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No Safe Way to Text and Drive for Teens

Texting or Even Thinking About Texting While Driving Linked to Car Crashes

By Jennifer Warner  WebMD Health News  April 29, 2012 

Texting or even the thought of texting on a cell phone while driving may be 

distracting enough to cause a car crash for teens.

Two new studies suggest that teen drivers who text with their cell phone in 

any position or even think about texting are more likely to be involved in an 

accident.

"We know it is important to prevent young drivers from taking their hands off 

the wheel and eyes off the road to use a cell phone," researcher Jennifer M. 

Whitehill, PhD, a postdoctoral fellow at Harborview Injury Prevention and Research Center at the 

University of Washington, says in a news release. "This study suggests that thinking about future cell 

phone calls and messages may be an additional source of distraction that could contribute to crashes."

Several studies have shown that texting or using a cell phone while driving raises the risk of motor vehicle 

accidents, prompting bans on texting while driving in many states.

But some have suggested that such bans may increase these dangers by causing drivers who text to conceal 

their phones from view.

Texting Unsafe in Any Position for Drivers

In the first study, researchers looked at whether the position of the cell phone affected teen drivers' 

performance while texting.
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Using a driving simulator, 22 teen drivers drove under three different conditions: without a cell phone, 

texting with a cell phone hidden from view, and texting with a cell phone in their preferred position.

The results showed that teens who were texting while driving were up to eight times more likely to drift 

between lanes. They were also twice as likely to be involved in a near crash with other cars and pedestrians, 

regardless of whether the phone was concealed.

Overall, teens who were texting while driving made up to four times more driving mistakes and were often 

unaware of these potentially dangerous mishaps.

"These data demonstrate that there is no 'safe' or 'better' position that makes texting less dangerous," 

Glade Inhofe, a high school student who helped conduct the study, says in a news release.

Thought of Cell Phone Use Distracting

The second study looked at whether the thought or anticipation of cell phone use affected the risk of car 

crashes among young drivers.

Researchers surveyed a group of 384 undergraduate students at the University of Washington about their 

cell phone use and history of car crashes.

The students completed a Cell Phone Overuse Scale (CPOS) that measured                                                      

four aspects of potentially problematic or compulsive cell phone use:

• Frequent anticipation of calls or messages

• Cell phone use interferes with normal activities and impacts friends                                                                 

and family

• A strong emotional reaction to the cell phone

• Recognizing "problem cell phone use"

The results showed that each 1-point increase on the CPOS scale was                                                                

associated with a 1% increase in the number of previous car crashes among the young drivers.

In particular, young drivers who frequently anticipated a call or text or had an emotional response to their 

cell phone were more likely to be involved in a car crash.

Both studies were presented at the annual meeting of the Pediatric Academic Societies in Boston.

These findings were presented at a medical conference. They should be considered preliminary, as they 

have not yet undergone the "peer review" process, in which outside experts scrutinize the data prior to 

publication in a medical journal.

The discussion and controversy continues… read the next article
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Should Young Athletes Be Screened for Heart Risk?

By ANAHAD O'CONNOR    New York Times April 30, 2012

Should high school athletes be screened for heart trouble before taking to the practice field?

Once thought to be exceedingly rare, sudden cardiac death is far more prevalent among young athletes 

than previously believed, recent research has shown. In a policy statement published in the journal 

Pediatrics last month, the American Academy of Pediatrics estimated that 2,000 people under the age of 

25 die from sudden cardiac arrest in the United States every year.

While it can strike those who are sedentary, the risk is up to three                                                                 

times greater in competitive athletes. According to some experts,                                                                     

a high school student dies of cardiac arrest as often as every three                                                                    

days. Only the most sensational cases make headlines, said                                                                               

Darla Varrenti, executive director of the Nick of Time Foundation,                                                                     

which promotes awareness of sudden cardiac arrest in young people                                                                   

and provides free screenings. The condition received worldwide                                                                           

attention in March when Fabrice Muamba, a star soccer player in                                                                       

England, nearly died after suddenly collapsing in cardiac arrest during a televised game.

