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T HOUGHTS  FROM
OUR  M EDICAL  EDITOR

Fragmented Healthcare
Costs
SAFDAR I. CHAUDHARY , MD

Debates surrounding the cost of
health care continue in various

arenas, as payers struggle to contain
costs while enhancing the quality of
care provided.

In the not too distant past, one
could see a family physician for years,
when both the patient and the doctor
got to know each other well enough
that electronic record keeping was
not needed. The “Pentium Chip” of
the mind held vital health records
and brought the icons of relevant
family and past history to the fore-
front without so much struggle
interfacing with various IT systems.
When things got somewhat tricky, a
call to a colleague specializing in the
needed domain, followed with a visit
by the patient, tended to
resolve the mysteries of
illness. Without the
undue pressure of any
managed care, callbacks
and information flowed
between practitioners,
who had the time,
concerns and ability to
worry for their patients.

As the pace of life and
technology picked up, so
did the costs to all in the
systems of care: less time
to see the next patient,
more lab tests to do, less
time to see the results,

more demands by patients, less
responsibility, more liability and less
patience in the waiting rooms. New
doctors are seen at each turn of year,
as the one you trusted is no longer on
the panel. Doctors and patients are
on the move, and so are managed
care products and offerings. Market-
ing, credentialing and competition
heat up among the business aspects of
health care, as does confusion. Who
do you trust and what is the best
product? Is this doctor going to be
around for long and get to know me
or be gone before my next visit?

Cubicles sprout and disappear in
healthcare industry, boxes have
people inside, working on terminals
and providing vital data on who can

get care and who has limited benefits
to begin with. Soaring costs lead to
increasing numbers of policies and
committees to review trends. People
sitting in waiting rooms become
numbers, and the belt of doctor care
needs to churn more numbers, called
productivity. Waiting rooms reflect
products, products of some ailment,
adverse effects of our environments
on the soma and psyche. Does it
matter who gets to see the next
patient? Any available doctor will do,
as long as the doctor is efficient and
productive, but he’s got to make the
numbers look good. After all, it is
the business of medicine.

Lost in this run is the face and
mind of a clinician, the one the

patient had come to
know over years of care.
Replaced is the Pentium
in doctor’s head by a
fancy computer screen,
which reflects the past
and present, so it does
not matter which doctor
is around that day; it
seems that all that
matters is another
number and productiv-
ity graph. Missing is the
family link and
healthcare diagram of
this person in the mind
of a relaxed and caring
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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.

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 additional information or to
request an application, call
(412) 578-8349 or (412) 578-8183
or FAX (412) 578-8025.

Help your patients plan for end-of-life issuesHelp your patients plan for end-of-life issuesHelp your patients plan for end-of-life issuesHelp your patients plan for end-of-life issuesHelp your patients plan for end-of-life issues
with a living will.with a living will.with a living will.with a living will.with a living will.

The Living Will and Healthcare Power of Attorney
form was developed and approved by Allegheny
County’s Medical Society and Bar Association.
Copies can be downloaded at www.acms.org. Hard
copies of the form are also available and cost $2.50
each with discounts for orders of 10 or more.

For more information or for an order form, call 412-
321-5030 or visit the Allegheny County Medical
Society Website at www.acms.org.

person called doctor, the one who has
known you since you were born at a
local hospital.

The practice of medicine can be
fun, the art of healing, or it can
become a costly affair of numbers,
medico-legal jargon and fuzzy math.
Increasingly lost in this debate is the
caring and consistency of care pro-
vided by clinicians, who after know-
ing their patients over periods of
years, avoided redundant testing and
therefore reduced risks of unwar-
ranted care and did not worry about a
trial lawyer’s harassment. Peaceful
minds of physicians worked to
maintain the equilibrium of health
care. After all it was the not too
distant past…; however, it seems like
a dream rather than a reality.

Maybe we can strike this healthy
balance of care again, when people
become people and numbers stay in
the math books. Perhaps allowing the
time to build the trust between
patients and their care givers, making
simpler house calls, fewer regulations,
consistency in the physician-patient

relationship and affordable methods
to attain preventive health care can
retain and return the sanity of all in
this cycle of healthcare drama.
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SALLY E. CARTY, MD

Things We’re Not Taught in
Medical School and Aren’t
Supposed to Say in Print, Ever

EDITORIAL

Some say that your first year in
medical practice is both the worst

and best of your life. As a slow
learner, my first year lasted several
years, in which well-trained inexperi-
ence led to a number of problems
that may have been preventable with
better education about how to
actually manage the needs, demands
and expectations of some patients.
Most patients are nice, are glad to be
seeing you and are easy to talk with.
It’s an honor to work with and for
them. This editorial is not about
them. Warning: This editorial is not
very funny, either. This editorial for
physicians is a call to action.

A new patient came into the
office last week about an occult
thyroid nodule. I saw him four
minutes after his scheduled appoint-
ment time, reviewing his multiple
records before entering. I nicely
introduced myself and shook his
hand and his wife’s hand. His answer
to the pleasant initial question, “How
can I help you today, sir?’ was, “You
tell me.”

Medical students, one of the
actual reasons to ask the chief com-
plaint in this way is to identify an
aggressive patient—they say, “You tell
me.” Or, “Haven’t you even looked

at my X-rays yet?” You can then try
to adjust your manner to suit their
specific needs. Try a number of ways
until you get good at a variety.

He then launched a tirade about
how his PCP’s office was inefficient
and thoughtless and he was going to
quit that practice. Reading through
the records thoughtfully sent by his
PCP, I quietly diverted him back to
his thyroid history. Medical students,
in seeing patients you will have to
divert tirades, so you should try to
learn how. It is not your role to
judge—who knows what the actual
facts are? Stay neutral and try to help
your patient through the story as
much as necessary to get the facts
about the medical condition.

This patient then said the only
reason he’d actually shown up for
today’s appointment with me was
that his PCP didn’t know what she
was doing. Students, the no-shows in
your office not only present a sched-
uling problem for your staff, but also
(and very importantly) are a burden
to all the other patients waiting
patiently to see you for actual dis-
eases. You will have to learn to cope
with no-shows in your office, with-
out overbooking, which can burden
the patients who do keep their
appointments by keeping them in the
waiting room too long. Skipping
lunch is a common strategy but is
probably not the best. Incredibly,
surgeons in central Pennsylvania are
now being sued by repeat no-show
patients who allege, apparently, that
it is the doctor’s fault that their
tumor progressed because they
should have been reminded repeat-
edly by that doctor to reschedule
their no-show appointments. Yes,
really. Students, the liability crisis in
our state is completely inappropriate
and out of control and will affect
your day-to-day practice profoundly.
So follow the news now and vote. It
is also suggested that you formalize in
your office procedure manual your
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EDITORIAL  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.

Dr. Carty is an endocrine surgeon. She
can be reached at scarty@acms.org.

There is nothing about
medical professional-
ism that demands the
meek acceptance of a
patient who is
agressive, abusive or
blaming.

office policy on the handling of no-
shows.

With this man (a real patient, not
an editorial fiction, and not unusual)
I proceeded to his review of systems,
during which he pointedly said he
was real good buddies with a UPMC
board member, so he knew “how
things really worked,” so I “better toe
the line.” Students, you will find that
some patients express their anxiety
and need for control with threats,
blustering and/or treating you as they
would a servant. Or maybe they are
just really like that, I don’t know.
Threats can be subtle or overt, e.g.,
the VIP gun-packing spouse who
screamed that he would report me to
the state board and see me practicing
at the North Pole if I refused to give
more narcotic to a family member.
Last fall, a new patient’s spouse
deliberately squeezed and crushed my
dominant surgeon’s hand during the
initial handshake, apparently to
express thoughts about having to
wait to see me. Students, some
physicians now choose not to shake
hands with patients or their family
for just such reasons.

About VIPs: If you work at
UPMC, you will find that many
patients are now listed on your clinic
schedule in the computer as “VIP.”
Recent examples of people with this
listing include an administrator at a
nursing home, a podiatry student, the
spouse of an RN who handles denials
at an HMO and the CEO of a
business that employs three people.
As you can see, at least half the city
qualifies for a status applied mysteri-
ously during the registration process
by criteria and persons unknown to
me. In my opinion, everybody is
important and particularly people

who are sick or dying. Students, if
you take a job as a Member of the
Corporate Team (Yes, I’ve really been
called that), you will have to decide
whether a VIP listing merits your
attention, and what kind of atten-
tion, and so forth.

Although his allotted time was all
used up by his red-faced diatribe, I
continued to assess the facts. The
PCP had done a great job evaluating
the issue already; in this particular
case, my opinion was that the patient
didn’t need surgery now, but if he did
need surgery soon, then his morbid
obesity would cause difficulty with
surgical access and possibly with
safety. The present issue of the
ACMS Bulletin is devoted to the
subject of obesity. The patient I am
describing was morbidly obese. He
did not disclose or acknowledge
obesity as a medical problem. When I
asked if he was currently pursuing a
weight loss program (which also can
contribute to your wound falling
apart after surgery), he became loudly
critical of my right to ask such a
question.

Students, I hope they are not
teaching you that obesity is a disease.
Overeating is a behavior that causes
obesity, which has several adverse
health components. I think physi-

cians should discuss the adverse
health results of patients’ actions with
those patients who choose and
continue to choose such behaviors. I
do not think physicians are respon-
sible for patient choices.

No doubt my comments in this
editorial are going to generate hate
mail. But I went into medicine to
help people get and stay well, and
into surgery because I am direct and
value directness. (I also like to sew.)
Increasingly, it makes me angry when
physicians roll over and take it.
Physicians take it from attorneys,
from state legislators, from adminis-
trators and from spoiled American
consumers with inhuman expecta-
tions. And almost every physician I
talk with lately whispers, “We should
unionize.” Hence, the title of this
article.

The patient I’ve been describing
called up his PCP the next morning
and shouted, “Dr. Carty told me to
quit your practice.” Since I had said
exactly the reverse, praising the PCP
whom I know to be a good doctor,
I was upset to hear this. I called her
forthwith—the poor thing had
apparently been crying. There is
nothing about medical professional-
ism that demands the meek accep-
tance of a patient who is aggressive,
abusive or blaming.

Students, doctors need to be
there for patients. We also need to be
there for each other.
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Go for the Green!

PRESIDENT ’S MESSAGE

EDWARD TEEPLE JR., MD, MBA

H ello, everyone. As president of
the ACMS, it is my pleasure to

introduce the general topic of this
month’s Bulletin—that of the grow-
ing problem of obesity. Madelyn
Fernstrom, PhD, who is the director
of the UPMC Weight Management
Center, has written a feature that will
enlighten us on some of the issues
with obesity and its treatment.

Why discuss this topic in our
journal? Clearly, obesity has become a
major public health issue for our
community and the nation. Obesity
has surpassed infectious disease and
cancer as the leading cause of death
and ill health. Obesity is both a
childhood and adult disease that costs
American industries more than $20
billion dollars a year.

Obese children often become
obese adults. Research shows that, if a
child is obese at age four, there is a 40
percent chance he or she will be an
obese adult. If obesity exists in a
teenager, then the risk of obesity as an
adult increases to 80 percent. Child-
hood obesity in males leads to early
death. While obesity in females does
not necessarily lead to early death, it
significantly impacts socioeconomic

status and orthopedic problems. A
survey of American schools shows
that 85 percent of grammar schools
had physical activity periods, but by
high school only 55 percent required
physical activities. By senior year,
physical activity was not even a
requirement for the majority of
schools.

Obesity is a twofold problem:
high caloric intake with low activity
levels. Modern life—at work, school
and at home—has created a conflict.
Many of our patients have access to
excessive calories, while the physical
demands of modern life are mostly
minimal. Simultaneously, the de-
mand for high productivity leaves
minimal time for exercise. We are all
guilty of not demanding adequate
time in our lives for both job pro-
ductivity and good health. As physi-
cians we are perhaps the worst role
models.

What is obesity, and what is the
best measure? It appears that the
body mass index (BMI) is the best
methodology for determining
obesity. Are there BMI Charts in
your office and examining rooms?
Are you evaluating your patients for

their ideal numbers? We’ve inserted a
chart in this issue of the Bulletin for
your use and you can order more if
you desire.

When you evaluate adults or
children for obesity there is often a
conflict! Self perception by the
patient or protective responses by the
child’s parents can inhibit a realistic
appraisal. Arguments are made for
differing ethnic, gender, age or peer
perceptions. Often the genes are
blamed. However, new studies show
that over the past 20 years the rate of
obesity in our young population has
increased by 15 to 20 percent. This
generation of parents may be the first
in America that sees their children die
at a younger age than themselves due
to the chronic complications of
obesity.

So what can we do? As physicians
we need to help. As to interventions,
what should they be? First, how
about yourself? Are you working
towards a better BMI? As role
models for health, we need to try to
follow our own recommendations.
Can you even have any impact if you
are not a role model?

Where should the interventions
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PRESIDENT ’S
M ESSAGE   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.

