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Letter from the President

Stan Dysart,  MD  
Editor at Large, CCMS President

member since ‘92

State of the art surgical practice only ten years ago included pain 
management algorithms that today are considered at best suspect 
and at worst clinically detrimental to our patients in today’s surgical 

environment. 
 Multimodal analgesia, that is, the use of two or more pharmaceuticals 
for the management of pain in surgical procedures, is replacing opioid 
monotherapy. Opioid monotherapy was the de facto standard for decades 
in the management of pain in the operative setting and in some areas, 
is still being liberally utilized. This transition to a new approach has 
not been without difficulty as some practitioners cling to an older, less 
effective model. 
 Dr. Mark Hamilton, in his article, Non Opioids,  in this issue, writes “The 
whole concept of multimodal non-narcotic analgesia is against every 
dogma that we’ve been given nursing and physician-wise over the past 
twenty to thirty years.” 
 Abraham Lincoln, in a message to  Congress, stated “The dogmas of the 
quiet past are inadequate to the stormy present.” The present is indeed 
stormy considering that drug overdose and opioid related deaths over the 
last decade are over 700,000 and the yearly death toll from drug overdose 
including opioids exceeds the death toll of American Servicemen in the 
Vietnam war.  
 Dogmas can be difficult to overcome, but  in the United States the statistics 
on Opioid Overdose and the complications with the use of Opioids in surgery 
are both compelling arguments to move to a pain management paradigm in 
most elective procedures that greatly minimizes the use of narcotics and in 
some and potentially most cases, avoids the use of opioids altogether.  

 We are making progress.  
 Opioid free anesthesia and opioid free analgesia,  while maintaining the 
same or more effective pain relief,  is currently being practiced today for 
some procedures. Dr. Mark Hamilton describes his experience where 
90% of patients receive no opioid narcotics prior to discharge. This 
statistic alone is persuasive and  supports the idea of utilizing multiple 
pharmaceuticals as well as nerve blocks to achieve a measure of pain relief 
that opioid monotherapy has never approached. 

 WellStar Health system has recognized the impact of opioids in medicine 
and surgery. Under  the leadership of Jeffery Tharp, MD and Ryan 
Breshears, PhD, an “Opioid Steering Committee (OSC) was created to 
implement an ongoing comprehensive, and collaborative response to 
the public health emergency of opioid misuse, abuse and addiction by 
transforming the way acute and chronic pain is viewed, managed and 
treated.”  Significant advances have been achieved at the system level as a 
result of their leadership.
The issue of Chronic pain is being addressed at many levels. Tom Hurd 
MD in his article in this issue tackles this very difficult issue as he discusses 
the multiple interventions that are available to address unmet pain needs.
Our famous Surgical Mentors have taught us that principles do not 
change but methods do. The time is now ripe for opioid free anesthesia 
and analgesia.
In Memorium: Dr. Bob Cross was a great physician in this area for years. 
His legacy lives on with his daughter, Brandy Cross, MD, a Hand Surgeon 
and our CCMS President-Elect. If you desire, donations can be made in 
his memory to the WellStar Foundation, the Cobb County Medical Society 
Foundation, or the American Kidney Fund.
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In 1849, the faculty of the Medical College of Georgia held a convention to 
organize and adopt measures for improvement and benefit of the profession.  

CCMS was created in 1905 by a small group of physicians with the same 
goals: improvement and benefit of the profession.

Today:
Mission Statement

-We are physicians working together to promote the health care of our community.
-We place the welfare of patients above other concerns.
-We uphold the principles of medicine that are based on  

careful scientific study.
Our Goals

• To foster a sense of professional conduct and competence
• To provide a forum for the discussion of moral, ethical and  

social concerns relating to medical care
• To provide community service via volunteer efforts

• To service and represent the interests of our members
• To encourage broad membership to maximize effectiveness

• To enhance physician cohesion and communication
• To advocate constructive health policies by interacting 

with civic leaders and legislators
We hope we are meeting YOUR mission and goal of a practicing physician.   

Our advocacy for the profession is our up-most priority.   
We can only succeed with your participation.  
Your participation includes communication.  

Read & respond to our medical journal “Scripts”, newsletters, emails, and activities.  
See you in 2020!

Joanne M. Thurston  
CCMS Executive Director

member since ‘01

The Society

Email Joanne Thurston: 
 joanne.thurston@cobbdoctors.org

Consider your  
CCMS Foundation in your giving!

We are physicians working together to 
promote the health care of our community.

 Your Society formed CCMS Foundation as a 501(c)3  
Non-Profit that can accept your tax deductible charitable 

donations.  This is the philanthropic arm of the Cobb County 
Medical Society.  We are a 501(c)(3) Non-Profit that can  

accept your tax deductible charitable donations.  

The CCMS Foundation is dedicated to the charitable  
concerns of our physicians.  CCMS is organized to fund  

initiatives with the power to help physicians create a  
healthier future for all Georgians. 

 You may Donate:
· To say “Thank You · To honor someone

· To celebrate with someone or group
·To remember a special person or organization

·To start a “Special Fund” in recognition of a cause or person
· To increase your charitable contributions



Dr. Michael Flueckiger, 
Medical Director for 
Phoenix Air Group

Non-Opioid 
Issue

Non-Opioids 
with Mark Hamilton, MD

By: Baker Owens, SCRIPTS Magazine

It’s like the holy grail of anesthesiology – non-
opioid pain management. Some people have 
heard of it but aren’t sure if it actually exists. 
Others swear they have seen it or know 
people who have seen it.
At Northside Hospital, Dr. Mark Hamilton 
may not have a whip or a cool fedora, but he 
is the Indiana Jones for non-opioid solutions 
in pain management.

Mainly based out of Northside Forsyth, Hamilton has 
been developing the non-opioid program for the last few 
years.
The idea was born out of a desire to build a same-day 
discharge program for joint replacements at Northside. 
In late 2014, he started working with a surgeon to find a 

way to accomplish this. At that time, people were not even 
thinking of non-opioid options for pain management, 
much less for same-day discharges.

“We were just trying to see how can we manage this pain. 
The thing that keeps joints in the hospital is that they are 
terribly painful. Basically, people are around a morphine 
drip for three, four, five days, kind of gorked out for a 
couple of days, until they could go home. Especially with 
the knees because they just hurt terribly,” said Hamilton. 

“We tried all kinds of things. We could put epidurals 
in, but you couldn’t go home that way. About 2015, we 
started dabbling in the techniques where you could give 
less narcotics and make people more comfortable, and 
if we do that really well, we could let them go home the 
same day.”
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One of the keys to same-day discharge is preparation. You 
have to have a lot of support, and the hospital team all have to 
be on the same page. “I can see you in my office today, operate 
on you tomorrow, then we’ve got 4-5 days in the hospital to 
get you ready to go home. If I’m going to operate on you today 
and have you go home today, all that preparation has to be 
done pre-op,” said Hamilton. “All your questions have to be 
answered, you’ve got to have your walker ready, prescriptions 
ready, you have to have your home ready, the toilet seat; all 
that preparation has to be done beforehand. So we’ve got to 
build a structure so that when you come in today for your 
surgery, all that is taken care of and you are ready to home 
today, and that is a very new concept.”
Northside is now the country’s leading hospital for the 
shortest length of stay. Patient numbers regarding returns 
to hospitals or complications are extremely low. And all that 
is done with little or no narcotics. This is the result of an 
aggressive multi-modal care program.