Ms. Varrenti started her foundation six years ago after her son, Nick, 16, a varsity athlete, died in his 

sleep after playing in a game. In January and February of this year alone, 29 young athletes went into 

cardiac arrest at schools across the country, Ms. Varrenti said. Only four survived.

“There’s a lot of press when the cases are spectacular,” she said. “But this happens all the time.”

Sudden cardiac arrest in a young person usually stems from a structural defect in the heart or a problem 

with its electrical circuitry. The most frequent cause, accounting for about 40 percent of all cases, is 

hypertrophic cardiomyopathy, or HCM, a thickening of the heart muscle.

The problem is that those who are at risk are hard to spot. Warning signs, like dizziness and shortness of 

breath, can be rare or dismissed by young athletes used to overworking themselves.

But an electrocardiogram, or EKG, can detect HCM and other potential causes of heart trouble by looking 

for abnormal electrical signaling in the heart. Though EKGs are not as thorough as imaging tests like an 

echocardiogram, which shows a 3-D view of the heart, they are cheaper and easier to conduct on a wider 

basis.

Without insurance, an EKG can cost about $1,400. But many insurers will cover 80 to 100 percent of the 

costs, and in some areas, high schools offer student athletes EKGs at deeply discounted rates.

Still, the American Heart Association does not support wide screening. Under its guidelines, high school 

athletes get a physical exam, which includes listening to the heart and a blood pressure check, and fill out a 
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questionnaire about personal and family medical history. More extensive testing takes place only if the 

student’s physical or history raises red flags.

For years, the argument against EKGs was that for something as rare as sudden cardiac death, there is no 

sense in mandating costly tests. EKGs can be unreliable, too, producing false-positive results 20 percent of 

the time, critics say.

But that argument pivots on old data, including outdated numbers on the prevalence of sudden cardiac 

death, and fails to take into account improvements in the standards for interpreting EKG results, said Dr. 

Jonathan Drezner, an associate professor of family medicine at the University of Washington and vice 

president of the American Medical Society for Sports Medicine.

Even physical exams that include extensive medical histories typically fail to identify 60 percent to 

80 percent of student athletes at risk, Dr. Drezner said. Adding an EKG to the sports physical would 

flag many young athletes whose heart defects would otherwise go unnoticed.

“No one is recommending you only do an EKG,” he said. “It really is the combined protocol of history 

and EKG that provides the more advanced heart screening that we should aim for.”

In a study published in 2010 in Annals of Internal Medicine, Dr. Matthew T. Wheeler and colleagues at 

Stanford University found that adding EKGs to sports physicals for young athletes would create “a large 

benefit in a small number of individuals.” But they would save enough lives to be considered cost effective, 

with a net cost of roughly $89 per person screened.

Based on their analysis, however, Dr. Wheeler said that EKGs make sense only for high school and college 

athletes — in children and adolescents, the risk of sudden cardiac death is lower — who compete in high-

intensity sports like basketball, football and soccer. (Low-intensity sports, he said, include golf and 

bowling.)

“We are not advocating this as a mandatory test for all students or all athletes,” said Dr. Wheeler, a fellow 

in cardiology at Stanford Medical School.

Some experts think the time has come for thorough heart screenings for all young athletes. Researchers at 

the Texas Heart Institute are even looking at the prevalence of heart abnormalities in middle-school 

students and the feasibility of complete screenings, combining EKGs and imaging tests.

The goal of the project, which is financed through a $5 million private grant, is to screen 10,000 students 

in Houston middle schools, said Dr. Jim Willerson, the lead investigator and president and medical director 

of the Texas Heart Institute. “If we save even one life, it will be worth it,” he said.

Dr. Willerson said his hope was that school districts elsewhere would start to consider detailed screening 

of children “before they are involved in competitive athletics and probably even as they enter school.”

In the meantime, hundreds of groups like Ms. Varrenti’s have made it their mission to provide free EKGs 

and heart examinations to young people at community screenings around the country. Parents who are 

http://www.ncbi.nlm.nih.gov/pubmed/8667563
http://www.ncbi.nlm.nih.gov/pubmed/8667563
http://www.ncbi.nlm.nih.gov/pubmed/8667563
http://www.ncbi.nlm.nih.gov/pubmed/8667563
http://www.ncbi.nlm.nih.gov/pubmed/20194233
http://www.ncbi.nlm.nih.gov/pubmed/20194233


interested in a heart screening can reach out to their family doctors, or find out about free screenings in 

their area at Web sites like parentheartwatch.org.