One Voice

Member Benefit

Not everyone has time to attend
medical society meetings and “get
involved.”  Your membership dues,

however, make it possible for ACMS
to be the regional voice for physi-

cians in a challenging medical
climate.

The physician voice IS heard. Your
dues make this possible.

Working for Physicians.

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

be? Obviously, the physician’s office
is an appropriate place, but it cannot
be the only place. Jobs, schools and
homes need to be enlisted in this
“battle of the bulge.” Intervention
hopefully will occur in the grammar
schools with nutrition courses and
BMI charting. Physicians need to
visit parent-teacher meetings to get
the parents, teachers and school
boards involved. Education of
patients about the health risks of
obesity is the beginning. Beyond this,
interventions that encourage the food
industry to create healthier foods can
be done directly by contacting the
food makers and supermarkets, or
indirectly by educating consumers to
purchase healthier foods.

So how do we start? We start by

reading this article and by seeing
obesity as the public health threat
that it is. Please order BMI charts for
your clinics like the one included in
this issue of the Bulletin. Try to get
every patient to GO FOR THE
GREEN (the ideal BMI zone on the
chart).

To order more BMI charts, call
(412) 321-5030.
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TERENCE W. STARZ, MD

Y OUR
EXECUTIVE  COMMITTEE

Addressing the Obesity Epidemic
in Western Pa.

Approximately 60
percent of adults in the
U.S. are overweight or
obese, as are approx-
imately 15 percent of
children.

The obesity epidemic continues to
make headline news on a daily

basis, and understandably so. Ameri-
cans have become the fattest people
in the world. According to the
Centers of Disease Control and
Prevention’s National Health Inter-
view Survey and the National Weight
Report Study by the Coalition for
Excess Weight Risk Education,
Pittsburgh is ranked as the ninth
fattest city in the United States. The
facts and statistics regarding this
major public health issue are startling;
yet, what is the medical community
doing to combat this epidemic?

Approximately 60 percent of
adults in the U.S. are overweight or
obese, as are approximately 15
percent of children. Medical implica-
tions linked to obesity include high
blood pressure and cholesterol,
coronary heart disease, congestive
heart failure, diabetes, osteoarthritis,
stroke, respiratory conditions, some
types of cancers and more. Research
demonstrates that at least 300,000
premature deaths, substantial mor-
bidity and more than $90 billion in
direct healthcare costs each year in the
U.S. alone are linked to obesity.

Despite this overwhelming
impact on individual health and our
healthcare system, excess weight and

lack of physical activity have not
received the same attention from
medical professionals and
policymakers as has been focused on
tobacco use, which has a similar
impact on public health.

With no indication that the rapid
increase in obesity seen over the past
two decades is abating, the Allegheny
County Medical Society (ACMS) has
selected obesity in Western Pennsyl-
vania as its major public health issue
for 2004-05.

The ACMS Obesity Task Force
was created to bring together leaders
from organizations throughout our
community who are interested in or
have already begun to address the
obesity problem. Leaders from the
major health systems and insurance
carriers, along with representatives
from the Pennsylvania Medical
Society, Allegheny County Health
Department, Hospital Council of

Western PA, University of Pittsburgh
Health Policy Institute, H.J. Heinz
Company, PPG, Giant Eagle Inc.,
McDonald’s, American Institute of
Architects, Arthritis Foundation,
UPMC Weight Management Center,
UPMC Obesity and Nutrition
Research Center, Forbes Regional
Hospital Lifestyle Center, Mercy
Diabetes Program and more have
been organized to develop an inte-
grated community-wide effort that
includes an implementation plan for
increasing public and professional
awareness about the societal and
health implications of obesity and to
determine measures to most effec-
tively address the problem.

As part of its plan, the task force
will present Obesity: Policy Implica-
tions of a Public Health Challenge
with the University of Pittsburgh’s
Health Policy Institute and the
Institute of Politics on October 1.
The symposium will address obesity
as a public health issue and will
discuss policies needed to address the
problem. Speakers are currently being
identified at the national, state and
local levels to participate, including
policy and medical decision-makers,
legislators, industry leaders and
others. The Ladies Hospital Aid
Society of Western Pa. has already
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Dr. Starz is an internist/rheumatologist
and the vice president of the ACMS. He
can be reached at starz@acms.org.

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.

EXECUTIVE
COMMITTEE   continued

pledged an unrestricted grant to help
underwrite the symposium.

Physicians and medical profes-
sionals are in the forefront of the
obesity epidemic; yet, they are often
challenged by the lack of tools and
guidelines to effectively and appropri-
ately manage obesity with their
patients. To increase patient awareness
about Body Mass Index (BMI), an
important educational chart has been
developed by the ACMS to encour-
age open communication between
the physician and patient about
healthy weight and lifestyle. A BMI
chart is included in this issue of the
Bulletin for physicians to place in
their exam rooms (preferably near the
scale). BMI is a fast and easy way for
adults, 20 years and older, to deter-
mine their height and weight ratio
and to focus their attention on the
health implications of body weight.
Physicians and healthcare profession-
als can call the ACMS at (412) 321-
5030 for more copies of the chart.

The task force will continue to
utilize the Bulletin as a means of
updating and educating healthcare
providers about various aspects of
obesity. Professional educational
activities including grand rounds at
hospitals and other health system
venues are also being developed to
inform and advise physicians and
other healthcare professionals on how
to address the obesity epidemic with
their patients.

Community education and
awareness is also a major focus of the
task force. ACMS President Edward
Teeple Jr., MD, recently helped
organize a special healthcare edition
of a show called Focus on the Issues,
which airs on Cornerstone Television
with host Jerry Bowyer. The half-

hour program addressed obesity in
Western Pa. and featured Dr. Teeple
and task force member and local
expert Madelyn Fernstrom, PhD,
who is director of the UPMC
Weight Management Center. The
show aired several times during the
month of May. A follow-up program
addressing childhood obesity will be
produced in the near future.

The Obesity Task Force is also
assisting the ACMS Child Health
Committee in organizing a program
for school nurses that addresses
childhood obesity, including actions
to encourage and promote healthy
eating habits and physical activity, as
well as how they can approach this
issue effectively and appropriately
with parents and children.

The medical society is also
adding Making Choices for Healthy
Living to its website, a page that will
include a list of resources and links
that will provide healthcare providers
and the general public with easy to
understand information about this
epidemic, restaurant nutritional
guides and information about losing
pounds and maintaining a healthy
weight. The task force continues to
explore opportunities to collaborate
with organizations to plan commu-
nity walks that address obesity
through an increase in physical
activity, too.

Joining forces with other leaders
who are interested in or have already
begun to address the obesity epi-
demic allows the ACMS Obesity
Task Force to learn of, partner with
and share information about what
other organizations are doing to
manage obesity. Highmark Blue
Cross Blue Shield, for example,
created the Childhood Obesity

Regional Strategy Committee in
November 2002 to develop an initial
comprehensive strategy and recom-
mendations regarding the issue of
childhood obesity. On June 23,
Highmark is holding a forum to
present and discuss committee
findings and to elicit involvement
that will enable and mobilize the
community to begin implementation
of various components of the re-
gional strategy.

Task force members bring diverse
perspectives and ideas to the table, yet
their objectives are the same. The
initiatives presented in this overview
are just part of the task force’s imple-
mentation plan as they continue to
focus on development of obesity-
related initiatives, collaboration and
partnership, and outcomes and
measures. Updates of the task force’s
progress will continue to appear in
the Bulletin, along with resources,
programs and more to help you help
your patients engage in healthier,
more active lifestyles.

As healthcare providers, we have a
collective responsibility to address
this major public health issue to
identify high-risk patients and
provide them with treatment options
such as behavioral strategies that can
lead to effective improvements in
their health. Won’t you join us in the
fight against obesity?
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College of Surgeons (left to right): Drs. Barnes, Patel, Knight, Barbato and Schaefer.

College of Surgeons: Dr. Jon Lloyd.

Pediatric society Drs. Al Lantzy (left and
Robert Cicco.

Surgeons hold annual meeting
Members of the Southwest Pennsyl-
vania Chapter of the American
College of Surgeons convened their
annual meeting on April 23 at
ACMS headquarters. Jon Lloyd,
MD, retired vascular surgeon and
current medical advisor for the
Pittsburgh Regional Healthcare
Initiative, presented Gaposis: perfor-
mance in stupid systems vs. smart
systems.

The meeting also featured
abstract presentations by selected
residents from area surgical programs
who received checks and certificates
of appreciation for their efforts. The
following surgeons were selected as
presenters from entries submitted
earlier this spring: Joel Barbato, MD,
UPMC; Gregory Barnes, MD, West
Penn Hospital; David Goitein, MD
West Penn Hospital; Colin Knight,
MD, Allegheny General; Nilesh
Patel, MD, Allegheny General; and
Greg Schaefer, MD, Conemaugh
Memorial Medical Center. Dr. Patel’s
presentation, Recurrence rates after
abdominal surgery for rectal prolapse: a
multicenter pooled-analysis of 643
individual patient data, was selected
by the chapter representatives as the
best of the presented cases.

Following the afternoon’s pro-
gram, members and guests enjoyed a
baseball game at PNC Park featuring
the Pittsburgh Pirates vs. the Cincin-
nati Reds.

Dr. Cicco receives trolley award
Family and friends gathered at the
Pittsburgh Golf Club in May to
honor Robert Cicco, MD, recipient
of the Pittsburgh Pediatric Society’s
Outstanding Child Advocate award.
Society President Al Lantzy, MD,
presented Dr. Cicco with the award
in the form of a “Neighborhood
Trolley,” noting that it was given in
recognition of everything that Dr.
Cicco has done to promote the
health and well-being of children.

Following remarks by sons Brian,
Steven, Michael and Patrick, Dr.
Cicco spoke to the gathering on True
Colors: keys to successful advocacy and
resolving conflicts, using his wife,
Anita, whose “True Color” is gold, to
illustrate the topic.

Ob/gyns meet for coding update
The Pittsburgh Obstetrics/Gynecol-
ogy Society held a special meeting on
May 10, featuring Philip N. Eskew
Jr., MD, on Coding with Confidence.
Dr. Eskew currently serves as director
of physician and patient relations at
St. Vincent Hospital in Indianapolis
and as clinical instructor in the
department of obstetrics and gynecol-
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More than 80 participants attended the 2004 Medical Office Occupational Health and Safety
(OSHA) Update, presented in April by the ACMS Occupational Medicine Committee.
Medical office issues included an update on bloodborne pathogens, OSHA inspections,
infectious disease, use of defibrillators and ergonomic design of the work station.

continued on page 272

ogy at Indiana University School of
Medicine. Since 1986, Dr. Eskew has
been on the CPT-4 Editorial Panel of
the American Medical Association
and currently represents ACOG on
the AMA CPT Advisory Commit-
tee. He also serves on the editorial
boards of Ob-Gyn Practice Manage-
ment, Ob-Gyn Coding Alert,
Codelinks, and Ob-Gyn Billing,
Collections & HIPAA Alert. His
three-hour presentation was open to
physicians and office staff.

Physicians needed for health fair
The ACMS is seeking physicians to
participate in the 2004 Healthy 4
Life Expo, scheduled for August 28
at the David L. Lawrence Conven-
tion Center. Physicians from a range
of specialties, especially family
practice, internal medicine, dermatol-
ogy and ophthalmology, are needed
to provide information and informal
consultations at the Ask the Doctor
booth. Physicians will not be provid-
ing examinations.

Healthy 4 Life sponsor, WTAE-
TV, will advertise the medical
society’s involvement prior to the
event, including the hours when
physicians will be on hand for
consultations. Approximately 8,000
people are expected to attend the
one-day interactive event. For more
information or to sign up, call
Christina Morton at (412) 321-5030
or email cmorton@acms.org.

Medical ’biz in the ’Burgh
Insurance companies and other
underwriters in Pa. reported paying
less for malpractice claims against
medical professionals last year. The
modest decline in annual payouts
reported to the National Practitioner

Data Bank was the second in a row,
from $424 million in 2001 to
$402.8 million in 2002 to $394.5
million last year, not including
malpractice claim payments for
hospitals. Insurance Federation of
Pennsylvania President Sam Marshall
said the data bank’s numbers do not
appear to accurately reflect the reality
of the state’s medical malpractice
insurance market. He countered that
major malpractice insurers still doing
business in Pennsylvania report an
increase in amounts paid on claims
from 2001 to 2003. Pa.’s largest
medical malpractice insurer, Medical
Protective Co., will raise its rates
July 1 by 25 percent, citing a need to
cover its mounting losses and main-
tain long-term stability.

[4/21/04 Associated Press]

UPMC Cancer Center and the
Heritage Valley Health System
announced the opening of a new
cancer center, one of more than 40
UPMC Cancer Centers being estab-

lished throughout the tri-state region.
The UPMC/HVHS Cancer Center,
with locations in Beaver and Moon
Township, offers community-based
delivery of cancer care. Oncologists at
both locations will work in tandem
with more than 2,000 physicians,
scientists, administrative staff and
other healthcare professionals. The
UPMC/HVHS Cancer Center site in
Beaver and the site in Moon both
offer IMRT, as well as access to
clinical trials in cancer prevention and
treatment.

