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T HOUGHTS  FROM
OUR  M EDICAL  EDITOR

Identity Theft
SAFDAR I. CHAUDHARY , MD

N ow, what does that mean to a
psychiatrist? Did someone steal

the identity of a person? I had heard
terms such as identity role, identity
disorder, identity diffusion in adoles-
cents and identity crisis, but not
identity theft. “Perhaps it is the latest
DSM disorder,” I thought to myself.
After all, it is important to keep up
with the latest research and its clinical
applications.

Identity theft turned out to be
somewhat of a new disorder, but not
one listed in psychiatric books. It is
found in the Federal Trade
Commission’s Your National Resource
for ID Theft Manual. The more I
read about “identity theft,” the more
it seems to be a condition closely
related to dissociative identity disor-
der (DID), a controversial diagnosis
known as multiple personality
disorder until renamed in the DSM-
IV. Many clinicians have built careers
working with patients they believe to
have DID, while other distinguished
practitioners disagree with it.

Dissociative identity disorder is a
disorder characterized by two or
more identities or personalities that
alternatively take over the person’s
behavior. So is the case with identity
theft, a white-collar crime that has
captured the public’s attention.
Everyone is being affected by it, and
no one is safe from it, not even the
deceased.

What is identity theft?
According to the Federal Trade

Commission, identity theft occurs
when someone uses your personal
information such as your name,
Social Security number, credit card
number or other identifying informa-
tion, without your permission, to
commit fraud or other crimes.

Identity theft is a serious crime.
People whose identities have been
stolen can spend months or years—
and their hard-earned money—
cleaning up the mess thieves have
made of their good name and credit
record. In the meantime, victims may
lose job opportunities, be refused
loans, education, housing or cars, or
even get arrested for crimes they
didn’t commit.

As one compares both conditions,
the literature indicates that amnesia
involving the inability to recall
important personal information
relating to some of the identities is
present. Amnesia is not uniform in all

personalities; another may know
what is not known by one personal-
ity. Some personalities may appear to
know and interact with other person-
alities in an elaborate inner world.
Identity theft and dissociative iden-
tity disorder are serious and chronic
and may lead to disability and
incapacity.

Both conditions appear to be
rather common, being diagnosed
more frequently in recent years
because of enhanced awareness of it,
improved diagnostic methods and
increased awareness of mistreatment
and its consequences.

Etiology
Identity theft and dissociative

identity disorder are attributed to the
interaction of several factors: over-
whelming stress, dissociative capacity
(including the ability to uncouple
one’s memories, perceptions, or
identity from conscious awareness),
the enlistment of steps in normal
developmental processes as defenses,
and, during childhood, the lack of
sufficient nurturing and compassion
in response to hurtful experiences or
lack of protection against further
overwhelming experiences.

Symptoms and Signs
Persons with identity theft and

dissociative identity disorder are often
told of things they have done but do
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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.

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.

M EDICAL
EDITOR   continued

not remember, and of notable
changes in their behavior. They may
discover objects, productions or
handwriting that they cannot account
for or recognize; amnesia of events is
normal and widespread.

Patients often have a remarkable
array of symptoms that can resemble
other neurological and psychiatric
disorders, such as anxiety disorders,
personality disorders, schizophrenic
and mood psychoses and seizure
disorders. Most have symptoms of
depression, manifestations of anxiety
(sweating, rapid pulse, palpitations),
phobias, panic attacks, physical
symptoms, sexual dysfunction, eating
disorders and post-traumatic stress.

Diagnosis
The diagnosis requires federal and

state legislative interventions, police
report and credit history corrections
along with medical and psychiatric
evaluation, including specific ques-
tions about dissociative and lack of
awareness of identity theft phenom-
ena.

Prognosis and treatment
Treatment is often long and

chaotic and aims to help reduce and
relieve symptoms more than to
achieve integration. Sometimes
therapy helps a patient with a poorer
prognosis make rapid strides toward
recovery. Paranoia about what others
can do to you without your knowl-
edge can be pervasive, even after
credit history is corrected.

According to Federal Trade
Commission, if you think your
identity has been stolen, here’s what
to do:
• Contact the fraud department of

any one of the three major credit

bureaus to place a fraud alert on
your credit file. The fraud alert
requests creditors to contact you
before opening any new accounts
or making any changes to your
existing accounts. As soon as the
credit bureau confirms your fraud
alert, the other two credit bureaus
will be automatically notified to
place fraud alerts, and all three
credit reports will be sent to you
free of charge.

• Close the accounts that you know
or believe have been tampered with
or opened fraudulently. Use the ID
Theft Affidavit when disputing
new unauthorized accounts.

• File a police report. Get a copy of
the report to submit to your
creditors and others that may
require proof of the crime.

Identity theft creates havoc with
an individual’s personnel credit
history. In fact, most individuals do
not even discover that they have been
a victim of identity theft until they
apply for a home, car, personal or
other loan and it is denied because of
a bad credit report. Besides its eco-
nomic impact on victims, this crime
has psychological effects as well.
Everyone needs to be aware of

identity theft, how it occurs, how to
protect yourself and what to do if
you become a victim. One or more
periods of psychiatric hospitalization
may be necessary to help some
patients through difficult times and
during the processing of particularly
painful memories.

Symptoms wax and wane sponta-
neously, but identity theft and
dissociative identity disorder do not
resolve spontaneously. All successful
treatments that aim to achieve
integration involve psychotherapy
that specifically addresses the dissocia-
tive identity disorder.

REFERENCES

Federal Trade Commission http://www.
consumer.gov/idtheft/

The Merck Manual, Sec. 15, Ch. 188,
Dissociative Disorders 2004

There is currently an opening on the Bulletin ’s Editorial Board for
an associate editor .  The position requires basic writing skills and
the willingness to contribute an editorial column of 500-900 words
approximately once or twice each calendar year . Associate editor
terms are for two years, and you may serve three consecutive terms.
Selection of the final candidate will be made by the Editorial Board
and approved by the ACMS Board of Directors. If you are interested
in serving the Allegheny County Medical Society in this way , please
mail or F AX a short letter and a writing sample to Bulletin Medical
Editor Safdar I. Chaudhary , 713 Ridge Ave., Pitt sburgh, P A 15212;
FAX (412) 321-5323.

Got some ideas y ou’ d lik e to shar e?
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Just Say “No!”

EDITORIAL

JANET A. CHOLLET, MD

Having to say “no” to
a patient is one of the
more difficult tasks
that we as physicians
are confronted with
every day .

N o is a word that doesn’t need a
definition in the dictionary. In

fact, the word “no” is a complete
sentence. Hence, why is it so hard to
use it when we as physicians need it
the most?

“In our own attempts to be
courteous and accommodating,” says
Dr. Good Manners, “we say ‘yes’
because we want to satisfy our
patient’s request or because we simply
cave into the request after repeated
demands.”

Having to say “no” to a patient is
one of the more difficult tasks that
we as physicians are confronted with
every day. It’s such a simple word to
say, but it carries risks. It carries
emotion too because we have a
genuine desire to meet our patient’s
needs.

According to Dr. Manners, the
magic trick to saying no is “knowing
how to say it.”

Start by telling the patient
directly, “No,” and then explain why,
while keeping your response short.
“Mrs. Smith, I can’t give you the
prescription for Oxycontin . . .” is
one effective example, even when
your explanation is, “because my
concern is that you’re becoming
addicted to the medication.”

The saying, “Never apologize and
never explain,” doesn’t work well
when it comes to patient care.
Patients won’t accept “no” without an
explanation. You don’t have to
decorate your explanation, but a very
brief clarification is acceptable. Then
leave the issue alone.

 Remember that saying “no” can
hurt a patient’s feelings. Patients
don’t like to hear the word, especially
when they want something. Unfortu-

nately, the patient might have a hard
time understanding the word because
of increased anxiety as well.

If the patient seems distressed
over your refusal, explain once again,
but use a sympathetic tone. “Mrs.
Smith, I’m very sorry that you feel as
though you need the Oxycontin, but
...” Be courteous, yet firm, with your
refusal.

Sometimes, despite everything
we say, the situation does not become
diffused. If this occurs, offer another
solution or alternative. Step back and
think about negotiating with a child.
For instance, your preschooler
appears before you with wide eyes, a
loud voice and a large smile while
holding your scissors. It’s best to
pause momentarily and then to
evaluate a trade. The same principle
applies with your patient: Trade
treatment plans. “I’d rather not give
you the Oxycontin, but I would be
happy to give you...” If the patient
begins to argue (or even becomes
combative), simply offer a second
opinion as the trade.

It’s risky to terminate a patient’s
care. Thus, if the patient is argumen-
tative and then reluctantly accepts
your refusal, it’s probably a good idea
to get the acceptance in writing,
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EDITORIAL  continued

Dr. Chollet is an obestetrician/gynecolo-
gist. She can be reached at jchollet@
pol.net.

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.

REFERENCE

Some of the ideas for this article were
generated from Family Practice Manage-
ment 11(2): 80, 2004.
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especially if there’s concern about the
patient taking legal action against you.

There’s no crystal ball to use for
predicting whether the patient is
creating a paper trail in any clinical
situation. Thus, explaining your
refusal on paper and then having the
patient sign it will document that the
patient has agreed to your treatment
plan.

Overall, the most important tool
to reduce your stress level with
having to say “no” is to communicate
with your patients effectively about
your decisions with their care and
helping them adjust their expecta-
tions so their goals are reasonable and
attainable. It will be a massive stride
in making your medical practice

more successful because many other
areas hinge on the area of patient
satisfaction. The end result is im-
proved communication that will
lower the risk of patient dissatisfac-
tion and frivolous lawsuits.

Oakland Neurosurgical Associates Division,

is pleased to announce

Howard J. Senter, M.D., F.A.C.S.
Chief, Division of Neurosurgery at

Western Pennsylvania Hospital

has joined Eugene A Bonaroti, M.D., F.A.C.S., J. William Bookwalter, III, M.D., F.A.C.S.,
Francis T. Ferraro, M.D., F.A.C.S., and Ashvin T. Ragoowansi, M.D., F.A.C.S., in the
practice of neurosurgery.

Dr. Senter will continue to see patients at The Western Pennsylvania Hospital, Mellon
Pavilion, Suite 448, Pittsburgh, PA 15224. To schedule an appointment, please call
412-682-6800.



318 u   The Bulletin July 2004

ALIK S. WIDGE

M USINGS  OF A
M EDICAL  STUDENT

Funding the Skyrocketing
Cost of Medical Education

We all entered the medical
profession to help people.

There are many reasons to seek a
career in medicine—intellectual
challenges, the thrill of scientific
discovery and financial rewards, to
name but a few—but ultimately, no
one can survive the vicissitudes of
modern clinical practice unless he or
she derives some joy from the simple
act of relieving the suffering of
another human being.

Over the past decade or two, our
nation’s medical schools have re-
worked their admissions policies to
select for the most idealistic and
compassionate applicants, with the
hope of raising a new generation of
physicians who demonstrate an even
deeper commitment to the ideals of
our profession. Schools have also
focused on educating more
underrepresented minorities, students
from low-income families, and
students who express an intent to
practice primary care, all in an at-
tempt to expand access to care for
millions of medically underserved
Americans. These are noble goals and
ones that organized medicine has
been proud to support.

However, all of these noble aims
are rapidly falling apart. As we try to
educate more minority students, data
from the Association of American

Medical Colleges (AAMC) show
minority enrollment steadily drop-
ping.1 Current minority physicians,
particularly teaching faculty, state that
they are dissatisfied with their career
and would not choose medicine
again.2 Despite a variety of programs
and scholarships designed to steer
students into primary care, the
number of U.S. medical graduates
entering primary care residency
programs continues to decrease.2,3

There is one common cause for
all of this: the skyrocketing cost of
medical education. The AAMC
reports that the average graduating
medical student in 2003 (the class
with which I entered medical school)
had a debt of $109,456.5 This is a
formidable amount to repay, even on
a physician’s salary, but it becomes
even more disturbing when one
considers that repayment begins
during the low salaries and long
hours of residency. The payments on
a $109,500 debt represent 50 percent
of the average resident’s take-home
pay. With that level of burden, is it
any surprise that multiple studies
show financial concerns as a major
reason why new graduates do not
choose primary care?6,7

Worse yet, the burden of debt
falls disproportionately on our most
disadvantaged students:

underrepresented minorities and
students from low-income families.
Both of these groups tend to take out
more loans to cover their education,
and studies have shown that they
experience more burden per dollar
borrowed than do their peers.8,9 The
result is that, instead of making our
profession more accessible to the
most talented and humanistic of
applicants, we are closing the doors
to anyone who does not come from a
wealthy family.

Ultimately, the cause of this crisis
can be traced back to tuition. Average
medical school tuition has increased
above inflation in every year for the
past two decades, and average debt
has tracked right along with it. At
state-affiliated schools like the
University of Pittsburgh, some of
this increase can be blamed on a lack
of state funding for higher education.
Indeed, some medical schools in
California and New York chose to
raise tuition retroactively in the

Average medical school
tuition has increased
above inflation in every
year for the past two
decades....
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middle of the school year due to state
budget cuts. However, tuition is also
increasing at private medical schools.
Unless these increases can be brought
under control, the debt crisis will
only worsen.