“You can either open the dialogue with your pediatrician or look into free screenings,” Ms. Varrenti said. 

“No one should go through what our family went through.”

Does Medicine Discourage Gay Doctors?

DOCTOR AND PATIENT | By PAULINE W. CHEN, M.D.  New York Times April 26, 2012

During my surgical training, whenever the conversation turned to relationships, one of my colleagues would 

always joke about his inability to get a date, then abruptly change the subject. I thought he might be gay 

but never asked him outright, because it didn’t seem important.

But one morning, while we working at the nurses’ station 

with several of the other doctors-in-training, I realized it 

was important, because at the hospital, he really couldn’t be 

himself.

That morning, one of the senior surgeons stormed over. He 

had found one of his patients feeling slightly short of 

breath, no doubt because of an insufficient dose of 

diuretic overnight.

“Which of you idiots,” he growled at us, “gave my patient a 

homosexual dose of diuretic?”

It took me a moment to understand what the surgeon was 

trying to say. But when I finally did, I couldn’t help but 

glance at my colleague. He stood mute, his face ghost white.

Later that day, the group of us would rant against the surgeon and even make fun of him. But none of us, 

including that colleague and me, ever confronted him directly or reported the egregious remark. We were 

too scared. Doing so, we felt, would have been tantamount to saying we were gay or lesbian ourselves. And it 

wasn’t hard to realize that in an environment where senior doctors felt free to equate homosexuality with 

incompetence, such an admission would have clearly been a career-ender.

In a recent issue of the journal Academic Pediatrics, Dr. Mark A. Schuster, head of general pediatrics at 

Children’s Hospital Boston, lays bare the experience of being gay in medicine and the constant struggle to 

“choose between being a doctor and being openly gay.” The prose is riveting, but it is also difficult to read. 

For it delivers unflinching, evenhanded descriptions of a profession that is committed to helping others, yet 

is also capable of treating some of its own as aberrant.

http://parentheartwatch.org/
http://parentheartwatch.org/
http://well.blogs.nytimes.com/category/doctors/doctors-and-patients/
http://well.blogs.nytimes.com/category/doctors/doctors-and-patients/
http://well.blogs.nytimes.com/author/pauline-w-chen-md/
http://well.blogs.nytimes.com/author/pauline-w-chen-md/
http://download.journals.elsevierhealth.com/pdfs/journals/1876-2859/PIIS187628591200006X.pdf
http://download.journals.elsevierhealth.com/pdfs/journals/1876-2859/PIIS187628591200006X.pdf


Dr. Schuster describes being a medical student at Harvard in the 1980s, searching for guidance at a time 

when discussions on gay health were sandwiched between lectures on prostitutes and drug addicts. He 

hears about high-ranking medical school faculty members who actively block job or residency applicants 

they suspect to be gay. Another gay man, a law student he happens to know, is trotted into one of his 

medical school lectures as “a real live one” who would “tell us what it was like.” One of the few open faculty 

members finally advises him to remain closeted until after at least his first semester grades. That way, she 

explains, the school won’t be able to trump up academic charges as a reason for expelling him.

Most poignant, however, is what happens to Dr. Schuster toward the end of medical school. A powerful 

figure in the specialty he hopes to pursue quickly becomes a father figure, doling out advice to the young 

man and volunteering to write glowing recommendation letters for residency training programs. One day, 

Dr. Schuster decides to reveal to his mentor that he is gay. “I felt I had to,” he recalls. Residencies wanted 

leaders, and his most important experiences as a leader to date had been with a gay group. Moreover, he 

writes, “I didn’t want him to hear from someone else and think I didn’t trust him.”

His mentor’s reaction is silence. And a few months later, with only weeks to go before the deadline for 

submitting residency applications, he tells Dr. Schuster he will no longer write a letter of support.

“I felt blindsided; and there were no policies, no grievance boards and no mechanisms in place to protect 

us,” Dr. Schuster said when I spoke to him last week. There is no anger in his voice when he talks about his 

experiences. “It wasn’t just me, nor was it just the places where I was learning and working. There were a 

lot of doctors who had the same experiences as I did all over the country.”