[4/27/04 Heritage Valley Health System]

Almost half of Pennsylvania’s general
acute care hospitals lost money last
year, despite increased revenues and
charges. According to the latest report
by the Pennsylvania Health Care
Cost Containment Council, 87 of
the 182 Pa. hospitals studied posted
losses in the fiscal year ending June
30; 38 percent of the hospitals in the
past three years sustained losses and
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On behalf of the Allegheny County Medical
Society, ACMS President Edward Teeple Jr.,
MD, accepts the Avanti Award from ACMS
Alliance President Suzanne Leehan.
Presented at the March 23 Board of
Directors meeting, the award recognizes the
medical society for its years of leadership,
service and community action.

ACMS Secretary Krishnan Gopal, MD,
(right) presents the 2003 Benjamin Rush
Community Organization Health Service
Award to Arthur Butler, president and co-
founder of Elder-ado, for the Facts of Life
program. Elder-ado and several other local
organizations coordinate the program, which
helps seniors manage their medications and
medical history.

SOCIETY  N EWS continued from page 271

www.acms.org

If you haven’t logged on to
our web site recently,
guess what you’re missing?

Ö Daily updates on
legislative action
important to physicians

Ö Online petitions
Ö Physician Placement
Ö Resumes and Position

Postings
Ö Reaching other

ACMS members
Ö Sponsorship

Opportunities
Ö Activity

Announcements
Ö And More!

may find it difficult to make im-
provements to their facilities and
equipment. Pa.’s hospitals saw net
patient revenue grow nine percent last
year, primarily driven by increased
payments from managed care plans,
while payments grew three times
faster than inflation and charges grew
twice as fast as hospital expenses.
Statewide, only 40 percent of hospi-
tals reported three-year average total
margins above two percent.

[4/29/04 Pittsburgh Tribune-Review]

Highmark Inc. faces a sharp drop in
customers for its health plans and has
cut costs by terminating 209 of its
11,000 workers. Highmark lost
400,000 members last year, roughly
nine percent of overall enrollment in
its health plans, while the insurer’s
layoffs come as escalating healthcare

costs have caused companies nation-
wide to shift more of the costs of
coverage to their employees and in
some instances to drop coverage
entirely. Highmark said it will assess
future staffing needs after analyzing
its financial surplus, pending rate
increases and chances that Pa. legisla-
tors will change laws to make non-
profits more competitive with for-
profit carriers in the small group
health plan market.

[5/4/04 Pittsburgh Post-Gazette]

Few medical residents want to stay in
Pennsylvania after completing their
residency because of a growing
negative perception that Pa.’s current
medical practice environment is
deteriorating. According to a 2004
survey of medical residents by the
American Association of Medical
Colleges (AAMC), the percentages of
Pennsylvania-trained residents who
plan to stay and practice in the state
are:
* Neurosurgery: 0 percent.

* Radiology: 0 percent.
* Orthopedic surgery: 0 percent.
* Anesthesiology: 10 percent.
* Obstetric/gynecology: 28 percent.
* Internal medicine: 41 percent.

[4/29/04 PMS Patient Action Network]

The Department of Veterans Affairs
will maintain inpatient care at two
western Pa. veterans hospitals that
were slated for shutdown. A report
by VA Secretary Anthony J. Principi
saves hospital beds for veterans in
Erie and Altoona and also defers
closing two other VA hospitals, the
210-bed Highland Drive hospital in
Pittsburgh and the eight-bed Butler
facility, until alternate facilities are
available. Principi’s directive overrules
recommendations made earlier this
year by a federal advisory commission
tasked with reviewing the nation’s
4,200 VA medical facilities, which
had advised closing acute care services
at the VA facilities in Butler, Altoona
and Erie.

[5/7/04 Associated Press]
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A CTIVITIES  &
A CCOLADES

Dr. Johnson

Dr. DiGioa

The University of North Carolina
Department of Otolaryngology
invited Robert Buckmire, MD,
otolaryngology, as a visiting profes-
sor. On March 25 he spoke on Voice
and swallowing: An evolving scope of
practice.

Rebecca J. Caserio, MD, dermatol-
ogy, and Leo McCafferty, MD,
plastic surgery, appeared with Eleanor
Schano on WQED’s Health Quest in
March to discuss the latest cosmetic
procedures and products that can
improve the effects of the aging
process.

Dr. McCafferty was also named
vice chair of the Administrative
Commission of the American Society
for Aesthetic Plastic Surgery at its

annual meeting in Vancouver, British
Columbia, on April 18.

Robert Cicco, MD,  pediatrics, was
named to a commission formed by
Gov. Ed Rendell to aid the Cabinet
on Children and Families. The
commission will help identify
barriers to effective and efficient
services and offer solutions to these
problems.

The Western Pennsyl-
vania Hospital hon-
ored Anthony M.
DiGioia III, MD,
orthopedic surgery, as
a 2004 History Maker
on April 23 for being a

leader in research in medical robotics.

Mary Goessler, MD, pediatrics,
recently was named chair of the
Department of Pediatrics at Allegh-
eny General Hospital. Dr. Goessler
has been affiliated with Allegheny
General since 1981 and has served as
interim chair for the department
since 2002.

Jonas T. Johnson,
MD,  otolaryngology,
lectured on the Diag-
nosis and management
of parotid pathology
and elective neck
dissection: Indications?

at the 42nd Annual Basic Science
Course in Washington, D.C., on
February 17-18. Dr. Johnson also
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Dr. Rosen

Dr. MacLeod

A CTIVITIES  &
A CCOLADES  continued from page 273

lectured at the Asia Oceania ORL
Congress in Kuala Lumpur, Malaysia,
on February 21-26, and at the Fourth
International Laryngeal Cancer
Conference in Philadelphia in March.

The Association of American Physi-
cians recently elected Thomas
Kleyman, MD,  nephrology, to its
membership. Dr. Kleyman is on the
faculty at the University of Pitts-
burgh School of Medicine.

The Pennsylvania
Chapter of the Ameri-
can College of Emer-
gency Physicians
(PaACEP) presented
Bruce A. MacLeod,
MD, emergency

medicine, with its Meritorious Award
at the PaACEP Scientific Assembly in
Philadelphia on April 22. The award
recognizes an emergency physician for
outstanding service, leadership,
commitment and dedication at the
state and national levels. The Pitts-
burgh Tribune-Review featured Dr.
MacLeod as a Newsmaker for this
accomplishment.

David L. Mandell, MD, pediatric
otolaryngology, presented Upper
aerodigestive tract endoscopy with
esoophageal biopsy and broncho-
alveolar lavage in hoarse children at
the 19th Annual Meeting of the
American Society of Pediatric Oto-
laryngology in Phoenix in May.

Clark A. Rosen, MD,
otolaryngology, was an
invited speaker at the
American Choral
Directors Association
meeting on February
12 in Boston, speaking

on Medical problems of the voice and
Care of the injured singing voice. Dr.
Rosen also was an invited speaker at
the Asia-Oceania Congress in Kuala
Lumpur, Malaysia, in February and
the Mexican ENT Meeting in
Monterrey, Mexico, in March.

Carl H. Snyderman, MD,  otolaryn-
gology, was a guest speaker of the
Spanish ENT Society at a conference
on Emergencies and Complications
in Otorhinolaryngology and Surgery
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Getting your claims out is easy.
Having the time to follow up is tough,
especially if your biller is pulled for
patient care, scheduling, or whatever.

At FENNER, our billers are devoted
100% to managing accounts and
following up on difficult claims.

If you think it’s time to outsource
your billing, call us at 412-788-8007
or visit fennercorp.com.

FENNER
One Penn Center West
Pittsburgh, PA 15276

NO TIME
FOR FOLLOW-UP?

A CTIVITIES  &
A CCOLADES  continued

Dr. Stofman

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.

Dr. Teeple records public service announce-
ments for the medical society.

of the Head and Neck in Sevilla,
Spain, on March 26-27.

Jeannette South-Paul, MD, family
practice, was featured as a Pittsburgh
Tribune-Review Newsmaker in May
for being named the 2004 McCann
Scholar. The national award, given by
the Joy McCann Foundation, honors
outstanding mentors in medicine,
nursing and science.

The Robert H. Ivy
Society nominated
Guy Stofman, MD,
plastic surgery, for
president of the
society at its 50th

Annual Scientific
Meeting in March, and he was

elected in April.

ACMS President Edward Teeple Jr.,
MD,  anesthesiology, was featured in
the April issue of Hospital News
regarding the challenges facing
physicians in the coming year.

Dr. Teeple also recorded two

radio spots recently, addressing the
professional medical liability insur-
ance crisis. The spots encourage
individuals to contact state legislators
to support lawsuit abuse reform by
limiting or capping attorneys’ contin-
gency fees and non-economic damages.

The radio spots, that aired in
May on FM stations WWSW (94.5),
WRRK (96.9), WOGI (Froggy 98.3)
and WSHH (Wish 99.7), are still
airing on AM station KQV (1410).
To listen to the spots, log on to
www.acms.org.
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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

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

Tobacco effect s are
specific to the CNS,
gastrointestinal and
visual systems of
newborns.

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.

IN  M EMORIAM
DEAR
DOCTOR

FROM  THE
M AILBAG

Dr. Patel

Lewis W. Gumerman, MD , age 69,
passed away on May 4. Dr.
Gumerman, nuclear medicine,
received his medical degree from the
University of Pennsylvania in 1960
after first spending a year in an iron
lung after being afflicted with polio.
He completed both an internship and
residency at Albert Einstein Medical
Center, and later went on to serve as
chair of the Nuclear Medicine
Department at UPMC Presbyterian
Hospital. Dr. Gumerman is survived
by his wife Myriam Kantz Gumer-
man, daughter Meira, son Etan, three
step-daughters, Karen, Lisa and
Rachel Kantz and two grandchildren.

Anil Patel, MD,
family practice,
discussed asthma
causes, symptoms and
treatments. He wrote
that asthma can be
caused by

environmental and
non-environmental
factors and is treated
most commonly
with steroid inhalers.

April 30, 2004

Dear Editor,
I would like to thank the Allegheny
County Medical Society for its
support of the 2004 Steel City
Symposium at Duquesne University.
This was only our second seminar
and your sponsorship was a major
factor in its overall success. We look
forward to future collaboration!

On behalf of Duquesne, the John
G. Rangos School of Health Sci-
ences, the faculty and students, please
accept our sincere appreciation.

Bridget Colleen Calhoun, Chair
Department of Physician Assistant
Duquesne University
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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 Systems, Inc.
Thomas Stenklyft (800) 245-8875

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

Real Estate
0  Coldwell Banker Real Estate, Inc.
Paul Dunkle (412) 963-7655, ext251

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

0  PNC Bank
Kevin Jansma (412) 373-6114

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

FROM  THE
M AILBAG



278 u   The Bulletin June 2004

800.445.1212
717.558.7500

P.O. Box 8375
777 East Park Drive
Harrisburg, PA  17105-8375

www.pmslic.comwww.pmslic.comwww.pmslic.comwww.pmslic.comwww.pmslic.com

Committed toCommitted toCommitted toCommitted toCommitted to
PPPPPennsylvaniaennsylvaniaennsylvaniaennsylvaniaennsylvania
PhysiciansPhysiciansPhysiciansPhysiciansPhysicians
PMSLIC was established twenty-five years ago by physicians for physicians.

Our concern for health-care professionals practicing in Pennsylvania extends

beyond writing policies.  Our defense of good medicine is vigorous.

Risk management activities are tightly integrated with underwriting standards.

We lobby persistently for meaningful medical liability reform.  While malpractice

carriers falter and fail, PMSLIC is taking actions today to maintain a stable source

of professional liability insurance for Pennsylvania physicians for the future.

· An advocate for meaningful medical liability reform

· Founding partner of Citizens Allied for Pennsylvania Patients (CAPP)

· Endorsed by the Pennsylvania Medical Society

· Owned by NORCAL Mutual Insurance Company — formed and owned by physicians

· Rated B++ (Very Good) by A.M. Best Company

physician owned, physician directedphysician owned, physician directedphysician owned, physician directedphysician owned, physician directedphysician owned, physician directed

Currently accepting applications only from physicians joining insured practices.Currently accepting applications only from physicians joining insured practices.Currently accepting applications only from physicians joining insured practices.Currently accepting applications only from physicians joining insured practices.Currently accepting applications only from physicians joining insured practices.
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Location:
250 Clever Road, Robinson Twp., PA

(12 miles to CBD & 3 miles to The Pointe)

Zoning: Commercial—
Medical/Educational/Research/Care Facility/Office

Structure:  Three-story, 61,000 sq.ft.