“When I was a kid, we had one superhero, we had Batman, 
and he had to do everything, and he was exhausted. We had 
narcotics, and they were the only hero we had for pain. We 
got everything we could get out of narcotics, but they just 
didn’t do very well,” said Hamilton. “In today’s world, we 
have the Avengers. A team of superheroes. Each one with 
distinct, separate, additive and synergistic abilities. You put 
them together, and we do far better than Batman ever did. 
We still have Batman if we need him, but why would you need 
Batman if you have Ironman?”
The side effects of narcotics have long been a concern for 
healthcare professionals, but the industry and government 
regulation was focused on pain management and overlooked 
some of the issues with opioids. Non-opioid pain management 
goes against many healthcare professionals’ training. 
Hamilton notes that his training was basically opioid-based, 
and many of the new nurses that come into the hospital need 
new training.

“The whole concept of multi-modal non-narcotic analgesia 
is against every dogma that we’ve been given nursing and 
physician-wise over the past twenty to thirty years. We’ll get 
a new nurse in the recovery room, and she starts pushing 
tons of narcotics because that’s what she was taught and 
trained to do.”
In the last decade, though, as awareness and the shocking 
statistics of opioid addiction began to be really known, there 
has been a push to move out of opioids. It’s still just at the 
forefront, and Hamilton is doing his best to evangelize on the 
possibilities.
As same-day discharge became a goal, Hamilton and his team 
started trying to find ways to back off of the narcotics. The 
fewer narcotics patients were on, the likelier they could be 
released.

“Initially, we have a bunch of non-narcotic medication, and by 
adding them together, we wanted to make our narcotics work 
better. We had narcotics; people were groggy, dopey and 
sedated, we couldn’t give them anymore, but people were 
still hurting. We thought if we give multi-modal analgesia, 
we could make the narcotics work better. As we started to get 
more aggressive with multi-modal, we found that not only 
could we make the narcotics work better but that we could 

decrease narcotics, narcotics-sparing analgesia.”
“As we really got inventive with the multi-modal, we found 
that we could not only decrease narcotics but also eliminate 
narcotics. Being able to eliminate narcotics was a whole new 
quantum level.”
About 10% of Hamilton’s patients still receive narcotics at 
the hospital. Of the 90% that receive no narcotics prior to 
discharge, approximately a third of them remain narcotic-
free at home. Another third may receive a single prescription 
to oxycodone or another common narcotic. The other third 
receives more typical doses of narcotics.
Hamilton is acutely aware of the addiction problem. After so 
many years in the pain management field, Hamilton had very 
few patients who seemed to have addiction issues. Then a 
patient who had been receiving opioid prescriptions for some 
time was discovered to have four or five other doctors also 
prescribing opioids for some time. 
Technology has been a significant factor. It is easier than ever 
now to cross-check prescriptions and prevent duplications. 
Between that and an increasing wariness of prescribing them 
in the first place, opioid use is down significantly.
At one point, there were enough prescriptions written that 
every person in the country could have a personal bottle of 
Percocet that they would take two pills every four hours for 
a month.
Hamilton is also warning against opiate-induced hyperalgesia. 
For some chronic pain patients that have been on narcotics 
for a while, narcotics not only do not work but actually 
worsen pain. “You’ll see this in chronic pain patients on high-
dose narcotics. They’ll come into the office and say, ‘I’m really 
tough, I’ve had five back surgeries.’ You do a 22 gauge I.V., 
and they start screaming out in pain. You think well they’re 
just a wimp or an addict. No, that’s hyperalgesia. They now 
hurt worse for everything they do.”
Hyperalgesia is something many physicians have seen who 
have taken care of chronic narcotic patients. By partially or 
completely eliminating narcotics, Hamilton and Northside 
have been able to remove the threat of hyperalgesia.
We are still at the forefront for innovation in non-narcotic 
treatment, but Hamilton and Northside are on the leading 
edge. As more people learn that non-narcotic treatment is 
even a possibility, expect to hear much more from the folks 
in Cumming. 

Dr. Mark Hamilton is  
a diplomate of the American 
Board of Anesthesiology 
and board certified in pain 
management. Dr. Hamilton 
practices with Northside 
Anesthesiology Consultants, 
LLC. He and his wife, Lori, 
a Nurse Practitioner, reside 
in Peachtree Corners and 
have three children  
in college.
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Behind the 
White Coat

Putting in “Good” work 
with Dr. Adrienne Polite &  

Dr. Nathan Polite
Q & A with SCRIPTS Magazine

photography by: Clay Goswick  

6

Tell us a little bit about how 
the two of you met.

 (Nate) Adrienne and I met in medical 
school in Kansas City, MO.  Funny 
enough we were about 4 of 250 students 
from Indiana.  We later discovered 
we grew up about 3 hours from one 
another.

3rd Quarter ‘19
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What interested you both in practicing 
medicine?
Have you always felt a need to serve?

 (Nate) I felt the draw to want to able to help 
others during a time of personal struggle.
Yes. I’ve always felt that I was placed here to 
help others. Whether it’s holding a door, serving 
through education, helping connect someone to a 
medical specialist, or performing a surgery. 

(Adrienne) I grew up with exposure to the medical 
field because both of my parents are Physical 
Therapists.  I would tag along with them on their 
home visits or spend time in the nursing home 
and it gave me an interest in serving people by 
helping in their healing process.  It wasn’t until I 
shadowed my family doctor, a DO that practiced 
in Illinois, that I realized I wanted to pursue a 
career as a Family Physician.  He really cared 
for his patients from birth to death and the rela-
tionships he developed were inspiring to me.  

Tell us more about how your mission 
work started. How long have you been 
doing this and what was your first 
experience like?
 
(Nate) My mission work started when I met my 
wife.  Not that marrying her was a service but 
that she has always helped keep me focused on 
the importance of serving God by humbly serving 
others.  It is easy to get overinflated in the world of 
surgery. It is a subculture in which you are taught 
you are something extra special who others should 
recognize and pay homage to.  I wouldn’t have been 
placed into this position if it weren’t for God and 
don’t deserve this position any more than anyone 
else.  When chasing healthcare metrics, satisfaction 
scores, and avoiding medical-legal landmines this 
further blurs our focus.  By doing mission work it 
reignites the reason I was placed in this position.  
 I have been serving through Good Samaritan 
clinic for 4 years as a general surgeon.  Again, I 
likely wouldn’t be involved if it wasn’t for my 
wife.  WellStar has given me the opportunity to 
pro-vide surgical care to these patients through 
the WellStar Kennestone operating rooms.   The 
Good Samaritan patients are the most deserving 

of care and grateful patients you will meet.
 My first and only mission trip was that to Galmi, 
Niger this year.  I was invited and mentored along 
the way by Dr. Ken Rutledge from Marietta.   The 
trip was to a Pan African Academy of Christian 
Surgeons (PAACS) hospital (SIM Galmi) that 
trains African surgical residents.  WellStar aided 
our efforts by providing medical supplies to take 
to the hospital.  On this trip not only did we have 
the ability to aid those patients in dire need but 
also the privilege of training the future of surgery 
in African. I naively had lofty aspirations of 
providing trauma care in Niger, when in reality due 
to a lack of pre-hospital medical transportation, 
many trauma patients in Niger don’t survive to 
make it to a hospital.  We spent most of our time 
performing intestinal surgery for Typhoid per-
forations due to a lack of clean water supplies. 
 When I asked a resident what specialty of surgery 
he wished to practice he stated General Surgery.  
Only in this part of the world General Surgeons 
still do it all.  He described stories about how he 
watched villagers in his home country die because 
either no one knew they had a surgical illness or 
they had no access to a surgeon.  He wanted to 
go back to his country in West Africa to be the 
surgeon for his people.  

