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T HOUGHTS  FROM
OUR  MEDICAL  EDITOR

Side Effects
SAFDAR I. CHAUDHARY , MD

I  quit taking this medication
because I did not like the way it

made me feel.” “Does this medica-
tion have any side effects that are of
concern?” These are some of the
familiar questions that patients
inquire about as physicians work
toward finding the best possible
match of molecules for the ailments
they can effectively treat.

Informed consent is certainly
critical to the partnership we like to
foster for getting patients to recover,
but at times it is interesting to see
this aspect of a discussion take a life
of its own. In the field of psychiatry,
some ailments make individuals
indecisive and cause excessive worries.
It can become a challenge to review
informed consent and be comprehen-
sive about an attorney’s version of
medication/procedure-related adverse
effects. Side effects can become more
pronounced in the worrying mind
than the fact that treatment is indeed
beneficial and not a lethal shot.
Generally, several medications have
some transient and insignificant side
effects initially, which tend to subside
as our bodies get used to a new
treatment.

An interesting cultural twist to
this issue is the fact that, in some
Eastern cultures, if a medicine does
not cause some initial side effects,

people believe the medicine is not
effective and thus question if it is
even going to work. This is in sharp
contrast to Western cultural expecta-
tions of having medications without
any side effects. Several calls to my
office following the initial visit are to
respond to inquiries and give reassur-
ances about treatment-related com-
mon side effects. These are often
explained in detail at the onset of
such treatment, but side effects are
not desired by patients. Often
patients stop their meds in spite of
having been given adequate explana-
tion about what to expect with a new
treatment. There is no surgery that is
bloodless and would not cause some
discomfort; likewise, therapeutic
interventions in the form of medica-
tions may cause side effects.

 The election is over and so are its
side effects. Speeches, rallies and radio
and television advertisements to tout
the credentials of one candidate or

side effects of the opponent are
behind us; votes have been counted
and legal maneuvering is over. Some
candidates are now our collective
representatives, regardless of what the
losing candidate considers them.

Health care drama remains active
in the scene of everyday life in the
United States. More people struggle
with a lack of basic health care and
others seek ever expanding potentials
for treatment. Expectations from
caregivers remain at times unrealistic.
Side effects of the medico-legal
system encourage people to become
millionaires by suing Merck, the
maker of Vioxx, while others struggle
to get a flu shot.

Prevention needs to be effective
and abundantly available. No one
should be in line to get a flu shot.
Rather, a door-to-door flu shot
campaign for those who can’t leave
their homes ought to be provided.
For about six months prior to the

“
An interesting cultural twist....is that in some
Eastern cultures, if a medicine does not cause
some initial side effects, people believe the
medicine is not effective and thus question if it
is even going to work.
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Dr. Chaudhary is a psychiatrist and medical
editor of the Bulletin. He can be reached at
schaud2815@cs.com or (412) 427-6828.

M EDICAL
EDITOR   continued

The opinion expressed in this column is
that of the writer and does  not neces-
sarily reflect the opinion of the Editorial
Board, the BULLETIN, or the Allegheny
County Medical Society.

election this year, there were more
people, letters and calls coming in
about candidates than reminders to
get flu shots.

There need to be fewer people on
the list of open heart surgery and
more people walking past fast food
restaurants, and instead walking to a
park or trail. An ounce of prevention
can save many health care resources
from secondary and tertiary care. It is
ironic that the only nation struggling
with flu prevention in the heat of an
election was the United States, which
spends the most per capita for health
care. (An example of “side effects” of
a medico-legal system having gone
amuck.) One hopes our new legisla-
ture can attend to these issues with
pragmatism and some seriousness.

Personal responsibility in health
care needs to be a cornerstone of any
health care system. Side effects of a
third-party payer system makes
patients oblivious to the cost of
treatment they receive. Blood tests
and specialized diagnostic work ups
are easy to order and can be done, but
if a personal cost is factored in, more
are likely to ask if these tests are
indeed needed or just done for the
sake of an attorney peeking at records

a few years down the line. It seems
co-payments are needed so more
people realize what it costs to get the
care they at times demand and may
not need. Let’s have an intelligent,
informed patient decline a test when
it is not essential and critically
needed. That can only be possible if
patients have to pay part of the
procedure out of their pocket.
Promoting preventive health care
with ease and no co-payment can
serve as an incentive rather than a
deterrent to good care.

Educating our children about
healthy habits is our collective
responsibility. Many side effects from
abundant and ever wider screens and
videos are apparent. Yet there is no
shortage of electronic gadgets and sit-
and-play toys in the market. Perhaps
this year’s holiday season, we can
promote healthy drives for the
public, understating what our kids
need to be doing healthier by getting
them games to play which prompt
physical activities rather than violence
and aggression and gaining pounds.
Side effects of buying anything kids
demand can add more pounds to
their bodies and less to their wisdom.

Adults need to pause and think

before buying gifts for each other this
year. Side effects of a “fast pace” and
having “no time” just leads to buying
things at the last moment. It is hard
to know what might be suitable;
some planning may be warranted if
you really care for the one for whom
you are buying gifts this year. Is it
worthwhile to send fruits and veg-
etables rather than high calorie cakes
and sweets to someone you know is
overweight and suffers from a heart
problem? Something to consider, if
we wish them to be out of a
surgeon’s reach in years to follow.
Side effects of too much of love and
sweets can be dangerous at times.
Lipitor may not be the answer, but
less cake and a walk and sweet talk
may be healthier.

I would like to extend everyone,
best wishes of “all” kinds in the
upcoming years with fewer side
effects.

Gloria Caroll
REALTOR®

and Team
(412) 367-8000 Ext. 242

CRANBERRY TOWNSHIP - $369,900
This luxurious 6-year-old home in “Settler’s
Grove” boasts 4BRs, 2.5BAs, 3-car inte-
gral grg, FR fireplace, finished GR, Palla-
dian window in foyer, butler’s pantry w/
sink, ElK w/center island & much more!
Comfort was the key to creating this cus-
tom built home.  MLS#535640

FRANKLIN PARK - $945,000
Elegance and function work together in this
5BR brick Provincial offering 4 full and 2
partial baths, 1st floor MBR, 2 FPs, 4-car
grg. Enjoy nature to the fullest from the
spacious deck and screened porch.
Situated on a 2.1 acre lot at the end of a
cul-de-sac. MLS#516119.

PINE TOWNSHIP - $324,900
Classic architecture and design await you
in this 4BR, 2.5BA home on park-like lot in
“Karrington Woods,” whirlpool tub in MBR,
large rear deck w/awning, intercom &
security systems & FR fireplace are just
some of the amenities that await you in
this stunning home. MSL#521445.
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FRANK T. VERTOSICK JR., MD

The Irrational Pursuit
of Growth

EDITORIAL

Financial institutions are forever
trying to loan us money, even if

we have no credit, no job and have
already filed for bankruptcy. In fact,
it seems that lenders are now deliber-
ately marketing loans to people with
poor credit. This strikes me as
curious: How can a loan company
make money by targeting such high
risk clients? So I asked a financial
advisor why this was so. His answer
was quite illuminating: Lenders aren’t
worried about bad loans; they are
much more interested in growing
their markets. It is this pursuit of
short-term growth that drives Ameri-
can business today, not the quest for
long-term financial viability.

Everyone wants to make money
but, to keep his or her job, an
executive needs to show quarterly
growth. So what if this growth
is in a “bad market” and may
lead to crushing losses three or
four years later? If the executive
doesn’t show growth now, he or
she won’t be around three or
four years later to worry about
those losses anyway. Besides, if
the smart executive plays his
cards right, he can convert a few
quarters of excellent “growth”
into a lucrative bonus or a better

job elsewhere and either retire or
leave before the excrement hits the
proverbial fan. In effect, by expand-
ing into bad markets, clever execu-
tives can give the false impression
that business is booming, take a
short-term windfall in the form of
incentives or falsely elevated values of
their stock options, then clear out
and leave the company and its hoards
of small investors holding the bag.
This irrational and often dishonest
pursuit of short-term growth at the
expense of long-term benefit is
becoming all too common in busi-
ness. So what does this have to do
with medicine? Plenty, I’m afraid.

The irrational pursuit of growth

is corrupting medical practice as well.
Consider the drug market for erectile
dysfunction. Initially, these drugs
were intended for men with organic
impotence—the “good” market—but
this arena was soon saturated, so
companies had to expand into other,
more ill-defined markets. Now,
television ads target healthy men who
want to enhance their performance.
It’s only a matter of time before the
medications are overtly marketed to
females to enhance their pleasure as
well and, when that market has been
maximized, drug companies will
make Viagra chewables in the shape
of Fred Flintstone and market them
to children. Pediatric Viagra? Sound
crazy? How many physicians over 50
thought they would see the day

when first graders would routinely
be taking anti-depressants?

Eventually, every sexually
active male will be toying with
his nitric oxide metabolism on
a daily basis. This wholesale
manipulation of a healthy
male’s vasomotor tone can’t be
good, but who cares? We won’t
find that out for years, and
there is a bundle to be made
from Viagra and Cialis right
now!
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EDITORIAL  continued

Likewise, the market for anti-
hypertensive agents has been a little
slow, so why not “redefine” hyperten-
sion? I predict that by the year 2015
anyone with a systolic reading over
100 will be considered a labile
hypertensive. After all, why limit the
use of these drugs to people with a
disease? If the patients feel a bit
woozy, so what?

In my own profession, the best
example for the irrational pursuit of
growth is the use of spinal surgery.
When I trained, spinal surgery was
reserved for patients with ruptured
discs, fractures, tumors and other
“outdated” indications for surgery.
Given the lucrative nature of the
business and the relative scarcity of

patients with objective surgical
disease, however, the market had no
choice but to expand to include
people with degenerative discs and
back pain. Fair enough. But now that
these people have all had fusion rods
inserted into their spines, certain
overzealous surgeons, to grow their
volume, must now fuse anatomically
normal spines to treat routine back
aches. Thus, the indication for fusion
surgery is now simply to be a normal
adult, since virtually every normal
adult will have a period of debilitat-
ing back pain at some point in their
lives. There will be a price to pay for
this wholesale rape of the spine, but
that price won’t be paid by the
surgeons nor by the equipment

manufacturers who sponsor them.
They will take the short-term gains
and run for cover.

And what about narcotics? In the
1970s, a patient had to be a walking
wad of malignant cells before we
would relent and give them a few
oxycodone pills. That was viewed as
cruel and perhaps it was. Neverthe-
less, the simple truth is this: Patients
with malignant pain proved to be
too small a market for the makers of
ever more sophisticated and pricey
narcotic preparations. To “grow” this
market, the medical profession was
somehow coaxed into giving power-
ful opiates for increasingly trivial
complaints. Now some physicians

Smoking during
pregnancy is
responsible for 20%-
30% of all LBW infant s.

According to research presented in Pediatrics (June 2003)...

continued on page 583
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And we’ll do what we do best. The Allegheny County Medical Society specializes in
providing physicians with the best supplies and services at the best prices. And we only

contract with those vendors who can meet the unique needs of physicians.

Do What You Do Best.

Membership Group Insurance Programs
Blue Cross/Blue Shield, Disability,
Property and Casualty
0  USI Colburn Insurance Service
Bob Cagna (724) 873-8150

Life, HIV Coverage
0  Malachy Whalen & Co.
Malachy Whalen (412) 281-4050

Collection Service
0  IC System, Inc.
Matthew Buffalini (800) 279-6711, ext. 1212

Allegheny MedCare: Medical & Surgical
Office Products, Pharmaceuticals &
Equipment
0  Physician Sales & Services
Mark D. McKenna (800) 472-2791

Banking, Financial & Leasing Services
0  Dollar Bank
Andrew Devonshire (412) 261-8498

0  PNC Bank
Kevin Jansma (412) 373-6112

Physician Office VISA/MC Service
0  PNC Bank
Frank Fratangelo (412) 768-6066

Printing Services & Professional Announcement
Service for New Associates, Offices
and Address Changes
0  Allegheny County Medical Society
Susan Osborne (412) 321-5030

Records Management
0  Business Records Management, Inc. (BRM)
Rebecca Whipkey (412) 321-0600

We’ve done our homework
so you can spend more time doing what you do best.

(412) 321-2188
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are doling out Oxycontin tablets the
size of Herman Munster’s head to
people with pulled hamstrings and
wasp stings. Malignant pain: small
market; benign pain: huge market.
The expansion of protracted opiate
use to benign pain sufferers yields
short-term profits for drug makers,
but will result (and is resulting) in
bad long-term consequences for
patients and for society at large.

The list of the irrationally ex-
panding medical markets is endless.
We used to give breast implants to
women with small breasts, now we
give them to women with large
breasts so they can have gigantic
breasts. And to men who want to
have large pecs without all the
inconvenience of working out at the
gym. We used to take vitamins for
vitamin deficiencies or poor diets.
Today, an American who consumes
enough food in a day to support an
African village for a month feels the
need to “supplement” his or her
nutrition with expensive pills. Gastric
surgery was once reserved for 400-
pound adults who failed years of
dieting and were at risk of death
from obesity; now it’s offered to
250-pound teenagers who tried
giving up cheeseburgers for a year.

Today we label normal adolescent
male behavior pathologic so we can
“treat” it and we have even invented a
new diagnosis (adult attention deficit
disorder) to explain our tendency to
fall asleep during five-hour commit-
tee meetings. Our definitions of
diabetes, heart disease, hypercholes-
terolemia, mental illness and obesity
seem to “expand” just as the markets
for the old definitions allow for no
more “growth.” The markets must
expand in the American business

The opinion expressed in this column is
that of the writer and does  not neces-
sarily reflect the opinion of the Editorial
Board, the BULLETIN, or the Allegheny
County Medical Society.

paradigm, so if all the people with a
disease are receiving treatment, we
must liberalize the definition of
disease or invent new diseases alto-
gether. The medical economy is
growing faster than the population,
so what choice do we have but to
invent new reasons for treatment? Of
course, people will criticize my
cynical view by stating that this
irrational growth is simply medical
progress. Curiously, this “progress”
always involves the increasing use of
risky and expensive therapies. Rarely
does medical “progress” yield a
realization that we are actually doing
too much to too many people for
way-too-much money.

And, like the loan industry, we
are grabbing the profits now and
leaving others holding the bag later.
Last month, I saw a woman “hu-
manely” prescribed narcotics for a
bulging disc five years ago; now, she
is 29 years old, has a morphine pump
and takes about 500 mg of
Oxycontin daily. She, and dozens of
patients like her I see each year, want
to know what the future holds. In
her case, expanding the use of high-
dose narcotics to the risky market of
benign pain has no future. For the
people making these drugs and
exhorting us to use them, the future
lies on the beaches of Grand Cayman
Island or the posh retirement com-

munities of Arizona. Grow the
market now, let someone else pick up
the pieces. That’s the name of the
game.

It’s only a matter of time before
we hear that erectile dysfunction
drugs have harmed an alarming
number of young healthy men who
had no business taking them, but
that won’t matter. As in the case of
Vioxx, those who reaped the billions
of profits today—management—
won’t be the ones paying the billions
in legal settlements in the next
decade, namely, the stockholders.

Ten or 20 years from now, when
all of those spinal fusions come back
to haunt us, the surgeons who used
them indiscriminately will be safely
ensconced in their professorships and
will have moved on to other markets,
leaving their fellows and residents to
answer the angry phone calls. (Any-
one remember chymopapain injec-
tions? How about intracranial-
extracranial bypass surgery? Those
procedures harmed a lot of people,
but made quick fortunes for a lot of
people, too.)

Comedian Chris Rock once
observed that medical science cured
polio and then just gave up. He
jokingly argued that we aren’t inter-
ested in cures any longer, only endless
treatments. I now know what he
meant. Curing polio was great, but it
sure ruined the market for iron
lungs.

EDITORIAL  continued from page 581

Dr. Vertosick is a neurosurgeon and associate
editor of the ACMS Bulletin. He can be reached
at fvertosick@acms.org.