Land:  6.873 Acres

Utilities:   Water, sewer, gas, electric

Parking:  100 spaces (room for expansion)

Current Use:

Sale or Lease—Available 2004

ROY F. JOHNS, ASSOCIATES

Contact: Ron Willis at (412) 264-8383

Price Reduced

June 14-20 is National Men’s Health Week. July 11-17
is National Therapeutic Recreation Week.
(Source: U.S. Dept. of Health and Human Services).

JUNE  CALENDAR
CONTINUING
EDUCA TION

June 20.................................ACMS Family Picnic at Kennywood
June 22, 6 pm.......................ACMS Executive Committee

MITOCHONDRIAL  MEDICINE 2004—Aug 4-7. Sponsor Mercy Health
System. Westin Convention Center. CME credits available. For informa-
tion, call Sandra Moss (412) 232-8012.

5TH  BEST PRACTICES IN  BEHAVIORAL  HEALTH —Sept. 10. Sponsor
UPMC & Torrance State Hospital. Chestnut Ridge Inn,
Blairsville. CME available. Call Nora Carney (724) 459-4466
or e-mail nocarney@state.pa.us.

HOT TOPICS IN RHEUMATOLOGY  & INFECTIOUS DISEASES—Sept 17-19.
Sponsor Mercy Health System. Nemacolin Woodlands Resort & Spa.
10 hours of CME credit. Call Donna Winowich (412) 232-5515.

NAT’L CONFERENCE ON SCIENCE AND  LAW OF COMBATING  TERRORISM—Oct
21-23. Sponsor Duquesne University School of Law. Duquesne
University. Call Ben Wecht (412) 396-1049.

2004 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.

A funny thing happened on the
way to the office...

We’d like to inject some
light-hearted humor into
the pages of the
BULLETIN . If you
have a brief funny
story or anecdote
to share with our
readers about “life
in medicine,” please
e-mail lsmith@acms.org or FAX
it to BULLETIN at (412) 321-5323.

10-19-74 Emergency Room$16.75

X-Ray 15.00

Total Charges: $31.75

(Insurance) Paid: 23.75

Balance Due 8.00

Looking Back in Time: “That Was Then”
Copy of an actual hospital bill for setting a broken arm.

FINANCE CHARGE:

1 1/4% per month (15% per annum) or 70
cents minimum service charge will be made on
accounts not paid in 30 days from billing date.

J. C. Blair Memorial Hospital — Huntingdon, Pennsylvania 16652
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PILL  BOX

Anticoagulant Therapy in
Acute Coronary Syndromes
THOMAS L. RIHN , PHARMD

A cute coronary syndromes (ACS) are com-
prised of

unstable angina (UA), non-ST-segment myocar
dial infarction (NSTEMI) and ST-segment

myocardial infarction (STEMI). Timely intervention
with effective, predictable antithrombin therapy is
critically important in the early management of these
conditions.

Historically, unfractionated heparin (UFH) has been
combined with aspirin to suppress thrombin propagation
and fibrin formation; however, its effectiveness has been
questioned in this setting. Unlike newer anticoagulant
alternatives, UFH paradoxically stimulates platelet
aggregation which may actually promote clot formation.
Additionally, it is a clinical challenge to achieve a valid
therapeutic activated partial thromboplastin time (aPTT)
in cardiology patients, and dosing is complex. Due to
substantial variation in reagents and instruments, target
aPTT ranges for UFH in ACS clinical trials cannot
be extrapolated to individual institutions.

Key UA/NSTEMI clinical trials have demon-
strated that UFH is inferior to newer agents such as

low-molecular-weight heparin (enoxaparin).1-3 Con-
sistent with this evidence, the most recent AHA/
ACC practice guidelines in UA/NSTEMI identify
enoxaparin as the agent of choice.4 In STEMI pa-
tients receiving the fibrinolytic tenecteplase as
reperfusion therapy, enoxaparin has also been
shown to be superior to UFH in combination.5 In
percutaneous coronary procedures, newer indirect
(enoxaparin) and direct (bivalirudin) antithrombins have
demonstrated safety and efficacy.

Recognizing that the majority of UA/NSTEMI
patients go on to early percutaneous coronary interven-
tion (PCI) today, the issue of UFH versus low molecular
weight heparin (LMWH) for initial treatment and during
early invasive management was recently evaluated in the
SYNERGY (Superior Yield of the New Strategy of
Enoxaparin, Revascularization & GlYcoprotein IIb/
IIIa Inhibitors) trial.6 This trial was a prospective,
randomized, open-label study evaluating the efficacy
and safety of enoxaparin versus UFH in high-risk
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PILL  BOX  continued

Acronyms

ACS................acute coronary syndromes

aPTT................activated partial thromolplastin time

ICH.................intracranial hemorrhage

LMWH.............low molecular weight heparins

NSTEMI..........non-ST-segment myocardial infarction

STEMI.............ST-segment myocardial infarction

SYNERGY.....Superior Yield of the New Strategy of Enoxaparin,
Revascularization & GIY coprotein llb/llla inhibitors

UA...................unstable angina

UFH................unfractionated heparin
continued on page 282

patients presenting with non-ST-elevation ACS and
treated with an early invasive strategy. A total of 10,027
patients were randomly assigned to either enoxaparin SC
(1 mg/kg) every 12 hours or unfractionated heparin
(bolus 60 U/kg, then 12 U/kg/hour). The median age of
the patients was 68, and 34% were female. Among
patients receiving enoxaparin, catheterization could be
performed at any time after the last dose. No additional
enoxaparin was given if percutaneous coronary interven-
tion (PCI) was performed less than eight hours since the
last SC dose, but an intravenous dose of 0.3 mg/kg was
given when PCI was performed eight to 12 hours after
the last dose. SYNERGY was conducted at 467 investiga-
tive sites in the United States, Canada, Europe and South
America. It is the largest trial ever conducted in UA/
NSTEMI. For inclusion, patients were required to have
at least two of the following: age > 60, ST ­  (transient)
or ̄ , or (+) CK-MB or troponin. The primary endpoint
of the trial was a composite of death/MI at 30 days.

There was significant crossover between enoxaparin
and UFH during the study, therefore the enrollment
target was extended from 8,000 to 10,000 patients.
Again, this trial was pivotal because it assessed the “real-
world” use of SC enoxaparin in early transition to PCI
without additional anticoagulation with UFH.

The results of the SYNERGY trial were presented at
the 2004 Annual Scientific Session of the American
College of Cardiology in New Orleans, Louisiana.6 In
this trial, enoxaparin was not shown to be superior to
UFH, but met prespecified criteria for noninferiority.
Thus, it was shown to be at least as effective as UFH in
reducing the incidence of death/MI at 30 days in the
treatment of high-risk patients with non-ST-elevation
ACS undergoing an early invasive strategy (14.0 percent

enoxaparin vs. 14.5 percent UFH, p= NS). There also
was no difference in death alone, myocardial infarction
alone, or in stroke rates.

In both groups, 92% of patients went to the catheter-
ization lab during their baseline hospitalization (median
time was about 21.5 hours from randomization). The
average time to PCI was 23 hours for enoxaparin (6-49
hrs) vs. 22 hours (6-48 hrs) for UFH. Fifty-six percent of
the enoxaparin group and 58% of the heparin group were
also given a glycoprotein IIb/IIIa receptor antagonist.

One of the original concerns about using enoxaparin
in the catheterization lab and during PCI procedures was
whether there would be enough time for therapeutic
anticoagulation to be reached when patients were cathed
early. SYNERGY demonstrated no difference in abrupt
closures, unsuccessful PCI procedures, or the percentage
of patients requiring emergency CABG.

The bleeding events in SYNERGY are summarized in
Table 1.

Safety in SYNERGY was assessed by GUSTO
and TIMI major bleeding criteria, rate of transfu-

sions, and the rate of intracranial hemorrhage (ICH)
and bleeding causing hemodynamic instability. The
incidence of GUSTO severe bleeding was 2.9% with
enoxaparin vs. 2.4% for UFH (p=NS). The inci-
dence of TIMI non-CABG major bleeding was 2.4%
versus 1.7% (p=0.025), a statistically significant
difference. To put this in proper perspective, the
number needed-to-treat (NNT) with enoxaparin to
observe one additional non-CABG-related major
bleed (TIMI criteria) is estimated to be 200 patients.
Also,there was no difference observed in the inci-
dence of blood transfusions or ICH. The overall
incidence of bleeding was confounded by extensive
anticoagulant switching. It was noted that patients who
crossed-over from heparin to enoxaparin or visa-versa had
higher rates of GUSTO, severe and TIMI major bleeding,



282 u   The Bulletin June 2004

Experience
A combined 310 years of Physician Healthcare Service
and solution experience in Pittsburgh. That means we
have the knowledge base to provide the best in medical
solution and service!

Commitment
22,000 square foot Pittsburgh warehouse means a
commitment to our community to provide the best
service, solutions, quality and price to your practice.

Service Technicians
Our factory-trained, locally certified service technicians
provide expert service for your equipment, translating
to less down time.

Customized Savings
Consultant services to analyze your product use and
provide cost containment and produce standardization.
That means significant savings to reduce medical supply
and utilization costs with our customized programs.

Accurate Results
Distributor of Choice (DOC) program provides
continual maintenance and calibration of diagnostic
equipment (scale, BP, otoscope, ophthmoscope) and
sharp surgical instruments—accurate results for your
diagnostic and surgical procedures.

OUR MISSION is to serve each customer
as if he or she were the only customer by
providing each office with the best
healthcare services and solutions for
quality patient care.

We value your partnership in helping us to serve
you. Thank you, physicians, administrators and
office staff, for directing and advising us on medical
supply products, services and costs.

Mark D. McKenna
Toll Free (800) 472-2791

www.pssd.com

Alleghen y MedCare

Endorsed by the Allegheny County Medical Society

Group Purchasing Program

PILL
BOX  continued from page 281

Dr. Rihn is associate professor of clinical pharmacy, Duquesne University
School of Pharmacy, and chief clinical officer, University Pharmacotherapy
Associates. He can be reached at (412) 380-7907.

and death or MI than those given only one drug.
It should be noted that patients receiving enoxaparin

throughout the course of therapy did experience superior
outcomes compared to UFH. A prespecified secondary
analysis of 5,637 patients enrolled in SYNERGY showed
that those who began treatment with enoxaparin prior to
randomization and continued on it throughout the course
of therapy experienced an 18 percent relative risk reduc-
tion in the incidence of death and myocardial infarction
at 30 days vs. patients who were started and continued on
UFH (12.8% vs. 15.6%, p=0.0029). These findings
indicate that switching anticoagulant agents during an
episode of ACS, including in the catheterization lab,
provides no clinical benefit and potentially increases
bleeding complications.

Given the wealth of prior data demonstrating
enoxaparin’s superiority in the management of ACS
patients, its newly demonstrated effectiveness in early
invasive patient management, and convenience of use,
enoxaparin is considered by many practitioners to be the
anticoagulant of choice in ACS.
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Medicare Prescription
Drug, Improvement
and Modernization Act
of 2003

L EGAL  REPOR T

DEBORAH J. ROBINSON, ESQ

A lthough the new Medicare Modernization Act of
2003 (MMA) is generally known as the legislation
which heralds the new prescription drug benefits

program under the newly created Part D Medicare
Program, this act also heralds certain changes which affect
the physician community, both as to reimbursement and
the Medicare regulatory and appeals process. This article
will briefly highlight some of these provisions.

Revision of updates for physicians’ services
As it is well remembered, due to the complex update

formula under the Physician Fee Schedule, Center for
Medicare and Medicaid Services (CMS) had announced
on November 7, 2003, that the Physician Fee Schedule
update for 2004 would be -4.5 percent. The MMA
provides that the Physician Fee Schedule for the years
2004 and 2005 cannot be less than 1.5 percent. The act
also changes the way the update formula will be calcu-
lated in the future to minimize sharp increases and
decreases.

Looking forward and contemplating changes in the
future, the MMA requires MedPAC to report to Con-
gress as to the effect of changes to the practice expense
component of payments for physicians after the transi-
tion to a full resource-based payment system in 2002.
Additionally, MedPAC is to report to Congress as to
whether the extent of the increases in volume of services
are the result of care which improves the health and well-
being of Medicare beneficiaries. This will include the
exploration of such issues as technology, demographics
and site of service.

New benefits and changes in reimbursement
1 Coverage of an initial preventive physical examination.

An initial preventive physical examination has been
added as a new Medicare-covered service for services
performed on or after January 1, 2005, for a new
beneficiary if that person’s coverage began on or after
January 1, 2005. The physician may order specifically
covered preventive services such as mammography
screening, pap smears and bone density testing.
Clinical laboratory services are excluded.

2 Coverage of cardiovascular screening blood tests. In
furtherance of early detection, cardiovascular-screen-
ing blood tests have been added to covered services.
The specific types of tests and the frequency are
outlined in the act. However, although the frequen-
cies have yet to be determined, they may not exceed
once every two years.

