page 8.) 

Practices with high percentages of
Medicare patients have been especially hard

hit, and many have had to make difficult
decisions to remain afloat. Michele D.
O’Fallon, ACP–ASIM Member, closed her
Anchorage, Ala., internal medicine practice
last summer and opened a new practice,
Alaska Internal Medicine and Pediatrics.
While the decision was driven by several fac-
tors, she and her partners needed to reduce
the disproportionately high number of
Medicare patients they saw. Some had

Three developments 
that could change how 
you treat osteoporosis
By Jason van Steenburgh

For physicians who treat osteoporosis, the
news over the last six months could

potentially change the way they practice.
The first announcement came last July,

when the Women’s Health Initiative
released new data highlighting the risks of
hormone replacement therapy. That bomb-
shell frightened patients, leading some to
question treatments that were helping stave
off osteoporosis. 

The issue of when and how to treat
osteoporosis was further complicated last fall
when the U.S. Preventive Services Task
Force urged physicians to begin screening
some women for the condition starting at
age 60, rather than 65. While researchers
say earlier screening will save lives, the
guidelines raise questions about what drugs
younger seniors should receive for osteo-
porosis. (The guidelines are online at
www.ahcpr.gov/clinic/3rduspstf/osteoporosis/.)

Finally, in November 2002, the FDA
gave its long-awaited approval to a new
osteoporosis drug, teriparatide. Instead of
merely slowing bone loss, experts say the
new drug actually accelerates bone growth.

What do these developments mean for
you, and should they change your approach
to treating osteoporosis? To answer those
questions, we talked to physicians who spe-
cialize in osteoporosis treatments and have
followed these developments closely.

HRT’s role in prevention
Here’s the news that gave physicians

the most headaches: Researchers presented
new trial findings stating that women taking
hormones face an increased risk of breast
cancer, stroke and coronary events. The data
were so alarming that researchers halted the
trial and urged physicians to avoid using
HRT in women who are at risk for or have
family histories of those conditions.

Because the announcement generated
so much controversy, experts say that many
patient advocates and physicians may have
overlooked vital information about HRT’s
role in preventing osteoporosis. According
to data from the now-halted trial, hormones
reduced hip fracture rates by 34%, a finding
that supported previous data.

While some patients may want to stop
hormone therapy, Robert R. Recker, MACP,
director of the Osteoporosis Research Center
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As country gears up for smallpox vaccinations, 
physicians find themselves on the front lines
Prophylactic immunizations may protect you, but are they necessary—or safe?
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How much income do internists stand to
lose because of the Medicare payment cuts?

Percent of Solo 4-physician
Medicare patients practice practice

40% -$10,512 -$42,051

60% -$15,769 -$63,076
Source: ACP–ASIM

Experts say the smallpox vaccine is the
riskiest vaccine currently licensed and
can cause severe complications.