The medical economy
is growing faster than
the population, so what
choice do we have but
to invent new reasons
for treatment?
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EDWARD TEEPLE JR, MD, MBA

Tackling Tough Issues,
One Step at a Time

Last year when I became president
of the Allegheny County Medi-

cal Society, I outlined a series of
issues that I wanted to address
through organized medicine, includ-
ing professional liability reform,
obesity and the economics of health
care. Although these issues have not
been solved, we made great strides
and paved the way for future leaders
and members of the society to build
upon the efforts that have already
been initiated.

Professional liability reform was
one of the society’s top priorities this
past year. Achieving continued
liability reforms, seeking limits on
lawyers’ contingency fees and pro-
tecting access to care remained at the
forefront.

On November 19 the Pennsylva-
nia House of Representatives ap-
proved a one-year extension of
Mcare abatement by a vote of 197
to 0. House Bill 1211—amended in
the Senate Appropriations Commit-
tee to include the one-year abate-
ment extension through 2005—
passed unanimously in the Senate
and now awaits the governor’s
signature.

Although premium abatement
fails to cure the true problem at hand
and continues to feed the out-of-

control costs of litigation and jury
awards with tax derived monies, it
may stem further losses of physicians
to early retirement or out-of-state
migration for another couple of
years. During that time we must
continue to educate our patients and
legislators about the crisis at hand and
continue to support broad-based tort
reform. Dealing successfully with
lawsuit abuse is critical to the eco-
nomic future of Pennsylvania as well
as the health of our citizens.

One of the main public health
issues the society tackled this year was
the obesity epidemic. Under the
direction of Dr. Terry Starz, the
ACMS formed an Obesity Task
Force to bring together leaders from
organizations throughout our com-
munity that are interested in or have
already begun to address obesity on a
variety of levels. Leaders from major
health systems and insurance carriers,
along with representatives from
various corporations, organizations,
non-profits and more, have organized
to develop an integrated community-
wide effort that includes an imple-
mentation plan for increasing public
and professional awareness about the
societal and health implications of
obesity and to determine measures to
most effectively address the problem.

In less than a year, the Obesity
Task Force made great strides in its
efforts to address obesity in Western
Pennsylvania. More than 10,000
Body Mass Index charts were distrib-
uted to task force members, physi-
cians, other health care providers,
school personnel and more. The BMI
chart was developed to increase
awareness about healthy weight and
lifestyles among adults and to en-
courage communication between
patients and physicians.

The June issue of the Bulletin
was dedicated to the obesity epidemic
as a way to start providing the
materials and tools needed for
physicians to address this major
public health issue with their pa-
tients. The medical society also
designed a page on its website,
Making Choices for Healthy Living,
which includes information for
physicians and the general public.

The task force is also investigat-
ing how it can bring this issue to the
forefront at the school level and
would like to start delivering healthy
weight and lifestyle presentations to
PTA groups throughout the area.

This past fall the task force
presented Obesity: Policy Implications
of a Public Health Challenge in
partnership with the University of

PRESIDENT ’S MESSAGE
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Pittsburgh’s Health Policy Institute
and the Institute of Politics. Nearly
200 individuals attended the sympo-
sium, which addressed obesity as a
public health issue and the policies
needed to address the problem. It
created a foundation to organize a
follow-up symposium next fall to
address specific obesity-related
outcomes that take place over the
upcoming year. The symposium also
set the stage for a legislative breakfast
in Harrisburg to address current and
proposed policies related to obesity.

Smoking cessation was another
public health issue that the medical
society began addressing this year.
ACMS received an $18,000 grant
from Tobacco Free Allegheny that
was used for professional education
materials. Tool kits, information in
the Bulletin and a page on the ACMS
website that provides resources, links
and more for physicians and patients
was developed to help Western
Pennsylvania kick the smoking habit.

Along with community educa-
tion and awareness efforts, I helped
organize and appeared in several
health care editions of a show called
Focus on the Issues, which aired on
Cornerstone Television with host
Jerry Bowyer this past year. The half

hour-programs provided the oppor-
tunity to bring pertinent health care
issues such as professional liability
reform, obesity, prescription drug
costs and end-of-life issues to the
forefront and into the homes of
thousands of viewers.

We also continued to explore the
economics of health care, cost con-
tainment and rationing of medical
care. The cost of health care is con-
tinuing to escalate in this region, and
nationwide, due to a combination of
factors. This year I had the opportu-

nity to participate in
Highmark’s
Healthcare Cost
Summit, which
allowed leaders in
business and health
care to collaboratively
address the factors
affecting health care
costs and perfor-
mance, including
appropriate care,
medical technology,

prescription drug costs, medical
errors and clinical decision-making.
The goal of the summit was to
discuss these topics in an interactive
dialogue and foster an ongoing effort
to explore solutions and affect change.

During the summit I moderated
the panel discussion titled Doing It
Right: Achieving Appropriate Care
that addressed effective clinical
decision making through evidence-
based practice and appropriately
aligned incentives. Drivers influenc-
ing the appropriateness of the care
clinicians deliver and solutions to
support patients, physicians and
health care systems were discussed.

In 2004, I also spoke about the
need for health care professionals to

create environments that encourage
interest in medicine from our young
people, especially minorities.
Through the ACMS Speaker’s
Bureau, the society fulfills speaking
engagements at city schools in the
area with physicians who are willing
and interested in sharing their love
for medicine and expertise with high
school groups. The society is also
looking at ways to partner with other
organizations in the area such as the
Allegheny County Bar Association to
address diversity among professions
on a much broader spectrum.

Some corporations are having
difficulty recruiting young talented
racial and ethnic minority profession-
als from other parts of the country.
Our medical community has had
greater success in this effort. As
physicians and leaders in our commu-
nity, I invite all of you to consider
acting as ambassadors of good will by
participating in recruiting events that
ACMS may partner with other
organizations in the area.

In the coming year, I challenge all
physicians to become involved in
organized medicine and to work
together to tackle these and other
issues affecting our health care system
and the health and well being of
patients throughout Southwestern
Pennsylvania. These issues are too big
to be addressed single-handedly. We
must work together toward common
goals in an effort to improve the
climate in which we practice while
making meaningful change and
progress for the betterment of
patients in our community.

PRESIDENT ’S
MESSAGE  continued

Dr. Teeple is an anesthesiologist and the president
of the ACMS. He can be reached at teeple@
acms.org.

Dr. Teeple introduced the BMI concept on Cornerstone TV’s
Focus on the Issues, hosted by Jerry Bowyer.
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BRYAN WARD

GETTING  T HERE :
M USINGS  OF A  M EDICAL  STUDENT

Yorick’s Lesson: A First-Year’s
Journey Through Gross Anatomy

I t is 10:30 p.m. in the gross
anatomy lab and I am alone when

all of the lab’s lights shut off. I jump
to my feet and the room is lit again.
“Stupid motion sensors,” I think as I
return to my chair. I pick up a small
carpet-lined box and delicately
remove a human skull. To anyone
outside of medicine, this scene
sounds illegal, but to medical stu-
dents, this is the beginning of
anatomy. My recent start pulls me
away from my temporarily desensi-
tized state. For a moment I stop
thinking about foramina as my
thoughts drift back to freshman year
of college.

I am sitting in freshman writing
seminar discussing Shakespeare’s
Hamlet, when my cheery, bearded
professor with a maudlin passion for
Wordsworth begins reading aloud
the graveyard scene in the final act:

“Alas, poor Yorick. I knew him
Horatio: a fellow of infinite jest...”
(V, i., l.184).

Hamlet holds Yorick’s skull, the
skull of the court jester who hoisted
Hamlet onto his shoulders as a child.
Yorick was a man all loved for his
pranks.

I stir in my chair imagining how
one must feel holding a piece of an

master of crossword
puzzles. Maybe the
person told elaborate
jokes or was a successful
athlete, and probably had
an infectious laugh, I
decided. Like Hamlet, I
feel better imagining the
person as happy.

For first-year stu-
dents, gross anatomy lab represents
the pinnacle of our confusing transi-
tion into medicine. Everything is so
new, exciting, frustrating. Our
emotions struggle to keep pace. On
the first day we students are a little
over-zealous and much too interested
in unimportant minutiae. We enthu-
siastically file into the lab, curiously
retrieve our assigned table number
and nervously stroll over to that table
that supports our first patient. What
should we do now? Do we observe a
moment of silence, open the bag?
The instability (perhaps fear?) is
torturous.

At first we students are naturally
curious to understand how the
person on our table died. After all, it
seems relevant; most of us came to
medical school to figure out how to
prevent such occurrences. Maybe our
desire for this bit of information has

For first-year students,
gross anatomy lab
represents the
pinnacle of our
confusing transition
into medicine.

individual you once
knew, and their skull,
that most precious of
all pieces.

As I daze in
anatomy lab, turning
a skull in my hand, I
begin envying Hamlet.
Hamlet is not ordinarily the
character one yearns to identify
with, but in this scene, Hamlet has
something that I want. Hamlet
knows the person whose skull he
supports in his hand. On this Sunday
night, I am just holding a skull. I
look a little closer. I can tell from the
shape of the mandible that this skull
must have belonged to an older
individual, but I can uncover nothing
more about the person to whom it
belonged. Sure, I can guess. Maybe
he or she was a talented jazz musi-
cian, a great father or mother, or a
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Genesis Medical Associates, Inc., has an
immediate opening for a Family Practice
physician to join one of our North Hills

practices. This full-time position
encompasses inpatient and outpatient

full-scope family practice care.
Email CV to swalker@genesismedical.org,

fax to 412-369-9447 or
call Sandy at 412-369-9943.

The opinion expressed in this column is
that of the writer and does  not neces-
sarily reflect the opinion of the Editorial
Board, the BULLETIN, or the Allegheny
County Medical Society.

nothing to do with our medical
interest, but rather with our interest
in obtaining one small piece to the
puzzle that makes up this individual’s
life. Stability is something we all
seek, and at this point I am flounder-
ing for it.

A professor lumbers over to our
table with a photocopied piece of
paper and, in a raspy voice, recites the
age and cause of death. Alas, now we
have the truth: COPD. My lab
group and I breathe a simultaneous
sigh of relief. What is COPD again? I
still feel unsettled.

It seems there are two concerns
with which every anatomy student
must wrestle: Who was this person,
and how in the world can I ever live
up to his or her sacrifice for medical

knowledge’s sake? These questions
draw all medical students close to
Hamlet, with the added terrifying
obligation to learn anatomy, and to
learn it well.

Ever since my freshman literature
course in college I felt close to
Hamlet’s troubled character, and
what 20-year-old male awash in a
quarter-life crisis does not? Yet, while
sitting in lab tonight, Hamlet’s words
grip me more now than ever.

Before I replace the skull in its
wooden vestibule and call it a night, I
raise the skull above my head one last
time. I think about the richness of
the life that this person must have led
and the great sacrifice made for me
and for my lab partners. I think
about the admirable donation to the

expansion of medical knowledge and
my uncertainty about bringing that
wish to fruition. Furthermore, I
become aware that all this confusion
and uncertainty begins to subside. I
begin feeling content amidst uncer-
tainty, a feeling Hamlet struggled to
achieve. I latch the box and smile, for
I recognize that this has perhaps been
my first real lesson in medicine.

Bryan Ward is a first-year medical student at the
University of Pittsburgh School of Medicine and
can be reached at ward.bryan@medstudent.
pitt.edu.

M USINGS  continued
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Photo Contest winners selected
The Bulletin is pleased to announce
the winning entries in its 2004 Photo
Contest. From among 30 entries, 11
photos were selected to grace the
covers of the 2005 Bulletin, February
through December, and one Grand
Prize winner will appear on the
January cover.

Dr. Lester O. Prince’s color
photo, View from the Roberto
Clemente Bridge, is the grand prize
winner this year; Dr. Prince also took
grand prize last year with his photo,
Rainbow Falls, appearing on the
January 2004 issue. Other winners
include: Drs. Donald Fetterolf,
Rohan Ganguli, Krishnan Gopal,
Kalyanmay Ghoshhajra, Hushang M.
Payan, and Robert H. Trivus

The Editorial Board thanks the
many individuals who participated.

Holiday office closings announced
The ACMS office will be closed on
December 24 and again on December
31, due to holiday celebrations.

ACMS annual dinner set—Jan. 22
The Allegheny County Medical
Society will install
Mark A. Goodman,
MD, orthopedic
surgery, as its 2005
president at the
society’s Annual
Dinner and Installa-
tion of Officers on January 22. The
medical society will recognize its 50-
year service awardees and present its
annual awards at the dinner, to be
held at the Duquesne Club beginning
at 6 p.m. Entertainment will be
provided by SkyView Jazz, a local
group performing swing, ballads and
modern stylings. This event is open
to all members at a cost of $85 per
ticket. For more information, contact
Dottie Hostovich at (412) 321-5030
or dhostovich@acms.org.

Urological group to meet in Jan.
Sandip Vasavada, MD, co-head,
Section of Female Urology and
Voiding Dysfunction at The
Glickman Urological Institute, will
serve as guest speaker for the January
17, 2005, meeting of the Pittsburgh
Urological Association. His topic will
be Surgical Management of SUI and
Complications of It’s Surgery. The
meeting will be held at the Allegheny
County Medical Society, with
registration beginning at 6 p.m.,
followed by dinner at 6:45 and the
program at 7:15. For more informa-
tion or to register, contact Nadine
Popovich at (412) 321-5030 or
npopovich@acms.org.

SOCIETY  N EWS

At the association’s November 15
meeting, Fredric L. Coe, MD,
professor of medicine and medical
director, University of Chicago
Kidney Stone Prevention Program,
served as guest speaker; he presented
Medical Management of Stone
Forming Patients: New Approaches,
Recent Discoveries. Dr. Coe co-
authored the current standard text on
medical and surgical management of
kidney stones, including chapters on
stone disease in a large fraction of
major reference texts in medicine and
nephrology.

Liability for volunteer health
professionals in free clinics
According to Michael D. Maves of
the American Medical Association,
Congress authorized medical liability
protection for volunteer health
professionals working in free clinics
through Section 194 of the Health
Insurance Portability and Account-
ability Act of 1996 (HIPAA). If a
volunteer health care professional
meets certain requirements, the
related free clinic can sponsor him or
her to be a “deemed” federal em-
ployee for the purpose of medical
liability coverage under the Federal
Tort Claims Act (FTCA).

An application process must be
followed and approval granted by
Health and Human Services before
liability protection is granted. De-
tailed information can be found at
www.bphc.hrsa.gov/freeclinicsftca/
application or you may contact
Debra Cohn, JD, AMA Washington
Counsel at (202) 789-7423 or
debra_cohn@ama-assn.org.

Dr. Goodman

At the November 29 meeting of the ACMS
Editorial Board, Dr. Safdar Chaudhary,
medical editor, presented Barbara Swan,
MD, with a plaque for “outstanding
commitment and dedication” to the Bulletin.
Not pictured, but also honored, is Sally
Carty, MD. Both women are completing
three terms as associate editors, each having
served on the Editorial Board for six years.



The Bulletin u  589December 2004

Readers: Janet B. Fromkin, MD, was
kind enough to share the following
letter she received in response to her
feature on maternal smoking:

I just wanted to let you know
that I thoroughly enjoyed reading

your article in the ACMS Bulletin
(Oct., pg. 498). In addition to
finding it interesting, I also found it
very useful…something that does
not hold true for many esoteric arti-
cles found in most journals these day.

I have made good use of your
handouts for distribution to my
patients. I have even made several
copies of the page used to register for
smoking cessation help by fax. At the
end of a patient visit, I ask the
patient (or the child’s parents) to fill
in the required information, then we
fax it in for them and give them the
page back for the information
number. This way I’m sure that the
information is transmitted and the
program will be implemented.

Thank you again for your help in
this aspect of patient care.

Barry Asman, MD
Allergy and Immunology

Samuel W. Golden IV, MD,  age 49,
passed away November 2. Board
certified in internal medicine, he
earned his medical degree at the
University of Pittsburgh School of
Medicine and held a residency at
Grady Memorial Hospital. Dr.
Golden specialized in infectious
disease and treated many HIV/AIDS
patients. A board member of the
Pittsburgh AIDS Task Force for
many years, he had served as interim
director from 1998 to 1999. Dr.
Golden is survived by his father
Samuel and sisters Pamela and
Patricia.