3 Coverage of diabetes screening tests. Again, in the area
of early detection, to the extent the beneficiary has
certain known risk factors, diabetes screening tests are
covered as of January 1, 2005.

4 Concierge care. The comptroller general is required to
conduct a study on concierge care to determine
whether this service has impacted access to care for
Medicare beneficiaries. Concierge care for these
purposes means arrangements under which a provider:
(i) charges a membership fee for obtaining services, or
(ii) requires individuals desiring care to purchase
certain other items or services.
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...it is clear that both Medicare
beneficiaries and providers will be
facing significant changes in the
future.
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and chair of the firm’s Healthcare practice Group. She can be
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5 Future payment issues for services rendered in Ambula-
tory Surgical Centers (ASCs). The MMA eliminates
the requirement that CMS re-base ASC rates every
five (5) years based on cost data. Instead, it requires
the implementation of a new ASC payment system
beginning on a date between January 1, 2006, and
January 1, 2008. The General Accounting Office
(GAO) is to report to Congress by January 1, 2005,
regarding: (i) the comparative cost of services per-
formed in ASCs versus hospital outpatient depart-
ments, (ii) the accuracy of existing ASC procedure
categories, and (iii) the appropriateness of using
existing APCs to pay for surgeries performed in
ASCs. The GAO is to also generally look at how
ASC rates should be subject to adjustment. It appears
that the scope of this study has been initiated by
Office of the Inspector General (OIG) criticism of
inconsistencies in, and inequities of, Medicare pay-
ments for outpatient surgery, depending on the site of
service.

6 MedPAC study on direct access to Physical Therapy
Services. The MMA requires MedPAC to study and
report, by January 1, 2005, on the advisability of
allowing direct access to physical therapy services on
an outpatient basis or in a comprehensive outpatient
rehabilitation facility, as opposed to the current
requirement of provision only upon referral by a
physician or under a physician’s supervision.

Administrative changes and regulatory reform
There are also significant provisions in the MMA

which appear to attempt to establish more uniformity
and predictability in the administration of the Medicare
program. These changes effect the rulemaking process as
well as require that all Medicare manuals, instructions,
interpretative rules, program instructions and guidelines
be both published and available. Importantly also, the
new act eliminates the distinction between the fiscal

intermediaries (Part A) and carriers (Part B) and looks to a
phase-in for joint contracting purposes. The new contrac-
tors will be known as Medicare Administrative Contrac-
tors (MACs).

Although a full description of the changes to the
Medicare appeal process are beyond the scope of this
summary article, Section 934 of the act raises a significant
issue regarding prepayment review. Under these revisions,
the MACs will only be authorized to conduct random
payment reviews to develop a program-wide claims
payment error rate and shall do so under established
protocols.

There are also significant changes to the process for
the recovery of overpayments. As physicians are well
aware, Medicare performs audits which are often triggered
by the utilization of a particular billing code. As a result,
providers may receive overpayment demands giving them
only 15 days for rebuttal. Fearing an expansion of the
audit, providers often enter into consent agreements and
waive their appeal rights rather than be subjected to the
uncertainty of statistically valid samples of claims. The
MMA establishes significantly new protections for
providers for the recovery of overpayments. Now the
secretary may offer a consent settlement to settle a pro-
jected Medicare overpayment based on less than a statisti-
cally valid sample of claims, but must first address issues
with the provider and allow the provider 45 days to
furnish additional information. The MACs can then offer
the provider a consent settlement with a waiver of appeal
or the opportunity for a statistically valid random sample
without waiver of appeal rights.

Finally, some good news for providers: No new
Evaluation and Management (E & M) documentation
guidelines will be implemented without further study,
including the study of a “simpler” system. Although this
may be a recognition of continuing problems, it remains
to be seen if a solution will be forthcoming.

Given the scope of studies required under this act, it
is clear that both Medicare beneficiaries and providers will
be facing significant changes in the future.
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MADELYN H. FERNSTROM, PHD, CNS

Practical Treatment of
Obesity, Part 1

FEA TURE

Obesity statistics are everywhere, with the data
pointing in the same direction: As a nation, we
are facing an epidemic never seen before. Pres-

ently, 60 percent of U.S. adults are overweight or obese, a
doubling over the past 30 years. Obesity rates are pro-
jected to double over the next thirty years. Even worse,
childhood/adolescent obesity has doubled in a generation
and follows the same dismal projections as adults. The
United States is the leader in this trend, but obesity is on
the rise worldwide.

Morbidity and mortality risk both rise with increas-
ing body weight. Two thirds of the cases of type 2
diabetes can be attributed to obesity, with a whopping 95
percent of cases of sleep apnea associated with excess
weight. Hypertension, gall bladder disease, osteoarthritis,
coronary heart disease, asthma and some cancers are all
associated to varying degrees with the obese patient.
Metabolic syndrome is composed of a constellation of
these symptoms, including hypertension, hyperlipidemia,
elevated serum insulin and central adiposity. It is the only

This two-part series is an update of obesity treatment tools for
the office setting. Part 1 will focus on assessment and triage of
the overweight/obese patient, treatment barriers facing clini-
cians and patients, and an overview of treatment options. Next
month, Part 2 will address effective tools for lifestyle change and
present a guide for the use of pharmacotherapy and surgery as
additional successful adjunctive treatments.

illness including obesity as part of the diagnostic criteria.
But enough about the problem. How do we address

it in clinical practice? Why are people gaining weight
faster than ever before? Can obesity be treated in the
office setting as a chronic illness? I believe the answer is
yes. Accepting obesity as a chronic disease which can be
managed but not cured is the first step.

Who is obese?
Viewing obesity as a chronic illness requires establish-

ment of symptom criteria, as for other medical condi-
tions. The term body mass index (BMI) is essential to
this understanding. I refer to BMI as the weight charts of
the new millenium, guidelines to be heeded for patient
assessment. A copy of the BMI Chart has been inserted in
the centerfold of this issue of the Bulletin for your
convenience. Please remove it and refer to it as you read
this article. Information is given at the end of the article
for ordering additional copies for use in your office(s).

BMI can be used effectively to help identify best
treatment options which will be discussed later on. BMI
is a more useful term than absolute weight in defining the
degree of overweight or obesity. Patients also understand
this term and are often surprised to find that by medical
criteria they are “obese.” A patient does not have to look
obese to be medically obese, which is why the BMI
should be considered a vital sign, obtained at each office
visit. A reflection of both height and weight (kg/m2), the
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BMI can be used for both men and women, and
most importantly, has been demonstrated to be a
reliable index for predicting obesity-related medical
illness in the general population. Available in charts
and websites, BMI can also be manually calculated:
weight (lbs) x 704 divided by height (inches), and
divided by height a second time. As shown in Table
1, a BMI of 18.5-24.9 is considered “healthy” for
adults, meaning the lowest incidence of illness, based
on epidemiologic studies, are associated with this
range. “Overweight” is the range of BMI of 25.0-
29.9. “Obesity” begins at a BMI of 30.0, with a
number of 30.0-34.9 considered “Class 1,” and that
of “35.0-39.9” considered Class 2. “Severe obesity” is
a BMI of 40 or more. The super-obese are designated
as those individuals with a BMI of 60 or more.

Determining BMI and identifying the degree of
overweight and associated co-morbidities is an important
step in treatment assessment. It is a marker that should be
included in every office visit and routinely monitored.
The patient needs to understand that this is the “medical
definition” of obesity, and even though he or she may not
“feel” fat, medically there is a risk. This strategy can help
raise awareness in patients. A patient may not want to
hear this information early on, before there are health
problems related to weight, but it is essential to attempt a
treatment intervention prior to the development of
illness. A percentage of patients will be responsive to this
approach, although many will not. Identifying the patient
at risk is an important step.

What causes obesity?
If the answer were easy, everyone would be thin.

Losing weight is difficult, and the causes are multiple,
complex and interrelated. The ideal approach to obesity
control will address all of the following factors: genetic,
biochemical, neurologic and physiologic, environmental
and psychosocial. I like to think of the causes as a puzzle,
where each piece is a different size and varies from patient
to patient. The fact that the incidence of obesity has

continued on page 288
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doubled in a generation argues that the genetic compo-
nent is not as significant as many patients would argue.
Estimates of 30 percent of obesity being attributed to a
genetic predisposition are quite reasonable. Practically
speaking, this predisposition in the presence of a toxic
lifestyle environment (too much food, too little activity)
can promote excessive weight gain. The other biological
and psychosocial components are intertwined and must
be treated together. Much like the treatment of depres-
sion, where best outcomes are seen when patients com-
bine behavioral (lifestyle) change with an adjunctive tool
of medication, obesity treatment is first and foremost
based on a commitment to lifestyle change, with medica-
tion and surgery used to make the lifestyle effort easier.
Clearly, there are major environmental reasons for obesity.
The goal of appropriate medical treatment of obesity is to
recognize the problem, determine which causes are most
relevant to patient treatment and set up a treatment plan
accordingly.

Importantly, there is a growing area of concern with
medication-induced weight gain. This is particularly true
for certain antipsychotics (Zyprexa), SSRI antidepressants
(Paxil, Zoloft), tricyclic antidepressants (Elavil, Tofranil),
anticonvulsants (Depakote), steroids and oral diabetes
agents (e.g., Actos) and insulin. Awareness of this as a
potential side-effect of treatment can help with medica-
tion choice and prepare the patient to make lifestyle
changes to help offset this type of weight gain, which can
be quite substantial.

Barriers to obesity treatment
• Environmental factors that increase food intake. Food

is available 24 hours a day, 7 days a week, and is
inexpensive and plentiful. We consume energy dense
foods in large portions, eat more frequently outside
the home and are partial to convenience foods. As a
nation, we prize “value,” where we can “supersize” for

pennies. Is it possible to make healthier, lower calorie
foods and smaller servings in this environment? For
some, but not all people, the answer is yes. Much of
this is re-learning how to eat in a setting where we
have lost track of what is an appropriate size serving.

• Environmental factors that decrease energy expendi-
ture. Modern conveniences have cut down on physi-
cal activity, with more labor saving devices both in
the workplace and at home. There are fewer sidewalks
available and many stairwells are inaccessible, both
deterring walking as an “activity of daily living.” A
greater concern about personal security is another
barrier. Internet access and e-mail both limit daily
activity. People drive to work, use elevators and even
drive-through for banking and dry-cleaning. If the
environment does not require physical activity, people
become sedentary.

• Environmental factors that increase stress. We cannot
underestimate the importance of a stressful lifestyle as
a contributor to weight gain. Although the best
intentions of patients are to make better food choices,
get more exercise and take the time to relax, a hurried
lifestyle appears to be the norm for most people. As a
culture, we are overdoing all activities—working
more hours and juggling personal and family sched-
ules—with little time to worry about self-care. Stress
management is a key but often overlooked area to
address for long-term weight management.

• Physicians’ attitudes. Physicians face many frustrations
in the difficult task of obesity treatment. This is
reflected in recent studies indicating that 40 percent
of physicians attributed obesity to a “lack of will
power.” In another study, 66 percent viewed obese
patients as “lacking self-control” and more than 30
percent viewed obese patients as “lazy” and “sad.” This
is not restricted to physicians, as studies among nurses
and dieticians showed similar views. To confront the
challenge of obesity treatment, it is important to
identify your own potentially negative attitudes in
viewing the obese patient and to identify the positive
patient attributes that will enhance compliance.

• Unrealistic patient goals. Part of the difficulty in
obesity treatment is the expectation of the patient,
often challenging what even the most dedicated
physician can do to help. The use of BMI is key for
patient understanding in identifying a medical

Determining BMI and identifying the
degree of overweight and
associated co-morbidities is an
important step in treatment
assessment.
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improvement versus a perceived physical appear-
ance improvement by the patient, two factors
not always compatible in practice. A reduction in
body weight of 15 percent or less, a significant
help in ameliorating several co-morbidities, is
viewed as “disappointing” to patients. This is
readily achieved with a lifestyle change. Patients
reported being “happy” with a weight loss of 31
percent, with their “goal” weight of 33 percent
loss; 30 percent or more of a starting weight is most
typical of surgical weight loss. Identifying a realistic
degree of weight loss is an important treatment goal.

Developing a treatment plan: a difficult task
• Choosing the options. As shown in Table 2, lifestyle

change is the cornerstone of all weight loss and
maintenance, and the patient must agree that this be a
strong foundation. Medications and surgery may be
useful adjuncts to treatment once the patient demon-
strates a willingness to adapt to a “continuity of care”
approach to weight loss. Identifying the treatment
options for each patient is an individualized activity
based on a set of fundamental guidelines. This is the
first step. Setting realistic goals, both short and long
term are key. Discussing behavioral strategies to
enhance compliance is a must. Most importantly, you
must be open to modifying the treatment plan,
adding more “tools” to the weight management
toolbox as needed.