Five years ago, Dr. Schuster was recruited back to Harvard after working for many years on the West 

Coast. Much has changed. The medical school and hospital where he was once encouraged to remain in the 

closet has now embraced him, as well as his spouse and his children. There is now an active support group 

for lesbian, gay, bisexual and transgender patients, families, employees and clinicians; Dr. Schuster 

originally delivered his essay as the featured address for its major annual event. In the wider culture, 

popular Web sites like the “It Gets Better” campaign feature LGBT doctors talking openly about their lives 

to help young people get through their teenage years.

“I have been very lucky that I can live and work in a place that is supportive,” Dr. Schuster said. “But I 

wrote this essay to help people remember. Because the world has changed so quickly, it’s become easy to 

forget that for many clinicians and patients who are lesbian, gay, transgender or bisexual, things haven’t 

changed at all.

“My experiences wouldn’t seem so quaint to them.”
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Obesity-Linked Diabetes in Children Resists Treatment

By DENISE GRADY   New York Times April 26, 2012 

Obesity and the form of diabetes linked to it are taking an even worse toll on America’s youths than 

medical experts had realized. As obesity rates in children have climbed, so has the incidence of Type 2 

diabetes, and a new study adds another worry: the disease progresses more rapidly in children than in 

adults and is harder to treat.

“It’s frightening how severe this metabolic disease 

is in children,” said Dr. David M. Nathan, an author 

of the study and director of the diabetes center at 

Massachusetts General Hospital. “It’s really got a 

hold on them, and it’s hard to turn around.”

Before the 1990s, this form of diabetes was hardly 

ever seen in children. It is still uncommon, but 

experts say any increase in such a serious disease is 

troubling. There were about 3,600 new cases a year 

from 2002 to 2005, the latest years for which data 

is available.

The research is the first large study of Type 2 

diabetes in children, “because this didn’t used to exist,” said Dr. Robin Goland, a member of the research 

team and co-director of the Naomi Berrie Diabetes Center at Columbia University Medical Center in New 

York. She added, “These are people who are struggling with something that shouldn’t happen in kids who are 

this young.”

Why the disease is so hard to control in children and teenagers is not known. The researchers said that 

rapid growth and the intense hormonal changes at puberty might play a part.

The study followed 699 children ages 10 to 17 at medical centers around the country for about four years. 

It found that the usual oral medicine for Type 2 diabetes stopped working in about half of the patients 

within a few years, and they had to add daily shots of insulin to control their blood sugar. Researchers said 

they were shocked by how poorly the oral drugs performed because they work much better in adults.

The results of the study and an editorial were published online on Sunday by The New England Journal of 

Medicine.

The findings could signal trouble ahead because poorly controlled diabetes significantly increases the risk 

of heart disease, eye problems, nerve damage, amputations and kidney failure. The longer a person has the 

disease, the greater the risk. So in theory, people who develop diabetes as children may suffer its 

complications much earlier in life than previous generations who became diabetic as adults.

Sara Chernov, who was found to have Type 2 
diabetes at 16, with Dr. Robin Goland of Columbia 

University Medical Center.
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“I fear that these children are going to become sick earlier in their lives than we’ve ever seen before,” Dr. 

Nathan said.

But aggressive treatment can lower the risks.

“You really have to be on top of these kids and individualize therapy for each person,” said Dr. Barbara 

Linder, a senior adviser for childhood diabetes research at the National Institute of Diabetes and 

Digestive and Kidney Diseases, which sponsored the new study.

Sara Chernov, 21, a college senior from Great Neck, N.Y., learned that she had Type 2 diabetes when she 

was 16. Her grandfather had had both legs amputated as a result of the disease, and one of the first 

questions she asked was when she would lose her legs and her eyesight.

A doctor scolded her for being fat and told her she had to lose weight and could never eat sugar again. She 

left the office in tears and did not go back; soon after, she joined the study at Columbia. Like many of the 

children in the program, she did not even know how to swallow a pill.