I have painted a bleak scenario
thus far, but there remains some
hope, and it lies with us: organized
medicine. Throughout the fall of
2003, I chaired a task force convened
by the American Medical
Association’s (AMA) Medical Stu-
dent Section. We systematically
reviewed all available literature on
medical education debt, on its causes
and effects, and on what solutions
were available. This resulted in a 48-
page report to the AMA on the debt
crisis and three major resolutions that
passed the AMA House of Delegates
in December.10 We found that there
are programs and activities that can
soften the effects of debt, at least in
the long run. Both state and federal
governments offer loan repayment
programs and scholarships for stu-
dents who work in underserved areas
or do research. Some medical societ-
ies are aggressively raising funds for
medical student scholarships, includ-
ing our own Pennsylvania Medical
Society Foundation. A few enlight-
ened medical schools have voluntarily
chosen to limit tuition increases in
recognition of the burdens their
students face. We also found that all
of these are only delaying the crisis
from growing, and that medical
education must be entirely rethought
in order for it to survive.

Our AMA has now committed
itself to a series of in-depth policy
reports that will create proposals for
new medical education funding
sources. More importantly, it has

committed itself to federal legislation
to address the debt crisis. On the
night that I am writing this article,
Rep. John Boehner of Ohio has just
introduced legislation into the U.S.
House of Representatives that would
gut the consolidation loan program
on which students and residents
depend. Our staff in Washington are
already laying out the strategy to
combat the bill and save the consoli-
dation program. Closer to home,
Rep. Phil English of Erie introduced
H.R. 3412, the Higher Education
Affordability & Equity Act that
provides a number of tax incentives
for higher education. I had the
privilege of helping to draft this
legislation and, with a number of
student and university groups behind
it, I hope to see it pass next year. (I
am also disappointed to note that our
own congressman, Mike Doyle, still
refuses to cosponsor that same bill.)

The debt crisis is as real as the
medical liability crisis, and it also is
taking away access to health care
from our neediest patients. We must
come together as a profession,
educate legislators about this prob-
lem, and find a permanent, sustain-
able funding source for medical
education. Until and unless we do,
we will never achieve our goal of a
physician workforce that provides
effective, compassionate and cultur-
ally sensitive care to all Americans.

Mr. Widge is an MD/PhD student at the
University of Pittsburgh School of Medicine and is
currently in his fifth year of combined training. He
chairs the AMA-MSS Task Force on Medical
Education Debt, and is the medical student
member of the AMA Political Action Committee
Board of Directors. He can be reached at
aswst16+@pitt.edu.
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that of the writer and does  not neces-
sarily reflect the opinion of the Editorial
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County Medical Society.
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SOCIETY  N EWS

ACMS needs nominations
The medical society’s Nominating
Committee is seeking candidates for
the ACMS Board of Directors and
other elected offices, including
delegates to the Pennsylvania Medical
Society. The committee is also
looking for individuals interested in
serving on the following ACMS
committees: Child Health, Commu-
nications, Legislative, Medical-Legal,
Membership, and Occupational
Medicine, as well as the Bulletin
Editorial and Peer Review boards.

The need for physician leadership
cannot be overstated during this time
of change in the medical profession.
All appointments are designed to
maximize expertise and keep time
commitments to an efficient mini-
mum. Please respond by July 30.
Nomination forms are available for
download on the medical society’s
website (www.acms.org). For more
information, call Dottie Hostovich at
(412) 321-5030.

Got resolutions?
The PMS House of Delegates will
meet October 16-17 in Hershey. If
you have a resolution you would like
the delegates to consider, send a draft
to the ACMS office by August 20
for review. Call Dottie Hostovich
with questions at (412) 321-5030.

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.

Geriatrics society receives award
The American Geriatrics Society
(AGS) awarded the Pennsylvania/
West Virginia Geriatrics Society its
2003 State Affiliate Achievement

Award at the AGS National Confer-
ence in Las Vegas in May. This
prestigious award is given to an AGS
state affiliate with achievements in
membership recruitment/retention,
continuing education for members
and public outreach, as well as most
improved affiliate.

The local society has achieved
great success in continuing education
with its annual spring Clinical
Update in Geriatrics Medicine. The
conference is the region’s first and
largest CME course for geriatricians
with the primary goal of training
practitioners who care for older
adults. In addition, the course gener-
ates funds for other society goals,
such as enhancing medical student
training and stimulating research. In
the past four years, the Clinical
Update has grown steadily, reaching

ACMS President Edward Teeple Jr., MD,
(left) presented Anne Steytler with the 2003
Benjamin Rush Individual Public Health
Award at a function at the Women’s Center
and Shelter of Greater Pittsburgh in May.
This award recognizes outstanding contribu-
tions by a lay  individual to the health and
welfare of citizens of Allegheny County on
behalf of the medical profession.

The medical society recently presented
Medical Student Awards to: Drs. Siva Raja
(above), University of Pittsburgh School of
Medicine; Melissa Pugliano, Drexel Univer-
sity College of Medicine; and Joseph E.
Gatial III, Temple University School of
Medicine. The award recognizes fourth-year
medical students in Allegheny County who
have demonstrated outstanding academic
performance, interpersonal traits and
extracurricular service.
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“Let Us Make Your Search Easier”

Staffing Physicians’ Offices,
Hospitals, Clinics

Medical Assistants
Medical Records Clerks/Medical Billers
Medical Secretaries, Receptionists, etc.

RN’s, LPN’s
Nurse Practitioners

Physician’s Assistants
Clinical or Administrative

(All candidates are fully screened, tested and
have criminal background checks.)

TEMP - TEMP-TO-HIRE - DIRECT HIRE

www.likenhealthcare.com
(412) 816-0113

more than 400 individuals in 2003
and providing $25,000 of funding to
medical students interested in special-
izing in the field of geriatrics. In
addition, the society sponsors an
innovative fall business program that
provides members with up-to-date
clinical information on common
problems that affect the elderly.

Since it’s inception in 1994, the
society has continued to initiate
membership growth and retention.
Membership in the Pennsylvania/
West Virginia Geriatrics Society is
open to individuals interested in
improving the health and well-being
of older adults. For more informa-
tion on becoming a member, contact
Nadine Popovich at (412) 321-5030
or npopovich@acms.org.

Nominations needed for awards
The medical society is currently
accepting nominations for the 2004
Frederick M. Jacob, Nathaniel
Bedford, Ralph C. Wilde and Physi-
cian Volunteer Awards. These presti-
gious awards recognize member
physicians who have made extraordi-
nary contributions to medicine and
humanity, as well as to the Allegheny
County Medical Society.

The society is also looking for
entries for the 2004 Benjamin Rush
Awards. These awards recognize lay
individuals and organizations for
outstanding contributions to the
health and welfare of citizens of
Allegheny County on behalf of the
medical profession.

To obtain nomination forms, log

on to www.acms.org or call (412)
321-5030 and ask for Elizabeth
Fulton. Please submit your nomina-
tions for these awards no later than
October 29.

Students elect officers
The following students have been
elected as officers in the University of
Pittsburgh School of Medicine’s
student section of the American
Medical Association for the upcom-
ing year: Megan Groh and Stamatis
Kantartzis, co-presidents; Alison
Lewis, vice president for community
service; Lori Christ , vice president
for legislative affairs; Hanny Isawi,
vice president for membership; and
Shaily Patel, vice president for

continued on page 322
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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
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It’s time again to think about volunteering part of your day to participate with the
Allegheny County Medical Society in the United Way Day of Caring.

Day of Caring this year is Tuesday, September 14.
The project site has not yet been selected, but details will be coming soon.

Call Elizabeth Fulton at 412-321-5030 to volunteer for this enriching experience.Call Elizabeth Fulton at 412-321-5030 to volunteer for this enriching experience.Call Elizabeth Fulton at 412-321-5030 to volunteer for this enriching experience.Call Elizabeth Fulton at 412-321-5030 to volunteer for this enriching experience.Call Elizabeth Fulton at 412-321-5030 to volunteer for this enriching experience.

September 14, 2004September 14, 2004September 14, 2004September 14, 2004September 14, 2004

NOW IS THE PERFECT TIME

TO REGISTER TO VOTE IN
NOVEMBER . THE LAST DAY TO

REGISTER IS OCTOBER 3.

To qualify to vote, you must be a U.S.
citizen, a resident of Pennsylvania,
have lived in your election district for
at least 30 days before the next
election and be 18 years old on or
before the day of the election. For
more information, call (412) 350-4510
or visit www.county.allegheny.pa.us/
elect/registration.asp.

The ACMS Alliance recently elected its new officers for the
2004-2005 year, including (left to right):  Cherry
Woolhandler, corresponding secretary; Patty Barnett, 2nd

vice president; Sandra DaCosta, president; Sally Buchanan,
1st vice president; Justina Purpura, treasurer; and Mary
Kay Schaner, assistant treasurer. Barbara Adelson, record-
ing secretary, is not pictured.

member relations. The students all
are entering their second year of study.

Members offered insurance savings
USI Colburn Insurance Service and
the Allegheny County Medical
Society have teamed up with Liberty
Mutual to offer its members Group
Savings Plus, a program that provides
a group discount of up to 20 percent
off Liberty Mutual’s already competi-
tive auto and home insurance rates.

Group Savings Plus also
features a 24-hour claims
service, emergency
roadside assistance and
convenient billing
options, including
checking account deduc-
tion. To find out how
much you could save,
visit www.libertymutual.
com/lm/acms or call one
of the following num-
bers: North (724) 776-
2350, South (724) 942-
6355, East (724) 325-
2535, West (412) 859-
6605 or City (412)
321-9211.

ACMS to present
HIPAA training

On April 21, 2005, the HIPAA
Security Rule will go into effect. Just
as with the Privacy Rule, training is
mandated by the federal government
for all healthcare providers and their
staff who are covered under HIPAA.
The Allegheny County Medical
Society once again will collaborate
with Duquesne University’s Depart-
ment of Health Management Sys-
tems to deliver the training. This
practical and cost-effective approach

will provide participants with the
necessary training, including all
handouts needed in a medical practice
and the required training documenta-
tion. Individual questions will also be
addressed in a practical manner.
Beginning this fall, training will be
provided both on location at the
Duquesne University campus and
online. Watch the ACMS Bulletin
and faxes for information.
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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?

Medical ’biz in the ’Burgh
Blue Cross of Northeastern Pa.
(BCNP) is selling part of its first
priority managed care and life insur-
ance units to Highmark Inc. for $34
million. Highmark stands to gain a
40 percent interest in First Priority
Health and First Priority Life Insur-
ance Co., which insures about
140,000 people in northeastern Pa.
Three PPO options will be offered
to subscribers during the enrollment
period beginning in December: two
individual plans and one group plan,
one of which will be a short-term
PPO that can be purchased in 90-day
increments, intended to help people
who are between jobs or recent
graduates who are looking for jobs.

[6/4/04 Times Leader]

The University of Pittsburgh Medical
Center is considering selling off
UPMC Lee Regional to the Cone-
maugh Health System. A letter sent
by UPMC to the Lee Regional
Health System said it was approached
by Conemaugh Health System and
indicated that UPMC was willing to
discuss transferring its control of
UPMC Lee. Lee Regional’s board
unanimously agreed to pursue the
possibility of regaining control of the
hospital and is sending a formal
notice expressing the Johnstown
health system’s desire to exercise its
right of first refusal to UPMC.

[6/7/04 Pittsburgh Business Times]

Forbes Regional Hospital in
Monroeville will begin construction
of an expanded emergency depart-
ment. The $5.3 million project will
double emergency space and add
eight treatment rooms, for a total of
29, while the new ER will have a
quick-care area to speed up treatment
of minor cases, and specific treatment
areas for more serious traumas,
psychiatric care, women’s care and
orthopedics. A monitoring system
will track patients and gather data
that will be analyzed for future
improvements.

[6/16/04 Pittsburgh Post-Gazette]

SOCIETY  N EWS continued
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FROM  THE
M AILBAG

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.

DEAR
DOCTOR

William S. Musser,
MD,  neurology/
psychiatry, wrote that
antidepressants are
not addictive, but can
cause withdrawal
symptoms. He

discussed why these symptoms occur
and indicated that the
depression and anxiety
one feels after stopping
an antidepressant are
probably because of withdrawal, not
the return of depression and anxiety.
These symptoms can be minimized
or avoided by slowly tapering off the
medication.

Dr. Musser

SPEAKER ’S
BUREAU

Jack Wilberger Jr., MD, neurologi-
cal surgery, spoke about epilepsy at
the May meeting of the Allegheny
Chapter of Medical Assistants.

June 10, 2004

Dear Editor:

Marcia Lammando’s article in the
May 2004 Bulletin (p. 236, “Is
Office Nursing really ‘Nursing?’”) is
a great one regarding the role of an
office nurse. The unqualified answer
is a resounding, “Yes!” Office nursing
is the real old fashioned nursing.
Indeed, office nursing is a richly
rewarding and exciting profession.
Marcia lists many reasons for it. In
addition, the office nurse is called
upon daily to use her knowledge and
experience in problem solving and
social decision-making. Each patient
is new and different. Most require
on-the-spot decisions, perhaps
emergency triage, careful history
taking and initial diagnoses. The
nurse must be a get-it-done person
who manifests a caring, friendly spirit
and one who can allay anxiety and
fear. She must reflect professionalism
and set the tone for the staff. She has
more influence in office management
than many doctors.

The medical office depends upon
the office nurse who draws from her
professional training, reading and
experience. The office nurse treats the
family, weighs moral and ethical
issues and must be realistic and
practical. She is free of hospital
bureaucracy and politics and possesses
the ability to help patients through
the maze of third-party rules and
impediments. She is sensitive to
financial cases and physical limita-
tions of patients. She is a facilitator
for the doctor and patient.