(Adrienne) Throughout medical school, I was able 
to be a part of our campus chapter of the Christian 
Medical and Dental Association and I participated 
in a medical mission trip through CMDA to Oaxaca, 
Mexico.  This opportunity opened my eyes to the 
need for quality medical care in other parts of the 
world. The clinics we held that week were full of 
people who had walked, many of them very long 
distances, to get a diagnosis or obtain medication.  
I learned how much I took for granted by being an 
American with health insurance.  I was also able to 
see God meet the needs of people in ways I never 
experienced in America.  We were depending 
entirely on Him instead of on our-selves.
 During residency in Columbus, Ohio, I heard the 
CEO of a Christian clinic for uninsured/under-
insured patients speak at a conference.  
 Her passion for the underserved patient 
population inspired me and I realized that was 
the type of environment I wanted to work in.  I 
went on to complete a rotation at that clinic and was 
ultimately employed there while Nate finished up 
his surgery residency in Ohio.  My time there was 
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truly life changing and solidified my desire to continue 
to work for the underserved community long-term.  
 For the past five years, I have continued to work with 
the underserved at Good Samaritan Health Center of 
Cobb as a volunteer physician and the Quality Director.  
Our patients are a joy to serve and I am incredibly 
grateful to have the opportunity to be a part of their 
lives as their primary care physician.    

Good Sam Cobb is quite an amazing 
organization. Tell us more Good Sam’s 
mission?

 (Adrienne) There is a tremendous amount of research 
with numerous Good Samaritan Health Center of 
Cobb opened in 2006 with a mission “To spread 
the love of Christ by providing quality healthcare to 
those in need.”  It was co-founded by Reverend Grant 
Cole, Dr. Jack Kennedy, and Barry Teague as a way to 

minister to those in the community by providing for 
their most pressing medical and dental needs.  We 
provide full service medical and dental services and 
have an on-site dispensary for patients to obtain low 
cost medications.  We seek to provide whole person 
fully integrated care including behavioral health 
services and at-tending to spiritual needs as well.

Good Sam was awarded the 2018 
Quality Improvement Award, BEST 
Overall Clinical Performance (top 
10%) among all federally qualified 
health centers in 2019 by HRSA, and 
received “Gold” status with the Target 
BP awarded by the American Health 
Association in 2019.

What’s next for Good Sam in 2020?

Q Q
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(Adrienne) 2019 has been an exciting year for Good Sam 
Cobb.  We have been awarded funding from HRSA to expand 
our Behavioral Health Services and are working towards a 
fully integrated Collaborative Care Model.  We have employed 
a Marriage and Family Therapist this year and hope to add 
another Behavioral Health Consultant and a Psychiatric Nurse 
Practitioner to our team soon.  Current renovations will add 
four additional counseling/exam rooms.  We also now have a 
full time Chaplain on staff and are thrilled to be able to provide 
emotional and spiritual support to our patients.  Additionally 
we have added a new Pharmacist to our team to assist with the 
management and leadership of our on-site Dispensary.
 Our dental department is booming and we have added another 
full time dentist and hygienist to our staff along with the many 
volunteer dentists from our community who provide dental 
services to our patients.  We have now fully digitized our Dental 
Department with the latest imaging and electronic dental records 
to provide the best care for our dental patients.
 Our medical department is also expanding services to pediatric 
patients and now includes 2 employed physicians, 4 volunteer 
physicians, and 3 advanced practice practitioners.  We have 
continued to expand our partnerships with specialty physicians 
throughout Cobb County this year and are incredibly grateful for 
the collaboration we receive throughout Cobb County and from 
WellStar directly as we work together to care for the uninsured 
and under-insured in our community.  

Dr. Nathan Polite on medical mission in Galmi, Niger.

Hold for Well Star  
Foundation Ad

Your patients’ welfare, success and recovery all depend on effective communication. At SOC Language  
Solutions, our fully credentialed interpreters and translators provide your patients with professional language 
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WellStar Making  
Great Strides in  

Opioid-Sparing Work 

WellStar’s Opioid Steering Committee (OSC) 
was created to implement an ongoing 
comprehensive and collaborative response to 
the public health emergency of opioid misuse, 

abuse and addiction by transforming the way acute and 
chronic pain is viewed, managed and treated. Co-chaired by 
Jeffrey Tharp, M.D., and Ryan Breshears, Ph.D., the OSC 
focuses on education, community engagement, and clinical 
initiatives to reduce unnecessary opioid prescriptions, 
implement best practices, and build awareness among the 
community and WellStar team members.  

 The Committee uses Work Groups comprised of 
more than 80 interdisciplinary team members across 
the WellStar System to research, test and implement 
strategies to support its mission. Karim Godamunne, 
M.D., VPMA, WellStar North Fulton, leads the Clinical 
Initiatives Work Group and its supporting Hospital 
Collaborative, made up of representatives from each 
of WellStar’s 11 hospitals. WellStar Douglas Hospital 
VPMA Debi Demestihas Dalton, M.D., is responsible for 
patient and community outreach, as well as legislative 
engagement.

10 3rd Quarter ‘19

Non-Opioid 
Issue



 
 Below, we highlight key initiatives and patient-centered 
outcomes that have been achieved since the November 2017 
launch date of the Opioid Steering Committee. 

 >When the State of Georgia implemented the 
Prescription Drug Monitoring Program, WellStar’s Opioid 
Steering Committee developed a comprehensive provider 
education program to support a successful PDMP launch, 
resulting in 98% compliance within WellStar by the July 1, 
2018, state registration deadline. The team further supported 
outreach and awareness among providers regarding the 
integration of the Appriss system, which allowed “one-click” 
access to the PDMP. 
 >Under leadership of WellStar CMIO Stephen Beck, 
M.D., the Steering Committee supported development of 
an MEDD (Morphine Equivalent Daily Dose) Dashboard, 
for tracking MEDD usage upon discharge from WellStar 
hospitals. This tool allowed the group to develop important 
baselines for tracking future improvement. 
 >The teams piloted provider education for MOSS 
(Michigan Opioid Safety Score) and POSS (Pasero Opioid-
induced Sedation Scale) initiatives to reduce patient harm 
events caused by opioids. 
 >Through the use of advanced anesthesia blocks 
for orthopedic surgeries, patients are working toward their 
recovery quickly. Championed by orthopedic surgeon Stan 
Dysart, M.D., the use of blocks has become a best practice 
for improving patient experience and outcomes. 

 
 >Key order sets, including a multi-modal hospitalist 
pain order set and a medical stabilization order set for 
opioid withdrawal, have been deployed.   
 >WellStar was invited to participate in a 
collaborative study with Johns Hopkins to implement 
procedure-specific opioid prescribing recommendations. 
Some recommendations are as low as zero pills. The 
study will evaluate the impact on Johns Hopkins’ reduced 
prescribing recommendations. 
 > On a continual basis, confidential, physician-
specific reports, are distributed to providers regarding their 
opioid prescribing numbers. The reports include blinded, 
comparative peer data shows norms and outliers. 
 >Team members collaborated to enhance offerings 
for helping patients manage pain without opioids while in 
the hospital. With access to alternative “comfort measures,” 
such as distraction tools, music therapy, to help patients 
manage pain without opioids.
 >In both 2018 and 2019, WellStar sponsored and 
co-hosted the national addiction conference, Building 
Communities of Recovery, presented by the Davis Direction 
Foundation.  
 Since its creation, the WellStar Opioid Steering Committee 
has made great strides toward reducing use and negative 
impact of opioids. Work for 2020 will include more 
opportunities to engage with patients, families and WellStar 
team members, with the creation of a speaker’s bureau and 
additional clinical efforts to improve patient care. 

Helping others  
is your specialty.  
Helping you is ours.
The challenges of the medical profession are 
increasingly complex. We understand. That’s why 
many healthcare providers are trusting Synovus 
for their financial needs. Our Medical Financial 
Services provide real solutions specifically 
designed to help you achieve your goals.