• Components of readiness. Is this the right time to lose
weight? Only your patient can answer this. The right
time is based on multiple factors including duration
and degree of obesity, other competing life events,
health issues and cosmetic reasons. A simple question
of asking the patient if he or she would like to discuss
weight management is the way to start. If the answer
is “Yes,” continue. For those who say “No,” do not
pursue, as it will be frustrating to both patient and
physician. The goal in effective weight management
in a practice is to first identify patients at risk and
next to target the subgroup who are willing to work
with you towards a common goal.

• Rate of weight loss: eating to lose. The National
Heart, Lung, Blood Institute (NHLBI) recom-
mends
moderate caloric deficits as part of a lifestyle

program for all levels of obesity. A deficit of 500-
1,000 calories per day will result in a weight loss
of one pound/week. This is best achieved with a
reduction in calories (300/day) and an increase in
physical activity (200/day). When this deficit
cannot be achieved with reasonable success with
lifestyle alone, medications and/or surgery
should be considered. For some patients, a deficit
of roughly 150 calories a day is sufficient, giving
a 10 pound loss in about one year. This mild
caloric deficit is best recommended for those
needing only modest weight loss (a BMI under
30). Medication or surgery is most effective for those
who can make the lifestyle change but cannot manage
the more significant caloric restriction needed for
long-term weight loss and maintenance. This is where
the biological predisposition presents. Many patients
have no metabolic or endocrine abnormalities, yet
struggle with weight loss. Normal human biological
variability can result in patients needing to consume
1,000 or fewer calories to lose and maintain weight.
Without a significant intervention like medication or
surgery, the long-term effort will fail. These adjuncts
allow the patient to successfully utilize the lifestyle
approach.

Beginning a weight-loss program: the office setting
If the patient is motivated and ready to embark on a

behavior change, it is time to choose a treatment strategy
and set a treatment goal. A recommended, realistic goal is
a 10 percent reduction from starting weight within six
months. Involve the office staff. They can make routine
assessments on regular visits, including weight, BMI and
waist circumference. (This measure is helpful, but not
essential.) The office staff can also be excellent health
counselors. All that is needed is enthusiasm and a connec-
tion with the patient.

continued on page 290



290 u   The Bulletin June 2004

FEA TURE  continued from page 289

Diet records are important for patient accountability,
with self-monitoring the key to success. Identify the
nutritionists in your area and use them as an additional
resource for patients who do not have a background in
healthy eating. Think about the use of readily available
meal replacements (i.e., Slim-Fast, Lean Cuisine). Walk-
ing for physical activity is always the safest recommenda-
tion for many patients, with water activities encouraged
for those with BMIs over 40 or with arthritis.

Encourage your patients to get support from com-
mercial organizations such as Weight Watchers or TOPS
(Take Off Pounds Sensibly). Such programs are run by
lay people, but are available at minimal cost.

For patients who need more individualized profes-
sional treatment, refer to a hospital-based weight-manage-
ment program for comprehensive nutritional, exercise,
behavioral and medical evaluation. Such programs involve
the primary care doctor in the treatment plan and are
appropriate for all levels of obesity. Consultations on best
treatment choices are also available.

The physician’s role: You do not have to do it all
What is the role of the physician in obesity manage-

ment? A key role is to both manage co-morbidities
associated with obesity and to identify secondary obesity.
It is important to raise awareness that obesity is not just a
cosmetic problem, but a medical issue. A brief motiva-
tional intervention is helpful, along with an assessment of
patient risk. If the patient is interested, further steps can
be taken. Appropriate prescribing of anti-obesity drugs or
antidepressants can be a useful adjunct to treatment.
Further referral to a specialized weight management
center may be necessary when the patient is not responsive

to a self-monitoring program.
A decision between patient and physician to pursue

the continuity of care approach to obesity is very impor-
tant. Agreement to a lifestyle approach to start is an
important acceptance goal by the patient. Lifestyle change
is a treatment option. Your reassurance that medications
and/or surgery can be useful adjuncts to treatment when
needed makes adherence to lifestyle a greater possibility.

To order more BMI charts, call (412) 321-5030.

Next Month: Specifics of Treatment Options: Eating
Strategies, Obesity Medications and Bariatric Surgery

Dr. Fernstrom is associate professor of psychiatry, surgery and epidemiology
at the University of Pittsburgh and director of the Weight Management
Center at the University of Pittsburgh Medical Center. She can be reached
at (412) 246-6473. For more information, log onto weightloss.upmc.com.
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Making School Foods Healthier:
Choosing Children’s Health Over
Politics
STACI M. W. GOLDSTEIN, MS

...many children consume one- to
two-thirds of their meals, snacks
and/or beverages within the school
setting.

continued on page 300

Childhood obesity is at epidemic rates in our
country. Our children are more and more over-
weight and risking serious obesity health implica-

tions when they become adults. At a recent Pennsylvania
Advocates for Nutrition and Activity (PANA) conference,
Pennsylvania was noted to have 17.4 percent overweight
children compared with the national average of 15.5
percent (1999-2001 data). Dr. George Blackburn, associ-
ate director, Division of Nutrition, Harvard Medical
School says, “We must intensify our efforts for early
identification and early prevention of overweight and
obesity, or we are going to have the first generation of
children who are not going to live as long as their par-
ents.”

Consider that one place to start to make a difference
in childhood obesity is in our schools. The U.S. Depart-
ment of Health and Human Services’ report, Healthy
People 2010, concludes that, “Schools have more influ-
ence on the lives of young people than any other social
institution except the family and provide a
setting in which friendship networks
develop, socialization occurs, and
norms that govern behavior are
developed and reinforced.” In
addition, many children consume
one- to two-thirds of their meals,
snacks and/or beverages within the
school setting. The school setting is
a learning environment where
children learn not only English,
math and history but also health
and healthy eating habits. Shouldn’t

the school then support the learning curriculum by
serving healthy food and by promoting regular physical
education?

The issue that many health advocates don’t realize is
that changing the school menu, extras, competitive foods
and beverages that are served is a very challenging task.
This is because many schools contract with outside food
vendors who promise a guaranteed annual profit or cash
back to the schools—sometimes thousands of dollars. In
addition, soft drink vendors have signed “exclusive
beverage contracts” with school districts that stipulate a

guaranteed profit per year for each soda or
beverage sold. These decade-long contracts

restrict the consumption of any competitor’s
beverages on school grounds. Many of

these beverage contracts also include
perks to the districts, such as football

scoreboards and other items. Also,
school officials are reluctant to get
involved with any group proposing
“change,” even if it is positive change
for fear of complaints and contro-
versy among parents.
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BOB STEARNS

A Culture of Excellence,
A Prescription
for Success

PRACTICE  MANAGEMENT

When a patient has a medical problem, the
doctor is always there to provide expertise,
solutions, reassurance and comfort. However,

when a medical practice has a cultural problem, who is
there for the doctor? The good news is that expertise,
solutions, reassurance and compassion are available for
physicians through the expertise of private consulting
firms. This is a case study of one physician who took
advantage of that expertise to recreate a “culture of
excellence” in his practice.

Dr. J is a successful physician who lives and works in
Pittsburgh. He has practiced medicine for more than 35
years and is a partner in a highly regarded medical practice
affiliated with several community and tertiary hospitals.

Recognizing a problem
While the practice thrives, due to the expertise of its

physicians and staff members who range from physician’s
assistants to administrative personnel, success has its price.
In today’s world, with its increased patient demands,
busier schedules and ever-present insurance issues, physi-
cians become pushed and stretched both physically and
emotionally. This can cause an internal culture where
relationships can become strained.

That’s exactly what happened with Dr. J’s practice.
The physicians became somewhat trapped by their own
success. “We were getting busier, and I realized that we
would need to be better positioned for the months and

years ahead,” says Dr. J, who contacted an external expert
to help him to improve the practice’s internal culture.

Brainstorming solutions
Although Dr. J’s group “had a culture problem,” they

were very forward thinking and wanted to evolve into a
more efficient organization. The first step was to get a
clear picture of business, interpersonal relationship and
teamwork issues by conducting interviews with each
physician. The next step was an off-site retreat with the
doctors during which they examined a range of issues,
including decision making, communication and how to
create greater efficiencies. The practice held a second
retreat to identify communication and relationship issues
between the doctors and the staff. Working together, they
standardized specific processes and procedures aimed at
ensuring outstanding patient satisfaction.

Solutions for success
Issues that Dr. J’s practice faced are common to many

practices, as are the strategies for improvement:
• Develop mechanisms for decision making and

communication.
• Develop leadership and succession mechanisms.
• Systematize major work processes in the practice.
• Reorganize the practice for greater efficiency.
• Improve communication between doctors and staff.
• Maintain a high level of patient satisfaction.
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By working together to achieve the goals identified at
the retreats, this physician practice achieved significant
improvements. Similar solutions like those below have
also been implemented successfully for other physicians
and hospitals:
• Improve decision-making and communication. A

decision-making process is established to achieve buy-
in and consensus from all of the partners. Another
solution is to establish bi-weekly, facilitated full-
practice meetings where the doctors address difficult
issues openly and frankly. An experienced external
facilitator can help the doctors to develop win/win
decisions for the practice. Regularly scheduled one-
on-one meetings between the doctors can also be
implemented to address interpersonal relationships,
medical and business issues.

• Develop leadership and succession mechanisms. When a
practice needs new leadership, the goal is to find the
“best” candidate for the position without creating
relationship issues. The solution is to use objective
criteria to select the best leader. Criteria can include
the ability to implement changes, fairness, vision and
interpersonal and communication skills. Alternative
structures for leadership structure should also be
reviewed.

• Systematized processes. Most practices have important
work processes that can be improved. The approach is
to form teams, including staff members from each
office and a doctor as the team leader. The goals are to
implement time savings, reduce costs and improve
patient care.

• Reorganize the practice for efficiency and less daily
pressure. A team of doctors from Dr. J’s practice was

chartered to develop a plan for reorganizing the
practice, with the goal of improved efficiency and
decreased daily pressure. The team worked to identify
the best use for the talents of each doctor and ensure
the most efficient use of each one’s time. They
achieved this by rearranging primary locations for
each doctor, consolidating duplicative services and
reducing the amount of travel for each member of the
practice.

An improved culture
“Communication among doctors and staff is the

answer,” says Dr. J, who is very positive about the cultural
changes the practice is undergoing. However, he adds,
“Doctors by nature, aren’t receptive to change, so we are
experiencing some growing pains. We’re also not used to
attacking things from a business perspective.” Dr. J
believes that the office is now less stressful and that
everyone is spending more time with their families.
“Now we can focus on practicing medicine again,” he
says.

“We’ve refocused our way of thinking and how we do
things,” says Dr. J. While the physicians there used to
meet only three or four times a year, they now meet at
least once every other week, and several subcommittees
also meet regularly. He adds, “Our external expert contin-
ues to work with us closely to help us continue the
improvement of our culture. I’m very pleased with the
results to date!”

PRACTICE
M ANAGEMENT  continued
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LISA B. PETZEL

Dr. Alan J. Reis:
Winning the Weight
Battle

PROFILE

Alan J. Reis, MD

Dr. Reis (right) is shown here prior to
losing 85 pounds, alongside fellow
physician, Brad Jones, MD, of Atlanta.

Psychiatrist Alan
J. Reis, MD,
understands

the physiological as
well as emotional
issues that accompany
being overweight.
Half of the patients
in his adult psychiatry
practice have a weight
problem and part of
his work involves
counseling them
about the underlying
reasons they overeat,
including anxiety,

depression and an addiction to food.
His own weight problem, however, made him feel

uncomfortable in talking to patients with issues related to
weight management, including severe obesity, anorexia
and bulimia. As a physician, he was very aware of the
health consequences of being overweight, including high
incidences of type II diabetes, high blood pressure, stroke
and heart disease. “Very few 350-pound people will grow
old and have any quality of life,” he says.

Dr. Reis, 45, has battled a weight problem since his
teens and weighed in at 300 pounds when he entered

medical school at age 32. By the time he graduated from
The Chicago Medical School and started his private
practice in Pittsburgh and Greensburg, he tipped the
scales at 360 pounds.

His decision to deal with his own problem occurred
after going on a cruise with his wife in August 2002,
where large quantities of food were available to them all
day long. Dr. Reis began a modified Atkins diet, eliminat-
ing all pasta, potatoes and other starchy carbohydrates
from his diet, as well as starting a rigorous exercise
regime.

Today Dr. Reis weighs 278 pounds and has gone
from a 54 to a 42 pant size. He has lost a whopping 85
pounds over the last 19 months, and while he continues
to lose weight, his success thus far has had an impact on
his life personally and professionally.

“As a professional, it (being overweight) is sort of a
bad example,” Dr. Reis says, recalling a patient who called
asking for help with weight loss and asked if he was
overweight. He says the conversation promptly ended
after he confirmed that he was. “Patients were reluctant to
bring it up,” says Dr. Reis. “Now they have more social
comfort and more confidence in me.” He keeps a scale in
his office to weigh patients each time if weight loss is a
goal they are working on. “It has to be a priority that they
really want,” he says.