The office nurse is a “partner,”
not an employee. During my 35
years in practice, I sought out the best
(hospital) nurses to serve my patients,

paid them well, provided an excellent
free health plan for them, gave them
merit raises that promoted pride in
their profession and rewarded them
for hard work. I funded a pension
plan that gave them 22 percent of
their gross wages in addition to their
salaries, which promoted a “working
together” atmosphere that was
patient centered. I paid myself last. I
detested the pecuniary philosophy of
raises and pension contributions.
Managed care’s attitude regarding
these issues is pitiful and non-profes-
sional. What does a two to three
percent raise mean to an office nurse
when the physician boss, not unlike
the CEO of many companies, has
bonuses and raises that are without
limits? How can a physician boss face
his most trusted and respected nurses
and secretaries?

I had great nurses and secretaries
for 35 years. Too bad Marcia wasn’t
around 35 years ago. What a great
partner she would have been!

Robert W. Ford, MD

Dr. Ford is an obstetrician/gynecologist.

June 10, 2004

Dear Dr. Chaudhary:

Your recent article on “Fragmented
Healthcare Costs” (Bulletin, June
2004, pg. 262) is very good. I
enjoyed the article immensely. Your
free flow of thought amazes me and
you articulate so well. Keep up the
good work.

Krishnan A. Gopal, MD

Dr. Gopal is a colon and rectal surgeon and the
secretary of the ACMS. He can be reached at
gopal@acms.org.

Contributors are needed for one of the
Bulletin’s newest columns, “From Where I Sit:
Viewpoint of a Physician Executive.” If you
are a physician in a leadership position at a
hospital, managed care firm or other
healthcare entity, please consider sharing
your experience with your peers by writing
an occasional column on a topic of your
choice for our readers (approximately 500-
1,000 words in length). E- mail the Bulletin’s
medical editor, Safdar I. Chaudhary, MD, at
schaud2815@cs.com, indicating your interest
or call 412-427-6828.

From Where I Sit: Viewpoint of
a Physician Executive
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CONTINUING
EDUCA TION

2004 MUSCULOSKELETAL  INFECTION

SOCIETY  OPEN SCIENTIFIC  MEETING—Aug.
13-14. Sponsor: UPMC. Pittsburgh.
Contact Kristie Maple at (412) 647-
9539 or e-mail maplek@upmc.edu.

A GUIDE TO WRAP: WELLNESS RECOVERY

ACTION  PLAN —Aug. 27. Sponsor:
Western Region CSP Managed Care
Subcommittee, et al. Mayview State
Hospital, Bridgeville. 0.6 CEU. Contact
Kimberly Hall at (412) 244-1244.

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 18-19. Sponsor: Mercy
Health System. Nemacolin Woodlands Resort
& Spa. 10 hours of CME credit. Call Donna
Winowich (412) 232-5529.

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.

The Association for the Advance-
ment of Medical Instrumentation
Foundation has named George J.
Magovern Sr., MD, thoracic sur-
gery, the recipient of the Laufman-
Greatbatch Prize. The award honors
an individual or group that has made
a unique and significant contribution
to the advancement of medical
instrumentation. Dr. Magovern per-
formed the first heart-valve replace-
ment surgery in Pennsylvania at
Allegheny General Hospital in 1961.

David E. Eibling,
MD, otolaryngology,
received the Kenneth
E. Schuit Award:
Dean’s Award for
Master Educator at the
12th Annual Curricu-

lum Colloquium at the University of
Pittsburgh School of Medicine in May.

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

A CTIVITIES  &
A CCOLADES

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.

Dr. Eibling

A Place to Turn

The answer to your question may be
just a phone call away. Your medical
society can almost always give you
an answer or direct you to exactly

where you can get it.
Problem Solved.

So get back to your patients.
They’re the reason you became a

doctor in the first place.

Working for Physicians.

FINAL PHASE LOTS

Franklin Park

Jay Hopay
Airport/West Region Office
412-264-8300 x253
6305 University Blvd.
Moon Township,  PA 15108

Be a part of this
intimate cul-de-
sac community
of only 18 lots.
Prices from
the $450,000’s.

Open Sunday 1-4pm
Directions:  I-79 N to Mt. Nebo Exit, turn right, follow to McAleer Rd.,
left 2 miles then turn right on Sturbridge Dr. to Sturbridge Court.
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FROM  THE  DEAN ’S DESK

Education—The Heart of
Our Mission
ARTHUR S. LEVINE, MD

Today, in virtually every way, the
University of Pittsburgh School

of Medicine is a place that is living up
to its potential for excellence. Dr.
Safdar Chaudhary, medical editor of
the Bulletin, has invited me to
periodically share news from the
medical school that shows what a
dynamic place it is and that, hope-
fully, would interest members of the
Allegheny County Medical Society.
I’d like to begin this month with
several recent and noteworthy items.

Education—the heart of our
mission—is a continuous process of
refining our curriculum by evaluating
what our students must know about
medicine in the 21st century and then
implementing the most effective ways
for them to learn it. One of our most
recent innovations, which we will
initiate along with a series of other
major curriculum changes this fall, is
providing every student the opportu-
nity to engage in a scholarly project
and learn to independently practice
the scientific method. Our aim is
twofold: to encourage our students to
consider careers as physician-scientists
and to equip all of them, regardless of
their aspirations, with critical and
analytical thinking skills that will
enable them to become better doctors.

In recent years, Pitt has become
one of the nation’s leading academic
centers of basic and applied research.
The university currently ranks eighth
in the nation—out of more than
3,000 institutions—in research
funding from the National Institutes
of Health (NIH). In fact, if you
exclude R&D contracts and limit the
list to just research institutions, the
university actually ranks seventh.
NIH ranking is the only truly objec-
tive measure of our overall merit as a
research-focused institution; on the
basis of that standard, our perfor-
mance is gratifying. It reflects on the
quality of the faculty and students we
recruit, the education and clinical care
we provide, and most especially on
the research we do.

In the wake of the Human
Genome Project, our investigators are
probing deeper and deeper into the
complexities of science, finding new
ways to harness the power of medi-
cine, and guiding the progress of
biomedical research in promising
directions—from gene regulation and
protein conformation to drug and
vaccine development—so as to
detect, control, eradicate and prevent
diseases, and ultimately improve the
human condition. To this end, we are

building an infrastructure of out-
standing basic scientists, particularly
in the critical biological disciplines,
and expanding our physical space
with the addition of the new, 10-
story Biomedical Science Tower 3
(BST3), which will serve our research
endeavors well into the future. We
recently celebrated the “topping-off
ceremony” for this $205 million
facility, which is being built along
Fifth Avenue in the heart of Oakland.
This architecturally magnificent
building is scheduled to be ready for
occupancy next year, and I expect that
it will not take long for significant
findings to result from the research
that will be done there.

The important thing in
science is not so much
to obtain new facts as
to discover new ways
of thinking about them.

Two of our neuroscientists
recently brought home honors that
give all of us at the School of Medi-
cine even more reason to be proud of
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our faculty. Susan G. Amara, PhD,
Thomas Detre Professor and chair of
the Department of Neurobiology, is
among the newest members elected
to the National Academy of Sciences.
Peter L. Strick, PhD, professor of
neurobiology and psychiatry, has
been inducted as a fellow of the
American Academy of Arts and
Sciences. These academies are among
the most prestigious and exclusive
honors an American scientist can
hope to achieve, and these two
individuals richly deserve such
recognition for their intellectual and
creative achievements.

I maintain that creativity is the
fundamental element for success in
medicine. It’s the trait we at the

School of Medicine encourage above
all others in our students, our faculty,
our clinicians, and our researchers,
because, in my experience, new ways
of thinking about what we know can
lead us to what we have yet to
discover. After all, as Sir William
Bragg, the British physicist, once
said, “The important thing in science
is not so much to obtain new facts as
to discover new ways of thinking
about them.”

Dr. Levine is senior vice chancellor for the health
sciences and dean of the School of Medicine at the
University of Pittsburgh. He can be reached at
alevine@hs.pitt.edu.

DEAN ’S
DESK continued

Help your patients planHelp your patients planHelp your patients planHelp your patients planHelp your patients plan
for end-of-life issuesfor end-of-life issuesfor end-of-life issuesfor end-of-life issuesfor 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 from www.acms.org.
Hard copies of the form are also
available and cost $2.50 each and
discounts are available for orders of
10 or more. For more information call
412-321-5030 or visit the society
Website at www.acms.org.

THREE RIVERS NEPHROLOGY AND HYPERTENSION ASSOCIATES, LLC
Maureen Lawlor, M.D.C. & Ross Betts, M.D.

Three Rivers Nephrology and Hypertension Associates, LLC
are pleased to announce the addition of two new associates:
Sherwin S. Foster, M.D. and Joseph P. DeJonckheer, M.D.

Dr. Foster completed his nephrology fellowship
at the Medical University of South Carolina.

We will continue to see your patients in our
offices located at:

1401 Forbes Avenue, Suite 350
Pittsburgh, PA 15219
Telephone (412) 232-8688

27 Heckel Road, Suite 200
McKees Rocks, PA 15136

717 Washington Road
Pittsburgh, PA 15228

911 E. Brady Street, Suite 302
Butler, PA 16001

One Nolte Drive, Suite 620
Kittanning, PA 16201

304 Evans Drive, Suite 302
Elwood City, PA 16117

Also, we will be happy to see your patients in
consultation at Mercy, Select Specialty, Southside,
St. Clair, Ohio Valley, Butler, Kittanning and
Elwood City hospitals.

Dr. DeJonckheere completed his nephrology
fellowship at the University of Cincinnati.



328 u   The Bulletin July 2004

PILL  BOX

Drug-Induced
Photosensitivity
CHRISTOPHER M. MARKUNAS, PHARMD CANDIDATE

TUCKER FREEDY, PHARMD

T he temperatures are finally beginning to heat up
after an extended winter and, according to the
Farmer’s Almanac, we should be expecting higher

than average temperatures this summer. It’s obvious that
the gorgeous weather and sunshine will bring many
people outdoors this season, but few realize the potential
dangers that coincide with sun exposure. Sunburns and
dehydration are the first conditions that come to mind;
but for some people who are taking certain medications,
there is another condition, drug-induced photosensitivity,
which can be very severe if the proper precautions are not
taken.

Drug-induced photosensitivity refers to the develop-
ment of a cutaneous reaction as a result of the combined
effect of a chemical and light. Exposure to either the
chemical or the light alone is not sufficient to induce the
disease; however, when photoactivation of the chemical
occurs, one or more cutaneous manifestations may arise.
Photosensitivity reactions may result from systemic
medications or topically
applied compounds.
Wavelengths within
the UV-A range
(320-400 nm)

and certain compounds within the visible range are more
likely to cause drug-induced photosensitivity reactions
than wavelengths within the UV-B range (290-320 nm).
UV-B wavelengths are most efficient at causing sunburn
and nonmelanoma skin cancer.

Drug-induced photosensitivity may be classified into
two broad categories, phototoxic and photoallergic.
Phototoxic reactions occur because of the damaging
effects of light-activated compounds on cell membranes
and, in some instances, DNA. In contrast, photoallergic
reactions are cell-mediated immune responses to a light-
activated compound. The two types of reactions have a
number of distinguishing characteristics. Phototoxic
reactions develop in most individuals if they are exposed
to sufficient amounts of light and the drug. Typically,
reactions develop as an exaggerated sunburn response.
Photoallergic reactions resemble allergic contact dermati-
tis, with a distribution limited to sun-exposed areas of the
body. However, when the reactions are severe or pro-

longed, they may extend into
clothing covered areas of the
skin. The amount of drug
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Tables appear on pages 330-331
References appear on page 358

required to elicit photoallergic reactions is
considerably smaller than that for
phototoxic reactions. Moreover,
photoallergic reactions are delayed-type
hypersensitivity; their onset is often delayed
by as long as 24-72 hours after exposure to
the drug and light. In contrast, phototoxic
responses often occur within minutes or hours
after light exposure.

In most instances, photoactivation of a compound
results in the excitation of electrons from the stable
singlet state to an excited triplet state. As excited-state
electrons return to a more stable configuration, they
transfer their energy to oxygen, leading to the formation
of reactive oxygen intermediates. Reactive oxygen inter-
mediates such as oxygen singlet, super-oxide anion and
hydrogen peroxide damage cell membranes and DNA.
Signal transduction pathways that lead to the production
of proinflammatory cytokines and arachidonic acid
metabolites are also activated. The result is an inflamma-
tory response that has the clinical appearance of an
exaggerated sunburn reaction.

In comparison, photoallergic reactions are cell-
mediated immune responses in which the antigen is a
light-activated drug. Photoactivation results in the
development of a metabolite that can bind to protein
carriers in the skin to form a complete antigen. The
reaction proceeds exactly as other cell-mediated immune
responses do. Specifically, Langerhans cells and other
antigen-presenting cells take up the antigen and then
migrate to regional lymph nodes. In those locations, the
Langerhans cells present the photoallergen to T-lympho-
cytes that express antigen-specific receptors. The T-cells
become activated and proliferate, and they return to the
site of photoallergen deposition. In the skin, the T-cells
orchestrate an inflammatory response that usually has an
eczematous morphology if the photoallergen is applied
topically or the characteristics of a contact dermatitis if
the photoallergen is administered systemically.

There are many causes of photosensitivity. They range
from autoimmune diseases such as Lupus Erythematosus
to contact with certain plants, chemicals and even fra-
grances. However, the most common cause is medica-
tion-induced. Some of the most well known medications
that cause this phenomenon include diuretics such as
hydrochlorothiazide and Dyazide®; some birth control

medications; the tetracycline antibiotics; and
anti-inflammatory agents such as
Celebrex® and Motrin®. A more com-
plete list of medications inducing photo-
sensitivity is referenced in Table 1 on page
330-331. The result of taking these

medications and then being exposed to UV
light (either natural sunlight or tanning

booths) is usually a rash. It is usually dry and
bumpy and, when severe, it may blister too. The most
severe photosensitivity reaction results in onycholysis or
separation of the nail from the nail bed. This is a very
painful syndrome, which could be prevented with proper
patient counseling and precautions.