Harry J. Heck Jr., MD,  age 87,
passed away November 27. A general
practitioner, he earned his medical
degree at the University of Pittsburgh
School of Medicine and held a
residence at St. John’s Hospital. Dr.
Heck was a World War II veteran,
serving in the U.S. Army Medical
Corps. He is survived by sons Jim
Heck and Dr. Jack Heck III, brothers
Robert and William, and two grand-
children.

FROM  THE
M AILBAG IN  M EMORIAM

The Dear Doctor column is published regularly
in the Pittsburgh Post-Gazette’s Health
Section. To contribute a Dear Doctor column,
call Elizabeth Fulton at (412) 321-5030 or
e-mail efulton@acms.org.

Thomas S. Muzzonigro, MD,
orthopedic surgery, wrote about how
individuals with arthritis can deal
with winter pain and stiffness. He
recommended treating
mild joint pain and
swelling with over-
the-counter pain
medications such as
ibuprofen or acetaminophen, or
more severe symptoms with prescrip-
tion medication. Dr. Muzzonigro
also recommended low-impact
exercise to relieve some winter pain.

DEAR
DOCTOR

The Allegheny County Medical Society would like to recognize

members who are currently serving in the military , whether here or

abroad. If you or one of your colleagues are serving your country

in this way , please call Elizabeth Fulton at

(412) 321-5030 or e-mail efulton@acms.org.

The ACMS Wants a Few Good Docs

USA

Savings on
Auto Rentals

Member Benefit

You’re entitled to receive the
medical  society’s corporate rate

on automobile rentals at
Enterprise rent-a-car, for

everything from compact cars
to luxury cars, trucks and

passenger vans.

Simply call any Enterprise rent-a-
car office and ask for details. Use

Allegheny County Medical
Society Customer I.D. #40A7256.

Working for Physicians.
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Send your Activities & Accolades items to the
attention of Elizabeth Fulton at ACMS, 713
Ridge Ave., Pittsburgh, PA 15212 or e-mail
efulton@acms.org. We also encourage you to send
a recent photograph indicating whether or not it
needs to be returned.

A CTIVITIES  &
A CCOLADES

Transplant pioneer, Thomas E.
Starzl, MD, PhD,  received the John
Scott Medal Award for his achieve-
ments in the field of organ transplan-
tation at the American Philosophical
Society in Philadelphia in Novem-
ber. The award recognizes those
whose inventions have contributed in
some outstanding way to the com-
fort, welfare and happiness of man-
kind. Dr. Starzl is director emeritus
of the Thomas E. Starzl Transplanta-
tion Institute at UPMC.

The Triological
Society elected David
E. Eibling, MD,
otolaryngology, to its
council; he will serve
until 2007.

Berrylin J. Ferguson,
MD,  otolaryngology,
presented lectures and
participated as a
moderator during the
2004 AAO-HNSF
Annual Meeting in

New York. She also presented lectures
and participated as a moderator and
panel member during the 2004
Annual Meeting of the American
Rhinologic Society in New York.

Adam J. Gordon,
MD, MPH, internal
medicine, is the 2004
recipient of the New
Investigator/Educator
Award, presented in
November by the

American Association for Medical
Education and Research in Substance
Abuse (AMERSA) for his work in
hazardous drinking, alcohol detoxifi-
cation and homeless services.

Barry E. Hirsch,
MD,  otolaryngology,
became a member of
the AAO-HNS
committee, Certifi-
cate Program for
Otolaryngology

Personnel. He will be a member of
this committee until 2007.

Eugene N. Myers,
MD,  otolaryngology,
was invited keynote
speaker at the Fifth
European Congress
of Oto-Rhino-
Laryngology Head

and Neck Surgery held in Greece in
September, where he served as
moderator of three panels and
presented the panel lecture, The Use
of Selective Neck Dissection in the
Management of the Patient with an
N+ Neck. Dr. Myers also served as
moderator of the mini seminar,
Update in Salivary Gland Tumors, at
the Annual Meeting of the American
Academy of Otolaryngology-Head
and Neck Surgery Foundation in
New York in September.

Clark A. Rosen,
MD,  otolaryngology,
spoke at the Estille
Voice Seminar at the
University of Pitts-
burgh in August. He
also was interviewed

for an article that appeared in the Los
Angeles Times on August 23 discuss-
ing a new injection material he is
studying, calcium hydroxylapatite.
Dr. Rosen also conducted a mini-
symposium, participated in a round-
table discussion and presented papers
at the EUFOS meeting in Greece in

September. He also presented several
lectures at the 2004 AAO-HNSF
Annual Meeting in New York.

Carl H. Snyderman,
MD,  otolaryngology,
was recently elected
president of the
Southwestern Penn-
sylvania Chapter of
the American College
of Surgeons.

John A. Zitelli, MD,
dermatology, pre-
sented the Hugh
Crumay Memorial
Pennsylvania Profes-
sor Lecture, Learning
After Residency, It’s a

Whole New Ballgame, at the annual
meeting of the Pennsylvania Acad-
emy of Dermatology and Dermato-
logical Surgery at Nemacolin Wood-
lands Resort and Spa in October.

Dr. Eibling

Dr. Gordon

Dr. Hirsch

Dr. Ferguson

Dr. Myers

Dr. Rosen

Dr. Zitelli

For updates on medical
liability, call the PMS Liability
Reform Action Center at (800)
566-TORT (8678) or log on to
www.pamedsoc.org\lrac.

You also can call the
Allegheny County
Medical Society and ask
for tort reform updates
(412) 321-5030 or log on
to www.acms.org.

Dr. Snyderman



The Bulletin u  591December 2004

COMMUNITY  N OTES

continued on page 592

Pitt biosecurity lecture series
The University of Pittsburgh Center
for Public Health Preparedness at the
Graduate School of Public Health
will sponsor a lecture on January 24,
2005, from 4 to 6 p.m. in Room 6
Scaife Hall. Tara O’Toole, MD,
MPH, will address the issue of
Biosecurity in the 21st Century. Dr.
O’Toole is CEO and director of the
university’s Baltimore-based Center
for Biosecurity. The lectures are free
and open to the public. For more
information, visit www.cphp.pitt.
edu/upcphp.

HPI lecture series
As part of its ongoing lecture series in
health policy and management, the
Health Policy Institute will feature

David A. Shore, PhD, director, Trust
Initiative, Harvard School of Public
Health, who will present The Trust
Prescription for Healthcare: Building a
Reputation People Really Know and
Trust on January 26, 2005, from
4:30 to 5:30 p.m. Each lecture is
designated for 1.0 category CME
units. Lectures are free and open to
the public; no registration is neces-
sary. For more information, call
(412) 624-6104 or visit www.pitt.
edu/~hpi. HPI is commemorating 25
years of service to the community.

Preventing and treating child abuse
Family Resources is a United Way
agency whose mission is to prevent
and treat child abuse by strengthening
families and neighborhoods, includ-

ing a Parenting WARMLINE that
parents and caregivers can call with
non-medical questions about
parenting, and a free Parent-Teen
Conflict Program that includes
parent education, support, crisis
intervention and in-home therapy.
For information on these and other
services, call Andi Fischhoff at (412)
362-1702, ext. 1168, or e-mail
andif@familyresourcesofpa.org.

Home energy assistance
LIHEAP, the Low Income Home
Energy Assistance Program, provides
financial support to low-income
households to help pay utility bills
and repair non-functioning equip-
ment. Individuals can receive grants
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CONTINUING
EDUCA TION

2005 VIDEOCONFERENCE  SERIES. Sponsor: Western Psychiatric Institute &
Clinic, et al. CME available. For information, log on to www.wpic.pitt.
edu/oerp.

ONGOING  CONTINUING  EDUCATION  PROGRAMS & CONFERENCES. Sponsor:
Western Psychiatric Institute & Clinic, et al. CME available. For
information, call (412) 624-2523 or log on to www.wpic.pitt.edu/oerp.

ONGOING  MENTAL  ILLNESS & SUBSTANCE ABUSE (MISA) TRAINING  SERIES.
Sponsor: Western Psychiatric Institute & Clinic, et al. CME available. For
information, call (412) 605-1227 or e-mail slappojm@msx.upmc.edu.

This listing includes local events that are coming up soon; a more complete
list is available on the medical society’s website at www.acms.org or by
calling (412) 321-5030.

Wishing you safe and
happy holidays

What better time of year to thank
you for your business, and for

your continued input on how we
can improve our service to

physicians. Your advice and
counsel are appreciated gifts.

May the holidays provide you
with rest . . .

relaxation . . .
and the company of loved ones.

Mark D. McKenna
Toll Free: (800) 472-2791
www.pssd.com

Endorsed by the  Allegheny County Medical Society

Allegheny MedCare

COMMUNITY
N OTES  continued from page 591

without being on welfare. Renters and homeowners are
eligible for LIHEAP grants which do not result in a lien
being placed on the property. Income guidelines are
determined annually. LIHEAP is divided into two
programs: LIHEAP 1 and LIHEAP 2 or CRISIS.

LIHEAP 1 is administered by the Pennsylvania
Department of Public Welfare. LIHEAP 1 helps low-
income households through energy assistance grants. If a
household is eligible, the calculated payment will be sent
directly to the appropriate utility/fuel dealer and the
payment will be credited to the consumer’s bill. In
Pittsburgh, consumers should call (412) 562-0330 or
link to www.dpw.state.pa.us/lowinc/heatassistance/
003670277 for more information. Individuals with
hearing impairments may call the TDD number at (800)
451-5886.

LIHEAP 2 or CRISIS is administered by the Allegh-
eny County Department of Human Services and also
helps low-income households through energy assistance
grants. As the name suggests, CRISIS applies when at
least one of the following is true: actual or pending utility
service termination, broken heating equipment or leaking
lines which must be repaired or replaced, or an absence of
fuel.

The same income guidelines apply to both LIHEAP
1 and CRISIS. Individuals may call (800) 851-3838 or
visit www.county.allegheny.pa.us/dhs/cs/liheap%202004-
05 for more information.
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Christopher J. Daly, M.D.
FREDERICK  M. JACOB  PHYSICIAN  MERIT AWARD

for OUTSTANDING  SERVICE TO ACMS

Howard N. Douds, M.D.
NATHANIEL  BEDFORD  AWARD

for OUTSTANDING  PRIMARY  CARE PHYSICIAN

Eugene S. Wiener, M.D.
RALPH  C. WILDE  AWARD

for OUTSTANDING  PHYSICIAN , TEACHER, LEADER AND  HUMAN  BEING

Charles F. Haeussner, M.D.
PHYSICIAN  VOLUNTEER  AWARD

for OUTSTANDING  VOLUNTEERISM  RENDERED BY A PHYSICIAN

Mary Lou Hepner
BENJAMIN  RUSH INDIVIDUAL  PUBLIC  HEALTH  AWARD

for OUTSTANDING  CONTRIBUTION  TO PUBLIC HEALTH  RENDERED BY A LAY PERSON

Friends of Forbes Hospice
BENJAMIN  RUSH COMMUNITY  ORGANIZATION

H EALTH  SERVICE AWARD

for OUTSTANDING  CONTRIBUTION  TO PUBLIC HEALTH

RENDERED BY A LAY ORGANIZATION

ACMS would like to recognize
the following awardees

Congratulations!

2004 ACMS AWARDS

PHYSICIAN  AWARDEES  WILL  BE FORMALLY

RECOGNIZED  AT  THE  JANUARY  22, 2005,
ANNUAL  INSTALLATION  OF OFFICERS

D INNER  AT  THE  DUQUESNE  CLUB .

December 5-11 is National Hand-Washing Awareness
Week. January 16-22 is Healthy Weight Week.
(Source: U.S. Dept. of Health and Human Services)

DECEMBER /JANUAR Y  ‘05
CALENDAR

Dec 24..................................Holiday: ACMS Office Closed
Dec 31..................................Holiday: ACMS Office Closed
Jan 6, 3:30 pm......................Pittsburgh Ophthalmology Society
Jan 7, 12:30-3:30 pm............Pittsburgh Public Schools
Jan 10, 5:30-7:30 pm............Pittsburgh Regional Healthcare Initiative
Jan 11, 10 am........................ACMS Alliance
Jan 11, 6:30 pm.....................Medical Assistants
Jan 12, 9:30 am-2:30 pm.......ACOG Advisory Council
Jan 17, 6 pm.........................Pittsburgh Urological Association
Jan 19, 11:30 am-3:30 pm.....Emergency Medical Services
Jan 21, 8:30 am-1 pm...........Three Rivers Adoption Council
Jan 22...................................ACMS Annual Dinner

Duquesne Club

Business Records Management, Inc.
“Specializing in HealthCare Records Management”

412-321-0600
www.businessrecords.com

*HIPAA Compliant

*Document Storage, Delivery & Management

*Computer Media Storage & Rotation

*Certified Document Destruction

*File Room Design & Consulting

from the staff at the
Allegheny County Medical Society
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LOUISE COLLINS

The Path to Electronic
Medical Records

T ECHNOLOGY  & M EDICINE

U nforgiving auditors make physician practices
painfully aware of gaps in documentation. In
fact, audits tend to be the number one reason

practices decide they need a solution to manage the
documentation and the patient care process. During the
crunch of an audit, physicians, administrators and staff
often simultaneously come to the same conclusion:
Electronic medical records (EMR) may be worth the
investment.

Gearing up for EMR
The financial investment and the necessity to change

workflow can be intimidating, however. As a result, EMR
selection, implementation and ongoing support are
timely concerns of physicians across the country. The
move to an electronic medical record is not instantaneous
for any practice. Instead, it is a deliberate process that
requires physician practices, both large and small, to
comprehensively evaluate needs and workflow—a diffi-
cult although invaluable exercise.

Once needs are determined, the initial path to select-
ing the right EMR is pretty well worn with many re-
sources to assist in the process, including professional
organizations, tradeshows, online discussion forums and
industry articles evaluating different solutions. Most
practices utilize these resources to narrow the preferred
vendor list down to three to four companies and then
begin evaluating which solution will best fit with the
practices’ budget, workflow and individual criterion.
Typically, practices undertake a one-year planning and due
diligence process.

Working together for solution selection
When evaluating different solutions, it is imperative

to get all factions of the practice involved from the start.
In reality, all elements must work together in tandem to
facilitate a thriving practice; without the doctors, admin-
istration would not have a job, and without administra-
tion the doctors would not be able to run a successful
business.

There have been cases when administration was
nervous to involve the doctors in the selection or plan-
ning process; hence, administration dictated the solution
that would be used, how it would be used and the
implementation plan. The results were abysmal: Three
years later and the practice has still not fully employed the
EMR, using only small portions of its functionality and
not reaping the financial or administrative rewards
inherent in EMR.

The most successful practices collectively decide an
EMR is the way to go and together evaluate and plan. By
working together, all factions feel empowered and decide,
“We’re going to do this together and success is our only
option.” Mandates and ultimatums are not typically well
received by staff or physicians.

Creating the implementation plan
After the vendor demonstrations, reference calls, site

visits and final decision, the next step is to create an
implementation plan. The implementation plan answers
who should “go live” and crucial elements such as when
and how. These questions often vary by individual
practice.
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In a multi-specialty organization, all of a certain
specialty, ob/gyn for instance, may go live at one time,
with family practice following and then ENT. In a multi-
site location, the decision may be to go live with the
smallest office first and work the way to the larger offices.
Each new implementation will give the next practice an
advantage both in terms of expertise and customization.

While the methods to roll out vary, the means are the
same. In my opinion, going live with all EMR
functionalities at the same time offers practices the best
chance to succeed, regardless of specialty or size. Occa-
sionally, a practice chooses to implement in intervals,
rolling out one function at a time. These practices have a
much harder time deploying the full solution in the
future, as evidenced by the previous example where
doctors, administrators and staff became comfortable
with the limited functions and were resistant to additional
upsets in workflow. Going live all at once offers continu-
ity and consistency from the very beginning.