Find out how we can help you.

Call Judson Langley at 770-422-4567 today.

synovus.com 

Synovus Bank, Member FDIC. 
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Non-Opioid & Non-Invasive Alternatives
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Few things in the healthcare world have received as 
much attention in the last few years as the opioid 
crisis. In 2012, the total number of prescriptions 
for opioids in the U.S. peaked at 255 million. The 

total U.S. population in 2012 was approximately 314 
million. That’s a prescribing rate of 81.3 prescriptions per 
100 persons.
From 2006 to 2012, more than 76 billion oxycodone and 
hydrocodone pills were distributed in the U.S.
Georgia has certainly been struck by the opioid crisis, but 
West Virginia might have been the worst hit. Between 2007 
and 2012, drug wholesalers shipped 780 million opioid 
painkillers into West Virginia. That’s 433 pills for every 
single person in West Virginia.
The U.S. makes up only 4.6 percent of the world’s 
population but consumes 80 percent of its opioids.
A wave of lawsuits against drug makers and healthcare 
providers has seen opioid prescriptions drop rather 
precipitously. By 2017, as awareness of the issues 
with opioid addiction began to permeate, the rate of 
prescriptions had fallen to 58.7 per 100 persons.
Non-opioid drug alternatives
Doctors and patients are still battling with other options 
for pain management. Americans are perhaps acutely 
attuned to pain management, but if a patient complains of 
pain, healthcare providers – and family members or other 
caregivers – will want to have some answer.
This may involve new medications, such as AT-121, a drug 
designed by Astraea Therapeutics that was mentioned 
by the National Institute on Drug Abuse as a “Promising 
Alternative to Opioid Pain Medications.” Medical News 
Today even had an article in October regarding a new 
fungus discovered off the coast of Tasmania that could be 
the unexpected answer.
Other alternatives may include very old medicines – 
depending on your definition of “very old” – including 
acetaminophen and ibuprofen.
Patients may have some bias against over-the-counter 
drugs such as these, but ibuprofen remains an amazing 
anti-inflammatory, and its power shouldn’t be overlooked. 
Much of pain is caused by swelling, and Motrin or Advil 
can be as effective as anything to “aleve” this pain.  
Acetaminophen may suffer a similar bias. To a chronic 
pain sufferer, Tylenol may seem like something for babies 
but still works great for managing mild to moderate pain. 
In fact, in a randomized clinical trial documented in the 
Journal of the American Medical Association, it was shown 
that opioids were no more effective at reducing pain than a 
combination of ibuprofen and acetaminophen.  
The trial involved more than 400 patients admitted to 
two urban emergency departments in the summer of 
2016 suffering from moderate to severe acute extremity 
pain. These patients were randomly assigned to receive: 

400 mg ibuprofen and 1,000 mg acetaminophen; 5 mg 
oxycodone and 325 mg acetaminophen; 5 mg hydrocodone 
and 300 mg acetaminophen; or 30 mg codeine and 300 mg 
acetaminophen.
After two hours, there was no significant difference in pain 
reduction between the groups.
Drug-free alternatives
For chronic, or even acute, pain, there are some non-
medicinal alternatives that are worth a little examination 
and something for doctors to potentially keep in mind as 
part of an overall treatment program.
Many of these noninvasive pain relief methods are tried-
and-true methods well-known to everyone but perhaps 
underestimated in their ability, such as cold and heat. 
Others may be ancient and well-known in other parts of 
the world, but less so in the U.S., such as meditation or 
yoga and other stretching exercises.     
In a comprehensive report from the Harvard Medical 
School titled “Pain Relief Without Drugs or Surgery,” 
Melissa Colbert M.D., the Medical Editor, expounds on the 
nature of pain and the difficulty in treating it.

“Chronic pain is a tremendous problem in this country. 
It affects people’s ability to live full and productive 
lives. But drugs are not necessarily the best (or the only) 
approach to treating it. The growing opioid epidemic 
offers plenty of evidence for that,” said Colbert. “Rather, 
doctors are realizing that relief of chronic pain requires an 
individualized, multidisciplinary approach, using a variety 
of rehabilitative and mind-body therapies in addition to—
or even instead of—drugs or surgery.”
The report goes through several non-drug techniques and 
also identifies ten common types of pain, such as low back 
pain and shingles, and how to relieve them.
Cold and heat remain the most common. Ice is something 
most Americans can get their hands on relatively easily, 
and every corner pharmacy sells some device to apply heat. 
Despite its commonality, pain sufferers may need to be 
reminded about the importance of the order or timing for 
cold versus heat. The Harvard Medical report recounts one 
study that showed when cold therapy was started within 
36 hours of an ankle sprain, full recovery took 13 days. For 
those that began with heat, full recovery took 33 days.
Physical activity can also play a critical role in pain 
management for certain types of conditions, such as low 
back pain, arthritis and fibromyalgia. Physical activity 
combats obesity and releases mood-improving endorphins. 
The Agency for Healthcare Research and Quality found that 
exercise was consistently associated with improvements in 
pain and function for low back pain, neck pain, knee, hip or 
hand osteoarthritis, fibromyalgia and tension headaches.
One of the other lesser-known, but increasingly popular 
techniques is mind-body relaxation. There is a very 
biological background for its effectiveness, rooted in the 
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flight-or-flight response. The hypothalamus, pituitary 
gland and adrenal glands work together to release a 
stream of stress hormones that causes senses to sharpen 
and reactions to speed up in moments of intensity. If pain 
is causing stress, this can heighten the existing pain and 
may make it more difficult to recover fully.
Meditation or other mind-body relaxation techniques 
can help decrease the level of these released hormones. 
Mindfulness meditation is one of the most popular 
methods. Mindfulness is fairly simple and a good beginning 
strategy for those unfamiliar with meditation. As the staff 
at Mindful.org put it, “Mindfulness meditation practice 
couldn’t be simpler: take a good seat, pay attention to the 
breath, and when your attention wanders, return.”
A few of their tips for mindfulness meditation include 
choosing a set amount of time. Otherwise, you may spend 
much of your meditation time focused on how much time 
you’ve been meditating and how much time is left. Setting 
a kitchen timer or a timer on your phone frees you up to 
focus solely on the meditation. Then you choose a seating 
position that is comfortable, but not too comfortable, and 
focus on breathing in and breathing out.
Yoga can be similar to meditation but is something akin to 
exercise, stretching and meditation rolled into one. A frequent 
translation of the Sanskrit word “yoga” is to join or unite; the 
implication is the joining or uniting of mind with body.
An article from the Journal of Orthopedics and 
Rheumatology from 2016 discussed yoga as a treatment 
for chronic low back pain (CLBP). It was a systematic 
review of the increasing literature on the topic that took 
a look at several studies on yoga’s effectiveness for CLBP. 
One study mentioned was a group of 80 patients that went 
through an intensive, seven-day residential yoga program. 
There was a control group that followed a daily routine of 
exercise, non-yogic breathing 
exercises, educational lectures 
and watching relaxing, nature 
programs. The yoga group 
practiced daily meditation, 
yoga exercise, chanting and 
also went to lectures. The 
yoga group showed a greater 
increase in flexibility and 
reduction in pain and disability.
This one may seem particularly 
new-age but, similar to the 
research on mindfulness, music 
therapy is also increasingly 
being seen as a method for 
addressing pain. Music can be 
both a simple distraction away 
from the pain, as well as being 
a method for focusing the mind, 
similar to the breathing that is 
part of mindfulness meditation.
There is now an American 
Music Therapy Association, 
based out of Maryland, that 