Prevention of photosensitivity reactions is based
mostly on patient education. The patient should be
educated to minimize sun exposure. Use of UVA-protec-
tive sunscreens and physical barriers such as clothing can
provide protection from the sunlight. Sunscreens that
contain avobenzone, oxybenzone, titanium dioxide, zinc
oxide, dioxybenzone and Parsol 1789 work well and
provide adequate UVA protection.6 These products
should be applied frequently for maximum protection
from harmful UVA rays. If photosensitization occurs,
topical corticosteroids and cool compresses may alleviate
the condition, although corticosteroids should be reserved
for the most severe cases. A topical anesthetic or systemic
analgesic may be given for pain relief, while antibacterial
creams may be helpful if blisters break open. Antihista-
mines may also help any pruritis associated with the
condition.

In most patients, the outcome is excellent once the
offending agent is removed. However, complete resolu-
tion of the reaction may take weeks to months, depend-
ing on the severity of the reaction and the medication
involved. With proper patient education and patient
adherence to precautions, there should be fewer drug-
induced photosensitivity reactions this season, meaning a
more safe and enjoyable summer for everyone.

Dr. Freedy is director of the Allegheny General Drug Information Center
and an adjunct clinical instructor, Mylan School of Pharmacy, Duquesne
University. He can be reached at (412) 359-3192. Dr. Markunas is a
PharmD candidate interning at the hospital who can be reached at the
same number.



330 u   The Bulletin July 2004

PILL  BOX  continued from page 329



The Bulletin u  331July 2004

PILL  BOX  continued



332 u   The Bulletin July 2004

International Medical
Graduates:
Obtaining a Waiver of the Two-Year Foreign
Residency Requirement

L EGAL  REPOR T

LAWRENCE M. LEBOWITZ, ESQ

ALEXANDER R. CASTRODALE, ESQ

With the return of the annual cap on H-1B visas
and the additional scrutiny now given to all
U.S. visa categories, the “J” visa has become

increasingly popular, especially for international medical
graduates (IMG). However, and for most J visa holders
(and especially IMGs), the two-year foreign residence
requirement (FRR)1 imposes a serious obstacle to any
long-term U.S. immigration strategy.

Pursuant to the Immigration and Nationality Act
(INA), exchange visitors2 may be subject to the FRR for
one or more of the following reasons:
• They received funding from the U.S. government, their

own government or an international organization in
connection with their participation in an Exchange
Visitor Program;

• The education, training or skill

that they are pursuing in the United States appears on
the Exchange Visitors Skills List for their country; or

• They acquired J-1 status on or after January 10, 1997,
for the purpose of receiving graduate medical education
or training.

Exchange visitors who are subject to, but who do not
wish to, comply with the FRR may apply for a waiver of
that requirement under any one of the following five
grounds:
1 The exchange visitor obtains a “no objection” statement

from her or his home government stating that it has no
objection to her not returning to her home country to
satisfy the FRR. Please note that the INA precludes use
of this option by medical doctors.

2 An exchange visitor believes that
she will be persecuted upon return
to the home country due to race,
religion or political opinion.
3  The exchange visitor demon-
strates that departure from the
United States would cause
extreme hardship to her U.S.
citizen or lawful permanent
resident spouse or child. The
INA is clear that mere separa-
tion from family is insufficient
to establish extreme hardship.

1The FRR mandates that, in order to be
eligible for H-1B or permanent residence
status, certain J visa holders (most
notably, international medical graduates)
must reside and be physically present in
the country of their nationality or last
foreign residence for an aggregate of at
least two years following completion of
their J visa program and departure from
the United States.

2For purposes of this article, exchange
visitors are J-1 or J-2 nonimmigrant visa
holders.

Mr. Lebowitz Mr. Castrodale
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4 The exchange visitor is working on a project for (or of
interest to) a U.S. federal government agency, and that
agency has determined that the visitor’s continued stay
in the United States is vital to one of its programs and,
on that basis, will pursue a waiver application on her
behalf.

5 The exchange visitor obtains a request by a designated
State Department of Health (DOH) or its equivalent.
Although only medical doctors can apply for a waiver
on this basis, this is still the most commonly sought
waiver of the FRR. Please also note that a state DOH
almost always requires that an applicant work in
primary care in a medically underserved area (MUA) or
healthcare professional shortage area (HPSA) in that
state. Such waivers are issued through the State 30
Program which operates under this name because it is
limited to 30 exchange visitor waivers per state per year.

Although each state’s requirements differ, obtaining a

waiver of the FRR through a DOH is generally a four-
step process. First, an applicant must complete and send a
Data Sheet Application (DSA), along with a check and
various other documents, to the U.S. Department of
State (DOS) Waiver Review Division (WRD).

Second, and when the WRD has received the DSA, it
will send the applicant a Case Number and instructions
on how to proceed. This information will include a list of
information/documentation that must be submitted to
complete the waiver application, such as copies of all of
the applicant’s Forms DS-2019 (formerly IAP-66), her
resume, etc.

The third step in the FRR waiver process involves a
submission directly to the DOS of all of the items listed
on the instruction sheet from the WRD. It is advisable to
submit all of the requested documents at the same time.
Also, and although some items must be submitted
directly to the WRD by the DOH and/or a third party, it
is the applicant’s responsibility to ensure that all requested
documentation arrives at the WRD.

At the conclusion of the DOS review process (which
typically lasts four to six weeks), the WRD will forward
its recommendation directly to the U.S. Citizenship and
Immigration Services (CIS). The applicant will receive a
copy of the WRD’s recommendation and will be in-
structed to await notification from the CIS concerning
the final decision on the waiver application. The CIS
typically takes another six to eight weeks to review the file
and issue its final decision. As noted above, both the
DOH’s and DOS’s findings are merely recommendations
to the CIS. The CIS, in fact, maintains overall authority

continued on page 334

Acronyms

CIS U.S. Citizenship and Immigration Services

DOH Department of Health

DOS U.S. Department of State

DSA Data Sheet Application

IMG international medical graduates

FRR foreign residence requirement

HPSA healthcare professional shortage area

INA Immigration and Nationality Act

MUA medically underserved area

WRD Waiver Review Division
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to grant/deny any waiver of the FRR regardless of the
DOH’s or DOS’s support. In that regard, and while the
CIS can certainly overrule a determination by either the
DOH or DOS, it normally concurs with the findings of
the other parties.

After the CIS issues the waiver, the applicant can
apply for a new U.S. immigration status/benefit, which is
often an H-1B visa. Ideally, an IMG could obtain H-1B
status at the outset of her training and thereby avoid the
FRR altogether. However, and for a variety of reasons,
this is often not possible and the DOH waiver is re-
quired.

For obvious reasons, waivers of the FRR are highly
prized and, for IMGs, a DOH waiver is often the only
option. As noted, each state requires an applicant to meet
different requirements to obtain a favorable recommenda-
tion. Unfortunately, Pennsylvania is one of the more
difficult states in which to obtain such a waiver. That
being said, DOH waivers are available for IMGs in
Pennsylvania and should be pursued by those wishing to
remain in the United States after the completion of their
J visa program.

Mr. Lebowitz is chair of and Alexander R. Castrodale is a member of the
Immigration Group at Cohen & Grigsby, P.C., a full-service law firm
headquartered in Pittsburgh. They can be reached at (412) 297-4900 or
llebowitz@cohenlaw.com and acastrodale@cohenlaw.com.

L EGAL
REPOR T  continued from page 333

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:
120-bed residential care facility (Citizens Care, Inc.)

Sale or Lease—Available 2004

ROY F. JOHNS, ASSOCIATES

Contact: Ron Willis at (412) 264-8383
200 Marshall Dr., Moon Township, PA 15108

Price Reduced

Something on your mind that you’d like to
share with our readers? Call anytime and tell
us what you’re thinking. Call (412) 321-5035,
ext. 131 anytime, 24 hours-a-day/7 days-a-
week, and record your message. We’ll publish
it in a new column in a future Bulletin .

NOTE: The Bulletin of the Allegheny County Medical Society reserves
the right to edit comments for brevity, clarity, and length as well as to
reject any subject material submitted.

The Bulletin ’s
24-7

Physician
Hotline
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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) 373-6112

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

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

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

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

(412) 321-2188
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MARK J. LYNCH

Doctor-Patient
Communications: Good
Offense & Defense

PRACTICE  MANAGEMENT

I  previously wrote about how important it is for
physicians to communicate frequently and effectively
with their patients (Bulletin, Jan. 2003). The focus of

that article was on creating and sustaining a “marketing
orientation” for the practice, and the role that face-to-face
and written communications play in achieving that goal.
Simply put, patients place a high priority on being able to
speak openly and honestly with their doctor, and they
place a high value on a doctor’s listening skills. When the
patient is talking and the doctor is listening, it makes
sense that good medicine will be one of the outcomes.
You can also be assured that a patient will praise the
doctor to family and friends.

Effective communications with patients, particularly
the face-to-face kind, can pay other valuable dividends. A
great deal of attention has recently been given to the role
that good doctor-patient communications plays in
thwarting or diminishing malpractice lawsuits. The
thinking is that a physician who has worked hard to build
a relationship with the patient is more likely to be viewed
in a more personal light. Patients may be less likely to sue
a doctor who “seems like a real person.” More recently,
organizations including hospitals, medical schools and
insurers have also considered the role that a physician
apology plays in a patient’s decision to sue.

In a recent article, the Pittsburgh Post-Gazette cited a
story from the Wall Street Journal that discussed different
aspects of the “apology issue.” The article cited that a

number of hospitals are encouraging members of their
medical staffs to admit errors that caused harm and to
apologize. The article also noted that some medical
schools are requiring students to take courses in commu-
nicating errors and apologizing. Even some insurers are
recognizing that apologies play a role in helping limit
their payouts. At least two states have legislated that
physician apologies cannot be held against physicians if
they are sued.

Certainly this trend bears watching in Pennsylvania.
Anything that leads to reduced malpractice premiums and
improves the climate for practicing medicine is a good
thing. The natural tendency for a physician to reach out
to a patient who has been harmed by a mistake or acci-
dent has been overruled by the current paradigm that
instructs the physician to “deflect and deny.”

I am certainly not advising physicians to begin
offering apologies without first consulting with their legal

...consider the direct and indirect
benefits of effective doctor-patient
communications and work toward
creating an office environment and
practice style that supports good
communications.
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counsel. I am advising physicians to consider the direct
and indirect benefits of effective doctor-patient commu-
nications and to work toward creating an office environ-
ment and practice style that supports good communica-
tions.

The good news is that, whether you have been in
practice for a long time or are just beginning your career,
there are a few simple things you can do to work toward
this goal.

Create an office environment that conveys something
about you as a person.

What do your “walls” say about you? It is likely that
they are filled with diplomas and certificates. While your
degrees and certifications are important and speak to your
credentials, they do not define you. Neither do the
patient education posters adorning the walls of your exam
rooms. They are important, too, but make sure you leave
adequate space for your patients to learn something about
you—the person. Consider personalizing your office
environment, particularly exam rooms, with photos, art
and other materials that will provide patients with a
glimpse of your family life and outside activities. Family
photos, indications of hobbies and other outside interests
help your patients learn about you as a person and make
great conversation starters.

For example, my son’s doctor is a big fan of trains and
every exam room features a calendar with train photos or
other train memorabilia. It made my son’s first visit much
easier when he learned his new doctor also liked trains.

Whatever your hobby—skiing, rock climbing,
gardening or skydiving—let your patients know!

Engage your patients.
The challenges of a modern healthcare practice often

seem at odds with the goal of creating a personal connec-
tion with patients, but it is important. It also doesn’t need
to happen in the very first, or very next, appointment.
Commit to spending just one minute during each office
visit talking with your patients about something other
than the reason that brought them in. You will find this
will be easier if you have already provided them with
some insight into your interests; a family photo or
reference to a favorite vacation spot may be the “conversa-
tion starter” you need. In sharing this information with
them, you are bound to learn something about them as

well that will help you make and keep that personal
connection.

Take a moment to make a notation in their chart
about their interests, and take another minute next time
they are in your office to follow up. Over time, you will
discover that you have acquired a completely new per-
spective about the person on your exam table.

Encourage your staff to support a patient-focused
environment.

While this could be the subject of its own article, the
essential components of a patient-focused environment
are the behaviors and attitudes of the professional staff. If
you stress the importance of professionalism and service
excellence for your staff, your patients will feel as if they
are valued as individuals and be more likely to reflect
those behaviors themselves.

It is not hard to imagine the characteristics of a
patient-focused environment. A good place to start is to
ask yourself how you would like to be treated, or how
you would like someone to treat your spouse, a parent or
your child. Two important factors are how you and your
staff value a patient’s time and whether the patient feels as
if they have been treated respectfully. If your patients
spend an extraordinarily long time in the waiting area and
exam room before being seen, and if the atmosphere in
your office is less than congenial, then it may be time to
give your practice its own “check up.” Seek out someone
for advice on how you can improve your systems and
processes, and how you can go about creating an environ-
ment that is more pleasant for everyone—patients, staff
and you.

These are three relatively simple steps on the road
toward building improved relationships with patients and
creating and sustaining the personal connections that will
result in good medicine. It is also important to recognize
that these same strategies are not only a good offense, but
also are a good defense. If you should ever find yourself in
a situation where you have made a mistake that has
harmed a patient, you may be very glad that you invested
the time and energy into building both a medical practice
environment—and the doctor-patient relationship—that
helps your patients see you as a real person.