Additionally, going live with all EMR fuctionalities at
once significantly shortens and simplifies the training
process—another integral piece of the EMR puzzle.
Practices all approach training in individual ways, often
with incentives such as brown bag lunches and healthy
competitive games among departments, but always try to
schedule training at times convenient to staff. Select
practice representatives should plan to visit the vendor for
intense training off-site, and staff and doctors should be
given the opportunity to test a few patient cases prior to
go-live. Often the questions do not arise until they are
able to get hands-on experience.

Surviving the go-live
Implementation is intimidating, but can be done well

as evidenced by a multi-site practice that successfully
brought seven sites and two satellites live in four months,
representing more than 250 users. Their attitude and
approach was “no failure” and they did extensive pre-work
to ensure a smooth implementation.

Workflow patterns of each site—and they all dif-
fered—were examined as well as the skills set of users.
The practice watched how everyone interacted, how
patients were taken back to the exam rooms and where
and how they checked out. This information was used to
determine specific customizations to the EMR, as well as
hardware needs and placement; for instance, where

printers and desktop computers would be most conve-
nient or if wireless possibly is the best option.

The multi-site practice decided to go-live site by site,
and each site shared information after they were live with
the subsequent sites, creating a snowball effect. Each
subsequent site did better than the previous one, profiting
from the successes and failures of their peers. The organi-
zation also benefited from a visionary, yet determined,
CEO and office administration who shared the idea that
they were going to make this happen and who dissemi-
nated that philosophy down to the grassroots level.

Reaping the rewards
Successfully selecting and implementing an EMR

system is truly 90 percent attitude and 10 percent apti-
tude. Many practices like the multi-site practice described
above have shown the determination and strength to
power through and succeed with EMR in a similar
fashion.

A robust EMR can help physicians and staff navigate
the tumultuous, ever-changing regulatory landscape and
enable administrators to have greater control over practice
processes. Return on investment garnered from elimi-
nated transcription fees, reduced paper supplies and better
documentation support for higher E&M levels all work
to a practice’s financial favor, as well as benefits like
logging on from home improve physician work life.

While the path to an EMR can be trying, the results
are well worth it. At the end of the first year, the majority
of physicians and staff—the same ones who provided
some resistance to EMR adoption in the first place—are
very strong proponents and the antiquated paper process
is left behind with no regrets.

Ms. Collins is clinical product manager at A4 Health Systems. She can be
reached at (919) 854-3704 or lcollins@a4healthsystems.com.

T ECHNOLOGY  continued

Successfully selecting and
implementing an EMR is truly 90
percent attitude and 10 percent
aptitude.
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CHAD M. SCROPP, PHARMD CANDIDATE

A lcoholism, also known as alcohol dependence, is a
chronic disorder and recognized as a disease by the
American Medical and American Psychiatric

Associations.1 It includes four criteria: craving, loss of
control, physical dependence and tolerance. If these
characteristics are not present, it may be more appropriate
to use the term alcohol abuse.2 Every day, more than
700,000 people in the United States are treated for
alcoholism. 3 This chronic disease accounts for approxi-
mately 100,000 deaths per year.4 Consequences of
alcoholism can be debilitating or even fatal.5 Excessive
consumption of alcohol increases the risk for neoplasms
of the liver, esophagus and throat. Possible sequelae
include hepatic cirrhosis, brain damage and immune
system dysfunction. An extensive review of
the pharmacotherapy of
alcohol dependence
was recently
published.6,7

Acamprosate for Alcohol
Dependence

Currently available agents for the management of
alcohol dependence are disulfiram (Antabuseâ ) and
naltrexone (ReViaâ ). Both possess mechanisms of action
that prevent relapse. Disulfiram inhibits alcohol dehydro-
genase, an essential enzyme for the metabolism of alco-
hol.8 This results in the accumulation of acetaldehyde, an
intermediary metabolite whose excess produces symp-
toms such as nausea, flushing, palpitations, thirst, chest
pain and vertigo. However, it is not clear whether disul-
firam promotes long-term abstinence.5 Naltrexone
prevents the desirable effects of alcohol consumption by
blocking opioid receptors.9 The opioid system appears to
play a role in regulating the intake of alcohol. In compari-
son to placebo, naltrexone reduces the risk of relapse to

heavy drinking and frequency of drink-
ing, but does not substantially increase

abstinence.10
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Acamprosate calcium (Campralâ , Forest Laboratories)
is the newest medication for the treatment of alcohol
dependence. Approved by the FDA in July 2004, this
agent is expected to be marketed in January 2005.
Acamprosate has been available in France and many other
countries for nearly 25 years. The drug is indicated for
maintaining abstinence from alcohol in patients who are
alcohol dependent.11 The compound is a synthetic
structural analogue of the amino acid neurotransmitter
g-aminobutyric acid (GABA) and the amino acid
neuromodulator taurine. Although the mechanism of
acamprosate is not completely understood, it is hypoth-
esized that it restores the balance between glutamate and
GABA neurotransmitters which is altered by alcoholism.
Acamprosate is not a controlled substance. Extensive
reviews of acamprosate use in alcoholism have been
published.12,13

There are four clinical studies cited in the product
labeling that evaluated the benefit of acamprosate in
alcohol dependence.11 The studies involved a total of 998
patients who received either acamprosate or placebo in
addition to psychosocial therapy. These double-blind,
placebo-controlled trials included alcohol-dependent
patients who had undergone detoxification and were
found to be abstinent from alcohol as of the commence-
ment of the trial. The studies took place over periods of
90 to 360 days. Three of the studies concluded that a
greater percentage of subjects were deemed abstinent
throughout treatment in the acamprosate group. The
fourth failed to demonstrate a statistical advantage of
acamprosate over placebo. However, patients included in
this study were known to abuse multiple substances and
were not required to have undergone detoxification or be
deemed abstinent as of the commencement of the trial.
Several European studies concluded that acamprosate
resulted in a greater degree of abstinence than placebo.14

Thirteen of the 16 investigations showed less relapse and
increased abstinence with the use of acamprosate. A one-
year study suggested that naltrexone had a greater effect
than acamprosate in reducing relapse rates, the number of
drinks consumed at one time, and craving.15 Another
comparative three-month trial in 160 alcohol dependent
patients evaluated responses to placebo, naltrexone,
acamprosate, or the combination of naltrexone and
acamprosate.16 Both drugs produced similar abstinence
rates. Overall, the combination of naltrexone and
acamprosate provided superior results to those observed

with the individual agents. Two additional studies evalu-
ated the safety and pharmacokinetics of acamprosate and
naltrexone, as well as combination therapy.17,18 Research-
ers concluded there was no contraindication to combina-
tion therapy. It was observed that naltrexone routinely
increased plasma levels of acamprosate; however, there
was no associated increase in adverse reactions. These
results appear similar to those being reported in an on-
going trial sponsored by the National Institute on Alco-
hol Abuse and Alcoholism.19 A systematic review of
published trials concluded that combination of naltrexone
and acamprosate is effective as adjunctive therapy in
alcohol dependence.13

The bioavailability of acamprosate after oral adminis-
tration is approximately 11%.11 Steady-state plasma
concentrations are reached within five days, and peak
plasma levels occur three to eight hours after administra-
tion. The drug is minimally bound to protein and does
not undergo hepatic metabolism. Acamprosate is prima-
rily eliminated unchanged via the kidney. It is not influ-

continued on page 598
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enced by the hepatic cytochrome P-450 enzyme system
and seemingly has a low potential for drug interaction.

Acamprosate has been evaluated in short-term (less
than six months) and long-term (six months to one year)
trials. During short-term therapy, acamprosate was
discontinued due to adverse effects slightly more fre-
quently than placebo (8% versus 6%).11 When used in
long-term therapy, discontinuation rates were the same
for patients in both the acamprosate and placebo-treated
groups (7% for both). Diarrhea was the most common
reason (approximately 1%) for discontinuation of
therapy. Other adverse events occurring less frequently
included nausea, depression, anxiety, dizziness, rash and
reduced libido.6,11 Acamprosate has not been associated
with any significant drug interactions; however, one
should be aware of its increased levels when combined
with naltrexone.

The recommended dose of acamprosate is two 333
mg tablets (total dose of 666 mg) three times daily.11 It
can be administered without regard to meals. However,
dosing with meals was employed during clinical trials and
is recommended to increase compliance in patients who
eat three meals per day. A lower dose may be sufficient in
some individuals. Acamprosate should be initiated as
soon as possible after the period of alcohol withdrawal
when the patient achieves abstinence. Therapy should be
maintained for one year, regardless of relapse. For patients
with moderate renal failure (creatinine clearance of 30-
50mL/min), a starting dose of one 333 mg tablet taken
three times daily is recommended. Acamprosate therapy is
contraindicated in patients with severe renal impairment
(creatinine clearance of £30 mL/min).

Acamprosate offers some benefit in patients with
alcohol dependence. It reduces alcohol cravings and
prevents relapse. While this approach may help to achieve
abstinence, current therapies such as naltrexone seem to be
more focused on controlling alcohol consumption.
Neither treatment has clearly been shown superior to
another. Therefore, combination therapy with
acamprosate and naltrexone and a comprehensive manage-
ment program, including psychosocial support, may yield
better results. Despite its availability in several foreign
countries for many years, acamprosate’s value in treating
alcoholism requires further evaluation. The optimal
duration of therapy and need for chronic administration
have yet to be determined.

PILL  BOX  continued from page 597

Dr. Lech is associate professor and director of the Christopher and Nicole
Browett Pharmaceutical Information Center, Mylan School of Pharmacy,
Duquesne University. He can be reached at (412) 396-4335. Dr. Kern
and Dr. Schropp, PharmD Candidates, can be reached at the same number.
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CHRISTINA E. MORTON

Early Detection/Intervention:
Best Combination for the
Hearing Impaired Child

continued on page 600

Bonnie Russo suspected that her son Nino couldn’t
hear when he was five months old.  Filled with
worry, she presented her concerns to her pediatri-

cian who told her that he was fine. One month later
Bonnie took Nino back for a check-up and again shared
her concerns and observations regarding his hearing. She
was quickly told not to worry and that it was probably
just her imagination.  “I think he (the doctor) thought I
knew more than I should, but this had to do with my
child,” Bonnie says.

Bonnie gave her pediatrician three chances, but after
not taking her concerns seriously or pursuing testing, she
began doing her own research.  She scheduled the appro-
priate tests with an audiologist and ENT
physician to determine whether or not
Nino could hear.  At the end of the day
of testing and appointments, Bonnie
found out that Nino was hearing
impaired.

Bonnie was devastated.  “You
can’t believe that this is happen-
ing to you and your child.
You feel very sad.  I cried
everyday,” she says. “Needless
to say, I changed pediatricians.”

Bonnie’s story is not
unique. Although she and her
family experienced such
challenges over 16 years ago,
there is still a need for more

education on the importance of early detection and
intervention and the effect a physician’s delayed response
may have on a hearing impaired child.

Causes of hearing loss
According to the Centers for Disease Control and

Prevention, 33 babies (or 12,000 each year) are born in
the United States every day with permanent hearing loss.
With three of every 1,000 newborns having a hearing
loss, it is the most frequently occurring birth defect.1

About half of all cases of hearing loss among children
are thought to result from genetic factors. Hearing loss
can also occur later in a child’s life due to infection (such
as meningitis, chronic middle ear infections or measles),

injuries (such as head injury), or certain
drugs (such as the antibiotic gentamicin).
High noise levels can also damage a
person’s hearing.  But no matter what
the cause, early detection and proper
intervention is key for successful
communication with others.

Universal Newborn Hearing
Screening (UNHS)

In a 1988 report, the Commission
of Education of the Deaf estimated
that in the United States, the average
age that children with congenital
hearing loss were identified was two-
and-a-half to three years of age, with
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many children not being identified until five or six years
of age.2

Research shows that, if left undetected, hearing
impairments in infants could negatively impact speech
and language acquisition, academic achievement, and
social and emotional development. If detected through
early intervention these negative impacts could be dimin-
ished and even eliminated.3

In 1993, a consensus panel convened by the National
Institutes of Health (NIH) concluded that all infants
should be screened for hearing impairment and that it
would be accomplished most efficiently by screening
prior to hospital discharge. Infants who failed the screen-
ing should have a comprehensive hearing evaluation no
later than six months of age.4

At that time, only two states, Hawaii and Rhode
Island, required newborn hearing screening for all babies.
By the time of the NIH Consensus Development Con-
ference, there were only 11 hospitals screening more than
90 percent of their babies.  Since then, the number of
universal newborn hearing screening programs imple-
mented in the United States has rapidly increased.3 There
are now 37 states with statutes related to universal new-
born hearing screening.

Pennsylvania passed legislation in 2001 that requires
newborn and infant hearing screening to be conducted on
no fewer than 85 percent of the live births in health care
facilities during birth admissions.3  A six-member Infant
Hearing Screening Advisory Committee within the state
health department was formed to advise and make
recommendations on issues relating to, but not limited
to, program regulation and administration, diagnostic
testing, technical support and follow-up.

 “We have made great strides in making sure new-
borns are screened, says Robert Cicco, MD, pediatrics and
neonatalogy, and member of Pennsylvania’s Infant Hear-
ing Screening Advisory Committee.

According to the Pennsylvania Department of Health
(PDH), 98.6 percent of newborns were screened prior to
hospital discharge between January and June of 2004.
Although Dr. Cicco agrees that screening has increased
nationwide over the years, he says that a lot of the pro-
grams across the country have not progressed past screen-
ing, causing some children to fall through the cracks
when it comes to follow-up procedures.

 “I think we have done a good job getting the message

out about screening, but we need to continue to evaluate
the quality of that screening process,” says Dr. Cicco.
“The message that we (Advisory Committee) have given
the state health department is that they must establish a
program that takes children through screening and makes
sure they are referred for a diagnostic evaluation to
confirm whether or not hearing loss has occurred. It also
ensures that, once diagnosed, the child is referred for
services, gets amplification, gets early intervention for
developmental services and more,” he says. “Only then
will you improve the outcome for that child.”

Barriers to screening follow-up
The objective of the Newborn Hearing Screening and

Intervention program through the PDH is for all new-
borns to receive an initial hearing screening in the hospi-
tal.  Those who fail the initial screen should receive
follow-up rescreening at the hospital within a month. If
an infant does not pass the rescreening, his/her physician
is notified. The physician should then direct and help
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coordinate the follow-up evaluation with an audiologist
who has expertise and experience in the evaluation of
infant hearing loss for a diagnostic evaluation.  If hearing
loss is diagnosed, the physician should do one or more of
the following:
• have the infant fitted by an audiologist with hearing

aids or other assistive devices;
• refer the infant to a medical specialist for treatment; or
• refer the infant to appropriate agencies capable of

providing early intervention services.5

Many physicians, however, still lack the tools and
immediate response needed when the hospital and state
health department informs them that their young patient
fails their hearing screening. “The reality is that there are
plenty of doctors out there who advocate for kids with
hearing loss, but when you listen to families, there are
others who have hampered the provision of services,” says
Dr. Cicco, adding that it’s important doctors be well
informed about the importance of following up an initial
screening with a diagnostic evaluation when needed.

Diane Sabo, PhD, director of audiology, Children’s
Hospital of Pittsburgh, and associate professor, Depart-
ment of Communication Science and Disorders, Univer-
sity of Pittsburgh, agrees that there is still a need for more
education among physicians regarding hearing loss. “I
think they are doing better, but there is still a long way to
go,” she says. “We are still getting reports of doctors
telling their patients that the test isn’t any good, so they
don’t need to do anything about it right now.”

In 2001, the American Academy of Pediatrics imple-
mented a program, Improving the Effectiveness of
Newborn Hearing Screening, Diagnosis and Intervention.
Administered through the medical home, the program
focuses on increasing the involvement of primary care
pediatricians and other child health care providers by
linking follow-up services more closely to the newborn’s
medical home.3  (Learn more about the concept of a
medical home at The National Center of Medical Home
Initiatives for Children with Special Needs, housed

continued on page 602
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Telephone Communications for Hearing Imp aired

Last spring, the Pennsylvania Public Utility Commission (PUC),
Pennsylvania’s Telecommunications Relay Service provider, and
AT&T announced a two-year statewide campaign, Spread the Word!
Communicate by phone with people who have hearing or speech loss.