works to spread awareness for music-based intervention. 
“Music therapy is an established health profession 
that uses music and the therapeutic relationship to 
address physical, psychological, cognitive and/or social 
functioning for patients of all ages and disabilities,” says 
the Association. “Because music therapy is a powerful 
and physically noninvasive medium, unique outcomes are 
possible when interventions are directed to reduce pain, 
anxiety, and depression. These outcomes appear to be 
mediated through the individual’s emotional, cognitive 
and interpersonal responsiveness to the music and/or the 
supportive music therapy relationship.”
The future
With all of these possible treatments, and others, including 
massage or cognitive behavioral therapy, a crucial part 
of the therapy is buy-in from patients. Patients have to 
commit to programs or behavioral habits that may be new 
or unfamiliar to them. One of the yoga studies that showed 
improvement for participants also had a 30 percent drop-
out rate.
If you receive a prescription for opioids, it is basically 
a passive effort at pain management. Taking a pill 
requires minimal effort. Physical therapy or yoga or other 
noninvasive programs require a commitment of time, 
energy, and perhaps a little discomfort with an eye on 
the horizon of less discomfort overall. It may take a little 
extra bedside manner by pain management teams, family 
or other caregivers to help support patients as they set 
out on these programs. Although, as they become more 
commonly utilized and better understood, growth in these 
areas is likely and another reason for optimism of non-
opioid treatments.
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I. Opioid overview
This essay is intended to look at alternatives to the use of 
opioids in chronic pain. Opioids have been used frequently 
for acute pain in hospitalized or other strictly supervised 
settings. This would include trauma as well as intraoperative 
use during anesthesia and for the relief of postoperative pain. 
The approach to the patient with postoperative pain and how 
much opioids are given is also changing, but this article is 
addressing primarily chronic pain. 
Opioids have been around for many centuries and used 
for their pain-relieving properties. In the past, the use was 
extremely limited as the potential for addiction was recognized. 
Nonetheless opioids were used throughout history in many 
societies despite the danger of addiction and dependence, 
because they were such potent pain relievers. In the 20th 
Century it was recognized that opioids mimic the body’s own 
pain-relieving processes. This process was discovered to be 
carried out primarily by endorphins. Endorphins are released 
in the brain during stress and then large protein structures 
are cleaved to produce smaller molecules that act at various 
opiate receptors. The most common of these receptors and 
most important for pain relieving is the mu receptor.
In the mid-20th Century opiates for chronic pain were again 
greatly out of favor except for cases of terminal illness, and 
almost exclusively for terminal illness due to cancer. Various 
forms of end-of-life care were modeled in the United States 
and in other Western countries, including hospice care, to 
allow patients to have end-of-life care to include controlled 
administration of opioids.

Controversies about addiction persisted and were in constant 
struggle with other social forces including the growing trend 
toward euthanasia. Euthanasia had gained a foothold in other 
countries outside of the United States to a limited degree but 
was still looked upon unfavorably throughout the United 
States for most of the 20 Century. In the later 20 Century 
and early 21st Century some states began to liberalize laws 
toward euthanasia.
In the last portion of the 20th Century opiates began to be 
used more freely for chronic pain of a non-terminal origin. 
The reasons for this are many, but in essence, the relief of 
pain allowed patients to move and function with less pain 
in situations where relief could not otherwise be obtained. 
Patient could then increase functionality and therefore be 
more productive in both professional and personal roles. 
Over a short period of time, the production and use of opiates 
for non-terminal chronic pain increased substantially. This 
coincided with the rise of legitimate pain clinics throughout 
the country, but also in parallel with criminal activity where 
opiates were prescribed in very large doses for nonmedical use 
under the guise of legitimate medical practice. Simultaneous 
rise of legitimate and illegitimate opiate use carried with it an 
increasing incidence of death secondary to opiate unintended 
overdose.
Different formulations of opioids were produced, at first 
switching to longer acting formulations or extended release 
formulations. Later opiate products were developed to 
become abuse deterrent.
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Other opioids
Tramadol is a combination drug. It acts both as a mu 
opioid weak agonist as well as an inhibitor of the reuptake 
of serotonin and norepinephrine. It is been demonstrated 
fairly well that serotonin reuptake inhibition does little 
to change pain in chronic pain patients. However, when a 
mixed serotonin and norepinephrine reuptake inhibitor is 
used, then better pain results are obtained. Tramadol was 
the first synthetic product to combine these actions of a 
mu agonist with serotonin and norepinephrine reuptake 
inhibition. It remains a mainstay of pain management, 
both acute and chronic and also comes in a formulation 
with acetaminophen.
Tapentadol is a stronger, more potent combination drug 
with similar actions. Tapentadol It is also a mu opioid 
agonist, but its secondary action is to inhibit the reuptake 
of norepinephrine only. In vitro studies have shown 
that its potency in blocking the human norepinephrine 
reuptake protein is at least 2 orders of magnitude greater 
than its ability to affect the serotonin reuptake transport 
protein. So essentially it is a pure norepinephrine reuptake 
inhibitor. Its potency is approximately 1/10 of oxycodone 
in acute pain models.
The long-acting formulation of Tapentadol is similarly less 
potent then oxycodone, however, it is marketed in dosages 
that are equivalent to the dosages of various extended 
release oxycodone preparations.
Buprenorphine is an older drug but has recently been 
reformatted to be delivered in both a patch formulation that 
lasts 7 days and a buccal disc preparation that is made to 
apply twice daily. Both of these preparations are less potent 
than the standard opioids and our schedule. 3. Medications. 
This means that both nurse practitioners and physician’s 
assistant. Skin prescribed them and that these medications 
can be prescribed with refills. Schedule 2 medications 
such as the standard opioids cannot be prescribed with 
refills. They must be given for a 30-day supply or less. The 
buprenorphine that is present in Subutex and Suboxone 
used for the treatment of attics is several times more potent 
than that in the patch or buccal disc formulation. Suboxone 
is meant to primarily treat opioid addicts, and when used 
that way requires a special DEA license. It is legal to use 
Suboxone as a pain medication, and when used this way 
does not require a special DEA license.

II. Procedural options 
Intra-articular joint injections of corticosteroids have 
long been used in many branches of medicine. Both 
rheumatology and orthopedic practices frequently inject 
small, intermediate and large joints to the short-term 
benefit (three months or longer) of their patients. In our 
clinic and in those of other interventional pain practices 
around the country, we would also inject sacroiliac joints as 
well as the other major joints including knees and shoulders 
in the body to get temporary relief and avoid patients getting 
into a cycle of medication management only.