Mr. Lynch is a healthcare marketing consultant in Pittsburgh. He can be
reached at (412) 716-0519.

PRACTICE
M ANAGEMENT  continued
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SPECIAL  REPOR T

NAIDA  GRUNDEN

UPMC Passavant Transforms
Data Into Action

A s UPMC Passavant’s new CEO and president,
Teresa G. Petrick noticed a certain emphasis in
 hospital meetings.

“The financial information was always detailed and
complete,” says Petrick. “Information about operations
and quality—less so.”

She posed two questions to her colleagues on the
medical staff, the board and senior management: How
could this hospital develop equally comprehensive
information in the areas of quality, operations and
finance? How can we track enough of the right kind of
information to make sure we’re doing what’s best for
patients and workers? The answer gave rise to the
hospital’s unique, real-time quality tool, the UPMC
Passavant Dashboard.

To drive a car safely from place to place, drivers need
more than just a speedometer. Their dashboards must
have easy-to-read fuel gauges, tachometers, engine tem-
perature indicators and so on, that give readings in real-
time. A hospital requires information from many sources,
too, as close as possible to real
time.

Led by Donna Jasko, vice
president of ancillary services,
a coalition from across the
hospital developed 22 quality
indicators for their dashboard.
To make sure the picture is
complete, certain measure-
ments, like length of stay, are
balanced by measuring re-
admissions. This “yin and
yang” of indicators includes

the outcome measures from the Pittsburgh Regional
Healthcare Initiative (PRHI) Cardiac Registry.

Low-tech beginnings
At first, information was tracked manually on paper,

retrospectively, quarter by quarter. It was “resource
intensive” for the people collecting the information. And
there was another problem.

“You have to be able to use the data,” says Petrick. “If
it’s months old when you get it, how can you act on it?”

Passavant’s information technology (IT) crew went to
work automating the dashboard. Now it is online, where
employees and managers all have access to it. Some
indicators are updated weekly, some daily, making the
information real-time. The dashboard tracks these general
categories: quality, safety, financial, satisfaction, human
resources, operations and medical staff. A data steward
oversees the information in each area.

“The dashboard turns data into information you can
act on,” says Glenn Hasulak, Passavant’s database admin-
istrator.

Impact on patients
The dashboard tracks

information on patient falls
and near-falls, handwashing
compliance, readmissions,
medication errors, lab
turnaround times, X-ray and
rehabilitation functional
outcome measures.

“We had good numbers
on patient falls,” says Holly
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Employees understood that the
information was crucial for
improving patient safety ...As
reporting has increased, falls and
near-falls have decreased.

Lorenz, RN, MSN, vice president of patient care services.
“But we want zero falls. So we redefined the term to
include all falls and near-falls, not just injurious ones.”

Leaders made it clear to employees that nobody
would be blamed if they reported a fall or near-fall.
Employees understood that the information was crucial
for improving patient safety.

As expected, reported incidents went up. Like pixels
on a screen, these increased reports filled in the picture,
enabling leaders to discover key information about when
and under what conditions patients were more likely to
fall. What had been sketchy information became infor-
mation they could act on. As reporting has increased, falls
and near-falls have decreased.

Passavant’s impressive new pavilion wing includes
sophisticated bed alarms to help protect patients from
falling. The key to fall prevention, however, has been
steady reporting and remedy. The hospital did not look
to high-tech beds as a “fix,” but as an important enhance-
ment to reporting. Technology is the servant, not the
master.

“Reporting every fall and near-fall may make the
numbers go up,” says Paul O’Neill, CEO of PRHI, “but
reporting all falls liberates the leaders to do analyses and
figure out how to fix the underlying problem. They aren’t
collecting data to report to some commission, or even to
report to PRHI. They’re not putting data in a pile some-
where. These leaders are collecting the information they
need to run their enterprise.”

Now Passavant’s own real-time dashboard is already
helping the hospital translate data into information and
into action.

Ms. Grunden is communications director for the Pittsburgh Regional
Healthcare Initiative. She can be reached at (412) 535-0292, ext. 114
or ngrunden@prhi.org.

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.

Timely Delivery
Same-day delivery service for emergency orders and
next-day delivery for orders received before 6 p.m.
means reducing inventory on your shelves, saving space,
reducing overheads and not tying up your cash.

Professionalism
Medical supplies delivered and instant credit returns
with our dedicated, knowledgeable and service-oriented
drivers—professionals who know your products and
where you want them placed to save you time.

No Hidden Costs
No minimum orders and no shipping charge! Ever!

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.

Alleghen y MedCare

Endorsed by the  Allegheny  County Medical Society

Group Purchasing Program

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

www.pssd.com
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MADELYN H. FERNSTROM, PHD, CNS

Practical Treatment
of Obesity, Part 2

FEA TURE

T his two-part series is an update of obesity treat-
ment tools for the office setting. Last month,
Part 1 addressed assessment and triage of the

overweight/obese patient, treatment barriers facing
clinicians and patients and an overview of treatment
options. This month, Part 2 will focus on effective tools
for lifestyle change and guidelines for the use of pharma-
cotherapy and surgery as additional successful adjunctive
treatments.

Obesity treatment options
Effective discussion of weight management with

patients requires both understanding and acceptance that
obesity treatment requires a continuity of care approach.
This means there is no quick fix or magic bullet. Lifestyle
is always the foundation, with medications and/or surgery
used as adjuncts. While the degree of obesity varies widely
among patients, the best intervention occurs before the
patient presents with obesity-related co-morbidities, when
the goal is simply to maintain a stable weight and lifestyle
change is the treatment of choice. This is not often the
case. More frequently, we are faced with patients who
have a lifelong struggle with excess weight. Whether this
comes from what I call “weight creep,” biological con-
tributors (pregnancy, certain medications) or psychologi-
cal issues (death of a loved one, divorce, abuse), the
concept of lifestyle as a foundation of all obesity treat-
ment must be embraced by both physician and patient.

This does not mean that a lifestyle change is the only
tool; rather, it is the first tool to which medications and/
or surgery can be added. The goal of these adjuncts is to
make the lifestyle effort more manageable. Without the
understanding and acceptance by the patient of this
fundamental concept, it is unlikely long-term success will
be achieved.

Losing weight is much easier than maintenance. With
less weight to lose from the outset, the task is always less
daunting. Thus, treatment intervention must be earlier
from the medical perspective than the visual perception.
When both physician and patient understand the prudent
use of the body mass index (BMI; Tables 1 and 2), an
agreement of a treatment strategy can be achieved. This
effort requires the discipline of modest food restric-
tion and increased physical activity, but the knowl-
edge that medication or surgery are useful as addi-
tional aids helps make this effort more manageable is
a motivator for the patient.

Fundamentals of lifestyle change
A key concept often lost on patients and many

physicians is that lifestyle change IS a treatment option.
Too often our patients report, “I’ve already done
that and it’s failed.” Consistent reductions in food
intake and increases in physical activity are neces-
sary. Recognition of negative eating behaviors and
the willingness to change them are also important. It
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continued on page 342

We must emphasize that losing
weight is a result of behavior
change, and not the behavior itself.

is the consistency of small change that is most
difficult for patients to maintain. The optimal time to
initiate lifestyle change is at a BMI in the mid-20s,
where the goal is to stabilize and maintain weight.
For those without illness and at a stable but higher
weight (BMI in the “overweight” range; Table 1), it is
usually best to encourage weight maintenance rather
than loss. Not gaining weight is a positive response
category. We must reinforce this concept to the commu-
nity—that weight maintenance takes the same effort as
weight loss.

Success for a lifestyle change requires three compo-
nents. Although many patients have “tried” a variety of
plans, they often do not incorporate all three concepts
and are inconsistent in their efforts. The three-pronged
approach is (1) eating fewer calories; (2) increasing
physical activity; and (3) making behavior changes that
support a sustainable lifestyle effort. We must discourage
patients from choosing the “all or nothing” approach, so
popular in our environment. Small steps over time are
much more important than big steps for a month.
Hence, patients must agree to make realistic small changes
that are sustainable over the long term. We must empha-
size that losing weight is a result of behavior change, and
not the behavior itself. In other words, behaviors of eating
and activity must be adjusted for weight loss to occur.
“Weight loss” is not the activity. In the United States, we
like to count everything but calories, but the metabolic
reality is that calories count, whether consumed as carbo-
hydrates, protein or fat. Much of the debate on the so-
called diet-wars is not based on sound scientific data, and
most recent studies demonstrate that, regardless of the
plan utilized, long-term results (one year or more) are
similar. The carbohydrate diuresis that occurs with a high
protein/high fat, low carbohydrate diet is a plus for many
dieters, who need some fast reinforcement to see that the

plan is “working.” Best recommendations for this type of
individual are high protein/heart healthy fat plans like
The South Beach Diet and The Zone, where fruits and
vegetables are used as the primary source of carbohydrates
instead of the starchy (bread, rice, pasta, potatoes) type.
Others prefer more variety, and plans such as Weight
Watchers that include all foods but are more rigid in
portion size are a plus. For others, meal replacements and
the rigidity of less sensory choice can help. These can be
costly (Jenny Craig), or economical and found in the
local supermarkets (Lean Cuisine, Healthy Choice, Slim-
Fast).

The guidelines of the National Heart, Lung, and
Blood Institute (NHLBI) for dietary therapy is one of
modest caloric restriction, with a deficit of 500-1,000
calories a day yielding a loss of weight of one to two

pounds per week. General calorie ranges are 1,000-1,200
cal/day for women, and 1,200-1,600 cal/day for men.
The use of very low calorie diets, including the protein
sparing modified fasts (less than 800 calories and 1 gm/kg
protein per day), is not generally recommended and to be
used only by specialized practitioners in very limited
circumstances.

Maintaining control over eating requires several
fundamental factors: (1) structure and routine; (2)
avoiding deprivation; (3) identifying contentment (not
being “stuffed”) as an endpoint; and (4) ability to barter
to extend calories. These are learned behaviors that must
be accepted by every patient, even if medications and/or
surgery are added to make this effort more manageable.

General recommendations include the purchase of a
simple calorie guide to monitor portions and use of a
pedometer to quantitate activity. Helping the patient
accept realistic weight-loss goals is also important. This
will be determined by the number of pounds a
patient needs to lose. Although some patients can
lose up to 100 pounds with lifestyle alone, the vast
majority will need additional adjuncts to help achieve
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and maintain a healthy weight goal.

Anti-obesity medications
When to consider adjunctive pharmacotherapy

When a patient has made a consistent effort to
reduce weight with lifestyle, it is important to con-
sider whether a biological predisposition is making it
more difficult for the patient to lose weight while
consuming a reasonable number of calories and
performing modest physical activity. Addition of
medications can be considered, based on the NHLBI
guidelines, in patients with a BMI of >30 or >27
with co-morbidites (Table 2). Medication use can be
viewed on a trial basis. If a patient has not lost at
least one pound a week using a lifestyle plan includ-
ing caloric restriction, exercise and behavior change,
then some consideration of medication as an adjunct
can be considered. When medication is added, if the
patient does not lose about one pound a week after
treatment initiation, the likelihood of long-term
response is low. This can be determined in a one-
month medication trial. This observation can be
used to determine continuation of medication for
responders or non-responders. For some patients,
weight maintenance may be enhanced by adding
medication and should also be considered.
Anti-obesity agents: mechanism of action

Two current medications are available for long-term
use (up to two years continuously; Table 3): sibutramine
(Meridia), a serotonin/norepinephrine reupate inhibitor
(SNRI), and orlistat (Xenical), a pancreatic lipase inhibi-
tor. With some pretreatment assessment, both drugs have
the potential to help a subgroup of patients, as will be
discussed below. The use of medication over the short
term (up to 12 weeks) is still controversial, despite such
drug availability. Phentermine (Ionamin, Adipex) is still
available in the United States, but worldwide has been
banned in several countries.