This campaign represents joint efforts of the PUC and the Pennsylvania
Relay Service Advisory Board to educate the hearing public about
relay technology to enhance the opportunities of people with hearing
loss and speech disabilities for communicating with the hearing public in
their daily lives. The campaign is driven by a recent study showing that
less than nine percent of the hearing public in Pennsylvania are aware
of relay services. One out of every 12 Pennsylvanians is deaf, hard of
hearing or has speech disabilities.

The campaign, which began on April 1, features billboards, print and
radio ads, articles and interviews, a website, toll-free phone number,
traveling exhibit; education aimed at school-aged children and more.

PA Relay offers three basic types of relay service: Text Telephone (or
TTY Relay), Internet Relay and Video Relay. TTY is the most common
system. Any person who dials 711 is automatically transferred to a
communications assistant who will facilitate a confidential call between
the person using a standard phone and a person using a TTY.

In a typical relay call, the person who has a hearing loss or speech
disability uses a modem to type and read during the “conversation,”
while the relay assistant speaks with the hearing person and types
words to the person who has a hearing loss or speech disability. In
other types of relay calls, the relay assistant transcribes only half of the
call allowing people with a hearing loss to speak for themselves while
those with a speech disability can directly hear the person they have
called.

To learn more about Spread the Word! Communicate
by phone with people who have hearing or speech
loss, visit www.PArelay.net or call (800) 682-8706.

This information was provided by the Pennsylvania Public Utility
Commission. For more information, contact Lynn Williams, information
specialist, at (717) 787-5724 or lywilliams@state.pa.us.
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within the American Academy of Pediatrics (www.aap.
org.)

Through funding from the PDH, the Pennsylvania
Chapter of the Academy of Pediatrics (PCAP) was given a
contract to provide ongoing educational programs for
physicians on the importance of early detection of hearing
loss, getting children in for a diagnostic evaluation,
providing families with early intervention service options
and more. Dr. Cicco is president of the PCAP.

According to the state advisory committee, there is

also a lack of audiologists who are trained to work with
the infant population to perform in-depth diagnostic
evaluations. The state health department is providing
training mechanisms for audiologists to increase their
confidence in performing these evaluations. “Audiologists
need to develop skills to work with the very young
population. For instance, the way you test children and
the amount of information you get from the testing is
different from working with an adult population. Most
people don’t service children prior to having worked with
them for some time,” says Dr. Sabo.

Dr. Cicco recommends regionalizing such services.
“We don’t need every audiologist in Pittsburgh to per-
form diagnostic evaluations on children, but we need
doctors to know who can adequately perform these
evaluations and to whom they can refer their patients,”
he says. He also believes the audiologists conducting the
diagnostic evaluations have to do a better job of commu-
nicating their results back to the state health department,
which has personnel to follow-up and track infants who
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fail their hearing screening. This is necessary to assure that
appropriate assessment and evaluation are completed in a
timely fashion and infants receive appropriate treatment
and intervention.

Currently, however, tracking can burden health
department personnel due to an all-paper system and
enormous workload. A grant from the Centers of Disease
Control and Prevention will support the development of
a web-based electronic system that will allow all informa-
tion to be both input and maintained electronically.

A fourth barrier is making sure that, once diagnosed
with hearing loss, the child and his or her family are
directed to appropriate services that will improve the
child’s speech and language outcomes. “It goes well
beyond screening every baby in the newborn nursery,”
says Dr. Cicco.  “We are screening them, but we must
make sure we are doing it effectively.”

Modern auditory devices
Infants with hearing loss can be fitted with amplifica-

tion (hearing aid) in the first month of their life. Hearing
aids are assistive devices used by most deaf and hard-of-
hearing patients, including children.

The cochlear implant is another device that offers
severe-to-profoundly deaf children (and adults) the
opportunity to access sounds which otherwise would not
be available to them with traditional hearing aids. The
cochlear implant is an electronic device that requires
electrodes to be surgically placed into the part of the inner
ear known as the cochlea. These electrodes pass sound
that is converted by another part of the device, the
processor, into electrical impulses across the skin to the
implanted receiver.

Present day devices have improved so much that
cochlear implants are now being implanted in children as
young as 12 months of age. “If you put an implant in a
child who is deaf that young (one year of age), we antici-
pate that he or she will acquire regular hearing and
language, and hopefully spoken language skills that will
mimic a hearing child in a few years,” says Barry Hirsch,
MD, otolaryngology and professor, Departments of
Otolaryngology, Neurological Surgery and Communica-
tion Science and Disorders, University of Pittsburgh.

 “The sooner you implant a cochlear device, the more
success the child will have with that implant,” says Dr.
Hirsch. “If implanted with the cochlear device, it is

important for the child to be enriched in an environment
of total communication with an emphasis on oral educa-
tion. It is important to maximize use of the device.”

Acknowledging that cochlear implants may create
some controversy within the deaf community, Douglas
Chen, MD, otology/neurotology, stresses that physicians
are not telling people who are candidates for cochlear
implants that they have to proceed with the procedure.
“From a medical standpoint, we are not forcing anyone to
get a cochlear implant,” says Dr. Chen. “We are just
saying that these are the options and at least be knowl-
edgeable about them. A cochlear implant is not for
everyone. One should at least be educated about it,
though.”

Communication options
Since children acquire the capability to learn language

by 18 months of age, infants with hearing loss have the
best chance to learn to speak and communicate well if
hearing loss is identified and treated soon after birth.
Developmental delays may occur if an infant’s hearing
loss is left untreated.

continued on page 605

...when early identification and
intervention occurs, hearing
impaired children make dramatic
progress, are more successful in
school and become more
productive members of society .

According to the U.S. Health and Human Services,
when early identification and intervention occurs, hearing
impaired children make dramatic progress, are more
successful in school and become more productive mem-
bers of society.

Research has also compared children with hearing loss
who receive early intervention and amplification before
six months of age with those who received it after six
months. By the time they enter first grade, children
identified earlier are one to two years ahead of those
identified later in language, cognitive and social skills.6

Although there is consensus on the importance of
early intervention, for many years there has been
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Running a successful medical practice is no easy task,
especially toda y. Complex rules and changing regulations
are all potential roadblocks to success. The solution is
Pinnacle Management Services Organization. Our services
include:

• Practice Operations Support
• Medical Billing/Electronic Claims
• Accounts Receivable Management
• Human Resource Management
• Information T echnology/W ebsite Design

River Park Commons, 2403 Sidney Street, Suite 150, Pittsburgh PA  15203,  412.481.1791,  www.pinnaclemso.com

disagreement on what inter-
vention modules and commu-
nication options are best.
Major types of communica-
tion options for deaf and
hard-of-hearing children
include:
• spoken language through

oral deaf education, in
which the goal is to enable
the child to listen and speak
just as people with normal
hearing do;

• cued speech, a system that
uses hand signs to clarify speech reading (reading lips)
and gives the deaf and hard-of-hearing person additional
clues about the sound the speaker is making;

• American Sign Language (ASL), a language entirely
communicated through hand signs and gestures and
facial expressions;

• total communication, combining auditory training and
the teaching of spoken language with signing exact
English.

In Southwestern Pennsylvania, DePaul School for
Hearing and Speech (DePaul) and Western Pennsylvania
School for the Deaf (WPSD) are two options for families
with hearing impaired children.

DePaul School for Hearing and Speech
DePaul is a 97-year-old, non-profit organization

dedicated to teaching children who have hearing and
speech/language impairments through the auditory or oral
method of teaching, one of only 46 schools in the United

States to do so.
DePaul is now a state

approved private magnet school
for deaf and hard-of-hearing
children, certified to serve
children from birth to age 21.
The goal of the school is to
mainstream children to be fully
participating members of the
hearing and speaking world.
Students are mainstreamed into
regular educational settings
when they have developed the
skills to ensure their success,

with the ultimate goal of reaching their academic, social
and career potential based on their abilities—without
being limited by their disability.

For newborns to age three, teachers work with the
children several times a week in their homes. During this
time, parents are also taught how to help their children.
Children age three and above attend class in DePaul’s
school building five days a week, tuition-free, thanks to
state funding, insurance reimbursement and corporate,
foundation and individual donations.

DePaul’s curriculum parallels that of a traditional
school environment with the additional emphasis on
speech and language development and social skill develop-
ment. Apryl Eshelman, director of institutional advance-
ment at DePaul, believes that early intervention is key and
that oral education is the way to go. “Immersing a child
in oral education gives them the best shot to live in the
outside world. Whatever life may be for that child, we try

continued on page 606

Teachers at DePaul help children with a Halloween project.
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to prepare them for what lies
ahead.”

Shana Victoria, mother of a
ten-month-old son who is
hearing impaired agrees. “There
is nobody else in my family
with this problem, so I really
don’t have any experience with
signing. I knew I wanted him
to be able to talk and wanted
him to have the best chance to
live a normal life and function
in a world with speech,” says
Shana.

Through DePaul’s parent/infant programs, a certified
teacher goes to Shana’s home to work with her son to
begin the process of building strong oral communication
skills.  Shana is also involved in another program offered
at DePaul called Talkin’ Tots, a playgroup session for
infants and toddlers with hearing loss and their families
held at the school.  Shana sees this as an opportunity to
do some face-to-face networking with other families as
well.

Nino Russo, now 16, is an alumnus of DePaul. He
was 11 months old when he began receiving services from
DePaul and was mainstreamed into another school in
seventh grade.  He now attends Peters Township High
School. “DePaul really prepared me for the future and to
be with regular people. You have to work hard, but the
teachers there really helped me a lot,” Nino says.

Nino’s mother agrees that DePaul prepared her son
for the future.  “He sticks up for himself when he doesn’t
know or understand something,” Ms. Russo says.
“DePaul taught him to be a self advocate. He asks a lot of
questions and he doesn’t have a problem with that. He
has a lot of self confidence and self esteem,” she says.

Today, Nino is a typical teenager. “I can drive and I
have a cell phone. I play soccer for three teams and I hang
out with my friends,” Nino says. And although he doesn’t
know exactly which school he will attend, college is
definitely in the future.  “I want to go to college, but I
don’t know which one.  Maybe the University of Miami
in Florida or Duke University,” he says. “It’s warm down
there.  I don’t really like the cold!”

Western Pennsylvania School of the Deaf

Western Pennsylvania
School of the Deaf (WPSD),
on the other hand, teaches
students using total communi-
cation, including speech
training, speech therapy,
amplification, auditory train-
ing and signing while they
talk.

“We believe that the kids
who come to a total commu-
nication school have the best
of both worlds,” says Don
Rhoten, WPSD superinten-

dent. “This is a place where they can learn speech and
language while learn-ing to sign at the same time.”

WPSD has been dedicated to serving the educational
and social needs of the region’s deaf and hard-of-hearing
children since 1869 when its first 14 students were
enrolled.

Now a private charter school, WPSD continues its
tradition of dedication by providing a comprehensive,
tuition-free residential and day program to students from
preschool through 12th grade. In recent years, students
have hailed from over 100 school districts and 30 coun-
ties across the state.

Rhoten is proud that WPSD serves such a diverse
group of kids, some who primarily want to communicate
via sign and others via speech. “All of our kids are differ-
ent and all of our kids are special,” says Rhoten. “There is
no one way of teaching deaf kids, or hearing kids for that
matter. Instead of having one program, we have 200
individual programs for the 200 very diverse needs of our
kids,” he says.

WPSD also takes pride in being on the cutting edge
of technology. “WPSD is probably one of the leading
schools in Pittsburgh or the nation, whether in a deaf or
hearing school, regarding technological renovations,” says
Rhoten.  “Staff and students are very skilled in technology
because we believe it levels the playing field as far as
empowerment and access for our students.”

No matter what the preferred mode of communica-
tion is, however, Rhoten agrees that early intervention is
important. “The sooner the kids enroll in any kind of
program, the better off they are,” he says.

There is still a lack of awareness among physicians

Teacher goes one-on-one at Western Pa. School for Deaf.
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regarding what communication options are available,
what the pros and cons of each may be and how to
present that information to parents in an unbiased
manner. “If you say to a pediatrician or family doctor,
‘My child has just been diagnosed as hearing impaired,
What are the pros and cons of various communication
options?’ most doctors will have their jaw drop and say, ‘I
don’t know what to tell you,’” says Dr. Cicco.

 “As a physician I don’t need to be an expert in
everything that comes across my desk, but I need to tell
people where to turn to get those expert answers,” he says.
“It’s not easy to get people to present things in a fair or
unbiased manner, but I think that allows people to make
more appropriate decisions.”

Dr. Sabo agrees, stating that it is important for
doctors to help families realize they have options and to
encourage them to visit different schools so they can learn
about the different modes of communication.

 “No matter what, it is very important for us to pre-
sent options and not dictate options,” says Dr. Cicco.

RESOURCES

DePaul School for Hearing and Speech. Call (412) 924-1012 or log on to
www.oraldeafed.org/schools/depaul/

Western Pennsylvania School for the Deaf. Call (412) 371-7000 or log
on to www.wpsd.org

REFERENCES

1White, K.R. (1997). The scientific basis for newborn hearing screening
issues and evidence. Invited keynote address to the Early Hearing
Detection and Intervention Workshop sponsored by the Centers for
Disease Control and Prevention.

2Commission on Education of the Deaf. (1998). Toward equality:
Education of the deaf.

3National Center for Hearing Assessment and Management, Utah State
University. http://www.infanthearing.org

4National Institutes of Health (NIH). (1993). NIH Consensus Statement.
Early identification of hearing impairment in infants and young children.

5Pennsylvania Department of Health. http://www.dsf.health.state.pa.us

6Yoshinaga, C. (1996). The effect of early identification on the develop-
ment of deaf and hard of hearing infants and toddlers. Presented at
Joint Committee on Infant Hearing meeting.

Ms. Morton is director of communications at the Allegheny County Medical
Society. She can be reached at (412) 321-5030 or cmorton@acms.org.



608 u   The Bulletin December 2004

FEA TURE

In the United States, more than one million Ameri-
cans 40 years and older are legally blind, and 2.4
million are visually impaired. These figures will

increase as the population ages. Relatively little attention,
however, has been given to children with blinding condi-
tions in our population. The relatively small numbers of
children with visual disability and the causes for blindness
in this population are lost in these often-quoted statistics.
We report the prevalence of blindness and efforts to
educate children who are blind in our community. With
this information, we can better understand the problems,
direct resources and make efforts to correct the causes of
blindness in this population.

Until 1887, Pittsburgh and Allegheny County did
not provide services to the blind and visually impaired.
This situation was corrected when Jane Holmes, in her
final will, bequeathed $25,000 to the founding of a
facility to support the needs of individuals with severe
vision impairment. Almost immediately, a group of
citizens responded to Miss Holmes’ challenge and created
a corporation that became the Western Pennsylvania
School for Blind Children. By 1890, the first board of
directors recruited H. B. Jacobs, superintendent of the
Indiana School for the Blind, to relocate to Pittsburgh
and organize the first school. When the doors opened, 13
young men and women comprised the student body.
Their educational program was rigorous, including
instruction in braille as well as household crafts. The
objective of the program was to prepare the students to
be as independent as possible and, when practical, to
prepare the pupils with vocational skills.

From its founding, the school served a wide geo-

The Prevalence of Blindness in
Western Pennsylvania (1887-2000)
ALBERT W. BIGLAN, MD

JANET SIMON, PhD

graphic area. Today, as in the nineteenth century, the
school admits children from 33 counties in the western
region of the Commonwealth. Dormitories are available
to house students who live too far from Pittsburgh to
commute daily. The current census shows that 49 percent
of the population comes from Allegheny County. Since
1894, the school has been located in the north Oakland
neighborhood of Pittsburgh. The main campus is situated
on an attractive five-acre campus. Directly across the
street, an early childhood center was constructed and
opened in 2002.