Dr. Reis calls his weight loss plan a “holistic” ap-
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Dr. Alan J. Reis:
Winning the Weight
Battle

“As a professional, it (being
overweight) is sort of a bad
example,” says Dr . Reis.

PROFILE  continued

Ms. Petzel is a freelance writer in the
Pittsburgh area. She can be reached at
rjpetzel@adelphia.net.

proach that involves the mind, body and emotions,
because it includes exercise as well as dietary changes and
behavior modification. His choice of a high protein, low
carbohydrate diet for his own weight loss is based on his
knowledge as a physician. Carbohydrates, such as pasta,
potatoes and baked goods create an insulin response in
patients who then become hungry quickly and typically
feed with more carbohydrates, leading to weight gain.
Instead, a diet of lean meat, fish and vegetables helps with
cardiovascular, as well as emotional health, he says.
“Patients need to know this to make better choices,” says
Dr. Reis. “No one wants to eat two steaks, but it is easy
to eat three helpings of pasta.”

He works out with personal trainer for two hours at a
time, three times a week, doing as many as 500 to 1,000
sit-ups during the session, and he alternates between using
dumbbells and therabands for resistance training. He
recommends using a trainer because people are more apt
to keep appointments with others than with themselves.
Working out with a buddy is also effective because of the
same accountability factor. He recommends, however,
that obese patients get an EKG or stress test before
starting any exercise program.

Dr. Reis says he believes a holistic approach is neces-
sary for long-term lifestyle improvements, but believes
that physicians often confuse the symptoms with the
diagnosis in dealing with overweight patients. “I think it
is a mistake to think the cure is removing the fat,” he
says, adding that diets typically have a failure rate of 90 to
95 percent because patients resume their old habits once
the diet is over. “You need to get to the root of it,” he
says.

Because many patients with depression self
medicate with food, particularly carbohy-
drates such as bread, pasta and sweets, or
indulge in alcohol or other compulsive
behaviors, the doctor recommends the
use of a food journal to track eating
habits. Physicians need to be aware of
which antidepressants and anti-anxiety
medications can lend to weight gain
and exacerbate the problem.

“It is not one size fits all,” says Dr.
Reis, whose patients pay cash out-of-
pocket to see him for both psycho-
therapy and pharmacological manage-

ment. He believes not participating in managed care plans
has helped him provide better care because he can take the
time necessary to get the source of patients’ problems,
including taking an hour and a half for an initial visit that
includes an extensive patient history. He recommends
bariatric surgery only when patients have tried many
times to lose weight unsuccessfully.

In addition to improvements in his professional life,
Dr. Reis has witnessed his own self esteem, as well as
energy levels, improve. “I enjoy life more and it has made
me a better doctor,” he says. Fellow psychiatrist Mervin S.
Stewart, MD, who works in an adjacent suite and has
known him since he was a baby, having served a residency
with his father, says he sees a difference in him. “He has
better posture… and is proud of what he has done,”
adding that Dr. Reis tries to help others to do the same.

Dr. Reis’ weight loss has also changes how he thinks
about recreation. “When I was using food in an unhealthy
way…I didn’t define recreation as anything that involved
sweating,” he says. Now, he enjoys walking, squash and
racquetball, and is more likely to plan an active vacation
and not make dining the epicenter of socializing. “It isn’t
crazy to serve your guests healthier food,” he says.

Psychologist Chantal Deines who knew Dr. Reis three
years prior to joining his practice last

October, says she is amazed at his trans-
formation. “I marvel at it. He has lots

of energy and discipline.”
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PERSPECTIVE

TIMOTHY D. KANE, MD

The epidemic of pediatric obesity
and overweight has burgeoned

into a significant health concern
facing parents, health professionals
and community leaders. In 1999, 13
percent of children between six and
11 years of age and nearly 15 percent
of adolescents (age 12 to 19 years)
were overweight. There has been no
change in this trend over the past few
years, and it coincides with the
pattern of increasing obesity in our
adult population in which an esti-
mated 50 percent of adults are
considered overweight and 20 percent
morbidly obese.

The risk factors associated with
obesity in adults, including heart
disease, high blood pressure, early
death, type II diabetes, elevated
cholesterol, and joint diseases are now
occurring with alarming frequency in
overweight children and adolescents
compared to children with a healthy
weight. It is no surprise that over-
weight adolescents have a 70 percent
chance of becoming overweight or
obese adults. This increases to more
than 80 percent if one or both
parents are overweight or obese.
Aside from the obvious adverse
health effects of childhood obesity,
the most imminent consequence of
overweight as perceived by children
themselves is social discrimination.

This is associated with poor self-
esteem and psychological disorders
such as depression.

Obesity is likely related to a
combination of genetic, environmen-
tal and biological factors requiring a
multi-disciplinary approach to achieve
successful therapy. There is a signifi-
cant evidence to suggest that reduc-
tion of merely 5-10 percent of excess
weight in obese adults eliminates the
life threatening co-morbidities,
including type II diabetes and high
blood pressure associated with obesity.

Therapy using medical and
behavioral approaches should always
be the initial strategies for weight
management, but it has been success-
ful only for selected groups and
associated with high failure rates or
weight regain in severely overweight
individuals. Bariatric surgery or
surgical weight loss therapy has
become an integral component of any
comprehensive obesity program. It
has been shown that bariatric surgery
is the only consistently effective
therapy for weight reduction in
morbidly obese adults and is now
considered the standard of care for
morbidly obese patients with co-
morbid conditions. In the era of
minimally invasive surgery, more
operations are being performed using
minimal access techniques including

those for surgical weight loss.
The success of bariatric surgical

procedures in achieving sustained
weight loss and elimination of life
threatening medical co-morbidities in
adults has been well documented.
The operation of choice for achieving
the best results in terms of excess
weight loss has become the gastric
bypass in which the size of the
stomach is reduced significantly, and
a segment of small intestine is by-
passed from the normal absorptive
gastrointestinal tract. This results in
both ‘restrictive’ and ‘malabsorptive’
components which lead to massive
weight reduction. This procedure is
performed by using standard open
surgical techniques or laparo-
scopically. As the number of bariatric
procedures performed in adults
increases at an exponential rate, how
does this apply to our adolescent
population?

There is little data regarding the
outcome for adolescent patients who
have undergone such procedures,
although one might propose that
outcomes for adolescents may reflect
those which have been enjoyed for
the adult population. Patient selec-
tion for bariatric surgery is critical to
the success of the intervention and
good long-term outcomes. This is
even more important for the adoles-

Weighing In On
Pediatric Obesity
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PERSPECTIVE   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.

cent patient when considering an
operation which will dramatically
and often permanently change one’s
gastrointestinal physiology and
lifestyle at such an early age (generally
14-18 years).

Currently, there are no estab-
lished guidelines for the application
of bariatric surgery in adolescents.
With the increasing prevalence of
severe obesity in the pediatric popula-
tion, consideration for bariatric
operations in the adolescent may be
appropriate in the context of an
organized, multi-disciplinary pro-
gram dealing with every aspect of
pediatric obesity. This programmatic
approach will assure that adolescents
have met the following criteria before
consideration for bariatric surgery:

• have failed at least six months of
organized, physician-supervised
conventional attempts at weight
management;

• have attained physiologic matu-
rity;

• be very severely obese (Body
Mass Index-BMI = 40) with
serious obesity related co-mor-
bidities;

• demonstrate a commitment to
comprehensive medical and
psychological evaluation both
before and after surgery; and

• provide informed assent to
surgical management.
Within the context of these

guidelines, each adolescent requires
individual consideration regarding the
appropriateness of surgical interven-

tion for severe obesity. It should be
emphasized that non-surgical ap-
proaches to weight loss in children
and adolescents must be the major
focus of any comprehensive weight
management program for the pediat-
ric population. Early intervention and
family-centered strategies to reverse
the alarming trends in pediatric
obesity may begin to demonstrate a
positive impact.
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CME Courses: Infomercials
or Education?
MARK L. ZEIDEL, MD

PERSPECTIVE

Throughout our careers, we have
all benefited from many forms

of continuing medical education
(CME). For academic physicians like
me, presenting work at and attending
scientific/clinical meetings such as the
American Society of Nephrology
meetings provides a large proportion
of CME. Another large proportion
comes from seminars and conferences
at academic medical centers, such as
our weekly medical grand rounds and
renal grand rounds. For many practi-
tioners, CME also includes annual
courses, structured reading of journals
and lectures that may be sponsored
by pharmaceutical houses.

When evaluating CME experi-
ences, it is critical for physicians to
understand potential biases that may
be introduced by the structure of the
learning provided. In the case of
pharmaceutical company-sponsored
events, we all know that the ultimate
aim relates to the marketing of a
product. These events can range from
highly informative to strongly biased.
If the drug being discussed is one that
has an unambiguous benefit and the
expert lecturing for the pharmaceuti-
cal company provides information on
how to use the drug, this can be
highly informative. Examples of this
sort of event include the early presen-

tations on the use of erythropoietin
in dialysis patients. Here was a drug
that clearly benefited patients and
required new expertise for its proper
use. Of more concern are lectures
advocating the use of one type of
drug over another, when the data are,
at best, unclear. An example of this is
the vigorous campaign waged by
several companies to get calcium
channel blockers into general use for
hypertension. One important aspect
of these pharmaceutical company-
sponsored talks is that the marketing
agenda is explicit, permitting physi-
cians to weigh their response to the
information based on its source and
sponsorship.

When evaluating CME courses, it
is crucial to apply the same under-
standing of motivations and potential
biases. Over many years, academic
centers like ours have developed
CME courses that are offered annu-
ally in our region. These courses

receive explicit pharmaceutical
support that defrays part of their
cost. In exchange for the support, the
courses provide an exhibitor area that
permits sponsors to meet interested
participants. Because the level of
support received for exhibit space
typically represents a fraction of
course expenses, the participants are
charged tuition in the range of several
hundred dollars. In these courses, the
subjects for the talks and the lecturers
are chosen by a committee within the
department, with no reference
whatever to the interests of the drug
companies and no discussion with
them. The needs of practicing physi-
cians in Pennsylvania and the tri-state
area represent the sole determinant of
the content of these courses. In the
case of our courses in internal medi-
cine and its subspecialties, the pro-
gram committees include academic
and community based physicians.

By contrast, there are now for-
profit companies which offer CME
courses in our area. The pharmaceuti-
cal companies pay the full cost of the
courses and, apparently, sufficient
additional funds so that the company
offering the course makes a profit.
Because the pharmaceutical compa-
nies pay the full cost, participants are
not charged tuition. The lack of
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When evaluating CME
experiences, it is critical
for physicians to
understand potential
bias that may be
introduced by the
structure of the learning
provided.

Dr. Zeidel is the Jack D. Myers Professor and
chair, Department of Medicine, at the Univer-
sity of Pittsburgh School of Medicine, where he is
professor of cell biology and physiology; he can be
reached at (412) 648-9636 or zeidel@msx.
dept-med.pitt.edu.

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.
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medical
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(412) 321-5030. Their mail is
being returned undelivered.

tuition cost makes these courses
attractive, as does the inclusion of a
few marquee speakers imported from
outside the region for the event. The
content of the brochures doesn’t
usually make it clear who is designing
the course content. However, if the
pharmaceutical companies are willing
to provide significantly more money
for these courses than for academi-
cally based courses, one must surmise
that they believe that they will get
more value (i.e., more sales) from
these for-profit courses. To some
degree, these courses resemble

infomercials, where an advertisement
is disguised as a newsy feature story.

Because of this ambiguity of
motivations, I have asked that the
Allegheny County Medical Society
and its parent, the Pennsylvania
Medical Society, withhold their
endorsement of these for-profit
CME courses. It is also very impor-
tant that physicians evaluate these
courses critically and insist on full
disclosure from the for-profit compa-
nies as to how the content of their
courses is decided, and to what degree
the pharmaceutical companies
participate in determining content.
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Do y ou ha ve unpaid
recei vab les?

The Allegheny County Medical Society
has partnered with I.C. System to
provide members with intelligent
collection solutions.

For mor e inf or ma tion on our endor sed de bt

reco ver y ser vices , CALL :

1-800-279-3511

Stamp Out Unpaid Bills!

SPECIAL
REPOR T  continued from page 291

Ms. Goldstein is a concerned parent and childhood nutrition advocate
with a background in healthcare administration and management. She
provides consultative services to managed care organizations and health
organizations and can be reached at stacimarta@yahoo.com.

Fortunately, many states across the country have made
changes to the soda and snack food sold in schools.
PANA information sites the following examples:
• New Hampshire’s Portsmouth Schools: A local

pediatrician’s letter to the school board regarding
childhood obesity was the catalyst for banning soda,
caffeine and low nutrition snacks.

• New York City School System: This largest school
system in the country has limited beverages to water,
milk and 100 percent juice. The use of whole wheat,
fresh fruits and vegetables will be increased and the
amount of highly processed foods will be decreased.