For patients in whom there is determined to be a 
specific anatomical pain generator, frequently a targeted 
interventional pain procedure can be either curative or 
significantly ameliorative. For instance, in a patient who 
has an acute or subacute disc herniation that pushes on a 
nerve root as it exits the spine, that condition may result 
in inflammation of the exiting nerve root. This may result 
in pain, numbness and possibly weakness in the affected 
dermatome or myotome. One of the procedures that 
interventional pain physicians perform most commonly is 
an epidural steroid injection. This is done specifically to 
relieve the inflammation of the nerve in this type of setting. 
The injections may be interlaminar or caudal, which are 
relatively less specific, with the drug diffusing bilaterally 
and cephalad or caudad over several levels. It may otherwise 
be a transforaminal injection which is frequently more 
specific targeting the specific nerve root and side of the 
body. Epidural steroid injections do not have permanent 
effects and last from weeks to months. However, if the injury 
is recent enough, then during the time of pain relief, the 
body’s natural mechanisms can come to play and repair the 
disc by native immunological mechanisms. For example, a 
fresh disc herniation after 2-6 days may show MRI findings 
on the T2-weighted image of inflammatory changes around 
the periphery of the disc extrusion. This is consistent with 
white blood cells and other inflammatory mediators going 
to the site of injury in preparation for potential healing. The 
upshot of this is that an epidural steroid injection given 
early in the course of pain may allow the body to repair 
itself and thereby terminate or curtail and need for opioids 
or other pain medications.
Additional targeted injections would include 
radiofrequency ablation of peripheral nerves intended 
to decrease the pain of specific structures. The most 
common of these targets in our practice is lumbar facet 
joints. Preliminarily, it must be determined that by doing a 
diagnostic block the pain is relieved for a duration similar 
to the duration of the local anesthetic. Following one or 
two successful test injections, radiofrequency ablation 
may be considered. Radiofrequency ablation is used in 
many branches of medicine. In cardiology it can be used to 
ablate atrial tissue and stop atrial fibrillation. In oncology 
it can be used to burn and decrease size of solid tumors in 
the liver and other areas. There has been also some use of 
it in tumors in the spine.
 In the lumbar spine as well as cervical spine these nerves are 
very precisely located at specific anatomic target zones. This 
allows a skilled injectionist to use fluoroscopic guidance to 
get the needle tip in exactly the area that needs to be treated. 
During the live radiofrequency procedure, the location of the 
needle is confirmed by using either 50 Hz stimulation to get a 
sensory change or 2 Hz stimulation to see a motor response. 
This allows the needle position to be precisely determined 
not only anatomically by fluoroscopy, but also physiologically. 
RFA procedure can be done as an outpatient, and typically 
takes from 15-30 minutes for typical single-sided lumbar 
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procedure of 2 or 3 joints. Relief from radio frequency ablation 
can be 6 months or longer. In my practice, I have seen patients 
have anywhere from 3 months to multiple years of relief from 
radiofrequency. The literature suggests that the median time of 
relief is approximately 10 months in the lumbar spine.
Interventional pain specialist have also used radiofrequency 
on other targeted areas. Peripheral nerves, such as the 
supraorbital nerve and other branches of the trigeminal 
nerve are amenable to radiofrequency treatment. Trigeminal 
neuralgia in its classic form can be relieved by radiofrequency 
ablation of the Gasserian ganglion. RFA therapy remains as 
an alternative to intracranial procedures and Cyberknife 
treatments. More recently, radiofrequency ablation has 
been performed on the geniculate nerves to relieve the pain 
of osteoarthritis. We have also had some moderate success 
in treating patients with persistent pain after arthroplasty.
Electrostimulation of the spinal cord or peripheral 
nerves has been used for several decades in patients with 
unremitting pain from the spine or peripheral nerves. Most 
commonly spinal cord stimulation in our practice and in 
others around the country has been used for failed back 
surgery syndrome, with symptoms of unremitting back and 
or leg pain. However, it also has been used in the setting 
of patients with intractable back and nerve pain that are 
unable to have surgery. It is not limited to the lumbar spine 
but can also be used for the cervical spine and thoracic 
as well. Electrical stimulation or neuromodulation as 
it is frequently referred to has been used for many other 
disease states as well. The pain from vascular insufficiency 
in the lower extremities can be treated with spinal cord 
stimulation. This is a procedure that is more commonly 
carried out for this indication in Europe. Also, the same is 
true for refractory angina. Thoracic spinal cord stimulation 
can lead to a decrease in myocardial ischemic pain as well 
as increases in myocardial microcirculation.

Neuromodulation has many potential uses, some which 
really beginning to be explored. Neuromodulation has 
also been undertaken in the brain, where it can be used 
for severe intractable pain as well as for treatment of 
Parkinson’s disease and other cerebral motor disorders.

III. Pharmacological options
Besides opioids other medications have been shown to relieve 
pain. Nonsteroidal anti-inflammatory drugs are probably the 
most common and in general a safe alternative. Although they 
do decrease inflammation, which is frequently the source of 
much pain, they also can treat pain directly by their effect 
on cyclooxygenase and the reduction of the concentration 
of substance P and associated neurotransmitters and neural 
facilitators. NSAIDs do not come without cost, however. 
They can cause gastrointestinal bleeding as well as kidney 
failure from acute kidney injury. It has been estimated in 
the past that as many as 18,000 annual fatal gastrointestinal 
hemorrhage occurred as a result of the use of NSAIDs in the 
United States. Gastrointestinal side effects seem to be limited 
by selective COX–2 inhibitors such as celecoxib (Celebrex) 
and its closely related molecular cousins, rofecoxib (Vioxx) 
and valdecoxib (Bextra). However, rofecoxib was shown to 
be deleterious to the cardiovascular system and, despite 
black box warnings, was taken off the market. Valdecoxib 
was taken off the market as well.  This was not just for the 
potential of cardiovascular episodes, but rather for other 
unusual side effects including rash. NSAIDs still remain a 
mainstay of treatment and can be opioid sparing.
Muscle relaxants such as cyclobenzaprine may help with 
muscle spasm in patients with acute pain. Its utility in 
chronic pain may be more related to its similarity to tricyclic 
antidepressants.
Antianxiety drugs and benzodiazepines are generally 
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not useful as pain relievers and of themselves. However 
chronic pain patients may also have a separate component 
or even intermingled component of anxiety and for this 
reason, they may be used. Of course, many sleep aids may 
be related to benzodiazepines as well. Unfortunately, the 
use of benzodiazepines does increase the risk of mortality 
from opioids and therefore should be used with caution in 
patients who are on chronic opioids. The combined use has 
greatly decreased in the past few years.
Antiepileptic drugs of many classes have been used to treat 
chronic pain. Most recently, gabapentin and pregabalin have 
been used for their ability to decrease pain, particularly pain 
related to neuropathy. Although diabetic neuropathy and 
postoperative neuralgia are disease states that have clear 
indications for these drugs, they have also used adjunctively 
for pain patients in many settings in the last several years. 
Gabapentin as the fifth most prescribed drug for pain in 2018. 
Both have been shown recently to be either habit-forming or 

“likable”, including being used increasingly for recreational 
use. As with many anti-epileptic drugs, they are associated 
with a withdrawal syndrome. It is recommended that they 
be tapered when discontinued. Pregabalin is now scheduled 
federally, and gabapentin is also in some states. They should 
be used with discretion in conjunction with opioids. Although 
most pain physicians would probably prefer using gabapentin 
or pregabalin vs. opioids in the setting of chronic pain, they 
still also carry risk of sedation and cognitive impairment. This 
seems to decrease with chronic use. Nonetheless, both drugs 
are limited by a ceiling effect. Because these drugs must be 
frequently administered every 8 hours, new formulations of 
gabapentin have been released to decrease the dosing schedule 
to once or twice daily.
CBD oil has been recently introduced to the market. They 
are nonprescription but have been brought to the forefront 
with the advent of the use of medical marijuana. At this 
point, there are no clear dosing guidelines. CBD is available 
over the counter as a topical compound, a sublingual 
formulation and in oral pill form.
Medical marijuana has grown in acceptance at the state 
level throughout the country. Nonetheless, there is still a 
poor collection of medical literature to allow proper medical 
guidance in terms of dosing. Additionally, there is no official 
channel for distributing THC-containing products and so if 
physicians choose to write for a patient to receive a THC 
product, they must yield control of dosing to distribution 
centers which are run by nonmedical personnel. This 
clearly limits the ability for the medical community to get a 
better grasp on how to use these drugs, especially since the 
distribution is divorced from the prescribing.
Ketamine is a general anesthetic administered by intravenous 
route. It is also been used in chronic pain, particularly CRPS 
by giving multiple day infusions in the hospitalized setting. 
It has also been used as an adjunct for intravenous short-
term infusions along with lidocaine infusions. This has been 
primarily for neuropathic types of pain. Over the past several 
years. It has been added to topical compounding formulations 
and has most recently been introduced as a nasal spray called 
esketamine, with an indication for refractory depression.  
Esketamine does not have a role in pain treatments as of yet.