Over the course of its 115-year history, much has
changed. At one time the school provided the only
educational program in the region for blind students. The
passage of the Education of All Handicapped Children’s
Act (PL 94-142) in 1975 had a dramatic impact on the
institution. This landmark act created opportunities for
students with disabilities to access a free, appropriate,
public education which was to be delivered, to the extent
possible, for students with disabilities participating in the
same class as their non-disabled peers. Blind children who
were cognitively competitive soon found placement in
neighborhood schools where their special needs due to
vision impairment were addressed by qualified teachers.
With this significant change, the school for Blind Chil-

Until 1887, Pittsburgh and
Allegheny County did not provide
services to the blind and visually
impaired.
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dren needed to re-define its role. It considered a number
of options, including closing the program. After much
consideration, the board and administration agreed to
remain open but alter the focus of the program. Since the
mid-1980s, the school has created successful program-
ming for children and youth who are blind and further
disabled by serious, concomitant conditions such as
cerebral palsy, profound hearing loss and mental retarda-
tion.

Currently, the school’s enrollment annually is be-
tween 170-180 students. The youngest enrolls at age
three and graduation occurs after the student’s 21st
birthday. Many eye-care providers initially introduce
families of prospective students to the school. Ultimately,
the final decision to enroll is made by a team that in-
cludes the parents of the child and the local school district
where the family resides.

Today, the educational program is designed fully for
students with multiple disabilities. The curriculum is
functional and emphasizes the acquisition of basic life
skills. Instruction is enriched with courses including art,
music, aquatics and adapted physical education. Special-
ized classes in orientation and mobility, functional braille
and assistive technology also enhance the program.
Widely recognized for the quality and effectiveness of its
varied programs, in 2001, the United States Department
of Education named the Western Pennsylvania School for
Blind Children a National Blue Ribbon School of
Excellence.

Throughout the years, the administrators have been
careful to archive the history of the institution. An annual
report has been published each year dating back to the
founding of the school. Likewise, information on all
students who were admitted has been retained in sum-
mary form, including the diagnosis of the individual’s
visual condition.

Over the past 115 years, care for children with
blinding eye conditions has evolved from programs of
observation and little intervention to application of high
degrees of technology. The newer technology for inter-
vention has evolved mostly in the past five decades. As is
applied, the technology should change the prevalence of
blindness in our community, as well as the type of
blindness causing referral to the school.

continued on page 610
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Herein we present, in ten year increments, the most
prevalent conditions responsible for blindness in our
community as represented at the Western Pennsylvania
School for Blind Children.

These tables show a change in conditions that have
caused blindness in children over the past 110 years.
During the first several decades, the listed diagnosis may
be influenced by the diagnostic categories available and an
evolution of understanding of the causes of blindness over
this period. For example, “optic nerve atrophy” may
represent diseases of the eye such as retinitis pigmentosa,
Leber’s optic atrophy or glaucoma. Conditions affecting
the optic nerve such as hypoplasia, diseases of the central
nervous system such as tumor or hydrocephalus, or
infection may also give the appearance of atrophy and
may have been misdiagnosed in earlier years.

Infections of the cornea, or ophthalmia neonatorum,
had a high incidence prior to the introduction of Crede’
prophylaxis and the availability of antibiotics preceding
World War II. With the availability of antibiotics, this
cause of blindness has been virtually eliminated.

Cataract remained a problem until it was recognized
that early surgery was necessary and that this could be
accomplished with the introduction of safe anesthesia for
children. The introduction of aspiration of children’s
cataracts by Scheie and others in the 1960s, and refine-
ments in this technique by Hiles and others, has reduced
cataract as a cause of blindness. The rubella epidemic in
the early 1970s in this country caused an increase in the
incidence of cataracts due to this virus. The introduction
of an effective vaccine has all but eliminated this form of
cataract.

In the late 1940s, Otto Barkan introduced the
goniotomy procedure for treatment of glaucoma. This
operation, the filtration procedures and shunting proce-
dures combined with availability of powerful medications
to control intraocular pressure, have almost eliminated
glaucoma from the list of diagnoses.
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Shortly after World War II, improved technology
became available to save children with a low birth weight.
This evolved as a result of a better understanding of
respiratory physiology and the ability to administer
oxygen to children born prematurely. In the 1940s,
unmonitored delivery of oxygen was associated with an
epidemic of retinopathy of prematurity throughout the
United States, which led to retrolental fibroplasia as a
cause of blindness in our community. This epidemic
extended into the 1950s until it was recognized that
supplemental oxygen administration must be carefully
monitored. With this recognition, and the results of the
prospective multicenter study evaluating the effectiveness
of cryotherapy for treating retinopathy of prematurity
(Cryo-ROP study), blindness as a result of prematurity
has been reduced. Retrolental fibroplasia has become less
of a problem, but still persists. This most likely reflects
increased capabilities of our neonatal intensive care units
to preserve the lives of children with increasingly lower
birthweights.

Cortical blindness is caused by defects in the visual
pathways or in the visual cortex. This was probably a
constant cause of blindness until recently. The recent
increase in cortical visual defects possibly represents an
increase in cerebral anoxia, secondary to the increase in
low birthweight infants and the inability to deliver
oxygen and other nutrients to the developing central
nervous system early in life. The increase in cortical
blindness may also be due to the recovery from condi-
tions such as meningitis, a condition that was more likely
to be fatal in the past.

The accompanying tables list the most common
blinding conditions over the past 115 years. They show a
modicum of success in reducing blindness in children.
Blindness in childhood, however, remains a problem.
Our efforts should now be aimed at reducing the more
prevalent causes of blindness on the most recent lists.
This should stimulate research efforts in these areas.

Dr. Biglan is adjunct associate professor at the University of Pittsburgh
School of Medicine. He can be reached at abiglan@bellatlantic.net. Dr.
Simon is executive director at the Western Pennsylvania School for Blind
Children. She can be reached at jsimon@wpsbc.org. The authors would like
to recognize the efforts of Margaret Pegnetter and Barbara Cunningham in
the collection of the data for this report.
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T he Health Policy Institute marked its 25th Anni-
versary on December 1 with a lecture by the
Institute of Medicine’s president, Harvey V.

Fineberg, MD, on Changing Healthcare in America, and
a celebration at the University of Pittsburgh’s Graduate
School of Public Health Auditorium.

Mission and programs
From its founding in 1980 by the University of

Pittsburgh, the Allegheny Conference on Community
Development and several local foundations, the Health
Policy Institute’s (HPI) mission has been to contribute to
better health for the citizens of the Pittsburgh region
through relevant analytical and educational programs that
support the decision makers who guide health care in the
region, including these programs:
• Governance briefings support board members and

executives of the region’s health care organizations in
their decision making by providing insights and infor-
mation on contemporary governance challenges.

• Lecture Series in Health Policy & Management pro-
vides a regional forum for presentations on timely and
important issues by nationally prominent authorities as
well as local health care leaders.

• Publications and presentations provide cutting-edge
information and insight on health policy and manage-
ment issues.

• Collaborations permit HPI to extend its impact.
Among the most important collaborations are those
with Pitt’s Center for Bioethics and Health Law, Center
for Minority Health, and Institute of Politics.

• Academic involvement permits HPI to participate in
educating future generations of health care leaders.

Leadership and support
Based in Pitt’s Graduate School of Public Health,

Department of Health Policy & Management, HPI’s
programs are overseen by an Advisory Council comprised
of community, foundation, health care and university
leaders. From its founding, 73 individuals have served on
the Advisory Council. With the council’s guidance, HPI’s
programs are implemented by a small professional staff
with the assistance of an administrator and a secretary.

Beaufort B. Longest Jr., PhD, was
recruited as HPI’s founding director
from Northwestern University’s
Kellogg Graduate School of Manage-
ment. Samuel A. Friede, a Fellow of
the American College of Healthcare
Executives with extensive executive
experience, joined HPI in 1998 as
director of its governance initiative.

HPI’s programs are made possible by broad-based
support from the region’s foundations, businesses and

The Health Policy Institute (HPI) of the University of Pittsburgh provides an extremely important and ecumenical forum for considering health related issues in the
Western Pennsylvania region. The Allegheny County Medical Society actively participates in HPI activities, including serving its Board of Directors along with
industry, health care facilities, and insurer representatives. The recent symposium, Obesity: Policy Implications of a Public Health Challenge, is an excellent example
how the HPI, working collaboratively with the ACMS, developed and implemented a very important event in which community leaders in education, health care and
industry came together with local, state and national political leaders along with the Institute of Politics at the University of Pittsburgh. The purpose of the symposium
was to develop a strategy for the most effective ways to collaborate in addressing the obesity problem in Western Pennsylvania. This is just one example of our long-
standing, very productive relationship. The ACMS looks forward to our continued participation with this very important organization in our community.

— Terence W. Starz, MD, ACMS Vice President

The Health Policy Institute
Commemorates 25 Years

Dr. Longest
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health care organizations. Over HPI’s 25-year life, 67
organizations have made grants to support its work.
Especially generous funding has come from Alcoa Foun-
dation, Highmark, R. K. Mellon Foundation, McCune
Foundation, The Pittsburgh Foundation and the Univer-
sity of Pittsburgh Medical Center. In 2000, the McCune
Foundation and the University of Pittsburgh Medical
Center endowed the M. Allen Pond Chair, which is held
by the HPI director.

Programs
Key among HPI’s programs are its lectures and

briefings. Open to all who are interested, these lectures
and briefings are well-attended and highly rated by
participants. Physicians and attorneys receive continuing
professional education credit. Regional health care leaders
are comfortable speaking candidly in the neutral forum
the HPI provides.

Governance Briefings, the most recently established
of HPI’s programs, reflect the increasingly difficult
challenges facing those who govern the region’s health care
organizations and their need for timely and authoritative
information by notable speakers to help meet these
challenges. An Advisory Committee comprised of active
trustees of health care organizations and tailored specifi-
cally for those with governance and senior management
responsibilities oversees the briefings.

In order to extend its impact, HPI routinely collabo-
rates with Pitt’s Center for Minority Health and its
Center for Bioethics and Health Law in co-sponsoring
lectures. Some collaborative programs are tailored espe-
cially for elected officials. For example, HPI recently
collaborated with Pitt’s Institute of Politics, Institute on
Aging, and Center for Social and Urban Research to
provide a program on Understanding the Medicare Drug
Benefit Plan: Federal, State and Local Perspectives. In
another recent program, HPI collaborated with the
Institute of Politics and the Allegheny County Medical
Society to provide a seminar for elected officials and
community, foundation and business leaders on Obesity:
Policy Implications of a Public Health Challenge.

Impact
HPI continuously assesses whether it is accomplishing

its mission. The Advisory Council carefully monitors
performance, and the organizations that support HPI

insist on results. Present and future health care decision
makers in the Pittsburgh region and beyond are exposed
to advanced, sophisticated information and insight on
critical decisions they face.

HPI routinely evaluates its programs, which are
consistently rated 4.5 or higher on a 5-point scale. This
quantification aside, however, the real test of HPI’s
performance is fulfillment of its mission. Only if its
programs assist and support health care decision makers in
ways that permit them to make better, more informed
decisions can HPI contribute to better health in the region.

HPI relies on what participants in its programs have
to say, and their statements speak volumes about its
impact. In recent formal evaluations and communica-
tions, for example:
• A health care trustee said that she sees more clearly the

barriers to effective collaboration between boards and
medical staffs, and ways to overcome the barriers.

• A health care system trustee said that she sees more
clearly the value of diversity on her board to the health
of people her system serves.

• A member of the Pennsylvania General Assembly said
that he now understands the relationship between the
PACE program and the benefits provided under the
new Medicare drug benefit, and the continuing cover-
age gaps for the region’s elderly citizens.

• Graduate students in health management and policy,
public health, law, medicine and nursing expressed
enthusiasm for what they learned through programs
that HPI offered, especially for the opportunity to
interact with some of the nation’s leading experts on
health policy and management.

• A foundation executive said that HPI has facilitated the
identification and development of several successful
foundation-sponsored health projects.

As HPI Director Beaufort Longest is quick to say,
“Statements such as these are the basis upon which all of
us involved in HPI conclude that our programs help
improve the public- and private-sector decisions that
affect health care, and ultimately the health of those who
live in the Pittsburgh region.”

This brief history was provided by the Health Policy Institute. For more
information, including a list of noteable speakers for both the governance
briefings and health care lectures, visit www.healthpolicyinstitute.pitt.edu.
Dr. Longest can be reached at (412) 624-6104 or longest@pitt.edu.
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ANNA LAVERTUE

Understanding Claims-Made
Coverage

PRACTICE  MANAGEMENT

M edical malpractice lawsuits are often filed
almost two years from the date a patient
received the treatment forming the subject of

the litigation. It can easily take another three years to
bring the lawsuit to conclusion. A lot can happen to the
costs of defending a lawsuit and what juries are willing to
award to a successful plaintiff over that period of time.
There is uncertainty in both the number of lawsuits and
the average amount paid per lawsuit over this time frame.
Uncertainty in experience generally results in the need for
insurance companies to charge higher
rates to ensure that sufficient funds will
be available to defend the insured and
make necessary payments.

Because claims-made policies cover
lawsuits based on when they are reported
to the insurance company and not when
the challenged treatment was provided,
claims-made coverage helps reduce the
uncertainty about the number of law-
suits that will be covered by a policy in any given year.
Thus, claims-made rates can be based on more current
information about cost than policies providing coverage
based on when the treatment took place.

An overview of claims-made coverage based on the most
common questions we receive from physicians follows.

How does claims-made coverage work?
To understand how claims-made coverage works, two

terms are critical. The first is “report date.” That is the

date the insured reports the lawsuit to the insurance
company. The second is “retroactive date.” That is the
effective date of the claims-made coverage. If the insured
has an “in force” claims-made policy on the report date,
and the lawsuit is based on treatment provided on or after
the retroactive date, there would be coverage providing
that the policy conditions are met.

The following chart illustrates how claims-made
coverage that became effective on January 1, 2004,
responds to lawsuits reported during later policy years.

How is claims-made coverage priced?
As discussed above, it is unlikely that many lawsuits

will be reported in the first year of coverage. The likeli-
hood that a lawsuit will be filed increases over time. For
these reasons, claims-made premiums are lower in the
early years of coverage. The premium increases incremen-
tally (over a four-year period in PMSLIC’s case) until it
reaches the “mature” rate level, reflecting the company’s
expectation that, at that point, the number of lawsuits
reported has generally peaked.
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What happens when a claims-made policy is
terminated?

Pennsylvania law requires that provisions be made for
lawsuits filed against the insured after a claims-made
policy is terminated. This can be accomplished in one of
two ways.

The first is that the insured can purchase coverage
from the company that provided the terminated claims-
made policy. This coverage is called a reporting endorse-
ment (or sometimes “tail coverage”).

The second is to purchase “prior acts” or “nose cover-
age” if the insured is going to another carrier for coverage.
Instead of starting all over again with first-year claims-
made coverage, by paying the appropriate rate, the new
carrier will allow the insured to keep the original retroac-
tive date. Then, any claims made against the insured can
be reported to the new carrier.

What does the reporting endorsement cost?
Most carriers writing claims-made coverage in Penn-

sylvania provide a reporting endorsement at no additional
cost if the insured meets certain requirements. For ex-
ample, PMSLIC’s claims-made policies include a Death/
Disability/Retirement (DDR) Waiver. The DDR waiver
eliminates the cost of the reporting endorsement if the
insured dies or becomes permanently and totally disabled
while the policy is in force or retires at age 50 or older
with five or more years of continuous PMSLIC coverage.

Also, if the insured moves from one carrier to another
at the same claims-made level in Pennsylvania, there is no
cost for a reporting endorsement at that time. It is only
when the claims-made coverage is finally terminated that
the need for a reporting endorsement must be addressed.

In the situation where a reporting endorsement is
actually purchased, the cost is based upon the company’s
rates at that time, taking into account the insured’s loss
experience, rating classification and the number of years
the claims-made policy was in force.

Summary
Claim-made is an effective policy form. Claims-made

policies meet the requirements of Pennsylvania law. The
predictability of claims-made coverage allows a company
to more accurately price coverage, thereby enabling the
insurer to maintain financial strength and meet its long-
term obligations to its policyholders.