• Pennsylvania’s Philadelphia School District: The
consideration of an exclusive soft drink beverage
contract sparked changes in this district. Specific
standards for beverages and snack foods served in
schools became school policy.
Every person has the power to make a difference by

increasing awareness to this issue and by requesting a

change. If you have school-aged children, consider writing
to your child’s school board, superintendent, and/or local
politician and local newspaper calling for change. You can
also write to the above listed parties on behalf of the
patients that you see in your office. We all have a role in
protecting and ensuring the health of our own children
and other children in our community. Please commit to
take action in your community today.

For more information on PANA, please reference:
www.panaonline.org. For more information on
Philadelphia’s comprehensive school food policy, contact
the Food Trust at 1201 Chestnut Street, 4th floor,
Philadelphia, PA 19107 (215) 568-0830.
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John A. Straka, MD
Some Things Never Change.................................253

Gwen Ottaviano, RN, NHA
Weighing in on Pediatric Obesity.........................296

Timothy D. Kane, MD
What is a Nurse?.................................................252

Elaine McCallen, RNC
Photo Feature:

2004 ACMS Inauguration Dinner........................140
Pill Box:

Anticoagulant Therapy in Acute Coronary
Syndromes..........................................................280

Thomas L. Rihn, PharmD
Indigent Drug Programs......................................128

Cindy Powers, PharmD
Medication Errors: Focus on Heparin.....................74

Thomas L. Rihn, PharmD
Cynthia S. Niccolai, PharmD

Memantine for Moderate to Severe Alzheimer’s
Disease................................................................176

John G. Lech, PharmD
David C. Burrow, PharmD Candidate
Joel A. Leonberg, PharmD Candidate

Suicidality in Pediatric Patients Treated with
Antidepressants for MDD......................................20

Bethany Fedutes, PharmD
Nicole Ansani, PharmD

Treatment for Opiate Addiction in Outpatient
Settings...............................................................228

Adam J. Gordon, MD, MPH
Sara Salmon-Cox, MS, OTR/L

Practice Management:
A Culture of Excellence, A Prescription for
Success................................................................292

Bob Stearns
Don’t Need a Budget? Think Again!.......................82

Angela M. Haas, CAPPM
Is Office Nursing Really “Nursing?”.....................236
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EDITORIAL  INDEX   continued

Looking for  Staff?

Available 24 hours a day at www.acms.org.

The Practice Managers Section of the Allegheny County Medical Society has
established a free on-line job placement service.  Member Practices can:

Post available positions
Access a bank of resumes submitted by potential candidates

Respond to potential candidates on-line

Contact information for position listings and resumes may be private at poster’s discretion

continued on page 304

Marcia Lammando, RN, BSN, MHSA
Record-Release: Three Scenarios...........................136

Karen K. Davis
Trading Allegations May Affect Physicians’
Retirement Plans...................................................28

Nicole Cavoti
President’s Messages: Edward Teeple Jr., MD

2004 ACMS Inaugural Address............................110
Go for the Green!................................................266
Opportunity: Mentoring the Next Generation of
Physicians...........................................................111

Profiles:
Daniel Lattanzi, MD: 2003 ACMS Physician
Volunteer ............................................................191

Elizabeth L. Fulton
Dr. Alan J. Reis: Winning the Weight Battle.........294

Lisa B. Petzel
Dr. Edward Teeple Jr.—Physician, Leader,
Family Man, Athlete, Inventor.............................148

Lisa B. Petzel
Quzi Ahmed: Realizing a Dream............................92

Lisa B. Petzel
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Society News:
ACMS family picnic—June 20............................166
ACMS seeks student nominees.............................116

Associate editors appointed....................................68
Coding Program set for May 10...........................165
Correction to January Bulletin item........................69
Correction to February Bulletin .............................117
Doctors’ Day coming up April 3 ..........................116
Dr. Cicco receives trolley award............................270
Dr. Novick to speak to urologists.........................220
Geriatric conference draws crowd.........................218
Geriatric medicine update set.........................67, 116
Geriatrics society supports scholars.........................67
Leadership training part 2 on March calendar..........67
Medical ‘biz in the ‘Burgh...9, 69, 117, 166, 221, 271
Melissa Hart to give talk......................................166
Melissa Hart to present remarks...........................220
Morton promoted to key position .........................68
Ob/Gyn society hosts Georgetown physician........165
Ob/Gyns meet for coding seminar.......................270
Ophthalmologists host program.............................66
Ophthalmologists to meet in March.......................66
Ophthalmology society meets.................................9
Patient education material made available................69
Pediatric president receives award..........................218
Pediatrics society holds discussion.........................165
Photo: 2003 Benjamin Rush Award.....................272
Photo: Avanti Award ...........................................272
Photo: 2003 & 2004 ACMS presidents.................67
Photo: Pittsburgh Ophthalmology Society...........165
Photo: OSHA Seminar.......................................271
Physicians needed for health expo.........................271
Physicians needed for health fair...........................220
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EDITORIAL  INDEX   continued from page 303

Where to Turn cards give important information and phone
numbers for victims of domestic violence. The cards are the size of
a business card and are discreet enough to carry in a wallet or purse.

Quantities of cards are available at no cost by contacting
Allegheny County Medical Society at 412-321-5030.

PMS Alliance to award scholarships......................117
PMS looking for nominations.............................220
PMS releases 2004 Fee Schedule..............................9
PMS releases practice guidelines............................220
Science Fair honors local youth.............................218
Societies hold combined meeting............................8
Society sponsors education event..........................219
Surgeons hold annual meeting..............................270
Surgeons plan 50th meeting/resident’s day..............116
Surgical society holds meeting................................66
Urological association meets....................................8
Urologists add March meeting................................66
Urologists hold meeting.......................................116
Urology society meets..........................................165

Speaker’s Bureau.............................................65, 169
Special Reports:

Coping with OSHA Compliance...........................90
Elizabeth L. Fulton

County Organizing Medical Reserve Corps...........185
Linda L. Smith

Making School Foods Healthier: Choosing
Children Over Politics.........................................291

Staci M.W. Goldstein, MS
Matching the Growing Need for Nurses with
Today’s Educational Realities................................246

Kathleen A. Malloy, PhD, RN
Medical Records FAQs........................................139
Reportable Diseases.......................................85, 241
Retirement Planning & Health Insurance................19

Don Ivol, RPLU

T

Technology and Medicine:
Website Survey Results........................................126

Linda L. Smith
Thoughts From Our Medical Editor:

Safdar I. Chaudhary, MD
Endocrinology of Volunteerism............................158
Fragmented Healthcare Costs...............................262
Nurses: The Cornerstone of Health Care..............210
Public Health Matters...Really Do Matter.............106
Rise and Fall of the Years.........................................6
Treating Grandpa or the Grandchildren: Who Makes
the Decisions?.......................................................58
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Your Executive Committee:
Addressing the Obesity Epidemic.........................268

Terence W. Starz, MD
Nurses: Where Would We Be Without Them?......211

G. Alan Yeasted, MD
The Physician as Risk Manager.............................163

Terence W. Starz, MD
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2004 BULLETIN  A DVER TISING  INDEX : JANUAR Y-JUNE

For more information on advertising in the Bulletin, call Linda
Smith at (412) 321-5030, ext. 105, or log on to the medical
society’s website at www.acms.org.

The Allegheny County Medical Society
counts on and appreciates the support
of its advertisers. Please remember
to tell our advertisers that you saw

their ad in the Bulletin .

Accounting firms
Case/Sabatini (412) 881-4411

Billing/claims/collections
Fenner Corporation (412) 788-8007
I.C. System Inc. (800) 279-3511

Catering
Strictly Business Catering (412) 781-6668

Clothing/Accessories
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

Hospice/Assisted Living
Family Hospice and Palliative Care (800) 513-2148
Schenley Gardens (412) 621-4200

Home Improvement
Four Seasons Sunrooms (800) 978-7266

Insurance
Malachy Whalen & Co. Inc. (412) 281-4050
PMSLIC (800) 445-1212
USI Colburn Insurance Service (724) 873-8150

Legal Firms
Tucker Arensberg (412) 566-1212

Medical Practices
Allegheny Eye Center (412) 766-4800

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

Medical Supplies/Equipment
Allegheny MedCare – PSS Sales (800) 472-2791

Medical Transcription
Davis Trascription (412) 788-5300

Mortgage
Good Deeds Inc. (412) 391-2800
IronGate Mortgage (412) 381-6022

Organizations/institutions
Act One Theatre School (412) 487-5613
Allegheny Physicians Service Corporation (412)
321-2188
Chatham College (412) 365-1148
Children’s Hospital of Pittsburgh, Poison Help
(800) 222-1222
Mercersburg Academy (717) 328-6225
Mercy Health System (800) 232-5660
Physicians for Social Responsibility (800) 732-0999
PMS Physicians’ Health Program (717) 558-7819
Providence Heights Alpha School (412) 366-4455
Tobacco Free Allegheny (412) 578-7910
Winchester Thurston School (412) 578-7518

Practice Management Services
Alpern Rosenthal (412) 281-7692 ext. 351
Caputo Development Firm (724) 934-9632
Pinnacle Management Services Organization  (412)
321-1760
PMSCO (888) 294-4336
Virtual OfficeWare Inc. (412) 261-3791

Real Estate/Development
CBRE Pittsburgh (412) 471-9500
Coldwell Banker Referral Network Inc. (412)
607-1786
Howard Hanna Real Estate (724) 327-5161
Kossman Development Company (412) 921-6100
Prudential Preferred Realty, Cuppy Kraft (412)
521-5500 ext. 258
The Reserve at Summerset (412) 521-0495
Roy F. Johns, Associates (412) 264-8383

Staffing
Maxim Staffing Solutions (877) 704-2345
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CLASSIFIEDS

Call
(412) 321-5030
today and place

your ad here!

Got something on your mind?

As a member of the ACMS, there are many ways to express
your thoughts:

ÖCall the 24/7 Physician Hotline at (412) 321-5035, ext. 131
and let us know what you’re happy with (or unhappy with), or
tell us how we can better serve you as a member. Tell us
what’s on your mind. We’ll take note and, if appropriate, publish
it in an upcoming issue of the Bulletin.

ÖWrite a Letter to the Editor of the Bulletin. Did you agree or
disagree with something you read in the Bulletin? Express
yourself and share your opinion with our readers. If you have
even more to say than a few paragraphs, write a “Perspec-
tive” (500-900 words) and e-mail it to lsmith@acms.org or FAX
it to Linda Smith at (412) 321-5323.

ÖBecome an associate editor of the Bulletin and contribute
editorials on a regular basis, as well as help to shape the
direction of the medical society’s membership magazine. Send
your letter of interest in becoming an associate editor, along
with one or two writing samples to Dr. Safdar Chaudhary,
Medical Editor, ACMS, 713 Ridge Avenue, Pittsburgh, PA
15212.

ÖLog on to www.acms.org/express and submit
your ideas for the Bulletin. We’d be happy to
research your ideas for features and special
reports, or to add your favorite website to our
list to be shared with our readers.

Please let us know what you’re thinking!

Linda L. Smith, Bulletin Managing Editor

ACMS Family Picnic
Sunday, June 20

For Sale

FOX CHAPEL–$845,000–This
architecturally unique home is situ-
ated on a beautifully landscaped
acre with a heated pool, waterfall
and hot tub. Four bedrooms, a
custom designed state of the art
kitchen, two story family room
with a huge fireplace and curved
staircase, and picturesque views
from the many windows are just a
few of the distinctive features of
this dramatic home. For more in-
formation or a private showing,
please call Bunny Wolff or Lucy
Oliver at 412-782-3700 ext. 238
or 210.

FOX CHAPEL–$357,900–Spot-
less three bedroom townhouse in
Foxhall offers private brick walled
courtyard, new deck and patio, eat-
in kitchen with access to the deck,
and a totally finished lower level
with bedroom and bath. For more
information or a private showing,
please call Bunny Wolff or Lucy
Oliver at 412-782-3700 ext. 238
or 210.

VERY WELL-ESTABLISHED
PHYSICAL MEDICINE AND
REHABILITATION PRACTICE
FOR SALE. Busy outpatient
EMG practice includes new EMG
machine, office furniture, secre-
tarial and billing services, and in-
volves 18-bed hospital inpatient
rehab unit. PM&R practice is af-
filiated with UPMC McKeesport
Hospital. For more information
about this practice opportunity,
contact Mr. Bob Winters at 412-
281-0587 or 724-935-4777.

For Lease

FOR LEASE–Monroeville, 2000
sq.ft. Medical office in a one story,
level entry Medical building. Con-
tact Jeff or Irv Weiner at Irv Weiner
Real Estate. 412-373-8900

PSYCHIATRIST/PSYCHOLO-
GIST OFFICE AVAILABLE–
Oakland. Ideal location. Bristol
Apartments, 161 North Dithridge
Street, Pittsburgh, PA 15213.
412-682-7652

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.
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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