Ms. Chernov believes that the disease “is not a death sentence,” she said, if she is careful about controlling 

her blood sugar. But it has been a struggle. Her family tends to be overweight, she sometimes craves 

sweets and she has orthopedic problems that have required surgery and have made it hard for her to 

exercise. She is also being treated for high blood pressure.

A few weeks ago, because her blood sugar shot up despite the diabetes pills she was taking, Ms. Chernov 

began using insulin.

Most of the participants in the study came from low-income families: 42 percent had yearly incomes under 

$25,000, and 34 percent below $50,000. About 40 percent were Hispanic, 33 percent black, 20 percent 

white, 6 percent American Indian and less than 2 percent Asian. Poor people and minority groups have some 

of the highest rates of obesity and diabetes in both adults and children.

Dr. Phil Zeitler, an author of the study and a professor of pediatrics at the University of Colorado, Denver, 

said many participants lived with a single parent or guardian and, like Ms. Chernov, came from families with 

a history of diabetes and had relatives with kidney failure or amputations.

“They’re wrapped up in a lot of family chaos,” Dr. Zeitler said, calling them a “challenging population” with a 

lot of stress in their lives, on top of the normal chaos of the teenage years.

Type 2 diabetes used to be so rare in children that it was called adult-onset diabetes. Type 1, a much less 

common form, was most likely to strike children and teenagers, and was called juvenile diabetes. Both forms 

of the disease cause high blood sugar, but their underlying causes are different.

Type 1 occurs because the patient’s own immune system mistakenly destroys the cells in the pancreas that 

make insulin, a hormone needed to control blood sugar levels. Patients have to take insulin.
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Type 2 is thought to be brought on by obesity and inactivity in people who have a genetic predisposition to 

develop the disease when they gain weight. And they may also have an inborn tendency to put on weight. 

The pancreas still makes insulin, though not enough, and the body does not use insulin properly — a 

condition called insulin resistance. High blood pressure and cholesterol often come with the disease. Initial 

treatments include dietary changes, exercise and oral medicines, but many people eventually need insulin.

Doctors began noticing an alarming increase in Type 2 cases in children in the 1990s, especially among 

blacks and Hispanics from poorer families. The problem had started even earlier in American Indians, who 

have had sharp increases in obesity in recent years.

The current study was meant to find the best treatment. The participants were all overweight, some very 

obese. All, with a parent or guardian, got diabetes education. They were then assigned at random to one of 

three groups. One group took only metformin, a standard diabetes pill (also called Glucophage). Another 

took metformin and a second drug, rosiglitazone (also called Avandia). A third group took metformin and 

went through an intensive diet, exercise and weight-loss program (which has worked in adults). They were 

followed for an average of about four years.

The results were disappointing: all three regimens had high failure rates, meaning that they could not 

control blood sugar. Metformin alone failed in 52 percent of patients, metformin plus rosiglitazone failed in 

39 percent, and metformin plus the diet program failed in 47 percent. Metformin alone was least effective 

in blacks, and metformin combined with rosiglitazone worked better in girls than in boys. The failure rates 

were high even in the patients who adhered most strictly to their treatment programs.

The obvious conclusion is that better treatments are needed. Adding rosiglitazone is not a good option, 

researchers say, even though the combination worked better than metformin alone; rosiglitazone has been 

linked to an increased risk of heart attack and stroke in adults, and its use has been restricted by the Food 

and Drug Administration. There are other oral diabetes drugs, but none have been approved or tested in 

children. In the meantime, the doctors said, the best solution is to move quickly to insulin shots if 

metformin does not work.

Ideally, Type 2 diabetes should be preventable with improvements in diet and exercise. But so far, that has 

been easier said than done.

This article has been revised to reflect the following correction:

Correction: April 29, 2012

An earlier version of this article said a new study found metformin combined with rosiglitazone worked 

better in boys than in girls. In fact, the study found that the combination worked better in girls.
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Why the physician shortage is worse than you think

by KAREN S. SIBERT, MD | in PHYSICIAN  @KevinMD.com

Only a generation ago, medical students thought about what specialty to choose simply in terms of what 
interested them most.  All doctors made a comfortable income; money wasn’t a primary motivator.  There 
was a sense that cardiac surgeons or neurosurgeons could make more than most other physicians, but in 
fairness their training was much harder and longer.  Internal medicine was held up to us as the most 
prestigious and intellectually rigorous of the specialties, and was highly attractive to medical students who 
are a competitive lot at baseline.