The information contained in this article is for
illustrative purposes only. A company’s contract language
and underwriting rules govern the resolution of any
questions that may arise relative to coverage provided by
the policy and the premium charged.

Ms. Lavertue is director of communications and quality for PMSLIC
(Pennsylvania Medical Society Liability Insurance Company). She can be
reached at (717) 558-7500 or alavertue@pmslic.com.

PRACTICE
M ANAGEMENT  continued
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ELIZABETH L. FULTON

Dr. Burke—Team Doc
and Sports Enthusiast

PROFILE

Charles Burke III, MD

Charles (Chip) Burke III, MD, is as impassioned
about sports as an orthopedic surgeon specializing
in sports medicine could be. In fact, he had just

returned home from coaching several 13-year-old hockey
players when this interview took place.

Dr. Burke grew up in Boston and received his under-
graduate degree from Harvard University, where he had
played hockey. He received his medical degree from the
University of Cincinnati College of Medicine in 1981
and completed his general surgery residency at the Univer-
sity of Massachusetts Medical Center before coming to
Pittsburgh in 1983 to complete a residency in ortho-
pedic surgery at UPMC.

He is the past president of the National
Hockey League (NHL) Team Physician Society
and has been the Pittsburgh Penguins team
physician since 1988. (Author’s note: The
following answers have been paraphrased.)

How did you decide to become a doctor?
Actually, I was originally interested in

animals. We owned dogs and had some
ducks. I wanted to be a veterinarian. But

then I decided I would rather take care of people than
animals.

How did you become interested in sports medicine?
I grew up with five brothers. My mom was very

supportive. You name a sport, we can play it. Three of my
brothers and I played Division 1 hockey in college. It just
carried over with all the sports I played.

How did you become involved with the NHL?
I started working with the Penguins in 1983 or ‘84

when I was a resident. I became the team
physician in 1988 and was the head of

the team physicians society in about
2000.

I headed the concussion program
and the injury prevention program. I
am interested in making the game
better and safer; I worked with safety
issues in the professionals and now
with amateur hockey. I teach coaches
about safety.
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Tell me a bit about being the Penguins’ team physician.
Being a team physician is what people think it is, yet

not what they think it is. It is a job. I don’t just hang out
with the players. I’m in charge of the whole medical
situation. I’m also responsible for the opposing team
during a game. I’m not just a fan who gets to watch the
game. It takes a lot of time, a lot of hard work, a lot of
responsibility and a lot of commitment. But it is a lot of
fun, too.

You were the team physician for the U.S. Olympic hockey
team in 2002 in Salt Lake City. What was that like?

It was exciting, but, again, a little bit of both sides.
We got to stay in the Olympic Village with all the other
athletes; but when the team wasn’t playing or practicing, I
was responsible for clinic care for the other athletes. So I
really didn’t have time to experience the Olympics, to
walk around and to see other events. It was a great
experience and interesting to go to, but I couldn’t spend a
lot of time to experience the games, and we couldn’t
bring our families. It was fun to do once, but you can
only do it once. You have to give other people a chance.

What do you do in the off-season or in a situation like this
year when there isn’t a season?

The hard thing for people to understand is that the
Penguins take up a small amount of my time. I have a
regular practice where I see patients until about four in
the afternoon. It was only two or three nights when I
went to the Civic (Mellon) Arena. Now I get to go
home. It doesn’t affect my day-to-day schedule. I’m not
as busy as I normally would be. I was given back my free

time. The strike is not a problem with me, as much as I’d
like to see them playing. I like my free time.

What are some of your hobbies?
I have four kids, 17, 16, 15 and 13. All are involved

in sports. They play a lot of sports: tennis, lacrosse,
hockey and other things. I also coach youth hockey, and
I’m involved with USA Hockey and give coaching clinics
on safety. When I’m not driving my kids to sports and
watching them play, I also play sports. I like to golf and
snow ski.

What else would you like the readers to know about you?
I think its important to know that I work with other

people besides the Penguins. I think other physicians
understand what a team physician does, but I do have a
regular orthopedic practice.

I’m the only doctor in my family. My brothers aren’t
doctors. I don’t have a cousin who is a doctor. They are all
in business or something. I’m sort of the black sheep in
my family.

When I was younger, I met my pediatrician on the
street one day, and I started complaining about problems
in medicine. I always think about what he said. “Medi-
cine is a wonderful thing to do. You get to help people,
make them better. Never lose sight of that. Don’t think
of the government, insurance companies, lawyers. Medi-
cine is a great thing to do everyday.” I still think of that,
especially on hard days. Keep focused on what the real
problems are.

PROFILE  continued

Ms. Fulton  is communications assistant for the Allegheny County Medical
Society. She can be reached at efulton@acms.org.
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Following the lead of most other states, the Pennsyl-
vania Board of Medicine now requires that physi-
cians participate in continuing medical education

(CME) in order to practice in the state. This new man-
date is a result of Act 13 (the Mcare legislation) passed by
the legislature in March 2002, with the CME provision
included as one of the initiatives to promote patient
safety. The state board of medicine, which was respon-
sible for developing and promulgating the specific re-
quirements, did not release the final regulations until
August 2004. As a result, there will be a phased-in
implementation process beginning with this fall’s license
renewal process.

In this year’s license renewal, physicians will be asked
to attest that they have met the following CME require-
ments between January 1, 2003, and December 31, 2004:
• At least 25 credits in AMA Category 1 or 2. These

credits may be in any content areas except office man-
agement or practice billing. Definitions of AMA
Categories 1 and 2 can be found at the AMA web site:
http://www.ama-assn.org/ama/pub/category/
2927.html.

• At least three CME credits in patient safety or risk
management, which may include either Category 1 or 2
activities. These three credits may also be used to satisfy
the total requirement of 25 credits. The board of
medicine has provided the following content areas that
may satisfy the patient safety/risk management require-
ment: improving medical records and record-keeping,
reducing medical errors, professional conduct and
ethics, improving communications, preventative
medicine and health care quality improvement.

Beginning in subsequent licensure cycles (with the
license renewal in 2006), it will be necessary to demon-
strate the following CME participation within the
preceding two years:

New CME Requirements
BARBARA BARNES, MD, MS

• At least 100 CME credits, at least 20 of which must be
in Category 1.

• At least 12 credits must be in the area of patient safety
and risk management. These may be either Category 1
or 2 and may be used to satisfy the overall 100-hour
requirement.

As a result of the extremely brief implementation
period, physicians have many questions about how they
can comply with the new requirements:
What level of documentation needs to be submitted with
the license renewal?

The application for re-licensure merely asks if you
have met the CME requirement. The only response
required is a simple “yes” or “no.” There is no need to
submit a list of CME activities that you have attended.
What are the options for obtaining CME credit to meet this
year’s requirements?

Physicians should first review all of the CME activi-
ties that they have attended and decide if they wish to use
Category 1 or Category 2 credits to satisfy the require-
ment. Reappointment standards of many hospitals in-
clude participation in CME, with the total hours required
frequently meeting or exceeding the state’s expectations.

There are many opportunities for obtaining Category
1 credit, including web-based and other types of self-
study activities, grand rounds at local hospitals and formal
courses. In addition, board re-certification is recognized
by the AMA for their PRA Recognition Award, and the
AMA will also directly issue 25 Category 1 credits for
board re-certification (this requires direct application to
the AMA). Physicians can also apply to the AMA to
receive Category 1 credit for publication of peer-reviewed
articles, presentations at CME activities and completion
of medically related degrees. More information about
these options can be obtained at www.ama-assn.org/ama/
pub/category/2927.
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Category 2 credit is self-declared and may include
reading journal articles, consultation with colleagues,
teaching residents and medical students, and teaching
other health professionals.
What activities qualify for the patient safety/risk manage-
ment requirement?

Although it will be relatively easy for physicians to
satisfy the total number of CME hours required, many
questions have been raised about what types of activities
qualify for the patient safety and risk management
provision. The state regulations list the following types of
activities that are relevant to this category:
• improving medical records and record keeping,
• reducing medical errors,
• professional conduct and ethics,
• improving communications,
• preventative medicine, and
• health care quality improvement.

Since there is no mechanism to determine which
CME activities will qualify for the patient safety/risk
management requirements, it will be up to the individual
physician to demonstrate that particular learning experi-
ences qualify. The categories developed by the state are
very broad, and it is likely that the board will be relatively
liberal in terms of determining eligibility. Physicians
should review the CME activities they have attended over
the last two years to determine what topics may qualify in
this area, looking for those that relate to the above areas.
Again, it should be remembered that Category 2 credits
will  be accepted.
What resources are available for meeting the patient safety/
risk management requirement?

Physicians who need additional credits in the risk
management/patient safety area have many options for
meeting the requirements. The Pennsylvania Medical
Society produces several excellent publications such as
Consult and intouch that are available to members
through its website (www.pamedsoc.org). The Agency for
Health Care Research and Quality also offers case studies
on a variety of patient safety issues (webmm.ahrq.gov).
The University of Pittsburgh Center for Continuing
Education in the Health Sciences’ web modules on
patient safety and risk management can be accessed at
www.cme.health.pitt.edu.
How will the state verify completion of the CME require-
ment?

During the upcoming licensure period, the state will
audit a sample of physicians to obtain verification of
CME attendance. There has been no indication of the
sample size that will be examined.
What kinds of CME records should physicians maintain?

The state regulations provide a variety of alternatives
by which physicians can document participation in CME
activities:
• AMA PRA certificates distributed following comple-

tion of a CME activity,
• credit transcripts provided by accredited CME organiza-

tions,
• certificates provided by state medical societies (such as

the Pennsylvania Medical Society) or specialty societies
that verify and document CME attendance, and

• credentialing records of hospitals or third-party payers.
Documentation of participation in Category 2

activities can include personal log books, diaries or journal
notes describing the nature of the learning intervention.

In terms of the patient safety/risk management
requirements, physicians should maintain sufficient
documentation to indicate that the learning activity meets
the spirit of general subject areas defined by the state.
Course brochures, transcripts, or certificates listing
specific topics of presentations and/or learning objectives
may be useful in this regard.
Is anyone exempt from the requirements?
The state requirements list the following exemptions:
• first-time licensees,
• physicians holding training licenses,
• retired physicians providing care only to immediate

family members,
• physicians on inactive status, and
• those granted hardship waivers under circumstances

such as serious illness or military service.
What is required of osteopathic physicians?

The osteopathic board already has requirements for
CME and is developing additional standards for patient
safety/risk management education. This will not go into
effect until the next licensure cycle.

Dr. Barnes is associate dean for continuing medical education at the
University of Pittsburgh School of Medicine. She can be reached at
barnesbe@upmc.edu.

BARBARA BARNES, MD, MS
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BOOK  REVIEW

Doctor, Can You
Hear Me? Patient,
Are You Listening?
ROBERT D. BENNETT, MD
In this incisive summary of the perceptions of more than 3,000 patients,
physicians and other health care professionals, veteran health care
administrator (and author) Margaret Smith Washington provides a
balanced view of what’s good and what’s not so good about doctor-
patient interaction, and she offers a sensible prescription that can make
us all better communicators.

The good news, she points out, is that more than half of the nearly 1,500
surveyed patients believe that their doctors listen to them, are usually
available to them and spend ample time with them. Comments reported
by individuals in focus groups and interviews are often warm expres-
sions of gratitude bordering on eloquence (“My doctor looks into my soul
and helps me make it through the day.”) On the other hand, more than
one-third of the patients said flatly that their doctors don’t listen to them,
and about one-fourth said they don’t have ample time to discuss their
concerns with their physicians. These figures, particularly in comparison
with 90 percent of physicians who believe that they “always listen” to the
patient, the author says, document a serious breakdown in communica-
tion and “justify a proactive approach” in improving it.

Two prefaces, one by a medical practitioner and the other by a patient,
underscore these roles, and the final chapters include insightful physician
and patient “wish lists” for one another’s behavior, model communication
contracts that may be reproduced as handouts, and a template for a
patient-maintained personal medical history.

Medical schools are beginning to include communications in the
curriculum, and poor communication, as Washington notes, has been
implicated as a major cause of medical error. Those of us in active
practice owe it to ourselves and our patients to read this book and
consider implementing its recommendations. At the very least, we should
have copies available for our patients and, perhaps most importantly, for
our front office staff.

Margaret Smith Washington, MSW, MPH, is president of Washington
Associates, a Pittsburgh-based consulting firm that provides training in
communications to physicians, other health care providers and patient
groups across the country. Copies of Doctor, Can You Hear Me?
Patient, Are You Listening? are available through the author’s website,
www.doctorpatienttalk.com.

This book review is a condensed version of the original that first appeared in the
Summer 2004 issue of the National Medical Association NEWS. It has been
printed with permission. For additional information log on to www.nmanet.org.

Dr. Bennett, cardiovascular surgery, is on the staff at UPMC Shadyside
and West Penn hospitals. He can be reached at (412) 681-9538.
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Human Services Office
Provides Variety of Needs

T he Allegheny County Department of Human
Services (DHS) is responsible for providing and
administering human services to county residents.

The department is dedicated to meeting these human
services needs, particularly to vulnerable populations,
through an extensive range of prevention, early interven-
tion and crisis management, and after-care services pro-
vided through its five program offices. The five DHS
program offices are: the Area Agency on Aging (AAA) ;
the Office of Children, Youth and Families (CYF); the
Office of Mental Retardation/Developmental Disabilities
(MR/DD); the Office of Behavioral Health (OBH); and
the Office of Community Services (OCS).
¨ AAA serves county residents aged 60 years and older.

Services include nursing home advocacy, nursing home
alternatives (permitting elderly to stay in their own
homes), community centers, senior companion pro-
gram, foster care, health insurance counseling, training
and employment, protection from abuse and neglect,
and transportation through ACCESS.

¨ CYF, Allegheny County’s child welfare agency, protects
children from abuse and neglect. Services include
adoption searches, prevention and support services for
at-risk families and child protective services.

¨ MR/DD provides coordinated mental retardation
services for children and adults. Services include living
and skills training, community-based activity centers,
child development services and residential supports.

¨ OBH and associated contracted providers serve people
with mental illness, children/youth with serious
emotional disturbance and individuals with drug and
alcohol dependencies. Services for drug and alcohol
include outpatient, crisis intervention, prevention and
detoxification, and involuntary commitment of
minors. Services for mental health for both youth and
adult include outpatient, crisis intervention, prevention
and rehabilitation.

¨ OCS provides a wide array of safety net services for

low-income and vulnerable people, including:
• The Bureau of Hunger and Housing provides food

distribution, homeless shelters and rental assistance.
• The Bureau of Family and Community Services

provides non-emergency medical transportation
(MATP), at-risk child development services, utility
bill payment and equipment repair through LIHEAP
(Low-Income Heating and Energy Assistance Pro-
gram), Head Start/Early Head Start preschool class-
rooms, after-school and summer nutrition programs
for children, early intervention services, and prenatal/
infant/toddler development.

• The Bureau of Employment and Training provides job
search and training for adults and youth, employment
services for non-custodial parents, and job services for
those on cash assistance .

• The Bureau of Outreach and Prevention provides
family support centers, youth after-school/summer
programs and violence education and reduction.

For more information on the Disability Connection, call the Allegheny
County Department of Human Services Disability Connection at 877-
755-5222 or visit www.county.allegheny.pa.us/dhs/tdc/index.asp.

ALLEGHENY COUNTY HEALTH DEPARTMENT

Been wondering how to get
involved in this post-91 1 world?

The Allegheny County Health Department is looking for
volunteer healthcare workers, including all varieties of
physicians to prepare for participation in a volunteer
Medical RMedical RMedical RMedical RMedical R eseresereseresereser vvvvv e Core Core Core Core Cor pspspspsps
to respond to public emergencies.