Drugs used for treating obesity have been for the
most part unsuccessful for the majority of patients. This
is due, in part, because patients expect too much from a
medication and often anticipate that the addition of a
medication will replace the lifestyle effort. What many
patients are seeking is a “lipitor for weight loss”—a
compound that will allow unrestricted eating and
only minimal effort with significant weight loss. The

expectation for weight-loss drugs among the public is
too high. For now, when we can identify the eating
sabotages of a particular patient, we can try to
predict whether sibutramine or orlistat might be a
reasonable adjunct to obesity treatment for some
patients. For both drugs, only a subgroup of patients
can anticipate a robust response (10 percent or
greater weight loss). Sibutramine acts centrally to
moderate hunger and fullness, while orlistat acts
peripherally in the gut to modify caloric absorption
(Table 3). Both of these medications are FDA ap-
proved for use for up to two years. In contrast,
amphetamines and related drugs provide the short
term loss of appetite important to patients for a
jump start. The sympathomimetic properties of
these drugs make them unsuitable for long-term use
(longer than 12 weeks) and not for patients suscep-
tible to cardiovascular illness. As shown in Table 3,
d-amphetamine, phentermine and d-fenfluramine are
all releasers of NE and DA. Meridia, although often
incorrectly grouped with these compounds as an
anorectic agent, is only a reuptake inhibitor with the
same chemical action as the SNRI antidepressant
venlafaxine (Effexor). Orlistat has no effect on
appetite, but rather serves as a negative reinforcer for
the consumption of high fat foods. What patients
call the unpleasant gastrointestinal side-effects of
treatment are, in fact, the main effect of the drug.
Medications available for long-term use

Sibutramine (Meridia) received FDA approval in
1997 for use as a moderator of appetite control. As an
SNRI, it is closest in action to the antidepressant
venlafaxine (Effexor). Meridia does not suppress appetite.
Rather, it reduces hunger but does not take it away and
induces feeling of satiety with less food. If often reduces
preoccupation with thoughts of food. This drug is
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taken once daily, with or without food, and has
been demonstrated to be safe and effective in a two-
year study. Blood pressure monitoring early in the
treatment program is recommended; roughly 2
percent of patients demonstrate a modest rise in
blood pressure and an increase in heartrate of two to
three beats per minute. Blood pressure changes
related to Meridia treatment are observed within one
month of treatment. In contrast to d-fenfluramine
use, there is no increase in occurrence of
valvulopathy or primary pulmonary hypertension
in patients taking Meridia, compared to a control
group. Although originally contraindicated, more
recent label changes approve the use of SSRI antide-
pressants and Meridia, with close physician monitor-
ing. Meridia is available in 5, 10, or 15 mg capsules,
with 10 mg being the most frequently used starting
dose. The side-effects profile is very similar in type
and frequency to that of other SNRI/SSRI com-
pounds, which include dry mouth, constipation and
difficulty falling or staying asleep. Although about
90 percent of all patients taking Meridia will have
“some weight loss,” roughly 30 to 40 percent will
lose 10 percent or more of their starting weight. Not
only an agent for weight loss, Meridia has been
shown in a long-term study to sustain weight mainte-
nance for up to two years in those patients who had
demonstrated a 10 percent weight loss over six
months using lifestyle change and Meridia. In a
recent study at our center, we demonstrated that the
use of meal replacements (Slim Fast), as part of a
reduced calorie diet in patients treated with Meridia,
caused a faster rate of weight loss compared to the
use of either treatment alone (Slim Fast or Meridia).
In fact, the meal replacements helped yield a 10
percent weight loss in three months, compared with
an earlier study using Meridia and a structured
reduced calorie diet where a 10 percent weight loss
was observed only after six months. This more rapid
rate of weight loss is more compatible with the
expectation of our weight-loss public and thus tends
to suggest that motivation and compliance can be
enhanced by maximizing the rate of loss in the early
stages of the lifestyle and Meridia plan. We have also
observed certain predictors of Meridia response in
our community treatment clinics. The successful

patient will typically have a history of successful
weight loss with lifestyle alone but, without addi-
tional help, struggles to maintain the loss over time.
The patient will always agree to life-long behavior
change and acknowledges a failure of hunger and
fullness recognition. Such patients have persistent
preoccupation with food and feel a lack of control
over food. We have found that, with improved
patient assessment for treatment, about one-third of
our patients will have long-term weight loss (at least
one year) of at least 10 percent of their starting
weight.

Orlistat (Xenical) is a pancreatic lipase inhibitor
approved by the FDA for use in 1999. Taken tid with
meals, it reduces the absorption of about 30 percent of
dietary fat, which passes undigested. A daily multivitamin
is recommended due to a possible decrease in the absorp-
tion of fat-soluble drugs. Oily and loose stools are the
major side effects of treatment; however, in my view,

FEA TURE  continued
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these are the same as the main
effect of the drug. This com-
pound can have a potent effect
as a major negative reinforce-
ment: When too much fat is
consumed, unpleasant gas-
trointestinal (GI) effects occur.
The GI effects can be minimized by the use of
psyllium supplementation. Safe and effective for use
for up to two years, orlistat can produce weight loss
up to 10 percent of starting weight in about one-
third of treated patients. Predictors of orlistat re-
sponse include: (1) patients seeking a negative rein-
forcement (the inability to “eat through” the signal);
(2) the inability to identify hidden fats in foods; (3)
significant restaurant eating; and (4) struggling to avoid
eating high fat foods. Like sibutramine, patient selection
for orlistat use is key. I often hear a patient tell me about
a trial of orlistat, saying “I could not tolerate the side
effects.” This indicates that the patient is most likely
consuming far more than the recommended 30 percent
of fat as a percentage of total calories, as recommended
for anyone using this medication. The first step is redirec-
tion and education of the patient that this effect is due to
excessive dietary fat consumption. The patient should be
encouraged to make substantial changes in dietary fat
intake before a decision to discontinue the drug is made.
For the properly selected subgroup, orlistat can produce
lasting results of at least 10 percent loss of starting body
weight.

Medications available for short-term use
Several drugs remain available for short-term use (up

to 12 weeks) to treat obesity. Phentermine, the norepi-
nephrine releasing agent, was approved for use in 1972
and is a short-term appetite suppressant. Its safety profile
has been questioned and, although still available in the
U.S., its use has been restricted in many countries.
Mazindol, diethylproprion (Tenuate), benzphetamine and
phendimetrazine are all approved for short-term use. In
the contemporary treatment of obesity, I believe these
compounds should rarely, if ever, have a role in treatment.
They teach the patient nothing and only provide a
transient effect on weight loss. In my opinion, the risk/
benefit ratio does not warrant continued use. These
compounds only reinforce the idea of a “quick fix.”

Drugs under development
There are more than 50

compounds in pre-clinical or
unknown stages of develop-
ment. The off-label use of

certain medications for weight
loss is well known. Topirimate

(Topamax) has been used with mixed results and its
use is highly controversial. Most bariatric clinicians,
as well as Ortho-McNeill, discourage its use and cite
the risk/benefit ratio as being far to dangerous for
use as a weight-loss agent. Buproprion (Wellbutrin)
has been prescribed for weight loss with mixed results and
has been observed to be a useful agent to reduce food
intake and preoccupation with food in some patients in a
limited number of preliminary studies. Fluoxetine
(Prozac) has been studied with generally marginal results
and thus is not recommended for use
as a weight-loss agent. Beta-3
agonists are also being consid-
ered. A Phase 3 drug receiv-
ing much attention is the
cannabinoid CB-1 agonist
(Rimonabant). Taken
together, it is unlikely that any new pharmacologic
tools will receive FDA approval for use within the
next several years, and more likely, the next decade.

Surgical options
Bariatric surgery can be a much needed adjunct

to obesity treatment with appropriate patient selec-
tion. Candidates for surgery must present with a
BMI of >40 or >35 with significant comorbidities.
Patients must demonstrate a failure of multiple, signifi-
cant medically-supervised weight-loss attempts for at least
six months, within the six months prior to seeking
surgical consultation. The absence of endocrine disorders
that can cause morbid obesity must be documented.
Patients must understand the risk/benefit ratio of surgery
and be able to comply with lifelong follow-up, and an
adherence to a specific dietary, exercise and vitamin/
mineral regimen. Patients must have a complete psycho-
logical evaluation to rule out any alcohol or drug abuse
and ensure the understanding of what a realistic expecta-
tion of surgery should be, recognizing that the surgical
procedure alone will not guarantee weight loss. A nutri-
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tion consult for patient education of the structured
post-op lifestyle is also required and of particular
benefit. A patient must also be able to tolerate
general anesthesia. Additional medical testing varies
among surgical practices, but medical clearance by
the primary care physician is always required by the
surgeon.

Types of operations
Two strategies are utilized to reduce caloric

availability in obesity surgery (Table 4). Restrictive
procedures reduce the amount of food consumed
and include the vertical banded gastroplasty (VBG)
and laparoscopic adjustable banding. Malabsorptive
procedures include reduction in the number of
calories available for body use, including the biliary
pancreatic diversion (BPD) and BPD-duodenal
switch, and the jejunoileal (JI) bypass (rarely done
today). Considered the “gold standard” of bariatric
surgery, the Roux-en-y-gastric bypass is the combi-
nation procedure of severe restriction and mild
malabsorption. It is the most frequently used proce-
dure in bariatric surgery today.
Restrictive procedures

The VBG (a 15-20 ml pouch), so popular a genera-
tion ago, is simple and rarely promotes nutritional
deficiencies. The disadvantages are many, causing this
operation to be performed rarely, except with careful
patient selection. The expectation is that 70 percent of
patients will lose some weight, but this outcome is
variable and the rate of regain is very high. Long-term
weight loss is disappointing. It is not uncommon to
observe a patient who lost 100 pounds with a VBG and
regained all of the weight within the next five to 15 years.

The adjustable silicone gastric banding (10-15 ml
pouch), performed laparoscopically, was approved for use
by the FDA in 2001. The appeal is that it is restrictive
only, with the same simple focus as the VBG; it is readily
reversible if needed. Excellent weight-loss results have
been achieved in Australia and Europe, where the rate of
success is an estimated weight loss of 50 percent (of excess
weight) in two years. These results are not generally
reproducible in the United States. Estimated weight
loss ranges between 24 percent and 42 percent, with
20 percent of patients requiring re-operation. Band
problems include slipping (7-21%), erosion (2-8%)

and vomiting (13%). Port or tubing problems (leak-
age, infection) occur in 6 percent of patients.
Malabsorptive procedures

Many physicians are familiar with the JI bypass,
an operation rarely done as part of contemporary
obesity surgery. The post-operative problems with
severe malabsorbtion are not surprising and include
significant nutritional deficiencies (particularly for
iron and vitamin B-12), protein calorie malnutrition
and severe dumping syndrome. The evolution of
surgical treatment of the super obese has developed
more moderate malabsorptive procedures, including
the biliary pancreatic diversion and BPD-duodenal
switch. For the BPD, a subtotal gastrectomy pro-
vides a 100-200 ml pouch (In contrast, the gastric
bypass creates a pouch of roughly 20-30 ml.), allow-
ing for greater food consumption, but more malab-
sorption creating a common channel of only 50 cm.
This procedure is selected for the superobese, some
of whom have already failed restrictive-only opera-
tions. The BPD produces and has been demon-
strated to maintain a 70 percent excess weight loss,
15 years post-op. Significant complications abound,
including anemia (30%), protein-calorie malnutrition
(20%), fat soluble vitamin deficiencies and steatorrhea.
Combination procedures

The Roux-en-y gastric bypass is the most common
bariatric surgical procedure now done in the U.S. Com-
bining severe caloric restriction (a 20-30 ml pouch) with
mild malabsorption provides greater satiety for the
patient on the food intake side; with less malabsorption,
the procedure provides significantly better outcomes
regarding protein and vitamin/mineral deficiencies.

Early complications of gastric bypass include deep
vein thrombosis or pulmonary embolism (1-2%),
anastamotic leaks (1-2%) and wound infection (10%).
Results are encouraging, with roughly 65 to 80 percent of
excess weight lost within 18 to 24 months of surgery.
This corresponds to a weight loss of about 35 percent of
initial body weight. Adherence to a structured lifestyle
program is essential to success, since roughly one-third of
patients experience iron or vitamin B-12 deficiency.
Protein calorie malnutrition has been estimated at 50
percent in the first post-op year. Although “dumping
syndrome” is often discussed, the incidence of severe

FEA TURE  continued
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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, visit weightloss.upmc.com.
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symptoms has been reported to be minimal. Resolu-
tion of medical illness is encouraging, especially for
type 2 diabetes; results on blood pressure control are
mixed and studies are underway to evaluate this
outcome more closely. Sleep apnea and joint pain
are markedly improved, as are a host of quality of
life factors. Weight regain is a problem, with adher-
ence to a lifestyle plan addressing food intake, exer-
cise and behavior modification the key to long-term
success. Continued success over time is achieved by
ensuring each patient has reliable long-term follow
up using a variety of sources including the primary
care physician, formal weight management clinic
programs and community support groups.

Toolbox approach to weight management
Patients understand the toolbox approach to obesity

treatment and many are willing to utilize “the right tool
for the right job” strategy. Lifestyle change must be the
fundamental issue from the patient viewpoint. If the
patient agrees to a lifestyle commitment, the addition of
medication or surgical tools to make the lifestyle more
manageable can help a certain percentage of patients.
Assessment and triage of the patient ready and willing to
address obesity treatment is key, but early intervention is
most important. Viewing a patient “at risk” must begin
with an individual in the BMI range of 25-30, when the
patient should be encouraged to at least maintain the
present weight, and if possible, lose 5 to 10 percent of the
starting weight. For many, this is a goal of 10 to 20
pounds—very manageable with some realistic changes in

lifestyle. For the patient already at risk who has
demonstrated the willingness to make the lifestyle
change with consistent effort, medication and sur-
gery can be useful, but only if the patient views
them as a mechanism to make their long-term
lifestyle workable. We will not be able to impact all,
or even most, patients; however, patient readiness,
no matter what the treatment modality, is the assess-
ment tool which dictates the individuals with whom
we can develop a partnership to benefit from the
multifaceted approach to contemporary weight loss.
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MARK A. FYE, MD

Fast Food Medicine

PERSPECTIVE

Last week, as I walked into the
exam room to see my last pa-

tient, I told myself I needed to make
this quick. I did not want my wife in
her ninth month of pregnancy to
have a hormonal explosion over my
being home after 7 p.m.—again.
Unfortunately, this patient was not
the “focused” follow up for which I
was hoping. I had seen Mr. A (re-
member HIPAA) in my office several
months ago. As a spine surgeon, the
first words from my mouth, after an
introductory, “How have you been?”
were, “How’s your back?” His
response was “My back still hurts.”
After a quick glance at the previous
note, I asked, “What have you done
since I last saw you?” His response,
one I hear more often, was, “Mr.
PCP ordered an MRI and told me to
follow up with a back surgeon.” The
PCP (or office staff) told him the
MRI showed “foraminal stenosis.”