IV. Behavioral modifications
Behavioral modification falls into more than 1 category. 
The first is adaptation which will be discussed further. 
Secondly physical therapy or occupational therapy can be 
used as another treatment strategy to help train patients. 
When the patient has lost the ability to perform activities 
secondary to pain adaptive strategies can be used with 
physical therapy or occupational therapy to help patient 
either regain muscle strength in a weakened muscle or 
retrain muscles as a group. An example of this would be 
someone who has been a prolonged bed rest because of a 
ruptured disc or arthritis of the back. Ordinarily I would 
not recommend a patient being at bed rest for back pain. 
Nonetheless patients do frequently severely restrict their 
activity due to pain. Retraining muscles loss from disuse 
atrophy can go a long way toward making patients more 
active. Once the patient is more active and they can walk 
through disability, so speak. They can frequently decrease 
their overall pain level, due to the combination of proper 
posture and muscle group coordination. Even modest 
amounts of aerobic activity will decrease muscle pain from 
almost every source.
Patients may also benefit from short-term bracing. 
Ordinarily I would not recommend the patient be in a 
back brace continuously unless they have a spinal fracture. 
However, using a back brace to increase activity during 
the times of most severe pain is frequently recommended. 
Continuous use does run the risk of causing atrophy to the 
supported muscle groups. However, any motion with the 
brace is better than none at all. Allowance should be made 
for more continuous use during a short term flare up.
Muscle stimulators and other methods of external 
electrostimulation have been used to good benefit in the 
past. There is a limited amount of high-quality data on 
the use of transcutaneous electrical nerve stimulation. 
However, it does seem to decrease pain while the 
stimulation is on. Unfortunately, this pain relief is not 
usually long-lasting.

V. Accepting limitations
My patients have frequently asked me to help him regain 
the activity level that they were used to maintaining in 
their pre-morbid past. Unfortunately, they frequently 
asked me to help him regain the activity level that they had 
enjoyed several decades previously. Whether it is several 
decades several years or even months, patients can often 
be unrealistic in their expectations. Resetting expectations 
is sometimes the most helpful service pain physicians 
can do for their patients. My most frequent response to 
patients who asked me to allow treat them to perform the 
level of activity that they did 20 years ago is that I cannot 
perform the same level of activity that I did 20 years ago 
either. It is a prevalent social norm that people should be 
able to maintain the same level of activity because they’re 
living longer than their parents and grandparents. Once we 
have figured out the magic elixir to help patient’s function 
correlate with their wishes, we will be much closer to 
medical nirvana.
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What made you decide to  
practice medicine?
Originally, I thought I wanted to be a veterinarian 
which I suppose isn’t an uncommon cross-over field.  
I did an internship at the vet school in Raleigh while 
in high school where my main duty was to reassemble 
skeletons for the first year anatomy class.  It was mostly 
of domestic type pets, but every once in awhile, it would 
be a gazelle leg or something exotic.  The work was 
interesting but there was something missing which is 
why I explored medicine.  While in college I spent a lot 
of time with a volunteer rescue squad and worked my 
way through the certifications, eventually becoming a 
paramedic.  There were a lot of pre-med students from 
UNC who were following the same track I was, but it 

was mostly people in the community who wanted to 
help and were interested in healthcare, so a great group 
to hang out with.  

Where did you grow up? 
What brought you to Cobb County?    

Home was the outer banks of North Carolina.  The beach 
is a great place to grow up with all the outdoor activities.  
The influx of tourists every summer was a stark contrast 
to the other nine months in a county with just two 
stoplights.  But for a kid there was plenty to do and a lot of 
time got spent outdoors and on the water.  I had not been 
back to the Outer Banks in probably 15 years, but went 
back this past fall break and took the kids.  It was a lot of 
fun to see the old haunts, and take the kids to the Wright 

I      am 
CCMS

Brett Cannon, MD 
member since ‘16

University of North Carolina School  
of Medicine, Class of 1997  
Specialty: Emergency Medicine
Practice: WellStar, Apollo Medical Group

20 3rd Quarter ‘19

Our 2020  
CCMS President



Q

Q

Q

Q

I am CCMS

Brother’s memorial and Lost Colony site. 
During 4th year I started with ER rotation.  It was 1996 so 
the Olympics were in Atlanta.  I was able to trade a couple 
of shifts and suddenly had a week off.  I was already 
loving emergency medicine and the flexibility to take time 
off made things even better.  I came down to Atlanta for 
the Olympics, went to some events, saw Michael Johnson 
win the gold and break a world record, and was sold on 
Atlanta.  Prior to that, I had been to Atlanta some and I 
really liked Emory for residency.  I thought we’d be here 
for three years and then move back to NC.  We initially 
stayed because my wife got into graduate school at Emory 
and we really didn’t have the time or resources to explore 
much of the city during residency, so sticking around 
ended up being a great option.

What “moves” you as it relates to 
medicine?
Emergency medicine tends to attract the adrenaline 
junkies and night owls, so like most ER physicians, the 
motivation early on was the next great case to come 
through the door or the next challenging diagnosis.  
Eventually there were less and less things that were new 
and the exciting became the routine.  The great thing is 
that transition allowed me to spend more time learning 
about who my patients are and they’re always far more 
interesting than their injuries or diseases

What do you think it takes to become 
successful in your field?
My mentor, when he hired me, said he was looking for 
smart, fast, and nice.  And that’s still true today.  We 
refer to them differently -- smart is quality care, are 
making sure we’re treating the patient appropriately, 
using evidence based medicine, and being good stewards 
of health care.  Fast doesn’t always apply, but you can’t 
schedule who walks through the door, so sometimes 
in the ER you have to lace up the sneakers and pick up 
the pace to make sure everyone is cared for and treated.  
And nice now gets measured by scorecards and surveys, 
but it’s a critical part of the job – being friendly to the 
staff, nurses, APPs, other physicians, and especially the 
patients.  A lot of out patients are having one of their 
worst days ever.  Being kind and compassionate can make 
all the difference.
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What does CCMS stand for and what 
does it provide your community?
There’s no better place to be involved than at home, 
and CCMS gives our physicians in our community 
a common voice and a place to come together 
– sometimes to accomplish, and sometimes for 
thoughtful discussion.  But always with a focus on 
medicine, physicians, and our patients.  We routinely 
hear about other counties’ medical societies that have 
fallen by the way-side.  And it’s easy to understand.  
There are so many professional and personal 
responsibilities and competing interests for everyone’s 
time and it’s easy to understand why so many medical 
societies are inactive.  But the docs without a medical 
society are really missing out on connections – with 
each other, across specialties, ages, and practice types.  

What does this issue “ NON-OPIOID” 
mean to you?
Emergency departments have struggled with opioid 
addiction and diversion for years so we’re very excited 
about the progress on so many fronts.  The only tool 
used to be a Rolodex and a best guess when trying to 
distinguish real pain vs those seeking drugs for non-
therapeutic use.  Years ago our group started sending 
out certified letters letting patients know they were 
being placed on a care plan which basically meant no 
controlled substances unless there was an obvious 
injury such as a burn or fracture.  EMRs helped to 
some degree but in a metro area like Atlanta, doctor 
shopping was prevalent and there’s but so much time 
one can spend looking at licenses and calling other ERs 
the patient might have gone to.  The PDMP has been a 
game changer and the most important change on the 
opioid front during my career.
 We’re very excited about the next steps.  A number 
of emergency departments have started programs to 
initiate Buprenorphine therapy in the ER and we’re 
looking into that.  We’ve been updating protocols in 
the EMR for certain conditions to emphasize the use of 
non-opiates for pain.  We’re also automating naloxone 
prescriptions for patients receiving opiates.  And next 
year in collaboration with Dr. Mayfield, anesthesia, and 
orthopaedics at WellStar, we’ll be using ultra-sound to 
treat patients with hip and rib fractures with Exparel in 
the emergency department.  