For more information or to request an application, call
(412) 578-8349.
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Robert D. Bennett, MD

C

Classified Advertising .....358, 410, 462, 518, 570, 626
Community Notes .................380, 433, 484, 538, 591
Continuing Education ....325, 383, 434, 486, 539, 593

D

Dear Doctor ..................324, 382, 431, 481, 537, 589

E

Editorials:
History Repeating...............................................472

Basil A. Marryshow, MD
Improving Patient Safety: The Physician Pinch......528

Adam J. Gordon, MD, MPH
The Irrational Pursuit of Growth .........................580

Frank T. Vertosick Jr., MD
Just Say “No!”.....................................................316

Janet A. Chollet, MD
Presumed Consent: It’s Time for a Change............368

Adam Z. Tobias
Surgical Site Infection Prevention.........................420

Christopher J. Daly, MD

F

Features:
ACMS Foundation: Celebrating 44 Years of
Giving ................................................................556

Elizabeth L. Fulton
The Crisis of Maternal Smoking in Pittsburgh......498

Janet B. Fromkin, MD
Early Detection/Intervention: Best Combination
for the Hearing Impaired Child............................599

Christina E. Morton
Mentoring in Changing Times.............................542

Jeannette E. South-Paul, MD
Practical Treatment of Obesity, Part 2...................340

Madelyn H. Fernstrom, PhD, CNS
The Prevalence of Blindness in Western Pennsylvania
(1887-2000).......................................................608

Albert W. Biglan, MD
Janet Simon, PhD

To Screen or Not to Screen: That is the Question...546
Robert W. Hazlett, PhD, CAC, CCS

Student Activism: Alive and Thriving...................392
Linda L. Smith

Too Much Nog? Recommendations for Safe
Drinking This Holiday Season.............................552

Melissa L. Montack, BS
Adam J. Gordon, MD, MPH

Treating and Preventing Elder Abuse.....................436
Elizabeth L. Fulton

From the Dean’s Desk:
Education—The Heart of Our Mission................326

Arthur S. Levine, MD
From the Mailbag .........................324, 378, 483, 589

G

Getting There: Musings of a Medical Student:
Discovering My Calling to Practice Medicine........424

Emily Brown
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Funding the Skyrocketing Cost of Medical
Education...........................................................318

Alik S. Widge
Learning to Advocate for Change: My Story.........370

James Starman
Who’s Who in Prescribing Psychotropic
Medications?.......................................................476

James Brisinski
Yorick’s Lesson: A First-Year’s Journey Through
Gross Anatomy...................................................586

Bryan Ward

H-I

In Memoriam ........................382, 433, 481, 537, 589

J-K-L

Legal Reports:
Changes to Pennsylvania Driving Impairment
Reporting Requirements......................................440

William H. Maruca, Esq
Confidentialilty of Peer Review Records: Fact or
Fiction?...............................................................386

Michael A. Cassidy, Esq
International Medical Graduates: Obtaining a Waiver
of the Two-Year Foreign Residency Requirement...332

Lawrence M. Lebowitz, Esq
Alexander R. Castrodale, Esq

Responding to the Malpractice Crisis....................494
Anna Bamonte Torrance, Esq

Looking Back in Time .......................................455

M-N-O-P

Perspectives:
Arlen Specter: The Right Choice Then and Now...400

Alik Widge
Deja vu!..............................................................516

Krishnan A. Gopal, MD
The Dirty Little Dance of the Pharmaceuticals......456

Timothy G. Lesaca, MD
Fast Food Medicine.............................................348

Mark A. Fye, MD
Health Savings Accounts: Creative Cost Savings
for Health Care...................................................454

Robert L. Cagna, LUTCF
The Legacy of Ponce de Leon...............................565

Barry Kisloff, MD, FACP

Point-Counterpoint .............................................403
Pre-operative Clearance Goals from the Perspective
of an Anesthesiologist and Internist
Edward Teeple Jr., MD, MBA
Never “Clear Anyone for Surgery”: The Role of
Medical Consultation
Adam J. Gordon, MD, MPH

Physicians’ Personal Pearls..................................485
Pill Box:

Acamprosate for Alcohol Dependence...................596
John G. Lech, PharmD
Tiffany J. Kern, PharmD Candidate
Chad M. Scropp, PharmD Candidate

Drug-Induced Photosensitivity.............................328
Christopher M. Markunas, PharmD Candidate
Tucker Freedy, PharmD

Medication Therapy for Smoking Cessation.........490
Melissa A. Somma, PharmD, CDE

The Treatment of Chemotherapy-Induced
Neutropenia........................................................446

Thomas L. Rihn, PharmD
Christina K. O’Neill, PharmD

Practice Management:
15 Steps to Protect Your Practice from Abusive
Payment Tactics...................................................461
Are You Losing Revenue by Under Coding?..........390

John Fenner
Beth Ann Fleischmann

Doctor-Patient Communications: Good Offense
& Defense...........................................................336

Mark J. Lynch
Retirement Planning and the Real World..............512

Robert Fragasso
Theft in the Medical Office.................................450

Sherry L. Migliore, MPA, FACHE
Understanding Claims-Made Coverage.................614

Anna Lavertue
A Voyage of Discovery.........................................540

Donna J. Kell
President’s Message:

Tackling Tough Issues, One Step at a Time...........584
Edward Teeple Jr., MD, MBA

continued on page 624
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Profiles:
Alik Widge: Student Activist................................398

Linda L. Smith
Dr. Burke – Team Doc and Sports Enthusiast.......616

Elizabeth L. Fulton
Dr. Elmer J. Holzinger: Teacher and Mentor.........560

Linda L. Smith

Q-R-S

Sidebars:
Important Notice on Reporting Medical
Liability Suits..............................................478, 534
Henry the Hand Hand-washing Awareness
Project................................................................429
Telephone Communications for Hearing
Impaired.............................................................602

Society News:
2004 Day of Caring.............................................478
2004 Healthy 4 Live draws crowd........................430
2005 clinical update in geriatrics...........................535
ACMS annual dinner set – Jan. 22.......................588
ACMS call for nominations.................................478
ACMS co-sponsors weekly reports.......................534
ACMS needs nominations...................................320
ACMS receives non-smoking grant......................534
ACMS to present HIPAA training........................322
Alliance adopts project.........................................429
Alliance announces fall calendar............................479
Clarification on driving impairment .....................479
Day of Caring is September 14.............................373

Dr. Goldstein becomes pediatric president.............372
Do you know a Health Care Hero?......................534
Geriatrics society meets........................................535
Geriatrics society receives award............................320
Geriatrics society to meet in Oct..........................429
Geriatrics society to meet Sept. 23........................428
Got resolutions?..................................................320
Healthcare summit to take place...........................373
Holiday office closings announced........................588
Liability for volunteer health professionals in
free clinics...........................................................588
Medical ‘biz in the ‘Burgh............323, 374, 479, 535
Members offered insurance savings.......................322
Nominations needed for awards...........................321
Ob/gyn society elects president.............................372
Ophthalmology society to meet...........................428
Photo: ACMS Alliance officers............................322
Photo: ACMS Benjamin Rush Individual
Public Health Award ...........................................320
Photo: ACMS Medical Student Award.................320
Photo: Dr. Swan honored by Editorial Board........588
Photo: Healthy 4 Life Expo.........................430, 478
Photo: Teeple and Fernstrom, Focus on the Issues...374
Photo contest winners selected.............................588
Physicians needed for health fair...........................320
Reporting medical liability suits............................374
Society takes on holiday project............................534
Students elect officers..........................................321
Urological group to meet in Jan...........................588
Urological society to meet Nov. 15......................478
Speaker’s Bureau..................................................324

Special Reports:
Election 2004.....................................................504
The Health Policy Institute Commemorates
25 Years..............................................................612
Human Services Office Provides Variety
of Needs.............................................................621
Information of Interest from Medicare.................563
Let’s Eradicate MRSA in Southwestern PA............452

Naida Grunden
MMA: New Medicare-Approved Drug
Discount Cards...................................................445

Ralph A. Evans

The Pennsylvania Board of Medicine and the state Board of Osteo-
pathic Medicine have recently begun enforcing the Medical Care Avail-
ability and Reduction of Error (MCARE) Act, or Act 13 of 2002, that
requires self-reporting of professional liability lawsuits within 60 days of
being served. Physicians who failed to comply have reported receiving
fines and disciplinary action. The Allegheny County Medical Society
(ACMS) does not agree with the requirement and is seeking to change
the state law. Until it is, however, the medical society encourages com-
pliance. The fines is $1,000 for each offense.

You can download a summary of Act 13 and a standard reporting form
developed by the Pennsylvania Medical Society from the ACMS website
(www.acms.org) or you can call (412) 321-5030 to request a copy.

Important Notice on
Reporting Medical Liability Suits
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New CME Requirements....................................618
Barbara Barnes, MD, MS

October: Disability Awareness Month..................487
A Reminder About School Vaccinations...............439

Guillermo Cole
Reportable Diseases.....................................391, 551
Rewarding for Quality Care: Enhancements to
Highmark’s QIPS Program..................................350

Carey T. Vinson, MD, MPM
UPMC Passavant Transforms Data Into Action.....338

Naida Grunden
Statement of Ownership .......................................462

T

Technology and Medicine:
The Path to Electronic Medical Records...............594

Louise Collins
Tools of the Trade.......................................385, 488

Riffat S. Chughtai, MA
Thoughts From Our Medical Editor:

Safdar I. Chaudhary, MD
From Online to Home Line: Energy and Matter...526
Identity Theft .....................................................314
Laughing Room..................................................366
Let’s Go Fishing for Your Thoughts......................470
Side Effects.........................................................578
Whisper of a Tomato Leaf....................................418

U-V-W-X-Y-Z

Accounting Firms:
Case/Sabatini...................................(412) 881-4411

Billing/claims/collections:
Fenner Corporation..........................(412) 788-8007

Catering:
Strictly Business Catering..................(412) 781-6668

Clothing/Accessories:
Larrimor’s ........................................(412) 471-5727
Montaj Hong Kong Downtown ....... (412) 391-9333
Montaj Hong Kong Monroeville ...... (412) 824-9565

Financial Advisors:
The Fragasso Group Inc....................(412) 227-3200

Financial Institutions:
National City ...................................(412) 355-4844
PNC Bank.......................................(412) 373-6112

Hospice/Assisted Living:
Schenley Gardens.............................(412) 621-4200

Home Improvement:
Four Seasons Sunrooms....................(800) 978-7266
HTHI .............................................(412) 257-8178

Insurance:
GE Medical Protective.......................(800) 4MedPro
Liberty Mutual .................................(412) 321-9211
Malachy Whalen & Co.....................(412) 281-4050
PMSLIC .........................................(800) 445-1212
USI Colburn Insurance Service.......... (724) 873-8150

Legal Firms:
Tucker Arensberg..............................(412) 566-1212

Medical Record Storage:
Business Records Mangement Inc...... (412) 321-0600

Medical Supplies/Equipment:
Allegheny MedCare – PSS Sales........ (412) 472-2791

Mortgage:
Good Deeds Inc...............................(412) 391-2800

Organizations/Institutions:
Allegheny Physicians Service
Corporation .....................................(412) 321-2188
Chatham College.............................(800) 837-1290
DePaul School for Hearing and Speech(412) 924-1012

continued on page 626

2004 BULLETIN  A D
INDEX : JUL Y-DECEMBER

The Allegheny County
Medical Society counts on

and appreciates our
advertisers. Please

remember to tell them you
saw their ad in the Bulletin.



626 u   The Bulletin December 2004

CLASSIFIEDS

Help Wanted

HOSPITALIST–Large physician
group in Monroeville area looking
for Hospitalist. One in seven call
schedule. Excellent salary and ben-
efits. Please send CV to Beth Miller,
5th Floor, 2550 Mosside Blvd.,
Monroeville, PA 15146.

FAMILY PRACITIONER–Large
physician group looking for Fam-
ily Practice Physician to join FP/
IM practice in the Monroeville area.
One in seven call schedule. Excel-
lent salary and benefits. Please send
CV to Beth Miller, 5th Floor, 2550
Mosside Blvd., Monroeville, PA
15146.

PHYSICIAN–BC/BE Internist to
join well respected general medi-
cine group in Bloomfield/Squirrel
Hill areas. 1:5 Coverage. Fax CV
to 412-682-4571.

Position Wanted

BOARD CERTIFIED PEDIA-
TRICIAN–Available immediately.
Full time or part time. Evening or
weekend. Flexible hours. Please
contact: 412-494-4022.

For Rent

FURNISHED MEDICAL OF-
FICE for rent in Robinson Town-
ship. Full or part time. All utilities
included with phone/fax. Page
304-797-0771.

For Sale or Lease

SOUTH HILLS–Newer 4800 sq.
ft. professional office building situ-
ated within 10 minutes of the new
Mon Valley expressway on major
southern roadway. 1200 to 1800
sq. ft. immediately available. Call
for details and to inspect.
$459,000. Castlegate Real Estate
Service. 412-851-9189

WEXFORD medical office with
2-3 spacious exam rooms for lease.
Stonewood East on Route 19. Call
John at 724-940-1900.

Professional Services

THE DOCTOR’S LAWYER IS A
DOCTOR–Licensure/PEER re-
view defense, restriction of hospi-
tal privileges, Medicare compliance
matters, Act 13 “incident” chal-
lenges, abusive delayed insurance
payments, OIG fraud & abuse
charges, Qui Tam whistle blowers,
Stark, employment contract forma-
tion/review. Don’t pay to teach a
lawyer your practice. Call an attor-
ney engaged in the practice of law
and medicine. Also, Wills, Trusts,
and Estates. 412-488-0218. Leslie
Tar, MD, JD, MPH at www.
MyLawDoc.com.

Miscellanous

BUSINESS PARTNER OPPOR-
TUNITY–medical software com-
pany looking to share resources
with existing physician billing spe-
cialists. ASA Inc. Phone: 412-851-
1708. E-mail: asanet1@adelphia.
net.

Healthsouth Rehabilitation Hospital of
Greater Pittsburgh............................(412) 856-2400
Physicians for Social Responsibility
Physicians Health Program...............(717) 558-7819
Providence Heights Alpha School...... (412) 366-4455
Shady Side Academy
Tobacco Free Allegheny....................(412) 578-7910
University of Pittsburgh....................(412) 624-6600
Winchester Thurston School.............(412) 578-7518

Practice Management Services:
A4 Health Systems...........................(888) 672-3282
Alpern Rosenthal.................(412) 281-7692 ext. 351
PMSCO..........................................(888) 294-4336
Pinnacle Management Services
Organization....................................(412) 481-1791
Virtual OfficeWare Inc. ....................(412) 261-3790

Real Estate/Development:
CBRE Pittsburgh.............................(412) 471-9500
Kossman Development Company..... (412) 921-6100
Lake MacLeod.................................(724) 625-1277
Prudential Preferred Realty-
Gloria Caroll .......................(412) 367-8000 ext. 242
Roy F. Johns, Associates....................(412) 264-8383
Spartan Health.................................(412) 469-6955
Standard Property Corporation......... (412) 544-4675
Sturbridge Court.................(412) 264-8300 ext. 253

Staffing:
Liken Health Care............................(412) 816-0113
Maxim Staffing Solutions.................(877) 704-2345

A D INDEX  continued from page 625

Don’t forget to use the Bulletin’s display advertising for
your professional announcements! Call (412) 321-5030.
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We are always available as

your insurance consultants.

Please call us at any time if

you have questions about

your existing coverage or new

options you may have heard

about. We assure prompt

response, realistic advice and

no sales pressure.

¨̈̈̈̈ Log on to www.malachy.com
¨̈̈̈̈ Read the details and premiums
¨̈̈̈̈ Download the application
¨̈̈̈̈ Complete and FAX to me at (412) 261-5955

Clark Whalen
clarkw@malachy.com

Malachy Whalen
mw@malachy.com

21 st  centur y tec hnolo gy combined
with our tr ue per sonal ser vice!

Our Special Plan is back! We are able to offer
$500,000 of term life insurance with NO blood,

NO exam and NO specimen.

Just click, read and apply!

Peggy McNamee
peggymc@malachy.com

Visit www.malachy.com
(412) 281-4050
(800) 343-5382
FAX (412) 261-5955

Endorsed by the

Malachy Whalen & Co., Inc.

www.malac hy.com

Endorsed agent for life/HIV indemnity since 1968