For kids growing up in the 1960s and 70s, there was 
also a strong impetus toward doing work that benefited 
society.  We remembered the civil rights era, the rise 
of feminism, and the start of the Peace Corps.  The 
women who made up the first major wave of female 
physicians in the United States were determined to 
prove themselves as deserving of medical school 
admission as any of the men, by working as hard and 
achieving as much or more.

As a medical student in the 1980s, I considered a number of specialty options.  Pulmonary internal medicine 
and critical care were my favorite rotations.  On the other hand, anesthesiology involved critical decision-
making in real time, and a great deal of pulmonary physiology—all those ventilators to manage.  Besides, 
anesthesiologists work in the operating room.  This can be a good or bad thing, depending on how much you 
like operating rooms and the company of surgeons.  From my point of view it was fine.

At the time there was a shortage of American-trained anesthesiologists, urgent enough that the American 
Society of Anesthesiologists paid me a generous stipend to do an eight-week clerkship in anesthesiology one 
summer in hopes of recruiting me into the specialty.  So when I chose anesthesiology, I had the fun of 
entering a specialty I enjoyed, and the gratification of working in an underserved field.

How times have changed.  Today the most competitive residency positions are in dermatology and radiology. 
Though we clearly need excellent radiologists and dermatologists, I have to wonder if part of the 
motivation for many of the medical students who choose these fields could be something other than a 
passion for the specialty—perhaps the controllable schedules, or lack of emergencies.  Meanwhile, big-city 
residency positions in general surgery and neurosurgery, which in the past would have been highly sought 
after, go unfilled.

Everyone hears about the shortage of primary care physicians, who by all accounts are financially 
undervalued, but how many Americans realize that a critical shortage of specialists is looming ahead in just 
a few years?  The 77 million babies born in the boom years between 1946 and 1964 are reaching the age of 
65 at the rate of 10,000 per day.  They need primary care physicians to manage their overall health care.  
But they’ll also need orthopedic surgeons to fix their hip fractures, cardiac and vascular surgeons to open 
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their blocked arteries, and cardiologists to treat their faltering heart rhythms.  They’ll need surgeons to 
remove their lung cancers, breast cancers, and colon cancers, and medical oncologists to manage the 
cancers that aren’t amenable to surgery.

By 2015, the Association of American Medical Colleges estimates that the shortage of specialists will 
match or exceed the shortage of primary care physicians.  Cardiothoracic surgeons aren’t being trained 
fast enough to keep up with retirements.  Critical shortages of general surgeons are forcing rural hospitals 
to close, since every emergency room needs a general surgeon on call.  While we have enough general 
pediatricians—since U.S. birth rates have been flat since the 1970s—there’s a serious lack of pediatric 
pulmonologists and endocrinologists.

Physicians are working less than they used to—evidence shows that as compensation declines, the 
motivation to work harder declines too.  A decrease of just four hours a week in the average physician work 
week amounts to a loss of 36,000 physician FTEs per year.  Today, a recent survey shows that 44% of 
female physicians in large groups now work part time.  In today’s economy, universities can’t afford to 
increase their medical school class sizes substantially.  And Congress is unwilling to increase Medicare 
funding to expand the number of residency spaces.  We may face a shortage of 130,000 physicians by 
2025, or even more if young physicians continue the trend to work less.  We can import physicians from 
abroad, but third-world countries can ill afford to lose them.

It will be interesting to see if the next generation of medical students will step up to the plate.  Will they 
continue to flock to the specialties that offer the most controllable schedules and the best “work-life 
balance”—a concept that doesn’t deserve the reverence it gets?  Or will they elect to work in the 
specialties where they’re really needed?  We’ll see.  In the meantime, my advice to the baby boomers is to 
stay healthy—there’s no telling who’ll be practicing medicine, or what kind of medicine they’ll choose to 
practice, a few years down the road.

Karen S. Sibert is an Associate Professor of Anesthesiology, Cedars-Sinai Medical Center.  She blogs at A 
Penned Point.
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