Since Mr. A had already discussed
his problem with me several months
ago, he decided to get a second
opinion. He began to outline what
had transpired over the last few
weeks. On the recommendation of a
friend, he called another spine sur-
geon (Dr. Q) for an appointment. To
his surprise, the voice on the other
end of the phone (the nurse?) told
him to drop off the MRI and Dr. Q
would look at it. Mr. A thought

initially this was perhaps a way to
expedite his appointment. After one
week, Mr. A received a telephone call
from Dr. Q’s office; Mr. A never
even saw Dr. Q. The nurse told him
he did not need surgery and referred
him back to Dr. PCP. Dr. PCP, in
turn, referred him back to me, since
I had seen him in the past.

I have been listening to an
audiobook, Fast Food Nation. As I
listen, it occurs to me that medicine
is becoming, to some degree, like a
fast food restaurant. Drive up, order
your dinner (MRI), talk with some-
one who looks overworked and
underpaid (nurse), get the food
(results), and never really get a good
look at the cook (doctor). As you
pull away (leave the office) you
wonder what was left out of the
paper bag (What does it all mean?).

As I pulled the MRI from the

folder (fortunately he brought his
films with him) and continued to
talk with him about his complaints,
I began to notice the anxiety and
frustration in his voice. He asked two
simple, yet profound, questions.
What is foraminal stenosis and how
is it going to affect my life, now and
in the future?

Being in his seventies, as most of
my patients are with stenosis, he was
worried about the future in regards to
his back and his independence. As I
tried to slow my speech to answer his
question, I began to realize my role
for this patient was not to “book”
another surgery, but to offer some
explanation for his MRI results and
its affect on his life to come.

As I grabbed my (constantly
disappearing ) lumbar spine model,
I set out to explain the wonders of
aging in the lowest part of our
upright spine. After our 10 minute
conversation (felt like 25, since I still
had my wife on my mind) my
patient gave me a hug, wiped a tear
from his cheek and said “Thank you.
I have been worried about this for
several weeks and you just helped me
more than you will ever know.” I
didn’t book another surgery, but I
was again reminded why I became a
physician first and a surgeon second.

Over the last eight years, I have
been trying to see more patients,
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always adding on those who call with
an emergency and, at the same time,
trying to be a good father and
husband. I often wonder how other
doctors do it. I see a trend among my
colleagues in the spine world, a trend
that has some appeal: If I look at the
MRI first and see no surgical pathol-
ogy, I (or more likely my nurse)
could call the patient and save him or
her a trip.

This incident with Mr. A illus-
trates the value of the physician/
patient relationship and the benefits
of talking to patients in person. As I
thought about this encounter
throughout the next week, I realized
that I spend the majority of my day
telling people they don’t need sur-
gery. I do get to “book” a few surger-

Raymond R. Lancione, Jr, MD
Michele E. Lanza, MD
Christian C. Lee, MD
Edward S. Lee, MD
Benjamin F. Martin, MD
Michael J. Mihalakis, MD
Seema S. Mishra, MD
Mark R. Mosley, MD

Missing
Doctor

If you have
contact
information
for any of
the ACMS
member
physicians
listed below,
please call the
medical
society at
(412) 321-5030. Their mail is
being returned undelivered.

ies to prepare for my next child’s 529
and trips (hopefully infrequent since
I finished the book) to McDonald’s
for “biggie” french fries. Fortunately,
when I arrived home that night after
7 p.m. (again), my very pregnant wife
was in her usual good mood.

Dr. Fye, orthopedic surgery, is director of the
Division of Spine Surgery at Allegheny General
Hospital. He can be reached at (877) 660-6777
or mfye@wpahs.org.

I was again reminded
why I became a
physician first and a
surgeon second.
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O ver the last several years, a revolution has oc-
curred in health plan physician incentive pro-
grams.

National incentive programs
Many have moved away from bonuses that rewarded

doctors based on appropriate utilization and are embrac-
ing quality-based incentive plans that emphasize preven-
tive care and disease management. Blue Cross Blue Shield
of Massachusetts rewards physicians on such quality
measures as breast and cervical cancer screening and
cardiac, asthma and diabetes disease management.
CIGNA health care of Georgia has an incentive program
that includes measurements on how long a pneumonia
patient waits before receiving an antibiotic and whether
patients diagnosed with congestive heart failure are given
ACE inhibitors. Trigon Blue Cross Blue Shield of Vir-
ginia provides incentives to physicians on meeting targets
for patient satisfaction and tobacco cessation, reducing
sinusitis and rhinitis, and meeting HEDIS screening
criteria for mammograms and well adolescent visits. Six
health plans in California—Aetna, Blue Cross of Califor-
nia, Blue Shield of California, CIGNA Healthcare,
Health Net and PacifiCare—have agreed to measure and
reward physician groups for improved patient satisfaction

Rewarding for
Quality Care
Enhancements to Highmark’s QIPS Program

SPECIAL  REPOR T

CAREY T. VINSON, MD, MPM

and clinical measures with a report card system, the
Integrated Healthcare Association.

Employers that are paying higher premiums for
healthcare coverage are asking for a reimbursement system
for physicians that rewards value, and they are one of the
driving forces behind incentive plans. The Pacific Business
Group On Health’s Physician Performance Project uses
The Center for Medicare and Medicaid Services (CMS)
claims database and claims data from participating health
plans. In addition, the project will use patient survey data
on patient-physician communications, physicians’ coordi-
nation of care and access to physicians’ services. The
Pacific Business Group On Health believes that, as
appropriate physician performance information becomes
available to consumers, market pressure will become an
effective mechanism for improving healthcare quality and
efficiency. The Leapfrog Group, a national consortium of
Fortune 500 companies and public organizations, encour-
ages hospitals and physicians to adopt quality-based
measuring tools and technology.

Physician concerns
In its 1994 Ethical Issues in Managed Care policy, the

American Medical Association (AMA) declared that
health plans or other groups should develop financial
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incentives based on quality of care, but cautioned that
financial incentives are permissible if they promote the
cost-effective delivery of health care and do not encourage
physicians to withhold medically necessary care.

The American Academy of Family Physician (AAFP)
1999 guidelines on physician profiling encourage profiles
to clearly define what is being measured, that the mea-
surement goals can be easily interpreted and actions can be
taken to achieve the goals. Physicians are involved with
developing the measures that describe the data sources and
use valid criteria for the measures.

The American College of Physicians-American
Society of Internal Medicine (ACP-ASIM) 2001 white
paper on assessing individual physician performance by
managed care organizations noted that performance
assessment systems can change the incentives in the
healthcare system to favor quality of care and patient
satisfaction, as well as manage utilization and cost.
However, the paper pointed out that it is important to
properly balance the incentives in such systems among the
various aspects of care and to use them appropriately to
make sure that the highest priority is providing quality
health care to patients.

Highmark QIPS Program
Highmark has been a leader in the area of perfor-

mance incentives with its Quality Incentive Payment
System (QIPS) program. The program encourages net-
work physicians to support Highmark’s goal to provide
accessible, high-quality health care as efficiently as pos-
sible. The program encourages and improves the quality
of health care within the network and rewards physicians
who already provide excellent clinical services.

QIPS is an incentive program that offers primary care
physicians an opportunity to earn a financial reward for
providing efficient, high-quality health care. The QIPS
program is a reward program that is offered in addition to
the standard-based capitation and/or fee-for-service
reimbursement the primary care physicians receive.

Currently, the QIPS program has 13 clinical indica-
tors. The following existing QIPS clinical indicators
continue in 2004: adolescent well care; appropriate
asthma medication; atrial fibrillation annual care; beta
blocker treatment post myocardial infarction; breast
cancer screening; cervical cancer screen; child diabetes
mellitus care; comprehensive adult diabetes mellitus care;

cholesterol management post cerebrovascular disease;
congestive heart failure advanced annual care; well child
care first 15 months of age; and well child care for ages
three through six. The QIPS clinical indicator for epilepsy
annual care was eliminated in 2004. The current QIPS
clinical indicators were measured beginning in January of
2001, with the first payment in July of 2001.

2004 changes
Beginning July 2004, new clinical quality indicators

are being added to the clinical quality measures and two
survey questions will be added. The new indicators were
added in response to comments from network primary
care physicians and are supported by the national stan-
dards of care. All six new indicators will be applicable to
family practice specialty, four apply to internal medicine,
and four apply to pediatrics. The new indicators are:
• Acute pharyngitis testing (for family practice, internal

medicine, pediatrics),
• Annual influenza vaccination (for family practice,

internal medicine),
• Mumps-measles-rubella vaccination status (for family

practice, pediatrics),
• Varicella vaccination status (for family practice,

pediatrics),
• Advance directives (for family practice, internal

medicine), and
• Smoking cessation counseling (for family practice,

internal medicine, pediatrics).
The smoking cessation counseling and advance

directive indicators will be measured with a member
survey. The first measure of the survey occurred in
December of 2003, with results reported as information
to the primary care physicians’ practices. No payment was
based on the first report. The subsequent survey will be
performed in December 2004, with the first payment
linked to the results of the survey.

Vaccinations
These two measures will identify members who are

age seven, with the expected quality guideline for them to
have received a vaccination for measles, mumps and
rubella or any other combination of the three in the
period from ages four to seven, and will identify mem-
bers who are age 18 months old with the expected quality

continued on page 352
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guideline for them to have received a varicella vaccination
in the period from 12 to 18 months of age.

The measures look at protecting children from
vaccine-preventable diseases. It is well recognized that a
basic method for prevention of serious illness is through
immunization. Vaccines are an easy proven way to help
the child stay healthy and avoid potentially harmful
effects of childhood disease such as mumps, measles,
rubella and chickenpox. Prevention of mild disease saves
hundreds of lost school and work days. The Centers for
Disease Control and Prevention, American Academy of
Pediatrics, American Academy of Family Physicians, and
the Committee on Immunization Practices all recom-
mend that, by their second year of life, children receive
one dose of the mumps, measles and rubella vaccination
and one varicella (chickenpox) vaccination.

Generally, programs to improve vaccination rates in
the Highmark networks have been positive, but child-
hood immunization rates for mumps, measles, rubella
and varicella have been less than 90 percent. This demon-
strates an opportunity to improve immunization rates
and try to reach the 90 percent target set by the Healthy
People 2000 Goals.

Acute pharyngitis testing
This measure identifies members who have a sole

diagnosis of acute pharyngitis with expected quality
guideline for them to have a throat culture or antigen
agglutination test for streptococcus on the date the
diagnosis is identified or in the period three days before or
three days after the date the diagnosis is identified.

This indicator is of special interest to the community
regarding the overuse of antibiotics. Recognized by
national organizations, including the Centers for Disease
Control and Prevention, the Association of American
Medical Colleges and the NCQA’s HEDIS program, to
reduce inappropriate use of antibiotics. Pediatric guide-
lines promote the proper diagnosis of streptococcal throat
infections by measuring children diagnosed with pharyn-
gitis, prescribed antibiotic and tested for group A strepto-
coccus. This measure will support the appropriate pre-
scribing of antibiotics for children who have had appro-
priate testing for the presence of group A streptococcus.

Advance directives
Through the use of Keystone Health Plan West’s

Patient Satisfaction Survey, this indicator will identify
Medicare Advantage members (primarily the members 65
years of age and older) that recall their primary care
physician discussing the use of an advance directive. The
survey will ask the following questions:
• Has your primary care physician discussed advance

care planning with you? This may include a discussion
about a living will and your preferences about specific
medical treatment if you become unable to make
decisions for yourself.

• As part of this advance care planning, have you and
your primary care physician discussed who you would
want to make your healthcare treatment decisions if
you become too sick or are unable to make decisions
for yourself?
The rate will measure members who respond posi-

tively to the questions.
CMS requires practitioners and Medicare Advantage

programs to promote the use of advance directives with
Medicare recipients. CMS requires that plans document
in a prominent part of the member’s current medical
record whether or not the individual has executed an
advance directive.

Advance directives are written instructions, such as
living wills or durable powers of attorney for health care,
recognized under state law and signed by patient, that
explain the patient’s wishes concerning the provision of
health care if the patient becomes incapacitated and is
unable to make those decisions known. Unlike most
living wills, health care advance directives are not limited
to cases of a terminal illness. With an advance directive,
patients state their wishes about any aspect of their health
care, including decisions about life-sustaining treatment,
and choose a person to make and communicate these
decisions for them. An advance directive can relieve
family stress by expressing wishes in advance, and the

SPECIAL
REPOR T  continued from page 351

A pay for performance system
both incentivizes and rewards
physicians for building good
management systems that will
ensure optimal patient care.
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patient helps the family who might otherwise struggle to
decide on their own what they want to have done.
(Editor’s Note: The ACMS makes available Living Will &
Healthcare Power of Attorney forms; please see informa-
tion for ordering the forms at the top of page 327.)

It is important for physicians to help patients under-
stand the implications of an advance directive and help
patients with their goals. To meet CMS requirements, it
is also important that there be documentation of the
discussion in the patient’s medical record.

Smoking cessation counseling
This indicator, through the use of Keystone Health

Plan West’s Patient Satisfaction Survey, will identify
members who smoke and get smoking cessation counsel-
ing from their primary care physician. The member
survey will ask the following question: If you currently
smoke cigarettes, has your primary care physician or
another physician counseled you to stop smoking and
offered to help you stop smoking?

The indicator will measure the rate of those members
who respond to the question with a positive response.

Although cigarette smoking is the leading cause of
premature morbidity and mortality in the United States,
counseling for smoking cessation continues to be an area
of less-than-effective care. Studies have shown that
physicians can be very effective in helping patients start
smoking cessation and to locate services to support their

Dr. Vinson, family practice, is medical director for quality
management at Highmark Blue Cross Blue Shield. He can be
reached at carey.vinsonmd@highmark.com.

attempts to stop smoking. The NCQA’s HEDIS mea-
surement has consistently demonstrated that less than half
of all surveyed smokers are receiving counseling about
smoking cessation. Highmark has programs to help
members stop smoking, but needs network physicians to
counsel and identify members to use the available services.