Robert “Bob” Newton Cross, Jr. grew up in a household 
with two working parents. His mother, Myra, learned 
the merits of hard work growing up on her family farm 

and was the first of her 8 siblings to attend university, grad-
uating from North Georgia College. Cross’ father, Robert 
“Bob” Newton Cross, Sr. was a skilled dental technician. Af-
ter meeting and falling in love with Myra, the two set out and 
opened Cross Dental Laboratory, Inc. It wasn’t long before 
Cross, Jr. was old enough to carry on his parents’ tradition of 
hard work, and at age sixteen was already making deliveries 
for the Laboratory in the family’s old English Ford.

Cross showed promise in his math & science studies early 
on, winning awards and prizes for some of his school proj-
ects and accomplishments. He was determined to utilize his 
science acumen to help people and subsequently set out on 
a path to become a physician. After graduating from Emory, 
Cross was accepted to the Medical College of Georgia in 1969, 
and soon after was singled out with the remaining top 10% of 
his class to take part in a pilot program that would fast-track 
him and the other “Special 16,” as they were known, through 
medical school in three years instead of four.
 The time had come to find a residency and Cross was trav-
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eling and conducting interviews when he met and was taken 
with a flight attendant named Karen. The two would go on 
to date while Cross finished his internship at Denver Gener-
al, and were married just shy of his beginning a residency at 
Georgia Baptist. Before his residency, Cross’ friend, Dr. Lou 
Martin, suggested he consider radiology. Martin, himself a 
radiologist, thought the field was a good fit for Cross, who 
would go on to become a radiology resident at Emory before 
moving on to join the Radiology Group of Atlanta (RAG) af-
ter graduating. At the time RAG had offices in Douglasville, 
Windy Hill, and by Northside. While Cross and wife had just 
purchased a home in Stone Mountain they soon relocated to 
East Cobb for ease of commute and proximity to grandpar-
ents, as they now had an 18-month-old and Cross’ parents 
lived minutes away. Two years later Brianne was born, and 
while close to work and family, Cross’ father would often joke 
that they’d never shake all the Georgia clay from their 
cars, given what he perceived to be the remoteness of 
their new home.
 Cross worked hard to be the best physician he could be. His 
background in internal medicine and voracious appetite for 
books on all-things-medical aided his pursuits in radiology. 
However, in addition to working hard, Cross was known for 
his penchant to play hard. Cross particularly enjoyed time 
spent with his wife and daughters on Lake Lanier, where he 
taught both of his daughters to water-ski when they were just 
three. Brandy took to the sport and she and dad were soon 
waking early on weekends to spend time on the water, still 
placid in those early morning hours and not yet buzzing with 
the onslaught of vacationers and fishermen. Having become 
great skiers while living in Colorado, the Crosses soon had 
their daughters taking to the slopes as well. Cross’s enjoy-
ment of time spent at the lake or beach, skiing or on stage 
with his band covering hits from the 60s and 70s was not only 
apparent in his own laughter, but in the laughter of those 
around him, as well. There were times the family would go 
out to dinner and find themselves laughing together, so hard, 
they were afraid they’d be asked to leave. 

 Cross, or Dr. Bob, as he’d come to be known by the 1980s 
began to grow increasingly political. Larger hospitals were 
buying up smaller medical practices, and Cross felt his 
time would be better spent protecting his practice, RAG. It 
was around that time smaller hospitals, hurt by insurance 
rate cuts, began to come together and form their own hos-
pital groups. Cross became involved with one such group, 
originally known as Promina, which would later evolve into 
WellStar. Additionally, Cross saw great value in the exis-
tence of the Cobb County Medical Society (CCMS) where he 
became involved, first as a member and later as president. 
Sadly, Cross became president after CCMS lost its previous 
executive director, Jeanie ------- to pancreatic cancer. Cross 
recalled “ Jeanie was this wonderful and kind woman who 
ran CCMS...Not only had we lost this sweet woman, I had no 
idea where any of the records were...who had paid dues and 
who had not.” Fellow CCMS member Elizabeth Street, MD 
suggested Marietta CPA Joanne Thurston for the task. “Jo-
anne came in and figured everything out,” said Cross, “I was 
so grateful that she took care of it!” Cross continued to be 
active with WellStar and also served on the WellStar Board 
in different positions, including Chairman of the Board, for 
over 20 years.
 When the time came for daughter Brandy to enter college, she 
too expressed an interest in medicine and was almost imme-
diately dissuaded by her father and long-time family friend 
Dr. Will Kjellstrom, a local OB/gyn. The two claimed that the 
political climate of the time, as well as changing landscape of 
the medical profession made their own careers increasingly 
stressful. Where they felt they started on the path of medicine 
at a time when patient care and advancement of the field was 
paramount, now the trade was wrought with lawsuits and the 
need for protection and self-preservation through the cre-
ation of and involvement in CCMS and similar organizations 
was the focus. Still, Brandy heeded the call and followed in 
her father’s footsteps all the way to the Medical College of 
Georgia. While always proud of his daughter’s achievements, 
Cross would often lament over his daughter’s having to prac-
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tice medicine at a time when he felt a patient’s care was no longer the 
sole source of stress in a doctor’s life.
 One thing that we can do as medical professionals in honor of those 
who went with and before us - such as my father, Bob Cross, and our 
dear friend, Will Kjellstrom - is to pull together to work on tort re-
form.  While medical malpractice is a permanent fixture, the exorbi-
tant awards and high malpractice risks in Georgia are causing physi-
cians to attempt and dissuade their children from pursuing a career in 
medicine. If our current physicians recommend other career choices 
to children and young adults interested in medicine, due to the polit-
ical climate, we will continue to have a shortage of physicians in the 
state of Georgia. 
 A pure amalgam of the best from both his parents, Cross leaves be-
hind his wife, Karen; dauthers and son-in-laws Brandy, Joel, Brianne 
and Tom; and granddaughter Karen, who he lovingly referred to as his 
“breath of fresh air.” Family, along with his colleagues of thirty-plus 
years appreciate and hold dear the fun memories and laughter they 
shared and remember Cross as a gentleman and their keeper.
 
 

Bob Cross, MD with wife Karen and daugh-
ters, Brandy and Brianne.
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Always in  
Good Company.

January 29, 2020
General Membership Meeting, Annual Legislative Dinner  
@ Georgian Club | Social: 6:00 pm, Dinner: 7:00 pm
RSVP to: joanne.thurston@cobbdoctors.org

February 12th, 2020
CCMS Board Meeting, Location TBD

      Upcoming Events 
     2020

   CCMS 
December 2019 

Retired Physician’s Luncheon

Contributor 

C

O
B B  C O U N T

Y

M
E

D
I C A L  S O C I E

T
Y

E S T. 1 9 0 5

Nominate yourself or a fellow CCMS 

peer for article submission. 

Send article inquiries and requests to  

joanne.thurston@cobbdoctors.org
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Become a
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TOP-LEVEL STROKE PROGRAM

RECOVERIES 
HAPPEN HERE.

WellStar is home to one of the best comprehensive stroke centers in Georgia. With  

a team of specialists trained to perform a revolutionary procedure that gives stroke  

patients a real chance to survive and avoid side effects. Helping people beat the odds 

against stroke is just one way that WellStar’s neurosciences program is caring for  

the whole you. Learn more at wellstarhealth.org/neuro.