Commitment to improving patient care
Paying for performance poses a couple of important

questions. Aren’t physicians supposed to provide quality
care, and why should someone pay extra? California’s
Integrated Healthcare Association responds that all
physicians want to provide the very best care for their
patients, but effective healthcare performance requires
good systems as well as good clinicians. A pay for perfor-
mance system both incentivizes and rewards physicians
for building good management systems that will ensure
optimal patient care.

The QIPS program is designed to assist physicians in
the delivery of optimal patient care and reward physicians
for continually striving to improve patient care. The 2004
QIPS program enhancements were developed to follow
the AMA, AAFP and ACP-ASIM guidelines.

SPECIAL
REPOR T  continued
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The Allegheny County Medical Society
Board of Directors met on March 23,
2004. In the absence of board chair G.
Alan Yeasted, MD, ACMS President
Edward Teeple Jr. called the meeting to
order at 6:05 p.m.

ACMS B OARD  OF DIRECTORS

PMS Executive Vice President Roger F.
Mecum updated the Board of Directors on
PMS activities and on the professional
liability litigation crisis. He said PMS goals
were to balance resources across three areas:
political advocacy, practice advocacy and
patient advocacy.

D r. Teeple introduced Ms.
Suzanne Leehan, ACMS

Alliance president, who thanked
members of the board and the society
for their support of the basket raffle
at the annual dinner. More than
$3,300 was raised for the Allied
Health Care Scholarship Fund for
the Community College of Allegh-
eny County, funds that will be
matched by the ACMS Foundation.
Ms. Leehan then presented Dr. Teeple
with the Alliance’s Avanti Award on
behalf of the Allegheny County
Medical Society for years of leader-
ship, service and community action.

Next, Roger F. Mecum, executive
vice president of the Pennsylvania
Medical Society (PMS), updated the
board on the activities of PMS and
the professional liability litigation
crisis. He acknowledged the ACMS
leadership, members and staff for
their outstanding work, especially for
helping raise more than $400,000
from Pittsburgh area hospital medical
staffs for medical liability reform.

Mr. Mecum described eight key
elements of the PMS Vision Plan,
including: (1) membership; (2)
political, practice and patient advo-
cacy; (3) Medicaid reform; (4)
increased federal, legislative and
regulatory work; (5) contracting
legislation; (6) expanded involvement
in medical policy development with
insurers and the state; (7) physician
education and assistance; and (8)
patient health plan fee.

Mr. Mecum noted that Governor
Rendell would be addressing the
medical liability insurance crisis in the
next few days and that he has advised
PMS that he will ask for a three-year
extension of the MCARE Fund
abatement, push for a cap on lawyers
contingency fees, strengthen the
language in the remitators provisions
in Act 13, promote expansion of
mediation similar to Chicago’s Rush
Presbyterian Hospital model, and
extend the Stabilization Act.

Dr. Teeple next introduced
representatives from the PMS Foun-
dation, including Executive Director
Virginia Henning, Philanthropy
Director Shirl Shaffer and Chair
Gerald Pifer, MD. Ms. Henning
noted that the PMS Foundation is
also experiencing challenging times.
Five years ago, the foundation
supported over 20 different pro-
grams, mostly funded by investment
income. It has since had to reconsider
and has decided to focus on just
physician health programs for im-
paired physicians and student finan-
cial service program (loans and
scholarships), both supported directly
through physician philanthropy.
Additional information is available
on the foundation website.

Ms. Shaffer thanked the ACMS,
the ACMS Foundation and the
ACMS Alliance for their continued
support over the years and explained
how the funds are distributed.

Regular Business
Safdar I. Chaudhary, MD, noted

that, after reviewing an article for the
Bulletin submitted by Robert
Carroll, MD, the Editorial Board
returned it to him asking for a
rewrite. It was also noted that, while

some articles have appeared without
an author attribution, going forward
all articles will include a byline. Dr.
Chaudhary noted that he is
partnering with Tobacco Free Allegh-
eny in seeking grant money from the
tobacco settlement for physician and
patient education activities.

Adam Tobias provided the
medical student report, thanking the
medical society on behalf of medical
students for its continuing financial
support of their activities. Most
recently six students attended the
AMA MSS Regional meeting in
Philadelphia. He also noted that six
University of Pittsburgh medical
students had initiated a letter to
Governor Rendell about the medical
liability crisis and its impact on
students, student debt and caps.
Signed by approximately 1,250
students across the state, the letter
prompted a meeting with Governor
Rendell and Rosemarie Greco.

In summarizing the February 17
Executive Committee report, Dr.
Teeple noted the current work of the
Pittsburgh Regional Healthcare
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BOARD  OF
D IRECTORS  continued

Representatives of the PMS Foundation reported the organiza-
tion’s current status to the ACMS Board of Directors in March.
Pictured here are (l. to r.):  Virginia Henning, Dr. Gerald Pifer
(foundation chair), Shirl Shaffer and June Mansberger-Royer.

Initiative. He announced that the
position of the Thirteenth District
Trustee will be open as Dr. George
Buerger does  not wish to run for re-
election. Candidates will be solicited
from the delegation and the board.

Dr. Axelson reported on the
activities of the Pittsburgh Regional
Healthcare Initiative, noting that the
cardiac surgery report is complete and
that a cardiac registry is being imple-
mented. The issue of patient safety is
focusing on drug use and infections,
and the chronic disease study is
currently underway. PRHI is search-
ing for the next steps to take in their
initiatives. Discussion followed, and
the board decided that ACMS
representatives will discuss with the
PRHI leadership suggestions for no
additional mandates in federal, state
and hospital regulations and that
additional physician leadership is
critical to its success.

Unfinished Business
Board members were asked to

help personally deliver plaques and
pins to the 2004 50-year Awardees

who were unable to
attend the installation
dinner in January.

Accepted as
informational was
correspondence from
Congressman Tim
Murphy, 18th Dis-
trict, (March 11,
2004); and from
Congresswoman
Melissa Hart, 4th

District (February 26,
2004) regarding H.R.
3473, legislation that
would provide only
licensed medical

doctors and licensed doctors of
osteopathy to perform eye surgery at
Department of Veteran Affairs
facilities.

After reviewing previous corre-
spondence between the medical
society and the Pennsylvania Depart-
ment of Health regarding regulation
of mobile screening facilities for
vascular disease and osteoporosis, the
board decided that an ACMS delega-
tion should introduce a resolution at
the 2004 PMS House of Delegates
calling for the licensing and regula-
tion of such services by the Com-
monwealth of Pennsylvania.

Terrence W. Starz, MD, reported
on the Obesity Task Force meeting
attended by representatives from
ACMS, Highmark, the Allegheny
County Health Department, various
hospitals, Giant Eagle, Heinz and the
Pittsburgh Post-Gazette. The task
force has joined together to brain-
storm ideas and activities to combat
this major community-wide problem
and to recommend appropriate use of
available resources and how to
measure outcomes.

New Business
The board reviewed a memo

from Ted Otto, PMSLIC general
counsel (March 3, 2004) regarding
the liability issue for a pre-operative
medical evaluation from the primary
care physician before a patient’s
surgery. Discussion followed on the
language of the form, “cleared” versus
“patient in optimal condition” or
“patient in stable condition.” Dr.
Teeple and Adam Gordon, MD,
volunteered to write a “point/coun-
terpoint” article for the Bulletin
regarding guidelines for pre-operative
medical evaluation forms.

The board reviewed a number of
informational items and referred two
of them to the Executive Committee
for further review and discussion,
including:
· A summary of a Professional

Liability Public Meeting that took
place in Eastern Pennsylvania in
February. Ralph Schmeltz, MD,
president, PA College of Internal
Medicine, believes that a similar
program in Western Pennsylvania
would be an excellent forum to
inform the general public about the
issues at stake immediately prior to
the elections.

· Information on the Education for
Physicians on End-of-Life Care
(EPEC) Project from a program
that was recently sponsored by the
Washington County Medical
Society. Christopher Hughes, MD,
and Dr. Yeasted had proposed a
similar program for Allegheny
County physicians.

The board discussed the subject
of continuing education sponsored
by pharmaceutical companies, in
particular, PriMed. Many offer

continued on page 356
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for-profit seminars and lecture series
for CME; from time to time,
ACMS or PMS has endorsed these
programs. Mark L. Zeidel, MD,
recommended that ACMS and PMS
not endorse these programs as they
can promote the products of the
pharmaceutical company, and the
content may be determined by the
company. Other members of the
board noted that, while pharmaceu-
tical companies do sponsor many
seminars, the content is often well
balanced and not biased to their
products. The board decided that the
medical society will not endorse
CME programs that rely primarily
on pharmaceutical company financial
support. Dr. Zeidel offered to write

This is a summary report. A full report is
available by calling the ACMS office at (412)
321-5030. Board meetings are open to
members. If you wish to attend, contact the
society to receive a schedule and meeting agenda.
The next regular Board of Directors meeting is
Tuesday, September 21, 2004.

BOARD  OF
D IRECTORS  continued from page 355

an article for the Bulletin to bring
this matter to the attention of other
physicians. Dr. Gordon volunteered
to prepare a resolution for the House
of Delegates requesting that PMS
and county societies not endorse
pharmaceutical-driven seminars that
are clearly for profit, and that PMS
refer the resolution to committee for
study and report.

Christina Morton, ACMS
director of communications, reported
that the deadline is March 26 for
nominees for the PMS awards:
International Voluntary Service and
the Distinguished Service Award.
ACMS has reordered more of the
patient information materials on the
liability insurance crisis for physician

offices and is currently working on a
poster for physician office use.
Physicians noted the positive re-
sponse from patients to the radio ads.

The board noted as informa-
tional the appointment of David
Juang, MD, as resident representative
to the Board of Directors.

The meeting adjourned at 9:40
p.m.

ONCOLOGY-HEMATOLOGY ASSOCIATION
UPMC Cancer Centers

S.M. MARKS, MD W.A. FERRI, MD D.M. FRIEDLAND, MD

W.J. PFRIMMER, MD P. KANE, MD M.S. GEORGIADIS, MD

T.L. CRANDALL , MD T.A. NOLAN, MD V.A. HADEED, MD

R.J. GLUCKMAN , MD B.L. ZIDAR, MD M. VOLOSHIN, MD

J.E. SHOGAN, MD S.R. SIMON, MD G.K. PENNOCK, MD

A.M. MEGALUDIS, MD C. EVANS, MD K.K. RAJASENAN, MD

P.G. ELLIS, MD R.A. AWAN, MD E.L. MALLOY , MD

S.L. LANCASTER, MD J.G. LICHTER, MD B.C. LEMBERSKY, MD

R.A. PINKERTON, DO M.E. AGHA, MD D.J. MEISNER, MD

Is pleased to announce the association with

KIMBERL Y W. SCHLESINGER, MD
and GRACE R. TARABAY, MD

Dr. Schlesinger will be seeing patients Dr. Tarabay will be seeing patients
at the following office locations:        at the following office locations:

St. Margaret Natrona Heights Beaver New Castle
200 Delafield Ave., Ste. 3050 1604 Burtner Road 605 Sharon Road 2602 Wilmington Avenue

Pittsburgh, PA 15215 Natrona Heights, PA 15065 Beaver, PA 15009 New Castle, PA 16105
(412) 781-3744 (724) 230-3030 (724) 774-0778 (724) 658-7300

(412) 781-3793 FAX (724) 230-3002 FAX (724) 774-1109 FAX (724) 656-4131 FAX
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CLASSIFIEDS

Place a classified advertisement in the
BULLETIN and your ad will also
appear on theAllegheny County
Medical Society’s website for the
duration of the advertisement at NO

ADDITIONAL  COST. Check out your ad at
http://www.acms.org. For more
information, call Elizabeth Fulton at
(412) 321-5030.

Free classified ad on the world wide web!

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 vvvvve Core Core Core Core Cor pspspspsps  to respond to public
emergencies.

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

Call
(412) 321-5030
today and place

your ad here!

Box Replies:
ACMS/ bo x n umber
713 Ridge Avenue

Pittsb ur gh P A 15212
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Help Wanted

UNIQUE OPPORTUNITY to
join a proactive, physician-driven
company that provides workers’
compensation and disability loss
control for employers. We are look-
ing for action-oriented, objective
physicians from all specialites who
enjoy multi-task work in a fast-
paced, business environment.
Should possess excellent commu-
nication skills and an understand-
ing of customer service. Competi-
tive salary and benefits package.
Interested candidates should for-
ward their CV to cdaddario@
imcdocs.com or fax to 412-471-
5613.

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

FOR LEASE–North Perry High-
way, Medical Office in prime loca-
tion, easily accessible, great neigh-
borhood, high visibility. 850 sq.ft.
Tastefully decorated in three sto-
ries prestigious Medical Offices
with full services including eleva-
tor. Please call 412-818-5551 or
7 2 4 - 9 3 5 - 8 2 2 2 . R e g e k o w
@aol.com

For Rent

MEDICAL OFFICE SPACE FOR
RENT–4111 Penn Avenue. Close
to West Penn and new Children’s
Hospital. Call Dr. Certo 412-784-
7275.

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.

Miscellaneous

PHARMACOGENETICS DNA
PRESCRIPTION DRUG REAC-
TION TESTS. Know patients ge-
netic drug reaction profile. Mini-
mize ADR’s  and malpractice
liability. Achieve safe, accurate pre-
scribing. CPT coded-Free Ship-
ping. GenScreen: 412-344-9226.

http://www.acms.org
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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


